
Summary
In the context of health care, the term “disparities” refers to signifi-

cant differences between one population and another in terms of 

the rate of disease incidence, prevalence, morbidity, mortality, or 

survival rates.1 Disparities in health care are differences in the qual-

ity of care patients receive based on their race and ethnicity, even 

when they have health insurance. The research community has thor-

oughly documented the existence of racial and ethnic disparities in 

health and health care in the United States. Experts in the field are 

now concerned with moving from documentation of differences 

toward efforts to actually eliminate disparities in health care. 

Three recent examples illustrate potential strategies for reducing 

disparities. These interventions targeted specific disparities in three 

areas—premature birth, diabetes care, and physician service qual-

ity. Analysis of these interventions suggests that they all share certain 

elements in common.They contained multiple components to target 

different points in the health care system, they were culturally appro-

priate, and they made extensive use of data from health information 

technology (HIT) to identify characteristics of individuals affected 

by disparities and to allow successful interventions to be replicable. 

Moving forward with disparities reduction and addressing barriers on 

a national level will require engagement from the research community 

and leaders of health care systems. 

Introduction
In its 2002 report Unequal Treatment: Confronting Racial and Ethnic 

Disparities in Health Care, the Institute of Medicine (IOM) defined 

health care disparities as the difference in quality between racial or 

ethnic groups that is not justified by differences in access, health sta-

tus, or the preferences of the groups.2 There are many populations 

affected by health disparities including racial and ethnic minorities, 

rural residents, women, children, persons with disabilities, and the 

elderly. Health disparities can also be rooted in other factors linked 

to discrimination, such as sexual orientation and gender identity.3 

The literature suggests that there are multiple patient, provider, and 

system-level factors that contribute to health care disparities.4

Racial and ethnic disparities in insurance coverage, access to 

services, and quality of care received are some of the factors that 

contribute to unequal health outcomes in the United States.5 There 

are several core measures of health and access in which minority 

populations fare worse than whites. For example, African American 

children have a rate of hospitalization for asthma that is four to five 

times higher than the rate for white children, and approximately 

one-third of nonelderly Latinos are uninsured, while the uninsur-

ance rate is only 13 percent for whites. These racial and ethnic 

disparities are well-documented and persist even when comparing 

groups of similar socioeconomic status (SES).6 

Genesis of this Brief: AcademyHealth’s Annual Research Meeting 2011
AcademyHealth convened a panel of experts to share their experiences and perspectives on health care disparities during its Annual Re-
search Meeting (ARM) in Seattle, Washington, in June 2011. Sheila Owens-Collins, M.D., M.P.H., M.B.A., vice president and senior medi-
cal director of Community First Health Plan in San Antonio, Texas; David Newhouse, M.D., M.P.H., assistant physician-in-chief, Kaiser 
Permanente, Fremont, California; Thomas Sequist, M.D., M.P.H., associate professor of medicine and health care policy, Brigham and 
Women’s Hospital and Harvard Medical School and director of research, Atrius Health; and Joseph Betancourt, M.D., director, Dispari-
ties Solutions Center at Massachusetts General Hospital, participated in the panel. Joel Weissman, Ph.D., associate professor of health 
policy at Harvard Medical School, moderated the discussion. 
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While traditional health services research has been successful in 

identifying and documenting health care disparities, some observ-

ers suggest that it is time to progress from documentation toward 

efforts to actually reduce disparities.7 Moving from documentation 

to intervention involves using data from health information technol-

ogy (HIT) to develop and test targeted interventions for populations 

affected by disparities. 

Moving from Documentation to Intervention
Reducing disparities in health care is currently a national policy 

priority. The Patient Protection and Affordable Care Act (Afford-

able Care Act or ACA) has several features that may aid in disparities 

reduction. These include expanded insurance coverage, additional 

funds for Community Health Centers, and an expansion of the 

National Health Service Corps, which funds and places health care 

professionals in underserved areas. In April 2011 the Department of 

Health & Human Services (HHS) released the HHS Action Plan to 

Reduce Racial and Ethnic Disparities.8 This document builds upon the 

Affordable Care Act and identifies priority areas for HHS. These in-

clude promoting increased data collection, incentivizing better health 

care quality for minority populations, and realigning HHS priorities 

so that all divisions are addressing health disparities. Additionally, 

every 10 years HHS releases Healthy People objectives. These are 

evidence-based national goals for improving Americans’ health. The 

December 2010 launch of Healthy People 2020 included a special fo-

cus on disparities and social determinants of health. During the next 

decade, Healthy People 2020 will collect data on chronic conditions, 

illness and death rates, and other health outcomes by different factors 

including race, ethnicity, gender, and geographic location.9 

There has also been action from major stakeholders in the health care 

industry.  In July 2011, provider associations including the American 

Hospital Association, the National Association of Public Hospitals, 

the Catholic Health Association, the American College of Health-

care Executives, and the Association of American Medical Colleges 

(AAMC) issued a “national call for action” to address disparities in 

the delivery of care.10 This effort focuses on increasing the collection 

and use of race and ethnicity data, greater cultural competency train-

ing for medical staff, and increasing diversity in health care industry 

governance and leadership.11 In launching this effort, the stakehold-

ers acknowledge both the ethical imperative to end disparities and 

the strategic business case—the long-term financial viability of hos-

pitals will depend on their ability to care for an increasingly diverse 

patient population.12 In addition, the AAMC is working with the next 

generation of physicians on disparities reduction. Its 2009 document, 

Addressing Racial Disparities in Health Care: A Targeted Action Plan 

for Academic Medical Centers, outlines recommendations to increase 

medical trainees’ exposure to underserved settings and to heighten 

awareness regarding segregation of care and disparities.13

Engagement by the federal government and the health care industry 

on disparities will help to build infrastructure and provide a broad 

base for work on the issue. However, designing an intervention to ad-

dress a specific disparity requires identification of a target group and 

specific, measurable outcomes.14 Targeted interventions may focus on 

patients with a particular characteristic or condition, communities 

served by the health care system, or the attitudes, skills, and behaviors 

of providers.15 Examples of these interventions include case man-

agement, provider education, the use of community health workers 

to reach specific populations, and system redesign. Interventions 

can also target different levels of the health care system such as the 

patient, provider, hospital, or health system.16 

Case Studies in Targeted Interventions
A session at AcademyHealth’s 2011 Annual Research Meeting titled 

“Solutions to Health Care Disparities: Moving Beyond Documenta-

tion of Differences” highlighted the efforts of three organizations to 

address health care disparities. There are several elements that these 

interventions have in common:

•	 Multiple Components: Rather than a single mechanism for inter-

vention (e.g. case management), these interventions used several 

methods (e.g. case management and provider education) to reach 

multiple targets, including the patient, provider, and health care 

organization.

• 	 Cultural appropriateness: While there is a lack of studies com-

paring culturally tailored interventions with more generic quality 

improvement initiatives, there are practical reasons to believe that 

culturally tailoring disparities reduction efforts enhances their ef-

fectiveness.17 Each of the interventions highlighted below attempt-

ed to take into account the particular cultural needs of the target 

population to fully address the disparity and to encourage patient 

and provider engagement in the intervention. 

• 	 Use of HIT: Using data from HIT, the architects of these interven-

tions were able to identify the characteristics of affected patients or 

providers. This data allows successful interventions to be repli-

cable. With knowledge of the characteristics that may predispose 

patients to poorer health outcomes or access, individuals can be 

targeted for early outreach in disparities reduction efforts. 

Reducing Premature Births: Community First 
Health Plans
Each year, more than a half a million babies in the United States are 

born prematurely. While the reasons for preterm birth are not com-

pletely clear, research has shown that it occurs more often among 

certain racial and ethnic minorities, particularly African Americans.18 

Prematurity can incur significant costs for the health care system. Av-

erage expenditures for premature or low birth rate infants are more 

than 10 times those for uncomplicated births.19 
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Community First Health Plans is a non-profit managed care organi-

zation with 170,000 covered lives in CHIP, Medicaid, and the com-

mercial insurance market. In San Antonio, Texas, Community First 

developed a program to identify women at risk for premature deliv-

ery. This initiative, Healthy Expectations, uses predictive modeling 

to identify risk factors for premature delivery and conducts targeted 

outreach to women that match these characteristics. By reaching 

out to at-risk women and allocating resources for early intervention, 

Community First is aiming to reduce health care costs and improve 

the health of infants and mothers. 

Community First began by evaluating its tools (surveys and health risk 

assessments) to see if they could be updated to capture more infor-

mation on the lifestyle and behavior patterns of at-risk women. The 

intervention’s designers consulted with mothers and providers with 

experience in high-risk pregnancy to determine the racial, ethnic, and 

cultural disparities that predispose women to premature birth. With 

this knowledge, they created a tool to more accurately identify at-risk 

women. The goal was to use the model to increase the early referral 

and identification of high-risk pregnancies.

The program design has several components. First, there is outreach 

to all pregnant women and a survey is administered to assess risk 

status. The survey addresses medical risk factors for prematurity 

such as HIV infection, short time between pregnancies, bleeding, 

and maternal age. The survey also covers non-medical factors such 

as emotional state, support system, and lifestyle. Each patient’s 

obstetrician also completes a risk assessment survey. 

The second component of the program addresses early identification 

and referral. The health plan identified pregnant women through three 

main sources—a state file, notification by a patient or provider, or 

receipt of a claim related to pregnancy. Since these methods failed to 

capture all the women in the health plan in the early stages of pregnan-

cy, it was necessary to develop new identification strategies. Working 

with hospitals and providers, the program designers developed new 

methods for increased surveillance such as tracking emergency depart-

ment visits, pharmacy data, ultrasound requests, and hospitalizations 

unrelated to delivery. Through this process, the program increased 

early referrals by 36 percent.

Using the survey results, the women are stratified into high and 

low-risk groups. Both groups receive educational materials on 

topics like nutrition, breastfeeding, and well child care. The 

low-risk women are tracked for any change in health status. In 

addition to the educational material and tracking, the high-risk 

women receive intensive one-on-one nurse case management until 

the sixth postpartum week.  

The first year’s results included improvements on key health mea-

sures. While there was an increase in the total number of pregnan-

cies between 2009 and 2010, there was a 10.8 percent decrease in 

the number of complex newborns (a baby staying in the hospital 

for more than five days after delivery) and the prematurity rate de-

creased by 3.2 percent. Program observers noted several key points 

from the program’s first year:

• 	Multiple factors contribute to a predisposition for premature 

birth.

• 	Population risk stratification is appropriate in order to most ef-

fectively allocate program resources.

• 	Risk stratification is improved by enhancing data collection in 

health risk assessment tools and by increasing surveillance for at-

risk pregnancies. 

The designers of Healthy Expectations are targeting several program 

areas for improvement. For example, currently there are a large 

number of medical risk factors used to identify high-risk pregnan-

cies, and they will conduct analyses to narrow the variables and 

make the risk assessment tool more effective. 

Physician Service Scores: Kaiser Permanente
Health care disparities are evident not only in clinical outcomes, but 

also in service quality. Research shows that minorities, as compared 

to whites, experience poor service quality in the form of long ap-

pointment lags, waiting times, and lower patient satisfaction.20 The 

result of this disparity is not just patient inconvenience—low service 

quality may hinder the ability to achieve technical quality and posi-

tive clinical outcomes.21 In order to reduce service disparities, it is 

necessary to have robust and comparable measures of the patient 

experience.22

Kaiser Permanente of Northern California uses Member Patient Satis-

faction Surveys (MPS) to measure patient satisfaction among enroll-

ees. These scores are used to partially determine physician pay raises 

and bonuses at some facilities. The MPS report uses an overall number 

for the physician score and physicians receive a basic breakdown along 

the lines of age, gender, and patient familiarity (new vs. returning), but 

do not receive more detailed data on race and ethnicity. 

In the Northern California region, physicians were often penal-

ized on their scores due to the increasing diversity of the patient 

population. If a physician performed poorly with a particular group 

of patients, the overall MPS score decreased. With a diverse patient 

population, it is difficult to determine exactly which group needs 

improvement. Poor performance with a particular group of patients 

could represent conscious or unconscious biases on the part of the 

physician or the patient, potentially exacerbating health disparities. 
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In order to increase both patient satisfaction and physician profes-

sional satisfaction, Kaiser Permanente of Fremont, Calif., undertook 

a pilot program to revise the MPS database to capture more patient 

race and ethnicity data. The goal of the Diversity, Demograph-

ics, and Analytics Program was to provide physicians with refined 

scores to self-correct problems, focus on areas for improvement, 

and address any unconscious biases. The new MPS captures de-

tailed data on race and ethnicity along with the previous measures 

of gender, age, and patient familiarity. Through the use of trend and 

average data along with score color-coding, the new format allows 

physicians to address patterns in their service scores. The revised 

format also enables the recognition of potential unconscious bias 

in the physician and/or the patient. Through the combination of 

the race and ethnicity data with the familiarity measure (new vs. 

returning), physicians can see patterns in their populations. For 

example, if a physician consistently receives low scores from new 

patients of a particular racial or ethnic group, it could represent 

bias on the part of the patients and/or the provider.   

Giving physicians more detailed data also allows them to address 

the “not me” phenomenon. This refers to physicians acknowledging 

the existence of disparities in the health care system, but believing 

that they, as individuals, do not contribute to the problem. This 

mindset is problematic for disparities reduction efforts because it is 

difficult to engage physicians who do not believe that care needs to 

be changed. However, when physicians receive their own personal 

data, it is easier to illustrate systemic problems and begin to work 

toward improved service for patients.  

After an initial pilot with a small number of physicians and focus 

groups, the program expanded to 6,000 physicians in Northern 

California Kaiser Permanente. The program designers have identi-

fied service score gaps between white patients and other racial 

ethnic minorities. Using the new, detailed data, physicians are able 

to work on correcting this service disparity. The program has been 

successful, and the level of detail of the MPS can be enhanced in 

the future to capture scores from other groups of interest. Program 

architects note several key lessons moving forward:

• 	Using one service score that does not adequately capture patient 

diversity has unintended consequences. 

• 	Breaking down service scores is an effective approach for improve-

ment at the individual physician, department, and facility level.

• 	Identification of unconscious bias on the part of the patient and/

or provider is possible through race and familiarity data.

Racial Disparities in Diabetes Care: Harvard Van-
guard Medical Associates
Racial and ethnic minorities with diabetes experience disparities 

in both outcomes and quality of care.23 Harvard Vanguard Medical 

Associates (HVMA)—a non-profit, multi-specialty physician group 

serving approximately 300,000 adult patients in eastern Massachu-

setts—sought to reduce disparities for its approximately 15,000 

diabetic patients. In the late 1990s it began a program to redesign 

diabetes care. There were three components—improved clinical 

information systems (including an electronic medical record with 

decision support capability), population registries to track patients 

in between office visits, and the use of care teams to increase patient 

engagement. 

This initial effort was a generic, rather than a targeted, quality 

improvement program.  All diabetic patients were included and 

there was no attention to race or ethnicity, gender, or SES. During 

the program, HVMA improved diabetes care in several ways. For 

example, process measures, including annual testing of hemoglobin 

A1C and cholesterol levels, saw improvement and there were no 

racial disparities. However, on outcomes measures (actual scores 

on hemoglobin A1C, cholesterol, and blood pressure) there were 

gaps between African American and white patients. In response to 

this disparity, HVMA undertook a provider training and educa-

tion program to discover the roots of the outcomes disparity and to 

work toward closing the gap. 

The intervention program had three main components: 

• 	HVMA conducted a campaign to improve the collection of race 

and ethnicity data. Initially there was race data on only 40 per-

cent of the population. After the campaign and prior to the inter-

vention program, they increased the number to approximately 

80 percent. 

• 	HVMA increased provider awareness of racial disparities to 

counter the “not me” phenomenon. The program designers used 

provider-specific performance reports to illustrate that racial 

disparities are a local, not just a national, problem. The perfor-

mance reports contained current provider-level data, monthly 

updates, and quarterly inclusion of race-stratified dashboards. 

• 	The providers were given tools to aid in disparities reduction. 

These included off-site cultural competency training and month-

ly educational tips gathered from patient feedback, surveys, and 

focus groups. Providers also spent an afternoon in a neighbor-

hood health center interacting with patients and discussing their 

barriers to care. 
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Thirty-one primary care teams, corresponding to approximately 

7,500 diabetic patients, were randomized into intervention and 

control groups. There were positive results with regard to aware-

ness of racial disparities. The teams that went through training 

were more likely to recognize disparities as an issue in their own 

practices. However, the intervention group, while recognizing 

disparities as an issue, was more likely to feel that the components 

of the intervention (cultural competency training and perfor-

mance feedback) did not help them address disparities. Finally, the 

outcomes measures were almost identical between the intervention 

and control groups and the intervention did not close the gap in 

clinical outcomes between white and African American patients. 

Following the intervention, the program designers interviewed 

physicians to gather feedback. They found that many providers 

felt overwhelmed by the issue of racial disparities. While some 

appreciated the feedback reports and education, others felt that 

disparities were still largely out of their control. Providers often felt 

that patients were experiencing such large challenges that there was 

little that the health system or an individual provider could do to 

improve their circumstances. 

These mixed results highlight some of the challenges of address-

ing racial disparities in health care. While the cultural competency 

training and performance feedback helped providers recognize that 

disparities are an issue, it also may have left them feeling frustrated 

that they did not change clinical outcomes. Additionally, this pro-

gram lasted for only 12 months, and it may be that some dispari-

ties are so entrenched that it requires much more time to change 

practices and improve care delivery.24

Moving Forward: Next Steps in Disparities  
Reduction
Each of these cases highlights innovative ways to move beyond 

documenting health care disparities toward eliminating them. 

Looking past these interventions, the evidence to-date suggests that 

there are still barriers around addressing disparities at a national 

level. The major issues lie in structural barriers unrelated to health 

care that impact disparities. Social determinants of health, such as 

education and income, impact access to the resources necessary for 

health, such as nutritious food and safe housing.25 While gaps have 

narrowed in areas such as income and education, health disparities 

have been more resistant to change. For example, between 1960 and 

2000, African American median income rose from 65 to 84 percent 

of that of whites. On the other hand, there were no marked im-

provements in mortality disparities during the same time period.26 

While these structural barriers are challenging to reduce, there are 

disparities in health care delivery that the health system can work 

to correct.27 A major challenge in these efforts is engaging leaders of 

hospitals and health systems. With many other issues competing for 

leaders’ attention, it is often challenging for health care disparities 

to emerge as a defining issue.28 National organizations such as the 

Joint Commission and the National Quality Forum are framing dis-

parities reduction as central to quality improvement efforts. Experts 

who have examined these programs note that routine collection of 

data, particularly data on race and ethnicity, will allow systems to 

identify disparities in care as a routine matter and use the data to 

develop and implement solutions. There is also a need to evaluate 

the interventions already in place to ensure that they are achiev-

ing desired outcomes. Subjecting the interventions to cost-benefit 

analysis will allow systems to see if they are allocating resources in 

the most effective way to reduce disparities.29 

The execution and evaluation of these interventions represents 

a departure from research on health disparities. Moving beyond 

identification and descriptive activities will mean transforming 

the way that those in health care delivery analyze what works in 

disparities reduction. Interventions to reduce disparities should 

target those populations most at-risk, be culturally competent, 

and disseminate findings in order to replicate successful projects.30 

Research will need to take account of these activities and invest in 

dissemination of successful interventions.  
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