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Executive Summary     i 

“Of all the forms of inequality, injustice in health is the most  
shocking and the most inhumane.”      

        Dr. Martin Luther King Jr. at the 2nd National Convention of the  
Medical Committee for Human Rights on March 25, 1966 

 

Executive Summary 

Health and health care disparities have disproportionately affected minority communities 
across the US health care system. In 2003, the Institute of Medicine (IOM) report, 
Unequal Treatment: Confronting Racial and Ethnic Disparities in Healthcare, urged that 
eliminating disparities become a national priority. Despite this call to arms, the 2008 
National Healthcare Disparities Report (NHDR) shows that health disparities are 
actually increasing in many areas and remain unchanged in others. For example, the 
proportion of new AIDS cases was 9.4 times as high for Blacks as for Whites and three 
times as high for Hispanics as non Hispanics. Minority communities (i.e., Blacks, 
Hispanics, American Indians/Alaskan Natives, some Asian Americans and Native 
Hawaiians and Other Pacific Islanders) continue to be vulnerable communities who are 
disproportionately poorer, and disproportionately uninsured or underinsured.  Minority 
communities continue to experience disproportionately higher morbidity and mortality 
rates for disabling chronic diseases such as diabetes, kidney disease, heart disease, 
and cancer. Well-regarded research suggests that 83,000 deaths each year are 
attributable to racial and ethnic health disparities.  
 
The unprecedented economic downtown in the latter half of 2008 combined with the 
increasingly dire effects of high health care costs for both businesses and individuals 
have set in motion unique/concerted efforts to achieve meaningful health care reform in 
2009. Meaningful health care reform offers the potential to improve the health status in 
minority and vulnerable communities, and to reduce/eliminate health disparities.  But, if 
the past is not to be the prologue, then health care reform must intentionally establish 
the strategies necessary to ameliorate and ultimately to eliminate minority health 
disparities. Otherwise, the myriad challenges of health care reform could mean that 
minority health priorities receive insufficient consideration.    
 
Every strategic aspect of health care reform currently being considered, from health 
insurance coverage to health care access to patient-centered comprehensive services 
to expanding primary care providers to improving quality of care by improving health 
care provider training also has the potential to ameliorate health disparities and improve 
the health of minority communities.  Consequently, the Advisory Committee on Minority 
Health (ACMH) asserts that every such health care reform proposal/strategy must be 
assessed/evaluated regarding its implications and impact for ameliorating health 
disparities and improving the health of minority communities. 
 
To facilitate this necessary/critical scrutiny, the ACMH proposes 14 Principles to provide 
the necessary evaluative criteria. These principles encompass scientifically well-
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established areas of health care policy and health care reform including the need for a 
diverse health care workforce, equitable access to comprehensive health care coverage 
and services, the key roles of public health and the safety net, and the need for 
transparent, accessible, and comprehensive data systems. The ACMH urges 
application of the following 14 Principles to ensure that health care reform will meet the 
health care needs of minority communities, and create the impetus and infrastructure to 
eliminate health disparities/inequities.  
 
The ACMH also proposes three overarching Recommendations to facilitate/support 
application of the 14 Principles.  
 

A Diverse Health Care Workforce with Diverse Executive Leadership and 
Governance   
 
Principle 1:  The development of a health care workforce that is truly representative 
and reflective of the communities served is vital for health care reform to achieve its full 
potential to serve a diverse and growing minority population and to create an affordable 
and sustainable health care system that produces good health outcomes.   
 
Principle 2:  The development of diverse executive leadership and governance bodies 
of the health care system is essential for implementing effective health care reform that 
meets the needs of a diverse minority population and ensures/works for the elimination 
of health disparities/inequities. 
 
Principle 3:  Accrediting and licensing agencies must include strong and robust 
requirements/benchmarks and oversight processes for ensuring the provision of patient-
centered, culturally and linguistically sensitive/competent care in all health care settings.  
These benchmarks must ensure a diverse health care workforce with diverse executive 
leadership and governance. 
 
Principle 4:  Health care professional schools must be affordable and must reflect the 
diverse communities they serve.  Their curricula must promote a trans- and multi-
disciplinary, team-oriented, and community-responsive approach to teaching, training, 
mentoring, and matriculating in order to ensure the availability of primary care health 
care providers necessary to implement comprehensive health care reform.  
 

Equitable and Sustainable Access to Comprehensive and Affordable Health 
Care Coverage and Services 
 
Principle 5:  High quality health care coverage that is affordable and comprehensive 
must be equally accessible to all individuals regardless of nativity or citizenship, age or 
health history.  Coverage should be portable to eliminate gaps in coverage due to 
transitions in employment or life circumstance. Minority and vulnerable communities are 
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disproportionately affected by lack of coverage and access and the consequences of 
poor health status.  
 
Principle 6:  A redesigned health care system must be patient-centered and promote 
a medical home or more broadly a health home for everyone. To improve access for 
minority and vulnerable communities, financing and reimbursement policies must 
incentivize and ensure that all persons residing in the US have a health home that 
emphasizes prevention, primary care, chronic care management and care coordination, 
and providing patient-centered, culturally and linguistically sensitive/competent care. 
 
Principle 7:  Health care reform must support the enhancement and availability of a 
wide range of community-based interventions and programs that are responsive to 
diverse populations, in particular, minority and vulnerable communities. Coordination of 
patient-centered, culturally and linguistically sensitive/competent care across primary 
care and medical specialties and sub-specialties must be encouraged through financing 
and reimbursement systems. 

Principle 8: While health care reform must create a financially sustainable health care 
system, new or revised financing and reimbursement policies must not adversely and/or 
disproportionately affect minority and vulnerable communities.  Indeed, such financing 
and reimbursement policies must redirect resources to minority and vulnerable 
communities who have always experienced a disproportionate lack of access to the 
health care system and disproportionately poor health status. 

Preserve the Safety Net, Focus on Community Engagement and the Social 
Determinants of Health, Promote Partnerships with Public Health 
 
Principle 9:  A robust safety net must be maintained to insure that vulnerable and 
minority populations do not fall through the cracks. Minority and vulnerable communities 
are those who not able to access affordable health care coverage and/or services and 
thus disproportionately rely on the safety net, e.g., children in immigrant families, low-
income parents, low-wage working adults with no children, some lawfully residing 
residents, and undocumented residents in the U.S.   
 
Principle 10: Health care reform must include minority communities as key 
stakeholders to provide direct input as to how health care should be structured and 
delivered.  Strong and active minority and vulnerable community engagement is the 
essential foundation for establishing successful strategies to eliminate health disparities 
that include meaningful prevention strategies and that account for/address the social 
determinants of health (SDOH).  
 
Principle 11:  The public health infrastructure must be strengthened to assure that its 
primary functions and activities are responsive to a diverse population, especially 
minority and vulnerable communities, and account for/address the social determinants 
of health (SDOH).  Health departments must have the ability to hold their agencies 
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accountable for health disparities as well as the capacity to deal/work with diverse 
populations in public health emergencies. Minority and vulnerable communities 
represent a particular challenge/responsibility for public health because these 
communities disproportionately lack access to health care and health homes. 
 

Data Systems Ensure Comprehensive Capacity and Multi-Dimensional 
Accountability for Eliminating Disparities as well as Achieving Reform  
 
Principle 12: The developing area of Health Information Technology (HIT) must 
support the delivery of a continuum of patient-centered, culturally and linguistically 
sensitive/ competent care that is seamless and coordinated.  HIT through its data-
collection must be used for quality assurance and improvement aimed at eliminating 
health disparities/inequities.  HIT must go beyond the hospital to include community-
based providers and programs that serve minority and vulnerable communities.  
 
Principle 13:  Data collection strategies must be designed to recognize, measure, 
evaluate, and address the social determinants of health (SDOH) within the context of 
the health care system and strategies to improve health outcomes, promote quality 
assurance, and eliminate health disparities/inequities. SDOH includes environmental 
influences such as poor housing, unsafe neighborhoods, lack of access to fresh foods, 
and polluted environments as well as personal behaviors.  
 
Principle 14:  Data collection strategies, including information on quality, performance, 
and outcomes, must be transparent and consistent with the benchmarks for eliminating 
health disparities/inequities as established by the Secretary of HHS or by the federal 
Health Equity Commission. Measures relevant to and informative of minority and 
vulnerable communities have been disproportionately absent from data collection and 
measurement strategies – this situation must be corrected.   
 

The Advisory Committee on Minority Health makes three overarching 
Recommendations to ensure that the foregoing 14 Principles for Minority 
Health Equity are effectively incorporated into health care reform activities 
so that health care reform will meet the needs of minority communities and 
create the impetus and infrastructure to eliminate health disparities: 
 
Recommendation 1:  The Administration and the Congress shall take steps to 
develop and establish a Federal Health Equity Commission (akin to the Federal Civil 
Rights Commission) that will focus on eliminating health disparities in the US. The 
Health Equity Commission will provide the stature and clout demonstrably necessary to 
begin to achieve sustained progress toward the elimination of health 
disparities/inequities.  
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Recommendation 2:  In the meantime, all health care reform commissions, 
committees, and working groups – whether federal or state or local governmental and 
legislative, public or private think-tank/NGO, must take steps to include sub-committees 
that address health disparities/inequities, minority health equity, and workforce diversity. 
It is equally important that these entities take meaningful steps to ensure diversity 
reflective of communities served in their leadership, membership, and staffing.   
 
Recommendation 3:  The 14 Principles for including Minority Health Equity in Health 
Care Reform must be thoroughly considered/addressed in writing by all entities 
described in Recommendation 2. These reports must be delivered to the Secretary of 
US Health and Human Services and the Federal Health Equity Commission. 
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Statement of 14 Principles and Three Recommendations 

Designed to Ensure that Health Care Reform Will 

Meet the Health Care Needs of Minority Communities 

and Eliminate Health Disparities 
 
 
“Of all the forms of inequality, injustice in health is the  
most shocking and the most inhumane.”      

       Dr. Martin Luther King Jr. at the 2nd National Convention of the  
      Medical Committee for Human Rights on March 25, 1966 

 
 

Consequences of the History of Disparities in US Health Care System 
  
Health and health care disparities have disproportionately affected minority communities 
across the US health care system. In 2003, the Institute of Medicine (IOM) report, 
Unequal Treatment: Confronting Racial and Ethnic Disparities in Healthcare, urges that 
eliminating disparities become a national priority. Despite this call to arms, the 2008 
National Healthcare Disparities Report (NHDR) shows that health disparities are 
increasing.1  Minority communities (i.e., Blacks, Hispanics, American Indians/Alaskan 
Natives, some Asian Americans and Native Hawaiians and Other Pacific Islanders) 
continue to be vulnerable communities disproportionately poorer, and disproportionately 
uninsured or underinsured Minority communities continue to disproportionately 
experience higher morbidity and mortality rates for disabling chronic diseases such as 
diabetes, kidney disease, heart disease, and cancer.2 Well-regarded research suggests 
that 83,000 deaths each year are attributable to racial and ethnic health disparities.3

 
 

The US has a long history of inequities in health care yet the scientific study of health 
care disparities is a relatively new field.4  Publicity and public concern regarding health 
care disparities have increased dramatically in the last ten years.  Federal and state 
governments, leading health care foundations and major employers have called 
attention to disparities in treatment and outcomes and to the urgent need to develop 
effective interventions.  Some federal initiatives, such as the Healthy People 2010 
initiative, explicitly target reduction in disparities.  Today, 13 of the nation’s 48 state 
offices of minority health specifically identify “disparity reduction” or “equity” in their 
name,5 and industries from hospitals to health insurance companies are working to 
ameliorate disparities by investing substantial resources in quality improvement efforts 
for all Americans.6

 
  

Even with the increased attention and advances in the quality of care, persistent racial 
and ethnic health disparities continue to plague the US health care system.  Hundreds 
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of studies have documented substantial gaps in access, quality of care and health 
outcomes by race, ethnicity, socioeconomic status, and gender.7  Notable examples 
include surgical outcomes, access to ambulatory services, and outcomes for heart 
disease and certain cancers.8  African-American women are 67 percent more likely to 
die when diagnosed with breast cancer.9 Hispanics with HIV are almost 30 percentage 
points less likely to receive protease inhibitors during treatment;10 poor individuals score 
lower on 11 of the 17 core measures of quality care than high-income individuals;11 
African Americans wait two times as long for kidney transplantation.12  Women are less 
likely to receive evidence-based testing and treatment for heart disease than men.13

 
 

“Asian American and Pacific Islander women have low rates of cancer screening 
including mammograms and Pap tests.  According to Kagawa-Singer and Pourat 
(2000), in the United States, 26% of Chinese, 21% of Japanese, 28% of Filipinos, 50% 
of Koreans, and 68% of Asian Indians (all over the age of forty) had never had a 
mammogram.  Furthermore, one fifth of Asian American women (over the age of 
eighteen) have never had a Pap test, and among those who have, one out of seven 
have not had the test within the past three years.” 14

 
  

When mortality rates are used as the indicator of health outcomes, American Indians 
and Alaska Natives face a disadvantage, relative to Whites, at each stage of the life 
span, with persistent disparities in infant mortality, life expectancy, and mortality from a 
variety of conditions including chronic diseases.15

American Indians and Alaska Natives are disadvantaged in the health care system.

 There is also sufficient evidence of 
disparities in health care financing, access to care, and quality of care to conclude that 

16

 
 

The National Healthcare Disparities Report, 2008 (NHDR) produced by the Agency for 
Healthcare Research and Quality (AHRQ) provides in its introductory section a succinct 
but powerful description of the state of health care for minorities and other vulnerable 
groups in the US:   
 
 Disparities persist in health care quality and access - For AI/ANs, 75% of the 
 core measures that could be tracked over time improved (gap decreased).  For 
 Blacks and Asians, 60% of the core measures used to track access remained 
 unchanged (gap stayed the same) or got worse (gap increased).  For Hispanics, 
 80% of core access measures remained unchanged or got worse.  For poor 
 populations, 57% of core access measures remained unchanged or got worse.   

Magnitude and pattern of disparities are different within subpopulations -
Improvements in preventive care, chronic care, and access to care have led to 
the elimination of disparities for some priority populations in areas such as 
mammograms, smoking cessation counseling, and appropriate timing of 
antibiotics.  At the same time, many of the largest disparities have not changed 
significantly.  Some disparities exist across multiple priority populations - In 
addition to the variable distribution of disparities evident across priority 
populations, in some cases several different populations experience the same 
gaps in care as other populations due to poor quality overall or populations 
experiencing similar barriers.” 
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According to a new study by the Kaiser Family Foundation, and a decade after US 
Surgeon General David Satcher called for the elimination of racial disparities in health, 
women of color in every state continue to fare worse than white women on a variety of 
measures of health, health care access and other social determinants of health. The 
June 2009 report -- Putting Women’s Health Care Disparities on the Map: Examining 
Racial and Ethnic Disparities at the State Level -- documents the persistence of 
disparities on 25 indicators between white women and women of color, including rates 
of diseases such as diabetes, heart disease, AIDS and cancer, as well as insurance 
coverage and health screenings. Women of color fared worse than white women on 
most measures and in some cases the disparities were stark. National statistics mask 
substantial state-by-state variation in disparities. The report moves beyond national 
figures to quantify where disparities are greatest, providing new information to help 
determine how best to combat the problem. The analysis also provides new state-level 
data for women that are often difficult to obtain.17

 
 

Urgent Need for Minority Health to Inform Health Care Reform 
Deliberations 
 
The unprecedented economic downtown in the latter half of 2008 combined with the 
increasingly dire effects of high health care costs for both businesses and individuals 
have set in motion unique/concerted efforts to achieve meaningful health care reform in 
2009. Meaningful health care reform offers the potential to improve the health status in 
minority and vulnerable communities, and to reduce/eliminate health disparities.  But, if 
the past is not to be the prologue, then health care reform must intentionally establish 
the strategies necessary to ameliorate and ultimately to eliminate minority health 
disparities. Otherwise, the myriad challenges of health care reform could mean that 
minority health priorities receive insufficient consideration.    
 
Given this context, the US Department of Health and Human Services (DHHS) Advisory 
Committee on Minority Health (ACMH) at its February, 2009 meeting determined that 
the focus of its present work should be on health care reform from the perspective of 
improving access and quality of health care for minority and vulnerable communities.  
The aim of the ACMH is to encourage and support legislative and programmatic health 
care reform strategies that are guided by key principles and recommendations intended 
to improve the state of minority health in the US by eliminating disparities. 
 
The ACMH acknowledges the work of the DHHS Office of Minority Health, AHRQ and 
all the collaborating DHHS agencies for programs, initiatives and resources developed 
and implemented to address health disparities. Their efforts have moved the field 
forward and informed/shaped health care policy and practice to benefit all communities.   
 
At this particular time, however, significant national interest in, and momentum towards, 
health care reform calls for structuring a health care system that incorporates 
knowledge and expertise for addressing health disparities as integral elements. Every 
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strategic aspect of health care reform currently being considered, from health insurance 
coverage to health care access to patient-centered comprehensive services to 
expanding primary care providers to improving quality of care by improving health care 
provider training also has the potential to ameliorate health disparities and improve the 
health of minority communities.  Consequently, the Advisory Committee on Minority 
Health (ACMH) asserts that every such health care reform proposal/strategy must be 
assessed/ evaluated regarding its implications for ameliorating health disparities and 
improving the health of minority communities. 
To facilitate this necessary/critical scrutiny, the ACMH proposes 14 Principles to provide 
the necessary evaluative criteria. These principles encompass scientifically well-
established areas of health care policy and health care reform including the need for a 
diverse health care workforce, equitable access to comprehensive health care coverage 
and services, the key roles of public health and the safety net, and the need for 
transparent, accessible, and comprehensive data systems. The ACMH recently 
completed work on proposing a national multi-component policy strategy for reducing 
disparities by promoting patient-centered culturally and linguistically sensitive/competent 
health care.18

 
 

The ACMH urges application of the following 14 Principles to guide the development of 
health care reform so that addressing health disparities becomes integral to the process 
of improving access to quality health care and to improving the health status of all 
communities.  This process will also ensure that health care reform will meet the health 
care needs of minority communities, and create the impetus and infrastructure to 
eliminate health disparities/inequities. The ACMH also proposes three overarching 
Recommendations to facilitate/support application of the Principles.  
 

A Statement of Principles Designed to Ensure that Health Care 
Reform Will Meet the Health Care Needs of Minority Communities and 
Create the Impetus to Eliminate Health Disparities 
 

A Diverse Health Care Workforce with Diverse Executive Leadership and 
Governance   
 
Principle 1:  The development of a health care workforce that is truly representative 
and reflective of the communities served is vital for health care reform to achieve its full 
potential to serve a diverse and growing minority population and to create an affordable 
and sustainable health care system.   
 
Principle 2:  The development of diverse executive leadership and governance bodies 
of the health care system is essential for implementing effective health care reform that 
meets the needs of a diverse minority population and ensures/works for the elimination 
of health disparities/inequities. 
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Principle 3:  Accrediting and licensing agencies must include strong and robust 
requirements/benchmarks and oversight processes for ensuring the provision of patient-
centered, culturally and linguistically sensitive/competent care in all health care settings.  
These benchmarks must ensure a diverse health care workforce with diverse executive 
leadership and governance. 
 
Principle 4:  Health care professional schools must be affordable and must reflect the 
diverse communities they serve.  Their curricula must promote a trans- and multi-
disciplinary, team-oriented, and community-responsive approach to teaching, training, 
mentoring, and matriculating in order to ensure the availability of primary care health 
care providers necessary to implement comprehensive health care reform.  

Equitable and Sustainable Access to Comprehensive and Affordable 
Health Care Coverage and Services 
 
Principle 5:  High quality health care coverage that is affordable and comprehensive 
must be equally accessible to all individuals regardless of nativity or citizenship, age or 
health history.  Coverage should be portable to eliminate gaps in coverage due to 
transitions in employment or life circumstance. Minority and vulnerable communities are 
disproportionately affected by lack of coverage and access and the consequences of 
poor health status.  
 
Principle 6:  A redesigned health care system must be patient-centered and promote 
a medical home or more broadly a health home for everyone. To improve access for 
minority and vulnerable communities, financing and reimbursement policies must 
incentivize and ensure that all persons residing in the US have a health home that 
emphasizes prevention, primary care, chronic care management and care coordination, 
and providing patient-centered, culturally and linguistically sensitive/competent care. 
 
Principle 7:  Health care reform must support the enhancement and availability of a 
wide range of community-based interventions and program that are responsive to 
diverse populations, in particular, minority and vulnerable communities. Coordination of 
patient-centered, culturally and linguistically sensitive/competent care across primary 
care and medical specialties and sub-specialties must be encouraged through financing 
and reimbursement systems. 
 
Principle 8: While health care reform must create a financially sustainable health care 
system, new or revised financing and reimbursement policies must not adversely and/or 
disproportionately affect minority and vulnerable communities.  Indeed, such financing 
and reimbursement policies must redirect resources to minority and vulnerable 
communities who have always experienced a disproportionate lack of access to the 
health care system and disproportionately poor health status. 
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Preserve the Safety Net, Focus on Community Engagement and the 
Social Determinants of Health, Promote Partnerships with Public 
Health 
 
Principle 9:  A robust safety net must be maintained to insure that vulnerable and 
minority populations do not fall through the cracks. Minority and vulnerable communities 
are those who not able to access affordable health care coverage and/or services and 
thus disproportionately rely on the safety net, e.g., children in immigrant families, low-
income parents, low-wage working adults with no children, some lawfully residing 
residents, and undocumented residents in the U.S.   
 
Principle 10:  Healthcare reform must include minority communities as key 
stakeholders to provide direct input as to how health care should be structured and 
delivered.  Strong and active minority and vulnerable community engagement is the 
essential foundation for establishing successful strategies to eliminate health disparities 
that include meaningful prevention strategies and that account for/address the social 
determinants of health (SDOH).  
 
Principle 11:  The public health infrastructure must be strengthened to assure that its 
primary functions and activities are responsive to a diverse population especially 
minority and vulnerable communities, and account for/address the social determinants 
of health (SDOH).  Health departments must have the ability to hold their agencies 
accountable for health disparities as well as the capacity to deal/work with diverse 
populations in public health emergencies. Minority and vulnerable communities 
represent a particular challenge/responsibility for public health because these 
communities disproportionately lack access to health care and health homes. 
 

Data Systems Ensure Comprehensive Capacity and Multi-Dimensional 
Accountability for Eliminating Disparities as well as Achieving Reform 
 
Principle 12: The developing area of Health Information Technology (HIT) must 
support the delivery of a continuum of patient-centered, culturally and linguistically 
sensitive/ competent care that is seamless and coordinated.  HIT/HIE through its data-
collection must be used for quality assurance and improvement aimed at eliminating 
health disparities/inequities.  HIT/HIE must go beyond the hospital to include 
community-based providers and programs that serve minority and vulnerable 
communities. 
 
Principle 13:  Data collection strategies must be designed to recognize, measure, 
evaluate, and address the social determinants of health (SDOH) within the context of 
the health care system and strategies to improve health outcomes, promote quality 
assurance, and eliminate health disparities/inequities. SDOH includes environmental 
influences such as poor housing, unsafe neighborhoods, lack of access to fresh foods, 
and polluted environments as well as personal behaviors.  
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Principle 14:  Data collection strategies, including information on quality, performance, 
and outcomes, must be transparent and consistent with the benchmarks for eliminating 
health disparities/inequities as established by the Secretary of HHS or by the federal 
Health Equity Commission. Measures relevant to and informative of minority and 
vulnerable communities have been disproportionately absent from data collection and 
measurement strategies -- this situation must be corrected.  
 
 

The Advisory Committee on Minority Health makes three overarching 
Recommendations to ensure that the foregoing 14 Principles for 
Minority Health Equity are effectively incorporated into health care 
reform activities so that health care reform will meet the needs of 
minority communities and create the impetus and infrastructure to 
eliminate health disparities: 
 
Recommendation 1:  The Administration and the Congress shall take steps to 
develop and establish a Federal Health Equity Commission (akin to the Federal Civil 
Rights Commission) that will focus on eliminating health disparities in the US. The 
Health Equity Commission will provide the stature and clout demonstrably necessary to 
begin to achieve sustained progress toward the elimination of health 
disparities/inequities.  
 
Recommendation 2:  In the meantime, all health care reform commissions, 
committees, and working groups – whether federal or state or local governmental and 
legislative, public or private think-tank/NGO, must take steps to include sub-committees 
that address health disparities/inequities, minority health equity, and workforce diversity. 
It is equally important that these entities take meaningful steps to ensure diversity 
reflective of communities served in their leadership, membership, and staffing.   
 
Recommendation 3:  The 14 Principles for including Minority Health Equity in Health 
Care Reform must be thoroughly considered/addressed in writing by all entities 
described in Recommendation 2. These reports must be delivered to the Secretary of 
US Health and Human Services and the Federal Health Equity Commission. 
 
 

Discussion of the 14 Principles for Minority Health Equity 
 

A Diverse Health Care Workforce with Diverse Executive Leadership 
and Governance 
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Principle 1:  The development of a health care workforce that is truly representative 
and reflective of the communities served is vital for health care reform to achieve its full 
potential to serve a diverse and growing minority population and to create an affordable 
and sustainable health care system.   
 
Principle 2:  The development of diverse executive leadership and governance bodies 
of the health care system is essential for implementing effective health care reform that 
meets the needs of a diverse minority population and ensures/works for the elimination 
of health disparities/inequities. 
 
Principle 3:  Accrediting and licensing agencies must include strong and robust 
requirements/benchmarks and oversight processes for ensuring the provision of patient-
centered, culturally and linguistically sensitive/competent care in all health care settings.  
These benchmarks must ensure a diverse health care workforce with diverse executive 
leadership and governance. 
 
Principle 4:  Health care professional schools must be affordable and must reflect the 
diverse communities they serve.  Their curricula must promote a trans- and multi-
disciplinary, team-oriented, and community-responsive approach to teaching, training, 
mentoring, and matriculating in order to ensure the availability of primary care health 
care providers necessary to implement comprehensive health care reform.  
 

Discussion 
 
The 2004 IOM report, In the Nation's Compelling Interest: Ensuring Diversity in the 
Health Care Workforce,19  that complemented Unequal Treatment20

 

 called for increased 
diversity in the health care workforce as part of a comprehensive strategy to reduce 
health disparities.  This report cited that more than 40 percent of Hispanic patients in 
one survey said that a doctor’s ability to speak the patient’s language was a significant 
consideration in choosing a physician and that minority patients are more likely to 
choose health care professionals from their own ethnic groups and are more satisfied 
with the care that they receive from them.  Evidence indicated that patient-physician 
communication, trust and understanding increase when patients share the same ethnic, 
racial, or cultural or primary language background; this improves the accuracy of 
diagnoses and frequency of patient compliance.   

The IOM stressed the impact of the landmark decision in the U.S. Supreme Court ruled 
in Grutter v. Bollinger et al. that it was lawful for the University of Michigan Law School 
to consider race and ethnicity as one of many factors in the admissions process 
because the practice was “narrowly tailored” and did not violate the constitutional rights 
of nonminority applicants.  It was in this ruling that Justice Sandra Day O’Connor wrote: 
“Effective participation by members of all racial and ethnic groups in the civic life of our 
Nation is essential if the dream of one Nation, indivisible, is to be realized.”21
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This IOM Committee recognized that by 2050 the US may be 50 percent non-white or 
not primarily English-speaking, and that better patient care will depend on better cross-
cultural understanding.  The Committee’s report cited that African-American physicians 
in California were five times more likely than their white peers to practice in largely 
African-American communities while the proportion of African-American physicians to 
the general population and commensurate with their portion of population is shrinking.   
 
Data from the 2001 Commonwealth Fund Survey indicated that Asian Americans overall 
(27%) and Asian Americans ethnic subgroups such as Koreans (41%), Chinese (35%), 
and Asian Indians (28%) were more likely to experience communication difficulties with 
their provider compared to the general population at 19%.22 Sinkford and Valachovic 
(2001) have shown that Asian Dentists are more likely to serve other communities of 
colors than are white dentists and in fact serve a meaningful proportion of black (11.5%) 
and Hispanic (14.5%) patients. 23

 
 

In 2007, Ngo-Metzger and colleagues examined the importance of language 
concordance between providers and LEP patients as related to health education, 
interpersonal care, and lower patient satisfaction.  Their study of 2,746 Chinese and 
Vietnamese patients confirmed that “language concordance between providers and 
patients is still the optimal situation”.  They also demonstrated that interpreters could 
have a positive impact in promoting health education although having an interpreter did 
not substantively mitigate the impact of having a language-discordant provider.24

 
 

The IOM Committee discussed these benefits of racial and ethnic diversity among 
health care professionals: (1) Racial and ethnic minority health care providers are more 
likely to serve minority and medically underserved communities, thereby increasing 
access to care; (2) Racial and ethnic minority patients report greater levels of 
satisfaction with care provided by minority health care professionals; (3) Racial and 
ethnic minority health care providers can help care systems efforts to reduce cultural 
and linguistic barriers and improve cultural competence; (4) Diversity in higher 
education/health care professions training settings is associated with better educational 
outcomes among all students.”25

 
 

The IOM recommended to Health Professions Education Institutions and relevant public 
and private groups mechanisms to encourage support for diversity efforts with: (1) 
Additional research and data collection on diversity and its benefits; (2) Efforts to 
increase broad stakeholders’ understanding of and consensus regarding steps that 
should be taken to enhance diversity among health care professionals; and, (3) The 
development of broad coalitions to encourage HPEIs, their accreditation bodies, and 
federal and state sources of health care professions student financial aid to adopt 
policies to enhance diversity among health care professionals.”26

 
 

In the Nation's Compelling Interest was followed in the same year by the Sullivan 
Commission that pointed to the clear, critical need for more health care professionals 
and support personnel from ethnic or racial minority groups and that such individuals 
are more likely to serve minority and medically underserved communities. 27 Together, 
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the IOM and Sullivan Commission reports, including their 62 recommendations for 
action, offered US health care organizations and providers a comprehensive blueprint 
for achieving diversity and ensuring cultural competency among the workforce.     
 
Responsive and accountable executive leadership is critical for providing quality health 
care for minority populations and for addressing health disparities.  A central finding of 
the National Public Health and Hospital Institute’s (NPHHI) 2004 report to the 
Department of Health and Human Services’ Office of Minority Health, Serving Diverse 
Communities in Hospitals and Health Systems28

 

, is that the infrastructure required to 
initiate and sustain promising practices and programs to improve diversity and address 
disparities, especially in the face of severe resource constraints, depends upon the 
vision, skill and commitment of the organization's leadership and governance.  Building 
this infrastructure requires a style and practice of executive leadership and governance 
characterized by understanding that workforce diversity and culturally competent care 
are not separate projects or programs but rather a context for continuous quality 
improvement of all areas of executive leadership and governance responsibility. 

The Joint Commission in its Hospitals, Language, and Culture study shows that 
language and cultural issues have a significant impact on disparities when not 
addressed by a health care organization and its leadership.  The Commission’s most 
recent report, One Size Does Not Fit All: Meeting the Health Care Needs of Diverse 
Populations29, builds upon Exploring Cultural and Linguistic Services in the Nation’s 
Hospitals: A Report of Findings30

 

 by providing a framework for hospitals to develop and 
implement practices for meeting the needs of diverse patient populations.  The critical 
point made by The Joint Commission is that there is no “one size fits all” strategy and 
that the blueprint for organizational cultural competence is unique for each hospital 
organization and dependent on the quality of leadership.  Without trying to provide all of 
the answers for meeting the needs of diverse patient populations, The Joint 
Commission report offers a framework, derived from current practices employed by U.S. 
hospitals, for executive leaders and governing bodies to think systemically about how 
they provide health care that is culturally and linguistically appropriate.  

Other reports assessing the presence of minorities in the health care professions 
continue to highlight the importance of increasing this leadership capacity in U.S. 
hospitals and health care systems for improving access to quality care. The joint study, 
A Race/Ethnic Comparison of Career Attainments in Healthcare Management by the 
American College of Healthcare Executives (ACHE) and the National Association of 
Health Services Executives (NAHSE) showed that minorities continue to fall behind 
whites in several areas of health care management.31

 

 Their report provided 
recommendations to address this inequity but a common theme existed of 
strengthening networks of minority health care professionals to offer support and 
strategies for greater career opportunities.   

The Puerto Rican Legal Defense and Education Fund (PRLDEF) followed in 2004 with 
Condition Critical: The Absence of Latinos among Policy Makers in New York City’s 
Voluntary Hospitals, which highlighted not only the lack of Latino representation in 
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hospital administration and boards but also the barriers that minority patient populations 
face in receiving care.32

 

 Nationally, although Latinos now make up 14 percent of the 
U.S. population, only 2 percent of hospital chief executives in the U.S. are Latino.  Such 
disparities illustrate how critical it is for the nation that health care organizations 
recognize and respond to these health care needs.  This PRLDEF report spurred the 
Board of Governors of the Greater New York Hospital Association (GNYHA) to convene 
a blue ribbon task force on diversity and health care leadership. As a result, the Center 
for Trustee Initiatives was created in 2005 to help GNYHA-member organizations 
achieve diversity reflecting all minority communities on their governing boards as a 
critical strategy for advancing quality care for the diverse communities in New York City.  

These reports, together with the IOM study and The Sullivan Report mentioned above, 
are a part of the testimony to the obstacles facing minority health care executives and 
governing body representatives, as well as a challenge to become actively engaged in 
exploring new avenues for improving community health and the representation of 
minorities in health care administration and health care professions.  Increasing the role 
of minority executive leadership and governance is a critical element for effective health 
policy and program development that benefit all U.S. communities.   
 
Effectively engaging the diverse communities served by a healthcare organization 
requires executive leadership and governance that is representative of, and response 
to, those communities.33  Executive leadership that is responsive will view community 
as a crucial partner in developing and providing quality healthcare – not just as 
consumers or recipients of healthcare services. The engaged healthcare executive and 
governing body develop and maintain an open dialogue with the community through 
interaction with trusted community leaders and members to identify key issues and 
effective strategies for improving the public’s health and for developing community 
resources.  Current research demonstrates an overall improvement of quality of care for 
all groups when there is a concerted effort to improve care and to address disparities for 
minority patients.34

 

   Minority executives often bring this increased awareness and 
responsiveness to the health care needs of their communities and are instrumental in 
improving the quality of care for all.  

Equitable and Sustainable Access to Comprehensive and Affordable 
Health Care Coverage and Services  
 
Principle 5:  High quality health care coverage that is affordable and comprehensive 
must be equally accessible to all individuals regardless of nativity or citizenship, age or 
health history.  Coverage should be portable to eliminate gaps in coverage due to 
transitions in employment or life circumstance. Minority and vulnerable communities are 
disproportionately affected by lack of coverage and access and the consequences of 
poor health status.  
 
Principle 6:  A redesigned health care system must be patient-centered and promote 
a medical home or more broadly a health home for everyone. To improve access for 
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minority and vulnerable communities, financing and reimbursement policies must 
incentivize and ensure that all persons residing in the US have a health home that 
emphasizes prevention, primary care, chronic care management and care coordination, 
and providing patient-centered, culturally and linguistically sensitive/competent care.   
 
Principle 7:  Health care reform must support the enhancement and availability of 
wide range of community-based interventions and program that are responsive to 
diverse populations, in particular, minority and vulnerable communities. Coordination of 
patient-centered, culturally and linguistically sensitive/competent care across primary 
care and medical specialties and sub-specialties must be encouraged through financing 
and reimbursement systems. 

Principle 8: While health care reform must create a financially sustainable health care 
system, new or revised financing and reimbursement policies must not adversely and/or 
disproportionately affect minority and vulnerable communities.  Indeed, such financing 
and reimbursement policies must redirect resources to minority and vulnerable 
communities who have always experienced a disproportionate lack of access to the 
health care system and disproportionately poor health status. 

Discussion 

In its February 2009 report, The Path to a High Performance U.S. Health System: A 
2020 Vision and the Policies to Pave the Way The Commonwealth Fund Commission 
on a High Performance Health System presents an integrated “system” approach to 
change that would provide affordable health insurance for all as the foundational 
support  for payment and system reforms.35

The Commonwealth Fund is only the latest prominent participant in the health care 
reform debates to assert that universal and equitable access to quality comprehensive 
health insurance must be the centerpiece of healthcare reform. Moreover, prominent 
health care reform stakeholders also agree that universal and equitable access to 
healthcare insurance will play a critical role in reducing disparities in healthcare and 
health for minority communities.

 The Commission recommends an 
integrated set of policies to extend coverage to all, and asserts that moving from 
fractured to continuous insurance coverage would lower insurance administrative costs 
and provide a foundation for more coherent and effective payment and system reforms. 

36 The landmark Institute of Medicine series on health 
insurance showed conclusively that minority communities are disproportionately 
uninsured and vulnerable to health crises.37 While the influence of other factors (i.e., the 
social determinants of health) is compelling, it is clear that universal access to health 
insurance will greatly reduce health disparities.38  Coverage must be affordable and 
adequate.  High co-payments and deductibles endanger the health of the sick poor by 
the decrease use of vital inpatient medical services, preventive care and chronic 
disease management. Continuous enrollment in comprehensive, affordable, and 
adequate health insurance must ensure that coverage is constant regardless of 
changes in employment, income, or ability to pay.39
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In The Path to a High Performance U.S. Health System: A 2020 Vision and the Policies 
to Pave the Way The Commonwealth Fund Commission on a High Performance Health 
System also asserts that health care reform must create accountable, accessible, 
patient-centered, coordinated care by reorganizing and redesigning the fragmented 
health care delivery system to improve patient experiences. 40 The health care system 
must offers the full range of evidence-based patient-centered, culturally and 
linguistically sensitive/competent health care services, such as (1) prevention and early 
detection, (2) acute treatment and chronic treatment with access to clinical trials, (3) 
chronic disease management and palliative care, (4) oral health care services, (5) 
mental health care  services, (6) substance abuse services, (7) rehabilitative, long term 
and home care, (8) occupational health care, (9) prescription drugs, and (10) preventive 
and public health measures.  
 
The Patient Centered Medical Home (PCMH) model is premised on patient-centered 
primary care and reflects decades of research demonstrating its role in producing 
improved outcomes at lower costs. Primary care is defined in the PCMH model as 

comprehensive, first-contact, acute, chronic, and preventive care across the life span, 
delivered by a team of individuals led by the patient's personal physician. It also 
encompasses the essential primary care function of care coordination across multiple 
settings and clinicians.41   
 
Despite a strong evidence base, primary care faces many challenges. Graduates of US 
medical schools are not choosing to specialize in primary care, raising concerns about 
workforce capability in a system with an expanded reliance on primary care. New 
physicians' decreased interest in primary care careers coincides with increasing 

indebtedness for medical trainees, the ever-widening gap in salaries between primary 
care and specialist physicians, an exponential increase in primary care functions, and 
burnout among practicing physicians called on to deliver more and more services in less 
and less time.42  Implementation of the PCMH model will require infrastructure investment and 
retooling in the primary care practice. Primary care cannot be addressed in a vacuum; 
ultimately, the focus should be on rewarding those who contribute to high-quality, cost-
effective care across the continuum, regardless of specialty or venue. 43 
 
The government must expand and establish new incentives to encourage primary-care 
practice. In the 1960s, the federal government offered loan repayment programs to 
primary-care physicians willing to work in community health centers. In the 1970s, 
federal law funded the training of medical students, residents, and fellows with interest 
in primary care.  Federal support for both of these programs is underfunded and 
periodically threatened (e.g., recently available funding for community health centers 
allowed only one in three qualified applications for new health centers to be approved 
for funding) even as much more generous support for specialist training has been 
maintained.44 Improving the compensation for primary-care practice is another practical 
option. Primary-care practitioners generally earn much less than specialists; 
reimbursement rates for their services should be increased. Support should also be 
increased for research in primary care; this would increase the incentives to practice 
and also encourage medical schools to contribute to developments in primary care. 
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Another strategy would be to fund hospital and medical-school training programs in 
primary care that would place medical students and residents in primary-care practices 
outside of the hospital.45

 
 

Minority communities will particularly benefit from a patient-centered culturally and 
linguistically sensitive/competent care system organized to promote easy patient navi-
gation of accessible personal care and to hold providers accountable for high-quality, 
effective care. 46 Evidence shows that coordinated care effectively manages costs by 
managing wellness as well as sickness.47 The patient-centered health/medical home is 
rapidly gaining recognition as a superior way to deliver primary care, particularly for 
people with complex health care needs. The concept of a Health Home also promotes 
inclusion of complementary/holistic services – services which have long had particular 
appeal and effectiveness for minority communities.48 Given the prevalence of health 
disparities, minority communities will particularly benefit from this approach. If health 
care reform efforts are to reduce/eliminate health disparities, then reform measures 
must strengthen and reinforce patient-centered culturally and linguistically 
sensitive/competent primary care through enhanced payment for such primary care 
services and for the adoption of the health/medical home model.49

 
 

Community health centers (CHCs) represent the nation’s largest single system of 
comprehensive, primary health care; in 2007, some 7000 CHCs served more than 16 
million patients. CHCs are an important source of care for uninsured, publicly insured, 
and under-insured low-income patients. They serve an estimated one in three low-
income persons, one in seven rural Americans, and one in four low-income minority 
residents.  They also provide care to special populations such as nearly 830,000 
migrant and seasonal farmworkers and their families, and nearly one million homeless 
persons. In 2007, 70 percent of all CHC patients had family incomes at or below 100 
percent of the federal poverty level, while more than 90 percent had family incomes at 
or below twice the federal poverty level.  CHC patients are also racially and ethnically 
diverse; in 2007, minority patients comprised half of all health center patients, and one-
third of all health center patients were of Hispanic/Latino ethnicity50

 
 

A 2008 analysis comparing preventive care performance for Medicaid and uninsured 
patients in health centers and other settings found that even though health center 
patients were more likely to be lower income, minority, and in poorer health, health 
centers outperformed other practice settings in the level of preventive care they 
provided.51  Efforts to reform the system will likely involve strategies aimed at 
strengthening the primary health care workforce and shifting health care investments 
toward primary care, investing in a modern health care infrastructure, reducing health 
care disparities, and achieving improvements in health care quality while simultaneously 
fostering greater efficiencies through wiser use of resources. In light of their particularly 
critical contribution to the health of minority and vulnerable populations, CHCs must play 
a key role in implementing this broadened concept of health care reform.52

 
 

Organizations such as the National Association of Public Hospitals and Health Systems 
urge that health care reform establish federally-designated Coordinated Care Networks 
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(CCNs). CCNs would focus on meeting the special needs of vulnerable low income 
populations under health care reform.53  Complementary to Accountable Care 
Organizations (ACO), for Medicare beneficiaries and mainstream insured populations. 
CCNs will offer an opportunity to design, test and implement delivery system reforms 
targeted specifically on vulnerable, low income, and minorities populations and essential 
community-wide safety net services.  States can play an important role in improving 
care coordination and case management and strengthening linkages between primary 
care providers and other child and family service providers to promote and support the 
healthy development of young children.  States can use primary care practice-based 
strategies, service provider linkage strategies, and systems change and cross-system 
strategies.54

 
  

While health care reform must create a financially sustainable health care system, new 
or revised financing and reimbursement policies must not adversely and/or 
disproportionately affect minority and vulnerable communities.  Indeed, such financing 
and reimbursement policies must redirect resources to minority and vulnerable 
communities who have always experienced a disproportionate lack of access to the 
health care system and disproportionately poor health status.55  Communities of color 
experience significant disparities relative to whites in both coverage and access.  These 
growing gaps are not unexpected given that the increase in the numbers of the 
uninsured has been more dramatic in communities of color than in nonminority 
communities.56

 
   

The crisis of health insurance disproportionately hurts low-income families and 
communities of color in no small part because health insurance in the United States 
remains linked to employment. Higher-paying jobs tend to offer more comprehensive 
health benefit packages, while lower-paying jobs – jobs disproportionately occupied by 
people of color – tend to offer only limited health benefits, if offered at all, that are often 
accompanied by high cost-sharing arrangements with employees.57 The Kaiser Family 
Foundation 2009 Update State Health Facts/Key Health and Health Care Indicators by 
Race/Ethnicity and State shows the glaring/breathtaking health disparities for minority 
populations for infant mortality rates, diabetes-related mortality rates, annual AIDS case 
rate, percent living in poverty, and percent uninsured.58

 
  

Preserve the Safety Net, Focus on Community Engagement and the 
Social Determinants of Health, Promote Partnerships with Public 
Health 
 
Principle 9:  A robust safety net must be maintained to insure that vulnerable and 
minority populations do not fall through the cracks. Minority and vulnerable communities 
are those who not able to access affordable health care coverage and/or services and 
thus disproportionately rely on the safety net, e.g., children in immigrant families, low-
income parents, low-wage working adults with no children, some lawfully residing 
residents, and undocumented residents in the U.S.   
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Principle 10: Health care reform must include minority communities as key 
stakeholders to provide direct input as to how health care should be structured and 
delivered.  Strong and active minority and vulnerable community engagement is the 
essential foundation for establishing successful strategies to eliminate health disparities 
that include meaningful prevention strategies and that account for/address the social 
determinants of health (SDOH).  
  
Principle 11:  The public health infrastructure must be strengthened to assure that its 
primary functions and activities are responsive to a diverse population, especially 
minority and vulnerable communities and account for/address the social determinants of 
health SDOH).  Health departments must have the ability to hold their agencies 
accountable for health disparities as well as the capacity to deal/work with diverse 
populations in public health emergencies. Minority and vulnerable communities 
represent a particular challenge/responsibility for public health because these 
communities disproportionately lack access to health care and health homes. 
 

Discussion 
 
Safety net organizations have long led the US health care sector in providing quality 
care to diverse low-income communities through their mission to provide care to all, 
regardless of ability to pay. Compared to other health care providers nationwide, safety 
net organizations continue to care for a much higher percentage of individuals from 
ethnically and racially diverse backgrounds, as well as a greater percentage of 
individuals with limited English proficiency.  Community health centers and public 
hospitals and health care systems throughout the US have cared for all individuals in 
their communities, including the uninsured, low-income patients, diverse populations, 
and those with limited English proficiency.  These organizations must continue to play a 
critical role in expanded coverage and providing specialized care for low-income and 
minority communities.59

  
 

While some legislators and policymakers may believe that health care reform may blunt 
the need for safety net services, the Massachusetts reform experience points to a 
continuing, and even increased, need for safety net services for low-income and 
minority patients post health care reform.60  Community health centers In 
Massachusetts continue to play a critical role in caring for newly-insured patients while 
simultaneously serving as the primary care safety net for uninsured residents.61  Safety 
net providers, especially community health centers, continue to be a vital source of care 
in a post-health care reform world and these providers must be supported by 
investments in the health care delivery infrastructure, particularly primary care capacity.  
Safety net health care providers must continue to be: (1) national models in eliminating 
health disparities; (2) a key resource for primary care and chronic disease management 
in medically underserved minority and vulnerable low-income communities; and (3) an 
essential economic engine for local economies.62

 
  



Full Report        17 

Researchers have found that partnerships with community stakeholders can improve 
availability and quality of health care in under-served neighborhoods. The federal 
Centers for Disease Control and Prevention (CDC) has long supported innovative 
community health programs and in 2008 published Promoting Health Equity: A 
Resource to Help Communities Address Social Determinants of Health.63 This 
workbook reflects the experiences of community organizations and public health 
practice that have focused on a broad array of conditions affecting health (e.g., housing, 
access to healthy foods, environmental pollutants) in successfully developing 
community-based initiatives to promote healthy behaviors. Promoting Health Equity 
offers a practical evidence-based framework for effective community-based initiatives 
that reflect community priorities and values that consider and account for the social 
determinants of health (SDOH) in improving community health.64

 
 

Work funded by the Division of Prevention Research of the CDC to synthesize available 
knowledge about the effectiveness of community-based interventions to improve 
population health outcomes led to the development of a conceptual model that links 
social environmental interventions to health outcomes.65  Identified as the Community’s 
Guide, the fundamental premise of this model is that access to societal resources 
determines community health outcomes.  Standard of living, culture and history, social 
institutions, built environments, political structures, economic systems, and technology 
are all societal resources that populations draw upon to sustain health.66

 
 

The need to recognize and understand the link between the social determinants of 
health (SDOH) and health status/health disparities in minority and vulnerable 
populations is increasingly well-accepted in academic, research and policy circles. The 
March/April 2005 issue of the leading health policy and health service research journal 
Health Affairs was dedicated to addressing racial and ethnic health disparities.67

 

   
Excerpts from the Foreword are instructive: 

“At the outset, it must be clear that the strategies for eliminating disparities 
in health care and health status will, by necessity, be different….it is 
widely known that less than one-quarter of our health status is attributable 
to health care; rather, our health—or lack thereof—is primarily determined 
by social factors such as unhealthy practices, poverty, unemployment and 
underemployment, racism and discrimination, transportation, housing and 
other neighborhood environmental conditions…Further research and 
study about community-based approaches to advance health promotion 
and disease prevention in communities wracked by poverty, racism, and 
other adverse environmental conditions is critical.”68

 
 

For several years, numerous peer-reviewed journals have published studies 
documenting the success of health promotion/health behavior change strategies that 
incorporate community-oriented strategies and account for the environment-focused 
multiple determinants of health.69  Consensus among leading researchers, 
policymakers, and public health officials around the world has been coalescing that 
eliminating health disparities requires addressing the multiple social determinants of 
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health as well as assuring access to quality medical care services.70  Indeed, in light of 
this accumulating evidence, the World Health Organization established a Commission 
on Social Determinants of Health in 2005 that has developed SDOH policies to improve 
the health of the world’s most vulnerable populations.71

 
   

In October 2008, the World Health Organization Commission on Social Determinants of 
Health (CSDH) released its final report Closing the gap in a generation: Health equity 
through action on the social determinants of health. The CSDH was charged to provide 
support countries and global health partners to address the social factors leading to ill 
health and inequities. The report concluded that the social determinants of health are 
known to be among the worst causes of poor health and inequalities between and within 
countries.72  WHO Director-General Dr Margaret Chan said of this report "This ends the 
debate decisively. Health care is an important determinant of health. Lifestyles are 
important determinants of health. But... it is factors in the social environment that 
determine access to health care services and influence lifestyle choices in the first 
place."  Inequities are killing people on a "grand scale."73

 
 

Unfortunately, residential segregation is a notable factor in the US social environment. 
Racial and ethnic minorities are more likely to live in segregated, high-poverty 
communities, communities that have historically suffered from a lack of health care 
investment. The result too often is that the geographic distribution of health care 
resources within and across communities results in racially disparate health care: 
institutions that serve communities of color are more likely to experience quality 
problems and have fewer resources for patient care than institutions serving non-
minority communities.74

 
 

In 2001, the Institute of Medicine Committee on Health and Behavior had noted that 
“Greater emphasis is needed on public health interventions that involve communities, 
with the goal of collectively identifying resources, needs and solutions… Individuals and 
families are embedded within social, political and economic systems that shape 
behaviors and constrain access to resources necessary to maintain health.”75  Seventy-
five percent of health care spending is on preventable diseases that rob millions of 
Americans of quality life-years and deprive society of productive citizens. Investing in 
illness and injury prevention is estimated to save billions of dollars spent treating 
avoidable communicable and chronic diseases.76

 
 

As a candidate, President Barack Obama asserted: “Simply put, in the absence of a 
radical shift towards prevention and public health, we will not be successful in 
containing medical costs or improving the health of the American people.”77  This 
observation echoed the landmark 2002 IOM report The Future of the Public’s Health 
that hailed the traditional role of public health to ensure a basic level of health for the 
population.78  Noting that major improvements in health status and health outcomes 
have come from population-focused intervention involving social conditions such as 
improved sanitation, clean drinking water, and slum eradication/infection control, the 
IOM stated that community good health is related to basic infrastructure quality and 
social/economic equality.79 
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Emerging policy consensus finds that prevention is crucial to improving health and 
reducing inequities between racial, ethnic and socioeconomic groups.  Strategic 
investment and implementation of prevention strategies can address the underlying 
conditions that lead to death, illness, injury, and health inequities in the first place.80  
Low-income populations and communities of color disproportionately experience worse 
health and safety outcomes across a broad spectrum of illnesses, injuries, and 
treatments. To improve health status and equity, proportionately greater attention must 
be given to a prevention-oriented approach supported by strengthened public health 
infrastructure.81  Policies and organizational practices that improve the environments in 
which people live, work, learn, and play are powerful tools in reducing disparities.82 
 
States through their local public health departments can promote and/or (in most cases) 
reinvigorate community-based health care planning mechanisms, in which members of 
the community identify their needs and assist policymakers in planning, implementing, 
and evaluating the effectiveness of public health systems. Community health planning 
has a long history, but its promise as a tool to reduce health care disparities has yet to 
be fully realized. Community health planning seeks to strengthen communities to play a 
greater role in their own health, actively involving residents in the planning, evaluation 
and implementation of health activities in their communities.83  During the last 10 years, 
substantial progress has been made in developing the skill sets of and tools available 
local public health departments to facilitate and support population-based programs 
designed to improve health equity in vulnerable communities.84 
 
Local health departments can support the training of and reimbursement for community 
health workers, sometimes also known as “lay health navigators” or promotores, 
Community health workers are trained members of medically underserved communities 
who work to improve community health outcomes by serving as liaisons between 
community members and health care organizations85. In some models, community 
health workers are trained to teach disease prevention, conduct simple assessments of 
health problems and help their neighbors and community entities access appropriate 
health and human resources. Community health worker models are rapidly spreading, 
as research and practice begin to show improved health outcomes. 

Data Systems Ensure Comprehensive Capacity and Multi-Dimensional 
Accountability for Eliminating Disparities as well as Achieving Reform 
 
Principle 12: The developing area of Health Information Technology (HIT) must 
support the delivery of a continuum of patient-centered, culturally and linguistically 
sensitive/ competent care that is seamless and coordinated.  HIT through its data-
collection must be used for quality assurance and improvement aimed at eliminating 
health disparities/inequities.  HIT must go beyond the hospital to include community-
based providers and programs that serve minority and vulnerable communities. 
 
Principle 13:  Data collection strategies must be designed to recognize, measure, 
evaluate, and address the social determinants of health (SDOH) within the context of 
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the health care system and strategies to improve health outcomes, promote quality 
assurance, and eliminate health disparities/inequities. SDOH includes environmental 
influences such as poor housing, unsafe neighborhoods, lack of access to fresh foods, 
and polluted environments as well as personal behaviors.  
 
Principle 14:  Data collection strategies, including information on quality, performance, 
and outcomes, must be transparent and consistent with the benchmarks for eliminating 
health disparities/inequities as established by the Secretary of HHS or by the federal 
Health Equity Commission. Measures relevant to and informative of minority and 
vulnerable communities have been disproportionately absent from data collection and 
measurement strategies -- this situation must be corrected.     
 

Discussion  
 
The singular/critical importance of data collection cannot be overemphasized.   Data are 
the fundamental building blocks to determining what factors contribute to creating health 
care disparities and to designing the strategies to reduce and eliminate these 
disparities. 86 Though the presence of disparities in care is well documented, the causes 
of these disparities are not well understood. A panel of experts convened by the 
National Academies found that disparities in health care may or may not be due to 
conscious or unconscious discrimination. 87 Moreover, disparities in care may be 
attributed to both organizational or systems factors as well as individual characteristics 
of practitioners and patients. Consequently, collecting accurate and comprehensive 
data is of utmost importance—the basic foundation—in working toward eliminating such 
disparities and improving quality of care. 
 
Data collection has become central to the quality assurance process that can be used to 
address health disparities. Although disparities and quality are linked, simply improving 
overall quality of care may not reduce disparities. If data on race, ethnicity, and primary 
language are available, then disparities in health care can be addressed through a 
quality of care framework.88  Systems reform envisions quality improvement as an 
organizational responsibility as evidenced by research on diversity faced by hospitals.89  
A systems approach to reducing racial and ethnic disparities requires performance data 
that stratify quality-of-care indicators according to patients’ race and ethnicity.90 
Of the 42 quality indicators used in National Healthcare Disparities Report, less than 
one-half of these measures are available over time for all income, and race/ethnicity 
groups.91  This serious deficiency suggests that major changes in data collection and 
development are necessary to ensure the requisite basis for successful strategies to 
eliminate health disparities. Disparities in health care can be addressed through a 
quality of care framework only if data on race, ethnicity, and primary language are 
available. Credible and reliable data collection tools are available/vetted and reliable to 
support and facilitate these efforts.92  
 
Valid and reliable data are also essential for identifying differences in care and 
developing targeted interventions to improve the quality of care delivered to specific 
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populations.  The capacity to measure and monitor quality of care for various racial, 
ethnic, and linguistic populations rests on the ability both to measure quality of care in 
general and to conduct similar measurements across different racial, ethnic, and 
linguistic groups. According to the report "The Right to Equal Treatment" issued by 
Physicians for Human Rights, data collection has long been central to the quality 
assurance process.93  
 
A centerpiece of the current Administration’s health care reform strategy involves the 
use of Comparative effectiveness research (CER) to achieve costs savings by reducing 
the delivery of ineffective services and to reallocate resources toward effective services. 
This linchpin of reform will be seriously compromised without adequate comparable 
data on minority and vulnerable communities.  For example, a recent study by the 
Kaiser Family Foundation shows that women of color in every state continue to fare 
worse than white women on a variety of measures of health, health care access and 
other social determinants of health.94 The analysis also provides new state-level data 
for women of many racial and ethnic populations that are often difficult to obtain.  In 
presenting data on Asian American (AA), and Native Hawaiian/Other Pacific Islander 
(NHPI), the KFF authors note that AA and NHPI are two relatively small but diverse 
populations.  Analyses of AA and NHPI subgroups reveal a more complex picture of 
health coverage and access to care, one which is clouded by both a lack of data and 
the reporting of data on AA and NHPI as one group.  
 
The report moves beyond national figures to quantify where disparities are greatest, 
providing new information to help determine how best to combat the problem and 
illustrating that national statistics mask substantial state-by-state variation in disparities 
For some subgroups, these problems are comparable to the most disadvantaged racial 
and ethnic group. The authors insist that more and better data are needed to fully 
understand the needs of these populations and to develop solutions for improved 
access to and quality health care.95  
 
And last, but, certainly not least, another critical data challenge involves emerging 
communities are increasingly seen as both the settings and key actors as evidence and 
sharper knowledge emerge concerning the multiple dimensions of the social 
determinants of health (SDOH). For several years, numerous peer-reviewed journals 
have published studies documenting the success of health promotion/health behavior 
change strategies that incorporate community-oriented strategies to improve access to 
conditions necessary for healthy lives such as healthy foods and safe neighborhoods, 
and that account for the multiple environment-focused determinants of health.96  To 
support these strategic frameworks for change, innovative approaches to data collection 
must emerge to identify and quantify the variety of community-based conditions that 
determine health behaviors.97 As discussed earlier, the CDC is already providing 
notable/effective leadership in this area.98 Data collection and measurement strategies 
must keep pace with and support/inform this work. 
 
Despite two decades of attention, measures/indicators relevant to and informative of 
minority and vulnerable communities continue to be disproportionately absent from data 
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collection and measurement strategies. At this critical juncture, we must benchmark and 
track indicators for all populations by collecting race, ethnicity, and primary language 
data accurately to monitor quality of care. Expected shortly is an Institute of Medicine 
report that will provide guidance on standardization of data collection on race, ethnicity, 
and language.  Data collection strategies, including information on quality, performance, 
and outcomes, must be transparent and consistent with the benchmarks for eliminating 
health disparities/inequities as established by an entity with sufficient moral stature and 
legal clout to demand accountability. As discussed below, establishing a Federal Health 
Equity Commission is required to ensure all necessary steps are taken to 
reduce/eliminate health disparities. 
 
 

Discussion of Recommendations to Implement 14 Principles 
 

The Advisory Committee on Minority Health makes three overarching 
Recommendations to ensure that the foregoing 14 Principles for 
Minority Health Equity are effectively incorporated into health care 
reform activities so that health care reform will meet the needs of 
minority communities and create the impetus and infrastructure to 
eliminate health disparities: 
 
Recommendation 1:  The Administration and the Congress shall take steps to 
develop and establish a Federal Health Equity Commission (akin to the Federal Civil 
Rights Commission) that will focus on eliminating health disparities in the US. The 
Health Equity Commission will provide the stature and clout demonstrably necessary to 
begin to achieve sustained progress toward the elimination of health 
disparities/inequities.  
 
Recommendation 2:  In the meantime, all health care reform commissions, 
committees, and working groups – whether federal or state or local governmental and 
legislative, public or private think-tank/NGO, must take steps to include sub-committees 
that address health disparities/inequities, minority health equity, and workforce diversity. 
It is equally important that these entities take meaningful steps to ensure diversity 
reflective of communities served in their leadership, membership, and staffing.   
 
Recommendation 3:  The 14 Principles for including Minority Health Equity in Health 
Care Reform must be thoroughly considered/addressed in writing by all entities 
described in Recommendation 2. These reports must be delivered to the Secretary of 
US Health and Human Services and the Federal Health Equity Commission. 
 
 
“Health is the place where all the social forces converge….the fight against disparities in 
health is also one against the absence of hope for a meaningful future.”99 
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     US DHHS, Eliminating Racial & Ethnic Disparities in Health 1998 
 
In 2003, the Institute of Medicine (IOM) report, Unequal Treatment: Confronting Racial 
and Ethnic Disparities in Healthcare, established a clear roadmap to eliminate health 
disparities. Despite this compelling call to arms, and the issuance of numerous and 
compelling reports on health disparities by other prestigious entities, the gaps in health 
status remain the same or are worsening with shocking consequences. A recent 
analysis of 1991 to 2000 mortality data concluded that had mortality rates of African 
Americans been equivalent to that of whites in this time period, then over 880,000 
deaths would have been averted.100  The Institute of Medicine estimated that 18,000 
people die prematurely each year because they lack health insurance – the black/white 
mortality rate has not improved in 60 years, and that the annual cost to the nation of the 
poorer health and shortened life spans attributable to uninsurance is between $65 and 
$130 billion.101  Because people of color are disproportionately represented among the 
uninsured, these numbers carry a greater burden in minority communities.102 Moreover, 
minority communities are disproportionately affected by conditions adverse to health 
including living in unhealthy environments with fewer health care facilities, fewer health 
care professionals and less emphasis on general wellness.103

 
 

In light of this disheartening history, we recommend and urge the establishment of a 
Federal Health Equity Commission. In accordance with Dr. Martin Luther King’s piercing 
observation that injustice in health is the most shocking and most inhumane inequality, 
the Health Equity Commission will effectively elevate health disparities issues to the 
status of civil rights issues, and recognize that in the US all people have the inalienable 
right to an equal opportunity for a healthy life.104

 
 

The legislative history of the Civil Rights Commission shows a remarkable similarity in 
context and goals to the blueprint for change outlined by the IOM. The Civil Right 
Commission was created by the Civil Rights Act of 1957 in response to a 
recommendation by an ad hoc President’s Committee on Civil Rights. In calling for a 
permanent commission, that Committee stated:  "In a democratic society, the 
systematic, critical review of social needs and public policy is a fundamental necessity. 
This is especially true of a field like civil rights, where the problems are enduring, and 
range widely [and where] ... a temporary, sporadic approach can never finally solve 
these problems. Nowhere in the federal government is there an agency charged with 
the continuous appraisal of the status of civil rights, and the efficiency of the machinery 
with which we hope to improve that status.... A permanent Commission could perform 
an invaluable function by collecting data.... Ultimately, this would make possible a 
periodic audit of the extent to which our civil rights are secure.... [The Commission 
should also] serve[] as a clearing house and focus of coordination for the many private, 
state, and local agencies working in the civil rights field, [and thus] would be invaluable 
to them and to the federal government."105  A permanent Commission on Civil Rights 
should point all of its work toward regular reports which would include recommendations 
for action in ensuing periods. It should lay plans for dealing with broad civil rights 
problems.... It should also investigate and make recommendations with respect to 
special civil rights problems.106

 
 

http://en.wikipedia.org/wiki/Civil_Rights_Act_of_1957�
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The charge for the Health Equity Commission will include at least (1) develop and 
analyze recommendations for improving the health of racial and ethnic minorities and 
vulnerable low-income communities, and (2) monitor and regularly review progress in 
achieving a diverse health care workforce.  The achievement of minority health equity 
requires that health care reform be built on workforce diversity.  The Federal Health 
Equity Commission should have the status and scope of responsibilities and authorities 
comparable to the Federal Civil Rights Commission. This approach also shifts the focus 
away from the list of health disparities to the desired outcomes and implied action 
strategies, and means that key components for change and achieving goals include the 
leadership and involvement of communities. 
 
Establishing a Federal Health Equity Commission is required to ensure all necessary 
steps are taken to reduce/eliminate health disparities. Strategies to stratify quality 
measurements by race and ethnicity will help the health care system provide three 
critical functions for all populations served by the health care system: 1) ensure the 
health of the population:  2) ensure equitable access to health care: and 3) ensure the 
quality of health care. The Health Equity Commission would have the stature to demand 
that accounting for and measuring the impact of health disparities inform and undergird 
the critically important work of the Federal Coordinating Council for Comparative 
Effectiveness Research.107

 
 

The World Health Organization Committee on Social Determinants of Health 
underscored the urgent need for ameliorative action on health equity issues in their final 
report. “Social justice is a matter of life and death. It affects the way people live, their 
consequent chance of illness, and their risk of premature death. We watch in wonder as 
life expectancy and good health continue to increase in parts of the world and in alarm 
as they fail to improve in others. Inequities are killing people on a grand scale.”108

 
 

The Health Equity Commission will be a catalyst, as in the civil rights movement, for 
grassroots mobilization to achieve national and state laws and policies for eliminating 
health disparities and ensuring equal opportunities for healthy lives for all persons. The 
Commission will provide the ongoing opportunity for re-examining the standards that 
govern federal financial assistance to health care entities and health programs. New 
standards can also incorporate stronger requirements for compliance with Title IV civil 
rights mandates. 
 
The Health Equity Commission will provide needed leadership for developing a legal 
and policy framework for expediting progress in reducing health disparities/inequities 
through a concept that is grounded in civil rights law, related policies, and administrative 
procedures.  Facilitating a structural approach to achieving health as well as health care 
reform that depends upon community-focused, public health and prevention-oriented, 
environmentally-sensitive strategies to eliminate health disparities will contribute to both 
the health of minority communities and the health of the nation. Health reform premised 
on health equity principles could promote more K-12 science programs in minority-
populated areas to lay the foundation for an increasingly diverse health care 
workforce.109   
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The Health Equity Commission would define the benchmarks and prescribe the data 
collection strategies for monitoring and enforcement.   State level minority health 
commissions would be answerable and accountable to Health Equity Commission. The 
Health Equity Commission would hold all stakeholders in the health care system 
accountable for showing that information/data are used and applied to eliminating health 
disparities.  The Joint Commission is already providing substantial guidance to health 
care organizations about leadership strategies, approaches to data collection and 
analyses, and strategies for collaborating with external communities that can improve 
the quality of care for minority communities.110  The Joint Commission intends to 
develop accreditation standards for hospital culturally competent patient care that 
incorporate issues such as diversity, culture, language, and health literacy.111 
 
Publicly reporting health care access and quality disparities at the institutional (e.g., 
hospital or health clinic) level is important to ensure that the public and policymakers are 
aware of when and where health care inequality occurs.112 Once state and federal 
governments have obtained health care access and quality data by patient demographic 
data, this information should be publicly reported at the smallest possible level (e.g., 
hospitals and health centers), to promote greater public accountability, to allow 
consumers to make more informed decisions about where to seek care and to assist 
efforts to monitor disparities and take appropriate action to investigate potential 
violations of law. 
 
The Health Equity Commission will ensure that social and economic inequality among 
racial and ethnic groups and other marginalized populations is recognized as the most 
significant underlying factor behind most health status inequality.113 Racial and ethnic 
discrimination and segregation perpetuate and deepen these gaps. A comprehensive 
health care reform plan must address these social and environmental factors. Policies 
should address providing adequate primary care, health education (including in schools) 
and preventative care for healthy lifestyles, which will all help control costs.  The 
cumulative effect of unhealthy behaviors and unsafe living environments is poor health 
outcomes and higher costs.114   
 
A large and growing body of public health research demonstrates that we must improve 
the social and economic contexts that shape health. As the World Health Organization’s 
report on social determinants of health states, “[I]nequities in health [and] avoidable 
health inequalities arise because of the circumstances in which people grow, live, work, 
and age, and the systems put in place to deal with illness. The conditions in which 
people live and die are, in turn, shaped by political, social, and economic forces.” 115 
While Unequal Treatment provided an unprecedented focus and a much-needed 
blueprint for addressing disparities in health care services, the IOM exclusive focus on 
access to health care services meant that the critical need to recognize, assess, and 
account for the social determinants of health was not recognized.   
 
Federal efforts should look to a broad range of social and economic policy when crafting 
strategies to improve and equalize health status for all, and state health agencies 
should play a leadership role in coordinating these efforts. And states can play a large 
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role in providing incentives for effort to improve health conditions in a community and 
more effectively punish acts that weaken community health conditions.  Through legal 
and regulatory strategies championed by the Health Equity Commission, state and 
federal agencies can reduce environmental health risks and monitor whether and how 
communities are affected by governmental or commercial activity 
 
 
Pending the US Health Equity Commission, however, Recommendations 2 and 3 insist 
that ongoing health care reform efforts must address/account for the barriers and 
disparities that exist in health care. All health care reform commissions, committees, 
and working groups – whether federal or state or local governmental and legislative, 
public or private think-tank/NGO, must take steps now to include sub-committees that 
address health disparities/inequities, minority health equity, and workforce diversity. The 
14 Principles for including Minority Health Equity in Health Care Reform must be 
thoroughly considered and addressed in writing by these entities. These reports must 
be delivered to the Secretary of US Health and Human Services 
 
It is equally important that these entities take meaningful steps to ensure diversity 
reflective of communities served in their leadership, membership, and staffing. Diverse 
leadership is critical for ensuring that health care reform will account for the health 
needs of minority and vulnerable communities.  Again, these entities must document 
their efforts and accomplishments in establishing diverse leadership and deliver these 
reports to the Secretary of US Health and Human Services.  Relationships with diverse 
communities are critical to the success of health care executives as they address 
maximizing resources and building the trust of communities served. 116 Institutions with 
expertise in medicine, medical education, and research must create new relationships 
with their service communities where they give up command and control and share 
resources to build a new accountability with the community.117
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