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E. Disparities in the Community
Context: Addressing the Social
Dynamics that Influence and
Determine Health

The health care platforms of Senator Obama and
Senator McCain largely focus on improving access to
affordable, quality health care by aligning incentives
among providers, patients and payers to reward quality,
efficiency and better health outcomes. Health care
incentives that promote quality and efficiency, and
innovations that advance measurement and reporting
are essential to reducing racial and ethnic disparities.
However, efforts that focus solely on improving access
to health care are not sufficient for reducing racial and
ethnic health disparities. As one study indicates, “...
having health insurance does not guarantee access to
care—and certainly does not guarantee access to high
quality of care” (Lurie and Dubowitz, 2008).

Eliminating disparities requires comprehensive
strategies that reach far into the daily lives of
individuals and communities. As recently stated,
“...racial and ethnic disparities in health status are
primarily a reflection of inequality in US. society and it
is this inequality—in housing, education, employment
and in broader social, political and economic
arrangements—that marginalizes and disenfranchises
people of color” (Smedley, 2006). Therefore,
addressing the social and economic dynamics that
influence and determine health must be a core aim in
eliminating health inequalities.

Both candidates’ plans recognize the importance

of public health collaboration with schools and
workplaces to promote healthy lifestyles and expand
access to prevention services that otherwise may

not be available within certain neighborhoods and
communities. For example, they both propose working
with schools to provide healthy dietary choices for
children and working with employers to encourage

the offering of wellness and smoking cessation
programs. Both candidates’ plans also acknowledge the
important role that personal decisions play in health

%

by encouraging lifestyle changes to prevent or delay
chronic disease and illness. In reference to developing
healthy habits to ward off diabetes, obesity and other
“common conditions,” Senator McCain concludes,
“Watch your diet, walk thirty minutes per day and take
afew other simple precautions and you won’t have to
worry about these afflictions” (April 29, 2008).

Senator Obama’s plan acknowledges the importance of
community-level determinants to health outcomes and
broadly recommends actions to improve opportunities
for healthy living in poor neighborhoods, such as
providing more sidewalks, bike paths and walking
trails; making fresh produce more available; restricting
tobacco and alcohol advertising aimed at children; and
expanding community-based prevention programs.

He also proposes public health collaborations with
other public agencies and the private sector, and a
more assertive government examination of related
agricultural, education and environmental policies as

they influence public health.

Beyond these proposals, however, both candidates

will need to assess the broader implications of their
proposed health care reforms on the social and
economic factors that shape the health and health care
opportunities for minorities. For example, Senator
Obama’s acknowledgement of the importance of
coordinating public health with other public and
private sectors is a good start but needs to go further.
His plan offers little in the way of specific actions

that these collaborations would take to improve the
social-environmental factors that affect health, such

as better housing, reduced crime, more educational
opportunities and expanded public transportation.

It is critical to acknowledge the effects of residential
segregation on poorer health outcomes and reduced
access to care so that proposals address these aspects of
inequality that contribute to racial/ethnic disparities in

health.

Senator McCain’s proposal, which currently offers very
limited acknowledgement of such interrelationships,
leaves open to question how far-reaching his
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initiatives will be if they neither recognize nor address
underlying community and individual circumstances
that influence health and health care decisions. For
example his statement about walking and watching
one’s diet does not mention that many areas do not
have safe areas to walk, fast food franchises dominate
many disadvantaged communities, and access to fresh
produce is often severely limited.

Health care proposals of both candidates must

address the complex interplay of medical, health care,
public health, social and economic factors necessary

to guaranteeing equality in health and health care.
Finally, both candidates need to advance policies in
other areas—the economy, education, immigration,
and the environment—that directly acknowledge their
association with and impact on the health and health
care of Americans, particularly those in low income,
underserved and minority communities.
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Part IV. Health Care Equality within our Reach

The presidential candidates” health care platforms each
present a “road map” to improving health care for the
nation. Senator McCain and Senator Obama each
believe that his proposals offer the right mix of health
system reforms and incentives to individuals, providers
and health care purchasers that will make health care
more affordable and more efficient, and thus improve
access to needed care and the quality of health care

for all. Only Senator Obama’s plan, however, directly
acknowledges the need for and proposes specific
actions to reduce racial/ethnic disparities. However,
there are still looming questions over how far either
candidate would use his presidential power and
influence to take the nation beyond incremental
actions to guarantee health care coverage and eliminate
inequalities in health care access, quality and health
outcomes.

A. Historical Presidential Reforms
that Helped Reduce Racial/Ethnic
Disparities

The new president will have a singular opportunity
to achieve goals all Americans can support: to make
health care more affordable, higher quality and
available when and where it is needed—regardless of
race, ethnicity or cultural background. Although this
report cites well-documented and longstanding racial
and ethnic disparities in health care and health status,
there is nothing inevitable about this divide. In fact,
history offers lessons on how presidential initiatives
contributed to significant progress in improving health
care and reducing or eliminating disparities in access,
quality and outcomes. Several examples illustrate

the power of presidential leadership to confront and
reduce racial and income disparities in health.

President Truman and the armed forces. Disparities

in health treatment and outcomes among military
personnel began to be eliminated following the racial
integration of the armed services through the executive

Joint Center for Political and Economic Studies

order of President Truman sixty years ago. Active duty
and military personnel and their families (8.3 million
beneficiaries) have access to a universal system of
government-sponsored health and dental care (KFF,
2008). As a result:

e The large racial/ethnic disparities in dental
health that exist in the civilian population are
now virtually eliminated among the armed
forces, as measured by the incidence of untreated
dental carries and recent dental visit rates
(Hyman et al., 2006).

e Substantial racial/ethnic disparities in survival
rates from lung cancer among the civilian
population are non-existent in the armed services

(Mulligan et al., 2006).

o Black-white disparities in infant mortality rates
that plague the civilian population have nearly
disappeared in the armed services (Rawlings and
Weir, 1992).

President Johnson and Medicare and Medicaid.

The implementation of the Medicare and Medicaid
programs, led and shaped by President Johnson,
produced profound shifts in access to care and health
care outcomes for poor and minority Americans.

e Following the implementation of Medicare,
racial and income disparities in rates of hospital
admissions and physicians visits were eliminated

in a decade (Smith, 1999).

e DPSA screening rates for prostate cancer in the
Medicare program are now essentially the same
by race (Mariotto et al.,, 2007).

e The overall difference in black and white age-
specific death rates declines after age 65; after age
80, there is a “crossover” where black age-specific
death rates are actually lower than white rates

(Corti et al., 1999).

o 'The black infant mortality rate fell 30 percent
between 1965 and 1971, after the introduction
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of Medicaid, narrowing the gap between blacks
and whites (Chay and Greenstone, 2000).

President Johnson and Neighborhood Health Centers.
President Lyndon B. Johnson supported the passage of
legislation that led to the creation of federally-funded
health care centers in high-poverty communities.
Bipartisan presidential support since then has

resulted in more than 3,000 community health care
centers (CHCs) that provide care to over 10 million
low-income residents across the country including:
preventive care to one of every six low-income children
(4.5 million); prenatal care to pregnant women in one
of every five low-income births (400,000); and care to
one of every 10 uninsured persons (4.4 million). Two-
thirds of CHC patients are minorities (HRSA, 2008).

Presidential and congressional influence on health care
quality and safety. Presidents have also been influential
in the passage of federal legislation designed to provide
new opportunities for minorities to obtain better
quality care.

e Major teaching centers have received substantial
federal funding for training and research with
the support of all presidents beginning with
Eisenhower. By nature of their mission and
location, academic medical centers, often
acknowledged as centers of excellence in medical
care provide a disproportionate share of health
care to minorities.

e Federal legislation has enabled the Veterans
Administration (VA) health program, which
serves as a safety net provider to veterans, to
adopt an integrated system of electronic medical
records, which is now considered a national
model. This has improved the quality of care
for minority and white patients served in VA

hospitals.

B. Recent Developments to Reduce
Disparities

Part of presidential leadership has always involved
responding to a changed or changing social and
political environment. Recent trends suggest a growing
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national willingness to address health disparities. These
present new leadership opportunities for the next
president to support policies that will promote equality
in health outcomes.

Recent federal actions to reduce disparities. National
efforts over the past several years have begun to shed
light on the institutional and structural barriers to
making progress in reducing health disparities. Federal
agencies have been critical to this progress.

Documentation of the nature and extent to which
health disparities occur and affect minorities is essential
to reducing disparities. Recommendations from the
Civil Rights Commission, the Institute of Medicine
and many advocacy groups over the decades to improve
the measurement of disparities have finally borne
results:

e For the first time, the national consensus effort,
Healthy People 2010 set as one of its overarching
measurable goals the elimination of racial and
ethnic disparities in health.

e Since 2003, the Federal Agency for Health
Research and Quality (AHRQ), as directed by
Congress, has produced an annual report on
disparities in treatment, distilling the evidence
from all major national data sources and
tracking progress in correcting these problems

(AHRQ, 2008).

e Under the current Bush Administration, the
Centers for Medicare and Medicaid Services
(CMS) launched a hospital quality improvement
program in collaboration with all of the relevant
health related organizations in 2005. The
Hospital Compare program supplies information
on selected quality measures for heart attack,
pneumonia, heart failure and surgical infection
prevention, tracking hospitals’ degree of
compliance with national quality standards.
Hospitals face reimbursement penalties if they
fail to provide this information, making the rate
of participation nearly universal. While no racial
information is currently supplied, patient surveys
that include racial identifiers will begin to be
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publicly reported for all participating hospitals in
2009.

o CMS is also seeking to use health disparities
data to improve quality and outcomes. Quality
Improvement Organizations that support quality
improvement efforts of Medicare providers and
managed care plans will be required to develop
interventions to address identified disparities.

Private efforts to redress and reduce racial/

ethnic health disparities. The Joint Commission

for Accreditation of Health Care Organizations
(JCAHO), the National Quality Forum (NQF)
and the National Committee for Quality Assurance
(NCQA) are all national, private organizations that,
along with private health care foundations and many
advocacy organizations work with CMS, AHRQ

as well as state Medicaid programs and health
departments to improve health care for minorities
and improve measurement of racial/ethnic health
disparities. A public-private health care system requires
public-private collaboration in confronting and
reducing racial/ethnic disparities.

Shift in the perspective of organized medicine. The
American Medical Association (AMA) recently
acknowledged and apologized for its legacy of racial
discrimination toward African American physicians.
The AMA’s admissions illustrate the historical

role of organized medicine in perpetuating racial
discrimination; its call for health care equity and the
end of racism in the medical professions is an example
of the progress that can be made and must continue
toward racial/ethnic equality in health care.

A commentary by the immediate past President of the
American Medical Association concludes:

The medical profession must have diversity in the
physician workforce equivalent to that in the general
population, and equity in health care delivery for all
persons. A unity of purpose must be achieved among all
physicians, and the association that represents them, to
make this envisioned future a reality. 1o some, whether
looking back or looking forward, attaining equality of
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opportunity in medicine may seem an audacious goal,

but it is not an option for the medical profession. It is
within reach, and the nation will celebrate the day when
racial harmony is achieved in health care for the benefit of
patients, communities and the medical profession (Davis,
2008).

C. How W/ill the Next President Use
His Leadership to Support Policies that
Help Eliminate Racial/Ethnic Disparities
in Health Care?

The next President of the United States will have
enormous opportunities to harness the energy and
commitment of leaders and providers across the public
and private health care sectors to build upon the
progress made to eliminate racial/ethnic disparities in

health.

Guaranteed access to needed health care remains

the centerpiece of any health care reform that is to

be effective in eliminating racial/ethnic disparities
(Andrulis, 1998). The lack of adequate or any
insurance represents the most formidable barrier to
reducing health disparities (AHRQ, 2008). The next
President can use his executive leadership to advance
policies that help ensure that all Americans, regardless
of race/ethnicity, have continuous health insurance
coverage.

Presidential leadership can also play a vital role in
promoting policies that address the many other factors
beyond insurance coverage that contribute to and
perpetuate disparities in access, treatment and health
outcomes, as described in this report. The proposals
of the two major presidential candidates offer
guidance, to varying degrees, about their approaches
to improving quality, affordability and access to

care. There is, however, a significant opportunity for
both to build on their current proposals by explicitly
supporting national policies and strategies that are

critical to reducing racial/ethnic disparities in health
and health care. These include:

o Expanding access to medical and health care
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development of coordinated care and medical
homes, particularly in publicly-funded health
care settings serving large minority and low-
income populations, such as community health
centers and safety-net institutions.

Promoting quality and equality in health

care programs and practices by assuring

that evidence-based guidelines are applied
without discrimination; by developing quality
improvement programs that include incentives

to providers and health plans for reducing
disparities and improving patient outcomes; and
by tailoring prevention and wellness programs to
meet the distinct health and community needs of
underserved and minority populations.

Developing targeted strategies and tools for
reducing racial/ethnic disparities such as
health information technology to standardize
collection and monitoring of health care
disparities in access, utilization and quality;
cultural competence education for health care
professionals; incentives to promote diversity in
the health professions workforce; and culturally
and linguistically-tailored patient education
programs.

Promoting broader social and economic
development in underserved communities

by expanding support for federal, state and

local efforts to expand or improve community
infrastructure. These include: affordable housing;
access to public transportation, safe parks and
recreational facilities, and grocery stores with
affordable, fresh produce; and education and job
opportunities. Promoting collaboration across
governmental agencies for health, education,
housing, employment, environmental protection,
transportation, commerce and criminal justice

is critical to these efforts. Enforcement of civil
rights within each of these government spheres

is necessary to eliminate all aspects of racial
discrimination, including discrimination in
health care.

<A

D. Conclusion

Since the mid-1990s, when major health care reform
was last on the national legislative agenda, health

care has changed significantly. Demands for greater
accountability in health care have stimulated advances
in information technologies and measurement that
are helping to improve the performance of our nation’s
health care system. Yet health care costs continue

to skyrocket and millions of Americans—up to 47
million—have no health insurance. Concerns around
chronic disease, obesity and the influence of the local
environment and socioeconomic conditions on health
have only intensified. And while there is much greater
recognition today about the extent of racial and ethnic
disparities in health status and access to affordable and
high quality care, there has been only limited progress
toward eliminating such disparities.

The beginning of a new presidential era always offers
hope that the nation will cross a threshold, leading

the way to redress these inequalities and taking great
strides in improving health and well-being for those
historically left behind. The question before the next
president is whether his proposals, if enacted, will set us
on a path to achieve quality and equality in health care

for all.
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