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Martin Luther King, Jr. once said, “Of all the forms of inequality, injustice in health care is the most 
shocking and inhumane.”  Greetings.  Thank you for the opportunity to speak today about health 
disparities.  I am Rubens Pamies, Vice Chancellor of Academic Affairs and Dean of Graduate 
Studies and Professor of Internal Medicine at the University of Nebraska Medical Center in Omaha, 
Nebraska.  As a physician and researcher, identifying and addressing health disparities are issues I 
have studied for over 20 years. 
 
Diversity 
To best understand health disparities, it is important to look at the diversity of America. (Slide #1)  
Over the past 20 years, the proportion of white Americans has decreased from 83% in 1970 to 69% 
in 2000, while the proportion of African Americans has increased slightly from 11% to 12%, and the 
proportion of Hispanics jumped from nearly 5% to 12.5%.1  Our country is becoming increasingly 
diverse, making our healthcare issues uniquely different from other comparable nations around the 
world.  The U.S. Census Bureau had originally estimated that by the year 2050, nearly one in two 
Americans will be a member of a racial or ethnic minority.2  Projections indicate this could occur as 
early as 2037.  Currently, four states and the District of Columbia have majority minority 
populations.3 
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1 David Satcher, M.D., Ph.D., & Rubens J. Pamies, M.D., Multicultural Medicine and Health Disparities 4 (2006) 
2 U.S Interim Projections by Age, Sex, Race, and Hispanic Origin.  Washington, DC: US Census Bureau, Population 
Division, Population Projections Branch, US Dept of Commerce; 2004.  Available at: 
http://www.census.gov/ipc.www.usinterimproj/. 
3 U.S. Census Bureau Press Release.  Available at: http://www.census.gov/Press-
Release/www/releases/archives/population/013734.html 
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Workforce 

e healthcare workforce is not representative of minorities in the general population.  
ed 

 

 of 

Currently, th
According to the U.S. Census, Hispanics comprise 12% of the population, but only 2% of register
nurses, 3.4% of psychologists, and 3.5% of physicians.4  Similarly, African Americans constituted 
12% of the total population in 2000, but only 5% of physicians, 9% of registered nurses, and 4% of
dentists.5  (Slide #2) In the last ten years, the percentage of African Americans in healthcare careers 
has actually dropped in nursing, and pharmacy, while slight increases were seen in optometry, 
dentistry and physicians.  (Slide #3) In total, underrepresented minorities comprise less than 8%
physicians nationwide, and only 4% of medical school faculty, with almost 20% of these minority 
faculty coming from Historically Black Colleges and Universities.6  
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roportional representation is important for a variety of reasons, not only for patient care, but also 
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P
for showing underrepresented students they can enter healthcare fields, and for enhancing the 
cultural competency and learning environment in the workforce.  A landmark Institute of Medi

 
4 US Census Bureau, EEO Tool.  Employment by Occupation, Sex, Age, and Race for U.S. Total.  Available at: 
http://www.census.gov/eeo2000/index.html. 
5 Id. 
6 Association of American Medical Colleges, Faculty Roster System.  Available at: 
http://www.aamc.org/data/facultyroster/usmsf03/start.htm. 
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Report, entitled, “Unequal Treatment: Confronting Racial and Ethnic Disparities in Healthcare” 
articulated the need for increasing diversity in healthcare.  The report drew four conclusions:  Firs
underrepresented minority healthcare professionals are significantly more likely to serve in 
medically underserved communities, which often includes urban and disadvantaged areas.

t, 

Second, 
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7  
studies have shown that patients are more likely to seek care from a physician of their own race or 
ethnicity, and report being more satisfied when doing so.  Third, minorities considering healthcare 
professions are more likely to pursue fields where they see minority role models.8  The final reason
concerns medical research.  Minorities are more likely to participate in research studies when the 
research is conducted by a health-care provider of the same minority group.9  Consequently, 
underrepresented minority healthcare professionals are more likely to have research interest i
diseases which disproportionately affect minority patient populations, thereby helping to solve t
mysteries regarding why certain conditions disproportionately produce poorer outcomes for 
minorities.  Because these researchers often see first-hand the effects of various diseases on t
communities and families, they become interested in learning more about the disease and dedicate
their professional careers to treatment solutions.  Clinical research studies are vital to understanding 
why certain racial and ethnic groups are affected differently by diseases and treatments.  It is 
essential that data related to minority health care continue to be collected.  
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It has been said that the U.S. health care syste
is not the case for many individuals.  Despite overall health improvements in the U.S. population, 
racial and ethnic minorities experience higher rates of morbidity and mortality than non-
minorities.10  This point is proven simply by looking at life expectancies.  (Slide #4) Afri
American men have a shorter life expectancy at 66 years than white men, who, on average, liv
until age 74.  Compare that with American Indian men, who in some areas can only expect to liv
into their mid-50s.  While life expectancies for most groups have risen, the life expectancy gap 
between white and African-American males has not changed significantly in 40 years.  Even tho

 
7 Satcher & Pamies, supra at 406. 
8 Id. 
9 Id. 
10Id at 3. 
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our country can tout major health and technological advances in the last 60 years, African 
Americans’ mortality rate-- at 1.6 times higher than whites--is identical to the ratio in 1950
#5) Infant mortality rates are just as dismal as rates for African Americans and American Indians are 
2.5 and 1.5 times higher than whites.

.    (Slide 
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xamining the prevalence of certain diseases and conditions in racial and ethnic minorities reveals 
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further evidence of health disparities.  African Americans have the highest rates of mortality from 
heart disease, cancer, cerebrovascular disease, and HIV/AIDS than any other U.S. racial/ethnic 
group.12  In fact, the HIV rate is reaching epidemic levels, particularly for African American 
females.  More than 80% percent of women who have HIV and AIDS are either African Ame
or Hispanic.13  American Indians have higher rates of diabetes and liver disease, and Hispanics are 
more likely than whites to die from diabetes, which modern medicine has made increasingly 
manageable.  Asian-American subpopulations experience rates of stomach, liver and cervical 
cancers that are well above national averages.14   
 
T
Hypertension in African Americans leads to an 80% higher stroke mortality rate, a 50% highe
disease mortality rate, and a 32% higher rate of renal disease than the general population.15  Half of 
African Americans aged 40 through 59 are hypertensive, compared with 30% of whites.16  Initially, 
access to care was suspected as the primary cause.  However, even in Veterans Affairs hospitals, 
where access is not an issue, major health disparities still exist.  Studies there have shown that 
physicians are less likely to refer African American patients for cardiac catheterization, and Afr
Americans are less likely to undergo invasive cardiac procedures.17  Current theories on 

 
11 Id at 10-12. 

edicine of the National Academies, Unequal Treatment: Confronting Racial and Ethnic Disparities in 

e Control, Available at: 
rces/slides/women/slides/Women.pdf 

12 Institute of M
Health Care 29 (2003). 
13 U.S. Center for Diseas
http://www.cdc.gov/hiv/topics/surveillance/resou
14 Satcher & Pamies, supra at 10-12, 209-210. 
15 Id at 168. 
16 Id at 167. 
17 Id at 169. 
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cardiovascular health disparities center on a variety of factors, including racial discrimina
treatment, genetics, environment, and demographics.

tion in 

here are new theories emerging about the burgeoning cardiovascular health disparities affecting 
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health disparities has been well documented in the United States for 
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T
African Americans in greater numbers than any other race.  The first theory is epigenetics, or 
changes to the DNA caused by environmental agents such as diet or stress, that can actually be
passed on from one generation to the next.  Epigenetics underscores the cumulative effects of po
socioeconomic conditions, discrimination, and inequality in education and other opportunities.  The
second theory is the Allostatic Load, which declares that the body experiences biological changes in 
response to stress.  Specifically, cortical releasing hormones are higher in those that have 
experienced prolonged stress, suggesting that years of feeling unequal or experiencing 
discrimination can worsen cardiovascular health. 
 
T
refilled.  The concern is that individuals who have been successful at maintaining healthy bloo
pressures and other cardiovascular conditions with medication may no longer be able to afford 
them, which will result in higher blood pressures, increased stress and hypertension, and a number
of other dangerous conditions.  We may see a shift from health maintenance with medications at a 
modest cost to emergency room treatment at a much higher cost.     
 
C
The disproportionate burden of 
the last two centuries.  There are several contributing factors, including socioeconomics, racism and 
discrimination, limited access to healthcare, the quality of services provided, patient and provider 
behavioral factors, as well as many others.  These factors tend to compound one another and create
a cycle of problems. Despite increases in access to care and immunizations, the differences between 
many minority groups compared to whites are either stagnant or getting worse.   
  
So
Being in a lower s
opportunities for higher education, less health insurance coverage, and limited access to 
healthcare.19  The environmental health risks include everything from air and water quali
contaminants and other pollutants, tend to be more prevalent in low-income communities.  Lower 
socioeconomic groups often live in more segregated areas, where there are higher poverty levels 
and more drug and alcohol abuse.  Missing from these environments are: green space, access to 
healthy foods, job opportunities, and access to healthcare.  More than any other racial group, 
African Americans tend to live in segregated neighborhoods.  (Slide #6) In fact, some major u
areas of the United States are as segregated as apartheid-era South Africa.20  In 2000, an index 
measuring black and white  

             
18 Id at 170. 
19 Id at 18. 
20 Douglas Massey & Nancy Denton, American Apartheid: Segregation and the Making of the Underclass.  (1998). 
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American Apartheid:
South Africa (de jure) in 1991 & U.S. (de facto) in 2000

Slide # 6Source: Massey 2004; Iceland et al. 2002; Glaeser & Vigitor 2001

 
 

housing segregation showed that two-thirds of African Americans would have to relocate in order to 
achieve a statistically random distribution of black and white households in America.  Individuals 
living in segregated areas typically do not have the resources to transfer wealth to the next 
generation; instead, kids inherit a lifetime of poverty, a lack of educational opportunities, and 
typically a lifetime of poor health. 
    
Educational Inequality 
Low-income, segregated areas of communities have a lower tax base and less philanthropic ability 
to support education.  As a result, racial and ethnic minorities have fewer educational opportunities, 
and fewer role models, and they tend to limit their goals to low-paying and in some cases hazardous 
occupations.  For many minority children, others’ expectations of them are set so low, they never 
reach their full potential. 
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For these children, achieving the American dream is not even a dream. (Slide #7)  To illustrate this 
point, consider 1000 African-American students starting Kindergarten.  Of those 1000 students, 
over half (580) will graduate from high school.  Of those, slightly more than half will enter college.  
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Seventy percent of those who enter college will drop out before finishing, leaving less than 10% 
who actually graduate from college.  Three times as many who graduate from college will enter 
prison.   
 
The inequalities in science education programs serve as barriers that prevent minority students from 
considering healthcare careers.  Additionally, daily headlines announcing an end to affirmative 
action programs may also play a role in discouraging prospective students from pursuing a 
healthcare career.  Other obstacles include: fewer pipeline programs that encourage professional 
careers, financial disadvantages, standardized admissions tests and higher education admissions 
policies.   
 
Limited Access to Care 
Racial and ethnic minorities are less likely to have health insurance21 and those that do often face 
high copayments and transportation accessibility issues to the local clinic or hospital.  There are 
fewer minority primary care physicians in neighborhoods where minorities reside, resulting in 
individuals being forced to take more time off of work and to find transportation to and from the 
healthcare facility that is usually farther away.  When healthcare is received, it is often reactive 
rather than preventative, fragmented and uncoordinated, so the health conditions are more chronic 
and take more time, money and resources to treat.  Individuals without health insurance have more 
difficulty getting appropriate care, as low provider reimbursements have reduced the number of 
physicians willing to serve low-income populations. 
 
Quality of Services 
Studies conclude that racial and ethnic minorities receive a lower quality of healthcare and 
diagnostic services than non-minorities.22  Even at equivalent levels of access to care, racial and 
ethnic minorities are less likely to receive routine medical procedures than white Americans.  For 
example, African Americans with advanced renal disease are less likely to receive dialysis and 
kidney transplantation.23  Similarly, one study found that blacks, African Americans and Hispanics 
with bone fractures seen in emergency rooms were less likely than whites to receive pain control 
medications.24  Lower quality of services can be attributed to provider bias, prejudice, and 
stereotypes, language barriers, and cultural ineptitude.  Providers may make assumptions about the 
type of treatment or medication patients can afford, and may even provide fewer services to patients 
based on their insurance plan or ability to pay.  This causes stress, which can intensify other health 
problems.  Providers and patients must also address the language barrier, as many minorities live in 
linguistically-isolated households where no one speaks or understands English proficiently.  As a 
result, many patients do not understand their diagnosis, medications, and plans for follow-up care, 
which are critically important to improving health.     
 
Patient Variables 
While there are external factors that influence health disparities, patients play a major role as well.  
Studies show that minority patients are more likely to refuse recommended services, adhere poorly 
to treatment regimens, and delay seeking care.  Health literacy continues to be a concern with 
minority patients.  Patients may not understand provider instructions, further complicating or 

                                 
21 Satcher and Pamies, supra at 21. 
22 Id at 21-22. 
23 MMHD 16 
24 Id. 
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prolonging their recovery.  Lastly, based on past experiences, patients may have a general mistrust 
of healthcare providers and the medical establishment, making them unwilling to seek timely 
treatment. 
 
Healthcare Reform   
As the U.S. Congress crafts a healthcare plan, now is an appropriate time to begin addressing the 
barriers and disparities that exist in health care.  Minorities would be best served by the creation of 
subcommittees to address disparities in healthcare and workforce diversity.  As many studies have 
demonstrated, more progress needs to be made in attracting minorities to healthcare professions.  
The healthcare workforce must be representative and reflective of the communities served.  
Healthcare reform should also include more K-12 science programs in minority-populated areas, 
which will prepare our youth to consider healthcare careers.  Lastly, comprehensive 
recommendations to improve housing, green space, poverty conditions and the educational system 
in urban areas are needed to remove barriers for minority students considering healthcare careers.   
 
It is undeniable that socioeconomic factors contribute to health disparities.  A comprehensive 
healthcare reform plan must address these social and environmental factors.  Policies should address 
providing adequate primary care, health education 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.   
 
Another important inclusion is the creation and support of an electronic health record.  This will 
enable clinics and hospitals to have instant access to patient records, medical histories, and 
insurance information, all of which are important to ensure a seamless continuum of care.  Since 
many vulnerable populations tend to use emergency rooms or community health clinics rather than 
primary care physicians for routine care, it is essential to electronically link these entities into the 
system to improve coordination of care.  Electronic health records should promote quality 
assurance, and the data extracted from them is vital to effectively identify and address health 
disparities. 
 
Another important step to reducing health disparities is to require employers to provide employees 
paid time off for health-related appointments.  Many workers fear they will lose their jobs if they 
miss work.  Sick workers reduce productivity as they infect others, do not receive critical 
preventative care and treatment, and their illnesses escalate in severity.  Providing paid time off 
reduces the cost to insurance providers and the health care system. 
 
Based on the Institute of Medicine Report highlighting provider bias and differences in treatment 
options offered to minority patients, and given that the U.S. population is becoming more diverse, it 
is critical that health care workers receive additional cultural competency training.  This will 
improve health care providers' ability to understand cultural differences and beliefs in treatment 
options, help them become more comfortable working with medical translators and increase the 
quality of care for vulnerable patients. 
 
Many federal programs and initiatives have increased awareness of health disparities, but more can 
and should be done.  America would benefit by the formation of a federal commission on health 
disparities, which could develop and analyze recommendations for improving the health of racial 
and ethnic minorities.    
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Conclusion   
The health disparities in America are clear.  Large gaps in life expectancies exist; infant mortality 
rates remain too high; and some statistics, such as the African American/white mortality ratio has 
not improved in 60 years.  Many minorities face several issues affecting their health including living 
in unhealthy environments with fewer healthcare facilities, fewer health care professionals and less 
emphasis on general wellness.  
 
As the Institute of Medicine study concluded, people tend to seek treatment from physicians that 
most resemble them.  Increasing minority physicians and faculty members will address the 
healthcare workforce shortages and will reduce healthcare costs if more minorities seek care.  
Putting more emphasis on cultural competency will improve healthcare quality. 
 
I’d like to conclude with an appropriate quote that says, “In the end, it’s not what we don’t know 
that will destroy us, but rather the failure to respond appropriately to what we do know.” 
 
Thank you. 


