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Introduction

	 Health care disparities are differ-
ences in treatment, morbidity, mortal-
ity, and health care outcomes that exist 
between one group and others. These 
groups can be defined by a variety of 
descriptors that include, but are not 
limited to: race, sex, socioeconomic 
status (SES), sexual orientation, and 
immigration status.1 Groups are not 
mutually exclusive; individuals can 
be part of multiple categories, and 
even move in and out of them, de-
pending on their behaviors and self-
identification (eg, smoking cessation, 
health insurance loss, or relocation 
to a different area). Although discus-
sions of disparity commonly focus 
on race and disadvantaged groups, 
health care disparity can exist in any 
group of people. Determinants of dis-
parity are the mechanisms through 
which health disparities occur and 
can include a person’s type of work, 
income level, education, ethnicity, 
access to health care, and geographic 
location.2 Simply put, they determine 
into which at-risk group a patient be-
longs to and to what extent they are 
affected by disparities. The focus of 
this review is to highlight health care 
disparities and trends in several com-
mon diseases in selected populations. 

While it is not an exhaustive review 
of all populations, it will provide cli-
nicians and educators with a new lens 
to view diverse patient populations.

Disparities in Selected 
Diseases

	 Many diseases disproportionately 
affect racial minorities and the so-
cioeconomically disadvantaged. Dis-
eases such as diabetes, cardiovascular 
disease, stroke, hypertension, HIV/
AIDS, cancer, asthma, and mental 
illnesses affect every ethnic and so-
cioeconomic group, but the burden 
of these conditions among African 
American, Hispanic, and Native 
American communities, as well as 
those citizens of lower SES especially 
the elderly, is well-documented.3-7 

Hypertension
	 Hypertension affects the health 
and wellness of more 67 million 
people in America, and contributes 
to the deaths of 348,000 every year. 
The prevalence of hypertension in US 
Whites is 32% and among Hispan-
ics it is 27%.8 While the risks faced 
by Hispanics and Whites should not 
be ignored, African Americans have 
an overall hypertension prevalence of 
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44%, with African American wom-
en having the highest prevalence, at 
45.7%.8 It is not surprising that Afri-
can Americans also have higher mor-
tality rates from hypertension-related 
health conditions such as myocardial 
infarction, congestive heart failure 
(CHF), and stroke, than any other 
ethnic group.9,10 Hypertension is the 
strongest risk factor for strokes, and 
African Americans are twice as likely 
as White counterparts to die of a 
stroke.11 The so-called “Stroke Belt” 
of the United States covers the south-

hypertension than their peers without 
a college degree.15,16 “John Henry-
ism” is a term coined to describe the 
belief, held by African American men 
of high SES, that workplace barri-
ers can be overcome with hard work 
and determination. This increased 
work and stress level may explain the 
increased health risk in this group. 
This effect has also been noted among 
women and shift workers, who may 
face many similar challenges with up-
ward mobility in professional life.12, 13 
	 A major contributor to poor 
hypertension control rates is non-
adherence to therapy. Among Afri-
can American hypertensive patients, 
culture and psychosocial factors play 
a role in adherence behavior.17 In a 
study of 1063 hypertensive African 
Americans, participants were surveyed 
for perceived racism, stress and depres-
sion along with medication adherence 
behavior. Perceived discrimination 
was significantly associated with poor 
medication adherence; however, it ap-
peared that stress and depression may 
actually account for this relationship.18 
Although both systemic racism and 
perceived provider bias have an effect 
on patient adherence to hypertensive 
therapy, even in the setting of low sys-
temic racism, provider racial bias has a 
strong effect on medication adherence 
in African Americans.19 Furthermore, 
‘racism related vigilance’ or rather the 
fear of encountering racism or micro-
aggressions, and the modification in 
daily activities to avoid these encoun-
ters increases the stress level of both 
Blacks and Hispanics. This is directly 
related to the increased prevalence of 
hypertension in Blacks and to some 
extent in Hispanics; but, it is not re-
lated to hypertension in Whites.20 

Thus, addressing poor control of hy-
pertension in Blacks requires chang-
ing systemic racism as well as coping 
with individual provider racial bias.

Diabetes
	 Diabetes mellitus is a condition 
that affects approximately 11.5% of 
the U.S. population, 3.4% of whom 
are undiagnosed; diabetes mellitus is 
the 7th leading cause of death.21 The 
incidence rate of diabetes in US adults 
has tripled since 1980.22, 23 Cardiovas-
cular disease, renal failure, neuropa-
thy, loss of mobility, and blindness are 
major consequences leading to high 
morbidity and mortality related to 
diabetes. Education level plays a key 
role in the likelihood of achieving dia-
betic control.3 In highly impoverished 
areas such as counties in Appalachia 
and the Gulf Coast, the prevalence of 
diabetes is high and control rates are 
low, which results in higher morbid-
ity and mortality.24, 25 An interesting 
paradox is that, in underdeveloped ar-
eas such as Bangladesh, the incidence 
of diabetes is associated with higher 
SES while in the United States, the 
incidence is highest in people with 
low SES. Overweight may explain 
some of this paradox as lower SES in 
the United States is associated with 
high BMI in women particular while 
in Bangladesh high SES is associated 
with being overweight.26 In the Unit-
ed States, the leading risk factor for 
diabetes is overweight. However, the 
tide may shift in the future because 
the incidence of obesity has slowed 
over the past decade, even though 
prevalence in unchanged. Neverthe-
less, diabetes incidence still continues 
to soar as an overweight population 
ages.23, 27 Factors other than body 

The focus of this review 
is to highlight health care 
disparities and trends in 

several common diseases in 
selected populations.

eastern states from Maryland to Tex-
as, where the population of African 
Americans is highest in the country. 
The diagnosis of hypertension in this 
population is hampered by the lack of 
symptoms in many, compounded by 
the lack of primary care access for this 
population and leads to later diagnosis 
and a greater burden of hypertensive 
consequences. Lifestyle factors such 
as increased stress, smoking, and be-
ing overweight are important modify-
ing factors in both hypertension and 
strokes.8, 11-14 Interestingly enough, 
education does not appear to necessar-
ily reduce the risk of hypertension.15 
Black men with a college degree are 
more likely to have poorly controlled 
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mass index (BMI) also contribute to 
diabetes, including genetic predisposi-
tion, eating habits, and exercise prac-
tices.28 In individuals aged <20 years, 
the prevalence of diabetes overall is 
0.78%, with type 1 diabetes being 
more common. 28 However, among di-
abetic Hispanics aged between 10-19 
years, nearly half have type 2 diabetes. 

28 In Blacks, Asian/Pacific Islanders, 
and American Indian/Alaska Natives 
of the same age group, a major-
ity of diabetes diagnoses are type 2.28 
	 For ethnic minority populations, 
the early onset of diabetes is particu-
larly problematic as it leads to other 
chronic health conditions later in 
life. Ethnic minority populations are 
more likely to reside in less healthy 
neighborhoods, many of which are 
designated as a “food desert” and 
with fewer facilities for exercise. An 
important fact to note is that when 
Whites are exposed to the same local 
environment as ethnic minority pop-
ulations, the prevalence of diabetes is 
the same.4, 29 This suggests that much 
of the excess risk of diabetes could be 
averted through environment and so-
cietal changes and is less related to eth-
nicity than some research suggests.30 

Cancer

	 Higher SES and White ethnicity 
tend to be positively related to better 
health care outcomes. However, this 
association is not always true in can-
cer disease states. It is true that African 
American men have the highest inci-
dence and mortality rates overall for 
cancer from any site.31 In fact, in the 
National Cancer Institute’s study from 
2007-2011, African American men 

had a cancer of all types incidence of 
600.9 per 100,000 individuals with a 
mortality rate of 269.3, approximately 
27% higher than the average US male 
mortality rate.31 In particular the dis-
parity was greatest in cancers of the 
lung, bronchus, colon and prostate 
among Black men compared with all 
other men. Paradoxically, Hispanic 
groups, who face the same economic 
and access to care issues as African 
Americans, had an incidence rate of 
353.2 among men and women, 30% 
lower than the national average, and 
even lower than Whites.31, 32 White 
males, while not usually considered an 
at-risk group for disparities, had the 
second highest cancer incidence rate 
of any ethnic group, and White fe-
males had the highest cancer incidence 
rate of any female group.31 While the 
average mortality rate of Whites with 
cancer is lower than African Ameri-
cans, those of low SES and poor ac-
cess to care have similar mortality. 
	 Health care disparity does not 
uniquely affect ethnic minorities. 
Studies done in rural areas of Appa-
lachia showed some of the highest 
cervical cancer rates in America where 
a vast majority of study participants 
were non-Hispanic Whites33 In the 
Appalachian region, poverty rates 
remain high, tobacco smoking and 
obesity are prevalent, and many jobs 
in the area, like coal mining, put in-
dividuals at higher cancer risk due to 
carcinogens in the environment.34, 35 

	 Heath insurance is also a factor af-
fecting health outcomes of cancer pa-
tients. In 2008, approximately 40% of 
Hispanics, 26% of Blacks, and 16% of 
White adults did not have health insur-
ance.36 Although the Affordable Care 
Act has helped millions more get access 

to care, a large number of uninsured 
patients still exist in the United States.
	 It is well-established that early 
screening improves survival of many 
cancers such as breast, prostate and 
cervical cancer; however, screening 
of these common cancers differs sig-
nificantly by race and ethnicity. For 
example, African American men have 
a 1 in 5 chance of developing pros-
tate cancer and are twice as likely to 
die from it compared with non-His-
panic White males; yet, the screening 
rate is 35% in African American men 
compared with 44% in non-Hispanic 
White men.37 While race is one deter-
minant of screening behavior in Afri-
can American men, other factors like 
level of education, and social group as-
sociations affect the likelihood of these 
men to be screened.37 Breast cancer 
incidence is higher in non-Hispanic 
White women compared with African 
American women (13.3% vs 11.1% 
respectively); yet, mortality in African 
American women is 3.3% compared 
with 2.7% among White women. Re-
cent screening rates are now equiva-
lent, but at diagnosis only 52% of 
breast cancers are curable in African 
American women compared with 
63% in White women.38 In Hispanic, 
Asian/Pacific Islanders and American 
Indian/Alaska native women, breast 
cancer incidence and screening rates 
are similar to non-Hispanic Whites; 
however, breast cancer mortality in 
these populations is actually lower 
than that of African Americans and 
non-Hispanic Whites.39 In cervical 
cancer, the incidence rate is higher 
in Hispanics, African Americans and 
American Indians/Alaska Natives 
(10, 10, and 9.4, respectively) com-
pared with non-Hispanic Whites and 
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Asians/Pacific Islanders (7.1 and 6.3, 
respectively). Yet the mortality from 
cervical cancer rate is nearly double 
in African Americans and American 
Indian/Alaska Natives (4.0 and 3.5, 
respectively) compared with the mor-
tality rate for non- Hispanic Whites, 
Hispanics and Asian and Pacific Is-
landers (2.7, 2.0 and 1.8, respectively). 
While screening rates for cervical can-
cer are similar for African American 
and non-Hispanic White women, the 
mortality difference may be explained 
by differences in the stage at diagno-
sis, lower rates of preventive measures 
such as human papilloma virus vac-
cination, increased comorbidity and 
where minority patients seek care.38 
	 Behavioral patterns, such as 
level of leisure time activity, smok-
ing, and alcohol intake, play a role 
in health care disparities in cancer 
rates as well as other diseases.37, 38, 40 
Thus, reducing disparities requires 
large-scale, as well as individual, ap-
proaches to changes in behavior. 

Mental Health
	 Mental health disparities oc-
cur across racial lines, mainly due to 
lack of access.32, 41 Traditionally, this 
at-risk patient group has suffered in-
creased rates of criminal incarceration 
largely due to poor availability and 
implementation of mental health care; 
more than half of prison inmates suf-
fer from some form of mental illness 
in the United States.42 Hispanics and 
especially Black men are dispropor-
tionately incarcerated. Youth in these 
communities also suffer from under-
treatment and disorders often go undi-
agnosed before individuals are arrested 
for crimes, charged, and tried as men-
tally fit adults.41, 42 Under this process, 

young men with mental health issues 
are being managed by law enforce-
ment and corrections facilities rather 
than by mental health providers who 
would address the mental health issues. 
	 Long-term depression can affect 
a person’s mental and physical health 
in many ways. Importantly, the risk 
of suicide and self-harm has increased 
in the United States in recent years43 

where men are at an average four times 
greater risk of suicide than women, 
even though they have a lower de-
pression incidence than women.44-46 
Approximately 8% of the population 
in the United States currently suffers 
from depression; however, only 35% 
of individuals who report severe de-
pressive symptoms have seen a mental 
health care provider in the past year.45 
It is important to note that individu-
als who live below the poverty line 
have 2.5 times greater risk of being 
depressed.45 The links between depres-
sion and suicide are well-established, 
but have paradoxical relationships 
in many communities. For example, 
non-Hispanic Blacks have one of 
the highest rates of depression, but a 
relatively low rate of suicide. How-
ever, among Whites the opposite is 
true.43-45 These counterintuitive re-
lationships between suicide and de-
pression highlight the importance of 
further research to delineate the risk 
factors for suicide in different groups. 
	 The diversity of beliefs and be-
haviors among different communities 
may make interventions to prevent 
suicide difficult. Techniques successful 
in one age group or ethnicity may be 
ineffective in another. The availabil-
ity of firearms has a definitive effect 
on the risk of suicide among males. 
Among suicide attempts, men have 

a higher fatality rate due to the more 
irreversible and immediate methods 
chosen.46 Native Americans and Alas-
ka Natives have a suicide rate nearly 
50% higher than Whites, at 21.2 and 
14.2 per 100,000 respectively, with 
the highest rate occurring in Alaska.47 

However, certain cultural factors (eg, 
loss of identity) and socioeconomic 
factors (eg, unemployment) are asso-
ciated with increased rates of suicide 
and suicidal ideation.47, 48 Among US 
males aged 10-35 years, non-Hispanic 
White males have suicide as the second 
leading cause of death, ranking higher 
than homicide, while among Black and 
Hispanic males in this age group, ho-
micide leads suicide consistently.49, 50 
Thus, data indicate that the expression 
of violence differs according to race. 
	 Health-seeking behavior for men-
tal health differs by race. In a study of 
major depressive disorders, only 30% 
of African American men sought men-
tal health care, while 39% of African 
American women and 51% of non-
African American men sought care. 
This behavior may be related to the 
perception that seeking mental health 
is a sign of weakness and loss of cul-
tural pride rather than negative atti-
tudes about mental health providers. 51 

Sexual and Reproductive 
Health 
	 The infant mortality rate is a com-
monly utilized metric to gauge the suc-
cess of a nation’s health care system. In-
fant mortality rate (IMR) is a measure 
of all infants that die in early life, not in-
cluding stillbirths and miscarriages. The 
United States lags behind many other 
developed countries, and currently sits 
in 55th place with 6.17 deaths per 1,000 
births.52 Within the United States, there 



Ethnicity & Disease, Volume 26, Number 2, Spring 2016 185

Review: Addressing Health Disparities in Health Care Delivery - Nesbitt and Palomarez

is a vast discrepancy in IMRs based on 
socioeconomic backgrounds. In Michi-
gan, the IMR in poorer cities com-
monly exceeds 10/1000 live births and 
the rate among Black infants exceeds 
15/1000.53,54 Despite the fact that so-
cioeconomically disadvantaged groups 
have high IMRs on average, Hispanics 
have a paradoxically low rate. Adding 
to the paradox is the fact that Hispan-
ics have a teen pregnancy rate higher 
than any other racial community in 
the United States, and although total 

is dropping quickly, as recently as 
2007, Hispanic students had a drop-
out rate >20%.57 Contrary to all ex-
pectations, IMR is lowest among 
Hispanic teenage mothers (6.4%) 
compared with Black (12.6%) and 
White teen mothers (8.9%). Overall, 
the IMR in all women aged < 35 years 
is highest among teenage mothers.58 
	 Increased prevalence of sexually 
transmitted infections (STI) is closely 
correlated with high teen pregnancy 
rates and high IMR.56 Sexually active 
young adults aged 15-24 years, especial-
ly men who have sex with men (MSM), 
have higher rates of sexually transmit-
ted infections than other age groups, 
and have the highest rates of new HIV 
infection.59, 60 Ethnic minorities have 
disproportionately high HIV rates, es-
pecially Black and Hispanic MSM, and 
Black heterosexual women.60 Although 
rates of all-type STIs and HIV are de-
creasing in most populations, HIV 
infection is on the rise in young Black 
MSM, and sexually transmitted disease 
infection rates remain high in young 
Hispanics, both straight and gay.56, 59, 60 
In particular, within the MSM popu-
lation, the highest risk group is young 
Black MSM. African Americans, in 
total, represent 45% of new HIV in-
fections nationwide, while accounting 
for only 12.6% of the population.59, 60 

Determinants of 
Disparity 

	 Determinants of health dispari-
ties or rather, factors that set the stage 
for health disparities to occur, are 
the best targets for improving out-
comes. There is a growing focus on 
shrinking health care differences in 

the field of public health, and one 
of the Healthy People 2010 goals 
was to eliminate health disparities.61 

The Double Jeopardy 
Hypothesis
	 Double Jeopardy refers to the fact 
that health disparities risk factors are 
not mutually exclusive events, and 
that individuals in more than one at-
risk category face a higher chance of 
morbidity and mortality than others 
–doubly jeopardized.61 The concept of 
double jeopardy in the medical sense is 
a relevant topic to public health profes-
sionals, as it is largely agreed upon that 
SES of an individual and the SES of 
a geographical area can be predictors 
of poor health.62 Often, Double Jeop-
ardy communities occur in localized 
areas, or hotspots, that can be targeted 
by public health professionals to make 
the most effective use of limited man-
power and resources.63 Areas with low 
average SES, high-income inequality, 
low average educational attainment, 
and poor air quality have all been cor-
related with health disparities preva-
lence.63, 64 For example, racial minor-
ity and low SES individuals who have 
mental health disorders are less likely 
to be treated.41 Poor adherence to treat-
ment is a major barrier to adequate 
mental health care. However, these in-
dividuals have reduced mental health 
because of a double jeopardy scenario. 

Obesity, Food Deserts and 
Access to Healthy Food 
	 African Americans are the group 
most affected by health disparities. 
Although a large body of research 
reports that health disparities exist 
in African Americans, less is known 
about the etiology. A common de-

Determinants of health 
disparities or rather, factors 
that set the stage for health 
disparities to occur, are the 
best targets for improving 

outcomes.

teen pregnancy rates have been drop-
ping since 1991, Blacks and Hispanics 
still have significantly higher rates than 
other groups. Teen pregnancy increases 
the risk of complications for both the 
child and mother, including low birth 
weight, preterm birth, and death in 
infancy.55 These risks put young moth-
ers and their children who are already 
challenged at greater disadvantage. 
	 Among Hispanic teen girls who 
drop out of high school, 36% drop 
out due to a pregnancy.56 Hispan-
ics drop out at a higher rate (11.7% 
in 2013) than any other group, more 
than Blacks (7.9%), and significantly 
more than White high school stu-
dents (5.1%).57 Although this rate 
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nominator for many diseases seems 
to be a preponderance of obesity in 
the Black community. Americans, 
in general, struggle with maintain-
ing their weight, as 34.9% of US 
adults are obese. However, 56% of 
Black women and 37% of Black men 
are obese. In comparison, the obe-
sity rate in White men and women 
is 32.4% and 32.8%, respectively.23

	 Obesity is highly related to cardiac 
disease, type 2 diabetes, and hyper-
tension, and while genetic predispo-
sition and low SES play a large role 
in the morbidity of these diseases in 
the Black community, obesity rates far 
above the national average are impor-
tant points for the health community 
to address. One contributing factor to 
the obesity in low SES populations is 
the existence of food deserts in those 
neighborhoods.64-66 However, this may 
not be specifically related to Blacks 
alone. Food deserts are defined in dif-
ferent terms in different studies, but 
are generally considered to be low SES 
areas where residents live more than a 
mile from an affordable grocery store 
in urban areas, and 10 miles in rural 
areas.65-67 Walking a mile or more on 
foot means at least a 30-minute time 
expenditure for individuals wanting to 
purchase healthy foods, and in neigh-
borhoods with high crime rates, is un-
reasonable after dark. These areas are 
considered bereft of affordable grocery 
stores with fresh food options; yet, they 
also tend to contain an abundance of 
fast food restaurants that offer inex-
pensive food options with excess salt, 
fat, cholesterol and calories. The term 
food security is used to describe con-
sistent access to affordable and healthy 
foods. Food insecurity is when an in-
dividual does not have the same type 

of access. Obesity is paradoxically high 
in these areas, and in a study in New 
York City, students found that the ar-
eas that consumed the lowest amount 
of fruits and vegetables, also had high-
er than average rates of obesity, and 
tended to be populated by minori-
ties.67 Physicians serving these food 
insecure areas should consider their 
patients’ ability to access healthy food 
when developing treatment plans. 

The Hispanic Paradox
	 Although Hispanics are the least 
likely group to be insured in the Unit-
ed States and are among the groups 
with the lowest average household in-
come, they appear to have protective 
factors that may reduce both the mor-
bidity and mortality of many diseases, 
compared to that found among simi-
larly disadvantaged groups (eg, Afri-
can Americans).9,68-70 The first example 
was previously described in the low 
IMR rates for young Hispanic wom-
en. Another example is the cancer sur-
vival rates for small-cell lung cancer, 
in which survival rates were highest 
among foreign-born Hispanics, even 
though they tended to be diagnosed at 
more advanced stages than their US-
born peers and non-Hispanic Whites 
included in the study.70 Other condi-
tions like diabetes, cancer, and HIV, 
disproportionately affect Hispanics, 
yet the mortality rate of these are 
much lower than in other underserved 
communities.32, 71,72 While mortality is 
important, morbidity from these dis-
eases remains a major determinant of 
further disparity, as it limits the ability 
to maintain productive lives of these 
individuals. This paradox remains un-
explained but it may relate to lifestyles 
common to Hispanic culture. More 

research is needed to fully explain the 
health paradox in this community. 

Provider-to-Patient 
Communication
	 Communication is an essential 
component in excellent patient care. 
Cultural background and language 
have significant effects on communi-
cation skills and patterns. In a recent 
study of patient-provider commu-
nication quality in 8,458 patients of 
diverse backgrounds across the United 
States, disparities in patient-provider 
communication quality were attribut-
ed to age, race/ethnicity, educational 
attainment, employment status, in-
come, health care access and general 
health.73 It is important to understand 
the role of culture and history in un-
derstanding the best approaches to 
African Americans, who may mistrust 
health care providers based on histori-
cal events of mistreatment and abuse 
(eg, the Tuskegee syphilis experiment). 
In addition, the role of family and re-
ligion is prominent among African 
Americans. A provider’s communica-
tion style may easily be perceived as 
condescending if complex medical 
terminology is used without clarifica-
tion and if open-ended questions are 
asked about the patient’s beliefs and 
experiences.74 In US Latino patients, 
the diversity of countries of origin has 
significant bearing on the challenges 
in the approach to cultural effects on 
health care. Some unifying cultural 
values among Hispanic patients in-
clude: personalized interaction; recip-
rocal respect; paternalism; fatalism; 
and machismo. These values color the 
perception of provider communica-
tion styles. A common challenge for 
many Hispanic patients and other im-
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migrant patients is that of language 
since many are non-English speaking. 
The use of translating services is rec-
ommended.75 In a patient survey on 
their perception of physicians, both 
Latinos and African Americans placed 
higher value on provider respect, con-
cern, courtesy, and education on pre-
vention than on the amount of time 
spent by the physician.76,77 Reducing 
disparities in care requires greater fo-
cus in medical training and continuing 
education to improve health care pro-
vider communication with patients of 
all ethnic and cultural backgrounds. 

Prescriptions for an 
Ailing Health Care 
System

	 Even as medical advances improve 
our capability to prevent and treat dis-
ease, a fundamental lack of access con-
tinues to plague America’s poor and 
minorities. Health disparities present 
a serious threat to the health and well-
ness of millions of Americans. With 
the advent of the Affordable Care 
Act, uninsured rates declined from 
22.3% in 2010 to 12.9% in 2015.78 
Yet, millions more, especially in states 
that refused federal money to expand 
Medicaid coverage, still do not have 
insurance.73 In addition, many areas 
designated as medically underserved 
areas (MUA) by the Health Resources 
and Services Administration (HRSA) 
are also areas with high populations 
of ethnic minorities and the nation’s 
poor, many of whom are located in 
states not expanding Medicaid.21, 79-82 
	 Steps forward are being made in 
the fight to equalize the health care of 
all Americans, but on the individual 

level, combating health disparities may 
seem frustratingly difficult to health 
care providers. However, research has 
shown that simple changes to clinical 
practices and increased knowledge of 
disparities can improve outcomes for 
at-risk patients. For example, in com-
munities suffering from high rates of 
chronic disease, using community 
health workers, who are more fluent 
in the local culture and are familiar 
faces in the community, has proven to 
be an effective strategy in coping with 
hypertension and diabetes.83 Further-
more, in a study of rural low-income 
women with diabetes, high cholester-
ol, or hypertension, community health 
workers improved healthy behaviors 
through setting small incremental 
individual goals with patients.84 An 
important factor in that success may 
be that the community health work-
ers focused the approaches to fit the 
appropriate goals for the local com-
munity given the available resources. 
	 Understanding culture is another 
way in which providers can augment 
their clinical toolbox. Familiarity and 
understanding of culture can increase 
patient compliance, decrease implicit 
bias by providers, and improve patient 
trust in health care professionals.85 It 
may also allow health workers to un-
derstand some of the protective fac-
tors of culture that lead to phenomena 
such as the Hispanic Paradox.85 In do-
ing so, the narrative may change from 
“what is wrong with minority com-
munities?” to “what is right with these 
communities and how can we do more 
of it?” In our nation’s changing racial 
and cultural demographics, the mean-
ing of cultural sensitivity is changing. 
Implicit bias affects far more than eth-
nic minorities in health care. A recent 

study at the University of Colorado’s 
medical center found that: 1) 43% of 
physician assistant, physical therapy, 
and medical students admitted that 
they witnessed insensitive comments 
by health care professionals in refer-
ence to religiously devout patients of 
any faith; 2) 35% witnessed discrimi-
natory language about the poor; 3) 
30% witnessed disparaging comments 
about female patients; and 4) 28% 
had witnessed disparaging comments 
about racial and ethnic minorities; 
and 5) 25% heard similar comments 
about LGBT patients.86 These biases 
affect the delivery of health care and 
have been illustrated in several studies 
including a study where patients, pre-
senting to the emergency room with 
similar cardiac symptoms, received 
different recommendations for their 
care,87 ie, women and Blacks were less 
likely to be sent for cardiac catheteriza-
tion.87 Therefore, cultural sensitivity, a 
greater awareness of implicit bias, and 
explicit bias among health care provid-
ers may improve the overall status of 
health in the United States. The failure 
to recognize that providers may have 
low explicit bias, but high implicit 
bias leads to unintended racist actions 
and policies in health care delivery.88 

	 The charge of improving health 
care disparity in the United States 
will need to be a multi-faceted ap-
proach. This must include unique 
approaches to health education and 
screening, improved access to care, 
cultural sensitivity training for pro-
fessionals, community engagement, 
and utilizing the positive attributes 
of patient cultures to improve health 
outcomes. The changing demograph-
ics of the United States requires that 
we prevent health inequity in any 
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group by approaching this with broad 
spectrum methods that custom-
ize care to utilize patient differences 
positively rather than abrogate them.

Tips and Tools for 
Treating a Diverse 
Patient Population 

Learning Points: 
	 1) Patient education and compre-
hension levels affect the engagement 
with health care providers. Utilizing 
translator services is one step in assur-
ing success; 
	 2) Taking steps to understand the 
culture and some medical terminology 
in the language of your patients is an 
important method of improving your 
delivery of care. Culture may be an as-
set; 
	 3) One of the key features of the 
paradoxical relationship between 
health and Hispanic ethnicity (and 
other immigrant groups) is the in-
volvement of family members in 
health care. Improving care and out-
comes can be achieved through engag-
ing other family members; 
	 4) Health care is affected by living 
and other social circumstances; there-
fore, recommendations to patients 
should reflect the expectations; 
	 5) Patient care is diminished 
through provider bias. Minimizing 
provider bias improves patient adher-
ence. Simple attributes such as respect, 
concern, active listening and clear 
communication improves perceived 
disparities in care. 
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