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Introduction
Racial and ethnic disparities in health care access and 
quality continue to exacerbate poor health, reduce 
quality of life (QoL), and increase morbidity and mortality 
among racialized minorities in the United States. The 
2003 report, “Unequal Treatment: Confronting Racial and 
Ethnic Disparities in Health Care,”1 documented decades 
of glaring inequities in health care access, treatment, 
and outcomes, but as health disparities persist, it is 
clear they have not been adequately addressed. The 
COVID-19 pandemic amplified and illuminated the impact 
of disparities along socioeconomic status (SES) and 
racial lines. Monica E. Peek, MD, MPH, MS, Associate 
Professor of Medicine at the University of Chicago 
and health disparities researcher, noted that structural 
racism disproportionately put persons of color at 
increased risk of infection because of where they work 
(eg, essential jobs), live (eg, residentially segregated 
neighborhoods with high population density and poor 
housing ventilation), and play (eg, communities with 
fewer resources). Structural racism then led to inequities 
in access to COVID-19 protection (PPE), testing, and 
treatment. “Overall,” Dr. Peek said, “COVID outcomes are 
tied to pre-pandemic realities.” 

The National Institutes of Health (NIH) define health 
disparities as “differences in the incidence, prevalence, 
mortality, and burden of diseases and other adverse 
health conditions that exist among specific population 
groups in the United States.”2 These groups include 

Black/African American, Hispanic/Latin American, 
Hawaiian Native/Pacific Islander, Native American/ 
Alaskan Native, and Asian Americans, as well as low-
income, disabled, and elderly individuals. Structural 
racial inequalities are among the deeply rooted sources 
of health disparities and social determinants of health 
(SDoH) – the conditions in which people live, learn, work, 
worship, and age.3 These environmental determinants 
often define individuals’ interactions with the healthcare 
system and directly correlate with health disparities, 
including increased risk factor burden, preventable 
hospitalizations, morbidity, and mortality. 

Understanding how racism affects health care and health 
requires a common language and understanding about 
terminology. Dr. Camara Jones4 describes three levels 
of racism: institutionalized racism, personally-mediated 
racism, and internalized racism. Institutionalized, or 
structural, racism is defined as differential access to 
goods, services, and opportunities based on race. 
Personally-mediated racism, or interpersonal racism, is 
defined as prejudice (differential assumptions about the 
abilities, motives, and intentions of others according to 
their race) and discrimination (differential actions toward 
others according to their race). Last, internalized racism 
is defined as the acceptance by members of stigmatized 
races of negative messages about their abilities and 
intrinsic worth.

Personally-mediated racism manifests in health care 
professionals’ (HCP) explicit and implicit biases, 
stereotyping, and discrimination, and is a key contributor 
and stand-alone factor in health disparities. Studies 
show that even when socioeconomic factors and health 
care access are equal to White Americans, minority 
populations are more likely to receive inferior health care. 

The harrowing postpartum experience of world-
renowned tennis star Serena Williams shed light on the 
harmful effects of racial biases in the ongoing maternal 
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mortality crisis. “I almost died after giving birth to my 
daughter,” Williams, an African American, recounted after 
the birth of her daughter in 2017. A few hours after giving 
birth, Williams began experiencing shortness of breath. 
Due to her previous history of pulmonary embolism, she 
recognized this symptom to be a warning sign. Williams 
alerted hospital personnel but was repeatedly ignored 
or dismissed as being “confused”. Once addressed, 
complications from the embolism led to two surgeries 
and six weeks of bedrest.5 Williams, whose fame, wealth, 
and education increased her health literacy and health 
care access, still faced disparate care due to HCP biases. 

Health disparities data reveal that minority populations 
are impacted by inequities at every level of care. For 
example, Black patients are 30% more likely than White 
patients to die of heart disease,6 Native Hawaiian and 
Pacific Island populations have higher incidence of 
cardiovascular disease, and, on average, Native American 
populations succumb to heart disease at a younger 
age.7 In Black Americans, the age-adjusted death rate 
is 30% higher,8 and infant mortality rates are 2.4 times 
higher than White Americans.8,9 Health disparities are 
entrenched in historical and present-day institutionalized 
and personally-mediated racism, much of which drives 
SDoH. Hence, efforts to address health disparities 
through the lens of SDoH and risk scores alone have 
repeatedly fallen short. 

The Forum
A recent and pivotal forum, “Addressing Unconscious 
Bias and Disparities in Health Care,” examined the 
fundamental causes of bias and how they manifest in 
modern clinical practice. Forum members also developed 
a call-to-action to highlight the multiple sources of 
disparate care and remove barriers to equitable care 
in meaningful and sustainable ways. Health care 
practitioners from varied disciplines, including primary 
care, maternal health, cardiology, dermatology, 
pharmacy, and oral health, voiced the need to design 
a system that served all patients’ health care needs. 
Moderated by Dr. Peek, the panel acknowledged that 
while patient-practitioner interactions are critical 
to address immediate health disparities, structural 
solutions are needed to repair systemic problems.

Panel members outlined steps for HCPs to address 
health care inequities in minority populations. The 
first step is medical education. Information taught in 

classroom, clinical, and informal settings contributes 
to institutionalized and personally-mediated biases, 
and perpetuate misinformation about the historical 
frameworks responsible for modern health care 
disparities. Only by (re-)learning a more comprehensive 
and fact-based history of health care can clinicians 
better understand current racism in health care, 
health disparities, and sociopolitical medical mistrust 
among racialized minorities. Medical education must 
be combined with tangible steps that HCPs and civil 
leadership can put into action. Ultimately, large-scale, 
concrete, structural changes are needed to create a more 
equitable health system – a health care system that 
works for all patients regardless of race, socioeconomic 
status, or other social identities. 

Background

RACE AND RACISM

The history of racism and racist policies in the United 
States infiltrates every sociopolitical arena, including 
health care. As forum members noted, this unpleasant 
history must be faced for sustainable change: “To 
transform health care, we must acknowledge the trauma 
of systemic racism and work together to solve it.” The 
very concept of race was developed socio-politically 
to infer unfounded biological differences; how race is 
assessed varies from culture to culture and has changed 
over time. Humans are more diverse within groups of 
people than between them, and traits, such as skin color, 
associated with the Western idea of race, are discordant, 
unrelated, and superficial.10 While race is not biological, 
racism has biological consequences. 

Repeated long-term and generational racial trauma 
creates physiological changes, weathering physical, 
emotional, and mental health over time.11 These 
changes amplify during a person’s lifetime and 
may cause epigenetic changes that are passed 
on inter-generationally. Epigenetics, changes due 
to environmental influences from the womb and 
throughout one’s life, can alter gene expression, 
causing long-term damage.12 Changes that occur in the 
womb can persist, leading to poor health in adults.7,12-15 
For example, on arrival to the United States, African 
immigrant women’s health status equaled American 
White women; however, within one generation, their 
children and grandchildren had lost that advantage.16 
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Disparities in exposure to environmental and psychosocial 
stressors, as well as physical toxins, can cause differential 
methylation of DNA, which has been associated with an 
increased risk of diseases such as breast cancer, small-cell 
lung cancer, hypertension, chronic kidney disease,  
and depression.

To paraphrase a quote attributed 
to President Theodore Roosevelt: 

patients don’t care about how 
much you know, until they 
know how much you care.

Otis W. Kirksey, PharmD, RPh, CDCES, BC-ADM  

As products of our society and environment, we each have 
biases related to race or ethnicity. Explicit or conscious 
bias are those behaviors associated with racism and 
deliberate discrimination. Implicit bias is unconscious; 
we may make snap judgements or adapt behaviors 
without being aware. These include the biased cognitive 
shortcuts we rely on in high stress situations, when 
there is incomplete data and HCPs have to make clinical 
decisions.17 Once we understand what biases look like in 
health care, we can address them at the individual and 
institutional level.18 

Basing clinical decisions on assumptions about patients, 
rather than their presenting symptoms and reported 
history, leads to erroneous decision-making that 
disproportionately harms racial and ethnic minority 
patients.17 Unconscious bias can manifest as assumptions 
about who “deserves” care, whether a patient complaining 
of pain is merely a “drug seeker”, and whether a “non-
compliant” patient has barriers to treatment adherence or 
is merely unmotivated. Dismissing symptoms that do not 
fit a “classic” presentation for only one group is also a form 
of bias. Symptoms may be “classic” for only one group 
of people. Patients from minority populations recognize 
negative biases, which reduces patient follow-through and 
creates patient-practitioner distrust.

MEDICAL RACISM

The medical profession’s mistreatment of racial and ethnic 
minority groups predates the founding of the United 
States and stems from colonialism and the slave trade. 
The devaluation, subjugation, and exploitation of minority 
groups over 400 years became engrained in the structures 
and organizations of society, including medicine.

People of color, primarily within the slave trade, were 
viewed as commodities and exposed to horrifying human 
medical experimentation.19,20 Most famously, gynecologist 
James Marion Sims subjected enslaved women to vaginal 
and other gynecological procedures without anesthesia.19 
Myths that Black people have thicker skin, fewer nerve 
endings, or feel pain less acutely than White people 
originated from these experiments. Enslaved persons 
desiring freedom were classified as “mentally ill” and 
subjected to torture “treatments”.21-23 Individual racist 
practices became codified through policies and programs, 
such as forced sterilization based on the pseudoscience of 
eugenics,24-28 public health programs such as the Tuskegee 
Syphilis study,14,29 the closing of over 500 Black hospitals,30 
and the testing of skin care treatments on Black inmates 
from 1950 to 1970, among others.31

This historical mistreatment and marginalization became 
embedded in the medical community. For example, the 
American Medical Association (AMA) originally created 
policies excluding Black doctors from membership. This 
restricted many Black physicians from practicing medicine, 
having hospital privileges, and connecting with other 
health professionals.32 The AMA also commissioned the 
Flexner Report, which recommended closing over 500 
predominantly Black hospitals, and all but two Black 
medical schools, thus severely limiting the access of Black 
patients to physicians and hospitals for medical care.32,33

Some estimates suggest that 
(we) would have approximately 
35,000 more Black physicians34 

today if the Flexner Report 
hadn’t been published. 

Jenna C. Lester, MD, Assistant Professor, 
University of California San Francisco
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SOCIAL DETERMINANTS OF HEALTH

The U.S. government has officially recognized health 
care inequities for decades. In 1999,35 Congress 
commissioned the Institute of Medicine to create a 
report on health care disparities; however, this awareness 
has not significantly improved health care disparities. 
The report, “Unequal Treatment: Confronting Racial and 
Ethnic Disparities in Care,” noted that racial and ethnic 
differences persist beyond access-related factors or 
preferences, and cited institutional health care factors 
(ie, structural racism) and discrimination (ie, personally-
mediated racism) as the two primary causes.1,35 The 
World Health Organization recognized that SDoH impact 
health access and outcomes.3 In the United States, 
many of these stem from everyday structural racism and 
bias. For example, highways built through low-income, 
racial/minority neighborhoods created physical barriers 
between residents and the resources they needed 
outside of their communities. These barriers are not 
accidental, but the result of intentional policies for socio-
politically devalued communities. 

Systemic racism leads to poor health outcomes 
in multiple ways because many SDoH variables 
are intersectional. Community factors, redlining, 
food deserts, and a lack of pharmacies and public 
transportation compound disparities for minority 
populations and increase the risk of chronic conditions, 
such as obesity, hypertension, diabetes, and asthma. 

These data on health disparities are the tip of  
the iceberg:

Maternal mortality per 100,000 live births:36

White Americans 2005: 11.8 2014: 19.0

Black Americans 2005: 39.2 2014: 48.7

Native American/ 
Alaska Native 

2005: 11.1 2014: 37.8

Hispanic Americans 2005: 9.6 2014: 12.5

Urban 2015: 18.2

Rural 2015: 29.4

 

2017 Infant mortality per 100,000 live births:36

White Americans 4.67

Black Americans 10.97

Native American/ 
Alaska Native 

9.21

Native Hawaiian/ 
Pacific Islander

7.64

Hispanic 5.1

Asian 3.78

•	 Death rates for Black Americans compared to White 
Americans are higher: Cardiovascular disease 34%, 
infections 21.1%, trauma 10.7%, diabetes 8.5%, renal 
disease 4.0%, and cancer 3.4% higher9

•	 Of male individuals in same-sex relationships who 
received care for HIV, 24% were Black and 43% were 
White; however, Black individuals were more likely to 
be diagnosed with HIV37

We are burdened by a 
health care delivery system 

of haves and have nots. 
Marc Cohen, MD, Chair, Department of Medicine, 

Newark Beth Israel Medical Center

The COVID-19 pandemic disproportionately struck racial 
and ethnic minority populations, owing in part to existing 
comorbidities, such as asthma, diabetes, and obesity, 
and starkly illuminated inequalities due to SDoH.38 Of 
those hospitalized from COVID-19, 30.2% were attributed 
to obesity.38 Obesity is more prevalent in individuals 
with low-income or from non-White populations.39 
Non-Hispanic Black and Hispanic populations have 
higher rates of obesity (46.8% and 47.0% respectively) 
compared to non-Hispanic White and Asian American 
populations (37.9% and 12.7% respectively).40  
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Higher incidents of obesity in minority populations are 
linked to everyday and lifetime racism.41 

Diabetes also impacts minority populations disparately. 
Over 20% of Native Hawaiian/Pacific Island adults, 
over 18% of African American adults, and nearly 12% 
of Hispanic/Latinx adults are impacted by diabetes.42 
Native American populations have 3.5 times higher 
rates of kidney failure and African American populations 
are 50% more likely to experience diabetic retinopathy. 
Complications from diabetes include blindness, 
amputation, kidney disease, cardiovascular disease, 
and stroke.42 Studies show that obesity and diabetes 
are associated with low-income neighborhoods with 
less access to grocers and higher police-recorded 
crime.43-45 Those who are food insecure were more likely 
to be admitted to hospital for hypoglycemia than adult 
patients with higher incomes. 

Structural inequities require 
aligned structural solutions that 

account for systemic effects 
of racism and sexism.

Monica E. Peek, MD, MPH, MS, FACP, Associate Professor 
of Medicine, The University of Chicago Medicine

Disparities Across the  
Health Care Spectrum
Members of the CME Outfitters (CMEO) forum came 
from a variety of specialties, each bringing a unique 
point-of-view of how health disparities impact minority 
populations. The discussions affirmed that while 
specifics may vary, the underlying themes intertwine 
and overlap. Outlined below are some of the health 
arenas and clinical manifestations of health disparities by 
medical specialty discussed in this expert CMEO forum.

DISPARITIES IN MATERNAL HEALTH

Joia A. Crear-Perry, MD, FACOG, of the National Birth 
Equity Collaborative, discussed the U.S. maternal 
health crisis and the need to create birth equity for 
minority pregnant people. As a physician and advocate 
for legislative change for maternal health, Dr. Crear-
Perry connected maternal inequities to the devaluation 
of people of color in the United States. While other 
developed nations invest in their citizens by providing 
paid family leave, free childcare, and standardized 
national health care, the United States lags behind in 
maternal and infant care. Pregnant people of color, in 
particular, lack equitable maternal care with devastating 
outcomes in morbidity and mortality rates. Individuals 
in the United States that die due to poor maternal 
health are three times more likely to be Black and twice 
as likely to be Native American than White.46 Medical 
practitioners and policy makers alike must create a 
sustained commitment to maternal care that provides 
accountability, equity, empathy, safety, and trust, and is 
free from racism. 

Reproductive health and pregnancy are adversely 
affected not only by health care professionals’ biases, 
but also by SDoH and structural inequities. Housing, 
food, or income insecurity, environmental stresses, 
inadequate health care services or insurance, and low 
education converge to cause serious clinical issues, such 
as eclampsia, obstetric complications, cardiac disease, 
and acute renal failure. The maternal mortality crisis is 
evident in the data, which includes:

•	 In 2017, the United States ranked 61st in the world 
for maternal mortality47

•	 In the United States, 65% of maternal deaths  
are preventable46

•	 Pregnancy related mortality is 2.4 times higher46 
than it was in 1987
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DISPARITIES IN PAIN TREATMENT

Carmen Renee Green, MD, a Professor of 
Anesthesiology, Obstetrics & Gynecology, and Health 
Management & Policy at the University of Michigan’s 
Schools of Medicine and Public Health, discussed 
the unequal burden of pain on people of color.48 The 
pervasive judgement about who deserves pain care 
and who does not permeates American culture. Health 
professionals frequently undertreat people from racial 
and ethnic minority populations for pain, believing their 
complaints of pain to be inauthentic,49 which further 
exacerbates distrust between racial and ethnic minority 
patients and HCPs. While treated less, people of color 
have higher pain risk due to structural racism. That is, 
environmental circumstances, including community 
violence, and the disproportionate burden of chronic 
diseases, such as painful diabetic neuropathy and 
more, put racial and ethnic minority populations at 
increased risk for conditions requiring pain management. 
Untreated and undertreated pain decreases SES (due to 
job loss, for example), overall QoL, and life expectancy, 
and increases comorbid risks, including severe 
depression and suicide ideation.48,50 

Pain care disparities stem, in part, from how the medical 
and criminal justice system has dealt with the opioid 
epidemic. White populations, who are as likely to 
have substance use problems as other racial or ethnic 
populations, have typically been viewed sympathetically 
as “victims” of addiction with a “biomedical” problem. In 
comparison, substance use issues that predominantly 
afflict people of color have been criminalized. These 
inequities in the legal system and media magnify racial 
biases; HCPs are more likely to label pain patients from 
Black/African American and Hispanic/Latinx populations 
as “drug seekers”.50 Ironically, patients who are 
inadequately treated for pain may be forced to turn to 
excess over-the-counter pain medications or seek relief 
from addictive substances. 

Studies show that HCPs’ biases lead to disparate pain 
care even when the guidelines for analgesic use are 
clear, such as during postoperative care or during 
childbirth.48 Disparities in medical treatments to 
alleviate musculoskeletal and other causes of chronic 
pain, including dental pain, compound the problem. 
For example, while White patients make up 62% of the 
population, they undergo hip and knee arthroplasty 

procedures at 80% and 77% respectively. Black patients, 
at 12% of the U.S. population, receive only 6% and 7% 
of surgeries; Hispanic patients who make up 16% of 
the population, receive even less, only 4% and 5% of 
surgeries.51 As a result, White patients are more likely 
to have their pain cured through surgical interventions, 
while racial and ethnic minorities disproportionately 
rely on pharmaceutical regimens for pain control. 
Furthermore, Black patients were less likely than White 
patients to use complementary and alternative pain 
treatments, such as acupuncture, biofeedback/relaxation 
services, and manipulation/chiropractic services.52,53

The data are clear on disparities in pain care: 

•	 Approximately 11%-40% of Americans suffer from 
chronic pain54 

•	 Black patients receive 57%-74% less analgesics for 
long-bone fractures than White patients55

•	 Black patients are 22% less likely than White patients 
to receive pain medication56 

•	 Endometriosis, a painful gynecological condition,55 is 
underdiagnosed and undertreated in Black patients 

•	 Hispanic patients with chronic musculoskeletal pain 
have 28% higher depression scores57 

When we mistreat people 
because we don’t believe 
them, we contribute to 

medical mistrust.
Carmen Renee Green, MD, Professor of Anesthesiology, 

School of Medicine, Professor of Obstetrics and Gynecology, 
School of Medicine, University of Michigan
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DISPARITIES IN SURGICAL CARE

Augustus A. White III, MD, PhD, an Ellen and Melvin 
Gordon Distinguished Professor of Medical Education at 
Harvard Medical School and author of the memoir, Seeing 
Patients: A Surgeon’s Story of Race and Medical Bias, 
that details unconscious bias in health care, discussed 
the need for a humanitarian approach as a means to 
achieve equitable health care. He described the current 
health system as “survival of the fittest,” where access 
to health care and treatment was based on one’s social 
and financial capital as manifested by measures such as 
insurance, zip code, and social networks. 

The key, Dr. White said, was empathy. Empathy for the 
patient helps both patient and physician. Clinicians 
with high levels of empathy experience lower levels of 
burnout and higher levels of work satisfaction. Patients 
who report poor communication with their physician also 
report higher levels of practitioner dissatisfaction. Dr. 
White emphasized the critical importance of physician–
patient communications with racial and ethnic minority 
patients, as surgeons, in particular, are a specialty 
where communication skills are infrequently prioritized. 
Empathy can start by developing cultural humility and 
being aware of racial bias in health care. In one study, 
only one-third of surgeons acknowledged that racial and 
ethnic disparities exist in surgical care.58

Health care is a human right. 
Augustus A. White, III, MD, PhD, Ellen and Melvin Gordon 

Distinguished Professor of Medical Education, 
Harvard Medical School Professor of Orthopedic Surgery, 

Beth Israel Deaconess Medical Center

Surgical specialties are also the least diverse in 
health care: 79.3% of surgeons identify as White and 
only 2.3% as Black.59-61 Racialized minorities receive 
disparate surgical care across surgical specialties, 
from orthopedics to surgical oncology, with resulting 
disparities in health outcomes. Like other areas of health 
care, structural inequities in access to surgical care affect 
surgical outcomes among people of color. One study 
showed that Black patients traveled 8.9 miles further 

than White patients to reach high volume hospitals 
(HVH), which have better surgical outcomes. Only 23% 
of Black patients versus 60% of White patients had 
access to an HVH.62 

DISPARITIES IN  
CARDIOVASCULAR DISEASE

Marc Cohen, MD, Chair, Department of Medicine at 
Newark Beth Israel Medical Center, provided an overview 
of the significant disparities in cardiovascular disease 
(CVD) care and patient outcomes. Heart disease is the 
leading cause of death in the United States and globally, 
yet people of color disproportionately bear the disease 
burden. Black Americans are 30% more likely to die from 
CVD than White Americans, and individuals from Native 
American and Pacific Islander populations succumb 
to heart disease at disproportionally younger ages.63 
Racial and ethnic minority patients have lower rates of 
referral for treatments, such as cardiac catheterization64 
and interventional procedures,65 compared to White 
patients. Dr. Cohen stated that racial disparities in CVD 
treatment, such as higher rates of limb amputation 
(rather than revascularization) for peripheral vascular 
disease among racial and ethnic minorities, should 
be labelled as treatment failures, as the underlying 
cardiovascular disease is itself untreated and patients 
can be condemned to substantially different qualities of 
life (eg, ambulation with a wheelchair). 

The data on disparities in CVD care and outcomes are 
alarming: 

•	 From 1980-2014, deaths from CVD decreased, but 
disparities among racial and ethnic minorities did 
not, particularly in marginalized counties (eg, low 
levels of education, high rates of crime)66

•	 Black people are 30% more likely to die from CVD 
than their White counterparts6

•	 CVD accounts for 1/3 of the disparity in potential 
life-years lost between Black and White people9

•	 Black patients had 37% higher risk of amputation 
instead of limb-saving revascularization compared to 
White patients67 
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DISPARITIES IN DERMATOLOGY

Addressing disparities in dermatology, Jenna C. 
Lester, MD, Assistant Professor of Dermatology at 
the University of California, San Francisco, discussed 
how people of color receive fewer dermatological 
screenings, are disproportionately excluded from clinical 
trials, and are underrepresented in medical textbooks, 
online dermatology resources, and other educational 
materials.68,69 “The dermatological conditions of people 
of color are not prioritized, said Dr. Lester. Racial and 
ethnic minority patients are less likely to receive 
dermatology treatments and prescriptions,70 and Black 
patients are often diagnosed with later stages of skin 
diseases.63,71-73 

Because conditions, such as eczema, acne, and skin 
cancer, may present differently among persons of 
color, they are often underdiagnosed, misdiagnosed, 
and undertreated.70,73-77 While self-examinations are 
important tools in dermatology, these often miss 
melanoma among racialized minorities.75 For example, 
acral lentiginous melanoma is more common in Black 
individuals, but these lesions present in areas often 
unexposed to the sun (eg, soles of the feet, palms of 
the hands, hips) which are inspected less frequently 
during skin examinations. Disparities in dermatological 
care increase morbidity and mortality for people of 
color, subjecting them to unnecessary pain, scarring, 
infections, isolation, mental health issues, reduced 
QoL, and increased mortality. A sample of the data on 
dermatological disparities include:

•	 Melanoma 5-year survival rate: White patients 92% 
versus 70.4% of Black patients (includes Hispanic) 
and 86.0% of American Indian/Alaska Native 
patients (includes Hispanic)71 

•	 Only 4.5% of medical textbooks show 
dermatological conditions on darker skin tones78

•	 Less than 2% of skin cancer awareness campaigns 
mention racial and ethnic minorities68

•	 Medical students only identified squamous cell 
carcinoma 14.9% of the time on skin of color 
(Fitzpatrick skin phototype IV-VI) versus 45.6% on 
light skin (Fitzpatrick skin phototype I-III)79

Representation matters in 
dermatologic care.

Jenna C. Lester, MD, Assistant Professor, 
University of California San Francisco

 

DISPARITIES IN ORAL HEALTH

Hazel J. Harper, DDS, MPH, outlined how oral health care 
is disconnected from the rest of health care, reducing 
both HCP and patient oral health literacy and impacting 
patient outcomes. She noted that only 12% of the 
U.S. population is proficient in oral health literacy.80 Dr. 
Harper founded the Deamonte Driver Dental Project 
after learning about Deamonte Driver, a 12-year-old who 
tragically died after an untreated dental abscess led 
to a fatal brain infection. Deamonte’s death, like many 
others, was avoidable, as insurance barriers kept him 
from accessing health care. His mother was unable to 
find a dentist that accepted Medicaid, a problem not 
uncommon among persons without private insurance. 
As a result, children from low-income and racial and 
ethnic minority families are less likely to receive 
preventive dental care and more likely to have cavities.81 
In children, tooth decay is five times more common than 
asthma.82 

Oral health challenges also impact adults. Twenty-nine 
percent of adults, and 62% of adults over 65 years of age, 
lack dental insurance.83 Furthermore, there is a shortage 
of dental health professionals, particularly dentists of 
color, in areas where dentists are needed most.84 Only 
3.8% of dentists are Black and 5.9% Hispanic, while over 
70% are White; however, only 39% of White dentists 
accept Medicaid/Children’s Health Insurance Program, 
compared to 63% of Black dentists and 51% of  
Hispanic dentists.85

During the panel discussion, Dr. Harper emphasized 
that access to dental health professionals is only 
partly responsible for oral health care disparities in 
racial and ethnic minority communities. The deliberate 
separation of medical and dental insurance, and the lack 
of interprofessional collaboration between the medical 
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and dental communities, also contribute to oral health 
disparities. Medical practitioners are often unaware of 
the impact of dental health on general health, including 
chronic conditions such as diabetes,83 CVD86,87 and 
peripheral artery disease,84 and rheumatoid arthritis.86 
Additionally, people from minority populations may 
have higher risks of delayed surgical procedures or 
chemotherapy treatments due to poor dental health 
and associated risks of bacteremia, endocarditis, 
and sepsis. By collaborating, medical and dental 
practitioners can treat patients more comprehensively. 
For example, changes during pregnancy can impact oral 
health, which can, in turn, affect maternal and infant 
health outcomes.88 Dentists must ally with medical 
practitioners, to identify and prevent oral health and 
general health conditions at early stages, and understand 
that interprofessional clinical collaboration is a measure 
of professional competency.

DISPARITIES IN PHARMACEUTICAL CARE

To understand the pharmacist’s role in addressing 
health care disparities, Otis W. Kirksey, PharmD, RPh, 
CDCES, BC-ADM, shared his experiences with helping 
low-income patients overcome barriers to accessing 
prescription medications. Pharmacy deserts, like 
food deserts, create voids in neighborhoods, leaving 
patients unable to access necessary medications. In the 
United States, 150 counties do not have a pharmacy. 
Chain drugstores are more common in White/urban 
neighborhoods,89 with 30% more pharmacies in 
White communities overall.90 However, the absence 
of a pharmacy is only part the barrier that low-income 
patients face in accessing medications. Pharmacies that 
do not accept Medicaid are effectively unavailable to 
many patients, even if present in the community. 

The high co-pay of some prescription drugs creates 
additional barriers to patients. Dr. Kirksey described how 
many clinicians are unaware of prescription costs or 
which medications are covered by Medicaid. These high 
out-of-pocket expenses are a substantial contributor 
to medication non-adherence. To address this, HCPs 
should have frank and open discussions about barriers 
to accessing prescription medications. In addition, 
pharmacists should routinely be proactive about 
identifying lower-cost alternatives, communicating with 
clinicians to modify prescriptions, and educating patients 
about their medications. Pharmacists can also educate 

patients on chronic conditions, such as diabetes, and 
play an integral role with the clinical team in chronic 
disease management (eg, adjusting medications 
according to algorithms).91-93 

DISPARITIES IN PATIENTS WITH LIMITED 
ENGLISH PROFICIENCY

Patients with limited English proficiency (LEP) are 
at particular risk of health care disparities because 
communication problems are the root cause of 59% 
of serious adverse events.94 Between 44,000-98,000 
people succumb to medical errors in hospitals each 
year,95 and roughly 25 million people in the United 
States have LEP. Monica Vela, MD, FACP, Professor of 
Medicine and Associate Vice Chair for Diversity at the 
Pritzker School of Medicine, explained that the absence 
of or inappropriate use of interpreters (eg, using family 
members) can cause patient harm and is a form of 
structural violence. Interpreters increase LEP patients’ 
full comprehension of their disease states and treatment 
plans, and can improve patient satisfaction, treatment 
adherence, and health outcomes. 

When patients lack clear medical information in a 
language they understand, inadequate care can result, 
leading to poor health outcomes and higher health 
care costs. Poor communication leads to improper 
medication use, serious medical errors, improper tests, 
and patient harm.96 Studies show that patients with LEP 
have, on average, longer inpatient or emergency room 
stays, receive fewer preventive services, and are charged  
39% more.95,97,98 

HCPs often believe professional interpreters are not 
necessary, using family members or staff to translate 
instead. Currently, only 40% of HCPs take advantage of 
interpreters. However, only trained, certified interpreters 
should be used as they are trained to ensure that 
patients and practitioners have clear communication. 
Family and staff may not convey information or translate 
medical information correctly or completely. 

Providing interpreters for patients is respectful and 
also a legal obligation. A simple patient screening can 
assess language needs prior to appointment times so 
interpreters can be arranged. Practitioners should ask 
a two-part language question: 1) “How well can you 
discuss your symptoms in English? (not at all, not well, 
well, very well)” and 2) “What language would you 



PROCEEDINGS OF THE FORUM: “ADDRESSING UNCONSCIOUS BIAS AND DISPARITIES IN HEALTH CARE: A CALL TO ACTION” 10

prefer to speak with your physician?” These responses 
should be noted in the patient’s chart and interpreters 
and language appropriate educational materials and 
documents should be available. 

Trained interpreters are often available but not 
implemented in a clinical setting. Practitioners may think 
arranging for an interpreter takes too much time;99,100 
however, when interpreters are used, patients with 
LEP have shorter hospital stays and are less likely to 
be readmitted.97 One in five patients with LEP avoids 
seeking health treatment, has no primary care provider, 
and lacks preventive services due to language barriers, 
leading to further health disparities.

Patients with limited English are 
not an obstacle, the health care 

system caring for them is. 
Monica Vela, MD, FACP, Professor of Medicine, 

Associate Vice Chair for Diversity, 
Pritzker School of Medicine, The University of Chicago

Changes to Address  
Heath Disparities
Forum members recognized that knowledge of 
disparities and their complex origins is essential to 
reducing current health care disparities. Actionable 
solutions at the individual, personally-mediated, and 
structural levels are necessary to repair the broken health 
systems providing inequitable care. While structural 
changes are critical for long-lasting change, every HCP 
is an immediate “gate-keeper” to the public’s health 
resources and, as such, has a vital role in increasing the 
equitable distribution of health care resources.

A focus of the panel was the need to educate health 
professionals, trainees, and students on the causes and 
impacts of inequitable health care. Education programs 
on health disparities for current HCPs is also necessary 
to reduce biases and illuminate the power structures 
that marginalize not only patients, but minority health 
professionals as well. By reimagining medical education 
and training, health care disparities can be diminished.

UNLEARNING IN MEDICAL EDUCATION

Some racial stereotypes and untruths are perpetuated 
in medical training, which can reinforce negative biases 
held by medical trainees. For example, medical education 
curricula throughout the country have incorrectly 
taught that Black people are more likely to use illicit 
substances.48 A study of 418 medical students found 
that many medical myths are prevalent:101

•	 Over 46% of first-year students believe “Black 
people’s blood coagulates more quickly than White 
people’s”

•	 Nearly 20% of medical students think “Black people 
have less sensitive nerve endings than White people”

•	 Between 37%-89% of medical students and 
residents believed “Black people have thicker skin 
than White people”

Biases in graduate medical education can affect the 
academic trajectory of racial and ethnic minority 
trainees, who are vastly underrepresented as health 
professional students. Only 6% of medical students 
are Black, 5% Hispanic,60 and less than 1% Native 
American.102 These numbers have not improved in the 
past several decades. Students can internalize the biases 
presented during medical education as well as personal 
experiences with racism. One study found that 24% of 
medical trainees reported racial discrimination.103 Racial 
and ethnic minority trainees leave residency programs 
at higher rates than White trainees and are less likely to 
enter specialties with low diversity, such as cardiology, 
dermatology, and orthopedic surgery.104,105 

You can’t advocate 
until you unlearn. 

Joia A. Crear-Perry, MD, FACOG, Founder and President, 
National Birth Equity Collaborative

 
During training, medical residents provide primary 
care for patients who are more likely to be uninsured 
and from low-income and racial and ethnic minority 
communities. These resident clinics are often staffed 
differently than practices of attending physicians at the 
same institutions, where patients are more likely to have 
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private insurance. Resident clinics often receive fewer 
resources, such as nursing staff, social workers, and 
other support services. This two-tiered system can make 
addressing the needs of medically complex patients 
more challenging, reinforce racial stereotypes about 
treatment adherence, send an implicit message that 
vulnerable patients are less deserving of high-quality 
medical care, and discourage medical trainees from 
working in underserved communities.106

A shift in medical education priorities and curriculum 
could create a learning environment less conducive to 
bias. The panel stressed the need for a more diverse, 
structurally-competent student body and faculty with 
strong interpersonal skills, high levels of empathy, and 
a desire to understand the lived experience of persons 
from marginalized communities. Achieving this would 
require many decisive actions, such as evaluating 
student applicants on emotional intelligence as well 
as biomedical knowledge, incorporating required 
coursework and training in structural inequities and  
bias in health care, addressing the financial needs of  
low-income applicants, and more. Dr. White remarked 
how creating a respectful and inclusive environment  
can reduce burnout, isolation, and depression.107,108

The numbers below portray the current level of diversity 
among physicians and physician educators:59 

Physicians (2019)

White 56.2%

Black 5%

Hispanic 5.8%

Asian 17.1%

Native American/Native Alaskan 0.3%

Native Hawaiian/Pacific Islander 0.1%

Medical School Faculty (2019)

White 63.9%

Black 3.6%

Hispanic 3.2%

Asian 19.2%

Native American/Native Alaskan 0.3%

Native Hawaiian/Pacific Islander 0.1%

HOW CAN MEDICAL PROFESSIONALS 
LEAD CHANGE?

By learning more about bias and racism, medical 
professionals can commit to improve health care 
disparities in their immediate spheres of influence.18 
The first step is to examine unconscious biases, to 
understand privilege and anti-racism, and then to 
change behaviors. HCPs may also benefit from acquiring 
cultural humility – being willing to learn about patients’ 
cultures but understanding that competency can never 
be attained. This humility develops acceptance of 
someone who may be perceived as “other” and allows 
practitioners to listen to patients with empathy – the 
first step to building trust. When patients and HCPs 
trust one another, health care disparities can be reduced. 
Patients that feel valued and heard will be more open to 
understanding their health conditions, treatments,  
and risks. 

HOW CAN WE CHANGE HEALTH  
CARE SYSTEMS?

To change health care systems so they work for 
everyone, particularly our most marginalized 
populations, forum experts agreed that we should start 
by reimagining what health care can be at its best: a 
system where patients of color have optimal, high-
quality care and can thrive; a system that can foster 
well-being and joy among populations that have been 
historically marginalized and mistreated; a system 
that puts patients first, respects and values their lived 
experience, and meets patients where they are—
physically, socioculturally, and linguistically. This requires 
substantially diversifying the health care workforce 
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and engaging patients and communities in redesigning 
physical spaces, policies, and procedures to affirm and 
value the lives and well-being of people of color. This 
means integrating the work of quality improvement with 
that of health equity within health care systems, so that 
innovations and improvements in health care delivery are 
done with health equity in mind. For example, as health 
care systems build upon the telehealth infrastructure put 
in place during the pandemic, they should do so with a 
specific goal of reaching underserved populations who 
have limited technological access and digital literacy. 
During the forum, Jason Knutson, DO, Medical Director 
for AveraNow, discussed how virtual care can help 
address disparities by reaching those with geographic and 
transportation barriers to care. He described how, in 2020, 
the AveraNow virtual care program worked with public 
health officials to screen a local immigrant population 
and then virtually monitor COVID-19 positive patients 
from home until some patients needed escalated care at 
medical centers. 

Community voices  
must be heard. 

Hazel J. Harper, DDS, MPH, President and CEO, 
Hazel J. Harper & Associates, Founder, Hear to HEAL, Inc.

Providing health care and health education via mobile 
units, and in collaboration with community-based 
organizations (eg, faith-based organizations, barber 
shops), has also shown promise to engage communities 
where they are.91-93,109 Expanding the health care team to 
routinely include pharmacists, dentists, community health 
workers, interpreters, behavioral health specialists, and 
others will go a long way in providing the comprehensive, 
holistic care that patients need. Collaborative team-based 
care is considered the standard in health care delivery, 
but its implementation in a patient-centered fashion 
remains an elusive goal. Having empowered patient 
and community advisory boards that can help shape 
how health care systems deliver care and interact with 
patients and families is an important, and underutilized, 
mechanism for creating patient-centered systems with 
the end user in mind. 

HOW CAN WE ADDRESS SOCIAL 
DETERMINANTS OF HEALTH? 

There has been a lot of recent health policy interest 
in addressing social determinants of health within 
health care as a way to reduce health care costs and 
improve health outcomes for the most vulnerable 
patient populations. The National Academy of Science, 
Engineering, and Medicine 2019 report110 on medical 
and social care integration created a framework for 
understanding how health care sector investments around 
social determinants of health can be most effective. The 
framework includes: Awareness (understanding patients’ 
socioeconomic circumstances and their specific social 
needs), Adjustment (tailoring health care delivery to meet 
patients’ social risks), Assistance (directing interventions 
to address the social barrier), Alignment (working with 
and investing in existing community-based resources), 
and Advocacy (promoting policies that address health  
and social needs). 

As health care systems address social determinants 
of health (eg, food insecurity, transportation barriers, 
unstable housing), it is important to remember that 
structural inequities require aligned structural solutions 
that account for systemic effects of racism and sexism. 
For example, transportation is a major barrier for racial 
and ethnic communities in accessing health care and 
other health-promoting goods and services. In response, 
many interventions have utilized vouchers for public 
transportation or partnered with ride-share services as 
a solution. However, Dr. Crear-Perry reminded the panel 
that it was intentional policies in the 1960s that placed 
new highway systems in the middle of Black communities, 
thereby destroying their internal-built environments 
and physically isolating them from external resources. 
This type of structural racism directly resulted in the 
“transportation barriers” many face today. Reimagining 
transportation systems and policy, rather than merely 
using vouchers to sustain current systems, would be more 
effective at addressing the root cause of the problem. 

Systems need to be realigned 
and fixed at their very roots. 

Monica E. Peek, MD, MPH, MS, FACP, Associate Professor 
of Medicine, The University of Chicago Medicine
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Conclusion
Disparities in health and health care persist despite 
major advances in medicine and public health in the past 
decades. Racial, ethnic, and other minority populations 
in the United States are at disproportionate risk of 
lacking access to care, receiving inferior care, and 
experiencing worse health outcomes from preventable 
and treatable conditions. Health disparities stem from 
deep-rooted structural racism that the very foundation 
of this nation is built upon. These systemic inequities 
are compounded by institutionalized and personally-
mediated racism within health care systems. Eliminating 
disparities in health care and health outcomes is a 
national priority and requires a multi-level and multi-

pronged approach. HCPs play a pivotal role in shifting a 
system of disparate care to a truly patient-centered and 
equitable one that addresses the social determinants 
of health. By building patient trust, holding ourselves 
accountable, creating diverse work teams that are 
structurally competent, and mitigating implicit biases, 
we can begin to foster change that advances the health 
of all patients, particularly those most marginalized. 
These efforts, when aligned with public policies, such as 
a livable wage, paid sick leave, universal health care, and 
others, can make real progress in creating health equity 
among racial and ethnic minorities in the United States. 
We have much work to do. 

My fellow humans, I’ll be asking you to achieve two 
formidable goals. The first is to change your thinking about 
race and the medical profession. The second is to change 

what you do each day in your health care practice. 
Augustus A. White III, MD, PhD, Ellen and Melvin Gordon Distinguished Professor of Medical Education, 

Harvard Medical School, Professor of Orthopedic Surgery, Beth Israel Deaconess Medical Center
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