Guest Editorial
UNEQUAL TREATMENT: THE INSTITUTE
OF MEDICINE REPORT AND ITS PUBLIC
HEALTH IMPLICATIONS
Over the course of its history, the United States has
experienced dramatic improvements in overall health
and life expectancy largely due to public health initiatives. Our ability to prevent some diseases and to detect and treat other diseases in their early stages has
allowed us to target and reduce premature and costly
morbidity and mortality. Despite interventions that have
improved the overall health of the majority of Americans, members of racial/ethnic minority groups have
benefited less than the U.S. population as a whole
from these advances. For instance, research has shown
that minority Americans suffer disproportionately from
preventable and treatable conditions such as cardiovascular disease, diabetes, asthma, cancer, and HIV/
AIDS, among others.1
There is little doubt that social determinants such
as lower levels of education, overall lower socioeconomic status, inadequate and unsafe housing, racism,
and living in close proximity to environmental hazards
disproportionately impact minority populations, and
thus contribute to their poorer health outcomes.2–8
For example, three of the five largest landfills in the
country are found in predominantly African American
and Latino communities, manifesting in some of the
highest rates of pediatric asthma in the country.9 Lack
of access to care also takes a significant toll, as uninsured individuals are less likely to have a regular source
of care than those with insurance, more likely to report delays in seeking care, and more likely to report
that they have not received needed care—all resulting
in avoidable hospitalizations, unnecessary emergency
department care, and adverse health outcomes.10–12
In 1998, as part of his “Initiative on Race,” President Clinton set forth the goal of eliminating racial/
ethnic disparities in health. This initiative focused the
Department of Health and Human Services on an
initial target of eliminating disparities in cardiovascular disease, diabetes, cancer screening and management, HIV/AIDS, infant mortality, and vaccination
rates by the year 2010. Through research and programmatic grantmaking, the federal government has
been actively engaged in fostering efforts to better
understand the root causes of disparities, while also
trying to develop interventions to eliminate them.
Among the most notable of these efforts have been

the Centers for Disease Control and Prevention’s Racial and Ethnic Approaches to Community Health
(REACH) projects—awarded for community-based programmatic efforts to eliminate racial/ethnic disparities in health.
Despite a significant amount of progress in addressing racial/ethnic disparities in health, the emerging
evidence of racial/ethnic disparities in quality of care
for those with access to the health care system has
been of concern. Disparities have been shown to exist
in the utilization of cardiac diagnostic and therapeutic
procedures (African Americans are less likely than
whites to be referred for cardiac catheterization and
bypass grafting13–17), prescription of analgesia for pain
control (African Americans and Latinos receive less
pain medication than whites for long bone fractures
and cancer18–20), and surgical treatment of lung cancer
(African Americans are less likely to receive curative
surgery than whites for non–small cell lung cancer21).
Disparities have also been seen in referral to renal
transplantation (African Americans with end-stage renal disease are less likely to be referred to the transplant list than whites22), treatment of pneumonia and
congestive heart failure (African Americans receive
less optimal care than whites while hospitalized for
these conditions23), and utilization of specific services
covered by Medicare (i.e., vaccinations and mammograms24). Perhaps the most important issue that should
be noted about all of these studies is that disparities
were found even when variations in such factors as
insurance status, income, age, comorbid conditions,
and symptom expression were taken into account.
As a result, in 1999, Congress commissioned the
Institute of Medicine (IOM) to take on the issue of
racial/ethnic disparities in the health care system. The
IOM, part of the National Academy of Sciences and
chartered by Congress to advise the federal government on issues of health policy, medical care, research,
and education, was asked to:
• Assess the extent of racial/ethnic differences in
health care that are not attributable to known
factors such as access to care (e.g., ability to pay
or insurance coverage);
• Evaluate potential sources of racial/ethnic disparities in health care, including the role of bias,
discrimination, and stereotyping at the individual
(provider and patient), institutional, and health
systems level;
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• Provide recommendations regarding interventions to eliminate health care disparities.
IOM’S UNEQUAL TREATMENT
To study this issue, the IOM convened a committee of
academicians, medical educators, health service researchers, health policy makers, public health practitioners, economists, social scientists, lawyers, and practicing physicians and nurses—some with experience
and knowledge in the area of disparities and others
with expertise and proven leadership in other aspects
of health care delivery and research. This approach is
consistent with the goal of the IOM to assemble an
objective and open-minded group of committee members who can effectively evaluate evidence and come
up with findings and recommendations. Given that
the charge of the committee was limited to disparities
in health care (versus the larger issue of health outcomes) once access is achieved, specific areas of exploration included health system factors (e.g., financial and institutional arrangements, structural processes
of care), provider factors (e.g., communication in the
medical encounter, the effect of race/ethnicity on clinical decision-making), and consumer factors (patient
preferences). To carry out its responsibilities over the
18 months of the study, the committee reviewed a
significant amount of evidence from five main streams,
including a literature review (with strict inclusion and
exclusion criteria), commissioned papers (on topics
ranging from an exploration of health disparities to
the economic, ethical, and legal ramifications of disparities in health), expert testimony, focus groups of
patients and providers, and a public workshop. The
final report, titled Unequal Treatment: Confronting Racial/Ethnic Disparities in Health Care,25 was released on
March 20, 2002. The study found that:
• Racial/ethnic disparities in health care exist and,
because they are associated with differences in
health outcomes, are unacceptable.
• Racial/ethnic disparities in health care occur in
the context of broader historic and contemporary social and economic inequality and evidence
of persistent racial/ethnic discrimination in many
sectors of American life.
• Many sources—including health systems, health
care providers, patients, and utilization managers—contribute to racial/ethnic disparities in
health care.
• Bias, stereotyping, prejudice, and clinical uncertainty on the part of health care providers contribute to racial/ethnic disparities in health care.

• A small number of studies suggest that certain
patients are more likely to refuse treatments, yet
these refusal rates are generally small and do not
fully explain health care disparities.
On the basis of these findings, a series of recommendations for addressing and eliminating racial/ethnic disparities in health care was developed:
First, awareness of the existence of racial/ethnic disparities
in health care must be raised among health care providers,
policy makers, and the public. Recent surveys have shown
that both physicians26 and the public aren’t aware of
the extent or severity of racial/ethnic disparities in
health care in the U.S. Increasing awareness about
this issue can occur through several venues—including the lay press, professional medical societies, and
even educational institutions such as medical and nursing schools. The ultimate goal of increasing awareness
about racial/ethnic disparities in health care would be
to generate discourse and mobilize action to address
them in multiple areas, including at the level of health
policy, health systems, and the community.
Second, legal, regulatory, and policy interventions should
be set into motion to address disparities. One such intervention would involve strengthening patient-provider
relationships in publicly funded plans to assure that
there is time for physicians and patients to communicate effectively. This can be achieved by restructuring
health care financing and the mechanisms of compensation for providers. For instance, compensation
might shift toward incentives for quality of care provided, as opposed to productivity or volume of patients seen. Another intervention in light of the recent
“Patients’ Bill of Rights” debates is assuring that the
managed care protections that apply to private managed care enrollees are offered to publicly funded
managed care enrollees. The committee also recommended redoubling efforts to improve our health care
workforce diversity. For example, fewer than 10% of
all physicians in this country are members of minority
groups,27 despite minorities making up close to 30%
of the population.28 The committee determined that
the goal should be to have a health care workforce
that more closely reflects this nation’s population. Finally, greater resources should be provided to the
Department of Health and Human Services Office of
Civil Rights to enforce civil rights law and monitor
these processes.
Third, health systems interventions were deemed critical to
eliminating disparities. This includes the use of evidencebased guidelines in the treatment of patients. We now
have excellent science to inform us how to best man-
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age diabetes, for example, and therefore the goal is to
remove, through the use of guidelines, any subjectivity
in treatment of patients based on clinician discretion
and ensure that all patients are getting the highest
quality of care, regardless of their race/ethnicity, culture, or class. Promotion of guidelines and enhancement of patient-provider communication and trust can
occur through financial incentives. Finally, interpreter
services should be provided for patients with limited
English proficiency, when needed, and the use of community health workers and multidisciplinary teams
should be encouraged.
Fourth, strategies to educate patients on how to navigate
the health care system, and how to be more active in the
medical encounter, should be implemented. Difficulty navigating the health care system and obtaining access to
care can be a hindrance to all populations, but to
members of minority groups in particular.29 Similarly,
lack of empowerment in the medical encounter by
minorities (which may stem from historical mistrust of
the health care system, perhaps due to events such as
the Tuskegee Syphilis Study)30 can be a barrier to care.
Programs should be developed to increase patients’
knowledge of how to best access care and participate
in treatment decisions.
Fifth, cross-cultural education should be integrated into the
training of all current and future health care professionals.
Education should focus on equipping providers with
the tools and skills to better understand and care for
patients from diverse backgrounds. This includes curricula on health care disparities, the clinical decisionmaking process (including strategies to avoid stereotyping), how to use an interpreter, and how to
effectively communicate and negotiate across cultures.
These can be incorporated into health professions
training at medical and nursing schools and as part of
continuing education.
Sixth, data collection capacity should be improved so that
we can systematically collect information on patients’ race/
ethnicity, socioeconomic status, and primary language. This
will allow us to more effectively identify disparities
locally and then implement strategies to monitor and
eliminate them as part of quality improvement and
performance measurement.
Seventh, further research should be conducted to identify
sources of racial/ethnic disparities and assess promising
intervention strategies. Barriers to and strategies for eliminating disparities should also be explored.
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IMPLICATIONS FOR PUBLIC HEALTH
The IOM report Unequal Treatment focused on racial/
ethnic disparities that emerge from the process of
receiving health care, and not those that derive from
social determinants or access. The public health infrastructure is an integral part of our health delivery
system (a key area of exploration for the Committee),
and several of the IOM’s recommendations have direct relevance to public health agencies, public health
education, and public health practice:
Increasing awareness of racial/ethnic disparities in health
care. Invariably, any effort to increase awareness of
racial/ethnic disparities in health care must be accompanied by a broader discussion of all of the root causes
for this crisis. A central theme must be that although
there are disparities in health care that contribute to
racial/ethnic disparities in health, they are only one
piece of the puzzle. The federal effort to eliminate
racial/ethnic disparities in health, as set forth by the
Clinton administration and carried on by the Bush
administration, must include support for the public
health infrastructure that aims to tackle the significant
social determinants that impact minority health in this
country. Eliminating disparities in health care alone
will just chip away at the problem, not solve it. Racial/
ethnic disparities will only be eliminated when economic, educational, housing, criminal justice, and environmental policy makers come together to address
all of the issues that impact health—and contribute to
poorer outcomes for certain communities.
Diversity in the health care workforce. In addition to the
shortage of minorities among the physician ranks,
shortages exist among dentists, nurses, city and county
public health officials, and public health school faculty. Research has documented that despite making
up almost 30% of the population,28 members of minority groups represent only 5% of dentists, 14% of
nurses, 17% of city and county public health officials,
and 16% of public health school faculty.27 The underrepresentation of minorities in the health care workforce and in health care leadership has broad implications for the elimination of racial/ethnic disparities in
health and health care, and should be given great
attention. Diversity is necessary in all areas of the health
care workforce, as many of the aforementioned professionals actively straddle the worlds of public health
and what many would consider the “traditional” health
system.
Support for the use of interpreter services. Limited English proficiency affects an individual’s health much
earlier than when he or she arrives at a hospital clinic
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or emergency room. The report’s recommendation
for support of interpreter services has clear implications not only for mainstream health care settings but
also for public health. Public health programs that
target vulnerable populations with limited English proficiency must assure that their intervention is linguistically appropriate and that interpreters are built into
the interventions when needed. Some situations require skilled interpreters that are well trained and
experienced.
Support for the use of community health workers and multidisciplinary teams. The recommendation to support
the use of community health workers and multidisciplinary teams is perhaps most in line with public
health principles. Community health workers and
multidisciplinary teams are central to many public
health functions, including epidemiological assessment; neighborhood health promotion, disease prevention, and treatment; and more recently, linkage to
primary, secondary, and tertiary care in the clinic or
hospital setting. In fact, the bridge between public
health and primary care has been heralded as a powerful strategy to address and eliminate racial/ethnic
disparities in health.31
Patient education and empowerment. Classic public health
education has taken on many forms, including increasing a community’s awareness of health-promoting
behaviors such as diet and exercise, stressing the importance of screening for certain preventable diseases
such as breast cancer, and providing training to deal
with certain conditions such as diabetes. To better
address racial/ethnic disparities in health and health
care, public health education should expand to train
patients in how to effectively navigate the health care
system and how to be more active and empowered in
the medical encounter. This education might include
strategies to empower patients to be better prepared
to both answer and ask questions in the clinical encounter.
Cross-cultural education for health professionals. Crosscultural education has emerged as a strategy to enhance health care providers’ knowledge of the impact
of sociocultural factors on patient’s health beliefs and
behaviors while also equipping providers with the tools
and skills to negotiate these issues in the clinical encounter. The clinical encounter, however, is not the
only context in which these issues are important. Public health professionals and students should also become intimately aware of the nexus between social
factors, culture, and health—and how to both assess
this relationship and plan accordingly when develop-

ing interventions to eliminate racial/ethnic disparities
in health and health care.
Data collection and research. Epidemiological and community assessment are major pillars of public health
practice. The IOM’s recommendation to include the
recording of race/ethnicity and language preference
as part of data collection should also apply to the
public health strategies of assessment and intervention. In this way, it becomes possible to monitor for
the elimination of racial/ethnic disparities in health
and health care and to foster research that focuses on
at-risk populations.
CONCLUSION
The IOM report, Unequal Treatment, provides the first
detailed, systematic examination of racial/ethnic disparities in health care. Its focus and scope shines light
on the overwhelming evidence of disparities and provides a blueprint for how to address them within the
health care system. The charge of the report, however,
was artificially narrowed specifically to those issues that
are prominent contributors to disparities when factors
such as socioeconomic status and access to care are
held constant. In reality, racial/ethnic disparities can
only be eliminated with broad-based efforts that don’t
“control” for these critical factors but, instead, take
them into account. In fact, the report’s summary acknowledges as much, stating that, “Health care is a
necessary but insufficient commodity in itself to address racial/ethnic disparities in health status.”25
Public health policy makers and practitioners need
to be willing and committed partners in all efforts to
eliminate disparities in health and health care. Several
of the lessons learned by the IOM committee that
authored the report have direct implications for public health, such as the need to increase awareness of
disparities; to foster health workforce diversity; to support interpreter services, community health workers,
and multidisciplinary teams; to engage in patient and
provider education; to support race/ethnicity and language-preference data collection; and to promote research. It is only through collaboration and partnership across disciplines that the ambitious goal of
eliminating racial/ethnic disparities in health and
health care can be achieved—and the road map set
forth by Unequal Treatment is just one, long overdue
step in the right direction.

Public Health Reports / July–August 2003 / Volume 118

U NEQUAL T REATMENT : IOM Report and Its Public Health Implications

REFERENCES
1. Grantmakers in Health. Eliminating racial and ethnic
disparities in health. Prepared by Grantmakers in Health
for the DHHS conference “Call to Action: Eliminating
Racial and Ethnic Disparities in Health”; 1998 Sep 11;
Potomac, MD.
2. Williams DR. Socioeconomic differentials in health: a
review and redirection. Soc Psych 1990;53:81-9.
3. Pincus T, Esther R, DeWalt DA, Callahan LF. Social
conditions and self management are more powerful
determinants of health than access to care. Ann Intern
Med 1998;129:406-11.
4. Hinkle LE Jr, Whitney LH, Lehman EW, Dunn J, Benjamin B, King R, et al. Occupation, education, and
coronary heart disease: risk is influenced more by education and background than by occupational experiences in the Bell System. Science 1968;161:23-46.
5. Antonovsky A. Social class and the major cardiovascular
diseases. J Chronic Dis 1968;21:65-106.
6. Pincus T, Callahan LF. What explains the association
between socioeconomic status and health: primarily
medical access or mind-body variables? Advances 1995;
11:4-36.
7. Byrd WM. Race, biology, and health care: reassessing a
relationship. J Health Care Poor Underserved 1990;
1:278-96.
8. Williams DR, Yu Y, Jackson JS, Anderson NB. Racial
differences in physical and mental health: socioeconomic
status, stress and discrimination. J Health Psych 1997;
2:335-51.
9. Flores G, Fuentes-Afflick E, Barbot O, Carter-Pokras O,
Claudio L, Lara M, et al. The health of Latino children:
urgent priorities, unanswered questions, and a research
agenda. JAMA 2002;288:82-90.
10. Andrulis DP. Access to care is the centerpiece in the
elimination of socioeconomic disparities in health. Ann
Intern Med 1998;129:412-6.
11. Department of Health and Human Services (US) and
Health Resources and Services Administration (US).
Health care Rx: access for all: barriers to health care for
racial and ethnic minorities: access, workforce diversity
and cultural competence. A report prepared by the
Department of Health and Human Services and the
Health Resources and Services Administration for the
Town Hall Meeting on the Physician’s Initiative on Race;
1998 Jul; Boston, MA. Washington: DHHS; 1998.
12. American College of Physicians–American Society of
Internal Medicine. No health insurance? it’s enough to
make you sick. Philadelphia (PA): ACP-ASIM; 2000.
13. Harris DR, Andrews R, Elixhauser A. Racial and gender
differences in use of procedures for black and white
hospitalized adults. Ethn Dis 1997;7:91-105.
14. Peterson ED, Shaw LK, DeLong ER, Pryor DB, Califf
RM, Mark DB. Racial variation in the use of coronaryrevascularization procedures: are the differences real?
do they matter? N Engl J Med 1997;336:480-6.

䉫

291

15. Ayanian JZ, Epstein AM. Differences in the use of procedures between women and men hospitalized for coronary heart disease. N Engl J Med 1991;325:226-30.
16. Schulman KA, Berlin JA, Harless W, Kerner JF, Sistrunk S, Gersh BJ, et al. The effect of race and sex on
physicians’ recommendations for cardiac catherization.
N Engl J Med 1999;340:618-26.
17. Johnson PA, Lee TH, Cook EF, Rouan GW, Goldman L.
Effect of race on the presentation and management of
patients with acute chest pain. Ann Intern Med 1993;118:
593-601.
18. Todd KH, Samaroo N, Hoffman JR. Ethnicity as a risk
factor for inadequate emergency department analgesia.
JAMA 1993;269:1537-9.
19. Bernabei R, Gambassi G, Lapane K, Landi F, Gatsonis
C, Dunlop R, et al. Management of pain in elderly
patients with cancer. JAMA 1998;279:1877-82.
20. Todd KH, Deaton C, D’Adamo AP, Goe L. Ethnicity and
analgesic practice. Ann Emerg Med 2000;35:11-6.
21. Bach PB, Cramer LD, Warren JL, Begg CB. Racial differences in the treatment of early-stage lung cancer.
N Engl J Med 1999;341:1198-205.
22. Ayanian JZ, Cleary PD, Weissman JS, Epstein AM. The
effect of patients’ preferences on racial differences in
access to renal transplantation. N Engl J Med 1999;
341:1661-9.
23. Ayanian JZ, Weissman JS, Chasan-Taber S, Epstein AM.
Quality of care by race and gender for congestive heart
failure and pneumonia. Med Care 1999;37:1260-9.
24. Gornick ME, Eggers PW, Reilly TW, Mentnech RM,
Fitterman LK, Kucken LE, Vladeck BD. Effects of race
and income on mortality and use of services among
Medicare beneficiaries. N Engl J Med 1996;335:791-9.
25. Smedley BD, Stith AY, Nelson AR, editors. Institute of
Medicine, Committee on Understanding and Eliminating Racial and Ethnic Disparities in Health Care. Unequal treatment: confronting racial and ethnic disparities in health care. Washington: National Academies
Press; 2002.
26. Kaiser Family Foundation. National Survey of Physicians.
Part I: doctors on disparities in medical care [cited
2003 Apr 11]. Available from: URL: http://www.kff.org
/content/2002/20020321a/Physician_SurveyPartI
_disparities.pdf
27. Collins KS, Hall A, Neuhaus C. U.S. minority health: a
chartbook. New York: Commonwealth Fund; 1999.
28. Census Bureau (US). Your gateway to Census 2000.
American FactFinder [cited 2003 Apr 11]. Available
from: URL: http://www.census.gov/main/www
/cen2000.html
29. Flores G, Abreu M, Olivar MA, Kastner B. Access barriers to health care for Latino children. Arch Pediatr
Adolesc Med 1998;152:1119-25.
30. Gamble VN. A legacy of distrust: African Americans and
medical research. Am J Prev Med 1993;9(6 Suppl):35-8.
31. Mullan F, Epstein L. Community-oriented primary care:

Public Health Reports / July–August 2003 / Volume 118

292 䉫

Guest Editorial

new relevance in a changing world. Am J Public Health
2002;92:1748-55.
Dr. Betancourt is with the Institute for Health Policy at
Massachusetts General Hospital and the Department of Medicine
at Harvard Medical School in Boston, MA. Dr. King is with the

Department of Social Medicine at Harvard Medical School and
the Health Resources and Services Administration in Boston, MA.
Address correspondence to: Joseph R. Betancourt, MD, MPH,
Institute for Health Policy, 50 Staniford St., Suite 942, Boston, MA
02114; tel. 617-724-9713; fax 617-724-4738; e-mail
<jbetancourt@partners.org>.

Public Health Reports / July–August 2003 / Volume 118

