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Abstract

The intersection of race and insurance is one of the four regulatory priorities of the
National Association of Insurance Commissioners (NAIC) for 2022 and has been a key
initiative of the NAIC since 2020. One workstream of the initiative is devoted to measures
to advance health equity through lowering the cost of healthcare and promoting access
to care and insurance coverage for historically disadvantaged and marginalized groups.
A charge from the workstream to the NAIC's Health Innovations Working Group (HIWG)
is to examine the potential for telehealth to ameliorate (or exacerbate) health disparities,
particularly for racial and ethnic minorities, but also the LGBT+ community and across the
urban-rural continuum. This review engages with the HIWG on that directive by
documenting recent developments and trends in telehealth and implications for
regulators and addressing implications for disparities in health and healthcare.

Disparities in health outcomes and healthcare across disadvantaged and marginalized
groups are well-documented. The substantial increase in the utilization of telehealth
during the COVID-19 pandemic has sparked considerable interest in telehealth, and
along with that interest, questions about the implications for existing socioeconomic and
demographic health disparities.

We find the greatest potential for telehealth to reduce health disparities is by
surmounting barriers in access to care. Unfortunately, the potential for telehealth
technologies to increase parity in access to care and health outcomes is limited by access
to broadband internet and digital literacy. We show marked disparities in broadband
internet access across population groups, particularly in rural areas and among racial and
ethnic minorities, especially Native Americans. Even with access to broadband, many in
these same groups lack sufficient digital literacy to leverage digital technology to
improve health. Older adults also are limited by digital literacy.

Our overall assessment is that limitations in broadband access and digital literacy likely
will constrain efforts to increase access to care for disadvantaged and underserved
Americans through telehealth. While digital inequities may not exacerbate existing
socioeconomic and demographic health disparities, they may create a new one. Still,
reducing disparities is a bottom-up effort to alleviate the burden of disease in
disadvantaged populations. Disparities could widen, but telehealth will improve access
to care, and ostensibly, health outcomes, for some of the disadvantaged.

We suggest that for telehealth to effectively bridge gaps in access to care, healthcare
professionals and patients must have a reliable guarantee of coverage and parity.
Further, to reach the critical mass of telehealth utilization to make it cost-effective,
sufficient infrastructure must be put in place and both providers and patients adequately
trained. Finally, to be equitable, and indeed, to make significant progress in reducing
gaps in access to care, technology and digital literacy must be better diffused across
socioeconomic and demographic groups.



Executive Summary

The intersection of race and insurance is one of the four regulatory priorities of the
National Association of Insurance Commissioners (NAIC) for 2022 and has been a key
initiative of the NAIC since 2020. The effort is led by a Special (Executive) Committee
on Race and Insurance. The Health Innovations Working Group (HIWG) was charged
by the special committee to “evaluate mechanisms to resolve disparities through
improving access to care, including the efficacy of telehealth as a mechanism for
addressing access issues” in "historically underserved communities” (emphasis
added). This report was prepared to assist (HIWG) in their fulfillment of this directive.
The purpose of the report is to document recent developments and trends in
telehealth, to highlight implications for regulators, and to address potential
implications for disparities in health and healthcare.

Socioeconomic and Demographic Disparities in Health and Healthcare

Health disparities across socioeconomic strata, race, ethnicity, and geography in the
United States are well-documented in health statistics and the research literature. Life
expectancy at birth is 3.5 years shorter for Blacks than for Whites, and, per 100,000
population (adjusted for age distribution), there are 127.5 more Black deaths
annually than non-Hispanic White deaths. Native Americans have a lower life
expectancy than Black individuals. Across 27 specific health measures, Black health
outcomes are worse than those for Whites for 19, or roughly 70 percent. Health
outcomes also are worse For Hispanics and Native Americans across most measures.
In addition, those with low incomes or, more generally, low socioeconomic status
(SES), have worse outcomes than those with higher SES, and the rural population is
less healthy than the urban and suburban populations.

While disparities in healthcare have declined over time, they persist across numerous
domains within the healthcare system. For about 40 percent of 250 healthcare quality
measures tracked by the U.S. Agency for Healthcare Research and Quality (AHRQ),
Black patients received “worse care” than White patients. Hispanics received worse
care than Whites for more than one-third of quality measures and Asians for nearly 30
percent.

Trends and Developments in Telehealth

In general terms, “telehealth” refers to “the use of medical information exchanged via
electronic communications to support and provide health care.” Broadly defined,
examples include direct provider-to-patient interactions via videoconferencing
(virtual visits), chat-based interactions, remote patient monitoring, physician-to-
physician consultations, patient education, data transmission and interpretation, and
digital diagnostics alone or in combination with conventional modalities. The key
characteristics of telehealth are that it involves the use of information and
communications technologies (ICTs) and is delivered outside of traditional facilities.



In this report, the alternative term, “telemedicine” means specifically direct provider-
to-patient interaction using ICT.

Technology has always played a critical role in medicine and healthcare, and
technological change is pervasive in healthcare. But the challenges of integrating
telehealth technology are significant, and telehealth has not seen the rapid take-up
characteristic of most medical innovations. The pace of expansion in telehealth
accelerated rapidly with the onset of the COVID-19 pandemic. There was a spike in
telehealth utilization across all specialties from a negligible amount in January and
February 2020 to over 32 percent of outpatient visits in April 2020. While utilization of
telehealth has since moderated, it remains exceptionally high compared with pre-
pandemic levels, approaching 17 percent of all outpatient evaluation and
management visits. It remains to be seen if these trends in expanded utilization of
telehealth continue. The latest data at writing show telehealth accounted for 4.4
percent of total insurance claims in September 2021, up 0.2 percentage point from
July 2021's post-pandemic low. However total claims are much higher than in spring
2020 because of a “return to normal” in healthcare and recoupment of deferred care.
The decline in share of claims thus overstates the decrease in telehealth utilization.

Before the onset of the COVID-19 pandemic, limits on reimbursement constrained
the widespread use of telehealth. Given the importance of and increased demand for
telehealth services during the pandemic, state insurance regulators were obliged to
address policies on the insurability of telehealth services. The scope of these actions
varied by state. Before the pandemic, 35 states required state-regulated individual
and group health insurers to cover telehealth visits. Five additional states added the
requirement after the pandemic’s onset (maps in the main document show policy
actions by specific states). Half of the states required parity in policyholder cost-
sharing before the pandemic, but since, 3 additional states added parity
requirements, and 4 prohibited cost-sharing altogether. Only 3 states required
insurers to cover audio-only telemedicine visits at the pandemic’s onset, but 18 states
have added the requirement. Half of the states require parity in reimbursement of
providers: 15 before the pandemic and 10 additional since. We document recent
developments (16) as well. In most cases, new orders extended states of emergency
and related telehealth regulations, but there have also been rescindments, and there
are several near-term sunsets.

Issues around licensure, insurance, privacy, and legal liability are challenging and
have limited growth in the utilization of telehealth, particularly in direct provider-to-
patient interactions. Much progress has been made, but these issues must be settled
if telehealth is to remain a viable alternative (or complement) to traditional modes of
medical practice.

How Could Telehealth Reduce Health Disparities?

While there are many barriers to health equity, we find physical access to care to be
the most substantial and pervasive obstacle that could be alleviated with the



increased use of telehealth. Additionally, telehealth could provide access to culturally
competent care that may not otherwise be accessible.

A critical problem facing rural areas is an insufficient supply of physicians and other
healthcare professionals. Large areas with sparse populations lack the capacity to
support many healthcare services. In particular, the overall distribution of physicians
in the United States is exceedingly uneven. Physicians are highly concentrated in
urban areas, and some rural places have proportionately very few—and in some cases,
none. The problem of low physician supply in rural areas is compounded by
physician mobility because physicians located in areas with a low supply of physicians
are more likely to move. Further, physicians often are located close to hospitals where
they have privileges, and much of the population of a large county could be many
miles away from a physician, even if the physician density in the county is acceptably
high. We also find substantially lower concentrations of physicians in areas with high
Black and Hispanic populations.

The problem of a dearth of physicians and other healthcare professionals in rural and
high-minority-concentrated areas is significantly exacerbated by transportation
deficits in these same areas, particularly access to private vehicles. Most research that
associates inadequate transportation with lack of access to healthcare defines
transportation as access to a private vehicle. Lack of vehicle access corresponds
closely with race and ethnicity. Our analysis of Census microdata (individuals) reveals
that over 18 percent of Black households do not have access to any vehicle. In
addition, 11 percent of Hispanics, 13 percent of Native Americans, and 11 percent of
Asians lack access to any vehicle. By comparison, just over 6 percent of White non-
Hispanic households lack access to a vehicle. Less than 5 percent of households in
urban areas lack access to a vehicle, compared with 14 percent of households in rural
areas. Lack of vehicle access is especially problematic in rural areas because of a lack
of alternative transit options.

Arguably, telehealth has great potential to bridge the gap in access to care by
connecting isolated people with health practitioners and reducing the need for
transportation to receive care. Unfortunately, those who would likely benefit the most
from telehealth are also the ones with the greatest obstacles in using it.

Limitations of Telehealth to Alleviate Health Disparities

One of the most pressing concerns in the evolution of the digital economy, which has
persisted throughout the internet’s history, is that of a digital divide, or a gap in
computer and Internet access across economic, demographic, or social lines. The
term encompasses multiple disparities, including the lack of access to technology
and low levels of digital literacy; that is, the ability to navigate, evaluate, and
communicate information online or in a digital format. More advantaged individuals
historically have been the first to adopt and benefit the most from the introduction of
new technologies in health, including telehealth.



Access to the internet (at all) has diffused almost fully across racial and ethnic groups
without substantial disparities, although it has not diffused as completely by age,
income, and spatial population density. But access to the internet is not sufficient for
telehealth. Users must have broad bandwidth for videoconferencing and also
privacy—ideally broadband access at home.

Over 21 million American adults have limited or no access to broadband. Lack of
broadband access is considerably more pronounced among vulnerable populations,
including racial and ethnic minorities, lower-income individuals, and seniors. The
communities likely to benefit the most from telehealth—these groups as well as those
in rural areas—also are the least likely to have access to broadband internet.

About 80 percent of Whites have broadband access at home, which itself
meaningfully limits access to telehealth services. But around one-third of Blacks (29
percent) and Hispanics (35 percent) lack broadband at home. The gap for seniors is
especially pronounced. In 2021, more than 36 percent of seniors had no broadband
at home. The gap in rural areas is 28 percent, which is especially substantial when
considering that those in rural areas are perhaps the most in need of telehealth to
improve access to care.

While the penetration of broadband at home is inadequate for a widespread,
equitable transition to telehealth, considerable progress has been made in the last
five years. Still, even as the number of new broadband subscribers continues to grow,
rural areas have lagged urban and suburban areas in broadband deployment and the
speed of service offered, especially in tribal areas. In 2019, the latest date at which
data are available, fixed terrestrial broadband was available to 99 percent of urban
residents, compared with less than 83 percent in rural areas and 79 percent in tribal
areas.

A lack of digital literacy for vulnerable populations also stands in the way of more
universal access to care through telehealth. To have successful telehealth
appointments, patients need to understand how telehealth platforms work, which is
likely to pose difficulty for some patients, especially older adults. In addition to older
adults, research finds disproportionately low digital literacy in the health context
among the less educated and those who are members of racial or ethnic minority
groups. Research also suggests that those with lower levels of digital literacy are less
engaged and receive fewer psychological benefits from telehealth interactions even
when they participate.

Inadequate digital literacy is not only a barrier for patients, but also for some health
professionals. Some medical facilities are not prepared for a rapid transition to
telehealth, and inadequate digital literacy is common among healthcare workers.



Assessment

In investigating the potential for telehealth to reduce health disparities, we find the
most significant obstacle to health parity that could be bettered by increased
development and utilization of telehealth resources is access to care, including
culturally competent care. Disparities in access to care are associated with disparities
in health outcomes.

Our overall assessment is that telehealth has great potential to reduce the problem of
access to care for disadvantaged and underserved groups. However, limitations in
broadband access and digital literacy will meaningfully limit efforts to increase access
to care through telehealth. While digital inequities may not exacerbate existing
socioeconomic and demographic health disparities, increased telehealth utilization
may well create a new one. Nevertheless, most members of disadvantaged groups
do have access to broadband internet at home and sufficient literacy to navigate the
digital landscape. Reducing disparities is a bottom-up process with the goal of
alleviating the burden of disease in disadvantaged populations. While disparities
could widen in some sense, telehealth is likely to improve access to care, and
ostensibly, health outcomes, for some in disadvantaged populations. Moreover,
telehealth technology and knowledge developed since the pandemic have brought
us to a place where telehealth has the potential to mitigate disparities in a meaningful
way. We believe this reality is imminently doable.

Vi



An Overview of Telehealth and Its Implications for Health Disparities

Disparities in health outcomes and healthcare provision across racial and ethnic
minorities, those with lower incomes and socioeconomic status, older adults, and
those who live in rural areas are well-documented. The accelerated development and
substantial increase in the utilization of telehealth during the COVID-19 pandemic;
that is, the use of information and communications technologies (ICTs) in the delivery
of healthcare, have sparked considerable interest in telehealth, and along with that
interest, questions about the implications of increased telehealth utilization for
socioeconomic and demographic health disparities (see, e.g., Timmermans and
Kaufman, 2020).

The World Health Organization (WHO) describes health technologies generally as the
“application of organized knowledge and skills in the form of devices, medicines,
vaccines, procedures, and systems developed to solve a health problem and improve
quality of lives” (2007, p. 106, emphasis added). The most salient development in the
use of technology in the COVID-19 era is the rapidly increased utilization of
telehealth. Telehealth has doubtlessly contributed to solving a health problem—
provision of care at a distance during a pandemic—but has it improved quality of life
for vulnerable populations? We suggest that it has for some, but many of the most
vulnerable Americans are unable to take advantage of these gains.

We begin with a review of disparities in health outcomes across traditionally
disadvantaged and underserved populations and an examination of disparities in the
provision and quality of healthcare. We focus largely on race and ethnicity, but we
also consider disparities by socioeconomic status (SES), LGBT+ status, and urban-
rural continuum. In the next section, we discuss the concept of telehealth in general
and telemedicine (direct provider-to-patient interactions) in particular. Specifically,
we provide a detailed overview of trends in telehealth utilization, telehealth
perceptions of patients and healthcare providers, and issues around insurance
coverage and licensure. In the following two sections we evaluate opportunities for
telehealth to reduce health disparities and its limits in doing so. Finally, we give an
overall assessment of the intersection between telehealth and health disparities. We
conclude that telehealth has great potential to increase access to care for
disadvantaged populations but is unlikely to reach its full potential in the near term
due to structural barriers. Indeed, the potential exists for telehealth to add another
layer of socioeconomic and demographic disparity.

1. Impetus and Scope

1.1 Impetus for the Study

The intersection of race and insurance is one of the four regulatory priorities of the
National Association of Insurance Commissioners (NAIC) for 2022 and has been a key
initiative of the NAIC since 2020. The effort is led by a Special (Executive) Committee
on Race and Insurance. The initiative is coordinated through five workstreams (Figure
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1). Workstream 5 within this initiative is devoted to advance health equity through

lowering the cost of healthcare and promoting access to care and insurance
coverage for historically disadvantaged and marginalized groups. A charge from
Workstream 5 came to the Health Innovations Working Group (HIWG) to “[evaluate]

mechanisms to resolve disparities through improving access to care, including the

efficacy of telehealth as a mechanism for addressing access issues . . . in historically
underserved communities” (emphasis added).! This paper is an effort to assist the

HIWG in fulfilling this directive.
Figure 1. Structure of Relevant NAIC Committees and Working Groups
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N Source: CIPR (Center for Insurance Policy and

Research). Rendered with GraphViz 2.38.

1.2 Scope of the Study
There is a voluminous literature on disparities in health and healthcare across
socioeconomic and demographic groups in the United States and mounds of data to
support it. A search of “health AND disparities” on the research database PubMed
(National Library of Medicine) yields over 86,000 results when limited to the last 20
years. There is also a sizeable literature on the use of information and
communications technologies (ICTs) in health (telehealth) that has exploded in the
last few years, particularly since the onset of the COVID-19 pandemic. A PubMed
search yields almost 30,000 results when limited to the last 5 years. Moreover, there is
a growing literature at the intersection of telehealth and health and healthcare
disparities. Most of this literature, however, addresses disparities in access to or
utilization of telehealth itself (see, e.g., Julien et al., 2020; Darrat et al., 2021; Jaffe et
al., 2020; Rodriguez et al., 2021), and much of it is centered on specific
implementations (see, e.g., Tong et al., 2020; Lattimore et al., 2021).

'See "2021/2022 Adopted Charges from the Special (EX) Committee on Race and Insurance,” which is
on the HIWG website. The Health Innovations Working Group operates under the umbrella of the

NAIC's Health Insurance and Managed Care (B) Committee.
2
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While we address disparities in access to and utilization of telehealth as an important
and relevant concern, the overall objective of our study is to explore disparities in
health and healthcare and the potential of expanded telehealth utilization to reduce
them. There is little literature to date and no consensus on this question. The lack of a
definitive conclusion on telehealth and health and healthcare disparities owes largely
to the complexity of technology and the complexity of measuring disparities.

Weiss et al. (2018) review 33 papers addressing the intersection of health
technologies (generally) and health disparities. They conclude: “Although the studies
included in our results generally suggest that the implementation and adoption of
new technologies (re)produce [socioeconomic] and class-based social inequalities in
health, some results indicate that these technologies can, in fact, reduce inequalities
over time” (p. 16). They propose that additional research is needed to “reliably
establish these conclusions.” Our goal is to pursue this line of research further,
looking specifically at telehealth. We review and analyze a large quantity of research
literature and analyze relevant data on health disparities, the development of
telehealth, and the nexus between them.

2. Health and Healthcare Disparities

Health disparities across socioeconomic strata, race, ethnicity, and geography in the
United States are well-documented (Barr, 2019). Few other areas of health research
have received more attention in recent years (Williams and Cooper, 2019), and
disparities evident during the COVID-19 pandemic have served to magnify the issue
in the last two years (Webb et al., 2020; Laurencin and McClinton, 2020). We first
analyze data and review the research literature on health disparities to provide a
foundation for engaging the issue in the context of telehealth.

2.1 Definitions

By health disparities, we mean “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” (National Institutes of Health, 2002). By
healthcare disparities, we mean inequities in access to healthcare or the delivery of
healthcare across specific population groups.

“Race” and “ethnicity” have multiple meanings, and sometimes ethnicity is embodied
in the definition of race, particularly if that definition is based on common ancestry. In
the Census, race and ethnicity are separate questions with categories based on
guidelines of the U.S. Office of Management and Budget (OMB) |

(October 30, 1997)]. However, the “Some Other Race” category, intended to be a
small residual category, is the third-largest race group, overwhelmingly due to
reporting by Hispanics who do not identify with the more specific OMB race
categories (U.S. Census Bureau). In the data we provide and in our review of the
research literature, we use the definition of race and ethnicity used by the source and
do not usually specify what that definition is. To be inclusive, we generally use the
term “Black” rather than “African-American.” We refer to the Indigenous people of the

3
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continental United States as “American Indians” but use the term “Native Americans”
when the context includes native Hawaiians and Alaskan natives. We generally
employ the more commonly used and gender-neutral term “Hispanic” rather than
Latino and Latina.

Socioeconomic status (SES) refers broadly to “an individual’s rank or status in a social
hierarchy” (Krieger et al., 1997), but has traditionally been defined as a combination
of income, education, and occupational prestige (Glymour et al. 2014). Numerous
studies have examined the pathways by which SES can influence health (see, e.g.,
Adler and Newman, 2002; Braveman et al., 2011).2

2.2 Racial and Ethnic Disparities in Health Outcomes

Data and research are consistent and clear: all else equal, the White population is
healthier than the Black population (see, e.g., Williams and Rucker, 2000). Hispanics
and American Indians also have poorer health outcomes than non-Hispanic Whites.

The broadest evidence of these health disparities is found in life expectancy and age-
adjusted mortality rates.® Life expectancy (at birth) and age-adjusted mortality rates
vary significantly between the Black and White populations (Figure 2). There has
been significant progress in reducing racial disparities as measured by these data,
but convergence has slowed. In the last five decades, the Black-White differential in
life expectancy at birth has declined (in magnitude) from -7.4 years to -3.5 years
(Panel A). The Black-White differential in age-adjusted mortality rate had declined
from 297.5 deaths per 100,000 to 127.5 deaths per 100,000 (Panel B). Although
these data are available for the White and Black populations only, other data show
that Native Americans have a lower life expectancy than Black individuals (Arias et al.,
2014).

2Link and Phelan (1995) go further to assert that SES is also a “fundamental cause” of health status; that
is, it has a causal relation to health outside of its influence on proximate risk factors.

3Data are aggregated by the source only for Black and White and by gender. The data here are for
both genders identified in the data (that is, male and female). An age-adjusted mortality rate is a
weighted average of age-specific crude death rates, where the weights are the proportions of persons
in the corresponding age groups of a standard population. This adjustment makes death rates more
comparable across population groups. Life expectancy is at birth. Data are from the National Center
for Health Statistics (NCHS), Centers for Disease Control and Prevention (CDC), National Vital Statistics
System, historical data, 1900-1998; NCHS, National Vital Statistics System, mortality data; and the CDC
WONDER database. Data are shown through the latest available compiled data at the time of writing.
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Figure 2. Differences in Key Health Statistics Between Black and White Individuals
Panel A Panel B

Life Expectancty (at birth)
85 1 1,600 4

Age-Adjusted Mortality Rates (per 100,000)

80 1 1,400 A

White '3~5I
1,200 1
75 | 200

Black 1,000 1
70 1

800 1

65 1
600 1

60 1
400 1

55 4 200 1

O e T o e LA o e e o e e LA e e e e L o A e B e e e
1971 1975 1979 1983 1987 1991 1995 1999 2003 2007 2011 2015 1971 1975 1979 1983 1987 1991 1995 1999 2003 2007 2011 2015

Data Sources: NCHS (National Center for Health Statistics), , historical
data, 1900-1998; NCHS, National Vital Statistics System, mortality data; and the
database. [datafiles]

Differentials in mortality rates between races are especially pronounced for young
people. Data from the CDC's Multiple Causes of Death Files show that death rates for
non-Hispanic Black youth are twice that of young, non-Hispanic Whites (Harper et al.,
2021). The most striking statistic is the difference in rates of death by homicide, which
is 5.7 times higher for Black youth than for White youth. Indeed, the dramatic decline
in homicide rates since the 1990s (although they are now ticking up) is a significant
factor in the reduced Black-White differential in life expectancy (Harper et al. 2007).

The incidence of specific diseases also varies significantly across races. Black
individuals have higher mortality rates than Whites for 10 of the 15 leading causes of
death, while mortality rates are not consistently higher than Whites for other racial
minorities and, in many cases, are lower (Williams, 2012). Disparities in the severity
and progression of illness are significant even for outcomes that are less prevalent in
the Black population, such as breast cancer.

Across 27 specific health measures, Black health outcomes are worse than those for
Whites for 19, or roughly 70 percent (Figure 3) (KFF, 2019). For Hispanics and Native
Americans, outcomes are worse than those of Whites across 14 and 17 measures,
respectively.
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Figure 3. Health Outcomes by Race and Ethnicity
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Data Source: KFF, Key Facts on Health and Health Care by Race and Ethnicity

Increasingly, racism itself is considered among the social determinants of health
(American Public Health Association). Bailey et al. (2021) argue that racism is the “root
cause” of many racial inequities in health. The research literature suggests that
structural racism is an important if underappreciated, factor in explaining health
disparities. The key distinction of “structural racism” is that it has a cumulative impact.
Bailey et al. (2017) define structural racism as “the totality of ways in which societies
foster racial discrimination” (p. 1453). They cite several research articles that have
“established multiple pathways by which racism harms health” (p. 1456). Among
these are economic injustices; environmental and occupational health inequities;
psychosocial trauma; inadequate access to care, including health insurance and
health facilities; maladaptive coping behaviors; and stereotype threats (such as a
stigma of inferiority and impaired patient-provider relationships). Lukachko et al.
(2014) find that Blacks living in states with higher levels of structural racism were more
likely to report past-year myocardial infarction (heart attack) than Blacks living in low-
structural racism states, while there was no corresponding result for Whites.

We also recognize that physiological differences across race could contribute to
health disparities. For example, physiological differences have been identified as
factors in cardiovascular and cerebrovascular diseases (Wolf et al., 2020; LaBounty et
al., 2019), renal function (Powe, 2020), perinatal outcomes (Snowden et al., 2016),
and skin hydration (Mayrovitz et al., 2017) (see also Kaplan and Bennet, 2003).*

*“We neither assert nor suggest that physiological differences between races are a primary or
substantial cause of racial health disparities. Moreover, we recognize that physiological differences are
not necessarily genetic. For example, environmental factors and stress responses can account for
physiological differences across race (Thomas et al., 2019; Kim, 2014; Lepore et al.; 2006, Williams,
1999). In general, we concur that “[u]nderstanding the purpose of race in medicine should be guided
by appropriate evidence and agreement on how it is to be used and not used,” as “race may inform
practice of better medical care and lead to improved health” (Powe, 2020).
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2.3 Racial and Ethnic Disparities in Healthcare

While disparities in healthcare have declined over time, they persist across numerous
domains within the healthcare system. For about 40 percent of 250 healthcare quality
measures tracked by the U.S. Agency for Healthcare Research and Quality (AHRQ),
Black patients received “worse care” than White patients (U.S. Agency for Healthcare
Research and Quality, 2020). Hispanics received worse care than Whites for more
than one-third of quality measures and Asians for nearly 30 percent.

The quality differential in healthcare among races is pervasive [Fiscella et al. (2000)
and references therein]. Elderly Black individuals, compared with Whites, are seen
less often by specialists, receive less appropriate preventive care, experience lower-
quality hospital care, and receive fewer expensive technological procedures. A
voluminous research literature shows that hospitalized Black patients receive less
intensive care across numerous procedures and have been reported to receive less
aggressive treatment, for example, of cancer and HIV. Healthcare disparities in other
racial and ethnic minorities are significant as well. There are also marked disparities in
healthcare utilization by racial and ethnic minorities, which invariably leads to worse
health outcomes.?

Using fictitious patient histories (including patient pictures), Shulman et al. (1999)
provide evidence that physicians were significantly more likely to recommend cardiac
catheterization for White patients with angina (clinically diagnosed chest pain) (and
men) than Black patients (and women). Shulman et al. do not differentiate their results
by race and gender of the physician but note they were “overwhelmingly” White.

2.4 Socioeconomic Disparities

The research is clear and consistent that, all else equal, those with low incomes or,
more generally, low socioeconomic status (SES), have worse outcomes than those
with higher SES (Barr, 2019). SES and race and ethnicity are closely intertwined in a
complex relationship (Barr; 