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Equal access to quality health care is a crucial issue facing people of African descent in the Diaspora. Whether in England, the United States, Canada, or Brazil, African Descendants (or Blacks) have poorer health status. Blacks are sicker and dying at significantly higher rates than the majority populations of their countries.  This “Black Health Deficit” is due in large part to institutional racism, which significantly impacts access to quality health care.  Institutional racism is based on policies, practices, regulations and laws that have a disparate negative impact on African Descendants.

Clearly, many things affect health status—an individual's personal lifestyle choices, physical environment and biology, in addition to access to quality health care. Class theory maintains that the primary factor affecting differences in health care status between racial groups is socioeconomic.   According to the class theory, lack of money, not racism, explains the disparity in health and health care.  The class theory, however, oversimplifies the issue and completely ignores the independent role of racial discrimination and neocolonialism that is based on racism. Racial discrimination influences not only lifestyle, personal behavior, psychosocial behavior, physical environment, and biology, but also economics. Thus, racism establishes separate and independent barriers to health care institutions and to health care. 

To eliminate the black health deficit, states will have to eliminate the black health care deficit. To remove the blemishes of slavery, segregation, and racism that have plagued people of African descent, states must implement a comprehensive long-term program designed to equalize access to quality health care and eliminate the health disparity in our population.

RECOMMENDATIONS

 I. Assure economic access by providing universal health care or universal health insurance. 

Economic access is a significant barrier for people of African descent that live in countries without universal health care. The United States is  one of the few major industrialized nations without a universal health insurance or health care system that guarantees access to quality health care for all of their citizens.  In the United States, African Americans are less likely to have employer-financed insurance.  In fact, 25 percent of African Americans have no source of health coverage. The number of uninsured African Americans is increasing.  Since private health insurance coverage is linked to employment, racial barriers to employment are one explanation for the significant difference in insurance coverage. Another factor affecting insurance coverage is the higher percentage of African American families with only one adult, since families with two working adults are more likely to have at least one adult with employer-based insurance.  However, while the absence of health insurance is much more likely with lower income, race is an independent factor affecting whether an individual will be insured. In fact, the racial difference in proportion of uninsured is most marked at higher incomes.  Expanding insurance coverage so that everyone will have either employer-based or government-based insurance is one proposal for addressing the inequities in the health care system. However, a system of universal care fails to resolve the racial difference in access that is not related to economics. 

II. Assure that sufficient hospitals, clinics, alcohol and drug detox centers, dental health clinics, and mental health clinics are located in Black communities.

Racial barriers to health care are based, in large part, on the unavailability of services in Black communities. The lack of health care facilities in proportion to the population is an issue that plagues Black communities. For instance, increasingly, hospitals that serve the African American community either are closing, relocating, or becoming private. In fact, a disproportionate number of the hospitals that closed or relocated were originally located in communities where the population was predominately African American. Of the 210 African American hospitals that existed in the 1900s, by 1991, only 12 hospitals continued to "struggle daily just to keep their doors open." As a result of closures, relocations, and privatization, many African Americans are left with limited, if any, access to hospitals. The serious lack of facilities in Black communities includes not only hospitals but also clinics, alcohol and drug detox centers, dental clinics, and mental health clinics.  This lack of facilities in their communities is duplicated throughout the diaspora. 

III. Assure a competent health care workforce in Black communities.

Another important aspect of access to quality care is the availability of health care providers who serve the Black communities. Providers include physicians, nurses, pharmacists, and dentists, as well as the many other health care professionals who serve a community.  Areas that are heavily populated by Blacks groups tend to be medically undeserved.  The problem is complicated from two aspects. First, very few non-black physicians have offices in Black communities.  Without physicians and providers in their communities, Blacks are likely to delay seeking health care. That delay can result in more severe illness, increased health care cost, increased mortality, and increased costs to society.  Second, Blacks are underrepresented as health care professionals. In the United States, despite being 12 percent of the population, African Americans are only 3 percent of the physicians, only 2.5 percent of the dentists, and only 3.6 percent of the pharmacists. Studies have clearly demonstrated that a significant proportion of Black professionals go back to serving the Black community.

 Consequently, the lack of representation is particularly significant for Black communities that rely on Black physicians for care.   Since Blacks are sicker, they need more physicians, not fewer. Yet, we see the same limited availability of providers, as of hospitals, to service Black communities.  No serious effort to assure access to quality health care can be undertaken without significantly increasing the providers (of all races) who practice in Black communities.  This can be accomplished by providing scholarships for Blacks to attend health care professional schools; by providing grants to university and colleges to increase the graduation rate of persons who will work in urban areas; by increasing the capacity of historically Black colleges to train and graduate students; by increasing health care reimbursement for services provided to inner-city residents; and by providing economic incentives to doctors and other health care professionals to locate to Black communities. 

IV. Assure the effective participation of the Black community in the health care policy development process.

The shortage of Black professionals further affects health care availability by limiting Black input into the health care system.  With so few Black health care professionals, control of the health care system lies almost exclusively in non-black hands.  The result is an inadequate, ineffective, voice on Black health care policy and structure issues. This lack of Black voice leads to increased ignorance of Black health care issues.

V. Assure cultural competence of the health care through systemic, organizational and provider level actions.

Systemic cultural competency refers to culturally appropriate design, development, maintenance and evaluation of health care institution policies, programs, and processes that directly serve  people of African descent  (e.g., community needs assessments, language translation services, patient feedback systems, etc.).  Organizational cultural competence refers to having the appropriate staffing level of culturally competent professionals throughout the health care delivery/health education systems (e.g. faculty, administrators, advisory council members, policymakers, etc.). Finally, Provider cultural competence refers to having enough black health care professionals.

A key challenge in a non-homogeneous society is to establish clear standards for culturally competent health care, defined as care that is “sensitive to issues related to culture, race, gender, and sexual orientation.” Cultural competency involves ensuring that all health care providers can function effectively in a culturally diverse setting; it also involves understanding and respecting cultural differences.   A person does not have meaningful access to quality health care if that person is not provided health care within the context of his or her cultural background.   To provide access to quality health care, providers must appreciate cultural differences in kinship terms, in role expectations, and in the role of the family in major decision-making. It assumes a basic trust in the health care system, instead of distrust.  The existing health care system supposes that a patient will interpret a provider's behavior to be in his or her best interest. However, many individuals in our society, in particular Blacks, distrust the health care system. For instance, African Americans' distrust is rooted in slavery, sharecropping, peonage, lynching, Jim Crow laws, disenfranchisement, residential segregation, job discrimination, insufficient health care, and inappropriate scientific experimentation. Blacks throughout the diaspora have had similar experiences that have led to a different cultural prototype from the dominant culture.

Another barrier to culturally competent care is physicians' own negative perceptions about Blacks.   Because the health care system is designed around the dominant cultural needs, Blacks can seem less compliant and more difficult to care.  The problem, however, is not Blacks, but the health care system's inability to provide effective care to diverse populations.  If increased compliance and improved health status are the goals, then the health care system must be flexible enough to match a community's cultural, ethnic, lifestyle, and socioeconomic needs. Consequently, in some countries (such as Canada and England), universal health care makes it economically easier for Blacks to seek and obtain health services, but language and cultural barriers continue to inhibit their use of the health care system

VI. Assure that all health care research, clinical trials  and health care developments address differences based on race, and that increase knowledge about health needs of Black persons and translate into effective clinical practice. 

Despite volumes of literature suggesting the importance of race, ethnicity, and culture in health, health care, and treatment, there is relatively little information available on the racial, ethnic, and biological differences that affect the manifestations of certain illnesses and their treatments. Billions of dollars are spent each year on health research. However, a strikingly minute percentage of those funds are allocated to research on issues of particular importance to Blacks.  In the United States, in response to years of exclusion, several statutory requirements have been enacted to ensure that research protocols include a diverse population.  However, those measures have been insufficient. The health condition of Blacks will continue to suffer until they are included in all types of health research, both as researchers and participants. Finally, the information from that research has to be translated into clinical practice without becoming just another stereotype.

VII. Adopt appropriate laws necessary for eliminating racial discrimination in health care treatment.

Differences in health status also can reflect inequities in preventive care and treatment. For instance, in the United States, African Americans are more likely to require health care services than European Americans, but are less likely to receive them.  This is not just a matter of access, but a disparity in treatment among Blacks who have access, that is a racial disparity in treatment which has been well documented. Studies have documented that Blacks receive disparate care in both quality and availability of treatment. These studies were conducted in  AIDS,  cardiology,  cardiac surgery,  kidney disease,  organ transplantation,  internal medicine,  obstetrics,  prescription drugs,  treatment for mental illness,  and hospital care.  Furthermore, the studies demonstrated that the problem exists without respect to income, education, or health insurance status. 

In the United States, there are marked differences in time spent, quality of care, and quantity of doctor’s office visits between whites and Blacks.   Even when controlling for income, education, and ability to pay, whites are more likely to receive more, and more thorough, diagnostic work, and better treatment and care than people of color. Researchers also have concluded that doctors are less aggressive when treating patients patients of African descent.  At least one study indicated a combined affect of race and gender resulting in significantly different health care for Black women than white women and men.  Racial discrimination also includes policies and practices that can take the form of "medical redlining," excessive wait times, unequal access to emergency care, deposit requirements as a prerequisite to care, and lack of continuity of care.  Unfortunately, like most instances of institutional racism, these policies, practices, and procedures can appear racially neutral but have a disproportionately negative effect on people of African descent.

Racial disparities in health care treatment rarely occur as a result of overt, intentionally discriminatory behavior. Most race discrimination that occurs in health care is probably the result of unconscious bias or disproportionate impact of policies and practices—or disparate impact. Consequently, the state needs to provide a private right of action for disparate impact racial discrimination in health care.  Furthermore, state health care anti-discrimination laws must provide for specific definitions of prohibited discrimination, and acceptable remedial action, specifically including disparate impact discrimination. Such definitions must not excuse disparate impact discrimination based on business necessity. Finally, the laws should provide a means for enforcement that goes beyond individual complaints. This would include medical testers, because individuals are often not aware that they have been discriminated against.

In summary, appropriate laws will require laws capable of addressing the unique needs of the health care system. Aspects of the law includes, at a minimum: (1) providing a private right of action for disparate impact of racial discrimination in health care; (2) specific definitions of prohibited discrimination and acceptable remedial action, with specific attention on including disparate impact discrimination; and (3) a means for enforcement that goes beyond individual complaints.

VIII. Collect and report comprehensive racial data on access, treatment and treatment disparities. 

The lack of quality data makes it difficult to conduct research studies and comparative analyses. It makes it impossible to prove the most common form of racial discrimination—disparate impact. Most states either do not collect health status and health care data disaggregated by race; or the existing data collection does not allow for regularly collecting race data on provider and institutional behavior.  To fully understand the health status of all individuals, as well as to recognize the barriers they face in obtaining quality health care, it is important to collect the most complete data. Race Matters—because racism and racial discrimination matters.  Disaggregating data based on race is important because it helps make the impact of racism and racial discrimination visible, and thus allows us to address the root problem. 

Effective regulation of racial discrimination in health care will require that governments take a proactive role in uncovering where institutional racism exists. The actions that need to be considered include the routine and systematic collection of race, gender, and socioeconomic class data related to health status and health care. Such data should not be limited to census and vital statistics but should include data on access and quality (particularly service delivery, diagnosis and treatment, facility availability, provider availability, and other related health activities and services).  Such data should be publicly available to both researchers and patients.  Further, there needs to be recognition that traditional mechanisms of protecting individuals, such as “informed consent” and other bioethical concepts, are inadequate in the face of the racialized conduct of scientists, professionals, and other public figures on matters relating to scientific experiments, clinical trials, industrial products, and safety standards. 

IX. Implement policies, practices  and procedures that account for the intersection of gender and race; and consequently, the health care issues of women of African descent.

 
The unique experiences of women of African descent have been largely ignored by the health care system.  Black women share many of the problems experienced by Black men, and other women, as a whole.  However, race discrimination and sex discrimination often intersect to magnify the difficulties that Black women face in gaining equal access to quality health care. There are gender differences in medical use, provision of treatments, and inclusion in research. Furthermore, the difficulty Black women face accessing adequate health care, and all its components, is not limited to illnesses that affect both male and female populations. Rather, there is evidence that Black women often find it difficult to access quality health care related to gender-specific illnesses, such as breast cancer.  An additional symptom of gender bias in the health care system that can affect outcomes is the way in which Black women's medical concerns are not taken as seriously as Black men's and are often dismissed as the result of emotional distress or as a psychosomatic condition. Further, some Black  women's health issues, such as violence against women, have been largely ignored by the medical community, and seen primarily as a social issue and not necessarily a health issue.  Family planning is another area where public policy has had a negative impact on health status and life choices of Black women. Black women do not have equal access to preventive medicine or the full range of birth control available. Barriers include lack of family planning services or facilities in their communities; lack of coverage of certain services, medications or procedures by Medicaid or other publicly funded health insurance programs; and disproportionately higher prescription of medically risky or unnecessary procedures such as contraceptive implants or forced sterilization.  States need to implement standards and procedures that account for the intersection of gender and race; and consequently, the issues of women of African descent.

Conclusion 

Health care institutions have a social responsibility to identify and delineate all causes of disease and disability in a population, and then to mobilize the medical resources necessary to attack those causes. Since it has been shown that the health of people of African descent in the Americas and Europe is markedly lower than the dominant population, it necessarily follows that "this situation would have to be called, in part, a racist consequence of the actions and structure of those health institutions." 

No single approach will adequately address the multi-faceted problem of assuring access to quality health care for people of African descent. 
Independent of economics, race affects access to care and the type and quality of health care treatment received. Consequently, to improve the health of people of African descent in the Americas and in Europe, it is not sufficient merely to remove economic barriers to access. Health care institutions must be more than affordable—they must be available and just. 
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