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Healthcare disparities are among four Foundation Health Measures that are utilized to evaluate the progress of the Healthy individuals’ agenda to making progress in the nation’s healthcare. Healthcare and health disparities describe the differences in healthcare among population groups in terms of accessing quality care, health insurance, and coverage. Additionally, health disparities can occur across many dimensions such as age, socioeconomic levels, sexual orientation, disabilities, gender, race, ethnicity and location.  Disparities matters in healthcare because the group affected individuals are limited to access to quality healthcare than other groups which cause unnecessary cost. Therefore, addressing healthcare disparities is of great importance as the nation’s population is becoming more and more diverse. Currently, several groups are at risk of being uninsured, experience low-quality healthcare results and cannot access healthcare. However, the Affordable Care Act has assisted in reducing healthcare disparities by expanding its coverage to individuals of color and low socioeconomic status. Due to the increasing diversity in nations, ethnic and racial minorities occupying the lands are becoming more susceptible to racial and ethnic healthcare disparities receiving poor care compared to non-minorities. Therefore, physicians need to be culturally competent.
Sources of Racial and Ethnic Disparities
There are various sources that drive the said ethnic and racial disparities in Healthcare. Sources of racial disparities often are not only based on a dysfunctional healthcare system but also the community determinants such as income levels. Causes of racial disparities in healthcare include cultural barriers, stereotyping, insufficiency of access to healthcare providers, lack of adequate health insurance, and communication challenges (Ayanian et al., 2014).
Socioeconomic level is one of the sources of disparities in healthcare. Various racial disparities in the healthcare system are linked to income level experienced by the Hispanic and African-American groups. The racial and ethnic minorities are more probably to be employed in low-income jobs. Most of these low paying jobs are less likely to have inclusive health coverage packages. In addition, to low-income employment, the minorities also experience high levels of unemployment which is a hindrance to quality care. Moreover, people from low socioeconomic backgrounds have limited access to medical education such as the importance of health insurances, preventive measures for certain ailments or how to live a healthy life by consuming nutritious diets or engaging in physical activities. Living healthy requires one have a skillful health knowledge. In accordance to Talk Poverty research, 20-24 percentage of African Americans and Hispanic live in poverty which also limits access to education thus it is clear to observe poor healthcare outcomes for these races or other ethnic groups. According to Ayanian et al. (2014), financial status has an effect on healthcare results and these two are inseparable, inadequate resources among minorities make it difficult for them to afford healthcare. Mortality levels for cardiovascular disorders are greater for low income African- American individuals and other ethnic groups compared to middle or high-income individuals. Moreover, heart diseases rate in comfortable white women ins lower compared to middle-income African-American women.  
Stereotyping and implicit prejudice from healthcare providers is one cause of racial disparities. It has been identified that even when minorities have access to medical coverage, medical literacy and resources they still can be considered as subpar when compared to non-minorities in terms of healthcare levels. This difference in healthcare is as a result of racial/ethnic discrimination and bias against minorities in the health sector, this bias is unconscious (Chapman et al., 2013). Implicit racial bias influences and controls people’s perception with respects to members of different race and ethnicity. Thus a patient’s ethnicity and race can guide how medical professional perceive the patient’s they are taking care of. As a result, it impacts how critically concerns expressed by the patients are taken into consideration by the medical providers. In addition, some physicians may have negative preconceived views about patients of different ethnicity or races founded on stereotypes. Implicit prejudice results in a poor patient-physician relationship which limits the quality of care racial minorities access.
Health literacy also contributes to racial disparities in healthcare, it refers to the capability of people to obtain, understand and process principal health information. Health illiteracy is common among various races and is connected to racial minorities from low socioeconomic society.  It is evident racial minorities are less likely to be informed on various health issues and how to prevent contracting several diseases. As a result, majority of chronic ailments such as diabetics are common in African-Americans, Native-Americans and Hispanics. Racial disparities in education influence racial disparities in healthcare, this is because majority of ethnic minorities are low-income and cannot afford to educate their children (Williams & Wyatt, 2015). Educated individuals are less likely to engage in hazardous activities to their health.
The language barrier is one of the sources of racial disparities in Healthcare. Several Americans speak another language other than English and there are over 300 languages spoken. Communication is key for patient-physician relationship, hence when language is a challenge trust cannot be established and recommendations made the physicians may not be achieved. Patients with low English proficiency are more likely to receive unsatisfactory care. Ethnicity contributes to language barriers when seeking medical care. Communities that do not speak fluent English receive unequal health care to compared to communities with high English proficiency. Racial healthcare disparities will occur when the physician is unable to communicate the patient especially when an interpreter is not available which will yield lower outcomes creating a patient’s mistrust to the health system (Williams & Wyatt, 2015).
Inadequate access to medical insurance can influence disparities in the health system. Health coverage can be accessed through employment or Medicare or Medicaid programs. However, many citizens, especially of color, have limited access to health insurance mostly due to lack of healthcare access. Hence, they are unable to enjoy the benefits of insurance programs, even when racial minorities access employment, the percentage of insured individuals is normally low. Even in an insured community’s ethnic and racial minorities fare worse than white individuals when it comes to accessing medical care. According to Collins et al. (2015), inability to attain medical insurance among the ethnic minority groups result in postponing access to healthcare when required which results in high mortality levels in these groups. Also, racial minorities are less probable to purchase additional Medicare coverage. Majority of the ethnic and racial groups are eligible for public coverage but many are not enrolled because of enrollment complexities or limited English proficiency. 
Cultural barriers are connected to health disparities when racial and ethnic groups feel disconnected in health decisions making. It occurs when they do not receive adequate information from medical providers and beliefs that physicians are unaware of alternative medical care in their communities (Ahmed et al., 2013). When physicians become absorbed to biomedicine and are unable to relate to individuals with alternative cultural medication a dehumanizing effect occurs in both patients and physicians. Thus the disjointed nature of the American health system influences racial and ethnic healthcare disparities. In addition, there is less medical representation of racial minorities in the healthcare system. Ethnic minorities normally articulate high levels of satisfaction when attended to a medical provider of same ethnicity or race.
Effects of Racial and Ethnic Disparities in Healthcare System
Racial disparities effects are poor quality medical care and limited access to preventive services (Chapman et al, 2013). Even when neighborhood and income are not a challenge, care among racial minority is poor compared to non-minority groups. Consequently, this contributes to an increased mortality rate among these ethnic groups. Poor communication from physicians also contributes to low-quality care. Additionally, racial disparities result in reduced trust in the healthcare system when cultural medication of racial minorities are disregarded, when medical staff is rude and insensitive to their beliefs, implicit bias towards patients of color or poor support while dealing with complications. Another effect is the low satisfaction of health services by patients, this is a result of the poor relationship between physicians and their patients. When medical staffs are not culturally sensitive their patients are less likely to satisfied by care provided. Moreover, racial disparities influence physicians and the patient's perception of each other
Principles for Understanding Healthcare Disparities
The first principle is racial and ethnic minority groups associated with several aspects of social shortcomings which influence health care results. Such social shortcomings include poverty, limited education, housing segregation, high levels of unemployment, low English proficiency and health illiteracy. Accumulation of these disadvantages results in poor health results and life expectancies. Additionally, these social shortcomings may misperceive the relationship between quality of health care results and welfare net healthcare establishments. The second principle is that health disparities develop from the insufficient response of health system to needs of minority groups (Ahmed et al, 2013). Also, health care inequalities represent failure at multiple correlated levels such as physician behavior, health care system, care process, policies and teamwork among medical providers. However, impartiality in the medical care system ensures all needs patients from different backgrounds are attended taking into consideration the clients’ preferences and cultural view, as a result, genuine health care is offered.
Third principle is social shortcomings are related to poor health care access and unaffordability. Being underinsured, or uninsured care is associated with social disadvantages. Moreover, geographical hindrance also limits access to medical care where in most rural areas few healthcare facilities have been constructed, some clinician practices do not accept Medicaid coverages (Ayanian et al., 2014). The fourth principle is pressures on physicians and patients on decision making impacts health disparities. This is because healthcare is generally mounted on a chain of choices patients and clinicians make. Decision making is pressured by the availability of resources, context and affordability. For instance, a medical provider may not refer a client that lacks medical coverage for specialty consultation.
Fifth principle is that difference within and between clinicians, geographical area and healthcare institution contribute to disparities. Residential discrimination based on race and socioeconomic status disadvantages individuals at different levels (Chapman et al., 2013). Few hospitals, increased medical needs and inadequate resources increase societal disadvantage effects and cause health care inequalities. States also vary in the care offered to minority groups. Segregation of private patients and clinic recommend an implicit assessment of the likelihood of development bias among clinicians, trainees and medical staff. Another principle is biased results in healthcare disparities, cognitive prejudice impacts decision making and ethnic and racial bias is a form of insidious prejudice which causes discriminatory actions. Implicit prejudice affects policies, resource allocation, individual behavior and legislation in hospitals. Physician behavior may alleviate implicit bias if care is routinized. However, in making the complex judgment that includes trust and uncertainty in patients’ medical reports, clinicians may exhibit racial bias in decisions made and information delivered to minorities. Bias has also is seen during low patient involved communication and limited involvement in minority groups in decision making. Lastly, bias may also be transferred to medical students when stereotypical comments are made by faculty.
An additional principle is health care inequalities can be effectively addressed this is because health disparities are not permanent and progress from disparities is possible. For example, racial disparities elimination in kidney transplant among Medicare-insured patients has been accomplished. Elimination of these disparities can be achieved by developing appropriate strategies based on the system, these intervention strategies may involve community participation and iterative methods. According to Chapman et al. (2013), regular monitoring of the healthcare system and disparities as an aspect of the institution’s IQ, monitoring will involve the standard collection of patients’ ethnicity and race information in relation to quality quantity. Another means to lessen disparities is by developing ways that ensure sustainability of interventions made, this will depend on feasibility, acceptability, cost and adoption of interventions, and integration of intervention in routine health care. Also, implementation, evaluation and modification of interventions are necessary as well as utilization of IQ to identify disparities in healthcare. Teams involved should be technically relevant, involve patients opinion and cultural expertise.
Emerging Trends

Affordable Care Act has helped in lessening health care disparities, Medicaid has expanded its reach to low income communities. Racial and ethnic disparities have reduced healthcare disparities. Low socioeconomic homes can access health insurance. One of the emerging trends includes the polarization in the race, political ideology, community attitudes and ethnicity toward the Affordable Care Act. Medicaid spreading out to rural regions and resource allocation will improve equity in health care (Glance et al., 2013).
Another emerging trend is the growth of healthcare expenses especially medication, which impacts healthcare disparities. According to Lipska et al. (2014), the fact that Affordable Care enhances healthcare access by low socioeconomic communities, it also institutionalizes levels of medical insurance that is platinum, gold, silver or bronze. Therefore, these levels indicate that low socioeconomic families that select lower levels of insurance will still encounter the high medical costs. The case of increasing acceptance of high deductible health coverage by employers, employees from such workplace will experience the same effects. Nuanced strategies are needed to respond to health disparities based on cost, it may include a reduction of expenses for medication and health care.
The third emerging trend is introduction of advanced medical care delivery systems that enhance patients health and quality of care. According to Glance et al. (2013), bundled payment approaches provide a potential for a healthcare organization that is more likely to respond to minorities needs and enhances equity in health systems. Hence, disparities can be eliminated when fairness is practiced. Affordable Care organization population emphasize develops an incentive for responding to social determinants of healthcare via collaboration with community-based institutions. However, the success of ACO depends on the establishment's priority in eliminating disparities and supporting impartial results.
An additional trend is a developing recognition of the importance of communities and patients participation as equal partners in advancing medical care. Multilevel approaches are required to respond to intricate care procedures and patients health outcomes. Therefore, healthcare organization, communities and patients participation is necessary to take action on health disparities contributors, ensure patients’ opinions are addressed and cultural sensitivity is established (Lipska et al., 2014). When patients opinions are respected it can assist in minimizing disparities and creation of responsive systems. Engagement of community includes enhancing cultural diversity in health institutions from executive levels to the other lower levels.
Recommendation to Eradicate Racial and Ethnic Healthcare Disparities

The first recommendation is emphasizing on the need for clinicians to be culturally competent. Our society is increasingly becoming ethnically and racially diverse hence cultural language and information should be known by physicians to better communicate with patients and reduce the level of implicit bias. Cultural competent health care ensures the clients receive quality care despite their races, age, ethnicity and improve patient-doctor relationship as well as develop trust between each other (Sanchez et al., 2015). Health care system to emphasize that physicians are understandable, effective and respectful to patients. Also, the hospital staff should be diverse to represent the minorities.
An additional recommendation is health literacy among the racial minorities, in this education importance of healthcare insurance should be focused on. Physicians should assist their patients in understanding prescription as well as observing to a medical recommendation by asking patients to exhibit what they will use medical regimen and explain prescription in their own terms based on understanding gained. Also, utilization of illustration, simple language and face to face communication can greatly improve health literacy. In addition to educating on the significance of health, insurance it should also be expanded to reach more citizens which will improve the health status of the minorities. According to Sanchez et al (2015), available health coverages should be maintained and approaches to expand insurance for uninsured individuals. Moreover, physicians should be educated on racial and ethnic disparities which may help in eliminating implicit bais while serving diverse patients. In addition, assessment on disparities should be done and quality data gathered which will be helpful in evaluating the rate of disparities in the system. Other factors that contribute to racial disparities outside the system should be addressed. To enhance this knowledge will require financing surveys to access information to minority groups that have not been sampled.
Increasing the number of medical providers in underserved societies. Increasing number of physician should also ensure minority groups are represented in the medical workforce. Majority of minority medical professionals are most likely to serve in the underserved or minority region. This may help in enhancing communication and most racial minorities may feel comfortable and articulate great satisfaction from providers of the same group (Chin et al., 2012). Therefore, the diverse group will improve access and obedience to medical treatment orders.
In conclusion, racial and ethnic disparities in healthcare system and quality services received reflects on the connection between social shortcomings and response of the health system to various needs of racial minorities. However, the process of eliminating healthcare disparities has been slow, lately, evidence indicates health disparities can be addressed successfully. Moreover, principles for comprehending inequalities are helpful in developing interventions that will assist in the elimination of disparities. Elimination of disparities will require the engagement of communities, healthcare organization and patients. Finally, it will require the establishment of equity through expanded healthcare coverage and investment of resources.
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