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Medicare Urged to Help Reduce Health Disparities
B Y  A L I C I A  A U LT

Associate  Editor,  Practice  Trends

WA S H I N G T O N —  As one of the biggest
and most influential payers in medicine,
Medicare should use its clout to help reduce
and eliminate the disparities in care for
racial and ethnic minorities, according to a
report from an independent panel of the
National Academy of Social Insurance.

The report, along with an updated sur-
vey on health plans’ progress in identifying

disparities, was released at a press briefing
sponsored by the journal Health Affairs.
NASI, a Washington-based nonprofit or-
ganization of experts in Social Security,
Medicare, and social insurance, made 17
recommendations on how Medicare can
improve quality of, and access to care for
minorities, educate health care providers in
cultural competence, and hold them ac-
countable for reducing disparities.

About 9 million of Medicare’s 42 million
beneficiaries are minorities who general-

ly are in poorer health, according to NASI.
For example, more black Medicare bene-
ficiaries than white beneficiaries have di-
abetes, 30% and 18%, respectively.

Medicare is uniquely positioned to in-
fluence practice patterns, and has a duty to
ensure that its recipients get care on a fair
and equitable basis, said Bruce C. Vladeck,
Ph.D., chairman of the NASI panel and In-
terim President of the University of Med-
icine and Dentistry of New Jersey, Newark.

NASI’s report was funded by the Robert

Wood Johnson Foundation, the California
Endowment, and the Joint Center for Po-
litical and Economic Studies. The panel
suggested the federal government start ad-
dressing gaps in care by creating incentives
to improve quality. Incentives should be
carefully structured to avoid exacerbating
disparities, however, said Mr. Vladeck. 

To increase access, Medicare should en-
sure minorities are enrolled in Medicare
supplemental insurance—or Medigap—
plans, said the report. Health systems
should increase the number of minority
providers and staff, and enhance cultural
competence training. Providers should col-
lect data that will help identify minorities
and assess their special needs.

Health plans already collect such data,
according to Karen Ignani, president and
CEO of America’s Health Insurance Plans.
AHIP, with funding from the Robert
Wood Johnson Foundation, queried 260
plans on how and why they collect data on
minority enrollees. According to the re-
sponses—from 156 plans, covering 87 mil-
lion people—there has been a 500% in-
crease in data collection since a previous
query in 2001, said Ms. Ignani.

Overall, 58.2 million of the 87 million
enrollees are in plans that collect race and
ethnicity data. Medicare and Medicaid
plans were most likely to collect that data.
Race and ethnicity data were collected on
94% of enrollees in Medicare and Medic-
aide plans, compared with 63% of en-
rollees in commercial plans.

The top three reasons for collecting the
data were to support language and cul-
turally appropriate communications to
enrollees, to identify racial and ethnic dis-
parities in health care, and to implement
or strengthen quality improvement ef-
forts, according to the AHIP report. Com-
mercial plans also say they use the data to
conduct research and to identify patients
with risk factors for some diseases.

Although more plans are collecting data,
“we think we have much more to do,” Ms.
Ignani said, adding that with more data,
health insurers can focus on how to elim-
inate disparities.

But barriers to data collection exist. Six
states—California, Maryland, New Hamp-
shire, New Jersey, New York, and Penn-
sylvania—have laws or rules that prevent
insurers from collecting race and ethnici-
ty data, although only as part of an appli-
cation process. However, those laws have
led to the mistaken perception that any
data collection is illegal, said Ms. Ignani.

Title VI of the federal 1964 Civil Rights
Act prohibits discrimination on racial or
ethnic grounds, which has led to concern
that data collection might be seen as illegal.

But a June 2006 analysis by the George
Washington University School of Public
Health and Health Services found not only
is it legal for insurers to collect and report
health quality data by race and ethnicity,
but it might be seen as proof of complying
with Title VI when it is used to improve
quality of care. The researchers asked the
Department of Health and Human Ser-
vices’ Office of Civil Rights to issue guid-
ance on this, but have received no response,
said Sara Rosenbaum, chairman of the
university’s health policy department. ■

Pages 54a—54d�


