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Comparative Effectiveness Research: 
A Potential Tool for Reducing Health Care Disparities 

As the national debate on health reform heats up, one topic that has generated controversy is 
comparative effectiveness research. Comparative effectiveness research will be used to help 
providers and patients make more informed treatment decisions. But critics claim that it will 
be used to ration care, putting bureaucrats between doctors and patients.1 This is not true. If done 
right, comparative effectiveness research can equip health care providers with the latest information 
available on what treatments work best and are the safest. It can also provide patients with access 
to the same information in an easily understood format. Together, informed doctors and empowered 
patients can develop the best course of treatment.

With this new body of research comes the potential to do something else that’s very important—
close gaps in health care quality. Research has shown that racial and ethnic minorities receive 
lower-quality health care than their white counterparts, even when they are insured and have 
similar incomes. This fact sheet looks at comparative effectiveness research and its potential for 
reducing health care disparities.

What Are Disparities in Health Care Quality?
Racial and ethnic minorities are more likely to receive lower-quality care (such as fewer  �

screenings, preventive services, referrals, and less timely care)2 regardless of where they 
live, their income, or their insurance status. Millions often receive worse care simply because 
of their race or ethnicity. To learn more about disparities in health care quality, see the 
textbox, “A Look at Racial and Ethnic Disparities in Health Care Quality,” on page 3.

As a result of receiving lower-quality care, racial and ethnic minorities have worse health. � 3 

While the effort to reduce racial disparities in health must be comprehensive, one part of  �

the solution is to give doctors and patients the best treatment information available so 
they can make the most informed health care decisions possible.

What Is Comparative Effectiveness Research?
Comparative effectiveness research determines which medical services, drugs, therapies,  �

devices, and procedures work best. This research helps doctors and patients think together 
about treatment options and decisions. 

In February, the economic stimulus bill (the American Recovery and Reinvestment Act, or  �

ARRA) provided $1.1 billion for comparative effectiveness research. 

As part of health care reform, congressional committees have drafted legislation that  �

includes comparative effectiveness research efforts and other measures that are designed 
to improve quality. 
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How Can Comparative Effectiveness Research Reduce Disparities?
Before we can improve quality, we need to improve our research. Comparative effectiveness research 
has several parts to it, such as gathering population samples; testing treatments; collecting and 
analyzing data; and reporting findings to providers, patients, and communities. Steps must be 
taken to make sure the research is done well, and that it is made accessible to providers and pa-
tients. To get the most use out of comparative effectiveness research, it will be important to do the 
following:

Improve inclusion criteria in studies:  � Studies must have samples (groups of people) that 
reflect the diversity of the U.S. population, and this can be accomplished by oversampling 
among communities of color. Historically, data collection has focused primarily on differ-
ences between African Americans and whites. Data categories should reflect the diversity 
of our nation and also include American Indian/Alaska Native, Asian, Hispanic/Latino, and 
Native Hawaiian and Other Pacific Islander populations. It’s also important to note that sub-
population differences exist within these broad racial and ethnic groups. For example, one 
study found that Vietnamese men in California have the highest incidence and death 
rate from liver cancer compared to men in other Asian subpopulations, such as Filipino, 
Korean, and Japanese.4 Researchers should analyze subpopulation differences whenever 
possible.

Recruit and do outreach to communities of color: �  Studies often neglect or fail to recruit 
minority communities. This is due to several factors, including lack of trust among potential 
participants and lack of access to certain populations. Coordinating with community 
organizations, health advocacy groups, and other trusted sources is one way to effectively 
reach communities of color.

Take into account multiple chronic illnesses: �  Racial and ethnic minorities are more likely 
than whites to have multiple chronic illnesses such as diabetes, high blood pressure, and 
high cholesterol. Studies must examine how one intervention for a certain chronic illness 
affects patients with additional chronic illnesses. 

Evaluate the effect of interventions in the context of communities: �  If possible, clinical 
trials should examine the effectiveness of interventions within a social context—where 
people live, work, and play. Communities of color are more likely to encounter structural 
barriers to good health, such as substandard housing; transportation difficulty; low job 
availability; less access to education; and limited geographic access to fresh, healthy foods 
and medical providers. The community environment may have adverse effects on health, 
and clinical studies must take this into account.

Make research useful to communities of color:  � Once educational materials are developed 
for consumers, there must be a high priority on translating research findings into culturally, 
socially, linguistically, and generation-appropriate tools. 
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A Look at Racial and Ethnic Disparities in Health Care Quality 

Each year, the Agency for Health Care Research and Quality releases reports that document 
our nation’s progress toward improving quality of care and reducing disparities. The 
2008 National Healthcare Disparities report evaluated care across a range of measures 
(such as referrals and preventive screenings) that are known to keep people in good 
health. In addition, other studies have identified disparities in the use of specific medical 
procedures and in patient-provider interactions. 

While the overall population might not always receive the best care,5 low-quality care is an 
especially serious problem among minority populations. The evidence of the health care 
disparities facing racial and ethnic groups is overwhelming. For example, when compared 
with the quality of care that whites receive:

African Americans  � are more likely to be hospitalized for diabetes-related compli-
cations. They are also less likely to receive timely care for an illness or injury. 6

American Indians and Alaska Natives �  are less likely to receive recommended 
care for heart failure and pneumonia. In addition, pregnant American Indian 
and Alaskan Native women are less likely to receive prenatal care in the first 
trimester.7

Asians  � are less likely to receive timely care for an illness or injury, and they are 
less likely to receive appropriate timing of post-surgical antibiotics.8

Hispanics or Latinos  � are less likely to receive recommended hospital care for a 
heart attack. In addition, pregnant Hispanic women are less likely to receive pre-
natal care in their first trimester.9 

Other research shows that disparities exist in physicians’ perceptions of patients and in 
patients’ satisfaction with their health care visits. Research suggests that the quality 
of interaction in the patient-provider relationship may be compromised simply because 
of the patients’ race or ethnicity. For example, the studies have shown that disparities 
exist:

In specific medical procedures:  � One study found that physicians had an implicit bias, 
seeing African Americans as less cooperative with medical procedures for breaking 
blood clots and less cooperative generally when compared with whites.10

In communication with doctors:  � Another study found whites reported better quality 
of care for factors such as “the doctor listened to everything I had to say” and “I 
was involved in decisions as much as I wanted” during their latest physician 
interaction when compared with African Americans, Hispanics, and Asians.11 
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