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Objectives:

• Define Healthcare Disparities and factors that influence 
it.

• Explore the history of disproportionate care in medicine 
and give examples of current disparities in Healthcare.

• Identify the role implicit and unconscious bias plays as it 
relates to Healthcare.

• Discover how we as Rehab professional can identify and 
help to close those disparities for the underserved.



Definitions



Definitions

• Healthcare Disparities: The differences between groups in 

health insurance coverage, access to and use of care, and quality of 

care.
1

– Kaiser Family Foundation

• Health Disparities: Health disparities are preventable 

differences in the burden of disease, injury, violence, or in 

opportunities to achieve optimal health experienced by social, racial, 

ethnic, economically, geographically, and environmentally 

disadvantaged population groups, and communities.2
– Center for Disease Control



Definitions cont.

• Social Determinants of Health (SDoH):3 are the 

conditions in the environments where people are born, live, learn, 

work, play, worship, and age that affect a wide range of health, 

functioning, and quality-of-life outcomes and risks.

• Influenced by forces and systems which include economic 
policies and systems, development agendas, social norms, social 
policies, racism, climate change, and political systems.

– U.S. Department for Health & Human Services
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Historical Perspective and 

Origins of  Healthcare Disparity



Historical Origins of  bias in Western & U.S 

Healthcare and Health Systems4

• Mesopotamia and Egypt (4000 B.C.)
▪ Based on slavery and class

• Greco-Roman(500 B.C.)
▪ Plato, Aristotle-”Fathers of modern science and medicine”

▪ Hippocratic Tradition

▪ Galen of Pergomen

▪ Structural systems based on “ranking” race (Blacks and Asians), slavery 

and class with emphasis on black inferiority clinically, psychologically 

and intellectually.



Historical Origins of  bias in Western & U.S 

Healthcare and Health Systems4

• Middle Ages (500-1130 A.D.)
▪ Collapse of Roman Empire

▪ Influence of Christian Monks and Arab scholars

▪ Increase in Anti-black sentiment (war between white Christians vs. African 
Moors)

▪ Inequities based on race, class, slavery, ethnicity

The Renaissance Period (14th and 16th centuries)
▪ Royal, Aristocratic, Health related enterprise (Medical schools, hospitals)

▪ Mediterranean and Atlantic slave trades; Moslem-African vs. Christian European 
wars

▪ Non-whites as inferior; justification for slavery



Historical Origins of  bias in Western & U.S 

Healthcare and Health Systems4

• The Age of Science and Enlightenment (1600-1800)
▪ Use of skin color (white male superiority); elite and wealthy

▪ Slave trade (Africans/Native Americans)

▪ Poor living conditions, new diseases, brutality, high mortality          
rates.

▪ Blacks over-utilized for used for surgical, medical        
demonstrations and dissections.

▪ Bias based on race, class, and puritan-oriented morality



Historical Origins of  bias in Western & U.S 

Healthcare and Health Systems4

• Colonial, Republican, Jacksonian, and 

Antebellum Periods (1619-1861)
– Darwinism

– Rise in modern biology and anthropology

– Healthcare equity based on racial hierarchies and biological 

determinants with blacks, other non-whites and women in the 

lower echelon.



Historical Origins of  bias in Western & U.S Healthcare 

and Health Systems4

• The Civil War

▪ Non-military population: based on hierarchical care, race, gender, 

moral judgments and class

▪ Black union soldiers received substandard care, high mortality 

rates and poor health outcomes.

▪ Major shortages of health providers and resources



Historical Origins of  bias in Western & U.S 

Healthcare and Health Systems4

Reconstruction, Gilded Age, “Progressive” Era
▪ Epidemics, homelessness, economic sanitation conditions and 

abandonment of the medical facilities and personnel willing to serve the 

Freedman, threatened the entire Black population.

▪ Emergency Measures placed (economy/capitalism) which led to 

opening of African-American hospitals, clinics, medical schools.

▪ Separate but Equal health care

▪ Inequities based on race and class



Historical Origins of  bias in Western & U.S 

Healthcare and Health Systems4

• Early 20th Century
▪ Darwinism; IQ testing

▪ Imminent extinction of inferior “races” which includes blacks, Jews, Irish, 

criminals, the poor and the insane.

▪ Good breeding and sterilization of the “unfit”

▪ Immigrants/Industrial capitalism (Irish, Eastern European Jews, 

Chinese, Mexican, Japanese).

▪ Disparities in health based on race, ethnicity, gender, class, social 

status, moral code, mentally challenged.



Historical Origins of  bias in Western & U.S 

Healthcare and Health Systems4

• The Great Depression & World War II
▪ Disruption in the health system

▪ More governmental involvement in healthcare

▪ Segregation

Pre-Civil Rights Movement (1957-1965)

▪ 1964 Courts outlawed governmental hospital segregation

▪ 1965 Passage of Medicare and Medicaid Legislation

▪ Increase in desegregation lawsuits against hospitals and medical      
schools

▪ Urgency of scientific advances led to unethical experimentation.



Historical Origins of  bias in Western & U.S 

Healthcare and Health Systems4

• Civil Rights Era (1965-1980)
▪ Dramatic improvements in health outcomes, status, access and quality of 

care

▪ Affirmative action increased minority representation

▪ Opposition to Medicare/Medicaid; institutionalized discrimination against 
blacks, ethnic minorities and the poor.

Retrenchment Era (1980-1992)
▪ Unaddressed ethnic, racial, class, gender, cultural segregation; cuts in 

public funding; increase in numbers of uninsured; inflation; professional 
inequities; unethical experimentation/treatment.



Historical Origins of  bias in Western & U.S 

Healthcare and Health Systems4

• Healthcare Reform & Corporate Takeover (1995-2001)
▪ Insurance company/Managed care

▪ Selective lock out of black, the poor and the providers that care for 

them.

▪ Disparities in healthcare remain based on race, ethnicity and class.



Healthcare Disparities in the U.S. 

has a systemic root dating back > 

2,000 years and has affected may 

disadvantaged segments of the 

population.



Past, Present, Future

• PBS Series: “Origin of Everything”

“Health Disparities in the Black Community: Past 

and Present”- 11/13/2020

https://www.pbs.org/video/health-disparities-in-the-black-community-past-present-uzj0ts/



Systemic Cause & Effect5

• Mistrust in the medical profession and 

“Generational” scarring

• Lack of representation in ethical clinical trials

• Access to/offering of medical intervention for similar 

diagnosis

• Compliance with medical intervention and treatment

• Lack of representation in the medical profession



Examples of  Current research and 

its Healthcare Implications



“Diversity and Inclusion in Quality Patient Care: Your Story/Our 

Story-A Case-Based Compendium”6

People with Disabilities or those who require accommodations to access health care, medical 

information, or medical education:

• Disproportionate or reduced appointment availability

• Lack of accessible transportation

• Lack of timely transportation

• Increased cost and insurance barriers

• Inadequate/poor physician-patient communication 

-leads to healthcare misconceptions

• Poor health literacy

• Negative attitudes, lace of respect and discrimination

















NARROWING THE GAP IN 

HEALTHCARE DISPARITIES AND 

OUR ROLE AS REHAB 

PROFESSIONALS



“Healthy People 2030”3

Data-driven national objectives in five key areas of SDOH: 

healthcare access and quality, education access and quality, social 

and community context, economic stability, and neighborhood and 

built environment. Some examples of SDOH included in Healthy 

People 2030 are safe housing, transportation, and neighborhoods; 

polluted air and water; and access to nutritious foods and physical 

health opportunities.

https://health.gov/healthypeople/priority-areas/social-determinants-health


• Our Pledge7

• We honor the dignity and worth of each person.

• We believe our first responsibility is to the patients we serve. We respect the physical, emotional and spiritual needs 
of our patients and find that compassion is essential to fostering healing and wholeness.

• We believe our patients and their families deserve the best possible healthcare experience. We are committed to 
the pursuit of excellence in all that we do. Teaching and learning are fundamental in our efforts.

• We believe we are accountable to our communities for our stewardship. We have a special concern for the poor, 
and are committed to making quality healthcare available to all. Our decisions will serve our communities in the 
present and preserve our mission into the future.

• We believe our actions and decisions must reflect a faithful balance of our core values. We will act with absolute 
integrity and expect the same of those who work with us.

• We believe our people are the source of our success. Our organization must reflect the rich diversity of our 
communities. We will respect, embrace and derive strength from our differences. We are committed to providing a 
work environment that enables our employees to fulfill their professional, family and community responsibilities.

• We believe that spiritual diversity within our organization must be respected and celebrated. Our relationship with 
the United Methodist Church grounds us in a strong moral and ethical foundation. Throughout the organization, we 
exist to serve others.

• Our every action must advance our mission: To improve the health of those we serve.



OhioHealth Vision Statement7



• 8Mission Statement: “Building a community that advances the profession of 

physical therapy to improve the health of society.”

• Vision Statement: “Transforming society by optimizing movement to improve the 

human experience.”

Guiding principles to achieve the vision:

Identity Innovation

Quality Consumer-centricity

Collaboration Access/Equity

Value Advocacy



9VISION Statement: Making effective communication, a human right, 
accessible and achievable for all.

MISSION Statement: Empowering and supporting audiologists, speech-
language pathologists, and speech, language, and hearing scientists through 
advancing science, setting standards, fostering excellence in professional practice, 
and advocating for members and those they serve.

CORE VALUES:

Excellence Integrity

Diversity Commitment

Research-Based Member-centric

Responsive



Vision 202510

As an inclusive profession, occupational therapy 

maximizes heath, well-being, and quality of life for 

all people, populations, and communities through 

effective solutions that facilitate participation in 

everyday living. 



NATIONAL CULTURALLY AND 

LINGUISTICALLY APPROPRIATE SERVICES 

STANDARDS (CLAS)11

• First published in 2000 by The Office of Minority Health of the U.S. Department of 

Health & Human Services

• 2013 Updated version called Enhanced National CLAS Standards

• National CLAS Standards are intended to advance health equity, improve quality, and 

help eliminate health care disparities by providing a blueprint for individuals and 

health and health care organizations to implement culturally and linguistically 

appropriate services.





Impact of  Rehab Services

• SEEKING

• BUILDING

• LAUNCHING

• ENGAGING



SEEKING

Inward and Outward
• Identification of a Problem

▪ Implicit/Unconscious Bias

▪ Implicit Association Test (IAT)

▪ Perspective-taking: cognitive component of empathy12

▪ Emotional regulation skills: positive emotions during patient                    
interactions

▪ Partnership-building skills: create partnerships with patient; 
“same team” working towards a common goal.

▪ Diversity, Equity and Inclusion Programs



Implicit Association Test (IAT)13

• Computer based test developed by researchers at Harvard 

University, the University of Washington and the University of 

Virginia. 

• The Implicit Association Test (IAT) measures the strength of 

associations between concepts and evaluations or stereotypes to 

reveal an individual’s hidden or subconscious biases. 

• https://implicit.harvard.edu/implicit/



Types of Implicit Association Tests13

• Native American (‘Native-White American 
last name recognition)

• Gender-Career (Link between 
Family/females; Career/males)

• Gender-Science (Link between Liberal 
Arts/females; science/males)

• Weapons (‘Weapons-Harmless Objects’-
White and Black faces and images of 
weapons/harmless objects)

• Presidents (Presidential popularity)

• Race (‘Black-White’ preference)

• Skin-tone (‘Light Skin-Dark Skin 
preference)

• Sexuality (‘Gay-Straight preferences

• Arab-Muslim (‘Arab Muslim-Other People’-
distinguish names Arab-Muslim names vs. 
other nationalities/religions)

• Weight (‘Fat-Thin’ preferences)

• Asian American (‘Asian-European 
American images, American vs. Foreign 
places)

• Age (‘Young-Old’ preferences)

• Religion (‘Religion’-religious terms

• Transgender (‘Transgender People-
Cisgender People’-distinguish celebrities

• Disability (‘Physically Disabled-Physically 
Abled’-recognizing figures representing this 
population) 









“Health-care providers recognize that removing bias 

and understanding the cultural patterns of patients 

not only creates greater equity but also creates 

greater patient health outcomes. Educational 

institutions know that a diverse student body creates 

a better scholastic experience for their learners and 

that the quality of teaching improves when teachers 

demonstrate more inclusivity and less bias.”14





BUILDING

• Restore, Rebuild, Repair

– Which aspect of disparities in Healthcare will you 

target?

• Foundational targets 

• Access to care based on a particular 

diagnosis/condition

• Misrepresentation of certain group(s) in medicine



Building cont.

• Building Highly Effective Relationships15

– People who feel respected, included and valued are 
able to contribute their best

– Cultivation Connections
• Market your profession and its mission and values

• Utilize the intellectual and interpersonal approach of empathy 
and curiosity

• Get to know the client (inward and outward) which will help to 
dispel biases.



LAUNCHING

▪ Market your target audience and increase 

awareness in your communities and spheres of 

influence.

▪ Collaboration with other health care providers, 

disciplines, agencies and organizations that 

serve your targeted audience.

▪ Provide Educational and Training Opportunities



Engaging

▪ Build Trust 

▪ Develop Programs that demonstrates commitment and 

growth.          

▪ Evidence-Based Practice

▪ Utilize Creative Treatment and Educational opportunities 

and Resources

▪ Outreach: “Coming to” vs. “Going out”



Build upon a Foundation16

• Early assessment using formal diagnostic tools to identify specific 

speech and language delays and disorders.

• Assure that these efforts are sensitive to needs of cultural and 

language minorities

• Improve access to services for the most vulnerable population 

(Minorities, hearing impaired)

• Involvement in literacy programs for children and adults
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