
ASHP Statement on Racial and Ethnic  
Disparities in Health Care

Position

Health disparities continue to be a major public health prob-
lem confronting the U.S. health care system. These dispari-
ties arise from a complex set of factors, including social 
and economic inequality, cultural and linguistic barriers, 
and persistent racial and ethnic discrimination. Evidence 
continues to emerge, however, that some health dispari-
ties are attributable to differences in the quality of health 
care provided to different racial and ethnic groups. The 
American Society of Health-System Pharmacists (ASHP) 
believes that all patients, regardless of race, ethnicity, sex, 
age, sexual orientation, religion, physical or mental dis-
ability (or impairment), education, socioeconomic status, 
diagnosis, or limitations in access, have the right to high-
quality health care that reflects knowledge of, sensitivity 
to, and respect for their differences.

Pharmacists who practice in hospitals and health sys-
tems (“health-system pharmacists”), working individually 
and in coordination with interested organizations and other 
health care professionals, can play a leading role in build-
ing culturally competent systems of care to reduce racial and 
ethnic disparities in health care by

• Increasing awareness of these disparities among health 
care providers, health-system administrators, legisla-
tors, regulators, third-party payers, and the public.

• Promoting a more diverse and culturally competent 
health care work force and environment.

• Ensuring effective communication with patients and 
among providers.

• Fostering consistent use of multidisciplinary teams 
and evidence-based guidelines for patient care.

• Collecting and reporting data on health care access, 
utilization, and outcomes by racial and ethnic minori-
ties and measuring progress toward reducing health 
care disparities.

• Researching, identifying, and disseminating best prac-
tices for providing culturally competent care and re-
ducing disparities in health care.

Background

The Institute of Medicine (IOM) defines racial and ethnic 
disparities in health care as “racial or ethnic differences in 
the quality of healthcare that are not due to access-related 
factors or clinical needs, preferences, and appropriateness 
of intervention.”1 IOM states that “evidence of racial and 
ethnic disparities in healthcare is . . . remarkably consistent 
across a range of illnesses and healthcare services.” More 
than 600 articles documenting racial or ethnic variations in 
health care have been published in the past three decades.2 
With the majority of U.S. population growth between now 
and 2050 expected to come from racial and ethnic minor-
ity Americans and immigrants, our health care system must 
soon learn how to address the effects that race and ethnicity 
can have on health care. Eliminating health disparities is so 

important that it is one of only two overarching goals for the 
Healthy People 2010 objectives.3

Culture has been defined by IOM as “the accumulated 
store of shared values, ideas (attitudes, beliefs, values, and 
norms), understandings, symbols, material products, and 
practices of a group of people.”1 Ethnicity refers to “a shared 
culture and way of life, especially as reflected in language, 
folkways, religious and other institutional forms, material 
culture such as clothing and food, and cultural products such 
as music, literature, and art.” 1 An ethnic group is a collection 
of people “socially distinguished or set apart, by others or by 
itself, primarily on the basis of cultural or national-origin 
characteristics.”1 Like ethnicity, race has been described as 
a sociocultural concept used to distinguish groups of people 
(in this case, those who share certain physical characteris-
tics) and treat them differently.

ASHP recognizes the need to address all forms of 
health disparities and believes that health-system pharma-
cists can take an important step in addressing these broader 
disparities by assuming a leadership role in the national cam-
paign to eliminate racial and ethnic disparities in health care. 
Health-system pharmacists, like other health profession-
als, have espoused a tradition of nondiscriminatory health 
care practice.4,5 Because medication therapy management is 
central to many of the health disparities cited by IOM (e.g., 
treatment for pain, HIV infection, diabetes, end-stage renal 
disease, kidney transplantation),1 health-system pharmacists 
have opportunities to directly address these disparities. As 
health-system administrators and members of multidisci-
plinary health care teams, health-system pharmacists have 
an important role to play in implementing the institutional 
changes necessary to eliminate racial and ethnic disparities 
in health care. ASHP believes that health-system pharma-
cists have a professional and moral responsibility to address 
racial and ethnic disparities in health care.

General Principles

The following three principles should guide the actions of 
health-system pharmacists in efforts to eliminate racial and 
ethnic disparities in health care: (1) all patients have the right 
to high-quality care, (2) medication-use practices should re-
flect knowledge of, sensitivity to, and respect for the race 
and culture of the patient, and (3) health-system pharmacists 
have a vital role to play in eliminating racial and ethnic dis-
parities in health care.

All Patients Have the Right to High-Quality Care. A long-
standing policy position of ASHP holds that “all patients 
have the right to . . . high-quality pharmaceutical care.”4 
ASHP believes that all patients have the right to receive care 
from pharmacists and that health-system pharmacists should 
play a leadership role in ensuring patient access to pharma-
cists’ services.6 The Code of Ethics for Pharmacists issued 
by the American Pharmacists Association states that the 
pharmacist “places concern for the well-being of the patient 
at the center of professional practice” and “seeks justice in 
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the distribution of health resources.”5 Racial and ethnic dis-
parities in health care are antithetical to the core principles 
of pharmacy and must be eliminated.

Medication-Use Practices Should Reflect Knowledge of, 
Sensitivity to, and Respect for the Race and Culture of 
the Patient. Culture strongly influences how a person inter-
acts with the world. Failing to account for the patient’s race 
or cultural beliefs and values in health care decisions can 
lead to negative health consequences. Providers may miss 
screening opportunities because they are unfamiliar with 
the prevalence of conditions among racial or ethnic groups. 
They may fail to consider different responses to medications 
that exist in different populations. Potential harmful interac-
tions between medications and traditional remedies used by 
the patient may be overlooked. Finally, miscommunication 
due to cultural, linguistic, or literacy differences between 
providers and patients regarding symptoms, medications, 
supplements, or the use of devices may lead to faulty di-
agnoses, unnecessary laboratory testing, medication-related 
errors, decreased adherence to therapy, or missed opportuni-
ties for early detection and preventive measures.7

The Code of Ethics for Pharmacists states that “in all 
cases” the pharmacist “respects personal and cultural dif-
ferences among patients.”5 Clinicians who want to provide 
the best care for their patients must understand the role of 
culture and its potential impact on health outcomes and the 
provider–patient relationship.

Health-System Pharmacists Have a Vital Role to Play 
in Eliminating Racial and Ethnic Disparities in Health 
Care. In their roles as medication-use experts, patient care 
providers, and health-system administrators, health-system 
pharmacists have the knowledge, skills, and opportunities to 
contribute to efforts to eliminate racial and ethnic disparities 
in health care.

Pharmacists’ Roles in  
Eliminating Disparities

IOM has made recommendations to eliminate racial and eth-
nic disparities in health care.1 The IOM recommendations 
most relevant to health-system pharmacists are listed in the 
appendix. ASHP would add to that list that pharmacists can 
and should engage in research on disparities in health care. 
ASHP encourages all health care professionals and adminis-
trators to embrace these recommendations and urges health-
system pharmacists to take the following actions to help 
eliminate health care disparities.

Increase Awareness of Disparities. One elemental barrier to 
eliminating racial and ethnic disparities in health care may 
be a lack of awareness of their existence and their impact on 
society. Polls show that a significant majority of Americans 
believe that African Americans receive the same quality of 
health care as whites,1,8 despite ample evidence to the con-
trary.1 Efforts to eliminate racial and ethnic disparities in 
health care must begin with the acknowledgment that there 
is a problem. Health-system pharmacists should lead efforts 
to increase awareness of health disparities among health 
care providers, health-system administrators, legislators, 
regulators, third-party payers, and the public. Pharmacists 

can increase awareness of health disparities by encouraging 
their health care organizations to make the elimination of 
disparities in health care a key component of the organiza-
tion’s mission. They can help their institutions foster an en-
vironment that promotes input from and involvement by all 
members of the organization in addressing this component 
of the organizational mission. In addition, pharmacists can 
help develop inhouse and community programs to promote 
cultural understanding and appreciation of the importance 
of diversity. They can also partner with community groups, 
governmental agencies, health care provider organizations, 
payers, and others to increase awareness of specific diseases 
among certain populations and encourage innovation and 
creativity in evaluating and disseminating approaches to 
eliminating disparities in health care.

Create a More Diverse Health Care Work Force. Increased 
racial and ethnic diversity among health care professionals 
may be associated with improved access to care for racial 
and ethnic minority patients, greater patient choice of and 
satisfaction with health care professionals, more effective 
patient–clinician communication, and enhanced educa-
tional experiences for students in the health professions.9 
Racial and ethnic diversity in the health care work force 
has been well correlated with the delivery of quality care 
to diverse patient populations. For minority patients, racial 
concordance between patient and physician is associated  
with greater patient satisfaction and higher self-rated qual-
ity of care.10 Spanish-speaking patients, for example, re-
port more satisfaction with care from Spanish-speaking 
providers.11

In 2002, the American Hospital Association’s Com-
mission on Workforce for Hospitals and Health Systems 
reported that although the national labor force is becoming 
more diverse, hospital employees remain disproportionately 
female and Caucasian.12 The Commission recommended 
working aggressively to develop a work force that more 
fully represents changing U.S. demographics. IOM has also 
cited a continuing shortage of minorities among health care 
professionals.9

ASHP is committed to developing a diverse work 
force of health-system pharmacists.13 In June 2003, 
the ASHP Board of Directors established the Ad Hoc 
Committee on Ethnic Diversity and Cultural Competence, 
which has recommended six major goals and developed 
long-term strategic action plans for each goal.14 ASHP 
members are encouraged to participate in these efforts and 
to monitor their progress at ASHP’s Health Disparities 
Web Resource Center (www.ashp.org/s_ashp/cat1c.asp? 
CID=4266&DID=7523).

Promote Culturally Competent Care and Services. Many 
cultures take a different approach to health than is found in 
allopathic (“western”) medicine. Perceptions of illness and 
disease vary by culture, and culture may influence a person’s 
health-seeking behavior, approach to seeking out health care 
providers, and treatment preferences. As allopathic medi-
cine increasingly emphasizes evidence-based approaches, 
health care practitioners will more frequently confront the 
cultural divide between the demands of their profession and 
the closely held beliefs of their patients. Cultural compe-
tency is rapidly becoming a quality and risk management 
issue for hospitals and health systems. ASHP is committed 

www.ashp.org/s_ashp/cat1c.asp
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to developing a culturally sensitive, competent, and respect-
ful work force.15

The Department of Health and Human Services (HHS) 
states that a culturally competent health care practitioner is

• Knowledgeable about cultural differences and their 
impact on attitudes and behaviors.

• Sensitive, understanding, nonjudgmental, and respect-
ful in dealings with peoples whose culture is different 
from one’s own.

• Flexible and skillful in responding and adapting to dif-
ferent cultural contexts and circumstances.16

HHS’s Office of Minority Health has developed a set 
of standards for culturally and linguistically appropriate ser-
vices in health care to provide a consistent and comprehen-
sive approach to cultural and linguistic competence in health 
care.17 These standards offer a framework for implementing 
services and organizational structures to help health care or-
ganizations and providers, including pharmacists, respond 
to the cultural and linguistic issues presented by diverse 
populations. ASHP believes these standards should be used 
to assess staff competence and to guide organizations’ edu-
cational programming and strategic planning. Education on 
cultural competency issues is encouraged in preceptor train-
ing sessions, residency standards, and leadership orientation 
at ASHP and affiliate levels. The Accreditation Council for 
Pharmaceutical Education now requires that schools and 
colleges of pharmacy include cultural competency in their 
curricula.18 Approaches to the subject could include stand-
alone courses in health disparities and cultural competence, 
inclusion of traditional healers in the educational process, 
and infusion of the concept of cultural competence through-
out the curriculum (e.g., through case studies that include 
diverse populations). ASHP believes that experiential learn-
ing should also include practice experiences with racial and 
ethnic minorities, medically underserved populations, and 
patient populations whose cultures incorporate the use of 
traditional healers and complementary or alternative medi-
cine (e.g., folk medicine, home remedies).

The Code of Ethics for Pharmacists states that “A 
pharmacist maintains professional competence.”5 ASHP be-
lieves that cultural competence is among the competencies 
that pharmacists, residents, fellows, students, and techni-
cians have an obligation to develop and maintain.

Ensure Effective Communication with Patients and Among 
Providers. The Code of Ethics for Pharmacists states that “a 
pharmacist communicates with patients in terms that are un-
derstandable.”5 ASHP guidelines recommend that pharma-
cists “know about their patients’ cultures, especially health 
and illness beliefs, attitudes, and practices,” and “adapt mes-
sages to fit patients’ language skills and primary languages, 
through the use of teaching aids, interpreters, or cultural 
guides if necessary.”19 Persons with the most health problems 
and the greatest need for self-management skills often have 
the poorest health literacy. Health-system pharmacists pro-
viding direct patient care should be able to assess the health 
literacy of patients and provide appropriate education.20

Lack of interpretation services or culturally and lin-
guistically appropriate health education materials is as-
sociated with patient dissatisfaction, poor comprehension 
and compliance, and ineffective or lower quality of patient 

care.21–23 Health care providers rely heavily on the use of the 
written word to communicate, a circumstance that contrib-
utes to health care disparities.1 When interpretation services 
are used, practitioners should ensure their quality. Fluency 
in language is not necessarily sufficient to provide adequate 
interpretation of the complex concepts involved in medical 
decision-making. Interpretation by family members also 
raises issues of patient confidentiality and autonomy.

Communication with patients needs to be cultur-
ally and linguistically appropriate. For example, although 
Spanish is the primary language of many cultures, simply 
translating educational material into Spanish may not pro-
vide the cultural context to make the education effective.

Health-system pharmacists should also utilize their 
medication-use expertise to help their institutions and com-
munities develop culturally and linguistically appropriate 
public education campaigns. These campaigns could address 
health risks prevalent in racial and ethnic minority popula-
tions served by the hospital and explain preventive measures 
and health care services available to those populations.

Health care professionals also need to recognize that 
racial and cultural differences may affect communication 
among providers. Health-system pharmacists should take 
steps to ensure that provider-to-provider communication is 
effective and reflects the respect for colleagues expressed in 
the Code of Ethics for Pharmacists.5

Utilize Multidisciplinary Teams and Evidence-Based Guide-
lines. Multidisciplinary team approaches to health care im-
prove health outcomes for majority and minority patients 
being treated for a range of diseases.1 ASHP believes phar-
macists should be integral participants in the development of 
multidisciplinary action plans for patient care, disease man-
agement plans, and health management plans.24 Evidence-
based guidelines “offer the advantages of consistency, pre-
dictability, and objectivity,”1 but their use must be balanced 
with the need for clinical flexibility, especially when there is 
evidence of different outcomes or responses among racial or 
ethnic groups.

Collect and Monitor Data on Health Disparities. Standardized 
collection of data regarding access to medications, drug  
utilization, and medical and cost-effectiveness outcomes 
from medication therapy management by racial and ethnic 
minorities would promote research on disparities in health 
care and help institutions monitor the progress of their efforts 
to eliminate those disparities.25 Pharmacists should be active 
partners with health care administrators and other health pro-
fessionals in developing measures of progress against health 
care disparities in institutional performance measures, which 
should be a key component of the organization’s mission.26

Research Disparities in Health Care. Health-system phar-
macists can research, identify, and disseminate best prac-
tices for providing culturally competent care and reducing 
disparities in health care. Priority areas for research include 
racial and ethnic groups’ access to medications, drug utili-
zation, and medical and cost-effectiveness outcomes from 
medication therapy management. Pharmacists must keep 
pace with research regarding disparities in health care, pro-
grams to provide culturally competent care to patients, and 
new educational approaches to improving patient care. It is 
also important that pharmacy develop researchers to investi-
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gate health care disparities and cutting-edge practitioners to 
translate those research findings into practice.

Conclusion

ASHP believes racial and ethnic disparities in health care are 
antithetical to the core principles of pharmacy. All patients 
have the right to high-quality health care that reflects knowl-
edge of, sensitivity to, and respect for their differences. 
Health-system pharmacists, working individually and in 
coordination with interested organizations and other health 
care professionals, can and must play a vital role in efforts to 
eliminate racial and ethnic disparities in health care.
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Appendix—Institute of Medicine 
Recommendations Most Pertinent  

to Hospital and Health-System 
Pharmacy Practice1

General Recommendations
Recommendation 2-1. Increase awareness of racial and eth-
nic disparities in healthcare among the general public and 
key stakeholders.
Recommendation 2-2. Increase healthcare providers’ 
awareness of disparities.

Legal, Regulatory, and Policy Interventions
Recommendation 5-3. Increase the proportion of underrep-
resented U.S. racial and ethnic minorities among healthcare 
professionals.

Health-System Interventions
Recommendation 5-6. Promote the consistency and equity 
of care through use of evidence-based guidelines.
Recommendation 5-9. Support the use of interpretation ser-
vices where community need exists.
Recommendation 5-11. Implement multidisciplinary treat-
ment and preventive care teams.

Patient Education and Empowerment
Recommendation 5-12. Implement patient education pro-
grams to increase patients’ knowledge of how to best access 
care and participate in treatment decisions.

Cross-Cultural Education in the Health Professions
Recommendation 6-1. Integrate cross-cultural education 
into the training of all current and future health professionals.

Data Collection and Monitoring
Recommendation 7-1. Collect and report data on healthcare 
access and utilization by patients’ race, ethnicity, socioeco-
nomic status, and, where possible, primary language.
Recommendation 7-2. Include measures of racial and eth-
nic disparities in performance measurement.
Recommendation 7-3. Monitor progress toward the elimi-
nation of healthcare disparities.
Recommendation 7-4. Report racial and ethnic data by OMB 
categories, but use subpopulation groups where possible.

This statement was reviewed in 2011 by the Council on Pharmacy 
Practice and by the Board of Directors and was found to still be 
appropriate.
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