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EXECUTIVE SUMMARY 
 
The Advisory Committee on Minority Health (ACMH) urgently recommends that the 
President and Congress take steps to establish a Federal Health Equity Commission 
(FHEC) that will focus on eliminating health disparities and achieving health 
equity for all.  The FHEC will provide the national focus and authority necessary 
to achieve sustainable progress toward achieving these two goals critical to 
preserving our nation’s health and security.  
 
In accordance with Dr. Martin Luther King’s acute observation that injustice in health is 
the most shocking and most inhumane inequality, the FHEC will effectively (1) elevate 
health disparities issues to the status of civil rights concerns, (2) recognize that all US 
residents have the right to an equal opportunity for a healthy life and to equitable 
treatment by the US health care system, and (3) establish health equity as the standard 
for personal and public health. 
 
The FHEC will ensure that the main indicators of health care reform success be 
defined by how well the reformed health care system responds to the health 
needs of the least visible and influential, improves the health of minority and 
vulnerable communities, eliminates health disparities, and achieves health equity 
for all. 
 
The ACMH recommends the following criteria for establishing the Federal Health Equity 
Commission: 
 
 Federal Health Equity Commission will be comprised of seven members who will 

serve four year staggered terms. Each commissioner will be appointed by the 
president, and subject to Senate confirmation. As a prerequisite, commission 
members will have extensive health equity and health disparities experience and 
expertise. 

 The FHEC director and general counsel will be career Senior Executive Service 
positions.  The FHEC director will be provided with adequate funding and staff.   

 The FHEC will investigate and monitor the progress of health equity and the 
elimination of health disparities, and whether equal opportunity for a healthy life 
exists or is restricted/limited/constrained. The Commission will have effective 
authority to call upon any agency of the executive branch for assistance.   

 The FHEC will have the authority to hold hearings across the country to assess 
how much progress has been made in achieving health equity and eliminating 
health disparities, and in providing all minority and vulnerable populations with 
equal opportunities to live a healthy life.  

 The FHEC will have enforcement authority, similar to those mechanisms 
currently identified in Title VI, to direct federal grants and contracts to be 
contingent and comply with relevant standards/requirements associated with a 
commitment to eliminate health disparities and achieve health equity.  
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The ACMH also notes that health insurance reform is necessary, but it is not sufficient 
to eliminate health disparities, and urges that the FY2011 federal budget provide 
substantial support for health equity including strong support for critical functions 
implementing the reauthorized Office of Minority Health, and expanded funding for 
community- and prevention-oriented programs.    
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 I. Context for Second 2009 Report of the Advisory Committee on Minority Health 
 

In preparing this Second Report to the Secretary of Health and Human Services (HHS), 
the HHS Advisory Committee on Minority Health (ACMH) is keenly aware that present 
public debate, media coverage, and federal legislative activity concerning health reform 
have yet to focus on the impact of reform on this nation’s minority and other vulnerable 
communities.  Since 1998, the ACMH has endeavored to carry out its charge to advise 
“the Secretary on ways to improve the health of racial and ethnic minority populations, 
and on the development of goals and program activities within the Department.”   
 
With this important charge and the newly passed health reform legislation in mind, the 
ACMH again insists that the quality and success of health reform initiative must be 
measured and assessed by more substantive measures in addition to increased access 
to insurance and improved financing or cost control. The most important indicators of 
health reform success must consider how well the reformed US health care 
system responds to the health needs of the least visible and influential in our 
society, improves the health of minority and vulnerable communities, and 
eliminates health disparities. 
     
This Committee’s First 2009 Report to the Secretary proposed 14 Principles for Minority 
Health Equity in Health Care Reform to ensure that the legislative and administrative 
processes would meet the health care needs of minority communities by creating the 
impetus and infrastructure to eliminate health disparities.1

 

  Noting that the US history of 
intractable health inequities requires systematic vigilance/oversight, and corrective 
action, the Committee also proposed three overarching recommendations to ensure 
ongoing application of the Minority Health Equity in Health Care Reform Principles: 

 The Administration and the Congress shall take steps to develop and establish a 
Federal Health Equity Commission (akin to the Federal Civil Rights 
Commission) that will focus on eliminating health disparities in the US. The 
Health Equity Commission will provide the stature necessary to begin to achieve 
sustained progress toward the elimination of health disparities/inequities.  

 In the meantime, all health care reform commissions, committees, and working 
groups – whether federal or state or local governmental and legislative, public or 
private think-tank/NGO, must take steps to include sub-committees that address 
health disparities/inequities, minority health equity, and workforce diversity. It is 
equally important that these entities take meaningful steps to ensure diversity 
reflective of communities served in their leadership, membership, and staffing. 

 The 14 Principles for including Minority Health Equity in Health Care Reform 
should be thoroughly addressed in writing by all entities noted above. These 
reports must be delivered to the HHS Secretary and the Federal Health Equity 
Commission if such entities receive public funding or support. 

 
This Second ACMH Report proposes an expanded delineation of authority for the 
FHEC, its establishment is based on an informed operational framework that was 
previously recommended to ensure the elimination of health disparities.  
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We recommend and urge that the Federal Health Equity Commission be created 
to assume the legal authority, as well as becoming the nonpartisan leader and 
integrator, for strategies and initiatives to promote and achieve health equity in 
the US. The FHEC will provide the national focus necessary for sustainable 
progress toward achieving two goals – eliminating health disparities and 
achieving health equity – that are critical to preserving the US health and 
security.  
 
The Federal Health Equity Commission would catalyze and facilitate fundamental 
change in the US paradigm by defining what it means to be healthy, and how health is 
attained and maintained. Given the mounting and compelling evidence that a wide 
range of socioeconomic factors determine health status (i.e., the social determinants of 
health SDOH), the FHEC could marshal the interdisciplinary resources and the 
collaboration across sectors and jurisdictions necessary to achieve health equity for all.  
 
The FHEC would lead concerted efforts on fundamental health equity issues such as (1) 
the importance of prevention and primary care to health promotion, (2) the need to 
create health-producing communities and equal opportunities for healthy lives, and (3) 
the critical role of cultural competency in ensuring that all communities benefit equally 
from the US health care system.  
 
This Report offers an organizational and operational framework for the FHEC, and 
provides specific guidance for creating the FHEC including: (1) seven members who will 
serve four-year staggered terms, be appointed by the president, and be subject to 
Senate confirmation; (2) authority to hold hearings and seek support from federal 
agencies; (3) authority to enforce compliance with health equity standards; (4) capacity 
to establish standards for eliminating health disparities and achieving health equity; and 
(5) capacity to lead and catalyze all federal level work on health.  
 
The ACMH emphasizes that health insurance reform is necessary but not sufficient to 
achieve minority health equity.  Consequently this Report also highlights critical 
issues related to equitable funding in the FY2011 federal budget and in the health 
care reform bill.  These issues include: (1) increased funding for public health, 
community health, and special populations; (2) increasing funding for OMH and 
NCMHD; and (3) increased funding for health services research focused on eliminating 
health disparities in the US health care system and assessing reform efforts using 
health equity measures. 
 
Lastly, this Report acknowledges the important work of the Federal Interagency 
Management Team (FIMT) that includes all departments relevant to the social 
determinants of health such as transportation, housing and urban development, 
veteran affairs, education, agricultural, commerce, and labor, and the 
environmental protection agency.  The FIMT should strengthen and coordinate with 
FHEC all federal leadership to achieve heath equity, as well as support the work of the 
FHEC on a wide range of health disparities issues. The FIMT should maintain 
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representative, meaningful, and responsive consultation with all minority, vulnerable, 
and marginalized communities comparable to the existing consultation protocols 
currently in place at HHS.   
 
II.   Protecting the Public’s Health Requires a Federal Health Equity Commission  
 
In its July 2009 Recommendation Report to the HHS Secretary, ACMH urgently 
recommended the creation of the FHEC, citing the long US history of health disparities, 
the lack of effective strategies to ameliorate these disparities, and recent compelling 
evidence that health disparities are worsening. 
 
As understanding of the current health care reform legislation evolve, ACMH notes that 
present public debate, media coverage, and federal legislative activities concerning 
health care reform have yet to focus on the impact of health care reform on this nation’s 
minority and other vulnerable communities.   
 
Given the very troubling absence of minority health and health disparities awareness, 
this Second ACMH Report again urgently recommends creation of the FHEC, and 
proposes that it assume expanded authority to lead strategic efforts and initiatives to 
promote and achieve health equity for all US residents. Pervasive challenges to health 
equity, quality, and safety for minority communities demand national policy leadership. 
 
In accordance with Dr. Martin Luther King’s piercing observation that injustice in health 
is the most shocking and most inhumane inequality, FHEC would effectively (1) elevate 
health disparities to the status of civil rights concerns, (2) recognize that all US residents 
have the right to an equal opportunity for a healthy life and to equitable treatment in the 
US health care system, and (3) establish health equity as a quality measure for 
personal and public health applicable to all health care systems. 
 
In this section, we briefly summarize the need for the FHEC as outlined in the July 2009 
Report as well as the proposed scope of the FHEC authority and activities.  We then 
highlight a few structural and operational considerations for the FHEC.   
 
US Health Disparities and Inequities are Pervasive, Persistent, Growing, Deadly 
 
Health and health care disparities have disproportionately affected minority communities 
across the US health care system.  Despite the 2003 Institute of Medicine (IOM) report, 
Unequal Treatment: Confronting Racial and Ethnic Disparities in Healthcare, and the 
issuance of numerous and compelling reports on health disparities by other prestigious 
entities, the 2008 National Healthcare Disparities Report shows that gaps in health 
status remain the same or are worsening with severe consequences.2   Minority 
communities (i.e., Blacks, Hispanics, American Indians/ Alaskan Natives, some Asian 
Americans and Native Hawaiians and Other Pacific Islanders) continue to be vulnerable 
communities that are disproportionately poorer, uninsured or underinsured. 3 Minority 
communities continue to disproportionately experience higher morbidity and mortality 
rates for disabling chronic diseases such as diabetes, kidney disease, heart disease, 
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and cancer.4 A recent analysis of 1991 to 2000 mortality data concluded that, if mortality 
rates of African Americans had been equivalent to those of whites in this time period, 
then approximately 886,000 deaths would have been averted.5  Minority communities 
are disproportionately affected by conditions adverse to health including living in 
unhealthy environments with fewer health care facilities and health care professionals 
and less emphasis on wellness.6

 
 

Even with the increased attention and advances in the quality of care, hundreds of 
studies have documented substantial gaps in the US health care system in access, 
quality of care and health outcomes by race, ethnicity, socioeconomic status, and 
gender. 7 Notable examples include surgical outcomes, access to ambulatory services, 
and outcomes for heart disease and certain cancers.8  African-American women are 67 
percent more likely to die when diagnosed with breast cancer.9 Hispanics with HIV are 
almost 30 percent less likely to receive protease inhibitors during treatment;10 poor 
individuals score lower on 11 of the 17 core measures of quality care than high-income 
individuals;11 African Americans wait two times as long for kidney transplantation;12  
women are less likely to receive evidence-based testing and treatment for heart disease 
than men.13

 
 

Asian American and Pacific Islander women have low rates of cancer screening 
including mammograms and Pap tests.  According to Kagawa-Singer and Pourat 
(2000), in the US, 26% of Chinese, 21% of Japanese, 28% of Filipinos, 50% of 
Koreans, and 68% of Asian Indians (all over the age of forty) had never had a 
mammogram. Twenty percent of Asian American women over the age of eighteen have 
never had a Pap test, and among those who have, one out of seven has not had the 
test within the past three years.14 When mortality rates are used as the indicator of 
health outcomes, American Indians and Alaska Natives face a disadvantage relative to 
Whites at each stage of the life span, with persistent disparities in infant mortality, life 
expectancy, and mortality from a variety of conditions including chronic diseases.15

 
  

Even when care is received, minority status is a harbinger for patient safety related to 
communications concerns.  Despite Title VI requirements,16 language differences 
between patients and their health care providers continue to impede health care 
delivery to many minority patients because appropriate language interpreter services 
are not available. Untrained, ad hoc, or lack of language interpreter services for 
minorities with limited English proficiency has resulted in an average of 31 mistakes per 
visit among these patients.17 Extensive research has shown that the delivery health 
care services associated with life threatening conditions such as asthma, diabetes, and 
hypertension is often misunderstood by minority patients.18

 
 

FHEC Will Demand and Catalyze National Action to Eliminate Health Disparities  
 
The FHEC will be a catalyst, as was the Civil Rights Commission in the civil rights 
movement, for concerted mobilization of resources to achieve governmental regulations 
and policies to eliminate health disparities. The FHEC will provide the ongoing 
opportunity for re-examining the standards that govern federal financial assistance to 
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health care entities and health programs. New standards can incorporate requirements 
comparable for compliance with Title IV civil rights mandates. 
 
The FHEC will provide needed leadership for developing a legal and policy framework 
for expediting progress toward eliminating health disparities.  This framework will aim to 
achieve health equity as well as health care reform by focusing upon community, public 
health, prevention-oriented, environmentally-sensitive strategies to eliminate health 
disparities through recognition that problems associated with health disparities are local, 
and do not confine themselves to a single discipline. Health reform premised on health 
equity principles can contribute to both the health of minority communities and the 
health of the nation by promoting more K-12 science programs in minority-populated 
areas to lay the foundation for an increasingly diverse health care workforce.19

 
   

The FHEC will participate in designing and implementing strategic policies fundamental 
to eliminating health disparities such as (1) the importance of prevention and primary 
care to health promotion, (2) the need to create health-producing communities and 
equal opportunities for healthy lives, and (3) the critical role of cultural competency in 
ensuring that all communities benefit equally from the US health care system. 
 
The FHEC will also catalyze fundamental change in the US paradigm by defining what it 
is means to be healthy, and how health is attained and maintained. Given the mounting 
and compelling evidence that a wide range of socioeconomic factors determine health 
status, the FHEC will marshal the interdisciplinary resources and the collaboration 
necessary across sectors and jurisdictions to eliminate finally health disparities.  
 
FHEC Will Elevate Social Determinants of Health as Critical to Health Status  
 
The need to recognize and understand the link between the social determinants of 
health (SDOH) and health status/health disparities in minority and vulnerable 
populations is increasingly well-accepted in academic, research, policy, and legislative 
circles. 20 Consensus among leading researchers, policymakers, and public health 
officials around the world has been coalescing that eliminating health disparities 
requires addressing the SDOH as well as ensuring access to quality medical care 
services.  Policies and organizational practices that improve the environments in which 
people live, work, learn, and play are powerful tools in reducing disparities and 
improving the social and economic contexts that shape health.21

 
 

The World Health Organization (WHO) Commission on Social Determinants of Health 
underscored the urgent need for ameliorative action on health equity issues in their 
landmark 2008 Report.  As the WHO notes: “[I]nequities in health [and] avoidable health 
inequalities arise because of the circumstances in which people grow, live, work, and 
age, and the systems put in place to deal with illness. The conditions in which people 
live and die are, in turn, shaped by political, social, and economic forces…..Social 
justice is a matter of life and death.”22
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The WHO Commission found that the poor health of the poor, the social gradient in 
health within countries, and the marked health inequities between countries are caused 
by the unequal distribution of power, income, goods, and services, globally and 
nationally, the consequent unfairness in the immediate, visible circumstances of 
peoples lives – their access to health care, schools, and education, their conditions of 
work and leisure, their homes, communities, towns, or cities – and their chances of 
leading a flourishing life.  
 
The WHO concluded that:  “This unequal distribution of health-damaging experiences is 
not in any sense a ‘natural’ phenomenon but is the result of a toxic combination of poor 
social policies and programmes, unfair economic arrangements, and bad politics. 
Together, the structural determinants and conditions of daily life constitute the social 
determinants of health and are responsible for a major part of health inequities between 
and within countries.”23

 
 

FHEC Will Catalyze National & State Leadership Needed to Achieve Health Equity 
 
The Federal Health Equity Commission will ensure that social and economic inequities 
among racial, ethnic, and other marginalized groups, as well as the inequities in access 
and quality experienced by these groups in the US health care system, are recognized 
as a key, significant underlying factor behind most health status inequities.24 Racial, 
ethnic, and financial discrimination and segregation perpetuate and deepen these gaps. 
The evidence is growing and compelling in support of the trenchant observation that 
“the most important number for assessing a US resident’s health status is that person’s 
zip code.”25  A comprehensive health care reform plan must address these social and 
environmental factors, and hold accountable providers who do not reach a level of care 
that takes into account patient characteristics and communications effectiveness.26 The 
cumulative consequences of the status quo will be unhealthy behaviors and unsafe 
living environments with continued poor health outcomes and higher costs.27

  
 

The FHEC expanded vision in this report will specifically accomplish the following:28

 
   

• Establish a national commitment to eliminate health inequities for minority 
communities (i.e., Blacks, Hispanics, American Indians/ Alaskan Natives, some 
Asian Americans, and Native Hawaiians and Other Pacific Islanders) and to 
recognize the right to equal opportunity for a healthy life for all minority and 
vulnerable communities and elevate health equity to the level of civil rights 
concerns.             

 
• Create a vital platform for action by acknowledging the problem of health 

inequity, by ensuring that health inequity is measured and monitored. 
 

• Lead and coordinate public efforts to establish health equity surveillance systems 
for routine measuring and monitoring of health inequity and the social 
determinants of health.  
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• Act as a resource for legislators, public officials and policymakers to promote 
policy addressing health inequities and evaluate the health equity impact of 
legislation, policies, regulations, and programs.  

 
• Establish and enforce health equity standards for measuring, monitoring, 

evaluating and correcting progress toward achieving health equity for all US 
residents. 

 
The need for this level of overarching leadership is evident in a recent report by 
EuroHealthNet, and the International Union on Health Promotion and Education 
(IUHPE) that identified six priority areas for capacity-building to address the SDOH and 
to improve health equity.29  IUHPE officials note that: “Achieving equal opportunities for 
health and strong health outcomes for everyone in society, and leveling up the health 
gradient is an ambitious and complex goal that requires knowledge and action in a wide 
range of areas. This goal cannot be achieved by the health sector alone, but is a shared 
responsibility across sectors and involves building partnerships and capacities at the 
organizational level and across government.”  Capacity building must go beyond simply 
training or providing technical assistance and must involve assisting people to gain the 
knowledge and experience that is needed to solve problems, implement change, build 
effective actions and reach sustainability.30

 
 

US Civil Rights Commission Lessons Learned for FHEC Structure and Authority 
 
Given the position of the Advisory Committee on Minority Health that health equity must 
be viewed within the established bundle of civil rights, guidance from the history and 
experiences of the US Civil Rights Commission (CRC) may be beneficial.31  The March 
2009 report – Restoring the Conscience of the Nation - assessed the history of the 
Civil Rights Commission, the Commission’s current status, and the implications for the 
Commission’s reauthorization.32

 
 

The summary description in Restoring the Conscience of the Nation of the CRC 
suggests potential parallels with the proposed FHEC role and authority vis-à-vis health 
equity. Established by the Civil Rights Act of 1957, the bipartisan, independent Civil 
Rights Commission initially investigated and documented attempts to prevent access to 
the voting booth. The CRC eventually had three primary goals: (1) to gather facts that 
would lay the foundation for civil rights legislation; (2) to stimulate action by Congress 
and the executive branch; and (3) to shine a spotlight on discrimination and segregation 
across the country. The Commission served as the “conscience of the nation,” 
supplying the Civil Rights Division in the Department of Justice with the evidence to 
justify use of federal enforcement to protect civil rights. 
 
Restoring the Conscience of the Nation also examined the CRC’s recent history of 
inaction and partisanship and its current structure as well as assessed the CRC’s 
capacity to carry out its mission, and made several specific recommendations designed 
to reinstate and reinvigorate the Commission’s stature and authority to provide critically 
needed leadership on civil rights.33  
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Guided by these recommendations, the ACMH offers the following recommendations for 
establishing the Federal Health Equity Commission:  
 
 FHEC will have seven members who will serve four year staggered terms. Each 

commissioner will be appointed by the president, and subject to Senate 
confirmation. As a group, the Commissioners will have recognized expertise in 
and personal experience with a) racial and ethnic health disparities, b) health 
care needs of vulnerable and marginalized populations, and c) health equity as a 
vehicle for improving health status and health outcomes. The Commission will 
have effective authority to call upon any agency of the executive branch for 
assistance.   

 
 The FHEC staff director and general counsel will be career Senior Executive 

Service positions.  The FHEC director will be provided with an adequate funding 
and staff.  The FHEC staff will have recognized expertise in and personal 
experience with a) racial and ethnic health disparities, b) health care needs of 
vulnerable and marginalized populations, and c) health equity as a vehicle for 
improving health status and health outcomes. 
 

 The FHEC will have the following ex-officio members to ensure coordination, 
collaboration, and integration with the federal executive branch: Director of the 
Office of Minority Health, Director of the National Center for Minority Health and 
Health Disparities (Institute for Minority Health and Health Disparities), Chair of 
the Federal Interagency Management Team, and Chair of the Advisory 
Committee on Minority Health.  

 
  A health equity rights unit will be created as part of the Government 

Accountability Office to focus on monitoring federal agency compliance with and 
enforcement of federal health equity rights. 

 
 The FHEC will investigate and monitor progress toward health equity and the 

elimination of health disparities, and whether equal opportunities to live a healthy 
life are restricted/limited/constrained based on health history, insurance claims 
history, race, national origin, religion, gender, age, disability, income, SES class, 
sexual orientation, or gender identity. 

 
 The FHEC will have the authority to hold hearings across the country to better 

understand the landscape of progress toward health equity and the elimination of 
health disparities, and the status of equal opportunity to live a healthy life in 
various regions of the country for all minority and vulnerable populations. Based 
on these hearings, and other information, the FHEC will have the responsibility to 
make policy recommendations to the President and Congress. The FHEC will 
retain the authority to subpoena witnesses to participate in such hearings. 
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 The FHEC will have enforcement authority, similar to those mechanisms 
currently identified in Title VI, to mandate that all federal grants and contracts be 
contingent on compliance with requirements dictated by a commitment to 
eliminate health disparities and achieve health equity    

 
III. Equitable Funding in Federal Budget and Equity in Health Care Reform Bill 
 
The continuing lack of adequate federal funding to support strategies to promote public 
health and eliminate health disparities highlights the need for public leadership, such as 
the FHEC. This concern is extant in the federal FY2010 budget and in the passed 
health reform bill.  Prevention and wellness commitments must be strengthened in  
health care reform with a particular emphasis on primary care and preventable chronic 
diseases.  The importance of equity in access and availability vis-à-vis public health 
services cannot be overstated. Community health funding must be a part of all federal 
expenditures, and include comprehensive approaches and investments into public 
health and addressing health disparities including how to accomplish language outreach 
and access for communities of color and for the vulnerable. 
 
Critical provisions have been outlined in the health care reform bill that could begin to 
build the basis for achieving equity at a policy level. These provisions include, but are 
not limited to the following. 
 

• The Reauthorization of the Office of Minority Health. By reauthorizing and 
expanding its function with appropriate levels of support, OMH ensures that there 
is a national plan of action to eliminate disparities and achieve health equity.   

 
• The health disparity provisions within the health care reform bill that (1) expand 

prevention and wellness activities, (2) strengthen and diversify the health care 
workforce, (3) support community programs and community health workers, (4) 
implement quality assurance mechanisms including language access services,  
and (5) mandate the disaggregation of data by race and ethnicity. 

 
• The Reauthorization of the Indian Health Care Improvement Act.  By making this 

law permanent, Congress demonstrates honoring its trust responsibility to Tribes 
regarding health care and continues to support Tribal leaders directing the 
delivery of health care services to Indian people. 

 
Substantially increased resources for the OMH and the NCMHHD are urgently needed. 
The high costs associated with health disparities and health inequities justify and 
demand increased resources for NCMHHD and OMH – less than 1% of NIH budget is 
allocated to agencies to address health disparities issues. Given this history, ACMH 
strongly supports implementing the NCMHD to an Institute status and expanded 
funding. Moreover, the new Institute on Minority Health and Health Disparities must be 
funded and authorized to develop, direct, and execute a coordinated national research 
strategy on health disparities and health equity. 
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A critical priority for such a coordinated national strategy is as noted above: measuring, 
monitoring, and assessing the impact and consequences of efforts to improve the 
current reality of poor public health and health disparities. But as an equally important 
responsibility, this strategy must consistently address health care reform and its impact 
upon communities of color and the vulnerable now and in the future. This work must be 
designed to assess implications for these communities, but in addition, the implications, 
challenges, and barriers to providers serving these communities. By elevation to a 
national institute, the NCMHHD can implement a coordinated strategy to establish 
standards for research quality and comprehensiveness to ensure that health services 
and health policy researchers investigate the fundamental roles played by SDOH and 
health equity in health outcomes, health status, health care provisions, and equitable 
access to quality health care services. 
 
The strategy can also serve as an important proving ground to critically examine 
comparative effectiveness research (CER) as a key tool in evaluating minority health 
issues.  Without more, and given the lack of data on minority populations, current 
conceptions of CER could inadvertently overlook or shortchange minority community 
assessment efforts. The coordinated national strategy can highlight specific data needs 
and include revisiting morbidity and mortality data collection issues to ensure that social 
behavioral health issues and SDOH outcomes are included. Further, through a national 
institute and grant processes, study design and implementation to ensure cultural 
competency and inclusion of minority communities can occur. Such efforts can create a 
standard of CER that appropriately and adequately ensures that race and ethnicity 
become routine characteristics to be studied and assessed. 
 
Finally, with respect to funding of providers who represent the sharp end of public health 
and disparities in minority and vulnerable communities, a substantial increase in funding 
for the National Health Service Corps must be established to support health care 
professionals who commit to (1) careers in primary care and family practice, (2) 
practicing in poor, underserved, vulnerable, and minority communities, and (3) careers 
in policy and research focused on eliminating health disparities and achieving/promoting 
health equity.  Such an increase would represent a meaningful budget expression of 
commitment to eliminating health disparities. 
 
IV. Federal Interagency Management Team Will Be a Critical Partner for FHEC 
 
ACMH acknowledges the important work of the Federal Interagency Management Team 
(FIMT). Acting as operational arm of the National Partnership for Action to End Health 
Disparities (NPA), ACMH strongly recommends that the FIMT have the authority to 
ensure that all federal agencies effectively pursue the common goal and priority for 
health equity.    
 
ACMH recommends that the FIMT: 
 

• Emphasize the multi-dimensional and multi-sector partnerships to address 
elimination of health disparities and promotion of health equity.  Because racial, 
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ethnic, and financial segregation and inequality are the foundation for inequitable 
health care in the US, FIMT must promote the goal to break down silos of federal 
departments with responsibilities that bear on wide range of SDOH and social 
determinants of health equity.     

 
• Be the primary point of coordination, support, communication, policy and 

legislation development, legal and moral enforcement, etc. between the 
executive branch and the FHEC.   

 
• Begin to address the critical reality that the federal government is not equipped to 

deal with, and indeed will not become equipped to deal with public health 
emergencies that pose fundamental threats to homeland security (e.g., H1N1/A) 
unless/until substantial progress is achieved toward eliminating health disparities 
and achieving health equity.34

 
  

• Adopt the existing consultation protocols currently in place at HHS as the 
framework to maintain representative, meaningful, and responsive consultation 
with all minority, vulnerable, and marginalized communities. This approach will 
also catalyze this standard of representation on key commissions, boards and 
other groups created by health reform legislation and thereby involve these 
communities in implementing policies and strategies to eliminate health 
disparities.35

 
  

• Provide a critical forum for national health care leaders, particularly those from 
safety net organizations who have long advocated for considering and acting 
upon all areas that contribute to addressing particular health and health care 
issues through the development and management of community partnerships 
that extend beyond personal health care services.36

 

  This approach has led to 
substantial improvements in health status for the vulnerable populations. 

• Ensure that cultural competency be understood as an overarching approach to 
access and services delivery that benefits all citizens, as well as an important 
opportunity to address behavioral health issues and emergency response as 
significant and critical unmet needs for minority communities, since communities 
of color experience disproportionate rates of depression, substance abuse, etc. 
as well as stigma of seeking assistance.37

 

 These causal factors include 1) 
differences in insurance coverage and sources of coverage, 2) the inequitable 
distribution of health care resources and 3) aspects of the clinical encounter, 
including cultural and linguistic barriers in health care systems and the interaction 
of patients and providers 

• Ensure that health care providers establish cultural competency as an essential 
skill set necessary to promote health care quality.  Note also that FIMT can 
support health care reform goals of an overarching commitment to cultural 
competency to ensure quality and safety in health care for all populations using 
standard evidence-based principles.  Health services research designs 
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assessing impact of health care reform must account for cultural competency 
issues such as the use of alternative treatments and traditional healing practices.  

 
 
V.  Conclusion 
 
In its July 2009 Report, the ACMH urgently recommended the creation of a Federal 
Health Equity Commission citing the long US history of health disparities, the lack of 
effective strategies to ameliorate these disparities, and compelling evidence that health 
disparities are worsening.38

 

  Given the very troubling lack of visibility of minority health 
and health disparities issues during the 2009 health care reform debates, the ACMH 
again urges creation of a FHEC with broad authority for eliminating health disparities 
and achieving health equity. The FHEC must also have enforcement authority to 
mandate that all federal grants and contracts funding be contingent on compliance with 
new health equity standards comparable to current Title VI mechanisms.  

The FHEC will also ensure that the quality and success of health reform initiatives, now 
and in the future, are assessed by indicators that consider how well the reformed 
delivery system responds to the health needs of the least visible and influential in our 
society, improves the health of minority and vulnerable communities, and eliminates 
health disparities. This assessment will include the challenges of public health 
emergencies and disasters that pose threats to homeland security. 
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