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HEALTH CARE RECEIVED BY PATIENTS IN THE UNITED

States is of inadequate quality.1 As part of the fed-
eral response to this major shortcoming, ensur-
ing high-quality health care is a central theme

throughout the Patient Protection and Affordable Care Act
(ACA) signed into law in 2010.

The focus on improving quality in the ACA, however, ef-
fectively overshadows other major concerns about the US
health care system—among them, pervasive and persistent
disparities in health care related to factors such as sex, race/
ethnicity, social class, insurance status, and language that
fundamentally constrain how much overall quality can im-
prove. The comparative inattention in the ACA to known
inequalities in health care is noteworthy, not only in com-
parison with the focus on quality, but also because the lack
of emphasis on disparities in the ACA language is incon-
sistent with recent positions of the Agency for Healthcare
Research and Quality (AHRQ)2 and the Institute of Medi-
cine (IOM).3 The AHRQ and IOM have indicated that re-
ducing disparities is an unambiguous priority in working
to improve quality in health care.1-3 This approach is con-
sistent with analyses suggesting that reducing disparities
based on social factors may improve health care quality more
than would marginal improvements in overall medical care.4

Given this disconnect between provisions within the ACA
and federally endorsed approaches to pursuing what amounts
to “equality-in-quality,” it is worth examining the philo-
sophical and empirical underpinnings of arguments for con-
sidering disparities while working to improve quality. Striv-
ing for equality-in-quality is not merely aspirational but
should be foundational. Failing to address disparities may
consign health care quality improvement efforts—
originating from the ACA or otherwise—to less success than
otherwise could be realized.

Philosophical Underpinnings
of Equality-in-Quality
Moral arguments offering grounds for the obligation of a
just society to address disparities in health care are rooted

in philosophical theory and provide a framework for
addressing these issues. One prominent argument, pre-
sented most thoroughly by Daniels et al,5 is an extension of
the theory of “justice as fairness” originally proposed by
Rawls.6 Through the principle of fair equality of opportu-
nity, Daniels et al defend the role of medicine and public
health to maintain or promote health because health
“makes a significant contribution to protecting the range of
opportunities open to all individuals.”5 Because the prin-
ciple of fair opportunity is to be applied to the entire popu-
lation, Daniels et al argue that it justifies not only improv-
ing population health, but reducing health inequalities
while doing so.5 The expansion of Rawls’ theory by Daniels
et al offers a framework and justification for how to distrib-
ute societal resources, including the social determinants of
health and health care, while specifically emphasizing the
need to improve the position of less-fortunate individuals
in society and reduce disparities.

A second moral foundation is offered by proponents of a
“capabilities approach” that aims to specify constitutional
principles that should be adopted by governments as a mini-
mum standard to adequately respect human dignity. This
theory, defended or espoused by Sen7 and Nussbaum,8 is the
basis for the human development index developed by the
United Nations. The theory argues that human capabilities—
ie, the freedom to achieve functionings that allow an indi-
vidual to pursue what he or she wants to do and wants to
be (eg, being healthy, being safe, having self-respect)—
should be pursued for all people by society. In particular,
bodily health is listed by Nussbaum8 as 1 of 10 capabilities
that all individuals should have societal support in pursu-
ing. Because health is central to freedom to choose other
functionings in life, Nussbaum8 argues that it is essential
that governments promote health for all of its citizens. Where
disparities exist, they should be reduced to ensure that all
people meet the minimum standard of capability.

A major advantage of philosophical arguments such as
those of Rawls, Daniels et al, Sen, and Nussbaum is that they
provide a framework for discussions about problems such
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as disparities that start with common values. A disadvan-
tage, however, is that political opinions that drive public pro-
grams and shape government intent can diverge from that
point. Even when political opponents agree that all per-
sons in a society should be given a fair starting point and
that disparities are unfair, they may differ substantially about
how to address such disparities. Therefore, empirical evi-
dence may bolster the case for addressing disparities as a
way to improve quality.

Quantifying the Benefits of Equality-in-Quality
Childhood immunization coverage provides an example of
a success story of equality-in-quality in the United States.
Such success is exemplary because it involves an area of medi-
cine and public health that has been addressed with a na-
tional program that acknowledged disparities related to race/
ethnicity, social class, coverage, and place (ie, urban vs rural
settings) and made concerted efforts to measure these dis-
parities over time.

For instance, a generation ago, fatal outbreaks of measles
in predominantly minority communities in major metro-
politan areas in the United States highlighted stark dispari-
ties in vaccination coverage that left disadvantaged chil-
dren at increased risk for disease, sometimes with vaccination
coverage rates of less than 50%. Just a few years later,
prompted to measure quality and disparities because of these
outbreaks, the Centers for Disease Control and Prevention
found that national childhood vaccination coverage rates for
the combination of the universally recommended immuni-
zation series (polio, measles, diphtheria and tetanus tox-
oids and pertussis, and Haemophilus influenzae type b)
reached 77% at the national level.9 Yet this national mean
clearly did not tell the full story because it masked 8-per-
centage-point immunization coverage disparities by race/
ethnicity and 11-percentage-point disparities for children
living in poverty vs their peers.9

The policy, public health, and clinician communities
worked together with a multifaceted approach to improve
childhood vaccination rates while reducing disparities. In
particular, the federal government addressed economic dis-
parities through the Vaccines for Children Program that pur-
chases increasingly expensive vaccines for children who are
uninsured, are on Medicaid, are of Alaska Native or Ameri-
can Indian background, or have private insurance that does
not cover universally recommended vaccines. In 2010, while
national vaccination performance quality (as measured by
overall vaccination coverage with multiple recommended
series) has remained stable or increased slightly over 15 years,
racial/ethnic disparities have decreased to 4 percentage points
(for minority groups vs non-Hispanic white children) and
poverty-related inequalities have declined to 3 percentage
points.10

The effect of improved measles vaccination coverage on
measles incidence has been profound. In 1989 during the
national measles outbreak, almost 18 000 cases of measles

were reported in the United States; by comparison, during
the years 2006-2010 there were fewer than 150 measles cases
annually. While there was likely benefit to the population
through herd immunity from broader vaccination cover-
age, that is a minor theme within this quality improvement
effort. Reducing acknowledged disparities through a tar-
geted federal effort paved a clear road to improving quality
at the national level.

The example of measles vaccination highlights 2 mes-
sages about equality-in-quality. First, improving program
quality by addressing inequality is sound practice. Second,
accurate, timely monitoring is not optional. Rather, objec-
tive measurement is critical for the monitoring and even-
tual success of disparity-reduction efforts.

Conclusions
Although efforts to improve health care quality are squarely
in the sights of the ACA, disparities seem to fall in its pro-
grammatic blind spot. On both philosophical and empiri-
cal grounds, the highest-quality health care will not be re-
alized unless inequalities are also addressed. Individuals
deserve health care that is not only of high quality, but of
equally high quality for all.

Published Online: August 9, 2011. doi:10.1001/jama.2011.1208
Conflict of Interest Disclosures: Both authors have completed and submitted the
ICMJE Form for Disclosure of Potential Conflicts of Interest. Dr Davis reported
having a contract with the Centers for Disease Control and Prevention to study
prices of vaccines as they relate to vaccine research and development. Dr Walter
reported receiving royalties from Georgetown University Press for published
books on bioethics and funding from the Robert Wood Johnson Foundation
Clinical Scholar program for travel to national academic meetings.
Funding/Support: Dr Davis receives support from a W. K. Kellogg Foundation
grant regarding disparities in children’s health, education, and economic opportu-
nites. Drs Davis and Walter are supported by Robert Wood Johnson Foundation
Clinical Scholar funding.
Role of the Sponsor: The funding sources had no role in the preparation, review,
or approval of the manuscript.

REFERENCES

1. 2010 National healthcare quality report [publication 11-0004]. US Agency for
Healthcare Research and Quality. http://www.ahrq.gov/qual/qrdr10.htm. Accessed
June 29, 2011.
2. 2010 National healthcare disparities report [publication 11-0005]. US Agency
for Healthcare Research and Quality. http://www.ahrq.gov/qual/qrdr10.htm.
Accessed June 29, 2011.
3. Institute of Medicine. Toward Health Equity and Patient-Centeredness: Inte-
grating Health Literacy, Disparities Reduction, and Quality Improvement: Work-
shop Summary. Washington, DC: National Academies Press; 2009.
4. Woolf SH, Johnson RE, Phillips RL Jr, Philipsen M. Giving everyone the health
of the educated: an examination of whether social change would save more lives
than medical advances. Am J Public Health. 2007;97(4):679-683.
5. Daniels N, Kennedy BP, Kawachi I. Why justice is good for our health: the so-
cial determinants of health inequalities. Daedalus. 1999;128(4):215-251.
6. Rawls J. A Theory of Justice. Rev ed. Cambridge, MA: Belknap Press of Harvard
University; 1999.
7. Sen A. Inequality Reexamined. Cambridge, MA: Russell Sage Foundation, Harvard
University Press; 1992.
8. Nussbaum MC. Women and Human Development: The Capabilities Approach.
Cambridge, UK: Cambridge University Press; 2000.
9. Centers for Disease Control and Prevention (CDC). Vaccination coverage by
race/ethnicity and poverty level among children aged 19-35 months: United States,
1996. MMWR Morb Mortal Wkly Rep. 1997;46(41):963-969.
10. Centers for Disease Control and Prevention (CDC). National, state, and local
area vaccination coverage among children aged 19-35 months: United States, 2009.
MMWR Morb Mortal Wkly Rep. 2010;59(36):1171-1177.

COMMENTARY

E2 JAMA, Published online August 9, 2011 ©2011 American Medical Association. All rights reserved.

 by guest on August 9, 2011jama.ama-assn.orgDownloaded from 

http://jama.ama-assn.org/

