[bookmark: _GoBack]Ribka Amsalu. Homework 4. 
1) How do individual physicians contribute to health care disparities?  Thinking about an area of health care of particular interest to you, what research do you think could be done to either understand the effect of individual physicians on health disparities, or to decrease this effect?
How do individual physicians contribute to health care disparities?
· Influence self-reliance of the patient: this could be a communication style/approach/openness to address questions or encourage questions or facilitate dialogue and discussion that encourages patient to contribute/discuss on care being provided and what patient could do to modify/change behavior that promotes wellbeing. E.g. an adult patient with “borderline” diabetes could be advised or referred to dietician to improve well-being, prevent future development of adult diabetes or other ill health via exercise, better diet etc. or patient might be informed that their fasting glucose level is a bit high but within the normal range and sent home with no advice on preventive healthy practices.  

· Differential access to treatment: there are several good examples in Ryn et al paper: Paved With Good Intentions…


Research ideas to understand
In my area of work, I would probably focus more on the structural/system contribution to health care disparity than physicians’ contribution.  It will be interesting to do an observational study on the association of literacy, numeracy, and language on patient outcome.

Research ideas to decrease effect
Respectful Maternity Care (?). RMC is not necessarily focused on health disparities. It is overall quality of health care during pregnancy, childbirth, and postnatally. However, in principle it could decrease effect of physician/health care worker contribution to disparity. Most of the research (that I know) in childbirth practice is the association of low prevalence of RMC by patient age, parity, marital status etc, and not so much on role/contribution of patient or provider ethnicity. There are certain stereotyping’s that occur (based on ethnicity, language, education level, social status, legal status, marital status) in health care practice that I have seen but I am not sure if that is influenced by or associated with health care workers ethnicity. Rather than framing the question around ethnicity or differential care based on ethnicity, I might begin with overall effect of RMC in decreasing discrimination/disrespect and improving attitude of providers, and if that is associated with improved woman-centered care, and patient outcome. 
Training of department heads/chief residents/section heads might have a positive effect to curb gross generalizations in health behavior – e.g. adherence to treatment etc by race/ethnicity. I wonder if well intentioned studies/presentations/text books that don’t investigate the reasons for disparity but only show the differential outcomes might reinforce stereotypical perception, or discourage individuals from making effort to change or contribute to decrease effect of physician contribution to disparity.  
2) Structural issues within health care delivery are implicated in health care disparities.  Please brainstorm 4 structural issues that might contribute to these disparities. Which of these are relevant to your particular area of research, and how?
Structural disparities 
· Fragmented systems of care: consistent and stable Doctor-Patient Relationships can encourage a better dialogue, openness, trust etc between physician and patient that could decrease health care disparity. It is harder to guarantee this if you have a health insurance that is public insurance. The inconsistency could discourage adherence, and preventive health practices or behaviors. E.g. If you have a private health insurance, you could have a physician or PA over a long period at “one medical” that will work with you on preventive health practices, regular physical checks etc. whereas if you have a Medicaid you might not have access to that and get discouraged on regular check-up and limit your visit only when you are ill. Rather than the fragmentation of system or insurance system, the concern in my field of work, is high turnover of health care providers. Developing one-to-one relation with nurse/midwife at the nearby health post/health center over a long time is feasible in urban/city settings, and harder in rural areas.  
· Electronic systems: this could be a solution but also could contribute to disparity. Use of electronic systems/web based advise/scheduling/checking results like UCSF MyChart are cool and engaging for the younger generation and might not be handy for elderly or minority patients where language, computer/smart phone savvy, or health literary might mean differential access. This is too early to see in the area of my work, though some data on phone based client follow-up for counselling etc has some encouraging results as mobile coverage is increasing overall and is not necessarily differentially distributed by ethnicity but could be mediated by health literacy, language, and SES. 
· Health literacy and numeracy: there is some work around design/packaging of drugs/health information pamphlets to improve patient adherence to meds but also promote wellbeing, etc. This could also be a structural issue that could be addressed through implementation of  “multidisciplinary treatment and preventive care teams” described by Smedley and colleagues “unequal treatment….”. much more so if the preventive care team are tasked with home visits/post-discharge home care etc where the environment is less stressful and allows time for explanation/dialogue to overcome health literacy and numeracy challenges. More relevant in my work with engagement of community health workers for home visit to improve adherence to treatment and also provide the opportunity to improve health literacy.
· Language barriers: sadly, I could relate to Brooks …A silent curriculum ... in JAMA, in her description of challenges with language and when working with translators that are children (or friends or neighbors in global health practice) and concerns around privacy/confidentiality or clarity of what is being communicated. Language barrier is a concern in the my field - where lower language concordance is prevalent.      
