
Disparities in outcomes from chronic disease
Impaired patient-physician partnerships may be an important cause in minorities

Recent developments in basic biomedical
research offer the great promise that we will
increasingly understand factors that underlie

risk and expression of disease and, with further advances
in genetic engineering, translate this knowledge into
highly individualised treatments to reduce the burden
from both acute and chronic diseases. Two studies in this
issue, however, remind us that this idealised world of risk
prediction and tailored treatments will have to succeed
in the real world of cultural and ethnic diversity and
imbalances in socioeconomic status.

Chalmers et al (p 967) report findings from a
cohort study examining the relations between socio-
economic status and chronic disease and mortality in
Scotland.1 Consistent with studies in other patient
populations,2 3 individuals in the lowest socioeconomic
quintile were at higher risk of several major diseases
and were likely to die at a younger age than those in
the highest quintile. Similar gradients in health with
increasing socioeconomic status have been shown in
studies examining the upper strata of socioeconomic
status and in populations with and without universal
access to health care,4 5 suggesting that, although
adequate income and affordable health insurance may
be necessary, they are not by themselves sufficient to
eliminate disparities in health. This realisation has
aroused considerable attention by researchers in
recent years to identifying other potential determi-
nants of the socioeconomic-health gradient. Through
these efforts, it is becoming increasingly clear that this
gradient evolves from a complex web of inter-related
factors leading to differences in use of health care,
environmental exposures, and psychosocial stressors
(for example, racism, social status, and depression)
across patient populations.6 7

In the United Kingdom asthma related morbidity
among minority populations (for example, south
Asians) is several times higher than in white patients,
paralleling the discrepancies observed in the United
States for African-American and Hispanic patients.8 9

Since these minorities tend to be disproportionately
represented in the lower strata of socioeconomic
status, the relation between race and ethnicity and
health outcomes is likely to represent, at least in part,
confounding from other factors responsible for the
socioeconomic-health gradient. Indeed, the paper by
Griffiths et al in this issue (p 962) offers a clear illustra-
tion of how various factors related to patients and pro-
viders may together contribute to ineffective utilisation
of care and disparities in outcomes from asthma.10

Griffith et al interviewed 58 south Asian and white
adults with asthma and 25 providers in London to
learn about their perceptions of asthma and asthma
care. The results suggest that several factors related to
patients, including limited self efficacy (perceived
ability to carry out prescribed therapy), low outcomes
expectancy (perceived benefit of treatments prescribed
by their physicians), and lack of knowledge about
appropriate asthma care (for example, over-reliance
on acute symptom relief), may significantly contribute

to deficiencies in care for asthma in this population.
Investigators also uncovered several factors related to
clinicians that interfered with optimal care for asthma,
including the lack of awareness or agreement
regarding appropriate treatment (for example, sys-
temic corticosteroids for exacerbations), perceived bar-
riers to teaching self management of asthma, and
inadequate availability of primary care physicians for
urgent consultations.

Although these barriers to effective partnerships
for care between patients and clinicians were present
among white and south Asian patients, they were over-
represented among the south Asians. Taken together
with results of previous studies, these data suggest that
impaired patient-physician partnerships for care,
particularly among patients from minority groups,
limit the opportunity to improve outcomes from
chronic diseases.11–14 Such observations provide a
strong reminder that further improvements in health
will depend not only on efforts to better understand
the genetic and environmental determinants of disease
but also, as importantly, on efforts to understand and
eliminate barriers to equitable health outcomes.
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