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DISPARITIES IN HEALTH CARE

have been targeted for elimination
by federal agencies and profes-
sional organizations, including the
American Public Health Associa-
tion. The Affordable Care Act1

(ACA) offers the promise of re-
ducing disparities in health and
medicine by promoting access
to equitable and more efficient
health care. However, nearly 5
years after the ACA was signed
into law, researchers are still find-
ing a wide chasm in health care
access, quality, and outcomes. An
expert panel organized by the
Disparities Interest Group at the
2014 AcademyHealth Annual
Research Meeting, provided areas
of interest to consider when
addressing disparities. Our policy
brief builds on some of the topic
areas presented at the interest
group meeting. We discuss the
role of (1) differential access to
health insurance, (2) medical
homes and accountable care orga-
nizations (ACOs), (3) preventive
medicine, and (4) cultural compe-
tency on health care disparities in
the post-ACA era. Although the
ACA provides a valuable first step
in reducing the disparities gap,
progress is contingent upon
whether opportunities in the ACA
help or hinder populations at risk
for impaired health and limited
access to medical care.

DIFFERENTIAL ACCESS TO
HEALTH INSURANCE

Estimates from the Congressio-
nal Budget Office suggest that
the ACA will expand health in-
surance coverage to an additional

26 million people by 2024. Fol-
lowing the first open enrollment
period, more than 8 million people
purchased private health plans
through federal and state-based
marketplaces, and an additional
6.7 million people enrolled in
Medicaid, the publicly funded in-
surance program for low-income
families and children.2 However,
only 27 states and the District of
Columbia have decided to expand
their Medicaid programs—a deci-
sion that leaves up to 4 million
low-income adults without health
insurance in the nonexpansion
states.3

Strikingly, the states not expand-
ing Medicaid are home to the
highest uninsured and poverty
rates across the country. In Texas
and Florida alone, nearly 3 million
low-income adults will remain un-
insured as a result of their state’s
decision not to expand Medicaid.4

In addition, although 1 in 5 resi-
dents in Mississippi and Louisiana
are living in poverty,5 state leaders
are reluctant to expand Medicaid
or consider customized approaches
to expansion. Some states (Alaska,
Montana, Indiana, Tennessee,
Utah, Virginia, and Wyoming) are
considering alternative solutions
to fill the coverage gap through
customized Medicaid expansions.6

Until all states implement the
coverage components of the ACA
or have customized approaches
for expanding Medicaid, dispar-
ities in health insurance coverage
will widen between those states
that expand and those that do
not expand Medicaid. This differ-
ential access to health insurance
may impede progress toward

eliminating insurance disparities.
In addition, racial/ethnic groups
living in states that have not ex-
panded Medicaid may continue to
fall behind as the country moves
forward with health reform.
However, even when every state
fully implements the ACA, public
health policymakers should take
action to ensure that new Medic-
aid enrollees do not receive
inferior care. Medicaid reim-
bursements should match Medi-
care payment rates to encourage
primary care providers to accept
Medicaid patients, and Medicaid
benefits must meet minimum
federal requirements to ensure
that Medicaid patients receive
important and necessary health
services.

MEDICAL HOMES AND
ACCOUNTABLE CARE
ORGANIZATIONS

The emphasis of the ACA on
integrated service delivery models
such as Medical Homes and ACOs
has been identified as a key com-
ponent of innovative health sys-
tem transformation. Stemming
from pediatric medicine as a
model for addressing the com-
plex needs of children with mul-
tiple health conditions, medical
homes emphasize team-based,
continuous, and holistic care
across the care continuum. The
medical home model has been
greatly applauded by national
policymakers and primary care
medical societies as fundamental
toward promoting health care
equity and improving access to
care while lowering health care
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costs. However, evidence on the
effects of medical homes has been
mixed.

Racial/ethnic minority children,
for instance, are less likely to have
a patient-centered medical home
(PCMH). Even when minority
children have a PCMH, data from
the National Survey of Children’s
Health indicate that PCMH ser-
vices do not always narrow the
quality gap between minority and
White children.7 Although White
children with a PCMH are more
likely to receive preventive ser-
vices than their peers without a
PCMH, the same is not true for
African American and Hispanic
children.7 In another study among
a cohort of adults with diabetes,
African American patients in an
internal medicine PCMH were less
likely to receive hemoglobin A1C

testing and influenza vaccinations,
and less likely to achieve choles-
terol management compared with
their White peers in the same
PCMH.8

By contrast, ACOs encourage
doctors, hospitals, and allied
health care providers to form net-
works and coordinate patient care,
spearheading the move from
acute, episodic volume-based care
delivery to coordinated care de-
livery models that reduce waste
and improve quality. These net-
works become eligible to partici-
pate in shared savings when they
successfully reduce the total cost
of care and improve clinical qual-
ity for the lives served. Although
ACOs are traditionally within
the Medicare program, there are
now fledgling ACO-like arrange-
ments within Medicaid and private
health insurance sectors. Since the
passage of the ACA, the number
of ACO arrangements has in-
creased from a few dozen in 2010
to more than 600 networks and
22 million covered lives in 2014.9

Like medical homes, preliminary

evidence on the impact of ACOs in
reducing disparities is in question.
A recent study found differences
in quality outcomes among Medi-
care ACO beneficiaries, such that
participation in an ACO-like orga-
nization had no advantage on re-
ducing disparities in preventable
hospitalizations and select process
quality measures.10

The future of ACOs in miti-
gating disparities will require de-
liberate tailoring of ACO quality
metrics and incentives to the dis-
parities performance gap. As
medical homes and ACOs ad-
vance, providers should continue
to address the social contexts that
disrupt treatment adherence in
vulnerable patients—or the social
determinants of health.11 Screen-
ing for and addressing adverse life
events at home or in the work-
place during clinical visits may
lead to better health outcomes for
adults at the greatest risk of poor
physical and mental health.

PREVENTIVE HEALTH
SERVICES

Underutilization of effective
preventive health services and
early detection interventions re-
mains a persistent barrier to re-
ducing the chronic disease burden.
Health services research consis-
tently demonstrates that cost is
a significant barrier to health care
utilization, particularly for pre-
ventive services.12 Although cost is
a particularly overwhelming bar-
rier for low-income populations,
even individuals from wealthier
families underuse preventive ser-
vices when out-of-pocket spending
is required. Under the ACA, pri-
vate health plans are required to
cover preventive health services
recommended by the US Preven-
tive Services Task Force at no cost
to the patient. Lowering out-of-
pocket costs is one approach that

may increase screenings and pre-
ventive care among low-income
populations, but take-up of pre-
ventive health services is condi-
tional upon patient awareness
of insurance benefits under the
ACA. Some newly insured popu-
lations may not know the full
array of health services available
to them. Other patients may be
misinformed on the effectiveness
of screenings, immunizations, and
other forms of preventive medi-
cine.

Addressing these knowledge
gaps is paramount for eliminating
disparities in preventive health
services utilization, and providers
will play a critical role toward
achieving the goal that all pa-
tients receive age-appropriate
preventive health services. For
example, the use of community
health workers and peer coun-
selors has been suggested as
practical methods to educate
communities about the impor-
tance and availability of preven-
tive services.13

CULTURAL COMPETENCY

Although the ACA creates op-
portunities to establish demon-
stration projects to expand health
professional training in cultural
competency, creating a cultur-
ally competent workforce is an
immediate and necessary com-
ponent to eliminating health dis-
parities. To keep up with grow-
ing diversity of the American
population, the Office of Minor-
ity Health in the Department of
Health and Human Services
published the revised National
Standards for Culturally and Lin-
guistically Appropriate Services
(CLAS). The standards emphasize
leadership, language assistance,
and continuous evaluation through-
out health care organizations to
achieve

effective, equitable, understand-
able, and respectful quality care
and services that are responsive
to diverse cultural health beliefs
and practices, preferred lan-
guages, health literacy, and other
communication needs.14(p199)

Language assistance and health
literacy is an important challenge
for the ACA, especially consider-
ing that previous studies have in-
dicated low health literacy pre-
dicts the likelihood of being
uninsured.15 Approximately 9%
of the American population have
limited English proficiency
(LEP).16 As more LEP populations
gain coverage, more patients with
LEP may prefer to receive health
care services in languages other
than English. Providing interpre-
tation services to LEP patients is
required by the Civil Rights Act of
1964 and improves satisfaction,
health outcomes, and quality of
care among LEP population.
However, health care jargon can
be difficult for English speakers,
making health insurance literacy
an important new issue to address.
More than half of US adults cannot
accurately identify 1 of 3 terms
commonly used in health care:
premiums, co-pays, and deduct-
ibles.17 Not fully understanding
what health care services cost can
prevent patients from receiving
necessary medical care, but
implementing CLAS standards
throughout the health care system
can maximize ACA access provi-
sions, improve patient engage-
ment, and reduce disparities in
patient experiences.

CONCLUSIONS

To make further progress on
reducing and eliminating health
disparities in the post-ACA era, the
next steps in health reform should
eliminate differential access to
care, consider underlying social
elements that make medical
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homes and ACOs robust, close
knowledge gaps in preventive
health services utilization, and
incorporate the CLAS models in
best practices for improving care
in priority populations. Physi-
cians and providers should con-
tinue to advocate for a stronger
safety net and resources to pro-
vide patient-centered care, in-
cluding communication across
health systems and language ser-
vices for patients. j
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