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Introduction 
 
In spite of the outstanding work and advocacy of many organizations across the country and the 
overwhelming evidence and documentation of  the existence of health disparities the issue of 
health disparities and health equity is largely missing from the national debate on health 
reform. Health reform has been largely framed in terms of the healthcare crisis and defined by a 
lack of access to affordable and quality healthcare. The elimination of inequalities in health 
does not exclude needed reform of the healthcare system, but necessitates a national response 
and policy based on the broader social determinants of health. Now more than ever, the 
opportunity arises to increase national attention, broaden the lens and sharply change the debate 
and the nation’s response to this larger health crisis.  
 
To this end, the National REACH (Racial and Ethnic Approaches to Community Health) 
Coalition to Eliminate Disparities in Health convened a broad range of national health 
advocacy organizations to develop and advance the following policy analysis and 
recommendations in an effort to interject the issue of health equity into the national discourse 
and policy development for health reform. Established in 2004, the National REACH Coalition 
(NRC) grew out of the national REACH 2010 initiative designed to develop and demonstrate 
effective strategies and community-based interventions to improve health outcomes. Today, the 
NRC represents more than 40 communities across the country to provide coordination and 
leadership for the advancement and translation of community-based participatory research into 
evidenced-based practices, policies and community empowerment.   
 
The National REACH Coalition would like to thank the following individuals and 
organizations for their contribution to the preparation of this policy paper 
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Executive Summary 
 
 
The issues of health disparities and health inequalities have been largely absent from the 
national discourse on health and health care reform.  In this document, we synthesize a large 
and growing body of scientific and legal scholarship and identify a series of policy strategies 
that can complement national health care reform proposals to promote equitable health and 
health care.  These health equity strategies include policies that promote equitable health care, 
but also address issues such as socioeconomic inequality and harmful living conditions.  
Because scientific research is crucial to advance knowledge and develop new tools to combat 
health inequality, we include ideas for shaping a new health equality research agenda.  Finally, 
because a variety of policy and legal levers are likely needed to implement these strategies, we 
discuss judicial remedies to help make the law a more effective tool to combat health 
inequality.   
 
The key recommendations are as follows: 
 
  

Social and Community Level Determinants 
 
Racial and ethnic health disparities are caused largely by socioeconomic differences and 
differences in living conditions.  Racial segregation concentrates poverty resulting in reduced 
access and quality in education, nutrition, physical activity, housing, employment, 
transportation and economic opportunity. Strategies that mitigate the effects of negative living 
conditions include: 
 

 Opportunities for good health must take a developmental and intergenerational 
approach to be effective and range from full access to health and reproductive health 
services, school based adolescent health and Medi-gap insurance to augment 
Medicare coverage for seniors.  

 Expansion of access to high-quality preschool and other early intervention 
programs; 

 The use of incentives and land use policies to improve food and nutritional options 
and access in schools and under-resourced communities; 

 Aggressive monitoring and enforcement of environmental protection and justice 
laws; 

 Greater coordination between and the adoption of health impact assessment policies 
by education, housing, employment, transportation and other relevant agencies that 
can effect social determinants of health; 

 Adoption of public policies – including transportation, economic empowerment 
zones, housing mobility, community reinvestment and zoning to improve and/or 
reduce geographic barriers to economic opportunity.  
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Healthcare Equity 
 

Insurance coverage does not necessary guarantee access to appropriate, high-quality health 
care, particularly for people of color. Research on health care inequality suggests that health 
care can be made more equitable by addressing barriers in several domains:  access to health 
care; health care quality; patient education and empowerment; health care infrastructure; and 
health care policy and program administration.  State and federal governments can increase 
equity in healthcare by: 
 

 Making healthcare affordable through lower out-of-pockets costs, public subsidies 
to buy healthcare coverage, sliding scales for premiums and limits on co-payments 
for those at the lowest income levels; 

 Ensuring that all state residents have a medical home by expanding and promoting 
Community Health Centers and other publicly-supported healthcare institutions; 

 Promoting cultural and linguistic competence in health care settings by more 
widespread adoption of the federal CLAS guidelines and recommended standards; 

 Promoting diversity among health professionals and increasing the incentives for 
health care professionals to practice in underserved communities by additional  
funding for tuition-for-service agreements with underrepresented healthcare 
professions students, graduate medical education programs that focus on 
underserved communities and tuition reimbursement and loan forgiveness programs 
for service in professional shortage areas ; 

 Improving and streamlining enrollment procedures for pubic health insurance 
programs. 

 Requiring public and private health systems to collect, monitor and report racial/ 
ethnic, primary language, education and/or income-based health care disparities. 

 Encouraging the adoption of quality improvement programs that consider the health 
care challenges and needs of underserved communities. 

 Developing and funding patient education, the training and use of community health 
workers and prevention programs.  

 Providing financial resources and other support to safety net hospitals and 
community health centers serving poor and ethnic minority communities; and 
instituting measure to ensure that the funds meet their intended use;   

 Reviving and improving community health planning through demonstration 
programs, certificate of need policies; 

 Implementing health equity as a performance measurement and financial policy. 
 
 

Research to Eliminate Racial and Ethnic Health Disparities 
 
While federal health research has made great strides toward the development of new tools to 
combat illness and improve health, it has disproportionately benefited wealthy communities.  
The majority of federal research funds continue to be expended on genetic and biological 
research, or research to improve individual health behavior, to the relative exclusion of research 
to study how social and community environments affect health.  Therefore, greater priority and  
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resources should be given to federally-supported health disparities research with an emphasis 
on: 

 Social and community research 
 Community-based participatory research 
 Research translation 

 
Judicial Remedies 

 
The key federal civil rights law addressed to “unintentional” racial disparities in government 
programs (Title VI of the Civil Rights Act of 1964) was recently rendered unenforceable by the 
U.S. Supreme Court in the 2001 Alexander v. Sandoval decision in its ruling that individuals do 
not have the right to sue to enforce the Title VI disparate impact regulations.  To remedy this 
legislation is needed to: 
 

 Ensure that every statute protecting civil rights specifically authorizes individuals to 
bring civil suits in federal court to redress violations of the law. 

 Clarify the legal right of Medicaid recipients to force state compliance with the 
Medicaid Act.   

 
 
It is our hope that these strategies will be vigorously debated.  They are offered to help advance 
the national discussion on health and health care reform and to center equity as a fundamental 
objective in the presidential candidates’ health proposals. 



CREATING MORE EQUITABLE HEALTH IN THE UNITED STATES 
 
 
Health care reform is again a high priority for voters in the current election cycle, and 
many political leaders have offered proposals designed to expand access to health 
insurance, improve health care quality, and contain rapidly rising health care costs.  Few 
of these efforts, however, have focused attention on the problem of inequality in health 
and health care.  Millions of people in the United States – principally racial and ethnic 
minorities, immigrants, and those who aren’t proficient in English – have greater 
difficulty accessing health care services and tend to receive a lower quality of health care, 
even when they present with the same illnesses, health insurance, and ability to pay for 
care as whites.1  These problems persist despite the fact that many communities of color, 
particularly African Americans, American Indians and Alaska Natives, Pacific Islanders, 
and some Asian American and Hispanic subgroups, suffer from disproportionately high 
rates of illness and disability.  And while the age-adjusted death rate declined by 3.4 
percent nationwide between 2003 and 2004, racial and ethnic differences in mortality are 
stubbornly persistent.2    
 
Health disparities such as these are complex and stem from many causal factors.  Part of 
the gap stems from racial and ethnic differences in health insurance coverage and access 
to high-quality health care.  But public health experts agree that the most significant 
underlying causes of health inequality are socioeconomic inequality and inequitable 
living conditions.  These problems arise largely from residential segregation and 
discrimination and powerfully shape a range of health risk and protective factors, such as 
individual behavioral health choices (e.g., improving diet or seeking health care).  These 
conditions, however, can and must be remedied.  Health and health care inequality exact 
a huge human and economic toll on the nation.  Their persistence means that millions of 
Americans and their families suffer needlessly from a high burden of illness and 
mortality.  Health inequality leaves these Americans less able to contribute to the nation’s 
economy and productivity, and to participate fully in social, civic, and political affairs in 
their communities.  And with projections indicating that nearly 1 in 2 people living in the 
United States by mid-century will be a person of color, the nation’s health status clearly 
depends on our ability to improve the health and living conditions of our fastest-growing 
communities. 
 
For these reasons, we believe that the presidential candidates must confront the problem 
of health and health care inequality.  These issues, however, have been largely absent 
from the national discourse on health and health care reform.  In this document, we 
synthesize a large and growing body of scientific and legal scholarship and identify a 
series of policy strategies that can complement national health care reform proposals to 
promote equitable health and health care.  These health equity strategies include policies 
that promote equitable health care, but also address issues such as socioeconomic 
inequality and harmful living conditions.  Because scientific research is crucial to 
advance knowledge and develop new tools to combat health inequality, we include ideas 
for shaping a new health equality research agenda.  Finally, as a variety of policy and 
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legal levers are likely needed to implement these strategies, we discuss judicial remedies 
to help make the law a more effective tool to combat health inequality.   
 
It is our hope that these strategies will be vigorously debated.  They are offered to help 
advance the national discussion on health and health care reform and to center equity as a 
fundamental objective in the presidential candidates’ health proposals.     
 
 
 

Policies to Eliminate Inequities in Social and Community-Level  
Determinants of Health 

 
While largely outside of the purview of health care “reform” proposals, any effort to 
reduce racial and ethnic health status gaps must address factors that lie outside of the 
health care arena.  As noted above, racial and ethnic health disparities are caused largely 
by socioeconomic differences and differences in living conditions.  Racial segregation 
concentrates poverty and excludes and isolates communities of color from the basic 
and/or quality resources needed for socio-economic equality and health. African 
Americans are more likely to reside in poorer neighborhoods than whites of similar 
economic status.  For example, African Americans of all incomes are 36 times more 
likely than whites of all incomes to live in high-poverty communities.  Similarly, poor 
African Americans are 7.3 times more likely to live in high poverty neighborhoods as 
poor white Americans; poor Latinos are 5.7 times more likely than poor whites to live in 
high poverty neighborhoods.3  These rates have doubled since 1960.   
 
Segregation affects health in many direct and indirect ways: 
 
Economic Opportunity  Segregation restricts socioeconomic opportunity by channeling 
non-whites into neighborhoods with poorer public schools, fewer employment 
opportunities, and smaller returns on real estate. These limits on economic opportunity 
have a significant  indirect impact on health as evidenced by the strong and well-
documented correlation between wealth and health. 
  
Nutrition and Physical Activity  The behavioral choices people make are constrained by 
the choices people have.  One study revealed that black Americans are five times less 
likely to live in census tracts with supermarkets than white Americans. 4 Nationally, 50% 
of black neighborhoods lack access to a full service grocery store or supermarket.5 It’s 
more challenging to eat right in neighborhoods where fast-food joints, liquor stores and 
convenience stores proliferate while supermarkets and other sources of affordable, 
nutritious food are hard to find. The fruit and vegetable intake of Black residents 
increased an average of 32% for each supermarket in their census tract.6  Black and 
Latino neighborhoods also have fewer parks, green spaces and recreational options than 
white neighborhoods, including fewer gyms, recreational centers, swimming pools and 
safe places to walk, jog, bike or play.  Their neighborhoods are less likely to be walk-able 
(homes near stores and jobs) and more likely to have streets that are not safe after dark.  
Cautious parents in poor neighborhoods keep their children indoors after school – where 
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they are more likely to watch TV, play video games and eat – rather than allow them out 
to play on unsafe streets.  These characteristics of place all contribute to higher obesity, 
diabetes and cardiovascular disease rates among people of color, especially poor people 
of color. 
  
Environmental Justice Dozens of empirical studies over the past 40 years have 
determined that low-income communities and communities of color are more likely to be 
subjected to environmental degradation.and exposed to environmental hazards  For 
example, 56% of residents in neighborhoods with commercial hazardous waste facilities 
are people of color even though they comprise less than 30% of our population. .7 The 
promise of economic benefits and new job opportunities is often in direct conflict with 
exposure to hazards including lead, toxic waste, air pollution, and pesticides. These 
exposures are associated with a variety of ailments including asthma, birth defects, and 
cancer. 
 
Housing Crowded, substandard housing, elevated noise levels, decreased ability to 
regulate temperature and humidity, and exposure to lead paint and allergens such as mold 
and dust mites are all more common in poor, segregated communities, as are asthma 
rates, sleep disorders and lead toxicity. 8  Lack of affordable housing often leads to unsafe 
overcrowding conditions and the diversion of limited financial resources from other basic 
needs such as food and health.  In addition, organization of neighborhoods has been 
shown to have an effect on mental and physical health, educational achievement and the  
prevalence of violence and crime. 
  
Education: There is a profound correlation between educational opportunities and health, 
even life expectancy.  Minority students, however, remain highly concentrated in poorly-
performing, high-poverty schools, despite five decades of effort since the landmark 1954 
Brown v. Board of Education decision to desegregate them.  Poor and minority school 
districts receive less funding, have larger class sizes, worse physical infrastructure and 
more non-credentialed teachers than higher-income and majority-white districts.  Fifty 
years after the Brown decision, the re-segregation of our schools continues throughout the 
country. According to a 2007 Harvard Civil Rights Project study, “The children in United 
States’ schools are much poorer than they were decades ago and more separated in highly 
unequal schools.  Black and Latino segregation is usually double segregation, both from 
whites and from middle class students.”9 
 
The “Poverty Tax.”  According to a Brookings Institution study, not only do poor 
neighborhoods have fewer parks, fewer supermarkets, worse schools, more 
environmental hazards, higher crime and neglected public spaces, residents pay more for 
the exact same consumer products than those in higher income neighborhoods– more for 
auto loans, furniture, appliances, bank fees, and even groceries.  And homeowners get 
less return on their property investments.10  Sociologists call this “the poverty tax.” The 
“tax,” adding up to hundreds, even thousands of dollars, further impoverishes those who 
are already poor. 
 



Creating More Equitable Health 
National REACH Coalition 
Page 9 of 22  
 
Despite the challenges that racial segregation present for eliminating health inequality, 
solutions exist which can both mitigate the negative effects of segregation and inequitable 
living conditions, as well as increase housing mobility and improve opportunities for 
people to live in the community of their choice.  Strategies that mitigate the effects of 
negative living conditions should: 
 

 Take a developmental and intergenerational approach by recognizing that 
improving the opportunity for good health can begin before birth, and by 
responding to the health needs of older Americans.  The nation can make a 
profound investment in population health by addressing the health and living 
conditions of future mothers.  Adolescent and young women in communities of 
color should have full access to health and reproductive health services.  The 
development of culturally-responsive health promotion and prevention programs 
for adolescents of color is crucial,11 and school-based services are often the most 
efficient and effective way to reach young women in need of services.  For 
example, in a study of an alternative school-based program for adolescent 
females, program participants were more likely to have higher education 
aspiration, better reproductive health outcomes, and higher contraceptive use.12   
In addition, any attempt to address health disparities should address the often-
greater health needs of minority American elders.  Older adults of color suffer 
disproportionately from illness (diabetes, heart disease, most types of cancer) and 
mortality.  Low income and limited access to medical care, such as being able to 
afford Medi-gap insurance to augment Medicare coverage, is only part of the 
challenge that these populations face.  For example, it is also more difficult for 
them to maintain their safety, independence and a high quality of life. 

 Improve opportunities for healthy infant and child development.  Expanding 
maternal and infant nutrition programs can also offer significant long-term 
savings, as can home nurse visitation programs for new mothers.  Nurse home 
visitation programs like the Nurse-Family Partnership have worked to improve 
the health, well-being, and self-sufficiency of low-income families.  For high-
need communities, these programs bring essential services that provide positive 
outcomes to pregnancies by helping women improve their prenatal health, 
improve their child’s health and development, and improve their parental life 
course.  Evidence has shown that nurse-visited women had fewer subsequent 
pregnancies and births, and used less welfare. Nurse-visited children 
demonstrated higher intellectual functioning and fewer behavioral problems and 
over time, a reduction in antisocial behavior.13 14   

 Expand access to high-quality preschool and other early intervention programs.  
When a child receives a high-quality preschool education, the personal, social and 
economic impact over-time is long-lasting for both them and their families.  Early 
intervention programs such as the Perry Preschool Project and the Abecedarian 
Project support disadvantaged, at-risk children by providing them with a rich 
academic curriculum and essential social services.  With a societal economic 
return of seven dollars per dollar invested, children involved in these programs 
have achieved higher educational attainment and performance.  Participants earn 
significantly higher scores on intellectual and academic measures as young adults, 
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attained significantly more years of total education, and were more likely to 
attend a 4-year college.  Additionally, they have shown a reduction in teenaged 
pregnancy, higher adult wages, rates of employment and home ownership when 
compared with preschool controls.15 16   

 Improve food and nutritional options in schools and communities, by providing 
incentives for major grocery chains and “farmer’s markets” to locate in 
communities with limited or poor food options, regulating and limiting the citing 
of fast-food restaurants and liquor stores, and providing a healthier range of food 
options in schools while limiting access to harmful foods such as sodas and other 
high-fat, high-sugar products. 

 Develop effective, sustainable, multi-disciplinary community-based strategies and 
interventions in collaboration with and that respond to the specific needs of each 
community as seen in the Racial and Ethnic Approaches to Community Health (REACH) 
2010 programs nationwide funded under the Centers for Disease Control and Prevention 
(CDC).  The strategies must address health disparities in each stage of life: pre-natal, 
infancy, childhood, adolescence, adulthood, and older adulthood. The approaches should 
improve health in communities, health care settings, schools, after-school programs, work 
sites, and other social structures.   

 
Other interventions can improve the quality of living conditions in communities by 
addressing the built environment, reducing the threat of environmental contaminants, and 
improving the ability of government to assess and predict the health impacts of policies 
and program in areas such as transportation and housing.  These include: 

 Aggressive monitoring and enforcement of environmental protection and 
environmental justice laws.  Executive Order 12898, signed by President Clinton 
in1994, directs all federal agencies to review policies and procedures for 
responding to environmental health threats that disproportionately affect 
communities of color.  The Office of the Inspector General of the EPA, however, 
has concluded that EPA had failed to integrate environmental justice into its daily 
operations, it had failed to identify low-income and minority populations, and it 
had failed to establish criteria for defining disproportionate impact.17  EPA (and 
other federal agencies having jurisdiction over environmental justice issues) 
should issue a final Title VI guidance on processing Title VI complaints and 
methods to improve permitting programs, and should conduct an independent 
analysis of adverse disparate impacts in order to determine if they are present in a 
given community.  EPA should also establish a guideline for its state funding 
recipients that incorporate an inclusive definition of adverse disparate impact, and 
should conduct Title VI compliance reviews where periodically EPA would 
review the number and type of Title VI complaints and ensure their funding 
recipients are complying with their Title VI obligations.18 

 Improve coordination of relevant agencies that should address social 
determinants of health (e.g., education, housing, employment).  Agencies that 
seek to reduce social and economic gaps are inherently engaging in health equity 
work.  Almost all aspects of education, transportation, housing, commerce, and 
criminal justice policy influence health, and can have a disproportionate impact 
on marginalized communities.  Federal and state governments should take steps to 
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coordinate the work of agencies that impact health disparities to reduce 
duplication of effort, increase efficiency, and more effectively address health 
outcome disparities.   

 Adopt Health Impact Assessment (HIA) policies.  HIA attempts to ensure that all 
government programs and initiatives in and outside of the health care delivery 
sector – such as transportation, housing, and environmental protection – are 
assessed to determine their potential impact on the health status of affected 
communities.19  HIA is used extensively as a policy and planning tool in Europe 
and other countries, and is used increasingly in the United States.  The San 
Francisco Department of Public Health, for example, has developed and 
implemented the Healthy Development Measurement Tool to identify and assess 
community health needs and understand how land use and development projects 
can complement public health goals.  And King County in Washington State is 
developing and preparing a process to utilize an impact assessment tool that 
focuses on health equity and social justice in the adoption and implementation of 
County policies and decisions.  

 
In addition to these efforts to mitigate the negative health problems that are 
disproportionately found in poor and minority communities, the federal government can 
also take steps to improve housing mobility and increase investment in segregated 
communities: 
 

 Housing mobility strategies are a promising approach to reducing health inequities 
and expanding opportunity.  Research suggests that helping poor people of color 
relocate to lower poverty neighborhoods can improve health outcomes.  Although  
research is needed to understand how, under what conditions and which types of 
programs will work best, portable rent vouchers and tenant-based assistance have 
been the most common housing mobility strategies.  However, legal efforts that 
challenge residential and school segregation and targeted development of 
affordable housing in high opportunity areas have also produced results. 

 Employment and Economic Development:  Many communities, as noted above, 
are segregated from opportunity in ways that ultimately harm the health of their 
residents.  To address these problems, policies should be examined that reduce 
geographic barriers to opportunity.  For example, new job creation is increasingly 
taking place in suburban and exurban communities, far from segregated 
communities of color in urban cores and inner-ring suburbs20 ; many of the 
residents in these communities don’t have cars or other opportunities to get to 
these jobs.  A range of public policies – including public transportation, economic 
empowerment zones, housing mobility, community reinvestment and zoning – 
can improve economic opportunities in distressed communities and reduce the 
distance between people and employment opportunities.  Most of these policies 
require regional planning and coordination across local jurisdictions, and can be 
supported by state and federal incentives. 
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Policies to Achieve Equitable Health Care 
 
Research on health care inequality suggests that health care can be made more equitable 
by addressing barriers in several domains:  access to health care; health care quality; 
patient education and empowerment; health care infrastructure; and health care policy 
and program administration.   
 
We begin with a fundamental issue – improving access to health care.  The most 
important step to improve access for all is to develop a mechanism to provide health 
insurance coverage for all who live in the United States.  This is important not just for the 
uninsured, but also for those who currently have insurance.  The presence of a large 
number of uninsured people in the population contributes to escalating health care costs, 
the shifting of costs, and inefficiency in the delivery of care.  This policy statement is 
agnostic on how universal coverage is achieved, since the major presidential candidates 
already have well-established positions on whether they believe universal coverage is an 
important policy goal, and if so, how they would achieve it.  But insurance coverage does 
not necessarily guarantee access to appropriate, high-quality health care, particularly for 
people of color.  We, therefore, discuss below how characteristics of insurance coverage, 
as well as other factors, can influence health care access among people of color, and offer 
policy solutions. 
 
Access to Health Care 
 
Myriad factors contribute to how and whether people can access needed health care; 
lacking health insurance is one of the most important factors.21  Individuals with 
affordable and comprehensive health insurance coverage have fewer barriers to health 
care, are more likely to see a physician on a regular basis, and experience better health 
outcomes.  Insurance coverage also reduces out-of-pocket costs and shields individuals 
and their families from the economic hardships that an unexpected injury or illness can 
create.22  But racial and ethnic minorities are more likely to lack health insurance 
coverage or to be underinsured compared to non-Hispanic whites: while people of color 
make up about 30% of the U.S. population, they comprise over half of the nation’s 47 
million uninsured individuals.23  
 
In addition to coverage barriers, racial and ethnic minority and language-minority groups 
face other well-documented problems accessing health care.  Predominantly minority 
communities have fewer health care resources, such as hospitals, primary and specialty 
care providers, outpatient clinics, and nursing home facilities.  The health care services 
that are available to them are often of lower quality than those in more advantaged 
communities.  And even among minorities who have insurance, many face cultural and/or 
linguistic barriers to accessing care.24 
 
The literature suggests that state and federal governments can expand health care access 
for disparity populations by: 
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 Making health care affordable.  Minorities and people with low incomes are more 
likely than whites and people with higher incomes to report not accessing care 
when needed because of a lack of health insurance and/or high out-of-pocket 
costs.  Insurance coverage expansions and efforts to reduce out-of-pocket costs 
can therefore improve access to care.25  Policymakers should be sensitive, 
however, to the potential effect of such strategies on health insurance coverage 
and health care access among communities of color.  Policymakers should also 
take into account and attempt to minimize the disproportionate impact that health 
care costs may have on health care access and utilization among currently 
underserved groups.  These include public subsidies for those with low incomes 
to purchase health insurance, sliding fee scales for premiums, limits on co-
payments and other out-of-pocket costs such that those at the lowest income 
levels will face only nominal charges, and efforts to study and respond to 
potential unintended effects of cost-sharing on utilization.   

 Ensuring that all state residents have a medical home.  Having a “medical 
home”—a health care setting that enhances access to providers and timely, well-
organized care—is associated with better management of chronic conditions, 
regular preventive and early diagnostic screenings, and better primary care.  
Racial and ethnic minorities are less likely to report having a medical home, but 
when they do, health care access gaps are significantly reduced.26  The federal 
government should expand and promote the development of medical homes in 
Community Health Centers and other publicly-supported health care institutions. 

 Assessing how policies to expand insurance coverage – such as affordability 
standards and mandates requiring individuals to purchase insurance – may 
differentially affect communities of color, immigrants, and low-income 
populations.  Several health care reform proposals require individuals and 
families to purchase health insurance, and/or are exploring standards of 
affordability to determine premium or cost-sharing contributions.  The impact of 
an individual mandate and definitions of affordability may vary across racial and 
ethnic groups, even at the same income level, as these groups vary in wealth and 
access to resources.  In addition, the challenges of enforcing an individual 
insurance mandate across different communities are significant.  Some legal 
immigrants, for example, may be reluctant to apply for public health insurance 
programs, even if eligible, as a result of anti-immigrant rhetoric and policies, and 
might therefore be slower to comply with a mandate.  Policymakers that are 
considering such strategies should monitor insurance take-up among the 
previously uninsured by race, ethnicity and immigration status, and take steps to 
correct policies that might have a disproportionate impact. 

 Reducing “fragmentation” of the health insurance market by promoting equal 
access to the same kinds of health care products and services, regardless of 
coverage source.  A potentially significant source of racial and ethnic health care 
disparities among privately insured populations lies in the fact that minorities are 
likely to be disproportionately enrolled in “lower-tier” health insurance plans.  
Such plans tend to limit services, offer fewer covered benefits, and have relatively 
small provider networks.  These limitations can harm access to quality care.27  
Policymakers can take steps as part of coverage expansion proposals to improve 
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access to the same health care products and services, regardless of coverage 
source.  

 Improving and streamlining enrollment procedures for public health insurance 
programs.  Racial and ethnic minorities and immigrants are underrepresented, 
relative to eligibility rates, in public health insurance programs.  Policymakers can 
achieve greater success in increasing minority participation in public programs if 
they develop and sustain aggressive outreach programs and take steps to improve 
and streamline enrollment, with particular attention to the needs of cultural and 
language-minority groups.28   

 Consistently evaluating outreach to and enrollment of underserved groups in 
public health insurance programs.  Measurement of public insurance take-up 
rates in low-income communities and communities of color is an important step to 
ensure that health care expansion efforts reach underserved groups.  The Centers 
for Medicare and Medicaid Services should regularly conduct such evaluations to 
assess the impact of outreach programs on coverage rates among eligible 
populations.29   

 Promoting cultural and linguistic competence in health care settings.  Health care 
providers and systems must be culturally and linguistically competent to improve 
health care access and quality for an increasingly diverse U.S. population.30  The 
federal Culturally and Linguistically Appropriate Services (CLAS) standards 
identify over a dozen benchmarks that have been widely accepted and 
increasingly adopted by health systems and providers.31  Federally-funded health 
care organizations are mandated to meet four of the standards, but the federal 
government can take steps to encourage more widespread adoption of the 
guidelines and recommended standards.  These include providing incentives that 
encourage and reward health care organizations that implement the CLAS 
standards. 

 Promoting diversity among health professionals.  Racial and ethnic diversity 
among health care professionals is associated with improved access to and 
satisfaction with care among patients of color.32  Federal programs have 
stimulated greater diversity among health care providers for over three decades, 
but congressional support for these programs is waning.  These programs should 
be evaluated and, where they demonstrate success, should be expanded, for 
example by increasing funding for tuition-for-service agreements with 
underrepresented health care professions students.   

 
 
Quality of Care 
 
Health care reform initiatives increasingly address health care quality in general, as well 
as access.  However, many people of color experience a lower quality of care relative to 
whites, even when they are able to access care.  According to the Agency for Healthcare 
Research and Quality’s National Healthcare Disparities Report, African Americans 
receive poorer quality of care than whites for about two-thirds of health care quality 
measures, and Hispanics receive a lower quality of care than non-Hispanic whites for half 
of quality measures.  Policymakers can establish mechanisms for promoting equity and 
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accountability by promoting the collection of data on health care access and quality by 
patients’ race, ethnicity, income or education level, and primary language, and by 
publicly reporting this information.  These evaluations should focus on reducing health 
care quality gaps, to achieve “quality equality.”  In addition, government can provide 
incentives for quality improvement, such as pay-for-performance programs, performance 
measurement, and report cards.  But quality improvement efforts that fail to take into 
account the different challenges and needs of underserved communities, and the health 
care institutions that serve them, can unintentionally worsen health care quality gaps. 33   
 
The federal government can establish mechanisms for quality equality and accountability 
by: 

 Requiring public and private health systems to collect and monitor racial/ethnic, 
language status, and income-based health care disparities.  Currently, data 
collection efforts with regard to health care disparities are uneven.  CMS does not 
currently require Medicare providers to collect and report data.  Some states 
require recipients of state funding (e.g., Medicaid managed care organizations) to 
collect and report health care access and quality data by patient demographic 
factors, but many other states fail to utilize their leverage as regulators, payers, 
and plan purchasers to encourage all health systems to collect and report data 
using consistent standards.34  And given that the federal government and some 
states have non-discrimination laws that apply to health care settings and require 
diligence to enforce, requirements to collect and report standardized data are an 
important benchmark for state efforts to reduce health care inequality.   

 Publicly reporting health care access and quality disparities.  Once CMS has 
obtained health care access and quality data by patient demographic data, this 
information should be publicly reported, to promote greater public accountability, 
to allow consumers to make more informed decisions about where to seek care, 
and to assist state efforts to monitor disparities and take appropriate action to 
investigate potential violations of law.35  

 Encouraging the adoption of quality improvement programs that consider the 
health care challenges and needs of underserved communities.  Health care 
quality improvement efforts, such as pay-for-performance or performance 
measurement, are gaining increasing attention.  But because underserved 
communities are typically sicker and face greater barriers to treatment 
compliance, performance measurement can inadvertently dampen provider 
enthusiasm for treating low-income communities or communities of color.  
Quality improvement efforts should take into account the challenges and needs of 
underserved communities and reward efforts that reduce disparities and improve 
patient outcomes relative to baseline measures, perhaps by focusing on health care 
process measures.36  In addition, quality improvement incentives can be targeted 
to safety net institutions and other providers that disproportionately serve 
communities of color.   
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Patient Education  
 
Patients should be empowered to make decisions about their health care and to insist that 
care be delivered consistent with their needs, preferences, and values.   These issues are 
particularly relevant for racial and ethnic minority and immigrant patients, who may face 
significant health literacy and cultural gaps in U.S. health care settings.37  These concerns 
can be addressed by: 
 

 Developing and strengthening patient education programs that are well-
researched and are tailored to the need of underserved communities.  Patient 
education programs, such as health literacy programs, commonly seek to help 
patients understand how to best access health care services, participate fully in 
treatment plans, and better understand and manage illness.  Such efforts to 
empower patients can help reduce health care disparities by providing patients 
with skills to effectively navigate health care systems and ensure that their needs 
and preferences are met.  An excellent example of the effectiveness of patient 
education programs can be found in the REACH 2010 initiative. The proportion of 
American Indians from REACH communities who began to take medication to manage 
high blood pressure increased from 67% in 2001 to 74% in 2004, surpassing the national 
rate for the American Indian population. In 2002, Hispanics from REACH communities 
were less likely to be screened for high blood cholesterol levels than were those in the 
national Hispanic population and even wider when in comparison to the overall national 
population. By 2006, the cholesterol screening rate for Hispanics from REACH 
communities surpassed that for the national Hispanic population, and the gap between the 
rate for Hispanics from REACH communities and the overall national average was 
closing and continues to improve.38   

 Supporting training and reimbursement for community health workers.  Community 
health workers, also known as lay health navigators or promotoras, are trained members 
of medically underserved communities who work to improve community health 
outcomes.  Several community health worker models train individuals to teach disease 
prevention, conduct simple assessments of health problems, and help their neighbors 
access appropriate health and human resources.39  In health care contexts, they serve as a 
liaison between patients and health systems.  Using lay health workers to improve rates 
for cervical cancer screening among Vietnamese American women, , 48% of the 
Vietnamese American women who had never had a Papanicolaou’s (Pap) test received 
the test after meeting with lay health in the REACH 2010 program in Santa Clara County, 
California. The overall rate increased by 15% in two years. Community health worker 
models are rapidly spreading, as research and practice indicate that such services 
can improve patients’ ability to access care and understand how to manage illness.  
The federal government can stimulate these programs by providing grants, seed 
funding, or other resources to help stimulate their promulgation.   

 
Health Care Infrastructure 
 
As noted above, the disproportionate lack of health insurance among racial and ethnic 
minorities is associated with fewer health care resources (e.g., practitioners, hospitals and 
health care centers) in communities of color.  Even if the United States achieves universal 
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health insurance coverage, communities of color will still require investments to improve 
their health care infrastructure.  The federal government can ensure that the community-
level health care infrastructure needs of racial, ethnic, and language minority patients are 
better addressed by:  
 

 Supporting “safety net” hospitals and community health centers, and reducing 
the financial vulnerability of health care institutions serving poor and minority 
communities.  People of color and low-income individuals are more likely than 
other populations to access health care in safety net institutions, such as public 
hospitals and community health centers.40  In many cases, these institutions face 
financial vulnerability because of low Medicaid reimbursement rates and/or the 
costs of providing uncompensated care to uninsured individuals.41  These 
institutions may fare better in states where near-universal health insurance 
coverage proposals are enacted and where health insurance expansions are 
realized, but they will likely continue to face financial vulnerability until universal 
coverage is achieved.  In addition, the survival of safety net institutions depends 
on the manner in which health insurance expansions are carried out.  If the 
financing of these programs draws resources away from safety net institutions, 
they could suffer significant budget shortfalls.  State and local subsidies provide 
about 39 percent of the cost of unreimbursed care that public hospitals provide, 
but state and local safety net financing varies considerably across jurisdictions; 
over 15 percent of public hospitals receive no state or local support, and for an 
additional third of public hospitals, state and local subsidies represent less than 10 
percent of net revenues.42  The federal government should provide additional 
financial resources or other support to safety net institutions, and assess the 
impact of health insurance coverage expansion programs on these institutions. 

 Creating and/or improving incentives for health care professionals to practice in 
underserved communities.  Low-income and minority communities often have the 
most pressing need for health care services, but they are served by a dwindling 
number of providers and institutions that lack resources to expand and improve 
services.43  The federal government can address this imbalance by expanding 
incentives, such as funds for graduate medical education programs that focus on 
underserved populations, tuition reimbursement and loan forgiveness programs 
that require service in health professional shortage areas.   

 Requiring cultural competency training for health care professional licensure.  
Most communities are experiencing rapid growth in the population of racial and 
ethnic minority and language-minority residents.  Already, four states and the 
District of Columbia are “majority minority,” and nearly one in two U.S. residents 
will be a person of color by mid-century.  These demographic changes require 
that the health professions keep pace by training future and current providers to 
manage diversity in their practice.44  Some states have taken action to address this 
need—as of 2005, for example, New Jersey required that all physicians practicing 
in the state must attain minimal cultural competency training as a condition of 
licensure.   
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Program and Policy Infrastructure 
 
The federal and state governments can improve their capacity to plan for and address the 
health care policy challenges and needs of minority communities by adopting or 
strengthening existing policies such as: 
 

 Community health planning, as a means of gaining community input and better 
aligning health care resources with community needs.  Community health 
planning has a long history, but its promise as a tool to reduce health care 
disparities has yet to be fully realized.  Community health planning seeks to 
strengthen communities to play a greater role in their own health, actively 
involving residents in the planning, evaluation, and implementation of health 
activities in their communities.  The National Health Planning and Resource 
Development Act of 1974 sought to create and support a network of community 
Health Systems Agencies (HSAs), but a lack of funding, enforcement powers, and 
effective mechanisms for community input to shape health policy has led to a 
decline of HSA power and influence.45  Some states, such as New York, are 
examining strategies to reinvigorate HSAs and to include disparities reduction 
efforts as part of the mission of these planning agencies.  The federal government 
should revive and improve community health planning through demonstration 
programs and other strategies. 

 Certificate of Need assessments, as a tool to reduce geographic disparities and 
reduce the “fragmentation” of the health insurance market.  Historically, the 
purpose of the Certificate of Need (CoN) process has been to provide state 
governments with a tool to control health care costs and ensure that capital and 
technology investments in the health care industry reflect community needs.  In 
most states that employ CoN, the process has required hospitals or other health 
care institutions that seek to establish or expand services to submit proposals so 
that state boards can evaluate projects to eliminate unnecessary duplication of 
services and ensure that investments strategically address health care needs.  But 
the process has met significant resistance and criticism for its failure as a cost-
containment measure.  The CoN process, however, has great potential to 
encourage a better distribution of health care resources, reflecting community and 
statewide need.46  States should re-evaluate, and in some cases reinvigorate CoN 
through new policies that ensure accountability for the use of public funds, and 
the federal government should provide resources to stimulate states to adopt 
strong CoN policies. 

 Health Equity as a performance measurement and financial policy.  Medicare and 
Medicaid funding are significant drivers for quality improvement and cost 
containment.  Federal policy is needed to both measure, report and expand 
reimbursement to include state and local performance in reducing health 
disparities and achieving health equity.  
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Research to Improve Understanding of and Strategies to Eliminate  
Racial and Ethnic Health Disparities  

 
The federal health research enterprise has made great strides toward the development of 
new tools to combat illness and improve health.  Most of the gains, however, have 
disproportionately benefited wealthy communities.  And while federal research efforts to 
address health inequality have expanded significantly in the two decades since the 1986 
Heckler report which found shocking inequality in health status among U.S. racial and 
ethnic groups, the majority of federal research funds continue to be expended on genetic 
and biologic research, or research to improve individual health behavior, to the relative 
exclusion of research to study how social and community environments affect health.  
Federally-supported health disparities research should provide greater emphasis on: 
 

• Social and Community Research.  Given the importance of “upstream” 
determinants of health such as neighborhood living conditions, federal health 
disparities research should increasingly emphasize understanding how social 
and physical environments contribute to health inequality.  Research should 
examine both direct effects, such as the cognitive and health impacts of 
exposure to violence, as well as indirect effects, such as how neighborhoods 
shape access to food and nutrition resources.   

• Community-Based Participatory Research as a model for program 
development.  CBPR produces field-based, rigorous research through active 
partnerships with community members, who help establish research priorities 
and objectives, serve as research resources and consultants, and share in the 
interpretation of research findings. 

• Research Translation.  Research addressing health inequality should be 
translated for policy consumption; doing so requires the active participation of 
key stakeholders, as above. 

 
Restoring Judicial Remedies 

 
The key federal civil rights law addressed to “unintentional” racial disparities in 
government programs (Title VI of the Civil Rights Act of 1964) was recently rendered 
unenforceable by the U.S. Supreme Court in the 2001 Alexander v. Sandoval decision, 
and Congress has not yet responded to repair the law.47  In Sandoval the U.S. Supreme 
Court ruled that individuals do not have the right to sue to enforce the Title VI disparate 
impact regulations, because the statute did not specify a private right of action.  The next 
President should support legislation in Congress that would ensure that every statute 
protecting civil rights specifically authorizes individuals to bring civil suits in federal 
court to redress violations of the law.48  Similarly, The President should support 
legislation that would clarify the legal right of Medicaid recipients to force state 
compliance with the Medicaid Act.49   
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