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Abstract
Despite advances in medicine and health care reform in the United States (US), inequities and disparities whether 

in health status and/or care persist(s) for certain vulnerable or disadvantaged groups. This paper presents a perspective 
on the current state of inequities and disparities in US health care system as it relates to certain initiatives in an era of 
health care reform, and possible recommendations to further improve the outlook of achieving health equity
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Payment Reform: Introduction of Alternative Payment 
Models

Payment reform is an important component of health care reform 
given the escalating costs of health care. It focuses on the shift away from 
paying for “volume” to “value” with the ultimate aim to deliver safe, 
timely, patient-centered, effective, efficient, equitable and affordable 
care [17]. From another perspective, it also aims to decrease fraud and 
abuse. At the federal government level, alternative payment models 
that move away from traditional fee-for-service model to a value-based 
model such as single episode bundled payments and population-based 
accountable care organization (ACO) models with focus on improved 
quality and reduced cost are rapidly becoming the norm. These new 
models involve transforming health care delivery, demanding that 
care providers (i.e. clinicians, hospitals, health systems, etc.) meet 
certain quality thresholds while containing costs. They also encourage 
using care teams and information technology to improve efficiency 
and health outcomes. Commercial insurers in the private sector are 
also following suit. With regards to containing costs, the results are 
inconclusive [18-22]. Specific to addressing inequities in access to care, 
state level Medicaid programs such as the Delivery System Reform 
Incentive Payment program and other section 1115 waivers, aims to 
restructure health care delivery particularly for low-income patients [23].

Specific to health equity, while improved insurance coverage 
and targeted efforts by some care providers (health care systems) 
have narrowed some disparities, significant gaps remain particularly 
for certain minority groups even with the same insurance and 
socioeconomic status [14,24]. This suggests that despite the intended 
aim of alternative payment models in improving value of care, they 
generally may not be directly encouraging or supporting the reduction 
of health inequities and disparities. As such, any new initiatives or 
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Introduction
Health, the “state of complete physical, mental, and social wellbeing, 

and not merely the absence of disease or infirmity,” is a fundamental 
human right without distinction of race, political belief, economic or 
social condition.” As such, health and access to care to maintain the 
highest level of health should be equitable [1,2]. Despite advances in 
medicine and health care, inequities and disparities whether in health 
status and/or care persist for certain vulnerable or disadvantaged 
groups [3]. Though often used interchangeably, health inequities are 
the “differences in health that are avoidable, unfair, and unjust, often 
influenced by social, economic, and environmental conditions,” while 
health disparities are the “differences in health outcomes among groups 
of people” [2]. These definitions suggest that many of the contributing 
factors to inequitable health, are often external to and beyond an 
individual’s direct control. Specific to health care, “equitable care” 
would mean individualized care that is catered to the specific needs of a 
particular individual, in order to optimize his/her health outcomes. In 
the United States (US), despite high health care costs and technological 
advances, its health care system still exhibits wide inequities and 
disparities in health and health care; prompting the need for better 
understanding of primary drivers to inform policies. Over the past 
decades, the US government has set goals aimed at eliminating health 
disparities [4]. This brought about health care reform, also known as the 
Patient Protection Affordable Care Act (ACA), enacted in 2010 with 
the aim to “make affordable health insurance available to more people, 
thereby improving access and quality [5].” Its passage helped decrease 
the gap between insured and uninsured/underinsured particularly for 
economically disadvantaged groups, and is anticipated to lower costs 
[5]. Although, data from the initial years after the law’s implementation 
show large reductions in the rates of uninsurance/underinsurance 
among low-income groups [6-13], significant inequities and disparities 
in health remain [14-16]. Under this law, several other initiatives 
such as new payment models, more streamlined quality metrics and 
population health, have been introduced. Given that the impact of 
coverage expansion has been comprehensively addressed in other 
literature, the purpose of this paper is to present a concise perspective 
on the current state of inequities and disparities in the US health care 
system as it relates to these other initiatives in an era of health care 
reform, and present possible recommendations to further improve the 
outlook of achieving health equity. To ensure a comprehensive analysis 
of the topic, both terms- inequities and disparities- are applied in the 
context of this paper [16].
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demonstrations calling for alternative payment models ought to 
strategically link inequities and disparities reduction to payment. In an 
article published by DeMeester et al., it was reported that applicants 
who responded to the Finding Answers: Solving Disparities through 
Payment and Delivery System Reform program sponsored by the 
Robert Wood Johnson Foundation, generally did not link payment 
reform tightly to disparities reduction [25]. Perhaps this challenge is 
attributable to the ambiguity in linking and/or measuring inequities 
and disparities as it relates to value-based care. The bottom line is 
that while current alternative payment models theoretically have the 
potential to help bridge the equity gap as it relates to access, they 
are still fairly premature to ascertain ultimate ability to fully address 
inequities and disparities.

Quality Metrics and Measures 
Though quality metrics are strongly linked to alternative payment 

models above, for the purpose of this paper, they are discussed 
separately. Measuring the quality of health care is a necessary step in 
health care quality improvement [26,27]. It helps “prevent the overuse, 
underuse, and misuse of health care services to ensure patient safety; 
identify what works or doesn’t in health care to drive improvement; 
hold health insurance plans and care providers accountable for 
providing high-quality care; measure and address disparities in how 
care is delivered and in health outcomes; as well as guide consumers 
in making informed choices about their care [28].” Quality measures 
form the metrics with which health care quality is assessed across 
the full continuum of health care delivery. They can be assessed in 
four domains: structure (capacity, systems, and processes), process 
(maintain or improve health, either for healthy people or for those 
diagnosed with a health care condition), or outcome (impact of the 
health care service or intervention on the health status of patients) [29]. 

The enactment of the ACA prompted the initiation of several 
value-based quality incentive programs for inpatient and outpatient 
care settings such as the Hospital Readmissions Reduction, Hospital 
Value Based Purchasing, End-Stage Renal Disease Quality  Incentive, 
Physician Value-Based Modifier, Hospital Acquired Conditions, 
Skilled Nursing Facility Value Based, Home Health Value Based and 
Merit-Based Incentive Payment System, Ambulatory Surgical Center 
Quality Reporting, Hospital Outpatient Quality Reporting, Hospital 
Inpatient Quality Reporting, Physician Quality Reporting System, and 
Inpatient Rehabilitation Facility Quality programs, to mention a few 
[30]. Each program comprises of metrics necessary to meet priorities 
for improved value– health care outcomes, quality, safety, efficiency 
and satisfaction– for patients, all of which are tied to reimbursement. 
While there may have been decline in some quality related outcomes 
such as hospital acquired conditions and readmissions in recent years, 
disparities still exist in their distribution among certain vulnerable, 
disadvantaged and/or minority groups for certain medical conditions 
[14,31-34]. 

This is perhaps attributable to the fact that there has been no notable 
implementation of “measures/metrics” for quality performance as 
it relates to health equity. In fact, the Institute of Medicine’s seminal 
report “Crossing the Quality Chasm [35]” identified health equity 
as a key domain of quality. For many years, stakeholders (i.e. care 
providers, professional organizations, health services researchers and 
policy makers) have recommended stratifying clinical performance 
measures by sociodemographic factors such as race, ethnicity, and 
socioeconomic status to identify disparities and motivate change 
to improve equity and quality [21,36]. The National Quality Forum 
developed a four-part strategy guide to demonstrate how measurement 

and associated policies can contribute to eliminating disparities and 
promote health equity. They include identification and prioritization 
of areas to reduce health disparities, implementation of evidence-based 
interventions to reduce disparities, investment in development and use 
of health equity performance measures, and financial incentives for the 
reduction of health disparities and achievement of health equity [37]. 
However, this is still yet to fully come to fruition.

Population Health 
As previously stated, inequities and disparities in health are 

shaped by multilevel socioecological influences sometimes outside of 
an individual’s direct control. They include health care and individual 
behavior, which in turn are shaped by the physical, political, social and 
economic environment, collectively defined as “social determinants 
of health [38].” These social determinants of health are complexly 
interrelated, making simplistic explanations of the causes of health 
inequities and disparities difficult [6]. With increasing efforts to reduce 
health spending and improve health outcomes, federal and state 
governments, as well as the private sector, are testing ways in which 
to address these social determinants of health. The goal is to break 
down silos in the system to overcome the challenge of paying for these 
efforts. One of such avenues is through population health. Population 
health  is defined as “the  health  outcomes of a group of individuals, 
including the distribution of such outcomes within the group [39].” 
A more comprehensive definition would include “the distribution 
and determinants of health outcomes, as well as facilitation of care 
delivery across/among groups of individuals in order to improve 
their health outcomes, and lower costs [40-44].” It advocates wellness, 
prevention and chronic disease management through avenues like 
medical homes, particularly for those who face social barriers to health, 
and is paramount to the reform of the care delivery system [45]. It is a 
combination of integrated healthcare, public health and health policy. 
As such, requires initiatives that involve collaboration across various 
sectors like public health, social services and public policy.

As population health becomes more of a focus of health care, 
providers are realizing that the challenges in operationalizing 
population health initiatives, identifying which metrics/measures 
to track progress, prevail [46]. One of the primary drivers of such 
challenges involves “data.” It is becoming more evident that data 
outside of primary clinical diagnosis can provide a broader perspective 
on potential drivers of a patient’s health status, as well as help 
identify approaches to improving the effectiveness of care [47,48]. 
However, there is no standardization for the definition, capture and/
or representation of data on social determinants of health in the care 
process [47,49]. Other challenges include the inability to establish a 
“cause-and-effect” relationship between these social determinants 
of health and health outcomes. The current evidence suggests that 
though it may be premature to ascertain the role of population health 
in achieving health equity, the theoretical framework does suggest that 
it has the potential to help mitigate inequities and disparities in health 
and health care. This can only be proven with time.

Policy Implications and Recommendations
Given the rapid increase of new care delivery initiatives through 

health care reform, it is imperative to advance understanding of 
how they might be better designed and implemented to bridge the 
equity gap, as this is simply the right thing to do. However, doing 
so must be feasible and sustainable. To ensure that health equity is 
central in ongoing health care reform efforts and to drive meaningful 
improvement, the health care system need(s) strategy (ies) that 
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include(s) metrics sensitive to addressing inequities and disparities 
in health and health care. This will involve the use of evidence-based 
approaches to identify and address root causes of these inequities and 
disparities. Specific recommendations are outlined as follows, and are 
made with the acknowledgement that they may not be straightforward 
and/or easy.

•	 Create and/or improve financial incentives in payment 
reform to support intrinsic motivation of care providers and 
payers to achieve equity. This would include introduction of 
more rigorous evidence-based demonstration programs that 
integrate a “disparities/inequities-reduction” component based 
on social determinants of health, in care innovation. This could 
further guide the introduction of more risk-based models that 
fairly compensate care providers who must cater to certain 
vulnerable patient populations. This is based on the premise 
that while value-based payment initiatives have the potential 
to improve quality of care, there is concern that they may also 
lead to the widening of health disparities if providers with 
limited resources are unable to respond effectively to incentives 
[32,50,51].

•	 Ensure population health interventions are embedded in 
a systematic manner and are culturally “tailored” for the 
specific settings and populations in which care providers make 
achieving health equity a high priority. This could include 
pilot or demonstration programs to test what works in unique 
situations.

•	 Standardize and incentivize the efficient collection of data on 
social determinants of health as a standard of care and be part 
of a patient’s health record. Cantor et al. recommend collection 
of such data through financial or quality measures, and 
expanding the body of research that measures the impact of 
acting on the information collected. They posit that this “offers 
tremendous potential for improved care and health, including 
a better understanding of the influence of neighborhood 
characteristics on health, and improved connections between 
providers of medical care and community services [47].” 

•	 Health care institutions prioritize health equity as part of their 
institutional culture. It is well known that multiple factors 
cause disparities in health outcomes, including unconscious 
bias and cultural insensitivity by care providers [52]. Therefore, 
awareness in the form of trainings/education on health equity 
and institution-wide culture change are necessary. Other 
ways include encouraging a more diverse workforce of health 
care workers across various disciplines, roles and levels of the 
institution; making education of inequities and disparities part 
of an institution’s mission and vision with clearer indications 
as to how they will be achieved; as well as investment in the 
data infrastructure necessary for stratifying performance 
measures [53].

•	  Engage target populations (i.e. individuals and communities–
both social and political–) who will be most directly affected by 
health care reform, and institutions across various sectors early 
on in future initiatives. Important avenues include the role 
of Patient Centered Outcomes Research Institute’s (PCORI) 
pipeline to proposal initiative that encourage public-private 
partnerships between patients, clinicians, other front-line 
caregivers, and others across the healthcare community to 
participate in high-quality patient-centered outcomes research 

[54]. Since its formation approximately 7-8 years ago, PCORI 
has been instrumental in fostering patient-centered and 
comparative effectiveness research with billions of dollars for 
various health conditions-particularly those of high cost and 
impact-. Another example includes the Centers for Disease 
Control and Prevention’s embrace of the Health in All Policies 
(HiAP) initiative, which could yield potential promises in 
addressing health and care inequities to achieve health equity 
[55,56]. Given that health is created largely outside of the 
health care sector, these relationships are critical to addressing 
these problems and long term sustainability of any fruitful 
strategies. Marusic et al. state that while inclusive, consultative 
policy processes offer no guarantee against conflict, they may 
pay dividends over time [57,58]. 

•	 As a follow up to the preceding point, increase funding for more 
“pragmatic” research around social determinants of health to 
study how they contribute to ongoing health inequities and 
disparities that exist at disproportionate rates across or among 
certain gender, racial, ethnic, geographical and/or economic 
groups. These research should allow for exploration of causal 
relationships between social determinants of heath and 
health outcomes, develop better metrics/measures for quality 
performance on equity, as well as the application of evidence-
based strategies to inform better, and timely evaluation of 
existing interventions for population health management. As 
recommended through a panel review by Sampson et al. future 
research should also “embrace broad and inclusive themes 
at the individual and population levels; as well as encourage 
development of unique transdisciplinary training programs to 
build research capacity [4].” 

Conclusion
Achieving health equity is a vital aim of global public health efforts. 

Any counter pressures to pull back on efforts to address inequities 
and disparities in health and health care have implications for human 
capital and the economy. This is particularly important to note in the 
current presidential administration, given that the issue of health care 
is a priority for citizens and residents of the US. 

In summary, while certain aspects of US health care reform offer 
pathway(s) to achieving health equity, the complex interplay of health, 
social and political factors could impede its success. To ensure that 
the strides made in reforming the US health system (includes ongoing 
efforts to eliminate inequities and disparities) are sustainable in the 
long-term, political differences must be put aside at all branches of 
government to work towards the common good of the people and 
ensure that necessary resources are provided from the viewpoint of an 
investment estimated to yield positive returns in the future.
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