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The Affordable Care Act has greatly
expanded access to insurance, but having
an insurance card does not guarantee
access to high-quality care.1 Expanding
coverage is just the first step in improving
access to care that is timely, high-quality,
language-accessible, and culturallycompetent.

experience complications of these conditions and
to have worse health as a result. For example, while
asthma is only 20 percent more prevalent among
non-Hispanic blacks than it is among non-Hispanic
whites, blacks die from complications related to
asthma nearly three times as often as whites.2

New approaches in the way that health care is
delivered have tremendous potential to improve the
quality of care and to reduce disparities in access to
care and in health outcomes. This is especially true
for vulnerable groups, including racial and ethnic
minorities, low-income consumers, and people who
live in underserved areas.

What is “delivery reform”?

The toll that health disparities take can be devastating.
Vulnerable groups face greater barriers to care, and
when they do receive care, it is often poor-quality.
These groups are also more likely to have serious
chronic conditions. And they are more likely to

As advocates continue their work to advance
health equity and reduce health disparities,
adapting and expanding promising delivery
reforms across the country must be a priority.

“Delivery reform” refers to efforts to reform our
fragmented health care delivery system. These
efforts generally focus on three goals, known as the
“triple aim”: 1) improving the experience of care, 2)
improving population health, and 3) reducing health
care spending.3 Fundamentally, delivery reform
reconsiders some key questions in health care, such
as the following:

»» Who delivers services? Can health care
professionals take on new, expanded roles in
care delivery?

»» Which services are being provided? Can data on
What are “health disparities”?
“Health disparities” are variations in access to health care, in
health care quality, and in health status.

The Affordable Care Act
has expanded access to
insurance, but for many
people, that does not
guarantee access to care
that is high-quality.
Vulnerable groups such
as racial and ethnic
minorities, low-income
consumers, and people
who live in underserved
areas often receive
poor-quality care. New
approaches to the way
that care is delivered
have the potential to
improve quality and
reduce health care
disparities.

health care be used to ensure that care is based
on the best available evidence?

»» Where and how do patients receive care? Can
technology help improve access?
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As stakeholders begin to answer these questions and
to incorporate those answers into new policies and
practices, they will be one step closer to reforming
health care delivery in this country.

Why does delivery reform matter in
the fight against health disparities?
There are multiple factors that contribute to health
disparities. Some of these are societal factors,
such as poverty, lack of education, and residential
segregation. (These factors are often called “social
determinants of health.”) But inequities in timely
access to high-quality care also lead to health
disparities. Unfortunately, racial and ethnic minorities,
people with low incomes, and those who live in rural
areas are more likely to face such inequities.
One way to improve the quality of care vulnerable
groups receive is by reforming the way health care is
delivered so that the right care is provided to the right
people at the right time, the first time. Changing the
way that care is delivered can lead to better health
outcomes, reduce disparities, and lower health care
spending. If we don’t reform our health care delivery
system, we hinder our ability to address growing
health care costs and will be left with a financially
unsustainable system.
But a well-functioning health care system is not just
a cost-effective investment for our society—it is also
priceless to individuals, their families, and their
communities. We cannot underestimate the human
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impact of delivery reform. For example, diagnosing
a patient’s cancer when it is in an early stage, or
referring a patient for the correct heart procedure,
obviously has benefits beyond cost savings. So, while
pursuing delivery reform is important because it can
help address health care spending, it is also worth
pursuing to achieve other goals that are just as critical
but that can be harder to quantify.

How can delivery reform address
health disparities?
There are many ways that delivery reform can help
reduce disparities in access to care, quality of care,
and health outcomes. This brief explains several
promising models of health care delivery that seek to
reduce disparities, and it includes real-world examples
that show how these models work. Some of these
examples use new tools to bridge the geographic,
cultural, and linguistic divides that exist between
patients and providers. Other examples are designed
to increase coordination of care by establishing
frameworks that bring providers together and hold
them accountable for the quality of care delivered. The
four models we examine are:
1

Community Health Workers

2

Telemedicine

3

“Hot-Spotting” High Utilizers

4

Patient-Centered Medical Homes

What are “social
determinants of
health”?
“Social determinants of health”
refer to the conditions in which
people are born, grow up, live,
and work that affect their health
and quality of life. They include
factors such as lack of access
to basic resources, and social
marginalization or stigma.4
For example, residential racial
and ethnic segregation often
concentrates low-income people
of color in neighborhoods where
schools are poor-quality, there
is more environmental pollution,
there are few opportunities to
exercise safely, and poor nutrition
options are more common than
healthy foods.
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1

Community Health Workers

The Model
Vulnerable populations are more likely to suffer from
chronic diseases like diabetes and heart disease–
conditions that can be managed effectively only with
the ongoing involvement of patients and providers.
These vulnerable consumers may lack access to
providers. But even if they have a doctor, they may not
receive care that is language-accessible, culturallyappropriate, and that is based on the best available
research and medical evidence. Community health
workers can help bridge these language, cultural, and
socio-economic divides and ensure that vulnerable
individuals obtain the care and support they need.
The term “community health workers” refers to
individuals who may be called outreach workers,
patient navigators, or promotores de salud. These
workers are integral members of care delivery teams
in underserved communities, serving as liaisons
between their communities, health systems, and
providers. Community health workers can:

»» help individuals manage their health by enrolling
them in primary care

»» reinforce care plans to promote compliance5,6
»» improve health literacy through education
»» provide social support as counselors
»» serve as advocates
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The Case Study
Prevention and Access to Care and Treatment (PACT),
Massachusetts
PACT is a project of Partners in Health, a prominent
nonprofit organization that is known for its expertise
in delivering health care in challenging settings
ranging from Haiti to Rwanda. PACT’s success is based
on its use of “reverse innovation,” which involves
translating lessons learned from the developing
world to inner cities in the United States. Operating
in Boston, PACT primarily serves an HIV+ patient
population that faces many barriers to care, including
homelessness, institutional racism, mental illness,
substance abuse, and social stigma.7

Community
Health Workers:
Members of health
care teams working
in underserved
communities who
provide health
education and social
support, help patients
manage their care and
stick to treatment plans,
and serve as patient
advocates.

The community health workers at PACT accompany
patients to provider appointments, counsel them on
medication adherence, and provide assistance during
social crises. This has helped patients improve their
health status (measured by HIV viral load, the number
of hospitalizations, and other factors) and has lowered
their annual health spending.8
The PACT model can work for more complex
conditions as well. For example, PACT staff conducted
aggressive outreach to a subgroup of patients with
particularly difficult strains of HIV, which led to a 90
percent decrease in AIDS-related hospitalizations
and a significant improvement in patient’s quality of
life within six months.9 PACT has also extended its
model to cover other chronic conditions, like diabetes.
And to better address the social determinants of
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health, PACT began a partnership with the Justice
Resource Institute, an agency that connects vulnerable
populations in the area to social services such as
housing assistance, legal services, and counseling.10
Overall, after two years of PACT involvement, the
initiative’s participants have seen a 16 percent
reduction in Medicaid expenditures, including a 35
percent decrease in length of stay and inpatient
costs.11,12
In the Future
Programs that use community health workers should
be expanded across the country, but these programs
face several challenges.

Community Health Worker Model

Stakeholders who are interested in increasing the
use of community health workers need to develop
more sustainable financing mechanisms, standardize
their training requirements, and develop guidelines
for consistent metrics for evaluation.13,14 However, it
is important that efforts to regulate these workers
recognize that many of them are volunteers and that
much of their success is due precisely to the fact that
they work with their own communities. For example,
as stakeholders develop guidelines for evaluating
the services provided by community health workers,
stakeholders should ensure that these guidelines are
flexible enough to address diverse patient populations
and the needs of specific communities.

Community Health Worker Model

STRENGTHS

CHALLENGES

• Has the ability to integrate cultural and linguistic
competency into the health care system, often
using trusted messengers who are part of
underserved communities

• The term “community health worker” lacks
a standardized definition, which means that
requirements for training and certification vary
across different regions

• Helps providers address the social determinants of
health by connecting patients to resources in their
communities (health insurance, food assistance,
housing, etc.)

• It is difficult to evaluate the success of this
model, because many benefits (such as personal
empowerment, greater confidence in engaging
the formal health care system, and community
building) are not easily quantifiable

• Improves access to health care, adherence to
treatment plans,15 and health outcomes, and it can
reduce health care costs16,17,18
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• There is not enough funding available to replicate
and expand these programs across the country
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2

Telemedicine

The Model
Lack of face-to-face access to high-quality providers
continues to be a barrier to health equity in
communities across the country. In both urban
and rural settings, vulnerable populations often
struggle to obtain timely care simply because there
are too few doctors, or because doctors are already
overwhelmed by the number of patients they serve.
Telemedicine, which uses technology to diagnose,
monitor, and treat patients, has emerged as
a strategy to address provider shortages.19 By
connecting doctors with patients through tools like
videoconferencing, doctors can remotely provide
several types of care, from routine check-ups to
emergency care. This reduces the need for patients to
visit a brick and mortar doctor’s office for all of their
health care needs. Telemedicine can also connect
physicians to each other and expand providers’
expertise, as shown in the case study.
Preliminary evaluations indicate that telemedicine
interventions that virtually link patients to providers
leave patients as satisfied with their care as those
who’ve received in-person consultations. Telemedicine
programs also improve health outcomes in areas where
there are provider shortages, such as rural areas.20, 21
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The Case Study
Project ECHO, New Mexico
While more than one-third of New Mexicans live in
rural areas of the state, only one-fifth of the state’s
doctors practice in these regions. Rural residents
also face high rates of poverty and often lack health
insurance. As a result, many patients with chronic
illnesses do not receive necessary care. For example,
less than 5 percent of the 28,000 New Mexicans with
hepatitis C had received any treatment as of 2009.22
Project ECHO, which is short for “Extending
Community Health Care Outcomes,” was created to
help address these barriers to care. The group’s goal
was to link safety net providers (like primary care
doctors) with academic specialists to collaborate
in the treatment of patients with complex chronic
conditions.23

Telemedicine:
The use of
technologies such as
videoconferencing to
diagnose, monitor,
and treat patients.
Telemedicine also
virtually connects
doctors with patients,
and it connects
physicians to each
other to expand their
expertise.

Project ECHO was built on four key pillars: technology,
disease management, case-based learning, and a
web-based database.24 Specialists with more expertise
in treating hepatitis C partner with local primary care
physicians via video-conferencing tools to co-manage
patients. In addition, administrators of the program
facilitate regular forums where each ECHO site
presents “cases” to the group for discussion, which
strengthens treatment plans, facilitates learning, and
builds greater expertise.
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The result of these interventions is that new
practitioners gain experience, while patients get the
benefit of having an expert help direct their care. An
analysis of Project ECHO found that the program was
as successful at managing hepatitis C as treatment at
academic medical centers, which often provide the
most advanced care.25
The Project ECHO model has expanded rapidly and
is now being used to treat 19 conditions, including
chronic pain, mental illness, diabetes, and high-risk
pregnancy. Efforts to document the model’s efficacy
are ongoing, and Project ECHO recently received
a multi-million dollar grant from the Robert Wood
Johnson Foundation for further evaluation.26,27
It is important to note that not all users of
telemedicine follow the Project ECHO model. For
instance, some providers use telemedicine solely to
transfer data across great distances so patients can be
accurately diagnosed and managed from afar.
Telemedicine Model

STRENGTHS
• Is an effective strategy for overcoming geographic
barriers to care, particularly specialty care
• Makes it easier to consult with physicians,
including specialists, which maximizes their reach
• Reduces patients’ travel costs
• Improves continuity of care
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In the Future
Going forward, the lack of clear reimbursement
policies for telemedicine remains a major obstacle to
more widespread use. For example, only seven states
reimburse providers for the telemedicine practice
known as “store and forward.” Store and forward
refers to when providers evaluate patient information
that was stored earlier in a remote location that
doesn’t require live video or face-to-face contact, such
as x-rays, MRIs, and lab results.

An analysis of Project
ECHO found that
the program was as
successful at managing
hepatitis C as treatment
at academic medical
centers, which often
provide the most
advanced care.

Broader legislation that requires payers to reimburse
telemedicine providers at the same level as it does
for in-person consultations could encourage more
providers to adopt telemedicine. This would extend
the reach of these providers into communities that
would otherwise have very limited access.28
Telemedicine Model

CHALLENGES
• Does not address the causes of provider shortages
and is only a partial solution to this larger problem
• State policymakers need to develop reimbursement
systems that support this model without
undermining other efforts to address provider
shortages
• Without proper design and oversight, telemedicine
could devolve into a two-tiered system in which
vulnerable populations receive virtual care while
others receive traditional health care
• Policymakers must address informed consent and
privacy concerns, especially for videoconferencing

7

3

“Hot-Spotting” High Utilizers

The Model
Across the United States, a small subset of highneed patients accounts for the majority of health
care expenses. In fact, 50 percent of health care
spending is generated by just 5 percent of patients.
The main reason that care for these “high utilizers” is
so expensive is that they tend to be patients with a
history of multiple chronic conditions, and they often
face barriers to timely, high-quality care, such as
poverty, lack of transportation, and homelessness.29
“Hot-spotting” uses interventions that focus on this
small percentage of patients and that are designed to
more aggressively manage their health before their
conditions deteriorate. Teams of providers and social
workers develop treatment options that streamline
access to care while also engaging patients—and
sometimes their communities—more proactively
in their care. As a result, treatments become more
accessible and better-coordinated, patients grow more
invested in their care, their health improves, their use
of more expensive care (such as ERs, hospitalizations,
and rehabilitative care) diminishes, and their health
care costs go down as well.
When this model is used to help communities of color,
which often experience higher rates of chronic diseases—
and sometimes more than one chronic condition at a
time—it also improves these communities’ health and
reduces health care disparities.30
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The Case Study
Camden Coalition of Health Providers, New Jersey
Camden is a small city where 42.5 percent of families
live in poverty, the median income is the lowest of all
cities surveyed by the Census, and where 48 percent
of the population is African American and 47 percent
is Hispanic.31 As for its health status, Camden’s infant
mortality rate has historically been comparable to
that of countries like Samoa, and nearly 50 percent
of residents visit the ER in a given year, which is
twice the national average.32,33,34,35
The Camden Coalition of Health Providers is a
cooperative of practitioners and health centers
that was founded to improve the city’s health. In
many ways, Camden was an ideal city for a targeted
intervention: The top 1 percent of high-utilizing
patients in Camden accounted for 30 percent of all
medical spending.36 Many of these patients suffered
from chronic diseases, mental illness, and substance
abuse, and they often lacked a consistent source of
primary care.37 Dr. Jeffrey Brenner, a family medicine
physician in Camden, noticed that these high utilizers
were often located in geographic “hot-spots.” For
example, 615 patients lived in one apartment tower.

Hot-Spotting
High Utilizers:
When teams of
providers and
social workers use
techniques designed to
aggressively manage
patients’ health,
focusing on the small
subset of high-need
patients who often
have multiple chronic
conditions.

Dr. Brenner designed a novel, place-based care
management model to address the needs of these
patients.38 In this model, a team of practitioners
that included a nurse, a social worker, and a health
coach, began engaging patients in their homes,
connecting them to necessary health services.
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Perhaps just as importantly, this model did not limit
assistance to just health care issues: Members of the
Camden team linked patients to crucial social services
like housing assistance, food stamps, and disability
payments. In addition, these interventions have often
been conducted in partnership with faith-based groups
(in this case, the Camden Churches Organized for
People), which has helped residents take ownership of
their health not only as individuals, but as a community.39
The initial results of these interventions are promising:
The first cohort of patients reduced their emergency
“Hot-Spotting” High Utilizers Model

STRENGTHS
• Focuses on patients who are most likely to need
help, which can be used to assist vulnerable
groups, such as communities of color
• Overcomes transportation barriers by bringing
providers to patients’ homes
• Incorporates an understanding of the social
determinants of health into providers’ treatment
plans
• Relies on an innovative information technology
system that allows providers across the community
to easily share patient and population health data
so the data can be analyzed for hot spots
• Includes community engagement that empowers
individuals and communities to take more control
of their health
• Has the potential to significantly control costs
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room visits by 40 percent a month after treatment by
Camden Coalition providers compared to the month
before treatment. Their hospital bills averaged $1.2
million per month before treatment and just over
$500,000 after treatment—a reduction of 56 percent.40, 41
In the Future
Communities across the country–from New Jersey to
Maine to California–have begun implementing similar
interventions with the help of the Camden Cross-Site
Learning Initiative. This initiative helps communities
develop their own “hot-spotting” programs by connecting
the communities to pioneers of this model.42 As more
communities use hot-spotting, robust evaluations of the
model will also need to be conducted.

Patients’ hospital bills
averaged $1.2 million
per month before
treatment and just
over $500,000 after
treatment—a reduction
of 56 percent.

“Hot-Spotting” High Utilizers Model

CHALLENGES
• May not be sustainable financially, since there is no
clear funding model besides philanthropy
• Much of Camden’s success depended on the city’s
ability to mine data in a way that may not always be
possible in other communities
• Is most effective when conducted with a strong
community engagement partner, which may not
always be available
• There is a lack of robust evidence showing
widespread, long-term effects of the model on
spending, outcomes, and reducing disparities, so
further evaluation is needed
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Patient-Centered Medical Homes

The Model
Disparities in health outcomes and in patient
satisfaction are often due to providers not coordinating
care.43 Failure to coordinate care can lead to
preventable hospital readmissions, medication errors,
and other complications.
Because vulnerable populations often have limited
English proficiency, low literacy levels, and low health
literacy, and because they are more likely to use
providers who are overwhelmed and underfunded,
they suffer disproportionately from poor care
coordination.44 When providers fail to coordinate care,
patients may have to compensate by, for example,
remembering to ask their doctors the right questions,
prodding their providers to talk to each other, and
trying to coordinate their own care among several
providers.
An emerging solution that can bridge these often
dangerous gaps in care coordination is the patientcentered medical home (PCMH). A PCMH is a team of
physicians and other health professionals who take
responsibility for the complete health of their patient
population. Each patient has a direct relationship with
a personal physician. That physician is responsible
for overseeing and coordinating all of that patient’s
medical care, including preventive care, care for acute
problems and chronic diseases, and end-of-life care.
PCMHs emphasize using electronic health records
and other kinds of health information technology to
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integrate care across the health system, to measure
providers’ performance, and to improve the quality of
care that is delivered.
The PCMH model also changes provider reimbursement
by better compensating physicians and nurses for
the time they spend outside of face-to-face visits with
patients, such as the time it takes “behind the scenes”
to manage a patient’s treatment plan and coordinate
the patient’s care with other health care professionals
to make sure treatment goals are met. It also allows
providers to share in the savings gained from reducing
avoidable hospitalizations.45

Patient-Centered
Medical Homes:
Teams of physicians
and other health care
professionals who take
responsibility for the
complete health of their
patient populations,
including coordinating
all their patients’
medical care.

A recent analysis of 13 peer-reviewed studies of
PCMHs found an overall 61 percent reduction in health
care costs and in ER visits, a 13 percent reduction in
readmissions, a 31 percent increase in access to care,
and a 23 percent increase in patient satisfaction.46 In the
context of health equity, one analysis found that PCMHs
improve quality measures for patients in all racial and
ethnic groups, but they don’t narrow the disparity gap
for some key metrics, like whether a patient received
the appropriate preventive screenings, or whether a
provider obtained a patient’s complete medical history.47
The Case Study
Iora Health, Massachusetts
Iora Health is an innovative provider group whose goal is to
“reinvent primary care.” Their strategy incorporates elements
of the Camden model by focusing on high utilizers. Iora
Health also incorporates several core elements of patientcentered medical homes (PCMHs). For example, the
model changes how physicians are paid, how health care
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providers engage with patients, and how providers use
technology. Iora providers receive a monthly lump sum for
each enrollee in their patient network, in contrast to the
current “fee-for-service” system in which physicians are
paid based on each appointment, test ordered, or service
delivered. Paying providers for each service can lead to
waste due to duplication of services, and it can encourage
providers to administer more care than is necessary. The
model relies heavily on health coaches, who help patients
manage their disease inside and outside their doctor’s
office. This model also uses a data platform that lets these
coaches easily prioritize clinical needs and communicate
with providers and patients.48
To sustain its operations, Iora relies on contracts with
large employers instead of philanthropic grants. Iora
has partnered with companies, unions, and collectives
across the nation, from low-wage workers at hotels and
restaurants in Las Vegas to employees at Dartmouth
College in New Hampshire. A study of four pilot
Patient-Centered Medical Homes Model

STRENGTHS
• Has the potential to reduce health disparities that
are caused by lack of care coordination
• Uses financial incentives to encourage providers to
coordinate care
• Relies on health coaches to deliver coordinated
care in a new way (in addition to expanding access
to traditional primary care providers)
• Is more financially sustainable because it can use
contracts with employers and other larger groups
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locations in Massachusetts, Nevada, New Hampshire,
and New York found that the Iora model reduced ER
visits by 48 percent and hospitalizations by 41 percent,
and it cut health care costs by 15 percent.49
In the Future
PCMHs should be an integral component of future
delivery system reforms. Many experts are calling for
PCMH principles to be incorporated into accountable
care organizations (ACOs).50 ACOs, which were created
by the Affordable Care Act, are integrated groups
of clinicians who are required to coordinate care
and improve health outcomes. ACOs are becoming
increasingly widespread across the country as health
systems rely on them to deliver higher-quality care
and to control health care costs.

Patient-centered
medical homes bring
providers together to
coordinate care for all
their patients’ needs.

Patient-Centered Medical Homes Model

CHALLENGES
• There is a limited understanding of how PCMHs
affect provider satisfaction, and thus whether these
models can reliably recruit and retain high-quality
providers
• While there is a set of principles to guide the
development of PCMHs, there is not yet a
standardized definition of them, which could delay
the development of policies outlining how payers
like Medicare should reimburse PCMHs
• While PCMHs should theoretically reduce
disparities, evidence that they do so does not yet
exist; better analysis of health outcomes will be
needed to assess whether this model actually
reduces disparities in health and health care
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Conclusion
The models of delivery reform we’ve discussed
range from those that could easily be integrated
into our current health system to those that would
completely reinvent our conception of health care.
Some interventions focus more on extending access
to providers, while others aim to improve the quality
of care that vulnerable populations receive. And
while initial evaluations of these models have been
promising so far, more evaluation is needed to fully
understand how these models affect health disparities.
At this point, advocates can help expand access
to higher-quality care through community health
workers (CHWs) and telemedicine by focusing on
making policy changes at the state level. For example,

state policymakers should take steps to change
reimbursement policies to ensure that CHWs are
covered under Medicaid and that physicians who use
telemedicine to treat patients are reimbursed at the
same rate as doctors who see patients in traditional
office settings.
Eliminating health disparities will require a concerted
to effort to not only expand health coverage, but to
ensure that vulnerable populations have access to
providers who can effectively and efficiently deliver
high-quality care that is language-accessible and
culturally-competent. We hope advocates and
policymakers find it useful to understand these “tools”
of delivery innovation, as these reform models will be
crucial steps on the path toward health equity.

Over the long term, eliminating health disparities will require a concerted
effort to not only expand health coverage, but to ensure that vulnerable
populations have access to timely, high-quality, language-accessible,
culturally-appropriate care. All four models of delivery reform have the
potential to improve care, lower health care costs, and reduce disparities.
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