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Introduction
Given the relationship between health insurance coverage and access 
to necessary health care,1 health insurance reforms contained in the 
Patient Protection and Affordable Care Act (hereinafter referred to as 
the Affordable Care Act (ACA))2 can be expected to have a significant 
effect on the health of low income and minority populations.3 
However, substantial evidence underscores that health insurance alone 
cannot reduce disparities in access, quality, and patient care outcomes.  
Therefore, the ACA also contains a number of provisions that directly 
address the goal of reducing disparities in health and health care among 
minority populations. The ACA brings new emphasis to quality and 
value in public and private health insurance, directs federal funding 
toward programs that strengthen access and the health care workforce, 
and advances the collection and reporting of data on race, ethnicity, sex, 
primary language and disability status in federally supported health care 
programs, imposing national standards in order to ensure uniformity in 
collection and reporting.  

LegalNotes is a regular online Aligning Forces for Quality (AF4Q) publication that provides readers with 

short, readable summaries of developments in the law that collectively shape the broader legal environment 

for efforts to improve quality, reduce health care disparities, and improve the transparency of price and 

quality information.

Aligning Forces for Quality leaders are familiar with the issue of disparities 
reduction, since improving equity and collecting race, ethnicity, and 
language data represent core program goals.  This brief reviews ACA 
provisions that address these matters.  

Highlights
•	 A comprehensive data collection provision will require collection 

of race, ethnicity, language, and other demographic factors in all 
federally supported health care programs, as long as funds are 
appropriated for that purpose.

•	 The goals of reducing disparities and improving minority health 
are integrated into the National Health Care Strategy and the 
directive of the Office of Minority Health.

•	 Use of stratified quality data will be built into Medicaid, CHIP, 
and specific projects within Medicare, such as the Physician 
Feedback Program. 

•	 Various federal grants authorized by the ACA will be distributed 
for the purpose of increasing the number of underrepresented 
minorities in the health care workforce, or will direct funds to 
recipients with a specific focus on underserved and minority 
populations.  
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Data Collection
Section 3101 of the Public Health Service Act (as added by Section 
4302 of the ACA) requires that the Department of Health and Human 
Services (HHS) Secretary ensure that, by March 30, 2012, any “federally 
conducted or supported health care or public health program, activity, 
or survey ... collects and reports data on race, ethnicity, sex, primary 
language, and disability status for applicants, recipients, or participants,” 
as well as any other demographic data regarding health disparities.4 The 
statute does not define “federally conducted or supported health care 
or public health program, activity or survey,” but by its plain language, 
the provision is broad in scope and could encompass health insurance 
coverage purchased by individuals through health insurance exchanges 
with the assistance of advance premium tax credits.5 However, the 
statute also states that the data collection is required “to the extent 
practicable” which gives HHS leeway to exclude certain programs from 
its data collection efforts. 

For the data collection, ACA requires that Office of Management and 
Budget (OMB) standards be used to measure race and ethnicity, and 
also provides for the development of standards for the collection of data 
on sex, primary language, disability status, and other demographic 
data by the applicant or participant of a federally funded program.6 
The National Coordinator for Health Information Technology is 
directed to develop national standards for the management of the 
collected data and to develop interoperable and secure systems for data 
management.7 Collected data must be analyzed to detect and monitor 
health disparities; data must be made available for additional research 
and analysis by other agencies, non-governmental agencies, and the 
public.8 The ACA also puts in place privacy protections similar to the 
HIPAA Privacy Rule that will govern collected data.  The law calls for 
information security safeguards to be established for data collection, 
analysis and sharing, and protects against “all inappropriate internal 
use by any entity that collects, stores, or receives the data, including use 
of such data in determinations of eligibility (or continued eligibility) 
in health plans, and from other inappropriate uses” (to be defined by 
the Secretary).9 One unusual requirement is that any data collected 
regarding racial and ethnic minorities must also be collected regarding 
underserved rural and frontier populations.10 

Implementation of these requirements may depend on the appropriation 
of funding.  The ACA prevents data from being collected as required 
unless specific funding is appropriated for this purpose.11 The current 
continuing budget resolution does not identify specific data collection 
activities as authorized under this section of the ACA.12 However, many 
data collection activities are funded as components of larger programs 
or as discretionary funding.  In addition, demographic data collection is 

a requirement for providers who want to demonstrate meaningful use of 
electronic health records under the HITECH Act (part of the American 
Recovery and Reinvestment Act (ARRA));13 as a result, it appears 
that data will be collected for a majority of Medicare-participating 
providers.14 HHS has continued to incorporate demographic data 
into requirements for demonstrating meaningful use.15 In addition, as 
discussed below, other ACA provisions direct agencies to collect data 
within federal programs in order to reduce disparities. 

Patient Centered Outcomes Research Institute
In establishing the Patient Centered Outcomes Research Institute,16 the 
ACA focuses on both quality improvement and data collection.  The 
data collection clause gives the Institute access to data collected by the 
Centers for Medicare and Medicaid Services (CMS) while empowering 
the Institute to request data from federal, state or private entities.17 The 
Institute must use the data it obtains to conduct research into high-
priority areas, including disparities in health care delivery and patient 
outcomes.18 The ACA requires that the Institute’s research findings 
be broadly disseminated and used as a tool for physicians, health care 
providers, patients, payers, and policy makers.19 

Changes to Federal Health Insurance 
Programs

Addressing Health Disparities in Medicaid and the 
Children’s Health Insurance Program (CHIP)
Section 4302(b) of the ACA amends Medicaid and CHIP to require 
that any data collected under a state Medicaid or CHIP plan must meet 
the new requirements of Section 3101 of the Public Health Service Act, 
which, as noted above, governs data collection, analysis, and quality.20 

The ACA directs the Secretary to evaluate and implement approaches 
for the collection of Medicaid and CHIP disparities data21 related 
to race, ethnicity, sex, primary language, and disability status. In 
conducting her evaluation, the Secretary must promote the goals of:  
(1) protecting patient privacy; (2) reducing administrative burdens 
related to data collection and reporting; and (3) improving quality of 
data on race, ethnicity, sex, primary language, and disability status.22 
Within 18 months of enactment, the Secretary must submit a report 
outlining proposed methodologies to be used for data collection and 
evaluation as well as recommendations for improving health disparities 
data collection under Medicaid and CHIP.23 
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Improvements to the Physician Feedback Program
The ACA also amends the Medicare and Medicaid Physician Feedback 
Program to allow the Secretary to use claims data to generate physician 
reports that measure physician resource use in furnishing care to 
Medicare and Medicaid patients.24 The law requires the Secretary to 
make adjustments that take into account individual differences related 
to socioeconomic and demographic characteristics, ethnicity, and 
health status, “such as to recognize that less healthy individuals may 
require more intensive interventions.”25 After holding listening sessions 
in the summer and fall of 2010 and considering comments on the need 
to adjust for socioeconomic and cultural differences, HHS announced 
that for Phase 2 of the Physician Feedback Program, it would use the 
same risk adjustment methodology as for Medicare Advantage, which 
does not consider socioeconomic or cultural factors.26

Quality Improvement

Office of Minority Health
The ACA moves the Office of Minority Health from the Office of 
Public Health and Science to the Office of the HHS Secretary. The law 
reclassifies the head of the Office as the Deputy Assistant Secretary for 
Minority Health and empowers the Office to award grants to public 
and private nonprofit entities in communities of color; the goal of the 
grants is to improve health and the quality of health care that minorities 
receive and to eliminate racial disparities.27 The law also directs HHS 
to develop measures to evaluate the effectiveness of activities to reduce 
health disparities.   The Office has been moved and key personnel have 
been named, including Deputy Assistant Secretary Garth Graham.28 
The Office has already awarded $16.2 million in grants to states, 
territories, national and community health organizations, tribal 
organizations, and educational entities for demonstration projects 
aimed at eliminating health disparities among racial and ethnic 
groups.29 The law also redesignated the National Center on Minority 
Health and Health Disparities as the National Institute on Minority 
Health and Health Disparities, which received over $218 million in 
funding under the current continuing budget resolution30 to fund the 
Centers of Excellence and related programs.  

National Health Care Quality Strategy
The ACA requires the adoption of a national strategy by March 2011, 
the goal of which is to improve health care delivery, patient outcomes, 
and population. The law establishes nine objectives that the Secretary’s 
priorities must meet: 

•	 improving health outcomes; 
•	 efficiency and patient-centered care for all groups; 
•	 identifying practice areas with the capability to improve the quality 

and efficiency of patient care in the delivery of health care; 
•	 addressing gaps in quality, efficiency, comparative effectiveness 

information, health outcomes measures, and data aggregation 
techniques; 

•	 improving payment policy; 
•	 enhancing the use of health care data; 
•	 assessing the care provided to patients with chronic diseases;
•	 improved research and dissemination methods; 
•	 reducing health disparities; and 
•	 other areas as determined by the Secretary.31

The ACA requires the national strategy to incorporate quality 
improvement and measurement, and a plan for health information 
technology, as required by the American Recovery and Reinvestment 
Act of 2009.32 Comments were solicited on the National Health 
Care Quality Strategy in the fall of 2010,33 and it was released by the 
Secretary on March 21, 2011.

Community Transformation Grants
The ACA establishes a new grant program whose purpose is the 
improvement of health. The program will award grants to state and local 
agencies and community-based organizations to implement, evaluate 
and disseminate preventative activities to reduce chronic disease rates; 
prevent secondary conditions from occurring; address health disparities; 
and develop an evidence-based approach to prevention programs.34 
Eligible entities include state or local government agencies, a national 
network of community-based organizations, state or local nonprofit 
organizations, and Indian tribes.35 The grant program contemplates a 
wide variety of fundable activities, but prohibits the use of funds for the 
creation of video games or other activities that may increase the rate of 
obesity.36 For 2012, the President has requested $221 million for the 
Centers for Disease Control (CDC) to allocate toward the Community 
Transformation Grants.37
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Prevention and Public Health Trust Fund
The ACA establishes a Prevention and Public Health Trust Fund 
within the Department of Health and Human Services (HHS).38 The 
law authorizes $500 million for the Fund for fiscal year 2010, with an 
increase slated for each year until 2015; the fund will remain at $2 billion 
for each fiscal year thereafter.39 While the Office of the Secretary of 
HHS administers the Fund, Congress is authorized to transfer monies 
in the Fund to eligible activities.40 The Fund may be used for activities 
authorized by the Public Health Service Act, including prevention, 
wellness, public health, and screening activities, such as the Community 
Transformation Grant program.41 To date, the Department of Health 
and Human Services has awarded a total of $100 million in grants to a 
number of communities in states across the country to support public 
health efforts to curb smoking and obesity, increase physical activity, 
and improve nutrition.42 Awards went to local health departments to 
increase HIV testing, to communities to reduce tobacco use, to all 50 
states to increase epidemiological, laboratory, and health information 
systems capacity, and to behavioral health agencies to integrate primary 
care into their practices.43 The President’s budget for fiscal year 2012 
allocates $1 billion of mandatory spending to the Prevention Fund.44

Workforce Training and Access
The Affordable Care Act creates a number of training and educational 
opportunities for underrepresented minorities, rural populations, 
and underserved groups. Many of these programs give priority in the 
distribution of grants to entities that provide training in the care of 
vulnerable populations or training to individuals from underrepresented 
minorities.45 However, it is important to note that in some cases, 
funding for these programs has been authorized but not appropriated or 
disbursed.  In the current economic and political climate, funding that 
has not yet been appropriated may not materialize.

Primary Care Training
A provision of the ACA entitled “Support and Development of Primary 
Care Training Programs” requires the Secretary of HHS to give priority 
in awarding grants to entities that have a record of training individuals 
from underrepresented or minority groups.46 The ACA authorizes  
$125 million for fiscal year 2011; however, of that sum there is no 
evidence that any funding has been distributed.47 The ACA also directs 
the National Health Care Workforce Commission to coordinate with 
the Departments of Health and Human Services, Labor, Veterans’ 
Affairs, Homeland Security, and Education.48 The ACA outlines 
specific topics that the Commission must review, including the health 
care workforce needs of minority and underserved populations and loan 
programs that require low-income, minority students to serve in their 

home communities if they are designated as medically underserved 
areas.49 The law authorizes Commission funding to be appropriated as 
needed.50 

Minority Representation in Workforce
Increasing the participation of underrepresented minorities in the health 
care workforce was a goal of the American Recovery and Reinvestment 
Act as well as the Affordable Care Act.  The following ACA provisions 
direct funding to improve the representation of minorities in the health 
profession.

•	 Grants for Area Health Education Centers: the ACA authorizes 
grants to eligible educational entities to increase minority faculty 
members.51 Funding for the Area Health Education Centers has been 
increased by the President in the budget authorization for the Area 
Health Education Centers for fiscal year 2012.52 It is expected that 
approximately 56 grant awards will be disbursed in fiscal year 2012,53 
but funds have not been given to eligible entities at this time.54

•	 Preference in funding for Centers of Excellence: the ACA amends 
the grant provisions for the Centers of Excellence, and allocates 
additional funding on top of the funds allocated through ARRA.55   
The modifications include a provision making an additional 
$12 million available for grants to health profession schools at 
historically black colleges if the programs of excellence have less 
than $24 million allocated for underrepresented minorities.  Of 
the remaining amount available, 60 percent must be made available 
for grants to health profession schools with Hispanic or Native 
American centers of excellence.  HHS has already issued grants to 
a number of entities under this program.56 For fiscal year 2012, the 
President has requested $24 million to fund the Centers. 57

•	 Preference in mental and behavioral health education funding: 
the ACA provides that historically black colleges must receive 
preference for Mental and Behavioral Health Education and 
Training Grants.58 For fiscal year 2012, the President has requested 
$18 million for the Training Grants.  It is expected, according to 
the budget request, that 45 grants will be awarded within this 
program.59 However, HHS has not yet issued grants to eligible 
entities.60

•	 Expanded uses for Workforce Diversity Grants: the ACA also 
modifies Workforce Diversity Grants by expanding their uses 
to include stipends for diploma or associate’s degree nurses and 
scholarships, in order to increase nursing education opportunities 
among individuals from disadvantaged backgrounds.61 A number 
of these grants have already been awarded to Nursing Training 
entities.62 The President’s budget for 2012 also includes a total of 
$20 million for the entire program.63
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Implications for Aligning Forces for Quality 
As with many other aspects of health reform, Aligning Forces for Quality 
is ahead of the curve on the issue of quality improvement and disparities 
reduction.  The ACA will make the collection of race, ethnicity, language, 
and gender data alongside quality data a routine task throughout the 
health care system.  Alliances will want to monitor the development 
of data reporting requirements for federal programs, which will be 
coordinated through the Office of the National Coordinator for Health 
Information Technology.67 Regulations for individual programs, such as 
Medicaid, will likely have revised reporting requirements.  In addition, 
alliances may wish to comment on the HIT Policy Committee’s 
preliminary recommendations for Stage 2 of meaningful use68 and 
subsequent regulations.  

Beyond data collection, the ACA’s emphasis on overall quality 
improvement, preventive care, and workforce development will help 
promote greater access to high quality care for those who are currently 
underserved.  The National Quality Strategy includes methods to 
reduce disparities, which will be implemented across federal programs.  

As Aligning Forces for Quality progresses, alliances that want to expand 
their efforts to improve equity beyond health care quality improvement 
and data collection should be aware of the other incentives created 
by the ACA to improve the health of minority populations.  The 
provisions related to workforce development may be a source of funding 
for teaching hospitals and academic institutions with an interest in 
improving culturally competent care.  Although many more provisions 
of health reform address community health resources and improving 
access to care for the medically underserved than are covered in this 
brief, some specifically cite the reduction of disparities as a goal, such 
as the Community Transformation Grants.  These grants have yet to be 
made available, but they could represent an opportunity for Aligning 
Forces communities to leverage federal funding.  

Reducing Disparities in Access to Care
The provisions of the ACA relating to improved access and delivery of 
health care pay particular attention to the needs of underserved and 
minority populations in the requirements for gathering comprehensive 
data, increasing the supply of qualified health care workers, and 
enhancing health care workforce education and training.64 The ACA 
authorizes the Secretary to award grants to entities for the development, 
evaluation and dissemination of research or other projects that 
demonstrate cultural competency, prevention, public health proficiency 
and reducing health disparities,65 although no grants have been awarded 
to date.  Finally, the ACA establishes a program under which states 
will issue grants to health care providers who treat a high percentage of 
medically underserved or other special populations, as defined by the 
state.66 The state grants have not yet been issued. 
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