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Health and healthcare dispari-
ties are important measures 
of difference that cannot be 

confused or ignored. 
Disparities in the quality of 

health across populations are 
well-documented in both devel-
oped and developing nations. The 
2016 National Healthcare Qual-
ity and Disparities Report shows 
that the quality of health care has 
improved gradually each year, but 
gains remain uneven. Minorities, 
particularly African-Americans 
and Hispanics in low-income and 
uninsured households, have shown 
smaller gains. 

Healthy People 2020 (a U.S. 
Department of Health and Human 
Services [HHS] initiative) defines 
health equity as the “attainment 
of the highest level of health for 
all people. Achieving health equity 
requires valuing everyone equally 
with focused and ongoing soci-
etal efforts to address avoidable 
inequalities, historical and con-
temporary injustices, and the elimi-
nation of health and healthcare 
disparities.” 

Moreover, it is important to dis-
tinguish the differences between 
health “equity” and health “equal-
ity.” Health equity refers to the 
study and causes of differences in 
the quality of health and health 

care across different populations 
and refers only to the absence of 
disparities in controllable or re-
mediable aspects of health. It is 
not possible to achieve complete 
equality in health, as some fac-
tors of health are beyond human 
influence. 

Thus, inequity implies some kind 
of social injustice (based on an 
inequality). If one population dies 
younger than another because of 
genetic differences, a nonremedi-
able/controllable factor, we tend to 
say that there is health inequality 
but not inequity. 

On the other hand, if a popula-
tion has a lower life expectancy 
due to lack of access to medica-
tions, the situation would be clas-
sified as health inequity. These 
inequities may include differences 
in the “presence of disease, health 
outcomes, or access to health  
care” among populations with a 
different race, ethnicity, sexual ori-
entation, or socioeconomic status 
(Table 1).

Health equity falls into two 
major categories: horizontal equity, 
the equal treatment of individuals 
or groups in the same circumstanc-
es; and vertical equity, the principle 
that individuals who are unequal 
should be treated differently ac-
cording to their level of need. 

Disparities and the  
new payment models
The value-based payment models 
from the U.S. Centers for Medicare 
& Medicaid Services (CMS) are 
built on the Triple Aim of the fol-
lowing principles: 
1. improving the patient experi-

ence of care, including quality 
and satisfaction 

2. improving the health of 
populations 

3. reducing the per capita cost of 
healthcare 

Table 2 summarizes the impact 
of equality and inequality on socio-
economic measures such as educa-
tion, population density, structural 
inequality, and environmental 
hazards. These models are likely to 
impact the existing healthcare dis-
parities that are driving discussion 
and debate on this topic. 

One primary concern is that the 
payment of bonuses and penalties 
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TABLE 1:  POSSIBLE HEALTHCARE 
DISPARITY SCENARIOS 

 Equality Inequality

Equity Best Case Unavoidable

Inequity Not Possible Worse Case
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TABLE 2: THE IMPACT OF NEW PAYMENT MODELS ON HEALTHCARE DISPARITIES 

Disparities Impact of New Payment Models Comment

Education No Impact  It is unlikely that bundled payments and population health will impact the disparity of education.

Spatial (physical distance) Decrease Disparity/Increase Disparity  Bundled payments may decrease the spatial disparity as these payment models get adopted in areas independent of spatial 
disparities. Providers managing population health may avoid managing populations where significant spatial disparities exist. 

Population Density Increase Disparity Bundled payments may increase the population density disparity as these payment models are adopted in higher-volume  
(urban, rural)    hospitals or provider groups that are often found in more urban areas. Managing larger populations mitigates risk. Successful 

population health may therefore be more prevalent in densely populated, urban areas over less densely populated, rural areas.

Structural (transportation,  No Impact/Decrease Disparity Bundled payments will unlikely impact structural disparities.  
access, wait times, etc.)   Population health models encourage the deployment of resources and new technologies to engaging populations with structural 

disparities in order to promote wellness and appropriate utilization.

Health Literacy No Impact/Decrease Disparity  Bundled payments will have little if any impact on health literacy. Population health models may encourage deploying resources to 
ensure patient health literacy is improved as this may decrease utilization.

Insurance No Impact/Decrease Disparity  Bundled payments will have no significant impact on the disparity of health insurance. Population health models will not impact 
the disparity of health insurance in the short term. However, potential cost effectiveness of moving to population health models 
may make care more affordable to populations that have not historically been insured. 

Language No Impact/Decrease Disparity  Language disparities will not be significantly impacted by bundled payments. Population health models will encourage optimizing 
communication with patients being managed and reduce the language disparity.

Environmental No Impact Environmental hazards will unlikely be impacted by bundled payments or population health models particularly in the  
(hazards, food deserts)    short term. It is possible that population health models will reduce environmental disparities in the long term if correcting these 

environmental hazards has a recognizable short-term impact on financial performance.
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