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Introduction

B

elief in the American Dream – the idea that with hard work and perseverance, everyone has an equal
opportunity to succeed – is a defining value of American culture. Often overlooked is the fact that

good health is crucial to being able to achieve the American Dream. Disparities in health contribute to the
INTRODUCTION

challenges some groups experience as they strive to achieve America’s promise.
Numerous studies document disparities in the health status of people of
color,1 and many of the health conditions that disproportionately afflict
people of color are preventable chronic illnesses. Trust for America’s Health,

Large gaps in the health status of

for example, reported that African Americans exhibit higher rates of diabetes,

people of color persisted over the

hypertension, and heart disease than other racial and ethnic groups.2 Tuber-

last century, despite extensive

culosis and Hepatitis B disproportionately afflict Asian Americans,3 and

improvements in overall health and

Native Hawaiians and Pacific Islanders experience obesity at a rate that is

life expectancy rates in the U.S.

3.7 times higher than the overall Asian American population.4 Furthermore,
health disparities often become even more startling when examining vulnerable populations within racial and
ethnic groups. Large gaps in the health status of people of color persisted over the last century, despite extensive
improvements in overall health and life expectancy rates in the U.S.5 These gaps also persisted despite evidence
that disease prevention programs that do not require medical intervention and target at-risk communities are
extremely cost effective: a $10 investment per person per year in proven preventative community-based programs
would save the country more than $16 billion in five years.6 Thus, a commitment to eliminating disparities
in health is an investment in the future of America and its citizens.

Why do Health Disparities Persist?
An individual’s health insurance coverage (or lack thereof ) often determines his or her access to quality health
care. A 2009 Harvard study estimated that every year, 45,000 deaths are associated with lack of health insurance.7
People of color are less likely than whites to have health insurance, and rates of health insurance coverage differ
across racial and ethnic groups. Nationally, within the non-elderly population, 36 percent of Latinos, 33 percent
of American Indians/Alaska Natives, 22 percent of African Americans, and 17 percent of Asian and Pacific
Islanders lack health insurance, as compared to 13 percent of whites.8 Furthermore, a correlation exists between
disparities in health insurance coverage and disparities in health status. Medical care is expensive, and individuals
lacking insurance often receive irregular health care or forgo seeking medical treatment until a condition
progresses to the point of needing emergency care. One report found that 46 percent of uninsured African
Americans and Latinas lacked regular health care despite having one or more chronic health conditions.9 Eliminating
disparities in access to health insurance is essential to reducing racial and ethnic health disparities in the US.
Factors such as environment, social status, educational attainment, and accumulation of economic assets are
closely linked to the health outcomes of individuals, families, and communities.10 For example, multiple studies
reveal that Americans at all income levels have inferior health outcomes compared to Americans of higher income,
and the health of children is strongly linked to their parents’ level of educational attainment.11
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Populations experiencing health disparities are also likely to experience other barriers as a result of social and
economic condition. In America, people of color are disproportionately disadvantaged. Children of color, for
example, are more likely than white children to attend elementary schools located in poor neighborhoods.12
Furthermore, over half of African Americans live in areas characterized by overcrowding, inadequate housing,
poor public education, and crime.13 Similarly, Latinos are more likely than
non-Latino whites to face unemployment and live in poverty, and employed
Latinos earn less than non-Latino whites.14 Addressing social and economic

Factors such as environment, social

inequities based on race15 and ethnicity is an important step in improving

status, educational attainment, and

the overall health of Americans and building a healthy economy.

accumulation of economic assets
are closely linked to the health

How Can the Aﬀordable Care Act Help Eliminate
Health Disparities?

outcomes of individuals, families,
and communities.
✦

In March of 2010, President Obama signed The Patient Protection and

Approximately 32 million Americans

Affordable Care Act (ACA) into law. This legislation marks a historic expansion

who currently do not have health

of health care access and is a significant step in eliminating health

insurance will gain coverage in 2014.

disparities nationwide. The law makes health insurance more accessible and

✦

affordable for Americans by expanding Medicaid,
subsidies for the purchase of health insurance,

17

16

introducing new

and creating Health

The populations that will most
qualify for the benefits of health

Insurance Exchanges, which are marketplaces where consumers can purchase

care reform will be healthy young

high quality and affordable health coverage. Approximately 32 million

people and people of color.

Americans who currently do not have health insurance will gain coverage in
2014 as a result of these expansions.18 The success of health care reform, however, depends on the number of
people who immediately enroll in its programs as they become available. Outreach specifically targeting
populations eligible for the benefits of the ACA is imperative to achieving early maximum program enrollment.
The populations that will most qualify for the benefits of health care reform will be healthy young people and
people of color.19
Even though people of color are the largest group that will be eligible to take advantage of the benefits of health
care reform, social, environmental, and economic barriers could make it difficult for people of color to truly
benefit from the ACA. Such barriers can complicate the ability of individuals of color to access information
about health care reform, enroll in ACA programs and benefits, and maintain new insurance coverage. Ensuring
that people of color successfully enroll in and utilize these reforms will
require targeted and strategic outreach to these communities, and
Racial Equity is the condition

successfully reaching these populations will require a thoughtful and

that would be achieved if one’s

well-coordinated effort between policymakers, advocates, and community

racial or ethnic identity was no

stakeholders. Utilizing a racial equity20 framework throughout implemen-

longer a determining factor in one’s

tation of the Affordable Care Act will help policymakers, advocates, and

success. –The Greenlining Institute

community stakeholders successfully reach all communities of color.
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This brief discusses and applies a framework for racially and ethnically equitable implementation of the Affordable
Care Act. The purpose of this framework is to help policymakers, advocates, and community stakeholders (1)
identify aspects of policies that may inadvertently create or perpetuate racial and ethnic disparities within
RACIAL EQUITY FRAMEWORK

communities, (2) identify barriers preventing communities of color from favorably and equitably benefitting
from policy outcomes, and (3) develop policies and implementation strategies that will result in racially and
ethnically equitable outcomes. Application of this framework is illustrated through examples from California’s
health care reform implementation process.

The Racial Equity Framework

I

n this framework we make the unique distinction between “racial equity” and “racial equality.” When
policymakers address racial and ethnic disparities by allocating an equal amount of resources to each

group, they are utilizing a “racial equality” strategy. Oftentimes, different racial and ethnic groups experience
divergent community impacts as a result of implementation of a “racial equality” strategy, with some groups
benefitting more than others and other groups experiencing outcomes that actually increase inequality within
their communities. This outcome can also occur when policies are implemented “blindly,” or without any
consideration to the impact on diverse racial and ethnic communities at all. In contrast, “racial equity” focuses
on achieving comparable favorable outcomes across racial and ethnic groups, regardless of the resources and
input allocated. Sometimes a greater volume of resources or different types of resources must be allocated to one
community in order for all groups to ultimately reap a net positive benefit.
Variations in allocation of resources, however, are sometimes necessary to
“Racial equity” focuses on

ultimately achieve equitable outcomes for all racial and ethnic communities.

achieving comparable favorable
outcomes across racial and ethnic

The racial equity framework also uses an intersectional lens to recognize

groups, regardless of the

differences within and across communities impacted by racial and ethnic

resources and input allocated.

oppression. The theory of intersectionality describes the ways in which race,21

✦

ethnicity,22 class,23 sex,24 gender identity,25 sexual orientation,26 ability,27

Members of households earning

nationality,28 age,29 geography,30 and other markers of difference31 intersect

less than $10,000 per year are

to explain and inform an individual’s life experiences.32 Policymakers, racial

over three times more likely to die

justice advocates, and community leaders may inadvertently overlook the

prematurely than members of

unique needs of individuals within racial or ethnic groups while working

households earning more than

to remove barriers that prevent communities of color from reaching the

$100,000 per year.

American Dream and living healthy and prosperous lives.

Overlooking diversity within racial and/or ethnic groups can be problematic, as the existence of intersecting
identities can change the degree to which members within and across racial and ethnic communities are able to
access various programs and policies. For instance, marginalized individuals and groups within communities of
color, including but not limited to youth, LGBTQ33 individuals and women, may face limitations or experience
discrimination when trying to access educational opportunities or when trying to access resources like health
care services from government agencies. Marginalized people within racial and ethnic groups may also encounter
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barriers when trying to garner political and community support against employment discrimination or neighborhood violence. Transgender African Americans, for example, are disproportionately victims of hate crimes,
with 70 percent of transgender victims being African American.34 A racial equity lens can aid policymakers,
advocates, and social change leaders representing communities of color in reframing “traditional racial justice
issues” and supporting policies that promote the well-being of all people.
The racial equity framework can also aid policymakers and advocates in understanding how social and economic
issues impact all people differently, including people of color. For example, poverty and economic security are
closely linked to health status, as members of households earning less than $10,000 per year are over three times
more likely to die prematurely than members of households earning more than $100,000 per year.35 Families
across and within racial and ethnic groups, however, experience poverty in different ways and at different rates.
For example, poverty rates vary considerably across Asian American ethnic groups: Between 2007 and 2009, the
Hmong community experienced a 26 percent poverty rate - over three times the rate of poor (Asian) Indians in
America. The poverty rate for the Hmong community actually exceeded the rate for poor Latinos (22 percent)
and African Americans (25 percent) during the same time period.36 Similarly, black and Hispanic single mothers
experienced disproportionately higher poverty rates compared to married couples of the same racial and ethnic
group.37 In 2010, over 50 percent of Hispanic single mothers lived below the federal poverty line - twice the rate
of Hispanic married couples with children.38 A racial equity framework that uses an intersectional lens, thus,
allows social change leaders to identify shared goals and tactics in promoting racial justice while also recognizing
differences across and within communities of color. The political, economic, and institutional systems that
uphold racial and ethnic inequality are the same systems used to uphold oppressive policies and practices based
on gender, class, sexual orientation, and other markers of difference.39 Recognizing the diversity of experiences
of all people, including people of color, is critical to creating effective policy.
The racial equity framework consists of a set of Guiding Principles and a set of Guiding Questions. The Guiding
Principles describe a vision of what equity could look like within policy implementation. Policymakers and
advocates should strive to create policies whose results exhibit each of the principles. Passage of a federal or state
law often requires lawmakers and policymakers at lower levels of government to create additional laws and policies
in order to implement that law. The Guiding Questions help policymakers and change agents consider the social
and environmental landscape of communities in which they will implement new policies and, thus, ensure
equitable and positive impact of policies in all communities.
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GUIDING PRINCIPLES

Guiding Principles:

40

Diversity and Inclusion – Recruit diverse community stakeholders – including but not limited to racial
and ethnic minorities, women, youth, and LGBTQ individuals – and involve them as active participants in all
stages of decision-making, policy-implementation, and program evaluation processes. Resulting programs and
policies should be inclusive and representative of the needs of the communities that they will impact.

Transparency and Accountability – Maintain openness and fairness to diverse communities, such
as low income communities, communities of color, and geographically isolated communities in all phases
of planning, decision-making, program development, program implementation, documentation, program
evaluation, and advocacy.

Healthy Environments – Pay active attention to eliminating existing disparities to achieve outcomes
that maximize the health, safety and well-being of all individuals and communities.

Equal Opportunity - All individuals should have full and fair access to opportunities and benefits of
resulting policies and programs without bias, unnecessary barriers or extra burden.

Accessibility – Ensure that all individuals receive the basic information, resources, and opportunities
necessary to create healthy and prosperous futures for themselves and their children.

Sustainability – Implement equity-enhancing programs and policies with the support, protections, and
enforcement necessary for long-term positive impact in diverse communities.
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Guiding Questions:

41

Step 1: Gathering Information
Review the purpose of the policy that will be implemented and begin identifying additional information
1. What specific issue(s) are we intending to address?
2. What is the purpose of the policy we are making and/or implementing?
3. What quantitative and qualitative evidence of inequity exists around the issue that this policy is
supposed to address?
4. How might implementation play out differently in different communities?
5. What additional information is missing or needed?

Step 2: Engaging Stakeholders
Assemble a team of stakeholders with diverse perspectives who can help policymakers holistically analyze the
implementation process. Any policy-driven process should include robust stakeholder input and a program
to ensure successful implementation in all communities.
1. Who are the stakeholders (including community members and members of various racial/ethnic
groups) who may be positively or negatively affected by this policy? How can we best inform them?
2. How can we engage potentially affected stakeholders as active participants in the decision-making,
planning, and implementation processes in an impactful way?
3. Are we meaningfully considering the needs and concerns of stakeholders during final
decision-making processes?
4. Who is missing and how can we engage them?

Step 3: Identifying Policy Holes
Identify the positive and negative outcomes that a policy would have in diverse communities if implemented
without recognizing the unique circumstances of various racial and ethnic groups. The input of diverse
community stakeholders is extremely valuable during this step.
1. What adverse impacts or unintended consequences could result from this policy if enacted as written?
2. How would different racial and ethnic groups be impacted (either positively or negatively) if this
policy were enacted or implemented as written?
3. What additional barriers might prevent individuals in certain racial/ethnic groups from benefitting
fully if this policy were implemented as written?
a. Consider language, gender, SES, digital inequality, LGBTQ status, (dis)ability,
employment status, immigration status, education level, geography, environment, religious
beliefs, culture, history of incarceration, etc.
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GUIDING QUESTIONS

needed to ensure equitable outcomes.

Guiding Questions cont.:
Step 4: Filling in the Holes
Identify additional steps policy-implementers and advocates should take to ensure that the policy will impact
all communities positively and equitably.
1. What steps could we take to prevent or minimize adverse impacts or unintended consequences?
2. What steps could we take to address additional barriers that could prevent various racial/ethnic
groups from accessing the policy fully?
3. Are there further ways to maximize equitable outcomes?

Step 5: Examining Sustainability
Ensure that the implementation process and its equity framework are both transparent and sustainable.
1. Do this policy and additional equity-enhancing measures related to this policy have adequate
funding? Are mechanisms in place to ensure successful implementation and enforcement?
2. Are there provisions to ensure ongoing stakeholder participation and public accountability of
policy implementers and enforcers?

Step 6: Evaluation
Measure the success of equitable policy implementation.
1. Are there provisions to ensure ongoing collection of data (that can be disaggregated by
race/ethnicity) and public reporting of data?
2. Are there clear markers of short term and long term success as well as timelines for meeting markers
of success?
3. What are the mechanisms we will utilize to ensure that goals are met?
4. What are the consequences if goals are not met?
5. Is there a process for those impacted by the policy to express grievances or satisfaction and to
ensure that concerns are met?
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An Application of the Racial Equity Framework
to California’s Affordable Care Act Implementation Process
using a variety of resources to answer the guiding questions put forth in the racial equity framework. These

resources include academic and scientific studies; reports created by community-based, statewide, and national
policy and advocacy organizations; and reports sponsored by social justice and health-focused foundations. Primary
data collected through needs assessments conducted in low-income communities and communities of color across
California also informed this case study.
In order to collect primary data, The Greenlining Institute worked with diverse community partners to conduct a
series of town halls across the state of California. These community events were held in October and November
of 2011 and January of 2012 in six locations across the state: San Diego, Santa Ana, South Los Angeles, Thermal,
South Sacramento, and Fresno. Greenlining staff educated community members about the ACA’s benefits and
provisions that may impact individuals, families, and ethnic small businesses. Greenlining staff also conducted needs
assessments with community members participating in the town halls to identify barriers preventing access to health
information and health care. Needs assessments were conducted under the premise that identified challenges may
continue to prevent individuals from fully benefitting from the ACA unless policymakers, legislators, and advocates
identify and account for these barriers throughout the implementation process.
During the town halls, Greenlining utilized Turning Technologies’ live polling software along with guided open
discussion questions. The goal of the survey was to understand the barriers to accessing quality health care that
people face, and open discussions during town halls also enabled community members to provide feedback related
to barriers to accessing health information and care. A Greenlining staff member recorded the responses of individuals
who chose to participate during open discussion periods. The majority of community members opted to
participate in town halls by submitting answers using TurningPoint remote controls; a minority of community
members opted to participate during periods of open discussion.
A diverse group of community members participated in Greenlining’s town halls. About 12 percent of participants
identified as white, 12 percent identified as African American, 39 percent identified as Latino, 27 percent identified
as Asian, three percent identified as Native American, and seven percent identified as other. Seventy-two percent of
town hall participants were female. About 36 percent of participants were U.S. born. Twenty-nine percent of
participants were born in Asia, and 32 percent were born in Mexico or Central America. Sixty percent of participants
made less than $30,000 annually.
We reference data and stories collected during Greenlining’s town halls throughout the case study and recommendations.42 Data from representative samples also provides additional context. The approach of gathering input from
academic, policy, and organizational experts as well as community stakeholders represents a model that should be
adapted widely in implementing various policies. Steps 1-3 in the following case study reflect the current status of
ACA implementation in California, and steps 4-6 will be further developed as the implementation process continues
and additional information becomes available.
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IMPLEMENTATION PROCESS

T

he following case study applies the racial equity framework to California’s ACA implementation process

Case Study:
Step 1: Gathering Information
• The California Health Benefit Exchange (HBEX)43 is the body largely responsible for setting up California’s
health insurance Exchange and creating a web portal to determine eligibility into either the Exchange or
Medi-Cal. The California Department of Health Care Services (DHCS) will oversee the expansion of
Medi-Cal to cover individuals who earn up to 138 percent of the Federal Poverty Level.
• Approximately 4.7 million currently uninsured Californians will be able to obtain health coverage as a result
of the ACA.44
• In 2010, the average private employer premium for family coverage in California was about $13,871, and the
average single-person deductible was just over $1,025.45
• From 2009-2010, 19 percent of California’s population was uninsured, and 59 percent of the nonelderly
uninsured were Hispanic, while 25 percent were white, 11 percent were of other races, and five percent
were African American.46,47
• From 2009-2010, 61 percent of Medi-Cal enrollees were Hispanic, twenty percent were white, 10 percent
were of other races/ethnicities, and nine percent were African Americans.48
• Approximately 66 percent of Californians eligible for Medi-Cal in 2014 will be people of color.49
• An estimated 64 percent of Californians eligible for premium tax credits in 2014 will be people of color.50
• Of those eligible for Medi-Cal expansions and tax credits in California in 2014, about 45 percent will be
Latino, 35 percent will be white, 12.5 percent will be Asian, 6 percent will be African American and 2
percent will be American Indian, Alaska Native, Native Hawaiian or Other Pacific Islander.51
• Additional region-specific information describing racial and ethnic disparities in health conditions and
insurance coverage is needed.

Step 2: Engaging Stakeholders
• Legislation establishing the HBEX mandates that the racial and ethnic diversity of the board’s members
parallels the racial and ethnic diversity of the state of California. HBEX failed to meet this requirement,
partially because of difficulty identifying qualified racially and ethnically diverse applicants who also did not
have a conflict of interest.
• HBEX, the Office of the Patient Advocate, the Department of Managed Health Care, the California
Department of Insurance, and legislators have convened or are in the process of convening a number of
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different workgroups and stakeholder meetings made up of industry
experts and consultants to assist in various aspects of the implementation
process. Additionally, consumer advocates actively participate in public

Evidence from Greenlining’s town

meetings and submit comments.

halls suggests that communities
of color lack adequate information

• AB 922 expands the duties of the Office of the Patient Advocate to

about the ACA: About 36 percent

include providing consumer education and outreach about how to find

of individuals surveyed had never

health care coverage and navigating the health care system.52

heard of health care reform.
Furthermore, about 14 percent of

• Evidence from Greenlining’s town halls suggests that communities of

individuals surveyed believed the

color lack adequate information about the ACA: About 36 percent of

ACA had been repealed, and nearly

individuals surveyed had never heard of health care reform. Furthermore,

33 percent were unsure whether

about 14 percent of individuals surveyed believed the ACA had been

the law was repealed or if it was

repealed, and nearly 33 percent were unsure whether the law was repealed

still in effect.

or if it was still in effect.

Step 3: Identifying Policy Holes
Implementing the Affordable Care Act in California without consideration of social, environmental, and
economic barriers will make it difficult for many Californians to take full advantage of the benefits of health
care reform. Because about two-thirds of the population eligible to take advantage of expanded health coverage
in California will be people of color, it is important to seriously examine and address the needs of communities
of color during the implementation process.53 Inappropriate and/or nontargeted outreach will result in under-enrollment, particularly in the
Because about two-thirds of the

Exchange and Medi-Cal, as eligible populations may not receive information

population eligible to take

explaining their eligibility or how to enroll. Community outreach efforts will

advantage of expanded health

need to begin well before January 1, 2014. Otherwise, the programs may

coverage in California will be

suffer under-enrollment in those first months because eligible populations

people of color, it is important to

lack needed eligibility and enrollment information.

seriously examine and address
the needs of communities of color

Policymakers and advocates should also address the following challenges

during the implementation process.

impacting communities of color in California:

Inaccessibility Due to Language and Literacy Level: Because 27 percent of Californians are foreign-born
and 42 percent of Californians speak a language other than English at home, language accessibility is an
important consideration.54
• 62.5 percent of those surveyed in Greenlining’s town halls spoke a language other than English
most often at home.
• 26 percent of town hall participants did not speak English well, and about 19 percent of town hall
participants did not speak English at all.
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• Disparities in language access are particularly glaring within the Asian American population, as
more than one third of all Asians living in California have limited English proficiency, and
approximately 35 percent of Asian households live in complete linguistic isolation.55 It is important
to note that English proficiency varies greatly by age, with older Asian Americans tending to have
more limited English proficiency than younger Asian Americans.
• Persons who have low English proficiency or low English literacy levels often have difficulty understanding important health forms and notices. Forty percent of individuals surveyed at Greenlining’s
town halls need help translating medical forms or communicating at doctor’s appointments.
• There is a shortage of medical professionals who speak foreign languages (particularly Asian
languages). One participant in Greenlining’s town halls reported, “I have to travel two hours to find
a doctor that speaks my language.”
• Data from Greenlining’s town halls suggest that individuals who primarily speak a language other
than English at home are more likely to prefer purchasing health insurance in person, while those
who report that they speak English well are more willing to purchase insurance over the Internet.
• Once enrolled in a health insurance plan, individuals with limited English proficiency may
experience difficulty utilizing their insurance because of a lack of
available translation services or shortage of health care professionals
who speak their language.

“I have to travel two hours to find a
doctor that speaks my language.”

Cultural Competency: Within the context of health, cultural competency

✦

refers to understanding and respecting the values, beliefs, social histories,

A lack of cultural competency

and expectations of diverse ethnic groups, and appropriately and efficiently

creates barriers to the provision

delivering health information and health care for specific ethnic groups

of appropriate health education

based on this information. A lack of cultural competency creates barriers

and health care services in

to the provision of appropriate health education and health care services in

communities of color.

communities of color.

✦

• Patients may not trust medical professionals, not follow medical

“Many doctors don’t understand

advice, or forgo health services altogether because of fear or inability

the atrocities the older generation

to communicate health care needs.56

faced in our homeland. They don’t

• Physicians may not understand prevalent healthcare beliefs,

believe the injuries and problems

expectations, or health conditions in diverse ethnic communities

they have and won’t give them

or run fewer diagnostic tests because of unfamiliarity with linguistic

the treatments they need.”

differences in descriptions of symptoms or conditions.57 One
participant at Greenlining’s town halls described how a shortage of culturally competent doctors
creates a barrier to accessing needed health care in her community: “Many doctors don’t understand
the atrocities the older generation faced in our homeland. They don’t believe the injuries and problems
they have and won’t give them the treatments they need.”
• Cultural incompetency could also prevent diverse ethnic communities from receiving relevant
information about health care reform and make it difficult for individuals to successfully navigate
through the enrollment process.
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Digital Inequality: Low income communities and communities of color have disproportionately low access
to the Internet, use different devices to access the Internet, and use the Internet for different reasons.
• Eighty-one percent of whites have broadband at home, as opposed to 76 percent of Asians,
74 percent of African Americans, and 55 percent of Latinos, and these disparities are more
pronounced amongst young adults of color.58
• Individuals who lack Internet access or with limited computer literacy may experience difficulty
learning about and enrolling in public programs online, including the Exchange.
• Forty-two percent of young adults between the ages of 18-29 and 38 percent of African Americans
and Hispanics primarily use a smartphone rather than a computer to access the Internet.59
• Whites are more likely to access government sites on the Internet than people of color, but people
of color are more likely than whites to use social media networking sites such as Facebook and Twitter.60
• Almost 23 percent of respondents during Greenlining’s town halls did not have access to a
computer at home, and nearly 20 percent of individuals did not have any access to a computer.
Socioeconomic Status: Health status and socioeconomic status are
inextricably linked, as living conditions and access to resources influence
overall quality of life.

In California, 20 percent of African

• Poverty is the biggest factor contributing to poor outcomes, and

Americans make an income below

health outcomes worsen as the severity of poverty increases.61

poverty level, as well as 18 percent

• The socioeconomic status of an individual’s family at birth is

of Latinos, Native Americans,

associated with higher death rates in adulthood.62

and Alaska Natives. Ten percent

• Children raised in low-income families have rates of poor or fair

of Asians, Native Hawaiians and

health that are seven times higher than children of upper income

other Pacific Islanders make

families, and their poor health conditions persist into adulthood.63

incomes below the poverty level.

• In California, 20 percent of African Americans make an income
below poverty level, as well as 18 percent of Latinos, Native Americans, and Alaska Natives. Ten
percent of Asians, Native Hawaiians and other Pacific Islanders make incomes below the poverty level.64
• Forty-one and a half percent of participants at Greenlining’s town halls earned less than $20,000
annually, and 18 percent earned between $20,000 and $30,000 annually. Low income individuals
tended to prefer to purchase health insurance in person.
Unemployment and Underemployment: For each one percentage point rise in the national unemployment
rate, the number of uninsured Americans rises by about 1.1 million.65
• The national annual unemployment rate for African Americans has been double the white
unemployment rate for the past 38 years.66 This pattern persists regardless of age or education level:
In 2010, the unemployment rate for black male college graduates age 25 and older was almost double
that of white male college graduates of the same age (7.8 percent and 4.4 percent, respectively).
According to the Bureau of Labor Statistics, the black teen unemployment rate was 42.1 percent in
December of 2011, while the white teen unemployment rate was 20.3 percent.67,68
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• The unemployment rate in California is 11.3 percent.69 This figure does not include the 165,062
individuals (many of whom are African American or Latino) who are currently incarcerated.70
• 38 percent of those surveyed during Greenlining’s Town Halls
were unemployed or underemployed.
• Many jobs that are part-time, hourly, or contractual do not

The national annual unemployment

include health benefits.

rate for African Americans has

• In California, an individual must spend about 28.8 percent of

been double the white unemploy-

unemployment benefits on COBRA71 premiums in order to

ment rate for the past 38 years.

maintain single coverage. In order to maintain family coverage

This pattern persists regardless of

under COBRA, an individual would spend about 81.6% of total

age or education level.

unemployment income on COBRA premiums.72

✦

• Even though California offers COBRA as well as a state-sponsored

“I don’t qualify for Medi-Cal, but

COBRA-like supplemental insurance program, the costs of the

COBRA is too expensive. I need

coverage provided are usually prohibitively high, as most unem-

help now.”

ployed people cannot afford to pay even more for health coverage
than they had been paying while employed.73 As one participant at Greenlining’s town hall explained,
“I don’t qualify for Medi-Cal, but COBRA is too expensive. I need help now.”
• California’s Pre-Existing Condition Insurance Plan74 may soon reach its maximum enrollment level,
limiting the number of newly uninsured who could gain health insurance through this program.75
• Medi-Cal is currently not available for many newly unemployed workers, as many unemployed
workers are childless adults or do not have dependent children. (This will change in 2014).76 Low
Income Health Programs (LIHPs)77, however, are an option for low-income adults who do not
qualify for Medi-Cal. LIHPs are currently up and running in 47 counties in California with 250,000
people enrolled, and the Department of Health Care Services expects for 55 of 58 counties to have
operational LIHPs by June of 2012.78
• Many uninsured Americans delay or forgo needed medical care altogether, increasing the likelihood
of illnesses being diagnosed later, at an advanced stage.79,80
Barriers Resulting from Immigration Status: Over 10 million immigrants reside in California.81 Almost
half (46%) have become naturalized citizens, and an estimated 2.6 million are undocumented.82
• Under the ACA, naturalized citizens are eligible for Medi-Cal, can purchase coverage through the
Exchange, and can receive tax credits on the same basis as U.S.-born citizens.83
• Lawfully residing immigrant families are able to purchase coverage through the Exchange and can
receive health insurance tax credits but must wait five years before enrolling in Medi-Cal.84
• Barriers such as limited transportation options, language inaccessibility, low-literacy levels, and
burdensome or confusing application processes and documentation requirements often prevent
legally residing immigrants from accessing health information and health care.85
• Fear that participating in public programs could negatively affect U.S. immigration status may also
prevent eligible individuals and families from enrolling in Medi-Cal.86
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• Mixed-status families may refrain from enrolling legally residing family-members in public programs
for fear of endangering unlawfully residing family members.87 This fear will likely keep undocumented
family members from purchasing insurance in the Exchange for legally residing family members as well.
• Undocumented immigrants are banned from enrolling in Medi-Cal, are ineligible for health insurance
subsidies, and are not able to purchase insurance in the Exchange, even if they use their own money.88
• Twenty-three percent of Greenlining town hall participants were members of mixed-status households,
and two percent reported that all members of their household are undocumented.
• Safety-net providers such as emergency rooms and community clinics will become the primary
means of access to health care for these individuals.
• Thirty-three percent of Greenlining’s town hall participants reported that they primarily go to
community clinics or the emergency room when they are sick.
History of Incarceration: On May 23, 2011, the US Supreme Court ruled that California must release
30,000 inmates from the state penal system to reduce the prison population to 137.5% of system capacity.89
• The quality and availability of medical and mental health services in California prisons have
declined as inmate populations ballooned.90 As a result, many newly released individuals may have
mental or physical health conditions that have not been fully diagnosed. Former inmates may
need to quickly be connected to the health care system.
• Individuals with histories of incarceration often have difficulty finding employment, which can
affect their ability to get job-based health insurance: While data on formerly incarcerated individuals
is limited, one study of formerly incarcerated people in the District of Columbia (DC) found that
the unemployment rate for this population is 45 percent. Additionally, employment rates for formerly
incarcerated populations were found not to differ for those who earned a GED or a job certificate
before or after they left prison.91 Assuming that California’s formerly
incarcerated experience employment challenges that are similar to
the formerly incarcerated in DC, many of California’s formerly

“My younger brother is about to be

incarcerated will need to obtain health coverage through Medi-Cal92

released and has a liver condition.

or, possibly, through the Exchange.

I’m trying to figure out how he can

• Many individuals will require assistance navigating the public

get health care. He’s going to

and private health care systems. One town hall participant stated,

need health care.”

“My younger brother is about to be released and has a liver condition.
I’m trying to figure out how he can get health care. He’s going to need
health care.”
More information is needed about the barriers to accessing health information and care experienced by
women, LGBTQ individuals, individuals with a disability, individuals living in rural areas, individuals with
low educational attainment, and individuals living in polluted or unsafe environments.
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Step 4: Filling in the Holes
The following steps can help address barriers to equitable implementation across ACA provisions:
Language and Literacy Level:
• In order to ensure equity in the implementation process, agencies should produce health care
reform outreach and application materials, including relevant websites and smart phone applications,
in multiple languages. This must include translating to languages other than English and Spanish.
California should use the existing Medi-Cal threshold language standards.93
• Make translation services available at any stakeholder meetings held by agencies involved in the
implementation process to increase opportunities for feedback from advocates who do not primarily
speak English. Meeting materials should also be made available in other languages.
• Make translators readily available in multiple languages to assist individuals in the enrollment and
renewal processes, as well as in educating individuals about how to use their insurance.
• Increase the number of health care professionals who speak other languages, with special attention
to health care professionals who speak Asian languages.
Socioeconomic Status:
• Invest in improving non-financial barriers to health, including transportation, child care, education
(Pre-K through 12th grade), community spaces (such as parks and sidewalks), and safe housing.94
• Maintain full funding for social safety-net programs such as WIC, SNAP, and Medi-Cal.
Unemployment and Underemployment:
• Create a meaningful COBRA subsidy and/or enable unemployed individuals to temporarily enroll
in Medi-Cal.
• Invest in job creation programs, and target populations and communities with high levels
of unemployment.
Digital Inequality:
• Utilize social media in targeted outreach strategies to educate communities of color about health
care reform (especially young adults of color).
• Utilize smartphone technologies to connect individuals to Medi-Cal or the Exchange and to remind
people to enroll or renew their health insurance.
• Make linguistically and culturally competent assistance available and accessible for communities
with low computer literacy.
Cultural Competency:
• Utilize trusted individuals, organizations, and institutions within communities for health care
reform education and outreach.
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• Build a diverse health workforce (including workers involved in the health insurance enrollment
process) that is culturally and linguistically competent by strengthening pipeline programs facilitating
the entry of underrepresented groups into the health workforce.
Immigration Status:
• Advocates and policymakers should fully publicize that legally residing residents will be able to
participate in the expansion of Medi-Cal and purchase in the Exchange without affecting legal status.
• Limit the amount of personal information collected from individuals who are purchasing for themselves.
Identifying and addressing additional barriers:
• Bodies overseeing implementation efforts should enlist individuals and organizations who specifically
advocate on behalf of women, LGBTQ persons, persons with disabilities, persons with low
educational attainment, and persons living in unsafe or polluted environments in order to better
understand and address the needs of these groups throughout the process of ACA implementation.

Step 5: Examining Sustainability
Contrary to popular belief, health care reform implementation should not have a negative impact on the state
budget: Many programs, such as Medi-Cal, will receive federal matching dollars. Furthermore, the Exchange
must be fully operational and self-sustaining by 2015. During this time of recession, individuals and families –
now more than ever – are in need of health care services. It is absolutely imperative that the government not
underfund or eliminate funding for provisions of the Affordable Care Act.
Such cuts would cripple the success of health care reform implementation in
California. California’s policymakers and advocates should lobby at the state

During this time of recession,

level to maintain funding for provider fees and Medicaid reimbursement rates.

individuals and families – now
more than ever – are in need

Bodies in charge of implementation and policy enforcement should put

of health care services. It is

mechanisms into place that enable ongoing stakeholder participation

absolutely imperative that the

throughout the implementation process, allowing those bodies to be held

government not underfund or

publicly accountable. Ongoing inclusion of diverse stakeholders throughout

eliminate funding for provisions

implementation and evaluation processes will help ensure that the policies

of the Affordable Care Act.

that are put into place are equitable for all.

The Greenlining Institute I Filling in the Gaps: A Racial Equity Framework for Successful Implementation of the Affordable Care Act I 2012 I page 19

Step 6: Evaluation
The Affordable Care Act creates standards requiring any “federally conducted or supported health care or public
health program, activity, or survey to collect and report data on race, ethnicity, sex, primary language, disability
status…and other demographic data related to health disparities,” such as LGBTQ status.95 Such information
helps researchers, policymakers, health care providers, and advocates better identify and address health disparities
within diverse communities. The proposed standards for collecting data include the following:
• Standards should be evidence-based and demonstrated to have worked well in practice for national
survey data collection.
• Standards should represent a minimum data standard; agencies need to be able to aggregate
additional information collected back to a minimum standard.96
It is extremely important that individuals and institutions in California that collect data take extra steps to ensure
that the data collected can be disaggregated by race and ethnicity. Disaggregation of data is necessary to accurately
study similarities and differences between and within ethnic groups, to prevent issues from hiding within aggregate data, and to identify and monitor specific needs within particular ethnic
communities.97 Disaggregated data can inform and influence the development of equitable programs and policies, help determine the appropriate

Disaggregated data can inform

allocation of resources to communities in need, and help researchers,

and influence the development of

policymakers, advocates, and health care providers develop, monitor, and

equitable programs and policies,

improve programs and quality of services.98 California could also take steps

help determine the appropriate

to collect data on marginalized populations that the ACA overlooks in its

allocation of resources to commu-

federal regulations. For example, the ACA requires that federally conducted

nities in need, and help researchers,

or supported surveys ask individuals to designate whether they are male or

policymakers, advocates, and

female.99 California could require that surveys also include broader options

health care providers develop,

for individuals to designate their gender to adequately account for health

monitor, and improve programs

disparities within transgender and intersex populations.100

and quality of services.
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Recommendations for Equitable Implementation
of the Affordable Care Act

• Bodies overseeing ACA implementation should take steps to ensure inclusion of racially and ethnically
diverse viewpoints throughout remaining ACA decision-making and planning processes. They should
also engage diverse stakeholders to gauge and enhance the effectiveness of implemented provisions.
• Make stakeholder input processes as accessible as possible. Improvements in the stakeholder input
process made by the California Health Benefit Exchange Board (HBEX) are a good example and
should be replicated in other states. These improvements included podcasting HBEX Meetings
online, providing a vehicle for advocates watching HBEX meetings online to submit comments and
receive feedback in real time, providing time for public comment in person and on the phone after
each agenda item, and providing translation services.
• Bodies responsible for implementing the ACA should seek input from community members across the state
in the form of town halls, listening sessions, and public forums. Feedback from state-wide community
stakeholders should be sought throughout the process. California’s HBEX provides a good example through
its plans to hold HBEX board meetings throughout California in 2012. HBEX and other policymakers
should continue to travel to communities across California and provide a forum for community
members to provide direct feedback about their needs throughout the implementation process.
• Conduct a needs assessment in order to better understand the ethnic small business landscape before
conducting outreach for and implementing the SHOP.101 This needs assessment should include
questions that specifically address the challenges ethnic small businesses face with regard to
purchasing health insurance.

COLLABORATE WITH TRUSTED COMMUNITY RESOURCES
• Conduct community needs assessments to identify the trusted resources within diverse racial and ethnic
communities.102 Pay particular attention to sub-communities within diverse communities.
• Employ trusted community based organizations, institutions, and individuals who have shared
backgrounds or experiences with the communities they are working in.103 Advocates should work
with ethnic chambers of commerce, for example, to develop informational seminars about tax credits
and with the Exchange to reach ethnic small business owners who may not trust insurance brokers or
large small business associations.104
• Leverage community based organizations, institutions, and individuals who have already established
trust within diverse communities in community outreach and education strategies. Such individuals
and organizations often respect and understand language and cultural differences.105 Individuals and
organizations who already do community health education and outreach – such as promotoras –
Latino/a community members who promote health in their own communities – could be excellent
additions to the Navigator Program106 or make excellent community assisters.107
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RECOMMENDATIONS

INCLUDE INPUT FROM DIVERSE STAKEHOLDERS THROUGHOUT THE
IMPLEMENTATION PROCESS

BUILD A DIVERSE HEALTHCARE WORKFORCE
• As new offices are developed due to implementation, leadership and staff should include members who are
representative of the state’s diversity.
• Work towards increasing the diversity of members of the healthcare workforce by strengthening racial
and ethnic diversity in health professions workforce pipeline programs.108 The shortage of racial and
ethnic minorities within the health care profession is problematic.
• Ensure that loan forgiveness is adequately distributed to students of color who are interested in medical
and healthcare professions.109
• Government, private entities, and foundations should invest in and strategically fund programs that
build and maintain medical and healthcare professions pipeline programs for minority students. Studies
show that physicians of color are more likely to work in communities of color. African American physicians,
for example, are more likely to care for poor patients and Medicaid patients, and Latino physicians are
more likely to care for uninsured patients.110

IMPROVE LANGUAGE ACCESS AND CULTURAL COMPETENCY
• Information discussed at stakeholder meetings open to the public should be accessible to advocates who do
not primarily speak English or who work with communities that do not primarily speak English. Steps to
improve language accessibility include providing interpretation services and translating documents to
other languages.
• Individuals should be able to receive help in multiple languages while submitting applications, whether
the process is done by phone, in person, or via the Internet.
• Make sure that organizations and individuals conducting education and outreach have adequate training
and resources to provide assistance to community members.111 Also, establish standards for education and
outreach to ensure that diverse communities receive comprehensive and accurate information.
• Outreach campaigns should be linguistically and culturally competent and targeted to diverse communities.
They should specifically take into account communities that face extra barriers in enrolling in health
insurance programs.
• Utilize networking sites, such as Facebook and Twitter, and smartphone technologies to promote education
and enrollment information about the ACA to young populations and communities of color.112 Seventy-one
percent of people between the ages of 18 and 24 use social networking sites. Furthermore, 42 percent
of young people and 38 percent of people of color primarily access the Internet using smartphones.
• Utilize ethnic media outlets (newspapers, radio stations, TV channels) to publicize the availability of
provisions in the ACA.
• All printed and electronic outreach and educational materials should be produced in multiple languages
and at a literacy level that is easily comprehendible.113 Use Medi-Cal threshold languages as the standard.114
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CREATE A SYSTEM IN WHICH CITIZENS CAN EASILY ACCESS INFORMATION
ABOUT HEALTH INSURANCE, ENROLLMENT, AND NEEDED HEATH CARE
• Use smartphone technologies to send reminders about health insurance enrollment and renewals.115
• Create streamlined notification processes for Health and Human Services programs and beyond. For
example, if an individual qualifies for the CARE program,116 they should be notified that they may
also qualify for a subsidy in the Exchange.
• Create streamlined eligibility and application forms that only ask for information that is absolutely
necessary to determine eligibility. Research demonstrates that it is easier for families to enroll in
programs when the same application is used to determine eligibility for multiple programs.117
• Take advantage of already required interactions with the government to disseminate information about
the ACA. For example, inform small businesses about available tax credits and purchasing insurance
through the SHOP during business license renewal periods, or inform families that they may qualify
for expanded Medi-Cal or tax subsidies when they enroll their child in reduced-price lunch programs.
• Promote 12 month eligibility periods, and make it easy for individuals who experience changes in
circumstances that would affect their eligibility to move from one form of coverage to another without
experiencing a lapse in coverage. Such policies would make it easier for individuals to maintain access
to health coverage while also reducing the cost of coverage.118
• Begin targeted outreach to communities of color as soon as possible in order to ensure that community
members are knowledgeable about the policy changes that are underway and prepared to take advantage
of new benefits on January 1, 2014. Educational community outreach should include the following
information: (1) overview of the ACA and its specific provisions, (2) explanation of how individuals,
families, and communities will benefit from the ACA and how they can enroll, and (3) explanation of
ACA implementation efforts (and timeline). Implementing the Navigator Program by January 2013,
for example, would help accomplish this goal, as part of the responsibility of Navigators is to conduct
education, outreach, and enrollment assistance.
• Conduct enrollment events in diverse locales (e.g. Community health centers, grocery stores, sporting
events, places of worship, etc.) to reach diverse populations.119
• Publicize the availability of tax credits for small businesses in local ethnic newspapers/radio stations.
Many small business owners are unaware of the availability of small business tax credits.120
• Find and utilize other systems, such as Telehealth and e-medicine, that can increase inadequate provider
networks, especially for rural communities.121

ADVOCATE AT THE FEDERAL LEVEL FOR POLICIES
THAT PROTECT IMPLEMENTATION AT THE STATE AND LOCAL LEVEL
• State-level advocates should advocate at the federal level to protect and increase funds for community
health centers. Members of Congress attacked eleven billion dollars originally designated in the
Affordable Care Act for the expansion of community clinics, resulting in a reduction of the number
of new health centers that can be built.122

The Greenlining Institute I Filling in the Gaps: A Racial Equity Framework for Successful Implementation of the Affordable Care Act I 2012 I page 23

• State-level policymakers and advocates should petition the federal government to keep funding for
Community Transformation Grants intact. Community Transformation Grants provide important
resources for building up preventative health infrastructure in communities.123

ENSURE SUSTAINABILITY
CONCLUSION

• The compensation model for Navigators and community assisters should take into account the amount of
time that it takes to enroll an individual or family. Work with current advocates working as assisters to
determine a fair way to properly compensate Navigators and community assisters (e.g. grant, per head, etc.)
• Enroll people into the Low Income Health Programs (LIHP) now to help ensure that the safety net
remains intact in counties after 2014. Extending coverage to low-income adults through LIHPs will
help assist California and its counties in implementing the expansion of Medi-Cal.124
• States should require that non-federally conducted or supported health care or public health programs and
surveys conducted within their states abide by the ACA’s standards for data reporting, and this data should
be able to be disaggregated by race and ethnicity.125
• Provide sustainable support and funding for community clinics, as individuals newly enrolled in
Medi-Cal will use these centers, and they will also continue to be the primary service providers for persons
who “fall through the cracks” of health insurance reform. Additionally, individuals and families who have
an established relationship with a service provider at a community clinic and prefer to continue seeing that
provider should be able to continue to see the medical professional with whom they have an established
relationship. Low-income people of color make up almost two-thirds of the people who receive health
care at federally qualified health centers and community clinics.126 A recent study, however, found
that community health clinics offer patients reduced savings in annual overall medical and
ambulatory expenditures.127
• Ensure adequate funding for pipeline programs and community colleges who train students aspiring to
enter medical or healthcare professions.

Conclusion

T

he Racial Equity Framework highlighted in this report is an example of the type of analysis that needs
to be done in all health policy contexts. Because social and economic inequalities significantly impact

health status and outcomes, policymakers and advocates should also use this type of analysis when implementing
policies that indirectly impact health, such as education, environmental, and housing policies. A commitment
by policymakers and advocates to utilize such a strategy when implementing policies will help improve the health
of all Americans, facilitating increased achievement of the American Dream by individuals in all communities
in the process.
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Racial Equity Framework Worksheet
Step 1: Gathering Information
• What specific issue is this policy intending to address?
making/implementing?
• What quantitative and qualitative evidence of inequity
exists around the issue that this policy is supposed
to address?
• How might implementation play out differently in

Diversity and Inclusion
Recruit diverse community stakeholders, and involve them
as active participants throughout process. Resulting programs
and policies should be inclusive and representative of the
needs of the communities that they will impact.

different communities?
• What additional information is missing or needed?

Step 2: Engaging Stakeholders
• Who are the stakeholders who may be positively or
negatively affected by this policy? How can we best
inform them?
• How can we engage potentially affected stakeholders
as active participants in the decision-making, planning,
and implementation processes in an impactful way?
• Are we meaningfully considering the needs and concerns
of stakeholders during final decision-making processes?

FRAMEWORK WORKSHEET

• What is the purpose of the policy we are

Guiding Values

Transparency and Accountability
Maintain openness and fairness to diverse communities in
all phases of planning, decision-making, program development,
program implementation, documentation, program
evaluation, and advocacy.

Healthy Environments
Active attention to eliminating existing disparities results
in outcomes that maximize the health, safety and well-being
of all individuals and communities.

• Who is missing and how can we engage them?

Step 3: Identifying Policy Holes
• What adverse impacts or unintended consequences
could result from this policy if enacted as written?
• How would different racial/ethnic groups be impacted
if policy were enacted or implemented as written?
• What additional barriers might prevent individuals in
certain racial/ethnic groups from benefitting fully if this
policy were implemented as written?

Step 4: Filling in the Holes
• What steps could we take to prevent or minimize adverse
impacts or unintended consequences?
• What steps could we take to address additional barriers
that could prevent various racial/ethnic groups from

All individuals should have full and fair access to opportunities
and benefits of resulting policies and programs without bias,
unnecessary barriers or extra burden.

Accessibility
Ensure that all individuals receive the basic information,
resources, and opportunities necessary to create healthy and
prosperous futures for themselves and their children.

Sustainability
Implement equity-enhancing programs and policies with the
support, protections, and enforcement necessary for long-term
positive impact in diverse communities.

• Are there further ways to maximize equitable outcomes?
(cont. next page)
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✃

accessing the policy fully?

Equal Opportunity

FRAMEWORK WORKSHEET

Guiding Values
Diversity and Inclusion
Recruit diverse community stakeholders, and involve them
as active participants throughout process. Resulting programs
and policies should be inclusive and representative of the
needs of the communities that they will impact.

Transparency and Accountability
Maintain openness and fairness to diverse communities in
all phases of planning, decision-making, program development,
program implementation, documentation, program
evaluation, and advocacy.

Racial Equity Framework Worksheet
(cont. from previous page)

Step 5: Examining Sustainability
• Do this policy and additional equity-enhancing measures
related to this policy have adequate funding? Are
mechanisms in place ensuring successful implementation
and enforcement?
• Are there provisions to ensure ongoing stakeholder
participation and public accountability of policy
implementers and enforcers?

Step 6: Evaluation
• Are there provisions to ensure ongoing collection of data

Healthy Environments

(that can be disaggregated by race/ethnicity) and public
reporting of data?

Active attention to eliminating existing disparities results
in outcomes that maximize the health, safety and well-being
of all individuals and communities.

Equal Opportunity
All individuals should have full and fair access to opportunities
and benefits of resulting policies and programs without bias,
unnecessary barriers or extra burden.

• Are there clear markers of short term and long term
success as well as timelines for meeting markers of success?
• What are the mechanisms we will utilize to ensure
that goals are met?
• What are the consequences if goals are not met?
• Is there a process for those impacted by the policy to
express grievances or satisfaction and to ensure that
concerns are met?

Accessibility
Ensure that all individuals receive the basic information,
resources, and opportunities necessary to create healthy and
prosperous futures for themselves and their children.

Sustainability
Implement equity-enhancing programs and policies with the
support, protections, and enforcement necessary for long-term

✃

positive impact in diverse communities.

The Greenlining Institute I Filling in the Gaps: A Racial Equity Framework for Successful Implementation of the Affordable Care Act I 2012 I page 26

References
1

Derose, K. P., Gresenz, C. R., and J.S. Ringel. (2011). Understanding Disparities in Health Care Access – And Reducing Them –

Through A Focus on Public Health. Health Affairs. 30(10): 1844-1851.
2

Trust for America’s Health. (2010). F as in Fat: How Obesity Threatens America’s Future.

http://www.rwjf.org/files/research/20100629fasinfatmainreport.pdf.
3

Office of Minority Health and Health Disparities. (2010). Asian American Health. Center for Disease Control and Prevention.

http://www.cdc.gov/omhd/populations/AsianAm/AsianAm.htm#4.
Office of Minority Health. (2011). Obesity and Asian Americans. US Department of Health and Human Services.

http://minorityhealth.hhs.gov/templates/content.aspx?ID=6458.
5

Levy, B.S. and V. W. Sidel. (2006). Social Injustice and Public Health. Oxford University Press.

6

Trust for America’s Health. (2009). Prevention for a Healthier America: Investments in Disease Prevention Yield Significant Savings,

Stronger Communities. Trust for America’s Health. http://healthyamericans.org/reports/prevention08/Prevention08.pdf.
7

Wilper, A.P., et. al. (2009). Health Insurance and Mortality in US. Adults. 99 American Journal of Public Health. 2289, 2294.

8

Kaiser Family Foundation. (2009). The Uninsured: A Primer. http://www.kff.org/uninsured/7451.cfm.

9

Davidoff, A. J. and G. M. Kelley. (2005). Uninsured Americans with Chronic Health Conditions: Key Findings from the National Health Interview

Survey. Princeton, NJ: Robert Wood Johnson Foundation. http://www.urban.org/uploaded-pdf/411161_uninsured_americans.pdf.
10

Koh, H. K., Graham, G., and S.A. Glied. (2011). Reducing Racial and Ethnic Disparities:

The Action Plan From the Department of Health and Human Services. Health Affairs. 30(10): 1822-1829.
11

Woolfe, S.H. and P. Braveman. (2011). Where Health Disparities Begin:

The Role of Social and Economic Determinants – and Why Current Policies May make Matters Worse. Health Affairs. 30(10). Pg 1852-1859.
12

Segregation and Exposure to High Poverty Schools in Large Metropolitan Areas: 2008 09. diversitydata.org.

13

Levy, B.S. and V. W. Sidel. (2006). Social Injustice and Public Health. Oxford University Press.

14

Levy, B.S. and V. W. Sidel. (2006). Social Injustice and Public Health. Oxford University Press.

15

Race is a concept reflecting self-identification by people according to the race or races which they closely identify. Categories are sociopolitical

constructs and not biological. See: Levy, B.S. and V. W. Sidel. (2006). Social Injustice and Public Health. Oxford University Press.
16

Medicaid is the federal government’s insurance program for low income families and children, the elderly, and people with disabilities.

Under the Affordable Care Act, Medicaid will expand to cover individuals without children, and individuals and families making up to 133% of the
Federal Poverty Level. For information, see: http://www.healthcare.gov/using-insurance/low-cost-care/medicaid/index.html.
17

Under the Affordable Care Act, new Small Business tax credits will subsidize employers who provide their employees with quality, affordable health

insurance options. Additionally, new tax credits for individuals and families will subsidize families who make between 133% and 400% of the FPL in
the purchase of health insurance through the exchanges.
For more information about small business tax credits, see: http://www.irs.gov/newsroom/article/0,,id=223666,00.html.
For more information about tax credits for individuals and families, see: http://www.healthcare.gov/blog/2011/01/saving-money.html.
18

Elmendorf, D.W. (2011). CBO’s Analysis of the Major Health Care Legislation Enacted in March 2010. 111th Congress.

19

Saporta, C. and E. Delaney. (2011). iHealth: How to Ensure the Health Benefit Exchange Reaches all Californians. The Greenlining Institute.

20

Racial Equity is the condition that would be achieved if one's racial or ethnic identity was no longer a determining factor in one’s success.

The Greenlining Institute.
21

Race is a concept reflecting self-identification by people according to the race or races which they closely identify. Categories are sociopolitical

constructs and not biological. See: Levy, B.S. and V. W. Sidel. (2006). Social Injustice and Public Health. Oxford University Press.
22

Ethnicity pertains to a people or group who share a common language, culture, or religion.

23

Class refers to one’s position in economy with regards to the distribution of wealth and resources, income and poverty, and the distribution of power

and authority in the workforce. See: Mason, C. N. (2010). Leading at the Intersections: an introduction to the intersectional approach model for
policy and social change. Women of Color Policy Network. http://wagner.nyu.edu/wocpn/publications/wcpn.intersections.pdf
24

Sex refers to biological and anatomical characteristics attributed to males, females, and intersex individuals. See: Mason, C. N. (2010).

Leading at the Intersections: an introduction to the intersectional approach model for policy and social change. Women of Color Policy Network.
http://wagner.nyu.edu/wocpn/publications/wcpn.intersections.pdf.
25

Gender Identity pertains to how we see ourselves, some of us as women, some as men, some as a combination of both, or some as neither.

See: Mason, C. N. (2010). Leading at the Intersections: an introduction to the intersectional approach model for policy and social change.
Women of Color Policy Network. http://wagner.nyu.edu/wocpn/publications/wcpn.intersections.pdf.
26

Sexual orientation refers to a pattern of emotional, romantic, and/or sexual attractions to men, women, both genders, neither gender, or another

gender. It also refers to a person’s sense of personal and social identity based on those attractions, behaviors expressing them and membership in a
community of others who share them. See: Mason, C. N. (2010). Leading at the Intersections: an introduction to the intersectional approach model
for policy and social change. Women of Color Policy Network. http://wagner.nyu.edu/wocpn/publications/wcpn.intersections.pdf.

The Greenlining Institute I Filling in the Gaps: A Racial Equity Framework for Successful Implementation of the Affordable Care Act I 2012 I page 27

REFERENCES

4

27

The quality or state of being able to have or having the power to perform tasks physically, mentally or legally. See: Mason, C. N. (2010).

Leading at the Intersections: an introduction to the intersectional approach model for policy and social change. Women of Color Policy Network.
http://wagner.nyu.edu/wocpn/publications/wcpn.intersections.pdf.
28

The quality or membership in a particular nation, whether original or acquired. See: Mason, C. N. (2010). Leading at the Intersections:

an introduction to the intersectional approach model for policy and social change. Women of Color Policy Network.
http://wagner.nyu.edu/wocpn/publications/wcpn.intersections.pdf.
29

The time of life at which some particular qualification, power, or capacity arises or rests. See: Mason, C. N. (2010). Leading at the Intersections:

an introduction to the intersectional approach model for policy and social change. Women of Color Policy Network.
http://wagner.nyu.edu/wocpn/publications/wcpn.intersections.pdf.
30

Geography pertains to an urban, suburban, or rural environment.

31

A “marker of difference” is a defining, sometimes evident, characteristic or attribute that distinguishes groups or individuals from one another in

society. The meaning and value of these markers are shaped and informed by society. All individuals and groups are marked in multiple ways, some of
which are immediately apparent and some that are not. See: Mason, C. N. (2010). Leading at the Intersections: an introduction to the intersectional
approach model for policy and social change. Women of Color Policy Network. http://wagner.nyu.edu/wocpn/publications/wcpn.intersections.pdf.
32

Mason, C. N. (2010). Leading at the Intersections: an introduction to the intersectional approach model for policy and social change.

Women of Color Policy Network. http://wagner.nyu.edu/wocpn/publications/wcpn.intersections.pdf.
33

LGBTQ refers to the community of people who identify as lesbian, gay, bisexual, transgender, queer or questioning.

34

ARCUS. (2010). Better Together: Research Findings on the Relationship Between Racial Justice Organizations and LGBTQ Communities.

Applied Research Center. http://www.arc.org/images/lgbt%20report_091710_final.pdf.
35

Alameda County Public Health Department. (2012). Economic Inequality: A Growing Threat to Public Health.

Alameda County Public Health Department. http://www.acphd.org/media/151247/econ-inequality-factsht.pdf.
36

Asian Pacific American Legal Center and Asian American Justice Center. (2011). A Community of Contrasts:

Asian Americans in the United States: 2011. Asian American Center for Advancing Justice.
37

Women of Color Policy Network. (2011). Income and Poverty in Communities of Color. Women of Color Policy Network.

http://wagner.nyu.edu/wocpn/publications/files/Analysis_of_2010_Poverty_Data.pdf.
38

Women of Color Policy Network. (2011). Income and Poverty in Communities of Color. Women of Color Policy Network.

http://wagner.nyu.edu/wocpn/publications/files/Analysis_of_2010_Poverty_Data.pdf.
39

Mason, C. N. (2010). Leading at the Intersections: an introduction to the intersectional approach model for policy and social change.

Women of Color Policy Network. http://wagner.nyu.edu/wocpn/publications/wcpn.intersections.pdf.
40

Racial-equity principles were adopted from ARC’s “Green Equity Toolkit” and redefined for the purposes of this framework. Full Citation:

Liu, Y.Y. and T. Keleher. (2009). Green Equity Toolkit: Standards and Strategies for Advancing Race, Gender, and Economic Equity in the Green
Economy. Applied Research Center. Pg 1-30.
41

Guiding principles were adopted from ARC’s “Racial Equtiy Impact Assessments, an Overview” and redefined for the purposes of this framework.

Full Citation: Keleher, T. (2009). Racial Equity Impact Assessments: As Overview. Applied Research Center.
42

Note: The barriers experienced by individuals participating in Greenlining’s town hall events are not necessarily generalizable to the barriers

experienced by all persons of color in California.
43

The Health Benefit Exchange (HBEX) is the name for California’s Health Insurance Exchange (the marketplace where Californians will be able to

compare and purchase quality, affordable health insurance). The Health Benefit Exchange Board oversees the creation of California’s Exchange, the
creation of the SHOP (see endnote 72), and the expansion of Medi-Cal (California’s Medicaid program).
44

Saporta, C. and E. Delaney. (2011). iHealth: How to Ensure the Health Benefit Exchange Reaches all Californians. The Greenlining Institute.

45

Schoen, C., Fryer, A.K., Collins, S.R., Radley, D.C. (2011). State Trends in Premiums and Deductables, 2003-2010:

The Need for Action to Address Rising Costs. The Commonwealth Fund. 26. pg 1-33.
46

Urban Institute and Kaiser Commission on Medicaid and the Uninsured. (2010). California: Health Insurance Coverage of the Total Population

(2010). Estimates based on the Census Bureau's March 2010 and 2011 Current Population Survey (CPS:
Annual Social and Economic Supplements). http://www.statehealthfacts.org/profileind.jsp?ind=125&cat=3&rgn=6.
47

Urban Institute and Kaiser Commission on Medicaid and the Uninsured. (2010). California: Distribution of the Nonelderly Uninsured by

Race/Ethnicity, states (2009-2010). Estimates based on the Census Bureau's March 2010 and 2011 Current Population Survey
(CPS: Annual Social and Economic Supplements). http://www.statehealthfacts.org/profileind.jsp?ind=138&cat=3&rgn=6.
48

Urban Institute and Kaiser Commission on Medicaid and the Uninsured. (2010). California: Distribution of the Nonelderly with Medicaid by

Race/Ethnicity. Estimates based on the Census Bureau’s March 2010 and 2011 Current Population Survey
(CPS: Annual Social and Economic Supplements). http://www.statehealthfacts.org/profileind.jsp?ind=158&cat=3&rgn=6.
49

Families USA. (2010). How Health Reform Helps Communities of Color in California. Families USA.

50

Families USA. (2010). How Health Reform Helps Communities of Color in California. Families USA.

51

Families USA. (2010). How Health Reform Helps Communities of Color in California. Families USA.

The Greenlining Institute I Filling in the Gaps: A Racial Equity Framework for Successful Implementation of the Affordable Care Act I 2012 I page 28

52

Cajina, V. (2011). AB 922 (Monning): Office of Health Consumer Assistance.

Western Center on Law and Poverty. http://www.ccrwf.org/wp-content/uploads/2011/03/wclp-ab-922-monning-factsheet1.pdf.
53

Families USA. (2010). How Health Reform Helps Communities of Color in California. Families USA.

54

U.S. Census Bureau. (2010). State and County QuickFacts. Data derived from Population Estimates, American Community Survey,

Census of Population and Housing, Small Area Income and Poverty Estimates, State and County Housing Unit Estimates, County Business Patterns,
Nonemployer Statistics, Economic Census, Survey of Business Owners. http://quickfacts.census.gov/qfd/states/06000.html.
55

Ro, M. (2002). Moving Forward: Addressing the Health of Asian American and Pacific Islander Women. Journal of Public Health. 516-519.

56

Ignacio, L. and N. Gonzalez. (2011). Closing Data Gaps: Unpacking Asian American Diversity. The Greenlining Institute.

57

Ignacio, L. and N. Gonzalez. (2011). Closing Data Gaps: Unpacking Asian American Diversity. The Greenlining Institute.

58

Saporta, C. and E. Delaney. (2011). iHealth: How to Ensure the Health Benefit Exchange Reaches all Californians. The Greenlining Institute.

59

Baldassare, M., Dean, B., Paluch, J., and S. Petek (2011). Californians and Information Technology. Public Policy Institute of California.

San Francisco, CA.
60

Baldassare, M., Dean, B., Paluch, J., and S. Petek (2011). Californians and Information Technology. Public Policy Institute of California.

San Francisco, CA.
61

Foege, W. H. (2010). Social Determinants of Health and Health-Care Solutions. 125 Public Health Reports 8, 9.

62

Sanders, B. (2011). Is Poverty A Death Sentence? The Human Cost of Socioeconomic Disparities. Subcommittee on Primary Health and Aging,

U.S. Senate Committee on Health, Education, Labor & Pensions.
63

Sanders, B. (2011). Is Poverty A Death Sentence? The Human Cost of Socioeconomic Disparities. Subcommittee on Primary Health and Aging,

U.S. Senate Committee on Health, Education, Labor & Pensions.
64

U.S. Census Bureau. (2007). Income Below Poverty Level. American Community Survey One Year Estimates.

Accessed through California Pan Ethnic Health Network.
http://www.cpehn.org/demochartdetail.php?btn_viewchart=1&view_138.x=35&view_138.y=15&view_138=Get+Statistics%21.
65

Dorn, S. et. al. (2008). Medicaid, SCHIP, and Economic Downturn: Policy Challenges and Policy Responses. Kaiser Family Foundation.

66

Bureau of Labor Statistics. (2011). Labor Force Characteristics by Race and Ethnicity. U.S. Department of Labor.

http://www.bls.gov/cps/cpsrace2010.pdf.
67

O’Brien, S. and M, Rozsa. (2010). For African American Job Seekers: It’s been a Tsunami. CNN.

http://edition.cnn.com/2010/LIVING/10/21/inam.economic.tsunami/?hpt=Sbin.
68

Bureau of Labor Statistics. (2011). The Employment Situation – 2011. U.S. Department of Labor. http://www.bls.gov/news.release/pdf/empsit.pdf.

69

Bureau of Labor Statistics. (2011). Unemployment Rates for States. U.S. Department of Labor. http://www.bls.gov/web/laus/laumstrk.htm.

70

Guerino, P., Harrison, P.M., and W. J. Sabol. (2011). Prisoners in 2010. Bureau of Justice Statistics, U.S. Department of Justice.

http://usgovinfo.about.com/gi/o.htm?zi=1/XJ&zTi=1&sdn=usgovinfo&cdn=newsissues&tm=9&f=10&su=p284.12.336.ip_&tt=2&bt=0&bts=0&st
=10&zu=http%3A//www.ojp.usdoj.gov/bjs/.
71

The Consolidated Omnibus Budget Reconciliation Act (COBRA) allows workers and their families who lose their health benefits the right to

choose to continue group health benefits provided by their group health plan for limited periods of time. Qualified individuals may be required to
pay the entire premium for coverage up to 102 percent of the cost to the plan. See: http://www.dol.gov/dol/topic/health-plans/cobra.htm.
72

Families USA. (2009). Squeezed! Caught between Unemployment Benefits and Health Care Costs. Families USA.

73

Families USA. (2009). Squeezed! Caught between Unemployment Benefits and Health Care Costs. Families USA.

74

Pre-existing Condition Insurance Plans are available for individuals who have been denied health insurance because of a pre-existing condition,

and have been uninsured for at least six months. These plans are available through December 31, 2013.
See: http://www.healthcare.gov/law/features/choices/pre-existing-condition-insurance-plan/.
75

Gorn, D. (2011). PCIP Enrollment Could Be Capped in Two Months. California Healthline.

http://www.californiahealthline.org/capitol-desk/2011/11/high-risk-pool-near-enrollment-peak.aspx?p=1#ixzz1frtFvc7f.
76

Families USA. (2009). Squeezed! Caught between Unemployment Benefits and Health Care Costs. Families USA.

77

LIHPs allow counties to receive federal reimbursement funds for programs serving low-income and childless adults not eligible for Medi-Cal or

Medicare. The Department of Health Care Services estimates that as many as 500,000 adults aged 19 to 64 could enroll in California.
See: http://www.health-access.org/item.asp?id=215.
78

Douglass, T. (2012). “Implementation of 115 Waiver.” Insure The Uninsured Project Conference. February 7. Sacramento, CA.

79

Hoffman, C. and K. Schwartz. (2008). Trends in Access to Care among Working-Age Adults, 1997-2006.

Kaiser Commission on Medicaid and the Uninsured.
80

Halpern, M., Bian, J., Ward, E., Schrag, N., and Chen, A. (2007). Insurance Status and Stage of Cancer at Diagnosis among Women with Breast

Cancer. Cancer. (110)2: 403-411.
81

Johnson, H. (2011). Just the Facts: Immigrants in California. The Public Policy Institute of California. From: Decennial Census, 2009 American

Community Survey. http://www.ppic.org/content/pubs/jtf/JTF_ImmigrantsJTF.pdf.

The Greenlining Institute I Filling in the Gaps: A Racial Equity Framework for Successful Implementation of the Affordable Care Act I 2012 I page 29

82

Johnson, H. (2010). Just the Facts: Illegal Immigrants. The Public Policy Institute of California.

From: Decennial Census, 2009 American Community Survey. http://www.ppic.org/content/pubs/jtf/JTF_IllegalImmigrantsJTF.pdf.
83

National Immigrant Law Center. (2010). How Are Immigrants Included in Health Care Reform?. www.nilc.org.

84

National Immigrant Law Center. (2010). How Are Immigrants Included in Health Care Reform?. www.nilc.org.

85

Health Outreach Partners and the Kaiser Commission on Medicaid and the Uninsured. (2011). Connecting Eligible Immigrant Families to Health

Coverage and Care: Key Lessons from Outreach and Enrollment Workers. The Henry J. Kaiser Family Foundation. Pg 1-15.
86

Health Outreach Partners and the Kaiser Commission on Medicaid and the Uninsured. (2011). Connecting Eligible Immigrant Families to Health

Coverage and Care: Key Lessons from Outreach and Enrollment Workers. The Henry J. Kaiser Family Foundation. Pg 1-15.
87

Health Outreach Partners and the Kaiser Commission on Medicaid and the Uninsured. (2011). Connecting Eligible Immigrant Families to Health

Coverage and Care: Key Lessons from Outreach and Enrollment Workers. The Henry J. Kaiser Family Foundation. Pg 1-15.
88

National Immigrant Law Center. (2010). How Are Immigrants Included in Health Care Reform? www.nilc.org.

89

Hing, J. (2011). Supreme Court Demands California Release 30,000 Inmates. Colorlines. Accessed: December 12, 2011.

http://colorlines.com/archives/2011/05/supreme_court_demands_california_release_prisoners.html.
90

Hing, J. (2011). Supreme Court Demands California Release 30,000 Inmates. Colorlines. Accessed: December 12, 2011.

http://colorlines.com/archives/2011/05/supreme_court_demands_california_release_prisoners.html.
91

Council for Court Excellence. (2011). Unlocking Employment Opportunity for Previously Incarcerated Persons in the District of Columbia.

http://www.courtexcellence.org/PublicationsNew/CCE_Reentry.pdf.
92

Prisoners are not eligible for Medi-Cal, but the formerly incarcerated who are back in their communities are eligible for Medi-Cal as long as they

meet all of the other eligibility requirements (ie. Income level, etc.). See The Prison Law Office for more information (510-280-2621,
http://www.prisonlaw.com/).
93

Medi-Cal managed health plans must provide 24 hour interpretation services and translation services for all limited English proficiency members

at all provider sites within the plans service areas in areas where over 3,000 individuals in the population have limited English proficiency.
See: https://secure.cpehn.org/pdfs/ThreshLangPolLetr.pdf.
94

Sanders, B. (2011). Is Poverty A Death Sentence? The Human Cost of Socioeconomic Disparities. Subcommittee on Primary Health and Aging,

U.S. Senate Committee on Health, Education, Labor & Pensions.
95

HHS Press Office. (2011). Affordable Care Act to increase data collection, reduce health disparities. U.S. Department of Health and Human Services.

Accessed: December 13, 2011. http://www.hhs.gov/news/press/2011pres/06/20110629a.html.
96

U.S. Department of Health and Human Services. (2011). Improving Data Collection to Reduce Disparities. Healthcare.gov.

Accessed: December 13, 2011. http://www.healthcare.gov/news/factsheets/2011/06/disparities06292011a.html.
97

Ignacio, L. and N. Gonzalez. (2011). Closing Data Gaps: Unpacking Asian American Diversity. The Greenlining Institute.

98

Ignacio, L. and N. Gonzalez. (2011). Closing Data Gaps: Unpacking Asian American Diversity. The Greenlining Institute.

99

Teitelbaum, J. (2011). Update: Racial and Ethnic disparities in Health and Health Care. www.healthreformgps.org.

100

According to the Center of Excellence for Transgender Health at the University of California, San Francisco, to best capture a person’s gender, a

survey should include a two part question:
1. What is your sex or gender? (Check ALL that apply)
Female
Male
Transgender Male/Transman
Transgender Female/Transwoman
Genderqueer
Additional sex or gender (please specify)
Unknown or Question Not Asked
Declined to state
2. What sex were you assigned at birth? (check one)
Female
Male
Unknown or Question Not Asked
Decline to state
101

Available in 2014, the Small Business Health Options Program (SHOP) will offer small businesses employers the opportunity to offer employees

a variety of affordable Qualified Health Plans (QHP). Small business employees will be able to compare QHPs from several different insurers, and
choose the plan whose benefits, premiums, and quality best fits their needs and budget. Small business employers will be able to choose if and when
they participate in SHOP. Employers will also be able to choose their own level of contribution towards employee coverage. For more information,
visit: www.healthcare.gov.

The Greenlining Institute I Filling in the Gaps: A Racial Equity Framework for Successful Implementation of the Affordable Care Act I 2012 I page 30

102

Welch, N. (1988). Benefits of a Community Needs Assessment. American Journal of Public Health. 78(7): 850-851.

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1350352/pdf/amjph00246-0100.pdf.
103

Health Outreach Partners and the Kaiser Commission on Medicaid and the Uninsured. (2011). Connecting Eligible Immigrant Families to

Health Coverage and Care: Key Lessons from Outreach and Enrollment Workers. The Henry J. Kaiser Family Foundation. Pg 1-15.
104

Willa, M. Thornley, B., and A. Burke. (2011). Health Care and Small Business: Understanding Health Care Decision Making in California.

Insight at Pacific Community Ventures and The California Endowment.
http://www.pacificcommunityventures.org/insight/reports/Heatlh_Care_and_Small_Business_2011.pdf.
105

Health Outreach Partners and the Kaiser Commission on Medicaid and the Uninsured. (2011). Connecting Eligible Immigrant Families to

Health Coverage and Care: Key Lessons from Outreach and Enrollment Workers. The Henry J. Kaiser Family Foundation. Pg 1-15.
106

The Affordable Care Act requires the Exchange to establish a Navigator Program. Individuals and organizations who are part of the Navigator

program will conduct community education and outreach efforts to inform community members about the existence of the Exchange.
They will also help individuals learn about their options for purchasing health insurance and help individuals navigate through the enrollment process
in the Exchange. See: http://www.healthcare.gov/news/factsheets/2011/07/exchanges07112011b.html for more information.
107

In California, the assister program is run through the Office of the Patient Advocate. See: http://www.healthcare.gov/news/factsheets/2010/10/cap-

grants-states.html#ca and http://www.opa.ca.gov/partner/resources.aspx for more information.
108

Gonzalez-Rivera, C. and K. Middleton. (2008). Representing the New Majority Part III: A Status Report on the Diversity of the University of

California Medical Student body. The Greenlining Institute.
109

Several loan repayment programs exist for medical students and professionals, and public health researchers, including those sponsored by the

California Health Professions Education Foundation (http://www.oshpd.ca.gov/HPEF/Schlrshp.html), the NIH (http://www.lrp.nih.gov/), and the
U.S. Department of Health and Human Services (http://nhsc.hrsa.gov/).
110

Coehn, J. J., Gabriel, B. A., and C. Terrell. (2002). The Case For Diversity in The Health Care Workforce. Health Affairs. (21)5.

111

Health Outreach Partners and the Kaiser Commission on Medicaid and the Uninsured. (2011). Connecting Eligible Immigrant Families to

Health Coverage and Care: Key Lessons from Outreach and Enrollment Workers. The Henry J. Kaiser Family Foundation. Pg 1-15.
112

Saporta, C. and E. Delaney. (2011). iHealth: How to Ensure the Health Benefit Exchange Reaches all Californians. The Greenlining Institute.

113

Health Outreach Partners and the Kaiser Commission on Medicaid and the Uninsured. (2011). Connecting Eligible Immigrant Families to

Health Coverage and Care: Key Lessons from Outreach and Enrollment Workers. The Henry J. Kaiser Family Foundation. Pg 1-15.
114

Medi-Cal managed health plans must provide 24 hour interpreter services and translation services for all limited English proficiency members at all

provider sites within the plans service areas in areas where over 3,000 individuals in the population have limited English proficiency.
See: https://secure.cpehn.org/pdfs/ThreshLangPolLetr.pdf.
115

Saporta, C. and E. Delaney. (2011). iHealth: How to Ensure the Health Benefit Exchange Reaches all Californians. The Greenlining Institute.

116

The CARE program provides a monthly discount on energy bills for income-qualified households and housing facilities. Visit

http://www.pge.com/care for more information.
117

Ross, D.C. and I. Hill. (2003). Enrolling Eligible Children and Keeping Them Enrolled. Future of Children (13)1.

http://futureofchildren.org/publications/journals/article/index.xml?journalid=41&articleid=145&sectionid=953.
118

Fairbrother, G. and J. Schuchter. (2008). Stability and Churning in Medi-Cal and Health Families. The California Endowment.

http://www.calendow.org/Collection_Publications.aspx?coll_id6&ItemID=42#.
119

Sullivan, J. (2011). 10 Ways to Make Health Coverage Enrollment and Renewal Easy. Enroll America. www.enrollamerica.org.

120

Treasury Inspector General for Tax Information. (2011). Affordable Care Act: Efforts to Implement the Small Business Health Care Tax Credit

Were Mostly Successful, but Some Improvements Are Needed. Department of the Treasury.
http://www.treasury.gov/tigta/auditreports/2011reports/201140103fr.pdf.
121

Damian, A. J. and S. F. Diaz. (2010). Telemedicine for the New California: How Technology can Improve the Health of California’s Underserved.

The Greenlining Institute.
122

National Association of Community Health Centers. (2011). Press Release: NACHC Statement on the Recently Released Budget Deal.

http://www.nachc.com/pressrelease-detail.cfm?pressreleaseID=670.
123

See: Center for Disease Control. http://www.cdc.gov/communitytransformation/.

124

Kaiser Commission on Medicaid and the Uninsured. (2011). California’s “Bridge to Reform” Medicaid Demonstration Waiver. www.kff.org.

125

Teitelbaum, J. (2011). Update: Racial and Ethnic disparities in Health and Health Care. www.healthreformgps.org.

126

Koh, H. K., Graham, G., and S.A. Glied. (2011). Reducing Racial and Ethnic Disparities: The Action Plan From the Department of Health and

Human Services. Health Affairs. 30(10): 1822-1829.
127

Richard, P., Ku, L., Dor, A., Tan, E., Shin, P., and S. Rosenbaum. (2012). Cost Savings Associated with the Use of Community Health Centers.

Journal of Ambulatory Care. (35)1: 50-59.

The Greenlining Institute I Filling in the Gaps: A Racial Equity Framework for Successful Implementation of the Affordable Care Act I 2012 I page 31

The Greenlining Institute
1918 University Avenue, 2nd Floor I Berkeley, CA 94704
T: 510.926.4001 I F: 510.926.4010 I www.greenlining.org
Contact: Bruce Mirken, Media Relations Coordinator
T: 510.926.4022 I brucem@greenlining.org

the greenlining institute • a multi-ethnic public policy research and advocacy institute • www.greenlining.org

