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Abstract 
Racism reduces eligibility for health insurance and access to high-quality 
care for people of color in the United States, and current payment 
structures exacerbate the resultant de facto racial segregation. Payers 
and health plans do not adequately support and incentivize clinicians 
and health care delivery organizations to meet the health needs of 
minoritized communities. This article describes foundational work 
needed to create an antiracist culture of equity; the Roadmap to 
Advance Health Equity; and specific, actionable antiracist payment 
reform strategies, including increasing access to and the scope of health 
insurance coverage, antiracism accountability in managed-care 
contracts, support for the safety-net system, strengthened nonprofit 
hospital tax status requirements, and payment incentives to advance 
health equity. Antiracist payment reforms have great potential to 
desegregate health care systems and to ensure that everyone has a fair 
opportunity to receive good health services and optimize their health. 

 
Advancing Health Equity With an Antiracist Lens 
In his 2005 commencement speech at Kenyon College, writer David Foster Wallace 
began: “There are these two young fish swimming along, and they happen to meet an 
older fish swimming the other way, who nods at them and says, ‘Morning, boys, how’s 
the water?’ And the two young fish swim on for a bit, and then eventually one of them 
looks over at the other and goes, ‘What the hell is water?’”1 Those fish couldn’t 
contemplate the water because it was always around them. When we contemplate how 
we navigate the waterways of our own day-to-day lives, we realize that we’re just one 
being in a wider world of interconnected lakes, ponds, and puddles. Yet, as Camara 
Phyllis Jones opines: “Fish swimming in water may be unaware of the water, but the 
water in which they swim can be clean or polluted.”2 In the United States, our waterways 
are the systems and structures that constitute our society, and they’ve been polluted 
with racism. Their byproduct is a separate and unequal health care system for 
marginalized populations and one-size-fits-all approaches that fail to meet their needs. 
Unlike fish who have little choice but to live in a polluted body of water, we have the 
opportunity to change the environment around us. This article first discusses making the 
case for a culture of equity and reforming the medical payment system so that it 
becomes steeped in principles of antiracism to materially ameliorate the imbalances in
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our segregated health care system. It then discusses specific, actionable antiracist 
payment reform strategies. 
 
Creating an Antiracist Culture of Equity  
Race is a social construct. Our societal norms privilege and reward those who possess 
or can approximate whiteness.3 Sociologists Michael Omi and Howard Winant argue that 
“race has been a master category, a kind of template for patterns of inequality, 
marginalization, and difference throughout US history.”4 Racism is not limited to easily 
identified bad actors. It manifests personally, institutionally, and structurally.5 Structural 
racism has caused inequities in wealth, income, education, housing, incarceration, and 
employment, leading to and exacerbating health disparities.6 For example, enslaved 
African Americans lost nearly $20.3 trillion in unpaid wages, a theft that reverberates 
within the Black community today.7 US President Abraham Lincoln signed the 
Homestead Act into law in 1862 to disburse ancestral lands.8 By 1934, the Homestead 
Act and federal Indian policy had gifted more than 270 million acres of Native American 
land to individuals.8 In order to create change, one must understand how historical acts 
of racism and colonialism influence the contemporary moment. 
 
Structural racism can affect the health of racially marginalized populations through 
economic and social drivers of health (SDOH). For example, in many municipalities, 
redlining systematically denied Black homeowners good mortgage rates in desirable 
neighborhoods.9,10 Therefore, a disproportionate number of Black people live in food 
deserts where it is difficult to access affordable fresh fruits and vegetables.11 Lack of 
access to healthy foods leads to higher rates of obesity, diabetes, and cardiovascular 
disease.12 
 
Because the health care payment system was created within a society rife with 
structural racism, meaningful reforms require being actively antiracist, or “accepting 
that all actors in a racialized society are affected materially … and ideologically by the 
racial structure.”13 Reforms must avoid adopting a mantra of color-blindness, which 
ignores how racism and racial bias disproportionately impact people of color. Antiracist 
payment reforms in the health insurance industry and public policy, however, have been 
limited because the nation has not truly valued and prioritized advancing health equity, 
nor has it intentionally adopted an antiracist lens. Therefore, we offer practical 
strategies that organizations can implement to create a culture of equity and restructure 
payment systems to advance health equity that they can tailor to their individual 
contexts. 
 
Physicians and other health care professionals should advocate within their 
organizations to create a culture of equity and for antiracist payment reform14,15 (see 
Figure 1). While specific approaches may vary for each organization, universal starting 
points apply to all. Organizations should either have specific in-house expertise or 
consult an outside partner skilled in uncovering how racial bias can be reinforced within 
poorly designed structures, policies, and rules. Organizations should provide meaningful 
decision-making power and support to internal diversity, equity, and inclusion (DEI) staff. 
In addition, all employees at all levels should receive training in how to implement an 
antiracist lens in their day-to-day work and policy decisions.16,17,18 
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Figure 1. Create an Antiracist Culture of Equity 
1. Require ongoing diversity, equity, and inclusion training for the entire health care delivery organization using analytical 

frameworks that increase cultural competency: 
a. Critical consciousness: encourages sociopolitical analysis, civic engagement, and social action.19 
b. Intersectionality: articulates overlapping, multiple systems of oppression (eg, racism, sexism, heterosexism).20 
c. Relational cultural theory: facilitates discussions and relationships; uncovers bias, prejudices and power 

imbalances; helps lead to compassion and justice.21 
 
2. Empower diversity, equity, and inclusion personnel to spearhead and guide initiatives that support racially marginalized 

employees, patients, and community members. 
 
3. Ensure that the entire health care community, including patients and their communities, have the opportunity to 

meaningfully participate in decision making. 

 
In our DEI work at the University of Chicago, applying relational cultural theory with an 
antiracist lens22 has helped us cultivate a culture of equity. Developed by Jean Baker-
Miller, relational cultural theory prioritizes growth-fostering relationships. It emphasizes 
discussions and relationship building, uncovering bias and power imbalances, and 
encouraging compassion as well as racial and social justice.21,23 Application of relational 
cultural theory would include each employee having the opportunity to provide feedback 
informed by their job function and experiences with patients and communities. 
Lessening the impact of norms and processes that reflect a culture of white 
supremacy—such as defensiveness, discomfort with conflict, power hoarding, and 
paternalism—is essential to ensure that organizations adequately address the needs 
and concerns of racially minoritized populations.24 These norms can make payment 
reform difficult, if not impossible. 
 
Implementing Antiracist Payment Reform  
The Robert Wood Johnson Foundation Roadmap to Advance Health Equity outlines a 
process by which payment intentionally supports and incentivizes care transformations 
that address medical and social issues driving health and health care inequities (see 
Figure 2).14,15,25  
 
Figure 2. How to Implement the Roadmap to Advance Health Equity 

1. Stratify clinical performance data by race, ethnicity, and other social risks. 
 

2. Perform a root cause analysis of disparities in partnership with patients and communities. 
 

3. Design and implement care transformations that address root causes of disparities in partnership with patients and 
communities. 
 

4. Create a culture of equity. 
 

5. Reform payment to support and incentivize these equity-focused care transformations. 

 
With regard to Figure 2, Steps 2 through 4, payers, health plans, and health care 
delivery organizations must engage patients and communities in identifying health 
disparities and, instead of simply soliciting feedback, create avenues for those 
communities to enact meaningful, lasting change. Evidence-based interventions known 
to reduce racial and ethnic disparities in care and outcomes include culturally tailored 
approaches, comprehensive team-based care, and partnering with community health 
workers.15,25 Care delivery systems that extend service hours beyond the standard 
workday to accommodate those without the flexibility to take time off from work might 
also reduce inequities. 
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With regard to Figure 2, Step 5, an antiracist approach to payment reform is, by 
definition, proactive, seeking out and naming racist practices and implementing 
antiracist solutions (see Supplementary Appendix). Below, we describe 6 ways to 
implement antiracist payment reform. 
 
Increase access to quality health insurance. Racism reduces access to care and the 
quality of care that people of color receive. For example, racially marginalized groups are 
overrepresented in the Medicaid system, where they often have difficulty accessing care 
because Medicaid reimbursement rates are frequently below those of commercial 
insurers.26,27 In fact, the Medicaid program was enacted in 1965 on a foundation of 
structural racism. As part of negotiations over the creation of the Medicare and 
Medicaid programs, President Lyndon B. Johnson cut a deal with Southern congressmen 
by which Medicaid would be a joint federal-state program, enabling states hostile to civil 
rights to retain significant control over program benefits and funding as well as the 
health of the disproportionate numbers of Black beneficiaries.28,29 Jamila Michener 
writes: “Medicaid is racialized, despite being facially colorblind, because race has been 
a central factor in shaping policies, discourse, design, implementation, and perceptions 
of it.”30 Thus, an antiracist—not a color-blind—approach to payment reform is imperative 
for meaningful change. 
 
Barriers to care also persist for people of color in the Medicare system, partly because of 
the maldistribution of health care resources. An analysis of a 2001-2002 survey found 
that about 20% of primary care physicians accounted for 80% of visits by Black people 
nationwide.31 Those physicians were more likely to report being unable to provide high-
quality care, elective admission to hospitals, and access to high-quality subspecialists 
and diagnostic imaging.31 An antiracist approach to payment reform would improve the 
distribution of and access to primary and specialty care by providing incentives to care 
for underserved populations and to cover telehealth. 
 
Improve the scope of insurance coverage for medical and social needs. Many insurance 
plans provide limited or no coverage for interventions to address patients’ social needs 
and SDOH.32 Interventions for marginalized populations are frequently held to the higher 
bar of cost savings rather than value. For example, the Affordable Care Act of 2010 
required budget neutrality or cost savings for models of the Center for Medicare and 
Medicaid Innovation (CMMI) to be continued even if there were big payoffs in health with 
slightly more money included.33 These criteria limit what innovation is possible, even as 
the CMMI constructively identifies advancing health equity as a priority.34,35 
 
Make antiracism nonnegotiable in managed-care contracts. State Medicaid agencies 
should require managed-care health plans to implement antiracism measures with 
accountability as nonnegotiables in contract agreements.36,37,38,39 The medical director 
of Minnesota Medicaid and MinnesotaCare, Nathan Chomilo, argues: “Addressing 
structural racism, promoting anti-racism, and capturing and measuring health equity are 
part of the expectations for any managed care plan who’s serving our enrollees.”40 One 
way for organizations to demonstrate similar expectations would be to require potential 
vendors to answer questions such as: How does your organization explicitly implement 
antiracist measures? What correctives have your organization implemented to become 
antiracist, and what is your plan for maintaining and improving upon those correctives? 
 
Another potential reform that state Medicaid agencies could enact would be to require 
racial equity impact assessments of plans’ policies and actions, including measures of 

https://journalofethics.ama-assn.org/sites/journalofethics.ama-assn.org/files/2022-12/supplementary-appendix-pfor1-2301.pdf
https://journalofethics.ama-assn.org/article/will-medicare-value-modifier-get-us-closer-rewarding-quality-care/2013-07
https://journalofethics.ama-assn.org/article/will-medicare-value-modifier-get-us-closer-rewarding-quality-care/2013-07
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racial discrimination. Jamila Michener developed a Racial Equity Framework for 
Assessing Health Policy, which includes examining disproportionality in the benefits and 
burdens of policies across racial and ethnic groups and the extent to which communities 
of color influence policy.41  Another practical tool is the City of St Paul Department of 
Safety and Inspection’s Racial Equity Assessment Worksheet, which helps organizations 
plan and analyze policies and programs in 5 steps: (1) setting outcomes, (2) involving 
stakeholders and analyzing data, (3) examining benefits and burdens, (4) developing 
short- and long-term strategies to eliminate inequities, and (5) raising racial awareness 
and being accountable.42 These tools can all serve as blueprints for holding vendors and 
states accountable. 
 
Strengthen support for the safety-net system. It is critical to support, rather than 
penalize, provider organizations caring for racially marginalized populations.25,43 For 
example, initially Medicare’s Hospital Readmissions Reduction Program, which tries to 
link payment to quality of care, disproportionately hurt the finances of safety-net 
hospitals caring for patients with high social risk and increased readmission rates for 
Black patients.44 Safety-net hospitals that care for a higher percentage of racially 
marginalized populations could do worse in pay-for-performance programs than non-
safety-net hospitals, leading to decreased resources, which could in turn lead to 
worsened care and lower revenue in future pay-for-performance cycles. Some safety-net 
providers do not have adequate infrastructure for data, quality improvement, and 
analytics to compete in value-based payment programs. Frequently, there is insufficient 
risk adjustment for patient social risk factors that affect clinical performance metrics, 
making the playing field for safety-net providers uneven and exacerbating a preexisting, 
racist payment structure.45,46 Social risk adjustment for payment could make alternative 
payment models, such as accountable care organizations, more likely to enroll and care 
for marginalized communities.47,48 
 
Define and operationalize nonprofit hospital tax status to substantially benefit 
marginalized communities. The criteria for what qualifies as community benefit is broad 
and lax and varies by locality, but it can be operationalized with an antiracist lens.49 
Nonprofit hospitals differ greatly in the amount of community benefit and charity care 
they provide,50 with some hospitals not meeting the charitable intent of the tax code.51 

An antiracist lens would pay specific attention to how existing payment structures 
contribute to inadequate resources among safety-net providers and negatively affect 
marginalized populations. 
 
Implement payment incentives to advance health equity. Payment incentives to produce 
equitable outcomes could help drive change.36,48,52 Fee-for-service payment, which 
incentivizes volume of services, not value or equity, is still prevalent. However, value-
based payment programs and alternative payment models could reward disparities 
reduction and improvement in the care and outcomes of racially minoritized populations 
if they were intentionally designed to advance health equity.52 At the federal level, the 
CMMI is initiating innovations designed to improve care and outcomes of marginalized 
populations. For example, the ACO REACH (realizing equity, access, and community 
health) program will test accountable care organization (ACO) models that incorporate 
innovative payment approaches to improve care delivery in underserved communities 
and measurably reduce health disparities.53 Moreover, the Centers for Medicare and 
Medicaid Services (CMS) Health Care Payment Learning and Action Network Health 
Equity Advisory Team published a technical guide providing recommendations on how 
care delivery redesign, payment incentives and structure, and performance 

https://journalofethics.ama-assn.org/article/how-should-nonprofit-hospitals-community-benefit-be-more-responsive-health-disparities/2019-03
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measurement can advance health equity.48 CMS could enact financial withholds if 
health care organizations do not reduce gaps in care and outcomes. Plans and health 
care organizations could track and reward patient-centered measures that patients and 
communities find meaningful. Any incentive plan, however, should have measures to 
prevent gaming and include monitoring to identify and address negative, unintended 
consequences. 
 
At the state level, the Oregon Medicaid program supports and incentivizes coordinated 
care organizations to address patients’ social needs through an SDOH screening 
incentive metric, flexible funding for health-related services, required investment in 
SDOH and equity, increased community involvement in SDOH investment, and risk-
adjusted global budgets with bonuses if performance metrics are met.54 The 
Massachusetts Medicaid ACO program requires assessment of health-related social 
needs of the enrolled population, available community resources, and gaps in 
community services. It also provides incentives to address SDOH via encouraging 
organizations to partner with community-based organizations, offering flexible services, 
and adjusting payment for the social risk of beneficiaries.55 Implementing antiracist 
policies requires ongoing review and understanding of structural and racist drivers of 
health care and outcomes.20,22,23,56 
 
Broader changes to the health care system that could further integrate currently 
segregated systems of care include universal health insurance, lowering the age of 
eligibility for Medicare, adequately funding Medicaid, and implementing all-payer total 
cost of care systems, such as in Maryland, which provide strong incentives for 
preventive and primary care for the populations served to reduce costly hospital 
admissions.57 

 
Conclusion 
Being antiracist is more than not being racist. It requires ongoing commitment to 
advocating for and enacting racial equity. Identifying racism and integrating antiracism 
into an organization is every person’s responsibility. It can be difficult to think about how 
to enact change, particularly within Byzantine institutional structures that make us feel 
like small guppies in a giant ocean. As theorist Audre Lorde once stated: “We operate in 
the teeth of a system for which racism and sexism are primary, established, and 
necessary props of profit.”58 Without reform, the medical payment system is in danger of 
permanently calcifying existing divisions in health care that unfairly disadvantage people 
of color with low incomes. Quality medical care should not be tied to one’s race or 
paycheck. 
 
Just because change is difficult, it doesn’t mean we should opt for things to stay the 
same. All members of the medical community—from payers, to providers, to support 
staff—have a responsibility to reform our separate and unequal system. The question is 
not if but how racism manifests in the system. For a payment structure to do the most 
good for the most people, it must be reviewed regularly to stop problems, prevent them 
from beginning, and develop antiracist reforms that advance health equity. Antiracist 
payment reforms have great potential to desegregate health care systems and to ensure 
that everyone has a fair opportunity for optimal health. 
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