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Ashley and Josh’s pediatric person-centered medical home is about seven
miles from their home in Denver, but an hour’s bus ride away. Forty percent of the
clinic’s patients are enrolled in Medicaid, the Child Health Plan Plus (CHP+), or are uninsured, and the clinic is constantly
balancing limited resources. Dr. Kimble, one of the pediatricians in practice, is a known physician leader. She has encouraged
her colleagues at the clinic to participate in many federal, state, and local innovation programs. The State Innovation Model
(SIM) program allowed the clinic to integrate behavioral health for its patients, improving health outcomes and patient
satisfaction. However, funding for integrated physical and behavioral health ended when the program ended. Medicaid
reimburses for some behavioral health services, but not the full range of services families need. Clinic staff spends countless
hours searching for and securing new grants to backfill Medicaid funding and keep their behavioral health professionals
employed. The clinic also struggles to connect families with services to address their social needs like housing and nutrition
assistance. Although the clinic can connect families with services in the community, coordination with community-based
organizations and closing the loop to ensure families get help is a time-consuming prospect for the two care coordinators
the clinic funds out of pocket. Even though social needs are ubiquitous among the families they serve and addressing them is
proven to improve health and reduce health disparities, Medicaid does not reimburse for care coordination services to address
social needs. Dr. Kimble and her colleagues feel like they are constantly swimming upstream to provide whole-person health
for their patients and families.

The pediatric clinic serving Ernesto and Maria’s family is in a small town
about thirty minutes from where they live. The clinic is the heart of its rural community—helping
families within a 150-mile radius of its office for the past twenty years. The pediatricians have served most of the community’s
children from diapers to diplomas. Dr. Alvarez speaks Spanish and provides culturally competent care to Latino families in
the region. The clinic has long-standing relationships with the county’s local public health agency and community-based
organizations. A few years back, the clinic started a partnership with a community behavioral health provider to integrate
behavioral health. These partnerships are critical to the clinic’s ability to address the many different needs of families. The
clinic operates on thin margins and often chooses not to participate in new federal and state initiatives to advance the patient
centered medical home because of the temporary nature of the funding. The clinic is reluctant to offer new services to
patients that may have to be withdrawn in the future because the funding ends. The pediatricians were forced to cut their
salaries to keep the clinic open when the COVID-19 pandemic emerged. A few years ago, the clinic was able to implement
an electronic health records system. Their limited resources prevented them from implementing telehealth technologies;
however they have been able to use Zoom with their patients during the pandemic. The clinic would like to hire more care
coordinators to help address rising social needs among their patients, but the fee-for-service reimbursement system doesn’t
allow the flexibility or sufficient reimbursement to do so. They know they’re falling behind in helping families and feel like
they’re letting their community down.

Rachel and Jasmine’s new medical home is in Aurora—a bustling
metropolis brimming with cultural diversity. The patient-centered medical home (PCMH)
serves various races and ethnicities, including refugees and immigrants from Africa and the Middle East. The practice has seven
pediatricians on staff, including one physician from Nepal and another from Ethiopia. The clinic strives to provide culturally
competent care for the hundreds of cultures they serve. They contract with an independent translator service to speak to their
patients in many languages. The clinic’s current focus is on helping all of its patients get vaccinated for COVID-19, which takes
some convincing among populations that do not trust the health system. The PCMH also participated in the SIM initiative
and is struggling to keep its two behavioral health providers funded now that the SIM funding ended. They can’t imagine
losing these critical members of their care team as they are always in high demand among families. A few years ago, the clinic
participated in an innovation program that provided iPads for patients in the waiting room so they could fill out behavioral
health and social determinants of health screenings. The iPads deliver screenings in many different languages and help the
clinic identify and address the needs of the families. The iPads are wearing out now, and the clinic cannot find the funding
to replace them. The clinic’s relationships with the local public health department and community-based organizations are
integral to providing essential social services to patients and families. The clinic needs to hire an administrator to preserve
these relationships and build pathways to services for families. The clinic has a few community health workers (CHW) on
staff that families trust, but the CHWs have more work than they can handle. CHW burnout is causing turnover and creating
inconsistency for families.

Primary care pediatricians are the first
responders in our health system—prioritizing
preventative care and early intervention
and managing chronic conditions to avoid
costly emergency department services.
Primary care is the only part of health care
where an increased supply is associated with
better population health and more equitable
outcomes.1 A growing body of research
demonstrates that patient-centered medical
homes save money by reducing hospital and
emergency department visits, mitigating health
disparities, and improving patient outcomes.2

In 2020, only 6.1% of total Medicaid dollars in Colorado
were spent on primary care, even though about 35% of all
health care visits are to primary care clinics.
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As discussed in Volumes I and II of this three-part series on advancing health equity through the pediatric primary
care medical home, high-quality primary care is the foundation of a high-functioning health care system. It is critical
for achieving health care’s quadruple aim (enhancing patient experience, improving population health, reducing
costs, and improving the health care team experience). Primary care provides comprehensive, person-centered,
relationship-based care that considers the needs and preferences of individuals, families, and communities.
People in countries and health systems with high-quality primary care enjoy better health outcomes and more
health equity.3 Yet primary care in the United States today is under-resourced compared to our country’s overall
healthcare delivery spending. In 2019, primary care spending as a percentage of total medical spending in Colorado
across all reported lines of business was 9.0%. In 2019 in Colorado, primary care accounted for 9.3% of Commercial
medical spending, 12.2% of Medicare Advantage medical spending, and only 6.1% of Medicaid medical spending.4
Volume III of our three-part series on pediatric PCMHs and health equity illustrates the impact of continued
underinvestment in primary care on providers and the families they serve. We prescribe policy solutions to address
pervasive health inequities, including increased investment in our health care safety net and value-based payment
that supports under-resourced primary care providers in serving communities disproportionately impacted by
health disparities.

You Get What You Pay For:
Primary Care in Crisis

According to a recent report from
the National Academies of Medicine,
chronic underinvestment in primary
care is causing the foundation of our
health care system to crumble. Visits
to primary care clinicians are declining,
and the workforce pipeline is shrinking,
with clinicians opting to specialize
in more lucrative health care fields.5
The Association of American Medical
Colleges projects a shortage of up to
55,200 PCPs by 2032, raising concerns
about access to care, particularly in
rural and other undeserved areas.6
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Policymakers across the nation are responding to the
urgent need to reinvest in primary care to improve
overall health outcomes and reduce unnecessary
spending. Several states have implemented statewide
policies to increase investment in primary care. In
2010, Rhode Island introduced regulations requiring
commercial insurers to increase their primary care
spending rate by one percentage point per year. Over
this time, Rhode Island increased its supply of primary
care physicians per capita, while per capita spending
grew more slowly than spending in other nearby
states.7 Oregon required its Medicaid coordinated care
organizations, the Public Employees’ Benefit Board, and
the Oregon Educators Benefit Board to spend at least
12 percent of total medical expenditures on primary
care by 2023. An evaluation of Oregon’s Patient-

Centered Primary Care Home program found that for
every $1 increase in primary care expenditures made
through the program, $13 was saved on other service
types, such as specialty care, emergency department,
and hospital inpatient care.8
Colorado policymakers also acted, requiring commercial
health to increase the proportion of total medical
expenditures allocated to primary care by one
percentage point (1%) in 2022 and 2023, respectively.9
Unfortunately, Medicaid and CHP+ were excluded
from these reforms, creating a new health equity gap
for Coloradans enrolled in public health insurance.
Continued underinvestment in our health care safety
net threatens the availability of high-quality primary
care in Colorado.

COVID-19 Shines the Light on Problematic
Primary Care Payment
In recent years, Colorado primary care providers participated in
numerous reforms designed to improve the safety net system
for Medicaid and CHP+ enrollees, including the Colorado
Medical Home Initiative, the Accountable Care Collaborative,
the State Innovation Model, and two successive versions of the
Comprehensive Primary Care program. However, repeated pilot
testing of new primary care payment models searching for shortterm savings has left primary care clinicians in underpaying feefor-service (FFS) arrangements with the wrong incentives.
COVID-19 exposed the vulnerability of a FFS payment approach for safety net providers. Pediatric primary care
providers are essentially small businesses reliant on government and private health care payers to reimburse them
retrospectively for services provided to patients. Early in the pandemic, providers experienced extraordinary and
sudden drops in FFS based clinician revenue precipitated by temporary practice closures, deferred patient visits, and
sustained volume reductions to support social distancing requirements and conserve PPE.10 Expenses incurred from
COVID-19 magnified the revenue loss—including the cost of procuring PPE (which, due to shortages, often required
practices to pay significant markups), performing frequent cleanings, upgrading ventilation systems, and redesigning
office environments to minimize infection risk. By August 2020, 81 percent of physicians reported lower revenue
than pre-pandemic levels, with an average decline of 32 percent.11 Conversely, providers receiving prospective
payments had the upfront resources they needed to rapidly transform their practices to meet their patients’ needs
and manage the financial uncertainties of the pandemic. For example, several fully capitated primary care practices
quickly reoriented their care models to keep patients safe at home while avoiding unnecessary hospital admissions.
Meanwhile, some providers reimbursed by FFS payments drove up telehealth visits to replace lost revenue from
stay-at-home orders. Many providers are reporting a new willingness to enter capitated payment arrangements with
payers to avoid the financial uncertainties of fee-for-service should utilization once again be suppressed.12
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A Road Map to
Rebuilding Pediatric
Primary Care
In 2015, the Centers for Medicare and Medicaid Services
(CMS) recognized that FFS payment failed to result in
comprehensive, person and family-centered care and
requested public and private stakeholders to collaborate in
designing primary care payment reform. The Health Care
Payment Learning & Action Network (HCP-LAN), consisting
of health plans, providers, patients, employers, consumers,
states, federal agencies, and other partners, called on the
health care system to transition toward alternative payment models (APM) for
primary care. HCP-LAN asserts that the health system must substantially reform
its payment structure to incentivize quality, health outcomes, and value over
volume. Payment approaches must be aligned across the public and private sectors
of the U.S. health care system. HCP-LAN’s APM framework provides a rationale
and a pathway for payment reform capable of supporting the delivery of personcentered care. According to HCP-LAN, the goal for payment reform is to transition
health care payments from FFS to APMs.13
Medicaid lags in the penetration of value-based care compared to Medicare and
commercial markets, limiting the ability to achieve cost-effective, high-quality care
for vulnerable populations.14 National experts are calling on Governors, working
with their Medicaid directors, to expand the use of value-based payment through
Medicaid managed care contracting and Section 1115 waivers. HCP-LAN set a
goal of having 50 percent of Medicaid payments in advanced value-based payment
models with downside risk by 2025.15 COVID-19 created a window to accelerate
the transition to value-based payment in primary care. Colorado can seize this
opportunity by working with Medicaid providers to develop APMs and garner
support by framing the payment reforms as an extension of pandemic-era efforts
to stabilize provider finances.

Colorado Medicaid’s Alternative Payment
Model for Primary Care
The Department of Health Care Policy and Financing (the Department), which
oversees Medicaid and CHP+, began transitioning primary care to value-based
payment in 2018, introducing its Alternative Payment Model (APM) for Primary
Care. The APM for Primary Care provides enhanced FFS payments for specific
codes in exchange for good performance on quality metrics. Modeled after
federal payment reform programs, the APM for Primary Care recently began
offering a hybrid model of payment (part FFS, part capitated). During the 2022
legislative session, the Department requested that the APM for Primary Care
become mandatory for all providers beginning in 2024. The Department also
asked for administrative resources to “establish a pediatric incentive program
appropriate for providers overseeing the care of child members, such as
focusing on well-child visits.”16

According to the Academy of
Family Physicians, Value-Based
Payment (VBP) is a concept by
which purchasers of health care
(government, employers, and
consumers) and payers (public
and private) hold the health care
delivery system at large (physicians
and other providers, hospitals, etc.)
accountable for both quality and
cost of care.
The Centers for Medicare and
Medicaid Services defines an
Alternative Payment Model
(APM) as a payment approach that
gives added incentive payments
to provide high-quality and costefficient care. APMs can apply to
a specific clinical condition, a care
episode, or a population. APMs
help providers transition to valuebased payments. APM participants
receive payments that reward
them for the value of—rather
than the volume of—services
provided. Value, in this context, is
the outcomes of the intervention
as related to cost. APM models can
span bundled payments and partial
or fully capitated payments.
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The Department is on the right track with a hybrid model
that supports primary care providers transitioning
from FFS to full capitation. The National Academies
of Medicine recently asserted that hybrid models
should become the default payment type for primary
care providers. However, the Department’s APM
model rewards peak-performing providers based on
metrics that cater to the adult population, providing
financial incentives to address chronic conditions
that predominantly occur in adults. Yet we know that
the ability to alter the trajectory of a disease state in
childhood has a lifelong impact and results in long-term
cost savings for the health system. The population

health implications are significant for chronic disease
management when intervening early in life—accounting
for long-term cost savings results in a value-based
payment system that is impactful and financially
sustainable. The Department should customize its
APM for Primary Care for the pediatric population by
incentivizing population health, preventive care, and twogeneration services that address behavioral health and
social determinants of health.

Breaking Down Barriers to Pediatric Primary
Care Payment Reform
Payers and policymakers are often hesitant to develop an
alternative payment model for pediatric primary care. Cost
savings are lower, take longer to accumulate than for adult
populations, and often result in ‘’wrong pocket’’ issues in which
investments from one sector create savings and benefits in
another. However, APMs designed specially to address the
comprehensive needs of children (physical health, behavioral
health, social needs) are a critical component of transforming
health care to address the social drivers of health. Early
interventions can support healthy development and create a
foundation for lifelong health, but savings are in the form of
avoided healthcare costs spread over the long term and across
sectors.17 Value can be defined in relation to improving child
health trajectories, regardless of whether there are immediate
cost-offsets. States can capture and reinvest cross-sector
savings back into children’s health care by measuring decreases
in additional services needed relative to expected benchmarks
and then sharing the savings to sustain interventions until they
realize their full long-term returns.18
Within the HCP-LAN APM framework, tests are underway on
various payment models for child health that acknowledge or
include the social drivers of health. And in 2020, CMS began
testing the Integrated Care for Kids (InCK) Model. InCK is a
child-centered local service delivery and state payment model
that aims to reduce expenditures and improve the quality of care
for children under 21 years of age covered by Medicaid through
prevention, early identification, and treatment of behavioral and
physical health needs. By bringing together medical, behavioral,
and community-based services, InCK strives to reduce
fragmentation in service delivery and expand access to care for
children and youth.

CMS’ Integrated Care of Kids Model
Goals of the Integrated Care for Kids (InCK) Model
Improving child health outcomes
Reducing avoidable inpatient stays
and out-of-home placements
Creating sustainable APMs that
ensure provider accountability
for cost and quality outcomes
The InCK Model supports states and local providers
in early identification and treatment of children with
health-related needs across settings.
• Early identification and treatment of children with
multiple physical, behavioral, or other health-related
needs and risk factors through population-level
engagement in assessment and risk stratification.
• Integrated care coordination and case management
across physical health, behavioral health, and other
local service providers for children with health
needs impacting their functioning in their schools,
communities, and homes.
• Development of state-specific APMs to align
payment with care quality and support accountability
for improved child health outcomes and long-term
health system sustainability.
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Barriers, Considerations, and Solutions to Implementing Pediatric APMs
Barrier

Considerations

Potential solutions

Cost savings are
lower, take longer to
accumulate than for
adult populations
and often result
in ‘wrong pocket’
issues in which
investments from
one sector create
savings and benefits
in another19

Early interventions can
support healthy development
and create a foundation for
lifelong health, but savings
are in the form of avoided
healthcare costs spread over
the long term and across
sectors.20

Payers and providers can develop and apply new metrics to
measure impacts that produce long-term savings over the life
course instead of short-term cost savings23, 24 States can capture
and reinvest cross-sector savings back into children’s healthcare
by measuring decreases in additional services needed relative
to expected benchmarks and then sharing the savings to sustain
interventions until they realize their full long-term returns.25

Pediatric healthcare makes
up a modest percentage of a
state’s healthcare spending
and offers few opportunities
for rapid savings.21
Churn limits a health insurer’s
opportunities for long-term
savings.22

Value can be defined in relation to improving child health
trajectories, regardless of whether there are immediate costoffsets.26
Securing multi-payer alignment around common terms for net
present value of care can mitigate payer concerns about not
realizing long term savings if members change insurance plans
over time.27 28

Inability to link or
share data across
platforms and
sectors

Logistical, privacy and legal
barriers (such as the Health
Insurance Portability and
Accountability Act (HIPAA)
and Family Educational Rights
and Privacy Act (FERPA)
to linking and sharing data
across sectors, including data
collection inconsistency, make
it difficult for providers to see
a child and family’s full health
and social needs.29 30 31

Dedicated investment in cross-sector data sharing infrastructure
could support APMs. States can play a leadership role in
advancing common data platforms (e.g. North Carolina’s
NCCARE360) Partners can leverage existing data sharing
agreements and templates to address privacy and legal issues.32 33

Difficulty blending
and braiding funding
to pay for services
not covered by
healthcare payers

Laws and policy often prohibit
or make it challenging for
healthcare and service
providers to blend and braid
funds, which silos funding and
inhibits cross-sector initiatives
and coordination.34

Legislative and policy changes can facilitate more blending and
braiding of funds,35 and APMs can also provide some non-medical
services now allowed with recent changes to Medicaid managed
care regulations.36 States can authorize a single entity to disburse
blended or braided funds or test demonstration models aimed
at achieving better integration of funding and services.37 States
or localities can pursue shared financing approaches through
a Children’s Health and Wellness Fund to finance whole child
health investments.38 Foundation and private funds may allow
braiding and blending of funds.39

Few examples of
effective pediatric
APMs to use as
guide for developing
measures and
metrics

There are few alternative
payment models currently
being implemented, providing
…few examples to draw upon
when developing pediatric
quality measures and
metrics.40

Within the APM framework from the Health Care Payment
Learning and Action Network (HCP-LAN), a range of payment
models are being tested for child health that acknowledge or
include the social drivers of health. In 2020, CMS began testing
the Integrated Care for Kids (InCK) Model.
Early adopters of pediatric APMs recommend the entire pediatric
provider community advocate for payers to develop a consensus
on quality measures for long-term health and savings.41

Source: Pediatric alternative payment models: emerging elements, Current Opinion in Pediatrics Journal. (2022).
A summary of key implementation barriers, including strategies to address them. The table includes articles,
white papers and perspectives by thought leaders and focuses on an emerging set of elements of pediatric APMs.
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Placing Health Equity at the
Center of Primary Care Reform
Accounting for a Child’s Physical, Social, and Emotional Needs
To develop the pediatric primary care APM for Medicaid, the Department should partner with providers to pursue
a holistic and two-generation approach to addressing the child and family’s health, well-being, and community
conditions. As discussed in Volumes I and II in this series, social determinants are key drivers of health disparities
among children and families enrolled in Medicaid and CHP+. The COVID-19 pandemic exacerbated social needs
among families of color and low-income and put children at greater risk for adverse childhood experiences (ACEs).
Pediatric primary care alternative payment models must account for a family’s social needs, the risk for ACEs, and
behavioral health conditions. As Colorado’s Primary Care Payment Reform Collaborative asserts, risk adjustment
models should incorporate a patient’s social and diagnostic risks to account for resource intensity adequately.42
When developing the APM for pediatric primary care the Department should consider Oregon’s Child Health
Complexity model, which leverages state-level medical and social complexity data to identify children with medical
complexity and those impacted by ACEs and other social determinants of health. These families may have an
increased need for care coordination, regardless of whether their child has a complex medical disease. Oregon
defines social health complexity as “a set of co-occurring individual, family or community characteristics that
directly impact health outcomes or indirectly impact health outcomes by affecting a child’s access to care and/or
a family’s ability to engage in recommended medical and mental health treatments.” The Center of Excellence on
Quality-of-Care Measures for Children with Complex Needs identifies as many as 18 social complexity indicators
that, either in past literature or through their own studies, were correlated with worse health outcomes or higher
health care costs.

The Child Health Complexity Model

Medical
Complexity

Social
Complexity

Health
Complexity
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The Child’s Health Complexity Model uses health care claims and other system-level data to identify children with
medical and social complexity to determine their overall “health complexity.” Medical complexity uses the Pediatric
Medical Complexity Algorithm to identify diagnoses and utilization, generating three categories of complexity: no
chronic disease/healthy, non-complex chronic condition, and complex chronic condition. Social complexity considers
child and family factors, including extreme poverty, foster care, parent death, parent incarceration, child and parent
mental health services, child and parent substance use services, child abuse or neglect, potential language barrier, and

Studies show that these
six risk factors lead to the
worst outcomes:

Of the publicly insured
children in Oregon:

Parent death

3 (34.8%) children aged 0-5 had three or more social complexity

Parent criminal justice involvement

factors that impacted their health and development and readiness

Homelessness

for kindergarten.

Child mental illness

Only 6.1% (4,000) kids have a complex chronic disease, but 1 in

41% were experiencing poverty
33% accessed mental health services.
13% were in foster care
29% had a parent who was receiving substance abuse treatment
21% were in a family with limited English proficiency
19% had a parent who was incarcerated

Child substance abuse treatment need
Child criminal justice involvement

Social Complexity By Race
SOCIAL
FACTORS

ASIAN

BLACK

MULTIRACIAL

NATIVE
AMER.

OTHER

PACIFIC ISL.

WHITE

UNKNOWN

0

34.5%

11.5%

19.1%

12.8%

25.0%

33.7%

18.6%

21.4%

1

36.1%

18.7%

27.4%

27.8%

39.4%

31.1%

23.2%

42.8%

2

15.8%

18.3%

18.3%

19.3%

19.4%

16.5%

16.9%

21.3%

3 or more

13.6%

51.4%

35.2%

40.1%

16.2%

18.7%

41.3%

14.5%

Oregon’s Care Coordination Organizations (comparable to Colorado’s Regional Accountable Entities (RAEs))
receive direct feeds of this data to develop care coordination and case management models for children with
various levels of health complexity. Front-line health care providers use the data to assess resources and health
complexity management needs in the clinic and the community. In Colorado, the RAEs could provide patientlevel data to primary care teams to provide a more complete picture of each family’s unique physical, behavioral,
and social health needs. In Oregon, CCOs also use population-level findings to engage community partners to
understand child and family needs in each community, identify and coordinate community-level assets, and address
the capacity of services to serve children with health complexity.
Throughout developing the Child Health Complexity approach, Oregon engaged public and private stakeholders –
including parents of children with health complexity –to provide input and guidance on the methodologies and data
sharing proposed.

Source: Oregon Pediatric Improvement Partnership, Health Complexity Data
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Closing the Equity Gap for Primary Care Providers
APMs alone will not suffice to fortify our health care safety net. Primary care requires additional investment. The
Department must not exacerbate workforce shortages by leaving “poor performing” providers behind. Today, the
Department’s APM for Primary Care must be budget neutral, meaning it does not increase overall investment in
primary care. The model provides some enhanced FFS reimbursement for providers based on their performance on
structural and administrative metrics—most of which are adult-focused.43 However, the model’s gain sharing payments
are redistributed from “poor performing” primary care providers to “peak performing” providers.44
As discussed in Volume II of this series there is a growing diversity of primary care delivery models—ranging from
remaining solo and small independent groups to multi-specialty group practices and clinicians employed by hospitals
to telehealth Direct-to-Consumer (DTC) providers. The most effective value-based payment may be different for
different provider types. The Department should ensure its APM approach addresses the challenges of independent
primary care practices, typically smaller in size and patient panels, which often struggle with value-based payment
models. Relatively small patient populations make measurement challenging (i.e., both the numerator and denominator
for metrics related to a given condition are highly volatile and harder to manage). Such practices also lack resources
available to larger practices or larger organizations or systems, which causes additional strain on staff capacity and
clinic financial stability. As Colorado’s Primary Care Payment Reform Collaborative asserts, APM measures should not
penalize or disadvantage providers who serve those with the greatest needs and least access to resources.45
The preservation of independent primary care practices is vital in
maintaining health care access for Coloradans and balancing the
increasing trend toward provider consolidation and increasing health
care costs. APMs should consider the challenges associated with
such payment arrangements and consider ways to encourage the
participation of independent practices.46 Redesigning care delivery to
provide more value to patients requires new tools, competencies, and
infrastructure. To that end, technical assistance and startup funding
must accompany payment models. Such investments are essential
to encourage participation and ensure success for independent
providers.47

Alternative Payment
Models must strike a
delicate balance…
…Value-based incentives should be intense
enough to motivate providers to invest in
and adopt new approaches to care delivery,
without subjecting providers to financial
and clinical risk they cannot manage.

APM financing should enable and incentivize providers to pursue
primary care practice transformation and work with community
partners. The design of such models, ideally multi-payer initiatives,
should include special considerations for children, including risk
adjustment, quality measure selection, and attribution that accounts
for churn.48 The Department should also increase investments in
technical capabilities (e.g., risk stratification of populations, remote
patient monitoring, electronic medical records, electronic consultation
with specialists, etc.).49 Additionally, the Department must also
double down on efforts to facilitate multi-payer collaboration for
primary care APMs. Multi-payer alignment is the only way to make a
complete transition to comprehensive, prospective payments realized
at the practice level. Robust, interoperable data exchange is also a
prerequisite for value-based care.

- Health Care Payment Learning & Action Network
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Despite nearly closing during COVID-19 shutdowns, Ashley and Josh’s
pediatric PCMH was able to connect Ashley with a behavioral health
provider to work through the depression and anxiety she’s been
feeling recently. Ashley is meeting weekly with the provider and has noticed a change in her mood.
She doesn’t feel as isolated and hopeless as she did before. The family was able to secure childcare assistance
thanks to a referral from their pediatric care team, and Ashley is back at work. With the cost of living increasing,
financial stressors still abound for the family. Josh is drinking less, and thanks to their pediatrician, the couple
now understands how important it is to improve their coping skills and not cause new trauma for their children.
Ethan (3) was diagnosed with autism, and the family can now work with their PCMH to create a plan to address
his behavior. He’s now receiving specialized care from a local provider with expertise in spectrum disorders,
although Ashley and Josh struggle to get Ethan to his regular appointments without a car. Olivia (9 mos) is
gaining weight and sleeping better at night. Overall, the family is doing better, but Ashley wonders what may
be lurking around the corner. She is leaning on the pediatric care team now more than ever and appreciates
knowing she can call them any time to see if they can help with whatever comes next.

Thanks to the local pediatric PCMH, Jose Luis (9) and Rosa (14) are
vaccinated and back at school. Jose has a working wheelchair and is feeling more independent;
his confidence is up, along with his grades. Rosa has good days and bad days; she’s been chatting with a behavioral
health professional over text to help her overcome anxiety and depression. The kids see their parents struggling
to pay bills and put food on the table. They wish they could help. COVID-19 took the lives of family members and
close friends. Maria and Ernesto were among the front-line workers who risked their lives to keep their families
housed and fed. Typically a cheerful and resilient young woman, Maria is grappling with severe depression after
losing her sister to the pandemic. Thanks to the local safety-net clinic, Ernesto and Maria are fully vaccinated, but
many of their family and friends are not. Immigrants don’t feel comfortable engaging with the health system for
fear of deportation and because they don’t have the money to pay for health care services. The family’s pediatric
care team convinced Ernesto to pursue health care for what turned out to be diabetes, but now the family is
struggling to pay for his insulin. Although some health care is available to immigrants without documentation on
a sliding-fee scale basis, many families cannot afford to pay the fee, and they certainly cannot afford prescription
drugs. The Affordable Care Act excluded immigrants like Maria and Ernesto from health care coverage, leaving
them uninsured without access to affordable health care. Still, the couple is thankful for the compassionate care
the pediatric PCMH provides to their children. Maria brought her homemade tamales to their recent appointment
to express her gratitude to the care team for all they’ve done to help the family.

Rachel and Jasmine (6) are fully vaccinated against COVID-19 but only
because they trust their pediatric care team. Rachel wasn’t sure why she should get
the vaccine since she was still sick from the COVID she had months ago. But the care team explained why the
vaccine was necessary for keeping the family safe from future infection. The pediatric care team helped Rachel
enroll in Medicaid, and she’s receiving ongoing care for long-covid, but Rachel is depressed and hopeless about
ever feeling well again. Rachel recently lost her job because she felt so ill at work, and now, she is working three
part-time jobs to keep up with bills. With the COVID-19 eviction moratorium over, Rachel must come up with all
the back rent due. The family is on the verge of homelessness, and the lack of affordable housing means there is
not much the pediatric care team can do to help the family keep a roof over their heads. The clinic’s community
health worker is searching for more resources for Rachel; they talk at least once a week, searching for a solution
for the family. This type of intensive care coordination is common for families with social needs and means there
is not enough time in the day for the community health worker to serve all the families in need. The pediatric
PCMH care team hates to see yet another one of their families on the ropes, and morale at the clinic is low as the
clinic. COVID-19 also impacted them, causing severe staffing shortages and a lack of resources. The remaining
staff feels overwhelmed and knows there are many families they won’t be able to help.
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Let’s Do This
Rebuilding high-quality primary care within our safety-net
health system begins by committing to pay primary care
more and differently because of its capacity to improve
population health and health equity for all society, not
because it generates short-term returns on investment
for payers.50 High-quality primary care is a common good
promoted by responsible public policy and supported
by private-sector action.51 Below are actions Colorado
leaders can take to fortify Colorado’s health care safety
net and advance health equity statewide.

• The Department should invest upfront funding and
technical assistance to support independent providers
transitioning to the APM for primary care.
• The Department should work closely with Colorado’s
Primary Care Payment Reform Collaborative to ensure
its pediatric APM for primary care aligns with other
health care payers reimbursing pediatric primary care
providers in Colorado.

• The Governor’s Office, the General Assembly, and
the Department of Health Care Policy and Financing
(Department), which administers Medicaid, should
partner with the Centers for Medicare & Medicaid
Services (CMS) to increase the overall portion of
Medicaid and CHP+ spend going to primary care.

• The Department should increase investments in
technical capabilities (e.g., risk stratification of
populations, data sharing across agencies) and integrate
non-medical needs to design payment models capable
of addressing the social needs and risk for adverse
childhood events. Reformed payment mechanisms will
only be as successful as the delivery system capabilities
and innovations they support.53

• The Department should work with pediatric providers,
enrollees, other state agencies like the Department
of Human Services, community stakeholders, and
Colorado’s Primary Care Payment Reform Collaborative
to establish a pediatric-focused APM for Medicaid and
CHP+ primary care providers.

• The Department’s APM for Primary Care value-based
incentives should be substantive enough to motivate
providers to invest in and adopt new approaches to care
delivery without subjecting providers to financial and
clinical risk they cannot manage.54

• Colorado policymakers should set a goal to shift
50 percent of Medicaid primary care payments to
advanced value-based payment models by 2025.52
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Advancing Health Equity Through
Pediatric Person-Centered Medical Homes
In this three-part series illuminating how pediatric
PCMHs advance health equity, we learn how families
of color and low-income access and experience our
health system and acknowledge the health disparities
they face. We examine the role of the pediatric PCMH
in addressing the physical, behavioral, and social needs
of families to advance health equity. We provide policy
solutions to bolster the PCMH, including integrating
whole-person care and telehealth. And we urge
policymakers to take immediate action to preserve
universal primary care as a foundational element of
our health system. Increased investment in Medicaid
primary care and flexible and prospective payments
are essential to fortify our health care safety net and
ensure pediatric PCMHs can continue to advance
health equity for families.

VOLUME I:
The Pediatric PCMH—A Lifeline for families

VOLUME II:
The Pediatric PCMH—Transforming in the Face
of COVID-19

VOLUME III:
The Pediatric PCMH—Reinvesting in a Solid
Foundation for Health Equity
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