
Ashley had her hands full when she entered her pediatrician’s 
office that day. She couldn’t keep control of her son Ethan (3) as he bolted across the waiting 

room to the clinic’s play area. Olivia’s (6 months) screams filled the waiting room. She was fussy 

again from not sleeping at night. Ashley was exhausted from the two bus rides it took to get to the 

pediatrician’s office. She worried she had exposed her children to COVID-19 and lamented the loss 

of the family car. The family missed their last two pediatrician appointments due to transportation 

challenges, and Ashley was embarrassed. She felt like life had gotten away from her—two kids, a low-

paying and dead-end job, and a detached husband. She was sad, lonely, and overwhelmed. The warm 

and familiar faces of the care team were a welcome sight. Ashley didn’t feel any judgment from them. 

She updated the care team on her children’s health and was pleasantly surprised when the care team 

asked her to fill out a questionnaire about her feelings. She didn’t think anyone cared about her feelings.

Maria was nervous when she and the kids arrived at the 
pediatrician’s office. Maria and her husband, Ernesto, are among the thousands of 

Colorado families with “mixed-status”—their children: Rosa (14) and Juan Luis (9), were born in the 

United States, and Maria and Ernesto are immigrants. Ernesto and Maria had been waiting in line to 

get their green cards for nearly ten years now. They heard that seeking any type of public benefit may 

prevent them from becoming naturalized citizens. Although Maria was told it was safe now, she was 

still terrified to take her kids to the doctor for fear of deportation and separation from her children. 

She was worried that the kids had not accessed any health or dental care in over four years. Maria 

spoke broken English and wasn’t sure her kids still had Medicaid. Thankfully, a bilingual member of the 

pediatric care team was at the front desk when Maria and her family entered the clinic. He welcomed 

the family in Spanish, and they began working together to re-enroll her children in Medicaid right 

there in the office. The clinic would not share information with immigration officials, and both of her 

kids would be able to get their well child checkups and dental exams that day.

Rachel and Jasmine (6) were both anxious when entering the 
clinic that day. They are preceded by their race and accustomed to being treated differently 

because of it. Rachel’s earliest memory of the doctor’s office is when the dentist told her as a young girl 

that he may not be able to clean her teeth because “her lips were so big.” She can’t recall ever trusting 

a physician. Still, Rachel wants her daughter to have the same opportunities as other kids do to be 

healthy, and she felt guilty that Jasmine hadn’t been to a pediatrician’s office since she was a baby. 

Rachel and Jasmine felt better when they saw someone that looked like them working on the care 

team. As Rachel looked through the new patient paperwork, she came across a questionnaire asking 

where they lived, if they ever run out of food, how they get to medical appointments, if their utilities are

ever shut off, or if there is any type of violence in their home. Rachel wasn’t going to answer

any of these personal questions—she didn’t trust the information wouldn’t be used against her. The

care team understood Rachel’s distrust. They explained that the responses are confidential, and the

information helps the clinic connect the family with services they may need. Rachel wanted to believe

there was no ulterior motive, but she wasn’t sure; maybe she would answer the questions next time. 
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These families represent thousands of Coloradans lacking basic resources, such as food, safe housing, or 

transportation, which threaten adverse impacts on their health. By offering whole-person, compassionate, and 

culturally competent care to children and their caretaker(s), pediatric person-centered medical homes (PCMHs) 

provide low-income families with an opportunity to overcome pervasive health disparities through regular access 

to high-quality primary care. Serving as the front door and the first responder of our health care system, pediatric 

PCMH have unique access to hard-to-reach communities and a responsibility to provide two-generation care that 

addresses much more than the physical health of families. 

A recent Academy of Medicine report reminds us that:

High-quality primary care is the foundation of a high-functioning health care system. When it is high-quality, primary care 
provides continuous, person-centered, relationship-based care that considers the needs and preferences of individuals, 
families, and communities. Without access to high-quality primary care, minor health problems can spiral into chronic 
disease, chronic disease management becomes difficult and uncoordinated, visits to emergency departments increase, 
preventive care lags, and health care spending soars to unsustainable levels.

The report highlights unequal access to primary care as a precursor to COVID-19, an amplifier of inequity, and a missed 
opportunity to address the pervasive economic, mental health, and social health disparities suffered from the pandemic.

Percentages of households living in poverty, by ethnicity and race

Communities of Color Disproportionately Experience Poverty

Total

2019 2020

White

White, not Hispanic

Black

Asian

Hispanic (any race)

0% 5% 10% 15% 20%

Source: US Census Bureau

2

The percent of Hispanic households in poverty increased 
almost two percentage points from 2019 to 2020.

Source: Implementing High-Quality Primary Care: Rebuilding the Foundation of 

Health Care. National Academies of Science, Engineering and Medicine 2021.

https://www.nationalacademies.org/our-work/implementing-high-quality-primary-care
https://www.nationalacademies.org/our-work/implementing-high-quality-primary-care
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While the vast majority of low-income parents today 

are working, they are still struggling to make ends 

meet: to find and keep a toehold in a changing labor 

market, to keep up with their bills, to pay the spiraling 

costs of essentials like health care and housing, and 

to raise children with a chance of future success.1  

Parents and children in low-income families are more 

financially vulnerable than those in higher-income 

families and, as a result, face more significant health 

disparities.2  There is a strong association between low 

socioeconomic status and poor overall health and many 

chronic diseases, including cardiovascular disease, 

hypertension, diabetes, and depression.3  Children and 

families of color also face racially driven disparities 

in health coverage, chronic health conditions, mental 

health, and mortality.4 

Volume I of this three-part series on health equity and 

the primary care medical home (PCMH) illuminates 

health disparities and their causes among families of 

color and low income. We examine the PCMH’s role in 

addressing the physical, behavioral, and social needs of 

families and the opportunity they provide to advance 

health equity in Colorado.

Diabetes

Latinx/ 
Hispanic

65%
More likely 
to be diabetic

American Indian
& Alaskan Native

15%
Heart disease

More likely to  
have heart disease

Stroke

40%
More likely to 

die from stroke

African 
American

Asian American 
& Pacific Islander

80%
Liver Cancer

More likely to die  
from liver cancer

Source: Our nation’s health depends on fixing 
persistent health disparities, Families USA 2021

3

https://familiesusa.org/resources/our-nations-health-depends-on-fixing-persistent-health-disparities/#:~:text=Our%20Nation's%20Health%20Depends%20on%20Fixing%20Persistent%20Health%20Disparities,-08.26.2014&text=With%20the%20passage%20of%20the,to%20high%2Dquality%20health%20care.
https://familiesusa.org/resources/our-nations-health-depends-on-fixing-persistent-health-disparities/#:~:text=Our%20Nation's%20Health%20Depends%20on%20Fixing%20Persistent%20Health%20Disparities,-08.26.2014&text=With%20the%20passage%20of%20the,to%20high%2Dquality%20health%20care.


The term health disparities refer to 

“preventable differences in the burden of 

disease, injury, violence, or opportunities 

to achieve optimal health that socially 

disadvantaged groups experience.” 

Centers for Disease Control, 2015

Communities of color, populations with a lower socioeconomic 

status, rural communities, people with cognitive and physical 

disabilities, and individuals who identify as LGBTQ are often 

disproportionately exposed to conditions and environments that 

negatively affect health risks and outcomes and lead to higher 

rates of health disparities.

Health equity means that everyone has a fair and just opportunity 

to be as healthy as possible. Achieving health equity means removing 

obstacles to health such as poverty, discrimination, and their consequences, 

including powerlessness and lack of access to good jobs with fair pay, quality 

education and housing, safe environments, and health care. 

Robert Wood Johnson Foundation, 2017

Health equality means everyone 

receives the same standard, 

while health equity means 

everyone receives individualized 

care to bring them to the same 

level of health.

Defining health disparities and health equity

Health and Well-being:

Mortality, Morbidity, Life Expectancy, Health Care Expenditures, Health Status, Functional Limitations 

Source: Disparities in Health and Health Care: 5 Key 
Questions and Answers, Kaiser Family Foundation. 2021
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A growing number of studies show that Medicaid and 

the Children’s Health Insurance Program (CHIP) help 

children access primary care and are an essential tool 

for addressing health disparities. During childhood, 

Medicaid enrollment has long-term positive impacts, 

including reduced teen mortality, reduced disability, 

improved long-run educational attainment, and lower 

emergency department visits and hospitalization 

rates in later life.5 Medicaid expansion has narrowed 

disparities in some health outcomes for Black and 

Hispanic individuals, particularly in infant and maternal 

health. Studies also suggest that expansion was 

associated with gains in employment, student status, 

and volunteerism that reduced racial disparities.6 

High-quality primary care can address potential 

health care conditions upstream before they 

spiral into the chronic health conditions that 

disproportionately impact low-income families 

and communities of color. Access to screening and 

preventive care provided in primary care offices 

translates into well-child care and earlier detection 

of health and developmental problems in children, 

earlier diagnosis of cancer, diabetes, and other 

chronic conditions in adults, and earlier detection of 

mental illness in people of  

all ages.7  

People who are activated and engaged are more 

likely to manage their health successfully by, for 

example, stopping smoking (or vaping), losing weight, 

and using primary care instead of the emergency 

room.8  In Volume II of this series on the pediatric 

patient-centered medical home, we will learn how the 

COVID-19 pandemic amplified pervasive economic, 

mental health, and social health disparities that 

ubiquitous, high-quality primary care might  

have reduced.9

High-Quality Primary Care 
Advances Health Equity

Children with Medicaid/CHIP have greater access to care 
than uninsured children and comparable access to children 
with employer sponsored insurance.

Medicaid/
Other Public

Employer Sponsored 
Insurance (EDI)

Uninsured

Well-Child Checkup

85% 86%

53%

Usual Source of Care

71%

96% 98%

Source: Kaiser Family Foundation analysis of 2015 
National Health Insurance Survey data
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Pediatric Patient-Centered Medical
Homes Advance Health Equity
When it began in 2011, a foundation goal of Colorado’s Medicaid delivery system, the Accountable Care 

Collaborative (ACC), was to connect all enrollees with a patient-and family-centered medical home as their 

focal point of care.10 The PCMH is a high-quality primary care delivery model based on an ongoing personal 

relationship with a physician and a patient. This personal patient/physician relationship provides continuous 

and comprehensive health care. The PCMH is widely accepted as the model for how primary care should 

be organized and delivered throughout the health care system and encourages providers and care teams to 

meet patients where they are, from the simplest to the most complex conditions.11  It is a place where patients 

are treated with respect, dignity, and compassion, enabling trusting and enduring relationships with providers 

and the care team. The American Academy of Pediatrics first introduced the concept of a pediatric medical 

home in 1967, and today it has evolved to become the standard of care for all primary care.
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Patient (and Family) Centered Medical Home (PCMH)  
Building off the Academy of Family Physicians and the American College of Physicians, 

the Colorado Medical Home Initiative sets the PCMH expectations:

Colorado Medical Home Initiative, Colorado 
Department of Public Health and Environment 

Accessibility 
Families know who to call and which insurance 
plans are accepted. Providers are available in 
their communities, and needed services are 
physically accessible to patients and families.

Coordinated 
A plan of care is developed by the health care 
provider, child, and family and is then shared 
with other health providers, agencies, and 
organizations. A team approach is paramount.

Patient/Family-Centered
The patient/family is recognized as the 
principal caregiver and center of strength, 
knowledge, and support for the child. The 
family voice is valued.

Compassionate 
An effort is made to understand and 
empathize with the feelings and perspectives 
of both the child and family. Providers are 
encouraged to become familiar with the Social 
Determinants of Health.

Continuous 
The same health care professionals are 
available from infancy through adolescence, 
and transition to the adult health care system 
is successful.

Culturally Responsive 
The child and family’s cultural background 
(including beliefs, rituals, and customs) are 
recognized, respected, and incorporated into 
care planning

Comprehensive 
The child and family’s medical, educational, 
developmental, psychological, and other 
needed services are identified and addressed.

1. 5.

2. 6.

3. 7.

4.

Compassionate 
& Culturally 

Responsive Care

Patient and 
Family-Centered

Coordinate 
Care

Accessible and 
Continuous Care 

Safe, 
Quality Care

Comprehensive, 
Integrated, & Preventive 

Health Care
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Over the last 40 years, multiple national, state, and local organizations 

have conducted and published research that shows evidence in 

support of the pediatric PCMH approach to care. These studies 

show an association between access to and utilization of pediatric 

medical homes to improved health outcomes for the population, 

increased satisfaction for children and families and decreased cost 

of care.12  The implementation of the Affordable Care Act in 2010 

further encouraged the uptake of the pediatric medical home model by 

individual practices, large health care organizations, hospitals, states, 

and public and private payers. 

Evidence shows an association between access and utilization of a 

medical home to the following:

• Decreased hospitalizations, including days spent at the hospital13 14  

• Decreased visits to the emergency department15 16 17   

• Less out-of-pocket spending from families, particularly those with 

public insurance18 

• Lower Per Member Per Month (PMPM) costs19 

Colorado led the way in adopting high-quality primary care 

Colorado was an early adopter of the PCMH model of care delivery. In 2007, Senate Bill 130 required the 

Colorado Department of Health Care Policy and Financing, which administers Health First Colorado, to 

collaborate with the Colorado Department of Public Health and Environment to implement a medical home for 

children in Medicaid and CHP+. The Colorado Children’s Health Access Program (CCHAP) was a key partner in 

this effort. Together the state agencies and CCHAP tested new payment models to advance crucial components of 

the children’s medical home, such as routine well-child visits. With the proper incentives in hand, CCHAP worked 

with hundreds of private pediatric practices across the state to open their panels to Medicaid and CHP+ kids. In 

2009, Colorado launched one of the earliest multi-payer medical home pilots, which ended in 2012 and resulted in 

many improvements in costs and health outcomes.20 

In 2011, Colorado Medicaid launched the Accountable Care Collaborative (ACC) with seven Regional Care 

Collaborative Organizations (RCCOs) to coordinate care statewide. Community-based organizations managed 

the RCCOs to build on unique local strengths to address local needs. In 2018, RCCOs evolved into Regional 

Accountable Entities (RAEs) with the added responsibility of delivering integrated physical and behavioral health 

care to Medicaid enrollees statewide. RAEs are charged with supporting local primary care medical providers in 

meeting PCMH standards. 

Today, hundreds of Medicaid pediatric providers serve as a critical and constant source of routine primary care for 

Colorado’s most vulnerable children in communities across our state. As of January 2022, 678,515 children were 

enrolled in Health First Colorado (Colorado’s Medicaid Program) and Child Health Plan Plus (CHP+) programs21 

and have access to a primary care medical provider.

8
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Colorado Children’s  
Healthcare Access Program

The Colorado Children’s Healthcare Access Program 
(CCHAP) has been a shared community asset in 
Colorado for nearly two decades. Since 2006, CCHAP 
has recruited private pediatric and family practices 
across our state to provide a medical home to children 
enrolled in Medicaid and the Child Health Plan 
Plus program. Over the years, CCHAP garnered the 
support of many state and local leaders to enhance 
Medicaid reimbursement for these clinics while also 
supporting them in meeting the ACC’s medical-home 
requirements. CCHAP supported practices in adopting 
electronic health records, providing care coordination, 
integrating behavioral health and dental care in their 
practices. Most recently, CCHAP advocated for policies 
to support providers as they rapidly adopted telehealth 
to continue essential services to low-income

families during the COVID-19 pandemic. As a result 
of CCHAP’s efforts over the past 16 years, preventive 
care visits and immunization rates have increased 
among children in low-income families, while visits 
to the emergency room and hospitalizations have 
decreased. In 2009, CCHAP was the recipient of The 
Colorado Trust’s 2009 John R. Moran, Jr. Grantee 
Leadership Award.

CCHAP’s historical work serves to reaffirm the critical 
role of primary care and the pediatric person-centered 
medical home to address health disparities for children 
and families. Further investments and clinic evolutions 
are critical to continuing our march towards health 
equity for all of Colorado’s children. 

9
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Volume II: The Pediatric PCMH—Transforming in the Face of COVID 

In the following policy brief, we dive further into the impact of COVID-19 on our Colorado families. We’ll learn 

how providers quickly pivoted to telehealth to ensure continuity of care for their patients and explore how 

telehealth done right can remove health disparities and strengthen the PCMH. 

Our third and final brief will explore barriers to advancing health equity through the PCMH and provide policy 

solutions to restore high-quality primary care as the foundation of Colorado’s health care safety net.

Child-Focused Child-Focused with 
Parent Elements
e.g. early childhood 
development, parenting 
skills, family literacy, and 
health screening

Parent-FocusedParent-focused with 
Child Elements

e.g. Child care, workforce 
programs, food & nutrition, 
and student-parent supportWhole Family

Pediatric PCMHs Provide 2Gen Care  
& Address Unmet Social Needs
Unmet social needs are a persistent obstacle to health and well-being for these, and thousands of other low-income 

families in our state, and pediatric PCMHs are uniquely positioned to help address them. Unmet social needs include 

the lack of essential resources such a food, safe housing, or transportation. Medical care alone cannot help achieve and 

maintain good health if families do not have enough to eat, live in sub-standard housing without heat, or are unemployed. 

As we are witnessing with the impact of COVID-19, high rates of unmet social needs often result in reduced access 

to health care and social supports. The lack of necessities leads to stress and adverse health impacts on children and 

families, including more acute, chronic conditions due to forgone health care and disproportionately higher rates of 

mental health conditions and substance use disorders. Physicians report that their patients frequently express health 

concerns caused by unmet social needs beyond their control. And 3 in 4 physicians surveyed (76%) wish the health care 

system would cover the costs associated with connecting patients to services that meet their social needs if a physician 

deems it important for their overall health.22 

A child’s welfare is often dependent on their parent’s social, emotional, and physical well-being. Pediatric PCMHs are 

unique in that they must provide two-generation care, serving both the child and the caretaker(s). From infancy, children 

rely on their parents to learn about and cultivate the habits and skills to ensure their health. Yet parents’ abilities to 

provide this care can be inhibited by many factors, from personal health to environmental circumstances such as their 

job, community, or economic status. When a parent struggles due to any of these factors, children’s health may suffer.23 

Pediatric PCMHs are attuned to the circumstances of the entire family and are considered an essential resource for 

addressing health disparities. The patient-centered care provided by pediatric PCMHs is wide-ranging, team-based, and 

coordinated across all healthcare system elements and the patient’s community.24 

 10
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Maria and Ernesto’s youngest child, Jose Luis (9), has 
muscular dystrophy and requires a motorized wheelchair to get around. 
Recently, Jose’s wheelchair stopped working causing him embarrassment at school. 
Language barriers and the confusing health system made it impossible for Maria to find 
a new wheelchair. At the pediatrician’s office that day, the care team coordinated Jose’s 
benefits to get him a new motorized wheelchair. The interpreter asked about the impact of 
COVID-19 on the family and checked for health-related social needs. Maria and Ernesto 
still had their jobs as front-line workers, but their employers cut their hours, and they were 
exposed to COVID-19 every day. They were falling behind on bills for essential services 
and running low on food. Before the family left the office that day, the care team had 
informed the family of a food assistance program in their community. They had also told 
Maria about the COVID-19 eviction moratorium and connected Maria and Ernesto with 
the local safety net clinic that serves undocumented immigrants. Through the safety-net 
clinic, Maria and Ernesto could access testing and treatment for COVID-19.

After completing their new patient paperwork, Rachel and 
Jasmine (6) sat in the waiting room. Distrustful of how the clinic would use the 
information, Rachel left two patient questionnaires blank. While they waited, Rachel 
noticed an advertisement on the television screen about an organization near their 
house that provides free clothing and food for families in need. Rachel wondered if the 
organization could help her and Jasmine. The pediatrician greeted Rachel and Jasmine 
with a welcoming smile when they entered the exam room. Rachel explained that 
Jasmine didn’t have much experience with doctors. The pediatrician put Rachel at ease, 
explaining each component of the well-child check and making sure mom and daughter 
were comfortable as she moved through each step of the physical exam. The results 
were good! Jasmine was healthy and ready to start the new school year. The family’s first 
interaction with the pediatric care team was positive. Rachel even felt safe asking the 
care team for more information about the organization they learned about in the waiting 
room. The clinic’s care manager offered to connect Rachel directly with the organization, 
and she accepted. So far, the whole team has been respectful, non-intrusive, and 
compassionate. Jasmine liked the pediatrician and felt comfortable with the care team.

Ashley’s behavioral health screener had come back positive 
for potential depression and anxiety. When the doctor reviewed her results, Ashley 
explained that she felt disconnected from her family and friends due to COVID-19.  
She felt hopeless and trapped at home with the kids. Olivia (6 months) was underweight 
and not sleeping through the night. A developmental screener for Ethan (3) revealed 
signs of a potential spectrum disorder. The care team responded with an all-hands-on 
deck approach. The team physician conducted physicals for both kids and checked to 
ensure their immunizations were up to date. She also provided Ashley with breastfeeding 
tips and offered strategies to help Olivia sleep more at night. The team’s therapist 
stopped by to meet Ashley, learn more about how she was feeling and set up more 
time to talk. The team’s care coordinator set up an appointment for Ethan with a clinic 
specializing in autism and other spectrum disorders. Ashley felt hopeful for the first time 
in a long time.
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A foundational goal of the Accountable Care Collaborative (ACC), Health First Colorado’s 
health care delivery system, is to connect every member with high-quality primary care and 
a medical home. The Colorado Department of Health Care and Financing (Department), 
which administers Health First Colorado, should partner with enrollees, providers, regional 
accountable entities, and community stakeholders to ensure this goal is met.

• The Department should 
engage all primary care 
providers, regardless of 
where they are on the road 
to becoming a PCMH, to 
ensure providers have the 
resources and technical 
support they need to 
provide high-quality care.

• The expectation should be set 
in the ACC that every family 
establishes a continuous 
relationship with their 
children’s pediatric primary 
care medical provider. The 
The Department should work 
with stakeholders to establish 
policy, metrics and incentives 
to achieve this goal.

• All ACC members, especially 
healthy members, should be 
engaged or activated and 
offered services to ensure 
health maintenance and 
promotion. People who are 
activated and engaged are 
more likely to manage their 
health successfully by, for 
example, stopping smoking 
(or vaping), losing weight, and 
using primary care instead of 
the emergency room. 

Let’s Do This

12
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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.

Advancing Health Equity Through 
Pediatric Person-Centered Medical Homes

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 

VOLUME I: 
The Pediatric PCMH—A Lifeline for families 

https://www.baskett.rocks/

