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Research aims: To explore the extent to which 
disparities in health were conceptualized, 
implemented and evaluated within PCMH pilots in 
different US states and understand how the 
model could be improved to reduce inequalities. 

Methods: 33 semi-structured interviews with key 
actors in 6 PCMH pilots in Colorado, Louisiana, 
Massachusetts, Pennsylvania, and Rhode Island 
and experts in PCMHs and disparities. 

Aims and methods



Disparities and caring for vulnerable populations was not a 
significant driver in PCMH pilots

No evaluation of disparities in health in any of the PCMH 
pilots, main focus was quality improvement and cost 
savings

Benefits:

Relative optimism in the ability of PCMHs to reduce 
disparities by providing care management, population 
outreach, evidence based guidelines and identify those 
with high needs.

Quality improvement seen as a way to improve health 
disparities automatically

Cross-financing arrangements subsiding care for 
uninsured patients

Main findings



Risks

Providers were struggling to achieve quality 
improvements  

Concerns that PCMHs with fewer resources could find 
implementation of the PCMH more difficult, creating 
perverse incentives. 

Some providers were disadvantaged by payment 
structures as they were only paid for patients insured by 
payers in the pilot while providing universal care.

QI measures would not be effective alone.

Quality metrics 

Metrics used in the PCMH pilots were not risk adjusted, 

‘Frustrating’ comparisons to practices with different 
patient populations

Main findings 2



Improving the PCMH model to address disparities

Collecting demographic information on ethnicity and 
socio-economic status

Adjusting quality metrics for patient-mix to reward 
relative improvement

Redistribute resources towards practices serving 
vulnerable populations and addressing payment 
inequities

Expanding the focus on disparities to the wider health 
system and the social determinants of health

Main findings 3



PCMHs are seen as having potential to improve disparities 
but this has been hampered by limited data, unadjusted 
quality metrics and financial mechanisms – which could 
have unintended consequences for vulnerable populations

Providers should not be held accountable for outcomes 
outside of their influence

Conclusions



The literature states that programmes may be able to 
reduce disparities if they reward relative improvement, 
adjust quality measure and conduct evaluatyittt

Pilot sites seemed overly optimistic – unclear by what 
mechanism they felt that PCMHs would reduce disparities in 
health – were they targeting specific initiatives at high need 
groups?

Very difficult to reduce disparities in health if providers are 
not collecting basic demographic data – was this not 
required by payers

Conclusion – bottom-up initiatives enable local stakeholders 
to tailor programmes but this wasn’t evident in the 6 pilots 
as they didn’t appear to have control over quality metrics

Questions


