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ealth equity — the absence of unfair, avoidable, or remediable 
differences in health among social groups — can be understood as 
both a process and an outcome.1 It is the process of sharing power 

among people to invest and distribute resources to those with greatest 
need, with the goal of creating just opportunities that result in the 
elimination of health disparities.2 To achieve health equity, focus must be 
placed on communities historically excluded, exploited, and deprived of 
needed resources because of their race, ethnicity, language, gender 
identity, disability, sexual orientation, or location.3 

In particular, communities of color in the U.S. can have less access to 
primary care and worse health outcomes — inequities that often stem 
from structural and interpersonal racism. 4,5  For example, Black people can 
have more difficulty scheduling timely primary care appointments, have 
fewer primary care practices in their neighborhoods, can spend more time 
seeking care, and are more likely to report unfair treatment and 
discrimination in medical settings.6, 7, 8, 9, 10 As a result of these inequities, life 
expectancy for Black people is substantially lower than that of white 
individuals — a gap that has widened during the COVID-19 pandemic.11,12  

Medicaid covers roughly one-third of Black individuals, Latinos, and 
American Indians and Alaskan Natives in the U.S., and 10 million people 
with disabilities.13,14 Therefore, Medicaid can serve as an important tool to 
advance health equity broadly, and improve primary care for marginalized 
communities, specifically. In the context of larger health reforms, it can help ensure that high-quality primary care is available to 
every person and family in all communities.15 

This module outlines how states can use their Medicaid managed care programs to strengthen primary care, reduce 
health disparities, and advance health equity. It primarily focuses on advancing equity for communities of color, and 
acknowledges the importance of achieving health equity for other marginalized communities, as well as the intersectionality of 
systems of oppression, such as ableism and sexism, that affect health and well-being.16 

States are in early stages of defining and working toward explicit health equity goals related to primary care and managed care, 
and few states have published outcomes for this work. The examples included in this toolkit are intended to serve as a starting 
point for states seeking to establish targeted health equity goals, with the aim of designing more advanced goals in the future.  

PROMOTE HEALTH EQUITY:  
Design Considerations Summary  
States interested in advancing health equity in primary  
care will want to consider opportunities to: 

✔ Partner with communities to design a more  
equitable primary care system.  

✔ Define the state’s goals relating to health equity and  
primary care, within Medicaid and across state government.  

✔ Monitor and enhance access to primary care.  

✔ Promote the collection of race, ethnicity, and language data.  

✔ Integrate health equity goals into existing and emerging primary care 
transformation efforts.  

✔ Target social needs associated with health inequities.  

✔ Address disparities in behavioral health treatment.  

✔ Design value-based payment models to promote more comprehensive  
and equitable care.  

✔ Hold managed care organizations accountable for progress toward the  
state’s health equity and primary care goals. 

H 
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Design Considerations 

✔ Partner with communities to design a more equitable primary care system. 
In their role as policymakers and conveners, states can best serve communities experiencing inequities by committing to 
the principle: “nothing about us without us.”17 By engaging communities and meaningfully connecting engagement work 
to decision-making, states can develop more effective policies, including those that advance more comprehensive and 
equitable primary care.18 

In approaching this work, states should seek to elevate people with lived expertise and earn trust. Because of logistic 
challenges and limited resources, it may be difficult for states to establish comprehensive community engagement 
strategies and compensate people for their contributions. States can consider alternative funding and partnership models 
to support this work. For example, California’s state Medicaid agency partners with foundations to secure additional 
funding for community engagement, which covers travel expenses and a per diem payment for community members.19 
Many states also call upon advocacy organizations, trusted local institutions like health centers, and accountable 
communities of health to inform primary care priorities. 

State community engagement efforts should ideally include a variety of forums, strategies, and partners to capture 
community and consumer input on primary care and health equity initiatives. State Medicaid agencies can work with 
Medicaid members through their Medical Care Advisory Committees, and supplement this baseline requirement with other 
strategies, such as public forums, listening sessions, targeted workgroups, surveys, focus groups, online feedback tools, or a 
separate member advisory council (as in Virginia and Colorado).20,21,22  

For example, Oregon gathers community input and member perspectives at several levels. At the primary care policy level, 
a health care advocate participates on Oregon’s Primary Care Payment Reform Collaborative to offer a consumer 
perspective, and the Primary Care Office hosts a listening series to engage communities on health equity priorities relating 
to the behavioral health workforce and the Patient-Centered Primary Care Home (PCPCH) program.23 At a broader state 
policy level, the Oregon Health Authority hosts public listening sessions to gather feedback on proposed equity-focused 
quality metrics and largescale Medicaid reform initiatives.24 Through its managed care program, Oregon’s coordinated care 
organizations work with tribal liaisons and a tribal advisory council, and use a Community Advisory Council to set priorities 
for health equity and social needs investments and co-develop tools, including a community health assessment and 
community health improvement plan. 25,26 At the regional level, regional health equity coalitions engage with communities 
to identify sustainable and long-term policy, system, and environmental solutions to increase health equity in Oregon.27  
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The Oregon Health Authority’s community engagement strategies checklist 
helps to guide these activities, including questions such as: 

1. Are community partners leading the direction of the work, or are we 
plugging them into our agenda? 

2. Is there shared decision-making with all parties impacted? 

3. Are community partners at the intersections (e.g., people of color with 
disabilities) who are most impacted by the topic or issue, present and fully 
participating? 

4. Are there more accessible ways for information be conveyed (e.g., visuals, 
audio presentation, role-play)?29  

It is also important for states to consider how to accommodate the needs of 
communities in developing these engagement and partnership mechanisms. For 
instance, to engage non-English speaking communities, who are particularly 
likely to be left out of community engagement activities,30 states can ensure that 
activities are conducted in multiple languages — as New York did when 
conducting focus groups to better understand community experiences seeking 
care.31 Using multiple modalities and languages for engagement increases 
opportunities for different community members to give input and partner in 
decision-making processes to advance equity in primary care. 

✔ Define the state’s goals relating to health equity and primary 
care, within Medicaid and across state government. 
To advance health equity, states should examine a wide variety of programs and 
structures, develop shared definitions of key terms (like “health equity” and 
“disparities”), and identify comprehensive short- and long-term goals and 
activities to move the work forward. For example, the Pennsylvania Department 
of Human Services developed a Racial Equity Report for 2021, which included 
not only an overview of Medicaid managed care initiatives, but also initiatives 
related to economic justice, early childhood education, and child welfare.32  

Within this broader context, states should assess existing primary care and managed care initiatives and how they can be 
strengthened and supported to improve care for people of color and other marginalized communities. This assessment can 
guide states in developing clear health equity goals related to primary care, the needs of communities, and ensuring 
accountability. Goals might be narrowly targeted toward specific activities or outcomes in primary care, such as improving 
maternal and infant outcomes for Black enrollees, or broader, like decreasing all racial/ethnic health disparities in primary 

Request for Proposal Excerpts: Minnesota28   
Following is sample Minnesota managed care request for proposal  
(RFP) language related to health equity:  

 “How does your organization address structural racism? What steps have 
you taken to become an antiracist organization? How do you plan to 
improve your systems and processes to be more antiracist?”  

 “Describe a specific initiative your organization has implemented to 
address racial disparities you see within populations you serve. Describe 
the selection of the initiative, the planning process, implementation, 
evaluation, and learnings from that initiative.” 

 “Describe steps your organization has taken and/or will commit to taking 
to reduce implicit, explicit, and institutional bias experienced by Black 
and Indigenous people during pregnancy, delivery, and postpartum 
care. How are these actions monitored? How will these actions be 
sustained and/or adjusted in the future?  How will these actions improve 
health outcomes and address disparities in health outcomes for Black 
and Indigenous people during and after pregnancy?” 

 “How has your organization approached disparities in well child visits? 
What have you learned from these efforts and how will you apply these 
learnings to future efforts? How are you connecting families to broader 
social supports?” 

“How does your organization use value-based purchasing or other 
incentive arrangements to improve racial equity in quality of care and 
health outcomes?” 
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care through improved access to high-quality, comprehensive primary care. These goals can be tracked at the state, 
Medicaid agency, and plan levels, and could use existing frameworks — such as quality measures embedded in MCO 
incentive and withhold arrangements or broader system-level measures like “the health of primary care” scorecard in a 
recent National Academies of Science, Engineering, and Medicine (NASEM) report.33 As an example, Oregon set a goal to 
eliminate health inequities by 2030 and is exploring ways to support this goal through its PCPCH program, a diversified 
health care workforce, and telehealth that works better for those with limited English proficiency, among other broader 
strategies.34, 35 

States can also embed primary care health equity goals in the managed care state quality strategy, and set priorities related 
to targeted health disparities and populations.36 For example, Minnesota’s quality strategy notes specific disparities in 
prematurity, low birth weight, and infant mortality among Black individuals and American Indians, and describes targeted 
goals relating to these inequities.37 A similar strategy could be applied to primary care goals. For example, a state might 
focus on access to and experience of care during well-child visits and establish objectives for managed care to reduce or 
close racial disparities. Recurring reports, like Michigan’s annual Health Equity Report, can help states consistently track 
progress on quality goals relating to health equity in a way that is transparent to all stakeholders.38 Using these reports to 
highlight metrics tied to provision of primary care — including immunization rates, well-child visit rates, and blood sugar 
control for diabetic patients — can reinforce a state’s primary care health equity goals. 

Formal teams and offices can also empower state staff to work toward addressing these issues. In 2019, the Louisiana 
Department of Health established an Office of Community Partnerships & Health Equity and developed a Health Equity 
Framework and Action Plan, which authorized a series of Health Equity Action Teams (HEATs) throughout the Louisiana 
Department of Health.39, 40 The Medicaid-specific HEAT includes diverse members from multiple sections in the Medicaid 
agency, including the Quality Improvement and Innovations Section, which helps oversee Medicaid managed care and 
primary care initiatives. The state’s “barriers to health” fact sheet notes five state health priorities (maternal health, cancer, 
HIV, Hepatitis C, and behavioral health) and lists associated structural and social determinants of health.41 To work toward 
these priorities, the state’s most recent RFP asks prospective MCOs to reflect on inequities relating to: low birth weight, 
postpartum care, colorectal and cervical cancer screening, and HIV viral load suppression, among other quality measures.42 

✔ Monitor and enhance access to primary care. 
Many people, including communities of color, rural residents, and individuals with disabilities, have inequitable access to 
primary care, which can lead to disparities in health outcomes.43 To respond to this challenge, states can monitor primary 
care access in Medicaid managed care programs (e.g., compliance with time and distance standards, among other 
quantitative network adequacy standards), with a specific focus on communities experiencing health disparities.44 For 
example, states can use mystery or secret shopper programs, geospatial analysis, available claims data, and existing Federal 
Health Resources Services Administration data and tools to examine primary care access in communities of color. 45,46 The 
analysis can also occur in a variety of contexts, such as external quality review, contract monitoring and enforcement, or 
MCO reporting.  
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States can ensure that plans connect enrollees to a regular source of primary 
care, either through enrollee election of a primary care provider or auto-
assignment, and consider ways to improve auto-assignment methodologies to 
direct enrollees to primary care providers that offer high-quality, equitable care.48 
States can also ensure that, per federal rule, American Indian/Alaskan Native 
enrollees have timely access to primary care through health care programs 
operated by the Indian Health Service or by an American Indian Tribe, Tribal 
Organization, or Urban Indian Organization.49 

Once gaps are identified, states can also think holistically about opportunities to 
reduce disparities in primary care access. Potential options could include: 
Medicaid expansion, robust and responsive non-emergency medical 
transportation programs, and targeting enhanced payments to primary care 
practices in low-access areas — particularly in the aftermath of the COVID-19 
pandemic.  

Finally, state Medicaid agencies should communicate program needs to state 
legislatures. Clear communication about the needs of Medicaid programs — and 
the likely effect of inaction — can help states craft a cohesive approach to 
addressing longstanding health inequities, including primary care and 
behavioral health care provider shortages. For example, state legislatures can 
help craft cross-agency initiatives relating to workforce diversity and primary care 
investment, and authorize more funding for the Medicaid program to prevent or 
alleviate access to care obstacles.50, 51 

✔ Promote the collection of race, ethnicity, and language data. 
Race, ethnicity, and language (REL) data enable states and health care 
organizations to identify racial and ethnic health disparities, and track progress in 
reducing these disparities. MCOs often collect and analyze REL data and can use 
this data to identify ways to improve care and reduce disparities in the context of 
quality and performance improvement and population health management. 
States can explicitly require these activities in their managed care contracts, or, 
like Pennsylvania (in its Medicaid program) and California (through its health 
insurance exchange), require that plans attain NCQA Distinction in Multicultural 
Health Care.52 

  

Request for Proposal Excerpts: Louisiana47   
Following is sample Louisiana managed care request for proposal  
(RFP) language related to health equity:  

 Describe the Proposer’s organizational capacity to develop, administer, 
and monitor completion of training material for its staff, contractors and 
network providers, including if providers or Material Subcontractors are 
currently required to complete training topics on health equity, beyond 
CLAS standards.  

 Describe the Proposer’s demonstrated experience and capacity for 
engaging community members and health care providers in improving 
the health of the community and addressing regional, cultural, 
socioeconomic, and racial disparities in health care that exist among 
Enrollees. 

 Describe how the Proposer will leverage data analysis and community 
input to address inequities in outcomes experienced by pregnant and 
postpartum Black Enrollees and their newborns related to pregnancy, 
childbirth, and the postpartum period.  

 Describe how the Proposer will use feedback from enrollees and their 
family members to identify and execute program improvements. 
Include specific examples of experience that will enable the Proposer to 
be successful in this endeavor in LA, including but not limited to 
community engagement; home visiting programs; collaboration with 
community‐based organizations, doulas, and/or community health 
workers; and provider training 

 Specifically, which outcome measures does the Proposer propose to 
focus on to improve pregnancy and birth outcomes for Black 
populations enrolled in Louisiana Medicaid and what activities will the 
Proposer engage in to reduce disparities and improve outcomes for 
pregnant and postpartum Black Enrollees and their newborns during 
and after pregnancy? Please include specific actions and timelines. How 
does your organization use value-based purchasing or other incentive 
arrangements to improve racial equity in quality of care and health 
outcomes? 
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Strong data-sharing practices between MCOs and primary care teams can help reconcile REL data, standardize data 
collection practices, and verify data accuracy.53 REL data collection may occur during multiple touchpoints, including by: (1) 
the state or its enrollment broker during Medicaid enrollment; (2) the MCO during health risk assessments or other contacts 
with members; and (3) primary care teams through patient intake. The routine contact and closer relationships between 
primary care teams and individuals makes primary care a natural setting in which to fill gaps and confirm accuracy of 
existing REL data. For example, MCOs may send REL data in member attribution files to primary care teams and provide 
incentives to these teams to supplement this data. Additionally, MCOs can send quarterly performance reports that include 
stratified performance data relating to state health equity and quality goals — such as for postpartum care or HbA1c testing 
quality measures.  

Once REL data has been collected, states, MCOs, and primary care teams can use this data to stratify quality metrics to 
identify plan- or practice-specific health equity priorities. This data can also enhance practice-level quality improvement 
activities, such as equity-related patient-reported measures.54 

Finally, data limitations should not stop work relating to health equity. REL data collected at the state, plan, or provider level 
can be a powerful tool, but are not the only sources of data. Census-level data and qualitative data gleaned from 
community engagement activities can also help states identify primary care priorities for health equity and inform the 
design of health equity-focused interventions.55  

✔ Integrate health equity goals into existing and emerging primary care transformation efforts. 
States often have patient-centered medical home programs and other primary care transformation efforts underway and 
can integrate explicit health equity goals into that work. For example, Ohio modified its longstanding comprehensive 
primary care program to include a specific patient experience requirement for 2021 relating to cultural competence and 
implicit bias training.56 States can also modify these programs to incorporate existing standards and certifications, like the 
National Standards for Culturally and Linguistically Appropriate Services in Health and Health Care.57 

States can also direct MCOs to advance health equity goals through targeted primary care innovations. As an example, 
states could seek to scale and spread primary care models and services associated with reductions in health disparities in 
maternal and infant health outcomes, such as group prenatal care and community health worker models. 

States can make it easier to provide these modes of care through payment and policy reform and set clear expectations for 
MCOs. States may consider: (1) adding relevant benefits and billing codes; (2) crafting payment models that allow for team-
based, patient-centered modes of care, with a preference for multi-payer efforts whenever possible; and (3) directing MCOs 
to explore these models in the context of a performance improvement project (PIP), MCO incentive arrangement, value-
based payment program, or network provider training. For example, Michigan requires its MCOs to work with primary care 
practices to develop evidence-based approaches to reduce disparities and to support the design and implementation of 
community health work interventions, which are “tailored to the needs of community members in terms of cultural and 
linguistic competency and shared community residency and life experience.” Community health workers can accompany 
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clients to, and participate in, office visits, advocate for clients with providers, and problem-solve barriers to care, among 
other activities. 

Likewise, states could call on MCOs to adapt and codesign telehealth and digital health tools to improve primary care access 
for marginalized communities, embed interpreters into telehealth workflows, and connect members to low-cost internet 
and digital devices.58, 59  

For more on team-based care, behavioral health integration, and technology, see the Conceptualizing and Designing Core 
Functions section of this toolkit. 

✔ Target social needs associated with health inequities. 
Structural drivers of health inequity negatively impact social determinants of health for marginalized communities and 
produce health inequities.60 For example, structural racism negatively impacts Black people’s access to quality food, 
housing, and education, and is the root cause of social issues such as mass incarceration. 61, 62, 63 Achieving health equity will 
require an examination of the social and structural drivers of health inequities, beyond broader social determinants of 
health. 

Within this context, state Medicaid agencies can build cross-sector partnerships that seek to identify and address individual- 
and community-level social needs that impact health, as well as define a specific role for primary care teams and MCOs in 
the overall system. This process includes defining appropriate upstream, midstream, and downstream efforts related to 
social determinants of health, and assessing systems and structures that produce and perpetuate health inequities. 64  

States can embed social care integration activities into primary care initiatives and programs, and define how MCOs can 
support these goals to advance health equity and improve care.65 For example, North Carolina requires Advanced Medical 
Homes (AMHs) to assess the social needs of patients prioritized for care management, and develop care plans that address 
these social needs.66 To support the primary care teams engaging in this work, MCOs must provide initial care needs 
screening results to AMHs, in addition to quality metrics and total cost of care data. MCOs then share consolidated care 
management data back to the state. In the future, the state will consider whether to require AMHs to screen for social needs 
more systematically and further encourage use of a statewide services referral system. Similarly, in the next phase of its 
managed care program, Louisiana will ask MCOs to describe, as part of its health equity plan, how they will partner with 
community-based organizations and reimburse network providers for screening for health-related social needs and 
submitting applicable diagnosis codes (“Z codes”) on claims.67 

Building upon this multi-directional data sharing, states could require MCOs to provide primary care teams with actionable 
data on health disparities and associated social risk factors, and consider a suite of quality assessment and performance 
improvement strategies to close these gaps, including training, technical assistance, PIPs, and targeted investments. For 
example, Oregon expects coordinated care organizations to provide additional “health-related services” that include: (1) 
flexible services, such as fresh food prescriptions for members and legal assistance for housing-related issues; and (2) 
community-benefit initiatives, which can include health information technology integration with social resource and referral 

https://www.chcs.org/media/PCI-Full-Toolkit_090319.pdf
https://www.chcs.org/media/PCI-Full-Toolkit_090319.pdf
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systems in the primary care setting.68 And Nevada requires MCOs to choose two PIPs from a list of potential topics, 
including “social determinants of health and health equity” and “increased access and use to primary care,” in addition to a 
statewide PIP on Black maternal and infant mortality. 69 

In addition, states can create structures that coordinate statewide and regional health planning efforts across health care 
and other organizations, in partnership with communities. These activities can be done broadly for the Medicaid 
population, but can also be tailored for the needs of specific populations experiencing health inequities, such as people 
involved in the justice system or Black people who are pregnant. For example, Pennsylvania’s Regional Accountable Health 
Councils collaborate on regional social determinants of health needs assessments and identify high-priority geographic 
areas impacted by disparities.70 Council members include MCOs and health centers that provide primary care, in addition to 
trusted community institutions. 

For more on identifying and addressing health-related social needs, see the Identify and Address Social Needs module of this 
toolkit. 

✔ Address disparities in behavioral health treatment. 
Behavioral health care — including mental health and substance use — is an integral component of overall health. 
Structural factors, such as differential insurance status, stigma surrounding mental illness, and a lack of diverse and culturally 
competent behavioral health care providers drive health disparities in access to behavioral health care for many 
communities, including for people of color.71 The need for high-quality behavioral health treatment has only increased in 
the wake of the COVID-19 pandemic, which has led to widespread experiences of depression, toxic stress, and trauma.72  

Primary care teams and their MCO partners can work to address mental health disparities by tailoring behavioral health 
integration efforts to specific communities and patients, such as people with disabilities, Black individuals, Latinos, or 
LGBTQ+ youth experiencing homelessness.73,74,75,76 States may consider how to increase capacity and diversity in the 
behavioral health care workforce by identifying how to cover services from providers such as peer navigators,77 who can use 
community connections and shared lived experience to promote health equity.78 Trauma-informed primary care can further 
serve the behavioral health needs of populations who experience higher rates of trauma and the resulting negative impacts 
on mental and physical health.79 

For more on integrating behavioral health and primary care, see the Integrate Behavioral Health Care module of this toolkit. 

✔ Design value-based payment models to promote more comprehensive and equitable care. 
As noted in a recent NASEM report, payers should seek to “pay for primary care teams to care for people, not doctors to 
deliver services.” This change in focus recognizes primary care’s impact on “measures of population health, equitable 
outcomes, changing mortality and chronic disease prevalence trends, and overall increased health and well-being.”80 

To work toward this goal, state Medicaid agencies can design prospective and hybrid payment models that support 
comprehensive primary care and targeted health equity initiatives, as in Washington State.81 These new payment models 

https://www.chcs.org/media/PCI-Toolkit-SDOH-Tool_090319.pdf
https://www.chcs.org/media/PCI-Toolkit-BHI-Tool_090319.pdf


Promote Health Equity: Advancing Primary Care Innovation in Medicaid Managed Care 

 

9 

can promote financial stability and flexibility, and can enable more advanced primary care delivery, such as screening for 
and addressing health-related social needs, increasing access to care through use of technology, providing team-based care, 
and integrating behavioral health care into primary care. 82 

States can also consider how to create new or modify existing primary care value-based payment models to explicitly 
incorporate health equity goals and monitor unintended effects of these models.83 Value-based payment models that are 
not intentionally designed to promote health equity can mask existing or growing health disparities in the patient 
population by averaging indicators and exacerbate disparities by penalizing providers who serve members with more 
complex needs. This risk is a particularly salient concern for primary care providers who serve underserved communities or 
patients with a diverse set of health needs. For example, Minnesota requires their integrated heath partnerships to develop 
a health equity measure and considers performance on these measures when calculating the performance-based 
payments.84 

States can also use value-based payment to support health centers, which have a long history of delivering culturally 
competent, comprehensive primary care and supportive services like translation.85 For example, Medicaid MCOs, like the 
Community Health Plan of Washington, have explored alternative payment model pilots that seek to support whole person 
care at federally qualified health centers and reward health centers for taking on health equity goals.86 Several states, 
including Colorado, Oregon, and Washington State, have also created state-led advanced payment models for health 
centers, which encourage investment in quality improvement and population health management strategies that could 
include health equity goals.87 

Primary care payment models sometimes experience a “chicken-egg conundrum,” where practices require flexible and 
enhanced financial support to enable care transformation, but cannot access that flexible funding without first 
demonstrating advanced capabilities.88 To address these challenges, states may consider providing enhanced payments to 
primary care providers to begin care delivery transformation with a health equity focus, and enable multi-payer efforts to 
provide new, predictable, and sustainable revenue, tied to streamlined reporting requirements. This approach mirrors that 
of the Advanced Payment Accountable Care Organization model, which provided upfront payments for practice 
transformation and strengthened capacity to analyze population-level data used to analyze disparities in care.89 For 
example, North Carolina’s Health Equity Enhanced Payment Initiative offers an enhanced payment to primary care 
practices serving individuals from parts of the state with high poverty rates. Participating practices commit to an initiative 
that advances health equity, such as recruitment of community health workers, health coaches, and doulas.90 
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✔ Hold MCOs accountable for progress toward the state’s health equity and primary care goals. 
Finally, states should hold MCOs accountable for progress toward the state’s goals related to primary care and health equity. 
For example, states can embed disparity-related measures, goals, and activities into MCO incentive and withhold 
arrangements, and quality-based auto-assignment methodologies. Michigan’s 2021 bonus program rewards statistically 
significant improvement in disparities for Black individuals and Latinos relating to several primary-care related measures, 
including access to preventive/ambulatory health services.91 This bonus program is in addition to a longstanding bonus 
program dedicated to strategies to address disparities in low birth weight,92 as well as a robust monitoring program that 
examines stratified quality measures by region and race, ethnicity, and language and reports progress in an annual Health 
Equity Report.93 

For more information on MCO accountability, see the Promote Accountability Mechanisms for Managed Care Organizations 
module of this toolkit.  

  

https://www.chcs.org/media/PCI-Toolkit-MCO-Accountability-Tool_111720.pdf
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Promoting Health Equity through Primary Care: Examples of Medicaid Managed Care 
Requirements 

Network Management and Training 

The District of Columbia requires all managed care programs to have equal access to the District’s major physician groups.94 

California MCOs (according to the state’s draft RFP) “must provide annual sensitivity, diversity, cultural competency and Health Equity training for its staff, Network 
Providers, and Subcontractors. Training must consider structural and institutional racism and Health Inequities and their impact on Members, staff, Network 
Providers, and Subcontractors. Contractor must ensure Network Providers and Allied Health Personnel receive pertinent information regarding the [Population 
Needs Assessment] findings and the identified targeted strategies. Contractor must use the most appropriate communication method(s) to assure the information 
can be accessed and understood. The training must include the following requirements: 

(1) Promote access and delivery of services in a culturally competent manner to all Members and Potential Members, regardless of sex, race, color, religion, 
ancestry, national origin, creed, ethnic group identification, age, mental disability, physical disability, medical condition, genetic information, health status, marital 
status, gender, gender identity, sexual orientation, or identification with any other persons or groups defined in Penal Code 422.56; and 

(2) Information about the Health Inequities and identified cultural groups in Contractor’s Service Area which includes but is not limited to: the groups’ beliefs 
about illness and health; methods of interacting with Providers and the health care structure; traditional home remedies that may impact what the Provider 
recommends to treat the patient; and language and literacy needs.”95 

Required MCO Staff 

In Ohio, MCOs must staff a Family Engagement Director and Youth Engagement Director, who are responsible for obtaining input from populations experiencing 
disparities in access to care and building practices that promote racial equity.96 

Oklahoma MCOs must “maintain health equity representatives who are actively involved in improvement initiatives to reduce disparities by: obtaining input from 
Health Plan Enrollees and from Providers of direct services which are intended to reduce adverse health outcomes among Health Plan Enrollees, determining the 
root cause of inequities, developing targeted interventions and measures, and collecting and analyzing data to track progress in disparity reduction efforts.”97 

In its most recent RFPs, California (a draft version) and Louisiana plan to require MCOs to maintain a full-time Health Equity officer/administrator. 98, 99 

Quality Assessment and Performance Improvement 

Nevada requires MCOs to participate in a statewide PIP focusing on reduction in maternal and infant morbidity and mortality among Black individuals. MCO 
quality improvement teams must include staff with expertise in health equity. 100 

Washington State MCOs must “collaborate with peer MCOs and the [Department of Health] to form a Health Care Disparities Workgroup aimed at reducing 
disparities in one performance measure. The Health Care Disparities Workgroup shall consult with community experts and organizations as appropriate to 
disaggregate data on at least one performance measure and examine the data for racial/ethnic disparities. The Workgroup shall implement interventions aimed at 
reducing health care disparities in the selected measure.”101 
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Population Health Management 

Hawaii health plans must use “sophisticated IT infrastructure and data analytics to support DHS’ vision and goals for quality improvement, measurement and 
evaluation, including the capability to identify sub-populations by age, race, ethnicity, primary language, special populations, or other demographics experiencing 
disparities. The Health Plan shall also use predictive analytics to identify populations at risk for poor health outcomes and high cost, stratify and report metrics at 
the state and regional or service area level, and by sub-population, and be able to report data at the patient or provider level to DHS as required.”102 

Utilization Management 

Washington State MCOs must “have written policies for applying [Utilization Management Program] decision-making criteria based on individual Enrollee needs, 
such as age, comorbidities, complications and psychosocial and home environment characteristics, where applicable; the greater and particular needs of diverse 
populations, as reflected in Health Disparities, risk factors (such as [Adverse Childhood Events] for Enrollees of any age), Historical Trauma, and the need for 
Culturally Appropriate Care; and the availability of services in the local delivery system.” 103 

Value-Based Payment 

Ohio includes a bonus payment for its Comprehensive Primary Care (CPC) for Kids program tied to foster care supports, school linkages, lead testing, and screening 
for adverse childhood experiences and health-related social needs. Each provider’s score is risk adjusted using data from the Ohio Opportunity Index, which 
includes domains like transportation, housing, and crime. The state requires MCOs to pay providers using state-defined criteria. In Fiscal Year 2021, Ohio requires 
CPC practices to conduct a cultural competency and implicit bias training.104 

MCO Accountability 

Oregon has developed a specific quality measure in its quality incentive program, entitled “Meaningful Access to Health Care Services for persons with limited 
English proficiency.”105 

Rhode Island’s accountable entity and MCO incentive pool includes the following pay-for-reporting measure: “Percentage of AE attributed lives with a primary 
care visit for whom their attributed primary care provider possesses their race, ethnicity and language data.”106 

 



Promote Health Equity: Advancing Primary Care Innovation in Medicaid Managed Care 

 

13 

  

ENDNOTES 
1 American Medical Association. Organizational Strategic Plan to Embed Racial Justice and Advance Health Equity. 2021-2023. Available at: https://www.ama-assn.org/system/files/2021-05/ama-equity-strategic-
plan.pdf. 
2 Ibid. 
3 Ibid. 
4 Zinzi D. Bailey, Justin M. Feldman, and Mary T. Bassett. How Structural Racism Works — Racist Policies as a Root Cause of U.S. Racial Health Inequities. February 25, 2021. N Engl J Med 2021; 384:768-773. DOI: 
10.1056/NEJMms2025396. Available at: https://www.nejm.org/doi/full/10.1056/NEJMms2025396.  
5 R. Garfield, K. Orgera, and A. Damico. The Coverage Gap: Uninsured Poor Adults in the States that Do Not Expand Medicaid. Faiser Family Foundation, January 2021. Available at: https://www.kff.org/medicaid/issue-
brief/the-coverage-gap-uninsured-poor-adults-in-states-that-do-not-expand-medicaid/. 
6 Wisniewski JM, Walker B. Association of Simulated Patient Race/Ethnicity With Scheduling of Primary Care Appointments. JAMA Netw Open. 2020;3(1):e1920010. doi:10.1001/jamanetworkopen.2019.20010. 
Available at: https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2759761.  
7 Elizabeth J. Brown, Daniel Polsky, Corentin M. Barbu, Jane W. Seymour, and David Grande. Racial Disparities In Geographic Access To Primary Care In Philadelphia. Health Affairs 2016 35:8, 1374-1381. Available at: 
https://www.healthaffairs.org/doi/10.1377/hlthaff.2015.1612.  
8 Daly, Michael R., and Jennifer M. Mellor. Racial and Ethnic Differences in Medicaid Acceptance by Primary Care Physicians: A Geospatial Analysis. Medical Care Research and Review 77, no. 1 (February 2020): 85–95. 
https://doi.org/10.1177/1077558718772165.  
9 Ray KN, Chari AV, Engberg J, Bertolet M, Mehrotra A. Disparities in Time Spent Seeking Medical Care in the United States. JAMA Intern Med. 2015;175(12):1983–1986. doi:10.1001/jamainternmed.2015.4468. 
Available at: https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2451279.  
10 Liz Hamel, Lunna Lopes, Cailey Muñana ,Samantha Artiga, and Mollyann Brodie. KFF/The Undefeated Survey on Race and Health. October 13, 2020. Available at: https://www.kff.org/report-section/kff-the-
undefeated-survey-on-race-and-health-main-findings/#HealthCareSystem.  
11 Leiyu Shi, James Macinko, Barbara Starfield, Robert Politzer, Jiahong Xu. Primary care, race, and mortality in US states. Social Science & Medicine, Volume 61, Issue 1, 2005, Pages 65-75, ISSN 0277-9536, 
https://doi.org/10.1016/j.socscimed.2004.11.056. Available at: https://www.sciencedirect.com/science/article/pii/S0277953604006008. 
12 Elizabeth Arias, Betzaida Tejada-Vera, and Farida Ahmad. Provisional Life Expectancy Estimates for January through June, 2020. February 2021. Available at: https://www.cdc.gov/nchs/data/vsrr/VSRR10-508.pdf.  
13 Medicaid Coverage Rates by Ethnicity. 2019. Available at: https://www.kff.org/medicaid/state-indicator/nonelderly-medicaid-rate-by-
raceethnicity/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D.  
14 People with Disabilities. MACPAC. Available at: https://www.macpac.gov/subtopic/people-with-disabilities/.  
15 National Academies of Science, Engineering, & Medicine. Implementing High-Quality Primary Care Rebuilding the Foundation of Health Care: Ensure Access. Policy Brief. Available at: 
https://www.nap.edu/resource/25983/High%20Quality%20Primary%20Care%20Policy%20Brief%202%20Access.pdf.  
16 Crenshaw, Kimberle () "Demarginalizing the Intersection of Race and Sex: A Black Feminist Critique of Antidiscrimination Doctrine, Feminist Theory and Antiracist Politics," University of Chicago Legal Forum: Vol. 
1989: Iss. 1, Article 8. Available at: http://chicagounbound.uchicago.edu/uclf/vol1989/iss1/8. 
17 J.M Zhu, R. Rowland, R. Gunn, S. Gollust, and D.T. Grande. “Engaging Consumers in Medicaid Program Design: Strategies from the States.” The Milbank Quarterly, 99, no.1 (2020): 99-125. Available at: 
https://onlinelibrary.wiley.com/doi/10.1111/1468-0009.12492. 
18 See Community Engagement Framework, pg. 17. Louisiana Department of Health. “Phase I Health Equity Plan.” Available at: https://ldh.la.gov/assets/cphe/Equity_Framework.pdf. 
19 J.M. Zhu and R. Rowland. Increasing Consumer Engagement In Medicaid: Learnings from States. Oregon Health & Science University, December 2020. Available at: https://www.ohsu.edu/sites/default/files/2020-
12/Increasing%20Consumer%20Engagement%20in%20Medicaid%20-%20Learnings%20from%20States%2012.14.20.pdf. 
20 42 C.F.R. § 431.12. Available at: https://www.ecfr.gov/cgi-bin/text-idx?SID=a3521ae5c32f40fa3f4fc0680440d453&mc=true&node=se42.4.431_112&rgn=div8.  
21 Anne Smithey and Shilpa Patel. Building a Culture of Health Equity from Within: Spotlight on Virginia Medicaid. CHCS. Available at: https://www.chcs.org/building-a-culture-of-health-equity-from-within-
spotlight-on-virginia-medicaid/. 

 

https://www.ama-assn.org/system/files/2021-05/ama-equity-strategic-plan.pdf
https://www.ama-assn.org/system/files/2021-05/ama-equity-strategic-plan.pdf
https://www.nejm.org/doi/full/10.1056/NEJMms2025396
https://www.kff.org/medicaid/issue-brief/the-coverage-gap-uninsured-poor-adults-in-states-that-do-not-expand-medicaid/
https://www.kff.org/medicaid/issue-brief/the-coverage-gap-uninsured-poor-adults-in-states-that-do-not-expand-medicaid/
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2759761
https://www.healthaffairs.org/doi/10.1377/hlthaff.2015.1612
https://doi.org/10.1177/1077558718772165
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2451279
https://www.kff.org/report-section/kff-the-undefeated-survey-on-race-and-health-main-findings/#HealthCareSystem
https://www.kff.org/report-section/kff-the-undefeated-survey-on-race-and-health-main-findings/#HealthCareSystem
https://doi.org/10.1016/j.socscimed.2004.11.056
https://www.sciencedirect.com/science/article/pii/S0277953604006008
https://www.cdc.gov/nchs/data/vsrr/VSRR10-508.pdf
https://www.kff.org/medicaid/state-indicator/nonelderly-medicaid-rate-by-raceethnicity/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/medicaid/state-indicator/nonelderly-medicaid-rate-by-raceethnicity/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.macpac.gov/subtopic/people-with-disabilities/
https://www.nap.edu/resource/25983/High%20Quality%20Primary%20Care%20Policy%20Brief%202%20Access.pdf
http://chicagounbound.uchicago.edu/uclf/vol1989/iss1/8
https://onlinelibrary.wiley.com/doi/10.1111/1468-0009.12492
https://ldh.la.gov/assets/cphe/Equity_Framework.pdf
https://www.ohsu.edu/sites/default/files/2020-12/Increasing%20Consumer%20Engagement%20in%20Medicaid%20-%20Learnings%20from%20States%2012.14.20.pdf
https://www.ohsu.edu/sites/default/files/2020-12/Increasing%20Consumer%20Engagement%20in%20Medicaid%20-%20Learnings%20from%20States%2012.14.20.pdf
https://www.ecfr.gov/cgi-bin/text-idx?SID=a3521ae5c32f40fa3f4fc0680440d453&mc=true&node=se42.4.431_112&rgn=div8
https://www.chcs.org/building-a-culture-of-health-equity-from-within-spotlight-on-virginia-medicaid/
https://www.chcs.org/building-a-culture-of-health-equity-from-within-spotlight-on-virginia-medicaid/


Promote Health Equity: Advancing Primary Care Innovation in Medicaid Managed Care 

 

14 

 
22 Member Experience Advisory Councils. Colorado Department of Health Care Policy & Financing. Available at: https://hcpf.colorado.gov/meac. 
23 Oregon Health Authority. “Primary Care Payment Reform Collaborative.” Available at: https://www.oregon.gov/oha/HPA/dsi-tc/Pages/SB231-Primary-Care-Payment-Reform-Collaborative.aspx. 
24 Oregon Health Care Authority. “Health Equity Measure: Meaningful Access to Health Care Services.” May 2019. Available at: https://www.oregon.gov/oha/HPA/ANALYTICS/MeetingDocuments/2019-05-02-
Health-Equity-Measure-Proposal.pdf. 
25 Oregon Health Authority. “2019 Government to Government Report.” Available at: https://www.oregonlegislature.gov/cis/GovToGovReports/2019%20(OHA).pdf. 
26 For more information on Oregon’s Community Advisory Council requirements and responsibilities, see: Oregon Health Authority. “CCO Community Advisory Councils.” Available at: 
https://www.oregon.gov/oha/HSD/OHP/Pages/CCO-Community-Advisory-Councils.aspx. 
27 Oregon Health Authority. “Regional Health Equity Coalitions (RHECs).” Available at: https://www.oregon.gov/oha/oei/Pages/rhec.aspx. 
28 Minnesota Department of Human Services Purchasing and Service Delivery Division. Request for Proposals (RFP) for a Grantee to: Provide prepaid health care services to eligible individuals through the Families 
and Children Medical Assistance and MinnesotaCare contracts in the following counties: Anoka, Carver, Dakota, Hennepin, Ramsey, Scott, and Washington. January 4, 2021. 
29 Oregon Health Authority, Office of Equity and Inclusion. “Community Engagement Strategies Checklist: Oregon Health Authority.” Available at: 
https://www.oregon.gov/oha/OEI/Documents/Community%20Engagement%20Strategies%20Checklist_vOHA_FINAL.pdf. 
30 NORC at the University of Chicago, Medicaid MCO Learning Hub. “Key Findings from Medicaid MCO Learning Hub Discussion Group Series and Roundtable – Focus on Member Engagement and the Consumer 
Voice.” January 2021. Available at: https://www.norc.org/PDFs/Medicaid%20Managed%20Care%20Organization%20Learning%20Hub/MMCOLearningHub_MemberEngagement.pdf. 
31 J.M. Zhu and R. Rowland. Increasing Consumer Engagement In Medicaid: Learnings from States. Oregon Health & Science University, December 2020. Available at: https://www.ohsu.edu/sites/default/files/2020-
12/Increasing%20Consumer%20Engagement%20in%20Medicaid%20-%20Learnings%20from%20States%2012.14.20.pdf. 
32 Pennsylvania Department of Human Services. “Racial Equity Report 2021.” Available at: https://www.dhs.pa.gov/about/Documents/2021%20DHS%20Racial%20Equity%20Report%20final.pdf. 
33 Appendix E. National Academy of Sciences, Engineering, and Medicine. “Implementing High-Quality Primary Care: Rebuilding the Foundation of Health Care.” 2021. Available at: 
https://www.nationalacademies.org/our-work/implementing-high-quality-primary-care#sectionPublications. 
34 J. Bataille and C. Hodes. Advancing Health Equity in Oregon: Building a Foundation. State Health & Value Strategies, January 2021. Available at: https://www.shvs.org/oregon-health-authority-health-equity-case-
study/. 
35 United States Department of Health and Human Services. “Telehealth for patients with limited English proficiency.” Available at: https://telehealth.hhs.gov/providers/increasing-telehealth-equity-and-
access/improving-access-to-telehealth/#telehealth-for-patients-with-limited-english-proficiency. 
36 See: 42 C.F.R. § 438.340 (state managed care quality strategy). Available at: https://www.govinfo.gov/content/pkg/CFR-2017-title42-vol4/pdf/CFR-2017-title42-vol4-sec438-340.pdf.  
37 Minnesota Department of Human Services. “Minnesota Managed Care Comprehensive Quality Strategy.” Page 13. July 2020. Availabe at: https://edocs.dhs.state.mn.us/lfserver/Public/DHS-4538C-ENG. 
38 Medicaid Health Equity Reports. MDHHS. https://www.michigan.gov/mdhhs/0,5885,7-339-71547_4860-489167--,00.html. 
39 Louisiana Department of Health. “Community Partnerships & Health Equity.” Available at: https://ldh.la.gov/index.cfm/subhome/63. 
40 Louisiana Department of Health. “Phase I Health Equity Plan.” Available at: https://ldh.la.gov/assets/cphe/Equity_Framework.pdf. 
41 Louisiana Department of Health. “Barriers to Health Fact Sheet.” https://ldh.la.gov/assets/cphe/resources/BTH-FACT-SHEET.pdf. 
42 Louisiana Department of Health. Section 2.6.5.10. Request for Proposals for Louisiana Medicaid Managed Care Organizations. Issued June 23, 2021. Available at: 
https://wwwcfprd.doa.louisiana.gov/osp/lapac/agency/pdf/7660203-01.pdf.  
43 Leiyu Shi, James Macinko, Barbara Starfield, Robert Politzer, Jiahong Xu. Primary care, race, and mortality in US states. Social Science & Medicine, Volume 61, Issue 1, 2005, Pages 65-75, ISSN 0277-9536. 
https://doi.org/10.1016/j.socscimed.2004.11.056. Available at: https://www.sciencedirect.com/science/article/pii/S0277953604006008.  
44 See 42 C.F.R. 438.68 (noting that states must develop a State must develop a quantitative network adequacy standard for adult and pediatric primary care providers). 
45 Simon F. Haeder, David L. Weimer, and Dana B. Mukamel. Secret Shoppers Find Access To Providers And Network Accuracy Lacking For Those In Marketplace And Commercial Plans. Health Affairs 2016 35:7, 1160-
1166. Available at: https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2015.1554.  
46 Health Resources & Services Administration. “Find Shortage Areas.” Available at: https://data.hrsa.gov/tools/shortage-area. 

 

https://hcpf.colorado.gov/meac
https://www.oregon.gov/oha/HPA/dsi-tc/Pages/SB231-Primary-Care-Payment-Reform-Collaborative.aspx
https://www.oregon.gov/oha/HPA/ANALYTICS/MeetingDocuments/2019-05-02-Health-Equity-Measure-Proposal.pdf
https://www.oregon.gov/oha/HPA/ANALYTICS/MeetingDocuments/2019-05-02-Health-Equity-Measure-Proposal.pdf
https://www.oregonlegislature.gov/cis/GovToGovReports/2019%20(OHA).pdf
https://www.oregon.gov/oha/HSD/OHP/Pages/CCO-Community-Advisory-Councils.aspx
https://www.oregon.gov/oha/oei/Pages/rhec.aspx
https://www.oregon.gov/oha/OEI/Documents/Community%20Engagement%20Strategies%20Checklist_vOHA_FINAL.pdf
https://www.norc.org/PDFs/Medicaid%20Managed%20Care%20Organization%20Learning%20Hub/MMCOLearningHub_MemberEngagement.pdf
https://www.ohsu.edu/sites/default/files/2020-12/Increasing%20Consumer%20Engagement%20in%20Medicaid%20-%20Learnings%20from%20States%2012.14.20.pdf
https://www.ohsu.edu/sites/default/files/2020-12/Increasing%20Consumer%20Engagement%20in%20Medicaid%20-%20Learnings%20from%20States%2012.14.20.pdf
https://www.dhs.pa.gov/about/Documents/2021%20DHS%20Racial%20Equity%20Report%20final.pdf
https://www.nationalacademies.org/our-work/implementing-high-quality-primary-care#sectionPublications
https://www.shvs.org/oregon-health-authority-health-equity-case-study/
https://www.shvs.org/oregon-health-authority-health-equity-case-study/
https://telehealth.hhs.gov/providers/increasing-telehealth-equity-and-access/improving-access-to-telehealth/#telehealth-for-patients-with-limited-english-proficiency
https://telehealth.hhs.gov/providers/increasing-telehealth-equity-and-access/improving-access-to-telehealth/#telehealth-for-patients-with-limited-english-proficiency
https://www.govinfo.gov/content/pkg/CFR-2017-title42-vol4/pdf/CFR-2017-title42-vol4-sec438-340.pdf
https://edocs.dhs.state.mn.us/lfserver/Public/DHS-4538C-ENG
https://www.michigan.gov/mdhhs/0,5885,7-339-71547_4860-489167--,00.html
https://ldh.la.gov/index.cfm/subhome/63
https://ldh.la.gov/assets/cphe/Equity_Framework.pdf
https://ldh.la.gov/assets/cphe/resources/BTH-FACT-SHEET.pdf
https://wwwcfprd.doa.louisiana.gov/osp/lapac/agency/pdf/7660203-01.pdf
https://doi.org/10.1016/j.socscimed.2004.11.056
https://www.sciencedirect.com/science/article/pii/S0277953604006008
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2015.1554
https://data.hrsa.gov/tools/shortage-area


Promote Health Equity: Advancing Primary Care Innovation in Medicaid Managed Care 

 

15 

 
47 Louisiana Department of Health. Section 2.6.5.10. Request for Proposals for Louisiana Medicaid Managed Care Organizations, op cit. 
48 National Academies of Science, Engineering, & Medicine. Implementing High-Quality Primary Care Rebuilding the Foundation of Health Care: Ensure Access. Policy Brief. Available at: 
https://www.nap.edu/resource/25983/High%20Quality%20Primary%20Care%20Policy%20Brief%202%20Access.pdf.  
49 42 C.F.R. § 438.14. Available at: https://www.govinfo.gov/content/pkg/CFR-2016-title42-vol4/pdf/CFR-2016-title42-vol4-sec438-14.pdf.  
50 National Conference of State Legislatures. “Racial and Ethnic Health Disparities: Workforce Diversity.” Available at: https://www.ncsl.org/documents/health/Workforcediversity814.pdf. 
51 Primary Care Collaborative. “Primary Care Investment.” Available at: https://www.pcpcc.org/primary-care-investment. 
52 National Committee for Quality Assurance. Multicultural Health Care Demonstrating a Commitment to Equity. https://www.ncqa.org/wp-content/uploads/2020/11/MHC-Factsheet-Final.pdf  
53 Agency for Healthcare Research and Quality. “Race, Ethnicity, and Language Data: Standardization for Health Care Quality Improvement.” Available at: https://www.ahrq.gov/research/findings/final-
reports/iomracereport/reldata3.html. 
54 Karla Silverman and Tamara Dumanovsky. Assessing the Impact of Complex Care Models: Opportunities to Fill in the Gaps. Brief. May 2021. Available at: https://www.chcs.org/media/AIM-Measures-
Brief_051721.pdf. 
55 R. DeMeester, R. Mahadevan, S. Cook, J. Martin, K. Tuck, S. Patel, E. Durkin. Using Data to Reduce Disparities and Improve Quality. Advancing Health Equity. 2021. Available at: https://www.chcs.org/media/Using-
Data-to-Reduce-Disparities-2021_Final.pdf. 
56 Ohio Comprehensive Primary Care: Cultural Competency and Implicit Bias Training in Fulfillment of the Patient Experience Requirement. January 15, 2021. Available at: 
https://medicaid.ohio.gov/static/Providers/PaymentInnovation/CPC/CPC-Cultural-Competence-Requirements-2021.pdf. 
57 United States Department of Health and Human Services. “National CLAS Standards.” Available at: https://thinkculturalhealth.hhs.gov/clas. 
58 S. Basu, J. Alpert, R.S. Phillips, W. Applebaum. Primary care in the COVID-19 pandemic. Center for Primary Care, Harvard Medical School. 2021. Available at: https://info.primarycare.hms.harvard.edu/primary-care-
during-covid-0. 
59 J.A. Rodriguez, A. Saadi, L.H. Schwamm, and D.W. Bates. “Disparities In Telehealth Use Among California Patients With Limited English Proficiency.” Health Affairs, 40, no. 3 (2021). Available at: 
https://www.healthaffairs.org/doi/10.1377/hlthaff.2020.00823. 
60 American Medical Association. Organizational Strategic Plan to Embed Racial Justice and Advance Health Equity. 2021-2023. Available at: https://www.ama-assn.org/system/files/2021-05/ama-equity-strategic-
plan.pdf  
61 National Academies of Sciences, Engineering, and Medicine; Health and Medicine Division; Board on Population Health and Public Health Practice; Committee on Community-Based Solutions to Promote Health 
Equity in the United States. “Communities in Action: Pathways to Health Equity.” January 2017. Available at: https://www.ncbi.nlm.nih.gov/books/NBK425845/. 
62 Centers for Disease Control and Prevention. “Paving the Road to Health Equity.” Available at: https://www.cdc.gov/minorityhealth/publications/health_equity/index.html. 
63 S.H. Woolf. “Progress in Achieving Health Equity Requires Attention to Root Causes.” Health Affairs, 36, no. 6. Available at: https://www.healthaffairs.org/doi/10.1377/hlthaff.2017.0197  
64 B.C. Castrucci and J. Auerbach. “Meeting Individual Social Needs Falls Short Of Addressing Social Determinants Of Health. " Health Affairs Blog, January 16, 2019. Available at: 
https://www.healthaffairs.org/do/10.1377/hblog20190115.234942. 
65 National Academies of Sciences, Engineering, and Medicine. “Integrating social care into the delivery of health care: Moving upstream to improve the nation’s health.” 2019. Available at: 
https://doi.org/10.17226/25467.  
66 North Carolina Department of Health and Human Services. “Advanced Medical Home Manual 2.1.” Requirement 2: Provide care management to high-needs patients. Pages 8-9. April 2021. Available at: 
https://files.nc.gov/ncdma/AMH-Provider-Manual-2.1-Final.pdf. 
67 Section 2.6. Louisiana Model Contract. June 2021. Available at: https://wwwcfprd.doa.louisiana.gov/osp/lapac/agency/pdf/7660203-02.pdf. 
68 Oregon Health Authority. “Addressing Social Determinants of Health & Equity Through Health-Related Services.” March 2021. Available at: https://www.oregon.gov/oha/HPA/dsi-tc/Documents/Health-Related-
Services-SDOH-E-Guide.pdf. 
69 Nevada Department of Health and Human Services “Bid Solicitation 40DHHS-S1457 MCO RFP.” May 2021. Available at: https://nevadaepro.com/bso/external/bidDetail.sdo?bidId=40DHHS-
S1457&parentUrl=activeBids. 

 

https://www.nap.edu/resource/25983/High%20Quality%20Primary%20Care%20Policy%20Brief%202%20Access.pdf
https://www.govinfo.gov/content/pkg/CFR-2016-title42-vol4/pdf/CFR-2016-title42-vol4-sec438-14.pdf
https://www.ncsl.org/documents/health/Workforcediversity814.pdf
https://www.pcpcc.org/primary-care-investment
https://www.ncqa.org/wp-content/uploads/2020/11/MHC-Factsheet-Final.pdf
https://www.ahrq.gov/research/findings/final-reports/iomracereport/reldata3.html
https://www.ahrq.gov/research/findings/final-reports/iomracereport/reldata3.html
https://www.chcs.org/media/AIM-Measures-Brief_051721.pdf
https://www.chcs.org/media/AIM-Measures-Brief_051721.pdf
https://www.chcs.org/media/Using-Data-to-Reduce-Disparities-2021_Final.pdf
https://www.chcs.org/media/Using-Data-to-Reduce-Disparities-2021_Final.pdf
https://medicaid.ohio.gov/static/Providers/PaymentInnovation/CPC/CPC-Cultural-Competence-Requirements-2021.pdf
https://thinkculturalhealth.hhs.gov/clas
https://info.primarycare.hms.harvard.edu/primary-care-during-covid-0
https://info.primarycare.hms.harvard.edu/primary-care-during-covid-0
https://www.healthaffairs.org/doi/10.1377/hlthaff.2020.00823
https://www.healthaffairs.org/doi/10.1377/hlthaff.2020.00823
https://www.ama-assn.org/system/files/2021-05/ama-equity-strategic-plan.pdf
https://www.ama-assn.org/system/files/2021-05/ama-equity-strategic-plan.pdf
https://www.ncbi.nlm.nih.gov/books/NBK425845/
https://www.cdc.gov/minorityhealth/publications/health_equity/index.html
https://www.healthaffairs.org/doi/10.1377/hlthaff.2017.0197
https://www.healthaffairs.org/do/10.1377/hblog20190115.234942
https://doi.org/10.17226/25467
https://files.nc.gov/ncdma/AMH-Provider-Manual-2.1-Final.pdf
https://wwwcfprd.doa.louisiana.gov/osp/lapac/agency/pdf/7660203-02.pdf
https://www.oregon.gov/oha/HPA/dsi-tc/Documents/Health-Related-Services-SDOH-E-Guide.pdf
https://www.oregon.gov/oha/HPA/dsi-tc/Documents/Health-Related-Services-SDOH-E-Guide.pdf
https://nevadaepro.com/bso/external/bidDetail.sdo?bidId=40DHHS-S1457&parentUrl=activeBids
https://nevadaepro.com/bso/external/bidDetail.sdo?bidId=40DHHS-S1457&parentUrl=activeBids


Promote Health Equity: Advancing Primary Care Innovation in Medicaid Managed Care 

 

16 

 
70 Pennsylvania Department of Human Services. “Regional Accountable Health Councils (RAHCs) Program Overview.” December 2020. Available at: 
https://www.dhs.pa.gov/HealthInnovation/Documents/RAHC%20Program%20Overview%201.11.2021.pdf. 
71 American Psychiatric Association, Division of Diversity and Health Equity and Division of Communications. “Mental Health Disparities: Diverse Populations.” 2017. Available at: 
https://www.psychiatry.org/File%20Library/Psychiatrists/Cultural-Competency/Mental-Health-Disparities/Mental-Health-Facts-for-Diverse-Populations.pdf. 
72 J. Purtle. “COVID-19 and mental health equity in the United States.” Nature Public Health Emergency Collection. No. 17 (2020): 1-3. Available at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7298157/. 
73 Centers for Disease Control and Prevention. “Disability and Health Promotion: Mental Health for All.” 2020. Available at: https://www.cdc.gov/ncbddd/disabilityandhealth/features/mental-health-for-all.html. 
74 V. Agbafe, W.R. Boles, and R.E. Gee. “Bridging The Black Mental Health Access Gap," Health Affairs Blog, November 20, 2020. Available at: https://www.healthaffairs.org/do/10.1377/hblog20201113.817116/full/.  
75 National Alliance on Mental Illness. “Hispanic/Latinx.” Available at: https://www.nami.org/Your-Journey/Identity-and-Cultural-Dimensions/Hispanic-Latinx. 
76 National LGBTQIA+ Health Education Center. “Supportive Housing and Health Services for LGBTQIA+ Youth Experiencing Homelessness: Promising Practices.” 2020. Available at: 
https://www.lgbtqiahealtheducation.org/wp-content/uploads/2020/07/Supportive-Housing-and-Health-Services-for-LGBTQIA-Youth-Experiencing-Homelessness.pdf. 
77 United States Government Accountability Office. “Report to Congressional Committees: Substance Use Disorder Medicaid Coverage of Peer Support Services for Adults.” August 2020. Available at: 
https://www.gao.gov/assets/gao-20-616.pdf. 
78 Association of State and Territorial Health Officials. “The Role of Peer Support in Federally Qualified Health Centers.” August 2020. Available at: https://www.astho.org/ASTHOBriefs/The-Role-of-Peer-Support-in-
Federally-Qualified-Health-Centers/. 
79 National Council for Mental Wellbeing. “Fostering Resilience and Recovery: A Change Package for Advancing Trauma-Informed Care.” Available at: https://www.thenationalcouncil.org/wp-
content/uploads/2019/12/FosteringResilienceChangePackage_Final.pdf?daf=375ateTbd56. 
80 National Academies of Sciences, Engineering, and Medicine. “Implementing high-quality primary care: Rebuilding the foundation of health care.” 2021. Available at: https://www.nationalacademies.org/our-
work/implementing-high-quality-primary-care. 
81 Washington Health Care Authority. “Multi-payer Primary Care Transformation Model.” Available at: https://www.hca.wa.gov/about-hca/value-based-purchasing/multi-payer-primary-care-transformation-model.  
82 State Health Value & Strategies. “Risk Adjustment Based on Social Factors: State Approaches to Filling Data Gaps.” August 2020. Available at: https://www.shadac.org/sites/default/files/FINAL_SHVS-Risk-
Adjustment-Brief.pdf. 
83 S. Patel, A. Smithey, K. Tuck, & T. McGinnis. Leveraging Value-Based Payment Approaches to Promote Health Equity: Key Strategies for Health Care Payers. Advancing Health Equity. Available at: 
https://www.chcs.org/media/Leveraging-Value-Based-Payment-Approaches-to-Promote-Health-Equity-Key-Strategies-for-Health-Care-Payers_Final.pdf. 
84 Minnesota Department of Human Services. “Request for Proposals for a Grantee to Provide Health Care Services to Medical Assistance and MinnesotaCare Enrollees Under Alternative Payment Arrangements 
Through Track 1 of the Integrated Health Partnerships (IHP) Demonstration.” 7.2 Quality and the Population-Based Payment. Pages 19-20. August 2020. Available at: https://mn.gov/dhs/assets/2021-ihp-rfp_tcm1053-
396900.pdf. 
85 Health Resources & Services Administration. “What is a health center?” Available at: https://bphc.hrsa.gov/about/what-is-a-health-center/index.html. 
86 Institute for Medicaid Innovation. "2020 Medicaid MCO Best Practices and Innovative Initiatives.” Available at: 
https://www.medicaidinnovation.org/_images/content/2020_Medicaid_MCO_Innovative_Programs.pdf. 
87 G. Howe, T. McGinnis, & R. Houston. Accelerating Value-Based Payment in California’s Federally Qualified Health Centers: Options for Medicaid Health Plans. April 2019. Available at: https://www.chcs.org/media/CA-
VBP-FQHC-Report_041619.pdf#page=9&zoom=100,73,129. 
88 Stephanie B. Gold, Larry A. Green, John M. Westfall. “Heeding the Call for Urgent Primary Care Payment Reform: What Do We Know about How to Get Started?” The Journal of the American Board of Family Medicine 
Mar 2021, 34 (2) 424-429. Available at: https://www.jabfm.org/content/34/2/424.  
89 L&M Policy Research. “Evaluation of CMMI Accountable Care Organization Initiatives.” November 2016. Available at: https://innovation.cms.gov/files/reports/advpayaco-fnevalrpt.pdf. 
90 North Carolina Medicaid. “Fact Sheet Health Equity Enhanced Payment Initiative.” March 2021. Available at: https://files.nc.gov/ncdma/NCMT-Provider-FactSheet-Health-Equity-Payments-20210331.pdf. 
91 Michigan Department of Health and Human Services. “Comprehensive Health Care Program for the Michigan Department of Health and Human Services.” Appendix 5a: Performance Bonus Template. Pages 183-
184. FY2021 Contract. Available at: https://www.michigan.gov/documents/contract_7696_7.pdf. 

 

https://www.dhs.pa.gov/HealthInnovation/Documents/RAHC%20Program%20Overview%201.11.2021.pdf
https://www.psychiatry.org/File%20Library/Psychiatrists/Cultural-Competency/Mental-Health-Disparities/Mental-Health-Facts-for-Diverse-Populations.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7298157/
https://www.cdc.gov/ncbddd/disabilityandhealth/features/mental-health-for-all.html
https://www.healthaffairs.org/do/10.1377/hblog20201113.817116/full/
https://www.nami.org/Your-Journey/Identity-and-Cultural-Dimensions/Hispanic-Latinx
https://www.lgbtqiahealtheducation.org/wp-content/uploads/2020/07/Supportive-Housing-and-Health-Services-for-LGBTQIA-Youth-Experiencing-Homelessness.pdf
https://www.gao.gov/assets/gao-20-616.pdf
https://www.astho.org/ASTHOBriefs/The-Role-of-Peer-Support-in-Federally-Qualified-Health-Centers/
https://www.astho.org/ASTHOBriefs/The-Role-of-Peer-Support-in-Federally-Qualified-Health-Centers/
https://www.thenationalcouncil.org/wp-content/uploads/2019/12/FosteringResilienceChangePackage_Final.pdf?daf=375ateTbd56
https://www.thenationalcouncil.org/wp-content/uploads/2019/12/FosteringResilienceChangePackage_Final.pdf?daf=375ateTbd56
https://www.nationalacademies.org/our-work/implementing-high-quality-primary-care
https://www.nationalacademies.org/our-work/implementing-high-quality-primary-care
https://www.hca.wa.gov/about-hca/value-based-purchasing/multi-payer-primary-care-transformation-model
https://www.shadac.org/sites/default/files/FINAL_SHVS-Risk-Adjustment-Brief.pdf
https://www.shadac.org/sites/default/files/FINAL_SHVS-Risk-Adjustment-Brief.pdf
https://www.chcs.org/media/Leveraging-Value-Based-Payment-Approaches-to-Promote-Health-Equity-Key-Strategies-for-Health-Care-Payers_Final.pdf
https://mn.gov/dhs/assets/2021-ihp-rfp_tcm1053-396900.pdf
https://mn.gov/dhs/assets/2021-ihp-rfp_tcm1053-396900.pdf
https://bphc.hrsa.gov/about/what-is-a-health-center/index.html
https://www.medicaidinnovation.org/_images/content/2020_Medicaid_MCO_Innovative_Programs.pdf
https://www.chcs.org/media/CA-VBP-FQHC-Report_041619.pdf#page=9&zoom=100,73,129
https://www.chcs.org/media/CA-VBP-FQHC-Report_041619.pdf#page=9&zoom=100,73,129
https://www.jabfm.org/content/34/2/424
https://innovation.cms.gov/files/reports/advpayaco-fnevalrpt.pdf
https://files.nc.gov/ncdma/NCMT-Provider-FactSheet-Health-Equity-Payments-20210331.pdf
https://www.michigan.gov/documents/contract_7696_7.pdf


Promote Health Equity: Advancing Primary Care Innovation in Medicaid Managed Care 

 

17 

 
92 Michigan Department of Health and Human Services. “Comprehensive Health Care Program for the Michigan Department of Health and Human Services.” Appendix 5b: Focus Bonus Low Birth Weight (LBW) Project. 
Pages 185-186. FY2021 Contract. Available at: https://www.michigan.gov/documents/contract_7696_7.pdf. 
93 Michigan Department of Health and Human Services. “Medicaid Health Equity Reports.” Available at: https://www.michigan.gov/mdhhs/0,5885,7-339-71547_4860-489167--,00.html. 
94 Press Release: Mayor Bowser and the Department of Health Care Finance Announce New Policy to Advance Health Care Equity: Equal Access to Key Providers for All Medicaid and Alliance Enrollees. March 4, 2021. 
Available at: https://thedcline.org/2021/03/04/press-release-mayor-bowser-and-the-department-of-health-care-finance-announce-new-policy-to-advance-health-care-equity-equal-access-to-key-providers-for-all-
medicaid-and-alliance-enrollees/. 
95 California Department of Health Care Services. “Draft Request for Proposal #20-10029.” Exhibit A, Attachment III. 2021. Available at: https://www.dhcs.ca.gov/provgovpart/rfa_rfp/Pages/CSBmcodmcpHOME.aspx. 
96 Ohio Department of Medicaid. “Ohio Resilience through Integrated Systems and Excellence (OhioRISE) Program RFA Number: ODMR-2021-0025.” Page 81. December 2020. Available at: 
https://procure.ohio.gov/PDF/1028202082914ODMR20210025.pdf. 
97 The Oklahoma Health Care Authority. “SoonerSelect RFP.” Section 1.10.7: Addressing Health Disparities. November 2020. Available at: 
https://oklahoma.gov/content/dam/ok/en/okhca/docs/about/procurement/soonerselect/documents/Solicitation%208070001240%20-%20SoonerSelect%20RFP.pdf. 
98 California Department of Health Care Services. “Draft Request for Proposal #20-10029.” Exhibit A, Attachment III. 2021. Available at: https://www.dhcs.ca.gov/provgovpart/rfa_rfp/Pages/CSBmcodmcpHOME.aspx. 
99 Section 2.2.2.4.4.8. Louisiana Model Contract. June 2021. Available at: https://wwwcfprd.doa.louisiana.gov/osp/lapac/agency/pdf/7660203-02.pdf. 
100 Nevada Department of Health and Human Services “Bid Solicitation 40DHHS-S1457 MCO RFP.” May 2021. Available at: https://nevadaepro.com/bso/external/bidDetail.sdo?bidId=40DHHS-
S1457&parentUrl=activeBids. 
101 Washington State Health Care Authority. “Washington Apple Health Integrated Managed Care Contract.” Section 7.5.14. Effective January 1, 2021. Available at: https://www.hca.wa.gov/assets/billers-and-
providers/ahimc-medicaid.pdf. 
102 State of Hawaii Department of Human Services Request for Proposals (RFP). QUEST Integration (QI) Managed Care to Cover Medicaid and Other Eligible Individuals. RFP-MQD-2021-008. 
https://medquest.hawaii.gov/content/dam/formsanddocuments/resources/RFP/quest-integration/QI_RFP-MQD-2021-008_Amendments_1-4.pdf.  
103 Washington State Health Care Authority. “Washington Apple Health Integrated Managed Care Contract.” Section 7.5.14. Effective January 1, 2021. Available at: https://www.hca.wa.gov/assets/billers-and-
providers/ahimc-medicaid.pdf. 
104 Ohio Department of Medicaid. Comprehensive Primary Care. https://medicaid.ohio.gov/wps/portal/gov/medicaid/resources-for-providers/special-programs-and-initiatives/payment-
innovation/comprehensive-primary-care/comprehensive-primary-care. 
105 Oregon Health Authority. Health Equity Measure: Meaningful Access to Health Care Services for persons with limited English proficiency – MY2021 to MY2023. Available at: 
https://www.oregon.gov/oha/HPA/dsi-tc/Documents/2021-2023%20Measure%20Spec%20Sheet-Meaningful%20Access-8July2020.pdf. 
106 ATTACHMENT K – INFRASTRUCTURE INCENTIVE PROGRAM: REQUIREMENTS FOR MANAGED CARE ORGANIZATIONS AND CERTIFIED ACCOUNTABLE ENTITIES Program Year 4. Available at: 
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2021-03/Attachment_K_PY4_Incentive_Program_Requirements.pdf.  

https://www.michigan.gov/documents/contract_7696_7.pdf
https://www.michigan.gov/mdhhs/0,5885,7-339-71547_4860-489167--,00.html
https://thedcline.org/2021/03/04/press-release-mayor-bowser-and-the-department-of-health-care-finance-announce-new-policy-to-advance-health-care-equity-equal-access-to-key-providers-for-all-medicaid-and-alliance-enrollees/
https://thedcline.org/2021/03/04/press-release-mayor-bowser-and-the-department-of-health-care-finance-announce-new-policy-to-advance-health-care-equity-equal-access-to-key-providers-for-all-medicaid-and-alliance-enrollees/
https://www.dhcs.ca.gov/provgovpart/rfa_rfp/Pages/CSBmcodmcpHOME.aspx
https://procure.ohio.gov/PDF/1028202082914ODMR20210025.pdf
https://oklahoma.gov/content/dam/ok/en/okhca/docs/about/procurement/soonerselect/documents/Solicitation%208070001240%20-%20SoonerSelect%20RFP.pdf
https://www.dhcs.ca.gov/provgovpart/rfa_rfp/Pages/CSBmcodmcpHOME.aspx
https://wwwcfprd.doa.louisiana.gov/osp/lapac/agency/pdf/7660203-02.pdf
https://nevadaepro.com/bso/external/bidDetail.sdo?bidId=40DHHS-S1457&parentUrl=activeBids
https://nevadaepro.com/bso/external/bidDetail.sdo?bidId=40DHHS-S1457&parentUrl=activeBids
https://www.hca.wa.gov/assets/billers-and-providers/ahimc-medicaid.pdf
https://www.hca.wa.gov/assets/billers-and-providers/ahimc-medicaid.pdf
https://medquest.hawaii.gov/content/dam/formsanddocuments/resources/RFP/quest-integration/QI_RFP-MQD-2021-008_Amendments_1-4.pdf
https://www.hca.wa.gov/assets/billers-and-providers/ahimc-medicaid.pdf
https://www.hca.wa.gov/assets/billers-and-providers/ahimc-medicaid.pdf
https://medicaid.ohio.gov/wps/portal/gov/medicaid/resources-for-providers/special-programs-and-initiatives/payment-innovation/comprehensive-primary-care/comprehensive-primary-care
https://medicaid.ohio.gov/wps/portal/gov/medicaid/resources-for-providers/special-programs-and-initiatives/payment-innovation/comprehensive-primary-care/comprehensive-primary-care
https://www.oregon.gov/oha/HPA/dsi-tc/Documents/2021-2023%20Measure%20Spec%20Sheet-Meaningful%20Access-8July2020.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2021-03/Attachment_K_PY4_Incentive_Program_Requirements.pdf

	Design Considerations
	✔ Partner with communities to design a more equitable primary care system.
	✔ Define the state’s goals relating to health equity and primary care, within Medicaid and across state government.
	✔ Monitor and enhance access to primary care.
	✔ Promote the collection of race, ethnicity, and language data.
	✔ Integrate health equity goals into existing and emerging primary care transformation efforts.
	✔ Target social needs associated with health inequities.
	✔ Address disparities in behavioral health treatment.
	✔ Design value-based payment models to promote more comprehensive and equitable care.
	✔ Hold MCOs accountable for progress toward the state’s health equity and primary care goals.

	Request for Proposal Excerpts: Minnesota  
	Request for Proposal Excerpts: Louisiana  
	Promoting Health Equity through Primary Care: Examples of Medicaid Managed Care Requirements

