
Latino Access to the Patient-Centered Medical Home

Anne Beal, MD, MPH1, Susan Hernandez, MPA2, and Michelle Doty, PhD3

1The Aetna Foundation, Hartford, CT, USA; 2The Commonwealth Fund, Program on Health Care Disparities, New York, NY, USA;
3The Commonwealth Fund, Survey Research, New York, NY, USA.

BACKGROUND: Disparities can be caused by minorities
receiving care in low-quality settings. The patient-centered
medical home (PCMH) has been identified as a model of
high-quality primary care that can eliminate disparities.
However, Latinos are less likely to have PCMHs.

OBJECTIVE: To identify Latino subgroup variations in
having a PCMH, its impact on disparities, and to
identify factors associated with Latinos having a PCMH.

DESIGN: Analysis of the 2005 MEPS Household Com-
ponent, a nationally representative survey with an
oversample of Latino adults. The total sample was
24,000 adults, including 6,200 Latinos.

MEASUREMENTS: The PCMH was defined as having a
regular provider, who provides total care, fosters patient
engagement in care, and offers easy access to care. Self
reports of preventive care (cholesterol screening, blood
pressure check, mammography, and prostate-specific
antigen screening) and patient experienceswere examined.

RESULTS: White (57.1%) and Puerto Rican (59.3%)
adults were most likely to have a PCMH, while Mexi-
can/Mexican Americans (35.4%) and Central and
South Americans (34.2%) were least likely. Much of
the disparity was caused by lack of access to a regular
provider. Respondents with a PCMH had higher rates of
preventive care and positive patient experiences. Dis-
parities in care were eliminated or reduced for Latinos
with PCMHs. The regression models showed private
insurance, which is less common among all Latinos,
was an important predictor of having a PCMH.

CONCLUSIONS: Eliminating health-care disparities will
require assuring access to the PCMH. Addressing
differences in health-care coverage that contribute to
lower rates of Latino access to the PCMH will also
reduce disparities.
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BACKGROUND

Research on causes of disparities shows that providers, such
as hospitals and physicians, who care for minorities tend to be

lower performing, and deliver lower quality care, than those
caring for the general population.1–4 Other work to identify
racial disparities in care within hospitals has found very few if
any differences in quality delivered to minority patients versus
white patients.3,5 Thus, disparities are often caused across
settings by minorities receiving care in low-quality settings, as
opposed to being treated differently by health-care providers
within settings. This indicates health-care disparities can be
eliminated by improving quality in settings caring for large
numbers of minority patients. In fact, a recent national survey
showed when minorities have access to high quality primary
care, as is offered in the patient-centered medical home, they
experience no disparities in access, preventive care, or chronic
disease care.6

The central tenet of the patient-centered medical home
(PCMH) is care is focused on the patients’ needs rather than
the providers’.7 The Joint Principles of the Patient-Centered
Medical Home state the PCMH includes having a personal
physician who provides first contact care that is continuous,
comprehensive, and accessible, while being coordinated with
the care offered by other providers.8 From the patients’ perspec-
tive this means having a regular provider who knows them well,
timely access to well-coordinated care, patient engagement, and
shared decision making. Successful PCMH providers have
information systems for decision support, care coordination,
and continuous quality improvement for patients and their
families.8,9 Preliminary evidence indicates primary care deliv-
ered via the PCMH model leads to better clinical outcomes and
patient experiences at a reduced cost.10–14 Unfortunately, the
PCMH is not equally available to all. Latinos report the lowest
rates of access to a PCMH among all racial/ethnic groups (15%
of Latinos vs 28% of whites).6 It is not known whether there are
Latino subgroup differences in access to the PCMH. The
purpose of this project was to determine whether there are
Latino subgroup variations in having a PCMH, assess whether
disparities in preventive care and patient experiences are
reduced in the PCMH, and determine what factors are associ-
ated with Latinos having a PCMH as their source of primary
care.

METHODS

Data. The Medical Expenditure Panel Survey (MEPS) is a
large nationally representative survey designed to provide
estimates of health-care utilization of the US civilian, non-
institutionalized population. Conducted by the Agency for
Healthcare Research and Quality (AHRQ), the MEPS survey
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includes an oversample of Black and Latino households and
has the statistical power to accurately examine health-care
questions in those populations. Data for these analyses come
from the 2005 Household Component that contains detailed
information on self-reported patient demographics, health
conditions, health status, access to care, health insurance
coverage, utilization, and patient satisfaction.15 The total
sample for our study consisted of 25,000 adults aged >18,
including 6,200 Latinos. All estimates were weighted to
reflect the complex survey design of MEPS and to provide
unbiased national estimates.

Definition of the Medical Home. Most measures of the PCMH
rely on organizational self assessments by providers and are
based on structural and process measures such as having IT
systems to monitor and track patients.16,17,19 However, patient
reports of practice characteristics and their experiences with
care have been used to develop robust indicators of medical
home practices.18

Using MEPS data, we determined whether respondents had
a PCMH based on the following indicators: (1) having a regular
provider; (2) their provider’s role in total care for the patient
(i.e., new health problems, preventive health care, ongoing
health problems, and referrals to other health professionals);
(3) patient engagement in care (provider asks about medica-
tions and treatments prescribed by other doctors or asks
respondent to help decide treatment); (4) care accessibility
(able to contact their provider during regular business hours,
at night or on weekends).

We developed four different methods for aggregating these
items to create a medical home variable and conducted
sensitivity testing to determine how the different methods
functioned for being able to detect differences in respondents’
ratings of their health care. We also included measures for the
medical home variable based on face validity, specifically
requiring that a medical home provides total care for the
patient (i.e., new health problems, preventive health care,
ongoing health problems, and referrals to other health profes-
sionals) and includes a specific person who cares for the
patient. Using the items listed above, respondents were
categorized into three groups: (1) having a medical home (those
who said yes to all assessed indicators); (2) having a regular
source of care that is not a medical home (those with a regular
source of care who said no to any of the other indicators); (3)
having no regular source of care (those who reported no
regular source of care).

Identification of Latino Respondents and Latino Subgroups.
Respondents were categorized into their ethnic groups based
on three questions: whether they were Latino, their ethnicity,
and their race. All respondents who identified as Latino were
then classified into Latino subgroups based on their ethnicity.
The remaining non-Latino respondents were then classified
into their self-reported racial groups. All analyses were
conducted comparing whites and the Latino subgroups with
at least 300 respondents. These were Mexican/Mexican
Americans, Puerto Ricans and Central/South Americans.

Preventive Care Measures. We used four measures to assess
rates of preventive care among the respondents. These were

self reports of: (1) cholesterol screening in the past 2 years, (2)
blood pressure check in the past 2 years, (3) mammography
screening in the past 2 years for women age 30 and older, and
(4) prostate-specific antigen (PSA) screening in the past 2 years
for men age 40 and older.

Patient Experiences With Care. Our assessments of patient
experiences with care were based on responses of “always or
usually” relative to “sometimes or never” when asked how often
have your providers: (1) explained things so you understood,
(2) listened carefully to you, (3) spent enough time with you,
and (4) showed respect for what you had to say.

Demographic Measures. The demographic measures were all
based on self report and included age, sex, and income level.
Categories for insurance status were no coverage at the time of
the interview, having any private insurance (including those
with both private and public coverage such as Medicare), or
having only public insurance (including those with just
Medicare but no supplemental insurance). Comorbidities
were included using a modified Charlson Comorbidity Index,
which includes conditions commonly found in ambulatory
care settings.19 Language preference was determined using
questions of primary language spoken at home, if all members
of the family were comfortable speaking English, and if the
respondent was comfortable speaking English. Respondents
were categorized as English speaking if English was spoken at
home, or all family members were comfortable speaking
English, or if the respondent was comfortable speaking
English.

Statistical Analyses. All results show weighted estimates and
indicate where differences were statistically significant at the 5
percent level. We used two regression models to estimate the
likelihood of having a medical home versus a regular source of
care that is not a medical home, and having a medical home
versus not having a regular source of care. Each model
included Latino subgroup, age, sex, income level, insurance
status, comorbidities, and language. We used SAS version 9.2
(SAS Institute, Inc, Cary, NC) for all analyses to estimate
standard errors that adjust for the complex multistage survey
design.

RESULTS

Respondent Demographics. Whites differed from Latinos in
many of the demographic measures (Table 1). Whites were
older, more likely to have higher incomes, less likely to be
uninsured, and more likely to be privately insured. There were
also Latino subgroup differences in some measures. Puerto
Ricans were least likely among Latinos to be uninsured (16%
vs 37% of Mexicans/Mexican Americans and Central/South
Americans) and were most likely to be publicly insured (28% vs
19% of Mexicans/Mexican Americans and 15% of Central/
South Americans). The number of comorbidities reported by
Puerto Ricans was similar to whites, and they were less likely
than other Latino groups to report having no chronic
conditions. Regarding language preference, 7.5% of Puerto
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Ricans were not comfortable speaking English, as compared to
29% of Mexicans/Mexican Americans and 31% of Central/
South Americans.

Reports of Medical Home Indicators. There were significant
ethnic variations in reports of having a medical home in the
weighted, unadjusted analyses (Table 2). White and Puerto
Rican adults were most likely to report receiving care from
practices that had indicators of being a medical home (57.1%
and 59.3%, respectively). In contrast, only 35.4% of Mexican
and Mexican Americans and 34.2% of Central and South
Americans report having a medical home. These disparities
were largely due to differences in having a regular provider
with 41.3% of Mexican/Mexican Americans and 48.6% of
Central/South Americans reporting not having a regular
source of care.

Preventive Care. Among those with a regular source of care,
rates of receiving preventive care were higher for adults with a
medical home compared to those with a regular source of care
that is not a medical home, with two exceptions: rates of blood
pressure screening among Central/South Americans and
mammography screening among Mexican/ Mexican
Americans. Adults in all ethnic groups without a regular
source of care had the lowest rates of receiving preventive
care. White and Puerto Rican adults had the highest rates of
receiving preventive care, while Mexican/Mexican Americans
tended to have the lowest rates. However, when stratified by
medical home, disparities were reduced or eliminated. For
example, in the unstratified, unadjusted estimates of having a
cholesterol check, there were significant differences: 70.4% of
Whites and 74.3% of Puerto Ricans report being tested,
compared to 56.0% of Mexican/Mexican Americans and

64.9% of Central/South Americans. For those who had a
medical home, the rates of cholesterol screening were higher
than those with only a regular source of care, and racial/
ethnic differences were no longer statistically significant:
79.4% of Whites, 75.7% of Mexican/Mexican Americans,
83.3% of Puerto Ricans, and 82.0% of Central and South
Americans (Table 3). We found a similar pattern for the other
preventive measures of blood pressure check, mammography
and PSA screening; the rates of preventive care were higher for
those with a medical home, and disparities were reduced or
eliminated.

Patient Experience. The overall rates of positive patient
experiences were generally high, although adults with a
medical home had the highest rates. When asked whether
their doctor usually or always explains things, listens, spends
enough times, and shows respect, most groups had high
rates of positive response with at least 80%–93% reporting a
positive experience. When stratified by having a medical
home, the rates were consistently, but only slightly higher
and ranged from 85%–96%. On measures of the doctor
explains things, listens carefully, and spends enough time,
both Mexican/Mexican Americans and Central/South
Americans reported the lowest rates in the unstratified
estimates. When stratified into the medical home, the
disparities were no longer statistically significant except for
doctor explains things for 95.2% of Whites, 93.2% of
Mexican/Mexican Americans, 90.1% of Puerto Ricans, and
87.5% of Central and South Americans who gave a positive
response (Table 4).

Correlates of Access to a Medical Home. Given the observation
that having a medical home was a significant correlate of

Table 1. Demographic Measures Among Adults ≥18, 2005a

Demographic measures White Mexican/Mexican American Puerto Rican Central/South American

Unweighted number 12,510 4,168 380 673
Age (years)
18–44 5,287 (44) 2,704 (66) 226 (62) 450 (67)
45–65 4,477 (35) 1,002 (23) 115 (28) 177 (25)
65 and older 2,857 (21) 495 (12) 42 (10) 54 (8)
Sex
Female 6,847 (52) 2,286 (48) 224 (55) 381 (50)
Poverty status
High income 5,271 (46) 410 (18) 74 (29) 114 (22)
Middle income 3,775 (31) 1,041 (32) 119 (29) 213 (34)
Low income 1,675 (12) 1,040 (22) 63 (15) 165 (22)
Near poor 584 (3) 475 (9) 45 (8) 63 (5)
Poor 1,474 (8) 1,274 (20) 87 (19) 132 (17)
Insurance status
Uninsured (all ages) 1,348 (10) 1,667 (37) 70 (16) 278 (37)
Any private insurance 9,224 (77) 1,377 (44) 181 (56) 287 (49)
Only public insurance 2,207 (14) 1,196 (19) 137 (28) 122 (15)
Comorbidity Index Score
0 7,675 (63) 3,108 (75) 221 (59) 542 (81)
1 2,719 (20) 603 (13) 104 (27) 86 (10)
2 1,505 (11) 350 (9) 37 (8) 38 (6)
3 581(4) 155 (3) 21 (5) 19 (3)
4 or more 299 (2) 24 (<1) 5 (1) 2 (<1)
Language preference
Not comfortable speaking English 57 (<1) 1,548 (29) 38 (8) 243 (31)

*Weighted, unadjusted percent estimates, n (%)
Source: Medical Expenditure Panel Survey (MEPS), 2005
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preventive care and patient experiences, and the significant
ethnic differences in rates of having a medical home, we sought
to determine what factors were associated with having a medical
home. We ran two models. The first was among adults with a
regular source of care and modeled what factors were associated
with having a medical home versus having a regular source of
care that is not a medical home. The second modeled what
factors were associated with having a medical home versus not
having a regular source of care. Both models included ethnicity,
age, sex, income level, insurance status, comorbidities, and
comfort with speaking English.

In the first model, insurance coverage and comorbidities
were significantly associated with having a medical home

(Table 5). Compared with people who had private insurance,
adults with public insurance were 80% as likely to have a
medical home, while the uninsured were 62% as likely to have
a medical home. Adults with chronic conditions were 27%
more likely to have a medical home with each comorbid
condition. No other factors, including ethnicity, were signifi-
cantly associated with having a medical home versus a regular
source of care that is not a medical home.

The second model produced very different results. Ethnicity
was a significant independent factor with Mexican/Mexican
Americans and Central and South Americans being half as
likely as Whites to have a medical home versus no usual
source of care. Language was also a significant independent

Table 3. Cholesterol Screening in the Past 2 Years Among Whites and Latino Subgroups, ≥18 Years, 2005a Total Population and Stratified by
Source of Care

White Mexican/Mexican
American

Puerto Rican Central/South
American

P valueb

Cholesterol screening in past 2 years
All adults by race, N 11,818 3,958 357 629
% With cholesterol screening 8,324 (70) 2,232 (56) 266 (74) 421 (65) <0.001
Adults with a medical home, N 6,834 1,360 198 215
% With cholesterol screening 5,453 (79) 1,034 (76) 169 (83) 182 (82) 0.17
Adults with a regular source of care, not a medical
home, N

2,914 929 86 122

% With cholesterol screening 2,046 (70) 591 (65) 61 (70) 94 (77) 0.13
Adults with no regular source of care, N 1,983 1,642 71 286
% With cholesterol screening 770 (41) 594 (34) 35 (50) 141 (48) 0.002

aWeighted, unadjusted percent estimates, n (%)
bp value for chi square of ethnic comparisons within source of care stratum
Source: Medical Expenditure Panel Survey (MEPS), 2005

Table 2. Access to a Medical Home, White, and Latino Adults Ages ≥18, 2005a

Indicators of a medical homeb White Mexican/Mexican
American

Puerto
Rican

Central/South
American

Unweighted number = 12,510 4,168 380 673
Has a regular source of care 10,321 (82) 2,409 (59) 301 (80) 349 (51)
If yes to regular source of care, then:
Goes to regular source of care for new problems 10,126 (98) 2,371 (99) 297 (99) 335 (95)
Goes to regular source of care for preventive care 9,995 (97) 2,355 (98) 294 (98) 333 (95)
Goes to regular source of care for ongoing health problems 9,977 (96) 2,357 (98) 293 (98) 332 (95)
Goes to regular source of care for referrals to other health professionals 10,017 (97) 2,341 (97) 290 (96) 328 (93)
Patient engagement/shared decision making:
Usually asks about medications and treatments prescribed by other
doctors, or

7,751 (75) 1,982 (80) 227 (79) 272 (77)

Always or usually asks patient to help decide between treatments, or 7,709 (75) 1,815 (75) 238 (78) 242 (69)
Accessible care:
Has no difficulty contacting regular source of care over the telephone
during regular business hours, or

8,116 (79) 1,862 (77) 251 (86) 259 (78)

Regular source of care has office hours at night or on weekends, or 3,402 (33) 863 (37) 118 (42) 152 (44)
No difficulty contacting regular provider after regular hours, or 4,765 (46) 1,157 (47) 179 (59) 161 (52)
Medical homec 7,213 (57) 1,425 (35) 208 (59) 219 (34)
Regular source of care, not a medical home 3,108 (25) 984 (23) 93 (20) 130 (17)
No regular source of care 2,189 (18) 1,759 (41) 79 (21) 324 (49)

aWeighted, unadjusted percent estimates, n (%)
bRespondents who said yes to all measures of using regular source of care for all their health needs, plus any item in Patient engagement/shared decision
making and any item in Accessible care were categorized as having a medical home; those with a regular source of care who said no to any health need,
or all items in Patient engagement/shared decision making or Accessible care were categorized as having a regular source of care that is not a medical
home; respondents without a regular source of care were categorized as having no regular source of care
cp=<0.0001, chi-square
Source: Medical Expenditure Panel Survey (MEPS), 2005
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factor, with respondents who were comfortable speaking
English being twice as likely to have a medical home. As would
be expected, higher income respondents and those with
chronic conditions were also more likely to have a medical
home. Regarding insurance coverage, the uninsured were 27%
less likely than the privately insured to have a medical home.
Unlike the first model, public insurance was not a significant
factor for having a medical home versus no source of care. The
primary difference was between those with any type of
coverage versus the uninsured.

DISCUSSION

Our results show significant Latino subgroup differences in
having a medical home and that much of the difference is
driven by the basic requirement for “medical homeness,” that
is, having a regular provider. The differential access to a

medical home among Latino subgroup populations was asso-
ciated with disparities in health care. In this case, we showed
that there were significant disparities in common preventive
care procedures—cholesterol screening, blood pressure check,
mammography and PSA screening—but those disparities were
reduced or eliminated for those who had a medical home.
Although disparities in patient experiences were less pro-
nounced, they did occur and were reduced or eliminated
among those with a medical home. Of note, these findings
were all based on unadjusted analyses. While there are several
factors, such as insurance coverage, income status, and
primary language, that contribute to health-care disparities
experienced by Latinos, having a medical home can improve
care and eliminate disparities regardless of coverage, income,
or other factors known to impact care.

Subgroup Variations. Among the Latino subgroups, Mexicans/

Mexican Americans tended to have the lowest rates of having a

Table 4. Patient Reports of Doctor Always or Usually Explains Things Among Whites and Latino Subgroups, ≥18 Years, 2005a Total Population
and Stratified by Source of Care

White Mexican/Mexican
American

Puerto Rican Central/South
American

P valueb

Doctor usually/always explains things
All adults by race, N 9,015 1,983 232 280
% Reporting Doctor Always or Usually Explains Things 8,346 (93) 1,762 (89) 198 (86) 239 (86) <0.001
Adults with a medical home, N 5,758 966 143 135
% Reporting doctor always or usually explains things 5,467 (95) 890 (93) 130 (90) 117 (88) 0.001
Adults with a regular source of care, not a medical home, N 2,345 591 61 77
% Reporting doctor always or usually explains things 2,079 (89) 504 (83) 49 (83) 66 (87) <0.02
Adults with no regular source of care, N 863 416 27 65
% Reporting doctor always or usually explains things 755 (89) 360 (86) 19 (70) 53 (82) <0.03

aWeighted, unadjusted percent estimates, n (%)
bp value for chi square of ethnic comparisons within source of care stratum
Source: Medical Expenditure Panel Survey (MEPS), 2005

Table 5. Adjusted Odds Ratio of Having a Medical Home Among Whites and Latino Subgroups, ≥18 Years, 2005

Medical home vs regular source Medical home vs no source

Demographic measures Odds ratio (SD, 95% CI) Odds ratio (SD, 95% CI)
Ethnicity (Whites are referent group)
Mexican/Mexican American 0.84 (0.68, 1.05) 0.56 (0.46, 0.67)
Puerto Rican 1.49 (0.96, 2.33) 1.29 (0.92, 1.81)
Central/South American 1.13 (0.81, 1.57) 0.50 (0.35, 0.72)
Age

1 (1,1) 1.02 (1.02, 1.03)
Gender (females are referent group)
Male 0.93 (0.85 1.02) 0.55 (0.49, 0.60)
Income level (poor are referent group)
High income 1.23 (0.97, 1.57) 1.70 (1.36, 2.12)
Middle income 1.12 (0.87, 1.44) 1.30 (1.02, 1.64)
Low income 0.93 (0.69, 1.24) 1.24 (0.98, 1.56)
Near poor 1.15 (0.80, 1.63) 1.05 (0.75, 1.47)
Insurance status (private insurance is referent group)
Public 0.80 (0.66, 0.98) 0.99 (0.80, 1.23)
Uninsured 0.62 (0.52, 0.74) 0.27 (0.23, 0.32)
Number of comorbidities 1.27 (1.12, 1.43) 1.94 (1.62, 2.33)
Language preference (Spanish is referent group)
English 1.27 (0.96, 1.68) 1.93 (1.47, 2.53)

Source: Medical Expenditure Panel Survey (MEPS), 2005
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medical home, lowest rates of receiving preventive care, and
smallest gains from having a medical home. Puerto Ricans had
rates similar to whites in having a medical home and receiving
preventive care services. Some of these differences could be due
to differences in citizenship status between the two groups.
However, that difference would also affect Central/South
Americans, whose health-care measures were also consistently
poorer than others, although they tend to do better than
Mexicans and Mexican Americans. Clearly other factors that
were not included in our analyses contribute to differential
outcomes. These variations among Latino subgroups in health-
care outcomes demonstrate the need for more in-depth
assessment of Latino health to inform the development of
effective interventions or policies to address disparities.

Regular Source of Care. The prevalence of access to a medical
home was the primary question for this study. However, the
model of medical home versus no regular source of care was an
assessment of basic access to a regular provider. Other
researchers have shown that patients without a basic regular
source of care experience significant barriers to receiving
appropriate services.20–23 The regression analyses showed
significant ethnic variations in having no regular source of
care with Mexicans/Mexican Americans, and Central/South
Americans being twice as likely to have no regular source of
care. While the medical home model is a better source for
primary care, many populations are challenged to access any
type of care. No one can obtain care in the medical home if they
cannot even get a regular provider. The goal of access to the
medical home will remain elusive without basic access to care.

Insurance Matters. In both regression models the uninsured
were significantly less likely to have a medical home. However,
among the insured, the type of insurance one has led to
different results in our models. The first model was among
people who already had a regular source of care and showed
that respondents with public insurance were less likely than
those with private insurance to have a medical home. The
second model looked at having absolutely no regular source of
care versus having a medical home and found that
respondents with public insurance were just as likely as
those with private insurance to have a medical home. These
different results indicate that when people have insurance—
whether private or public—they are able to identify some sort
of regular source of care. However, among those who do have a
regular source of care, there is a difference in having a medical
home based on type of coverage, and it is the privately insured
who are more likely to have a medical home.

Study Limitations. The MEPS is a large national database that
allowed us to conduct analyses of major Latino subgroups.
However, we could not include Cuban, Dominican, and other
Latino subgroups because of small sample sizes and loss of
predictive power as we stratified into the three medical home
categories. Thus, we limited our analyses to the major Latino
subgroups represented in the MEPS. One of the questions we
could not address was whether country of birth, length of time
in the US, or citizenship status of the respondents would affect
our outcomes. Unfortunately, in MEPS linking to questions of
birth country or length of time in the US would cause us to lose

significant sample size, further limiting our subgroup
analyses. The MEPS does not ask about citizenship status, as
this is an understandably sensitive topic for those responding
to a government survey. Further work needs to elucidate how
citizenship status affects health-care access and outcomes to
determine what factors mediate its effect.

We had to liberalize age cutoffs for some of the preventive
care measures because of challenges with sample size. For
example, we analyzed PSA screening rates for men age 40 and
above rather than 50 and above as is commonly recom-
mended. While we could easily detect disparities in screening
rates by race/ethnicity, we could not use the same age cutoffs
for the subsequent analyses when we further stratified by who
had a medical home or not. Our numbers within each cell for
some of the Latino subgroups became too small for meaningful
analysis. The age cutoffs may have caused us to overestimate
disparities because the Latino respondents were younger than
the white respondents. However, our hypothesis is that those
with a medical home will experience no disparities. Thus,
although we may have introduced an overestimation of the
degree of disparities because of our age cutoffs, we were still
able to demonstrate that disparities were eliminated or
reduced for respondents with a medical home.

Conclusions. While care for those with a medical home was
better, and disparities were reduced, they were not always
eliminated—particularly for Mexican/Mexican Americans. The
medical home model is extremely promising for improving care
and reducing disparities; however, it will not solve all health-
care problems. When addressing the needs of diverse or
vulnerable patient populations, the generic medical home
model will be important, but may not be enough for all
populations. Instead, it may serve as a foundation for
developing truly patient-centered care that can address the
various needs of diverse populations. As the medical home
model gains greater recognition for improving care and
reducing health-care disparities, we recommend ongoing
assessment by race/ethnicity to ensure it fulfills that promise
for all patients.
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