ACCESS TO HEALTH SERVICES

Introduction

Cnti the breakup of the Soviet Union, only two major industrialized countries
—South Africa and the United Stares—did not provide universal access to
health services. Neither South Africa nor the United Stares has a national health
system, such as Canada’s, or a national health service, such as Great Britain's,
to provide a basic set of services to their entire populations. In the free market
cconomy of the United States, health services are among many goods and
services that individuals are generally expected to provide for themsebves. De-
spite years of debate about whether its citizens have a right to health services,
the ULS. system ensures only the right to emergency care in most hospitals
under certain circumstances. Medicare beneficiaries are alse entitled to in-
patient hospital care, hospice services, and home health care,

This chapter discusses how people in the United States, in the absence
of a natipnal health system or service, obtain access to care and also focuses
on the care secker’s access to a provider. Issues of access among providers also
exist (e.g., a generalist’s access to a specialist, or a provider’s access to backup
support, rehabiliration, or long-tesm care services for patient referrals ) bur are
beyond the scope of this book.

Defining Access

The term access connotes different things to health services analysts. To Pen-
chansky and Thomas (1981}, access is the measure of fit berween characteris-
fics of providers and health services, and characteristics and expectations of
clients, incorporating five reasonably distinct dimensions: availability, acces-
sibility, accommodation, atfordability, and acceprabiliry.! Access may describe
the entry into or use of services. Access may also be defined by facrors influ-
encing entry or use of services. For purposes of this discussion. the latter defi-
nitdon ot access is used.

Access to care has a direct bearing on the rwo other important dimen-
sions of the health services system: cost/expenditures and guality. Increasing
access to health services can actually decrease unit costs in some instances bur
inevitably increases expenditures. Limited or no access to care can decrease
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EXHIBIT 3.1
Dimensions of
Access to
Health Scrvices
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a person’s health status and quality of life, but excessive access can also be
detrimental.

As Exhibit 3.1 indicates, access to care has many dimensions: geo-
graphic, physical, temporal, sociocultural, and financial. Geagraphic access is
influenced by where the care seeker lives in relationship to where the provider
practices. A full range of medical services is unlikely to be available n a coastal
village in Alaska, 2 mountain mining town in Nevada, or a rural farming com-
munity in the Midwest, for example, even though the physician to paticnt
ratios suggest that physician supply is adequate to serve these populations.
Medical care is most likely to be found where a population base and related
services to support it exist. Those who live ourside such arcas may have to
mravel considerable distances, often over difficult terrain and through impos-
ing weather, to reach care. Transportation is a factor in geographic access.
Public transportation systems do not serve all arcas where people live, and pri-
vate transportation may not be available to the carc seeker.

Physical access to care is influenced by the care seeker’s physical mobul-
ity and mental competence in reaching a provider, as well as by the ease of
access to the provider’s facility. Today’s system of health services usually re-
quires the care secker to go to the provider, In-home services, although grow-
ing, still do not typically include home visits by physicians tor routine care.
Easc of access to a provider’s facility has been assisted by the Americans with
Disabilities Act of 1990, which recommends appropriate access and imposes
sanctions for noncompliance. Another potential way to increase aceess to a
provider is through the use of telemedicine and through remote monitoring
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of chronic diseases. Such mechanisms have not yet begun 1o reach their full
potential {Barton cral. 2007}

Temporal access may be inhibited when, because of an inflexible work
schedule, the unavailability of care for voung and old dependents, or other
Ume constraints, a care sceker is unable to obtain care during the hours it is
provided. Temporal barriers may also include waiting or quene times between
the request for an appointment and the provider’s availabiline

Multiculrural societies such as the United States also experience socio-
eultnyal barrers to aceess. The provider and care secker may speak different
languages or may come from different caltures that value health services in
disparate ways and have conflicting customs and belicfs. These differences
may inlubit a person from seeking needed care because of the Frustrations in-
herent in communicating or may prevent the care seeker from obtaining the
full benefits of the recommended treatment because of misunderstandings,

Financial access to health services in the United States is largely gov-
erned by the individual's access to health insurance coverage —either private
insurance or public or social insurance.? Health insuran ce, addressed more fully
in Chapter 6, became the dominant payment mechanism for health services
in the last half of the twenticth century. This trend stems from the growth of
private health insurance coverage during and immediately after World War 11
and the establishment of public or social health insurance in the mid-1960s. In
addition to private and public health insurance, financial access to health ser-
vices 1s attained by private payment, by qualifving for government-shansored
programs, or through the provision of chariry care,

Given these varying dimensions of access, what factors affect a person’s
ability to access health services in the ULS. system? This question may be ex-
plored by examining the mode! in Exhibit 3.2, This model was adapted from
one developed by the former congressional Office ot Technology Assessment
(OTA), based on work done by Ron Andersen, LuAnn Aday, and other re-
scarchers in the utilization of health services.” Factors affecting health thar
may not be influenced by access to personal health services are considered
briefly. Three types of factors—predisposing, need, and enabling—that poten-
tially affect aceess are then examined. Finally, the potential adverse health
outcomes associated with lack of access to care and unconstrained access to
care are considered.

Factors Affecting Access to Health Services

Some factors affecting an individual's heaith status may not be influenced
by access to personal health services. Exhibit 3.2 identifies three such factors:
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EXHIBIT 3.2
Factors
Affecting
Access to
Health Services
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SOURCE: This exlibi was adapied from an cxlulit i Doy feacdth fussipavnce Make s D ferenest from the Offlee
af Technology Assessioent, 1992

{1} individual factors, (2) the physical environment, and (3) the social
cnvironment.

Individual factors include inherited (ie., genetic) characreristics and in-
dividual behaviors that reflect a person’s beliefs, artitudes, and values. Another
individual facror, Aealth fiteracy, has only recently begun to be examined.
Some darabases (see the statistical section on the World Health Qrganiza-
tion’s website) note thar the United States has a 100 percent literacy rate,
which is seriously overstated. A person’s ability o read and understand pre-
scription dosages and times and conditions of usage will affecr the outcome
of treatment. A language barrier may affect a person’s abilivy vo comprehend
the proposed treatment plan.
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Physical cavironmental factors include air and water quality, as well as
the presence or absence of disease vectors. A person’s triends and social rela-
rionships are examples of socieral environmental factors that may not be influ-
enced by access to personal health services,

Predisposing Factors

As shown in Exhibit 3.2, predisposing, need, and enabling factors affect po-
rential access. These factors vary in their importance in affecting access, and
rthey do not operate independently; rather, their effect on access is interactive.

Predisposing factors arc an individual’s demographic characteristics:
age, gender, education, occupation, and race /ethnicity. The two ends of the
age spectrum—the young and the old—often require increased access to ser-
vices, Because these age groups are often dependent on others to secure ther
care, access may be directly aftectred by their ability to get assistance in obtain-
ing care.

Gender also influences access to care. For example, women of child-
bearing, age are likely to access health services more frequently than their
male counterparts. Gender may also affect participation in clinical rescarch
studies. Criticism was directed in the early 1990s at the National Institutes of
Health (NIH) for supporting large-scale research studies that limired their
investigations to miale subjects, even though the studied condition affected
both genders (Finnegan 1996}, The NIH has made strides in correcting this
imbalance.

Educarional levels influence access. People with higher educational
levels access health services more frequently.

A person’s occupation may affect access 1n several ways. First, a hazard-
ous occupation, such as mining, puts one at greater risk for injuries and some
types of illness {e.g., black Tung disease), thercby requiring more freguent
contact with the health services system. Second, a person’s occupation has a
dircct influence on income and health insurance status, two enabling factors
covered later in this discussion.

Finally, 2 person’s race and ethnicity may affect access i several ways.
Some diseases—Tay-Sachs discase or sickle-cell anemia, for example—aftect
enly certain racial or ¢thnic groups. Racial and cthnic groups may also face
cultural barriers or discriminatory practices that affeer rheir ability to access
health services,

Need Factors

A range of need factors—perceived health, interpretation ofiliness, and other
health status measures—atfect access o care. Numerous studics have shown
that individuals who perceive their health status as fair or poor are more likely
to access care (McCall et al. 1991 Short and Lair 1994 /95), assuming they
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have the Rnancial means ro do so. Patients’ understanding and interpretarion

of their illness affects access, Bhandari (2006) noted thar the way people re-
port their health status is divectly related to their use of medical services, with
those in progressively betrer health status caregorics visiting doctors less fre-
gquently, staving fewer nights in the hospital, and raking prescriprion medica-
tions less trequently. Health status measures, such as levels of disability and
functioning, also affect access to care.

Enabling Factors

The third category of factors affecting potential access—the enabling factors—
constitutes the major focus for the remainder of this seetion. Enabling factors
include convenicnce, income, insurance coverage, and system: characteristics.
Convenience embodies temporal, geographic, and physical dimensions of
access, as discussed carlier. People’s incomes directly affect their financial ac-
cess and frequency of access to health services and also influence whether they
have private healeh insurance coverage. Private and public insurance coverage
is the major route of financial access to health services in the United Strates.
Although health insurance is explored comprehensively in Chapter 6, an over-
view of its cffects on access follows, This secrion concludes with a discussion
of other characteristics ot the U.S. health services system affecting access—
principaltly, the availability of governmental and other programs thar provide
access to special populations. Following the discussion of these enabling fac-
tors, the problems of people who lack financial access to care are addressed.

Financial Access to Health Services

Private ipsurance and public or social insurance are first discussed as means of
financial access o health services, Privare payment (out-of-pocket payment)
for health services is then addressed. Finally, the important role of govern-
ment-sponsored programs, such as the U.S. Department of Veterans Affairs
(VA) and the military system of health services, is described.

Private Health Insurance

Private health insurance 1s the greatest source of health insurance coverage for
people younger than 65 vears. Medicare, discussed in the nexr section, pro-
vides public or social insurance for most people age 65 years and older, as well
as for people with certain types of disabilities, including end-stage renal discase
{ESRD). In 2007, 67.5 percent of the population younger than 65 years re-
ported some form of private health insurance coverage (NCHS 2009). Ex-
hibit 3.3 shows the percentage of the population with private health insurance
by age, gender, race /ethnicity, and various poverty levels. Children younger
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than I8 years who are below the tederal poverty level had the lowest insur-
ance coverage rates of any of these demographic groups.

Two types of private health insurance are available in the Unired States:
individually purchased policies, which are usually limived in coverage and rela-
tively expensive to purchase, and insurance provided as one of the benefits
of employment. Employer-sponsored health insurance is generally more
comprehensive in scope because the risk of insuring is spread over a group of
cmployees and because those in the workforce are generally healthier than
those of working age who are not in the worktorce and are not the depen-

= ~aninsured worker. Group insurance is thus less expensive per person
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than individual policies. In most cascs, emplovers and employees share the
cost of this insurance. Many employers are beginning to shift a greater pro-
portion of thesc costs to their emplovees.

Individual policies are purchased by people who can afford them, those
who may be self-employed, who work in industrics such as mining or fishing
inn which insurance is difficult ro obtain, or who otherwise do not have access
to a group health insurance policy. Individual high-deductible policies may
also be purchased by people who do not anticipate much utilization of health
services but want the security of catastrophic coverage. Individual policies
often impose stringent limitations for preexisting conditions. They are, how-
ever, becoming of greater interest as individuals explore new insurance prod-
ucts such as consumer-directed health plans isee Chapter 6),

About 61 percent of the nonclderly who have health insurance are likely
to have insurance as a benefivof employment, cither as the employee or as the
dependent of an insured employce. Health insurance provided as a benefit of
cmployment varies by size of firm, type of industry, the emplovee’s work sta-
tus {full-time or part-time), and other factors. Midsize to larger firms (100 or
more cmployees) typically offer one or more types of health insurance cover-
age to their full-time workers, whercas smaller firms (25 or fower employees)
may not offer health insurance as a benefit. Certain industries, such as farm-
ing, logging, floral businesses, and interior design—viewed as high risk by in-
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surers because of the potential for physical injury or the perceived high-risk
lifestyles of the employees—may typically not offer health insurance as a ben-
efit {Zellers, McLaughlin, and Frick 1992). Many employers, regardless of
firm size, do not offer health insurance contingent, seasonal, or part-time
workers,

Private health insurance coverage for the nonelderly varies by race/
ethnicity: a greater proportion of whites than nonwhites are insured { Exhibit
3.4). As a bridge to the next section on public health insurance, Exhibir 3.5
shows the percentage of the U.S. population thar had any kind of health in-
surance coverage in 2007,
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Public or Social Health Insurance

Many constder Medicare and Medicaid, two government-supported programs
initiated as amendments to the Social Securitv Act (titles XVIII and XIX, re-
spectively) in 1965 and implemented the following year, to be public insurance
programs. Both are entitlement programs, meaning eligible persons have a
legistative entitlement to all the covered services they require. Only the Medi-
care program reaily fits an insurance modcl and was designed to conform o
the structure of private health insurance. Because the programs are so tre-
quently compared——and confused—both are discussed in this section.

The Medicare and Medicaid programs, a legacy of President Lyndon
Johnson’s Great Saciety, resulted from compromises following the failure to
enact some form of national health insurance {Anderson 1968). Medicare was
intended ro provide mandatory hospitalization benefits (Part A) to qualified
beneficiaries and optional physician services and outpatient coverage (Part B)
to beneficiaries who could afford the monthly premium. Medicare beneficia-
ries initially were persons 65 years and older, which was retirement age in that
cra; later amendments included people with ESRD (1972) and long-term dis-
abilities {1973).

The Medicaid program, a welfare program, was established to pay for
a mandated set of health services to low-income children and their caretakers
who were the recipients of, or eligible to receive, public assistance funds from
the Aid to Families with Dependent Children (AFDC) program or the Sup-
plemental Security Income (SSI) program.® The Medicaid program has been
amended over time to include people who have developmental disabilities
(1972} and to expand cligibility to other low-income groups, including chil-
dren, pregnant women, and the clderly, The Personal Responsibility and Work
Opportunity Reconciliation Act (PL 104-93) of 1996 replaced the AFDC pro-
gram with the Temporary Assistance for Needy Families (TANY) program.

Although the Medicare and Medicaid programs were established in
the same congressional session and were intended to provide health services
access to the two ends of the population spectrum—the elderly and children
with their adult caretakers—the programs differ widely in their requirements
for eligibility, covered benefits, financing, and proportion of the pepulation
cach covers. These differences are illustrated 1n Exhibit 3.6 and discussed in
more detail in Chapter 6.

Private Payment for Health Services

Private, out-of-pocket payment for health services is another way in which a
person obtains financial access to care. Private out-of-pocket payment includes
payment for all health services expenditures by uninsured people who can
afford to do so. It also inctudes payment for heaith services not covered by
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EXHIBIT 3.6
Comparison of
Medicare and
Medicaid
Programs

Eligibility

Financing

Benefits
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Covered

Means Test
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Age 65+

Disabled persons
End-stage renal disease

Lou Gehrig's desease
Retired railroad employees

Part A:
Employer/employee
contributions
Copayments and deductibles
Part B:
Premiums
Deductible

Eelio qid

Categorical welfare

(TANF, S5I)*
Persans living with AIDS
Low-income pregnant women
Low-income children
Low-income elderly

50% federal funds
{(at minimum)
50% or less state funds
Limited copayments
(cost sharing)

General revenue {federal funds)
Part C: Medicare Advantage
(formerly Medicare+Choice)
Capitation paymen{ funded by
Part A Trust Fund and Part B account

Part D: Outpatient prescription
drug coverage

Premiums and general revenue

(federal funds)
Individual ¢ost sharing

Part A;
Hospital inpatient
Skitled nursing facitity care
Home health care
Hospice
Part B (optional):
Physician services
Qutpatient services
Part C: Medicare Advantage
(Formerly Medicare+Choice}
Part D: Outpatient prescription
drug coverage

43.2 millien persons, including
5 million persons with
disabitities {z007)

None required

Hospital (inpatient and
outpatient)

Rural health clinic

Laboratory

A-ray

Skitted nursing facility,
age 21+

Home health care

EPSDT

Physician services

Family planning

Nurse midwife (where
permitted)

55.6 mitlion persons {2007)

income and asset limits

* Medicaid eligibility may differ from sate to state, depending on how the state redefines the linkage berween
welfare programs and Medicad eliginlite as 9 result of die Fersonal Responsibulity and Wark Oppoartunity
Recunciliation Act of 1996

NOTES: TANF = Temporary Assistanve 1o Needs Famudies; EPSIT = Eacdy and Periodic Serecning,
Diagnaosis, and Treatment Program, S8 « supplenicatal Seeurny Lncome,
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private, public, or social health insurance and payment for the deductibles, co-
payments (set dollar amounts), and coinsurances { percentages of total charges)

that various insurance companies require. {Premiuwms are not usually consid-
ered out-of-pocket payments in the cakulation of the National Health Ac-
counts.} Qut-of-pocket payments constitute an important revenue source for
financing health services, In 2007, 12 percent of health services revenues
came from private out-of-pocket payments {see Chapter 7).

Government-Sponsored Programs That Provide Access
to Health Services

A range of government-supported health programs provide direct access to
health services for special populations. A select set of these programs, includ-
ing the VA system, Department of Defense programs {including TRICARE),
the [ndian Health Service, and the prison health services system, are discussed
in the sections that follow.

The VA health services system, established in 1921 as the U.S, Veterans Bureau U5, Department
{Shonick 1995) to provide inpatient, outpatient, and long-term care services ofV?terans
to veterans with conditions connected o their military service, provides care Affairs System
through a system of 153 hospitals and 895 community-based outpatient clin-
ics (1.8, Department of Veterans Attairs 2008}, Some states have several VA
hospitals; others, such as Alaska, have none.
VA health services facilitics provide care to an important segment of
the 1.8, population and serve as training sites for medical students and resi-
dents. In 1972, in what was perceived as an era of physician shorrages, the VA
linked with other organizations to establish eight new medical schools to in-
crease the supply of physicians.
Congress periodically questions the furure of the VA system. Proposals
ro expand VA services to include dependents of veterans, to serve other com-
munity members, or ta dismantle the VA svstem have been discussed ac the
congressional level but have not yet reached legislative status. Any potental
changes to the VA system need to take into account the new population of
veterans from the wars in Iraq and Afghanistan.
In 2007, the VA expended $33.8 billion for the care of veterans. Ex-
hibit 3.7 shows the percentage distribution of these funds, half of which were
expended on outpatient care.

The Department of Defense (DOD) is an important provider of health ser-  Department of
vices to active military members and their dependents. The U.S. Army, Navy, DEfef'se Health
and Air Force cach operares its own medical services, and the DOD operates Services
eight “tri-service™ joint medical facilities. TRICARE serves more than 9.2
million beneficiaries in 63 military hospitals and 413 clinics around the world
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EXHIBIT 3.7
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that are referred to as military rreatment facilides (TRICARE 2008; USGAO
2005a). Contracrual services are negotiated with the private sector in places
where no military factlities exist. A medical school to train physicians for mili-
tary service—the Uniformed Services University of the Healeh Scicnces—was
established in 1972 in the Washington, DC, area.

Military dependents and retirees, and their dependents and survivors,
reccive health services through TRICARE, formerly known as the Civilian
Health and Medical Program of the Unitormed Services (CHAMPUS), an
insurance program whose origins date back to the Emergency Maternal and
Infant Child Care Program (EMIC) established in 1943 (Shonick 1995), The
DOD requires considerable cost sharing of its TRICARE enrollees and uses
managed care as one way o project and better manage expenditures for mili-
rary dependents and retirees. The DOD FY 2007 budget for its Unified Med-
ical Mrogram was $42.2 billion to provide care to 89,400 military and 44,100
¢civilian bencficiarics { TRICARE 2008).

The Indian Health Service (IHS), first established as a unit of the War De-
partment in 1802 (Shonick 1995), and now a part of the U.S, Department of
Health and Fluman Scrvices (HHS), provides health services to an estimated
1.5 million of the estimared 2.6 miilion American Indians and Alaska Natives
enrolled in more than 557 tribes, villages, bands, and pueblos throughout the
United States. The THS maintains 49 hospitals and 364 health centers in a
number of states for its beneficiarics, but it also contracts with the private sec-
tor to provide services to those who lve outside the service arcas of these fa-
cilities (118 2002; USGAO 2005b). Through the Indian Self-Determination
and Education Assistance Act of 1975, many tribal authorities have assumed
responsibility for providing health services, contracting with THS for the tunds
to help them develop and implement tribal-specific hicalth plans, Targer cities
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may have an urban Indian center where services are available to American In-
dians who live away from their home reservations.

No group within the U.S. population has a constitutionally established right Prison Health
to health services. Prison inmates, however, are described by some as having ~ Services
the nearest thing to a constitutional right to care of any population group.
‘This description stems from the provision of services that has resulted from
tnmate fawsuits claiming the right to care under the auspices of the Eighth
Amendment to the U.S. Censtitution, which prohibits “cruel and unusual
punishment.” Exhibit 3.8 shows the distribution of the 2.2 million U.S. pris-
oners in 2006 by gender and by race/ethnicity.
Inmates in federal and state prison systems receive government-funded
health services that vary in extent and coverage by individual facility.® Prisons
may have staff physicians on site, contract for physician services on an as-
needed basis with nearby communities, maintain on-site clinics staffed by mid-
level practitioners, provide care through the use of telemedicine, or arrange
for health services in other ways. Few prisons maintain full-scale inpatient hos-
piral facilities; they typically obtain such services from nearby communities on
an as-needed basis. Dental services may also be provided according to a vari-
ety of arrangements.
Correctional facility administrators are concerned about the increas-
ing demand and expenditures tor health services because of the aging of the
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prison population and because more inmates are receiving and serving longer

sentences. Additional concerns include the number of inmates who are posi-
tive for human immunodeficiency virus {(HIV) or have acquired immunodefi-
ciency syndrome (AIDS), the increase in tuberculosts and other communicable
discascs, the prevalence of chronic diseases in an aging populatien, the preva-
lence of mental ilinesses, and other serious health problems in an incarcerated
population.

Potential Adverse Outcomes Associated with Lack of
Access or Unconstrained Access to Health Services

The access-to-health-services model (Exhibit 3.2) incorporates the potential
adverse health outcomes associated with lack of access and excessive access.
Having financial access to health services directly affects care-seeking beha-
vior. A lack of health insurance is associared with reduced access to medical
care, a lower prevalence of recommended preventive services, potentiaily
avoidable hospitalizations, and subscquently higher mortality independent
of other risk factors { Franks, Clancey, and Gold 1993). Uninsured adults and
children have fewer provider visits than people with insurance. Uninsured
adults usc about half of the nonemergency ambulatory visits, two-thirds or
fewer emergency department visits, and a much smaller fracrion of inpatient
hospital days—12 percent for men and 20 percent for women—than their
insured counterparts. Although uninsured children appear to use emergency
care on a par with insured children, they still use only 70 percent as much
nonambulatory care and are only 25 percent as likely as children with insur-
ance to ¢nter a hospital {Spillman 1992). Children with health insurance gaps
are at increased risk of having more than one care site (Kogan et al. 1995),
thus jeopardizing continuity of care. They are less likely to reccive medical care
from a physician, even when it seems reasonably indicared, and are at risk for
substantial avoidable morbidity {Stoddard, St. Peter, and Newacheck 1994).

Exhibit 3.9 shows that 52.5 percent of those without insurance for all
or part of the previous 12 months postponed sceking carc, and 42.4 percent
went without care because of financial reasons; in contrast, only 4.1 percent
of people with insurance postponed care and 3.7 pereent went without care
because of financial reasens. In a seminal 1992 report, the congressional OTA
reported that the uninsured are more than three times as likely as those with
private insurance to experience a lower utilization of services, potentially worse
health services, and adverse outcomes. The OTA also reported that people
with public insurance {Medicaid in particular, even though it is not an insur-
ance program) are up to two and a half dmes move likely than those with pri-
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EXHKIBIT 3.9
Reduced Access

to Medical
Insured Continuously  Uninsured for  Uninsured for  Care During

All 12 Months Any pericd »12 Months the Previous 12
Months

Did not get medical a1 19.4 23.0 Because of
care due to cost Cost. by
Delayed medical 41 26.4 61 bﬁctcctcd o
care due to cost Characteristics,
Did not get 2006
prescription drugs 3.7 21.8 21.6
due to cost

SOURCE: This exhibit was ereated using data from Heafef, CUnfeed Seazes, 2008, published by the National CGenter
ter Health Statistics in 2009,

vate insurance to experience potentally inadequate health services and four
rimes more likely to have an adverse cutcome.

Since these seminal studies were reported, others have continued to docu-
ment the effects of lack of health insurance on health status. A study by Ayanian
and colleagues (2000) showed that a significantly higher proportion of those who
were uninsured for more than one year could not see a physician because of the
cost and had had no routine checkup within the previous two years compared
with those who were uninsured less than one vear or who had not lost inswrance.,
The Institute of Medicine (IOM) examined the matter and has issued reports on
the problems of the uninsured in the United States. Members of an expert panel
examined findings from more than 130 research studies. In the report Care With-
out Coveragre: Too Little, Too Late, issued in May 2002, the 10OM reporred that
adulr health status changes when adules remain uninsured: adules in late middle
age (especially between ages 55 and 65) and adults with low incomes are espe-
cially susceptible to deteriorating health it they never had or have lost health
coverage (IOM 2002a). A study by Baker and colleagues {2002) corroborates
the YOM findings: adults age 5161 vears who lost ali health insurance were at
increased risk of major declines in overall health and had increased risks of devel-
oping a new mobility difficulty within nwvo years of losing their health insurance
coverage. The Kaiser Famity Foundation {2002), the American College of Physi-
cians (ACP) {2004), and the Institute of Medicine (2009 all report on the health
conscquences of being uninsured. The uninsured receive less preventive care, are
diagnosed at more advanced disease stages, and once diagnosed, tend to receive
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fewer drugs and less surgical intervention. Uninsured children are 25 percent
more likely to miss school { Kaiser 2002). The ACP report listed 15 adverse health
consequences experienced by the uninsured. The TOM report concluded that
health insurance is integrat to individuals® personal well-being and health.

The destabilization of the U.S. economy that became alarmingly evi-
dent in the fall of 2008 suggests that a larger proportion of the population
may delay seeking care because they have lost their employer-sponsored health
insurance because of unemployment or have had related evenrs that have
compromused their financial access to health services. Destabilization is not 2
phenomenon unique to the United States: the global economy and that of
many individual countries have also been affected, and although their various
health services differ, a reducton in financial resources affects every resident
of a country.

Althougl it scems a smaller problem compared with the magnitude of
the uninsured population whose access to care is limited, unconstrained ac-
cess to care may also contribute to, rather than alleviate, health problems.
Iatrogenic {physician-induced) illness and nosocomial {hospital-acquired)
infections may occur as a result of treatment. Adverse drug interactions are
more likely when a patient”s treatment by a range of providers is not coordi-
nated. Despite their widespread usc, not all therapies have been proven to be
citective, Berween one-quarter and onc-third of care given to insured people
in the United States falls in the inappropriate or equivocal area in which medi-
cal benefit does not exceed its risk {Brook 1991). In her book Overtreated:
Why Too Much Medicine Is Making Us Sicker and Poorer Shannon Brownlee
(2008) points out that Dr. David Eddy, a reputed heart surgeon and health
cconomist, estimates that “as little as 15 percent of what doctors do is backed
up by valid evidence.”

Andrew Booth, with contributions from others, provides a resource
guide that analyzes 18 studics to assess what proportion of medical practice is
evidence based {Booth et al. nd.),

The evidence-based movement’s aim is to root out incffective treat-
ments and practices because vigorous scientific analysis does not always occur
before a promising practice becomes widely disseminated. The evidence-
based approach needs to be distinguished from a movement that occurred
between 1987 and 1996, first called “medical fudlity” (Helft, Siegler, and
Lantos 2002) and now referred to as “potentially ineffective care.” These
terms generally refer to care offered a person with a terminal illness or devas-
tating, injury whose health status is unlikely to improve despite any heroic
intervention. In such situations, patient comfort and relief from pain become
the focus of trearment,
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Access to Health Services for the Uninsured

An estimated 96 percent of people 65 years and older have financial access to
health services through the Medicare program, and nearly 84 percent of the
population younger than 65 years access health services rthrough private health
insurance, Medicaid, Medicare (for people with disabilities younger than 65
years and those with ESRD), private out-of-pocket payments, or government-
sponsored programs such as the VA system (USDFIHS 2002; [glehart 2002).

How do people not covered by these programs—an estimated 16 per-
cent of the population younger than 65 years—get health services when they
need them? Who are the uninsured? Why are some people uninsured? This
section addresses these questions.

People who have no health insurance, limited ability to pay out of
pocker, and limited or no access to other governmental health programs may
access care from public hospitals and clinics; neighborhood, community, and
migrant health centers; or clinics established by charitable organizations or
other volunteers that provide low-cost sliding scale fees or no-cost care. Al-
though many of these facilitics and the providers who staff them offer com-
prehensive care, patients may not abways be able to avail themselves of it.
Thus, such sites may serve as stopgaps, providing urgent or emergency out-
patient care, rather than the comprehensive care a person with msured access
to the system typically recebves. Persons secking care in hospital emergency
departments are likely to get such care if their situations are truly emergent or
may be referred to more appropriate care, in large part because hospitals par-
ticipating in the Medicare program are required to provide emergency care,
regardless of the patient’s abiliry to pay. Such patients constitute a significant
economic burden to hospitals, particularly public hospitals, whose provision
of charity care (also called uncompensated care or bad-debt care) may jeopar-
dize their ability to remain financially viable.

Physicians and other providers otten provide free or pro bono care to
a limited number of patients. Clinics, particularly in inner-ciry areas, may be
established as free clinics, providing basic care to all who seek their services,
to the extent that their resources permit them o do so. Such clinics may be
staffed by volunteer providers, with suppties and other services donated by
community mermbers or underwritten by communiry instirusions. Helpful as
these free clinics are, they cannot begin to replace a regular source of care for
everyone who needs it.

Demographic Characteristics of the Uninsured

Who are the uninsured? Exhibit 3.10 shows the proportion of the population
that is uninsured, by age, gender, race /ethnicity, and poverty level starus. The
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EXHIBIT 3.10
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18- to 44-year-old age group has the highest proportion of uninsured per-
sons. American Indians and Alaska Natives have the highest proportion of un-
insured persons (38 percent), followed closely by those of Hispanic/Latino
ethnicity at 35 percent. Rates of no insurance decrease with increases in
income.

Reasons People Lack Health Insurance

People lack health insurance for many reasons. They may not have access to
employer-sponsored health insurance because their employer does not offer it,
they are not in the workforce, or they cannot afford the premiums. They may
not be able to afford the premiums of an individual health insurance policy.
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EXRHIBIT 3.10
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They may not qualify for Medicare or Medicaid or be cligible for other gov-
crnment-supported health programs, such as military care,

(ne sometimes-overlooked reason that people lack health insurance is
that they declinc employer-sponsored coverage. In an early study, Cooper
and Schone (1997) found an 8.2 percentage point decrease in the number of
workers who accepted health insurance between 1987 and 1996. They attri-
bute this decline to a number of factors, including declining real incomes, es-
pecially among workers who are the least likely to have coverage (e.g., bealthy
young men in the workforce}; increasing costs ot insurance; rising employee
contributions to health insurance premiums; and expansions in Medicaid
coverage.

Bernard and Seldon (2006) found thar on average, in 2001 and 2002,
11.3 million U.8. residents were uninsured despite having an offer of employ-
ment-related insurance through their jobs or that of an immediate family
member. Some who declined employer-sponsored health insurance had pub-
lic coverage, but 6.3 percent of adults and 7.3 percent of children eligible tor
employer-sponsored health insurance had no health insurance coverage dur-
ing the study period. Other findings from their work include the following:

o Children in low-income families were less likely to have coverage than
other children. Most children whose parents decline private coverage
end up with public care, whereas the adults remain uninsured.
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* Decliners were more likely to report poor health but less likely to have a
high-cost medical condition than those with health insurance coverage.

» PFamilies declining coverage were more likely to have financial barriers to care.

e Families that decline employee health coverage rely heavily on public
tunding and uncompensated care.

Initiatives to Expand Financial Access to Health Services

Despite the fact that arranging for financial access to health services has largel

been left to the individual, with the exception of Medicare beneficiarics whe

arc ensured access, the public periodically expresses concern that more that

ong-sixth of the U.S. population has no health insurance and thus has limitec

access to care. Recommendations for national health insurance were intro-
duced as carly as the Rooscevelt administration in 1935 (Litman and Robins
1991) and again in 1993 with the unsuccessful Health Security Act (HSA).
Such proposals failed for a varicty of reasons—not the least of which is the
likcly increase in federal expenditures needed to support them. A range of
other proposals, cach of which is bricfly described in the sections that follow;,
have been offered in the last several decades, including:

* cxpanding the Medicare program to include other beneficiaries;

* cxpanding the Medicaid program to include even more of the uninsured;
« providing health insurance coverage to special populations, such as children;

* creating a single-payer system similar to that in Canada;

+ reforming the health insurance industry;

* creating tisk pools lor the uninsurable; and

* establishing statewide health insurance programs.

At the federal level, the Medicaid program has been expanded ro cover more
of the uninsured (see Appendix 6.2 in Chapter 6), the State Child Health
Insurance Plan (SCHIP) was established in 1997 and reauthorized as CHIP
in 2009, some states lave created risk pools for the vninsurable, and a num-
ber of states have established statewide health insurance programs. These
changes are addressed in Chapter 6.

The 1993 HSA was one of several proposals to expand cligibility to Medicare.
The HSA proposed adding a Part C to Medicare that would provide coverage to
many of the uninsured. Expenditure projections and a distaste for a larger gov-
ernmental role in health services contributed to the defeat of this bill. A different
Part C, the Medicare+Choice plan (discussed in chapters 6 and 19), was added to
Title XVIII by the 1997 Balanced Budget Act and has since been replaced by the
Medicare Advantage program established by the 2003 Medicare Prescription
Drug Improvement and Modernizaton Act {MMA). Enroflment in Medicare
Advantage remains relatvely modest—38.2 million enrollees as of June 2007—
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even though some Medicare Advantage plans offer more coverage than fee-for-
service Medicare may provide (Merlis 2007).

Although a broader expansion of Medicaid eligibility has been discussed ar the
national level, the only action on this idea is occurring at the state level. After
years of grassroots development, the state of Oregon was granted a waiver
from the Health Care PFinancing Administration {FHCFA—mnow the Cenrers
tor Medicare & Medicaid Services [CMS]) to initiate the Oregon Health
Plan, which enrolls people whose incomes are below 100 percent of the pov-
erty level into the Medicaid programi, even if they are not categorically eligi-
ble. Oregon proposed even more comprehensive coverage through its state
plan, but Oregon voters rejected this expansion in the fall 2002 elections. In
January 1994, the state of Tennessee replaced its Medicaid program with
TennCare ro cover more of the low-income uninsured. Managed care organi-
zations and behavioral health organizations provided care to enroliees through
three products: TennCare Medicaid, TennCare Standard, and TennCare Assist
(TennCare 2003).

TennCare had many problems in terms of payments to specialists, enroll-
ment, and other issues. Tt was replaced by CoverTN in March 2007 Its premi-
ums are shared by the state, businesses, and employees. "The program currently
has 16,000 members and 6,504 businesses enrolled. New benefits that began
January 1, 2009, include increasing the number ot annual preventive medicine
visits, adding speciatist physician visits, and removing the cap on payment for
diabetic medicines and supplics (Robert Wood Johnson Foundation 2008a).

The Oregon and Tennessee programs are only two examples of Med-
icaid expansions, A number of other states have established similar expansions
ar are piloting such expansions.

In 1997, Congress added Title XX to the Social Secuvity Act, creating the
SCHIP, which provided $40 billion in matching funds ro states over ten years
to support health insurance coverage for children. States could choose to ex-
pand their Medicaid programs, start Or augment  separate instrance program
for children, or devise a hybrid of these strategies (Demkovich 1997a).

Twenry-one states chose to cxpand their Medicaid programs, 12 to have
separate SCHIP programs, and 21 to operate combination programs. Despite
dlow enrollment starts in many SCHIP programs, 7 wiillion children were en-
colled in the SCHIP program in 2007 (Ryan and Mojerie 2008). Since 1997,
Congress has changed how the SCHIP funds are allocared; berween 2002 and
2004, states experienced a 26 percent decline in the amount of federal funds
available to them (Ryan 2002). Congress and President George W. Bush dis-
agreed about how SCHIP was to be reauthorized, so the president authorized an
extension through March 2009. Congress, after President Barack Obama’s inau-
guration in 2009, reauthorized this legisladon as CHID.

Expanding
Medicaid

Providing Health
Insurance
Coverage for
Children
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Canada’s health services system, in which the government serves as the single
payer for care, has been proposed as a model for the U.S. system to emulare

The Canadian system achieves a comparable—and some would claim a highe

—health status at significantly lower per capita expenditures. The likelihood
that the United States will follow Canada’s lead seems slim for several reasons.
One reason is the difference in the roles of the health insurance industry in
the two systems: in rhe Unired States, the health insurance industry has beer

a dominant influence on how the system has developed, whereas the Canadiar

syster has no major counterpart to the U.S. industry. Additionally, the Cana-

dian system, under considerable pressure to change because of increasing

expenditures and an oversupply of physicians, imposed controls on physician
training and practice sites, the availability of hospital beds, and other services
in the late 1990s (though since then education slots available for nursing and
medical students have been added [ Canadian Institute for Healrh Care 2002]).
In the early years of the twenty-first century, an improving economy and belt
tightening by the Canadian tederal government led to the development of
budget surpluses. Canada, however, has been affected by the worldwide eco-
nomic instability that began in the fall of 2008,

The unsuccesstul 1993 HSA proposed several reforms to the health insurance
industry, such as establishing uniform billing and streamlining other adminis-
trative procedures. Although Congress did not enact the sweeping reforms
proposed by the HSA, incremental changes in the industry are occurring. The
1996 Health Insurance Portability and Accountability Act (HIPAA) makes it
casier for insured people to retain coverage when they leave a job (portability);
cstablishes federal insurance requirements for carriers offering coverage in the
indvidual, small-group, and large-group markets; and imposes specific insur-
ance teforms on self-funded health insurance plans (see Chapter 6).

Thirty-five states have esrablished subsidized health insurance plans for people
with chronic conditions or other risk factors that have made them uninsurable
(Rau 2008}, Health insurance from a state risk pool is likely to be limited in
scope and more expensive than commercial insurance. It is less likely to cover
dependents than private health insurance but may fill a crucial health insur-
ance need tor those who can afford it.

Several states have established or are considering the establishment of statewide

health insurance programs. Washington’s Basic Health Plan, established in 1988,
began as a three-county demonstration insurance plan for low-income residents
and cxpanded statewide in 1993. As of June 2009, the Washington Basic Health
Plan covered neardy 100,000 Washingtonians. Recent state budget cuts have
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precipitated monthly premium increases for 2010 (Washington Basic Health
Plan 2009). The 2006 Massachuserts legislature passed a universal insurance
program that the governoy signed into law. As of Angust 2008, more than
400,000 people had enrolled in this plan (Massachusetts Division of Health
Care Policy and Finance 2009). Other states have followed suit, but some
states may have to table further action until the U5, economy recovers.

New proposals for group purchasing—association health plans, health insur-  Other Proposals
ance purchasing cooperatives, and multple emplover weltare arrangements—

are emerging {see Chapter 6). How these proposed new products will survive

in a complex marketr remains to be scen. Analysts suggest thatr these new

products warrant cautious and careful consideration but are not likely to pro-

duce a significant overall reduction in premiums or an increase in insurance

coverage (Hall, Wicks, and Lawlor 2001 ,. Many of these products appear to

be eclipsed by newer initiatives, including the interest in consumer-directed

health plans {sec Chaprer 6).

A Focus on Health Disparities

Differences in health status occur tor a variety of reasons. The determinants
of health {sce Chaprer 2) atfect each person ditterently. Some believe income
differences are the most influential factor in diiferences i health status, or
health disparities. Other factors thar mighr influence disparitics in health sta-
tus include demographic factors, such as race /ethnicity and age,

A national focus on health disparities centers on those disparities
that can be corrected through improved access or other interventions.
The Healthy People 2010 objectives (and prior and subsequent versions of
the objectives) aim to reduce disparities that are amenable to change (US-
DHHS 2000a). In 2006, the Agency tor Healvheare Research and Quality
summarized its findings about health dispanties. Exhibit 3.11 shows the
differences by racial and ethnic groups and by income in diminishing dis-
parities. These differences clearly need ro be effectively addressed if the
disparities in health status and 0 health care are to be resolved.

This chapter has focused principally on disparities related ro financial
avcess to healrh services. Exhibic 3.10 is particularly telling regarding the part
of the U.S. population that is uninsured.
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EXHIBIT 3.11
Summary of
Agency for
Healthcare
Research and
Quality’s
(AHRQ) 2006
National
Heaithcare
Disparities
Report

For most core quality measures, Blacks (73%), Hispanics (77%), and poor
peaple (71%) received worse quality care than their reference graups. For
most measures for poor people (67%), disparities were increasing; for most
measures for minorities, significant changes in disparities were not observed.

Increasing disparities were especially prevalent in chronic disease
management. Compared to their reference groups:

* Blacks had 90% more lower extremity amputations for diabetes.
¢ Asians were restrained in nursing homes 46% more often.

* American indians and Alaska Natives were hospitalized from home health
care 15% more often.

Hispanics had 63% more pediatric asthma hospitalizations,

* Poor pecple were 37% less likely to receive recommended diabetes care.

All of these disparities were increasing over time. Better and improving quality,
however, was also observed for at least one measure for every population.

For most core access measures, Hispanics (83%) and poor people (100%) had
worse access {o care than their reference groups. Disparities were increasing
for most measures for Hispanics {80%) and for poor people (100%).

Better access was only chserved for Asians compared with Whites, although
improving access was observed for at least one measure for evety population.

SOURCE: These dara came from the 2006 Naconal Heaftheare Disparees Reporr published by AHRQ.

Summary

Access 1o health services has several dimensions—geographic, physical, tem-
poral, saciocultural, and financial—that can ensure or inhibit access to care.
Potential access is affected by predisposing factors (age, gender, education,
occupation, and race/ethnicity ) need Factors { perceived health, interpretation
of illness, and other health status measures); and enabling factors (conve-
nience, income, insurance coverage. and svstem characteristics). Of the en-
abling factors, financial access to care in the United Stares is usually predicated
on insurance coverage, either private or public, or personal income {ability to
make out-of-pocket expenditures for care). For those who do not have healih
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insurance, government health programs, such as those sponsored by the VA,
DOD, and IHS, provide care to cligible populations. People ineligible for
health insurance or these governmental health services programs nray be able
to access care through low-cost or no-cost clinics.

As much as 20 percent of the ULS. population may have limired or no
financial access to health services in a given year. This population is at greater
risk of morbidity and mortality and frequently presents on an emergency basis
with peorer health status than those people who have no financial impedi-
nmients to receiving care.

Major changes in health insurance, the primary health services financ-
ing mechanism in the United States, scem unlikely, given the defeat of the
HSA. Instead, incremental reforms, such as those incorporated in the HIPAA
of 1996, appear to be the most likely to eftect change,

Notes

1. Penchansky and Thomas {1981 ) define the dimensions of access as
follows: Availability is the relationship of the volume and rype of services
{and resources) to the client’s volume and type of needs. It refers to the
adequacy of the supply of physicians, dentists, and other providers;
tacilities, such as clinics and hospitals; and specialized programs and
services, such as mental health and emergency care, Accessibility is the
relationship between the location of clients and healtheare facilities,
taking into account client transportation resources, travel time, and cost.
Accommodation is the relationship between the manner in which the
supply resources are organized to accept clients (including appointment
times, hours of pperation, walk-in facilities, and telephone services), the
client’s abiliry to adjust to these tactors, and the client’s perceptions of
their appropriatencss. Affordability is the relationship between prices of
services and providers’ insurance or deposit requirements to the client’s
income, ability to pay, and existing health insurance. The client’s
perception of worth relative to total cost is a concern here, as is the
client’s knowledge of prices, total cost, and possible credit arrangements.
Acceprability refers to the relationship between clients’ attitudes about
the personal and practice characteristics of providers to the actual
characteristics of existing providers as well as o provider attitudes
about acceptable personal characteristics of clients.

2. Insurance coverage does not, however, guarantee access to care, If
providers are unavailable or if they will not accept the insurance
company’s payment for services, an insured person still may not have
access to health services.
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3. The OTA’s version of the chart, which did not include the final column
on potential adverse outcomes associated with excessive access, was based
on Aday, Andersen, and Fleming (1980); Weissman and Epstein (1992);
Mechanic (1989); and studies reviewed for the interim report.

4. The SSI program is a federal cash assistance program for low-income
aged and disabled people that has standard eligibility requirements. It
was established to replace state-provided cash assistance programs to
low-income and aged and disabled people.

5. The focus of this discussion is on prisoners with long-term sentences. Jail
inmates who may be awaiting trial or a hearing or who are serving out a
short sentence may not be cligible for other than emergency services.
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