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HOW SHOULD PUBLICLY SPONSORED HEALTH INSURANCE 
BE STRUCTURED?

Policymakers considering how to structure a program of publicly sponsored health insurance for 
low-income Americans face a set of fundamental issues about its design.  This section addresses 
seven core elements that play a large part in determining the scope, shape, impact, and 
sustainability of a publicly financed health coverage program. In the following pages, we outline 
the issues and present the evidence relevant to these defining policy dimensions: 
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Access to Care

The issue 

Health insurance is necessary but not sufficient to assure that low-income Americans obtain 
access to needed health care.  A widely accepted view of access suggests that access depends not 
only on insurance, but also on characteristics of the individual, health care system variables, and 
other factors that can facilitate or impede the process of getting care.  This conception of access 
highlights considerations separate from health insurance that need to be addressed in structuring 
health care for the low-income population.    

The evidence 

Many in the low-income population cycle on and off health insurance over the course of a year, 
obtaining coverage for themselves and/or their children, but losing eligibility some months later 
due to administrative requirements for recertification, a change in their income,  non-payment of 
premiums, or other reasons.  Researchers examining the impact of this dynamic on access to care 
have found that the gains in access that are associated with being insured do not materialize when 
coverage is unstable.

Access to care in Medicaid is linked to the supply of providers willing to accept the program’s 
low-income beneficiaries, and provider participation in Medicaid is chronically inadequate.  In 
provider surveys, low Medicaid payment rates and burdensome administrative requirements 
emerge as leading barriers to provider acceptance of Medicaid.  Other studies have produced 
mixed findings concerning an association between Medicaid fee levels and provider participation, 
and the literature suggests that numerous factors affect Medicaid physician supply.  

Access may be influenced also by the organization of health care delivery.  Findings from 
research on the impact of managed care and disease management in Medicaid are varied and 
indicate that these arrangements can improve the coordination of care for low-income individuals, 
but can also impede access.  This mixed evidence points to a need for more study of the 
mechanisms that affect access to care for low-income people under these arrangements.      

The adequacy of the delivery system to address access barriers that are associated with low 
socioeconomic status is also an important variable.  For the low-income population, 
transportation and arranging time off from work may present barriers to obtaining care.  
Individuals’ ability to understand and navigate the health care system effectively also influences 
their access; in the low-income population, lower health status, lower health literacy, and 
language and cultural barriers may present particular challenges in this regard.  Disparities in 
access to care that persist even within the insured low-income population suggest that the factors 
underlying access are not fully understood.          

A further goal of access to care is the receipt of high-quality care.  As the science of quality 
measurement and improvement evolves and new uses of quality information emerge, research is 
highlighting distinctive issues that arise in the context of the low-income population.  

Stable, continuous health coverage is essential to improved access to care and 
ultimately, to improved health.  Much evidence indicates that Medicaid’s historically 
low payment levels have dampened provider participation, limiting access, 
particularly to specialty services.  Provider payment levels that are adequate to 
secure provider participation, effective coordination of care, and measures to 
address an array of both financial and non-financial barriers to access are needed 
to convert the potential of health coverage into actual access to care for low-
income Americans.  
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Key Evidence 

Cycling on and off public coverage is problematic because instability in health coverage 
reduces individuals’ access to care. 

Studies show that many low-income individuals and families cycle on and off the Medicaid 
and State Children’s Health Insurance Program (SCHIP) rolls and experience spells without 
insurance.  Burdensome application requirements, premiums, short eligibility periods, low 
provider reimbursement, and lack of provider contact have been linked to this instability in 
public coverage.1 2 3 4 5

Relative to stable coverage, cycling on and off coverage has been found to lead to poorer 
access to and use of care, poorer management of chronic conditions, increased 
hospitalizations, and, ultimately, poorer health outcomes.  Data from three different surveys 
analyzed in one study 
indicate higher rates of 
access problems, less 
connection with regular 
sources of care, and more 
medical cost problems 
among adults who had 
recent lapses in coverage 
relative to adults with 
continuous insurance.  The 
insured adults with a recent 
lapse in insurance reported 
these problems at rates 
approaching the levels 
found among currently 
uninsured adults (Fig. 37).6
7 8 9 10 11 12 13 14 15 16

The National Committee on Quality Assurance has a one-year standard for quality 
monitoring of health plans.  The reasoning is that health plans need at least a year to affect 
performance, and thus should not be held accountable for levels of services to those enrolled 
for less than a year.  Research examining the business case for provider investments in 
quality improvements has pointed out the challenges in aligning financial incentives properly 
in a fragmented health system in which the patient moves among different providers, 
employers, and payers.17 18 19

Inadequate participation of providers and plans can hinder appropriate access to care.  
Acceptable payment rates appear necessary but perhaps not sufficient to garner adequate 
provider participation.

High Medicaid acceptance rates by physicians in a community have been shown to be an 
important factor affecting access to care for Medicaid enrollees.  An analysis that modeled 
the impact of the supply of physicians accepting Medicaid on beneficiary access to care 
found a significant association between higher predicted participation rates and a higher 
probability of having a usual source of care, a lower probability of having unmet medical 
needs, and a higher probability of being satisfied with the choice of specialists.  Another 
study related the low use of oral health services in the low-income population to the 
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inadequate supply of dentists willing to treat them.  Other research found that increased 
Medicaid reimbursement led to significantly less drop-out of eligible children from Medicaid, 
ostensibly due to wider access to care for enrollees and more incentive for providers to keep 
patients enrolled.20 21

Provider surveys point to low 
payment and excessive 
paperwork and administrative 
burdens as leading reasons for 
provider unwillingness to serve 
Medicaid patients.  The 
evidence from other research is 
mixed on the question of 
whether higher Medicaid 
payment levels lead to higher 
provider participation rates and 
beneficiary access (Fig. 38).  
Several studies suggest that 
other provider practice, health 
system, and community 
characteristics also affect 
provider participation.22 23 24 25

26 27 28 29 30 31 32 33 34 35 36 37

Provider participation in Medicaid is particularly limited among dentists and in some 
specialties.  Physicians report more difficulty making specialty referrals for their Medicaid 
patients than for their patients with private insurance or Medicare.38 39 40

A recent study evaluated the impact that reforms to South Carolina’s Medicaid Dental 
program had on the number of children receiving dental services through the program.  In 
2000, the state increased reimbursement rates for dentists, streamlined Medicaid billing 
procedures, and worked with community partners to recruit dentists to the program and 
encourage compliance among patients with appointments and treatments.  As a result of the 
reforms, there was a statistically significant increase in the monthly number of children 
receiving dental services through Medicaid.41

Although EPSDT requirements entitle children to the full range of Medicaid benefits 
permitted under federal law, research indicates that low provider payment rates, provider 
shortages, inadequate screening of children, poor data reporting, patient care-seeking 
behavior, and other factors have kept EPSDT from accomplishing its full potential to secure 
access to care for low-income children.42 43 44 45

Numerous studies on the use of emergency departments (EDs) suggest that, independent of 
insurance coverage, inadequate access to primary care is associated with higher rates of ED 
use overall and for non-urgent care.  Findings from a site visit study in 12 nationally 
representative communities in 2005 are illustrative.  Respondents reported that the use of EDs 
for primary care has intensified recently, a fact many attributed to inadequate access to 
primary care, especially for Medicaid enrollees and the uninsured.  They cited increasing 
unwillingness among primary care physicians to accept more patients, and some respondents 
reported that primary care physicians routinely refer Medicaid and uninsured patients to EDs 
for non-urgent care.  Frustrated with trying to secure specialty care for low-income patients, 

Physicians’ Acceptance of Medicaid Patients in 
High-Fee vs. Low-Fee States, 2001

Note: Differences are significant at p<.05.
SOURCE: Zuckerman et al, “Trends: Changes In Medicaid Physician Fees, 1998-2003: Implications For Physician 
Participation,” Health Affairs, Web Exclusive, June 23, 2004.

55%
47%

52%

75%

58%
68%

All Physicians Primary Care
Physicians

Specialists

Low-Fee States High-Fee States
Percent of physicians accepting 
most or all new Medicaid patients:

Figure 38



 87Health Coverage for Low-Income Americans: An Evidence-Based Approach to Public Policy

ACCESS

4

some primary care physicians refer patients to the ED in the hope that they will gain access to 
specialty care.46 47 48 49 50 51 52

Managed care and other organized care delivery systems have had mixed results in improving 
access and coordination of care for low-income populations.  Approaches designed for the 
general population may need to be refined for the low-income population.   

Research on the relationship between managed care arrangements and health care access in 
the low-income population and in Medicaid has produced mixed evidence.  Some studies find 
improved access to and use of preventive and primary care, higher satisfaction, lower unmet 
need, lower emergency department use, and reduced preventable hospitalizations associated 
with managed care.  However, others indicate increased unmet need and reduced utilization 
and still others show no consistent effect of managed care on access.53 54 55 56 57 58 59 60 61 62 63

64 65 66

Studies have provided evidence that disease management initiatives can improve chronic 
disease management among low-income people and improve health outcomes.  Researchers 
found that Virginia Medicaid patients whose doctors received instruction on recommended 
asthma care and drugs, training in patient communication, and lists identifying patients 
needing follow-up had reduced emergency visits and better use of some asthma drugs.  
Community-level gains occurred as well, relative to communities where the training was not 
offered.   Other research found that outcomes improved for a largely low-income diabetic 
population served by health centers participating in a diabetes management program.67 68

Studies of Medicaid disease management programs in several states indicate that these 
programs have promise but have yet to be rigorously evaluated.  Unique characteristics of the 
Medicaid population and program appear to pose special challenges.  In particular, instability 
in Medicaid enrollment and provider turnover mitigate the potential impact of the initiatives.  
In addition, limited medical history data and data lags in Medicaid hinder timely 
identification of high-risk beneficiaries.  Regarding management of chronic mental health and 
substance abuse disorders, the difficulty of coordinating between the Medicaid agency and 
multiple other state and community agencies with different priorities, constituencies, and 
funding has been noted.  Provider resistance and concerns that disease management may 
reduce Medicaid beneficiaries’ access to providers have also been cited.69 70 71 72

A constellation of issues distinct from health insurance coverage, including transportation, 
child care, and time off from work, as well as minority race/ethnicity, health literacy, and 
cultural competence of health care providers, may present obstacles to health care access for 
low-income Americans.  Addressing these barriers can improve access for this population.   

Medicaid enrollees have cited convenience of location and waiting time for both routine and 
urgent care as important considerations in their choice of health plans.  While they indicate 
strong feelings about other aspects of care, they often report their choice of plans being 
constrained by their transportation needs.  In a survey on access to prenatal care among low-
income and uninsured women who deliver at safety-net hospitals, transportation and lack of 
insurance were the most commonly cited obstacles to timely and adequate prenatal care.73 74

A study comparing the impact of three different health insurance models on improving health 
care access for low-income children found that one of several key factors associated with the 
most successful model was the availability of after-hours care in settings other than the 
emergency room.75



88 The Kaiser Commission on Medicaid and the Uninsured

AC
CE

SS

5

In a model controlling for Medicaid status and numerous other factors, children living below 
or near the poverty level were at significantly greater risk of going without needed services 
than those with more income, a research finding that may suggest the presence of non-
financial barriers, such as transportation barriers and limited control over work hours.  Other 
research has documented the role of waiting time for appointments, lack of transportation, 
lack of childcare for siblings, low levels of parental education, lack of parental knowledge 
about prevention and health care needs, and other non-financial barriers in impeding access to 
care.76 77 78 79 80

The Institute of Medicine has found that understanding and use of health information are 
lower among certain populations, including the elderly, those with less education, the poor, 
minorities, and groups with limited English proficiency such as recent immigrants.  Adults 
with limited health literacy have less knowledge of disease management and of health-
promoting behaviors, report poorer health status, and are less likely to use preventive 
services.81

Ethnic minorities, especially Hispanics and Asians, report less satisfaction with their care, 
more difficulty getting appointments, less satisfaction with their physicians’ listening skills 
and explanations, and less trust in their doctors.  Language has been documented as an 
additional barrier.82 83 84 85 86

Some health services research uses “preventable hospitalization” – hospitalization for a 
condition that can be managed effectively on an outpatient basis – as a proxy measure for 
inadequate access to primary care.  Studies showing that racial/ethnic and socioeconomic 
disparities in preventable hospitalization rates persist even when insurance differences are 
controlled suggest that the mechanisms of access have not been fully explained.87 88 89

Inadequate health literacy, language barriers, and poor cultural competence are strongly 
correlated with poorer knowledge and self-care among people with various chronic diseases.  
Research on disease management, which often emphasizes improved self-care, suggests that 
patient education materials need to address lower health literacy, language barriers, and racial 
and ethnic diversity in the Medicaid population.90 91 92 93 94 95

A study of strategies to improve asthma care for children in Medicaid managed care found 
that patients of the practice sites with the highest cultural competence scores were more likely 
to use preventive asthma medications, had better control of their asthma at follow-up, and had 
better parent ratings of care.  Asthma patients in practice sites that had policies to promote 
access and continuity of care (e.g., 24/7 telephone advice, promoted preventive asthma visits, 
better follow-up care) also had better outcomes than patients in other sites.96

Those with worse health status are at higher risk of having access problems.

People who report fair or poor health are almost three times as likely not to get needed care as 
people who report their health as good or excellent – 13% versus 4.6% in 2001.  People with 
health problems are also more likely to delay care than healthier people.  Greater difficulty 
getting care among those in worse health reflects, in large part, their greater need for care and 
more frequent opportunities to encounter problems with the health care system.97
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Efforts to improve quality and market strategies that rely on quality information may face 
distinctive challenges with respect to the low-income population. 

Efforts to improve quality in Medicaid managed care face an array of challenges not present 
in the private insurance sector.  These include turnover in health plans and enrollment, the 
high prevalence of special health care needs, gaps in knowledge about which activities and 
structures improve the health of beneficiaries, and the need for a commitment of sufficient 
public dollars for quality monitoring and improvement.98

There is some evidence that public reporting of health care quality information has a positive 
impact on quality improvement, but public reporting has also prompted concerns related to 
disadvantaged populations.  For example, a study that found low comprehension of quality 
indicators across privately insured, Medicaid-covered, and uninsured consumers nonetheless 
found that the privately insured had a significant advantage in their grasp of concepts key to 
using quality information for decision-making.  Also, some have cautioned that public 
reporting of quality information that does not adjust well for health differences might lead 
providers to avoid higher-risk patients, many of whom are concentrated in the low-income 
population.99 100 101
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