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CHAPTER ONE

IMPROVING ACCESS
TO CARE IN AMERICA

Individual and Contextual Indicators

Ronald M. Andersen
Pamela L. Davidson

his chapter presents basic trends as well as research and policy issues related

to health care access. We define access as actual use of personal health ser-
vices and everything that facilitates or impedes their use. It is the link between
health services systems and the populations they serve. Access means not only
visiting a medical care provider but also getting to the right services at the right
time to promote improved health outcomes. Conceptualizing and measuring
access is the key to understanding and making health policy in a number of
ways: (1) predicting use of health services, (2) promoting social justice, and (3)
improving effectiveness and efficiency of health service delivery.

The chapter presents a conceptual framework for understanding the mul-
tiple dimensions of access to medical care. The various types of access are con-
sidered and related to their policy purposes. Examples of key access measures
are given, and trend data are used to track changes that have occurred over time
in these access indicators. The chapter addresses the questions: Is access improv-
ing or declining in the United States? for whom? according to what measures? It
concludes by discussing future access indicators and research directions.

Understanding Access to Health Care

This section proposes a conceptual framework based on a behavioral model of
health services use that emphasizes contextual as well as individual determinants
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of access to medical care. Also reviewed are the dimensions of access defined ac-
cording to components of the framework and how access might be improved for
each dimension.

Conceptual Framework

The framework presented in Figure 1.1 stresses that improving access to care is
best accomplished by focusing on contextual as well as individual determinants.'
By contextual, we point to the circumstances and environment of health care ac-
cess. Context includes health organization and provider-related factors as well as
community characteristics.? Contextual factors are measured at some aggregate
rather than individual level. These aggregate levels range from units as small as
the family to those as large as a national health care system. In between are work-
groups and teams, provider organizations, health plans, neighborhoods, local
communities, and metropolitan statistical areas. Individuals are related to these
aggregate units through membership (family, workgroup, provider institutions,
health plan) or residence (neighborhood, community, metropolitan area, na-
tional health system).

The model suggests that the major components of contextual characteristics
are divided in the same way as individual characteristics determining access: (1)
existing conditions that predispose people to use or not use services even though
these conditions are not directly responsible for use, (2) enabling conditions that
facilitate or impede use of services, and (3) need or conditions that laypeople
or health care providers recognize as requiring medical treatment.” The model
emphasizes contextual factors in recognition of the importance of community,
the structure and process of providing care,* and the realities of a managed care
environment.” Still, the ultimate focus of the model remains on health behavior
of individuals (especially their use of health services) and resulting outcomes
regarding their health and satisfaction with services.

We now turn to brief consideration of each major component of the mod-
el shown in Figure 1.1.

Contextual Predisposing Characteristics. Demographic characteristics include
the age, gender, and marital status composition of a community. Thus a com-
munity populated primarily by older persons might well have a different mix of
available health services and facilities from one in which the majority are younger
parents and children.

Social characteristics at the contextual level describe how supportive or det-
rimental the communities where people live and work might be to their health
andaccesstohealthservices. Relevantmeasuresinclude educationallevel, ethnic
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and racial composition, proportion of recent immigrants, employment level,
and crime rate.

Beliefs refer to underlying community or organizational values and cultural
norms and prevailing political perspectives regarding how health services should
be organized, financed, and made accessible to the population.’

Contextual Enabling Characteristics. Health policies are authoritative decisions
made pertaining to health or influencing the pursuit of health.” They can be
public policies made in the legislative, executive, or judicial branch of govern-
ment, at all levels from local to national. They can also be policies made in the
private sector by such decision makers as executives of managed care organiza-
tions concerning product lines, pricing, or marketing, or by accrediting agencies
such as the Joint Commission on Accreditation of Health Care Organizations
(JCAHO) or quality assessment organizations such as the National Committee
for Quality Assurance (NCQA).

Financing characteristics are described by an array of contextual measures
that suggest resources potentially available to pay for health services, including
per capita community income, and wealth. Other financial characteristics are
incentives to purchase or provide services, such as rate of health insurance cov-
erage, relative price of medical care and other goods and services, and method
of compensating providers. Also included here are per capita expenditures for
health services.

Organization at the contextual level includes the amount and distribution
of health services facilities and personnel as well as how they are structured to of-
fer services. Structure includes supply of services in the community, such as the
ratios of physicians and hospital beds to population. Structure also includes how
medical care is organized in a particular institution or delivery system where
people receive care, as with office hours and location of service, provider mix,
utilization and quality control oversight, and outreach and education programs.

Contextual Need Characteristics. Environmental need characteristics include
health-related measures of the physical environment, among them the quality
of housing, water, and air (for example, residing in a county that met national
ambient air quality standards throughout the year).® Other measures suggesting
how healthy the environment might be are injury or death rate (such as rate of
occupational injury and disease and related deaths) as well as death rates from
motor vehicle injuries, homicides, and firearms.

Population health indices are more general indicators of community health
that may or may not be associated with the physical environment. These indices
include general and condition-specific rates of mortality (for example, infant
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mortality; age-adjusted mortality; and mortality rates for heart disease, cancer,
stroke, HIV); morbidity (incidence of preventable childhood communicable
diseases and AIDS, and prevalence of cancer, hypertension, and untreated den-
tal caries); and disability (disability days due to acute conditions and limitation
of activity due to chronic conditions).

The arrows in Figure 1.1 leading from the contextual characteristics indicate
that they can influence health behaviors and outcomes in multiple ways. They can
work through individual characteristics, as when increased generosity of a state
Medicaid program leads to previously uninsured low-income children being cov-
ered by health insurance and subsequent increase in their use of health services.
Contextual characteristics can also influence health behaviors and outcomes di-
rectly, over and above their influence through individual characteristics, as when
presence of community health clinics in a metropolitan statistical area leads to
increased use of primary care services by low-income persons independent of
personal income or other individual characteristics. Understanding the nature of
contextual influences on access to care presents many analytic challenges,’ but it
may permit important new insights into how to improve access to care.

Individual Predisposing Characteristics. Demographic factors such as age
and gender of the individual represent biological imperatives suggesting the
likelihood that people will need health services.'’ Social factors determine the
status of a person in the community as well as his or her ability to cope with
presenting problems and command resources to deal with those problems. Tra-
ditional measures include an individual’s education, occupation, and ethnicity.
Expanded measures might include people’s social network and social interac-
tions that can facilitate or impede access to services.'' Health beliefs are atti-
tudes, values, and knowledge people have about health and health services that
can influence their subsequent perception of need and use of health services.

Individual Enabling Characteristics. Financing of health services for the indi-
vidual involves the income and wealth available to the individual to pay for ser-
vices. Financing also includes the effective price of health care to the patient,
determined by having insurance and cost-sharing requirements.

Organization of health services for the individual describes whether or
not the individual has a regular source of care and the nature of that source
(private doctor, community clinic, emergency room). It also includes means
of transportation and reported travel time to and waiting time for care.

Individual Need Characteristics. Perceived need is how people view their own
general health and functional state. Also included here is how they experience and
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emotionally respond to symptoms of illness, pain, and worry about their health
condition. Perceptions about the importance and magnitude of a health problem
or symptom lead to a decision to seek medical care (or not to do so). Perceived
need is largely a social phenomenon that, when appropriately modeled, should it-
self be largely explainable by social characteristics (such as ethnicity or education)
and health beliefs (health attitudes, knowledge about health care, and so on).

Evaluated need represents professional judgment and objective measure-
ment about a patient’s physical status and need for medical care (blood pres-
sure readings, temperature, and blood cell count, as well as diagnoses and
prognoses for particular conditions the patient experiences). Of course, eval-
uated need is not simply, or even primarily, a valid and reliable measure from
biological science. It also has a social component and varies with the changing
state of the art and science of medicine, clinical guidelines and protocols, and
prevailing practice patterns, as well as the training and competency of the
professional expert doing the assessment.

Logical expectations of the model are that perceived need helps us better
understand the care-seeking process and adherence to a medical regimen,
while evaluated need is more closely related to the kind and amount of treat-
ment that is given after a patient has presented to a medical care provider.

Health Behaviors. Personal health practices are behaviors on the part of the in-
dividual that influence health status. They include diet and nutrition, exercise,
stress reduction, alcohol and tobacco use, self-care, and adherence to medical
regimens. The process of medical care is the behavior of providers interacting
with patients in the process of care delivery.'? General process measures might
relate to patient counseling and education, test ordering, prescribing patterns,
and quality of provider-patient communication. Process measures might also
describe the specifics of caregiving for particular conditions, such as whether
a provider checks a CD4 cell count in a person with HIV disease or reviews the
patient’s record of home glucose monitoring in a diabetic.

Use of personal health services is the essential component of health behaviors
in a comprehensive model of access to care. The purpose of the original behav-
ioral model was to predict health services use, measured rather broadly as units of
physician ambulatory care, hospital inpatient services, and dental care visits. We
hypothesized that predisposing, enabling, and need factors would have differen-
tial ability to explain use depending on what type of service was examined.'* Hos-
pital services used in response to more serious problems and conditions would
be primarily explained by need and demographic characteristics, while dental
services (considered more discretionary) would more likely be explained by social
conditions, health beliefs, and enabling resources.
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We expected all the components of the model to explain ambulatory phy-
sician use because the conditions stimulating care seeking would generally be
viewed as less serious and demanding than those resulting in inpatient care but
more serious than those leading to dental care. More specific measures of health
services use are now being employed to describe a particular medical condition
or type of service or practitioner, or they are linked in an episode of illness to
examine continuity of care.'* For example, a longitudinal study of rheumatoid
arthritis measures patient visits to various types of providers, treatment used, level
of patient compliance with treatment, and associated changes in functional sta-
tus and pain over time. Although specific measures are, in many ways, likely to
be more informative, the more global ones (number of physician visits, self-rated
general health status) still have a role to play. Global measures are used to assess
the overall effects of health policy changes over time.

Outcomes. One kind of result or outcome of health behavior and contextual
and individual characteristics is an individual’s or patient’s perceived health
status. This depends on many factors in addition to use of personal health
services, including all of the contextual factors as well as an individual’s de-
mographic and social characteristics, health beliefs, and personal health prac-
tices. Perceived health status indicates the extent to which a person can live a
functional, comfortable, and pain-free existence. Measures include reports of
general perceived health status, activities of daily living, and disability.

Evaluated health status is dependent on the judgment of the professional,
on the basis of established clinical standards and state-of-the-art practices. Mea-
sures include tests of patient physiology and function as well as diagnosis and
prognosis regarding their condition. Outcome measures of perceived and evalu-
ated heath may appear suspiciously like perceived and evaluated need measures.
Indeed, they are. The ultimate outcome validation of improved access is to re-
duce individual needs previously measured and evaluated.

Consumer satisfaction is how individuals feel about the health care they re-
ceive. It can be judged by patient ratings of waiting time, travel time, communica-
tion with providers, and technical care received. From a health plan perspective,
an ultimate outcome measure of patient satisfaction in this era of managed care
might be whether or not enrollees choose to switch plans.'®

Central to the model shown in Figure 1.1 is feedback, depicted by the ar-
rows from outcomes to health behaviors, individual characteristics, and contex-
tual characteristics. Feedback allows insights about how access might come to be
improved. For example, outcomes might influence contextual characteristics, as
illustrated by Karen Davis, president of the Commonwealth Foundation.'®
noted that the continued failure of our health services system to provide access

Davis
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to care, particularly for vulnerable populations, as well as the generally low level
of satisfaction of the public with the health services system lead her to conclude
that our health care system needs to be fundamentally changed. Such conclu-
sions, drawn by enough influential people, as well as dissatisfaction on the part
of the public might ultimately lead to health policy changes in the country and
subsequent reforms in financing and organizing health services with the intent
to improve access to care. These health policy reforms would represent a major
contextual change in the American health care delivery system.

Feedback, of course, can occur at the community or institutional level as well
as at the national level. Certainly there are expectations that feedback to health
care institutions from JCAHO or NCQA might result in contextual changes in
the institutions’ organization and processes of care for their patients.

Defining and Improving Dimensions of Access to Care

Access to medical care is a relatively complex multidimensional phenomenon.
Over several decades, the behavioral model has been used as a tool to help
define and differentiate these dimensions.!” In this section, we review dimen-
sions of access and suggest how access can be improved through health policy
and delivery system intervention (see Figure 1.2).

Potential Access. Potential access is measured by the enabling variables of the
behavioral model at both the contextual (health policy, financing) and individual
(regular source of care, health insurance, income) levels. More enabling resourc-
es constitute the means for use and increase the likelihood that it will take place.

Realized Access. Realized access is the actual use of services. Realized access
indicators include utilization of physician, hospital, dental and other health ser-
vices. Historically, the United States experienced improving trends in access as
measured by an increasing health services utilization rate. Access to health ser-
vices was considered an end goal of policy change. Progressive policies designed
to increase access were implemented in the 1950s and 1960s to increase the
number of physicians, augment hospital beds in rural communities, and cre-
ate Medicare and Medicaid. Potential access measures (regular source of care,
health insurance) were used as indicators of greater access. Realized access mea-
sures (utilization of hospital and physician services) were employed to monitor
and evaluate policies designed to influence health services use.

The U.S. health care system evolved from decision making grounded in
altruism through increasing access and supply of resources to a position of caution
and financial prudence.’ The predominant focus on increasing medical care
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FIGURE 1.2. THE POLICY PURPOSES OF ACCESS MEASURES.

Dimension Intended Improvement
1 Potential access To increase or decrease
’ (enabling factors) health services use
9 Realized access To monitor and evaluate policies to
: (use of services) influence health services use
. To ensure health services distribution|
3. Equitable access

is determined by need

To reduce the influence of social
4. Inequitable access haracteristics and enabling resource
on health services distribution

To improve the outcomes
5. Effective access (health status, satisfaction)
from health services use

To minimize the costs of
6. Efficient access improving outcomes from
1 health services use

utilization shifted in the 1970s to concern for health care cost containment and cre-
ation of mechanisms to limit access to health care. Examples of policies designed
to limit access are coinsurance, deductibles, utilization review, and the genesis of
managed care. In the 1980s and early 1990s, in competing with fee-forservice orga-
nizations, managed care enjoyed double-digit growth in profit margins.'” However,
over time its growth slowed, and managed care organizations came under consid-
erable scrutiny regarding whether they limited needed services for their enrollees.

This managed care backlash led to a downward trend in health maintenance
organization (HMO) enrollment in the mid-1990s through 2000; however, dur-
ing the same time period Medicaid managed care continued to expand rapidly.
In response to the managed care backlash and escalating health care costs, the
major commercial health plans turned from capitation and utilization review to
high co-payments, shifting costs to consumers, tied networks with variable co-
insurance, and medical management programs focusing on high-cost patients.!
Plans continue to experiment with new provider networks, payment systems, and



12

Changing the U.S. Health Care System

referral practices designed to lower costs while improving service delivery, which
has been a challenging proposition for the industry.??

Another incremental health policy reform initiative, the Medicare prescrip-
tion drug benefit, for years has been at the forefront of congressional debate.
Pharmaceuticals are a major out-of-pocket expense and threaten the financial se-
curity of lower-income beneficiaries. Policy makers grappled with deciding who
should bear these costs and whether subsidies could be extended to assist low-
er-income beneficiaries.?” These issues are discussed in some detail in Chapter
Twenty, on Medicare reform.

Among commercial plans, 64 percent of prescription drug benefits offered
through employers used tiered co-payment systems in 2004, up from 28 percentin
2000.2*Under these arrangements, employees paid lower co-pays for generic drugs
and higher fees for branded drugs, which encouraged use of less costly generic
drugs. However, cost sharing for prescription drugs has the potential for reduc-
ing utilization and health status of seniors,” and high out-of pocket expenditures
for prescription drugs have been associated with adverse health outcomes.®
Other methods used by companies to control utilization and costs include shift-
ing costs to employees, disease management programs, providing incentives to
doctors who meet treatment guidelines, and reducing workers’ co-pay if they go
to doctors with the best track record in efficiency (best result for the best price).*”

Equitable Access. Equitable (as well as inequitable) access is defined according to
which determinants (age, ethnicity, insurance status, symptoms) of realized access
are dominant in predicting utilization. Equity is in the eye of the beholder. Value
judgments about which components of the model should explain utilization in an
equitable health care system are crucial to the definition. Traditionally, equitable
access has been defined as occurring when demographic variables (age and gen-
der), and especially need variables, account for most of the variance in utilization.®

Inequitable Access. Inequitable access occurs when social characteristics and en-
abling resources such as ethnicity or income determine who gets medical care.
The social justice movement, dominant in the 1960s and early 1970s with the pas-
sage of Medicare and Medicaid, sought to ensure that health services distribution
was determined by need and to reduce the influence of social characteristics and
enabling resources on health services distribution.

Equity of access to medical care is the value judgment that the system is
deemed fair or equitable if need-based criteria (rather than enabling resources
such as insurance coverage or income) are the main determinants of whether or
not—or how much—care is sought. Subgroup disparities in use of health services
(say, according to race or ethnicity, or health insurance coverage) would be
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minimized in a fair and equitable system, while underlying need for preventive or
illness-related health care would be the principal factor determining utilization.

Policies to improve social justice include the health disparities initiatives, State
Children’s Health Insurance Program (SCHIP), the Federal Safety Net Initiative,
and recruiting more minorities to the health professions. The landmark 2003 re-
port by the Institute of Medicine (IOM), Unequal Treatment, revealed that even if
insurance status and income are controlled for, blacks and Hispanic Americans
have poorer health outcomes.? Forty years after civil rights legislation was enacted
in the mid-1960s, racial inequities in health and healthcare persist that are due to
socioeconomic status, racial segregation, and inequities in access to quality medi-
cal care.” Policy levers have been proposed to address health disparities, such as
the central role of the Centers for Medicare and Medicaid Services (CMS) in over-
seeing quality of care through measurement and certification, adherence to the
HHS Office of Minority Health (OMH) national standards for cultural compe-
tence in health care, and creating a state minority health policy report card.*! For
more in-depth analysis of health disparities and policy implications, see Chapters
Two, Three, and Four.

A $48 billion federal action in the form of SCHIP stimulated virtually every
state to expand coverage for low-income children.”? Prior to the enactment of
SCHIP, little progress had been made in more than fifteen years to reduce the
population of uninsured children.®® Attracting children into these programs de-
pended on ease of enrollment, cost-sharing requirements, whether programs were
packaged in such a way to reduce stigma, the effectiveness of outreach efforts, and
overcoming administrative and nonfinancial barriers.** But is SCHIP an effective
and efficient policy intervention for improving health care access for children’s
safety-net resources?® Several evaluation studies have demonstrated that SCHIP
was associated with improved access, continuity, and quality of care, and a greater
proportion of care delivered within the regular source of medical and dental care.*

Additionally, parents reported that having health insurance for children re-
duced family stress, enabled the children to obtain the care they needed, and
eased family burdens, producing an overall positive impact for children and their
families.®” In sharp contrast to state initiatives to extend public insurance for chil-
dren, there has been virtually no change in the generosity of public programs for
adults nationally, although public coverage has improved in some states (among
them Arizona, Tennessee, and Vermont) and declined in others (California and
New York as examples).*

Other policies promoting social justice have been created to support safety-
net providers who care for uninsured and underinsured persons.*” The institu-
tional safety-net system consists of a patchwork of community clinics, hospitals,
and other programs whose nature varies dramatically across the country, many
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funded by the Health Resources and Services Administration (HRSA). How-
ever, financing for safety-net institutions has always been tenuous and subject to
changing politics, available resources, and public policies.*

In 2002, the Bush administration launched a five-year initiative to expand
the health center system by adding twelve hundred new and expanded health
center sites and increasing the number of patients served from 10.3 million in
2001 to an estimated 16 million by 2006.*'

HRSA manages the consolidated health center program, funding a na-
tional network of more than thirty-seven hundred organizations, which in-
clude community health centers, migrant health centers, health care for the
homeless, school-based health centers, and public housing primary care cen-
ters. HRSA’s seven strategic goals are to improve access, health outcomes, and
quality; reduce disparities; improve public health systems and emergency re-
sponse; and achieve excellence in management practice.*

Other examples of policy and programmatic efforts to improve social justice
are initiatives to recruit more underrepresented minorities (URM) to the health
professions. Research has shown that URM health professionals are culturally com-
petent and more willing to provide care to underserved populations. One such
initiative was funded by the Robert Wood Johnson Foundation and the California
Endowment, furnishing a combined $25 million to sponsor the Dental Pipeline,
Profession, and Practice Program in fifteen accredited dental schools in the United
States.” The Pipeline initiative was developed to help address the critical shortage
of oral health care for underserved populations. The Pipeline program objectives
are to (1) increase recruitment and retention of underrepresented minority and
low-income students; (2) revise didactic and clinical curricula to support commu-
nity-based educational programs; and (3) establish community-based clinical edu-
cation programs that give dental students and residents sixty days of experience in
this patient care environment. Critical outcomes of the Pipeline initiative are the
practice settings selected by recent graduates and the percentage of underserved
populations these entry-level dentists expect to serve in their practice.

Effective Access. The cost-containment movement became more sophisticated
in the late 1980s and 1990s. The next generation of health services research
transitioned to measuring the impact of health services utilization on health
outcomes. Accordingly, the IOM Committee on Monitoring Access to Medi-
cal Care defined access as timely use of personal health services to achieve the
best possible health outcomes.** This definition relies on use of health ser-
vices and health outcomes as a yardstick for judging whether access has been
achieved. The resulting measures are referred to as effective access.
Measures of effectiveness examine the relative impact of health services utiliza-
tion within the context of other predisposing, enabling, need, and health-behavior
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variables. Predisposing variables, such as age, gender, and social support variables,
can influence the patient’s health status following treatment. Access to personal
enabling resources (health insurance, income, regular source of care) can resultin
expeditious medical treatment with highly trained practitioners using state-of-the-
art medical technology. Conversely, lack of enabling resources can lead to delay in
seeking medical advice or episodic, fragmented treatment with a potential nega-
tive impact on health outcomes and satisfaction with medical care.

Researchers conducting effectiveness and outcomes research have devel-
oped strategies for risk adjustment to control for the effects of medical need
(severity of illness, number of symptoms, and comorbidities) before interven-
tion.* Personal health practices (diet, exercise, stress management) and com-
pliance with medical regimens prior and subsequent to treatment can also
influence health outcomes. Analytical models used to determine the effect of
alternative medical treatments on health outcomes must consider the influ-
ence of these varying personal and behavioral factors, as well as contextual
differences in health care delivery systems and external environment.

Efficient Access. Most recently, concerns about cost containment have been
combined with those directed to improving health outcomes. The results are
measures of efficient access. They are similar to measures of effective access
with the added emphasis on assessing resources used to influence outcome.

Improvement is attained by promoting health outcomes while minimizing
the resources required to attain improved outcomes. Aday and colleagues de-
scribe efficiency as producing the combination of goods and services with the
highest attainable total value, given limited resources and technology.*® Efficiency
is an attempt to quantify the cost-effectiveness or cost benefit of health services to
determine the extent to which finite private, public, or personal resources should
be invested in ensuring access to those procedures.*’

An example of policy and programmatic change to improve efficient access
is the Government Performance and Results Act mandated by Congress in 1993.
The purpose of the legislation was to improve efficiency and accountability for
the federal dollars spent on health care. In response, HRSA created the Office
of Performance Review (OPR) in 2002. The community health center cottage
industry of the past is transforming into a network of professionally managed
organizations. OPR’s core functions are to collaboratively conduct performance
reviews with HRSA funded organizations, track regional and state trends, provide
policy and grantee feedback to HRSA, and offer technical assistance on perfor-
mance measurement and improvement. HRSA is moving toward increased use
of common, structured, and standardized data strategies to carry out an effective
system of performance measurement. The performance measures, defined as
outcomes and effort to produce outcomes, are designed to create a culture and
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technology for efficiently using federal dollars to improve access for underserved
populations.*®

Part of a larger trend in the health care industry today, performance
measurement and improvement is being promoted by organizations such as
the Institute for Healthcare Improvement (IHI) and the National Center for
Healthcare Leadership (NCHL).*

Trends in Access to Care

In this section, trends in access are examined according to several dimensions
of access. We consider changes over time in potential access (health insurance
coverage), realized access (use of hospital, physician, and dental services), and
equitable access (health insurance and health services use according to income
and race). We also examine some key research findings concerning effective
and efficient access.

Potential Access (Enabling Health Insurance)

Table 1.1 reports a critical potential access measure: health care coverage for
persons under sixty-five years of age from 1984 to 2002. The uninsured pro-
portion of the population increased from 14 to 17 percent in that time period.
Medicaid coverage actually increased (from 7 to 12 percent), but the overall
decline in coverage resulted from a drop in the proportion covered by private
insurance, from 77 to 70 percent.

The proportion of population eighteen to forty-four who were uninsured
increased during the 1980s and 1990s, reaching 23 percent in 2002. The pro-
portion covered by private insurance decreased for every age group between
1984 and 2002. Between 1984 and 2002, the proportion of all children cov-
ered under Medicaid increased from 12 to 25 percent. This increase reflected
the expanded Medicaid income eligibility enacted by Congress in the mid-
1980s and SCHIP, first implemented in the late 1990s (see Chapter Two).

The results overall leave little doubt that a decline in potential access has oc-
curred for the U.S. adult population since the early 1980s because of diminution
in private health insurance coverage.

Realized Access (Utilization Over Time)

Table 1.2 presents a historical perspective of personal health care use for the U.S.
population from 1928-1931 to 2002. It presents trend data on realized access for
three types of service: those in response to serious illness (hospital admissions),
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18 Changing the U.S. Health Care System

services for a combination of primary and secondary care (physician visits), and
services for conditions that are rarely life threatening and generally considered
discretionary but still have an important bearing on people’s functional status
and quality of life (dental visits).

TABLE 1.2. PERSONAL HEALTH CARE USE BY INCOME.

1928-31° 1952-53" 1963-64" 1974° 1997° 2002°

Hospital admissions
(per 100 persons per year)

Low-income*® 6 12 14 19 19 16
Middle-income® 6 12 14 14 12 12
High-income® 8 11 11 11 8 8
Total 6 12 13 14 12 12
Physician visits9

Low-income* 2.2 3.7 4.3 53 19% 18%
Middle-income¢ 2.5 3.8 4.5 4.8 15% 15%
High-income® 43 6.5 5.1 4.9 13% 12%
Total 2.6 4.2 4.5 4.9 14% 13%
Percentage seeing a dentist

(within one year)'

Low-income® 10 17 21 35 48 48
Middle-income® 20 33 36 48 51 52
High-income® 46 56 58 64 73 71
Total 21 34 38 49 65 65

Notes:

“Various national surveys reported in Andersen, R., and Anderson, O. “Trends in the Use of Health
Services.” In H. E. Freeman, S. Levine, and L. G. Reeder (eds.), Handbook of Medical Sociology (3rd ed.).
Upper Saddle River, N.).: Prentice Hall, 1979, pp. 374, 378, 379.

°National Center for Health Statistics. Health United States, 2004. Hyattsville, Md.: National Center for
Health Statistics, 2004, pp. 289, 247, 265.

‘Lowest 15-27 percent of family income distribution for 1928-1931, 1952-53, 1963-64, 1974. Below
poverty for 1997, 2002.

9Middle 51-73 percent of family income distribution for 1928-1931, 1952-53, 1963-64, 1974. 100
percent to <200 percent of poverty threshold for 1997, 2002.

eHighest 12-32 percent of family income distribution for 1928-1931, 1952-53, 1963-64, 1974. 200
percent or greater of the poverty threshold for 1997, 2002.

‘Estimates only for persons two years of age and older, 1997, 2002.

®Mean number of physician visits per person per year for 1928-1931, 1952-53, 1963-64, 1974. Percent
of population with ten or more visits per year for 1997, 2002.
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The hospital admission rate for the U.S. population doubled between 1928
and 1931 (six admissions per one hundred persons per year) and the early 1950s
(twelve admissions). A rising standard of living, the advent of voluntary health
insurance, the increasing legitimacy of the modern hospital as a place to deliver
babies and treat acute illness, and the requirements necessary for developing
sophisticated medical technology all contributed to expanded use of the acute
care hospital. Hospital admissions further increased in the 1960s and early 1970s
(reaching fourteen admissions per hundred persons per year in 1974), reflect-
ing continued growth in medical technology, private health insurance, and the
advent of Medicare coverage for the elderly and Medicaid coverage for the low-
income population in 1965.

However, beginning in the mid-1970s use of the acute care hospital began to
decline, dropping to twelve admissions per hundred population by 2002. There
was also a substantial decrease in average length of stay per admission during this
period, from 7.5 days in 1980 to 6.5 days in 1990 and 4.9 days in 2002.%° Those de-
clines accompanied increasing an effort to contain health care costs by shifting
care from the more expensive inpatient setting to less expensive outpatient set-
tings, a shift from fee-for-service to prospective payments by Medicare, reduced
coverage and benefits with increasing co-insurance and deductibles for health
insurance, and a shift in certain medical technology and styles of practice that
meant reduced reliance on the inpatient settings.

Contributing to the decline of inpatient volume since 1980 has been the
significant growth of managed care. (See Chapter Nineteen, on managed care,
by Kominski and Melnick.) This growth of managed care with its emphasis on
utilization review and cost containment contributed to reduction in hospital
admissions and the length of hospital stays.

Physician visits (Table 1.2), like inpatient services, increased substantially
from 1928 to 1931 (2.6 visits per person per year) to the early 1950s (4.2 visits),
for many of the same reasons hospital admissions were increasing in this period.
However, unlike hospital admissions the number of physician visits continued
to increase, reaching 4.9 visits in 1974 and 5.8 in 1996.>! By 2002, 13 percent of
the population had 10 or more physician visits per year. In part, the continued
growth of managed care, with its relative deemphasis of the inpatient setting and
greater focus on outpatient settings, may account for the divergence in trends of
these basic realized access measures.

Trends in dental visits (Table 1.2) for the total U.S. population paralleled
those for physician visits. Twenty-one percent of the population visited a dentist
in 1928-1931, and the proportion increased consistently, reaching one-half of
the population in 1974. Further increases in the last three decades resulted in 65
percent of the population visiting a dentist in 2002.
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Equitable Access (Health Insurance and Use According to Income and Race)

Combined with Tables 1.1 and 1.2, Table 1.3 presents health insurance coverage
and personal health care use by race and income for the U.S. population for se-
lected years. Recall that we have suggested “equitable access” is indicated by similar
levels of insurance coverage and use by various income and ethnic groups. “Ineq-
uitable access” is indicated by discrepancies in coverage and use for these groups.

TABLE 1.3. PERSONAL HEALTH CARE USE BY RACE OR ETHNICITY.

1964 1981-1983>¢ 1997% 2002%

Hospital admissions (per 100 persons per year)

Whitef 11 12 10 10
Black®9 8 14 13 12
Hispanich — — 11 10
Total 11 12 10 12
Percentage seeing a physician (within one year)

Whitef 68 76 84 84
Black®9 58 75 83 85
Hispanic” 58 75 75 74
Total 61 76 84 84
Percentage seeing a dentist (within one year)'

Whitef 45 57 67 67
Black®9 22 39 57 55
Hispanich — 42 53 53
Total 43 54 65 65
Notes:

*National Center for Health Statistics. Health United States, 1993. Hyattsville, Md.: National Center for
Health Statistics, 1994, pp. 174, 179, 180.

®For hospital admissions and percentage seeing a doctor: National Center for Health Statistics. Health
United States, 1988. Hyattsville, Md.: National Center for Health Statistics, 1989, pp. 107, 111.

‘For percentage seeing a dentist: National Center for Health Statistics. Health United States, 1999.
Hyattsville, Md.: National Center for Health Statistics, 1999, p. 242.

9National Center for Health Statistics. Health United States, 2004. Hyattsville, Md.: National Center for
Health Statistics, 2004, pp. 289, 247, 265.

1964 includes all other races.

1964 includes white Hispanics.

91964 includes black Hispanics.

"Persons of Hispanic origin may be of any race.

"For percentage seeing a dentist, includes only persons two years of age and older.
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Health Insurance. Table 1.1 suggests considerable inequity in insurance coverage
in 1980 continuing to the present time. Minorities and low-income people are
generally least likely to have private health insurance. However, there are striking
differences among minority groups regarding private health insurance coverage
in 2002. Blacks (56 percent), Mexicans (44 percent), and Puerto Ricans (51 per-
cent) are far below the national average (70 percent), but Cubans (62 percent)
are somewhat closer and Asians (71 percent) essentially equal the national aver-
age. Medicaid compensates for some of this inequity but still left an especially
high proportion of Mexicans (37 percent) and the lowestincome groups (below
150 percent of federal poverty guidelines, 31-33 percent) uninsured in 2002.

The trends in Table 1.1 suggest a somewhat mixed picture as to whether ineq-
uity in health insurance coverage is increasing over time. Between 1984 and 2002
coverage through private health insurance declined while the proportion covered
by Medicaid increased for white non-Hispanics and most minority groups. The de-
crease in private insurance coverage tended to be offset by an increase in Medicaid
so that the proportion left uninsured, for both whites and minorities, was about the
same in 2002 as 1984—except for Mexicans, for whom the uninsured proportion
increased from 33 to 37 percent over this eighteen-year period, indicating greater
inequity. One reason for the rise in number of uninsured among Mexicans is their
relatively high immigration rate into the United States during this same period.
Recent immigrants are less likely to have health insurance coverage.

Trends in insurance coverage according to income level since 1984 generally
suggest increased inequity (Table 1.1). Between 1984 and 2002, private health in-
surance coverage of low-income groups declined considerably (with the greatest
decline, from 62 to 39 percent, for those with incomes of 100-149 percent of pov-
erty). There was also a decline for the highestincome group over this period, but
it was much less (from 92 to 84 percent) as a large majority of the highestincome
group retained private health insurance coverage. Increasing Medicaid cover-
age compensated for decline in private insurance coverage for the lowestincome
group so that the proportion uninsured was similar in 1984 (34 percent) and 2002
(31 percent). This was not the case for the lower-income groups above poverty, for
whom the proportion of uninsured rose considerably—from 27 to 33 percent for
those at 100-149 percent of poverty and from 17 to 26 percent for those at 150-199
percent of poverty. Consequently, it appears that inequity in insurance coverage
has been increasing for these lower-income groups above poverty.

Hospital Admissions. Tables 1.2 and 1.3 suggest greater equity according
to income and race for hospital admissions since use by low-income and
minority groups compared to the rest of the population has grown consis-
tently over the past seventy years.
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However, such a general conclusion about improvement in equity needs
to be qualified in important ways. First, the relative needs of the low-income
and minority populations for acute hospital care are often much greater. Also,
higher use of inpatient hospital care suggests that limited access to preventive
and primary services at an earlier time might increase subsequent need for
inpatient hospital services for serious acute and uncontrolled chronic disease
problems (see Chapter Two, by Yancey, Bastani, and Glenn, on health dispari-
ties; and Chapter Three, by Morales and Ortega, on health care disparities).

In 1928-1931 the highestincome group had the highest admission rate (Ta-
ble 1.2). By the 1950s, the rate equalized. In subsequent years, rate by income
diverged, with the lowestincome group increasing relative to those with higher
incomes so that by 2002 the lowest income had a rate (sixteen per hundred) twice
that of the highestincome group (eight per hundred). Does this indicate that
inequity exists in favor of the low-income group? Probably not. Studies taking into
account the need for medical care suggest that greater use among low-income per-
sons can be largely accounted for by their higher rates of disease and disability.**

The hospital admission rate in 1964 for whites (eleven per hundred) was still
considerably higher than that for blacks (eight per hundred; Table 1.3). How-
ever, by the 1980s the rate for blacks exceeded that for whites, and the higher
rate for blacks continued through the 1990s. The higher hospital admission rate
for blacks, similar to that for low-income people, can be largely accounted for by
greater level of medical need.”® Unlike the case with blacks, the admission rate
for most Hispanics only now approaches the rate for non-Hispanic whites. For
the period 1992-1995, the age-adjusted proportion of the population with one or
more hospital stays within a year was 6.1 percent for Mexicans and 6.3 percent for
Cubans, compared to 6.5 percent for non-Hispanic whites. Among major Hispan-
ic groups, only the percent for Puerto Ricans (8.4) exceeded the non-Hispanic
white rate.> However, as shown in Table 1.3 by 2002 the admission rate was similar
for Hispanics and White non-Hispanics (10 admissions per 100 persons per year).

Physician Visits. The trendsin Tables1.2and 1.3 alsosuggestincreasing equityfor
physician visits according to income level and ethnicity. In 1928-1931, the lowest-
income group averaged only one-half as many visits to the doctor (2.2 visits) as the
highest-income group (4.3 visits; Table 1.2). Over time, the gap narrowed. By 1974,
the lowest-income group was actually visiting a physician more than the higher-
income groups, and the difference increased in the 1980s and 1990s. Again,
research suggests that the apparent excess for the low-income population can
be accounted for by their greater level of medical need.*

Similar trends have taken place among the black population (Table 1.3), but
parity with the white population in the proportion seeing a doctor did not take
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place until the early 1980s, and the proportion seeing a doctor has remained
about the same for blacks and whites in 2002. The average number of physician
contacts per year for most Hispanic groups (Mexican, 5.1; Cuban, 4.5) remained
considerably below the figures for blacks (6.2) and non-Hispanic whites (6.3)
during the years 1992-1995. As with hospital inpatient services, the rate of use of
physician visits for Puerto Ricans for physician contacts (6.4) exceeded that for
other Hispanic groups.*

In 2002 (Table 1.3), 74 percent of all Hispanics had a physician visit within a
year, compared to 84 percent for non-Hispanic Whites and 85 percent for blacks.

Dental Visits. Tables 1.2 and 1.3 tell a story of major inequity according to in-
come and race in dental visits that existed in 1928-1931 and continued into the
first decade of this century. The proportion seeing a dentist has increased con-
siderably for all income and racial groups. Still, by 2002 only 48 percent of the
low-income group saw a dentist, compared to 71 percent of those in the highest-
income group (Table 1.2). Further, 55 percent and 53 percent of blacks and His-
panics respectively saw a dentist, compared to 67 percent of whites (Table 1.3).

Effective Access

The effectiveness-and-outcomes movement initiated in the late 1980s was in re-
sponse to several major developments converging on the national scene.”” The
Health Care Financing Administration (HCFA) proposed a research program
called the Effectiveness Initiative, stimulated by its need to (1) ensure quality of
care for thirty million Medicare beneficiaries, (2) determine which medical prac-
tices worked best, and (3) aid policy makers in allocating Medicare resources. At
about the same time, an Outcomes Research Program was authorized by Con-
gress, largely inspired by the work of John Wennberg and associates in small-area
variations in utilization and outcomes of medical interventions. A third major de-
velopment stimulating the effectiveness movement stemmed from efforts led by
Robert Brook and associates to determine whether medical interventions within
the normal practice setting were being used appropriately. Within the same time
period, the Agency for Health Care Policy and Research (AHCPR, renamed the
Agency for Healthcare Research and Quality, AHRQ) was created, with respon-
sibility for overseeing development of medical practice guidelines—practical ap-
plication of the outcomes-and-effectiveness research movement.

Prior to the Effectiveness Initiative, research findings were hampered by weak
study designs (that is, observational and cross-sectional) that were incapable of de-
termining the clear direction of effects and their potential causality.”® Most studies
used mortality as the outcome variable, which was shown to be more sensitive to
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environmental and socioeconomic factors than medical care utilization.>® Moreover,
the appropriate risk adjustments were usually not available in mortality data sets.

The Medical Outcomes Study (MOS) was undertaken in response to these
methodological limitations. The MOS sampled physicians and patients from
various health care settings—traditional indemnity (fee-for-service, FFS) plans,
independent practice associations (IPA), or HMOs—to investigate the relation-
ships among structure, process, and medical outcomes. Specifically, the MOS
was designed to (1) determine whether variation in medical outcomes was ex-
plained by differences in the system of care (structure and process) and medical
specialty; and (2) develop instruments to assess and monitor medical outcomes
(clinical endpoints, functioning, perceived general health status and well-being,
and satisfaction with treatment).®” Ultimately, research results demonstrated
that multiple factors—(patient mix, medical specialty and system of care, in-
fluence patient outcomes, and—when patient and physician characteristics are
controlled—quality indicators of primary care) vary across systems of care.®!

Now almost two decades later, outcomes research has led to advances such
as development of outcome measures for clinical research and practice, insights
into current practice and practice variation, refinement and clarification of clini-
cal hypotheses, new expectations for clinical care, and an explosion of interest in
outcomes and effectiveness research.® However, the expectation that outcomes
research would be readily translated into practice has not been realized. It is now
understood that effectiveness is strongly influenced by contextual and environ-
mental factors and that evidence should guide not only clinical decision making
(evidence-based medicine) but also decision making about the administrative
and organizational aspects of care related to access, quality, and outcomes (“evi-
dence-based management”).

“Evidence-based medicine” and evidence-based management have emerged
from the effectiveness movement. Evidence-based medicine (EBM) synthesizes
research results from multiple clinical trials to help clinicians make judicious use
of the best scientific evidence for patient care decisions. EBM has been defined as
an “effective series of mechanisms not only for improving health quality, but also
for reducing medical errors precipitated in part by clinical practice variation.”*
These variations translate into sizeable disparity in the quality and safety of medi-
cal care and ultimately result in poor outcomes and associated health disparities.

In the late 1990s, AHRQ conceived the Evidence-Based Practice Center Pro-
gram, designed to encourage private organizations (health plans and professional
societies) to improve practice through clinical guidelines, quality initiatives, and
coverage decisions.* Centers produced evidence reports and technology assess-
ments, and a National Guideline Clearinghouse was created.” By the end of the
1990s, it was widely accepted that guidelines should be based on evidence, and
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that consensus-based methods were acceptable only if there was insufficient evi-
dence to support an evidence-based approach.®

Evidence-based management, on the other hand, has enjoyed less invest-
ment in research on managerial practice and few randomized experimental tri-
als to furnish the evidence.” Implementation of research knowledge in the prac-
tice setting has been even slower in health care management than in medicine
to be implemented in the practice setting.®® In fact, most of the innovation today
is occurring within academic-practitioner collaboratives executed in the delivery
system setting, where researchers collaborate with practitioners to measure and
improve clinical or organizational performance, for example, through the IHI
disease collaboratives, or employing a balanced scorecard approach such as that
used by the NCHL Leadership Excellence Networks. Moving at a slower pace,
evidence-based management is progressing nonetheless in response to growing
concern that leaders and managers in large health systems are making strategic
decisions based on evidence that is not systematically gathered or assessed.®

The demand for health services organizations to demonstrate their effective-
ness in providing quality patient services will continue to grow. Federal and state
governments, managed care organizations, JCAHO, and businesses and insurers
purchasing and paying for medical services have all insisted on greater account-
ability.” Evidence-based medicine and evidence-based management are two
complementary approaches for achieving more effective outcomes in the health
services industry.

Efficient Access

Efficiency studies have been conducted at the contextual level (national health
care systems and health plans) and the individual level (consumer behavior). At
the macroeconomic level, comprehensive data available on major, industrialized
countries have been used to compare health services utilization, health resources
and expenditures, and health outcomes. For example, the Organization for Eco-
nomic Cooperation and Development (OECD) study comparing per capita health
care expenditures in major industrialized countries found that the United States
spent about 40 percent more than Canada and almost three times more than the
countries with the lowest expenditures. The large expenditure gap for the United
States was not offset by health outcome advantages, which raised concerns that
resources were being misallocated to services with low benefit relative to cost.”
Efficiency analyses conducted at the level of the health plan have been used
to compare traditional indemnity plans with FFS providers to HMOs.” Other
efficiency studies have concentrated on the size and personnel mix of physician
practices and other medical care delivery settings.” Results from these efficiency
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studies can be used for making managed care contract specifications to ensure
that services are accessible, efficient, and effective. Efficiency analyses focusing
on consumers and providers have investigated the effects of cost sharing on
health services utilization to determine optimal combinations of cost sharing and
managed care.” In summary, efficiency analysis is conducted at multiple levels
(international comparative, health plan, delivery system, provider, consumer) to
assess the relative cost for improving health outcomes.

Conclusion

Is access improving or declining in the United States? for whom? and according
to what measures? Although we have documented continuing increases in some
realized access measures, notably physician and dental visits, inpatient hospital
use has been declining for twenty-five years. However, the declining hospital use
rate reflects, in part, the shift to outpatient services and greater emphasis on pri-
mary care, possibly reducing the need for acute inpatient services. A key poten-
tial access measure, health insurance, reveals that although a growing number of
people are being covered by Medicaid, there has been a decline in the number
covered by private insurance in the last twenty years and an overall increase in the
proportion without any health insurance coverage.

Low-income and black populations appear to have achieved equity of access
according to gross measures of hospital and physician utilization (not adjusting
for their greater need for medical care) but continue to lag considerably in re-
ceipt of dental care.

Equity has certainly not been achieved regarding health insurance coverage;
the proportion of uninsured is 50 percent higher for blacks and more than twice
as high for Hispanics and the low-income population, compared to the uninsured
rate for whites. Further, numerous investigations have noted great inequity in access
for low-income and minority populations regarding not having a regular source of
care; not getting preventive care; delay in obtaining needed care; and higher rates
of morbidity, hospitalization, and mortality that could have been avoided with ap-
propriate access to care. Many of these documented discrepancies are rising over
time.” Improving access to care can be greatly facilitated by a new generation of
access models and indicators, which should stress the importance of contextual as
well as individual characteristics in promoting policies to improve access for de-
fined populations.” They should focus on the extent to which medical care con-
tributes to people’s health. Access measures should be developed specifically for
particular vulnerable population groups. These measures are especially important
because of the cross-cutting needs of many of the vulnerable groups: persons with
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HIV/AIDS, substance abusers, migrants, homeless people, people with disabilities,

and those suffering from family violence.”” Improving equity, effectiveness, and ef-

ficiency should be the guiding norms for research on access.”

Notes

10.

11.

. Phillips, K. A., Morrison, K. R., Andersen, R., and Aday, L. A. “Understanding the Con-

text of Health Care Utilization: Assessing Environmental and Provider-Related Variables
in the Behavioral Model of Utilization.” Health Services Research, 1998, 33, 571-596; and
Litaker, D., Koroukian, S. M., and Love, T. E. “Context and Healthcare Access: Looking
Beyond the Individual.” Medical Care, 2005, 43, 531-540.

Davidson, P. L., Andersen, R. M., Wyn, R., and Brown, E. R. “A Framework for Evaluating
Safety-Net and Other Community-Level Factors on Access for Low-Income Populations.”
Inquiry, 2004, 41, 21-38; and Robert, S. A. “Socioeconomic Position and Health: The
Independent Contribution of Community Socioeconomic Context.” Annual Review of
Sociology, 1999, 25, 489-516.

Andersen, R. M. A Behavioral Model of Families’ Use of Health Services. Research Series no.
25. Chicago: Center for Health Administration Studies, University of Chicago, 1968; and
Andersen, R. M. “Revisiting the Behavioral Model and Access to Medical Care: Does It
Matter?” Journal of Health and Social Behavior, 1995, 36, 1-10.

Donabedian, A. Exploration in Quality Assessment and Monitoring. Vol. 1: The Definition of Qual-
ity and Approaches to Its Assessment. Ann Arbor, Mich.: Health Administration Press, 1980.
Bindman, A. B., and Gold, M. R. (eds.). “Measuring Access Through Population-Based
Surveys in a Managed Care Environment: A Special Supplement to HSR.” Health Services
Research, 1998, 33, 611-766.

Andersen, R. M., Smedby, B,, and Anderson, O. W. Medical Care Use in Sweden and the United
States—A Comparative Analysis of Systems and Behavior. Research Series no. 27. Chicago: Cen-
ter for Health Administration Studies, University of Chicago, 1970; Andersen, R. M., Ander-
son, O. W,, and Smedby, B. “Perceptions of the Response to Symptoms of Illness in Sweden
and the United States.” Medical Care, Jan.-Feb. 1968, 6(1), 18-30; Andersen, R. M., and
Smedby, B. “Changes in Response to Symptoms of Illness in the United States and Sweden.”
Inquiry, June, 1975, 12(2), 116-127. Reprinted in G. K. Chacko (ed.), Health Handbook, 1976:
An International Reference on Care and Cure. Amsterdam: North Holland, 1976.

Longest, B. B., Jr. Health Policymaking in the United States. (2nd ed.) Chicago: Health Ad-
ministration Press, 1998.

National Center for Health Statistics. Health, United States, 1999, with Health and Aging
Chart Book. Hyattsville, Md.: National Center for Health Statistics, 1999.

Robert (1999); and Snijders, T.A.B., and Bosker, R. J. Multilevel Analysis: An Introduction
to Basic and Advanced Multilevel Modeling. Thousand Oaks, Calif.: Sage, 1999.

Hulka, B. S., and Wheat, J. R. “Patterns of Utilization: The Patient Perspective.” Medical
Care, 1985, 23, 438-460.

Bass, D. M., and Noelker, L. S. “The Influence of Family Caregivers on Elders’ Use of
In-Home Services: An Expanded Conceptual Framework.” Journal of Health and Social Be-
havior, 1987, 28, 184-196; Guendelman, S. “Health Care Users Residing on the Mexican
Border: What Factors Determine Choice of the U.S. or Mexican Health System?” Medical



28

12.
13.
14.
15.
16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.
28.

Changing the U.S. Health Care System

Care, 1985, 23, 438-460; and Portes, A., Kyle, D., Eaton, W. W. “Mental Illness and Help-
Seeking Behavior Among Mariel Cuban and Haitian Refugees in South Florida.” Journal
of Health and Social Behavior, 1993, 33, 283-298; Pescosolido, B. A., Wright, E. R., Alegria,
M., and Vera, M. “Social Networks and Patterns of Use Among the Poor with Mental
Health Problems in Puerto Rico.” Medical Care, 1998, 36, 1057-1072; and Heck, K. E.,
and Parker, J. D. “Family Structure, Socioeconomic Status and Access to Health Care for
Children.” Health Services Research, 2002, 37, 173—-186.

Donabedian (1980).

Andersen (1968).

Andersen (1995).

Cunningham, P. J., and Kohn, L. “Health Plan Switching: Choice or Circumstance?”
Health Affairs, 2000, 19, 158-164.

Davis, K. Baxter Allegiance Foundation Prize for Health Services Research, acceptance
speech, June 24, 2000, Los Angeles. New York: Commonwealth Fund, 2000.

Andersen, R, and Davidson, P. “Measuring Access and Trends.” In R. Andersen, T. Rice,
and G. Kominski (eds.) Changing the U.S. Health Care System (1st ed.). San Francisco:
Jossey-Bass, 1996.,

McManus, S. M., and Pohl, C. M. “Ethics and Financing: Overview of the U.S. Health
Care System.” Journal of Health and Human Resources Administration, 1994, 16(3), 332-349.
Kenkel, P. J. “HMO Profit Outlook Begins to Brighten.” Modern Healthcare, 1989, 19,
98; Larkin, H. “Law and Money Spur HMO Profit Status Changes.” Hospitals, 1989, 63,
68-69; Coyne, ]J. S., and Meadows, D. M. “California HMOs May Provide National Fore-
cast.” Healthcare Financial Management, 1991, 45, 36-39.

Marquis, M. S., Rogowski, J. A., and Escarce, J. J. “The Managed Care Backlash: Did
Consumers Vote with Their Feet.” Inquiry, 2004-05, 41(4), 376-390. Gluck, M. E. “A
Medicare Prescription Drug Benefit.” Medicare Brief, 1999, 1, 1-13; Mechanic, D. “The
Rise and Fall of Managed Care.” Journal of Health Social Behavior, 2004, 45, Suppl., 76-86.
Robinson, J. C. “Reinvention of Health Insurance in the Consumer Era.” Journal of the
American Medical Association, 2004, 291(15), 1880-1886.

Mays, G. P., Claxton, G., and White, ]J. “Marketwatch: Managed Care Rebound? Re-
cent Changes in Health Plans’ Cost Containment Strategies.” Health Affairs, 2004, July—
Dec.; Suppl. Web Exclusives: W4-427-36; Draper, D. A., and Claxton, G. “Managed Care
Redux: Health Plans Shift Responsibilities to Consumers.” Issue Brief, Center for Study-
ing Health System Change, 2004, 79, 1-4; Mays, G. P., Hurley, R. E., and Grossman, J.
M. “An Empty Tool Box? Changes in Health Plans’ Approaches for Managing Costs and
Care.” Health Services Research, 2003; 38 (1, Pt. 2), 375-393.

Etheredge, L. “Purchasing Medicare Prescription Drug Benefits, a New Proposal.” Health
Affairs, 1999, 18(4), 7-19.

Barrett, A., and Arndt, M. “Health Costs: Good News at Last.” Business Week, May 30,
2005, pp. 28-31.

Barrett and Arndt (2005); Rice, T., and Matsuoka, K. Y. “The Impact of Cost-Sharing
on Appropriate Utilization and Health Status: A Review of the Literature on Seniors.”
Medical Care Research Review, 2004, 61(4), 415-452.

Heisler, M., and others.,“The Health Effects of Restricting Prescription Medication Use
Because of Cost.” Medical Care, 2004, 42(7), 626—-634.

Barrett and Arndt (2005).

Andersen, R. M., Kravits, J., and Anderson, O. Equity in Health Services: Empirical Analysis
in Social Policy. Boston: Ballinger, 1975.



Improving Access to Care in America 29

29.

30.

31.

32.

33.

34.

35.

36.

37.

39.

40.

41.

Institute of Medicine (IOM). Unequal Treatment: Confronting Racial and Ethnic Disparities
in Health Care. Washington, D.C.: National Academies Press, 2003; Lavizzo-Mourey, R.,
Richardson, W. C., Ross, R. K., and Rowe, J. W. “A Tale of Two Cities.” Health Affairs,
2005, 24 (2), 313-315.

Smith, D. B. “Racial and Ethnic Health Disparities and the Unfinished Civil Rights
Agenda.” Health Affairs, 2005, 24(2), 317-324.

Lurie, N., Jung, M., and Lavizzo-Mourey, R. “Disparities and Quality Improvement: Federal
Policy Levers.” Health Affairs, 2005, 24(2), 354-364; Eichner, J., and Vladeck, B. C. “Medi-
care as a Catalyst for Reducing Health Disparities.” Health Affairs, 2005, 24 (2), 365-375;
Moy, E., Dayton, E., and Clancy, C. M. “Compiling the Evidence: The National Healthcare
Disparities Reports.” Health Affairs, 2005, 24 (2), 376-387; Trivedi, A. N., and others. “Cre-
ating a State Health Policy Report Card.” Health Affairs, 2005, 24(2), 388-396.

Alpha Center. “State of the States.” Prepared for State Coverage Initiatives, Robert Wood
Johnson Foundation, Jan. 2000.

Newacheck, P. W., and others. “Adolescent Health Insurance Coverage: Recent Changes
and Access to Care.” Pediatrics, 1999, 104, 195-202.

Reschovsky, J. D., and Cunningham, P. J. “CHIPing away at the Problem of Uninsured
Children: Why Children Lack Health Insurance and Implications for the New State
Children’s Health Insurance Program.” Center for Studying Health System Change. n.d.
[http://www.hschange.com/researcher/rr2_toc.html]; Reschovsky, J. D., and Cunning-
ham, P. J. “CHIPing Away at the Problem of Uninsured Children.” Issue Brief. Center for
Studying Health System Change, 1998, 14, 1-7.; Newacheck, P. W., Hung, Y. Y., Park, M.
J., Brindis, C. D, Irwin, C. E. “Disparities in Adolescent Health and Health Care: Does
Socioeconomic Status Matter?” Health Services Research, 2003, 38(5), 1235-1252.

Long, S. H., and Marquis, M. S. “Geographic Variation in Physician Visits for Uninsured
Children: The Role of the Safety Net.” Journal of the American Medical Association, 1999,
281, 2035-2040.

Lave, C. R., and others. “Impact of a Children’s Health Insurance Program on Newly
Enrolled Children.” Journal of the American Medical Association, 1998, 279, 1820-1825;
Szilagyi, P. G., and others. “Improved Access and Quality of Care After Enrollment in the
New York State Children’s Health Insurance Program (SCHIP).” Pediatrics, 2004, 113(5),
395-404.

Lave, and others (1998); Damiano, P. C., Willard, J. C., Momany, E. T., and Chowdhury,
J. “The Impact of the Iowa S-SCHIP program on Access, Health Status, and the Family
Environment.” Ambulatory Pediatrics, 2003, 3(5), 263-269.

. Gilmer, T., Kronick, R., and Rice, T. “Children Welcome, Adults Need Not Apply:

Changes in Public Program Enrollment Across States over Time.” Medical Care Research
and Review, 2005, 62(1), 56-78.

Institute of Medicine. America’s Health Care Safety Net: Intact But Endangered. Washington,
D.C.: National Academy of Science, 2000.

Fishman, L. E., and Bentley, ]. D. “The Evolution of Support for Safety-Net Hospitals.”
Health Affairs, 1997, 16, 30-47; Gaskin, D. J., and Hadley, J. “Identify Urban Safety Net
Hospitals and the Populations They Serve.” (Abstract.) Abstract Book, Association for Health
Services Research, 1997, 14, 62—63.

Health Resources and Services Administration, HRSA. News Release, June 1, 2005, “HHS
Awards 86 Grants Worth More Than $30 Million to Expand Health Center Services and
Strengthen America’s Health Care Safety Net.” HRSA Press Office [www.hhs.gov/news/
press/2005pres/20050601.html].



30

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.
52.

53.

54.

55.

56.

57.

58.
59.

60.

61.

Changing the U.S. Health Care System

Health Resources and Services Administration, HRSA 2005. [http://www.hrsa.gov/
performancereview/protocol.htm] (last accessed June 30, 2005).

Bailit, H., Formicola, A., Herbert. K,, and Stavisky, J. “The Origins and Design of the
Pipeline Program.” Journal of Dental Education, 2005, 69(2), 232-238; Andersen, R. M.,
and others “Pipeline, Profession, and Practice Program: Evaluating Change in Dental
Education.” Journal of Dental Education, 2005, 69(2), 239-248.

Institute of Medicine (U.S.), Committee on Monitoring Access to Personal Health Care
Services. Access to Health Care in America. (M. Millman, ed.). Washington, D.C.: National
Academy Press, 1993.

lezzoni, L. Risk Adjustment for Measuring Healthcare Outcomes (3rd ed.). Chicago: Health
Administration Press, 2003.

Aday, L. A., Begley, C. E., Lairson, D. R, and Slater, C. H. Evaluating the Health Care
System: Effectiveness, Efficiency, and Equity (2nd ed.). Ann Arbor, Mich.: Health Administra-
tion Press, 1998.

Aday, L. A. “Access to What and Why? Towards a New Generation of Access Indicators.”
Proceedings of the Public Health Conference on Records and Statistics, DHHS Pub. No.
94214. Washington, D.C.: U.S. Government Printing Office, 1993.

Davidson, P. L. Performance Measurement and Improvement: The Future for HRSA-funded
Health Centers. Manuscript in preparation, Oct. 2005.

Institute for Healthcare Improvement (IHI) [http://www.ihi.org/ihi]; National Center
for Healthcare Leadership (NCHL) [http://www.nchl.org].

National Center for Health Statistics. Health United States, 2004. Hyattsville, Md.: National
Center for Health Statistics, 2004.

National Center for Health Statistics (1999), p. 229.

Davis, K., and Rowland, D. “Uninsured and Underserved: Inequities in Health Care in
the United States.” Milbank Quarterly, 1983, 61, 149-176.

Manton, K., Patrick, C., and Johnson, K. “Health Differentials Between Blacks and Whites:
Recent Trends in Mortality and Morbidity.” Milbank Quarterly, 1987, 65 (supp. 1), 129-199.
Hajat, A., Lucas, J. B., and Kington, R. “Health Outcomes Among Hispanic Subgroups:
United States, 1992-95.” Advance Data from Vital and Health Statistics, no. 310. Hyatts-
ville, Md.: National Center for Health Statistics, 2000.

Davis and Rowland (1983).

Hajat, Lucas, and Kington. (2000).

Heithoff, K. A., and Lohr, K. N. (eds.). Effectiveness and Outcomes in Health Care. Washing-
ton, D.C.: National Academy Press, 1993.

Aday, Begley, Lairson, and Slater (1998).

Martini, C., Allen, J. B., Davidson, J., and Backett, E. M. “Health Indexes Sensitive to
Medical Care Variation.” International Journal of Health Services, 1977, 7, 293-309.
Tarlov, A., and others. “The Medical Outcomes Study: An Application of Methods for
Monitoring the Results of Medical Care.” Journal of the American Medical Association, 1989,
262, 925-930; Ware, J. E. “Measuring Patient Function and Well-Being: Some Lessons
from the Medical Outcomes Study.” In Heithoff and Lohr (1993); Kravitz, R. L., and oth-
ers. “Differences in the Mix of Patients Among Medical Specialties and Systems of Care:
Results from the Medical Outcomes Study.” Journal of the American Medical Association,
1992, 267, 1617-1623.

Kravitz and others (1992); Greenfield, S., and others. “Variations in Resource Utilization
Among Medical Specialties and Systems of Care: Results from the Medical Outcomes



Improving Access to Care in America 31

62.
63.
64.
65.
66.
67.

68.

69.
70.

71.
72.

73.

74.

75.

76.

717.

78.

Study.” Journal of the American Medical Association, 1992, 267, 1624-1630; Safran, D. G.,
Tarlov, A. R., and Rogers, W. H. “Primary Care Performance in Fee-for-Service and
Prepaid Health Care Systems: Results from the Medical Outcomes Study.” Journal of the
American Medical Association, 1994, 271, 1579-1586.

Stryer, D. B., Siegel, J. E., Rodgers, A. B. “Outcomes Research: Priorities for an Evolving
Field.” Medical Care, 2004, 42(4 suppl), 1II-1-5.

Eddy, D. M. “Evidence-Based Medicine: A Unified Approach.” Health Affairs, 2005, 24
(1), 8-17.

Iglehart, J. K. “The New Imperative: Producing Better Evidence.” Health Affairs, 2005, 24
(1), 7.

Eddy (2005).

Eddy (2005).

Kovner, A. R, Elton, J. J., and Billings, J. “Iransforming Health Management: An
Evidence-Based Approach.” Frontiers of Health Services Management, 2000, 16(4), 3—-24.
Rundall, T. G. “Refocusing Future Faculty on Evidence-Based Health Services Manage-
ment Research.” Journal of Health Administration Education, Fall 2003, 20(4), 263-273.
Kovner, and others (2000).

White, A. W., and Wager, K. A. “The Outcomes Movement and the Role of Health Infor-
mation Managers.” Topics in Health Information Management, May 1998, 18, 1-2.

Aday, Begley, Lairson, and Slater (1998).

Aday, Begley, Lairson, and Slater (1998); Manning, W. A., Liebowitz, A., and Goldberg, G.
A. “A Controlled Trial of the Effect of a Prepaid Group Practice on Use of Services.” New
England Journal of Medicine, 1984, 310, 1505-1510.

Reinhardt, U. “A Production Function for Physician Services.” Review of Economics and
Statistics, 1972, 54, 55—66; Smith, K. R., Miller, M., and Golladay, F. L. “An Analysis of
the Optimal Use of Inputs in the Production of Medical Services.” Journal of Human
Resources, 1972, 7, 208-255; Brown, D. M. “Do Physicians Underutilize Aides?” Journal of
Human Resources, 1988, 23, 342-355; and Rohrer, J. E., and Rohland, B. M. “Oversight of
Managed Care for Behavioral Sciences.” Journal of Public Health Management and Practice,
1998, 4, 96-100.

Shapiro, M. F., Ware, J. E., and Sherbourne, C. D. “Effects of Cost Sharing on Seeking
Care for Serious and Minor Symptoms: Results of a Randomized Controlled Trial.” An-
nals of Internal Medicine, 1986, 104, 246-251; Rohrer and Rohland (1998).

Institute of Medicine (1993); Institute of Medicine (2003); and Moy, E., Dayton, E., and
Clancy, C. M. (2005).

Bindman and Gold (1998); Docteur, E. R., Colby, D. C., and Gold, M. “Shifting the
Paradigm: Monitoring Access in Medicare Managed Care.” Health Care Financing Review,
1996, 17, 5-21.

Aday, L. A. At Risk in America: The Health and Health Care Needs of Vulnerable Populations in
the United States. San Francisco: Jossey-Bass, 1993.

Aday, Begley, Lairson, and Slater (1998).






