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The framework presented in this article extends the Andersen behavioral model of health
services utilization research to examine the effects of contextual determinants of access. A
conceptual framework is suggested for selecting and constructing contextual (or
community-level) variables representing the social, economic, structural, and public
policy environment that influence low-income people’s use of medical care. Contextual
variables capture the characteristics of the population that disproportionately relies on the
health care safety net, the public policy support for low-income and safety-net populations,
and the structure of the health care market and safety-net services within that market.
Until recently, the literature in this area has been largely qualitative and descriptive and
few multivariate studies comprehensively investigated the contextual determinants of
access. The comprehensive and systematic approach suggested by the framework will
enable researchers to strengthen the external validity of results by accounting for the
influence of a consistent set of contextual factors across locations and populations. A
subsequent article in this issue of Inquiry applies the framework to examine access to
ambulatory care for low-income adults, both insured and uninsured.

For more than three decades, health services re-
searchers have investigated the factors that deter-
mine an individual’s access to medical care.
These factors, conceptualized as predisposing,
enabling and need, have been used routinely to
predict health services utilization and to identify
characteristics of people having more or less ac-
cess (Andersen 1968, 1995). Thus, the underly-
ing theory and supportive empirical evidence
are well established for understanding an individ-
ual’s determinants of access. However, multivar-
iate models containing only individual-level

variables are limited. Most researchers have
failed to comprehensively account for the effects
of contextual variables reflecting the social, eco-
nomic, structural, and public policy environment
in which access occurs. Previously, Andersen
and colleagues and other researchers published
foundational work in this area, applying a mea-
surement model to investigate ‘‘contextual’’ or
community-level determinants of access (Ander-
sen et al. 2002; Cunningham 1999; Cunningham
et al. 1999; Grumbach, Vranizan, and Bindman
1997; Cunningham and Kemper 1998; Long
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and Marquis 1999; Lave et al. 1998; Szilagyi et
al. 2000; Gaskin and Hoffman 2000; Laditka
and Laditka 1999; Laditka and Johnson 1999;
Bierman et al. 1999; Roblin 1996; Billings, An-
derson, and Newman 1996; Bindman et al.
1995; Billings et al. 1993; Friedman et al. 1999).

This article delineates a more comprehensive
range of contextual variables and empirical
sources for constructing contextual variables. As
an additional contribution, the study distinguishes
the effects of contextual variables separately for
low-income insured and low-income uninsured
populations. The framework suggests the effects
of public policy and financing variables and how
their influence on provider organizations’ delivery
of health services leads to different access out-
comes for the insured and the uninsured.

Contextual variables for a defined geographic
area (e.g., county, metropolitan statistical area
[MSA] or state) measure the environment or
milieu in which access occurs (Phillips et al.
1998; Andersen and Davidson 2001). The exter-
nal validity of findings can be strengthened by
applying a comprehensive framework and a con-
sistent set of contextual variables to investigate
access across locations and populations.

The first objective of this research is to propose
a conceptual framework for comprehensively and
systematically explaining how individual and
contextual variables influence access and access
outcomes. As stated previously, the framework
suggests contextual variables differentially affect
access of low-income insured versus low-income
uninsured populations. Second, the framework
serves as a guide for constructing contextual
variables hypothesized to influence access. The
paper concludes by identifying data gaps in
measuring safety-net and other contextual vari-
ables believed to affect access.

Summary of the Framework

Figure 1 presents a framework for evaluating the
effects of safety-net and other community-level
factors on access and access outcomes. The
framework consists of three broad domains and
related sub-domains. Individual characteristics,
categorized as predisposing, enabling, and need
factors, are the well-established predictors of ac-
cess. Community-level variables capture the
characteristics of the low-income and safety-net
populations, the structure of the health care mar-
ket and safety-net services in a geographic area,

and public policy support for providing services
to low-income populations, both insured and un-
insured. Health care access and outcomes mea-
sure potential and realized entry into the medical
care system, and the results of access in terms of
effective and efficient medical care delivery.

Individuals' Determinants of Access

Individual-level characteristics are categorized as
Andersen’s (1968, 1995) predisposing, enabling,
and need variables. The model suggests people’s
use of health services is a function of: their pre-
disposition to use or not use services, even though
these predisposing characteristics are not directly
responsible for use; enabling conditions that fa-
cilitate or impede the use of services; and need,
or conditions recognized by lay people or health
care providers as requiring medical treatment.
More than three decades of research on these
factors have resulted in a substantial body of em-
pirical findings that are generalizable across loca-
tions and populations. We are not proposing
changes to the set of individual determinants.

The literature on predisposing characteristics
has shown decreased access to medical care for
people with lower educational attainment, the un-
employed, ethnic minority groups, especially re-
cent immigrants who speak a language different
from the mainstream providers, and people with
certain health beliefs (Hulka and Wheat 1985;
Guendelman 1991; Portes, Kyle, and Eaton
1992; Becker and Maiman 1983; Mechanic 1979;
Tanner, Cockerham, and Spaeth 1983; Forrest
and Whelan 2000; Davis, Collins, and Hall,
1999; Leigh et al. 1999). Enabling characteristics
associated with under-utilization of medical care
include lower household income, having no reg-
ular source of medical care, and no health insur-
ance coverage (Andersen and Newman 1973;
Manning et al. 1987). Furthermore, economi-
cally and socially disadvantaged people are more
likely to experience medical symptoms that may
not be treated in a timely and effective manner
due to less access (Aday and Andersen 1974; An-
dersen, Kravits, and Anderson 1975; Aday, An-
dersen, and Fleming 1980; Aday et al. 1985).

After testing and validating results over several
decades, definitive information has accumulated
on the individual predictors of access. Empirical
research has shown individual characteristics ac-
count for an estimated 20% to 25% of the vari-
ance explained, depending on the access-related
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variable and characteristics of the study popula-
tion. Yet, a substantial portion of unexplained
variance remains.

Similar to the approach Andersen and col-
leagues have used to validate ‘‘individual’’ pre-
dictors of access, we suggest applying
a comprehensive conceptual framework includ-
ing a uniform set of variables to test and validate
the ‘‘community’’ determinants of access. Such a
strategy will lead policy researchers to the gener-
alizable community determinants affecting ac-
cess across populations and locations, including
factors that may be altered by policy change.
From this research, new strategies will emerge
for developing evidence-based policy and man-
agement interventions to improve access, and
a more effective use of public resources.

Community Determinants of Access

Community variables capture the social, eco-
nomic, structural, and public policy environment
in which access occurs. Specifically, the frame-
work (Figure 1) suggests variables measuring
the characteristics of the safety-net population
(insured and uninsured), public policy support
for low-income and safety-net populations, and
the structure of the health care market and

safety-net services within that market. Other vari-
ables that can be considered in the framework af-
fect more affluent residents—for instance, the
number of hospitals and hospital beds per 1,000
population, the number of physicians per 1,000
population, and economic measures, such as the
unemployment rate in a geographic area.

Safety-Net Population

The safety-net population consists of three broad
subgroups of individuals who reside in a geo-
graphic location and disproportionately depend
on the safety net (IOM 2000): 1) uninsured peo-
ple, 2) Medicaid beneficiaries, and 3) vulnerable
populations.

Geographic variation (defined as differences in
access by location, for example, state, MSA or
county) in health insurance coverage has been re-
ported for low-income adults and children
(Brown, Wyn, and Teleki 2000; Long and Mar-
quis 1999; Cunningham and Kemper 1998), for
low-income families (Cantor, Long, and Marquis
1998; Zuckerman et al. 1999), and in the percen-
tages of uninsured people reporting difficulty ob-
taining medical care (Cunningham and Kemper
1998). MSAs with higher than average uninsur-
ance rates all have large concentrations of immi-

Figure 1. Conceptual framework for evaluating safety net and other community-level
factors on access and access outcomes.
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grants, including naturalized citizens and nonciti-
zens; these groups are particularly high in Ari-
zona, California, Florida, New Jersey, New
York, and Texas (Brown, Wyn, and Teleki
2000). Geographic areas with the highest unin-
surance rates also have the lowest rates of em-
ployer-based coverage, higher unemployment
and poverty rates, and larger proportions of the
population in single-parent households (Brown,
Wyn, and Teleki 2000; Holahan, Weiner, and
Wallin 1998a). In many communities, having ac-
cess to employer-sponsored insurance may be
more important than the generosity of publicly
sponsored programs in determining the propor-
tion of the population that is uninsured. Income
or poverty level is often the most important de-
mographic predictor of uninsurance; however,
since race/ethnicity and citizenship are correlated
with income, sorting out the effects among the
community-level variables can be challenging
(Marsteller et al. 1998; Weiner and Malakar
1999). Multivariate results examining individual-
level race/ethnicity generally have found dis-
parities in access for nonwhite people. By
evaluating the community effects of race/ethnic-
ity (e.g., percentage black or percentage His-
panic), researchers will be able to ascertain how
residence in a community can either serve as a re-
source or result in a barrier to an individual’s
medical care access.

Similarly, among low-income insured resi-
dents, we observe geographic variation in the
percentages of individuals covered by programs
such as Medicaid, and the State Children’s
Health Insurance Program (SCHIP). The eligibil-
ity criteria for these public programs vary by state
and depend on the availability of federal and state
funds to pay for medical care for low-income
people (Norton and Lipson 1998; Brown, Wyn,
and Teleki 2000; Bindman et al. 2000; Lillie-
Blanton and Lyons 1998; Bronstein and Adams
1999; Adams and Bronstein 1999). Because of
the categorical and episodic nature of Medicaid
eligibility and changes in state regulations and fi-
nancing, individuals cycle on and off insurance,
often with long spells of no insurance (Short
and Graefe 2003; Short, Graefe, and Schoen
2003; IOM 2000; Kasper, Giovannini, and Hoff-
man 2000; Schoen and DesRoches 2000; Brown
et al. 1999; Short 1998; Davis 1996; Short and
Lefkowitz 1992; Short, Cornelius, and Goldstone
1990; Short, Cantor, and Monheit 1988). This not

only reduces the continuity of medical care, but
also places greater demand on local safety-net
providers.

Vulnerable subgroups represent a third cate-
gory of the safety-net population. Vulnerable
populations are those who are economically
disadvantaged and whose social or health charac-
teristics increase their risks and need for assis-
tance. Vulnerable subgroups include: adults and
children with disabilities; the frail elderly and dis-
abled Medicare beneficiaries; low-income chil-
dren, pregnant women and adolescents; the
mentally ill; substance abusers; HIV/AIDS pa-
tients; and the homeless (IOM 2000; Holahan
and Liska 1997a; Baxter and Mechanic 1997;
Davidson 2004).

Thus, the size and characteristics of the safety-
net population vary by geographic area, and
these variations affect access and access out-
comes. When large groups of low-income people
reside in a geographic area, whether they are
low-income insured, uninsured, or vulnerable
subgroups, they must compete for limited safety-
net services and resources. In such high-demand
communities, resources may be quickly stretched
far beyond what the tax base can reasonably sup-
port through special programs or subsidies to
public hospitals and clinics (Holahan, Weiner,
and Wallin 1998a.). Unlike privately insured pa-
tients, low-income uninsured people and those
with Medicaid or other public coverage have lit-
tle financial leverage, few enabling resources,
and largely depend on subsidies to obtain care
when medical symptoms arise. Providers may
not have the incentive or capacity to respond to
their demands and needs.

Community-level variables can be constructed
to estimate the magnitude of low-income in-
sured, uninsured, and vulnerable subgroups ex-
pressed as a percentage of the total population
residing in a geographic area. Table 1 provides
examples of community-level variables affecting
access, and includes safety-net population vari-
ables, variable definitions, geographic unit of
observation, and suggested data sources for con-
structing each. The table also shows percent-
ages of low-income uninsured (e.g., nonelderly
uninsured, employed, and uninsured), insured
(e.g., Medicaid and SCHIP enrollees), and vul-
nerable populations (e.g., female single-headed
households, AIDS incidence rates, immigrant
noncitizens, homeless).
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Similar to the Brown et al. study (2004), which
appears in this issue of Inquiry and applies the
conceptual framework, other researchers will
need to apply an interactive model to better un-
derstand how population, delivery system, and
policy and financing variables influence access
of individuals with and without health insurance
coverage. A major consideration is the appro-
priate unit of observation for constructing
community-level variables. The research and
evaluation questions guide the selection of con-
textual variables and unit of observation. Ideally,
safety-net population variables are constructed at
the local level (e.g., county, sub-county, census
tract or census block) to capture differences in so-
cial and economic conditions in a geographic ar-
ea. But reliable data are not always available to
quantify the characteristics and extent of vulner-
able populations. For example, evaluating access
to medical care among homeless people is prob-
lematic because they are transient, having no per-
manent residence in a geographic location. On
the other hand, AIDS incidence rates are avail-
able at the county level and can be used to quan-
tify and compare the size of this vulnerable
subgroup residing in geographic areas and the ul-
timate effects on access and access outcomes.

In summary, the framework suggests that
safety-net population variables influence access
depending on the percentages of low-income in-
sured, uninsured, and vulnerable subgroups. In
large part, the size of the uninsured population
is determined by such factors as the generosity
of public programs, the extent of employer-spon-
sored health insurance, and the general economic
and market conditions in the community. Further,
the magnitude of the low-income population re-
siding in a geographic location translates to more
or less competition for limited safety-net services
for individuals seeking medical care access. The
next section provides the rationale for including
‘‘support’’ variables in the conceptual framework
(i.e., the resources available to directly and indi-
rectly pay for medical care for low-income popu-
lations [Figure 1]).

Public Policy Support for Safety-Net
and Low-Income Populations

Essentially, support for the medically indigent
varies on a community-by-community basis and
is influenced broadly by federal legislation and
more directly by state and local health policy

and financing (Rajan 1998; Cunningham and
Kemper 1998).

Medicaid eligibility and payment levels are es-
tablished based on congressionally mandated
minimums and each state’s individual decisions.
Medicaid has been a major source of funding for
safety-net providers, but the stated goal of Med-
icaid managed care was to reduce expenditures
over time by gradually reducing capitation pay-
ments as a percentage of annual per capita costs
(Siegel 1996). A twofold variation has been re-
ported in what states pay managed care plans, at-
tributed to fee-for-service reimbursement levels
and demographics (Holahan, Rangarajan, and
Schirmer 1999). States vary considerably in the
numbers of people they cover and the amounts
they spend on services (Holahan and Liska
1997b). Some states have higher health risks
and others have more expensive resource utiliza-
tion patterns, not necessarily related to the mix of
health problems (Bronstein and Adams 1999;
Adams and Bronstein 1999). One study by Co-
hen (1993) found that low Medicaid fees hamper
access to office-based physicians and encourage
use of hospital outpatient departments and emer-
gency rooms. Although support for Medicaid
languished in the 1990s, more recent data show
that the growth in Medicaid capitation expendi-
tures between 1998 and 2001 averaged 18%
(Holahan and Suzuki 2003). These increases in
Medicaid managed care expenditures have been
accompanied by a 2002 initiative launched by
the Bush administration that will add a projected
1,200 new and expanded health center sites, and
increase the number of people served annually
from about 10 million to an estimated 16 million
by 2006 (HRSA 2002).

Medicaid eligibility levels influence access to
medical care for both the low-income insured
and uninsured populations by influencing the
subsequent size of the uninsured population in
a geographic area. The same is true for other fed-
eral and state-funded government programs, such
as SCHIP. Historically, Medicaid payments have
been used not only to cover program beneficia-
ries but also to subsidize uncompensated care
for the uninsured and to support the safety net.
Not-for-profit and public hospitals and federally
qualified community and migrant health centers
have used Medicaid and Medicare payments to
subsidize care for vulnerable subgroups not en-
rolled in the programs (Davidoff et al. 2000;
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Davis, Collins, and Hall 1999; Gaskin and Had-
ley 1997; Lillie-Blanton and Rowland 1996).

Medicaid disproportionate share hospital
(DSH) expenditures are available to support
safety-net services in each state (CMS-64 Annual
Report).1 Federal DSH payments through Medic-
aid and Medicare have been the primary method
for states to directly subsidize safety-net hospi-
tals, paying for nearly 30% of unreimbursed care,
with state and local subsidies covering another
60% of this care (Fagnani and Tolbert 1999;
Fishman and Bentley 1997). But DSH payments
are often determined through complex mecha-
nisms (Holahan and Liska 1997b), not directly
related to provision of services and care for the
poor (Gaskin 1999), and some states have been
criticized for using DSH payments in ways Con-
gress never intended (Fagnani and Tolbert 1999).
This has prompted Congress to revise the DSH
program three times since 1991 (Coughlin and
Liska 1998; Holahan and Liska 1997b).

A survey of 40 states examining Medicaid DSH
and supplemental payments showed that while the
overall size of the DSH program did not grow
from 1993 to 1997, the composition of DSH rev-
enues and expenditures changed substantially. A
higher share of DSH funds was paid to local hos-
pitals and relatively less was retained by the states
(Coughlin, Ku, and Kim 2000). The Balanced
Budget Act of 1997 reductions in Medicaid and
Medicare payments were expected to lead to fur-
ther reductions in DSH funds and related bad debt
and charity pools (Norton and Lipson 1998;
Coughlin and Liska 1998). States have responded
in a variety of ways. In Indiana, the financial sta-
bility of urban public Level I trauma centers has
been described as tenuous due to diminished
DSH funds and tax dollars and high proportions
of uninsured and underinsured patients (Selzer
et al. 2001). In California (1997–99 data), public
hospitals were able to increase their profits from
pediatric and neonatal intensive care units (ICUs),
and DSH hospitals located in markets with high
HMO penetration reduced their operating losses
in nursery and pediatric services (McCue 2002).
In Colorado, legislators responded to the reduc-
tions in DSH payments by creating a Medicaid re-
financing strategy so that major teaching hospitals
could enhance their teaching programs and at the
same time meet the needs of low-income patients
(Vancil and Shroyer 1998).

Managed care capitation in a competitive com-

mercial market also restricts hospitals’ ability to
shift costs to private payers. At the same time,
subsidies from local and state governments to
pay for indigent care are declining, making it more
difficult for safety-net organizations to care for the
uninsured (Fagnani and Tolbert 1999; Norton and
Lipson 1998; Cunningham and Tu 1997). Increas-
ingly, communities have relied on local charity
and foundation funding to create a patchwork of
services and programs to provide care for vulner-
able populations (Brown and Dallek 1990; Davis,
Collins, and Hall 1999; Felland and Lesser 2000).
In addition to state and local grants, Medicaid, and
Medicare, other funding for community health
centers is available through private insurance, pa-
tient fees, and annual grants from the Health Re-
sources and Services Administration (HRSA).
Many safety-net hospitals would not be econom-
ically viable without large public subsidies be-
cause of the gap between operating revenue and
operating expenses. The size of the gap varies
substantially among geographic areas, as does
the extent to which it is covered by local, state,
or federal funding sources (Meyer et al. 1999).

Many are concerned that care for uninsured
people and the viability of the safety net are in
jeopardy. This is due to welfare reform, changing
eligibility levels, restrictions on entitlement of
noncitizens, changes in Medicaid payments,
Medicaid managed care competitive contracting
(Lipson and Naierman 1996; Norton and Lipson
1998; Ellwood and Ku 1998; Baxter and Feldman
1999; IOM 2000), and most recently the down-
turn in the U.S. economy and diversion of federal
funds to other priorities. The Institute of Medi-
cine (IOM 2000) and others have emphasized
the importance of community attitudes in shaping
government’s response to providing access for
the low-income uninsured, although few empiri-
cal studies were found on the topic (Baxter and
Feldman 1999; Baxter and Mechanic 1997).

As suggested in the framework (Figure 1),
community-level variables can be constructed to
operationalize support variables as ‘‘low-income
populationsupport’’ and‘‘safety-net support’’vari-
ables. Table 1 suggests support variables, vari-
able definitions, geographic unit of observation,
and data sources for constructing each. Examples
of support variables include Medicaid eligibility
levels and Medicaid payments. Medicaid eligibil-
ity levels, which benefit the low-income insured
population, are measured by constructing a
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‘‘Medicaid generosity index,’’ using state-level
data from the National Governors Association
(Brown et al. 2004). Medicaid payments per re-
cipient and/or Medicaid managed care payments
per recipient can be constructed to measure re-
sources expended through HRSA-funded feder-
ally qualified health centers. State indicators of
Medicaid spending per enrollee excluding long-
term care can be constructed using data from
the Centers for Medicare and Medicaid Services
(CMS-2082 and CMS-64 Annual Report).

The framework suggests both Medicaid bene-
ficiaries and low-income uninsured individuals
stand to benefit in areas where state Medicaid
payments are higher—the latter because safety-
net providers have greater flexibility to subsidize
care for the uninsured. However, when Medicaid
managed care has greater penetration in a market
area and payments per recipient are lower, safety-
net providers will have fewer resources to subsi-
dize care for low-income uninsured individuals,
leading to measurable declines in access for the
uninsured, as well as for Medicaid beneficiaries.

Safety-net support variables, including grants
awarded annually by HRSA to the federally qual-
ified health centers, can be constructed as dollars
per capita using the Bureau of Primary Health
Care Uniform Data System. Medicaid DSH ex-
penditures are available for each state. However,
tracking the funds distributed at the MSA or
smaller geographic area is more challenging, re-
quiring telephone interviews with state and local
health officials and hospital associations. No sys-
tematic data have been collected on funding pro-
vided to safety-net providers from state and local
government grants and/or grants from local char-
ities and foundations to subsidize care for the un-
insured. The majority of research results on
safety-net support variables have emerged from
qualitative studies (Holahan, Weiner, and Wallin
1998a; Katz and Thompson 1996; Ullman, Bruen,
and Holahan 1998; Meyer et al. 1999; Rajan 1998;
Coughlin and Liska 1998; Gold, Sparer, and Chu
1996; Summer 1998; Norton and Lipson 1998;
Baxter and Feldman 1999; Lipson and Naierman
1996; Baxter and Mechanic 1997; Steinberg and
Baxter 1998), with few multivariate studies to cor-
roborate findings. Efforts to strengthen the results
using multivariate methods will require further
methodological work to construct quantifiable in-
dicators for support variables. Collecting and
monitoring this information could prove to be ex-

pensive and time consuming. Nevertheless, policy
researchers should creatively and rigorously at-
tempt to construct support variables so data-driv-
en policy and management interventions can be
based more fully on evidence.

Health Care Market and Safety-Net Services

Figure 1 shows that the final categories of com-
munity-level variables are ‘‘health care market’’
and ‘‘safety-net services,’’ which influence ac-
cess in a geographic area. This section explains
the rationale for including delivery system varia-
bles in the conceptual framework. These market
and delivery system factors influence the medical
care access of the general population, as well as
those who depend on safety-net services (Figure
1). Health care market variables present the gen-
eralized depiction of the delivery system in a de-
fined geographic area (e.g., physician supply,
number of hospital beds per capita, and managed
care penetration and competition). While the
majority of middle-income and affluent Ameri-
cans use mainstream medical care providers, the
safety net serves a disproportionate number of
poor and uninsured people (IOM 2000; Cunning-
ham and Tu 1997; Lefkowitz and Todd 1999).

As discussed previously, the Institute of Medi-
cine defines core safety-net providers (IOM 2000)
as those who organize and deliver a significant
level of health care and other related services to
uninsured, Medicaid, and other vulnerable pa-
tients. In most communities, there is a subset of
‘‘core safety-net providers’’ that show two distin-
guishing features: 1) either by legal mandate or ex-
plicitly adopted mission, they maintain an ‘‘open
door,’’ offering access to services for patients re-
gardless of their ability to pay; and 2) a substantial
share of their patient mix is uninsured, Medicaid,
and other vulnerable patients.

The core safety-net providers delivering care
to low-income populations include a varying
mix of public hospitals, urban teaching hospitals
(Gaskin 1999; Gaskin and Hadley 1997; Siegel
1996; NAPH 2001), not-for-profit hospitals with
a charitable care mission (Baxter and Feldman
1999), physician offices (Forrest and Whelan
2000), federally qualified and other community
health centers (Davis, Collins, and Hall 1999;
NACHC 2001), and local health departments
(Wall 1998; Martinez and Closter 1998). Forrest
and Whelan (2000), in a recent study of access
in different provider organizations using three
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national databases, concluded that: 1) expanding
community health centers likely will improve ac-
cess to primary care for vulnerable populations;
2) enhancing access to physicians’ offices is
needed to bolster the safety net; and 3) the greater
service intensity and poorer continuity for pri-
mary care in hospital outpatient departments raise
concerns about the suitability of these clinics as
primary care sites.

Market dynamics influence access as well.
Intense price competition arising from com-
mercial managed care penetration and the rap-
id growth of Medicaid managed care have
contributed to an increasingly hostile health
care environment. Competitive bidding for
Medicaid contracts became increasingly attrac-
tive to the for-profit sector, particularly in
areas with high managed care penetration.
When commercial contractors are granted
Medicaid contracts, safety-net providers stand
to lose market share (Holahan, Weiner, and
Wallin 1998b; Gaskin 1998; Davis, Collins,
and Hall 1999; Siegel 1996). Higher commer-
cial HMO penetration has been associated with
lower patient volumes in minority hospitals
(Gaskin 1997), and smaller profit margins with
less excess in operating budgets to subsidize
care for uninsured people (Cunningham 1999;
Center for Studying Health System Change
1998, 1999; Lillie-Blanton and Rowland
1996; Cunningham et al. 1999).

However, due to declines in financial perfor-
mance, evidence has shown commercial plans are
exiting the Medicaid market in many states
(McCue et al. 1999; Gray and Rowe 2000).
Health plans also have been created by safety-
net organizations, consisting of community health
centers, public hospitals, and urban teaching hos-
pitals (Gray and Rowe 2000; Baxter and Feldman
1999; McCue et al. 1999; Holahan, Rangarajan,
and Schirmer 1999). Unfortunately, Gray and
Rowe (2000) recently concluded even the most
stable safety-net health plans live on the edge of
financial disaster—in 1997, 60% lost money,
8% broke even, and only 32% generated a surplus.

Urban Institute researchers have used data
from case study interviews to develop typologies
that characterize the network of safety-net pro-
viders at the community level (Holahan, Weiner,
and Wallin 1998a; Norton and Lipson 1998). But
these are largely descriptive case studies that
should be supplemented with multivariate studies

to ascertain the extent to which the structure of
provider networks affect safety-net performance
and access. The Figure 1 framework can be used
to construct a consistent set of quantifiable vari-
ables reflecting the health care market and safety-
net services in a geographic area. As noted earlier,
health care market variables include physician
supply, hospital beds per capita, HMO penetration
and competition, and Medicaid managed care
penetration. Suggested safety-net services vari-
ables are the number of federally qualified health
centers per capita for the low-income population,
percentage of outpatient department visits in pub-
lic and teaching hospitals, and services utilized in
local health departments. However, no systematic
database exists on the extent of services provided
to low-income patients by private physician offi-
ces. Physician supply is at best a crude indicator;
a better indicator would be the number of primary
care physicians who accept new Medicaid pa-
tients, but such a variable currently is not readily
available. At the moment, these data would be ex-
pensive to construct and beyond the scope of the
present study. In the future, as states and associa-
tions within states become more sophisticated in
collecting industry data, structural information
may become more available on HMOs, hospitals,
health systems, and physician supply.

Health Care Access and Outcomes

Access indicators measure potential and realized
entry into the primary care system. Potential ac-
cess is indicated by the enabling variables. More
enabling resources provide the means for, and
increase the likelihood that use will take place
(Andersen and Davidson 2001). Indicators of po-
tential access include having a regular source of
medical care and health insurance coverage (Fig-
ure 1). Realized access is the actual use of ser-
vices. Realized access dependent variables focus
on entry into the primary care system, such as
actual utilization of physician services, delay in
seeking treatment, and late or no prenatal care
(Figure 1). In this issue of Inquiry, Brown and
colleagues (2004) investigate the community
and individual determinants of access to ambula-
tory care predicting potential (having a regular
source of care) and realized (at least one doctor
visit in the past 12 months) access among lower-
income adults residing in 54 large urban areas.

Access outcomes measure the extent to which
effective and efficient access is achieved once the
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individual enters the system. The Institute of
Medicine Committee on Monitoring Access to
Medical Care defined access as: the timely use
of personal health services to achieve the best
possible health outcomes (IOM 1993). This def-
inition relies both on the use of health services
and health outcomes as yardsticks for judging
whether access has been achieved (Andersen
and Davidson 2001). The resulting measures
are referred to as effective access. Indicators of
efficient access are similar to measures of effec-
tive access with the added emphasis on measur-
ing resources used to influence outcome.
Efficiency is achieved by improving health out-
comes, while minimizing resource requirements
(Andersen and Davidson 2001). Examples of
access outcomes include preventable hospitaliza-
tion rates and relative risks (Billings, Anderson,
and Newman 1996; Bindman et al. 1995; Gaskin
and Hoffman 2000), hospital use rates for ambu-
latory care sensitive conditions (Billings et al.
1993; Friedman et al. 1999; Laditka and Laditka
1999; Bierman et al. 1999), and hospital use rates
for high-risk and complicated deliveries (Laditka
and Johnson 1999).

Discussion and Conclusions

This paper suggests a framework for analyzing
the community determinants of access. The
framework builds on the extensive research pio-
neered by Andersen and colleagues over the past
several decades. Similar to the approach they
used to validate the ‘‘individual’’ predictors of ac-
cess, this paper suggests applying a comprehen-
sive conceptual framework including a uniform
set of variables to test and validate the ‘‘commu-
nity’’ determinants of access. The framework
suggests community variables differentially af-
fect access of low-income insured versus low-in-
come uninsured populations. The framework
serves as a guide for constructing contextual vari-
ables hypothesized to influence access. Data
sources are suggested and guidance provided on
how to construct contextual variables including
the most appropriate geographic unit of observa-

tion. The paper discusses data gaps in measuring
safety-net and other community variables be-
lieved to influence access.

In the research literature, ‘‘safety-net popula-
tion’’ characteristics have been found to be the
most widely measured and analyzed in multivari-
ate studies. The majority of research results on
public policy ‘‘support’’ variables have emerged
from descriptive and case study methods, with
few multivariate studies to corroborate findings.
Without a doubt, most data gaps exist for the
‘‘support’’ variables because funding to support
safety-net providers is complex and varies for
each safety-net provider, community, and state.
Other than Medicaid funding, systematic data
may not be readily available on other state and
local government and private funding sources.
Nevertheless, strategies are suggested for opera-
tionalizing support variables to advance the re-
search (Table 1). The framework suggests that
more comprehensive measures of ‘‘health care
market’’ and ‘‘safety-net services’’ can be con-
structed to evaluate access for low-income in-
sured, uninsured, and vulnerable populations.
The adverse effects of market competition and
managed care penetration on access, whether
commercial or Medicaid managed care, have been
reported in the literature. However, the most re-
cent MSA-level study examining 22 major U.S.
cites reported that higher HMO penetration rates
were associated with fewer access problems (Hen-
dryx et al. 2002). One unique contribution of the
Hendryx et al. study was that it included ‘‘social
capital’’ variables in the analysis, showing that
people who live in MSAs featuring higher levels
of social capital report fewer access problems.

The comprehensive and systematic approach
suggested by the framework will enable policy
researchers to strengthen the external validity of
results by accounting for the influence of a consis-
tent set of contextual factors across locations and
populations. A subsequent article in this issue of
Inquiry applies the framework to investigate ac-
cess to ambulatory care for low-income adults,
both insured and uninsured (Brown et al. 2004).

Notes

This study was funded by grant no. 036499 from the
Robert Wood Johnson Foundation to the UCLA Cen-
ter for Health Policy Research as part of the Safety Net
Assessment Project (SNAP). Drs. E. Richard Brown of

UCLA, John Billings of New York University, and Joel
Cantor of Rutgers University were principal investiga-
tors of the SNAP. The authors are grateful to the In-
quiry reviewers who critiqued earlier versions of this
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manuscript. Their comments contributed to major im-
provements in the article, especially related to the ef-
fects of contextual variables on low-income insured
and uninsured populations.

1 The Quarterly Medicaid Statement of Expenditures
for the Medical Assistance Program (Form CMS-

64) is the accounting statement which states, in ac-
cordance with 42 CFR 430.30(c), must submit each
quarter under title XIX of the Social Security Act
(the Act). It shows the disposition of Medicaid grant
funds for the quarter being reported and previous
fiscal years, the recoupment made or refunds re-
ceived, and income earned on grant funds.

References

Adams, E.K., and J.M. Bronstein. 1999. Medicaid
Managed Care: Are Rates Sufficient For Serving
These Economically Disadvantaged Populations?
Abstract Book, Association for Health Services
Research 16: 246–247.

Aday, L.A., and R.M. Andersen. 1974. A Framework
for the Study of Access to Medical Care. Health
Services Research 9: 208–220.

Aday, L.A., R.M. Andersen, and G.V. Fleming. 1980.
Health Care in the U.S.: Equitable for Whom?
Beverly Hills, Calif.: Sage.

Aday, L.A., R.M. Andersen, S.S. Loevy, and B.
Kremer. 1985. Hospital-Physician Sponsored
Primary Care: Marketing and Impact. Chicago:
Health Administration Press.

Andersen, R.M. 1968. A Behavioral Model of
Families’ Use of Health Services. Research Series
No. 25. Chicago: Center for Health Administra-
tion Studies, University of Chicago.

———. 1995. Revisiting the Behavioral Model and
Access to Medical Care: Does it Matter? Journal
of Health and Social Behavior 36:1–10.

Andersen, R.M., J. Kravitis, and O. Anderson, eds.
1975. Equity in Health Services: Empirical
Analyses in Social Policy. Boston: Ballinger
Publishing Company.

Andersen, R.M., and P.L. Davidson. 2001. Improving
Access to Care in America: Individual and
Contextual Indicators. In Changing the U.S.
Health Care System: Key Issues in Health
Services, Policy, and Management, R. Andersen,
T. Rice and J. Kominski, eds. San Francisco:
Jossey-Bass Publishers.

Andersen, R.M., and J. F. Newman. 1973. Societal
and Individual Determinants in the U.S. Milbank
Memorial Fund Quarterly Journal 51: 95–124.

Andersen, R.M., H. Yu, R. Wyn, P.L. Davidson, E.R.
Brown, and S. Teleki. 2002. Access to Medical
Care for Low Income Families: How do Com-
munities Make a Difference? Medical Care
Research and Review 59(4): 384–411.

Baxter, R., and R. Feldman. 1999. Staying in the
Game: Health System Change Challenges Care
for the Poor. Research Report. Washington, D.C.:
Center for Studying Health System Change.

Baxter, R.J., and R.E. Mechanic. 1997. The Status of
Local Health Care Safety Nets. Health Affairs
16(4): 7–23.

Becker, M.H., and L.A. Maiman. 1983. Models of
Health Related Behavior. In Handbook of Health,

Health Care, and the Professions, D. Mechanic,
ed. New York: The Free Press.

Bierman, A.S., C. Steiner, B. Friedman, C.M.
Fillmore, and C.M. Clancy. 1999. Ambulatory
Care Sensitive Conditions: A Viable Indicator of
Access to Quality Primary Care? Abstract Book,
Association of Health Services Research 16: 138–
139.

Billings, J., G.M. Anderson, and L.S. Newman. 1996.
Recent Findings on Preventable Hospitalizations.
Health Affairs 15(3): 239–249.

Billings, J., L. Zeitel, J. Lukomnik, T.S. Carey, A.E.
Blank, and L. Newman. 1993. Impact of Socio-
economic Status on Hospital Use in New York
City. Health Affairs 12(1): 162–173.

Bindman, A.B., K. Grumbach, D. Osmond, M.
Komaromy, K. Vranizan, N. Lurie, J. Billings,
and A. Stewart. 1995. Preventable Hospitaliza-
tions and Access to Health Care. Journal of the
American Medical Association 274(4): 305–311.

Bindman, A.B., K. Grumbach, S. Bernheim, K.
Vranizan, and M. Cousineau. 2000. Medicaid
Managed Care’s Impact on Safety-Net Clinics in
California. Health Affairs 19(1): 194–202.

Bronstein, J.M., and E.K. Adams. 1999. Geographic
Variation in Health Risks, Resource Use and
Expenditures Within State Medicaid Programs:
Implications for Setting Capitation Rates. Abstract
Book, Association for Health Services Research
16: 140–141.

Brown, E.R., P.L. Davidson, H. Yu, R. Wyn, R.
Andersen, L. Becerra, and N. Razack. 2004. Effects
of Community Factors on Access to Ambulatory
Care for Lower-Income Adults in Large Urban
Communities. Inquiry 41(1): 39–56.

Brown, E.R., R. Wyn, and S. Teleki. 2000. Disparities
in Health Insurance and Access to Care for
Residents Across the U.S. Cities. Los Angeles:
The Commonwealth Fund and UCLA Center for
Health Policy Research.

Brown, E.R., and G. Dallek. 1990. State Approaches
to Financing of Health Care for the Poor. Annual
Review of Public Health 11: 377–400.

Brown J.A., S.E. Nederend, R.D. Hays, P.F. Short,
and D.O. Farley. 1999. Special Issues in Assess-
ing Care of Medicaid Recipients. Medical Care
37(3 Suppl): MS79–88.

Bureau of Primary Health Care. 1999. Uniform Data
System Manual. Bethesda, Md.: Bureau of
Primary Health Care.

Access for Low-Income Populations

35



Cantor, J.C., S.H. Long, and M.S. Marquis. 1998.
Challenges of State Health Reform: Variations in
Ten States. Health Affairs 17(1): 191–200.

Centers for Medicare and Medicaid Services (CMS).
2000. www.cms.gov. Accessed November 30.

Center for Studying Health System Change. 1998.
Growth of Medicaid-Dominated HMOs. Data
Bulletin. Washington, D.C.: Center for Studying
Health System Change.

———. 1999. Managed Care Cost Pressures
Threaten Access for the Uninsured. Policy Brief.
Washington, D.C.: Center for Studying Health
System Change.

Cohen, J.W. 1993. Medicaid Physician Fees and Use
of Physician and Hospital Services. Inquiry 30(3):
281–292.

Coughlin, T.A., and D. Liska. 1998. Changing State
and Federal Payment Policies for Medicaid
Disproportionate-Share Hospitals. Health Affairs
17(3): 118–136.

Coughlin, T.A., L. Ku, and J. Kim. 2000. Reforming
the Medicaid Disproportionate Share Hospital
Program. Health Care Financing Review 22(2):
137–157.

Cunningham, P.J. 1999. Pressures on Safety Net
Access: The Level of Managed Care Penetration
and Uninsurance Rate in a Community. Health
Services Research 34(1 Pt 2): 255–270.

Cunningham, P.J., J.M. Grossman, R.F. St. Peter, and
C.S. Lesser. 1999. Managed Care and Physicians’
Provision of Charity Care. Journal of the Amer-
ican Medical Association 281(12): 1087–1092.

Cunningham, P.J., and P. Kemper. 1998. Ability to
Obtain Medical Care for the Uninsured: How
Much Does It Vary Across Communities. Journal
of the American Medical Association 280(10):
921–927.

Cunningham, P.J., and H.T. Tu. 1997. A Changing
Picture of Uncompensated Care. Health Affairs
16(4): 167–175.

Davidoff, A.J., A.T. LoSasso, G.J. Bazzoli, and S.
Zuckerman. 2000. The Effect of Changing State
Health Policy on Hospital Uncompensated Care.
Inquiry 37:253–267.

Davidson, P.L. 2002. A Framework for Evaluating
and Continuously Improving Safety Net Perfor-
mance through Leadership and Management De-
velopment. In J&J/ UCLA Health Care Executive
Program—Evaluation, by P. L. Davidson and D.
Otto. Technical report to the J&J/ HRSA/ UCLA
Advisory Board, October.

Davis, K. 1996. Medicaid: The Health Care Safety
Net for the Nation’s Poor. Testimony before the
Committee on Finance, U.S. Senate, Hearing on
Welfare and Medicaid Reform, June. New York:
The Commonwealth Fund.

Davis, K., K.S. Collins, and A. Hall. 1999. Commu-
nity Health Centers in a Changing U.S. Health
Care System. Policy Brief. New York: The
Commonwealth Fund.

Dunn, D.L., and M. Chen. 1994. Uncompensated
Hospital Care Payment and Access for the

Uninsured: Evidence from New Jersey. Health
Services Research 29(1): 113–130.

Ellwood, M.R., and L. Ku. 1998. Welfare and
Immigration Reforms: Unintended Side Ef-
fects for Medicaid. Health Affairs 17(3):
137–151.

Fagnani, L., and J. Tolbert. 1999. The Dependence of
Safety Net Hospitals and Health Systems on the
Medicare and Medicaid Disproportionate Share
Hospital Payment Programs. New York: The
Commonwealth Fund.

Felland, L.E., and C.S. Lesser. 2000. Local Innova-
tions Provide Managed Care for the Uninsured.
Issue Brief. Washington, D.C.: Center for Study-
ing Health System Change.

Finance Working Group. 2001. The Lewin Report on
Medicaid Payments to Hospitals and Related
Issues. Available at: http://www.state.ma.us/
healthcare/pages/pdf/Lewreport.pdf

Fishman, L., and J.D. Bentley. 1997. The Evolution
of Support for Safety Net Hospitals. Health
Affairs 16(4): 30–47.

Forrest, C.B., and E.M. Whelan. 2000. Primary Care
Safety-Net Delivery Sites in the United States: A
Comparison of Community Health Centers,
Hospital Outpatient Departments, and Physician
Offices. Journal of the American Medical Asso-
ciation 284(16): 2077–2083.

Friedman, B., J. Jee, C. Steiner, and A. Bierman. 1999.
Tracking the State Children’s Health Insurance
Program with Hospital Data: National Baselines,
State Variations, and Some Cautions.MedicalCare
Research and Review 56(4): 440–455.

Gaskin, D.J. 1997. The Impact of Health Maintenance
Organization Penetration on the Use of Hospitals
that Serve Minority Communities. Medical Care
35(12): 1190–1203.

———. 1998. Are Safety Net Hospitals Losing the
Competition for Low Risk Medicaid Patients?
Abstract Book, Association of Health Services
Research 15(5).

———. 1999. Safety Net Hospitals: Essential Pro-
vider of Public Health and Specialty Services.
New York: Commonwealth Fund.

Gaskin, D.J., and J. Hadley. 1997. Identify Urban
Safety Net Hospitals and the Populations They
Serve. Presented at the Association of Health
Services Research Annual Meeting, June 15–17,
Chicago.

Gaskin, D.J., and C. Hoffman. 2000. Racial and
Ethnic Differences in Preventable Hospitalizations
Across 10 States. Medical Care Research and
Review 57(Supp 1): 85–107.

Gold, M., M. Sparer, and K. Chu. 1996. Medicaid
Managed Care: Lessons for Five States. Health
Affairs 15(3): 153–166.

Gray, B.H., and C. Rowe. 2000. Safety-Net Health
Plans: A Status Report. Health Affairs 19(1): 185–
193.

Grumbach, K., K. Vranizan, and A.B. Bindman.
1997. Physician Supply and Access to Care in
Urban Communities. Health Affairs 16(1): 71–86.

Inquiry/Volume 41, Spring 2004

36



Guendelman, S. 1991. Health Care Users Residing on
the Mexican Border: What Factors Determine
Choice of the U.S. or Mexican Health System?
Medical Care 29: 419–429.

Hendryx, M.S., M.M. Ahern, N.P. Lovrich, and A.H.
McCurdy, 2002. Access to Health Care and
Community Social Capital. Health Services Re-
search 37(1): 87–103.

Holahan, J., and D. Liska. 1997a. The Slowdown in
Medicaid Spending Growth: Will it Continue?
Health Affairs 16(2): 157–163.

———. 1997b. Variations in Medicaid Spending
among States. Assessing the New Federalism
Project, Policy Brief. Washington, D.C.: The
Urban Institute.

Holahan, J., J. Weiner, and S. Wallin. 1998a. Health
Policy for the Low-Income Population: Major
Findings from the Assessing the New Federalism
Case Studies. Occasional Paper Number 18.
Washington, DC: The Urban Institute.

———. 1998b. State Case Studies on Competition
and Its Effect on the Poor. Policy Brief.
Washington, D.C.: The Urban Institute.

Holahan, J., S. Rangarajan, and M. Schirmer. 1999.
Medicaid Managed Care Payment Rates in 1998.
Health Affairs 18(3): 217–226.

Holahan, J. and S. Suzuki. 2003. Medicaid Managed
Care Payment Methods and Capitation Rates in
2001. Health Affairs 22(1): 204–218.

Health Resources and Services Administration
(HRSA). 2002. HHS Continues to Strengthen
Health Care Safety-Net By Awarding $13 Million
to Create and Expand Health Centers. HHS
News Release, December 9, 2002. Available at:
http:/ /www.hhs.gov/news/press/2002pres/
20021209.html

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

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

———. 2000. Committee on the Changing Market,
Managed Care, and the Future Viability of Safety-
Net Providers. America’s Health Care Safety Net,
Intact but Endangered. Washington, D.C.: Na-
tional Academy Press.

Interstudy. 1998. Competitive Edge 8.2, Part III:
Regional Market Analysis. Bloomington, Minn.:
Interstudy Publications.

Kasper, J.D., T.A. Giovannini, and C. Hoffman.
2000. Gaining and Losing Health Insurance:
Strengthening the Evidence for Effects on Access
to Care and Health Outcomes. Medical Care
Research and Review 57(3): 298–318.

Katz, A., and J. Thompson. 1996. The Role of Public
Policy in Health Care Market Change. Health
Affairs 15(2): 77–91.

Laditka, S.B., and J.M. Johnston. 1999. Preventable
Hospitalization and Avoidable Maternity Out-

comes: Implications for Access to Health Services
for Medicaid Recipients. Journal of Health and
Social Policy 11(2): 41–56.

Laditka, S.B., and J.N. Laditka. 1999. Geographic
Variation in Preventable Hospitalization of Older
Women and Men: Implications for Access to
Primary Health Care. Journal of Women and
Aging 11(4): 43–56.

Lave, J.R., C.R. Keane, C.J. Lin, E.M. Ricci, G.
Amersbach, and C.P. LaVallee. 1998. Impact of
a Children’s Health Insurance Program on Newly
Enrolled Children. Journal of the American
Medical Association 279(22): 1820–1825.

Lefkowitz, B., and J. Todd. 1999. An Overview:
Health Centers at the Crossroads. Journal of
Ambulatory Care Management, 22(4): 1–12.

Leigh, W.A., M. Lillie-Blanton, R.M Martinez, and
K.S. Collins. 1999. Managed Care in Three
States: Experiences of Low-Income African
Americans and Hispanics. Inquiry 36:318–331.

Lillie-Blanton, M., and D. Rowland. 1996. Medic-
aid’s Role in the Health Care Safety Net. AHSR
and FHSR Annual Meeting Abstract Book 13:
40–41.

Lillie-Blanton, M., and B. Lyons. 1998. Managed
Care and Low-Income Populations: Recent State
Experiences. Health Affairs 17(3): 238–247.

Lipson, D.J., and N. Naierman. 1996. Effects of
Health System Changes on Safety-Net Providers.
Health Affairs 15(2): 33–48.

Long, S.H., and M.S. Marquis. 1999. Geographic
Variation in Physician Visits for Uninsured
Children: The Role of the Safety Net. Journal of
the American Medical Association 281(21):
2035–2040.

Marsteller, J.A., L.M. Nichols, A. Badawi, B. Kessler,
S. Zuckerman, and S. Rajan. 1998. Variations in
the Uninsured: State and County Level Analyses.
Washington, D.C.: The Urban Institute.

Manning, W.G., J.P. Newhouse, N. Duan, A.
Leibowitz, and S. Marquis. 1987. Health In-
surance and the Demand for Medical Care.
American Economic Review 77: 251–277.

Martinez, R.M., and E. Closter. 1998. Public Health
Departments Adapt to Medicaid Managed Care.
Issue Brief. Washington, D.C.: Center for Study-
ing Health System Change.

McCue, M.J. 2002. The Impact of the Balanced
Budget Act on the Utilization and Financial
Condition of Children’s Services in California
Hospitals. Hospital Topics 80(4): 23–29.

McCue, M.J., R.E. Hurley, D.A. Draper, and M.
Jurgensen. 1999. Reversal of Fortune: Commer-
cial HMOs in the Medicaid Market. Health Affairs
(18)1: 223–230.

Mechanic, D. 1979. Correlates of Physician Utiliza-
tion: Why do Multivariate Studies of Physician
Utilization find Trivial Psychosocial and Organi-
zational Effects? Journal of Health and Social
Behavior 20: 387–396.

Meyer, J.A., M.W. Legnini, E.K. Fatula, and L.S.
Stepnick. 1999. The Role of Local Governments

Access for Low-Income Populations

37



in Financing Safety Net Hospitals: Houston,
Oakland, and Miami. Assessing the New Feder-
alism Project, Occasional Paper. Washington,
D.C.: The Urban Institute.

National Association of Community Health Centers
(NACHC). 2001. Available at: www.nachc.com

National Association of Public Hospitals (NAPH).
2001. Available at: www.naph.org.

Norton, S.A., and D.J. Lipson. 1998. Public Policy,
Market Forces, and the Viability of the Safety-Net
Providers. Occasional Paper. Washington, D.C.:
The Urban Institute.

Phillips, K.A., K.R. Morrison, R. Andersen, and L.A.
Aday. 1998. Understanding the Context of
Healthcare Utilization: Assessing Environmental
and Provider Variables in the Behavioral Model
of Utilization. Health Services Research, 33(3):
571–596.

Portes, A., D. Kyle, and W. Eaton. 1992. Mental Illness
and Help-Seeking Behavior among Mariel Cuban
and Haitian Refugees in South Florida. Journal of
Health and Social Behavior 33:283–298.

Rajan, S. 1998. Publicly Subsidized Health Insurance:
A Typology of State Approaches. Health Affairs
17(3): 101–117.

Roblin, D.W. 1996. Inter-Area Variation In Hospital
Admissions among HMO Enrollees: An Analysis
of the Effects of Chronic Disease Status and
Socioeconomic Characteristics. Abstract Book,
Association of Health Services Research 13:
111–112.

Schoen, C. and C. DesRoches. 2000. Role of
Insurance in Promoting Access to Care. Health
Services Research 35(1) Part II:187–206.

Selzer D., G. Gomez, L. Jacobson, T. Wischmeyer, R.
Sood, and T. Broadie. 2001. Public Hospital-
Based Level I Trauma Centers: Financial Survival
in the New Millennium. Journal of Trauma 51(2):
301–307.

Short P.F., J.C. Cantor, and A.C. Monheit. 1988. The
Dynamics of Medicaid Enrollment. Inquiry 25(4):
504–516.

Short P.F., L.J. Cornelius, and D.E. Goldstone. 1990.
Health Insurance of Minorities in the United
States. Journal of Health Care for the Poor and
Underserved 1(1): 25–27.

Short, P.F., and D.R. Graefe. 2003. Battery-Powered
Health Insurance? Stability in Coverage of the
Uninsured. Health Affairs 22(6): 244–255.

Short, P.F., D.R. Graefe, and C. Schoen. 2003. Churn,
Churn, Churn: How Instability of Health In-

surance Shapes America’s Uninsured Problem.
Issue Brief (688):1–16. New York: Common-
wealth Fund.

Short, P.F., and D.C. Lefkowitz. 1992. Encouraging
Preventive Services for Low-Income Children.
The Effect of Expanding Medicaid. Medical Care
30(9): 766–780.

Short, P.F. 1998. Gaps and Transitions in Health
Insurance: What are the Concerns of Women?
Journal of Women’s Health 7(6): 725–737.

Siegel, B. 1996. Public Hospitals—A Prescription for
Survival. New York: The Commonwealth Fund.

Steinberg, C.R., and R.J. Baxter. 1998. Accountable
Communities: How Norms and Values affect
Health System Change. Health Affairs (17)4:
149–157.

Summer, L. 1998. State Subsidized Health Insurance
Programs for Low Income Residents: Program
Structure, Administration, and Costs. New York:
The Commonwealth Fund.

Szilagyi, P.G., J. Zwanziger, L.E. Rodewald, J.L.
Holl, D.B. Mukamel, S. Trafton, L.P. Shone,
A.W. Dick, L. Jarrell, and R.F. Raubertas. 2000.
Evaluation of a State Health Insurance Program
for Low-Income Children: Implications for State
Child Health Insurance Programs. Pediatrics
105(2): 363–371.

Tanner, J.L., W. Cockerham, and J.L. Spaeth. 1983.
Predicting Physician Utilization. Medical Care
21: 360–369.

Ullman, F., B. Bruen, and J. Holahan. 1998. The State
Children’s Health Insurance Program: A Look at
the Numbers. Available at: http://newfederalism.
urban.org/html/occ4.html

Vancil, D.R., and A.L. Shroyer. 1998. Creative
Payment Strategy Helps Ensure a Future for
Teaching Hospitals. Healthcare Financial Man-
agement 52(11): 48–52.

Wall, S. 1998. Transformations in Public Health
Systems. Health Affairs 17(3): 64–80.

Weiner, G.D., and C.L. Malakar. 1999. The Un-
insured in Northeastern Ohio: Findings from the
Ohio Family Health Survey. Abstract Book.
Association for Health Services Research 16:
38–39.

Zuckerman, S., N. Brennan, J. Holahan, G. Kenney,
and S. Rajan. 1999. Snapshots of America’s
Families: Variations in Health Care Across States
(99-18). Assessing the New Federalism Project,
Policy Brief. Washington, D.C.: The Urban
Institute.

Inquiry/Volume 41, Spring 2004

38


