Chapter 3. Access to Health Care

Many Americans have good access to health care that enables them to benefit fully from the Nation’s health
care system. However, others face barriers that make the acquisition of basic health services difficult. As
demonstrated by extensive research and confirmed in previous National Healthcare Disparities Reports, racial
and ethnic minorities and persons of low socioeconomic statust are dispropoitionately represented among those
with access problems. Poor access to health care comes at both a personal and societal cost: for example, if
persons do not receive vaccinations they may become ill and spread disease to others, increasing the burden of
disease for society overall, in addition to the burden borne individually.

Components of Health Care Access

Access to health care means having “the timely use of personal health services to achieve the best health
outcomes.”! Attaining good access to care requires three discrete steps:

Gaining entry into the health care system.

Getting access to sites of care where patients can receive needed services.

Finding providers who meet the needs of individual patients and with whom patients can develop a
relationship based on mutual communication and trust.?

Health care access is measured in several ways including:

Structural measures of the presence or absence of specific resources that facilitate health care, such as
having health insurance or a usual source of care.

Assessments by patients of how easily they are able to gain access to health care.

Utilization measures of the ultimate outcome of good access to care—i.e., the successful receipt of
needed services.

How This Chapter Is Organized

This chapter presents new information about disparities in access to health care in America. It is divided into
two sections:

Facilitators and barriers to health care—such as measures of health insurance coverage, having a usual
source of care and primary care provider, and patient perceptions of need.

Health care utilization—such as measures of receipt of dental care, emergency care, potentially
avoidable admissions, mental health care, and substance abuse treatment.

Information about patient-provider communication is found in the section on patient centeredness in Chapter
2, Quality of Health Care. As in previous NHDRs, this chapter focuses on disparities in access to care related
to race, ethnicity, and SES in the general U.S. population. Disparities in access to care and patient-provider
communication within specific priority populations are discussed in Chapter 4, Priority Populations. Analyses
of changes over time and stratified analyses are also presented within this chapter.

i As described in Chapter 1, Introduction and Methods, income and educational attainment are used to measure
socioeconomic status in the NHDR.

-t

O© poday sepuedsiq a/eoyiesH [euoeN



parities Report

© National Healthcare Dis

-t
N

Chapter 3. Access to Health Care

Facilitators and Barriers to Health Care

Facilitators and barriers to health care discussed in this section include health insurance, having a usual source
of care (including having a usual source of ongoing care and a usual primary care provider), and patient
perceptions of need. (See Tables 3.1a and 3.1b for a summary of findings related to all core measures on
facilitators and barriers to health care.)

Health Insurance

Health insurance facilitates entry into the health care system. The uninsured are more likely to die early? and
have poor health status?; the costs of early death and poor health among the uninsured total $65 billion to
$130 billion.3 The financial burden of uninsurance is also great for uninsured individuals; almost 50% of
personal bankmuptcy filings are due to medical expenses.> The uninsured report more problems getting care,
are diagnosed at later disease stages, and get less therapeutic care.5 ¢ They are sicker when hospitalized and
more likely to die during their stay.6

Figure 3.1. Persons under age 65 with health insurance, by race (this page, left), ethnicity (this page, right),
income (next page, left), and education (next page, right), 1999-2004
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Key: AlI/AN=American Indian or Alaska Native; NHOPI=Native Hawaiian or Other Pacific Islander.
Source: National Heath Interview Survey, 1999-2004.

Reference population: Analyses by race, ethnicity, and income performed for civilian noninstitutionalized persons under age 65. Analyses
by education performed for civilian noninstitutionalized persons age 25-64.

Note: NHIS respondents are asked about health insurance coverage at the time of interview; respondents are considered uninsured if they
lack private health insurance, public assistance, Medicare, Medicaid, a State-sponsored health plan, other govemment-sponsored
programs, a military health plan, or if their only coverage is through the Indian Health Service.
In all 6 years, the proportion of persons with insurance was significantly lower among AI/ANs compared
with Whites; among Hispanics compared with non-Hispanic Whites; among poor, near poor, and middle
income persons compared with high income persons; and among persons with a high school education or
less compared with persons with some college (Figure 3.1).

From 1999 to 2003, the proportion of persons with insurance was significantly lower among Blacks
compared with Whites, but in 2004 this disparity had been eliminated.
From 1999 to 2004, rates of insurance decreased significantly for Whites, middle income persons, and
persons of every education level, while rates increased significantly for Blacks and the poor.
Racial and ethnic minorities are dispropottionately of lower socioeconomic status.” To distinguish the effects
of race, ethnicity, income, and education on health insurance coverage, this measure is stratified by income and
education level.
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Chapter 3. Access to Health Care

Figure 3.2. Persons under age 65 with health insurance by race (left) and ethnicity (right), stratified by
income, 2004
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Key: Al/AN=American Indian or Alaska Native.
Source: National Heath Interview Survey, 2004.
Reference population: Civilian noninstitutionalized persons under age 65.

Note: NHIS respondents are asked about health insurance coverage at the time of interview; respondents are considered uninsured if they
lack private health insurance, public assistance, Medicare, Medicaid, a State-sponsored health plan, other govenment-sponsored
programs, a military health plan, or if their only coverage is through the Indian Health Service.




Figure 3.3. Persons under age 65 with health insurance by race (left) and ethnicity (right), stratified by
education, 2004
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Key: Al/AN=American Indian or Alaska Native.
Source: National Heath Interview Survey, 2004.
Reference population: Civilian noninstitutionalized persons age 25-64.

Note: NHIS respondents are asked about health insurance coverage at the time of interview; respondents are considered uninsured if they
lack private health insurance, public assistance, Medicare, Medicaid, a State-sponsored health plan, other govemment-sponsored
programs, a military health plan, or if their only coverage is through the Indian Health Service.

Socioeconomic status explains some but not all of the differences in rates of insurance among persons
under age 65 by race and ethnicity (Figures 3.2 and 3.3).

Hispanics of eve ry income and education level were significantly less likely than respective non-Hispanic
Whites to have health insurance.

Poor and near poor Blacks were significantly more likely than respective Whites to have health insurance,
while middle income AI/ANs and high income Blacks and AI/ANs were significantly less likely to have
health insurance.

Blacks with less than a high school education were significantly more likely than respective Whites to
have health insurance while Blacks and AI/ANs with a high school education or any college education
were significantly less likely to have health insurance.

No group achieved the Healthy People 2010 target of 100% of Americans with health insurance.

Because uninsured persons often postpone seeking care, have difficulty obtaining care when they ultimately
seek it, and must bear the full brunt of health care costs, prolonged periods of uninsurance can have a
patticularly serious impact on a person’s health and stability. Over time, the cumulative consequences of being
uninsured compound, resulting in a population at particular risk for suboptimal health care and health status.
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Chapter 3. Access to Health Care

Figure 3.4. Persons under age 65 uninsured all year by race (top left), ethnicity (top right), income (bottom
left), and education (bottom right), 1999-2003

50 == White 50 ~8— Non-Hispanic White
=—i= Black = = Higpanic
40 40
E 30 = 30 —
g 8
o &
20 20
10 10 - * * .
0 | | I
'\999 QGQQ ?S}Q\ ,2’@07— ’ZQQB ,\gg‘?) QQQQ QQQJ\ ‘2“0?- ’LQQ%
50 —i= Poor = = Middle Income 50 <High School = = Some College
= = Near Poor =®— High Income —~ High School Grad
40 — 40 —

£ e &
Bl B D-_/o——g——m—/ﬂ
10 L
10 —
. e
0 ! 0
9 A o o
A9 P o0 Qoo Q% oY 900 oo PN PG

Source: Medical Expenditure Panel Survey, 1999-2003.

Reference population: Analyses by race, ethnicity, and income performed for civilian noninstitutionalized persons under age 65. Analyses
by education performed for civilian noninstitutionalized persons age 18-64.

Note: In 2002 and 2003, survey respondents could report more than one race. Racial categories shown here for 2002 and 2003 exclude
multiple race individuals and hence are not directly comparable to earlier years. Estimates for racial groups other than Whites and Blacks
are significantly affected by this change and are not shown here.
In all 5 years, the proportion of persons uninsured all year was significantly higher among Hispanics
compared with non-Hispanic Whites; among poor, near poor, and middle income persons compared with
high income persons; and among persons with a high school education or less compared with persons
with some college (Figure 3.4).
The proportion of persons uninsured all year was significantly higher among Blacks compared with
Whites in 1999 and 2000. In 2001, 2002, and 2003 this disparity was eliminated.
From 1999 to 2003, rates of uninsurance for the whole year rose significantly among Whites, high school
graduates, and persons with at least some college education.




Usual Source of Care

Persons with a usual source of care (a facility where one regularly receives care) experience improved health
outcomes and reduced disparities® and costs, yet over 40 million Americans do not have a specific source of
ongoing care. !0

Specific Source of Ongoing Care

Higher costs, poorer outcomes, and greater disparities are observed among individuals without a usual source
of care.!!

Figure 3.5. Persons with a specific source of ongoing care by race (top left), ethnicity (top right), income
(bottom left), and education (bottom right), 1999-2004
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Key: AI/AN=American Indian or Alaska Native.
Source: National Heath Interview Survey, 1999-2004.

Reference population: Analyses by race, ethnicity, and income performed for civilian noninstitutionalized persons of all ages. Analyses by
education performed for civilian noninstitutionalized persons age 25 and over.

Note: Measureis age adjusted.
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e In all 6 years, the proportion of persons with a specific source of ongoing care was significantly lower
among Hispanics compared with non-Hispanic Whites; among poor, near poor, and middle income
persons compared with high income persons; and among persons with a high school education or less
compared with persons with at least some college (Figure 3.5).

e In all years except 2001 and 2004, the proportion of persons with a specific source of ongoing care was
significantly lower among Asians and Blacks compared with Whites.

e From 1999 to 2004, the proportion of persons with a source of ongoing care improved significantly
among non-Hispanic Whites and high income persons while it fell significantly among persons with less
than a high school education.

e No group achieved the Healthy People 2010 target of 96% of Americans with a specific source of
ongoing care.

Usual Primary Care Provider

Having a usual primary care provider (a doctor or nurse from whom one regularly receives care) is associated
with patients’ greater trust in their provider!? and with good patient-provider communication which, in tum,
increases the likelihood that patients receive appropriate care.!3 By learning about patients’ diverse health
care needs over time, a usual primary care provider can coordinate care (e.g., visits to specialists) that best
meets patient needs.!4 Indeed, having a usual primary care provider correlates with receipt of higher quality
care.15. 16

Figure 3.6. Persons who have a usual primary care provider by race, ethnicity, income, and education, 2002
and 2003
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Reference population: Analyses by race, ethnicity, and income performed
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o In both years, the proportion of persons with a usual primary care provider was significantly lower
among Blacks and Asians compared with Whites; among Hispanics compared with non-Hispanic Whites;
among poor, near poor, and middle income persons compared with high income persons; and among
persons with less than a high school education compared with persons with some college education
(Figure 3.6).

e No group achieved the Healthy People 2010 target of 85% of Americans with a usual primary care provider.
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Chapter 3. Access to Health Care

Each year, multivariate analyses are conducted in support of the NHDR to identify the independent effects of
race, ethnicity, and socioeconomic status on access to health care. Past reports have listed some of these
findings. This year, the NHDR presents the results of a multivariate model for one measure: persons who have
a usual primary care provider. Adjusted odds ratios are shown to quantify the relative magnitude of disparities
after controlling for a number of confounding factors.

Figure 3.7. Persons who have a usual primary care provider: Adjusted odds ratios, 2002 and 2003
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Source: Medical Expenditure Panel Survey, 2002 and 2003.
Reference population: Civilian noninstitutionalized population ages 18-64.

Note: Adjusted odds ratios are calculated from logistic regression models
controlling for race, ethnicity, income, education, age, gender, insurance,
and residence location. White, non-Hispanic White, high income, and
some college are reference groups with odds ratio=1; odds ratios <1
indicate that group is less likely to receive service than the reference group.
For example, compared with individuals with private insurance, the
chances that an individual with no insurance has a usual primary care
provider is 0.27 after controlling for other factors. Another way to state this
is that individuals with no insurance are 73% less likely than individuals
with private insurance to have a usual primary care provider.

e In multivariate models controlling for race, ethnicity, income, education, age, gender, insurance, and

residence location, Blacks were 12% and Asians were 28% less likely than Whites, Hispanics were 39%
less likely than non-Hispanic Whites, poor individuals were 36% less likely than high income individuals,
and individuals with no health insurance were 73% less likely than individuals with private insurance to
have a usual primary care provider (Figure 3.7).
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Chapter 3. Access to Health Care

Patient Perceptions of Need

Patient perceptions of need include perceived difficulties or delays in obtaining care and problems getting care
as soon as it is wanted. Although patients may not always be able to assess their need for care, problems
getting care when patients perceive that they are ill or injured likely reflect significant barriers to care.

Figure 3.8. Families in which a member was unable to receive or delayed in receiving needed medical care,
dental care, or prescription medicines, by race, ethnicity, income, and education, 2002 and 2003
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Key: Al/AN=American Indian or Alaska Native.

o In both years, the proportion of families in which a member was unable to receive or delayed in receiving
needed medical care, dental care, or prescription medicines was significantly higher among families
headed by multiple race individuals compared with White individuals; among poor, near poor, and middle
income families compared with high income families; and among families headed by individuals with
less than a high school education compared with individuals with some college education. In both years,
the proportion was significantly lower among families headed by Asians than among families headed by
Whites (Figure 3.8).

e From 2002 to 2003, significant changes were not observed for any group.




Health Care Utilization

Measures of health care utilization complement patient reports of barriers to care and permit a fuller
understanding of access to care. Barriers to care that are associated with differences in health care utilization
may be more significant than barriers that do not affect utilization. Landmark reports on disparities have relied
on measures of heath care utilization,!7- 18 and these data demonstrate some of the largest differences in care
among diverse groups. More recent efforts to inform health care delive ry continue to include measures of
health care utilization. !

Interpreting health care utilization data is more complex than analyzing data on patient perceptions of access
to care. Along with access to care, health care utilization is strongly affected by health care need and patient
preferences and values. In addition, greater use of services does not necessarily indicate better care. In fact,
high use of some inpatient services may reflect impaired access to outpatient services. Therefore, the key to
symbols used in Tables 3.2a and 3.2b, which summarize findings on all core measures related to health care
utilization, is different from that used for Tables 3.1a and 3.1b. Rather than indicating better or worse access
compared with the comparison group, symbols on the utilization tables simply identify the amount of care
received by racial or ethnic minority and socioeconomic groups relative to their comparison groups.

Each year, the Nation’s 12 million health services workers provide about 820 million office visits and 590
million hospital outpatient visits and treat 35 million hospitalized patients, 2.5 million nursing home residents,
1.4 million home health care patients, and 100,000 persons in hospice settings.20 About 70% of the civilian
noninstitutionalized population visit a medical provider’s office or outpatient department, about 60% receive a
prescription medicine, and about 40% visit a dental provider each year.2!

National health expenditures totaled $1.8 trillion in fiscal year 2004, nearly doubling those of a decade earlier,
in 1994.22 Health expenditures among the civilian noninstitutionalized population in America are extremely
concentrated, with 5% of the population accounting for 55% of outlays.23 In addition, it has been estimated
that as much as $390 billion a year—almost a third of all health care expenditures—are the result of poor
quality care, including ove ruse, misuse, and waste.24

Previous NHDRs reported that different racial, ethnic, and socioeconomic groups had different patterns of
health care utilization. Asians and Hispanics tended to have lower use of most health care services including
routine care, emergency department visits, avoidable admissions, and mental health care. Blacks tended to
have lower use of routine care, outpatient mental health care, and outpatient HIV care but higher use of
emergency departments and hospitals, including higher rates of avoidable admissions, inpatient mental health
care, and inpatient HIV care. Lower socioeconomic status individuals tended to have lower use of routine care
and outpatient mental health care and higher use of emergency departments, hospitals, and home heath care.
This year, findings related to dental care, emergency department visits, potentially avoidable admissions, and
mental health care and substance abuse treatment are highlighted.
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Chapter 3. Access to Health Care

Dental Visits

Regular dental visits promote prevention, early diagnosis, and optimal treatment of oral diseases and
conditions. Failure to visit the dentist can result in delayed diagnosis, overall compromised health, and,
occasionally, even death.25

Figure 3.9. Persons with a dental visit in the past year by race, ethnicity, income, and education, 2002 and
2003
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o In both years, the proportion of persons with a dental visit in the past year was significantly lower among
Blacks, Asians, and AI/ANs compared with Whites; among Hispanics compared with non-Hispanic
Whites; among poor, near poor, and middle income persons compared with high income persons; and
among persons with a high school education or less compared with persons with at least some college.
In 2002, the proportion was also significantly lower among persons of multiple races compared with
Whites, but in 2003 this difference was eliminated (Figure 3.9).

e From 2002 to 2003, the proportion of persons with a dental visit in the past year increased significantly
for persons of multiple races.

@ Only high income persons met the Healthy People 2010 target of 56% of persons with a dental visit in
the past year.
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To distinguish the effects of race, ethnicity, and socioeconomic status on health care utilization and to identify
populations at greatest risk for barriers to health care utilization, this measure is stratified by income and
education level.

Figure 3.10. Persons with a dental visit in the past year by race (left) and ethnicity (right), stratified by
income, 2003
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Key: AI/AN=American Indian or Alaska Native.
Source: Medical Expenditure Panel Survey, 2003.
Reference population: Civilian noninstitutionalized population, all ages.
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Chapter 3. Access to Health Care

Figure 3.11. Persons with a dental visit in the past year by race (left) and ethnicity (right), stratified by
education, 2003
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Key: Al/AN=American Indian or Alaska Native.
Source: Medical Expenditure Panel Survey, 2003.

Reference population: Civilian noninstitutionalized persons age 18 and over.

e Socioeconomic status explains some but not all of the racial and ethnic differences in rates of dental visits
(Figures 3.10 and 3.11).

e Hispanics of every income and education level are significantly less likely than respective non-Hispanic
Whites to have had a dental visit.

o Blacks of every income and education level and high income Asians and Asians with at least some
college are significantly less likely than respective Whites to have had a dental visit.
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Emergency Department Visits

Without good access to health care, persons sometimes resort to using the emergency department when care is
needed. A high rate of emergency department visits may suggest that a population lacks access to preventive
and routine care and other avenues of treatment. Delaying care until care is urgent often results in poorer
health outcomes and increased health care costs.

Figure 3.12. Emergency department visits per 100 population by race, 1997-2004
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Source: National Hospital Ambulatory Medical Care Survey, 1997-2004.
Denominator: Civilian noninstitutionalized population, all ages.

o In all years, rates of emergency department visits were significantly higher among Blacks compared with
Whites (Figure 3.12).

e Over the 1997-1998 to 2003-2004 time periods, the rate of emergency department visits did not change
significantly overall or for Blacks or Whites.
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Potentially Avoidable Admissions

Potentially avoidable admissions are hospitalizations that might have been averted by good quality outpatient
care. They relate to conditions for which good outpatient care can prevent the need for hospitalization or for
which early intervention can prevent complications or more severe disease. Though not all admissions for
these conditions can be avoided, rates in populations tend to vary with access to primary care.26 For example,
better access to care should facilitate the diagnosis of appendicitis before rupture occurs.

Data for perforated appendix presented here come from AHRQ’s Healthcare Cost and Utilization Project State
Inpatient Databases disparities analysis file. This file is designed to provide national estimates using weighted
records from a sample of hospitals from 23 States that have 64% of U.S. hospital discharges. These 23 States
patticipate in HCUP and have relatively complete race and ethnicity data.

Figure 3.13. Perforated appendix per 1,000 admissions with appendicitis by race/ethnicity (left) and area
income (median income of ZIP Code of residence) (right), 2001-2003
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Key: API=Asian or Pacific Islander.
Source: HCUP State Inpatient Databases disparities analysis file, 2001-2003.
Denominator: Patients hospitalized with appendicitis, all ages.

Note: White, Black, and API are non-Hispanic groups. Numerical income categories are used instead of the NHDR’s usual descriptive
categories because that is how data are collected for this measure.

In all 3 years, the rate of perforated appendix was significantly higher among Blacks compared with
Whites and among residents of ZIP Codes with median income <$25,000 compared with residents of ZIP
Codes with income $45,000 and over (Figure 3.13).

From 2001 to 2003, the rate of perforated appendix decreased significantly for Whites, APIs, Hispanics,
and residents of high income ZIP Codes, but did not change significantly for Blacks and residents of
lower income ZIP Codes.
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Mental Health Care and Substance Abuse Treatment
Mental Health Care

In 2004, 8% of adults, or about 17 million persons, reported having experienced at least one major depressive
episode during the past year.2”7 Although the prevalence of mental disorders for racial and ethnic minorities in
the United States is similar to that for Whites,2® minorities have less access to mental health care and are less
likely to receive needed services.2 These differences may reflect, in part, variation in preferences and cultural
attitudes toward mental health.

Figure 3.14. Adults who received mental health treatment/counseling in the past year by race, ethnicity,
income, and education, 2003 and 2004
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Key: AI/AN=American Indian or Alaska Native.

Source: Substance Abuse and Mental Health Services Administration,
National Survey on Drug Use and Health, 2003 and 2004.

Reference population: U.S. population age 18 and older.

In both years, the proportion of persons who received mental health treatment/counseling was lower
among Blacks and Asians compared with Whites; among Hispanics compared with non-Hispanic Whites;
and among persons with a high school education or less compared with persons with at least some
college (Figure 3.14).

In both years, the proportion of persons who received mental health treatment was higher among poor
persons compared with high income persons.

In 2003, the proportion of persons who received mental health treatment was lower among AI/ANs
compared with Whites and among middle income persons compared with high income persons, but these
differences were not statistically significant in 2004.

From 2003 to 2004, the proportion of persons who received mental health treatment did not change
significantly for any group.
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Substance Abuse Treatment

In 2004, about 16.7 million Americans age 12 and older acknowledged being heavy alcohol drinkers and
about 55 million acknowledged having had a recent binge drinking episode.30 About 19.1 million persons age
12 and older were illicit drug users and about 70.3 million reported recent use of a tobacco product.30 The
direct costs of mental disorders and substance abuse amounted to $99 billion in 1996; lost productivity and
premature death accounted for an additional $75 billion.30 Racial, ethnic, and socioeconomic differences in
substance abuse treatment30 are observed which may, in part, reflect variation in preferences and cultural
attitudes toward mental health and substance abuse.

Figure 3.15. Persons age 12 or older who received any illicit drug or alcohol abuse treatment in the past
year, by race, ethnicity, income, and education, 2003 and 2004

o
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Key: Al/AN=American Indian or Alaska Native.
Source: SAMHSA National Survey on Drug Use and Health, 2003 and
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& Note: The figure reflects both prevalence and treatment; prevalence likely

has an effect on racial/ethnic differences in treatment.

o In both years, the proportion of persons age 12 or older who received any illicit drug or alcohol abuse
treatment was significantly greater among poor, near poor, and middle income persons compared with
high income persons and among persons with a high school education or less compared with persons
with any college education (Figure 3.15).

e In 2003 the proportion was also significantly greater among AI/ANs compared with Whites, but this
difference was not statistically significant in 2004. In 2004 the proportion was significantly greater
among Blacks compared with Whites, although in 2003 this disparity was not observed.

e From 2003 to 2004, the proportion of persons age 12 or older who received any illicit drug or alcohol
abuse treatment increased significantly among Blacks and poor persons and did not change significantly
for any other group.




Table 3.1a. Racial and Ethnic Differences in Facilitators and Barriers to Health Care

Core Report Measure Racial Difference’ Ethnic
Difference’

Black | Asian | NHOPI |AVAN |>1 Race | Hispanic

Health Insurance Coverage

Persons under 65 with health insurance'l| = = = 2 = 2

Persons uninsured all year" = = = = v

Usual Source of Care

Persons who have a specific source of

ongoing care'l = = = = = v

Persons who have a usual primary care

provider" v ' = = = v

Patient Perceptions of Need

Families that experience difficulties or

delays in obtaining health care or donot| = 0 = \Z =

receive needed care”

Families that experience difficulties or

delays in obtaining health care due to

financial or insurance reasons” v v

i Compared with Whites.
ii Compared with non-Hispanic Whites.
iii Source: National Health Interview Survey, 2004.

iV Source: Medical Expenditure Panel Survey, 2003.

Key: NHOPI=Native Hawaiian or Other Pacific Islander; AAN=American Indian or Alaska Native.

Key to Symbols Used in Access to Health Care Tables:

= Group and comparison group have about same access to health care.

1 Group has better access to health care than the comparison group.

Group has worse access to health care than the comparison group.

Blank cell: Reliable estimate for group could not be made.
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Table 3.1b. Socioeconomic Differences in Facilitators and Barriers to Health Care

Core Report Measure Income Educational Insurance
Difference’ Difference’ Difference'

<100% | 100-199% |200-399% <HS | HS Grad | Uninsured

Health Insurance Coverage

Persons under 65 with health insurance®| ¥ v v v \Z

Persons uninsured all year" 2 v v v \Z

Usual Source of Care

Persons who have a specific source of

ongoing care™ v v v v 1 v
Persons who have a usual primary care

provider" 17 v v v = 12

Patient Perceptions of Need

Families that experience difficulties or
delays in obtaining health care or do v v v v = v
not receive needed care

Families that experience difficulties or
delays due to financial or insurance v v v v v v
reasons’

i Compared with persons withfamily incomes 400% of Federal poverty thresholds or above.
i Compared with persons with any college education.

iii Compared with persons under 65 with any private health insurance.

IV Source: National Health Interview Survey, 2004.

V Source: Medical Expenditure Panel Survey, 2003.

Key: HS=High school.

Key to Symbols Used in Access to Health Care Tables:

= Group and comparison group have about same access to health care.
) Group has better access to health care than the comparison group.
V Group has worse access to health care than the comparison group.
Blank cell: Reliable estimate for group could not be made.




Table 3.2a. Racial and Ethnic Differences in Health Care Utilization

Core Report Measure Racial Difference’ Ethnic
Difference’

Black | Asian | NHOPI |AI/AN |>1 Race | Hispanic

General Medical Care

Persons with a dental visit in the

past year' 2 v = 7 = v
Emergency department visits per 100

population™ 0 V = \Z v

Avoidable Admissions

Admissions for perforated appendix per
1,000 admissions with appendicitis’ 0 = =
Mental Health Care and Substance Abuse Treatment
Adults who received mental health
treatment or counseling in the past year”| = =

People age 12 and older who received
illicit drug or alcohol abuse treatment in | 1 = =
the past year"!

i Compared with Whites.

ii Compared with non-Hispanic Whites.

iiigource: Medical Expenditure Panel Survey, 2003.

iV Source: National Hospital Ambulatory Medical Care Survey — Emergency Department, 2003-2004. Missing rates preclude analysis by ethnicity.

V Source: HCUP SID disparities analysis file, 2003. This source categorizes race/ethnicity ve ry differently from other sources. Race/ethnicity information
is categorized as a single item: Non-Hispanic White, Non-Hispanic Black, Hispanic, Asian or Pacific Islander. These contrasts compare each group with
non-Hispanic Whites.

Vi Source: Substance A buse and Mental Health Services Administration, National Survey on Drug Use and Health, 2004.

Key: NHOPI=Native Hawaiian or Other Pacific Islander; AAN=American Indian or Alaska Native.

Key to Symbols Used in Health Care Utilization Tables:
= Group and comparison group receive about same amount of health care.
() Group receives more health care than the comparisongroup.

Group receives less health care than the comparison group.
Blank cell: Reliable estimate for group could not be made.
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Table 3.2b. Socioeconomic Differences in Health Care Utilization

Core Report Measure Income Educational | Insurance
Differencei Differencei | Differenceii

<100%] 100-199% | 200-399% | <HS |HS Grad| Uninsured

General Medical Care
Persons with a dental visit in the past years| ¥ | ¥ I [ ¥ | ¥ ¥

Mental Health Care and Substance Abuse Treatment

Adults who received mental health

treatment or counseling in the past yearv | = v = = \Z
Persons age 12 and older who received

illicit drug or alcohol abuse treatment in | T 0\ T ) )
the past yearv
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i Compared with persons with family incomes 400% of Federal poverty threshold or above.
ii Compared with persons with any college education.
iii Compared with persons under 65 with any private health insurance.

¥ Source: Medical Expenditure Panel Survey, 2003.

V Source: Substance A buse and Mental Health Services Administration, National Survey on Drug Use and Health, 2004. Insurance disparities
were not analyzed.

Key: HS=high school.

Key to Symbols Used in Health Care Utilization Tables:

= Group and comparison group receive about same amount of health care.
() Group receives more health care than the comparison group.

Group receives less health care than the comparison group.
Blank cell: Reliable estimate for group could not be made.




References

1.

10.

11.

12.

13.

14.

15.

16.

17.

18.
19.

20.

21.

Institute of Medicine, Committee on Monitoring Access to Personal Health Care Services. Access to Health Care in America.
Millman M. (Ed.). Washington, DC: National Academy Press; 1993.

Bierman A, Magari ES, Jette AM, et al. Assessing access as a first step toward improving the quality of care for very old
adults. ] Ambul Care Manage. 1998 Jul;121(3):17-26.

Insuring America’s health: principles and recommendations. Acad Emerg Med. 2004;11(4):418-22.

Self-assessed health status and selected behavioral risk factors among persons with and without health-care coverage—United
States, 1994-1995. MMWR Morb Mortal Wkly Rep. 1998 Mar 13;47(9):176-80.

Institute of Medicine, Committee on the Consequences of Uninsurance. A Shared Destiny: Community Effects of
Uninsurance. Washington, DC: National Academies Press; 2003.

Hadley J. Sicker and Poorer: The Consequences of Being Uninsured. Paper prepared for the Kaiser Commission on Medicaid
and the Uninsured. Washington, DC: The Urban Institute; May 2002 (updated Febmary 2003).

DeNavas-Walt C, Proctor BD, Lee CH, U.S. Census Bureau. Income, Povetty, and Health Insurance Coverage in the United
States: 2004. Current Population Reports, P60-229. Washington, DC: U.S. Govt. Print. Off.; 2005. Awvailable at:
http://www.census.gov/prod/2005pubs/p60-229.pdf. Accessed June 7, 2006.

Starfield B, Shi L. The medical home, access to care, and insurance. Pediatrics 2004;113(5 Suppl): 1493-8.

De Maeseneer JM, De Prins L, Gosset C, Heyerick J. Provider continuity in family medicine: does it make a difference for
total health care costs? Ann Fam Med 2003;1:144-8.

U.S. Department of Health and Human Services. Healthy People 2010 (2nd ed.) 2 vols. Washington, DC: U.S. Govt. Print.
Off; November 2000, p.45.

The Importance of Having Health Insurance and a Usual Source of Care. One-Pager Number 29. The Robert Graham Center:
Policy Studies in Family Practice and Primary Care; September 2004. Available at: http://www.graham-center.org/x560.xml.

Mainous AG 3rd, Baker R, Love MM, et al. Continuity of care and trust in one’s physician: evidence from primary care in the
United States and the United Kingdom. Fam Med. 2001 Jan;33(1):22-7.

Starfield B. Primary Care: Balancing Health Needs, Services and Technology. New York: Oxford University Press; 1998.

Forrest C, Starfield B. The effect of first-contact care with primary care clinicians on ambulatory health care expenditures. J
Fam Pract. 1996 Jul;43(1):40-8. Cited in: Healthy People 2010 (Conference Edition, in Two Volumes). Washington, DC:
U.S. Department of Health and Human Services; January 2000.

Parchman ML, Burge SK, Residency Research Network of South Texas Investigaors. Continuity and quality of care in type 2
diabetes: a Residency Research Network of South Texas study. J Fam Pract. 2002 Jul;51(7):619-24.

Inkelas M, Schuster MA, Olson LM, et al. Continuity of primary care clinician in early childhood. Pediatrics. 2004
June;113(6 Suppl):1917-25.

U.S. Department of Health and Human Services. Report of the Secretary’s Task Force on Black and Minority Health.
Washington, DC: DHHS; 1985.

Institute of Medicine. Access to Health Care in America. Washington, DC: National Academy Press; 1993.

Institute of Medicine, Committee on Guidance for Designing a National Healthcare Disparities Report. Guidance for the
National Healthcare Disparities Report. (Swift EK, Ed.). Washington, DC: National Academies Press; 2002, p. 20.

National Center for Health Statistics. Health, United States, 2002: With Chartbook on Trends in the Health of Americans.
Hyattsville, MD: Centers for Disease Control and Prevention, National Center for Health Statistics; 2002.

Krauss N, Machlin S, Kass BL. Use of Health Care Services, 1996. Rockville, MD: Agency for Health Care Policy and
Research; 1999. MEPS Findings No. 7, AHCPR Pub. No. 99-0018.

-t

N)  vodsy sepuedsiq aeoyyesH feuoeN



parities Report

IN)  National Healthcare Dis

-
ELN

Chapter 3. Access to Health Care

22. Centers for Medicare & Medicaid Services, Office of the Actuary National Health Statistics Group. Sponsors of health care
costs: businesses, households, and gove mments, 1987-2004. Available at:
http://www.cms.hhs.gov/NationalHealthExpendData/downloads/bhg06.pdf. Accessed June 8, 2006.

23. Berk ML, Monheit AC. The concentration of health care expenditures, revisited. Health Aff (Millwood). 2001 Mar-
Apr;20(2):9-18.

24. Midwest Business Group on Health. Reducing the Costs of Poor-Quality Health Care Through Responsible Purchasing
Leadership; 2003. Available at: http://www.mbgh.org/templates/UserFiles/Files/COPQ/copq%202nd%20printing.pdf.

25.  The Importance of Having a Usual Source of Health Care. One-Pager Number 2. The Robert Graham Center: Policy Studies
in Family Practice and Primary Care; January 2000. Available at: http://www.graham-center.org/x149.xml.

26. Oster A, Bindman AB. Emergency department visits for ambulatory care sensitive conditions: insights into preventable
hospitalizations. Med Care. 2003 Feb;41(2):198-207.

27. Substance Abuse and Mental Health Services Administration. The NSDUH Report: Depression among Adults; November 18,
2005. Awvailable at: http://oas.samhsa.gov/2k5/depression/depression.cfm. Accessed April 21, 2006.

28. U.S. Department of Health and Human Services. Mental Health: A Report of the Surgeon General. Rockville, MD: Substance
Abuse and Mental Health Services Administration, Center for Mental Health Services and National Institutes of Health,
National Institute of Mental Health; 1999.

29. U.S. Department of Health and Human Services. Mental Health: Culture, Race, Ethnicity—A Supplement to Mental Health:
Report of the Surgeon General. Executive Summary. Rockville MD: Substance A buse and Mental Health Services
Administration/Center for Mental Health Services; 2001.

30. Substance Abuse and Mental Health Services Administration. Results from the 2003 National Survey on Drug Use and
Health: National Findings. Rockville, MD; Substance A buse and Mental Health Services Administration, Office of Applied
Studies; 2004. NHDUH Series H-25, DHHS Pub. No. SMA 04-3964.






