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Substantial variation in access to care in Medicaid

Key Question: How should resources be targeted to
close need gaps?

« HPSAs, other similar definitions rely mostly on county-level supply factors




ACCESS TO CARE

By Justin H. Markowski, Jacob Wallace, and Chima D. Ndumele
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After 50 Years, Health
Professional Shortage Areas Had
No Significant Impact On

Mortality Or Physician Density

Justin H. Markowski (justin

ABSTRACT Since 1965, the US federal government has incentivized markowski@yale.edu), Yale
physicians to practice in high-need areas of the country through the coversity. New Haven.
designation of Health Professional Shortage Areas (HPSAs). Despite its

being in place for more than half a century and directing more than a Jacob Wallace, Yale University.
billion dollars annually, there is limited evidence of the HPSA program’s Chima D. Ndumele, Yale
effectiveness at reducing geographic disparities in access to care and University.

health outcomes. Using a generalized difference-in-differences design
with matching, we found no statistically significant changes in mortality
or physician density from 1970 to 2018 after a county-level HPSA
designation. As a result, we found that 73 percent of counties designated
as HPSAs remained physician shortage areas for at least ten years after
their inclusion in the program. Fundamental improvements to the
program’s design and incentive structure may be necessary for it to
achieve its intended results.




Substantial variation in access to care in Medicaid

Key Question: How should resources be targeted to
close need gaps?

« HPSAs, other similar definitions rely mostly on county-level supply factors

New approach: Can we target small-scale areas
based on need and access gaps?



Conceptual Framework

Geographic factors related to variation in health care access

DEVELOPMENT
A

FREEDOM

» Jargowsky (1997) * Sen (1999)
Concentrated poverty Multidimensional

e American poverty becoming disadvantage
highly concentrated in  “Poverty”/disadvantage is
certain areas — making places much more than low
very important determinants Incomes

of access to certain services.



Conceptual Framework

Geographic factors related to variation in health care access

DEVELOPMENT
A

FREEDOM

/

» Extend framework of concentrated poverty to understand access
issues, but with expanded definition of multidimensional
disadvantage > concentrated multidimensional disadvantage

» *Supported by the vast literature on SDOH




Research Questions:

1. How does the CDC'’s Social Vulnerability Index (SVI) explain
geographic variation in Medicaid primary care use?



Research Questions:

1. How does the CDC’s Social Vulnerability Index (SVI) explain
geographic variation in Medicaid primary care use?

The SVI is a multidimensional index based on area-level variables.



The CDC’s Multidimensional SVI

SVI In action

The CDC/ATSDR SVI databases and maps can help communities prepare for and
recover from public health emergencies, and prevent adverse effects among
socially vulnerable populations, such as emotional distress, loss of property,

ilLness, and death.

* Emergency planners use the SVI to decide the number of emergency
personnel needed, plan the best way to evacuate people, and account for

socially vulnerable populations.

* Public health officials use the SVI to identify areas in need of emergency

shelters and estimate the amount of supplies needed.

* State and local health departments and non-profits use the SVI to guide
community-based health promotion initiatives.

https://www.atsdr.cdc.gov/place-health/php/svi/index.html#cdc_generic_section_2-history
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Overall Vulnerability

Socioeconomic
Status

Household
Characteristics

Racial & Ethnic
Minority Status

Housing Type &
Transportation

Below 150% Poverty
Unemployed
Housing Cost Burden
No High School Diploma
No Health Insurance
Aged 65 & Older
Aged 17 & Younger
Civilian with a Disability
Single-Parent Households

English Language Proficiency

Hispanic or Latino (of any race)
Black or African American, Not Hispanic or Latino
Asian, Not Hispanic or Latino
American Indian or Alaska Native, Not Hispanic or Latino
Native Hawaiian or Pacific Islander, Not Hispanic or Latino
Two or More Races, Not Hispanic or Latino
Other Races, Not Hispanic or Latino

Multi-Unit Structures
Mobile Homes
Crowding
No Vehicle

Group Quarters



Social indexes have grown in popularity in health
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Research Questions:

1. How does the CDC'’s Social Vulnerability Index (SVI) explain
geographic variation in Medicaid primary care use?

Utilization doesn’t necessarily = Access

But, maybe it can be a good proxy.

JAMA Health Forum.

JAMA Forum 5

Reconsidering and Measuring Patient Access in
Medicaid

Benjamin D. Sommers, MD, PhD1; Renuka Tipirneni, MD, Msc2

Actual patterns of health care use reflect access to care. Even though the quality of Medicaid

claims collected and reported by states has improved in recent years, the data they provide are
not always comparable across states or with other payers; research using all-payer claims data-

bases can put Medicaid use patterns in context with other types of insurance.8



Research Questions:

1. How does the CDC'’s Social Vulnerability Index (SVI) explain
geographic variation in Medicaid primary care use?

2. How do federally qualified health centers (FQHCs) contribute to
closing access gaps in socially vulnerable areas?
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Before 1965 https://www.chcchronicles.org/histories
While the first neighborhood health centers were officially launched in 1965, some of today’s

community health centers have roots in their communities that go back years or even decades
before.

Outreach worker with child at Las Cruces Migrant Health Project, Las Cruces, New
Mexico, 1963 Courtesy of the National Center for Farmworker Health
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Figure 5.
The Relationship between Community Health Centers and Mortality Rates
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Community Health Centers and the Mortality of Older

Americans
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This paper uses the rollout of the first Community Health Centers (CHCs) to study the longer-term
health effects of increasing access to primary care. Within ten years, CHCs are associated with a
reduction in age-adjusted mortality rates of 2 percent among those 50 and older. The implied 7 to
13 percent decrease in one-year mortality risk among beneficiaries amounts to 20 to 40 percent of
the 1966 poor/non-poor mortality gap for this age group. Large effects for those 65 and older
suggest that increased access to primary care has longer-term benefits, even for populations with
near universal health insurance. (JEL H75, 112, 113, 118, 132, 138, J14)




Research Questions:

1. How does the CDC'’s Social Vulnerability Index (SVI) explain
geographic variation in Medicaid primary care use?

2. How do federally qualified health centers (FQHCs) contribute to
closing access gaps in socially vulnerable areas?




Research Approach

 Data

* 2019 Medicaid claims from TAF for 36 states; SVI replicated at zip code level from Franchi et al.
* Beneficiaries <65 years old, non-dually eligible for Medicare, enrolled in Medicaid all calendar year

* Primary Care Identification

» Adapted activity-based classification approach from O’Reilly-Jacob et al. to identify primary care clinicians
— count all visits with these clinicians as primary care visits

« FQHCs

 Identified organizational NPIs corresponding to FQHCs — taxonomy codes, matching algorithms, and a lot
of manual matching

* Count all E&M services at FQHCs as primary care



Table. Descriptive Statistics of the Analytical Sample of 34 890 932 Medicaid or Children Health Insurance
Plan Beneficiaries®

% With a primary care visit

Characteristic % Any Non-FQHC FQHC
Total (N = 34 890932) 100.0 68.1 61.1 12.7
Sex
Female 54.2 69.4 62.3 13.5
Male 45.8 66.4 59.6 11.8
Disability
No disability 89.5 67.5 60.6 12.5
Has disability 10.5 72.5 65.6 14.6
Age group, y
1-9 29.7 79.1 72.4 12.0
10-19 29.0 69.1 62.0 11.9
20-29 12.1 52.3 46.0 12.0
30-39 11.5 56.4 50.0 13.1
40-49 7.7 61.8 54.6 14.4
50-59 7.1 69.0 60.5 16.5

60-64 2.9 71.5 62.7 16.4



Research Approach

* Statistical Analysis

» Sorted beneficiaries into SVI deciles based on zip codes (using zip code-based SVI from Franchi
et al.)

 Calculated distribution of beneficiaries across SVI deciles
» Regression approach to calculated adjusted access gaps by SVI deciles

* Outcomes (probability)
» Having any primary care visit (non-FQHC and FQHC)
* Having a primary care visit at non-FQHC
» Having a primary care visit at an FQHC

» Controlling for beneficiary-level sex, age, and diagnoses of chronic health conditions

» Main exposure: SVI deciles (omitting 15t decline/least vulnerable for reference in the
regressions)



Medicaid beneficiaries are concentrated in socially vulnerable areas

40 -

An estimated 50% of
Medicaid beneficiaries
30 - live in top 20% most
socially vulnerable areas

5 6

Deciles




Coefficient

Main Results: Variation in primary care by SVI

Probability of primary
care visit decreases with
social vulnerability

1 2 3 4 5 6 7 8 9 10
Decile

—e— |ncluding FQHC Visits —e— Excluding FQHC Visits

Coefficient

-.02

Probability of FQHC visit
increases with social
vulnerability

1 2 3 4 5 6 7 8 9 10
Decile

—e— FQHC Visit



Coefficient

Main Results: Variation in primary care by SVI

Probability of primary
care visit decreases with
social vulnerability

Bridging the access gap:

FQHCs essentially reduce the
disparity between the most
and least socially vulnerable
areas by over 50%

Decile

—e— |ncluding FQHC Visits —e— Excluding FQHC Visits



Summary of Findings

* SVI explains part of the substantial geographic variation in utilization — highly
vulnerable communities have lower probabilities of having a primary care visit

* FQHC utilization increases with SVI
* Non-FQHC utilization disparity: 8.9 pp
* Including FQHCs disparity falls to 4.7 pp — reducing disparity by over half

» SVl also identifies higher concentrations of beneficiaries than the simple income-
based poverty rate, and a slightly higher disparity in magnitude



Discussion



FQHC finding consistent with and builds on prior literature
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FQHC finding consistent with and builds on prior literature

HSR Health Services Research

RESEARCH BRIEF

Mental health care provision in community health centers and
hospital emergency department utilization

Kathleen Carey PhD | Megan B. Cole PhD

Principal Findings: CHC mental health utilization increased approximately 100% dur-

ing 2012-2019. Increased CHC mental health provision was associated with small

reductions in ED mental health utilization. An annual increase of 1000 CHC mental
health care visits (5%) was associated with 0.44% fewer ED mental health care visits
(p = 0.153), and an increase of 1000 CHC mental health care patients (15%) with
1.9% fewer ED mental health care visits (p = 0.123). An increase of 1 annual mental
health visit per patient was associated with 16% fewer ED mental health care visits
(p = 0.011).




The Development of Today’s FQHC/CHC Landscape
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Before 1965 https://www.chcchronicles.org/histories
While the first neighborhood health centers were officially launched in 1965, some of today’s

community health centers have roots in their communities that go back years or even decades
before.

Outreach worker with child at Las Cruces Migrant Health Project, Las Cruces, New
Mexico, 1963 Courtesy of the National Center for Farmworker Health
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Before 1965 https://www.chcchronicles.org/histories
While the first neighborhood health centers were officially launched in 1965, some of today’s

community health centers have roots in their communities that go back years or even decades

before.

Federally Qualified Health Centers Established In Medicaid,
Medicare
1987 - 1992: Medicare and Medicaid “Federally Qualified Health Centers” and FTCA Coverage

President George H. Bush proposes health center expansion, increasing federal funding by more
than $150 million. Congress centralizes health centers' grants administration, establishes
Federally Qualified Health Centers (FQHCs) in both Medicaid and Medicare (making services a
guaranteed benefit and requiring cost-based payments), and extends malpractice coverage


https://www.chcchronicles.org/histories

The Earliest Days

Before 1965

While the first neighborhood health centers were officially launched in 1965, some of today’s
community health centers have roots in their communities that go back years or even decades
before.

Federally Qualified Health Centers Established In Medicaid,
Medicare
1987 - 1992: Medicare and Medicaid “Federally Qualified Health Centers” and FTCA Coverage

Prospective Payment System

2000: Medicaid FQHC Payments Preserved; Health Center Funding Reaches $1 Billion
Congressional health center supporters stave off the phase-out of Medicaid FQHC payments,
replacing it with a Prospective Payment System (PPS) that establishes a per-visit payment
syststem to avoid huge revenue losses. NACHC and its members introduce the REACH initiative
proposing to double health center funding over 5 years. Both Presidential candidates - Bill
Bradley and George W. Bush - embrace REACH and more than 60 percent of Congress support
the initial steps. Federal funding for health centers surpasses $1 billion.

EonifBles
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The Earliest Days

Before 1965

While the first neighborhood health centers were officially launched in 1965, some of today’s
community health centers have roots in their communities that go back years or even decades
before.

Federally Qualified Health Centers Established In Medicaid,
Medicare
1987 - 1992: Medicare and Medicaid “Federally Qualified Health Centers” and FTCA Coverage

Prospective Payment System

2000: Medicaid FQHC Payments Preserved; Health Center Funding Reaches $1 Billion
Congressional health center supporters stave off the phase-out of Medicaid FQHC payments,
replacing it with a Prospective Payment System (PPS) that establishes a per-visit payment
syststem to avoid huge revenue losses. NACHC and its members introduce the REACH initiative
proposing to double health center funding over 5 years. Both Presidential candidates - Bill
Bradley and George W. Bush - embrace REACH and more than 60 percent of Congress support
the initial steps. Federal funding for health centers surpasses $1 billion.

EonifBles

https://www.chcchronicles.org/histories



https://www.chcchronicles.org/histories

onif¥les
The Earliest Days ﬂl’ . 1@1

Before 1965 https://www.chcchronicles.org/histories
While the first neighborhood health centers were officially launched in 1965, some of today’s

community health centers have roots in their communities that go back years or even decades

before.

Federally Qualified Health Centers Established In Medicaid,
Medicare

1987 - 1992: Medicare and Medicaid “Federally Qualified Health Centers” and FTCA Coverage

Prospective Payment System
2000: Medicaid FQHC Payments Preserved; Health Center Funding Reaches $1 Billion

Health Center Program Reauthorization

2001 - 2002: Health Centers Programs Reauthorized and Expanded

President George W. Bush fulfills his campaign pledge by calling for 5-year initiative to increase
health center funding by $700 million. Congress unanimously reauthorizes the Health Center
Program (S. 1533), boosting federal funding for health centers by $175 million in first year,
exceeding President Bush'’s request
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Before 1965 https://www.chcchronicles.org/histories

While the first neighborhood health centers were officially launched in 1965, some of today’s
community health centers have roots in their communities that go back years or even decades
before.

Federally Qualified Health Centers Established In Medicaid,
Medicare
1987 - 1992: Medicare and Medicaid “Federally Qualified Health Centers” and FTCA Coverage

Prospective Payment System
2000: Medicaid FQHC Payments Preserved; Health Center Funding Reaches $1 Billion

Health Center Program Reauthorization
2001 - 2002: Health Centers Programs Reauthorized and Expanded

Investment And Bold Expansion

2009: Historic Health Center Investment as an Economic Stimulus

Within the first month of new President Barack Obama’s term, Congress reauthorizes (and
renames) CHIP; expansion reaches 4 million additional children and incorporates FQHC payment
rules. The American Reinvestment and Recovery Act (ARRA) delivers the single largest
investment in health center history, providing $2 billion in direct CHC funding to cover the costs
of caring for new patients and the capital expenditures required to support expansion, and $300
million for NHSC, Medicaid funding expansions that include assistance to health centers
approaching an additional $1 billion for HIT adoption.
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Before 1965 https://www.chcchronicles.org/histories
While the first neighborhood health centers were officially launched in 1965, some of today’s

community health centers have roots in their communities that go back years or even decades

before.

Federally Qualified Health Centers Established In Medicaid,
Medicare

1987 - 1992: Medicare and Medicaid “Federally Qualified Health Centers” and FTCA Coverage

Prospective Payment System
2000: Medicaid FQHC Payments Preserved; Health Center Funding Reaches $1 Billion

Health Center Program Reauthorization
2001 - 2002: Health Centers Programs Reauthorized and Expanded

Investment And Bold Expansion Health Reform

2009: Historic Health Center Investment as an Economic Stimulus 2010: Celebrating 45 years of CHC History as Historic Health Reform is Approved
Health reform becomes law in March 2010 with the passage of the Affordable Care Act (ACA),
and community health centers feature prominently in a landmark program to expand access,
improve quality, and reduce the cost of care for all Americans. In addition to key Medicaid
expansions and payment protections, the ACA provides for $11 billion in increased CHC fundin&
over the next five years, to enable health centers to double capacity, and $1.5 billion for National
Health Service Corps over five years to substantially expand the number of clinicians in
underserved areas.
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Growth of Health Centers: From Under 100K Patients in

Wilhons of Patients

1965 to Over 32 Million in 2023

(' 1965: Establishment of the first community health centers and introduction of Medicare and Medicaid.
= 1986: Creation of the Office of Minority Health within the Department of Health and Human Services.
&0 * 1996: First Uniform Data System (UDS) report, standardizing data collection for health centers

= 2010: The Affordable Care Act (ACA) expands health insurance coverage.

20

10

14.1
8.0
6.0
4.5 5.0
>
D 100K —

1965 1970 1975 1980 1985 1990 1996 2005

32.5
29.3
24.3
\* 2021: The American Rescue Plan supports health centers and COVID-19 vaccine access., /
19.5

2010 2015 2020 2023

‘"r\ NATIONAL ASSOCIATION OF
I 1 commuNITY HEALTH CENTERS:
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Health Centers Serve a Diverse Patient Population

Non-Hispanic
or Latino/a,
63%

Patient Ethnicity

Hispanic or
Latino/a, 37%

Patient Race

American
Indian/Alaska
Mative, 1%

~ More than one

race, 2%
Asian, 4%
Black/African
American, 48% .
MNative

~ Hawaiian/Other
Pacific Islander,
1%
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Health Centers Heavily Rely on Federal and State Funds for
Revenue in 2023

-

\

* With an 18% Uninsured Rate,

~

Medicaid's 50% Share Highlights
Heavy Dependence on Public

Funding.

Health Centers Face Potentially High

Costs for Uncompensated Care. /

Payer Mix at Health Centers, 2023

Medicare
11%

Private

Medicaid
50%

Uninsured
18%
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Policy Implications

» Geographic inequities persists — even within the Medicaid population
« Many discussions center on comparisons of Medicaid vs. other payers

* But we focuses on within variation — showing that geography continues to shape health care
access beyond payer type

» Addressing geographic inequities through policy with small-scale indexes
» Value-based payment models — “bonus” payments for providing care to certain areas

» Workforce policies — NHSC, loan repayment, incentive programs to practice in these socially
vulnerable areas

« Simply expand the FQHC program

Increase capacity at current FQHCs
Increase the number and distribution of FQHCs across the country
Adequately provide support for the FQHC workforce (wages/salaries, benefits, etc.)

FQHCs strategically locate in underserved and vulnerable areas - let’s get more of them to continue
doing that!



Addressing FQHC Challenges

Since 2018, community health center workforce shortages have increased for all
types of providers.

Percent who responded “yes” when asked if there are currently shortages of the following types of personnel at their largest site:

70 o

[ ]
69" Enabling services providers

54 ¢
e 49" Advanced practicioners
39 o
2018 2024

Source: Celli Horstman et al,, Community Health Cenfers’ Progress and Challenges in Meeting Pafients™ Essential F’nmar}f Care Needs: F\'ndrngs ﬁ'nm Hle % The

Commonwealth Fund 2024 Narronaf Survey of Federally Qualified Health Cenfers (Commonwealth Fund, Aug. 2024). doj orgM0 26099 wmt H_::::lm“"wc:mh




Addressing FQHC Challenges

In 2024, most community health centers struggle to obtain specialist or
subspecialist appointments for uninsured patients and those enrolled in Medicaid.

Percent who responded that it was “somewhat difficult” or “very difficult” for providers to obtain timely appointments for office visits
with specialists or subspecialists outside their health care organization, for patients with each of the following types of coverage:

Medicaid or Uninsured Medicare Private insurance
Source: Celli Horstman et al.,, Community Health Cenfers’ Progress and Challenges in Meeting Patients” Essential Primary Care Needs F\'ndrngs ﬁ'urn Hle ;El',hk' ealtl
Commonwealth Fund 2024 Narronaf Survey of Federally Qualified Health Cenfers (Commonwealth Fund, Aug. 2024). Difps Mdolom [ nta-a28 F':::I’:l"":'"“'“‘ th




Addressing FQHC Challenges

Lack of patient access to necessary technology is a challenge to community
health centers providing telehealth in 2024.

Percent who responded that each of the following was a “major challenge” or “minor challenge” when using telehealth at their largest site:

@ Total @ Urban @ Rural

04 04 94
67 & A
I'I ' | I

Lack of patient access to broadband or technology Low or no reimbursement Expenses of maintaining a platform

Commonwealth Fund 2024 National Survey of Federally Qualified Health Centers (Commonwealth Fund, Aug. 2024). i ggg“l‘“"“""’"“"‘“

Source: Celli Horstman et al,, Community Health Cenfers’ Progress and Challenges in Meeting Pafients™ Essential anary Care Needs F\lndrngs ﬁ'nm the % The



Policy Implications

 Why target areas rather than individuals?

PAYMENT

By J. Michael McWilliams, Gabe Weinreb, Lin Ding, Chima D. Ndumele, and Jacob Wallace
® ° ®
Risk Adjustment And Promoting

Health Equity In Population-Based
Payment: Concepts And Evidence

Although payment adjustments at the commu-
nity level may be considered poorly targeted
when the intention is to benefit a subgroup of
residents, they may nevertheless be important
complements to individual-level adjustments.
The latter are critical to establish incentives for
MA plans or ACOs to compete for underserved
patients. For plans or ACOs to act effectively on
those incentives, however, they must include
providers serving those patients’ communities.
Payment reallocations at the area level may have
greater influence on market entry and network
inclusion decisions made by plans and ACOs.
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Policy Implications

 Why target areas rather than individuals?

Substantial implications for how

we understand variation in

. health access and outcomes

JAMA Health Forum. -

Original Investigation

Validating 8 Area-Based Measures of Social Risk for Predicting Health and Mortality

Aubrey Limburg, PhD; David H. Rehkopf, ScD; Nicole Gladish, PhD; Robert L. Phillips, MD; Victoria Udalova, PhD

CONCLUSIONS AND RELEVANCE In this cross-sectional study, area-based measures predicted
health outcomes better than individual socioeconomic measures, and generally predicted health

equitably across subpopulations; thus, their use should be considered in conjunction or instead
of using individual-level measures for selected health policy applications.



Concluding Remarks

* We used zip code-level social vulnerability to help explain geographic variation in
primary care utilization in Medicaid — finding a strong relationship

e Research innovation

* Research with TAF is in its infancy — quantifying primary care utilization and identifying FQHC utilization highly novel

* Primary care identification came from actual provider activity — broadening the definition of what we conventionally
identify as “primary care”

* Quantified the direct contribution of FQHCs to closing access gaps

* Many opportunities to address inequities
1. Use small-scale indexes (eg, the SVI) in policy for incentives
2. Increase FQHC support widely



Thank you!

Bridging the Gap: Community

Health Centers and Geographic JAMA Health Forum.

- . . . Original Investigation &
Inequities in Medicaid Healthcare . —
Medicaid Primary Care Utilization and Area-Level
Access Social Vulnerability

Octo be r 2025 Jordan Herring, F’hD1; Yoon Hong Park, IVIPPZ; Qian Luo, PhD2 =

Anushree Vichare, F’th; Clese Erikson, MPAZ; Patricia Pittman, PhD2
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