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Abstract
While health care-associated financial burdens among uninsured individuals are well described, few studies have system-
atically characterized the array of financial and logistical complications faced by insured individuals with low household 
incomes. In this mixed methods paper, we conducted 6 focus groups with a total of 55 residents and analyzed programmatic 
administrative records to characterize the specific financial and logistic barriers faced by residents living in public housing in 
East and Central Harlem, New York City (NYC). Participants included individuals who enrolled in a municipal community 
health worker (CHW) program designed to close equity gaps in health and social outcomes. Dedicated health advocates 
(HAs) were explicitly paired with CHWs to provide health insurance and health care navigational assistance. We describe 
the needs of 150 residents with reported financial barriers to care, as well as the navigational and advocacy strategies taken 
by HAs to address them. Finally, we outline state-level policy recommendations to help ameliorate the problems experienced 
by participants. The model of paired CHW–HAs may be helpful in addressing financial barriers for insured populations with 
low household income and reducing health disparities in other communities.

Keywords  Financial distress · Health insurance · Social determinants of health · Healthcare costs · Community health 
worker · Health care · Financial barriers · Health disparities · New York city · Policy

Introduction

Largely due to economic exploitation and trauma inflicted 
systematically over centuries in the United States,[1] Black 
people and other people of color have been prevented 
from accumulating wealth and entering higher-income 
occupations in the same ways as white Americans. These 

inequitable systems persist in the form of social, economic, 
and cultural barriers to accessing health and social services.
[2–5] The health care delivery and financing systems are 
particularly suboptimal, even punitive, for those with low 
household incomes.[6] While some research has assessed 
financial barriers for uninsured individuals with low house-
hold incomes,[7–9] financial barriers to health care among 
insured people with low household incomes, and the strate-
gies to ameliorate them, have not been as well character-
ized. A limited number of studies have shown that insured 
families ineligible for Medicaid but still considered to have 
low household incomes struggle disproportionately with 
unaffordable co-pays, deductibles, and prescription drug 
costs.[10–22] However, it is often the case that communi-
ties where a high proportion of households live below the 
federal poverty level (herein, “low-income communities”), 
and in which a majority of members have Medicaid or other 
health insurance, have limited access to information about 
how to obtain free or discounted medical care and other 
support to help with out-of-pocket medical expenses.[23] 
These factors contribute to underutilization of medical care 
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and unmet health needs, potentially leading to lower qual-
ity of life, stress, depression, and an increased likelihood of 
emergency department visits and hospitalization.[10–22].

This article describes financial barriers to health care 
experienced by public housing residents with low house-
hold incomes and health insurance in New York City (NYC), 
using data from participants enrolled in Harlem Health 
Advocacy Partners (HHAP).[24] Established by the NYC 
Department of Health and Mental Hygiene (herein, “NYC 
Health Department”) in 2014, HHAP is a place-based com-
munity health worker (CHW) and health advocate (HA) 
initiative that aims to close equity gaps in health and social 
outcomes between NYCHA residents in East and Central 
Harlem and other New Yorkers through health coaching, 
health navigation, group wellness activities, increased 
community awareness, and advocacy.[24] Trained HAs 
were paired with CHWs to provide health care naviga-
tional assistance to help residents find, understand, and use 
affordable/low-cost health insurance and health care. CHWs 
addressed specific health needs, supported health goal-set-
ting and behavior changes, and addressed social determi-
nants of health. In this paper, we aim to: (1) characterize 
self-reported financial barriers to health care experienced by 
insured public housing residents, (2) describe strategies HAs 
used to assist clients in overcoming financial and related 
barriers, and (3) highlight broader strategies and policy 
approaches for ameliorating common financial barriers to 
accessing health care services for insured individuals with 
low household incomes.

Methods

Intervention

Led by the NYC Health Department, HHAP was developed 
as a multi-stakeholder partnership with the New York Uni-
versity-City University of New York Prevention Research 
Center (NYU-CUNY PRC), the Community Service Soci-
ety of New York (CSS), and the New York City Housing 
Authority (NYCHA).[24] HHAP is guided by a health 
equity framework and the evidence supporting the use of 
community-based CHWs to improve health outcomes.[4 
25–28] HHAP CHWs engage residents with asthma, diabe-
tes, hypertension, and other health conditions, to improve 
disease management and achieve health goals. CHWs pro-
vide health coaching activities, community events, and advo-
cacy training.[24] HHAP strives to hire CHWs who live in 
public housing and/or the East and Central Harlem neigh-
borhoods to create authentic connections to the community 
served and a workforce development pipeline through full-
time employment.

A novel feature of the HHAP model combines CHW 
assistance with that of HAs, who have technical expertise 
in health insurance and health system navigation.[24] This 
component was conceived in response to feedback from the 
community and evidence in the published literature that 
many insured residents in low-income communities face 
health care navigation challenges.[29 30] The HA compo-
nent allows CHWs to refer residents to HAs when there are 
insurance-related obstacles to achieving their health goals. 
HAs use their knowledge of both public and private insur-
ance systems and the local health care provision landscape 
to help residents understand their insurance options, obtain 
affordable health care, resolve billing issues, and overcome 
other barriers to getting the health care they need (Fig. 1).
[24] CHWs work one-on-one with residents to achieve their 
health goals and HAs use their specialized training in health 
system navigation and insurance policy to mitigate barriers 
to achieving those goals.[24].

At HHAP’s inception, CSS was contracted to provide 
HA services to the program. The history of CSS’s Health 
Advocates can be traced back to 1998 when the NYC 
Council provided funding to CSS to establish the Managed 
Care Consumer Assistance Program in partnership with 26 
community-based organizations (CBOs). This program was 
New York’s first health care Consumer Assistance Program 
(CAP) and a precursor to federal CAPs, which were author-
ized in Sect. 1002 of the Patient Protection and Affordable 
Care Act. CAPs educate consumers about coverage options, 
enroll consumers into coverage, inform consumers of their 
rights and responsibilities, file grievances with insurance 
plans and regulators, and report back to policy makers 
about problems with existing programs and regulations. 
CSS has operated New York State’s (NYS’s) CAP, Com-
munity Health Advocates (CHA), since 2010. CHA, cur-
rently funded by the NYS State Legislature and the NYS 
Department of Health, is one of the largest CAPs in the 
country with a live-answer Helpline and a network of 27 
CBOs. The inclusion of HA services provides assistance to 
clients whose health goals are hampered by financial bar-
riers related to their health care and coverage, particularly 
in light of the subsequent reductions in federal funding for 
state-based CAPs, which began in 2017.[31].

Because HHAP is place-based, it eliminates the bur-
den of traveling to receive health insurance enrollment or 
other post-enrollment assistance for clients. HHAP partici-
pants can meet with an HA in their homes, a community 
center, or neighborhood health action center. Unlike other 
place-based initiatives that train CHWs to identify a client’s 
issue and refer them to other services for resolution, HAs 
focus on sustaining relationships with CHWs and clients 
through advocacy and addressing barriers to health care, 
while also expanding health insurance literacy.[32–37] 
Specifically, HAs help residents understand their insurance 
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options, obtain affordable health care, resolve billing issues, 
and overcome other barriers to getting needed health ser-
vices (Fig. 2).[24] Some insurance navigation issues can 
be addressed in a single visit. Other issues require multiple 
conversations with residents and additional action by HAs.

Data Sources

Data for this analysis were drawn from two data sources used 
to conduct formative and program evaluations for HHAP: 
focus groups done in the planning phase of HHAP and 
administrative data record review from the first four years 

of HHAP. At the outset of the project, the NYU-CUNY PRC 
team conducted focus groups in December 2014 among 
HHAP-eligible NYCHA residents.[38] Focus group par-
ticipants were required to meet the following criteria: (1) 
speak English or Spanish; (2) be aged 35 to 65 years; (3) 
have a self-reported diagnosis or family history of diabetes, 
asthma, and/or hypertension; and (4) reside in one of five 
intervention housing developments. Focus groups lasted 
approximately 1.5 to 2 h; six focus groups were completed 
with a total of 55 residents.[38] Discussion topics included 
barriers and facilitators to disease management, engaging 
in healthy behaviors, preferred methods of health education 

Fig. 1   Model of Integrated 
Services Provided to New York 
City Public Housing Residents 
through the Harlem Health 
Advocacy Partners (HHAP) 
Initiative

Fig. 2   Breakdown of Resolu-
tions by Type of Financial 
Barrier
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and promotion, and acceptability of and motivation to par-
ticipate in a CHW intervention.[38].

The second data source focused specifically on HHAP 
participants who were referred to CSS for HA assistance. We 
reviewed CSS administrative case record notes and compiled 
case studies from September 1, 2014 through September 30, 
2017 to provide further context for problems faced by CSS 
clients reporting financial barriers to care and the process by 
which HAs resolved these problems. Within this timeframe, 
HHAP HAs assisted 591 public housing clients, with 150 
individuals (25%) who had insurance reporting financial bar-
riers to care. We identified 244 financial barriers among the 
150 clients, with clients having the option to report multiple 
barriers.

Data Analysis

Recorded focus group sessions were transcribed, and a code-
book was developed using the moderator guide as an initial 
outline of primary codes, followed by secondary and tertiary 
codes. Three independent coders reviewed and analyzed 
transcripts through thematic analysis, following a constant 
comparative approach, discussing and resolving discrepan-
cies until an acceptable level of inter-coder reliability had 
been established.[39] Atlas.ti 6 was used to code and analyze 
the data.[39 40] Findings related to barriers and facilitators 
to access to care were highlighted for this paper.

Data analysis from the CSS administrative record review 
was conducted on client cases reporting financial barriers to 
care. Each CSS client case was coded into one of six catego-
ries of financial barriers: (1) Affordability; (2) Outstanding 
Bills; (3) Non-covered Benefits; (4) Billing Errors; (5) Ser-
vice Denials; and (6) Eligibility. These codes were created 
based on major themes presented in the data. Affordability 
barriers involve cost-sharing, such as deductibles, co-insur-
ance, co-pays, or premiums that prohibit individuals from 
accessing care. Outstanding Bills include medical bills indi-
cating a balance that clients are responsible for paying. Non-
Covered Benefits include services not covered by insurance 
and cases in which plan benefits were exhausted. Billing 
Errors include bills sent to clients erroneously, either due to 
health insurance system or provider error. Service Denials 
include cases in which clients sought to appeal or otherwise 
contest pre-authorization or service coverage denials from 
their health insurer. Eligibility includes the inability to enroll 
into supplemental health insurance.

Resolutions for each financial barrier were coded into 
one of four categories: (1) Resolved with HA assistance, 
indicating that an HA directly resolved the issue or provided 
information towards resolution); (2) Resolved without HA 
assistance, indicating cases resolved by the client or an 
administrative body without HA advocacy; (3) Unresolved 
due to issues outside the scope of HAs, such as an unmet 

eligibility requirement or a plan contract; and (4) Unresolved 
due to loss to follow up. HAs participate in weekly case 
review sessions, and upon closure, cases undergo a quality 
assurance process to ensure all options available to address 
the client’s needs were explored.

Descriptive analysis was conducted of the codes gener-
ated from the CSS database to characterize the proportion 
and type of barrier experienced by clients as well as the pro-
portion and type of resolutions. In addition to this descrip-
tive analysis, we conducted a content analysis of CSS case 
files to generate case studies of financial barriers to care and 
resolution processes and strategies.

Results

Characterization of Barriers to Health Care Among 
East and Central Harlem NYCHA Residents

During focus groups to explore barriers and facilitators to 
disease management, residents were asked questions about 
care management and financial barriers to care. Participants 
were mostly female (82%), with an average age of 58 years. 
Participants described affordability issues related to their 
insurance coverage as a significant barrier to chronic disease 
management and quality of life.

With me, it seems like my copayments are going up 
higher and higher even though I am taking the same 
pill. The medicine is just costing more. I don’t know if 
[it’s] like the insurance I have.
You just have to accept it because that is the policy. 
I feel like each one has a[n] “I am going to get you” 
part in it. I worked my entire life and then some, and 
now I have to pay a phenomenal amount of money just 
because I went to the hospital….

Many participants with low or fixed incomes cited out-
standing bills and difficulty covering premiums, co-pays, and 
other out-of-pocket expenses.

Sometimes the [insurance] doesn’t cover the diabetic 
medication. So, some people can’t get the medication 
because they are on a fixed income.

Participants also expressed frustration with navigating 
health coverage policies and lack of coordination or con-
sistency among providers, insurers, and pharmacies.

I had a doctor that I had for 10 years and he knew me, 
but when they started this HMO thing, I keep getting 
a new doctor every 6 months. I don’t get a chance to 
know my doctor.
It’s trying to find the right doctor that can use your 
insurance. I continue to move until I find someone that 
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I am comfortable [with]. I’ve changed so many times; 
I’m just used to changing because I want to find one 
that is comfortable.
They don’t give you enough time to know the doctor 
before he or she is gone.

Participants were particularly distressed by the financial 
consequences of this lack of coordination.

A lot of the insurance - they do not accept things like 
the cuff. They want me to pay out of pocket, which I 
can’t. It’s hard because you don’t know what the insur-
ance pay[s] for and what it doesn’t pay for. The doctor 
says you need this, and you need that, and it is like how 
am I supposed to get it?
If you are hospitalized and you need anesthesia, they 
are working on a team. And then they need your insur-
ance, but then you find out, this guy [was] working 
on you that was not covered by the insurance. They 
need to know that certain doctors are covered. They 
shouldn’t have had him on the team in the first place.
And then sometimes my high blood pressure medicine; 
they were paying for it. Then they said no and that I 
should be paying something else….I was out of medi-
cine for 3 weeks. Then they give you approval for just 
one year and you have to do it again.

Financial Barriers to Care Experienced by CSS Clients

Of the 591 HHAP clients served between November 2014 
and January 2017, 150 individuals (25%) reported experi-
encing a financial barrier to care. Although the provision of 
demographic information was not required to receive HA 
services, 96% (n = 144) of the 150 individuals who reported 
experiencing a financial barrier also reported some demo-
graphic information. Of those who reported demographic 
information, 74% (n = 106) were female, 50% (n = 58) iden-
tified as Hispanic, and 48% (n = 56) identified as African 
American (Table 1). 63% (n = 90) and 35% (n = 51) reported 
speaking English and Spanish at home, respectively. Cli-
ents who experienced financial barriers to accessing care 
(n = 150) were more likely to be African American (48% vs. 
33%) or Hispanic (50% vs. 40%) compared to those who did 
not experience financial barriers (n = 441; see Supplement).

65% (n = 97) of clients who experienced financial bar-
riers were enrolled in Medicare through original Medicare 
or a Medicare Managed Care plan. Of the Medicare enroll-
ees, 26% (n = 39) were dual-eligible, with Medicaid as their 
secondary insurance. A total of 23% (n = 34) of clients had 
Medicaid as their primary insurance (17% enrolled in a 
Medicaid Managed Care plan and 6% enrolled in fee-for-
service Medicaid). 6% of clients (n = 9) had employer-spon-
sored insurance, 2% (n = 3) were enrolled in the Essential 
Plan, the NYS Basic Health Program serving lower income 

and immigrant populations), and 4% (n = 6) did not report 
insurance type.

Clients who reported financial barriers experienced a total 
of 244 financial barriers (ranging from one to three barriers 
per client). Affordability barriers were the most common and 
were experienced by 48% of the 150 clients with barriers. 
This was followed by outstanding bills (37%), non-covered 
benefit barriers (27%), billing errors (24%), service denials 
(15%), and eligibility issues (12%). A total of 73% of the 
244 financial barriers were resolved by HAs, with at least 
one barrier (clients often experience more than one) resolved 
for 79% (n = 118) of clients. For the remaining barriers, 13% 
were unresolved due to issues outside the scope of HAs, 10% 
were unresolved due to client loss to follow up, and 4% were 
resolved without HA intervention (Fig. 2).

Affordability

Forty-eight percentage of clients experienced affordability 
barriers, which accounted for 72 of the 244 barriers expe-
rienced. Many insured clients had difficulty affording their 
monthly premiums and cost-sharing responsibilities, such as 
deductibles and co-pays. These affordability barriers were 
most often related to Medicare.

HAs were able to resolve 49 of the 72 affordability barri-
ers using various strategies. Premiums and cost-sharing were 
reduced for some Medicare enrollees through supplemen-
tal insurance programs like the Medicare Savings Program 
(MSP).[41] HAs also assisted residents who were ineligible 
for supplemental insurance. HAs often directed clients to 
HHC Options, which provides care on a sliding fee scale 
through NYC’s public hospital system or through alternative 
private philanthropy resources, like The New York Times 
(NYT) Neediest Cases Fund, as demonstrated through the 
case below.[42–44]

A 72-year-old client with advanced stage periodontitis 
needed assistance from an HA to secure coverage for 
her procedures. The client’s Medicare only covered 
preventive dental services and her supplemental dental 
coverage only offered a 20% discount on services. The 
client is the primary caregiver for her grandchildren 
and could not afford to pay the remaining costs. The 
HA helped her find a dentist who would treat her at a 
lower cost than any standalone dental insurance on 
the market could offer and helped her secure a NYT 
Neediest grant of $930 to pay for the procedure.

.

Outstanding Bills

Thirty-seven percentage of clients experienced unexpected 
medical bills, which accounted for 56 of the 244 barriers 
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experienced. Most bills experienced by residents could 
be categorized as cost-sharing bills, balance bills, hospi-
tal out-of-network emergency service bills, surprise bills 
(unexpected bills for out-of-network care received unbe-
knownst to patients), bills for non-covered services, bills 
for services denied on the basis of medical necessity, and 
bills for failure to request a prior authorization. HAs had 
to be well-versed in operational and legal intricacies of the 
health care and insurance systems and apply a multifaceted 
approach to solving outstanding bill issues. Because of the 
fragmented nature of health care coverage in the U.S., the 
HA’s decision on which strategy to use to achieve a positive 

outcome depended not only on the type of bill but also on 
the resident’s insurance type. An example of strategies used 
to resolve unexpected medical bills experienced by a client 
is described below.

A client had over $14,000 in outstanding medical 
bills. The client had not worked since 2014 due to a 
work-related injury and had a pending workers’ com-
pensation case. The coverage from the client’s former 
employer was still active, but the plan had unafford-
able co-pays and a high deductible. The HA helped 
the client apply for Medicaid as secondary insurance 

Table 1   Demographics and 
insurance type among health 
advocate clients with financial 
barriers to care, harlem health 
advocacy partners (HHAP) 
initiative, sept. 1, 2014–sept. 30, 
2017 (N = 150)

Demographics Insurance Type

Medicaid Medicare Other

N % N % N % N %

Age Range
 18–45 5 5 4 80 0 0 1 20
 46–64 52 49 17 33 27 52 8 15
 65 or older 49 46 3 6 46 94 0 0
 Did not report 44

Gender
 Female 106 74 28 26 70 66 8 8
 Male 38 26 7 18 27 71 4 11
 Did not report 6

Race/Ethnicity
 African American 56 48 13 23 40 71 3 5
 Hispanic 58 50 17 29 37 64 4 7
 Other 3 3 2 67 1 33 0 0
 Did not report 33

Language at Home
 English 90 63 20 22 60 67 10 11
 Spanish 51 35 15 29 34 67 2 4
 Other 3 2 0 0 3 100 0
 Did not report 6

Chronic Condition (Self-Reported)
 No 32 22 12 38 15 47 5 16
 Yes 112 78 22 20 83 74 7 6
 Did not report 6

Household Income (Self-Reported)
 Less than 15 K 63 56 19 30 41 65 3 5
 $15,000-$25,000 36 32 5 14 28 78 3 8
 $25,001-$40,000 11 10 0 0 9 82 2 18
 $40,001-$60,000 3 3 0 0 1 33 2 67
 Did not report 37

Household Size
 1 58 46 11 19 41 71 6 10
 2 44 35 9 20 33 75 2 5
 3 11 9 6 55 5 45 0 0
 4+ 13 10 3 23 6 46 4 31

Did not report 24
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through the NYS of Health Marketplace and resolved 
many of the bills through the retroactive approval of 
coverage.

In Table 2, we summarized common billing issues expe-
rienced by HHAP clients, the strategies employed by HAs 
to address them, and broader policy recommendations to 
resolve underlying structural drivers of the recurring billing 
issues consumers encounter. Medical billing can be chal-
lenging for consumers to navigate without an understand-
ing of the specific billing protections for the type of plan 
in which they are enrolled and that plan’s contract details. 
Robust consumer assistance programs are needed to ensure 
that plans adhere to billing protections and provide any man-
dated coverage to their members. A recent report indicated 
that “[e]ighteen percent of payment denials were for claims 
that met Medicare coverage rules and [Medicare Advantage 
Organization] billing rules.”[45] Several of the issues identi-
fied in Table 2 are discussed in turn below.

Non‑Covered Benefits

Twenty seven percentage of clients experienced non-cov-
ered benefits, accounting for 40 of the 244 barriers. HAs 
resolved 58% of these barriers. The HAs educated clients 
about their rights when benefits were exhausted and helped 
them explore secondary and tertiary insurance options. 
For instance, HAs helped clients enroll in the NYS Elderly 
Pharmaceutical Insurance Coverage (EPIC) program, a 
supplemental insurance option for NYS residents who are 
65 and older, enrolled in Medicare Part D drug coverage, 
and are unable to afford the cost of a necessary prescription 
medication or are caught in the annual Medicare “doughnut 
hole.”[46]

A client questioned why several of her medications 
were not covered by her insurance. Each prescription 
was either a Tier 2 or 3 drug, for a total monthly cost 
of $145. None of the prescriptions had cheaper generic 
alternatives, which the client preferred. The HA intro-
duced the client to the EPIC program as an option. In 
EPIC, members may pay an annual fee ranging from 
$8 to $300 based on their income. After any Part D 
deductible is met, members then only pay the EPIC 
co-payment for drugs. Co-payments range from $3 to 
$20 based on the drug cost not covered by Part D. 
This client was eligible to pay $230 annually or $52.50 
quarterly, allowing her to receive her prescriptions at 
a more affordable rate.

.

Billing Errors

Billing errors were common among clients enrolled in both 
Medicare and Medicaid. They were experienced by 24% 
of the clients in our sample and accounted for 36 of the 
244 barriers reported. HAs resolved 94% of these barriers, 
often by advocating with billing offices to correct errors by 
citing the Medicaid law that protects dual-eligible clients 
from balance billing and ensuring that claims are properly 
resubmitted. Billing errors also occurred when a client with 
a Medicaid spend-down was hospitalized; Medicaid limits 
the amount that hospitals can charge these patients. HAs 
advocated to ensure that clients were only held responsible 
for the allowable amount and negotiated that amount down 
further based on the client’s ability to pay.

HHAP clients with Medicaid coverage often had billing 
errors related to out-of-state emergency medical care. Med-
icaid covers emergency care in all 50 states, but it can be 
difficult to get out-of-state providers to honor this provision. 
Through advocacy, HAs helped Medicaid clients resolve 
these out-of-state emergency bills.

HAs also advocated on behalf of clients confronted with 
out-of-network surprise bills by using their knowledge of 
recently passed consumer protection laws, like NYS’s 2015 
Surprise Bill Law. Trained to navigate complex and unique 
health insurance issues, HAs held billing offices account-
able, while also educating clients about their rights, as dem-
onstrated by the case described below.

A client received a denial from his health insurance 
company claiming he had gone to an out-of-network 
provider for cataract surgery and would need to pay 
the out-of-network rate of $3,500. However, this pro-
vider was listed on his Explanation of Benefits as being 
in-network. The client worked with the HA to inquire 
into this discrepancy and request that the health insur-
ance company review the determination, before filing 
an appeal of the decision. The insurance company 
resubmitted the claim, and the bill was ultimately cov-
ered as in-network.

Service Denials

Service denials for medically necessary treatments and pro-
cedures were experienced by 15% of clients in our sample 
and accounted for 22 of the 244 barriers. These denials 
can significantly delay or derail medical care when a client 
does not have the technical expertise or advocacy support 
to appeal. HAs resolved 81% of these denials. To resolve 
these types of issues, HAs identified errors in billing codes, 
submitted appeals in disputes over medically necessary 
procedures/services, and discovered administrative errors 
or unnecessary delays. Through appropriate channels and 
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advocacy, HAs helped their clients obtain the care they 
needed, as demonstrated by the cases below.

A client needed a special prosthetic for a knee surgery 
because of an ongoing infection. The client’s insurance 
refused to cover the alternative prosthetic. The HA 
investigated the case and determined that the provider 
had used an incorrect billing code. The HA helped the 
provider resubmit the authorization with the correct 
information and the client was able to get her surgery.
A client’s 14-year-old son was denied braces by his 
Medicaid plan. The child was in a lot of pain and 
having trouble concentrating at school. The HA mar-
shalled medical evidence from an orthodontist to sup-
port the client’s appeal of the insurance denial but 
lost. The HA subsequently helped the family secure a 
NYT Neediest Cases grant for $3,004, and the child 
was able to get his braces.

Eligibility

12% of clients experienced eligibility barriers, which 
accounted for 18 of the 244 barriers experienced. HAs 
resolved 78% of these barriers. Some HHAP clients were eli-
gible for but unable to enroll in health insurance that would 
cover necessary medical care. HAs helped clients overcome 
barriers to enrolling in coverage. Examples include clients 
who delayed Medicare enrollment and faced a late penalty, 
and clients who had Medicaid coverage with a surplus and 
thus were unable to enroll into a managed long-term care 
plan to cover homecare services. An example of an eligibil-
ity barrier and resolution that an HA provided is described 
further below:

A client became eligible for Medicare after 24 months 
on disability, but she was unable to enroll into Medi-
care Part A because she was mistakenly being asked 
to pay a monthly premium of over $400. As an SSI 
recipient, the client’s eligibility to enroll should not 
have been contingent upon her ability to pay this pre-
mium. Through advocacy, her HA was able to remove 
this obstacle and enroll the client into Part A without 
monthly premiums.

Discussion

In this paper, we contribute to a limited body of literature 
to gain a more in-depth understanding of health care-asso-
ciated financial barriers faced by insured individuals with 
low household incomes using qualitative and administra-
tive data.[4 17 47] We also describe an innovative, place-
based model to ameliorate these barriers. Focus group data 
revealed residents to be deeply frustrated with the lack of Ta
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coordination in the health care system and often unable to 
afford cost-sharing for health care services.[38] Our analysis 
of administrative data identified several categories of finan-
cial barriers faced by HHAP clients in accessing care and 
outlined strategies HAs used to resolve the majority of the 
most frequently reported financial barriers to health care. 
Clients whose issues could not be resolved were informed 
of the reasons why their barrier could not be addressed. HAs 
educate patients about both their rights and the limitations 
of those rights in the health care system, a key component 
of health care literacy.

In the HHAP initiative, HAs employed direct navigation 
and advocacy methods while also addressing health care 
literacy, rather than using passive referral methods.[48–50] 
HAs must be highly trained on the complexities of the health 
care system and its programs, as well as resources and tools 
to resolve clients’ financial barriers. Their core strategies 
included helping residents apply for hospital financial assis-
tance or supplemental insurance programs, enforcing con-
sumer protection laws, and appealing service denials. For 
certain financial barriers, such as outstanding medical bills, 
HAs had to resort to a wider arsenal of advocacy tools to 
help clients eliminate or reduce the amount they owed.

HA decisions on which advocacy tool to use and out-
comes of HA intervention depended heavily on the resident’s 
insurance type. This was common across nearly all financial 
barriers cases and highlights one of the major challenges 
faced by broad-based health care literacy initiatives. For 
instance, residents enrolled in public programs like Med-
icaid, Child Health Plus, and the Essential Plan were less 
likely to face affordability barriers and cost-sharing bills 
because these types of insurance do not charge deducti-
bles or high co-payments for services. In general, Medicaid 
enrollees were more protected from financial barriers such 
as balance billing than residents enrolled in Medicare or 
commercial health insurance products because providers are 
not allowed to charge a difference between the amount paid 
by a Medicaid plan and the amount charged by the provider.
[10–22] Lack of financial consumer protections and afford-
able cost-sharing options were the main reasons residents 
enrolled in Medicare reported more financial barriers. HAs 
thus tried to help senior residents reduce their Medicare pre-
miums and cost-sharing by enrolling them in Medicaid or 
the Medicare Saving Program. However, income limits for 
some of these programs are so low that even clients at 101% 
of the Federal Poverty Level were not eligible to enroll.

While this study demonstrates the valuable role that HAs 
can play in ameliorating financial barriers, some financial 
barriers remained intractable. Medicare enrollees ineligible 
for supplemental insurance plans and other cost-sharing 
reductions such as the pharmaceutical discount can have sig-
nificant out-of-pocket expenses associated with their health 
care. Several benefits are not covered by Medicare—for 

example, dental and homecare—and raise additional afford-
ability concerns. Many clients eligible for Medicaid with 
a surplus are often unable to pay the amount required to 
activate their Medicaid coverage. Facility fees are another 
health care cost imposed by providers, but sometimes not 
covered by insurance carriers, resulting in unexpected and 
unresolvable costs for consumers. Additionally, generations 
of economic injustice have created and perpetuated a cycle 
of financial disadvantage that underpins many poor health 
outcomes. These are reproduced and reinforced by intercon-
nected discriminatory policies and systems of power. HAs 
advocate for their clients within the confines of the existing 
health care infrastructure where gaps in coverage persist in 
areas such as dental and vision care, homecare, and pre-
scription drugs.[17] High deductible health insurance plans 
and other significant cost-sharing also prohibit many insured 
people from accessing care, especially when they are ineli-
gible for affordable supplemental insurance options.[8 17].

This study has some limitations. The administrative 
data were based on clients’ self-reported financial barriers 
to health care. Due to the lack of a controlled comparison 
group, it was not feasible to compare the resolution of finan-
cial barriers for clients assisted by HAs to those who did not 
receive any outside assistance or those who were assisted by 
other means. However, during our observation period, we 
observed a modest percentage of resolutions achieved with-
out HA intervention (4% of all identified financial barriers).

Conclusion

This study describes the financial barriers to health care 
faced by insured public housing residents in East Harlem, 
but these barriers are experienced more broadly by Black 
people and other people of color throughout the United 
States. We highlight the role that HAs play in ensuring that 
individuals not only have health insurance, but that they 
understand and are able to use their health insurance to get 
the care they need. Based on our experience, we recommend 
that CHW models incorporate HAs to ensure that health 
system navigation can be seamlessly integrated and that par-
ticipants can effectively utilize all aspects of their insurance. 
In addition to addressing financial barriers, HAs help bridge 
community-clinical linkages, and reduce health disparities 
experienced by public housing residents, all of which have 
implications toward achieving health equity. Experimental 
or quasi-experimental models to test this partnership model 
against CHW-only service provision would provide valuable 
empirical evidence.
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