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POPULATIONS AT RISK

Primary Care Office Policies Regarding Care of Uninsured

Adult Patients

Thomas P. O’Toole, MD, Peter M. Simms, MSW, Bruce W. Dixon, MD

OBJECTIVE: To describe primary care office policies regarding
care of uninsured patients.

DESIGN: Telephone survey of all adult primary care sites
advertising in the area telephone directory. Sites were
defined by ownership status, number of physicians, use of
physician-extenders, and location. Policies assessed were
whether the site was accepting new uninsured patients,
billing policies, the availability of free or discounted care,
and payment plans.

SETTING: Allegheny County, Pennsylvania.

PARTICIPANTS: Of the 359 sites identified, 240 (66.9%)
responded, representing 794 physicians. Survey respondents
included receptionists (40.4%), office managers (36.2%), and
physicians (22.9%).

RESULTS: While the majority of all sites reported accepting
new patients without health insurance (87.5%), policies
regarding these patients varied significantly by ownership
status and the number of physicians. Sites with 3 or fewer
physicians were more likely to accept uninsured patients. Self-
owned practices were more likely to require payment at the
time of service, and provide discounted care, free care, and
payment plans compared with hospital/health system
practices or multisite group practices.

CONCLUSIONS: Willingness to accept uninsured patients does
not always equate to affordable or accessible care. Office
policies have the potential to be substantial obstacles to
primary care.

KEY WORDS: uninsured patients; access to primary care;
practice characteristics.
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he growing numbers of persons without health insur-
ance has been a central focus of the health care reform
debate of recent years.'™ While the benefits of health care
coverage are well-documented, less is known about current
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policies regarding care of uninsured patients. Several
authors have reported different levels and types of care
provided to those patients with insurance compared to
those without insurance.*® While aggregated and per-
physician dollar amounts of free and discounted primary
and hospital care have been reported,®!! less is known
about factors influencing the availability of this care. This
is important given the increased consolidation and integra-
tion occurring in health care.'? Physicians working in
communities with greater managed care penetration have
been shown to provide less free care.'® Ownership status of
the practice has also been associated with the level of free
care provided, with self-employed/physician-owned prac-
tices providing more free care in one study'® and less in
another.'*

The aim of this study was to identify practice policies
regarding uninsured patients among primary care provid-
ers in Allegheny County, Pennsylvania, identifying both the
proportion of sites accepting new uninsured patients and
office policies for the care provided.

METHODS

The sampling unit was primary care sites identified
from primary care, general practice, or family care listings
in the 1998 Yellow Pages telephone directory. Multiple
physicians listed under a common telephone number or
practice name were considered as a single site. Federally
qualified health centers and federally funded community
health clinics were not surveyed. However, academic health
center—affiliated or -based clinics were included. The
assessment was limited to family practice physicians and
internists (allopathic and osteopathic) listed in the tele-
phone directory as providing primary care to adults.
Specialists providing primary care were included. Pediatri-
cians providing primary care and subspecialists with
limited or focused practice interests were not included.

Sites identified through this initial screening were
contacted for a telephone interview by the project coordi-
nator. The interviewer (PMS) introduced himself as calling
on behalf of the Allegheny County Health Department to
conduct a survey of practice policies regarding uninsured
patients. All participants were informed that responses
were strictly confidential, that no individual site would be
identified by their response, and that they had the right to
refuse the interview. The interview lasted less than five
minutes and began by asking whether the site accepted
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uninsured patients. Those sites accepting uninsured
patients were then asked their billing and payment policies.
Policy questions included whether the site offered patients
discounted-fee care, free care, payment plans, and whether
they required full payment at the time of service. They were
also queried as to whether they only accepted uninsured
patients by referral, or for either acute or chronic condi-
tions. Finally, all sites were asked about practice size,
ownership structure, and use of housestaff and physician-
extenders (to determine whether lower-cost providers
affected office policies). Practice location was determined
from the telephone listing and classified as urban (within
city limits) or suburban. The survey instrument was
developed for this study. Questions were field tested with
different potential respondents (receptionists, office man-
agers, physicians) prior to actual data collection.

Data from this survey were analyzed using FoxPro
(Visual FoxPro; Microsoft Corp., Seattle, Wash) software
for data entry and STATA software (STATA Corp., College
Station, Tex) for statistical analyses. Categorical data were
analyzed using x> statistics with a two-sided « of 0.05
for significance. The dependent variables were acceptance
of uninsured patients and payment options for billing.
Independent variables were practice size, use of physician-
extenders, ownership structure, and practice location.

RESULTS

Of 359 sites identified in the initial screening, 240
completed the interview (66.9%), representing 794 primary
care physicians (86.0% of those practicing in Allegheny
County). Respondents completing the surveys were recep-
tionists (40.4%), office managers (36.2%), and physicians
or other health providers on site (22.9%). The respondent
groups did not differ in uninsured patient acceptance
rates or billing practice responses.

Site characteristics are shown in Table 1. Most sites
had 3 or fewer physicians (71.1%). Only 15.8% of sites were
owned by the on-site physicians, compared with 42.0% of
sites owned by a hospital/health system. Overall, 26.6% of
sites had either a nurse practitioner or physician’s
assistant on site and 6.2% had housestaff rotating there.
Of nonrespondent sites, 63.0% had 3 or fewer physicians,
63.0% were owned by a hospital or health system, and
53.4% were in urban locations.

Of the 240 sites, 215 (89.5%) reported they were
currently treating uninsured patients and 210 sites
(87.5%) reported they were accepting uninsured new
patients. The most common reasons for not accepting
uninsured patients were: 1) limited practice or the
practice was full (10 of 30); 2) financially unfeasible
(7 of 30); and 3) site regulations/policies prohibited it
(4 of 30). Only 12 of the 30 sites not accepting uninsured
patients had a policy of referring patients to sites where
care would be available.

Of those sites accepting uninsured patients, 45.7%
reported being able to see the patient within 7 days.

Table 1. Site Characteristics

Primary care sites identified, N 359
Respondents, N (%) 240 (66.9)
Physicians represented, N 794
Proportion of sites with*
1 Physician, n (%) 94 (39.1)
2 -3 Physicians, n (%) 77 (32.0)
4 -5 Physicians, n (%) 37 (15.4)
>5 Physicians, n (%) 29 (12.0)
Proportion of sites with
Nurse practitioners, n (%) 14 (5.8)
Physician assistants, n (%) 50 (20.8)
Interns/residents, n (%) 15 (6.2)
Ownership structure of practice site
Hospital/integrated health system, n (%) 101 (42.0)
Insurance company/HMO, n (%) 13 (5.4)
Larger group practice, n (%) 88 (36.6)
Solely by providers at that site, n (%) 38 (15.8)
Sites that currently treat uninsured
patients, n (%) 215 (89.5)
Sites accepting new patients with no
insurance, n (%) 210 (87.5)
Sites accepting uninsured new patients
that require
Full payment at time of service, n (%) 149 (70.9)
Will only treat acute problems, n (%) 61 (29.0)
Will only treat chronic conditions, n (%) 58 (27.6)
Sites accepting uninsured new patients
that offer
Sliding fee scale, n (%) 76 (36.2)
Free care, n (%) 82 (39.0)
Payment plan, n (%) 163 (77.6)
Mean no. days for someone with no insurance
to get an initial appointment
<7 Days (%) 96 (45.7)
7 -14 Days (%) 78 (37.1)
15-30 Days (%) 8 (3.8)
>30 Days (%) 12 (5.7)
Mean cost for an initial office visit (not
including any lab or diagnostic fees), N = 140
<$25 (%) 5 (3.5)
$26-$50 (%) 60 (42.9)
$51-$100 (%) 54 (38.6)
>$100 (%) 20 (10.7)
* 3 Missing.

Compared with urban sites, suburban sites were signifi-
cantly more likely to accept patients without insurance
(92.1% vs 84.3%; P < .001). Those sites with 4 or more
physicians were significantly less likely to accept unin-
sured new patients compared with those practices with 3
or fewer physicians (84.8% vs 90.0%; P = .02). The use of
nurse practitioners, physicians’ assistants or interns/
residents was not associated with accepting uninsured
patients. There was also no significant difference in rates
of accepting uninsured patients among practices with
different ownership structures. Of those sites reporting
the average cost for an initial “well adult” appointment
(N = 140), 42.9% had professional fees between $26 and
$50, and 38.6% between $51 and $100.

Overall, 70.9% of sites accepting uninsured patients
required full payment at the time of service. In addition,
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29.0% of sites limited the care available to only treating
acute problems and 27.6% limited the care to only
managing chronic conditions. However, 77.6% of sites did
report they were willing to provide a payment plan for
uninsured patients, and 36.2% reported having a sliding
scale for their fees. Similarly, 39.0% reported free care
available at their site. Those sites offering either discounted
or free care were more likely to be owned by the physicians
on site (Table 2). Practices owned by hospitals/health
systems or large group practices were less likely to require
payment at the time of service compared to physician-
owned sites (61.6% vs 67.9% vs 97.2%; P < .001). However,
these practices were also significantly less likely to offer
discounted fees for their services (26.7 vs 26.1 vs 63.1;
P <.001), free care (23.7% vs 26.1% vs 89.4%; P < .001), or
payment plans (59.4% vs 62.5% vs 100%; P < .001). Free or
discounted-fee care was not associated with practice
location (urban vs suburban).

CONCLUSIONS

This survey of primary care sites represents a novel
approach to understanding issues and obstacles asso-
ciated with accessing care if uninsured. Findings from this
survey are notable for the conflicting policies that exist in
many sites that potentially exclude patients from primary
care. While the vast majority of sites surveyed reported they
were accepting patients without health insurance, they also
reported billing practices that are likely prohibitive, parti-
cularly for lower-income individuals. Over 70% of sites
required full payment at the time of service, with profes-
sional fees between $51 and $100 dollars at almost 40% of
all sites. At the same time, 36% of sites reported offering
discounted-fee care, 39% provided free care, and 77.6%
provided payment plans for medical bills. It is unclear from

our survey how well advertised or consistently applied
these policies are, particularly given the overlap in sites
reporting both full payment at the time of service and the
availability of payment plans. Findings from an earlier
consumer survey indicated that most patients were not
aware of the payment options of their providers (TPO,
unpublished data, 1999). There were also significant
limitations on the type of care made available to uninsured
patients. Almost one in three sites limited care to only acute
problems and a similar proportion to only chronic condi-
tions. This is consistent with findings by Woolhandler et al.
that fewer preventive services are available to uninsured
persons. !°

Site characteristics associated with different policies
regarding care of uninsured patients are notable given the
current market trends toward more consolidation, mergers,
and purchases of smaller practices. Sites with more
physicians on staff and those located in urban areas were
less likely to accept uninsured patients. This may represent
a confounding association of more large sites being located
in urban settings. Alternately, the association between
larger practices and uninsured care policies may reflect
more restrictive business plans at these sites that preclude
uninsured care. Practices in urban areas, where there is a
greater concentration of uninsured and Medicaid popula-
tions, may have either reached a capacity for uninsured
patients or be operating at a lower profit margin that
precludes this care. Alternately, in urban settings where
there are more community health centers for referrals, sites
may feel less civic obligation to provide care to uninsured
patients. Additional research is needed to clarify these
findings.

Compared with physician-owned practices, hospital/
health system-owned and larger group practice-owned
sites were less likely to offer discounted-fee care, free care,

Table 2. Policies of Primary Care Office Sites Regarding Uninsured Patients

Hospital/Health Part of a On-site
System-owned Larger Group Physician-owned
Sites N = 101 Practice N = 88 Sites N = 38 P Value*
Accepts new patients without insurance, n (%) 86 (85) 78 (89) 36 (95) .12 (H/HS)
6.28 (LGP)
n=86" (%) n=78" (%) n=36" (%)
Requires payment at the time of service, n (%) 53 (62) 53 (68) 35 (97) <.001 (H/HS)
<.001 (LGP)
Only sees uninsured patients with an acute problem, n (%) 28 (33) 23 (30) 6 (17) .07 (H/HS)
.14 (LGP)
Only sees uninsured patients with a chronic condition, n (%) 26 (30) 22 (28) 7 (19) .22 (H/HS)
.32 (LGP)
Offers a sliding scale/discount care, n (%) 27 (31) 23 (30) 24 (67) <.001 (H/HS)
<.001 (LGP)
Offers a payment plan, n (%) 60 (70) 55 (70) 36 (100) <.001 (H/HS)
<.001 (LGP)
Offers free care, n (%) 24 (28) 23 (30) 34 (94) <.001 (H/HS)
<.001 (LGP)

*P value calculations are for matched samples, comparing proportions of hospital/health system-owned (H/HS) with physician-owned
proportions and large group practice-owned (LGP) with physician-owned proportions.
! The number of sites accepting new patients without insurance is used as the denominator for the percentages shown below.
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or payment plans. These findings are consistent with a
previous study'® and may reflect centralized billing and
policy making along with a greater reliance on contracted
billing services by health systems and large group
practices. At physician-owned sites, where there is greater
autonomy and on-site control in policy decisions, a greater
proportion accepted patients without insurance and
provided discounted-fee or free care and payment plans.
That physician-owned practices more commonly require
payment at the time of service may reflect smaller
operating margins and more strained revenue streams.
Since all of the hospitals and health systems in Allegheny
County are not-for-profit, this designation does not seem
to define practice behavior.

These findings have several policy implications. First,
the data suggest that a willingness to accept patients
without insurance does not always equal access to afford-
able care, and office policies have the potential to be a
substantial obstacle to accessing primary care. As re-
searchers assess community health access, it is important
to take a more in-depth approach that accurately describes
true health services availability. Second, uninsured adults
need greater availability of free care and discounted-fee
care. It is unclear how well-informed patients are regarding
office policies. The current trends in health care consolida-
tion make it unlikely that the practice of free and
discounted care will expand without an external stimulus.
Further work is needed to determine whether this care
needs subsidization from a pooled “charity fund” or other
incentives for more sites to participate. Finally, the issue of
disproportionate share of uninsured care and the need to
better coordinate available services among primary care
sites is inferred by the urban/suburban distinction in
uninsured care policies.

This survey has several limitations. First, it is a
survey of only those sites listed in the telephone directory
available to the general public and may not be entirely
representative of primary care sites in the region. We
purposely excluded those care sites specifically chartered
to care for uninsured patients, to center our evaluation on
the willingness and availability of the broader medical
community to care for those without health insurance.
The data presented here are self-reported, typically by
office staff, to a public health agency-sponsored survey
and may not necessarily reflect what actually takes place
at that site. We did not confirm our findings with
documented office policy or actual patient experience.
Finally, the data represent findings from only one region
and may not be representative of other parts of the
country. However, Pittsburgh, like many metropolitan

areas, has recently undergone a period of practice buy-
outs and consolidations and has very high penetration of
managed care, so we suspect that this environment is not
unique.

In summary, barring a public policy breakthrough that
expands the availability of affordable insurance to the 43
million Americans currently uninsured, we need to look to
our existing systems of care to make it easier for uninsured
persons to get primary and preventive care. This respon-
sibility should be collectively shared.

This project was funded solely by the Allegheny County Health
Department as part of their Health Access Initiative.
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