F E AT U R E

RESEARCH BRINGS NEW FOCUS ON

ACA IMPACT ON
ACCESS AND
DEMAND

By Amy Simmons Farber
A host of recent studies have helped bolster the case for robust
community health center funding, especially as demand for
primary care services is expected to ramp up in the next few years.
A case in point is a study published in the Journal of Ambulatory
Care Management (January 2014), which predicts that as more
people gain Medicaid coverage the demand for outpatient care
could jump by as much as 35 percent.
The study examined the electronic health records of Oregonians
who gained healthcare coverage in 2008 through a random lottery
drawing under the state’s expanded Medicaid program. The
expansion added 10,000 people to the state’s Medicaid rolls in a
move some consider a litmus test for the expansions now underway
under the Affordable Care Act (ACA). The study found that once
insured, Oregonians sought care and services they previously
could not afford. Researchers say that patients accessed 35 percent
more outpatient care services and 22 percent more primary care
visits at health centers in the year after they received coverage.
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Aside from the issue of
coverage, another question
is: What happens in communities
where there is sufficient health center
funding? The answer – People get better
access to care. This finding, published in
Health Services Research (December 2013), linked increased
federal funding for health centers to improved access to care
among the uninsured.
Researchers examined data for more than 57,000 low-income
adults (ages 19 to 64) from the 2001-2008 National Health
Interview Surveys. Authors Stacey McMorrow and Stephen
Zuckerman, through the Urban Institute’s Health Policy
Center, said that although access to care has been in decline in
recent years (a trend largely due to the economic recession and
unemployment), health centers were the bright spot that helped
offset some of that decline.

Among the uninsured, for instance, greater health center funding
resulted in more low-income people having a “usual source of
care,” such as a primary care physician, and with having at least
one clinic visit in the past year. In addition, Medicaid beneficiaries
who lived in places with substantial health center funding were also
more likely to have a usual source of care and were less likely to
delay care, or rely on hospital emergency rooms.
These findings are significant because the Congressional Budget
Office forecasts that in 10 years, 30 million people will still lack
insurance despite the reforms implemented under the health
reform law. These are people who are ineligible to participate
in any ACA options because of their immigration status; those
ineligible for Medicaid because their states chose not to expand
its eligibility criteria; and those with incomes too high to qualify
for subsidies on the exchanges (yet not low enough to qualify for
Medicaid coverage).
And, as health centers already know, many private practitioners
still reject Medicaid recipients (even in states that have expanded
Medicaid), prompting these patients to turn to health centers,
especially for services like dental care (about 78 percent of health
centers provide these services). Neither Medicaid nor the policies
mandated by the ACA necessarily provide coverage for oral health
services.
“Some people believe that with the ACA, we no longer need safety
net providers such as health centers and public hospitals,” said
Peter Cunningham from the Center for Studying Health System
Change in a press release about the study. “That is not the case. We
still need them.”
The Urban Institute’s study also counters, in some measure, the
conclusions of another study published in the journal Science that
looked at emergency room visits and found they climbed after
Oregon’s Medicaid expansion. Authors of the study compared
healthcare utilization among thousands of low-income people in
the Portland area who received Medicaid coverage through the
state’s lottery with people who entered the lottery but were not
selected and thus remained uninsured.

by other studies, including a 2012 study on Massachusetts, which
found a decline in non-urgent visits to the emergency room by as
much as 8 percent after the state enacted its own health reform law
in 2006.
In writing about the Oregon study in a January 2014 NACHC
Blog (“Oregon Study Should Not Torpedo Medicaid Expansion
Efforts”), DaShawn Groves, NACHC Assistant Director for State
Affairs, points out - “If the stumbling block is fear for the increase
in ER use, then proponents should point to how investments in
primary care could be coupled with Medicaid to reduce ER visits.
Health centers are a well-documented solution for reducing ER
utilization.” Groves cites two examples of state specific evidence
about ER use among Medicaid enrollees:
•

In California, health center patients had 64% lower rates
of multi-day hospital admission and 18% lower rates of
emergency department utilization than non-health center
patients.

•

In South Carolina, a study found that counties with the
highest emergency department utilization rates lacked a
health center which suggested counties might benefit from
health centers as they may generate healthcare savings
by reducing emergency department use while increasing
access to primary care.

How the Affordable Care Act has affected the demand, cost and
access to care will no doubt remain a topic of research for years
to come. The important take away is that the data appear to show
that demand for health center services will continue to grow. For
the hundreds of communities with pending applications to start a
health center, these studies help make the case that resources must
be invested to meet the demand for care that is expected to come –
and may have already arrived.
Amy Simmons Farber is NACHC Director of Communications.

Those who gained coverage made 40 percent more visits to hospital
emergency rooms than their uninsured counterparts during their
first 18 months with insurance. The study even indicated the
pattern of ER usage could worsen as millions more Americans
gained access to coverage.
Some health reform critics seized on the Oregon findings to argue
that extending coverage to more residents would not rein in the
costs of emergency room care, but would in fact do the opposite.
But not so fast – experts recently quoted in a New York Times article
about the Oregon study said the timeline was too short to draw
any hasty conclusions because over the long term, emergency room
utilization is likely to decrease. These claims have been backed up
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Generating Value
in Healthcare:
HIT is
Just Part
of the

By David Hartzband, D.Sc.

We often hear the term “value” applied as part of the framework
for evaluating the delivery of healthcare. As the focus of assessing
healthcare delivery has shifted increasingly toward value, the
role of health information technologies in securing that value has
become even more significant. But what do we mean by “value?”

meaningful
use incentive program,
now entering Stage 2 of three proposed stages. [The CMS
program provides financial incentives to providers for use of
certified EHR technology to improve patient care.]

Generally, value is defined as some measure of relative worth.
This can be a subjective measure, how we feel about something,
or it can be a quantitative measure such as how much something
costs or is appraised for at a specific time. In talking about
the value of health information technology (HIT), we could be
talking about either or both of these measures. The one thing
that is true about both measures is that value is measured against
or compared to a goal. In the case of HIT, the goal is to help
attain the “triple aim” generally taken to mean: “improving the
experience (and outcomes) of care (for the patient), improving
the health of populations, and reducing per capita costs of health
care.”1
While there are a number of very visible and important efforts
to use HIT to achieve the triple aim, perhaps the most important
is the Centers for Medicare and Medicaid Services’ (CMS)
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In January this year CMS reported that 76% of the 436,000
providers that have registered for meaningful use incentives since
2011 have received enhanced Medicare or Medicaid payments.
This seems like a good measure, except we would have to ask,
“Has adoption of EHR technology furthered the pursuit of the
triple aim in healthcare?” The answer is not simple.
Results of a recent physician survey appearing in Medical
Economics2 found that 45% (of 1,000 physicians surveyed)
believe that healthcare is worse as a result of EHR adoption,
and 43% believe that EHR systems have resulted in significant
financial losses.
1

(D. Berwick et al. 2008. The Triple Aim: Care, Health & Cost. Health Affairs. 27(3), 759-769 and many others).

In addition, the IDC Health Insights3 report (U.S. Healthcare
Provider IT 2014 Top 10 Predictions: IT Priorities for the Post-EHR
Era) says that “first-generation EHR will continue to fail.” This
is intended to mean that a provider (or provider organization)
can fully adopt and use current EHR technology and qualify for
meaningful use incentives, yet still not achieve the triple aim,
that is – not achieve improved patient outcomes or improved
population health and not decrease costs.
The IDC report points out that in order to make progress there are
many functions that will need to be provided including providerto-provider and provider-to-patient connectivity, continuity
of care and care transition as well as medication reconciliation
and many others. The report suggests that EHRs must evolve to
provide infrastructure that layers these capabilities on top of the
more limited existing functionality, while addressing current and
near-future meaningful use requirements.
Finally, in a recent paper in Health Affairs4 RAND researchers
reviewed what they characterized as the disappointing progress of
health IT to date and attributed this to several factors including:
sluggish adoption of health IT systems, coupled with the choice
of systems that are neither interoperable nor easy to use, and the
failure of healthcare providers and institutions to reengineer care
processes to reap the full benefits of health IT. “Disappointing,”
to say the least.
Finally, CMS reports, as of late 20135, that 79% of Regional
Extension Center (or REC) registered providers are live on an
EHR, although only 9.5% have qualified for meaningful use
incentive payments.
So what are community health centers to make of this? Health
centers have been in the forefront of adopting EHR technology.
Has EHR adoption been a failure for health centers? To answer
this we have to remember several things. First is that health
centers have a clear set of goals against which value can be
measured – in large part because the triple aim has been a
focus of health centers for many years now, even before that
phrase was first adopted. Second is that health centers have an
operational model for care that has been steadily evolving. The
vast majority of health centers have adopted EHR technology, but
more importantly, health centers are providing their broad range
of services through a patient centered medical home model that
incorporates a good start at workflow reengineering.
What health centers need to do next is to understand how HIT is
evolving and make plans for continued IT use in alignment with
that evolution. Additional capabilities, including those required
by Stage 2 and Stage 3 meaningful use, should be looked at as
applications that are supported by the EHR, but not necessarily
provided as part of a single-application, monolithic EHR. This
is especially true of capabilities such as eReferral, care transition
activities, medication reconciliation, etc.

Vendors may still be committed – for both business and technical
reasons – to the monolithic view of the EHR. Health centers,
primary care associations and health center controlled networks,
however, should urge vendors to offer more contemporary and
web-based models for providing new capabilities and should
make their preference known for these application-based
capabilities. And planning ahead in anticipation of expansion,
new services and new capabilities is essential. It’s important for
health centers to have at least medium-term plans (2-4 years)
for what will be required in terms of new software technology
including EHR and how the health center will acquire the
capabilities it needs to generate value.
Notice I said capabilities that generate value, not technology.
Technology is an enabler in the generation of value. Acquiring
and using technology as it is designed (or sometimes even
outside of its design center) can facilitate the generation of value.
In our effort to improve the quality of care and outcomes for
the patient (and caregiver), improve the overall health of the
populations we serve and reduce per capita healthcare costs, we
can and must use HIT, including EHRs, as a way to enable the
generation of value. However, it is essential that we engage in the
difficult and real work to provide all of our services through a
medical home model, rethink and remake, where needed, clinical
and operational workflows to facilitate the new care models and
undertake specific work to make our use of HIT more effective
and goal aligned.
Without these efforts, we can adopt and use all of the HIT that we
can afford and have the resources to deploy, but still not generate
value for our health center or for our patients.
David Hartzband, D.Sc., is the Director of Technology Research at
the RCHN Community Health Foundation.
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