Access to Primary Health Care Services

Definition:  At the front line of the health care system, the initial steps to provide care for any health problems patients identify according to the values of coordination, continuity, and comprehensiveness. The primary care provider provides initial care and then organizes the resources available in the health care system to the best advantage of patients. 

Access to primary health care is a sentinel indicator for access to the broader set of essential health services. People with a usual place of primary care are more likely than others to receive preventive services.
  Preventive care in turn leads to less costly medical care.

Summary

There continue to be significant disparities in availability of and access to health services between rural and urban Washington, between lower and higher income residents, and among racial and ethnic groups.  In 2000, 86% of Washington residents reported that they had a usual place to receive primary care. But some areas of the state and some populations face significant additional access barriers, including ability to pay, language and cultural obstacles, and lack of transportation options. Inadequate access to health care contributed to an estimated 54,000 unnecessary hospitalizations in 1999.
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Of particular concern are young adult males, American Indians and Native Alaskans, migrant and seasonal farm workers, recent immigrants, people with developmental disabilities, and those receiving publicly subsidized care. Access to dental and mental health services for low-income people remain a concern.

In addition to strengthening the health care infrastructure, access can be further improved by targeting transportation resources more effectively, providing comprehensive outreach programs to link vulnerable populations to providers, and increasing the racial and ethnic diversity and cultural competency of the existing workforce. 

Introduction

Adequate access to health care services is achieved when all community residents are able to use health care services according to their specific needs.  Access is not possible if primary care providers, facilities, and supporting health care system infrastructure are not in place. Even when essential health care services are available, they might not be accessible.  Barriers to access include language and culture, geography, weather, and the lack of affordable public transportation and medical transportation services.  The chapter on Health Insurance Coverage addresses barriers related to affordability and local plan availability.

Time Trends
In 2000, 86% of Washington adults reported that they had a usual place of primary care, and this share has not significantly changed since 1993.  But about one in five adults reporting they had a usual place of primary care did not identify the place of care, or they indicated the place was a hospital emergency room, urgent care clinic, or another place other than a doctor’s office or clinic.

Year 2000 and 2010 Goals
The national Healthy People 2000 and 2010 goals for percentage of adults with a usual place of care were 95% and 96%. The gap between the access rate Washington has achieved and state and national goals does not appear to be closing.

Geographic Variation

Data are not available that show how access to primary care varies across Washington counties.

Urban and Rural
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Washington adults in urban areas were less likely than residents of both large and small towns and rural areas to report having a usual place to receive medical care (84% v. 89%), according to Washington’s Behavioral Risk Factor Surveillance Survey (BRFSS). This gap exists despite the shortages of primary care providers in many rural areas.  Many factors could contribute to this difference. For example, national and Washington studies of the rural health workforce show that primary care providers in rural areas contribute a much larger share of total health care visits than do their urban counterparts.
 Rural populations are older, and as shown below, the elderly have more access to primary care.

Age and Gender

Adult males are more than twice a likely as adult females to report that they had no usual place they went to get care (20% v. 9%), according to BRFSS. More than a third of young adult males ages 18 to 34 reported that they have no usual place of care.

Race and Ethnicity
[image: image3.emf]No Usual Place of Primary Care

Age and Gender

WA State BRFSS 1998-2000

16.0

13.0

9.0

8.0

6.0

5.0

37.0

31.0

18.0

14.0

12.0

6.0

0 10 20 30 40 50

18-24

25-34

35-44

45-54

55-64

65+

Percent

Female Male

The percentage of Washington residents reporting they had access to a usual place of primary care does not appear to vary significantly by race or ethnicity, according to data collected throughout the state.   But when asked whether they had a personal doctor or health care provider, African Americans, Hispanics, and American Indians and Native Alaskans are significantly less likely to report that they had.  Several national studies have found that African Americans and Hispanics are much less likely to have a usual source of care.

Income and Education

The Washington BRFSS reveals that access to a usual source of care does not vary significantly by income and educational attainment. But the data show that people with a high school education (83% (2%)  or with annual incomes of less than $20,000 (83% (3%) are less likely to have a usual place of  primary care provider than those with more than a high school education (87% ( 1%) or annual incomes of more than $50,000 (89% (1%).

Other Measures of Impact and Burden

The term “potentially avoidable hospitalization” (PAH) describes hospital admissions that might have been prevented with adequate and timely ambulatory care or preventative services. PAH rates are considered a good summary measure of overall access to health care. They are strongly correlated with income, race, and unemployment, which in turn are linked to lack of health insurance and other risk factors identified below.

In 1999, the more than 54,000 PAHs accounted for 10% of all hospitalizations. The statewide rate of PAH incidence for 1997 through 1999 averaged 973 annual avoidable hospitalizations per 100,000 people. During this period, significantly higher rates of PAHs were found in small town rural areas (1,223 per 100,000) than in urban areas (981 per 100,000), suburban areas (871 per 100,000), or large towns in rural areas (952 per 100,000).

Risk and Protective Factors

Geographic access.  Rural populations can be isolated by weather-related closures and long distances to health care services. In urban areas, particularly urban fringe areas, traffic congestion and complex public transportation routings can be barriers to care.

Public and medical transportation.  During 1996-99, the percentage of the state’s population living in areas served by some form of public transportation increased only slightly, from 86% to 87%. Fourteen rural counties currently have no public transit. Among counties with transit service, scheduling that accommodates the timing of medical appointments is not always available.
 Repeal of the motor vehicle excise tax after passage of Initiative 695 is forcing many transit systems to eliminate routes or reduce hours of service. The full effects of these reductions are not yet known.

In fiscal year 2000, federal and state agencies spent more than $32 million for transportation services for people who—because of physical or mental disability, income status, or age— were unable to transport themselves to medical services. A December 2000 report to the Washington Legislature from the Agency Council on Coordinated Transportation indicates that demand for these services significantly exceeds capacity, and existing capacity is likely to decrease. Non-emergent medical transportation—for appointments, transfers between institutions, and testing and diagnosis—is causing significant cost and staffing burdens for rural emergency medical services (EMS) and trauma systems.
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Provider willingness to care for publicly subsidized patients.  Private sector medical and dental providers give more than 75% of care to Medicaid patients.
 They are also collectively the largest provider of charity care. Providers of all types are becoming less willing to participate in Medicaid or provide charity care because of market financial pressures, low reimbursement levels, and the difficulty and special skills needed to serve these populations.
 Nationally, the proportion of doctors willing to provide charity care decreased from 76% to 72% from 1997 to 1999.

Washington’s system of clinics that receive enhanced state and federal funding to provide care to low-income people has grown dramatically.  In 1997, this system included 60 Community and Migrant Health Center (CMHC) delivery sites and 55 rural health clinics. By 2001, more than 119 CMHC delivery sites and 73 rural health clinics provided care, and another 35 clinics were applying for or considering applying for Rural Health Clinic status. These providers are responsible for a growing share of the care provided to low-income individuals and families.  

Health workforce diversity.  In 1998, more than 3% of Washington residents were African American, compared with less than 1% of the state’s physicians and dentists. Similar disparities exist for American Indians and Alaska Natives and Hispanics.
  A recent analysis by the State Board of Health found that a diverse workforce is a crucial strategy for reducing minority health disparities.4 An IOM survey of research literature points to a strong link between minority representation in the health workforce and providers’ willingness to care for low-income people and people of color.

High Risk Populations

There are significant disparities in access to primary care in Washington by population and geography.  Some of the groups with the highest risks are described here.

Young adults. As noted earlier in this chapter, young adults from age 18 to age 34, especially young men, are least likely to have access to a regular source of care. They are more transient, a situation that decreases their likelihood of establishing a stable relationship with a primary care provider. National studies have shown the percentage of people with a usual source of care is closely associated with the percentage of people who are insured either privately or through publicly subsidized programs.(see Health Insurance Coverage chapter).
 The Washington BRFSS found that among all adults surveyed during 1998-2000, those with a health care plan were significantly more likely to have a usual source of care than those without a health plan (89% vs. 60%).

Migrant and seasonal farm workers. About 289,000 migrant and seasonal farm workers and dependents lived in Washington
 in 2000. Migrant and seasonal farm workers are more likely to have low family incomes, face language barriers, and have limited transportation options. Most rely on CMHCs. The U.S. Bureau of Primary Health Care estimates that nationally, the CMHCs have capacity to meet only 15% of health care needs of migrant and seasonal workers.
 In 2000, CMHCs in Washington’s Tri-Cities area reported delays of six to nine months for dental care.

American Indians and Native Alaskans. Access to essential health services, particularly specialty care, is complicated by a fragmented Indian health care delivery system with variable eligibility criteria for primary, specialty, and hospital care. The Indian Health Service and many tribally operated clinics do not have the resources needed to meet demand.
 For example, many Indian Health Service facilities provide coverage only during weekdays. People seeking care after hours and during weekends or needing hospitalization must turn to the private sector.

Non-citizens and recent immigrants. More than 16,000 legal immigrants from more than 40 countries settled in Washington during 1998, the most recent year for which data are available. The Immigration and Naturalization Service estimates that more than 52,000 illegal immigrants lived in Washington in 1996.
 Many of these new arrivals do not speak English or speak it poorly. The tightening of immigration policies has caused concerns about possible deportation, a development that has discouraged immigrants from seeking health care.

People with developmental disabilities.  More than 102,000 Washington residents have developmental disabilities, according to federal definitions. Ninety-five percent of these residents are unable to drive, and demand for special transportation services far exceeds supply. This demand is expected to grow even more as a result of the U.S. Supreme Court’s “Olmstead” decision, which requires states to deliver services to people with disabilities in the most inclusive settings possible.  Health care providers often lack training or are otherwise unwilling to care for people with developmental disabilities, many of whom must travel to major metropolitan areas for services.7
Intervention Strategies
Coordination of special transportation.  A new state study shows that improved coordination of Medicaid transportation services and use of medical transportation brokerage systems has cut the unit cost per trip in half since the early 1990s.7 

Increasing provider willingness to serve low-income clients.  The Access to Baby and Child Dentistry (ABCD) program provides enhanced reimbursement to dentists who treat children on Medicaid, provides training for dentists on how to work with low-income patients, and educates low-income patients about preventing dental disease. Program evaluations have noted immediate improvement in dental access for low-income children.
 

Community-based outreach. Thousands of low-income Washington residents who are eligible for Medicaid do not enroll.  Ignorance of the program altogether or of how to negotiate the application process, fear of government programs, and language and culture are some of the barriers that prevent people from getting this coverage. Some will go without needed health services; others will go to emergency rooms for care.  The Choice Regional Network and Spokane Area Health Improvement Project have addressed this problem by coordinating outreach services to potential enrollees. These efforts have increased Medicaid enrollment and improved continuity of care in Southwestern Washington and the Spokane region and are a model for improving linkages between low-income people and the health system.

Health workforce diversity.  As noted earlier, a diverse workforce can decrease minority health disparities. Building a diverse workforce requires intervention at several points in the health workforce-training pipeline. It is important to begin the process early in primary and secondary school by providing job-shadowing opportunities, mentoring, and other means of exposing minorities to the health professions.   The Washington State Board of Health is compiling information on best practices and programs in this area.

Expanding provider roles.   The traditional boundaries among the roles of health professions in delivery of primary care services are blurring.   There is a growing recognition of increasing effectiveness of pharmacists in providing information, managing chronic conditions, and providing other primary care services.
 There are several initiatives to integrate allopathic physician care with naturopathic physician care and to place naturopathic physicians in underserved communities.

See related chapters on Health Care Services Infrastructure and Health Insurance Coverage.

Data Sources

Behavioral Risk Factor Surveillance System (BRFSS), 1993 –2000. 

Washington state hospitalization data, 1990 -1999. See Technical Notes for more information on PAH rates.

See Appendix B.

For More Information

Office of Community and Rural Health, State Department of Health, (360) 705-6770.

Technical Notes

Usual Source of Primary Care: Question 14.1 of the BRFSS:  “Is there one particular clinic, health center, doctor's office, or other place that you usually go to if you are sick or need advice about your health?”  The BRFSS survey is most likely an overestimate of access to care, as it excludes those without telephones and some non-English speakers. Both groups are less likely to have a usual source of care.

Potentially Avoidable Hospitalization rates: This PAH analysis was based on a set of diagnosis and diagnostic codes sets identified from a review of previously published PAH. Hospitalizations of Washington residents with these codes as the primary diagnosis on discharge were extracted from Washington state hospitalization data. Data from Washington residents hospitalized in Oregon were added and rates calculated using 2000 Census results. 

Note that “potentially avoidable” is not the same as “preventable.” First, some, but not all, of these hospitalizations could be unnecessary. Second, PAHs might not be the ideal measure of consequences of poor access to essential health services. Improvements in access to primary care might reduce the severity rather than the number of hospitalizations. Third, other factors also influence hospitalization rates for these diagnoses. In a recent review of the literature, Ricketts et al. found that PAH rates were strongly correlated with poverty and other measures of socioeconomic disadvantage.5 Fourth, PAH rates may vary by factors not yet analyzed (for example, age and gender or exposure to other factors such as environmental pollution).
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