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Background: The Patient Protection and Affordable Care Act will

expand Medicaid coverage substantially, with the goal of improving

the health of low-income individuals and reducing disparities in

coverage and access. Whether insurance expansions are successful

in achieving this goal will depend in part on physician response to

changes in insurance coverage mix and the effect of this response

on access to care for low-income safety net populations.

Objectives: The objective of the study was to consider the impact

of changes in market-level Medicaid coverage on measures of

physician participation in care for safety net populations.

Research Design: We use 4 waves of the Community Tracking

Study Physician Survey from 1996 to 2005. We estimate both

market-level and physician-level fixed effects models, to consider

changes in market-level Medicaid rates on measures of physician

acceptance of new patients (both Medicaid patients and uninsured

patients unable to pay), revenue from Medicaid, and provision of

charity care. We also stratify the sample to investigate whether

effects differ among office-based versus facility-based physicians.

Results: Increases in Medicaid coverage are associated with statis-

tically significant decreases in the likelihood that physicians will ac-

cept new uninsured patients who are unable to pay, particularly

among office-based physicians. Increases in Medicaid coverage are

not associated with changes in acceptance of new Medicaid patients.

Conclusions: Past changes in Medicaid coverage rates are not as-

sociated with changes in physician acceptance of new Medicaid

patients or provision of charity care, although they are associated

with lower acceptance of new uninsured patients, particularly

among office-based physicians.
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The Patient Protection and Affordable Care Act (ACA) is
slated to expand Medicaid coverage, with the goal of

improving the health of previously uninsured, low-income
individuals. Whether or not expansions achieve this goal will
depend in part on physician response to changes in insurance
coverage mix and the effect of this response on access to care
for safety net populations. Medicaid expansions beginning in
2014 will provide coverage to a large population of low-
income individuals, many of whom were previously un-
insured. The Congressional Budget Office estimates 11
million additional people to be enrolled in Medicaid or the
Children’s Health Insurance Program by 2022.1 However,
coverage does not guarantee access, and prior research
documents limited provider participation in Medicaid.2–4

Further, a substantial number of individuals will likely re-
main uninsured, even after planned expansions,5 and some
states may not expand Medicaid.6 Whether new Medicaid
enrollees and remaining uninsured individuals are able to
access care will depend in large part on physician decisions
about whether to accept these categories of patients, and
these decisions may be affected by the insurance mix of the
local patient population.

Physicians respond to financial incentives in making
practice decisions,7 although they may also be motivated by
a range of factors, including altruism, and the weight of
various factors is likely to vary by practice setting. This
paper provides empirical evidence regarding how physician
provision of care for low-income patients is associated with
changes in public insurance coverage and how responses
vary by practice setting. In considering the effects of market-
level Medicaid coverage on physician provision of safety net
care, this study builds on 2 strands of literature. The first
considers how physicians respond to expansions in public
insurance. The second investigates market-level spillover
effects of uninsurance.

Physicians’ response to changes in Medicaid coverage
will depend on the marginal cost of providing patient care
and on the mission of the physician’s practice setting. For
example, physicians in private practice, who may be practice
owners, may be more likely to make decisions in line with
maximizing profit. Even if these physicians are not purely
profit maximizing, profit is likely to be weighted more
heavily than for physicians working in public settings, in
which the institution has a mission to treat patients regardless
of insurance or ability to pay.

Studies examining physician Medicaid participation and
response to expansions often consider 1 or a small number of
states, and findings from these studies are mixed.8–10 Baker
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and Royalty use a national sample of physicians to consider the
effect of Medicaid eligibility expansions in the 1990s on
physician practices, including acceptance of new patients.11

They differentiate between “public” physicians who generally
provide care to all patients regardless of coverage or re-
imbursement levels, and “private” physicians who practice in
settings in which there is control over the number of Medicaid
patients and the number of patients is set to maximize profit.

Baker and Royalty find that increases in Medicaid el-
igibility led to increases in access to public physicians for
poor patients and increases in Medicaid caseloads. They do
not find evidence of increased acceptance of Medicaid pa-
tients among private physicians. Their results suggest that
public physicians cover residual demand among safety net
patients not met by private physicians who are more likely to
be profit maximizing and have higher marginal costs. We
build on this work by estimating the association between
changes in Medicaid coverage rates within markets and
physician provision of safety net care during a more recent
time period. Limited previous research considers the effect
of insurance expansions on physician provision of care for
low-income populations but does not directly study the im-
pact of changes in market-level Medicaid coverage rates.12,13

Also relevant to our work is recent literature finding
evidence of negative effects of high market-level uninsurance
rates on access to and quality of care.14–16 Research to date has
focused primarily on spillover effects of uninsurance on pri-
vately insured and Medicare patients. However, rates of
Medicaid insurance coverage are also likely to impact local
health care markets, and there have been considerable changes
in Medicaid coverage over recent decades. Medicaid re-
imburses physicians at lower rates than Medicare and most
private large-group insurance plans. As a result, physicians in
markets with a larger Medicaid population may not accept
Medicaid patients, may limit the number of Medicaid patients
in their panels, and may face greater financial strain than those
in areas where private coverage is more prevalent.17

Low physician reimbursement and participation rates
may lead to access difficulties for the Medicaid population but
may also affect other patient populations in the market. For
example, expansions in Medicaid within a market may be
associated with a decrease in the uninsurance rate on the one
hand, which could potentially have positive effects on the local
system.15 On the other hand, Medicaid expansions may crowd
out private insurance18 and decrease average reimbursement
for physicians in the local market, potentially leading to greater
strain on physicians and reduced access for Medicaid or un-
insured patients. Even in the absence of crowd-out, physicians
may view Medicaid populations as similar to uninsured pa-
tients because of low Medicaid reimbursement rates.19 Par-
ticularly if Medicaid payment rates are below marginal cost,
physicians may limit the amount of care they provide to both
Medicaid and uninsured individuals.

Another recent study finds a negative effect of in-
creases in uninsurance rates within markets on access to care
reported by uninsured patients.20 This suggests that negative
effects on access may be particularly acute among uninsured
populations and other safety net populations, such as Med-
icaid enrollees, for whom resources are limited. If physicians

have constraints on the amount of charity care they provide
or the number of Medicaid patients they accept, then we may
see effects on the provision of care for these populations.

METHODS
The primary source of data is the Community Tracking

Study Physician Survey (CTS-PS) from 1996–1997,
1998–1999, 2000–2001, and 2004–2005.21–24 The CTS is a
nationwide, longitudinal study that tracked health care across a
cohort of US communities, and the physician survey inter-
viewed physicians about their medical practice, including
practice setting, revenue, allocation of time, and provision of
charity care. In each round, the CTS-PS sampled physicians
providing direct patient care for at least 20 hours per week in
60 randomly selected sites. We use the restricted version of the
CTS-PS data, which includes physician site identifiers and
previous wave identifiers that allow us to construct a longi-
tudinal panel of physicians by linking between waves.
Geographic identifiers allow us to link physician data to
market-level Medicaid coverage and uninsurance rates from
the Community Tracking Study Household Survey, which
collected data on individuals and households in the same sites.
Site-level survey weights are used to generate market-level
estimates of Medicaid coverage and uninsurance as well as
Medicaid health maintenance organization (HMO) penetration.
Because the Community Tracking Study Household Survey
was not collected in 2004, market-level data from 2003 (the
closest available year) are merged with the last wave of the
CTS-PS. Nationally, rates of Medicaid coverage and unin-
surance were similar between 2003 and 2004–2005.25

We categorize physicians as either facility based or
office based. We assign physicians who report working in a
medical school or university, a hospital, a state or local
government clinic or other setting, a community health
center, or a physician hospital organization to the former
category. Physicians in solo or group practice, a free-stand-
ing clinic, or a physician practice management company are
assigned to the latter category. In addition, we examine a
subset of the facility-based sample who work in public set-
tings, including state or local government hospitals, clinics,
or other government settings, and community health centers.

We exclude physicians in certain practice settings for
which the likely mission of the institution and incentives to
the individual physician are less clear. Specifically, we ex-
clude physicians working in health maintenance organ-
izations or integrated health systems, management services
organizations, employer-based clinics, foundations, locum
tenens, as independent contractors, or in other unclassified
settings. This removes 3615 observations, leaving us with an
overall sample of 35,210 observations. The longitudinal
sample of physicians responding to at least 2 waves of the
CTS includes 24,119 observations from 9051 physicians.

We use repeated observations within markets and
within physicians to estimate both market-level and physi-
cian-level fixed effects models of the effects of changes in
Medicaid coverage and uninsurance on physician provision
of safety net care. Outcome variables of interest include:
(1) share of physician practice revenue from Medicaid;
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(2) amount of time physicians spent providing charity care in
the previous month as a proportion of total time spent in
direct patient care; and whether the physician’s practice ac-
cepts (3) new Medicaid patients or (4) new uninsured pa-
tients who are unable to pay. The last measure is only
included in the 2 most recent waves of the survey, so our
sample for these analyses is more limited.

Research has shown that, although physicians may tend
to overestimate the total number of Medicaid patients in their
practices, they are quite accurate in response to questions about
program participation,26 thus we focus on binary measures of
physician acceptance of new patients. We estimate regression
models for each of the 4 outcomes, for individual i, in market j,
year t, where the percentage of the nonelderly population en-
rolled in Medicaid in market j and year t is the independent
variable of interest, and we control for the percentage of the
nonelderly population in market j and year t that is uninsured,
as well. For ease of comparison across models we estimate
linear models for all outcomes. All models include year
dummies to control for overall trends. Standard errors are
robust and clustered at the market level.

We begin by estimating a set of models on the full
sample of pooled physician observations that include market
fixed effects in order to control for any unobserved time-in-
variant market-level characteristics that may be correlated with
Medicaid coverage and physician provision of care. We also
control for a vector of physician characteristics including age,
sex, practice type and size [solo practice, small-group practice
(2–9 physicians), large-group practice (10+ physicians), hos-
pital or medical school, clinic, or other], and whether the
physician is a full or part owner of the practice. Next, our
preferred specification estimates models using the longitudinal
sample of physicians for whom we have repeated observations
and includes individual physician fixed effects in order to es-
timate the effect of within-physician variation in market-level
Medicaid coverage and uninsurance.

For both the market-level and individual-level fixed
effects models, we estimate regressions for our full sample
and stratified by office-based physicians (who are likely to
have more control over the number of uninsured and Med-
icaid patients they serve and are more likely to be profit
maximizing) versus facility-based physicians (who may have
less control over the number of safety net patients they serve
and may work in settings in which serving such patient
populations is part of the institutional mission), as well as for
the subset of physicians in public settings.

RESULTS
Table 1 summarizes the mean Medicaid and unin-

surance rates, the distribution in coverage across our set of
markets for each wave of the CTS, and the distribution of
changes in coverage across the set of markets from beginning
to end of the period. On average, Medicaid coverage shows
statistically significant increases while uninsurance is de-
creasing (although the change is not statistically significant)
over the period from 1996 to 2003, and there is considerable
variation in changes in both uninsurance rates and Medicaid
coverage across the markets in the CTS sample.

Demographic and practice characteristics for the full
sample, as well as the subsamples of physicians in facility-
based, office-based, and public practice settings, are presented
in Table 2. The majority of the pooled sample (panel A) is
male, and on average physicians are approximately 48 years
old and have been practicing for 16 years. Approximately 71%
of the sample is in solo or group practice, and 59% of physi-
cians are a full or part owner of their practice. When we
categorize physicians as practicing in office-based or facility-
based settings, about three quarters fall into the former
category and a quarter into the latter. Comparing our outcome
measures across the office-based and facility-based samples,
we see that, although a majority of respondents in both samples
accept Medicaid and uninsured patients, facility-based physi-
cians report spending more time providing charity care and
are more likely to accept new Medicaid and uninsured
patients. Mean demographics for the longitudinal sample of
observations on physicians who respond in multiple waves are
similar (panel B).

Main coefficients from market fixed effects models are
reported in Table 3 (see Supplemental Digital Content 1 for
full results, http://links.lww.com/MLR/A555). As the rate of
Medicaid coverage increases within a market there is no
significant effect on the share of practice revenue from
Medicaid in the full sample. Coefficients for the facility-
based sample and public subset are positive, although also
insignificant. As uninsurance increases, physicians spend
more of their time providing charity care on average, and
this result is driven primarily by facility-based physicians,
for whom a 1 percentage point increase in the rate of

TABLE 1. Medicaid and Uninsurance Rates by Year and
Changes in Coverage Rates

Mean

(%)

SD

(%)

Min

(%)

Max

(%)

(A) Yearly coverage rates
Nonelderly Medicaid coverage

rate
1996–1997 8.0 3.8 2.8 22.8
1998–1999 8.2 3.6 2.8 21.0
2000–2001 8.6 3.4 2.0 19.1
2004–2005w 11.1*** 4.4 2.6 26.0

Nonelderly uninsured rate
1996–1997 13.8 5.3 4.7 27.3
1998–1999 13.2 5.4 3.8 25.7
2000–2001 12.7 5.2 3.1 26.6
2004–2005w 12.7 5.8 2.2 28.5

(B) Change in coverage ratesz

Change in Medicaid coverage
rates
Percentage point

change
3.0 3.3 �5.4 10.2

Change in uninsurance rates
Percentage point

change
�1.0 4.0 �13.2 8.6

***P < 0.01 in test of difference between 1996 and subsequent years.
wBecause the Community Tracking Study Household Survey was not collected in

2004, data from 2003 (the closest available year) are merged with the 2004–2005 wave
of the CTS-PS.

zRepresents average change across the 60 CTS markets over the entire period from
first to last year.

CTS-PS indicates Community Tracking Study Physician Survey.
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TABLE 2. Physician Sample Characteristics for the Full, Private, and Public Samples

Physician Characteristics

Full Sample

N=35,210

Office-based Sample

N=26,199

Facility-based

Sample

N=9011

Public Sample

N=1433

(A) Pooled sample
Safety net care outcomes

Percentage of practice revenue from Medicaid 14.9 (17.8) 12.2 (15.2) 22.9 (22.0) 34.1 (26.5)
Percentage of patient care time spent in charity

care
4.3 (9.2) 3.9 (7.9) 5.3 (12.2) 8.3 (17.8)

Accept new Medicaid patients (%) 76.8 72.3 90.1 93.5
Accept new uninsured patients who are unable

to pay* (%)
82.6 80.7 87.9 92.5

Demographics
Age 47.8 (10.6) 48.6 (10.6) 45.4 (10.0) 47.7 (11.0)
Male (%) 76.3 79.5 66.7 61.6
Years practicing medicine 15.5 (10.6) 16.3 (10.7) 13.1 (9.9) 14.7 (11.0)

Practice size and type combination (%)
Solo practice 32.5 43.7 — —
Small-group practice (2–9) 25.8 34.6 — —
Large-group practice (10+) 12.4 16.7 — —
Hospital or medical school 22.5 — 88.1 36.2
Clinic 4.8 3.7 8.2 51.2
Other 2.0 1.4 3.8 12.6

Practice ownership (%)
Full owner 35.9 48.2 0 0
Part owner 22.7 30.5 0 0
Not an owner 41.4 21.3 100 100

Practice setting (%)
Office based 74.4 100 0 0
Facility based 25.6 0 100 100

Full Sample
N = 24,119

Office-based Sample
N = 18,260

Facility-based Sample
N = 5859

Public Sample
N = 904

(B) Longitudinal sample
Safety net care outcomes

Percentage practice revenue from Medicaid 14.4 (17.4) 11.7 (14.7) 22.6 (21.8) 34.4 (26.9)
Percentage patient care time spent in charity

care
4.2 (9.0) 3.8 (7.6) 5.2 (12.1) 8.7 (18.6)

Accept new Medicaid patients (%) 76.2 71.8 90.0 93.4
Accept new uninsured patients who are unable

to pay (%)w
83.0 81.5 87.8 93.2

Demographics
Age 48.7 (10.3) 49.4 (10.3) 46.4 (9.8) 48.8 (10.7)
Male (%) 77.6 80.6 68.1 62.5
Years practicing medicine 16.5 (10.4) 17.2 (10.4) 14.2 (9.7) 16.1 (10.7)

Practice size and type combination (%)
Solo practice 33.5 44.2 — —
Small-group practice (2–9) 26.6 35.2 — —
Large-group practice (10+) 12.2 16.1 — —
Hospital or medical school 21.5 — 88.3 35.3
Clinic 4.4 3.3 7.9 51.3
Other 1.8 1.2 3.7 13.4

Practice ownership (%)
Full owner 37.8 50.0 0 0
Part owner 24.2 31.9 0 0
Not an owner 38.0 18.1 100 100

Practice setting (%)
Office based 75.7 100 0 0
Facility based 24.3 0 100 100

Cells represent percentage or mean with SD in parentheses. Categories may not sum to 100% because of rounding. Longitudinal sample represents all observations for physicians
included in multiple waves of the survey; results are similar when sample is limited to the first observation for each unique physician. Accept new uninsured patients who are unable
to pay outcome is only available in the last 2 waves of the CTS-PS. Sample sizes for these regressions are as follows:

*N = 15,059 (full sample), N = 11,100 (office-based sample), N = 3959 (facility-based sample), N = 664 (public sample).
wN = 6570 (full sample), N = 4986 (office-based sample), N = 1584 (facility-based sample), N = 263 (public sample).
CTS-PS indicates Community Tracking Study Physician Survey.
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uninsurance is associated with a 0.2 percentage point in-
crease in the proportion of time spent providing charity care,
or approximately a 4% increase relative to the facility-based
sample average. In addition, increases in uninsurance are
associated with increases in the share of practice revenue
from Medicaid among the public sample. We do not observe
a significant effect of changes in Medicaid or uninsurance
rates on the acceptance of new Medicaid patients, suggesting
that physicians who were already accepting (or not accept-
ing) Medicaid patients before changes in Medicaid coverage
rates continue to do so. On average across all waves, about
90% of facility-based physicians report accepting new
Medicaid patients, whereas only 72% of office-based
physicians accept new Medicaid patients. Our regression
results suggest that after changes in Medicaid coverage
within a market, this mix remains similar.

Increases in the rate of Medicaid coverage within a
market are associated with a decreased probability that
physicians report accepting new uninsured patients who are
unable to pay. Results from the full sample suggest that a 1
percentage point increase in the rate of Medicaid coverage
leads to a statistically significant 0.5 percentage point decrease
in the likelihood that physicians will accept new uninsured
patients, conditional on the percentage uninsured in the market.
When additional time-varying market-level factors (total grants
for federally qualified health centers, hospital beds per capita,
primary-care physicians and specialists per capita, percentage
of the population in poverty, unemployment rate, and Medic-
aid managed care penetration among the nonelderly) are added
to the models, results are similar (Supplemental Digital Con-
tent 2, http://links.lww.com/MLR/A556).

Main coefficients from physician fixed effects models,
reported in Table 4 (see Supplemental Digital Content 3 for
full results, http://links.lww.com/MLR/A557), are similar to
those from market-level fixed effects models, suggesting that
controlling for physician demographic and practice character-

istics captures much of the relevant variation in physicians
across the sample. Table 4 shows that changes in Medicaid
coverage are not significantly associated with changes in re-
ported provision of charity care, although a 1 percentage point
increase in the percent uninsured in a site is associated with a
statistically significant 0.3 percentage point increase in the
percentage of time that facility-based physicians spend on
charity care and a marginally significant 0.8 percentage point
increase among public physicians. The results also indicate that
across the full sample a 1 percentage point increase in the rate
of Medicaid coverage is associated with a �0.4 percentage
point decrease in the probability that physicians accept new
uninsured patients. This result is strongest among office-based
physicians (�0.6 percentage points), and although point esti-
mates are also negative, they are smaller and there is no sig-
nificant association between Medicaid coverage rates and
acceptance of new uninsured patients by facility-based or
public physicians. The association between increases in the
proportion of the nonelderly population covered by Medicaid
and decreases in acceptance of new uninsured patients who are
unable to pay, particularly among office-based physicians, is
the most robust across our different sets of models.

DISCUSSION
Uninsured and Medicaid patients are served by physi-

cians in a variety of settings, although physicians working in
contexts with a mission to care for patients regardless of in-
surance or ability to pay are more likely to accept new Med-
icaid and uninsured patients and spend more time providing
charity care. We examine how physician provision of care for
these underserved groups changes when the percentage of the
local population covered by Medicaid changes. Our results
indicate that past changes in market-level Medicaid cover-
age have not been associated with changes in overall phy-
sician acceptance of new Medicaid patients or the share of a

TABLE 3. Market Fixed Effect Estimates for Safety Net Care Outcomes

Proportion of

Practice Revenue

From Medicaid

Proportion of Patient

Care Time Spent in

Charity Care

Accept New

Medicaid Patients

Accept New Uninsured

Patients Who Are

Unable to Pay
w

Full sample (No. observations = 35,210) (No. markets = 60)
% Medicaid 0.0003 (0.0431) 0.0228 (0.0326) 0.0712 (0.1230) �0.4509** (0.1904)
% uninsured �0.0033 (0.0328) 0.0528** (0.0260) 0.1853 (0.1713) 0.0122 (0.1765)

Office-based sample (No. observations = 26,199) (No. markets = 60)
% Medicaid �0.0197 (0.0464) 0.0293 (0.0342) 0.1196 (0.1429) �0.4391* (0.2199)
% uninsured �0.0137 (0.0432) 0.0067 (0.0213) 0.2586 (0.1880) 0.0526 (0.1848)

Facility-based sample (No. observations = 9011) (No. markets = 60)
% Medicaid 0.1016 (0.0952) 0.003 (0.0720) �0.1521 (0.1982) �0.6266 (0.4519)
% uninsured 0.1466 (0.1304) 0.2138*** (0.0769) �0.0060 (0.2481) �0.2205 (0.3044)

Public sample (No. observations = 1433) (No. markets = 60)
% Medicaid 0.1905 (0.3617) 0.0178 (0.3172) 0.2464 (0.3986) �0.6337 (0.4987)
% uninsured 0.5430** (0.2610) 0.3501 (0.2252) 0.0396 (0.4008) 0.4966 (0.5045)

Independent variables represent the percentage of the nonelderly population within a given market enrolled in Medicaid and the percentage of the nonelderly population within a
given market who are uninsured. All regressions include physician demographics and practice characteristics and market and year fixed effects. Robust standard errors, clustered at
the market level, are in parentheses.

***P < 0.01, **P < 0.05, *P < 0.1.
wAccept new uninsured patients who are unable to pay outcome is only available in the last 2 waves of the CTS-PS. Sample sizes for these regressions are as follows: N = 15,059

(full sample), N = 11,100 (office-based sample), N = 3959 (facility-based sample), N = 664 (public sample).
CTS-PS indicates Community Tracking Study Physician Survey.
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physician’s practice revenue from Medicaid, although they
have led to lower acceptance of uninsured patients, particularly
among office-based physicians. We also find that facility-based
physicians appear more likely to respond to increases in
uninsurance rates with increases in charity care, whereas
office-based physicians do not.

Our results suggest a few main conclusions. Im-
portantly, responses of physicians to changes in the insurance
mix within the local market differ across practice settings,
particularly with respect to acceptance of uninsured patients.
Those practicing in settings likely to have a mission to serve
low-income populations appear to be more responsive to the
needs of safety net populations. In addition, physicians,
particularly those in private, office-based settings, may limit
their acceptance of uninsured patients when Medicaid cov-
erage increases in their local market.

This study faces some limitations. First, market-level
rates of insurance coverage may reasonably be expected to
be exogenous to individual physician practice decisions,
particularly after controlling for time-invariant market-level
factors. Nonetheless, there may be unobserved economic or
demographic factors driving changes in enrollment in
Medicaid and affecting physician decisions. We attempt to
address this using 2 strategies. We include market-level
time-varying factors that may be correlated with coverage
and safety net care in market fixed effects models as a
robustness check, and the inclusion of these variables does
not change our results, indicating that the fixed effects
models appear to be capturing important variation across
markets. We also estimate more restrictive models that in-
clude physician fixed effects and thus estimate within-
physician changes in behavior. Our results are very similar to
the market fixed effects models. Second, the outcomes are
based on self-report, which may lead to measurement error.
In addition, our results do not capture changes in the number
of new patients accepted or other forms of rationing, such as

increased wait times for appointments. Evidence indicates
that physician response regarding whether they participate in
Medicaid is reliable,27 suggesting that the patient acceptance
measures we use to consider the extensive margin (whether
physicians accept any new Medicaid or uninsured patients)
are likely to be relatively accurate measures. Third, data on
physician acceptance of new uninsured patients who are
unable to pay do not differentiate between patients who can
pay nothing versus those who can only partially pay physi-
cian fees or must pay over time. Fourth, the CTS only asks
whether physicians’ practices are accepting new patients by
insurance status and not about the full composition of the
current patient panel, so we cannot observe changes in the
overall share of the panel that is covered by different sources.

Although previous studies have examined effects of
community-level uninsurance rates on access to health care,
few have focused on the effects of changes in local Medicaid
coverage. Further, studies considering the effect of changes
in Medicaid policies may not account for differences across
physician practice settings or geographic areas. Our results
suggest that increases in local Medicaid coverage rates are
associated with fewer physicians accepting uninsured pa-
tients who are unable to pay, especially among office-based
physicians, which could negatively impact those who remain
uninsured.

The results are in line with evidence of access issues
and safety net provider strain after health insurance ex-
pansions under state health reform in Massachusetts. Health
reform in Massachusetts dramatically increased the number
of individuals with health insurance coverage, yet public
safety net providers experienced significant increases in de-
mand.28 Results regarding access in Massachusetts have
been somewhat mixed, with evidence of access problems
initially, followed by some improvement, although with
continued declines on certain measures.29,30 A physician
survey suggests that access to primary care is becoming more

TABLE 4. Physician Fixed Effect Estimates for Safety Net Care Outcomes

Proportion of

Practice Revenue

From Medicaid

Proportion of Patient

Care Time Spent in

Charity Care

Accept New

Medicaid Patients

Accept New Uninsured

Patients Who Are

Unable to Pay
w

Full sample (No. observations = 24,119) (No. physicians = 9051)
% Medicaid 0.0081 (0.0379) 0.0211 (0.0318) 0.0834 (0.1247) �0.4199** (0.1892)
% uninsured 0.0174 (0.0374) 0.0531 (0.0332) 0.0866 (0.1543) �0.2287 (0.1698)

Office-based sample (No. observations = 18,260) (No. physicians = 7343)
% Medicaid �0.0106 (0.0383) 0.0283 (0.0368) 0.1243 (0.1431) �0.5884** (0.2436)
% uninsured 0.0024 (0.0400) 0.0091 (0.0282) 0.1555 (0.1644) �0.1519 (0.2015)

Facility-based sample (No. observations = 5859) (No. physicians = 2803)
% Medicaid 0.0344 (0.0884) 0.0005 (0.0874) �0.0376 (0.2133) �0.1220 (0.5288)
% uninsured 0.1917* (0.1135) 0.2874** (0.1121) �0.0286 (0.2037) 0.0422 (0.4458)

Public sample (No. observations = 904) (No. physicians = 515)
% Medicaid �0.4872 (0.3321) 0.3730 (0.4718) �0.4663 (0.4857) �0.2848 (1.0363)
% uninsured 0.3995 (0.4792) 0.7862* (0.4124) �0.4876 (0.5943) 0.6465 (0.5569)

Independent variables represent the percentage of the nonelderly population within a given market enrolled in Medicaid and the percentage of the nonelderly population within a
given market who are uninsured. All regressions include physician and year fixed effects. Robust standard errors, clustered at the market level, are in parentheses.

***P < 0.01, **P < 0.05, *P < 0.1.
wAccept new uninsured patients who are unable to pay outcome is only available in the last 2 waves of the CTS-PS. Samples sizes for these regressions are as follows: number of

observations = 6570 (full sample), number of physicians = 3285 (full sample); number of observations = 4986 (office-based sample), number of physicians = 2633 (office-based
sample); number of observations = 1584 (facility-based sample), number of physicians = 932 (facility-based sample); number of observations = 263 (public sample), number of
physicians = 169 (public sample).

CTS-PS indicates Community Tracking Study Physician Survey.
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restricted and wait times for appointments are increasing.31

Further, models of Medicaid enrollment and physician
supply under the ACA project an increase in annual primary-
care visits from 15 to 24 million32 and suggest that an
additional 4500 to 12,100 physicians may be needed to care
for new Medicaid patients.33

Our results suggest that after increases in Medicaid
coverage within a market, access may be limited for the
remaining uninsured patients. Given that a substantial
number of individuals are likely to remain uninsured after
the implementation of the ACA,5 additional support for
physicians in public settings or incentives to increase
acceptance of low-income patients among physicians in
office-based settings may be necessary to maintain access for
these populations. Future research should assess how
changes in physician workforce and incentives to physicians
under the ACA affect care for those newly insured by
Medicaid and the remaining uninsured.
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