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The number and proportion of Americans reporting going without or
delaying needed medical care increased sharply between 2003 and 2007,
according to findings from the Center for Studying Health System Change’s
(HSC) nationally representative 2007 Health Tracking Household Survey.
One in five Americans — 59 million people — reported not getting or
delaying needed medical care in 2007, up from one in seven — 36 mil-
lion people —in 2003. While access deteriorated for both insured and
uninsured people, insured people experienced a larger relative increase
in access problems compared with uninsured people. Moreover, access
declined more for people in fair or poor health than for healthier people.
In addition, unmet medical needs increased for low-income children,
reversing earlier trends and widening the access gap with higher-income
children. People reporting access problems increasingly cited cost as an
obstacle to needed care, along with rising rates of health plan and health
system barriers.

ACCESS TO NEEDED MEDICAL CARE DECLINES

In 2007, approximately 20 percent of the U.S. population—

one in five people—reported not getting or delaying needed
medical care at some point in the previous 12 months, up
significantly from 14 percent—one in seven—in 2003. The
dramatic decline in access between 2003 and 2007 signals a
sharp change in Americans’ access to care, which was relatively
stable between 1997 and 2003, including some gains.! Increased
health care costs, along with health insurance-related and health
system-related problems, appear to be the major contributor to
Americans’ declining access to care.

In 2007, more than 23 million people reported going without
needed care and approximately 36 million people delayed seek-
ing care, for a total of 59 million people reporting access prob-
lems, according to findings from HSC’s nationally representative
2007 Health Tracking Household Survey (see Data Source). The
proportion of Americans reporting unmet needs increased by
2.8 percentage points between 2003 and 2007 (5.2% vs. 8%),
the equivalent of about 9.5 million more people going without
medical care (see Figure 1 and Supplementary Table 1). The
proportion of Americans delaying needed care increased by 3.9
percentage points between 2003 and 2007 (8.4% vs. 12.3%), the
equivalent of 13.5 million more people.

ACCESS TO CARE
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Figure 1:  Indicators of Access to Care for the U.S. Population
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* Change from 2003 to 2007 is statistically significant at p < .05.
Sources: 2003 HSC Community Tracking Study Household Survey; HSC 2007 Health Tracking
Household Survey

ACCESS DETERIORATES FOR INSURED AND UNINSURED

Uninsured people continue to have much higher levels of unmet
medical need and delayed care compared with insured people,
and access for the uninsured decreased between 2003 and 2007
for both uninsured people with incomes below 200 percent of
poverty—$41,300 for a family of four in 2007—and above (see
Table 1). These findings are consistent with other HSC research
showing declines in physician charity care and strained safety
net capacity to serve uninsured persons resulting from financial
and competitive pressures in health care markets.2

However, insured people also faced large increases in unmet
need between 2003 and 2007. In fact, insured people experienced
a greater percentage increase in unmet medical needs compared
with uninsured people—a 62 percent increase for the insured vs.
a 33 percent increase for the uninsured. As a result, ironically,
the access gap between insured and uninsured people narrowed
slightly. In 2003, uninsured people were 3.4 times as likely to
report going without care as insured people and 2.8 times as likely
in 2007. Also, increases in unmet need were relatively consistent
across both low- and high-income insured groups. Rising out-
of-pocket costs in the form of higher deductibles, coinsurance
and copayments likely account for much of the increased unmet
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need among insured people.?> Other HSC research confirms that
insured people with greater out-of-pocket medical costs are more
likely to delay or go without needed care.*

SICKEST FACE MORE ACCESS PROBLEMS

Unmet medical needs are greater for people in poor or fair health
compared with people in good, very good or excellent health.
Sicker people use more health care and, therefore, have more
chances to encounter obstacles in getting care. However, access

to care worsened the most for people in poor or fair health, a
particular concern because sicker people are in greater need of
care. Overall, people in poor or fair health with an unmet need
increased by 5.1 percentage points between 2003 and 2007 (11.9%
vs. 17.0%), compared with an increase of 2.1 percentage points for
people in good, very good or excellent health (4.1% vs. 6.2%).

Insured people in poor or fair health experienced more than

a 5 percentage point increase in unmet need (9.0% in 2003 vs.
14.2% in 2007), while insured people in good, very good or

Data Source

This Tracking Report presents findings from the HSC 2007 Health Tracking
Household Survey and the Community Tracking Study Household Surveys from
1996-97 and 2003. All three telephone surveys use nationally representative
samples of the civilian, noninstitutionalized population. Sample sizes include about
60,000 people for the 1996-97 survey, about 47,000 people for the 2003, and
about 18,000 people for the 2007 survey. Response rates for the surveys are
65 percent in 1996-97, 57 percent in 2003 and 43 percent in 2007. Population
weights adjust for probability of selection and differences in nonresponse based on
age, sex, race or ethnicity, and education. Although all three surveys are nation-
ally representative, the samples for the 1996-97 and 2003 surveys were largely
clustered in 60 representative communifies, while the 2007 survey was based on
a stratified random sample of the nation. Standard errors account for the complex
sample design of the surveys. Questionnaire design, survey administration and the
question wording of all measures in this study were similar across the three surveys.
Estimates of unmet need and delayed care were based on the following two
questions: (1) “During the past 12 months, was there any time when you didn't
get the medical care you needed?” and (2) “Was there any fime during the past
12 months when you put off or postponed getting medical care that you thought
you needed?” For those reporting either an unmet need or delayed care, follow-
up questions were asked to determine why. Responses included worry about cost,
problems with health insurance, problems with availability of medical providers
and personal reasons, such as lack of fime or procrastination. This Tracking Report
includes only responses where at least one of the reasons had something to do
with the health care system; responses related to personal reasons only were not
considered as unmet need or delayed care. Insurance status reflects coverage on
the day of the interview and includes coverage obtained through employer-spon-
sored and individually purchased private insurance, Medicare, Medicaid, the State
Children’s Health Insurance Program (SCHIP), other state programs, TRICARE and
other military insurance programs, and the Indian Health Service.

excellent health experienced a somewhat smaller increase of
1.8 percentage points (3.2% in 2003 vs. 5% in 2007). Uninsured
people in poor or fair health reported the greatest access prob-
lems among all people in fair or poor health, with one in four
reporting in 2007 that they went without needed care.

CHILDREN’S ACCESS DECREASES

As the overall U.S. population experienced increases in unmet
need and delayed care between 2003 and 2007, children were no
exception (see Table 2). Low-income children encountered the
greatest increase in unmet needs among all children, reversing
the gains they experienced between 1997 and 2003. As a con-
sequence, income differences in unmet need for children were
eliminated by 2003, but these disparities returned by 2007.

While gains in access among low-income children between
1997 and 2003 likely reflect expansions in Medicaid and the
State Children’s Health Insurance Program (SCHIP) that
reduced the number of uninsured children, Medicaid and
SCHIP enrollment among low-income children has remained
largely unchanged since 2003. Restrictions on eligibility and
enrollment policies by some states, as well as new federal
requirements for Medicaid applicants to document citizenship,
may have contributed to the lack of growth in Medicaid and
SCHIP enrollment since 2003.> At the same time, continued
decreases in employer-sponsored coverage have increased the
proportion of low-income children who are uninsured (findings
not shown). In addition, factors affecting the general popula-
tion’s access to care—cost concerns and health plan and health
system barriers—likely contributed to increased access problems
for children.

COST CONCERNS INTENSIFY

For the 59 million people reporting an access problem, cost was
the most frequently cited—and a growing—obstacle to care. In
2007, 69 percent of people who went without or delayed needed
care cited worries about cost, a 3.8 percentage point increase
from 2003 (see Supplementary Table 2).

While cost continued to be the overwhelming concern among
uninsured people (more than 90% of uninsured people reported
cost as a barrier across all three surveys), the increase in cost
barriers occurred mostly among insured people. As mentioned
earlier, higher patient cost sharing—people facing higher deduct-
ibles and other increased out-of-pocket expenses for medical
services—likely is driving growing cost concerns among insured
people. As the underlying cost of medical services and insurance
premiums have increased, many employers have reduced benefits
and increased patient cost sharing through so-called benefit buy-
downs as a way to moderate large premium increases and pass
along more of the cost increases to employees.6
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TABLE1:  Americans’ Likelihood of Having an Unmet Need, by
Family Income and Health Status
1996-97 2003 2007
Family Income
Below 200% of Poverty 7.5% 6.9% 10.6%*#
Insured 52 50 8.3°#
Uninsured 14.9 13.2 17.2*
200% of Poverty or Higher 3.9* 43 6.7
Insured 33 35 5.6%#
Uninsured 11.0 13.3 18.0%#
Health Status
Poor or Fair Health 1.9 1.9 17.0%%#
Insured 8.6 9.0 14.27#
Uninsured 21.7 24.5 25.0
Good, Very Good or Excellent Health 42 41 6.2*#
Insured 32 32 5.0
Uninsured 10.7 10.5 14.5%

* Change from 2003 to 2007 is statistically significant at p<.05.

# Change from 1996-97 is statistically significant at p<.05.

Sources: 1996-97 and 2003 HSC Community Tracking Study Household Surveys; HSC 2007
Health Tracking Household Survey

TABLE 2: Children’s Access to Medical Care, by Income
1996-97 2003 2007

All Children

Unmet Need 3.2% 2.2%# 3.9%*

Delayed Care 3.1 2.0# 4.1*
Below 200% of Poverty

Unmet Need 46 2.24 5.4*

Delayed Care 35 25 5.5*
200% of Poverty or Higher

Unmet Need 2.1 22 29

Delayed Care 2.7 1.6# 3.0

* Change from 2003 to 2007 is statistically significant at p<.05.

# Change from 1996-97 is statistically significant at p<.05.

Sources: 1996-97 and 2003 HSC Community Tracking Study Household Surveys; HSC 2007
Health Tracking Household Survey

MORE HEALTH SYSTEM AND PLAN BARRIERS

After concerns about costs, health system-related concerns were
the next most frequently cited reason for access problems, fol-
lowed by health plan-related issues. Both health system and
health plan barriers to care jumped approximately 9 percentage
points between 2003 and 2007.

Although insured people remained more likely than unin-

sured people to cite health system issues as reasons for access
problems, uninsured people encountered especially large
increases in health system-related access problems between 2003
and 2007, which accounted for most of their overall increase in
access problems. For all people reporting a health-system bar-
rier to care (see Supplementary Table 3), the greatest increases
occurred for the following reasons: inability to get to the pro-
vider when the office was open (10.2 percentage point increase);
inability to get through on the telephone (6.2 percentage point
increase); takes too long to get to the provider (5.8 percentage
point increase); and inability to obtain an appointment soon
enough (4.5 percentage point increase).

Increased provider capacity constraints may have contributed
to the rise in health system barriers. A shortage of some types
of doctors in different markets, particularly primary care physi-
cians, could affect people’s ability to get a timely appointment.
Additionally, some physicians are becoming more entrepreneur-
ial in response to constraints on their incomes, with responses
including reducing the amount of charity care they provide
and limiting their availability outside of normal business hours
and over the telephone (a service that is not billable).” Further,
capacity constraints among safety net providers serving low-in-
come and uninsured people, such as community health centers,
may contribute to access problems.8 In addition, increased dif-
ficulties finding transportation, obtaining leave from work and
arranging childcare are potential explanations for increased dif-
ficulties getting to providers, especially for uninsured people.

The health plan-related barriers that people increasingly cited
were that their health plan would not pay for treatment (9.2 per-
centage point increase), followed by the doctor or hospital would
not accept their insurance (4.5 percentage point increase). The
return of health plan prior-authorization requirements for cer-
tain services may be a contributing factor.® Also, rising insurance
deductibles or coinsurance that cause people to be responsible
for much or all of a medical bill may contribute to some people
reporting that their health plan would not pay for the treatment.
The increase in people reporting that their doctor would not
accept their insurance may mean more doctors are opting out
of private insurance networks or not accepting new Medicare or
Medicaid patients.

IMPLICATIONS

Following relative stability in access to medical care between
1997 and 2003, many Americans’ access to care deteriorated
between 2003 and 2007, including low-income children and
people with the greatest health care needs. Particularly striking
is that access to care declined the most for people with insur-
ance coverage—likely because of the increasing financial burden
associated with out-of-pocket medical expenses. Other issues
that began impacting family budgets during 2007, such as rising
energy and fuel costs, the home foreclosure crisis, and an expect-
ed downturn in the economy likely contributed to growing
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economic anxiety that caused families to pull back on spending,
including for medical care.

The sharp increase in access problems for insured people
strongly suggests that the access to medical care that insurance
coverage previously guaranteed is declining. Insured people are
facing growing cost pressures, including higher out-of-pocket
spending for care, more difficulties finding providers who will
accept their insurance and renewed limits on what their insur-
ance will cover. An alternative interpretation of these results is
that as individuals are exposed to more of the costs of care, they
are becoming more efficient users by delaying or forgoing care
that may be of low marginal value, which is the key rationale for
consumer-directed health care.

The measure of unmet need used in this study does not allow
for a determination of the clinical need for care or the potential
health consequences of delayed or forgone care. However, the
fact that unmet need increased the most for the sickest people
should cause concern, as they are the most likely to experience
adverse health consequences as a result of disruptions in their
medical care use.

Many state and national health reform proposals call for sub-
sidizing the purchase of private insurance coverage, with limits
on the total amount of out-of-pocket spending required by
individuals and families. Identifying the appropriate threshold
of out-of-pocket spending will be crucial to the success of these
policies, because setting these thresholds too high may result in
financial burdens that will compel individuals to put off or go
without needed care.

At the same time, increases in cost-related access problems are
a direct result of health care costs increasing more rapidly than
incomes during the past 10 years. Employment-based private
insurance premiums increased 114 percent from 1999 to 2007,
while average hourly earnings increased 27 percent, leaving a gap
of 6.7 percentage points per year.10 Rising costs are passed on to
individuals and families in the form of higher premiums, deduct-
ibles, coinsurance and copayments for services.

The problems of cost and access are inextricably linked.
Without cost containment, expanded government support for
insurance coverage will have to keep pace with the trend in medi-
cal care spending to maintain affordability for individuals and fam-
ilies. Such increases in health care costs will be difficult for gov-
ernments to sustain, especially during periods of slow or negative
economic growth. To the extent that cost increases are passed on to
individuals, continued declines in access to care are inevitable.

Although rising costs continue to be the dominant obstacle
to access to needed care, people face growing barriers related
to health care system capacity and provider accessibility. This
is consistent with a perception of growing medical workforce
shortages, especially among primary care practitioners, which
will be difficult for policy makers to address in the short term.!!
When such barriers lead to delays in needed care, people ulti-
mately may seek care in more costly hospital emergency depart-
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ments with potentially more serious conditions. Uninsured
people face particular health system barriers, since growth in
their numbers push against capacity constraints among safety
net providers. Without resources for safety net providers to keep
pace with rising demand for services, unmet needs and delayed
care will likely continue to rise. B
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FALLING BEHIND: AMERICANS' ACCESS TO MEDICAL CARE DETERIORATES, 2003-2007

SUPPLEMENTARY TABLES
Supplementary Table 1: Indicators of Access to Care for the Supplementary Table 3~ Detailed Reasons for Access Problems,
U.S. Population Among People Reporting Delaying or Going
1996-97 2003 2007 Without Needed Care

All People 1996-97 2003 2007
Unmet Need 5.99% 5.9% 8.0%# All People
Delayed Care 08 sS4 123 Worried About Cost 62.4% ST 69.0%

Insured People Health Insurance Related
Unmet Need 3.9 3.9 6.34% mt’; ﬁ:smcir' Would Not 97 19 .
Delayed Care 8.7 7.4 11.0%# ; Ifh Plan Would Not Pay §

Uninsured People Trzt:nmen?n ova Norrayor 17.1 18.9 28.1%#
Unimet Need 13.5 13.2 17.5% Change in Health Insurance 0.6 0.5 04
Delayed Care 17.1 16.1 20.0%%# Other Insurance Related Problem 0.9 0.7 0.1%#
* Change from 2003 to 2007 is statistically significant at p<.05. Health System Related

# Change from 1996-97 is stafistically significant at p<.05. Could Not Get Appoinfment Soon
22.9

Sources: 1996-97 and 2003 HSC Community Tracking Study Household Surveys; HSC 2007 h 30.1# 34.6%#
Health Tracking Household Survey Enoug
Could Not Get There When the
Doctor's Office or Clinic Was 19.5 18.4 28.6™#
Supplementary Table 2~ Reasons for Access Problems, Among Open
People Reporting Delaying or Going It Takes Too Lon
) g fo Get to the N
Without Needed Care Doctor's Office or Clinic 76 12.0¢ 17874
199697 2003 2007 Could Not Get Through on th
gh on the *
All People Telephone 69 R 1607
Worried About Cost 62.4% 65.2%#  69.0%*# Had to Wait in Office or Clinic . . .
Health Plan Related 237 U8 33 Too Long
Health System Related 45.2 49.6¢# 5827 D'o Not Know Where to Go/Can't 2.1 1.7 1.1#
: 1 Peoul Find Doctor
nstrea Teopke Cannot Get Referral from Doctor 15 09 0.4#
Worried About Cost 512 537 60.8*#
Other Problems Related to
Health Plan Related 28.5 30.5 39.0%# System 1.0 3.0¢ 3.5#
Health System Related 54.0 58.8#  64.T#
Uninsured pe°p|e * Change from 2003 to 2007 is statistically significant at p<.05.
# Change from 1996-97 is statistically significant at p<.05.
Worried About Cost 91.5 93.6 91.3 Sources: 1996-97 and 2003 HSC Community Tracking Study Household Surveys; HSC 2007 Health
Health Plan Related A NA N Tacking oushld Survey
Health System Related 220 267# 40T

* Change from 2003 to 2007 is statistically significant at p<.05.

# Change from 1996-97 is stafistically significant at p<.05.

Sources: 1996-97 and 2003 HSC Community Tracking Study Household Surveys; HSC 2007
Health Tracking Household Survey



