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Most Uninsured Adults Could
Schedule Primary Care
Appointments Before The ACA,
But Average Price Was $160

ABSTRACT Provisions of the Affordable Care Act (ACA) allow millions
more Americans to obtain health insurance. However, a sizable number
of people remain uninsured because they live in states that have not
expanded Medicaid coverage or because they feel that Marketplace
coverage is not affordable. Using data from a ten-state telephone survey
in which callers posed as patients, we examined prices for primary care
visits offered by physician offices to new uninsured patients in 2012–13,
prior to ACA insurance expansions. Patients were quoted a mean price of
$160. Significantly lower prices for the uninsured were offered by family
practice offices compared to general internists, in offices participating in
Medicaid managed care plans, and in federally qualified health centers.
Prices were also lower for offices in ZIP codes with higher poverty rates.
Only 18 percent of uninsured callers were told that they could bring less
than the full amount to the visit and arrange to pay the rest later. ACA
insurance expansions could greatly decrease out-of-pocket spending for
low-income adults seeking primary care. However, benefits of health
reform are likely to be greater in states expanding Medicaid eligibility.

T
he number of uninsured Americans
declined in 2014 following the
implementation of the Affordable
Care Act (ACA) coverage expan-
sions, which began in late 2013.1–3

The uninsured population is projected to decline
further in 2015.
However, a sizable number of adults will re-

mainwithout health insurance even after the full
effects of the expansions are felt.4 This popula-
tion will include poor adults residing in states
not expanding Medicaid eligibility, undocu-
mented immigrants ineligible for any federal
assistance, and adults who believe they cannot
find affordable insurance in the new health in-
surance Marketplaces or who choose to remain
uninsured for other reasons.
An important question for policy makers is

where the remaining uninsured people will re-
ceive their primary care, and at what price. His-

torically, policies have focused on increasing ac-
cess for the uninsured to federally qualified
health centers and other safety-net providers
where people can receive low-cost checkups,
screenings, and referrals to specialists. Funding
for federally qualified health centers nearly dou-
bled in 2001, compared to historical levels—a
change that led to significantly improved access
for low-income adults living in proximity to
those providers.5 The ACA also includes a fund-
ing increase for federally qualified health
centers.6

In addition to safety-net providers such as fed-
erally qualified health centers, most physicians
in private practice provide some charity care, but
the amount varies widely across practices and
has been declining over time.7 Physicians also
report making various accommodations for peo-
ple without insurance, such as offering reduced
fees or payment plans.8
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There is a strong history of charity care in
medicine. However, providers may also have
profit-seeking motives to treat the uninsured:
Providersmaybeable to extracthigherpayments
from self-paying uninsured patients, compared
to the reduced rates available from private insur-
ance companies and from Medicaid and Medi-
care.
Using an all-payer data set for more than

4.4 million outpatient provider visits to 4,000
physicians, Jonathan Gruber and David
Rodriguez found that uninsured patients were
typically billed at about 48 percent below the
listed charges at a practice. However, the
amounts that uninsured patients paid were, on
average, about 0.86 percent higher than the
amounts paid by private insurers for the same
procedures, after 10percentnonpayment among
the uninsured was accounted for.9

Moreover, most of the uncompensated care
provided to the uninsured was not charity care—
it was uncompensated because patients failed to
pay for care. Such debts are often sent to collec-
tion agencies, which may in turn place financial
strain on the uninsured. About 9 percent of the
uninsured in the Gruber and Rodriguez study
actually paid charges thatweremore thandouble
the negotiated rates of the privately insured.9

Primary care practices are likely to tailor their
prices for self-paying customers based on de-
mand in themarket.10 A practicemay keep prices
for the uninsured relatively high when it is pos-
sible to obtain a greater volume of well-paying,
privately insured patients. However, a practice
may lower prices in markets with a higher un-
insurance rate or less affluentpatients. Addition-
ally, practices may alter their prices when they
have operational efficiencies (for example, mid-
level providers who can substitute for physi-
cians) that allow them to schedule higher patient
volumes. Given the potential latitude that prac-
tices have in setting prices for uninsured pa-
tients, it is important to take a close look at
variation in prices for the uninsured.
We took advantage of unique data collected

from an experimental audit study conducted
byour team, inwhich trained field staffmembers
posing as new patients called primary care offic-
es to request an appointment. The audit included
1,613 completed calls with the uninsurance sce-
nario described below. In 1,281 of these calls the
primary care office offered an appointment.
Prior literatureunderscores the fact thatprices

for many hospital procedures for the uninsured
vary widely.11–13 However, there has been little
research on prices for primary care visits, a set-
ting in which the uninsured are disproportion-
ately likely to be seen.14

One advantageof our study is thatwewereable

to consider prices for the full range of primary
care offices willing to accept uninsured patients.
This allowed us to compare visit prices quoted
from safety-net providers and providers in un-
derserved areaswith prices fromproviders locat-
ed in more advantaged areas. We benchmarked
the range of prices obtained in our study to data
on privately insured adults living in the same
states.

Study Data And Methods
Audit Study Data measuring the availability of
new patient appointments and prices for office
visits for uninsured patients were collected as
part of a large-scale audit study conducted in
ten diverse states (Arkansas, Georgia, Iowa, Illi-
nois, Massachusetts, Montana, New Jersey,
Oregon, Pennsylvania, and Texas) from Novem-
ber 2012 toMarch 2013. The audit also collected
information on appointment availability for pa-
tients with private insurance or Medicaid.
Before the audit, a sample frame of primary

care offices was created using the SK&A data-
base, a proprietary database of US office-based
physicians that is updated frequently.15 All of the
offices in the sample frame were called in a
phone survey to obtain basic information about
the office and to verify that it had at least one
primary care physician (a practitioner of either
general internal medicine or family medicine).
Additionally, the survey determined whether
or not the office had physicians who would be
able to provide ongoing care for new patients,
since a sustained relationship is considered crit-
ical to primary care.16 This restriction excluded
many free clinics, urgent care centers, and retail
clinics.
Trained interviewers posing as prospective

new patients called the primary care offices that
had been contacted in the pre-audit survey. The
callers sought appointments for either a checkup
or an evaluation of suspected hypertension (in
the second case, the caller stated that he or she
had received an elevated blood pressure reading
at a pharmacy or health fair). In Arkansas, Mas-
sachusetts, Montana, and Oregon, the audit
sample included the full census of eligible pro-
vider offices. In the other states, calls were dis-
proportionately placed to offices in counties that
had higher uninsurance rates. In offices with
multiple physicians, callers would ask for an ap-
pointment with a randomly selected primary
care physician in the office but would accept
an appointment with any available provider. Us-
ing weights that adjusted for sampling probabil-
ities, our estimates are representative of data
from the primary care offices located in commu-
nities where the uninsured live.
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Callers did not initially provide the scheduler
with their insurance status. However, in some
cases, the scheduler asked for this information
before deciding whether or not to grant an ap-
pointment. If the scheduler offered an appoint-
ment, the caller would verify that he or she could
receive an appointment without insurance. The
caller also indicated that he or she would be
paying for the appointment entirely out of pock-
et by asking two questions about price: “How
much will this visit cost in total?” and “How
much money do I need to bring to the appoint-
ment in order to be seen?” The latter question
was included to determine whether callers could
make a payment arrangement if they could not
immediately pay the entire cost of the visit. All
appointments were canceled at the end of the
call.
Caller scripts are provided in online Appendix

Exhibit A1.17 Additional details about the audit
methods have been reported elsewhere.18

Physician And Practice Characteristics In
addition to the information collected by the call-
ers, we collected information during a pre-audit
survey on the number of physicians andmidlevel
providers in each office. We also determined
whether the office participated in a Medicaid
network (either as a contracted provider in a
Medicaid managed care plan or as a provider
in a Medicaid primary care case management
program).We used a federal database of commu-
nity clinics19 to determine whether offices were
federally qualified health centers and a database
of hospitals20 to identify offices located at hos-
pitals.
Information about the sampled primary care

physician’s training (in family medicine or gen-
eral internal medicine) was gathered from the
2012 SK&A file. SK&A was also the source for
providers’National Provider Identifier numbers.
We used these numbers to link providers in our
sample to data in the Medicare Physician Com-
pare database21 (which represents all physicians
who received reimbursement from Medicare in
2013) and to obtain demographic characteristics
for the providers in our sample. The character-
istics included graduation from a foreign medi-
cal school.
These variables were available for 1,131 of the

1,281 offices (88.3 percent) that provided price
information. We used logistic regression–based
imputation methods to fill in missing variables
with the MI routine in Stata, version 12.

State And Local Characteristics ZIP code–
level sociodemographic characteristics—the per-
centages of the population who had incomes
under the federal poverty level and who were
unemployed, black, orHispanic—were extracted
from the American Community Survey, 2008–

12, file created by GeoLytics.22 Uninsurance
rates were not available at the ZIP code level.
They were gathered from the 2012 Area Health
Resources Files at the county level.23

We defined an office as being located in a low-
poverty ZIP code if the ZIP code had a poverty
rate in thebottom fifth of our sample (lower than
6.2 percent); a high-poverty ZIP code was de-
fined as being in the top fifth (higher than
20.9 percent).We used the same methods in de-
fining counties with low and high uninsurance
rates (11.3 percent and 23.1 percent, respective-
ly) and those with low and high density of pri-
mary care providers (37.3 and 88.5 primary care
providers per 100,000 residents, respectively).
We classified three states (Georgia, Montana,
and Texas) as not having expanded Medicaid
by January 2015, based on a report by the Henry
J. Kaiser Family Foundation.24

Commercial Claims Data To compare prices
quoted to the uninsured with prices paid by pri-
vate insurers, we examined a custom Market-
Scan datafile created by Truven Analytics that
was specific to the ten study states from 2011.
MarketScan represents a large segment of the
employer-sponsored insurance market; addi-
tional details about its sample andmethods have
been published elsewhere.25

We analyzed prices for 422,103 primary care
evaluation and management visits using codes
for visit setting, diagnosis, and allowed amounts
(that is, insurer-negotiated prices). Truven sup-
pressed geographic, market-level, and office-
level identifiers because of confidentiality
concerns. TheMarketScan data provide a bench-
mark for the likely total cost of a new patient
primary care visit, similar to the checkup scenar-
io represented inour study.Thedata alsoprovide
information about the cost of services beyond
the physician consultation, as explained below.
Methods Within the sample of uninsured

calls, we calculated the percentages of callers
who were offered a visit overall and by subgroup
(such as size of the office called and location in a
high-poverty area), andwecompared thepercen-
tages with those of privately insured callers. For
thoseuninsured callerswho received anappoint-
ment,we calculated unadjusted visit prices at the
mean and at selected percentiles (twenty-fifth
percentile, median, and seventy-fifth percentile)
by state and by other physician, practice, and
market characteristics.We calculated unadjusted
t-tests for differences in prices between the sub-
group and the rest of the sample.
We examined paid amounts for a privately in-

sured comparison population using the Market-
Scan data, focusing on any visits to a primary
care physician with a new patient evaluation and
management code.We also calculated the cost of

◀

18%
Of physician offices
Only 18 percent of offices
told prospective patients
that they could bring less
than the full amount of
payment to an
appointment and make
arrangements to pay the
rest later.
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additional laboratory and diagnostic exams con-
ducted on the same day as the reference visit.
To examine predictors of receiving an appoint-

ment if the patient could bring less than the full
amount,we estimated logistic regressionmodels
with an indicator for lower price at visit as the
dependent variable and the physician, office,
and contextual variables described above as pre-
dictors.
Limitations This study was designed to mea-

sure the total quoted price for new patient pri-
mary care provider visits and the ability of pa-
tients topay less than thequotedprice at the time
of the visit. It does not reveal whether a lower
price might be available to patients who attempt
to negotiate one. Schedulers are typically not
authorized to make decisions about discounts
over the telephone. However, offices may offer
discounts, or less aggressively collect unpaid
bills, case by case according to the patient’s
health and financial needs.
The study did not measure the prices of “add-

on” services such as laboratory or diagnostic
procedures for the uninsured, which are often
recommended to patients during a primary care
visit. Thus, the prices in this study likely repre-
sent only the cost of a physician consultation.
The actual prices for a physician consultation

at federally qualified health centers are likely to
be lower than those obtained in our study. This is
because patients at these centers with incomes
below 200 percent of poverty are eligible for
discounts on a sliding scale.
The commercial claims data used in this study

could not be matched to the specific communi-
ties where the audit callers made appointments.
Thus, the claims data are not necessarily for care
at the same offices as those in our study.
Importantly, the study was conducted in only

ten states. Although these states were selected
for geographic and health system diversity, our
results might not be generalizable to other
states.

Study Results
New Appointment Rates Appointment rate
data areshown inAppendixExhibitA2.17 In total,
79.2 percent of all uninsured audit callers were
offered an appointment—slightly lower than
the percentage for privately insured callers
(83.2 percent). The appointment rate differenc-
es between uninsured and privately insured call-
ers existed across most subgroups and settings
but were smaller in counties with a high un-
insurance rate. Approximately 6 percent of un-
insured callers whowere denied an appointment
were told that the denial was due to their insur-
ance status.

Differences By Characteristics Of Physi-
cian, Office, And Area The mean price for a
new uninsured patient visit was $160, the medi-
an was $125, and the twenty-fifth and seventy-
fifthpercentileswere $100and$190, respectively
(Exhibit 1). Callers who used the hypertension
scenario described above were offered less ex-
pensive visits, on average (mean $149), than
those who used the regular checkup scenario
(mean $171).
Prices were significantly lower at offices par-

ticipating in Medicaid networks, compared to
those that did not participate. Prices were also
lowerwhen providers were in familymedicine as
opposed to general internal medicine, and when
providers had graduated from a foreign medical
school insteadof aUSmedical school.Visitswere
also markedly less expensive at federally quali-
fied health centers than elsewhere. The mean
price for a visit at a center was $109.
There were significant differences in prices

based on the poverty rate in the office’s ZIP code.
Offices located in the lowest-poverty ZIP codes
offered new uninsured patient primary care vis-
its at an average price of $189, compared to $144
in ZIP codes with the highest poverty.
Interestingly, the uninsurance rate in the

county did not seem to be related to an office’s
price for a new uninsured patient visit. In con-
trast, visit prices were significantly lower than
average ($134) in counties with a low density of
primary care providers. Correspondingly, prices
were higher in counties with a high density of
such providers ($173). However, the difference
in this case was not significant (p ¼ 0:214).
Across the ten study states, the mean prices

ranged from a low of $128 in Pennsylvania to a
high of $188 in Oregon. Prices were not signifi-
cantly different in states that expanded Medic-
aid, compared those that did not.
Comparison With Visit Prices For The Pri-

vately Insured In the 2011MarketScan data for
the ten study states, the mean total amount paid
(insurer payments plus patient out-of-pocket
payments) for privately insured new patient pri-

As expected, the
lowest average prices
were at federally
qualified health
centers.
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mary care appointments was $200, and the me-
dian was $166 (Exhibit 2). Of the total amount
paid, new privately insured patients contributed
a mean of $49 in cost sharing for the visit.
Importantly, the amounts paid for these office

visits included both the clinician consultation—
typically a fifteen-minute office visit to discuss a
health issue of moderate complexity (Interna-
tional Classification of Diseases, Ninth Revision
[ICD-9], code 99203)—and any additional labo-
ratory or diagnostic exams that accompanied the
visit. The mean amount paid for the evaluation
and management portion of a privately insured
new patient visit was $118 in the MarketScan
data. This was 59 percent of the total payment
and an amount comparable to prices quoted to
uninsured callers in the audit ($160).

Ability Of Patients To Make A Payment Ar-
rangement Overall, only 18 percent of offices
told uninsured callers that they could bring less
than the full amount to the appointment and
make an arrangement to pay the rest later (Ap-
pendixExhibitA3).17Onaverage, patients able to
bring less than the full amount were told that
they needed to bring 61 percent of it to the ap-
pointment to be seen. Compared to physicians at
larger groups, solo practitioners were signifi-
cantly less likely to offer a payment arrangement
(odds ratio: 0.43; 95%confidence interval: 0.28,
0.66). No other office- or physician-level varia-
bles predicted receiving apayment arrangement.
Oregonwas the state with the highest adjusted

odds of a patient’s being able to bring less than
the full amount to the visit. In other words, al-
though primary care practices in Oregon had
higher prices (Exhibit 1), they were more likely
to make payment arrangements. The adjusted
oddsof a payment arrangementwere significant-
ly lower in every other state, except forMontana,
which has substantial rural and uninsured pop-
ulations.

Supplementary Analysis We calculated
regression-adjusted prices, controlling for caller
and state fixed effects and physician- and area-
level characteristics (Appendix Exhibits A4 and
A5).17 Regression-adjusted prices captured vari-
ation in prices across subgroups not otherwise
accounted for by other observable differences.
However, we found that these prices were broad-
ly similar to the unadjusted prices.
Regression adjustment brought some prices

closer to the sample mean. For example, the
adjusted prices in New Jersey and Illinois were
more than $19 lower than unadjusted prices.
This suggests that some of the higher prices in
those states were accounted for by differences
in observable characteristics of providers and
areas, such as the percentage of offices in low-
poverty areas.

Finally, as a comparison to prices quoted to
potential patients in the audit and toprices in the
MarketScan data, we examined amounts paid by
actual self-paying and privately insured patients
for primary care visits in the 2012 Medical Ex-
penditurePanel Survey (MEPS;AppendixExhib-
it A6).17 Actual patients would be expected to pay
less than the amounts quoted to hypothetical
patients if they clustered at lower-cost providers
or otherwise negotiated for lower prices than
initially offered, or if they went without care
when faced with high costs. In fact, we found
that actual self-paying patients paid an average

Exhibit 1

Prices Quoted To Uninsured Callers For A New Patient Primary Care Visit,
November 2012–March 2013

Number
of calls Mean

25th
percentile Median

75th
percentile

Full sample 1,281 $160 $100 $125 $190

Caller scenario

Hypertension visit 642 149*** 100 125 185
Checkup 639 171*** 100 135 200

Clinic and physician characteristics

In a Medicaid network 628 145**** 95 125 178
Family practice 700 152** 100 125 185
Foreign trained 417 142*** 89 125 165
Solo practitioner 635 152* 90 125 175
Employs midlevels 648 157 100 135 196
Hospital based 59 161 110 126 200
FQHC 72 109*** 70 125 135

ZIP code

Low poverty 255 189*** 100 150 210
High poverty 262 144* 85 115 150

County

Low uninsured 261 157 100 150 200
High uninsured 241 157 95 125 175
Low PCP density 256 134*** 95 125 156
High PCP density 260 173 93 130 200

State

Arkansas 129 135* 90 120 160
Georgia 149 167 100 126 180
Iowa 122 166 105 143 200
Illinois 152 155 93 125 175
Massachusetts 78 170 105 150 210
Montana 122 161 125 150 200
New Jersey 162 154 88 125 150
Pennsylvania 102 128** 85 125 150
Oregon 106 188* 125 195 238
Texas 159 177 90 125 175

Medicaid expansion approved

No 430 169 100 130 185

SOURCE Authors’ analysis of data from the experimental audit study of primary care in ten states,
and of information from the sources in Notes 19–23 in text. NOTES Acute care visits, “low poverty”
and “high poverty” ZIP codes, “low uninsured” and “high uninsured” counties, and “low primary care
provider (PCP) density” and “high PCP density” are defined in the text. Medicaid expansion legislation
(under the Affordable Care Act) was under consideration in Montana as of March 2015. Midlevels are
nurse practitioners and physician assistants. Significance denotes difference from sample mean.
FQHC is federally qualified health center. *p<0:10 **p<0:05 ***p<0:01 ****p<0:001
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of $101 for primary care visits (63 percent of the
audit study average) and paid even less for visits
that had no labs or diagnostics. Amounts for
visits with private insurance inMEPS were simi-
lar to amounts found in the MarketScan data.

Discussion
This studyprovides a snapshotofprices for anew
patient primary care visit for uninsured patients
offered by a representative sample of primary
care practices in ten states on the eve of the ACA
coverage expansions. Almost 80 percent of un-
insured callers who indicated that they could pay
full price were able to obtain appointments. The
mean price quoted to an uninsured caller for a
first primary care visit was $160, with a twenty-
fifth to seventy-fifth percentile range of $100
to $190.
The mean price quoted for a new patient pri-

mary care visit in our studywas lower than actual
total amounts paid for privately insured new pa-
tient primary care visits in the same states (mean
$200). Of those visits, the mean out-of-pocket
cost for privately insured patients was $49.
At least some portion of the higher prices for

privately insured patients is attributable to the
added costs of new patient testing (such as lab-
oratory, electrocardiograms, imaging, and biop-
sies). These additional costs add about 40 per-
cent to the total cost of aprivately insuredpatient
visit. It is unclear what additional costs un-
insured patients would encounter at these prac-
tices. However, it is known that uninsured
patients receive about the same amount of
screenings and tests in primary care that private-
ly insured patients do.26

The prices quoted to uninsured patients in our

studywould represent a substantial expense for a
typical uninsured adult andmaybe a deterrent to
seeking care. Before the 2014 coverage expan-
sions of the ACA, 27 percent of the uninsured
lived in households with incomes below poverty,
and an additional 30 percent lived in households
with incomes of 100–199 percent of poverty.27 A
medical bill of $100 would represent about one-
tenth of the monthly income of a single adult
living at the poverty level.
Also before the 2014 expansions, about 30per-

cent of the uninsured reported that in the previ-
ous year they had postponed seeking care be-
cause of cost-related concerns, compared to
10 percent of Medicaid patients and 4 percent
of privately insured patients.28 Thus, even if un-
insured adults are able to find providers willing
to see them at prices lower than those quoted to
patients in the audit study, such care might not
be affordable to many of the uninsured.
In the audit study, quotedprices for a visitwere

lower in higher-poverty ZIP codes and with for-
eign-trained physicians.We also found that areas
with fewer primary care providers per capita had
lower prices, on average, which seems counter-
intuitive. Economicswould predict that a greater
density of providers would increase competition
and lower prices. The mechanisms underlying
this relationship are unclear. However, they
could be related to difficulties that physicians
in these areas experience in securing adequate
revenue from privately insured patients.
As expected, the lowest average prices were at

federally qualified health centers: Their average
price was about two-thirds of the overall average
price at primary care offices. Moreover, as noted
above, many patients seeking care at federally
qualified health centers are able to receive fur-
ther discounts because the centers typically set
prices on a sliding fee scale, providing the great-
est discounts to patients with the lowest in-
comes. We could not measure these price dis-
counts in the audit.
Retail clinics are another potential source of

primary care and have been shown to dispropor-
tionately care for underserved populations.29 By
design, our study focused on access to care in
offices where patients could obtain ongoing pri-
mary care. However, for many services such as
checkups, immunizations, and treatment of un-
complicated illnesses, patients may find that re-
tail clinics provide a more affordable alternative
to traditional care settings.
Retail clinics often accept walk-in patients and

advertise prices in a set fee schedule that are
typically lower than those charged in traditional
provider offices. For instance, in 2014 a promi-
nent retail clinic chain provided blood pressure
screenings and counseling for $65 and ongoing

Exhibit 2

Prices Paid For A New Patient Primary Care Visit From A 2011 Sample Of Privately
Insured Patients In Ten States And Comparison Prices From The Audit Study,
November 2012–March 2013

New patient visits Mean
25th
percentile Median

75th
percentile

Total cost $200 $126 $166 $230
Insurer cost 150 100 125 176
Patient out-of-pocket cost 49 20 25 49
Total cost for E&M portion 118 89 110 140

Comparison price 160 100 125 190

SOURCE Authors’ analysis of 2011 data from a custom MarketScan data file created by Truven
Analytics for the ten study states. NOTES There were 422,103 primary care evaluation and
management (E&M) visits in the database and 1,281 calls in the audit study. “Total cost” is all costs
associated with an E&M primary care visit and the cost of additional laboratory and diagnostic exams
conducted on the same day as that visit. “Total cost for E&M portion” is all costs for the visit related
to the physician consultation (that is, costs not related to diagnostics, additional procedures, and
testing). Percentile insurer and patient costs do not sum to the total cost because they are calculated
separately within each category.
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patient exams for $79–$122.30 These prices fall
below the averages in our study.
However, a physical exam at a retail clinic may

not involve as detailed a clinical history and
screening as those offered in many provider
offices. Existing evidence indicates that tradi-
tional primary care offices and retail clinics
provide acute episodic care of comparable quali-
ty.29 Nonetheless, there is a need to understand
whether retail clinics can provide ongoing care
and become “medical homes” for the uninsured
that are comparable to primary care offices.

Conclusion
Our study adds important context to under-
standing the ACA insurance expansions that
are under way. Health insurance should reduce
the out-of-pocket spending burden among the
uninsured. Indeed, 2014 data show declines in
the share of households experiencing unmet

need due to cost and problems paying medical
bills.31

However, because twenty-two states had not
expanded Medicaid as of early 2015,24 the bene-
fits of expanded coverage will not be spread
to everyone. Adults who have incomes below
100 percent of poverty and who reside in states
not expanding Medicaid are not likely to experi-
ence any immediate reduction in out-of-pocket
spending: These adults have incomes too low to
qualify for assistance in the Marketplaces.
Uninsured adults in all states who have in-

comes of 133–400 percent of poverty are now
eligible for subsidized coverage in federal and
state-based Marketplaces. Enrollment has been
relatively strong through early 2015. However,
the ultimate status of coverage expansionwithin
this populationwill dependon a rangeof factors,
including out-of-pocket expenses after subsi-
dies, tax penalties for nonenrollment, and the
continued availability of safety-net care.32

On the provider side, an increase in the num-
ber of privately insured new patients could the-
oretically either raise or lower the price of care
for the uninsured, depending on the rates that
insurers offer physicians and other primary care
providers to see insured patients and the deci-
sions physiciansmake regarding their labor sup-
ply (such as thenumber of hours theywork). The
cross-sectional data in the current study did not
allow us to infer how prices will change, but they
do indicate that local market conditions are cor-
related with prices for the uninsured. Future
studies are needed to better understand the de-
terminants of prices faced by the uninsured, and
how those pricesmay affect enrollment in cover-
age and population health outcomes. ▪
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