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Abstract

Primary care access for Medicaid patients is an ongoing area of concern. Most studies of
providers’ participation in Medicaid have focused on factors associated with the Medicaid
program, such as reimbursement rates. Few studies have examined characteristics of primary
care practices associated with Medicaid participation. We use a nationally representative survey of
primary care practices to compare practices with no, low, and high Medicaid revenue. Seventeen
percent of practices received no Medicaid revenue; 38% and 45% were categorized in the low
and high Medicaid revenue categories, respectively. Practices with no Medicaid revenue were
more often small, independent, and located in urban areas with higher household income. These
practices also have lower population health capabilities. Our findings suggest that difficulties
associated with Medicaid participation (such as billing requirements) may be most acutely
experienced by providers with fewer resources and infrastructure, particularly when they have
sufficient access to other patient populations.

INTRODUCTION

Access to primary care for Medicaid patients has long been a concern among patients
and policymakers.1:2 Previous research has demonstrated that up to one-third of all
physicians refuse to accept new Medicaid patients,! and these percentages have not changed
significantly over the past decade.3-> As additional states continue to adopt Medicaid
expansion and Medicaid managed care continues to grow,57 there is a renewed interest in
access to care for Medicaid patients and participation among primary care providers.8-11

(steven.spivack@yale.edu).
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Most studies examining primary care providers’ participation in Medicaid investigate

how factors related to the Medicaid program may influence providers’ decision to accept
Medicaid patients. For example, studies have examined how Medicaid reimbursement rates
and billing requirements affect primary care clinicians’ participation in Medicaid,1:24.12-14
Similarly, other studies have examined how Medicaid expansion, which increases the
number of Medicaid patients in a state, influences provider participation in the Medicaid
program.3:15

In contrast, comparatively little scholarship has examined the provider side. The few studies
that examined how provider characteristics are associated with Medicaid participation
found that physicians who do not accept Medicaid are more likely to operate in smaller,
independently owned practices; care for wealthier patients; and earn a fixed salary.2:2 This
research is based on physician-level data, meaning that there is the possibility that other
physicians, physician assistants, or nurse practitioners in these same practices do accept
Medicaid. Thus, there may be important differences in rates of Medicaid participation
among physicians as compared to practices. In addition, group practices (rather than
individual providers) are often the locus of decisions and activities that shape Medicaid
participation. For example, practices share systems for scheduling, billing, staffing, hiring,
and practice management; negotiate contracts and reimbursement with insurers; engage

in joint purchasing; and determine provider compensation models.16-19 Thus, the group
practice is likely a key actor in determining which clinicians care for patients on Medicaid,
but currently little literature speaks to this question.

In addition to the lack of data on practice-level characteristics associated with Medicaid
participation, there is also an important gap regarding how practices with varying levels

of Medicaid participation differ in quality of care activities. Prior research suggests that
physicians believe Medicaid’s low reimbursement rates prevent practices from adequately
investing resources to improve quality.20 Yet, we are unaware of studies that have examined
how population health capabilities, in particular, differ by primary care practices’ Medicaid
participation rates. A richer understanding of variation across primary care practices in
Medicaid participation can provide insight into provider-side barriers to increasing Medicaid
access and routinely engaging in population health activities.

In this piece, we use new, nationally representative survey data on primary care practices
in the United States to examine the proportion of primary care practices with no Medicaid
revenue and how those practices compare to practices with Medicaid revenue across key
organizational characteristics and population health capabilities.

METHODS

Data and Sample

We used data from the National Survey of Healthcare Organizations and Systems (NSHOS)
primary care practice survey fielded 2017-2018 (response rate=47%). The NSHOS covered
a range of domains about a practice, including size, ownership, and care delivery initiatives
and capabilities. Respondents were most commonly a practice manager or administrator.
Methods have also been previously reported upon.21-24

Health Aff (Millwood). Author manuscript; available in PMC 2023 February 13.
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The survey sample was extracted from the IQVIA OneKey database and included all
medical practices with three or more physicians in an adult primary care specialty

(internal medicine, geriatrics, general practice, family practice). The data are developed
using the American Medical Association’s physician Masterfile, publicly available sources,
and proprietary data collection strategies. Although OneKey data are primarily used for
commercial purposes, they have more recently been used by academic and government
researchers,25-29 including as a sample frame for a prior national survey.17.18:30

Practices were defined as a set of clinicians delivering care at a single location in

group practice. A stratified cluster sample design was used to sample practices under
varied organizational structures, including independent practices and those that are part of
multitiered corporate structures. Our final analytic sample included 1,731 practices.

Statistical Analyses

We split practices into three groups: no Medicaid revenue, Medicaid revenue of 10% or less,
and Medicaid revenue greater than 10%. We tested several thresholds as part of sensitivity
analyses. Results were similar across specifications, so we selected the 10% threshold

as it splits practices fairly evenly. We compared unadjusted differences across groups on
several practice-level characteristics using chi-square tests for categorical variables, adjusted
Wald tests for normally distributed continuous variables, and Mann Whitney U tests for
non-normally distributed continuous variables.

Next, we compared unadjusted practice capabilities by Medicaid revenue category. We
calculated seven composite measures representing engagement with population health and
quality initiatives: extent of care processes for complex patients; participation in payment
reform; use of registries across clinical conditions; screening for social factors; patient
engagement and activation initiatives; health information exchange capabilities; and health
information technology capabilities for patient access. We standardized all composite
measures to a 0-1 scale for ease of comparison. We tested for differences in mean composite
scores across Medicaid revenue categories using adjusted Wald tests.

Finally, we estimated a generalized ordered logistic regression model predicting practices’
probability of being in the 0%, <=10%, and >10% Medicaid revenue groups. We chose to
use a generalized ordered logistic regression model because our ordered logistic regression
model failed the proportional odds assumption. We adjusted our model for practice
ownership, total number of PCPs, proportion of clinicians who are PCPs, FQHC status,
whether the practice resided in a Medicaid expansion state, rural/urban location of the
practice, the median income of patients in the practice’s zip code, and whether 20% or
more of patients in a practice’s zip code lived under the census poverty level. We calculated
predicted probabilities at the mean for each variable.

Survey weights were developed and applied in all analysis to account for sample design
and non-response. As shown in Appendix Exhibit A1,31 we compared respondents, non-
respondents, and the entire sample frame across several measures; analysis showed no
systematic non-response bias.

Health Aff (Millwood). Author manuscript; available in PMC 2023 February 13.
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We acknowledge several limitations to our methodology. First, as with any survey, there is
the possibility of measurement error due to self-reporting and we recognize that practices’
reported payer mix may differ from their actual payer mix. In general, this type of error

in our dependent variable would not bias our regression estimates unless the error was

also correlated with our independent variables.32 Second, our survey excluded solo or

dual physician practices. Thirty-five percent of family physicians operate in solo or dual
practices.33 These practices may represent a distinct group of clinicians and our results may
not reflect their experiences. Third, slightly more than half of practices failed to respond

to our survey. While internal analyses demonstrated no significant differences between
respondents and non-respondents, as shown in Appendix Exhibit A1,3L it is possible that our
survey does not fully represent our sample frame.

Practice Characteristics

A total of 288 (17%) practices reported receiving no revenue from Medicaid, 655 (38%)

had Medicaid revenue of <=10%, and 788 (46%) had greater than 10% Medicaid revenue
(Exhibit 1). In Exhibit 1 we present row proportions for each variable by Medicaid revenue
category. As practices moved across Medicaid categories, from no Medicaid revenue to
greater than 10% Medicaid revenue, they were generally more likely to be larger practices
owned by a health system or hospital, operating in Medicaid expansion states, caring for less
affluent patients, and classified as FQHCs. For example, the proportion of practices with no
Medicaid revenue was three times larger for independent practices than practices owned by
a health system (0.27 vs. 0.09). The proportion of FQHCs with no Medicaid revenue (0.05)
was significantly lower than the proportion of FQHCs with greater than 10% Medicaid
revenue (0.79). The proportion of practices’ caring for large percentages of patients living in
poverty was more than six times higher in practices with greater than 10% Medicaid revenue
(0.65) than practices with no Medicaid revenue (0.10).

Adjusted Results

The results of our generalized ordered logistic model were similar to unadjusted results.
Holding all other variables at their means, we observed similar proportions across most

of our study variables. We include the full table of predicted probabilities at the means in
Appendix Exhibit A2.31 When looking at predicted probabilities at the means for only those
practices not accepting Medicaid, we observed several key patterns (Exhibit 2). Practices
with zero Medicaid revenue had significantly higher predicted probabilities of being
independently owned than being owned by a hospital or health system. These practices
also had significantly higher predicted probabilities of operating in a metropolitan area (vs.
rural or micropolitan areas) and employing 3-10 PCPs (vs. 11-50 or 50+). Practices with
zero Medicaid revenue had significantly lower predicted probabilities of being located in

a Medicaid expansion state, being classified as an FQHC, or caring for patients living in
census tracts with lower median household income.

Health Aff (Millwood). Author manuscript; available in PMC 2023 February 13.
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Population health and quality capabilities

When examining unadjusted measures of population health and quality capabilities, we
found that practices without Medicaid revenue possessed generally less robust capabilities
than those with 0-10% and >10% revenue (Exhibit 3). These differences were significant
for care of complex, high need patients (0.32 vs. 0.40 vs. 0.39; p=0.003), use of registries
across clinical conditions (0.35 vs. 0.47 vs. 0.50; p<0.001), screening for social factors (0.23
vs. 0.31 vs. 0.44; p<0.001), and participation in quality payment programs (0.36 vs. 0.46 vs.
0.47; p<0.001). There were no significant differences between practices with and without
Medicaid revenue on patient engagement and activation activities (0.47 vs. 0.49 vs. 0.51;
p=0.334), health information exchange capabilities (0.66 vs. 0.71 vs. 0.69; p=0.051), or
health information technology patient access capabilities (0.66 vs. 0.73 vs. 0.73; p=0.136).

DISCUSSION

Our study documents that primary care practices with no Medicaid revenue are different in
key ways from practices with low or high Medicaid revenue. Practices with no Medicaid
revenue are on average smaller, independent, and have a higher proportion of primary

care physicians in the practice, suggesting that organizational capabilities and infrastructure
likely play a key role in practices’ decisions to take Medicaid. Second, practices with no
Medicaid are more likely to be urban, in low poverty areas, and in states that have not
expanded Medicaid; this finding suggests that providers who have access to a large enough
patient base outside of Medicaid may be less willing to take Medicaid. Finally, our findings
show that practices with no Medicaid revenue are less advanced on several population health
capabilities. While we frame this about practices with no Medicaid revenue, many of the
same patterns exist when comparing practices with low Medicaid revenue to practices with
high Medicaid revenue.

Our findings sit within the larger body of work examining Medicaid participation,
particularly factors that induce the choice to accept Medicaid®34-37 and the effects of

this decision. Notably, measuring Medicaid participation is challenging,38-3° and we focus
on primary care practices in order to highlight organizational features salient to Medicaid
participation. Our finding that 17% of practices have no Medicaid revenue is lower than
older studies™* but closer to more recent work on this topic.4? This difference may be likely
attributable to two key factors. First, our study focuses on primary care practices as opposed
to individual physicians as the unit of analysis, changing both the unit as well as including
nurse practitioners and physician assistants delivering primary care who were excluded in
analysis of physicians. Second, our outcome was current Medicaid revenue as opposed to
physician willingness to accept new Medicaid patients, incorporating practices where some
physicians retain existing Medicaid patients but no longer take new patients.

While some of our findings mirror those in the literature (such as associations with area
income or Medicaid expansion state), our study highlights how organizational features, such
as practice size and ownership, play key roles in participation. Moreover, we also examine
how practices’ Medicaid revenue is associated with practice capabilities, suggesting that
practices with no Medicaid revenue also have fewer capabilities around quality of care and
population health than practices with low or high Medicaid revenue. While the evidence on

Health Aff (Millwood). Author manuscript; available in PMC 2023 February 13.
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how such capabilities influence patient outcomes is scant, our results suggest that practices
opting out of Medicaid are generally less advanced than those that accept Medicaid and may
lack key capabilities for caring for patients with complex needs.

Our results have several implications, and policymakers or Medicaid managed care
organizations may consider tailoring policy to the state and local context. First, there

are likely multiple viable approaches to increasing the share of primary care practices
participating in Medicaid that focus on key segments of primary care practices. One
approach may be to target small, independent practices. Administrative burden has been
cited as a reason physicians are reluctant to accept Medicaid.2 While our data do not directly
test the role of administrative burden, our results are suggestive that the burden may be
heaviest on small, independent practices due in part to having less infrastructure to handle
billing. Efforts to ease the administrative burden for these practices may increase Medicaid
acceptance.

In other cases, it may be more productive to focus efforts on key segments of primary
care that may be poised to best serve Medicaid patients. For example, focusing on non-
participating practices in areas with high concentration of Medicaid patients may be most
valuable.

It is likely some combination of strategies may be most effective such as state efforts to
reduce the administrative burden of Medicaid coupled with targeted outreach or technical
assistance to key segments of a state’s primary care practices. Of course, clinicians also
choose where they practice. Some clinicians may choose to practice independently and
locate in affluent areas, giving them sufficient revenue to forgo Medicaid participation.
Further research is needed to disentangle these choices and their effects on Medicaid
participation.

An additional implication of our study is that greater Medicaid acceptance may be an
unintended result of increasing consolidation of primary care, particularly as the financial
realities of the COVID19 pandemic have increased pressure on practices to consolidate. As
practices join larger health care systems, centralized administration and billing handled by
the system may result in practices seeing more Medicaid patients. Similarly, in states with a
strong Medicaid managed care presence, the negotiating power that providers secure through
consolidation may result in higher negotiated reimbursements or payments (such as care
management payments) that make Medicaid participation more attractive.

Finally, our results suggest that Medicaid expansion is associated with increased
participation in Medicaid but by itself is insufficient to increase participation. Even in
expansion states, 15 percent of practices still have no Medicaid revenue, and another 35
percent derive less than a tenth of their revenue from Medicaid. Overall 21 percent of

the US population is covered by Medicaid,*! with proportions higher in expansion than
non-expansion states, suggesting that the uneven share of Medicaid revenue across practices
is likely still a barrier to care for many patients, even in expansion states.

Health Aff (Millwood). Author manuscript; available in PMC 2023 February 13.
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CONCLUSION

In sum, efforts by policymakers and health plans to improve Medicaid access may be

most successful if focused on removing barriers faced by independent, small practices in
accepting Medicaid. Policies to reduce administrative burden and improve infrastructure for
population health may help equip primary care practices to accept Medicaid payment.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Exhibit 2.

Predicted probabilities of a practice having no Medicaid revenue across key practice

characteristics

Page 10

® Medicaid Revenue 0%

Medicaid Revenue >0% - <=10%

Medicaid Revenue <10%

0.8

Source: Authors’ analysis of the National Survey of Healthcare Organizations and Systems
Note: Generalized ordered logistic regression model adjusted for ownership, FQHC status,
number of providers, percentage of providers who are PCPs, Medicaid expansion state,

median household income of patients in practice’s zip code, urban/rural location, and

indicator for practices with 20% or more of individuals living below the census poverty
line. Predicted probabilities shown were calculated holding all other variables in the model
at their means. Analysis applies survey sample weights to account for clustered sampling

design and non-response.
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Predicted Probabilities at the Mean for Practices not Accepting Medicaid

FQHC - No

FQHC - Yes

Rural
Micropolitan

Metropolitan

Proportion of patients not in poverty

Proportion of patients in poverty

Not a Medicaid Expansion State

Medicaid Expansion State

50+ PCPs
11-50 PCPs

3-10 PCPs

Independent Physician Practice
Larger Physician Group
Hospital

Health System

o

0.05 0.1 0.15 0.2 0.25
Predicted Probability at the Mean

Exhibit 3:
Population health and quality capabilities across practices by Medicaid revenue group

Source: Authors’ analysis of the National Survey of Healthcare Organizations and Systems
Notes: Means are represented by the dots, and the bars represent the 95% confidence
interval. Composites are standardized such that each composite can take values ranging from
0 to 1. Analysis applies survey sample weights to account for clustered sampling design and
non-response. Cronbach’s alpha for each composite is >0.8, except for HIT: Patient Access
Capabilities.
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Exhibit 1:

Unadjusted key characteristics of primary care practices by Medicaid revenue group
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No Medicaid (N=288) Mean

Medicaid >0-10% (N=655)

Mean

Medicaid >10% (N=788)

Mean

Ownership e

Health System 0.09 0.36 0.54
Hospital 0.11 0.38 0.51
Larger Physician Group 0.23 0.43 0.34
Independent Physician Practice 0.27 0.39 0.33
Total Number of PCPs ****
3-10 0.20 0.37 0.42
11-50 0.09 0.33 0.58
50+ 0.11 0.36 0.53
Proportion clinicians who are PCPs e 0.72 0.69 0.62
FQHC **
Yes 0.05 0.16 0.79
No 0.19 0.42 0.39
Medicaid Expansion State >
Yes 0.15 0.35 0.51
No 0.21 0.39 0.40
Proportion of patients in poverty a, e 0.10 0.25 0.65
Rural-urban category e
Metropolitan 0.19 0.39 0.42
Micropolitan 0.04 0.22 0.74
Rural 0.02 0.25 0.72

Source: Authors’ analysis of the National Survey of Healthcare Organizations and Systems

a)

Defined as 20% or more of individuals in zip code living below census poverty level

Significance indicators are from chi-square tests for categorical variables, adjusted Wald tests for normally distributed continuous variables, and
Mann Whitney U tests for non-normally distributed continuous variables. Analysis applies survey sample weights to account for clustered sampling

design and non-response.
*
p<0.1

Ak
p<0.05

Aok

*
p<0.01

oAk

p < 0.001
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