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HEALTH CARE SAFETY-NET PROGRAMS
AFTER THE AFFORDABLE CARE ACT
Innovative Approaches and Opportunities for States
Mark A. Hall, JD and Janet Weiner, PhD, MPH

Prior to the Affordable Care Act (ACA), health care safety-net programs were the primary source of care for over
44 million uninsured people.1 While the ACA cut the number of uninsured substantially, about 30 million people
remain uninsured, and many millions more are vulnerable to out-of-pocket costs beyond their resources.2,3 The
need for the safety net remains, even as the distribution and types of need have shifted.
This brief reviews the effects of the ACA on the funding and operation of safety-net institutions. It highlights the
challenges and opportunities that health care reform presents to safety-net programs, and how they have adapted
and evolved to continue to serve our most vulnerable populations.

THE HEALTH CARE SAFETY-NET LANDSCAPE
The health care “safety net” is a patchwork of health care institutions,
financing mechanisms, and programs that serve uninsured, lowincome, and other vulnerable populations. By legal mandate or
mission, these programs serve patients regardless of their ability to
pay, and often, regardless of immigration status.4 Safety-net providers
typically include public hospital systems; federal, state, and local
community health centers and free clinics; rural health clinics; local
patient referral programs; and local health departments. In most
communities, smaller special service providers (e.g., family planning
clinics, school-based health programs, and Ryan White HIV/AIDS
programs) provide core safety-net services. In other areas, teaching
and community hospitals, private physicians, and ambulatory care
sites committed to serving the poor and uninsured fulfill the role.5 The
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ACA designated many of these programs as “Essential Community
Providers” (ECPs), and requires plans on the ACA marketplaces to
include a sufficient number and geographic distribution of ECPs in
their provider networks.6
Health care reform has altered the landscape of safety-net programs.
Their constituency has changed in size and composition, especially in
the 37 states (including DC) that have expanded Medicaid income
limits to 138 percent of the federal poverty level (FPL).7 From 20132015, the uninsurance rate fell 18.2 percentage points in expansion
states and 10.7 percentage points in non-expansion states.8 As a result,
in states that did not expand Medicaid, the percentage of non-elderly
adults without insurance (18.7%) is nearly double the rate in expansion
states (9.9%).9 Medicaid expansion, along with the sliding-scale tax
credits available for private insurance on the ACA marketplaces, have
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decreased the number of individuals who lack insurance by roughly
40 percent.1 Increasingly, safety-net programs are serving patients
who have insurance, but are “underinsured” because their high
deductibles and copayments are a barrier to care.3 By one measure,
the number of underinsured more than doubled between 2003 and
2016, leaving about 41 million insured adults with considerable barriers
to affordable care.3
Immigration status is closely tied to health coverage, with noncitizens much more likely to be uninsured than citizens.11 While
“lawfully present” immigrants can purchase insurance on the ACA
marketplace, only certain categories of non-citizens are eligible for
Medicaid or CHIP, and immigrants without lawful status are ineligible
for ACA coverage altogether. These gaps in eligibility create a stark
contrast: 45% of undocumented immigrants and 23% of lawfully
present immigrants are uninsured, compared to 8% of citizens.11 For
instance, in California, an estimated 58% of people who remained
uninsured in 2017 were undocumented immigrants, as were about
half of the remaining 600,000 uninsured in New York City.12,13 Noncitizens have coverage under Emergency Medicaid, which reimburses
hospitals for emergency services provided to about 100,000
individuals who would qualify for Medicaid but for their immigration
status.14
While a strong health care safety net remains essential, it does not
substitute for insurance.4 In some programs, primary care services
and drug formularies are often only basic, and coverage of specialist
services, behavioral health and substance abuse treatment, and
dental care can be spotty. Capacity constraints can result in long wait
times or eligibility limitations. Although some structured safety-net
programs can meet a fairly complete range of basic health care needs,
they do not provide access to the full range of services and providers
covered by Medicaid or by the ACA’s essential health benefits.15
A few large cities, such as San Francisco and Los Angeles, have
attempted to plug these holes by providing direct access to
comprehensive care for most or all of their uninsured residents
through their network of public health clinics and affiliated hospitals.16,17
New York City, for example, recently launched a universal care plan
that will provide qualifying uninsured residents with a membership
card to obtain primary, specialty, and inpatient care through New
York’s public hospital system of 11 hospitals, a large federally-qualified
health center (FQHC) with more than 70 community-based points of
care, and five postacute care facilities.18,19

locations across the US served more than 27 million people (1 in
every 12 people, and 1 in every 3 in poverty).21 CHC patients are
disproportionately low-income, uninsured, publicly insured, and
racial and ethnic minorities.20 More than 90% of CHC patients in
2017 had incomes at or near the federal poverty level; about half
had Medicaid coverage, while 23% were uninsured (Figure 1).22
The ACA changed the composition of the CHC patient
population. Since 2014, the number of uninsured patients served
at CHCs has dropped, while the number of Medicaid and
privately insured patients has risen (Figure 2).23 One study of
CHCs reports that many of CHCs’ insured patients cannot afford
their plan’s cost-sharing requirements.24

Figure 1. Health Center Patients’ Health Insurance Coverage Is Unique
Among Ambulatory Care Providers
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Community Health Centers (CHCs)
CHCs are a central feature of the safety net. Typically, they are
nonprofit, community-directed organizations that provide a
comprehensive range of primary care and related services, funded
mostly by public programs (Medicaid, Medicare, and federal
grants).20 In 2017, about 1,400 CHCs with approximately 12,000
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Figure 2. Health Center Patients by Insurance Status, 2008–2017
(In Millions)
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The ACA’s effect on CHC populations differs across states.
In Medicaid expansion states, clinics have experienced a 40%
decrease in the rate of uninsured visits after expansion and a 36%
increase in the rate of visits covered by Medicaid. By contrast,
there was a 16% decrease in the rate of uninsured visits and no
change in the rate of Medicaid-covered visits among clinics in
states that did not expand Medicaid.25
Recognizing the important role of CHCs in providing and
expanding primary care capacity, the ACA enhanced federal
funding for CHCs with $11 billion over an initial five years.26
Although subsequent federal budgets so far have extended
this funding, it remains at risk without a more permanent
appropriation.27 The additional funding, and the increased
revenues available from Medicaid expansion, have strengthened
the capacity to meet the needs of vulnerable populations.
One study found that every additional million dollars in federal
grants to CHCs was associated with about 8,000 more patients
served each year per center, and that Medicaid expansion was
associated with an additional 1,000 patients per center compared
to non-expansion states.28 Another study found that since the
ACA, CHCs in expansion states were more likely to report
improved capacity and financial stability; participate in valuebased payment arrangements; and address patients’ behavioral
health and social needs.29 With these new resources, CHCs have
continued to engage in outreach and enrollment services, linking
patients to Medicaid and marketplace coverage, and key services
such as mental health, substance abuse treatment, and dental
care.30,31 Seventy-five percent of all CHCs are now considered
“medical homes” that provide comprehensive primary care
services and coordinate patients’ care across other providers.22

Charity Care Programs
Community-based charity programs offer care to low-income
individuals through free and charitable clinics, or arrange donated
care through referral programs to community physicians. More
than 1,400 free and charitable clinics and charitable pharmacies,
formed by a variety of civic or religious institutions, treat about two
million people each year. These programs rely mostly on volunteer
providers and donations from individuals or foundations.32,33 Many
free clinics serve uninsured patients and seek no payment for
service, but some are labeled “charitable” clinics rather than simply
“free” because they also treat patients under Medicaid or on a
sliding fee scale.34
The impact of the ACA on free and charitable clinics has differed
between Medicaid expansion and non-expansion states. In
preliminary findings from a 2015-2017 national survey, 43% of
clinics in expansion states reported a lower demand for clinical
services, while only 20% reported an increase. In contrast, 18% of
clinics in non-expansion states reported a decreased demand,
while 35% reported a greater demand for their services. Further,
the composition of the population has changed, as clinics report
that an increasing proportion of their clientele are underinsured.35

Some safety-net programs have concluded that the best way
to serve this more socioeconomically diverse population is to
offer services on a membership or sliding fee basis.36 Although
community health centers have always offered services at
sliding fees, free clinics typically have not because they prize the
simplicity and clarity of not dealing with any payments.37 However,
some charitable clinics are charging fees to make up for reduced
support or to serve a population in need that can pay a portion of
their own care.38,39
Some free and charitable clinics, especially in Medicaid expansion
states, have shifted their focus to helping low-income clients
enroll in health insurance.40 A 2016 study found that 87% of free
clinic patients were uninsured, but more than half were eligible
for Medicaid, Medicare, or subsidies on the health insurance
marketplaces. The majority of these patients completed health
insurance applications during their visit with in-person assistance.41
In response to this need, many free clinics and other safety-net
programs have allocated multiple staff positions to enrollment
assistance.40
An important alternative, or sometimes complement, to free and
charitable clinics are “Project Access” programs, where community
physicians accept safety-net referrals in their office-based
practices. Usually run by local medical societies, these programs
focus on coordinating specialist referrals and often affiliate with
one or more hospitals willing to take admissions and provide more
complex diagnostic testing.42 For instance, since 2004, Project
Access of Hamilton County, Tennessee has connected more than
80,000 uninsured, low-income people to care (Figure 3). In 201617, it enlisted nearly 1,000 volunteer physicians and served 3,375
people.43
Referral programs are adapting to the ACA’s coverage expansions
by increasing their capacity to help their clients find and enroll
in affordable health insurance. For example, in 2017, the 10-yearold Project Access NOW of Portland (Oregon) deployed 14
certified application assisters at 20 sites and 80 events to provide
enrollment assistance, and successfully enrolled more than 17,000
individuals in coverage. Even further, to help clients afford private
insurance premiums, it now offers premium assistance to patients
ineligible for Medicaid. It continues its “Classic Program,” which
served more than 3,000 uninsured people and made more than
5,000 appointments in 2017.44
Charitable programs are also moving to address the “social
determinants of health” by acting as screening and referral
locations for various forms of social services beyond direct
provision of health care.40 For example, the Episcopal Health
Foundation (EHF) funds efforts in 57 Texas counties to support
the creation of healthier communities. Serving over 11 million
Texans, EHF is using clinics to address the community conditions
that result in poor health, including poverty, inadequate housing,
lack of affordable healthy food, and few safe places to exercise.45
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Figure 3. Hamilton County Project Access
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Safety-Net Hospitals
Although no one definition of a safety-net hospital exists,
more than 800 hospitals meet the criteria for automatic bonus
payments under Medicaid’s “Disproportionate Share Hospital”
(DSH) program because they serve a high percentage of
Medicaid or low-income patients.46,47 These so-called “deemed
DSH” hospitals comprise just under one-third of all hospitals
that receive DSH payments, but account for more than two
thirds of DSH payments. These payments fund not only hospital
inpatient services for the uninsured (and compensate for Medicaid
payment shortfalls), but also outpatient specialty procedures and
services on which other safety-net programs rely. In FY 2019, the
government allotted $12.6 billion in federal DSH funds to states.47
Anticipating that coverage expansions would reduce levels of
uncompensated care, the ACA called for a substantial cut in
Medicaid DSH payments. This cut, premised on anticipated
expansion of Medicaid in all states, has been repeatedly delayed.
If cuts are implemented, this will reduce the amount of funds that
states and hospitals have to support safety-net programs for the
uninsured – both in states that have and that have not expanded
Medicaid.48 The Medicaid and CHIP Payment and Access
Commission (MACPAC) has recommended that Congress phase
in these cuts more gradually and distribute reductions in a way
that better aligns DSH allotments with the number of low-income
individuals in a state.49 The ACA also revised the methodology for
calculating hospitals’ Medicare DSH payments to more accurately
reflect the number of uninsured patients served.50 Accordingly, the
Administration proposed a year-over-year increase of $1.6 billion
in Medicare DSH funding, suggesting an expected increase in the
uninsured rate.51

The ACA has had variable effects on safety-net hospitals,
depending on whether a state expanded Medicaid. From 20122015, safety-net (deemed DSH) hospitals in expansion states had
greater increases in Medicaid patient volume and revenue, lower
uncompensated care, and improved financial margins relative
to safety-net hospitals in other states. These data suggest that
the ACA had a significant positive financial impact on safetynet hospitals in states that expanded adult Medicaid eligibility
compared to those in states that did not expand. Despite this
positive impact, safety-net hospitals in expansion states continue
to have lower operating margins than their non-expansion
counterparts, perhaps due to an increased demand for care.52

Direct Access Programs
A few cities and counties, including New York, San Francisco, Los
Angeles, and Harris County (TX), have cast a fairly wide safety
net around their uninsured residents by providing direct access
to care, typically through public hospital systems and affiliated
outpatient clinics.17,18,53,60 These programs are not insurance, in that
services are not contractually guaranteed and they do not extend
to care beyond city or county limits. While they do not obviate the
need for comprehensive insurance, direct care programs provide
a level of access to care that can be broadly equivalent to basic
access provided by actual insurance. One study, for instance,
found that people enrolled in programs like those in San Francisco
and New York City perceive themselves as being covered as if
they were insured, and another found that people enrolled in a
comprehensive safety-net program in Houston reported levels of
access and service similar to people covered by Medicaid.54,55
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Figure 4. Number of uninsured adults ages 18-64 in San Francisco and of
Healthy San Fransisco (HSF) enrollees, 2007-16
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Health Affairs, Universal Health Care: Lessons From San Francisco. (September 2018).

San Francisco implemented the first city-wide direct access
program in 2007, as part of its “City Option” program requiring
employers to provide insurance or contribute to a pool to fund
health care programs for eligible San Francisco residents.56 Healthy
San Francisco provides uninsured residents with income up to 500
percent FPL with a Participant ID card that indicates their medical
home for primary care, with quarterly fees ranging from $0 to
$150. Participants then receive specialist care and inpatient care
through six area hospitals, on a sliding fee scale.56,57 After the ACA
was implemented, Healthy San Francisco saw a significant drop in
enrollees as many participants were able to receive Medicaid or
subsidized insurance through the California marketplace (Figure 4).58
In November 2016, San Francisco adapted its City Option
program to include SF Covered Medical Reimbursement
Accounts (MRAs) in response to concerns about the affordability
of coverage through the marketplace.59 Employers contribute to
a pool that funds MRAs to subsidize premiums and cost-sharing
on the ACA marketplace, with deductibles limited to 5 percent of
income. In its first year, 489 people received an average subsidy
of $2,461 — or $205 per month, assuming a full year of coverage.59
Over time, San Francisco estimates that it will help 3,000 residents
afford coverage on the California state marketplace.16
Los Angeles launched My Health LA (MHLA) in 2015 in the wake
of the ACA, to provide access to “residually uninsured” residents
at or below 138 percent of poverty. Because California expanded
Medicaid up to these income limits, the program focuses on the
remaining uninsured who are ineligible for Medicaid, primarily
because of their immigration status. MHLA served more than
147,000 people in 2017-2018, at 213 medical home sites. Specialty
and inpatient care are provided in LA county facilities at no charge
to participants.17
Direct access programs, however, are not limited to states that
have expanded Medicaid. In Houston, Texas, the “Harris Health”
financial assistance program, run by the county hospital district
system, provides low-income, uninsured county residents with
comprehensive services in county-operated inpatient and

outpatient facilities on a sliding-scale basis. Enrolled members are
issued a “gold card” that identifies their eligibility for these services.60
Depending on income, fees for clinic visits range from $3-$38, and
for hospital stays from $50-$1,000. Services are free to those who
are homeless.61 In 2015, the program served nearly 100,000 people
up to the federal poverty level (FPL), and more than 50,000
between 100-200 percent FPL, of which 38,000 were eligible for
subsidies on the health insurance marketplace. In 2016, the eligibility
cutoff was reduced from 200 to 150 FPL.60 A 2019 report indicated
that 55 percent of people in the gold card program would be
eligible for Medicaid if Texas expanded its Medicaid program.62
The success of these model programs cannot always be replicated
or scaled up. Nevertheless, they demonstrate that the safety net
is capable of delivering good care and access for people who
inevitably fall through the cracks of our complex insurance system.

INNOVATION ACROSS THE SAFETY NET
Safety-net organizations are not only spreading and expanding
established programs; they are also testing or launching innovative
programs that adapt to the post-ACA landscape. For instance,
safety-net organizations in some states have formed larger networks
that include both providers who charge no fees as well as others who
charge sliding-scale fees. One example is the Ohio Association of
Free Clinics, which changed its name to the Charitable Healthcare
Network in 2018, allowing more safety-net providers to join the
network and linking patients to additional care through rural
health clinics, charitable pharmacies, substance abuse clinics, case
management services, and cancer care clinics.63
A sliding fee scale approach is similar to the “direct primary care”
model that has emerged outside of the safety net, in which a patient
pays a membership fee to access primary care services without
going through insurance — the main difference being the safety net’s
reduction of the fee for people in financial need.64
Conceivably, a safety-net clinic could offer both a commerciallypriced direct primary care program alongside a program for lowerincome uninsured populations whose enrollment fee is on a sliding
scale. For instance, Camino, a large free clinic near Charlotte, North
Carolina, recently began offering its services to employers for $420 a
year, as a supplement to high-deductible health insurance. Employees
receive all-inclusive primary care services, including email access to
providers, and reduced rates for lab tests.65 In addition to employer
membership, individuals can enroll (for $240 a year) to receive
substantial discounts. As of October 2019, members pay $25 for sick
visits and $45 for extended visits; they receive 50 percent discounts on
a wide range of other clinic and lab services.66
Even more ambitiously, a network of safety-net clinics could be
formed to serve a broader geographic region, potentially by
contracting either with state Medicaid programs or with managed
care organizations that serve either the private or public sectors. Such
a consortium has been proposed in North Carolina in response to the
state’s move to Medicaid managed care.67
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Under current law, sliding-scale fees in formerly free programs might
compromise one or more of the social or legal bases on which these
programs have been built.68 To resolve uncertainties, states should
clarify that membership fees charged by safety-net programs do
not result in these programs engaging in the regulated business of
insurance, and they should remove any perceived state-level legal
barriers to third-party “premium-support” programs that help lowerincome people pay their insurance premiums.69 Additionally, states with
liability protection for charitable clinics should clarify that accepting
fees from some patients does not undermine that protection.38
In addition to these financial and structural innovations, safety-net
programs have participated in, and sometimes led, delivery system
transformation.70 Although this aspect lies beyond the scope of this
brief, many states have used Medicaid waivers and funding available
through the “Delivery System Reform Incentive Payment” (DSRIP)
program to change the way various safety-net programs organize and
deliver care.71,72 These innovations include a focus on delivering care
in community settings, addressing the social determinants of health,
and integrating behavioral health into comprehensive primary care.73
The Administration has signaled that five-year waivers in the DSRIP
program will not be renewed, and safety-net institutions will need
to replace or recapture that funding to continue making progress
towards high-value care.72

KEY THEMES AND
RECOMMENDATIONS
This brief has demonstrated the evolving role of heath care safety-net
programs, which remain vitally important in the post-ACA landscape.
In many instances, these programs have expanded beyond traditional
care provision to help individuals secure and maintain coverage.
Although safety-net programs continue to serve low-income and
uninsured individuals, they are now increasingly serving insured
individuals who are unable to afford the costs of coverage and care.
The safety net is adapting to address the changing needs of vulnerable
populations such as immigrants, and to fill gaps in affordable insurance
and access. To ensure that safety-net programs can continue to meet
the needs of these populations, it will be critical for policymakers to
address looming threats to funding and other policy changes.
Enrollment assistance. Almost all health care safety-net programs
are actively engaged in helping uninsured people enroll in either
Medicaid or subsidized private coverage, and FQHCs are specifically
required to provide outreach and enrollment assistance.74 Enrollment
assistance has assumed increased importance in the past few years
as federal funding for navigators, outreach, and advertising has been
reduced; the open enrollment period on the federal marketplace has
been shortened from 90 to 45 days; and new barriers to Medicaid
enrollment have emerged.75,76,77
Serving immigrants. Many of the “residually uninsured” are noncitizens, some of whom are ineligible for the ACA’s coverage

expansions. Safety-net programs report that non-citizens constitute
a larger portion of their uninsured clients.78 States and localities are
working to increase coverage and care for non-citizens. For example,
California will become the first state to extend health coverage to
low-income, undocumented adults.79
Emergency Medicaid (EM), which reimburses hospitals about $2
billion a year for emergency care of low-income, non-citizens, might
be redirected to increase its medical, economic, and public health
benefits.14 Most of the current EM spending goes to pregnancyrelated care. A recent commentary urged that the program be
expanded and refocused to include services that might keep people
out of the emergency department, such as routine prenatal care.14
Changes in so-called “public charge” policies may threaten
immigrants’ ability to access safety-net services, which continue to
be a lifeline for this population. In August 2019, the Administration
announced a final rule that allows the federal government to consider
participation in Medicaid and other public programs in its decisions
about immigrants’ admissibility and legal permanent resident status.80
The change will likely have a chilling effect on immigrants’ access to
care, and is being challenged in court.81
Serving the underinsured. Health care safety-net programs are
seeing an increasing number of lower-income, insured people who
have trouble paying their premiums, deductibles, or copayments.
In response, some programs have increased their use of slidingscale or membership fees, or premium support. This represents
an opportunity to stabilize funding sources and expand the
socioeconomic diversity of the population covered by the safety net.
These safety-net innovations must be evaluated, however, under
a state’s insurance laws to ensure that they do not constitute the
unregulated business of insurance. States should also review their
charitable immunity laws to ensure that these innovations do not
impose new liability risks.38
Funding opportunities and challenges. The ACA and Medicaid
expansion strengthened some parts of the safety net, while weakening
others. Increased federal funding for community health centers
has bolstered their capacity to serve their communities and extend
their services, but future funding uncertainty remains. In states that
expanded Medicaid, the bottom line in safety net hospitals and
clinics has improved; in states without expansion, the safety-net
is experiencing a net increase in demand at a time when private
voluntary support may be lagging.33 Additionally, all states face large,
looming federal “disproportionate share hospital” (DSH) funding
cuts. If these cuts go into effect, states may need to be more targeted
in how they use their reduced and reallocated DSH funding. One
possibility is to target these funds more directly to hospitals that work
with safety-net programs to improve care, access, and social services
for people who remain uninsured or underinsured.82 States can also
use the flexibility in federal waiver provisions under both Medicaid and
the ACA to devise various ways to support and enhance safety-net
programs — both in their traditional functions of serving uninsured
and Medicaid populations, and also in the variety of expanded
functions profiled here.47,55

6

AUTHORS
Mark A. Hall, JD, is the Fred D. and Elizabeth L. Turnage Professor of Law and Public
Health and Director of the Health Policy and Law Program at Wake Forest University. He
is a member of the Penn LDI-US of Care Researcher Network.
Janet Weiner, PhD, MPH, is Co-Director for Health Policy at the Leonard Davis
Institute of Health Economics at the University of Pennsylvania.

ACKNOWLEDGEMENTS
Megan McCarthy-Alfano (Penn LDI), Elizabeth Hagan (United States of Care),
and Kristin Wikelius (United States of Care) also contributed to this brief, which was
produced as part of a research partnership between Penn LDI and United States of
Care. We thank collaborators for their valuable review and feedback, particularly
Dave A. Chokshi and Cindy Zeldin.

REFERENCES
1.	
Kaiser Family Foundation. (2018). Key Facts About the Uninsured Population. Retrieved from https://www.kff.
org/uninsured/fact-sheet/key-facts-about-the-uninsured-population/

UNITED STATES
OF CARE
United States of Care is a non-partisan nonprofit organization mobilizing stakeholders
to achieve long-lasting solutions that make
health care better for all. United States
of Care aims to ensure every American
has access to an affordable regular source
of health care; protection from financial
devastation due to illness or injury; and to
accomplish this in an economically and
politically sustainable fashion.
UNITEDSTATESOFCARE.ORG
@USOFCARE

2.	
Berchick, E.R., Barnett, J.C., & Upton, R.D. United States Census Bureau. (2018). Health Insurance
Coverage in the United States: 2018. Retrieved from: https://www.census.gov/content/dam/Census/library/
publications/2019/demo/p60-267.pdf
3.	
Collins. S.R., Gunja, M.Z & Doty, M.M. (2011). How Well Does Insurance Coverage Protect Consumers from
Health Care Costs? Retrieved from https://www.commonwealthfund.org/publications/issue-briefs/2017/oct/
how-well-does-insurance-coverage-protect-consumers-health-care
4.	
Altman. S., & Lewin, M.E. (2000). America’s health care safety net: intact but endangered. National Academies
Press. Retrieved from: https://www.nap.edu/catalog/9612/americas-health-care-safety-net-intact-butendangered
5.	
Module 2. Working with Safety Net Practice (2018). Retrieved from Agency for Healthcare Research and
Quality Website: https://www.ahrq.gov/professionals/prevention-chronic-care/improve/system/pfhandbook/
mod2.html
6.	
The Centers for Medicare and Medicaid Services. (2013). Frequently Asked Questions on Essential
Community Providers. Retrieved from https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/
Downloads/ecp-faq-20130513.pdf
7.	
Kaiser Family Foundation. (2019). Status of State Action on the Medicaid Expansion Decision. Retrieved
from https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-theaffordable-care-act/
8.	
Decker, S.L., Lipton, B.J., & Sommers, B.D. (2017). Medicaid Expansion Coverage Effects Grew In 2015 With
Continued Improvements in Coverage Quality. Health Affairs.
9.	
Cohen, R., Terlizzi, E., Martinez, M. (2019). Health Insurance Coverage: Early Release of Estimates From the
National Health Interview Survey, 2018. National Center for Health Statistics, Centers for Disease Control and
Prevention, U.S. Department of Health and Human Services. Retrieved from: https://www.cdc.gov/nchs/data/
nhis/earlyrelease/insur201905.pdf
10.	Fiedler, M., Aaron, H. J., Adler, L., Ginsburg, P.B., & Young, C. L. (2019). Building on the ACA to Achieve
Universal Coverage. The New England Journal of Medicine, 380(18), 1685.
11.	
Kaiser Family Foundation. (2019). Health Coverage of Immigrants. Retrieved from https://www.kff.org/
disparities-policy/fact-sheet/health-coverage-of-immigrants/

LEONARD DAVIS
INSTITUTE OF HEALTH
ECONOMICS
Since 1967, the University of Pennsylvania’s
Leonard Davis Institute of Health Economics
(Penn LDI) has been the leading university
institute dedicated to data-driven, policyfocused research that improves our nation’s
health and health care. Penn LDI works
on issues concerning aging, vulnerable
populations, access and coverage, and the
opioid epidemic. Penn LDI connects all of
Penn’s schools and the Children’s Hospital
of Philadelphia through its more than 300
Senior Fellows.
LDI.UPENN.EDU
@PENNLDI

12.	
California Strategies: Covering California’s Remaining Uninsured and Improving Affordability. (2018). Insure the
Uninsured Project. Retrieved from http://www.itup.org/wp-content/uploads/2018/06/FINAL-CALIFORNIASTRATEGIES-6-7-18-002.pdf
13.	
Matthews, K. (2019). Mayor says NYC will expand health coverage to 600,000 people. Retrieved from https://
www.apnews.com/f7217b88cb5f415788ea45b591ee1ee6

7

14.	
Khullar, D. & Chokshi, D. (2019). Immigrant Health, Value-Based Care, and
Emergency Medicaid Reform. JAMA, 321(10):928-929.

35.	Lou, N. (2017). Free Clinics Endure in Uncertain Times. Retrieved from https://www.
medpagetoday.com/special-reports/free-clinics/66439

15.	
Healthcare.gov. (2019). What Marketplace health insurance plans cover. Retrieved
from https://www.healthcare.gov/coverage/what-marketplace-plans-cover/

36.	Milwaukee County. (2019). Milwaukee County Safety Net Clinic 2019 Referral
Directory. Retrieved from: https://www.impactinc.org/fileadmin/user_upload/reports/
MHCP_Safety-Net-2019_.pdf

16.	
Healthy San Francisco. (2017). Annual Report (Fiscal Year 2016-17). Retrieved from
http://healthysanfrancisco.org/wp-content/uploads/2016-17%20HSF%20Annual%20
Report.pdf
17.	
My Health LA. Annual Report to the Los Angeles County Board of Supervisors
Fiscal Year 2017-18. Retrieved from http://file.lacounty.gov/SDSInter/
dhs/1049638_2017-18MHLAAnnualReportFINAL.pdf
18.	NYC Care. What is NYC Care. (2019). Retrieved from https://www.nyccare.nyc/
about
19.	
About NYC Health + Hospitals. (2019). The City of New York. Retrieved from
https://www.nychealthandhospitals.org/about-nyc-health-hospitals/
20.	The John Hopkins Primary Care Policy Center. Retrieved from https://www.jhsph.
edu/research/centers-and-institutes/johns-hopkins-primary-care-policy-center/
definitions.html
21.	
HRSA Health Center Program. (2018). Health Care Center Fact Sheet. Retrieved
from https://bphc.hrsa.gov/sites/default/files/bphc/about/healthcenterfactsheet.pdf
22.	National Association of Community Health Centers. (2019). Community
Health Center Chartbook, Retrieved from http://www.nachc.org/wp-content/
uploads/2019/01/Community-Health-Center-Chartbook-FINAL-1.28.19.pdf
23.	National Association of Community Health Centers. (2018). Community
Health Center Chartbook. Retrieved from http://www.nachc.org/wp-content/
uploads/2018/06/Chartbook_FINAL_6.20.18.pdf
24.	Paradise, J., et al. (2017). Community Health Centers: Recent Growth and Role of
the ACA. Retrieved from https://www.kff.org/medicaid/issue-brief/communityhealth-centers-recent-growth-and-the-role-of-the-aca/
25.	Angier, H., et al. (2015). An early look at rates of uninsured safety net clinic visits after
the Affordable Care Act. The Annals of Family Medicine, 13(1), 10-16.
26.	Shin, P., et al. (2013). A Profile of Community Health Patients: Implications for Policy.
Retrieved from https://www.kff.org/report-section/a-profile-of-community-healthcenter-patients-introduction/
27.	
National Association of Community Health Centers. (2019). Federal Grant Funding.
Retrieved from http://www.nachc.org/focus-areas/policy-matters/health-centerfunding/federal-grant-funding/
28.	Han, X., Luo, Q., & Ku, L. (2017). Medicaid expansion and grant funding increases
helped improve community health center capacity. Health Affairs, 36(1), 49-56.
29.	Lewis, C., Coleman, A., Abrams, M.K., & Doty, M.M. (2019). The Role of Medicaid
Expansion in Care Delivery at Community Health Centers. Retrieved from https://
www.commonwealthfund.org/publications/issue-briefs/2019/apr/role-medicaidexpansion-care-delivery-FQHCs
30.	Markus, A., Sharac, J., Tolbert, J., Rosenbaum, S., & Zur, J. (2018). Community
Health Centers’ Experiences in a more Mature ACA Market. Retrieved from https://
www.kff.org/medicaid/issue-brief/community-health-centers-experiences-in-a-moremature-aca-market/
31.	
Rosenbaum, S., Tolbert, J., Sharac, J., Shin, P., Gunsalua, R., & Zur, J. (2018).
Community Health Centers: Growing Importance in a Changing Health Care
System. Retrieved from https://www.kff.org/medicaid/issue-brief/community-healthcenters-growing-importance-in-a-changing-health-care-system/
32.	National Association of Free & Charitable Clinics. America’s Free and Charitable
Clinics: Vital Support For 30 Million Uninsured Americans. (2015). Retrieved from
https://www.nafcclinics.org/sites/default/files/NAFC%20Infographic%20%26%20
Report%20Feb%202%202015%20small.pdf
33.	The National Association of Free & Charitable Clinics. (2019). Issues/NAFC 2019
Public Policy Objectives. Retrieved from https://www.nafcclinics.org/advocacy/issues

37.	
Schiller ER, et al., “Free Clinics Stand as a Pillar of the Health Care Safety Net:
Findings from a Narrative Literature Review,” in Brenna VM, ed. Free Clinics: Local
Responses to Health Care Needs Baltimore: Johns Hopkins Univ. Press, 2013.
38.	Sherry, M. (2014). New Missouri Law Pays Dividends for Kansas City CARE Clinic.
KCUR. Retrieved from: https://www.kcur.org/post/new-missouri-law-pays-dividendskansas-city-care-clinic#stream/0
39.	Birs, A., et al. (2016). Medical Care in a Free Clinic: A Comprehensive Evaluation
of Patient Experience, Incentives, and Barriers to Optimal Medical Care with
Consideration of a Facility Fee. Cureus, 8(2).
40.	Crawford, M., Center for Health Care Strategies, & Parnagian, M. (2016).
The Evolving Role of Charity Care; From Safety Net Medical Care to Enrollment
Assistance to Addressing the Social Determinants of Health. Retrieved from
https://www.chcs.org/resource/evolution-charity-care-programs-support-enrollmenthealth-coverage/
41.	
Sessions, K., Hassan, A., McLeod, T. G., & Wieland, M. L. (2018). Health insurance
status and eligibility among patients who seek healthcare at a free clinic in the
affordable care act era. Journal of Community Health, 43(2), 263-267.
42.	Nashville Academy of Medicine. (2019). Project Access Nashville Specialty Care.
Retrieved from https://nashvillemedicine.org/project-access-nashville/
43.	Health Scope. Spotlight On: Project Access. Retrieved from https://www.
healthscopemag.com/health-scope/spotlight-project-access/
44.	Project Access NOW. 2017/2018 Annual Report. Retrieved from https://www.
projectaccessnow.org/wp-content/uploads/2018/12/PANOW-2017-2018-AnnualReport-FINAL.pdf
45.	Episcopal Health Foundation. (2018). Our Story. Retrieved from https://www.
episcopalhealth.org/en/about/about-us/
46.	Popescu, I., Fingar, K.R., Cutler, E., Guo, J., & Jiang, H.J. (2019). Comparison of
3 Safety-Net Hospital Definitions and Association With Hospital Characteristics.
JAMA Network Open, 2(8): e198577
47.	
Medicaid and CHIP Payment and Access Commission. (2019). Annual Analysis of
Disproportionate Share Hospital Allotments to States. Retrieved from https://www.
macpac.gov/wp-content/uploads/2019/03/Annual-Analysis-of-DisproportionateShare-Hospital-Allotments-to-States.pdf
48.	Medicaid and CHIP Payment and Access Commission. (2019). Report to Congress
on Medicaid and CHIP. Retrieved from https://www.macpac.gov/wp-content/
uploads/2019/03/March-2019-Report-to-Congress-on-Medicaid-and-CHIP.pdf
49.	Nelb, R. (2018). DSH Allotment Reductions: Proposed Recommendations. Retrieved
from https://www.macpac.gov/publication/disproportionate-share-hospitalallotment-reductions-proposed-recommendations/
50.	Centers for Medicare & Medicaid Services. (2019). Disproportionate Share Hospital.
Retrieved from https://www.cms.gov/medicare/medicare-fee-for-service-payment/
acuteinpatientpps/dsh.html
51.	
Khullar, D., Song, Z., Chokshi, D.A. (2018). Health Affairs Blog. Safety-Net Health
Systems At Risk: Who Bears The Burden of Uncompensated Care? Retrieved from
https://www.healthaffairs.org/do/10.1377/hblog20180503.138516/full/
52.	Dobson, A., DaVanzo, J., Haught, R., & Luu, P-H. The Commonwealth Fund. (2017).
Comparing the Affordable Care Act’s financial Impact on Safety-Net Hospitals in
States That Expanded Medicaid and Those That Did Not. Retrieved from https://
www.commonwealthfund.org/publications/issue-briefs/2017/nov/comparingaffordable-care-acts-financial-impact-safety-net?redirect_source=/publications/
issue-briefs/2017/nov/financial-impact-state-medicaid-expansion-safety-nethospitals

34.	National Association of Free & Charitable Clinics. (2016). Clinics. Retrieved from
https://www.nafcclinics.org/content/clinics

8

53.	Katz, M. H., & Brigham, T. M. (2011). Transforming a traditional safety net into a
coordinated care system: lessons from healthy San Francisco. Health Affairs, 30(2),
237-245.

70.	Ziring, J.P., Tatem, K.S., Newtown-Dame, R., Singer, J., and Chokshi, D.A. (2017).
Coverage Expansion and Delivery System Reform in the Safety Net: Two Sides of
the Same Coin. NEJM Catalyst.

54.	Hall, M.A. (2011). Access to Care Provided by Better Safety Net Systems for the
Uninsured: Measuring and Conceptualizing Adequacy. Medical Care Research and
Review, 68(4), 441-461.

71.	
Kelley, A.T. & Tipirneni, R. (2018). Care for Undocumented Immigrants – Rethinking
State Flexibility in Medicaid Waivers. The New England Journal of Medicine.

55.	Gomez-Rejon, C.R., Begley, C.E., & Franzini, L., Brown III, H.S. (2017). Access
to Care of Low-Income Adults: Local Safety Nets Compared With Medicaid.
Retrieved from https://www.texmed.org/Template.aspx?id=45575
56.	Healthy San Francisco. (2018). Participant Handbook. Retrieved from http://
healthysanfrancisco.org/files/HSF_Participant_Handbook_ENG.pdf
57.	
Healthy San Francisco. (2019) Where are the Medical Homes? Retrieved from
https://healthysanfrancisco.org/participants/your-medical-home/where-are-medicalhomes/
58.	Jacobs, K., & Lucia, L. (2018). Universal Health Care: Lessons From San Francisco.
Health Affairs, 37(9), 1375-1382.
59.	SF CityOption. (2018). SF City Option & SF Covered MRA Program Update.
Retrieved from https://www.sfdph.org/dph/hc/HCFinance/agendas/2018/
March%206/f9.pdf
60.	Harris Health System. (2015). Background and Challenges for Harris County’s
Public Safety Net Health System. Retrieved from http://thotonline.org/wp-content/
uploads/2015/10/4.-Lowe_Responding-to-Safety-Net-Financial-Challenges.pdf
61.	Patient Discharge Initiative. (2019). Harris Health Financial Assistance Program/Gold
Card. Retrieved from http://pdi.rice.edu/patient-resources/health-insurance/goldcard/
62.	Reform Austin. (2019). Medicaid Expansion Gets First Committee Hearing in 6
Years. Retrieved from https://www.reformaustin.org/2019/03/07/medicaid-expansiongets-first-committee-hearing-in-6-years/
63.	Viviano, J. (2018). Free Clinic Association Expanding its Network. Retrieved from
https://www.dispatch.com/news/20181124/free-clinic-association-expanding-itsnetwork
64.	American Academy of Family Physicians. (2019). Direct Primary Care. Retrieved
from https://www.aafp.org/practice-management/payment/dpc.html
65.	Camino Care (2018). Retrieved from https://caminocare.org/employer
66.	Camino Community Center. (2018). Member Benefits. Retrieved from https://
caminomembership.com/home-page
67.	
North Carolina Association of Free & Charitable Clinics. (2017). Organizing North
Carolina’s Saftey-Net Sites Into a Health System: A “Health Neighbors Assurance
Plan”. Retrieved from http://www.ncalhd.org/wp-content/uploads/2017/02/SafetyNet-Health-System-v012617.pdf
68.	American Health Lawyers Association & American Medical Association Foundation.
(2015). Legal and Operational Guide for Free Medical Clinics. Retrieved from
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/amafoundation/legal-operational-guide-free-medical-clinics.pdf
69.	Livingston, C.E., Griffith G.M., Plowman, R.N., et al. (2015). Third-Party Payment of
Premiums for Private Health Insurance Offered on the Exchanges. Journal of Health
& Life Sciences Law, 8(2):1-44.

72.	Gusmano, M.K. & Thompson, F.J. (2018). Medicaid Delivery System Reform
Incentive Payments: Where Do We Stand? Health Affairs Blog. Retrieved from:
https://www.healthaffairs.org/do/10.1377/hblog20180920.103967/full/
73.	Hinston, H, Musumeci, M., Rudowitz, R., Antonisse, L., & Hall, C. (2019). Section
1115 Medicaid Demonstration Waivers: The Current Landscape of Approved and
Pending Waivers. Retrieved from: https://www.kff.org/medicaid/issue-brief/section1115-medicaid-demonstration-waivers-the-current-landscape-of-approved-andpending-waivers/
74.	Health Resources and Services Administration. (2016). HRSA Health Center
Ongoing Outreach and Enrollment (O/E) Assistance Frequently Asked
Questions (FAQs). Retrieved from https://bphc.hrsa.gov/programopportunities/
fundingopportunities/outreachenrollment/oefaqs.pdf
75.	Pollitz, K., Tolbert, J., & Diaz, M. (2018). Data Note: Further Reduction in Navigator
Funding for Federal Marketplace States. Retrieved from https://www.kff.org/healthreform/issue-brief/data-note-further-reductions-in-navigator-funding-for-federalmarketplace-states/
76.	Shafer, P. & Dusetzina, S. (2017). Health Affairs Blog. Looking Ahead To 2018: Will
A Shorter Open Enrollment Period Reduce Adverse Selection In Exchange Plans?
Retrieved from https://www.healthaffairs.org/do/10.1377/hblog20170414.059663/full/
77.	
Rosenbaum, R., Velasquez, M., Rothenberg, S., & Gunsalus, R. (2018). After the
ACA Simplified Enrollment, the Administration and Some States Are Making It Far
More Complicated. Retrieved from https://www.commonwealthfund.org/blog/2018/
after-aca-simplified-medicaid-enrollment-administration-and-some-states-aremaking-it-far
78.	Wallace S.P., Young M.E., & Rodriguez M.A. (2016). UCLA Center for Health
Policy Research Community Health Centers Play a Critical Role in Caring for
the Remaining Uninsured in the Affordable Care Act Era. Retrieved from http://
healthpolicy.ucla.edu/publications/search/pages/detail.aspx?pubID=1568
79.	
Allyn, B. (2019). California 1st State to Offer Health Benefits to Adult
Undocumented Immigrants. NPR. Retrieved from https://www.npr.
org/2019/07/10/740147546/california-first-state-to-offer-health-benefits-to-adultundocumented-immigrants
80.	Inadmissibility on Public Charge Grounds, Title 8 CFR §§ 103, 212, 213, 214, 245 and
248. (2019).
81.	Kaiser Family Foundation. Changes to “Public Charge” Inadmissibility Rule:
Implications for Health and Health Coverage. (2019). Retrieved from https://www.kff.
org/disparities-policy/fact-sheet/public-charge-policies-for-immigrants-implicationsfor-health-coverage/
82.	Kaiser Family Foundation. “Community Health Centers Prepare for Funding
Uncertainty.” (2019). Retrieved from: https://www.kff.org/medicaid/issue-brief/
community-health-centers-prepare-for-funding-uncertainty/
83.	Chokshi, D.A., Chang, J.E., & Wilson, R. (2017). Health Reform and the Changing
Safety Net in the United States. NEJM Catalyst.

9

