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BACKGROUND:Michigan’s approach to Medicaid expan-
sion, the Healthy Michigan Plan (HMP), emphasizes pri-
mary care, prevention, and incentives for patients and
primary care practitioners (PCPs).
OBJECTIVE: Assess PCPs’ perspectives about the impact
of HMP on their patients and practices.
DESIGN: In 2014–2015, we conducted semi-structured
interviews then a statewide survey of PCPs.
SETTING: Interviewees came from varied types of prac-
tices in five Michigan regions selected for racial/ethnic
diversity and a mix of rural and urban settings. Surveys
were sent via mail.
PARTICIPANTS: Interviewees were physician (n = 16) and
non-physician practitioners (n = 3). All Michigan PCPs
caring for ≥ 12 HMP enrollees were surveyed (response
rate 55.5%, N = 2104).
MEASUREMENTS: PCPs’ experiences with HMP patients
and recent changes in their practices.
RESULTS: Interviews include examples of the impact
of Medicaid expansion on patients and practices. A
majority of surveyed PCPs reported recent increases
in new patients (52.3%) and patients who had not
seen a PCP in many years (56.2%). For previously
uninsured patients, PCPs reported positive impact
on control of chronic conditions (74.4%), early detec-
tion of serious illness (71.1%), medication adherence
(69.1%), health behaviors (56.5%), emotional well-
being (57.0%), and the ability to work, attend school,
or live independently (41.5%). HMP patients report-
edly still had more difficulty than privately insured
patients accessing some services. Most PCPs report-
ed that their practices had, in the past year, hired

clinicians (53.2%) and/or staff (57.5%); 15.4% had
colocated mental health care. Few (15.8%) reported
established patients’ access to urgent appointments
worsened.
LIMITATIONS: PCP reports of patient experiences may
not be accurate. Results reflect the experiences of PCPs
with≥ 12Medicaid patients. Differences between respon-
dents and non-respondents present the possibility for
response bias.
CONCLUSIONS: PCPs reported improved patient access
to care, medication adherence, chronic condition man-
agement, and detection of serious illness. Established
patients’ access did not diminish, perhaps due to reported
practice changes.
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INTRODUCTION

Michigan received a Section 1115 waiver from the Centers
for Medicare & Medicaid Services allowing the implemen-
tation of an alternative approach to Medicaid expansion
under the Affordable Care Act.1 Michigan’s approach, the
Healthy Michigan Plan (HMP), opened enrollment for ben-
eficiaries up to 133% of the federal poverty level (FPL) in
April 2014. During 2017, over 650,000 low-income adults
(age 19–64) were enrolled.2 HMP covers essential health
benefits required by the Affordable Care Act, and benefits
such as dental care, home health services, and family plan-
ning. Most participants must enroll in a Medicaid managed
care plan, either of their own choosing or by assignment if
they do not select one.
HMP encourages enrollees to schedule an appointment with

a primary care provider (PCP) within 60–90 days of enroll-
ment, though there is no penalty for failing to do so. They can
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choose their own PCP, or one will be assigned to them. During
a PCP visit, HMP enrollees are asked to complete a Health
Risk Assessment (HRA), which includes questions about
health behaviors (e.g., diet, exercise, smoking) and measures
of health risk (e.g., blood pressure). The HRA encourages
enrollees, in consultation with their PCP, to commit to
adopting or maintaining healthy behaviors. Enrollees receive
financial incentives such as gift cards or discounted premiums
and copayments1 if they complete the HRA with their PCP,
and it is submitted (faxed) by their PCP to their health plan.
Other features of HMP include copayments for most

enrollees, and premium-like monthly contributions for those
with incomes between 100 and 133% of the FPL, up to 2% of
annual income. Annual contributions and copays cannot, in
total, exceed 5% of household income. There are no copays
for preventive services or some chronic condition care.
Copays and contributions are paid into a special account called
the BMI Health Account^ rather than at the point of service.
Those funds are used to pay for health-related expenses. MI
Health Account statements, sent quarterly to enrollees, list
health care services received, costs to the beneficiary and the
health plan, copays and contributions owed, and payments
enrollees remitted. Statements also include information about
how to lower their spending, including how to earn health
behavior rewards by completing an HRA and committing to a
healthy behavior.
This study comprises part of a larger evaluation of the HMP

examining the impact of HMP on enrollees from a variety of
perspectives. Given the HMP emphasis on primary care, and
on health risks and health behaviors, the insights and experi-
ences of PCPs are particularly critical. We asked PCPs to
report their experiences with HMP patients, and how they
and their practices have adapted and innovated in response
to the newly covered population and HMP features.

METHODS

Individual Interviews

To design the PCP survey instrument (described below)
and to collect qualitative data on physicians’ attitudes and
experiences with enrollees in the HMP, we conducted 19
semi-structured interviews with PCPs caring for Medicaid/
Healthy Michigan Plan patients between December 2014
and April 2015. Interviews were conducted in five Michi-
gan regions purposefully selected to provide racial/ethnic
diversity and a mix of urban and rural communities. Inter-
viewees were both physicians (n = 16) and non-physician
practitioners working at small private practices, federally
qualified health centers (FQHCs), free/low-cost clinics,
hospital-based practices, or rural practices. Interviews
asked about awareness of patient insurance and experi-
ences caring for HMP patients, including practice changes
and the impact of HMP on patients’ access to care, man-
agement, health, and well-being.

Survey Cohort

The survey cohort of PCPs was drawn from the 7360 National
Provider Identifier (NPI) numbers assigned in the Michigan
Department of Health and Human Services (MDHHS) data
warehouse for PCPs with at least one HMP managed care
enrollee in April 2015. PCPs with at least 12 assigned
enrollees were eligible for the survey to assure sufficient
contact to be able to respond to questions about their experi-
ences with HMP-covered patients. Practitioners with fewer
assigned enrollees (N = 2813) were excluded.
Of the 4547 PCPs meeting the initial inclusion criteria, 25

were excluded because the NPI entity code did not reflect an
individual physician (20 were organizational NPIs, 4 were
deactivated, and 1 was invalid). Further, we excluded 161
physicians with only pediatric specialty because HMP only
covers adults, 4 University of Michigan physicians involved
in the HMP evaluation, and 35 physicians with out-of-state
addresses > 30 mi from the Michigan border. After exclusions,
4322 primary care practitioners (3686 physicians and 636 nurse
practitioners/physician assistants) remained in the cohort.

Survey Design

The survey included measures drawn from prior national
surveys of PCP and practice characteristics3-5 and PCP expe-
riences and perceptions on a variety of topics. New items
specific to HMP were developed from PCP interviews and
cognitively tested with a physician from a low-cost clinic and
a physician assistant from a private practice. Items measured
knowledge of patient insurance status; understanding of
HMP’s key features; changes in practice; new practice ap-
proaches adopted within the previous year; experiences caring
for newly insuredMedicaid/HMP patients, including ability to
access specialty care, equipment, medications, dental care, and
mental health care6; perceptions of whether HMP enrollees
and privately insured patients had difficulty accessing care7;
and perceptions of the impact of HMP on previously unin-
sured patients.

Survey Administration

The survey was mailed in June 2015 and included a personal-
ized cover letter describing the project and the confidentiality
of responses, an HMP fact sheet, a paper survey, a $20 bill, and
a postage-paid return envelope. The fact sheet outlined HMP
eligibility and key program features to help respondents dif-
ferentiate between HMP and traditional Medicaid coverage.
The cover letter also gave information on how to complete the
survey online. Follow-up mailings were sent to any non-
respondents in August and September 2015.

Analysis

We calculated descriptive statistics such as the proportion of
PCPs reporting an impact of HMP on control of chronic
conditions for previously uninsured patients. To compare
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responses by PCPs to questions about access to care for HMP
vs. privately insured patients, we first used paired t tests to
compare the proportion responding Bdo not know.^ We then
used Wilcoxon signed-rank tests to compare often/sometimes/
rarely/never responses to access questions for HMP vs. pri-
vately insured patients, excluding PCPs who answered do not
know to either question (see Fig. 1). To test for response bias
on the basis of familiarity with Medicaid/HMP, we performed
these same analyses for two subgroups: those reporting
Medicaid/HMP as their practice’s predominant payer type
and those who agreed or strongly agreed BI know what kind
of insurance a patient has at the beginning of an encounter.^
Results were similar for those subgroups with the exception of
a smaller proportion of do not know responses.
Bivariate and multivariable logistic regression analysis

assessed the association of independent variables (personal,
professional, and practice characteristics) with dependent
variables—practice changes and experiences reported since
Medicaid expansion. We ran all multivariate models with
and without interaction variables when associations were
found between independent variables (ownership × practice
size, and FQHC × predominant payer type), using chi-squared
goodness-of-fit tests to assess model fit. When goodness of fit
did not improve with interaction variables, they were removed
from the model. All analyses were performed using STATA
version 14 (Stata Corp, College Station, TX).
Semi-structured interviews were recorded, transcribed, and

coded iteratively by two or more researchers using grounded
theory and standard qualitative analysis techniques8,9 using
Dedoose© software.
This project was deemed exempt by IRBs at the University

of Michigan and the Michigan Department of Health and
Human Services as a government-mandated evaluation of a
public program.

RESULTS

Characteristics of Interviewed PCPs

Three PCP interviewees were non-physicians. Fourteen of 16
physicians specialized in family medicine (88%) and 2 in
internal medicine (12%). Five interviewees had less than 10,
six 10–20, and eight more than 20 years in practice. Five
worked in FQHCs, three in large, hospital-based practices,
two in a free or low-cost clinic, seven in a small private
practice, and two in rural health clinics.

Characteristics of Survey Respondents

Of the original sample of 4322 PCPs, 501mailed surveys were
returned as undeliverable and considered ineligible (Appendix
Fig. 1). Of the remaining 3821 PCPs, 27 were ineligible (e.g.,
retired, moved out of state) and 2104 responded (1986 mail,
118 online). The final response rate was 55.5% (54.2% for

physicians, 65.4% for nurse practitioners/physician
assistants).
Comparison of the 2104 respondents and the 1690 non-

respondents (Appendix Table A1) revealed no significant
differences in gender, birth year, number of affiliatedMedicaid
managed care plans, or practice in an FQHC. Non-respondents
were more likely to be internal medicine physicians. Respon-
dents were more likely than non-respondents to have a rural
practice address and be located in the Upper Peninsula, north-
west, or northeast regions of the state (see Table A1,
Appendix).
Just over half of respondents (55.4%) were men and 79.3%

self-identified as white (Table 1). Among respondents, 83.2%
were physicians, although 71.7% had non-physician providers
in their practice. About half identified their specialty as family
medicine (53.4%) and a quarter (24.1%) as internal medicine.
More than half (57.5%) were in practices with five or fewer
providers; 14.9% practiced in FQHCs. Three quarters of PCP
respondents (75.3%) practiced in urban settings, including
31.2% in the Detroit region. About one third (36.0%) reported
Medicaid/HMP as the predominant payer.

Knowledge of Patients’ Insurance
Just over half of PCPs (53.4%) reported knowing what kind of
insurance a patient had at the beginning of an encounter, and
nearly all (90.6%) reported they could easily find out a pa-
tient’s insurance status. About a third (34.9%) reported not
paying attention to a patient’s insurance status while 40.2%
reported only finding out about a patient’s insurance if they
have trouble getting a recommended health service.

Impact on Patients

Most PCPs reported that HMP had a positive impact (great or
some impact vs. little or no impact) on health, health care, and
function for previously uninsured patients (Table 2). More
than two thirds of PCPs said that HMP had positive impact
on better control of chronic conditions (74.4%), early detec-
tion of serious illness (71.1%), and improved medication
adherence (69.1%). Over half reported positive impact on
improved health behaviors (56.5%) and emotional well-
being (57.0%), while 46.1% reported positive impact on abil-
ity to work or attend school and 41.5% on ability to live
independently. In interviews, PCPs described how HMP
allowed them to diagnose multiple conditions in new patients
and helped newly insured existing patients meet many unmet
needs. They reported that HMP helped patients adhere to
recommended medical treatment, improve health behaviors,
and reduce financial worries. Many noted the impact of HMP
on working poor patients who previously lacked insurance.
(see Appendix Table A2 for more examples).

A 64-year-old gentleman who… upon receiving health
insurance… he pursued care and that was his first…
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physical evaluation of any sort in 40 years. He was
found to be hypertensive and diabetic and …at that
initial visit for an eye exam, given his hypertension, he
was found to have…hemianopia, which was… caused
by a prior stroke (Urban, FQHC)

Some are existing patients that now have insurance,
and so now they can get the things done you had been
wanting them to do, but I would say I’ve seen several
that didn’t have a doctor for years. They knew they had
diabetes and other problems.,. They had no health
insurance, and so they just ignored it for years. Now
they’re coming in and getting established. (Urban phy-
sician; Small, private practice)

So we see a lot of people with asthma, and a
number of patients who, you know, are just kind
of eking by on borrowed medications…now we’re
able to get inhalers for them and do a pulmonary
function test and start working on improving things
instead of just damage control.

(Rural physician; Large, hospital-based practice)

We have so many working poor people up here… they
work two and three jobs, barely can scrape it together,
and they’re coming in after years of little or no care...
they are getting everything done...It’s like problems that
have backed up over the years. Dental stuff is being
taken care of. Vision is being taken care of, but they
usually start with me, and it’s been really wonderful.
(Rural physician assistant, Rural health clinic)

They are no longer petrified about, BOh, I can’t afford
that,^ or BI can’t do that.^ (Urban physician, FQHC)

PCPs reported both improved access to health care for those
previously uninsured, and sometimes difficulty, when com-
pared to those with private insurance, accessing specialists,
medications, mental health care, dental care, treatment for
substance use, and counseling for behavior change (Fig. 1
and Appendix Table A3). In interviews, PCPs gave examples
both of improved access and difficulty accessing specialists,

Figure 1 PCP reports of difficulty accessing care for Healthy Michigan Plan and privately insured patients. PCP responses to two questions:
How often do your Healthy Michigan Plan patients have difficulty accessing the following? How often do your privately insured patients have
difficulty accessing the following? §p < 0.001 Wilcoxon signed-rank test comparing often/sometimes/rarely/never responses by PCPs to these
paired questions. PCPs who answered do not know to either question were excluded from analysis. †p < 0.001 paired t test comparing do not

know responses to these paired questions.
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Table 1 Personal, Professional, and Practice Characteristics of PCP Respondents (N = 2104)

Personal characteristics N %

Gender
Male 1165 55.4
Female 939 44.6

Race
White 1583 79.3
Black/African-American 93 4.7
Asian/Pacific Islander 224 11.2
American Indian/Alaska Native 10 0.5
Other 86 4.3

Ethnicity3

Hispanic/Latino 46 2.3
Non-Hispanic/Latino 1978 97.7

Professional characteristics N %
Provider type
Physician 1750 83.2
Non-physician (NP/PA) 357 16.8

Specialty
Family medicine 1123 53.4
Internal medicine 507 24.1
Medicine-pediatrics 67 3.2
General practice (GP) 24 1.1
Obstetrics/gynecology (OB/Gyn) 12 0.6
Nurse practitioner (NP) 192 9.1
Physician’s assistant (PA) 165 7.8
Other 14 0.7

Board/specialty certification
Yes 1695 81.6
No 383 18.4

Years in practice
< 10 years 520 25.9
10–20 years 676 33.7
> 20 years 810 40.4

Provider ownership of practice
Full owner 446 22.0
Partner/part owner 232 11.4
Employee 1352 66.6

Practice characteristics N %
Practice size (mean, median, SD) 7.5, 5, 16.5
Small (≤ 5 practitioners)* 1157 57.5
Large (≥ 6 practitioners) 855 42.5

Presence of non-physician practitioners in practice† 1275 71.7
Practice type‡

Federally qualified health center (FQHC) 311 14.9
University/teaching hospital practice 276 13.1
Hospital-based practice (non-teaching) 643 30.7

Payer mix (current % of patients with insurance type) Mean % SD
Private 32.8% 19.8
Medicaid 23.3% 18.3
Healthy Michigan Plan 10.9% 11.8
Medicare 30.2% 16.7
Uninsured 5.8% 7.1

Predominant payer mix§ N %
Private 522 27.4
Medicaid/Healthy Michigan Plan 686 36.0
Medicare 645 33.9
Uninsured 15 0.8
Mixed 37 1.9

Payment arrangement
Fee for service 784 37.5
Salary 946 45.3
Capitation 44 2.1
Mixed 275 13.2
Other 40 1.9

Urbanicity∥

Urban 1584 75.3
Suburban 193 9.2
Rural 327 15.5

Familiarity with patients’ insurance Strongly agree
N (%)

Agree
N (%)

Neither
N (%)

Disagree
N (%)

Strongly disagree
N (%)

If I need to know a patient’s insurance status it is
easy to find out (n = 2081)

904 (43.4) 982 (47.2) 131 (6.3) 57 (2.7) 7 (0.3)

I know what kind of insurance a patient has at the
beginning of an encounter (n = 2081)

442 (21.2) 671 (32.2) 342 (16.4) 427 (20.5) 199 (9.6)

(continued on next page)
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dental care, mental health care, prescriptions, and interven-
tions to address health behaviors. Sometimes they described
the lack of available specialists in rural areas. In some cases,
they talked about the challenge of finding certain types of
providers who would accept Medicaid (Appendix Table A2).

Specialists – If they have no insurance versus they have
Medicaid or Healthy Michigan Medicaid, again,
there’s just a world of difference because now I can
get stuff done. You know, back in the day, we never used
to order colonoscopies for patients if they were unin-
sured because nobody can afford $2,000 to have that
done. But withMedicaid where that’s a covered benefit,
yeah, now we get to order them all the time on people.
(Urban physician, Free/low-cost clinic)

If the patient needs a prescription and it’s for a simple
condition like depression, we can certainly co-manage
with them. But when we’re dealing with more complex
psychiatric illnesses, we do need these patients to be
referred on to a psychiatrist, and at that point we have
had problems with the patients not always having
access to behavioral health, because many of the Med-
icaid plans, part of HealthyMichigan, are not accepted
by the behavioral health department in our health

system. (Urban physician; Large, hospital-based
practice)

Dermatology is a huge issue… In this county we have a
huge problem because we have no place to send our
Medicaid patients. And obviously they can’t afford to
do it out of pocket. (Rural health center)

Impact on Practice
New Patients and Newly Insured Patients. InterviewedPCPs
described an influx of new patients (Appendix Table A2).
Over half of survey respondents reported that their practice
had seen an increase in the number of newpatients sinceApril
2014 (52.3%) and increased numbers of new patients who
had not seen a PCP in many years (56.2%) (Table 3). Half of
PCPs (50.6%) reported that their practice had existing
patients who had been uninsured gaining insurance from
HMP. Fewer (31.6%) reported patients changing from other
insurance toHMP; thosewithpredominantlyMedicaid payer
mix and rural practices were more likely to report this.
FQHCs, and those with predominantly uninsured, Medicaid
and mixed payer mixes and suburban practices, were more
likely to report an increase in newpatients. FQHCs, and those
with predominantlyMedicaid payermix,weremore likely to
report existing patients who had been uninsured gained

Table 1. (continued)

Personal characteristics N %

I ignore a patient’s insurance status on purpose so it does
not affect my recommendations (n = 2078)

294 (14.1) 433 (20.8) 549 (26.4) 577 (27.8) 225 (10.8)

I only find out about a patient’s insurance coverage if they
have trouble getting something I recommend (n = 2071)

281 (13.6) 551 (26.6) 393 (19.0) 649 (31.3) 197 (9.5)

*Dichotomized at sample median
†> 5% missing
‡Practice types do not add to 100% as respondents chose options from a non-exhaustive list
§Composite variable of all current payers: payer is considered predominant for the practice if > 30% of physician’s patients have this payer type and <
30% of patients have any other payer type. BMixed^ includes practices with more than one payer representing > 30% of patients, or practices with <
30% of patients for each payer type
∥Zip codes and county codes were linked to the US Department of Agriculture Economic Research Service 2013 Urban Influence Codes to classify
regions into urban (codes 1–2), suburban (codes 3–7), and rural (codes 8–12) designations

Table 2 Impact of Healthy Michigan Plan on Previously Uninsured Patients

Please think about what has changed for your patients
who were previously uninsured and are now covered
by the Healthy Michigan Plan. Rate the extent to
which you think the Healthy Michigan Plan has had
an impact on each of the following for these patients:

Great impact Some impact Little impact No impact Do not know

Better control of chronic conditions 701 (35.0%) 789 (39.4%) 139 (6.9%) 30 (1.5%) 346 (17.3%)
Early detection of serious illness 674 (33.7%) 748 (37.4%) 153 (7.6%) 40 (2.0%) 387 (19.3%)
Improved medication adherence 568 (28.3%) 817 (40.8%) 215 (10.7%) 54 (2.7%) 350 (17.5%)
Improved health behaviors 323 (16.1%) 811 (40.4%) 378 (18.9%) 106 (5.3%) 387 (19.3%)
Better ability to work or attend school 263 (13.1%) 661 (33.0%) 399 (19.9%) 114 (5.7%) 566 (28.3%)
Improved emotional well-being 328 (16.4%) 813 (40.6%) 348 (17.4%) 76 (3.8%) 439 (21.9%)
Improved ability to live independently 239 (11.9%) 593 (29.6%) 438 (21.9%) 141 (7.0%) 591 (29.5%)
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insurance, and an increase in the number of patients who had
not seen a PCP in many years. Despite this increase in new
patients, only 15.8% reported a decrease in same- or next-day
availability for established patients. In contrast, some
interviewed physicians reported difficulties accommodating
urgent appointments, or the need for HMP enrollees to see a
PCP within the first 90 days (Appendix Table A2).

The idea of a huge wave of people knocking on the
door saying, BWe need our first exam in three months,^
… It was overwhelming. (Rural physician, FQHC)

We’re sort of overrun and the house is full. So, we’re
still open. Any Healthy Michigan patient can call us
and come see us, but it’s not like you’re going to
probably get as timely care as would be ideal. (Urban
physician, FQHC).

Changes in Practice Design. Interviewees reported hiring
staff not only to meet increases in patients and maintain
appointment availability but also to handle referrals and prior
authorizations. They also reported newly hired clinicians,
working with case managers and community health workers
and increasing the availability of same-day appointments and

Table 3 Adjusted Proportions of Primary Care Providers Reporting Medical Practice Changes Since the Launch of the Healthy Michigan Plan

To what extent has your practice experienced the
following since the Healthy Michigan Plan began in
April 2014?*

Has your practice made the following changes in the past year?

Increase
number
of new
patients

Existing
patients
who had
been
uninsured
or self-pay
gained in-
surance

Existing
patients
changed
from other
insurance
to Healthy
Michigan
Plan

Increase in
the number of
new patients
who have not
seen a
primary care
practitioner in
many years

Hired
additional
clinicians

Hired
additional
office staff

Consulted
with care
coordinator,
case manager,
or community
health worker

Changed
workflow
processes
for new
patients

Colocated
mental
health
within
primary
care

All 52.3% 50.6% 31.6% 56.2% 53.2% 57.5% 55.8% 41.7% 15.4%
Practice size
Large
(ref)

51.4% 50.0% 28.9% 54.0% 71.8% 67.8% 68.2% 49.0% 18.3%

Small 51.7% 51.2% 31.9% 57.8% 40.0%§ 52.6%§ 51.9%§ 38.5%§ 12.2%§

Practice type
FQHC
(ref)

58.8% 64.9% 32.6% 63.7% 62.4% 70.0% 72.6% 44.2% 29.9%

Non-
FQHC

50.5%† 48.5%§ 30.3% 55.1%† 52.1%† 57.1%‡ 56.1%§ 42.8% 11.8%§

Academic
(ref)

52.9% 53.5% 29.9% 59.2% 49.2% 51.6% 52.1% 39.6% 13.9%

Non-
academic

51.3% 50.2% 30.8% 55.7% 54.3% 60.1%‡ 59.3% 43.5% 15.6%

Hospital-
based (ref)

51.5% 49.5% 28.3% 56.9% 51.6% 59.3% 55.1% 42.8% 11.2%

Not
hospital-
based

51.6% 51.3% 31.7% 55.8% 54.6% 58.8% 59.9% 43.1% 17.8%

Predominant payer mix
Private
(ref)

39.4% 41.5% 22.4% 46.2% 54.8% 60.0% 62.3% 40.7% 11.0%

Medicare 43.8% 44.8% 25.0% 50.5% 50.9% 58.8% 55.8%‡ 48.5%† 13.1%
Medicaid 69.7%§ 64.7%§ 43.0%§ 72.4%§ 53.2% 60.1% 55.5%§ 44.0% 19.7%§

Uninsured 79.4%† 59.1% 14.4% 61.5% 40.9% 34.5% 68.3% 40.5% 29.1%
Mixed 49.9%† 50.4% 29.2% 49.7% 57.6% 51.6%† 59.9%† 35.1% 15.3%

MiPCT
Yes – – – – 52.8% 60.0% 78.0%§ 44.4% 22.0%
No – – – – 53.8% 58.6% 52.3% 42.5% 13.1%

Urbanicity
Urban
(ref)

51.0% 49.5% 28.6% 56.7% 53.6% 60.0% 58.1% 41.5% 13.6%

Suburban 59.8%† 55.6% 33.1% 60.3% 52.6% 50.5%† 53.3% 45.5% 14.8%
Rural 49.1% 53.7% 38.8%‡ 51.3% 53.9% 58.9% 62.2% 48.3%† 23.6%§

Proportions are the predictive margins from logistic regression models adjusted for each practice characteristic in the table, as well as PCP gender,
specialty, ownership of practice, and years in practice. MiPCT indicates participation in the Michigan Primary Care Transformation (MiPCT) Project,
a 3-year, multi-payer, state-wide project aimed at reforming primary care payment models and expanding the capabilities of patient-centered medical
homes (PCMH) throughout the state. Analysis was done using Stata 14. All p values are based on logistic regression analysis
*Analyses based on sum of those who responded Bto a great extent^ or Bto some extent^ for the items below
†p < 0.05
‡p < 0.01
§p < 0.001
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extended hours. Those who related experiences with mental
health colocation spoke of the advantage of easier access to
mental health care.

So organization-wide. . . Thirty-nine persons have been
slotted for new employment…it’s about an 8 or 10%
staff addition as a result of Healthy Michigan. (Urban
physician, FQHC)

That [co-location] has been very helpful especially to
our Medicaid patients …we can get those people in
quickly and get treatment, which was otherwise very
difficult. …now it’s less of a barrier for them to get
behavioral health services. (Rural physician; Small,
private practice)

There are more PA’s at our clinic than there used to be.
(Rural physician; Large, hospital-based practice)

So we had to hire…create a position for somebody to
basically find out who takes Medicaid and arrange for
those referrals, as well as process those prior authori-
zations for various tests. (Rural physician; Small, pri-
vate practice)

Most survey respondents also reported that practices had
hired clinicians and/or staff in the past year (53.2%) (Table 3).
Large and FQHC practices weremore likely to have hired new
clinicians in the past year. Small, non-FQHC, academic, and
suburban practices were less likely to report hiring staff. Over
half of PCPs (55.8%) reported consulting with care coordina-
tors, case managers, and/or community health workers in the
past year. Large and FQHC practices and those with predom-
inantly private or uninsured payer mixes were all more likely
to report doing so. Approximately 15.4% of PCPs reported
having newly colocated mental health services in their prac-
tices during the past year. Large, FQHC, those with predom-
inantly Medicaid payer mix, and rural practices were more
likely to report this change to their practice.

DISCUSSION

In this comprehensive, mixed methods study, PCPs in Mich-
igan, as in other states10,11, reported improved abilities to
detect and manage chronic conditions such as diabetes and
hypertension in patients who gained coverage due toMedicaid
expansion, and better patient adherence to medical regimens.
Most PCPs also reported that the HMP helped patients

improve health behaviors and emotional well-being, and im-
proved their ability to work, attend school, or live indepen-
dently. In interviews, PCPs described previously uninsured
patients for whom they had identified serious illness early;
survey results confirmed these are relatively frequent experi-
ences reported by PCPs.
Our findings confirm and expand previous work demon-

strating decreased rates of uninsurance, improved coverage,
and increased utilization rates after Medicaid expansion.12–15

Other studies have linked Medicaid expansion with improved
self-reported health status, increase in the probability of diag-
nosis of chronic disease, lower rates of depression, and re-
duced financial strain.10,11 PCP interviews provide rich, pow-
erful examples of the unmet needs of those newly insured
throughMedicaid expansion, and survey respondents reported
positive impact on access, adherence, and health. Improved
access to care, preventive service use, and health behaviors
found in expansion states16 were also reported, in surveys and
interviews, by PCPs in Michigan. Comparisons of Medicaid
enrollees to low-income uninsured persons have found greater
awareness and control of chronic diseases, while many studies
show delayed diagnosis and worse management of chronic
diseases for the uninsured.17–19

Like other studies,20,21 PCPs reported an increase in new
patients, including some who had not sought primary care in
many years. They reported hiring clinicians and staff,
changing workflow for new patients, colocating mental
health care in primary care, and hiring or consulting with
care coordinators, case managers, and community health
workers. Perhaps due to those changes, few reported that
established patients’ access to same- or next-day appoint-
ments worsened. Tipirneni et al., using a simulated patient
approach, found the availability of primary care appoint-
ments improved for new Medicaid patients in the first
months after HMP implementation22 and that, over the year
following implementation, median wait times remained sta-
ble for new Medicaid patients while the proportion of ap-
pointments scheduled with non-physician providers in-
creased for both Medicaid and privately insured patients.23

Polsky et al. found early evidence that increased Medicaid
reimbursement to primary care providers, as mandated in
the ACA, was associated with improved appointment avail-
ability for Medicaid enrollees among participating pro-
viders, without generating longer waiting times,24 and later
found appointment availability persisted despite the end of
the Medicaid primary rate increase.25 The increase in new
patients without an impact on same or next-day appoint-
ments is similar to results from the Kaiser Family Founda-
tion survey assessing PCP experiences with, and attitudes
about, Medicaid expansion that found a lack of perceived
impact on quality of care or patient satisfaction.26

According to PCPs, while access to care improved greatly
for previously uninsured patients, access to some services
(e.g., specialty care, mental health care) sometimes remained
challenging for enrollees and their PCPs, and lagged behind
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reported access for those with private insurance. Such dispar-
ities have been noted forMedicaid patients before and after the
ACA, particularly for specialty and mental health care. For
instance, before the ACA, Medicaid enrollees in Colorado
were more likely than both privately insured and uninsured
persons to report difficulty getting an appointment with a
doctor.27 Also before the ACA, community health center
directors reported more difficulty accessing specialty care for
those with Medicaid coverage than for those with private
insurance, but less difficulty than for those without any insur-
ance. Medicaid enrollees may have more difficulty obtaining
appointments with specialists.28 While they are more likely to
receive outpatient or inpatient mental health care,29 the prev-
alence of mental illness is higher in Medicaid enrollees than in
the privately insured or uninsured.30 A review of delivery
systems and access after Medicaid expansion in four states
reported difficulty accessing behavioral health care and treat-
ment for substance use disorder.31,32 As one of our
interviewed physicians said, BIt’s kind of a mess. But I don’t
blameMedicaid expansion for that. It was a mess before then.^
As with all surveys, results based on self-report should be

interpreted with some caution. Self-reports of PCPs’ own
behavior and practice can suffer from recall and/or social
desirability bias. Practice changes may not be due solely to
Medicaid expansion; they could, for instance, reflect changes
for other newly insured due to the ACA.33 The accuracy of
physician reports about their patients’ experiences may vary
with what is being reported. Estimates of patient quality of life,
for instance, are not usually accurate,34 but reports about
appointment availability are generally more accurate. Primary
care physician reports about access, practice changes, and
challenges, and quality tends to be trustworthy. The Common-
wealth Fund’s international surveys of primary care physicians
demonstrate the utility of PCPs’ unique insights for
policymakers.35 The substantial portion of PCP respondents
in our survey who responded do not know to questions about
access shows the limits of their ability to report. However,
PCPs are uniquely able to share experiences from the Bfront
lines^ of health system change and thus provide valuable
information about how those changes are playing out for
patients. This is especially true for Medicaid expansion that
emphasizes primary care, disease prevention, and manage-
ment and less use of acute care. Since we surveyed only PCPs
caring for 12 or more HMP enrollees, results should not be
generalized to PCPs with fewer (or no) Medicaid patients.
Differences between respondents and non-respondents also
present the possibility for response bias. The experiences of
PCPs in rural areas, for instance, appeared to differ from other
practice locations.
Our survey results, and the more detailed accounts from

interviews, suggest that Medicaid expansion emphasizing pri-
mary care, health risk assessment, and prevention has im-
proved access to preventive services, and detection and man-
agement of chronic conditions. According to primary care
providers, uninsured patients gaining Medicaid coverage

gained access to services for many previously unmet needs
and improved well-being, ability to work or attend school, and
live independently. While each state’s expansion could be
considered unique, the focus, in Michigan, on primary care
and addressing health risks presents important lessons for
other states considering whether and how to expand their
Medicaid programs.
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