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The Impact of Managed Care on the
Mix of Vulnerable Populations Served
by Community Health Centers
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This article examined the impact of managed care involvement on vulnerable populations served
by community health centers (CHCs), while controlling for center rural-urban location and size, and
found that centers involved in managed care have served a significantly smaller proportion of unin-
sured patients but a higher proportion of Medicaid users than those not involved in managed care.
The results suggest that the increase in Medicaid managed care patients may lead to a reduced ca-
pacity to care for the uninsured, thus hampering CHCs from expanding access to health care for the
medically indigent. Key words: access to care, community health center, managed care, vulnerable
populations
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were Medicaid recipients, 66% had incomesuninsured (34.4%-38.4%) and homeless
below the poverty level, and another 20%(2.5%—7%) patients than CHCs not involved
were at 100%—200% of the poverty level. in managed care (47.3% and 14.6%, respec-
The rapid shift of Medicaid to managed tively) (Shi, Frick, Lefkowitz, & Tillman,
care is straining the ability and willingness 2000). The analysis did not establish a
of safety net providers including CHCs to causal relationship because it was based on
provide care to vulnerable populations par-cross-sectional data and did not control for
ticularly the medically indigent (i.e., patients other covariates potentially related to care
who are unable to pay because they argrovided to vulnerable populations. It was
uninsured or underinsured) (Cunningham,ot clear whether involvement in managed
1999; Feldman, Baxter, & Omata, 1997;care led to a reduction in services to the
Korenbrot, Miller, & Greene, 1999; Lipson uninsured and homeless or having a lower
& Naierman, 1996). Under the 1989 feder-proportion of uninsured and homeless and
ally qualified health center (FQHC) legis- a higher proportion of insured led to eas-
lation, which required states to pay CHCsier acceptance by a managed care plan. One
for Medicaid services on the basis of rea-of the covariates is the rural-urban location
sonable cost (Cunningham, Grossman, Ptepf CHCs. While the availability of managed
& Lesser, 1999; Lewis-ldema, Chu, Hughes,care is more limited in rural than urban com-
& Lefkowitz, 1998; Korenbrot et al., 1999), munities because of the sparsity to rural pop-
many CHCs have been depending on Medulations (Kronick, Goodman, Wennberg, &
icaid revenue to provide care to vulner- Wagner, 1993; Wellever & Deneen, 1994)
able populations, including the medically and greater suspicions of managed care by
indigent. In 1989, Medicaid beneficiaries rural providers (Kuder & Colebaugh, 1996),
accounted for 26% of CHC users but only rural residents generally face unique barriers
12% of CHC revenue. By 1998, these per-to access because of a relative shortage of
centages were equal: both Medicaid usergrimary care physicians and other providers
and revenue stood at about 33%. To the exef care.
tentthat safety net providers face greaterrev- The current study overcame these limi-
enue constraints under Medicaid managedations by performing a longitudinal analy-
care, resources to provide care to the uninsis and controlling for potential covariates
sured may be reduced, and the result could bin examining the impact of managed care
reduced access to care (Cunningham, 199%n vulnerable populations served by CHCs.
Holahan, Zuckerman, Evans, & Rangarajan,The first objective of this study was to deter-
1998; Korenbrot et al., 1999; Lipson, 1997). mine whether the proportion and number of
At the same time, since safety net providersvulnerable populations changed with the in-
rely on Medicaid revenue, they are con-volvementin managed care and whether any
cerned about losing Medicaid patients tochanges differed from those at centers notin-
other providers in the managed care plan’svolved in managed care. The second objec-
network. CHCs are beginning to feel the ef-tive was to compare the proportion of vulner-
fect. Between 1996 and 1998, Medicaid rev-able populations served by managed care and
enue as a percent of total revenue to CHC#ion-managed care centers controlling for ru-
dropped slightly while the percent of usersral versus urban status. This stratified anal-
who are uninsured increased. ysis is necessary since both managed care
In an earlier analysis using 1996 data, weand several of the vulnerable characteristics
found that CHCs involved in managed care(such as minority, below poverty level) are
served a significantly smaller proportion of associated with rural-urban location. The



P1: FPX/gav/gaq P2: FhN
Aspen Pub./JACM AS075-06 November 30, 2000 19:13 Char Count=0

Managed Care and Vulnerable Populations 53

third objective was to examine the impactand services, perinatal profile), and financing
of managed care involvement on the proporprofile (costs, revenues, managed care en-
tion and number of vulnerable populationsroliment, and reimbursement). Before 1996,
served by CHCs while controlling for cen- we used data from the Bureau Common Re-
terrural-urban location and size. Information porting Requirements (BCRR) System for
on both the proportion and number of vul- the analyses. The BCRR and UDS datasets
nerable populations served is important. Prowere linked via a common field: grantee’s
portional change of vulnerable populationsuniqgue BCRR or UDS number. Specifically
served reflects a changing priority of targetedfor this project, we used 1990-1998 data in-
population, as the increase of one groupcluding 1991-1995 BCRR and 1996-1998
of patients served might reduce the capacUDS. 1990 was selected as a starting year
ity to serve others. Number of vulnerable because CHCs initiated their involvement in
populations served reflects absolute changeanaged care after 1990. 1998 was the most
in targeted population served. It is possiblecurrent year that UDS data had been col-
to have proportional change of a certain vul-lected and were available. For the purpose
nerable group without absolute change if theof this study, we included only community
total number of patientsis increased (i.e., thehealth centers with 330 funding. In other
numerator remains constant but the denomwords, those centers with only migrant or
inator increases). Results of the study coulchomeless grant funding were excluded. Also
guide policy makers in developing strategiesexcluded were centers with missing values
to ensure the continual success of CHCs iron the measures being studied.

fulfilling their mission of serving the nation’s

vulnerable populations in an era of managed“/€asures

care. Vulnerable populationsThe UDS cap-
tures information on six vulnerable popula-
METHODS tion groups served by CHCs: the uninsured,

the homeless (the homeless-only grantees
Data were not included in this analysis), those
Data for this study came from the Uniform below the federal poverty line, those at
Data System (UDS) maintained by the Bu-100%—-200% of the federal poverty level,
reau of Primary Health Care (BPHC), Health Medicaid beneficiaries, and racial/ethnic mi-
Resources and Services Administration, Denorities (including black, Hispanic non-
partment of Health and Human Services. Ini-white, Asian/Pacific Islander, and American
tiated in 1996, UDS is an integrated report-Indian/Alaska Native). Since the BCRR did
ing system that provides uniformly defined not report this information, our comparative
data for major BPHC grant programs andanalyses (objectives 1 and 2) were limited to
yields consistent information on health cen-1996-1998 UDS data.
ter, patient, and clinical characteristics that Managed care.For the purpose of this
can be compared with other national andstudy and based on the UDS manual, man-
state data (Bureau of Primary Health Careaged care was defined as any prepaid ar-
1995). The UDS is completed by all granteesrangement health centers have made with
and provides a health center/grantee profila third party, including Medicaid, Medi-
(medical and enabling services provided),care, private HMOs or PPOs, and others.
user profile (demographics, socioeconomicAll grantees participating in Medicare, Med-
characteristics), staffing and utilization pro- icaid, private, or other managed care plans
file (staffing, utilization, selected diagnosesare required to complete Table 9c of the
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UDS report (Table 8A for BCRR). The table
contains information on revenue received Typically, larger CHCs are more likely
from and expenses for prepaid plans as well to have excess capacity and thus are
as information on the number of enrollees more motivated to be involved in

in different managed care plans. Based on managed care.

information from this table and informa-

tion on center revenue and users, we define

CHCs’ involvement in managed care basedShortell, Morrison, Hughes, Friedman, &
on two indicators: managed care revenuesjitek, 1987). Typically, larger CHCs are
and managed care enrollees. These two indimore likely to have excess capacity and thus
cators also were used in the site selection proare more motivated to be involved in man-
cess of a case study of managed care CHCgged care. However, some large urban cen-
(Abrams et al., 1995). Many studies haveters with high volumes are also the most
used enrollees as a measure to capture magrowded and stressed. Another reason larger
aged care experience atthe national (Ermangenters may be more attracted to managed
& Richmond, 1994; Hoy, Curtis, & Rice, care is that the variety and scope of their ser-
1991; Iglehart, 1992; Zarabozo, Taylor, & vices may have made them more dependent
Hicks, 1996), regional (Gold, 1991), state on Medicaid revenue to maintain operations.
(Gold, 1991), local (Feldman, Kralewski, & Since these measures were highly intercor-
Qowd, 1989; Gold, 1991), and organiza-related and yielded comparable results, our

tional (Gold, 1991; Iglehart, 1994) levels.  final models included only one of these mea-
For the purpose of comparative analysessures: total patients.

CHCs were classified as managed care and
non-managed care centers based on inforAnalysis

mation on managed care revenue and en- Apalysis of variance was performed to ex-
rollees. Centers with less than 100 managed mine the relationship between CHCs’ in-
care enrollees and less than $100 in mangslyement in managed care and proportion
aged care revenues were considered outlierss inerable populations served. Theest
and were grouped under the non-manage%as used to assess the relationship between
care category. For the purpose of multivari-ya|-yrban location and proportion of vul-
ate analyses, we defined managed care reyjeraple populations served (the categories of
enue as the proportion of total revenue thatyhich will vary by rural-urban location) con-
came from prepaid managed care and mang|jing for managed care involvement sta-
aged care enrollees as the proportion of totays T estimate the impact of managed care
unduplicated users who were managed cargy, yyinerable populations served, we per-
enrollees. formed pooled cross-sectional longitudinal

Covariates.In addition to a measure analyses as stated in the following equation:
of rural-urban location, obtained from the

grantee profile table of the BCRR/UDS, we Yit = o + B1X1; + BoX1r 1+ B3X1 2

also used measures of center size such as to- + BaXor 4 BsXor—1 + BeXor2

tal staff, total providers, total primary care

providers, total patients/users, total encoun- T BXs + feXate

ters, and total revenue. Size is important bewhere:

cause it is related to the organization’s ca- Y; = dependent variables (the proportion
pacity to provide more services or diversify and number of the uninsured, the
into other areas to optimize slack resources homeless, those below Federal
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poverty line, those at 100-200% of Centers were classified as non-managed care
Federal poverty line, the Medicaid, (no managed care enrollees or prepaid rev-

and racial/ethnic minorities); enue), new managed care in 1996 (started

B = multiple regression coefficients; participating in managed care in 1996), new
X1 = managed care revenue; managed care in 1997 (started participating
X, = managed care enrollees; in managed care in 1997), new managed care
X3 = center size; in 1998 (started participating in managed
X4 = year. care in 1998), and existing managed care

_ (participated in managed care before 1996).
Since managed care revenue and manag&don-managed care centers served a greater
care enrollees were highly intercorrelated,proportion of uninsured users than existing
these two measures were included in sepagnd new managed care centersin 1996, 1997,
rate models. To test that managed care nojnd 1998 (p< .001). In non-managed care
only has a concurrent but alagged impact onzenters, between 1996 and 1998, uninsured
vulnerable populations served, we includedysers increased from 41.8% to 45% of total
managed care for both concurrent and prepatients. However, for centers that turned to
VIoOUs yearS. To account for the dependenc%anaged care in 1998' uninsured users de_
of repeated measurements within each cengjined from an average of 42% in 1997 to
ter, we used a random-effects growth curvezgos, of total patients. For centers that turned
model for the continuous response variablego managed care in 1997, uninsured users
(Laird & Ware, 1982; Rao, 1965, 1975). held steady from an average of 41.8% in
The generalized estimating equation (GEE)1996 to 41% of total patients in 1997. For
methods under statistical analysis systengenters that turned to managed care in 1996,
(SAS) was used for the longitudinal datayninsured users constituted 38% of total pa-
analyses (Liang & Zeger, 1986). Trend ef-tients in both 1996 and 1997 and increased

fect was captured by the variable year.  gjightly to 39.8% in 1997. For existing man-
aged care centers, uninsured users consti-
RESULTS tuted only 33.4%, 34.6%, and 33.8% of total

CHCs' involvement in managed care patients from 1996 to 1998, re_:spectively.
While there was a decline in the propor-
In 1991, the year CHCs began reportingtion of uninsured served by managed care
managed care revenue, there were 38 CHCgenters, there were no significant changes
with managed care prepaid revenue, or 7%n the number of uninsured served (results
ofthe total. In 1994, the year CHCs began re-not presented in separate tables but available
porting managed care enrollees, there werepon request). Non-managed care centers in-
147 CHCs with managed care enrolleescreased their services to the uninsured from
or 26% of the total. By 1998, 351 CHCs an average (center mean) of 4,361 uninsured
had managed care prepaid revenue (62% Qatients in 1996 to 4,565 in 1998. In compar-
CHCs) and 336 had managed care enrolleegon, existing managed care centers served
(59% of CHCs) (see Figure 1). an average (center mean) of 5,483 uninsured
: patients in 1996 and 5,493 in 1998. While
Managed care involvement and managed care centers saw more uninsured
vulnerable populations served per center because of their larger capacity,
The relationship between managed carenon-managed care centers demonstrated a
involvement and proportion of vulnerable greater proportional increase in the number
populations served is displayed in Table 1.of uninsured served between 1996 and 1998
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Figure 1. Community health center and managed care, 1990-1998.

Notes:

1. Total CHCs are determined by excluding those with program(s) for only homeless, only migrant, or only
homeless and migrant.

2. Data on CHC with MC prepaid revenue are available beginning 1991.

3. Data on CHC with MC enrollees are available beginning 1994.

CHC = Community health center.

MC = Medicaid.

(4.7% for non-managed care centers versus Although there is no significant difference
0.2% for managed care centers). in the trend between managed care and non-
In contrast, CHCs that turned to managedmanaged care centers on other measures of
care increased their proportion of Medicaid vulnerable groups, CHCs saw an increasing
users compared to non-managed care cerproportion and number of users who were
ters (p< .001). Innon-managed care centers below the poverty line and were minori-
between 1996 and 1998, Medicaid users deties. While managed care and non-managed
clined from 26.5% to 23.2% of total patients. care centers saw comparable proportions of
However, for existing managed care centershomeless users, non-managed care centers
Medicaid users increased from 37% of to-saw a larger increase in the number of home-
tal patients in 1996 to 38.3% in 1998. Forless users than managed care centers (from
new managed care centers (those that turneti84 per center in 1996 to 245 per center in
to managed care in 1996, 1997, and 1998)1998 for non-managed care centers; from
Medicaid users declined slightly in recent 389 per center in 1996 to 370 per center in
years, although these centers had proportiont998 for managed care centers).
ally more Medicaid users than non-managed _
care centers. The absolute number (centéRural-urban location and vulnerable
mean) of Medical users also increased inPopPulations served
managed care centers (from 6,065in 1996 to Since urban CHCs are more likely to be
6,239 in 1998) but declined in non-managedinvolved in managed care than rural CHCs
care centers (from 3,015 in 1996 to 2,718 inand the definition of vulnerability may differ
1998). between rural and urban communities, we
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presentthe analysis of managed care and vult996, 39.5% versus 32.5% for 1997, 42%
nerable populations separately for rural andversus 33.2% for 1998). Managed care cen-
urban CHCs. The relationship between manters served significantly higher proportions
aged care and vulnerable populations servedf Medicaid users (32.2% versus 24% for
by rural CHCs is displayed in Table 2. Non- 1996, 31.2% versus 23.1% for 1997, 26.3%
managed care centers served a significantlyersus 21.5% for 1998) than non-managed
higher proportion of uninsured than man- care centers. No statistically significant dif-
aged care centers (38.8% versus 31.4% foferences were found in proportions of users

Table 2. Managed care status and mix of vulnerable populations served by rural community health centers

100%—200%
Uninsured Medicaid Below-poverty- poverty Homeless Minority
users users line users line users users users
Center Center Center Center Center Center
Mean Mean Mean Mean Mean Mean
(S.D.) (S.D) (S.D) (S.D.) (S.D) (S.D)
1996
Managed care 125 125 124 124 124 125
centers 31.4% 32.2% 46.4% 18.3% 0.3% 38.4%
(17.2%) (18.3%) (25.7%) (14.4%) (1.3%) (36.9%)
Non-managed 216 216 213 213 213 217
care centers 38.8% 24% 41.7% 18.3% 0.5% 40%
(16.8%) (12.2%) (23.2%) (14.7%) (3%) (33.1%)
t-testpvalué  0.0001** 0.0001** 0.0938 0.9804 0.3932 0.7016
1997
Managed care 135 135 135 135 135 135
centers 32.5% 31.2% 45.2% 17.5% 0.5% 40.4%
(16.6%) (17.5%) (24.5%) (13.3%) (1.6%) (35.1%)
Non-managed 179 179 180 180 180 180
care centers 39.5% 23.1% 40.4% 19% 0.4% 42%
(16.1%) (12.6%) (23.3%) (17.6%) (2.3%) (34%)
t-testpvalué  0.0002** 0.0001** 0.0845 0.3794 0.6330 0.6728
1998
Managed care 153 105 153 153 153 153
centers 33.2% 26.3% 47% 18.3% 0.9% 40.3%
(15.2%) (13%) (22.6%) (13.5%) (2.9%) (35.6%)
Non-managed 152 149 157 157 157 157
care centers 42% 21.5% 43.4% 19.7% 0.2% 44.2%
(16.7%) (11.8%) (23.9%) (18.1%) (1%) (33.4%)
t-testpvalu¢  0.000%** 0.0025* 0.1485 0.4329 0.0059 0.3287

Note: Center= number of centers; Meas mean % per center; S.Bs standard deviation of mean % per center.

aSignificance test of differences in percentage of vulnerable groups served between managed care and non-managed care CHCs
for 1996-1998, respectively.

*p < 0.05,*p < 0.01,***p < 0.001.
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Table 3. Managed care status and mix of vulnerable populations served by urban community health centers

100%—-200%
Uninsured Medicaid Below-poverty- poverty Homeless  Minority
users users line users line users users users
1996
Managed care 155 155 153 153 153 157
centers 38% 40.2% 62.7% 18.2% 4.5% 70.5%
(16.8%) (16%0) (23.6%) (14.4%) (10.9%) (24.3%)
Non-managed 88 88 88 88 88 88
care centers 49.3% 32.5% 64.8% 17.5% 2.4% 67%
(18%) (16.6%) (21%) (10.4%) (6.5%) (29%)
t-testpvalu¢  0.0001**  0.000%** 0.4645 0.6576 0.0598 0.3352
1997
Managed care 166 166 166 166 166 166
centers 40% 39.6% 61.3% 17.7% 4.1% 70.5%
(17.2%) (15.2%) (23.2%) (14.5%) (7.9%) (24.4%)
Non-managed 62 62 62 62 62 62
care centers 49% 31.9% 62.8% 18.1% 4.2% 66.5%
(20.4%) (16.5%) (20.2%) (13.1%) (14.7%) (29.5%)
t-testpvalué  0.0027* 0.0019* 0.6239 0.8131 0.9495 0.3480
1998
Managed care 170 131 171 171 171 171
centers 40.5% 38.8% 61.5% 18.1% 4.2% 69.6%
(16.8%) (15.5%) (22.1%) (14.6%) (8.2%) (24.4%)
Non-managed 55 54 56 56 56 55
care centers 51.2% 28.3% 62.9% 17.7% 6.3% 62.89
(20%) (15.5%) (19%) (10.8%) (19.1%) (28.4%)
t-testpvalu¢  0.0005**  0.0001** 0.6374 0.8359 0.4256 0.1131

Note: Center= number of centers; Mear mean % per center; S.Bs standard deviation of mean % per center.

aSignificance test of differences in percentage of vulnerable groups served between managed care and non-managed care CHCs
for 1996-1998, respectively.

*p < 0.05,"*p < 0.01,**p < 0.001.

below the poverty line, users at 100%—-200%statistically significant findings were noted
of the poverty line, homeless users, and mifor other measures of vulnerable populations
nority users served by rural managed careserved by urban managed care and non-
and non-managed care centers. managed care centers.

Similar differences were noted in urban _
comparison between managed care and non-N€ impact of managed care on
managed care centers (see Table 3). Whil¥ulnerable populations served
non-managed care centers served a signifi- The impact of managed care on the pro-
cantly higher proportion of uninsured usersportion of vulnerable populations served is
for 1996 through 1998, managed care censummarized in the GEE models in Table 4.
ters served significantly higher proportionsManaged care enrollees were significantly
of Medicaid users for the same period. Noand inversely related to proportion of
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uninsured users but positively related to pro-
portion of Medicaid users. Further, managed Center size, measured by total number
care enrollees had a lagged negative impactof patients, was positively associated
on proportion of uninsured but a lagged pos- with the proportion of users who were
itive impact on Medicaid users. Uninsured uninsured, below the poverty line,
users declined by 5.4% of total users for ev- homeless, and minorities.
ery 10,000 managed care enrollees in the
current year and by 3.8% users for every
10,000 managed care enrollees in the previ-
ous year. However, managed care enrolleeveen managed care enrollees and the num-
inthe year before lastwas not associated witter of other vulnerable population groups
proportion of current uninsured users. Sep-served were consistent with those observed
arate analyses using managed care revenyhen proportions of vulnerable groups were
yielded comparable results (results availableised in the analysis. In terms of other find-
upon request). ings, the only_dlfferences from previous re-
While managed care is inversely asso-sults (shown in Table 4) were the positive

ciated with proportion of uninsured usersand significant relationships between center
served by CHCs, it is significantly and pos- Size and Medicaid users, and between center

itively related to proportion of Medicaid Size and users living at 100%-200% of the

users. Medicaid users increased by 5.4% opoverty line.
total users for every 10,000 managed care
enrollees in the current year and by aboutDISCUSSION
3.4% of total users for every 10,000 man-
aged care enrollees in the previous year. Sep- Many of the nation'$1ealthy People 2010
arate analyses using managed care revenubjectives are targeted at vulnerable popula-
yielded comparable results (available uportions, who bearthe burden of poorer healthin
request). After controlling for other covari- this country. The extent to which safety-net
ates, the impact of managed care on otheproviders such as CHCs can use their lim-
vulnerable groups is less clear-cut. ited capacity and resources to address access
Rural location was significantly and in- and quality of care for these populations will
versely related to the proportion of userssignificantly determine whether these objec-
who were uninsured, on Medicaid, below thetives are met. The results of this study indi-
poverty line, minority, and homeless, reflect- cate that the initial effect of managed care
ing the unique characteristics of vulnerablemay be a decreased capacity to serve certain
populations in rural areas. Center size, meavulnerable population groups, in particu-
sured by total number of patients, was posidar the uninsured. CHCs involved in man-
tively associated with the proportion of usersaged care served a significantly smaller
who were uninsured, below the poverty line, proportion of uninsured (33.4%—34.6%)
homeless, and minorities. patients than CHCs not involved in man-
The impact of managed care on the num-aged care (41.8%—-45%). As non-managed
ber of vulnerable populations served is sum-care centers became involved in managed
marized in the GEE models in Table 5. care, the proportion of uninsured patients
Although the number of managed care enthey treated declined. Even after controlling
rollees was inversely related to the numberfor location and center-specific indicators,
of uninsured users, the model coefficientsuninsured users declined by more than 5%
were insignificant. The relationships be- of total users for every 10,000 managed care
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enrollees. The finding that managed carenthe actualnumber of patients, justachange
centers served a significantly lower propor-in their insurance status. Although the lim-
tion of uninsured users than non-managedtation of the UDS dataset precludes direct
care centers is noted in both rural and urtesting of this hypothesis, trend analyses do
ban CHCs for all the years studied. Thesesuggest that managed care has a declining
findings are consistent with a recent eco-impact on the proportion of uninsured users
logical study that demonstrates the signifi-served by CHCs over time. The proportion
cantassociation between Medicaid managedf uninsured users is most significantly af-
care involvement in a community and re- fected by managed care enrollees (and rev-
duced level of charity care in that community enue) in the current year, relatively less sig-
(Cunningham et al., 1999). nificantly affected by managed care in the
Since most CHCs have limited capacity, aprevious year, and insignificantly associated
higher proportion of managed care patientswvith managed care in the year before. These
(through Medicaid) often means a reducedfindings suggest that after the initial absorp-
capacity to care for the medically indigent, tion of managed care enrollees, centers are
such as the uninsured, despite their willing-able to refocus their mission to serve the
ness and stated mission to do so. Greateuninsured. Facilitating the transition from
financial pressures from managed care andon-managed care to managed care isimpor-
the phase-out of FQHC payments mighttant to ensuring continued service by safety-
force CHCs to use federal grant funding tonet providers to the uninsured.
cover the full cost of their capitated Medi-  Although managed care is associated with
caid patients, thus reducing funds availablealower proportion of uninsured users served,
to cover costs of care for the uninsured. Al-it has a significant, positive impact on other
though the loss of indirect subsidies may bevulnerable populations served by CHCs. Bi-
balanced by increasing direct public subsi-variate analyses indicate that managed care
dies such as Section 329 and Section 33@enters served a significantly greater propor-
funding provided to CHCs by the Bureau of tion and number of Medicaid users than non-
Primary Health Care, these sources of revimanaged care centers. Multivariate trend
enue are limited and have largely been staanalyses further demonstrate that managed
ble in recent years. Moreover, as CHCs useare is significantly associated with an in-
public funds to underwrite the uninsured, crease of Medicaid users served by CHCs.
their ability to reach additional people— While bivariate analyses indicate managed
expand their capacity to strive for 100% care centers also served significantly greater
access—is significantly hampered. Indeedproportions of patients who were below
our study results indicate that while non-the poverty line and minorities than non-
managed care centers saw an increasinmanaged care centers, these associations are
number of uninsured patients, managed carerimarily explained by the rural-urban loca-
centers saw about the same number of unintion of the center, which is significantly as-
sured patients. sociated with the number of below-poverty-
An alternative explanation is that reduc- line and minority users served.
tions in the number of uninsured served Caution must be exercised in interpret-
might be the result of good outreach—ing the results of the study and in for-
centers moving eligible uninsured patientsmulating policys intervention. First, given
onto Medicaid roles (Medicaid managedthe relatively short history of managed care
care), which would result in a drop in the within CHCs, it is still premature to pro-
number of uninsured patients but no changevide definitive assessment of the impact of
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managed care on CHCs. Further monitor-and the culture of the center. Future atten-
ing is needed—especially as managed cargon to these other variables could enlighten
becomes more pervasive and the number ahis analysis and amplify its interpretation.
uninsured escalates as a result of the continFourth, as demonstrated in this analysis, the
ued erosion of employer-sponsored coverageeleterious effect of managed care on cer-
and welfare reform that could increase thetain categories of the medically indigentdoes
number of uninsured (Feldman et al., 1997).not suggest an explicit and direct attempt
Second, even with an uninsurance rate aby managed care to limit care for the medi-
more than 30% for centers involved in man-cally indigent. It may well be an unintended
aged care, that rate is still double the na-consequence of the cost control strategies
tional average (16%) and far greater than theassociated with managed care (Rosenbaum,
percentage of uninsured patients that otheGerrano, Magar, & Stern, 1997). Itis an “un-
providers see. Even rural sites and managetbward” event—by no means is it an abdi-
care sites with declining percentages of unin-cation of the mission by the centers. It is
sured are still doing more than their share ofa warning to health centers to be careful
taking care of the uninsured. Third, this studyabout any erosion in their mission as they
is limited by the availability of secondary try to protect their Medicaid share by engag-
data. CHCs’ services to vulnerable popu-ing in managed care contracts. This study
lations are likely to be influenced by other does send warning signals that CHCs’ ability
external and internal factors such as com+o fulfill their explicit mission of providing
munity characteristics, features of managedccess to health care for the medically in-
care, management characteristics, the infludigent might be compromised by managed
ence of the board, practice characteristicscare.
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