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Summary 

The proportion of California residents who lack health insurance coverage will decline substantially after full 
implementation of the Affordable Care Act (ACA) in 2014. The law contains various provisions to increase 
coverage, but the main modes of improving affordable coverage options are the expansion of Medicaid —the 
nation’s primary public health insurance program—and the creation of state-run health benefit insurance 
exchanges, with federal subsidies available based on income levels.  

Notwithstanding the important coverage expansions embedded in federal health care reform, there will still 
be uninsured Californians, and unauthorized immigrants will disproportionately fill their ranks. Health care 
reform promises to bring changes in the health care delivery system, including efforts to modernize 
enrollment systems, support infrastructure development, create medical homes that focus on primary care 
and prevention, and improve coordination of care, which should enhance care for low-income Californians. 
To stay viable in the post-ACA landscape, safety net providers will need to strategically reform care delivery 
in order to become partners with Medi-Cal and the California Health Benefit Exchange. Doing so will allow 
such programs to become or remain providers of choice for the newly insured. Yet funding changes 
embedded in the ACA, as well as state and local contraction of safety net funding in response to reform, 
could impact the safety net system’s capacity to improve access for the remaining uninsured.  

How are local health care safety net providers preparing to deal with bringing in newly insured patients and 
ensuring revenue sources alongside maintaining their mission to provide care to those who remain 
uninsured? We examine these issues in two ways. First, we highlight areas of anticipated strain through 
detailed mapping of safety net access (clinics and emergency departments (EDs)) for the largest group of the 
remaining uninsured (and one we can estimate): unauthorized immigrants. Second, we synthesize strategies 
and challenges for improving access for the poor—both currently and while preparing for reform—from two 
case studies of potentially highly impacted communities: Los Angeles and Monterey counties. 

The simplest measure of access to care is proximity to a facility, as most Californians live within reasonable 
distances to hospital EDs and safety net clinics. And overall, unauthorized immigrants do not seem to fare 
particularly poorly on proximity measures relative to other safety net users, such as Medi-Cal participants. 
This is likely the result of safety net providers being located where there is community need, and because 
unauthorized immigrants generally reside in areas where there are other low-income populations.  

We also examined access by using a more nuanced indicator, which measures the level of supply (meaning 
employees and hospital ED beds) at safety net facilities and also considers the likely demands placed on 
those facilities. We found that several areas in Los Angeles, Orange, Riverside, and San Bernardino counties 
have low clinic access and high demand—indicating some post-reform vulnerability because they are more 
likely to have high numbers of unauthorized immigrants, and thus the remaining uninsured. Fresno, Kern, 
and Monterey counties have areas where access to clinics and EDs is also low and the number of 
unauthorized immigrants is significant. If clinics in these areas focus on serving patients with new sources of 
health care coverage, some advocates fear that there will be fewer choices for the remaining uninsured, and 
it is likely that such vulnerable populations will rely more heavily on hospital EDs for care, which is among 
the most costly of care settings.  

Although more detailed than any provided to date for the state of California, the spatial analysis of 
proximate access presented in this report does not fully capture the safety net’s ability to provide or improve 
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adequate access to coverage. In L.A. and Monterey counties, the local safety net providers highlighted 
particular challenges for us. Among the most salient of concerns, our respondents identified their fear of 
safety net providers “squeezing out” those who will remain outside the scope of coverage under the ACA. 
This fear reflects an awareness of limited capacity among providers as well as barriers to delivery-system 
modernization (despite recent efforts to expand and improve services), combined with a realistic 
understanding of the importance of patient revenue. There is also concern among federally qualified health 
center (FQHC) providers over proposals to change their current reimbursement structure. Unknowns 
regarding which people will secure new insurance coverage and which people will remain patients of safety 
net providers post-ACA also contribute to these anxieties. Not revisiting the current payment system could 
risk their exclusion from health plans targeted toward those who may participate in the Exchange.  

Our local area experts also offered insights into some of the particular strengths and strategies that will help 
safety net providers maintain their unique presence in communities. Through California’s renewed 
Medicaid waiver, which is intended to serve as a “bridge to reform,” clinics and hospitals are benefitting 
from increased funding and piloting expanded enrollment efforts, improving information technology (IT) 
and use of electronic health records, experimenting with delivery-system innovations, and improving 
“customer service.” Innovative peer-education and outreach models have been both well tested and well 
received in high-immigrant communities, and they remain a promising approach to share information and 
address community concerns about the broader goals of the ACA. Safety net providers have also developed 
a heightened sensitivity to providing culturally and linguistically appropriate care, and connecting patients 
to other needed social safety net services, such as housing and transportation assistance. These are all 
strategies that may allow safety net facilities to maintain their credibility in their communities and become 
the provider of choice for the newly insured as well as the remaining uninsured.  
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Introduction 

Of all the states, California is home to the largest number of uninsured residents, with almost 7 million 
Californians (or one in five residents) lacking health insurance coverage in 2010 (Kaiser Family Foundation, 
statehealthfacts.org). Given the state’s perennial budget constraints, the enduring economic downturn, and 
declines in employer-sponsored health coverage, California’s sizable uninsured population will likely 
remain relatively large, even in the wake of reform. The federal Affordable Care Act (ACA), signed into law 
in March 2010, initiates such reform. The law promises to greatly reduce the number of uninsured residents 
in California, primarily through expanding the state’s main public insurance program, Medi-Cal 
(California’s Medicaid program), and through the creation of the California Health Benefit Exchange 
(referred to throughout as the Exchange), with federal subsidies available based on income levels.1  

Despite the proposed large-scale expansion efforts, an estimated 3 million to 4 million Californians will still 
lack health insurance after the expansion provisions are fully implemented post-2014 (Buettgens et al. 2011; 
Jacobs et al., 2012; Long and Gruber 2011). The Californians who will remain (or become) uninsured include 
those who are currently or newly eligible but do not participate in public insurance programs, those who opt 
out despite the individual mandate and associated tax penalty, and those for whom the penalty is waived 
based on income.2  Of particular note, unauthorized immigrants will constitute one of the single largest 
population subgroups projected to remain uninsured after the ACA is implemented in California accounting 
for anywhere between 25 percent to 40 percent of the remaining uninsured after the ACA expansions (Jacobs 
et al., 2012; Long and Gruber 2011).3  The ACA continues to bar unauthorized immigrants from participating 
in the Medi-Cal program and prohibits their purchasing coverage in the Exchange.4  More than any other 
state, California is home to the largest estimated number of unauthorized immigrants—about 2.6 million. 
(Passel and Cohn 2011).5  

When they do seek medical care, the state’s low-income and uninsured residents—some of whom are 
unauthorized immigrants—rely heavily on the state’s health care safety net system (California HealthCare 
Foundation 2009). There is tremendous variation in local safety net systems, but most are some combination 
of public hospitals, county-run public health clinics, community health centers, rural health clinics, and free 
clinics. As part of their core mission, these providers see all patients—regardless of ability to pay, and (often) 

                                                           
 
1 Beginning in 2014, all citizens and legally residing noncitizens who have been in the United States for at least five years and have family 
incomes below 139 percent of the federal poverty level (FPL)—about $31,000 annual income for a family of four—will be eligible for 
Medicaid. New state-based health benefit exchanges represent an insurance-purchasing option for individuals and small businesses, with federal 
subsidies available to people with family incomes between 133 and 400 percent of FPL who do not have access to employer-based coverage. 
2 The individual mandate is the ACA requirement that most U.S. citizens and lawfully present noncitizens have some form of health insurance 
coverage by 2014, or else face a tax penalty. The ACA provides exemptions to the individual mandate’s tax penalties for those who do not earn 
enough income to file a tax return and for others based on financial hardship, where the lowest cost health care plan available would exceed 8 
percent of annual income. 
3 The range in these percentages is driven by the fact that they are based on different projection models (micro-simulation models), which vary in 
data sources and assumptions about coverage options and enrollment behavior. These models also produce different estimates of the numbers of 
newly insured California residents, and the number of residents who would be eligible for participation in Medi-Cal and the exchange but do not 
participate after 2014. See http://laborcenter.berkeley.edu/healthcare/ for more. 
4 Legal permanent residents (LPRs) who have been in the country less than five years are also not eligible for federally-funded Medicaid 
coverage, although historically California has used state dollars to provide Medi-Cal coverage for this group. Lawfully present noncitizens 
(including some LPRs within five years of entry) who are ineligible for Medicaid due to their alien status are eligible to participate in the 
Exchange and receive premium subsidies. (Siskin 2011). 
5 The other widely cited estimates of unauthorized immigrants, those from the Department of Homeland Security (DHS) are the same for 
California in 2010: 2.6 million (Hoefer et al. 2011). The DHS and Passel and Cohn estimates are generally in close agreement. There are no 
comprehensive enumerations of unauthorized immigrants. 

http://laborcenter.berkeley.edu/healthcare/
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legal status (Staiti et al. 2006). Hospital EDs are considered the “safety net for the safety net” because they 
play a large role in the care of the uninsured and Medicaid patients. Federal law requires that EDs screen 
and treat all patients in need of care (Siegel et al. 2004), as mandated by the Emergency Medical Treatment 
and Active Labor Act (EMTALA) of 1986. The safety net system not only comprises a variety of health care 
providers but it also relies on many different financing sources. Local, state, and federal economic 
circumstances and politics (e.g., the scope of indigent-care programs) can shape how extensive and effective 
the safety net is in any given area (Summer 2011).  

The impact of the ACA on the safety net is largely unknown, but it is likely to vary across communities. 
Given the U.S. Supreme Court ruling in June 2012 upholding the constitutionality of the ACA’s key 
provisions, coverage expansions in California will most likely move forward as outlined in the law.6 Though 
the coverage expansions may be a boon for safety net providers in areas with many newly insured residents, 
it is also possible that the ability of some providers to supply uncompensated care7 for the uninsured will 
become more limited (Hall 2011; Katz 2010). This may particularly be the case in areas where the remaining 
uninsured are predominantly composed of unauthorized immigrants and where financial resources are 
limited. The current robustness of the safety net, as well as the shifting distributions of low-income and 
remaining uninsured populations post-reform, will drive variation in the future (Staiti et al. 2006).  

What is clear is that the ACA places safety net systems at a crossroads (Katz 2010). Many must balance their 
long-standing mission to stand as the provider of last resort for those left out of reform while positioning 
themselves to be partners and providers of choice for low-income, newly insured residents. Many providers 
recognize the need to plan strategically for upcoming changes in the health care system (Summer 2011), but 
safety net institutions also face the immediate strain of responding to a significant increase in the demand for 
services that accompanied the recent recession (CHCF 2010). At the same time, cuts in Medicaid (the largest 
single revenue source for safety net providers) have occurred in states (such as California) that face large 
budget deficits. If institutions that rely heavily on Medi-Cal patients are unable to become the provider of 
choice for newly insured populations, they may have even fewer resources to serve the remaining uninsured 
under the health care reform, exacerbating existing regional disparities in access. If funding for clinic 
capacity building embedded in the ACA is targeted toward addressing the needs of areas with high 
concentrations of uninsured populations, safety net providers could better invest in infrastructure and rise to 
the challenge of serving as primary care bases for a broad network of low-income populations.  

The goals of this report are to help health policy leaders, planners, and community-based organizations 
(CBOs) understand where continued demands on the health care safety net may be concentrated, and to 
identify strategies and innovations that may assist safety net providers to expand access to the underserved 
and newly insured in a time of high demand and fiscal constraint. First, we examine potential demands to 
local safety net infrastructures as measured and mapped against relative concentrations of the largest group 
left out of reform—unauthorized immigrants. We primarily focus on the concentrations of unauthorized 
immigrants because they rely heavily on hospital EDs and safety net clinics for their care, and we can 
examine their distribution across the state with new, local-level estimates. We juxtapose ZIP code level 
concentrations of the unauthorized population with safety net supply and accessibility measures, which 

                                                           
 
6 On the issue of the ACA’s Medicaid-expansion provision, the Court upheld the expansion, but with a critical caveat: The federal government 
may not threaten the states that do not comply with the loss of their existing Medicaid funding. That means the Medicaid expansion is now 
optional for the states, although to date California policymakers have indicated their support for moving forward with the expansion. 
7 Uncompensated care is health care that is delivered but not paid for by the patient or a third party payer source (insurance program or 
company). Much of uncompensated care costs come from visits to emergency rooms (Hadley and Holahan 2004). 
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allow us to assess how well the two align at the county and sub-county levels. Though new and informative, 
this analysis can only provide one portrait of access: that is, physical proximity. Adequate access, however, 
extends beyond distance and capacity. The ability of targeted populations to have or gain access to services 
relies on several institutional factors of safety net providers including their financial resources, 
organizational structure, and socio-cultural dynamics (Gulliford et al. 2002). Thus, to better understand how 
local providers are preparing to strengthen access to low-income and diverse communities in 2014, 
particularly in areas with high percentages of unauthorized and uninsured populations, we also present 
findings from case studies of Los Angeles and Monterey counties. These case studies predominantly rely on 
expert interviews with safety net providers and immigrant-centered community-based organizations (CBOs) 
to better understand how the safety net and other stakeholders may respond to the ACA, when access must 
be monitored and measured against multiple goals of serving the disadvantaged; maintaining or improving 
financial health; and providing innovative, integrated, and appropriate care. 
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The Role of the Health Care Safety Net 

Although many different providers, institutions, and settings can be considered part of the safety net, the 
Institute of Medicine (IOM 2000) defined the essential characteristics of safety net providers as caring for 
patients regardless of their ability to pay for services, and serving a substantial portion of uninsured, 
Medicaid, and other vulnerable patients. In accordance with these defining characteristics, safety net 
providers tend to locate in areas with high levels of need, in order to improve access and mitigate utilization 
disparities of health care resources. Some, in fact, have strong incentives to do so.  

Disparate access to safety net providers across geographic areas and among targeted vulnerable groups is an 
important indicator of alignment of resources with demand. Several analysts have noted that smaller urban 
and rural areas are increasingly favored as immigrant destinations (both for the authorized and 
unauthorized), in contrast to large urban centers. In turn, there may be a growing mismatch between health 
care resources (which are less robust in nonurban areas) and concentrations of high-need populations 
(Allard 2004; Artiga and Tolbert 2009). In general, there has long been a large divide between urban and 
rural access to adequate safety net resources, which is true for both citizens and noncitizens alike (Hadley 
and Cunningham 2004).  

To inform safety net resource planning and allocation preparations for the post-ACA future, we provide a 
baseline portrait of access to safety net providers across California communities, drawing from multiple data 
sources, to examine robustness across and within counties. To do so, it is critical to map availability against 
potential population demand with sub-county-level information. In our study, we examine proximity to 
safety net providers at the ZIP code level. Although we focus primarily on unauthorized immigrants and 
their population concentrations, we identify and compare access for three other groups that are highly 
reliant on safety net systems: noncitizen immigrants, low-income (under 200% FPL) individuals, and Medi-
Cal enrollees. These are not mutually exclusive categories (e.g., unauthorized immigrants are a subset of 
noncitizens; many unauthorized are low-income), but each group may be of different interest for policy-
planning and development purposes. Ideally, we would like to examine county and sub-county estimates of 
the uninsured population as well, but this information is either not reliable or unavailable at smaller 
geographic levels. Fortunately, recent estimates produced by UC Berkeley’s Center for Labor Research and 
Education, and UCLA’s Center for Health Policy Research, based on a statewide projection model (referred 
to as CalSIM), have revealed the projected numbers of residents expected to remain uninsured after reform 
for large counties and regions (estimates become unreliable at midsize and smaller-county levels). In Los 
Angeles, the CalSIM model predicts that 970,000 to 1.27 million residents will remain uninsured by 2019.8 
Other Southern California counties (apart from L.A.) collectively will also have many uninsured residents 
after ACA implementation, ranging from 930,000 to 1.21 million individuals. Approximately 110,000 to 
150,000 residents in the Sacramento region will be uninsured, anywhere from 300,000 to 410,000 residents in 
San Joaquin will be uninsured, and in the greater Bay Area about half a million residents (450,000 to 560,000) 
will remain or become uninsured (see Jacobs et al., 2012, for more detail). Our estimates focus on a subgroup 
of this uninsured population—unauthorized immigrants—and complement these county-level projections 
by providing a detailed picture at finer, local levels of geography.  

                                                           
 
8 The range in estimates result from two different models: One is a “base scenario” model, the other is an “enhanced” scenario. Under the 
enhance scenario, outreach and enrollment are extensive, and enrollment and retention is assumed to be easy (Jacobs et al. 2012) 
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Before we discuss our findings, we will first define the health care safety net, and then describe in more 
detail the populations that safety net providers tend to serve. 

What Is the Health Care Safety Net? 
Safety net providers are united by a common mission: to provide care regardless of one’s ability to pay, and, 
often times, immigration status. In general, safety net providers include public hospitals, community health 
centers, county clinics, and for-profit and nonprofit health care organizations (CHCF 2009). Counties in 
California play an important role in the structure and delivery of the health care safety net. Since 1933, Section 
17000 of the California Welfare and Institutions Code has required California’s counties to be the health care 
providers of last resort for the medically indigent. However, since there is no statutory standard for the services 
provided, there is significant variation in how delivery of services is organized. Many of the larger counties are 
considered “provider” counties, meaning that they operate public hospitals and county outpatient clinics that 
provide care to county residents designated as medically indigent.9 Many “provider” counties provide care to 
the uninsured and medically indigent regardless of citizenship status, including L.A., but certain counties, such 
as Monterey, do not. (We compare these two counties later in our case study analysis.)  

In this study, we define the health care safety net as all health care clinics, including federally qualified 
health centers (FQHCs) and FQHC look-alikes, as well as other non-FQHC clinics (i.e., other community-
based clinics, rural health clinics, and county-based outpatient clinics). (See Text Box on page 14 for more 
information on FQHCs).10 We also focus on all hospital emergency departments, as they must treat everyone 
in need of care and are important providers of last resort for the uninsured. We combine a variety of data 
sources to arrive at a comprehensive picture of safety net providers across California (see Technical 
Appendix B).11 It is important to note that we do not include private physicians, because we cannot be sure 
that they see a significant share of uninsured, Medi-Cal, or otherwise vulnerable patients, although some 
private physicians do indeed play the role of a safety net provider. Nor do we include school-based health 
centers as we do not have comprehensive data on their locations, although they do serve an important role in 
providing routine health care services, including physicals, oral health checkups, and referrals. 

For our analysis, we distinguish between all safety net clinics and hospital EDs, because they, in principle, 
serve different health care delivery purposes. Evidence suggests that use of EDs is intertwined with access to 
primary care services. For instance, Medi-Cal patients are more likely than the privately insured to visit EDs 
for nonurgent conditions, in part because they feel they get more timely and thorough care at EDs than at 
clinics (CHCF 2006). Uninsured residents and noncitizen immigrants, while less likely to visit EDs than their 
publicly insured and native-born counterparts, respectively, still rely on EDs for care (McConville and Lee 
2008). Still, hospitals will bill the uninsured for services, and EDs are among the most costly care settings. 

                                                           
 
9 To fulfill the Section 17000 obligation, counties in California operate public hospital and clinic systems or they contract with private providers 
to operate medically indigent service programs (MISPs). Half of the counties in the state are “provider” counties. “Payer” counties (six counties) 
do not operate hospitals or clinics and must contract with other providers—typically nonprofit hospitals and community clinics—to provide care 
to those eligible for the county indigent program. Hybrid counties (six counties) operate public outpatient clinics but do not run public hospitals, 
so like payer counties they must contract with private hospitals to provide inpatient care. Counties not only vary in their delivery structure but 
also in their eligibility thresholds, scope of benefits, and extent of provider networks. Provider counties generally offer more generous coverage, 
with few placing restrictions on the availability of basic medical services. 
10 These clinic types are not mutually exclusive. For example, county-based outpatient clinics are often designated as FQHCs. For a description of 
the various types of clinics in operation in California, refer to Technical Appendix B. 
11 We identified and included a total of 1,596 clinic sites across all the different types of clinics; of these more than half (825) were designated as 
FQHCs. We included a total of 339 hospital emergency departments, all of which are general acute care hospitals with at least one emergency 
department station (bed). 

http://www.ppic.org/content/pubs/other/1012SMR_appendix.pdf
http://www.ppic.org/content/pubs/other/1012SMR_appendix.pdf
http://www.ppic.org/content/pubs/other/1012SMR_appendix.pdf
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Who Uses the Safety Net? 

Safety net users are among the most vulnerable people, whether defined by limited or no insurance 
coverage, low-income status, minority background, limited English proficiency, or immigration status. 
Although there is no comprehensive utilization data for all clinics, about 7.6 million Californians rely on 
safety net clinics for regular health services (CHCF 2009). While it is true that safety net providers serve 
uninsured populations, publicly insured individuals rely heavily on safety net providers as well, as do some 
low-income individuals with employer-sponsored coverage. A national study of community health clinics 
found that their patients are nearly three times more likely to be low-income (under 200% of the federal 
poverty level (FPL)), three times more likely to be on Medicaid, and 2.5 times more likely to be uninsured 
compared to the rest of the population. They are also disproportionately composed of Hispanic individuals. 
Children and women are also frequent users of safety net clinics. (Children are more likely to be covered 
under Medi-Cal or Healthy Families, and adults are more likely to be uninsured (CHCF 2009; Rosenbaum et 
al. 2010)). Yet it is also important to note that low-income populations in California rely on other sources of 
care, including private physicians, and some pool from multiple sources.  

What are FQHCs? 

Like many other safety net providers, health centers designated as a Federally 
Qualified Health Center (FQHC) provide comprehensive, culturally competent health 
care services to medically underserved communities and vulnerable populations. 
However, FQHCs have distinct requirements, and they are reimbursed differently than 
other safety net providers. Health centers may apply for and be designated as an 
FQHC if they are located in high poverty or medically underserved areas, adjust patient 
fees based on ability to pay, provide detailed budget and staffing information, and have 
a specific plan for addressing population needs. Under this designation they: 

 Receive funding under Section 330 grant of the Public Health Services Act and are 
reimbursed by Medicaid based on a prospective payment system (PPS) that 
approximates the reasonable cost of a visit, and at a capped rate based on reasonable 
cost by Medicare.  

 Are governed by a community board composed of a majority of health center patients 
who represent the population served. 

 Are required to provide other services, such as transportation and language assistance to 
their patients. 

 Must meet other performance and accountability requirements regarding administrative, 
clinical, and financial operations. 

FQHC look-alikes (FQHCLAs) do not receive funding under Section 330 grant of the Public 
Health Services Act but are governed, operate, and provide services in much the same way. 
They receive enhanced reimbursement under Medicaid and Medicare, but they do not have 
other protections that Section 330 grantees receive (e.g., participation in the Federal Tort Claims 
Act malpractice coverage program and protection from anti-kickback safe harbors). Many 
FQHCLAs go on to ultimately become FQHCs. For more detail on safety net clinics, visit the 
California HealthCare Foundation for excellent primers: www.chcf.org/publications/2009 
/03/californias-safetynet-clinics-a-primer. 

http://www.chcf.org/publications/2009/03/californias-safetynet-clinics-a-primer
http://www.chcf.org/publications/2009/03/californias-safetynet-clinics-a-primer
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Immigrants, particularly noncitizens, are frequent users of safety net clinics, which may in part be driven by 
their higher rates of uninsurance. About one in two noncitizens in California lacked insurance coverage in 
2010 (CHCF 2011), compared to one in ten native-born individuals and one in five naturalized citizens. In 
California, low-income noncitizens are much more likely to report that their usual source of care is a 
community clinic or community hospital (40%) than native-born (32.5%) and naturalized citizens (30.6%) 
(based on the authors’ calculations using the California Health Interview Survey [CHIS]). Although there are 
no nationally representative data on unauthorized immigrants’ insurance coverage, the Pew Hispanic Center 
estimates that 60 percent of unauthorized immigrants are uninsured nationwide, and smaller-scale studies 
indicate that they have the highest uninsured rates among all immigrants (Passel and Cohn 2009; Goldman 
et al. 2005).12  The unauthorized population reports the largest access barriers (e.g., not having a usual source 
of care), even after adjusting for health insurance and health status (Bustamante et al., 2010; Goldman et al. 
2005). Contrary to popular perceptions, research has shown that noncitizens and unauthorized immigrants 
do not disproportionately utilize safety net health care institutions, such as hospital EDs, compared to others 
(Berk et al. 2000; DeRose et al. 2009; McConville and Lee 2008). 

Actual demographics for public hospital clinic users are not known, but the California Association of Public 
Hospitals (CAPH) estimates that about 50 percent of the patients served by public hospitals do not speak 
English as their primary language, and it is reasonable to assume that the same holds true for public hospital 
clinics. Similarly, licensed primary care clinics in California that report patient-language data reveal that 43 
percent of their patients do not speak English as their primary language. California’s FQHCs report that 
most (83%) of their patients had incomes below 200 percent of the FPL, the majority were Hispanic, and 45 
percent were uninsured (CHCF 2009).  

How Is the Safety Net Financed? 

Because safety net systems rely on a mix of patient revenue (most of which comes from patients covered by 
Medi-Cal and Healthy Families), safety net clinics depend heavily on funds from government sources, 
including federal, state, and local governments. Medi-Cal is the major source of funding for California’s 
community clinics, composing about 70 percent of net patient revenues and nearly 50 percent of total 
revenues (CHCF 2009). An important aspect of Medi-Cal funding for clinics designated as FQHCs involves 
enhanced reimbursement from Medi-Cal based on a prospective payment system (PPS) rate that 
approximates a “reasonable” cost per visit, and from Medicare at a capped rate.13 The second largest source 
of funding for FQHCs comes from federal grants (Section 330). A small portion of funds comes from a 
combination of patient fees, generally paid on a sliding-scale fee schedule based on patients’ income levels. 
In addition, a small share of revenue comes from philanthropic and private donations (CHCF 2009).  

Other funding comes from state-administered, limited-benefit programs that target specific conditions or 
populations, and county indigent care programs (noted earlier), in addition to private grant sources for 
operating support. For instance, the state runs a number of programs that are geared toward specific 

                                                           
 
12 Most of the published studies on unauthorized immigrants and health care coverage and access are conducted on a smaller scale, because 
there are no nationally representative data on unauthorized immigrants. They also tend to be conducted in areas with high concentrations of 
unauthorized immigrants, primarily Latino or Mexican-origin immigrants. 
13 In 2000, the cost-based reimbursement payment system of FQHCs was changed at the federal level to a prospectively determined approach, or 
the PPS. A primary objective of this change was to create financial incentives for clinics to reduce their costs, operate more efficiently, and 
increase state control over their Medicaid budgets. Clinics that kept their costs below their payment amount would profit; conversely, clinics 
would lose money if their service costs exceeded the payment amount. PPS also afforded states an increased ability to budget the cost of clinic 
Medicaid expenditures. 
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population groups, most of which are tied to certain services or health needs. In some cases, these 
specialized programs provide additional or wrap-around health care services to groups that may have 
insurance coverage through other sources, such as Medi-Cal (e.g., the California Children’s Services (CCS) 
program). In other cases, the program provides specific types of services (e.g., family planning services 
through the Family PACT program or pregnancy-related services through the Access for Infants and 
Mothers (AIM) program) for those that do not have any other source of insurance coverage. All of these 
programs provide at least some level of services, regardless of immigration status. 

For public hospitals, much like clinics, patient revenues from Medi-Cal constitute a primary source of 
funding. Medi-Cal not only pays for patients currently enrolled in the insurance program but also 
retroactively enrolls those who are not participating at the time of their visit but are eligible (thus, Medi-Cal 
pays for those hospital-based services). Medi-Cal also subsidizes care for unauthorized immigrants who are 
seen and treated at a hospital ED and would otherwise be income-eligible for Medi-Cal. Another important 
source of safety net funding for public hospitals is government funding specifically designated for 
uncompensated care. More than two-thirds of government spending for uncompensated care comes from 
the federal government, most of which goes toward payments to hospitals in the form of disproportionate 
share hospital (DSH) payments. DSH payments are provided to hospitals that care for a large share of 
uninsured and publicly insured patients, and states have considerable discretion in how they calculate and 
allocate DSH funds among hospitals (Bachrach 2010).  

Under health care reform, safety net systems could both gain and lose revenue, a high priority and concern, 
as well as a source of anxiety, among stakeholders. Currently, one-quarter of California community clinics 
are in the red, suggesting tenuous financial health (CHCF 2009), and state budget cuts to clinic funding have 
impacted clinic programs throughout the state. The ACA expansion of Medi-Cal, in theory, should result in 
new revenue from patients who were previously uninsured if those patients continue to receive care from 
safety net providers. Some FQHCs, in fact, that successfully draw in or maintain newly insured patients will 
likely see a significant infusion of new Medi-Cal dollars from cost-based reimbursement. The ACA will also 
enable hospital EDs to be reimbursed for providing emergency care to unauthorized immigrants who would 
otherwise be eligible for coverage under the Medi-Cal expansion. In addition, the ACA allocates $11 billion 
through the Health Center Trust Fund for major expansions of community health centers and placement of 
health care professionals in underserved areas (Katz 2010). But the ACA also reduces Medicaid DSH funding 
annually—a loss totaling $20 billion by 2020—on the premise that certain hospitals will not need as much 
funding because they will serve fewer uninsured patients. Safety net hospitals rely heavily on these 
payments, and depending on location and patient mix, some hospitals may see reduced funding with no 
corresponding offset for uncompensated care. The impact on hospitals could be enormous, especially in 
locations where the amount of uncompensated care does not drop as much as expected, including border 
areas or locations where there are high concentrations of unauthorized immigrants. Finally, beside federal 
funding changes, it may be difficult to maintain local government and philanthropic support for the safety 
net system once it is clear to residents and the public that many of the remaining uninsured are 
unauthorized immigrants. 
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How Does Safety Net Access Vary 
Across California? 

Stronger availability of resources matters for understanding how the uninsured interact with the safety net 
system. One study found that increased availability of community health centers (based on closer proximity) 
improved access to medical care for the uninsured in terms of having a usual source of care and reporting 
more ambulatory visits (Cunningham and Hadley 2004). Although not analyzed, researchers speculated that 
greater access to health centers may reduce the probability of ED use and inpatient hospital stays. A 
California-based study found that proximity to clinics had a greater influence on access (e.g., having a usual 
source of care) for those with limited English proficiency than for those who are proficient in English 
(Cordasco et al. 2011). This suggests that there is a significant relationship between language barriers among 
immigrants and availability of services. 

After implementation of the ACA, as low-income adults who are citizens or legal permanent residents 
(LPRs) gain insurance coverage through either Medi-Cal expansion or participation in the Exchange, the 
ranks of uninsured are projected to shrink. As these groups exit the uninsured population, the proportion of 
remaining uninsured that is unauthorized immigrants will become higher still. At that point, the public and 
policymakers’ preferences to subsidize their care at EDs and clinics may decline. Public sentiment regarding 
the role of government in providing health care to the unauthorized is mixed, and it appears to vary 
depending on whether coverage or access is at issue. In a 2007 statewide survey of Californians, about half 
(53%) opposed providing health care coverage to unauthorized immigrants (Baldassare et al. 2007). However, 
another PPIC survey focused on Los Angeles found that 61 percent of respondents thought that 
unauthorized immigrants should have access to public health care (Baldassare 2004).  

Now we turn to understanding the current capacity of the safety net in communities throughout the state, 
drawing special attention to those communities with a disproportionate percentage of unauthorized 
immigrants, because that population is most likely to remain uninsured after 2014.  

First we describe the share of each county’s current uninsured population that is likely to be unauthorized 
immigrants. Next we examine a basic access measure—distance in miles to the nearest clinic or emergency 
department for likely safety net users by county—to understand how safety net access may vary across users 
and whether the unauthorized have differential access to safety net providers compared to other safety net 
user groups. Then we turn to a more robust measure of access, which incorporates the number of safety net 
providers within a certain distance but also incorporates a measure of provider capacity along with potential 
demand for services. We then overlay this access measure with estimated counts of unauthorized residents.  

Unauthorized immigrants currently make up about 8 percent of the state population (Passel and Cohn 2011)14. 
Their distribution across the state is not uniform, but nearly every county has some unauthorized residents 
(Hill and Johnson 2011). For example, in Monterey County we estimate that nearly 14 percent of the county’s 
population is unauthorized (see technical appendix Table A1).15 Other counties with large percentages of 
unauthorized immigrants include Imperial (13%), Napa (12%), Santa Clara (10%), and Orange (10%) counties. 

                                                           
 
14 Because there is no comprehensive data on the unauthorized immigrant populations, estimates vary across studies and depending on the data 
source used to approximate counts. See Technical Appendix A for more on estimating the unauthorized immigrant population in California. 
15 Technical Appendix A provides detail on our estimation method. 
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We estimate that more than 9 percent of residents in Los Angeles County are unauthorized immigrants, and they 
number nearly 900,000. Some communities within the state (which we approximate by ZIP codes) have populations 
comprised of more than 5000 unauthorized immigrants. (see technical appendix Figure A1). These concentrations 
clearly have implications for the health care infrastructure in the communities and counties where unauthorized 
immigrants reside in disproportionate numbers, both now and after the implementation of the ACA.  

As mentioned earlier, the unauthorized are projected to be one of the largest groups to remain uninsured 
after the ACA is implemented. Thus, areas in which a large proportion of the uninsured are unauthorized 
may not experience significant increases in insurance coverage. This, in turn, may mean that local safety 
net providers will continue to serve large populations of uninsured. As shown in Figure 1, the distribution 
of uninsured Californians that are unauthorized immigrants varies by region and county.16 The Bay Area 
and Central Coast appear to have the highest proportions of unauthorized among their uninsured 
populations. This somewhat counterintuitive pattern is driven by the relatively small uninsured 
populations in many of these areas, combined with relatively large population shares of unauthorized 
immigrants. The rates of the uninsured in the Bay Area are some of the lowest in the state, ranging from 
about 12 percent to 15 percent, while the share of the unauthorized in many of these counties hovers 
around 10 percent. In contrast, other regions—including Los Angeles, the Inland Empire, and the Central 
Valley—also have relatively high proportions of their populations that are unauthorized, but they have 
much higher rates of the uninsured as well, ranging between 20 percent and 25 percent. This renders the 
proportion of the unauthorized to the total uninsured population lower in comparison. So while nearly 
900,000 unauthorized immigrants reside in Los Angeles, the county is home to more than 2.1 million 
uninsured, the vast majority of whom are legal residents. 

Some exceptions to this pattern occur in Monterey County, which has a high rate of uninsured residents 
alongside a relatively large unauthorized population. In Southern California, the percentage of uninsured 
that is unauthorized is also high in Ventura, Santa Barbara, and Orange counties–places where nearly one 
in five residents are uninsured, and the unauthorized compose more than 30 percent of those uninsured 
populations.  

                                                           
 
16 These estimates derive from county counts of the uninsured from the 2009 Census Small Area Health Insurance Estimates and 2009 estimates 
of unauthorized immigrants from the authors. To estimate the percentage of the uninsured likely to be unauthorized, we assume that 60 percent 
of the unauthorized are uninsured, which is based on national estimates from the Pew Hispanic Center (Passel and Cohn 2009.) See Technical 
Appendix A for more details. 
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FIGURE 1  
Percentage of uninsured likely to be unauthorized immigrants, 2009 

 
SOURCE: Authors’ calculations are from 2009 Census Small Area Health Insurance Estimates (SAHIE) and 2009 estimates 
of the unauthorized immigrant population from Hill and Johnson, 2011. 

NOTE: See Technical Appendix A for details. 

Next, we turn to our examination of a common measure of access: the shortest distance that a county’s 
population must travel to receive care.17 Here we focus on safety net providers (hospital EDs and all health 
care clinics) and safety net users (unauthorized immigrants, those living below 200% of the FPL, noncitizens, 
and those insured through Medi-Cal)18,19 to examine how access may vary across user groups and to 
determine if the unauthorized have poorer access than other safety net users. Distance to these health care 
providers can be measured in miles or minutes traveled. Neither measure perfectly reflects a person’s lived 

                                                           
 
17 Distance to the nearest facility is calculated from the ZIP code centroid of the population of interest to the exact location of the safety net facility. 
18 Population estimates for noncitizens and the poverty population are derived from the Census American Community Survey (ACS) five-year 
data files for census tracts, which we then aggregate to ZIP codes. Counts of Medi-Cal beneficiaries by ZIP code are from the California 
Department of Health Care Services. Unauthorized immigrant estimates are from Hill and Johnson, 2011. See Technical Appendix A for more 
details. Technical Appendix B describes how we compiled data on EDs and clinics. 
19 These population groups are not mutually exclusive. 
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experience when traveling to care. For example, minutes can be thought of as the amount of time it takes to 
drive to care in a car. But not all patients have access to cars, especially among the unauthorized immigrant 
population or the poor. This population may be more likely to depend on public transportation or walking, 
and access to public transportation may also vary across the state. Thus, for our measure of distance to EDs 
and clinics within communities, we use number of miles in road distance.20  

Most Californians live within two miles of a safety net health clinic (59%), and these percentages are higher 
for unauthorized immigrants (75%), those living under 200 percent of the poverty line (69%) noncitizens 
(71%), and those insured through Medi-Cal (70%) (see technical appendix Table B1). Close proximity (within 
two miles) to EDs is lower: 33 percent for all Californians, and between 35 percent and 39 percent for 
unauthorized immigrants, those living under 200 percent of the poverty line, noncitizens, and those insured 
through Medi-Cal. Because we focus on the types of providers most likely to serve the Medi-Cal population 
and the uninsured, it is not surprising that we find these groups live closer to clinics than the general 
population. Overall, it appears that the unauthorized have similar levels of proximate access (less than two 
miles) to clinics relative to all noncitizens, as well as low-income individuals and residents insured through 
Medi-Cal. This holds true for most regions of the state. Proximity to EDs is somewhat different: Counties in 
which unauthorized immigrants are less likely to live within two miles of EDs than other safety net user 
groups include counties with small populations of unauthorized immigrants (Del Norte, Glenn, and Modoc), 
mid-range populations of unauthorized immigrants (Yolo, Marin, and San Luis Obispo), and counties with 
large unauthorized populations (Sonoma and Stanislaus).  

Only small shares of Californians live more than 15 miles from EDs (less than 5%). In Figure 2, we highlight 
those counties where unauthorized immigrants are more likely to live far from safety net providers than 
other populations likely to rely on them, as well as counties with large populations or high percentages of 
unauthorized immigrants. Residents of a few counties do have longer distances to travel, including many in 
the Central Valley and in Northern California. In Monterey County, nearly 10 percent of unauthorized, poor, 
noncitizens, and Medi-Cal patients must travel 15 miles or more to reach the nearest ED. In only a few regions, 
unauthorized immigrants appear to be more likely than other residents to live 15 or more miles from EDs. 
Central Valley counties such as Fresno and Kern stand out. Clinic availability is better for nearly all counties 
(very few have residents that must travel 15 miles or more to reach a clinic), although San Bernardino 
appears to be an exception, with larger percentages of the unauthorized and all noncitizens needing to travel 
further to reach the closest health care clinic. This suggests that immigrants reside in areas with a less robust 
safety net system relative to other groups (see technical appendix Tables B1and B2 for all counties.)  

                                                           
 
20 Rather than in Euclidean distance (“as the crow flies”). 
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FIGURE 2  
Percentage of population that lives more than 15 miles from closest emergency 
department, in selected counties, 2009 

 
SOURCE: Authors’ calculations. 

NOTE: See Technical Appendix B for details. 

Access to care for the uninsured depends not just on distance to a facility but also on the capacity of nearby 
clinics and EDs to provide care relative to the demands placed on the facility by all potential users. For every 
ZIP code in the state, we calculated an access score that measures the level of supply at safety net facilities 
within 15 miles (and within 30 minutes’ travel time, which is shown in Technical Appendix B) and also takes 
into account the likely demands placed on those facilities (see Davis et al. 2009, for more on this measure). 
Supply for EDs is measured by the number of emergency room treatment stations (beds), and supply for clinics 
by the number of primary care providers (including physicians, nurse practitioners, physician assistants, 
and certified midwives). Demand for safety net services is measured by the size of the population living below 
200 percent of the federal poverty level in census tracts that fall within 15 miles of the safety net facility.21 It is 
important to note that we have information only on clinic provider capacity (supply) for about 60 percent of the 
clinics in our sample, and thus our access measure for clinics is limited, particularly in areas with significant 
county-based clinic operations. Another limitation is that we do not have information regarding how safety net 
resources at each clinic are organized and deployed, and the actual availability of the services provided. Thus, 
this measure is best understood as a proxy of access rather than a comprehensive indicator.22  

The resulting access score can be thought of as the average accessibility of all persons within the ZIP code, 
which incorporates both resources available at nearby facilities as well as the demand for those resources 
from all surrounding, proximate areas. The low, medium, and high levels of access categories are constructed 
by dividing the access scores for all ZIP codes in the state into thirds (tertiles), so that low access ZIP codes 
have scores in the bottom third of the distribution across the entire state. In the post-ACA environment, 
when it is estimated that up to 40 percent of the remaining uninsured will be unauthorized immigrants 

                                                           
 
21 Other studies have used the population under 100 percent of FPL to measure the demand on safety net facilities. We chose to use 200 percent 
because other studies indicate that 93 percent of patients at community health centers have incomes below 200 percent FPL, thus providing a 
potentially more accurate measure of demand. 
22 In addition, this measure cannot incorporate contextual circumstances such as crime or violence, socioeconomic status, concentration of private 
physicians, transportation infrastructure, or other community factors that influence how low-income populations interact with and access the 
health care system. 
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(Long and Gruber 2011), capacity measures are best anticipated by viewing current safety net access 
simultaneously with measures of unauthorized immigrants. Therefore, we also overlay cross-hatching to 
indicate large populations of unauthorized immigrants, defined as 2,500 or more per ZIP code. Concentrating 
on areas in which current access is lower and where a disproportionate share of the demand likely comes 
from unauthorized immigrants will point out areas where the safety net may experience strain to accommodate 
the health needs of the uninsured if the anticipated cuts to support the remaining uninsured are realized.  

Once clinic and ED capacity and potential demand is taken into consideration, it becomes clear that limited 
access for the poor and unauthorized to safety net facilities is not simply a rural issue. All major regions in 
California contain areas with relatively low levels of access to both EDs (Figure 3) and clinics (Figures 4) and 
several have substantial unauthorized immigrant populations (technical appendix Figures B1 and B2 
provide maps of the entire state).  

Very few ZIP codes in Los Angeles County are characterized by high levels of access to either EDs or clinics. 
Areas characterized by low clinic access and sizable unauthorized populations include the Lancaster/Palmdale 
region in the northern section of the county; parts of the San Gabriel Valley, including La Puente, El Monte 
and Whittier; and communities near the Port of Los Angeles, including Long Beach, Wilmington, and San 
Pedro. ED access in Orange County is generally medium or high, but clinic access is lower countywide, and 
there are substantial populations of unauthorized immigrants in the county. In the Inland Empire, Riverside 
and San Bernardino counties have nearly universally low levels of clinic access and large unauthorized 
immigrant populations, but ED access is better in the more populated parts of those counties. San Diego 
County has few communities with high levels of ED access, but it appears to have better clinic access, even in 
areas with more than 2,500 unauthorized immigrants. Substantial areas of Imperial County have low ED 
access and almost completely overlap with large populations of unauthorized immigrants. Clinic access is 
medium or high in those same areas of the county.  

Most parts of the counties surrounding the San Francisco Bay have medium or high access to EDs but 
somewhat lower access to clinics. Most parts of Napa and Sonoma counties appear to have fairly good clinic 
and ED access, even in the parts of the counties with large unauthorized immigrant populations. There are 
no areas of low clinic access in Santa Clara County, even in the parts of the county with large unauthorized 
populations. The eastern (and more rural) part of Alameda County has poor ED access but no areas of poor 
clinic access. Most of the unauthorized immigrants are concentrated in the western part of the county, where 
clinic access is better. Unauthorized immigrants in Contra Costa County are more likely to live in areas 
where clinic access is worse than they are in other Bay Area counties. 

The major cities in the Central Valley have medium to high levels of ED access, but large and more rural 
areas have worse access. Clinic access appears to be poorer in more populated parts of the counties than in 
the rural parts, which seemingly is driven by the high demand for services indicated by the sizable poverty 
population. Large populations of unauthorized immigrants throughout the Central Valley appear likely to 
have lower relative access to both EDs and clinics. In the Central Coast, Monterey County has areas of low, 
medium, and high access to both EDs and clinics. However, areas in which access is most limited 
corresponds strongly with large populations of unauthorized immigrants, particularly in Salinas, Chular, 
and Gonzalez. 

Though more detailed than any information provided to date for the state of California, the access measures 
presented in this section do not fully explain the experience of the uninsured or safety net providers when 
health care is needed and services are delivered. Factors such as political will, past policies, level of coordination 
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among providers, and the ability to plan ahead all impact the uninsured now and the potentially more 

vulnerable uninsured in the post‐ACA environment. The next section will explore some of those factors in 

two very important communities for immigrants in California: Los Angeles and Monterey counties. 

FIGURE 3  
Safety net emergency department access and unauthorized immigrant distribution, 
by region and ZIP code, 2009 
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SOURCE: Authors’ calculations.   

NOTE: See Technical Appendix B for details on access calculations. Low-population areas include ZIP codes that have 
fewer than 1,000 total population and also areas designated as parklands. 
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FIGURE 4  
Safety net clinic access and unauthorized immigrant distribution, by region and  
ZIP code, 2009 
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SOURCE: Authors’ calculations.   

NOTE: See Technical Appendix B for details on access calculations. Low-population areas include ZIP codes that have 
fewer than 1,000 total population and also areas designated as parklands. 
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Perspectives of Safety Net 
Providers and Organizations 

Our snapshot of safety net provider access is limited by the fact that we cannot perfectly predict 
Californians’ responses to coverage expansions. In addition, physical proximity is but one measure of access. 
Yet adequate access also hinges on the infrastructure, financial health, reputation, and the mission of safety 
net providers, which in turn impacts how they deliver timely and culturally competent care (Gulliford et al. 
2002). To ensure access, safety net providers must balance the dual concerns brought to the fore by the ACA: 
Hold to their mission to provide care for those who will remain uninsured and strive to become the partner 
and provider of choice among newly insured patients, by improving access and coordinating care in a more 
integrated manner. The ultimate level of local safety net system strain or viability after 2014 depends on how 
community-based organizations and clinics prepare the groundwork. It will also depend on various policy 
and practice decisions at the state and local levels regarding the extent to which outreach and enrollment are 
improved, and whether affordability concerns are adequately addressed.  

There is some evidence to suggest that safety net providers will continue to be the provider of choice for low-
income residents, even after coverage expansions increase options for some. After Massachusetts’ health care 
reform, community health centers reported an increase in visits of 30 percent, despite large decreases in rates 
of the uninsured across the state (Ku et al. 2011). Researchers further found that most safety net patients 
reported that they used these facilities because they were convenient and affordable. At the same time, a 
recent Blue Shield of California Foundation (BSCF) survey of low-income California residents (under 200% 
of FPL) found that while most reported that community clinics/health centers were the most common place 
they received health care, many also reported an interest in switching their usual source of care if 
circumstances allowed (BSCF 2011). 

To learn more about how community organizations and providers are thinking about and preparing for 
reform, we conducted case studies in two counties with high concentrations of unauthorized immigrants, 
Los Angeles and Monterey. Our estimates suggest Los Angeles County has about 870,000 unauthorized 
immigrants, accounting for more than 9 percent of the county’s population. In Monterey, we estimate 
unauthorized immigrants are nearly 14 percent of the county population and number around 62,000. Both of 
these counties are areas in which proximate access, by most of our measures, are moderate to high. By 
highlighting these areas—both of which are “provider” counties that operate public hospitals and clinics —
we purposefully chose to examine safety net systems that are somewhat more extensive than others, in order 
to highlight strategies for growth as well as survival. Yet both areas have high need that is only likely to 
grow after reform, not only because of high concentrations of unauthorized immigrants but also because 
they serve a diverse population of low-income residents. Combining the case-study insights with the 
baseline portraits of safety net accessibility and unauthorized immigrant concentrations provides a richer 
and more nuanced empirical foundation for understanding the role and robustness of the safety net—as it 
stands now and prepares for the future.  

In total, we conducted about 20 semi-structured interviews, some with representatives of state organizations and 
experts, and about seven to 8 interviews with employees of providers and organizers in each location (see 
Technical Appendix C). Interviews were conducted in person when possible, and a few were over the phone. 
When conditions allowed, they were audio recorded with permission from the respondents, and they were 
transcribed after completion (see Technical Appendix D for examples of interview guides).  
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Los Angeles and Monterey Counties 
In interviews with statewide providers and immigrant-rights organizations, our respondents emphasized 
the importance of understanding the safety net in Los Angeles County, which is critical to the health and 
sustainability of the state’s overall safety net system. Los Angeles is the largest local safety net system in the 
state, and it is overseen by the Los Angeles County Department of Health Services (LACDHS). For years, 
L.A. County has made efforts to subsidize the cost of providing care for the area’s large numbers of 
uninsured and unauthorized residents. At the same time, its safety net system has been under constant strain 
due to governance issues and financial constraints (Insure the Uninsured Project 2012), and several notable 
hospital closures during the past decade have underscored the challenge of safety net providers to provide 
quality and timely access to care.23  

According to recent census data, residents of Los Angeles are extremely diverse. Thirty-six percent were born 
abroad, and nearly 60 percent are from Latin America (see Table 1). Most immigrants have been in the U.S. for 
more than 10 years. Seventeen percent of the foreign-born in Los Angeles are poor, which is only slightly 
higher than the state rate for foreign-born residents (16%). Nearly 12 percent of the foreign-born do not have 
cars, in contrast to 8 percent of natives in Los Angeles and 9 percent of the foreign-born statewide). 

Los Angeles is currently home to the largest uninsured population in the state, with more than 2 million 
residents lacking coverage (Laverreda et al. 2009). As noted earlier, researchers have projected that after 
coverage expansions are implemented, around 1 million Los Angeles residents will still lack insurance 
coverage (Jacobs et al. 2012). Many of the remaining uninsured will be ineligible to purchase coverage in the 
Exchange or enroll in Medi-Cal due to their immigration status, although more noncitizens may be covered 
under emergency-only Medi-Cal after the ACA expansions. 

TABLE 1 
Select population characteristics, 2006–2010 

 California Los Angeles County Monterey County 

  Native Foreign born Native Foreign born Native Foreign born 
% Foreign born 0 27.2 0 35.5 0 30.8 
% in U.S. 10+ years 100 72.2 100 74.2 100 68.4 
% U.S. citizens 100 45.6 100 45.8 100 27.1 
% Unauthorized 0 29 0 26 0 47 
% Hispanic 30.5 53.4 41.1 58.0 43.3 78.0 
% Less than HS grade 9.3 36.9 10.2 39.0 11.6 55.9 
% in agriculture 1.1 4.1 0.3 0.6 3.8 29.7 
% below 100% FPL 12.8 16.2 14.7 17.4 12.4 17.5 
% No vehicle 6.7 9.4 7.8 11.7 5.0 8.9 
Speak English less than “very well” 4.1 58.4 5.3 62.2 7.2 70.1 

SOURCES: 2010 ACS for rows 1–3, 2006–2010, ACS five-year estimates for remainder. 

NOTES: Crowding is more than one person per room. Note that the estimates for percent unauthorized are for 2008, (Hill 
and Johnson 2011). This was the peak year for the estimated population of unauthorized immigrants in California, and 
estimates of the size of the decline since the peak range from 3.4 percent to 6.8 percent. 

                                                           
 
23 Of the 122 licensed hospitals in L.A., the county owns and operates four: Harbor/UCLA Medical Center, Olive View/UCLA Medical Center, 
Rancho Los Amigos National Rehabilitation Center, and Los Angeles County/USC Medical Center. In the early-to-mid 2000s, the state shut down 
one major safety net hospital, Martin Luther King-Drew Hospital. It was closed in 2007 due to quality-of-care issues, and later it became an 
ambulatory care center. High Desert Hospital was also converted to an ambulatory care center. 
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A closer look at patterns in ED access within L.A. County reveals South Central neighborhoods have higher 
percentages of unauthorized immigrants, suggesting that ED care is likely to be particularly strained if 
residents use EDs frequently. These communities are where our L.A. case study was concentrated (see 
Technical Appendix E).  

Given earlier literature documenting the vast divide between urban and rural systems, our state experts also 
advised us to examine a more rural county, particularly one with high shares of unauthorized and uninsured 
residents. Monterey County is not densely populated, and yet a sizable portion of residents is estimated to 
be unauthorized immigrants (many of whom work in the agricultural and tourism industries). More than 30 
percent of Monterey’s residents were born abroad, and nearly 80 percent of immigrants are from Latin 
America (see Table 1). Relatively small percentages of the foreign-born are citizens (27%), which is partially 
explained by their more recent arrival to the U.S.—32 percent arrived after 2000. The majority of immigrants 
in Monterey are not high school graduates (56%), and 70 percent do not speak English “very well”—two 
important indicators of disadvantage. Nine percent of immigrants do not have cars.  

Recent estimates suggest nearly 22 percent of Monterey County’s residents are uninsured (Havemann and 
Weinberg 2012), and we estimate that between 30 to 50 percent of the uninsured are unauthorized 
immigrants (see Figure 1). Monterey is considered a “provider” county that does not have an explicit policy of 
treating and subsidizing care for unauthorized immigrants. Monterey County has four hospitals, two of which 
are in Salinas, the largest city in the county. They are Natividad Medical Center (the county’s public hospital) 
and Salinas Valley Memorial (a nonprofit public hospital).24 Monterey also is home to a network of community 
health centers and county clinics. Clinica de Salud is the largest clinic network and operates seven FQHCs, and 
Natividad Medical Center is the county-run clinic. There are also two free clinics in the county, operating with 
very limited hours and seeing only some types of patients.25  

In the remainder of this section, we overview key insights identified by those who are most intimately 
involved with providing care and advocating for services for L.A. and Monterey counties’ most 
disadvantaged immigrant populations. We organize and present these insights as opportunities to 
strengthen and improve the safety net afforded by the ACA, as well as highlight the challenges to the safety 
net from the ACA, including issues of ongoing concern for providing adequate access to care for the 
remaining uninsured, including unauthorized immigrants. 

Becoming the Provider of Choice:  
Strategies for Strengthening the Safety Net 
“Exciting but daunting,” captures the sentiment of many of our state and local level respondents, who are 
charged with the task of preparing safety net systems for the ACA reform within a very short time. In L.A. 
and Monterey, our local experts identified some of the unique strengths and strategies that help safety net 
providers maintain their presence in the community, and even expand under reform and possibly improve 
some elements of care for the remaining uninsured and newly insured.  

 

                                                           
 
24 Currently, Salinas Valley Memorial is for sale and Natividad is a likely buyer. Two other nonprofit public hospitals serve the county. The 
Community Hospital of the Peninsula is in Monterey, on the coast. The George L. Mee Memorial Hospital is in King City and serves the southern 
part of the county.  
25 The clinic in Seaside sees only residents of the surrounding area and can take only about 30 patients a week. The administrative director 
estimates 80 percent of the patients are unauthorized. 

http://www.ppic.org/content/pubs/other/1012SMR_appendix.pdf
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Building from Low-Income Health Programs 
Under California’s renewed 1115 Medicaid waiver26 (approved in November 2010 by the federal government), 
which is intended to serve as California’s “Bridge to Reform,” as many as 500,000 uninsured adults will gain 
coverage through county-based Low Income Health Programs (LIHPs), supported by county funds and up to $3 
billion in federal funding (California Department of Health Care Services 2010). The LIHPs expand on 
previous county health care coverage initiatives (HCCI), and they are designed to transition enrollees into 
Medi-Cal once it is expanded as part of the ACA, and to support more coordinated, patient-centered, 
prevention-focused care. Indeed, providers in counties that are implementing the LIHP27 are working to 
expand coverage and provider networks (including pharmacies), move to a managed-care model, become 
more outcome- and prevention-oriented, and realize cost reductions. State membership organizations, 
including the California Primary Care Association (CPCA) and the California Association of Public Hospitals 
(CAPH) noted that some counties are already seeing benefits. They are piloting expanded enrollment, 
establishing medical homes (team-based health care delivery models led by a consistent group of physicians and 
practitioners), and increasing outreach and education so patients understand how to use a primary care provider, 
access specialty care when needed, and get prescriptions filled—all of which will make the ACA implementation 
more seamless.  

Perhaps the biggest immediate advantage of the LIHP implementation is the infusion of needed funds to 
local safety net providers. ViaCare, the LIHP in Monterey County, is drawing in county and federal dollars 
to enable clinics to provide more services, including more for preventive services and behavioral health. 
However, this is only for those eligible for LIHP coverage—and the unauthorized are not. In Los Angeles, 
Healthy Way L.A. (the LIHP) is also under way, and eligibility is not limited by citizenship status (although 
LIHP funding is not used to cover those who are ineligible based on citizenship status). Evaluations of the 
previous and current waiver coverage programs (HCCI and LIHPs) has found that some counties have been 
successful in helping clinics regularly assess and monitor safety net patients’ wait times and distance 
traveled to access specialty care, as well as with initiating efforts to improve access (Pourat et al. 2012). The 
evaluations also identified critical areas in need of attention (Pourat et al. 2012) for broader ACA expansions 
to be successful, namely improving efforts to coordinate care as part of delivering integrated services to 
various safety net populations.  

Preparing for Delivery System Reforms 
A key goal of both the ACA and the waiver is to redesign care-delivery processes to move away from the 
episodic treatment of disease toward better prevention and management of chronic conditions, through the 
use of health information technology (IT), integration and coordination of care, creation of medical homes, 
and monitoring and measuring outcomes. Respondents in L.A. County reported that public hospitals were 
striving to find efficiencies in care delivery, motivated by funds from the renewed waiver to support 
infrastructure development, demonstrate improvements in hospital-specific care, and to invest in new 
delivery models.28 It is too early in implementation to evaluate the impact of these hospital-based reforms, 

                                                           
 
26 Section 1115 allows the Secretary of Health and Human Services to waive provisions of major health and welfare programs authorized under 
the Social Security Act, including certain requirements of Medicaid. Section 1115 also authorizes the Secretary to use federal Medicaid funds in 
ways that are not otherwise allowed under federal regulations (Artiga and Schneider 2011).  
27 A few counties have chosen not to participate in the LIHP including Fresno and San Luis Obispo. In addition, as of August 1, 2012, Santa 
Barbara and Stanislaus counties LIHP implementation status was still pending. 
28 As part of the renewed Section 1115 waiver, the Delivery System Reform Incentive Pool (DISRIP) provides about $3 billion (over five years) to 
support efforts by 12 county hospitals and five University of California hospital systems to improve the quality of care and population health in 
the communities they serve.  
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but safety net clinics report that they have learned to organize care delivery in more efficient ways over the 
years, often as a matter of necessity due to physician shortages. State-level provider organizations also noted 
that screening and patient checkups are typically conducted by skilled medical professionals (nurses, nurse 
practitioners, and physician assistants) as opposed to doctors and specialists. Such team-based models in 
which practitioners work collectively to serve at the top of their training may be an example of a delivery 
reform that is already occurring in some safety net primary care settings, exemplifying the spirit of the ACA.  

To fill in gaps, some providers are implementing telemedicine and even Tele-ICU programs, and ACA funds 
will support the adoption of these efforts more broadly. Assembly Bill 415 (authored by Dan Logue and 
signed into law in October 2010), updates legal definitions of telehealth, streamlines medical-approval 
processes for the delivery of telehealth services, and modernizes the state’s health care system by broadening 
the types of telehealth services that can be provided. Electronic referrals to more easily connect patients to 
specialists, making sure patients have lab work done before coming in for appointments, and using video 
translation services can also increase efficiency. Many of these innovations were in progress before the ACA 
was passed, and philanthropic support of expanding clinic capacity has been long-standing and essential.  

As part of delivery system reform efforts, providers must measure and monitor patient outcomes, and not 
just report the number and types of services delivered. This has necessitated the adoption of electronic 
medical record (EMR) technology among providers. For many clinics, this started in advance of the ACA (in 
the late 1990s, in some cases), and stimulus funding through the American Recovery and Reinvestment Act 
(ARRA) of 2009 provided significant support for hospitals and physicians to adopt EMR. Though one 
provider in Monterey reported a rocky start to the EMR transition, improvements are expected by the time 
electronic records are required in 2014. Many of L.A.’s community health clinics are now using some sort of 
electronic data system, and some have adopted EMRs. L.A.’s major Medi-Cal health plan, L.A. Care Health 
Plan, recently approved a large grant to connect some of L.A.’s community clinics to Health Information 
Exchange (HIE) organizations, which allows the free and secure flow of electronic health records to the point 
of care. The goal is for providers/clinics to be able to share relevant patient information across networks, 
reduce duplications in tests and services, and improve quality of care. These technologies will be relevant 
regardless of income or immigration status, though there is certainly a learning curve for providers to use 
them effectively and efficiently. The ACA appears to have served as a motivation for safety net providers, 
although waiver funds and ARRA investments were critical to scaling up some of these delivery-of-care 
transitions.  

Expanding Capacity and Improving Coordination 
Coordination is an increasingly important topic in the broader context of ACA-driven changes to improve 
patient care and promote cost-effectiveness. Our respondents primarily spoke of coordination in terms of 
strategically coordinating with other providers to enhance capacity and ensure adequate access. Other facets 
of coordination not mentioned, such as coordination to better align the financing and delivery of care, and 
coordination to improve the cost-effectiveness of care, are also certainly important strategies for preparing 
for reform.  

A range of specialty care, in particular, is a critical need in both rural and urban safety net systems, as several 
of our respondents noted, and even urban areas with high numbers of physicians per capita may not have 
enough physicians who accept Medi-Cal patients. With funding from the waiver, however, nine public 
hospitals are increasing their primary care workforce, and residency programs are expanding. Monterey has 
taken advantage of increased funding to expand capacity in community health clinics. Clinica de Salud just 
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opened its 10th clinic (and its first in King City) in April 2012, and it expects to increase patient capacity by 
about a third. Natividad Medical Center has applied to expand its residency program, with the hope that 
Natividad residents will continue to practice medicine in the area where they were professionally trained.  

In Los Angeles, some respondents noted that the ACA funds to expand clinic capacity presented an 
opportunity for the very large clinic systems to better coordinate facility location decision-making and 
staffing considerations. One said: “I think that with the passage of the ACA we kind of recognized, OK, we 
got to look at this and figure out where there aren’t FQHCs, and where we need to go.” Part of the 
motivation to better coordinate efforts has been the anxiety among many clinics regarding capacity 
constraints. However, given the large network of providers within L.A. County, better coordination between 
clinics and hospitals and within different types of hospitals (county-run and private) will be increasingly 
important in improving care.  

Improving the Patient Experience 
With the understanding that the viability of many clinics rests on their ability to both maintain and draw in a 
new pool of insured patients, part of preparing for reform means actively training frontline providers to 
improve “customer service.” For some of our respondents, strategies to enhance patient experience included 
improving the appearance of the clinic waiting rooms, developing the customer-service skills of the intake 
staff, and fostering loyalty by reminding patients of the important role clinics have played previously when 
they had no insurance to cover their care. Understanding the need for improvement, the Community Clinic 
Association of L.A. reports that it is working on a new initiative to conduct virtual training programs for its 
providers to work on customer service.  

Important for the ACA expansions, clinic staff may also be better positioned to assist patients in navigating 
eligibility determination and enrollment systems, which may be quite challenging for certain clients. In fact, 
the ACA requires all state-based health exchanges to fund “navigators” —people who help individuals and 
families find the appropriate health plan to address their health care needs, and to educate people about 
their coverage options. Because they are required to provide translation services (given higher percentages of 
patients with limited English proficiency) and have incentives to see patients adequately and appropriately 
insured, safety net providers may be ideal navigators. Clinics in L.A. have been largely successful at 
providing core bilingual translators on-site, though most providers underscored that there was always need 
for greater language services.  

Clinic representatives also mentioned the experience and abilities of community health providers to discuss 
culturally and gender-sensitive matters, including testing for sexually transmitted diseases, teenage 
pregnancy, birth control practices, and the importance of preventive practices and screenings. In these ways, 
clinics could strategically position themselves as offering a higher quality patient experience, because they 
are able to better communicate with and respect the needs of their clientele than in other facilities. In 
addition, some providers noted that clinics represent a place where all members of the family could be 
served, regardless of immigration or insurance status. This implies that mixed-insurance-status families may 
find safety net clinics a more convenient option to receive health care than private physicians or HMOs, and 
many community educators are trying to disseminate this message.  
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Innovations in Connecting Patients to a 
Continuum of Services 
Common to both Los Angeles and Monterey counties, clinic groups noted that one of the unique strengths of 
many safety net providers is the broader role they play in their communities of connecting patients to other 
needed services, including transportation assistance, housing services, educational assistance, and especially 
legal aid for immigrants. As one respondent noted, “They are not just going to the clinics for their primary 
medical care. And I think we’ve been doing that since before the medical home model became, you know, 
the hot thing to do with the ACA.” In serving as a safety net connector, clinics may already be the provider 
of choice for Medi-Cal patients, because no other institution plays that role for them. If that model is fostered 
and scaled, it could situate clinics as the medical home for the newly covered, an important cornerstone to 
improving coordination and continuity of care under the ACA’s Medicaid expansion.  

Organizations that have invested and worked closely with immigrant and underserved communities are 
often pioneers in developing and testing strategies to educate residents on topical issues that affect their 
families. One innovative model of outreach and education regarding the ACA and its impacts, eligibility for 
services, and the role of safety net providers in communities is the promotora model. These are dissemination 
programs that train volunteers in communities (although some are paid) to educate residents on various 
timely issues (e.g., health updates, the ACA, education, immigration reform) that affect the Latino 
community. Dissemination occurs in a peer-to-peer manner, and it is influential because the educator (often 
a woman) is someone who is well respected in the immigrant community and speaks the language of 
community members. It has proven successful enough that it is being replicated and tailored to target non-
Latino minority communities. For instance, among L.A.’s Korean immigrant population, the promotora 
model targets elders. In the African-American community, church leaders serve as promotora educators. 

Remaining the Provider of Last Resort:  
Challenges to Sustaining the Safety Net 

Maintaining Their Mission 
Among the most salient of concerns, our respondents identified their fear of providers “squeezing out” those 
who will remain outside the scope of coverage under the ACA. This fear reflects an awareness of limited 
capacity among providers—despite recent efforts to expand—combined with a realistic understanding of the 
importance of patient revenue. For some experts, the outlook for the remaining uninsured and particularly 
the unauthorized population is not optimistic. In Los Angeles one local expert observed, “Nobody wants to see 
that happen [squeezing out the unauthorized]. But I think that in the current funding environment it becomes 
difficult, and clinics have to make choices about how they meet their bottom lines.” 

The fiscal reality is that providers who continue to serve high numbers of uninsured residents may not be 
able to keep their doors open because of DSH reductions for public hospitals, and because some newly 
insured patients may choose to seek primary care at other facilities. One provider in Monterey noted that 
currently “[Medi-Cal] patients have funding, and that funding is the one that keeps the public clinics alive.” 
The doctor went on to explain that for an uninsured patient, his “hands are very tied because there are very 
few things that I can do for them.” In the end, he said he often refers uninsured patients, including 
unauthorized immigrants, to a specialist in the ED. 

Moreover, state budget deficits have necessitated cuts in funding to community health centers, and the 
federal funding appropriation for health centers was reduced for the first time in 30 years by $600 million in 
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2011 (Kaiser Commission on Medicaid and the Uninsured 2012). Additionally, recent debates over revising 
the PPS reimbursement structure to FQHCs have hit a political nerve. On the one hand, the current 
reimbursement rates are meant to offset and subsidize the care that these clinics provide for the uninsured. 
And FQHCs have often defended their PPS rates (which vary across FQHCs based on patient demographics 
and health profiles) because they deal with high-needs and difficult-to-serve populations, including patients 
with multiple behavioral and co-morbid conditions. Though some FQHCs understand that there is a need 
for discussion and revision of the payment system, there is also a need to be protective. Says one provider: 
“We're already trying to stay out of the red. And we’re being asked to do way more under health reform 
than we were before. So that’s the tension there.” On the other hand, state policymakers have noted that the 
high rates of reimbursement make many FQHCs undesirable for health plans to incorporate into their 
primary care networks. This is particularly relevant in debates over whether FQHCs can and should be 
included as partners of choice in the provider networks of qualified health plan options offered through the 
Exchange, and if so at what level of reimbursement. 

Immigrant-rights organizations are also concerned that increased coverage options through Medi-Cal and 
the Exchange may not increase enough to offset the slated declines in DSH payments to public hospitals. 
Until expansions are realized, it is difficult to predict how much DSH payment reductions will hurt hospital 
finances, and which hospitals will be hurt the most. Yet it is reasonable to assume that hospitals with high 
concentrations of unauthorized immigrants and low shares of newly covered populations will be hit the 
hardest. However, the extent to which DSH reductions impact California’s public hospitals is contingent on 
how DSH payment structures are revised, which is an important federal and state policy decision. If the 
algorithm for payment is restructured to incorporate areas with the highest percentage of remaining 
uninsured residents, the reductions may not be as detrimental as some currently fear, especially if hospitals 
can increase their share of newly insured patients over the first few years of the ACA implementation. 

Barriers to Enrollment Expansion and Delivery Reform  
There will undoubtedly be challenges with expanding enrollment under the ACA, and technology is a big 
component in determining how well expansions will work. Getting systems to “talk to each other” is 
difficult given current and sometimes dated IT structures in clinics and hospitals, but it is essential (Coughlin 
et al. 2012). Community clinics in L.A. particularly noted struggles with LIHP implementation as they relate 
to IT and billing, as the county’s system “wasn't as sophisticated” as other counties. As a result, L.A. clinics 
are having a difficult time getting eligible individuals enrolled into the Healthy Way L.A. program, and 
discerning or verifying which patients are eligible to draw down matched waiver funds and which are not. 
Los Angeles, unlike Monterey, has made a local policy decision to continue to use county indigent care funds 
to cover care for those not eligible for waiver funds (many of whom are unauthorized immigrants or recent 
legal permanent residents). But without a seamless verification, billing, and care-management system, a 
community clinic representative noted that some FQHCs could not get paid in a timely manner for the visits 
that had already occurred, compromising their fiscal viability. As noted earlier, using meaningful health IT 
to foster delivery system integration will be an important infrastructure advancement for safety net systems. 
Early evaluations of the LIHP and HCCI found that counties that were able to successfully modernize and 
adopt health IT to improve health care coordination and delivery did so because county leaders were strong 
advocates of this goal, obtained stakeholder support, and formalized the implementation in their mission 
(Pourat et al. 2012). 

The ACA’s real-time verification system, which will be developed by the federal government through a 
“data hub” in order to expedite and streamline eligibility and enrollment in coverage, will be an important 
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step to improving efficiency in clinics. Some providers, however, feared that if there are heavy paperwork 
requirements, immigrant and low-income populations may have difficulty pulling together tax and wage 
documentation. Perhaps more importantly, asking patients for paperwork or inquiring about immigration 
status represents a major, and unpopular, shift in the way some safety net clinics currently conduct their 
business. Some providers are worried that implementing “new” procedures will drive current users, 
including unauthorized immigrants, away. Promoting better understanding and information about how the 
federal verification system may or may not change current enrollment and verification practices in local 
safety net systems may be warranted, given these concerns, some of which may reflect historic enrollment 
practices rather than those envisioned under the ACA.  

Need for Improving Access 
State experts reported that especially in rural communities, clinics and hospitals are not located near where 
the uninsured reside. Furthermore, access to clinics and hospitals is hampered by whether individuals have 
access to automobiles and by the strength of the public transportation system. Even in urban areas, such as 
L.A., traveling to clinics can take considerable time, even with an appointment. Transportation was also 
highlighted as a concern in Monterey, both in Salinas and in the southern part of the county, where there are 
no clinics. Round-trips to clinics of 100 miles were described, the bus system is not extensive (much like in 
L.A.), and immigrants are less likely to have vehicles than the native-born in both of these counties.  

Although safety net providers may strive to provide linguistic and culturally appropriate services, language 
is still an issue, particularly for certain types of specialty care. Moreover, some California communities are 
seeing increases in numbers of indigenous-language speakers from Mexico who do not speak either English 
or Spanish. In both L.A. and Monterey, providers noted that they are not prepared to translate for these 
groups. Even when mandated to provide language assistance, as is the case for Medi-Cal managed-care 
plans, advocates hear “horror” stories of children having to serve as interpreters for their parents. Despite 
the importance of medical literature translations (e.g., pamphlets), one L.A. physician noted that half her 
patients are illiterate. In Monterey, over half of the foreign born have not graduated from high school. In 
both counties, the foreign born are less likely to speak English “very well” compared to the statewide 
average. 

Regardless of immigration status, providers underscored the challenges in providing appropriate care to 
poor and low-income patients. Their incomes may be volatile, their housing transient or overcrowded, their 
education low, and their employment circumstances not conducive to receiving follow-up care during 
“regular” business hours. Physicians noted that it is difficult to get patients with chronic conditions to return 
for needed follow-up care appointments. Particularly in Monterey, because so much of the work of 
unauthorized immigrants is in agriculture, some of the reported health-related concerns for immigrants are 
different than other safety net users. These include pesticide exposure, water contamination, lead poisoning, 
stress on the job related to the pace of work and the mechanization of labor, and employer abuse and 
intimidation. Providers also highlighted that because many immigrants lack dental coverage, they often end 
up with the less-expensive but more serious treatment for dental problems—for example, an extraction 
rather than a root canal. In L.A., diabetes care was noted as one of the most common chronic conditions 
treated by clinic providers. Many clinicians note that without funding for insulin testing and monitoring, as 
well as consistent follow through by patients, the disease progresses rapidly among their clinic patients. 
Efforts in coordination of care among health institutions may not be enough to improve population health in 
these circumstances, but integrating and coordinating care beyond health care needs may be critical. 
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State experts also report that much of the time unauthorized immigrants do not know what health care 
services they can use or are entitled to, such as emergency room care. For those that do understand, they are 
often fearful of using such services because of concerns it might impact future chances of obtaining legal 
status. Large numbers of children who are eligible for coverage through Medi-Cal or Healthy Families but 
are not enrolled is a big concern (Huang et al. 2006) and exemplifies why some Californians who are newly 
eligible for coverage may not participate. Outreach to mixed-status families (with a citizen child and 
unauthorized adult) has not been able to overcome these barriers thus far.  

Future Funding from State and County Health Programs 
In the context of the ACA’s expansion of affordable coverage to millions of uninsured Californians, the fate 
of some of the state’s limited-benefits health care programs remains to be seen. The decision of policymakers 
to maintain or cut smaller, state-funded programs has direct implications for access to care for many of 
California’s noncitizen immigrants, as most if not all programs help subsidize care for poor LPRs and 
unauthorized immigrants. Unauthorized immigrants pay clinics’ sliding scale fees, and use the few state 
programs that support the uninsured regardless of immigration status, or they may go without care entirely. 
Key state programs include the Child Health and Disability Prevention’s Gateway program, which allows 
uninsured children with family incomes below 200 percent of the FPL to get a free well-child exam once a 
year and follow-up treatment. Family PACT provides family planning services for everyone below 200 
percent FPL, regardless of immigration status, and represents a small percentage (about 8% in L.A.) of clinic 
revenue. Immigrant rights groups expressed a great deal of concern about the future political viability of 
these and other screening programs (such as breast cancer screening and treatment programs)29, particularly 
in light of budget deficits, and they are working at the state level to ensure the continuation of these 
programs.  

  

                                                           
 
29 Some state programs provide/subsidize breast and cervical cancer screening for low-income women (Every Woman Counts), and prostate 
cancer for men (IMPACT). These services should be included in Medi-Cal and exchange health plans. 



http://www.ppic.org/main/home.asp Access to the Health Care Safety Net in California  32 

Conclusion 

The health care safety net system, upon which millions of the most disadvantaged Californians rely, has 
been described as one that is both “fragile” and “resilient” (Siegel et al. 2004). In many ways, as 
demonstrated in our case studies, it delivers care that many other providers do not or cannot—care that is 
appropriate and culturally respectful of some of the most difficult-to-serve and vulnerable populations, 
whether due to illiteracy, poverty, multiple health concerns, or immigration status. The reforms embodied in 
the ACA will have important impacts on the future of local safety net systems, some positive and some 
negative. The large-scale expansions to increase access to affordable health care coverage, the primary goal 
of the ACA, may relieve some pressures on the safety net, through bringing in new and higher payment 
revenues. However, the reality of the ACA is that not everyone will be covered, most notably in states such 
as California, with large unauthorized immigrant populations. And many providers are already struggling 
with workforce and capacity concerns. 

The safety net in California will be required to play various roles in the post-ACA landscape: to be providers 
of choice, partners of choice, and to maintain their long-standing mission to be the provider of last resort. On 
one measure that is critical to fulfill each of these roles—accessible location to high-need populations—our 
spatial analysis reveals that for the most part safety net providers are meeting this goal.  

At the same time, it is also important to consider how to target resources to areas most in need of further 
safety net investment and expansion, and our spatial analysis also revealed the need for improvement in this 
area. We identified areas with low clinic access and high demand, which are more vulnerable because they 
are more likely to have a high concentration of unauthorized immigrants or remaining uninsured. These 
areas include parts of L.A. County (Lancaster/Palmdale region, parts of the San Gabriel Valley, and 
communities near the Port of L.A.) and parts of Orange, Riverside, and San Bernardino counties. Areas in the 
Central Valley (Fresno and Kern) and in Monterey County, where large unauthorized populations reside, 
appear to have both low ED and clinic access. If clinics squeeze out the remaining uninsured and 
unauthorized immigrants, as some advocates fear, there will be fewer choices for these residents, and it is 
likely that they will rely more heavily on the “safety net for the safety net”—hospital EDs—for care.  

To assist safety net facilities in their mission to remain the provider of last resort under the ACA, state 
policymakers and local health departments will need to consider what level of investment will be required to 
maintain access to care for those who remain uninsured after health care reform, including the unauthorized 
population. Decisionmakers will also have to reconsider the continued need for current state and county 
programs that serve underserved and disadvantaged populations, and how to target remaining resources 
and revise current allocation schemes (i.e., DSH formulations) toward areas with greatest need—which are 
likely to be home to many of the state’s remaining uninsured population.  

To be the provider of choice in the post-reform world, safety net providers will also have to improve patient 
experience, provide a range of services that patients can access in a timely manner, and serve as a reliable 
and trusted medical home. Moreover, to become the partner of choice for Medi-Cal and the health plans 
offered through the Exchange, providers must redesign their care delivery processes to provide more 
integrated, patient-centered care that demonstrates to health plans and purchasers improvements in quality 
of care and cost-effectiveness. Our case studies of L.A. and Monterey reveal that some safety net institutions 
are well positioned to do just that. We heard of frontline providers’ efforts to modernize, to update 
infrastructure and technology, and to focus on customer service. Innovative peer-based education and 
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outreach models, such as the promotora model, have been well received in immigrant communities. We also 
heard of the unique role that safety net providers play in serving as community centers, in addition to 
medical homes, and their sensitivity to providing culturally and linguistically appropriate care. In these 
ways, local safety net systems can maintain their credibility among the patient populations they currently 
serve, and also become the provider of choice for many newly insured.  

However, there is also concern among FQHC providers over proposals to change their current 
reimbursement structure. Doing so may increase their ability to become partners with the Exchange as 
qualified health plan members, but unknowns regarding which people will newly take-up insurance 
coverage and which will remain uninsured post-ACA drive anxieties over reimbursement restructuring. 
Coverage expansions are a year and a half away from full implementation under the ACA. State 
policymakers will need to design and execute a widespread, community-based outreach and education 
model to inform low-income populations of their new options, while the state’s local safety net providers 
will need to adopt the strategies identified above to position themselves as providers of choice. Promoting an 
improved application and “no wrong door” determination system, as envisioned by both state and federal 
leaders, may go some way in ensuring high participation, given the current (and sometimes burdensome 
and slow) application and processing systems. Safety net providers can be meaningful partners in these 
efforts. For instance, the promotora model may be a promising approach to share information on coverage 
opportunities and address common misperceptions about the broader goals of the ACA. 

For policymakers and planners, safety net providers may serve as important and useful “navigators” in 
expanding enrollment in both Medi-Cal and the Exchange in 2014. Carefully monitoring progress of both 
clinics and public hospitals in the waiver demonstrations can further identify areas across the state where 
facilities are in need of improvement and resources, whether through better health IT infrastructure or 
reorganization of team-based delivery models to improve coordination of care. Doing so can help position 
safety net clinics to both maintain their mission as providers of last resort and become partners of choice for 
the state’s major health programs and markets as expansion efforts get under way. 

  



http://www.ppic.org/main/home.asp Access to the Health Care Safety Net in California  34 

References 

Allard, S. 2004. “Access to Social Services: The Changing Urban Geography of Poverty and Service Provision.” 
Metropolitan Policy Program Survey Series. Washington DC: Brookings Institute. 

Artiga, S., and A. Schneider. 2011. “California’s ’Bridge to Reform‘ Medicaid Demonstration Waiver.” Policy Brief. 
Washington DC: Kaiser Commission on Medicaid and the Uninsured, Kaiser Family Foundation. 

Artiga, S., and J. Tolbert. 2009. “Immigrants’ Health Coverage and Health Reform.” Issue Brief. Menlo Park, CA: Kaiser 
Family Foundation. 

Bachrach, D. 2010. “Payment Reform: Creating a Sustainable Future for Medicaid.” Policy Brief (May). Center for Health 
Care Strategies. 

Baldassare, M. 2004. Special Survey of Los Angeles. PPIC Statewide Survey (March). San Francisco, CA: Public Policy 
Institute of California. 

Baldassare, M., D. Bonner, J. Paluch, and S. Petek. 2007. Californians and Their Government. PPIC Statewide Survey 
(March). San Francisco: Public Policy Institute of California. 

Berk, M. L., C. L. Schur, L.R. Chavez, and M. Frankel. 2000. “Health Care Use among Undocumented Latino 
Immigrants.” Health Affairs 19 (4): 44–57. 

Blue Shield of California Foundation. 2011. “On the Cusp of Change: The Health Care Preferences of Low-Income 
Californians.” Prepared by Langer Research Associates (June). San Francisco: Blue Shield of California Foundation. 

Buettgens, M., and M. A. Hall. 2011. “Who Will Be Uninsured after Health Insurance Reform?” Washington DC: The 
Urban Institute. 

Bustamante, A. V., H. Fang, J. Garza, O. Carter-Pokras, S. P. Wallace, J.A. Rizzo, and A. N. Ortega. 2010. “Variations in 
Healthcare Access and Utilization among Mexican Immigrants: The Role of Documentation Status.” Journal of Immigrant 
and Minority Health (October). Available at www.healthpolicy.ucla.edu/pubs/Publication.aspx?pubID=440. 

California HealthCare Foundation. 2006. “Overuse of Emergency Departments among Insured Californians.” Issue Brief. 
Oakland, CA.  

California HealthCare Foundation. 2009. California’s Safety Net Clinics: A Primer. Prepared by Elizabeth Saviano. Oakland, 
CA. 

California HealthCare Foundation. 2010. California’s Health Care Safety Net: Facts and Figures. California Health Care 
Almanac. Oakland, CA. 

California HealthCare Foundation. 2011: Doing More with Less: Operational and Financial Strategies of Eight Community 
Clinics. California Health Care Almanac. Oakland, CA. 

Cordasco, K., N. Ponce, M. Gatchell, B. Traudt, and J. J. Escarce. 2011. “English Language Proficiency and Geographical 
Proximity to a Safety Net Clinic as a Predictor of Health Care Access.” Journal of Immigrant and Minority Health, 13: 
260–267. 

Coughlin, T .A., S. K. Long, E. Sheen, and J. Tolbert. 2012. “How Five Leading Safety-Net Hospitals Are Preparing for the 
Challenges and Opportunities of Health Care Reform.” Health Affairs 31(8): 1690–1697. 

Cunningham, P. J., and J. Hadley. “Expanding Care Versus Expanding Coverage: How to Improve Access to Care.” 
Health Affairs 23(4): 234–244.  

Davis, L. M., N. Nicosia, A. Overton, L. Miyashiro, K. P. Derose, T. Fain, S. Turner, P. Steinberg, and E. Williams III. 2009. 
Understanding the Public Health Implications of Prisoner Reentry in California. Santa Monica, CA: RAND Corporation. 

Derose, K. P., B. W. Bahney, N. Lurie, and J. J. Escarce. 2009. “Immigrants and Health Care Access, Quality, and Cost.” 
Medical Care Research and Review 66 (4): 355–408. 

Goldman, D. P., J. P. Smith, and N. Sood. 2005. “Legal Status and Health Insurance among Immigrants.” Health Affairs 24 
(6): 1640–53. 

Gulliford, M., J. Figueroa-Munoz, M. Morgan, D. Hughes, B. Gibson, R. Beech, and M. Hudson. 2002. “What Does 
‘Access to Health Care’ Mean?” Journal of Health Services Research and Policy 7 (3): 186–88. 

http://www.healthpolicy.ucla.edu/pubs/Publication.aspx?pubID=440


http://www.ppic.org/main/home.asp Access to the Health Care Safety Net in California  35 

Hadley, J., and J. Holahan. 2004. “The Cost of Care for the Uninsured: What Do We Spend, Who Pays, and What Would 
Full Coverage Add to Medical Spending?” Prepared for the Kaiser Commission on Medicaid and the Uninsured.  

Hadley, J., and P. Cunningham. 2004. “Availability of Safety Net Providers and Access to Care of Uninsured Persons.” 
Health Services Research 39 (5):1527–46. 

Hall, M. A. 2011. “Rethinking Safety-Net Access for the Uninsured.” New England Journal of Medicine 364 (1): 7–9. 

Havemann, Jon, and Micah Weinberg. 2012. “The Economic Impact of the Affordable Care Act on California.”  
San Francisco: Bay Area Economic Council Institute. 

Hill, Laura E., and Hans P. Johnson. 2011. “Unauthorized Immigrants in California: Estimates for Counties.”  
San Francisco: Public Policy Institute of California. 

Hinojosa-Ojeda, R. 2010. “Raising the Floor for American Workers: The Economic Benefits of Comprehensive 
Immigration Reform.” Washington DC: Center for American Progress and Immigration Policy Center. 

Hoefer, Michael, Nancy Rytina, and Bryan C. Baker. 2011. “Estimates of the Unauthorized Immigrant Population 
Residing in the United States: January 2010.” Population Estimates, Office of Immigration Statistics, Department of 
Homeland Security. 

Huang, Z. J., S. M. Yu, and R. Ledsky. 2006. “Health Status and Health Service Access and Use among Children in 
Immigrant Families.” American Journal of Public Health 96 (4): 634–40. 

Institute of Medicine. 2000. America’s Health Care Safety Net: Intact but Endangered. Washington DC: National Academies 
of Science. 

Jacobs, K., D. Graham-Squire, G. F. Kominski, D. H. Roby, N. Pourat, C. M. Kinane, G. Watson, D. Gans, and J. 
Needleman. 2012. “Remaining Uninsured in California under the Affordable Care Act: Regional and County 
Estimates.” Fact Sheet. June 2012. Berkeley and Los Angeles: UC Berkeley Labor Center and UCLA Center for Health 
Policy Research (http://laborcenter.berkeley.edu/healthcare/aca_fs_uninsured.pdf).  

Johnson, Hans P. 2011 “Immigrants in California.” Just the Facts. San Francisco: Public Policy Institute of California. 

Kaiser Commission on Medicaid and the Uninsured. 2012. Community Health Centers: The Challenge of Growing to Meet the 
Need for Primary Care in Medically Underserved Communities. Washington DC Kaiser Family Foundation. 

Katz, M. H. 2010. “Future of the Safety Net Under Health Reform.” Journal of the American Medical Association 304 (6): 679–
80. 

Ku, L., E. Jones, F. R. Byrne, and S. K. Long. 2011. “Safety Net Providers After Health Care Reform.” Archives of Internal 
Medicine 171 (15): 1379–84. 

Lavarreda, S. A., L. Cabezas, K. Jacobs, D. H. Roby, N. Pourat, and G. F. Kominski. 2012. “The State of Health Insurance 
in California: Findings from the California Health Interview Survey.” Los Angeles: UCLA Center for Health Policy 
Research. 

Long, P., and J. Gruber. 2011. “Projecting the Impact of the Affordable Care Act on California.” Health Affairs 30 (1): 63–
70. 

Martin, J. H., and W. J. Seraw. 1978. “Estimating Demographic Characteristics Using the Ratio-Correlation Method.” 
Demography 15 (2). 

McConville, S., and H. Lee. 2008. Emergency Department Care: Who Uses It and Why? San Francisco: Public Policy 
Institute of California. 

Passel, J. S., and D’Vera Cohn. 2009. “A Portrait of Unauthorized Immigrants in the United States.” Washington DC: Pew 
Hispanic Center. 

Passel, J. S., and D’Vera Cohn. 2011. “Unauthorized Immigrant Population: National and State Trends, 2010.” 
Washington DC: Pew Hispanic Center. 

Pastor, M., J. Scoggins, J. Tran, and R. Ortiz. 2010. “The Economic Benefits of Immigrant Authorization in California.” 
Center for the Study of Immigrant Integration, University of Southern California. 

Porter, Eduardo. 2005. “Illegal Immigrants Are Bolstering Social Security with Billions.” New York Times, April 5. 

Pourat, N., A .C. Davis, E. Salce, D. Hilberman, D. H. Roby, and G. F. Kominski. 2012. “In Ten California Counties, 
Notable Progress in System Integration within the Safety Net, Although Challenges Remain.” Health Affairs 31 (8): 
1717–27. 



http://www.ppic.org/main/home.asp Access to the Health Care Safety Net in California  36 

Rosebaum, S., E. Jones, P. Shin, and J. Tolbert. 2010. “Community Health Centers: Opportunities and Challenges of 
Health Reform.” Issue Paper. Washington DC: Kaiser Commission on Medicaid and the Uninsured.  

Rosenthal, M. B., A. Zalavsky, and J. P. Newhouse. 2005. “The Geographic Distribution of Physicians Revisited.” Health 
Services Research 40 (6): 1931–52. 

Schmitt, R. C., and A. H. Crosetti. 1954. “Accuracy of the Ratio-Correlation Method for Estimating Postcensal 
Population.” Land Economics 30 (3). 

Siegel, B., M. Regenstein, and P. Shin. 2004. “Health Reform and the Safety Net: Big Opportunities; Major Risks.” Journal 
of Law, Medicine and Ethics 32 (3): 426–32. 

Siskin, A. 2011. “Treatment of Noncitizens under the Patient Protection and Affordable Care Act.” March 22, 
2011.Washington DC: Congressional Research Service. 

Staiti, A. B., R. E. Hurley, and A. Katz. 2006. “Stretching the Safety Net to Serve Undocumented Immigrants: Community 
Responses to Health Needs.” Issue Brief no. 104. Center for Studying Health System Change.  

Summer, L. 2011. “The Impact of the Affordable Care Act on the Safety Net.” Policy Brief (April), AcademyHealth.org 
(www.academyhealth.org/files/FileDownloads/AHPolicybrief_Safetynet.pdf). 

U.S. Census Bureau. 2009. Census Small Area Health Insurance Estimates (SAHIE). Available at 
www.census.gov/did/www/sahie/data. 

  

http://www.academyhealth.org/files/FileDownloads/AHPolicybrief_Safetynet.pdf
http://www.census.gov/did/www/sahie/data


http://www.ppic.org/main/home.asp Access to the Health Care Safety Net in California  37 

About the Authors 

Helen Lee joined MDRC as a senior associate in September, 2012, after serving at PPIC as a policy fellow 
since 2004. Her research interests include the social determinants of health (with a particular emphasis on 
health behaviors), racial/ethnic diversity, immigrant acculturation, and child health and well-being. Before 
coming to PPIC, she was a National Institutes of Health predoctoral fellow and worked as a research 
assistant in the Population Studies Center at the University of Pennsylvania. She holds an M.A. in 
demography and a Ph.D. in sociology from the University of Pennsylvania. 

Laura Hill is a policy fellow at PPIC. Her research interests include immigrant well-being, unauthorized 
immigrants, English Learners in K–12 schools, race and ethnicity, and youth. She has been a research 
associate at the SPHERE Institute and a National Institute of Aging postdoctoral fellow. Laura holds a Ph.D. 
in demography from the University of California, Berkeley.  

Shannon McConville is a policy associate at PPIC. Before joining PPIC, she was a research training fellow in 
the Health Services and Policy Analysis program at the University of California, Berkeley; a senior research 
associate at the Department of Health Research and Policy at Stanford University; and a project manager in 
the Lewis Center for Regional Policy Studies at the University of California, Los Angeles. Her research 
interests include health care access and outcomes among vulnerable populations. She holds an M.P.P degree 
from the University of California, Los Angeles.  

Research publications reflect the views of the author(s) and do not necessarily reflect the views of the staff, 
officers, or Board of Directors of the Public Policy Institute of California. All errors are our own.  

Acknowledgments 

The authors thank Kim Belshé, Sarah Bohn, Lynette Ubois, Lucien Wulsin, Neelam Gupta, Kiwon Yoo, and 
Nadereh Pourat for offering careful and insightful comments on earlier drafts of this paper. Joe Hayes 
provided excellent research support in the final phases of the project. Finally, we are extremely grateful to 
the committed individuals who were generous enough to share their time and provide their expertise and 
insights to inform the case studies. 

Funding for this study was provided by the California Program on Access to Care (CPAC), UC Berkeley 
School of Public Health, in cooperation with the University of California, Office of the President. The 
authors’ views and recommendations do not necessarily represent those of CPAC, UC Berkeley’s School of 
Public Health, or the Regents of the University of California. 

 

 



 

PUBLIC POLICY INSTITUTE OF CALIFORNIA 

Board of Directors 

 

 

Gary K. Hart, Chair 
Former State Senator and  
Secretary of Education 
State of California 

Mark Baldassare 
President and CEO 
Public Policy Institute of California 

Ruben Barrales 
President and CEO 
San Diego Regional Chamber of Commerce 

María Blanco 
Vice President, Civic Engagement 
California Community Foundation 

Brigitte Bren 
Attorney 

Robert M. Hertzberg 
Vice Chairman 
Mayer Brown, LLP 

Walter B. Hewlett 
Chair, Board of Directors 
William and Flora Hewlett Foundation 

Donna Lucas 
Chief Executive Officer 
Lucas Public Affairs 

David Mas Masumoto 
Author and Farmer 

Steven A. Merksamer 
Senior Partner 
Nielsen, Merksamer, Parrinello,  
Gross & Leoni, LLP 

Kim Polese 
Chairman 
ClearStreet, Inc. 

Thomas C. Sutton 
Retired Chairman and CEO 
Pacific Life Insurance Company 



 

 

The Public Policy Institute of California is dedicated to informing and improving public policy in California through 
independent, objective, nonpartisan research on major economic, social, and political issues. The institute’s goal 
is to raise public awareness and to give elected representatives and other decisionmakers a more informed basis 
for developing policies and programs. 

The institute’s research focuses on the underlying forces shaping California’s future, cutting across a wide range 
of public policy concerns, including economic development, education, environment and resources, governance, 
population, public finance, and social and health policy. 

PPIC is a private operating foundation. It does not take or support positions on any ballot measures or on any 
local, state, or federal legislation, nor does it endorse, support, or oppose any political parties or candidates for 
public office. PPIC was established in 1994 with an endowment from William R. Hewlett. 

Mark Baldassare is President and Chief Executive Officer of PPIC. 

Gary K. Hart is Chair of the Board of Directors.  
 
 
Short sections of text, not to exceed three paragraphs, may be quoted without written permission provided that 
full attribution is given to the source. 

Research publications reflect the views of the authors and do not necessarily reflect the views of the staff, 
officers, or Board of Directors of the Public Policy Institute of California. 

 
Copyright © 2012 Public Policy Institute of California 
All rights reserved. 
San Francisco, CA 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
PUBLIC POLICY INSTITUTE OF CALIFORNIA 
500 Washington Street, Suite 600  
San Francisco, California 94111 
phone: 415.291.4400     
fax: 415.291.4401 
www.ppic.org     

PPIC SACRAMENTO CENTER 
Senator Office Building 
1121 L Street, Suite 801 
Sacramento, California 95814 
phone: 916.440.1120 
fax: 916.440.1121 

 

http://www.ppic.org/
http://www.ppic.org/main/home.asp

	Access to the Health Care  Safety Net in California
	Helen Lee, Laura Hill, and Shannon McConville
	with research support from Joseph Hayes
	Supported with funding from the California Program on Access to Care
	Table
	Introduction
	The Role of the Health Care Safety Net
	How Does Safety Net Access Vary Across California?
	Perspectives of Safety Net Providers and Organizations
	Conclusion



