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Abstract

This research investigated access to care in community health centers (CHC) in Louisiana using the study by Rhodes et al. (2008) as a guide.  CHCs serve 
medically underserved patients in a state with some of the most dismal health statistics in the nation.  Each CHC was called in the daytime to determine: if 
answering machines were used, the wait time for an appointment, if walk-ins were allowed, if a sliding fee scale was used, if Medicaid and Medicare were 
accepted, and if access to care included extended clinic hours.   Each clinic was called after hours to identify how after-hours coverage was managed.  

 The most positive result was that these CHCs were assuring after-hours coverage.  Also encouraging was the finding that the majority of these centers 
could see a patient within three days or less. Less reassuring were the findings that approximately a third of these CHCs used answering machines during 
business hours.  Further, if the phone was answered, there was a chance that staff would provide incorrect information or would not know the answer to basic 
questions. While our findings point to problems within the office staff in many of these clinics, we suggest that office staff are just a piece of a larger puzzle 
of the challenges facing these centers. 

Our research admittedly skimmed the surface of investigating access to care in these CHCs using a simple method of calling each center.  Future research 
should conduct an in-depth investigation of these CHCs to determine why the problems, cited in our study, exist.
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INTRODUCTION

Logically, one would assume that medical organizations 
serving those with the greatest need would take even more care to 
assure access to those services.   That assumption was tested and 
rejected in the 2008 study by Rhodes, Vieth, Kushner, Levy and 
Asplin [1] that examined the ease of making an appointment in 
mental health clinics versus medical clinics.  Answering machines 
were reached in only 8% of the medical clinics compared to a 
staggering 45% of the mental health clinics.  

As the Rhodes, et al. study demonstrated, access to care 
does not begin in the physician’s examination room, but starts 
long before with the ease of making an appointment.  Our study 
extends the research of Rhodes et al. and explores additional 
aspects of access to care in community health centers in 
Louisiana.  As a prelude to the major objective of this study, we 
provide background information on the health care system in 
Louisiana and explore the concept of access to care.

Health Care and the Health Care “System” in Louisiana 

Community health centers (CHC’s) in Louisiana were selected 
because of their importance in providing access to care for 
the state’s medically underserved population. These centers 

specialize in primary care, oral health and mental health services 
for individuals who live in rural and underserved communities. 

Few states rank worse in health care outcomes than Louisiana.  
The Commonwealth Fund study (2013) ranked Louisiana 49th 
in health system performance for low income populations [2].  
Louisiana was ranked in the bottom five states for senior health 
care [3] and uninsured adults [4], had the highest diabetes 
and cancer death rate in the nation, ranked third per capita in 
emergency room use [5] and was 49th for low birth rate babies 
and 48th for infant mortality [6].   Louisiana is ranked among the 
worst states for the rate of Sexually Transmitted Diseases (STDs) 
and HIV: first in cases of gonorrhea; second in chlamydia; and 
third in syphilis and HIV [7].  The state also has one of the highest 
poverty rates and lowest median income levels [8]. 

The following brief history of the Louisiana health care 
system is necessary to grasp the state’s emphasis on acute care 
and sickness and not on prevention and primary care and to 
understand the pivotal role that CHC’s can play in assuring access 
to care.  Louisiana, ensconced in the Deep South, has an eclectic 
mix of political history, culture and health care systems and it is 
the only state to have a state-wide system of acute care public 
hospitals.  Public acute care hospitals have a long history in 
Louisiana starting with Charity Hospital in New Orleans founded 
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in 1735. Until its closing after Hurricane Katrina, Charity was 
the second oldest continuously operating public hospital in the 
nation [9].   The creation of a charity (public acute care) system in 
Louisiana was rooted in the 1930s wave of populism in the state 
and in the New Deal’s Public Works Administration.  Over time, 
the state’s public acute care hospital system was shifted from one 
department to the next and finally to Louisiana State University 
[10]. 

These public hospitals, rather than be the providers of 
last resort, were the providers of only resort for the poor and 
uninsured. This method of delivering health care in the state 
has been described as a costlier [11], ineffective and inefficient 
[12] two-tiered system. In this system, the poor and uninsured 
are served by the public acute care hospital system while those 
with private insurance have access to community hospitals and 
physicians [13]. 

Louisiana, under the leadership of former Governor Bobby 
Jindal, was one of 19 states that chose not to expand Medicaid 
under the Affordable Care Act, with 289,000 Louisiana residents 
remaining uninsured and without Medicaid [14].  The Jindal 
administration’s response to the rejection of the Medicaid 
expansion was that the uninsured should seek care in the charity 
hospitals [15]. This speaks volumes about the entrenched notion 
that charity hospitals are somehow an appropriate source of 
health care. As the Jindal administration offered charity hospitals 
as a viable option for the uninsured seeking healthcare, the 
governor’s emphasis was on the privatization and closures of 
these hospitals, and not on any strengthening of public health 
efforts.  

The neglect of prevention and public health in Louisiana is 
apparent in spending, annual or biannual "bone deep" cuts to 
health care services [16] and national rankings. Louisiana was 
recently declared to be the state least prepared for handling 
public health emergencies [17]. The state scored lower than the 
national average in all six domains with a full two points lower 
for health care delivery (3.1 compared to 5.1).   Louisiana’s state 
public health budget is ranked 38th among the states ($19.9 per 
capita compared to $28.0 in Texas, $49.0 in Arkansas and $59.2 in 
Alabama) [18].  Cuts to public health agencies and programs have 
taken their toll and are disheartening considering that increased 
support could have saved lives [19] by strengthening access to 
care particularly in a state with such poor health outcomes.

Exacerbating the problem is the fact that health care is 
expensive in the state and the lack of access only shifts the cost 
to more expensive medical services.  While community health 
centers have had some success in reducing emergency room 
visits, an estimated 71% of these visits are still unnecessary and 
could have been treated in a primary care setting [20]. Over $350 
million is wasted annually on avoidable emergency department 
visits in Louisiana alone [21] with the state ranking third per 
capita in the nation in emergency room use [5]. 

Access to care

If access is only measured by numbers served, then the 

number of patients using health care centers in Louisiana is over 
250,000 [22]. Sheer numbers, however, is only an output gauge 
of access.  How those services are delivered is also an important 
measure of access. 

Access to healthcare is a complex concept and open to 
interpretation from one publication to the next.   Two of the most 
workable definitions are courtesy of the Rand Corporation and 
the Centers for Disease Control and Prevention (CDC) (2015) [23] 
-- access refers to the ease with which an individual can obtain 
needed medical services and the Institute of Medicine (cited in 
Healthy People 2020) [24]   -- the timely use of personal health 
services to achieve the best health outcomes. While there may 
be differing definitions of the term, there is a consensus on the 
importance of healthcare access to life expectancy, quality of life, 
prevention, detection, treatment and the realization of the human 
and societal potential [25-27]. 

Scheppersa, Dongenb, Dekkerc, Geertzend and Dekkere [28] 
conducted a review of the literature on barriers to health care 
access and categorized those barriers as patient level, provider 
level and system level.   Within those categories are: insurance 
and affordability [29]; the ease of making appointments and 
taking time off from work [30];  transportation and geography 
– the time it takes to get to the clinic and age [31];  social stigma 
and privacy issues, particularly in rural areas; patient-provider 
relationship and communication [32]; legal obstacles [33]; racial 
biases [34,35]; language [36], childcare, trust in the provider and 
health care system, knowledge/health literacy, culture, and hours 
of operation [37]; and wait time before an appointment [38].

The World Health Organization conceptualized barriers 
to access as having three dimensions: financial affordability 
(including opportunity costs for instance, taking time off work); 
acceptability (perception of the services, language, age, gender, 
ethnicity and religion); and physical accessibility (location of 
services, hours of operation, appointment systems and other 
aspects of the delivery of services) [39]. Similarly, The National 
Institute of Health categorized access barriers as financial, 
personal and structural [40].

Structural barriers to health care services are those non-
economic (not related to the health insurance or affordability) 
that make it difficult for people to access services [41]. Examples 
of structural factors are proximity of the health care service to the 
target population, the match between the hours of service and the 
patient needs, and the client-centeredness of the administrative 
procedures (for example, scheduling assistance).   In the world 
of marketing most of those structural aspects pertain to the 
placement or distribution of services which can be categorized as 
physical access (how and when the services will be offered), time 
access (hours of operation, how long it takes for an appointment, 
wait time) and informational/promotional access (aligned with 
communication with consumers, providers) [42].  

Among other program requirements, Health Resources & 
Services Administration (HRSA) mandates that health centers 
provide accessible hours of operation and after-hours coverage.  
These requirements are a small part of the concept of patient 
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centered care.   As patient-centeredness gained momentum in the 
literature, it morphed from being viewed as the physician placing 
him or herself in the patient’s place to a broad construct defined 
as the “design of patient care within institutional resources 
and personnel (that) are organized around the patients….” 
[43]. In their review of the literature on patient-centeredness, 
Saba, Beach and Cooper [43] note that patient-centered care 
was one of the six aims for health system improvement in the 
Institute of Medicine’s 2001 report Crossing the Quality Chasm.  
Patient-centered care encompasses the doctor-patient-family 
relationship, communication, travel distance, convenience of 
office hours, ability to get an appointment when needed, and wait 
time.

The take-away from the literature on access, regardless 
of how the concept is interpreted, is that numbers served is a 
rudimentary and insufficient measure of access.  The “ease” of 
obtaining needed medical services requires that care revolve 
around the patient [44] and that care is provided (in terms of the 
often-quoted phrase) "at the right place, at the right time and in a 
manner, that best suits a patient’s needs.”  Therefore, the primary 
objective of our study is to examine the “patient-centeredness” 
of CHC’s in Louisiana in terms of the ease of obtaining medical 
services, convenience of clinic hours, insurance and affordability, 
and after-hours coverage.

METHODOLOGY

Our research investigated how community health centers 
in Louisiana fare on indicators of access to care.  The data were 
collected from the 69 Louisiana health centers in 2013.  These 
community health centers were in 39 of the 64 parishes and were 
from every region throughout the state.

Unlike the 2013 Kaiser Family Foundation report [45] which 
investigated the quality of care in CHCs, our study examined 
accessibility as measured by ease of appointment-making, 
extended clinic hours, and after-hours coverage.  The data 
collection method for our research is modeled on the 2009 study 
by Rhodes, Vieth, Kushner, Levy & Brent [1]. In that study by 
Rhodes et al., individuals posing as patients called mental health 
and medical clinics to schedule an appointment.  

The data collection for our study was relatively straight-
forward.  Each of the 69 Federally Qualified Health Centers 
(FQHCs), identified via the Louisiana Primary Care Association 
website, was called during business hours and each was called 
after hours.  The questions during business hours are listed in 
Figure 1.  It was also noted if the phone was answered by a person 
or a recorded message.  The answers were recorded as yes, no or 
unknown. The second series of calls were made to the clinics after 
business hours (Figure 2). 

ANALYSIS

The majority (68%, 47) did have someone answering the 
phone at the community health centers during business hours.  
Therefore, the following results (Table 1) are only for clinics, 
during business hours, in which staff answered the phone.

Thirty-eight of the 47 accepted walk-in appointments and 
seven stated no.  Two staff did not know the answer to the 
question.  The majority (28) of the health centers in our sample 
did not offer extended hours.  Extended hours are those that are 
beyond the normal business hours (evening, early morning or 
weekends).  Of those who answered the phone, eight staff did not 
know if the clinic provided extended hours.  

Three staff responded that they did not know if the center 
accepted the uninsured.  The remainder stated that they did 
accept the uninsured.  The same was true for accepting Medicaid 

Figure 1: Business Hour Survey Questions

1. Is there a wait time for an appointment? 

2. Are there extended clinic hours?  

3. Are Medicaid, Medicare, uninsured, and all incomes accepted? 

4. Is there a sliding fee scale? 

5. Are walk-ins accepted?

Figure 2: After-Business Hours Survey Questions

1. Is there an after- hours number to call? 

2. Is there an answering service to take messages? 

3. Is there a doctor or nurse on call? 

4. Is there an assurance that someone will call back within 24 hours once 
a message is left? 

5. Did a live person rather than a recorded message respond to the call?

6. Did the message instruct the caller to call 911 or go to the nearest hospital 
in case of an emergency?

Table 1: All Clinics Results, Business Hours

N=47 Yes No Staff did not 
know

Walk In Appointments Accepted? 38 (81%) 7 (15%) 2 (4%)

Extended Hours Offered? 11 (23%) 28 (60%) 8 (17%)

Uninsured Patients Accepted? 44 (94%) 0 (0%) 3 (6%)

Medicare/Medicaid Accepted? 42 (89%) 0 (0%) 5 (11%)

Sliding Fee Scale for Patients? 41 (87%) 2 (4%) 4 (9%)

All income levels accepted at clinic? 37 (79%) 8 (17%) 2 (4%)

Wait Time to doctor < 3 days? 32 (68%) 12 (26%) 3 (6%)

Table 2: After Business Hours Results

N=69 Yes No

After hours number to call 42 (61%) 27 (39%)

Used answering service 29 (42%) 40 (58%)

Persons answering calls and taking messages 28 (41%) 41 (59%)

On-call doctor or nurse referred to in answering 
service greeting/directions? 24 (35%) 45 (65%)

Call back within 24 hours? 41 (59%) 28 (41%)

Instructions to call 911 for emergency symp-
toms or services or to go to hospital? 41 (59%) 28 (41%)
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and Medicare - all who knew the answer (42) responded yes.   
Five staff answering the phone did not know.  When asked about 
using a sliding scale, two staff stated no and four did not know.  
Thirty-seven of the staff of the clinics stated that all income levels 
are accepted and eight stated no.  Two of the staff answering the 
phone did not know the answer to the question. 

Sixty-eight percent (32) of those answering the health center 
phone agreed that the wait time to see the doctor would be three 
days or less.   In 12 clinics, the wait time would be greater than 
three days to see the medical practitioner.  Staff in three clinics 
did not know. 

Turning now to after business hours services, all clinics either 
had a recorded message or were linked to an answering service.  
Some offered the option of leaving a recorded message and/or 
being connected to an answering service, therefore the following 
counts are duplicated. 

More than half of the clinics (61%, 42 of 69) had an after-
hours number to call.  Twenty-nine clinics used an answering 
service to take messages after hours. Nearly 60% did not have a 
person answering calls and taking messages after hours.  

The majority (65%, 45) did not have an on-call doctor or nurse.   
This was determined by either the recorded message referring to 
an on-call nurse or doctor or the answering service stating that. 
Fifty-nine percent (41) of the clinics’ answering machines or 
answering services stated that someone would call back within 
24 hours. Forty-one of the 69 centers did instruct callers to call 
911 or go to the nearest hospital in case of an emergency.  

DISCUSSION AND CONCLUSION

This research examined several aspects of the delivery of 
services in community health centers located in Louisiana.  
The method used was simple but laborious.  The brief analysis 
relied on simple, manageable and understandable counts and 
percentages.  

There are certain limitations of this study.  First, the centers 
were not called multiple times in a day to determine if a staff 
person would answer rather than an answering machine.  Second, 
this study examined only a few indicators of the delivery of access 
to care and did not attempt to evaluate the quality of care. Third, 
this study did not examine whether all calls were returned within 
a certain time frame or if the answering service contacted the 
medical providers.  That information was beyond the scope of this 
study.  Last, our study did not consider extenuating circumstances 
these centers face, for example budget restrictions. 

    The results indicate that these health centers are assuring 
that there is some form of after-hours coverage.  Also encouraging, 
the majority of the health centers could see a patient within three 
days or less.  Considering the long wait times for appointments 
reported for primary care clinics in previous research, this 
finding is remarkable.  A majority allowed walk-ins while seven 
staff stated no.   Five of the health centers had a three day or more 
wait and did not allow walk-ins.  Seven centers had a three day 

or more wait and did not offer extended clinic hours. Staff at 
three clinics stated that the wait would be three days or more, 
that walk-ins were not allowed and that the clinic did not have 
extended hours.   

We did not anticipate that 32% of the health centers would 
use answering machines during business hours.   This percentage 
is much higher than those medical centers using answering 
machines in the study by Rhodes, Veith, Kushner and Levy [1].  
An answering machine is no substitute for someone answering 
the phone and can be a barrier to access, particularly considering 
populations with low health literacy, a problem prevalent among 
community health center patients.  Navigating the health care 
system is difficult enough without adding additional obstacles in 
making appointments. 

Talking to a person to make an appointment was only the first 
hurdle.   Obtaining correct information was the second.  FQHCs 
are required to offer services regardless of a person’s ability to 
pay and to provide a sliding fee scale discount.  There were no 
“no” responses when asked about the acceptance of Medicare, 
Medicaid and the uninsured. However, staff at eight clinics stated 
that all income levels were not accepted and two staff indicated 
that a sliding fee scale was not used.  

The majority of the clinics did not offer extended clinic hours. 
Although an argument could be made that extended clinic hours 
might matter less to an economically disadvantaged or uninsured 
population, the opposite is actually true.  One fourth of the 
population of adults in Louisiana are working and uninsured 
[46], and fewer workers are predicted to obtain their health care 
insurance from an employer in the future, if current trends hold 
[47].  

Many of uninsured adults work in smaller companies that 
either do not offer health insurance or if they do, the cost to 
employees is prohibitive.  These smaller companies are also 
more likely to not offer any paid sick days [48], so that income is 
lost if a day of work is missed.  These working uninsured adults 
need the flexibility of extended clinic hours.  Excess wait time 
and the lack of availability of extended clinic hours may not only 
be a disincentive to seeking medical care but result in billions in 
opportunity costs particularly for minorities and the unemployed.

Extended clinic hours are not only a structural part of patient-
centered care but make good economic sense as well.   A study 
published in the Annals of Family Medicine found that extended 
office hours through the week and weekends were related to 
lower health care costs [49].   The cost savings were in terms 
of expenditures for office visits, prescription medications, 
hospitalizations and, equally important for CHCs – lower costs 
associated with emergency room use. 

Undoubtedly, the most surprising finding of this study is 
the number of staff who did not know the answer to very basic 
questions.  Three staff did not know if the wait time to schedule 
an appointment was three days or less.  Eight staff did not know if 
the clinic had extended hours and two staff did not know if walk-
ins were accepted.  Three staff did not know if the clinic would 
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accept the uninsured and five staff did not know if Medicare and 
Medicaid was accepted. Four staff did not know if a sliding fee 
scale was used and two staff did not know if all income levels 
were accepted.  

Office staff create the first impression of health care services.   
They make or break medical offices, and research has shown 
office organization and staff professionalism are prompts that 
contribute to patient appointment adherence [50] and to patient 
retention [51]. The perception of the office staff is one of two 
factors most strongly tied to patient satisfaction [52] and the 
major reason for patients’ complaints [53]. 

In conclusion, we realize that limited resources affect the 
ability of these clinics to broaden access through extended hours, 
shorter wait times, and allow walk-ins.  Even with the greater 
financial resources through the Affordable Care Act, significant 
challenges remain in providing patient-centered services. These 
clinics may be restricted by the need to stretch resources as the 
mandates increase, the growth in patients served and the higher 
rates of patients with chronic health conditions, staffing or other 
organizational issues. 

Relatedly, the problem could also be a lack of board 
understanding of what should be done or could be done to become 
more patient-centered.  These health centers are dependent upon 
boards of directors to chart the course and the literature is rife 
with examples of performance issues at the nonprofit board 
level [54,55]. These problems are just as common among boards 
of health centers although few studies have examined this type 
of consumer based board. The literature that has tends to be 
dated with studies focused more on the participation of and the 
dynamics between consumer and non-consumer board members 
[56-59] rather than performance.

We recommend that future research examine possible 
explanations for our findings.  Our study identified fragments of 
disconnect in many of these CHCs between actual access and the 
philosophy of patient centered care.  The most glaring evidence of 
the disconnect is in the overuse of answering machines and staff 
providing wrong information or not knowing basic information.  
Our research concludes unfortunately with more questions than 
answers since we only skimmed the surface of the data.  Future 
studies will need to drill deeper and determine why the problem 
exists.
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