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IT’S HEALTH CARE, NOT WELFARE 
 

EXECUTIVE SUMMARY 
 

Beneficiary Attitudes Toward Paying Enrollment Fees, Co-Payments, and 
Premiums to Obtain Health Insurance Coverage Under an Expanded Medicaid 

Program 
 

he Oklahoma Health Care Authority 
(OHCA), on behalf of the State of Okla-
homa, is requesting a five-year Medicaid 

Research and Demonstration Waiver to redesign 
the current Medicaid program in Oklahoma. The 
key objectives of the program, It’s Health Care 
Not Welfare, are: 

1. Patient Responsibility 
2. Effective Purchasing 
3. Acceptable Provider Reimbursement 
4. Flexible Benefits 
5. Expanded Eligibility 
6. Budget Predictability 

This study is the fourth in a series of studies 
by the Department of Family & Preventive 
Medicine (DFPM), University of Oklahoma 
Health Sciences Center (OUHSC), on the 
impact of Medicaid reforms on stakeholders. 
Potential beneficiaries were surveyed to 
discover their attitudes toward and acceptance 
of out-of-pocket payments (including co-
payments, co-insurance, one-time enrollment 
fees, deductibles, and premiums) to obtain 
health insurance coverage for themselves and 
their families through an eligibility expansion of 
the current Medicaid program or through a 
voucher or buy-in program through their 
employers. Expanded eligibility would extend 
health care services through the Medicaid 
system to individuals and families with incomes 
at or below 200% of the federal poverty level 
(FPL). Currently, only individuals below the 
185% FPL income level are eligible for 
consideration; single low-income, working 

adults, whose taxes help support the Medicaid 
system, are most likely to be uninsured. 

A total of 122 individuals between the ages 
of 18 and 66 who could be eligible for health 
care assistance through an expansion of the 
Medicaid program participated in this study. All 
participants had a family income at or below 
200% FPL, the only criteria for inclusion in the 
study. Nearly half of the individuals who 
completed the survey had health coverage 
currently (52 %) but fewer than half (41 %) had 
coverage throughout the past year. 

The study was designed and conducted to 
answer the following questions: 
1. What are the demographics of the low-

income uninsured in Oklahoma (income 
level, education level, family status, 
employment status, health status, etc.)?  

2. What health care services has this 
population utilized in the past year? 

3. What services do they feel are most 
important? 

4. What portion of their health care costs are 
these potential beneficiaries willing to pay 
or able to afford? 

METHODS 
A 28-item survey (Appendix A) was designed 
for this study; many of the questions had 
multiple parts. A document describing the 
reform options was also developed and dissemi-
nated (Appendix B). DFPM faculty contributed 
to the design of materials and assisted with 
identifying subjects for this study. 

Subjects were identified (1) during employer 
interviews conducted for a previous study,1 (2) 

T 
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through Project Access (a networking organiza-
tion that provides access to health care for low-
income uninsured families), and (3) personal 
contacts (DFPM staff, free clinics, etc.). 

A total of 122 potential beneficiaries 
completed the survey. Only individuals with a 
total family income less than 200% FPL were 
eligible for inclusion in this study. Data were 
entered into a Microsoft Access database and 
analyzed using a standard statistical software 
program (e.g. Statistical Package for the Social 
Sciences, SPSS). 

Project staff spoke with and made brief pre-
sentations to more than 150 potential beneficiar-
ies; comments and opinions expressed by 89 
individuals were hand-recorded and entered into 
a Microsoft Excel spreadsheet for analysis. The 
discussion process also provided a forum for 
project staff to educate beneficiaries about the 
Medicaid reform options.  

RESULTS 
Participants in this study overwhelmingly 
indicated a willingness, and even an eagerness, 
to pay a portion of their health care provided it 
would not be a financial hardship for them or 
their families. One-hundred eleven out of 122 
respondents said they would be willing to pay a 
one-time enrollment fee ranging from $25/year 
(51%) to $75/year (17%). Similarly, 68% (83 of 
122) felt that $50/month would be a reasonable 
premium contribution. Sixty-six percent (80) 
felt that a deductible of $50/year would be 
acceptable. Surprisingly, a total of 83 (67%) 
indicated they would pay co-payments from 
$5.00 to $20.00: $5.00 co-pay, 20% (n=24); 
$10, 30% (n=37); $15, 11% (n=13); $20, 7% 
(n=8) Table 1 shows the data with confidence 
intervals for fair cost-sharing. Table 2 shows the 
average reasonable cost sharing amounts as 
suggested by study participants and extrapolated 
from the data. Note that lesser amounts were 
offered as choices on the survey (see 
Appendix A). 

Table 1. Cost Sharing Data by Category 
(n=122) 

95% Confidence 
Interval of the Mean Cost Share 

Category Mean Median Lower Upper 
Enrollment 
Fee $40.77 $25.00  $37.07  $44.46 
Premium $60.00 $50.00  $54.45  $65.55 
Deductible $73.68 $50.00  $57.87  $89.50 
Co-Payment $  7.70 $  7.50  $  6.66  $  8.73 
Co-Insurance 7.3% 5.0% 6.1% 8.5% 

Table 2. Reasonable Cost Sharing Overview 

Cost Share Category Amount Combined 
Data 

Enrollment fee (yr) $25 111 (91%) 

Premium (mo) $50 105 (86%) 

Deductible (yr) $50 108 (89%) 

Co-pay (visit) $5 82 (67%) 

Co-Insurance 90/10% 67 (55%) 

Total Annual Out of 
Pocket Expense 1%-2% 65 (53%) 

DISCUSSION 
There is a crisis in health care in America. The 
number of uninsured rose to 43.3 million during 
2002.2 A recent report by the Commonwealth 
Fund estimates that as many as 85 million 
Americans were uninsured at some point 
between 1996-1999.3 It is estimated that the 
uninsured in the U.S. cost the economy from 
$65 to $130 billion annually.4 With health care 
costs continuing to rise at an alarming rate, 
states are forced to scramble to find funding for 
Medicaid services. According to a 1996 study, 
Oklahoma spent 20% of its state budget on 
Medicaid, the highest budget percentage of any 
state.5 To control costs, states have traditionally 
restricted eligibility and reduced benefits.  

Uninsured working individuals and their 
families face a crisis of their own. They must 
choose among food and housing and health 
insurance coverage. This quote from a recent 
Urban Institute report is common.6 
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“Sometimes, I have to hold off paying a bill to 
keep the gas and electricity on. My most 
important priorities are getting the girls fed and 
paying for the car so I can get to work, so health 
care falls low on the list.” 
Consequently, many states are investigating 

the possibility of extending eligibility to the 
working poor on the grounds that this popula-
tion would be healthier, less likely to utilize 
health care inappropriately, and more likely to 
be able to shoulder some of the costs. The study 
reported here verifies that low-income individ-
uals would be willing to pay a portion of the 
costs for health care (Tables 1 and 2).  

This study also revealed that prescription 
medications were the most important health 
service required by this population, followed by 
emergency room access and primary care 
physicians’ services (Table 3). 

Table 3. Most Important Health Care 
Services (n=122) 

Rank Item Mean 
1 Prescriptions 4.64
2 Emergency 4.49
3 PCP Visit 4.39
4 Dental 4.38
5 Inpatient Hospital 4.31

One study participant told us,  
"I have been able to use the Medicaid 

program nearly all my adult life up until they 
changed the program. I have asthma, the 
(cheapest) medication the doctor wants to put me 
on is $200.00 a month. I can’t afford that.” 

CONCLUSIONS & RECOMMENDATIONS 
Study Conclusions 

 Although many study respondents com-
mented that in their current financial situa-
tion, even a small cost-sharing amount could 
be a financial hardship, nearly all agreed that 
they should pay something for services. 

 $10.00 co-pay per doctor visit was deemed 
reasonable even though smaller amounts 
were suggested in the survey (see Table 1). 

 Prescriptions were the most needed service 
by individuals participating in this study 
followed by emergency room access and 
primary care physician services (Table 2). 

Recommendations 
1. Develop a sliding scale cost-sharing health 

insurance program for low-income working 
adults and families. Health Savings 
Accounts, voucher systems and employer 
buy-in, provided the administrative burden 
was low, could potentially provide a work-
able health care system for this population. 

2. Require patients to pay a fair portion for 
their own health care; Table 1 shows the 
cost-sharing amounts suggested by 
participants in this study. 

3. Study respondents felt that access to 
emergency room services was second only 
to prescription drugs as the most necessary 
health care service. An educational effort 
aimed at changing utilization behavior 
from ER to primary care physicians for 
most health care could provide significant 
savings for the state’s health care programs. 

4. Input from potential beneficiaries in the 
design and implementation of any reformed 
program could help ensure that the program 
developed would be subscribed in sufficient 
numbers to make it viable. 

Lim
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Executive Summary iii 
“I really need to work two jobs to afford living! 
Health care is totally out of my reach – what’s 

wrong with this picture? I’ve always worked and
would not think of asking for state assistance. I 

just feel insurance isn’t just and fair for the 
average person.” 
itations of this Study 
e participants in this study were identified by 
ntacting small businesses, social services 
anizations and by word of mouth. A larger, 
domized study of this population might 
eal different preferences. As participants 
re volunteers and had specific issues and 
ncerns, their views may not represent those of 
 larger group of low income, uninsured 
ividuals and families statewide. However, 
 attitudes and opinions expressed can be used 
 policymakers to make decisions about health 
e programs in Oklahoma.  
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Figure 1. Current and Expansion Medicaid 
Eligibility 
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(OHCA) 

kground: This report describes the 
rth in a series of studies for the 
lahoma Health Care Authority 

by the University of Oklahoma Health 
Sciences Center (OUHSC) Department of 
Family & Preventive Medicine (DFPM). 
OHCA, on behalf of the State of Oklahoma, 
under the authority of Sec. 1115 of the Social 
Security Act, is requesting a five-year Medicaid 
Research and Demonstration Waiver to redesign 
the current Medicaid program in Oklahoma. The 
reform options would extend Medicaid coverage 
to working adults and families with incomes up 
to 200% of the federal poverty level (FPL) 
(Figure 1).  

Figure 1 shows the income eligibility criteria 
for current beneficiaries and for the expansion 
group (Uninsured). Required co-payments, co-
insurance, deductibles, and one-time enrollment 
fees, collected on a sliding scale based on 
income, are being considered to expand the 
financial viability of the program and create 
greater beneficiary responsibility for their health 
care. (The federal poverty for a family of four is 
$18,400; 200% of FPL would be approximately 
$37,000 for a family of four, see Figure 2.) 
Purpose: This study was conducted to 
determine the attitudes of potential beneficiaries 
of an expanded Medicaid eligibility initiative 

toward shouldering some of the financial burden 
to obtain health insurance coverage. 
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Four study questions were developed to extract 
this information: 
1. What are the demographics of the low-

income uninsured in Oklahoma (income 
level, education level, family status, 
employment status, health status, etc.)?  

2. What health care services has this 
population utilized in the past year? 

3. What services do they feel are most 
important? 

4. What portion of their health care costs are 
these potential beneficiaries willing to pay 
or able to afford? 

Subjects: One-hundred and twenty-two (122) 
individuals between the ages of 18 and 66 
participated in this study. About half of those 
surveyed had health insurance at the time of the 
survey (52%) but more than half (59%) reported 
being without health coverage at some time 
during the past year. Most were single (40%) 
and working full-time (63%) with either a high 
school education (33%) or some college or other 
post-high training (41%). The common 
denominator for these individuals is that all had 
a family income of less than 200% of the federal 
poverty level.  

Subjects were identified during discussions 
and interviews with small business employers, 
many of whom were unable to offer employer-
sponsored health insurance (ESI).1 Project 
Access, a health care referral network that 
provides access to medical care for low-income, 
uninsured individuals and families, mailed out 
approximately 400 meeting notices inviting 
their clientele to participate, less than 10% 
responded. Department of Family and 
Preventive Medicine staff also participated in 
the study and several other potential program 
beneficiaries were contacted via word of mouth. 

Annual (Monthly) Income by  
Federal Poverty Level Family 

Size 100% 133% 185% 200% 
$8,980 $11,943 $16,613 $17,960 

1 
($748) ($995) ($1,384) ($1,497) 

$12,120 $16,120 $22,422 $24,240 
2 

($1,010) ($91,343) ($1,869) ($2,020) 

$15,260 $20,296 $28,231 $30,520 
3 

($1,272) ($1,691) ($2,353) ($2,543) 

$18,400 $24,472 $34,040 $36,800 
4 

($1,533) ($2,039) ($2,837) ($3,067) 

$21,540 $28,648 $39,849 $43,080 
5 

($1,795) ($2,387) ($3,321) ($3,590) 

$24,680 $32,824 $45,658 $49,360 
6 

($2,057 ($2,735) ($3,805) ($4,113) 
Figure 2. Current Federal Poverty Levels Based on 

Family Size and Income* 
*Source: Oklahoma Health Care Authority, 2003 

Methods: A 28-item survey (Appendix A) was 
designed for this study; many of the questions 
had multiple parts. A document describing the 
reform options was also developed and 
disseminated (Appendix B). DFPM faculty 
contributed to the design of materials and 
assisted with identifying subjects. Survey data 
were analyzed using standard statistical 
software (SPSS). 

Project personnel spoke with and made brief 
presentations to more than 150 potential 
beneficiaries; comments and opinions expressed 
by 89 individuals were hand-recorded and 
entered into an Excel spreadsheet for analysis. 
The discussion process also provided a forum 
for project staff to educate beneficiaries about 
the Medicaid reform options.  
Results: Participants in this study over-
whelmingly indicated a willingness, and even an 
eagerness, to pay a portion of their health care 
costs provided it would not create a financial 
hardship for them or their families. One-
hundred eleven out of 122 respondents said they 
would be willing to pay a one-time enrollment 
fee ranging from $25/year (51 %) to $75/year 
(17 %). Similarly, 68% (83 of 122) felt that 
$50/month would be a reasonable premium 
contribution. Sixty-six percent (80) felt that a 
deductible of $50/year would be acceptable. 
Surprisingly, a total of 83 (67%) indicated they 
would pay co-payments from $5.00 to $20 even 
though lesser amounts were offered as choices 
on the survey: $5.00 co-pay, 20% (n=24); $10, 
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30% (n=37); $15, 11% (n=13); $20, 7% (n=8). 
Tables 4 and 5 show the actual survey data 
(Table 4) and the extrapolated cost-sharing 
amount that the majority of study participants 
suggested would be reasonable for a stable, 
accessible health insurance program. 
Table 4. Cost Sharing Data (Mean, Median, 
Confidence Intervals) by Category (n=122) 

95% Confidence 
Interval of the Mean Cost Share 

Category Mean Median Lower Upper 
Enrollment 
Fee $40.77  $25.00  $37.07  $44.46 
Premium $60.00  $50.00  $54.45  $65.55 
Deductible $73.68  $50.00  $57.87  $89.50 
Co-Payment $  7.70  $  7.50  $  6.66  $  8.73 
Co-Insurance 7.3% 5.0% 6.1% 8.5% 
 

Table 5. Fair Cost Sharing Amounts as 
Designated by Potential Beneficiaries (n=122) 

Cost Share Category Amount Combined Data 
n (%) 

Enrollment fee (yr) $25 111 (91%) 

Premium (mo) $50 105 (86%) 

Deductible (yr) $50 108 (89%) 

Co-pay (visit) $5 82 (67%) 

Co-Insurance 90/10% 67 (55%) 

Total Annual Out of 
Pocket Expense 1%-2% 65 (53%) 

 
Prescription drug coverage was the most 

important health care service identified by 
participants in this study (mean=4.64 on a scale 
of 1-5, with 1 being not at all important and 5 
being very important). Access to emergency 
services and primary care physicians were 2nd 
and 3rd respectively (mean=4.49 and 4.39) (see 
Table 6). 

Table 6. Top Five Most Important Health 
Care Services to Potential Beneficiaries 

(n=122) 
Rank Item Mean 

1 Prescriptions 4.64
2 Emergency 4.49
3 PCP Visit 4.39
4 Dental 4.38
5 Inpatient Hospital 4.31

 

Conclusions: This study examined the 
willingness of potential beneficiaries to pay a 
portion of their income to obtain health 
insurance coverage as part of an expanded 
Medicaid program. Potential beneficiaries are 
defined as low-income working adults and their 
families with total family income not exceeding 
200% of the federal poverty level. Most study 
participants felt that $10 co-payment for 
physician visits was reasonable; they also 
indicated that $50 per month was a reasonable 
out-of-pocket amount for health insurance 
premiums and that a $25 one-time enrollment 
fee would be reasonable provided coverage 
could be stable (Table 5). 

Most were Very Likely (65%) to participate 
in an expanded Medicaid health care program. 
However, most survey respondents (66%) 
indicated that they could only afford $50 per 
year deductible; 20% said that a $100 deductible 
would be affordable. 

A sliding scale program that allows 
individuals and families to contribute according 
to their income would probably be the best 
solution. Health Savings Accounts, vouchers, 
and employer buy-in should be investigated. A 
program that would step in during financial 
crises should also be considered to avoid gaps in 
coverage. Solutions must be affordable and easy 
to manage to be successful. 
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1. INTRODUCTION 
 

 

 

ore than 43.3 million Americans are 
without some sort of health insurance 
coverage, according to a newly 

released study by the Commonwealth Fund. 
More troubling is the fact that, between 1996 
and 1999, more than 85 million people (38% of 
the population under age 65) were without 
coverage at some point in time.3 Americans with 
family incomes of less than 200% of the U.S. 
federal poverty level* are most at risk for being 
uninsured; 69% of the uninsured live in 
households with at least one full-time working 
family member (see Figure 3).2 

Figure 3. Nonelderly Uninsured by Age and 
Income Group, 2002

Other adults 
without children

31%

Low-income 
adults without 

children
29%

Other parents
7%

Low-income 
parents
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Source: Kaiser Commission on Medicaid and the uninsured, December 2003.

 
Annually, the United States loses from $65 

billion to $130 billion when people who are 
uninsured get sick and/or die early, according to 
an Institute of Medicine (IOM) report released 
in 2003. The IOM report found that it would 
cost less to “simply insure” the approximately 
43.3 million Americans who now lack health 

                                                 
* See Figure 2, page 2, for a breakdown of current federal 
poverty level incomes by family size. 

insurance.4 The Physicians’ Working Group on 
Single-Payer National Health Insurance and 
other national studies report similar findings.7 

The uninsured are four times more likely to 
require costly emergency room or hospital care. 
In addition, a recent Associated Press article 
noted that emergency room use is on the rise for 
insured individuals, as well as the uninsured, 
which drives the costs of health care even 
higher. Costs are estimated to be rising at 7% 
annually, premiums are increasing at an 
alarming rate of 14% annually; and health care 
is eating up 13% of our gross national product 
(GNP).8 To compensate for increasing premium 
costs, employers are declining to offer 
employer-sponsored insurance (ESI) or are 
increasing the amounts their employees must 
contribute through premiums, deductibles and 
co-payments. Experts believe that these 
increases in cost-sharing cause many patients to 
forego needed health care or to decline 
insurance coverage altogether.9  

During the economic downturns of 2001 and 
2002, the number of uninsured rose by 2.4 
million, the largest increase in more than a 
decade. Family incomes shifted downward and 
the percentage of Americans covered by ESI 
decreased for the second year in a row. 
Nationwide, Medicaid programs and SCHIP 
(State Children’s Health Insurance Program) 
step into the breach to provide coverage for 
children but “public coverage for adults did not 
increase to offset the loss of job-based 
coverage” according to a Kaiser Family Found-
ation report.2 

M 
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Figure 4. Increasing Rates of Uninsured Adults, 
2000-2002
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Amid the growing discontent with the health 

care system, radical ideas are emerging to bring 
the debate over health care access to the fore-
front. The Physician’s Working Group for 
Single-Payer National Health Insurance spec-
ulated that profit-taking by third party payers—
not physician fees, hospital costs, or prescription 
drugs—was the leading cause of rising health 
care costs. If third party payers were eliminated, 
the Group concluded, the U.S. could success-
fully and economically provide quality health 
care services to everyone, equally.7  

Physicians and other health care providers 
express frustration at the administrative prob-
lems associated with multiple payers and multi-
ple formularies, benefits programs, and 
authorization and pre-authorization require-
ments, which take up so much of their time and 
that of their staff. Collecting co-payments from 
low-income patients can be problematic. In fact, 
providers in Oklahoma report that Medicaid 
participants are paying less than 30% of re-
quired co-pays.11 Many providers are reducing 
the number of insurance plans they accept and 
are opting out of government-sponsored pro-
grams, which, in turn, contributes to the lack of 
access to providers by individuals.  

Lack of timely and low-cost access to 
physicians is a common frustration voiced by 
individuals seeking health care as well as by 
physicians and other health care providers 
seeking consultants. It is also a major reason 

individuals, even those with health insurance, 
seek care in emergency departments.10 

This report describes the attitudes and 
opinions toward cost-sharing initiatives that 
would be part of a Medicaid expansion program 
that could extend health insurance coverage to 
families and individuals with incomes at or 
below 200% of the federal poverty level. In 
addition, the report describes the types of health 
care services that are important to this 
population and provides some insight into the 
demographics of this potential Medicaid 
expansion group.  

The purpose of this study is four-fold:  

(1) To educate low-income uninsured individ-
uals (potential beneficiaries) about reforms 
to the current Medicaid system that could 
extend health insurance coverage to them 
and to their families. 

(2)  To determine the level of cost-sharing 
(enrollment fees, premiums, deductibles and 
co-payments) that would be acceptable and 
affordable to these individuals. 

(3) To determine which health care services 
individuals in this population are currently 
using and which they deem most important. 

(4) To define and elucidate potential bene-
ficiaries’ opinions of the current Medicaid 
program. 

Four study questions were designed to 
elucidate the key goals of this study. 

1. What are the demographics of the low-
income uninsured in Oklahoma (income 
level, education level, family status, em-
ployment status, health status, etc.)?  

2. What health care services has this 
population utilized in the past year? 

3. What services do they feel are most 
important? 

4. What portion of their health care costs are 
these potential beneficiaries willing to pay 
and/or able to afford? 
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2. METHODS 
 

 

Subjects 

Table 7: Demographics of Study Participants 
(n=122) 

Age Range n % 
18-20 9 8.1% 
21-30 30 27.0% 
31-40 23 20.7% 
41-50 29 26.1% 
51-60 15 13.5% 
Over 60 5 4.5% 
No answer 11   
Marital Status     
Single 49 40.5% 
Married 43 35.5% 
Separated/Divorced 26 21.5% 
Widowed 3 2.5% 
No answer 1   
# of Dependents     

0 57 50% 
1 22 19% 
2 17 15% 
3 11 10% 
4 3 3% 
5 4 3% 
6 1 1% 

No answer 7 6% 
Total n= 122   

 
dentifying subjects for this study proved to 
be quite challenging because there are very 
few organizations that monitor and track 

workers who have no access to health coverage 
or who elect not to participate in employer-
sponsored insurance (ESI) due to costs. One 
organization that provides health care for the 
uninsured in Oklahoma is Project Access. 
Project Access, an organization that provides 
access to health care services for low-income 

uninsured individuals and families, sent meeting 
notices to 400 individuals who had utilized their 
services in the past year. Less than 10% (27) 
participated in this study. The majority of work-
ing uninsured were recruited from businesses 
that participated in our previous study of small 
business owners in Oklahoma.1 Additional 
subjects were recruited from the Department of 
Family and Preventive Medicine staff, free 
clinics, and from staff contacts or word-of-
mouth. 

A total of 122 potential beneficiaries 
completed the survey. Table 7 shows the demo-
graphics of study participants. Only individuals 
with a total family income less than 200% of the 
federal poverty level (FPL) were eligible for 
inclusion in this study. Table 8 shows the 
income level of study participants. Data were 
entered into an Access database and analyzed 
using a standard statistical software program 
(e.g. SPSS). 

Table 8. Distribution of Study Participants 
by Income Level as a Percent of the Federal 

Poverty Level (n=122)*

Percent of Federal  
Poverty Level (FPL) # 

100% FPL 34 
133% FPL 18 
185% FPL 4 
200% FPL 17 
No answer 49 
Total 122 

 
Project personnel spoke with more than 150 

potential beneficiaries; comments and opinions 
expressed by 89 individuals were hand-recorded 
and entered into an Excel spreadsheet for 
                                                 
* See Figure 2, page 2, for a chart of current federal 
poverty level breakdowns by family size and income. 
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analysis. The discussion process also provided a 
forum for project staff to educate beneficiaries 
about the Medicaid reform options.  

Figure 5. Age Ranges of Study Participants 
(n=111)
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Figure 6. Marital Status
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Figure 7. Education Level of Study Respondents
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Figure 8. Number of Dependents
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Figures 5 through 8 provide a graphic 

representation of the personal and family 
demographics of the study population.  
 
Instruments 
A 28-item survey (Appendix A) was designed 
for this study; many of the questions had 
multiple parts. A document describing the 
reform options was also developed and 
disseminated (Appendix B). DFPM faculty 
contributed to the design of materials and 
assisted with identifying subjects. 

The survey focused on answering these four 
major study questions. 

1. What are the demographics of the low-
income uninsured in Oklahoma (income 
level, education level, family status, 
employment status, health status, etc.)?  

2. What health care services has this 
population utilized in the past year? 

3. What services do they feel are most 
important? 

4. What portion of their health care costs are 
these potential beneficiaries willing to pay 
or able to afford? 

In addition to collecting quantitative data 
from the survey, program staff held discussions 
with potential beneficiaries to educate them 
about the health care issues and reform options, 
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and to gather qualitative data to enrich the 
quantitative data collected from the surveys. A 
copy of the education document distributed to 
potential beneficiaries is appended (Appendix 
B) along with the materials developed to 
organize and conduct the discussion groups 
(Facilitator’s Guide for Beneficiary Groups, 
Appendix C, and Small Group Meeting 
Checklist, Appendix D). 

Consent forms were developed in 
accordance with University of Oklahoma Health 
Science Center (OUHSC) human subjects 
protection policies. All instruments and overall 
project methodology were submitted to the 
OUHSC’s Institutional Review Board (IRB) for 
approval. The project received exempt status 
from the OUHSC IRB in July 2003.  Because of 
the exemption, consent forms to participate in 
this study were not required. DFPM researchers 
assisted with the IRB process and with the 
development of the survey instrument. 

 

Individual Interviews and Small Groups 
As described above, potential beneficiaries 

were given the opportunity to discuss health 
care issues — particularly their opinion of the 
current Medicaid program and what key 
changes should be instituted to make Medicaid a 

uninsured and underinsured, and to make it 
viable and attractive for health care providers. 
Small groups were conducted according to a 
Facilitator’s Guide (Appendix C) and using 
traditional and well-publicized methods.

quality health care delivery program for the 

tential beneficiaries 
acr

rmined, based on pilot sessions 
wit

12 
Preplanning was accomplished using a Small 
Group Meeting Checklist (Appendix D) 
developed by project staff. 

Approximately 150 po
oss Oklahoma (see Figure 9) attended 

presentations and/or participated in discussions 
with project staff. All group discussions were 
led by a facilitator and often by an assistant 
facilitator. The facilitator was responsible for 
guiding the session, asking questions, and 
probing for clarification. Both the facilitator and 
the assistant facilitator took notes to assure that 
pertinent comments, attitudes and opinions were 
recorded accurately. Notes from the 
facilitator(s) were transcribed, coded for theme 
and nonverbal communication, and entered into 
an Excel spreadsheet for interpretation 
(Appendix E). 

It was dete
h Department of Family & Preventive 

Medicine faculty and staff, that audio- and/or 
video-recording of sessions would adversely 
impact the honesty of the participants’ 
responses. Participants were much less inhibited 
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by an individual taking notes.  Although this 
reduced somewhat the ability of the staff to 
gather information, the comfort of the 
participants and their willingness to be honest 
about the topic were deemed more important. 
Because the purpose of the report is to provide 
honest attitudes and opinions rather than actual 
verbal and nonverbal data, note-taking was 
adopted for information gathering. We acknow-
ledge that this is a limitation of this study and 
discuss this further under the Limitations of this 
Study section in the Results below. 

Data Analysis 
Data from the survey were entered into a 

ere created for: 

 

raphics 

zed 
er of Import-

9.  Status of Study Participants 

rms is included in 
App

Microsoft Access database to be organized and 
refined. Clean data were then analyzed using a 
standard statistical software program (e.g. 
SPSS). Pearson correlations, significance, and 
case summaries were run where appropriate. 
The findings are reported in the Results section. 
A summary of the raw data from this study can 
be found in Appendix F. Research faculty at 
DFPM assisted with the development of 
analytical tools and methods, along with 
providing training and technical assistance to 
project staff. 

Data sets w
1. Fair Co-Payments 
2. Fair Enrollment Fees
3. Fair Premiums 
4. Fair Deductibles 
5. Respondent demog
6. Employment Status 
7. Medical Services Utili
8. Medical Services by Ord

ance 
Health

10. Opinion of Medicaid 
A glossary of statistical te
endix G to facilitate understanding of the 

raw data. 

Qualitative data, collected by observers and 
coded by theme and nonverbal communication, 
were entered into an Excel spreadsheet and 
analyzed by project staff. Data from that 
analysis is described in the Results section.  
Appendix E contains a copy of the Excel 
spreadsheet summarizing the comments and 
suggestions from the beneficiary focus groups 
and individual discussions. These comments and 
opinions were used in this report to enrich the 
data. 
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3. EDUCATIONAL COMPONENT 
 

 

 

 significant education component was 
included in this study. A document 
(Appendix B) describing the current 

crisis in health care in Oklahoma was 
developed, and goals of a possible Medicaid 
reform program were elucidated. Potential 
beneficiaries were informed, during individual 
interviews, small group encounters or during 
meetings such as those sponsored by Project 
Access, about the possibilities of changes to the 
current Medicaid system that might allow them 
to receive health coverage with some out-of-
pocket cost-sharing. During these discussions, 
potential beneficiaries were invited to ask 
questions and express their concerns and 
feelings about health insurance coverage and 
about the current Medicaid system. Project staff 
provided information materials and discussion 
points aimed at educating them about the goals 
of Medicaid reform and the desire of the 
Oklahoma Health Care Authority to address the 
issues and concerns of potential beneficiaries in 
developing an expanded program.  

A series of open-ended, structured questions 
was designed to both inform beneficiaries about 
the current Medicaid system and to offer them a 
safe environment in which to voice the issues of 
importance to them. Comments, hand-recorded 
by program staff, were assigned themes, coded 
and then entered in an Excel spreadsheet as 
described in previous reports.1,11,13 

Comments were hand-recorded with pen and 
paper rather than by audio- or video recording at 
the request of the group participants.  They felt 
they could be more forthcoming if the 
discussions were not electronically recorded. 
Comments were also transcribed from survey 

forms. Participants who completed the surveys 
were encouraged by project personnel to express 
additional attitudes and opinions on health care 
issues. Their comments have been used to 
enrich the results in this report. 

Table 9. Themes and Definitions Used to 
Categorize Data from Group Discussions*

Theme Definition 

1. Barriers to Health 
Insurance 

Currently unemployed, 
working but insurance not 
offered, insurance offered 
but can’t afford, etc. 

2. Prescriptions Need for Rx coverage 

3. Use of Services Necessity of accessing 
specific health care services 

4. Medicaid Program Programmatic issues, 
benefits, etc. 

5. PC Physicians or ER 
Use of primary care 
physician vs. ER use by 
beneficiaries 

6. Enrollment Fee Feelings about paying 
enrollment fees. 

7. Premium Feelings about paying 
premiums. 

8. Deductible Feelings about paying 
deductibles. 

9. Added Comments Comments added to survey 
questions 

10. Access to Health Care 
Factors impacting access to 
care (financial, physical, 
etc.) 

11. Chronic Disease 
Problems presented by 
chronic illness (waiting 
periods, exclusions, etc.). 

12. Other 
General health care concerns 
not related to above 
categories 

Table 9 shows the themes and definitions 
used to categorize and analyze comments from 
survey respondents and from discussions with 
project personnel. 
                                                 
* The information in this table is repeated in Table 10 to 
facilitate reading this report. 
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4. RESULTS 
 

 
 
 

 total of 122 potential beneficiaries 
completed the project survey. All 
surveys were validated and analyzed as 

described below. Although several respondents 
failed to answer one or more of the questions on 
the survey, all surveys were included to the 
extent possible; missing data are shown with the 
analysis of each item. A method for gathering 
and organizing verbal responses during focus-
type small group discussions was developed.  

Data were analyzed as follows: 

(1) Qualitative data (comments, opinions, 
and nonverbal communication) were hand-
recorded by the facilitator(s) as notes and 
observations from individual and group 
meetings were entered into an Excel spreadsheet 
as described in previous reports.1,11,13 Themes 
associated with the objectives of this report will 
be used to enrich and enhance the results from 
the survey. 

(2) Quantitative data from the survey was 
entered into a Microsoft Access database and 
organized into data sets as described under 
Methods (above). The resulting data were then 
analyzed using a standard statistical software 
program (e.g. SPSS). A summary of the raw 
data is included with this report in Appendix F.  

Survey results were analyzed and are 
summarized below. 
 
 

Qualitative Data: Comments, Themes, 
and Nonverbal Communication from 
Group Discussions 

Facilitators made note of comments and 
nonverbal cues from potential beneficiaries 
during individual and group discussions. A 
coding system that identified themes relevant to 
the study goals was developed. Codes were 
applied to the comments recorded by facilitators 
during one-on-one meetings or small group 
focus-type meetings, to comments made on 
written survey instruments, and/or to the 
answers from program staff in response to 
questions during meetings and presentations. 
Staff also captured some nonverbal responses.   

Comments were coded and exported into an 
Excel spreadsheet to generate charts and graphs. 
A complete list of beneficiary comments from 
the discussion groups can be found in Appendix 
E. Table 10 (below) is a list of the themes and a 
brief definition of each. Themes in the Excel 
spreadsheet in Appendix E have been truncated. 
The complete theme and its corresponding 
truncation can be found at the bottom of each 
page of Appendix E. 

Comments and themes were used by 
program staff to develop a flavor for the 
attitudes and opinions expressed on the survey 
forms and appear throughout this report where 
relevant. 
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Table 10. Themes and Definitions Used to 
Analyze Comments from Potential Program 

Beneficiaries 
Theme Definition 

1. Barriers to Health 
Insurance 

Currently unemployed, 
working but insurance not 
offered, insurance offered 
but can’t afford, etc. 

2. Prescriptions Need for Rx coverage 

3. Use of Services Necessity of accessing 
specific health care services 

4. Medicaid Program Programmatic issues, 
benefits, etc. 

5. PC Physicians or ER 
Use of primary care 
physician vs. ER use by 
beneficiaries 

6. Enrollment Fee Feelings about paying 
enrollment fees. 

7. Premium Feelings about paying 
premiums. 

8. Deductible Feelings about paying 
deductibles. 

9. Add’l Comments Comments added to survey 
questions 

10. Access to Health Care 
Factors impacting access to 
care (financial, physical, 
etc.) 

11. Chronic Disease 
Problems presented by 
chronic illness (waiting 
periods, exclusions, etc.). 

12. Other 
General health care concerns 
not related to above 
categories 

 
Figure 10 shows the number of comments 

by theme. Comments added to survey questions 
(most of which defined marital status, education 
level or family dynamic) were the most 
prevalent (17) followed by comments about 
Chronic Disease (11). Following are examples 
of some of the comments made by respondents. 

 
Answer to why ER services were used last year: 

"High blood pressure; can't afford medicine.” 
(code: 9, Additional Comments) 

 
 
“Medicaid, it's a necessary program and without 

it, lots of people cannot afford health care of any 
kind.” (code: 4 Medicaid Program) 

 

Figure 10. Number of Beneficiary Comments by 
Topic (n=89)
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Although there were several comments that 

health care for low-income individuals and 
families should be “free,” most of the people 
who completed this survey indicated a 
willingness to share the costs of health. 
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Surveys completed by individuals who failed to 
answer this question (40%, n=49) were still 
included in this study based on staff 
recommendation. Program staff were present 
when all surveys were completed and thus were 
able to ascertain the financial circumstances of 
most survey participants. In addition, methods 
used to recruit participants (as described in 
Methods above) further assured that those who 
completed the survey document met inclusion 
criteria. Twenty-eight percent (34) respondents 
reported family income levels of at or below 
100% FPL. Only 14% of respondents (n=17) 
reported income levels between 185% (the 
current upper income level for Medicaid 
eligibility) and 200% FPL. 
 

Figure 11. Income Categories of Study 
Participants by Percent of FPL*

No answer, 49 
(40%)

200% FPL, 17 
(14%)

185% FPL, 4 
(3%)

133% FPL, 18 
(15%)

100% FPL, 34 
(28%)

*FPL=federal poverty level. For a breakdown of FPL by income and family size, see 
Figure 2.

 
 
Education Status: Respondents were asked to 
describe their educational background to 
determine the level of training and 
employability of the potential beneficiary 
population (Figure 12). Most were either high 
school graduates (or equivalent) (n=40) or had 
some post-high school training (n=50). Only 4 
respondents had no high school at all, and 11 
were college graduates. 

Figure 12. Education Distribution  of Study 
Respondents
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Employment Status: Respondents were asked 
their current employment status. Since an 
expansion of Medicaid services may include 
low-income working adults and may involve 
employer participation, the current employment 
status of participants helped to further describe 
the potential beneficiary population. Further, 
this information can be compared with 
information from an earlier study on employer-
sponsored insurance programs in Oklahoma.1 

Most respondents (63%, n=77) reported 
being employed full-time; 15% (n=18) had part-
time jobs, and 7% (n=8) reported having both a 
full-time and a part-time job. Fifteen 
respondents (12%) were unemployed and 4 
(3%) did not answer the question (Figure 13). 

Figure 13. Employment Status of Study 
Participants (n=122)
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When income level, education level, and 

employment status are viewed together, the 
picture that emerges of this population is that 
they are hard-working individuals who are 
struggling financially. In short, this population 
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represents the demographic of the Medicaid 
reform expansion group. 
Health Insurance Status of Sample Population 
Respondents were asked whether they had 
access to, and were or were not, covered by 
health insurance currently. We also asked 
questions about employer contributions, and 
reasons why they did not have coverage (if in 
fact they were uninsured). As shown in Figure 
14, respondents in this survey were split fairly 
evenly: 51% currently reported having health 
insurance (n=62) while 47% (n=57) reported 
being uninsured. Only 3 respondents (2%) did 
not answer the question. 

Figure 14. Current Health Insurance Status of 
Survey Respondents (n=122)
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Only 40% (n=49), however, reported having 
health insurance for the entire year, whereas 
57% (n=70) reported they were uninsured at 
some time during the past year; 3 participants 
did not answer the question (Figure 15). These 
findings correspond with national studies, which 
report that the population of uninsured is 
constantly fluctuating. Although currently it is 
reported that 43.3-43.6 millions Americans are 
without health insurance coverage, nearly 
double that number (85 million or 38% of the 
population) reported being uninsured at some 
point between 1996 and 1999.2, 3 

For the 70 individuals in this study who 
reported not having coverage, most stated that 
cost was the reason they were uninsured (77%, 
n=46). 

Figure 15. Had Insurance All Year (yes or no) 
(n=122)
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No access to health insurance either 

privately or through their employer accounted 
for 15% (n=9) (Figure 16). 

Figure 16. Reasons for Not Having Health 
Insurance
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Half of the survey respondents (50%, n=61) 
reported having insurance for family members, 
while 40% did not. The difference between the 
two groups is not significant. Twelve (10%) did 
not answer the question (Figure 17).  

Figure 17. Family Insurance (yes, no) (n=122)
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Health Status of Sample Population 
To define the health status of this potential 
beneficiary population, respondents were asked 
which health care services they had used during 
the past year. Sixty-four percent (78) reported 
visiting a physician; 61% (75) reported utilizing 
pharmacy services and 38% (46) reported going 
to the emergency room. Only 10 respondents 
(8%) reported a hospital stay during the past 
year. Twenty-two percent (27) reported not 
utilizing health care services at all during 2003 
(Figure 18). 

Figure 18. Health Care Services Used in Past Year
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Respondents were also asked why they needed 
health care services. Most of those who reported 
using medical care said it was for a minor 
illness (61, 50%); 27 (22%) indicated it was for 
a major illness, and 16 (13%) declined to share 
the reason for needing health care services 
(Figure 19). More than half the respondents 
indicated they had a chronic condition (asthma, 
diabetes, etc.) (Figure 20). 

Figure 19. Reasons for Utilizing Health Care 
Services in Past Year
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Figure 20. Percent of Study Respondents with a 
Chronic Medical Condition
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Important Health Care Services 
Respondents were asked to rank the health care 
services that were most important to them and to 
their families. A list of 16 potential services 
were listed (Table 11).  

Table 11. Ranking of Important Health 
Services (n=122) 

Rank Item Mean
1 Prescriptions 4.64 
2 Access to Emergency Services 4.49 
3 PCP Visits 4.39 
4 Dental 4.38 
5 Inpatient Hospital 4.31 
6 Lab 4.30 
7 Outpatient Hospital 4.22 
8 Specialist Visit 4.20 
9 Vision 4.14 

10 Transportation 3.84 
11 Well Child 3.77 
12 Medical Supplies 3.60 
13 Behavioral 3.45 
14 Physical Therapy 3.25 
15 Maternity 3.16 
16 Home Health 3.03 

Respondents were asked to rate each service 
on a Likert scale of 1-5, with 1 being Not At All 
Important, and 5 being Very Important. Table 
11 shows the ranking for all 16 services listed in 
the survey (see Appendix A). Figure 21 shows 
the distribution of responses for the top 3 most 
important health services. 
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Figure 21. Distribution of Responses: Top Three 
Medical Services (n=122)
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Sixty-one percent (n=75) of respondents 
reported that access to prescription drugs was 
Very Important, followed by emergency room 
services (56%, n=68), and an identified primary 
care physician (54%, n=66).  
 
Opinion of Medicaid  
The majority of survey respondents (39%, 
n=48) had no opinion of the current Medicaid 
program. Those with an opinion of Medicaid 
were split: 23% (n=28) had a positive to very 
position opinion of Medicaid, and 27% (n=33) 
had a negative to very negative opinion. 
Opinion of Medicaid had no impact on whether 
individuals were likely to participate in an 
expanded Medicaid health insurance program.  

Figure 22. Opinion of Medicaid
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Likely to Participate in a Medicaid Health 
Care Program 
 
The vast majority of individuals who 
participated in this study said they were likely 
(26%, n=32) to very likely (53%, n=64) to 
participate in a Medicaid-sponsored health care 
program (Table 12 and Figure 23). 
 

Table 12. Likelihood of Low-Income 
Working Adults to Participate in a Medicaid 

Health Care Program 
Likely to Participate number percent 
Not at All Likely 4 3%
Slightly Likely 3 2%
Somewhat Likely 9 7%
Likely 32 26%
Very Likely 65 53%
No answer 9 7%
Total 122   

 
Figure 23. How Likely Are You to Participate in A 

Medicaid Health Care Plan
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Additionally, most were willing to share the cost 
of their health care if a cost structure could be 
established that would fit within their budgets. 
Most (51%) indicated that $25 per year would 
be a fair enrollment fee.  Much fewer were able 
to afford either $50 or $75 per year (Figure 24).  

Results 16 It’s Health Care, Not Welfare 



 

Figure 24. Fair Enrollment Fee
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When asked about monthly premium costs, 
most (68%) felt they could afford to pay $50 per 
month. $100 to $150 per month was out of reach 
for most potential beneficiaries in this study 
(Figure 25). 
 

Figure 25. Fair Monthly Premium
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Similarly, most (66%) felt that they could 
only afford $50 per year deductible. Only 20% 
felt they could afford $100 per year deductible. 

Figure 26. Fair Deductible
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*N/A = no answer 
 

Surprisingly, a large number of study 
respondents (30%) felt that a $10 co-pay per 
health care visit would be appropriate; 20% felt 
that they could afford and would be willing to 
pay $5.00 per visit. Seventeen percent (21) 
could only afford $1.00. However, the majority 
of potential beneficiaries felt they should pay a 
health care co-payment (Figure 27). 

 
Figure 27. Fair Co-Payment per Medical Visit
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Co-insurance is the percent the patient pays 
of the total cost of health care services. Like the 
co-payment data, the co-insurance data revealed 
that potential beneficiaries felt they could and 
should pay a reasonable portion of the cost of 
their health care services. Thirty-two percent 
(39) felt they could afford a 5% co-payment 
while 23% (28) felt they could afford a 10% co-
insurance while only 19% (n=21) felt that they 
could contribute nothing. These data confirmed 
our conclusions that most potential beneficiaries 
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felt they should pay their fair share for health 
care (Figure 28). 

Figure 28. Fair Co-Insurance
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In general, when asked, more than half of the 
potential beneficiaries who participated in this 
study felt they could pay between 1% and 2% of 
their income for health care (Figure 29). 
 

Figure 29. Would You Be Willing to Pay 1% to 2% 
of Your Income for Health Care
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Limitations of the Study 
There are two major limitations to this study: 
lack of random sampling and small sample size. 
A third, less important limitation was the 
decision not to use electronic data recording 
devices. 

(1) Random sampling was not possible in this 
study, nor was there any intention to create a 
random group. Project staff contacted a number 

organizations (e.g., Project Access) in at attempt 
to recruit the largest sample population possible. 
No interested individual was excluded from the 
study provided they met inclusion criteria 
(income less than 200% FPL). Individuals who 
responded were most likely to be interested in 
the topic and have issues and concerns. The lack 
of randomization, therefore, limits the 
generalizability of these results for all potential 
beneficiaries of an expanded Medicaid program 
in Oklahoma. Nonetheless, these data can be 
useful for policymakers creating educational 
programs and developing health care options for 
low-income workers. 

(2) Small sample siz

of small business employers and advocacy 

e is a second limitation. 

ortant limitation of this 

Project staff contacted a number of small 
business employers and community advocacy 
groups in an effort to reach a larger number of 
potential beneficiaries. However, this is a 
challenging group to isolate as there are very 
few organizations and associations that are 
actively tracking low-income, uninsured 
workers in Oklahoma. However, the themes and 
concerns voiced by the participants in this study, 
as well as the data from analysis of survey 
responses, offer insights into this population that 
policymakers may find useful as they develop 
health care programs. 

(3) A third, less imp
study is that electronic devices were not used 
to record comments data nor were standard 
procedures for measuring verbal and nonverbal 
responses used for analyzing results of the 
group and individual sessions. Nonverbal data 
and comments and opinions from the focus-type 
group discussions, presentations and individual 
interviews were hand-recorded using paper and 
pen by the facilitator and/or assistant facilitator. 
During pilot studies with DFPM faculty, 
participants expressed a degree of discomfort, 
with electronic recording (audio or video) of the 
sessions. Participants stated during pilot testing 
they would be much more forthcoming and 
honest if no electronic recordings of the 
discussion were made, and thus their anonymity 
could be assured. Because honesty in the 
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attitudes, opinions, and suggestions of 
participants was paramount for the success of 
this project, a less invasive system of note 
taking was employed. The spreadsheet of com-
ments and nonverbal communication along with 
the theme codes are attached in Appendix E. 
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5. DISCUSSION 

 

 
 

ost of the potential beneficiaries who 
participated in this study indicated a 
willingness to share in the cost of 

their health care provided the financial impact 
on their families can be mitigated. On every key 
question about cost-sharing (enrollment fee, 
premium, deductible, co-payment, co-insurance 
and percentage of income), participants in this 
study – potential beneficiaries of expanded 
Medicaid eligibility – chose a cost-sharing 
amount, even when given the option to chose 
nothing. Cost must be arranged on a sliding 
scale so as not to force individuals to choose 
between food, housing and health care.6 

There is a crisis in health care in America. 
The number of uninsured rose to 43.3 million 
during 2002.2 A recent article by the Common-
wealth Fund reported that as many as 85 million 
Americans were uninsured at some point 
between 1996-1999.3 The uninsured in the U.S. 
cost the economy from $65 to $130 billion 
annually,4 and many of the uninsured 
themselves have to choose between food, shelter 
and health care.6 

One study participant told us,  
"I have been able to use the Medicaid 

program nearly all my adult life up until they 
changed the program. I have asthma, the 
medications the doctor wants to put me on 
(cheapest) is $200.00 a month. I can’t afford 
that.” 
With health care costs continuing to rise at 

an alarming rate, states are forced to scramble to 
find funding for Medicaid services. According 
to a 1996 study, Oklahoma spent 20% of its 
state budget on Medicaid, the highest budget 
percentage of any state.5 To control costs, states 
have traditionally restricted eligibility and 

reduced benefits. Now, however, states are 
investigating the possibility of expanding 
eligibility to include the working poor on the 
grounds that this population will be healthier, 
less likely to utilize health care services 
inappropriately, and more likely to be willing 
and able to shoulder some of the costs. 

The study reported here verifies that low-
income individuals feel it is important to pay a 
portion of the costs for their health care.  
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Discussion 20 
"If the insurance would pay at least 85 %
to 95 %, that would work." 
The participants in this study reported that 
ey would be willing to pay one time 
rollment fees in the amount of $25 per year, 

remium costs of $50 per month and a 
eductible of $50 per year. In addition, 67% 
dicated that a co-pay per visit of $5.00 or 

reater would be reasonable and that a co-
surance amounts between 95/5% and 90/10% 
ould be affordable. Table 13 shows the survey 
sults, with confidence intervals, for the cost-
aring amounts.  Note that, even though lesser 
ounts were offered as choices on the survey 

.g., $1.00 per visit co-pay), most of the 
dividuals who participated in this survey 
dicated that they should pay a larger amount. 
he mean annual enrollment fee, for example, 
as $40.77 (95% CI, $37.07-$44.46), and the 
ean co-pay was $7.70 (95% CI, $6.66-$8.73) 
en though amounts of $0, $1.00 and $2.00 
ere offered as options. 
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Table 13. Actual Data, Cost Sharing 
95% Confidence 

Interval of the Mean Cost Share 
Category Mean Median Lower Upper 

Enrollment 
Fee $40.77  $25.00  $37.07  $44.46 
Premium $60.00  $50.00  $54.45  $65.55 
Deductible $73.68  $50.00  $57.87  $89.50 
Co-Payment $  7.70  $  7.50  $  6.66  $  8.73 
Co-Insurance 7.3% 5.0% 6.1% 8.5% 
 
Table 14 shows the extrapolated “fair and 
reasonable” cost-sharing amounts for the 
potential Medicaid expansion population as 
indicated by this study. 
 

Table 14. Fair Cost-Sharing Amounts 

Cost Share Category Amount Combined 
Data 

Enrollment fee (yr) $25 111 (91%) 

Premium (mo) $50 105 (86%) 

Deductible (yr) $50 108 (89%) 

Co-pay (visit) $5 82 (67%) 

Co-Insurance 90/10% 67 (55%) 

Total Annual Out of 
Pocket Expense 1%-2% 65 (53%) 

 
In all, they reported that paying from 1% to 

2% of their net annual income for health care 
would be reasonable and proper. As shown in 
Figure 30, more than half of those who 
participated in this study (53% of those 
interviewed) indicated that they could and 
would pay between 1% and 2% of their income 
for stable health insurance coverage. Some, as 
expressed in the comment below, would be 
willing to pay more. 

Figure 30. Would You Be Willing to Pay 1% to 2% 
of Your Income for Health Care
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Discussion 21 
"Our state desperately needs this service.  A lot of 
people in my same income and family situation would

pay 5-10 % of monthly income. I think if premiums 
were too low, the program would get into the same 

problems Medicaid and other state and federal 
programs face." 
 
This study revealed that prescription 

edications were the most important health 
rvice required by this population, followed by 

mergency room access and primary care 
hysicians’ services (Table 12). Education on 
e correct utilization of emergency room 
rvices as well as a stable relationship with a 

rimary care provider may assist individuals 
ho are used to postponing preventive or usual 
edical care to make better health care choices. 

 
Table 15. Most Important Health Care 

Services (n=122) 
Rank Item Mean 

1 Prescriptions 4.64
2 Emergency 4.49
3 PCP Visit 4.39
4 Dental 4.38
5 Inpatient Hospital 4.31

This study indicates that an eligibility 
xpansion of the current Medicaid program to 
llow individuals and families with incomes at 
r below 200% FPL would be well received by 
e potential beneficiary population in 
klahoma. The individuals who completed this 
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study were overwhelmingly in favor of cost 
cost-sharing measures.  As shown in the 
comment to the left, study participants 
understand the issues and recognize the 
problems associated with providing health care 
services to indigent populations. 

Most indicated as well the desire for a 
rela

 

tionship with a primary care physician. 
These results show, therefore, that uninsured or 
underinsured working adults and their families 
with incomes below 200% FPL would welcome 
an expansion of Medicaid eligibility that would 
allow them to purchase health care coverage at a 
reduced rate based on income. These individual 
could infuse the system with vital cost-sharing 
dollars as well as with a healthier, more 
responsible patient population for Medicaid in 
Oklahoma. 
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6. CONCLUSIONS AND RECOMMENDATIONS 

 
 

Study Conclusions 
 Although many potential beneficiaries 

commented that in their current financial 
situation, even a small cost-sharing amount 
could represent a financial hardship, nearly 
all agreed that they should pay something 
for services. 

 
Table 16. Cost Sharing Overview by 

Category 

Cost Share Category Amount Combined 
Data 

Enrollment fee (yr) $25 111 (91%) 

Premium (mo) $50 105 (86%) 

Deductible (yr) $50 108 (89%) 

Co-pay (visit) $5 82 (67%) 

Co-Insurance 90/10% 67 (55%) 

Total Annual Out of 
Pocket Expense 1%-2% 65 (53%) 

 
 $5.00 co-pay per doctor visit was deemed 

reasonable even though smaller amounts 
were suggested in the survey (see Table 16). 

 Prescriptions were ranked as the most 
needed service by individuals participating 
in this study followed by emergency room 
access and primary care physician services 
(Table 3). 

 

Recommendations 
1. Develop a sliding scale cost-sharing health 

care program for low-income working adults 
and families. Health Savings Accounts, 
voucher systems and employer buy-in, 
provided the administrative burden was low, 
could all work to provide a workable health 
care system for this population. 

2. Require patients to pay a fair portion for 
their own health care; up to 10% of net 
income was suggested by some respondents 
although 1% to 2% was the amount most 
often selected. 

3. Study respondents felt that access to 
emergency room services was second only 
to prescription drugs as the most necessary 
health care service. An educational effort 
aimed at changing utilization behavior 
from ER to primary care physicians for 
most health care services could provide 
significant savings for the state’s health care 
programs. 

4. Input from potential beneficiaries in the 
design and implementation of any reformed 
program could help ensure that the program 
developed would be subscribed in sufficient 
numbers to make it viable. 

 5. Patients must be empowered to accept 
responsibility for their own health care. 
Required co-pays and other methods to 
ensure patient accountability should be 
investigated. 
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“All patients must have some co-pay.  
They must have some responsibility 

in their own health care.” 
“I really need to work two jobs to afford living! 
Health care is totally out of my reach – what’s 

wrong with this picture. I’ve always worked and
would not think of asking for state assistance. I 

just feel insurance isn’t just and fair for the 
average person.” 
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6. A public relations and educational effort 
aimed at enlightening all stakeholders about 
the goals, objectives and capabilities of the 
Medicaid program would be critical to 
achieving buy-in to an expanded program.  
Potential beneficiaries need to be aware of 
their responsibilities with regard to their 
own health care – responsible utilization of 
services (particularly emergency room 
usage) and reasonable cost-sharing (which 
may include enrollment fees, co-payments, 
premium contributions and deductibles) on a 
sliding, income-appropriate scale. Disclos-
ure of the costs and benefits of an expansion 
of the program as well as an honest appraisal 
of the downsides (short- and long-term) of 
the reform options would be helpful in 
establishing trust between stakeholder 
groups and the Oklahoma Health Care 
Authority.  
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