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Abstract

Background—Medicaid expansion under the Affordable Care Act (ACA) is intended to provide
a framework for increasing health care access for vulnerable populations, including the 1.2 million
who experience homelessness each year in the US.

Objective—We sought to characterize homeless persons’ knowledge of the Affordable Care Act
(ACA), identify barriers to their ACA enrollment, and determine access to various forms of
communication that could be used to facilitate enroliment.

Methods—At an urban county Level 1 trauma center, we interviewed all non-critically ill adults
who presented to the emergency department (ED) during daytime hours and were able to provide
consent. We assessed access to communication, awareness of the ACA, insurance status, and
barriers preventing subjects from enrolling in health insurance and compared homeless persons’
responses with concomitantly enrolled housed individuals.

Results—Of the 650 enrolled subjects, 134 (20.2%) were homeless. Homeless subjects were
more likely to have never heard of the ACA (26% vs 10%). “Not being aware if they qualify for
Medicaid” was the most common (70%) and most significant (30%) barrier to enrollment reported
by uninsured homeless persons. Of homeless subjects who were unsure if they qualified for
Medicaid, 91% reported an income under 138% of the federal poverty level, likely qualifying
them for enrollment. While 99% of housed subjects reported access to either phone or internet,
only 74% of homeless subjects reported access.
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Conclusions—Homeless persons report 1) having less knowledge of the ACA than their housed
counterparts, 2) poor understanding of ACA qualification criteria, and 3) limited access to phone
and internet. ED based outreach and education regarding ACA eligibility may increase their
enroliment.

Keywords

Emergency Medicine; Emergency Department; Homeless; Health Insurance; Affordable Care Act;
ACA,; Access to Care; Uninsured; Underinsured; Managed Care; Health Systems; Health
Disparities; Health Policy; Medicare; Utilization

INTRODUCTION

Homeless persons are a medically vulnerable population with a high burden of disease and
an average life expectancy of only 41-47 years compared to the national average of 78
years.1: 2 Lack of health insurance in this population leads to their greater use of the
Emergency Department (ED) often as their only health care access point, which in turn may
contribute to ED overcrowding and higher overall costs of care. 3 4

Medicaid expansion under the Affordable Care Act (ACA) was enacted at the start of 2014
and is intended to provide a framework for increasing health care access for vulnerable
populations, including the 1.2 million who experience homelessness each year in the

US. 5 6.7 Opening the door to clinics and other health care access options outside of the ED,
the ACA may offload the ED directly.! It may also indirectly affect homeless persons’
presentations to the ED by improving access to primary care and preventive care

services.1. 3.8

Any potential benefits of the ACA on improving health care access and outcomes for
homeless persons and decreasing use of the ED, however, require that individuals actually
enroll in the program and acquire health insurance coverage. Even before the widely
publicized ACA, Healthcare for the Homeless reported that 10-50% of their homeless
clients were eligible for Medicaid but had not enrolled.? The reason(s) for homeless persons’
non-enrollment have not been clearly delineated—it is possible that many of them simply
have not heard of the ACA and opportunities for acquiring health care coverage.8-10

Marginalization and lack of continuity of care make the homeless population a difficult
group to assess from an overall medical needs and public health standpoint.>-8 Serving as
their central (and often only) health care access site, the ED is uniquely suited to evaluate
their health care knowledge and needs during real-time presentations.3: 10 The objectives of
this ED cross-sectional study were to 1) characterize homeless persons’ knowledge of the
ACA, 2) identify barriers to ACA enrollment, and 3) assess their access to various forms of
communication that could be used to facilitate their enroliment. We compared these
assessments of homeless persons with concomitantly enrolled housed individuals.
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Study Design, Participants, and Setting

We conducted this cross-sectional survey-based study at an urban county ED, [blinded for
peer review], during a 10-week period (June to August 2014). During these ten weeks all
adult patients in treatment areas of the ED between 9AM and 5PM Monday through Friday
were considered for enrollment. We excluded patients with any of the following from the
survey: 1) intoxication; 2) altered mental status; 3) critical injury or critical illness; 4)
incarceration; 5) psychiatric holds; 6) under the age of 18; 7) inability to understand an
English-language survey; and 8) temporary visitation from another country. We obtained
institutional review board approval prior to study initiation and scripted verbal consent from
all study subjects.

Survey Instrument

With the help of health literacy experts and after reviewing prior work in this field, we
developed a 30-question survey that assessed access to communication, awareness of the
ACA, insurance status, and barriers individuals face when considering acquiring health
insurance. All answers to survey questions were self-reported, including demographic data
and housing status. We defined “homelessness” as lack of stable housing for the previous
two months, as has been used in previous studies.1 This definition included couch surfing,
sleeping at a shelter, sleeping outside, and sleeping in their car, as well as any other form of
unstable housing.

The survey instrument included eleven yes/no/not sure questions (e.g., Do you have health
insurance?); three analog scale questions (On a scale in which 0 = not difficult and 10 =
extremely difficult, how difficult was it to obtain health insurance?); five other numeric-
answer questions (How many days a week do you have access to the internet?); ten multiple
choice questions (What type of health insurance do you have?); and two questions
addressing barriers to enrollment in health insurance (multiple choice and free text). See
Appendix A for the full survey instrument.

We pilot-tested the survey on ten homeless patients to gauge their understanding of the
questions and check for survey response consistency by having two different researchers
interview each patient with a gap of two hours between surveys. The kappa statistic of
agreement for the five key survey responses was 1.0 (100% agreement). Prior to the
administration of surveys, we gave research personnel a four-hour training session to ensure
standard interview technique. Throughout the ten week study period, we conducted weekly
meetings with study personnel and random audits of survey data.

Prior to the study we performed a sample size calculation that was driven by the desired
width of the 95% confidence intervals (CIs) around the expected point estimate of the
proportion of homeless patients who would know about the ACA. We estimated that 30%
would know about it and calculated the need to enroll approximately 127 homeless patients
to attain the desired 95% CI width of 8% surrounding this point estimate. We managed data
using [blinded for peer review].12 We summarized and reported demographic data in
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aggregate form and calculated frequency percent, means, mean differences with 95% Cls,
medians, and interquartile ranges (IQR) using STATA v 9.0 (College Station, TX).

RESULTS

Of the 959 patients considered for the study, 153 (16%) met exclusion criteria including 99
who could not participate in the survey in English, 20 who were intoxicated or had altered
mental status, 15 who were on psychiatric holds, 10 who were incarcerated, 5 who were on
vacation from another country, and 4 who were under 18 years of age. Of the 806 eligible
subjects approached, 663 agreed to participate (response rate of 82.3%). The median age of
respondents was 46 years (IQR 32, 57) and 441 (66.5%) were male. Of the 134 (20.2%)
subjects who identified themselves as homeless, 74 (55%) said that they were staying at a
shelter or transitional housing and 60 (45%) reported that they were currently sleeping
outside. Another 54 (8%) patients were staying in single room occupancies (SROs), which
are a government subsidized form of housing with minimal provisions (no kitchen and half
bathroom) that is often used to provide long-term housing to low-income and previously
homeless individuals.13 The housing of 13 (2%) patients did not clearly fit our established
criteria for housed or homeless and we therefore did not include them in the analyses.

Only 20% of homeless subjects reported not having health insurance and 72% reported
being enrolled in Medicaid, compared to 24% of housed subjects reporting lack of health
insurance and 51% enrolled in Medicaid. See Table 1 for a complete description of
demographics.

Compared to their housed counterparts, subjects that were homeless were less likely to have
access to forms of communication including phone (61% vs. 98%; mean difference = 37%,
95% CI [29.1-45.5]), computer (41% vs. 75%, mean difference = 33.6%, 95% CI [24.2—
43.4]), and email (41% vs. 71%; mean difference = 29.5%, 95% CI [20.0-38.4]). While
99% of those with housing reported having access to at least one of these devices, only 74%
of homeless subjects reported the same (mean difference = 25%, 95% CI [18.7-33.5]). See
Table 2 for complete description of access to communication.

Homeless subjects were more likely to have never heard of the ACA (26% vs 10% mean
difference = 16%, 95% CI [8.6—24.3]). Homeless persons also reported “not being aware if
they qualified for Medicaid” as their most common and most significant barrier preventing
them from enrolling in health insurance. The second most common barrier of this group was
“not knowing what steps to take to sign up for health insurance.” Of the homeless subjects
who were unsure if they qualified for Medicaid, 90% of them reported an income under
138% of the federal poverty level, likely qualifying them for Medicaid. See Tables 3 and 4
for complete description of ACA awareness and barriers. See Figure 1 for the list of most
significant barriers.

Of the subjects who reported stable housing, the most significant barrier and the most
frequent barrier chosen was cost of enrolling in health insurance. The second most common
barrier chosen was “not knowing if they qualified for Medicaid”. Of the housed subjects
who were unsure if they qualified for Medicaid, 53% reported an income less than 138% the
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federal poverty level, likely qualifying them for Medicaid. See Tables 3 and 4 for complete
description of ACA awareness and barriers. See Figure 1 for the list of most significant
barriers.

DISCUSSION

In our summer of 2014 survey of patients presenting to the ED, we found that most
homeless persons had health insurance of some type, most commonly Medicaid. Although
most homeless persons had heard of the ACA, they were less familiar with it than their
housed counterparts. Similar rates of housed and homeless individuals reported successful
enrollment in health insurance since the ACA was implemented. Lack of understanding of
health insurance (Medicaid) eligibility and a complicated signup process were the most
common reported barriers to enrollment for homeless persons.

Homeless persons were also less likely to have access to means of communication such as
phones, computers, and email, and reported these as further barriers to acquisition of
insurance. This lack of access to forms of communication makes patient education about the
ACA more difficult and may complicate the process of follow-up for successfully enrolled
patients. Previous studies have emphasized gradual and targeted relationship building as
important for building rapport and trust with individuals experiencing homelessness as a
means of increasing enrollment.10 Without the availability of traditional means of
communication, targeted in-person outreach and direct assistance will likely be required to
successfully enroll those without stable housing in the Medicaid expansion.8

Because the ACA was only very recently implemented, there is little other published data on
ACA knowledge and barriers to enrollment to put our findings into context. Before the ACA
in 2012, the Kaiser commission on Medicaid and the underserved reported a list of barriers
that homeless individuals face to enroliment and accessing Medicaid services.10 This list
included many of the barriers that we found, such as difficulty obtaining and providing
required documentation, difficulty understanding the application, literacy barriers, lack of a
constant phone number and address, lack of transportation, and not receiving notifications to
renew Medicaid access.1?

In a recent study that looked at likely eligibility for Medicaid expansion in Veterans Affairs
(VA) service users, Tsai et al reported that 64% of homeless and 30% of housed persons are
likely eligible for Medicaid through the expansion.1# The differences in potential Medicaid
eligibility seen in this study compared to ours are likely due to the different populations
evaluated. A large VA facility exists close to our study site and only three subjects in our
study reported having VA insurance.

Most homeless subjects in our study had some form of health insurance, which contrasts to
studies prior to the expansion reporting only 47% of chronically homeless adults having
some sort of health insurance.8 Although this may indicate some progress in Medicaid
enrollment, it likely also reflects the fact that we conducted this study in a city that has many
services directed at the large homeless population. The city supports several programs such
as “Healthy San Francisco”, which provides some health insurance benefits to those who
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live within the city of San Francisco prior to the ACA being put into action. San Francisco’s
large homeless population is also of younger age than the national average.1® 16 Other cities
with dissimilar homeless populations may have different levels of knowledge about the
ACA, as well as lower reported rates of health insurance.? 10

One basic intervention to improve enrollment may be the provision of information regarding
the ACA and Medicaid qualification during presentations to the ED. Many homeless (and
non-homeless) individuals were simply unaware that they qualify for Medicaid and therefore
did not take steps to attempt to enroll. Along with homeless clinics and shelters, the ED acts
as an initial point of contact to many uninsured patients and may thus serve as a pivotal site
for patient education regarding the ACA and insurance eligibility.18 Nearly half of homeless
persons stated that the ED was their usual site for health care needs. Although overcrowding
and resource constraints may limit the amount of staff time available to fully enroll patients,

the ED nevertheless has in many ways been demonstrated to serve as a social safety
net.12. 17,18

Our results are subject to the limitations of interview-based studies, particularly social
desirability bias and failure of participants to respond to all questions. Some subjects may
have not wanted to admit that they were homeless or that they did not have health insurance,
which would artificially decrease these proportions. The self-reported 0—10 numerical scale
for understanding of the ACA may inflate our estimate of their understanding of the ACA by
virtue of cognitive bias, in which individuals with low understanding tend to overestimate
their understanding of a subject. The cumulative effect of cognitive and social desirability
bias is likely an overestimation of patients’ true understanding of the ACA.

Although technically we conducted convenience sampling, in effect we approached all
eligible patients consecutively within our specified time periods (block sampling) and
therefore minimized selection bias. The daytime hours of interviews may skew our findings
slightly toward a different population, but our homeless surveyed rate of 20.6% closely
approximates our overall ED’s annual homeless census rate of 20.3%. In terms of selection
bias, the most significant limitation of our study is the fact that we only examined the group
of patients who actually showed up in the ED. This group, by definition, has at least some
access to health care and is likely to have higher rates of ACA knowledge and health
insurance than the homeless population at large.

Finally, ethical and feasibility constraints prevented us from interviewing patients who were
intoxicated, on psychiatric holds, critically-ill, or who could not participate in the interview
in English. Our findings may not reflect those that would be seen in undocumented
immigrant homeless persons and those suffering with mental illness and addiction.

CONCLUSION

Most homeless persons in this emergency department had some type of health insurance, but
they reported having less knowledge of the ACA than their housed counterparts. Most
homeless subjects who do not have health insurance report major barriers to enroliment,
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especially lack of information, and poor understanding of the enrollment process. Homeless
persons were less likely to have access to standard forms of communication (phones and
computers) and therefore face-to-face enroliment may be the only way to boost their
enrollment. Overall, our findings suggest that homeless patients could benefit from
enrollment outreach and education regarding Medicaid eligibility during presentations to the
ED.
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APPENDIX A

Affordable Care Act ED Survey

Anonymous study ID#:
Only to be used after patient gives consent

General

1.ED Date: _ / /

2. What gender do you identify as?

3. What 1s your age?

4. Which of the following most accurately describes your race or ethnicity? (may choose

more than one)
0O White, O African-American, [1 White-Hispanic, [ Asian-American,
O Other

5. Which of the following best describes your living/housing situation? (choose one)
O I currently live in a home or apartment.
A. How long have you lived in your house or apartment?
O T currently live in a Single Room Occupancy (SRO).
A. How long have you lived in a SRO?
O I am currently staying at a shelter or transitional housing.
A. How long have you been without stable housing?
B. How many nights per week do you spend in a shelter?
[ T am currently sleeping outside (street, park, ect.) or in my vehicle
A. How long have you been without stable housing?
B. How many nights per week do you spend in a shelter?
O Other
A. If Other, How long have you lived n this “Other” housing?

6. How many visits have you had to the ED (including other EDs) in the past year?

7. How many non-ED visits have you had to a Primary care doctor or health care provider
i the past year (clinic, etc)?

Communication:

8. Do you have access to a phone?
O Yes O No
A. If yes, which type of phone?
O My own cell phone
O My own phone at home (land line)
O A friend or partner’s cell phone
O A land line where I live/stay
O Other
9. Do you have access to a computer?
O Yes OO No
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A. If yes, where do you usually have access to a computer?
O Library
0TI own my own computer
O My friend has a computer that I use
O A computer at the place where I live
[ Social work or other service office
O Other
10. How many days a week do you have access to the internet (via phone or computer)?
11. Do you use email for communication? O Yes [ No
A. If yes, how many days a week do you check your email?

ACA and Insurance:
12. Do you currently have health insurance? [0 Yes [0 No
A. If yes, what type?
[0 Medi-Cal (ex. San Francisco Health Plan)
O Medicare
Ova
O Private or HMO
[ Healthy SF (Only if they re-enrolled since January)
OOther
B. If you do not currently have health insurance, have you had health insurance in the
past? O Yes OO0 No
C. If you previously had insurance but do not have it currently, when was most
recent tume you have had insurance?
O Past Month
O Past Year
O Past 5 years
O Over 5 years
13. Have you heard about the affordable care act (ACA)/ Obamacare? [1 Yes [ No
A. On a scale of 0-10, zero being you never heard of ACA/Obamacare and 10 being you
feel very knowledgeable of the details of the ACA, how would you rate your overall
understanding the ACA(If they have not heard of ACA put 0)?
B. If you have heard of the ACA, where did you first learn about 1t?:
arv
ORadio
OFriend
OSocial Worker
O Medical provider
OOther:
14. Have you attempted to sign up for health insurance through the Affordable Care Act?(Signed
up for health insurance since October 1% 2013 either through covered California or newly eligible
for Medi-Cal)
[ Yes O No O Not sure
A If yes, how did you try to sign up? (check all that apply):
O Online (internet)
O Hospital
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[ Social worker office or Medical Office(1440 Harrison street)
O Clinic or doctor’s office
O Other
B. If yes, were you successful in obtaining health insurance through the Affordable Care
Act? O Yes [0 No O Not sure
15. Do you currently qualify for Medical/Medicaid? O Yes [0 No [ Not sure
A. If unsure, do you currently earn less than 1,293 per month? [0 Yes[d No [0 Not sure
16. Have you ever enrolled in Medi-Cal/ Medicaid Prior to October 1* 2013? [0 Yes [0 No

Usual health care

17. Where do you usually get your health care?
O Emergency Department
O Free or Sliding Scale Clinics (ex. Department of Public health clinics)
[ Private Clinics (ex. Kaiser)
O Other
18. When was the last time that you met with a social worker?
OLess than two weeks ago
OOMore than two weeks but less than a month ago
OOMore than a month but less than 6 months ago
OMore than 6 months but less than a year ago
OMore than a year ago
[I have never had a meeting with a social worker
19. How important is your health insurance to you? Scale of 0 to 10 where 0 = not important at all
and 10 = extremely important

20A. (For those WITH health insurance) On a scale of 0-10 where 0 = extremely easy and 10 =
impossible or almost impossible, how difficult was it to obtain health insurance?

20B. (For those WITHOUT health insurance) On a scale of 0-10 where 0 = extremely easy and
10 = impossible or almost impossible, how difficult do you think it would be for you to obtain
health insurance?

NEXT QUESTIONS IS ONLY IF you DON’T CURRENTLY HAVE INSURANCE
21. What barriers do you face to applying for or enrolling in health insurance?

A. O1do not know if I qualify for Medi-Cal/ Medicaid

B. O 1 do not know what steps to take to apply for health insurance

C. O The process of applying for health insurance is too complicated

D. O 1 do not have access to computer/internet

E. O 1 do not have a phone

F. O I do not plan on staying in this city long enough to apply

G. O 1 do not have an ID or form of identification necessary

H. O T currently have immigration issues that prevent me from applying

I O 1 do not want health insurance

J. O Tt is too expensive

K. O 1 do not have a car or transportation to get to a place to sign up

L. O Other

22. Which barrier do you believe is most significant?
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Article Summary
Why is this topic important?

Medicaid expansion under the Affordable Care Act (ACA) is intended to provide a
framework for increasing health care access for vulnerable populations, including the 1.2
million who experience homelessness each year in the US. Opening the door to clinics
and other health care access options outside of the ED, the ACA may offload the ED
directly and also indirectly affect homeless persons’ presentations to the ED by
improving access to primary care and preventive care services.

What does this study attempt to show?

We sought to characterize homeless persons’ knowledge of the Affordable Care Act
(ACA), identify barriers to their ACA enrollment, and determine access to various forms
of communication that could be used to facilitate enrollment.

What are the key findings?

Homeless persons report 1) having less knowledge of the ACA than their housed
counterparts, 2) poor understanding of ACA qualification criteria, and 3) limited access
to phone and internet. ED based outreach and education regarding ACA eligibility may
increase their enrollment.

How is patient care impacted?

Overcoming barriers to enrollment in the ACA and improving access to primary care and
preventive care services may with time lessen the high burden of disease in a medically
vulnerable population. Having alternative access points to care may also reduce the
overall cost of care and reduce ED overcrowding.
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Figure 1.
Most Significant Barriers to Health Insurance Enrollment for Homeless and Housed
Subjects

Legend: The bar graph shows the most significant reported barrier to applying for or
enrolling in health insurance as a percentage of not-homeless and homeless uninsured
patients interviewed.
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Table 1
Subject Characteristics

Not Homeless | Homeless SRO

n=462 n=134 n=54
Sex (%)
Male 282 (61) 104 (78) 46 (85)
Female 180 (39) 30 (22) 8 (15)
Age (SD) 44 (15.6) 46 (12.8) 53 (12.6)
Chronically homeless, = one year (%) - 67 (50) -
Race/Ethnicity (%)
African-American 122 (26) 45 (34) 27 (50)
White 155 (34) 63 (48) 21(39)
Hispanic 118 (26) 23 (17) 1(2)
Asian-American 51 (11) 2(1) 2(4)
Other 24 (5) 2(1) 7(13)
Mean # ED visits past year (SD) 28(4.1) 6.1 (10.7) 5(5.3)
Median # ED visits past year (IQR) 2.0 (1.0-3.0) 2.0(1.0,6.0) | 3.0(2.0,6.8)
Mean # primary care visits past year (SD) 3.9(6.9) 6.3 (18.8) 6.1(9.9)
Median # primary care visits past year (IQR) | 2.0 (0.0, 4.0) 2.0(0.0,6.0) | 3.5(0.0,7.8)
Site of usual health care (%)
ED 162 (35) 63 (47) 29 (54)
Free/Sliding Scale Clinic 190 (41) 59 (44) 22 (41)
Private Clinic 103 (22) 9(7) 3(6)
Other 6 (1) 2(1) 0(0)
Insurance Status (%)
No health Insurance 110 (24) 27 (20) 6 (11)
Medicaid 236 (51) 97 (72) 45 (83)
Medicare 51 (11) 13 (10) 11 (20)
Veterans Affairs 2(0.9) 1(1) 0(0)
Private 78 (17) 2(1) 1(2)
Healthy San Francisco 33(7) 13 (10) 3(6)
Has had health insurance in the past 79/110 (72) 22/27 (81) 0(0)

SRO= Single Room Occupancy, SD= Standard Deviation, IQR = Interquartile Range
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Table 2

Subjects’ Access to Technology and Communication

Page 15

Not Homeless Homeless SRO
n=462 n=134 n=54
Has access to a phone (%) 454 (98) 82 (61) 42 (78)
Owns personal cell phone (%) 415 (90) 63 (47) 30 (56)
Has access to a computer/tablet (%) 345 (75) 55 (41) 31 (57)
Owns personal computer (%) 280 (60) 16 (12) 13 (24)
Accesses computer at library (%) 21 (4.5) 29 (21) 8 (15)
Mean # days/week with access to computer (SD) 55(2.7) 3(3.2) 35(3.3)
Median # days/week with access to computer (IQR) 7.0(5.2,7.0) 0.5(0.0,7.0) | 3.0(0.0,7.0)
Has access to email (%) 326 (71) 55 (41) 23 (43)
Mean #days/week use email for communication (SD) 5.6 (2.3) 4.1(2.9) 3.9(3.0)
Median #days/week use email for communication (IQR) | 7.0(4.0,7.0) | 5.0(1.0,7.0) | 3.0(1.0,7.0)
Has access to phone+ computer+ email (%) 296 (64) 30 (22) 18 (33)
Has access to phone or computer or email (%) 459 (99) 99 (74) 46 (85)

SRO= Single Room Occupancy, SD= Standard Deviation, IQR = Interquartile Range
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Table 3

Subjects’ Awareness and Involvement in the Affordable Care Act

Not Homeless | Homeless SRO
n=462 n=134 n=54
Average understanding of the ACA (SD) 3.5(0.57) 2.1(2.5) 2.2 (2.6)
*Analog scale 0 (low understanding)-10 (very knowledgeable)

Where did you hear about the ACA? (%)
Has never heard of the ACA 47 (10) 35 (26) 7(13)
Television 290 (63) 67 (50) 31 (57)
Radio 29 (6) 11 (8) 8 (15)
Friend 48 (10) 17 (13) 4(7)
Social Worker 5(1) 9(7) 0(0)
Medicaid Provider 21 (5) 8 (6) 2(4)
Other 86 (19) 10 (7) 6 (11)
Do you currently qualify for Medicaid? (%)
Yes 272 (59) 111(83) | 47(87)
No 75 (16) 1(1) 0(0)
Not sure 108 (23) 22 (16) 7(13)
If unsure, do you make less than 1,300 a month? (%)
Yes 57/108 (53) | 20/22 (91) | 5/7 (71)
No 46/108 (43) 222(9) | 27 (29)
Has never enrolled in Medicaid prior to January 1%t 2014 (%) 252 (55) 52 (39) 15 (28)
Attempted to enroll in health insurance through the ACA (%) 142 (31) 44 (33) 14 (26)
Successfully enrolled in health insurance through ACA (%) 83 (18) 27 (20) 12 (22)
Of those that attempted to enroll, how did you enroll? (%)
Enrolled online 61/142 (43) 6/44 (14) | 2/14 (14)
Enrolled at hospital or clinic 37/142 (26) 13/44 (30) | 6/14 (43)
Enrolled at Medicaid office 31/142 (22) 22/44 (50) | 4/14 (29)
How important is health insurance to you? (SD) 9.4 (1.5) 9.2(1.8) 9.3(2.0)

*Analog scale 0 (not important)-10 (very important)

ACA=Affordable Care Act, SRO=Single Room Occupancy, SD=Standard Deviation
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Table 4

Uninsured Subjects’ Reported Barriers to Enrolling in Health Insurance

Not Homeless N=110

Homeless N=27

Barrier Most Barrier Most
Significant Significant
Barrier Barrier

1 do not know if I qualified for Medicaid (%) 62 (56) 22 (20) 19 (70) 8 (30)
I do not know what steps to take to apply for health insurance (%) 54 (49) 19 (17) 16 (59) 5(19)
The process of applying for health insurance is too complicated (%) | 54 (49) 12 (11) 14 (52) 2(7)
| do not have access to a computer (%) 6 (5) 0(0) 10 (37) 1(4)
1 do not have access to a phone (%) 0 (0) 0 (0) 9(33) 1(4)
1 do not plan on staying in the same city long enough to apply (%) 6 (5) 0(0) 1(4) 1(4)
I do not have the necessary forms of identification (%) 9 (8) 2(2) 7 (26) 2(7)
My current immigration status prevents me from enrolling (%) 8(7) 5(5) 1(4) 1(4)
1 do not want health insurance (%) 4(4) 2(2) 2(7) 1(4)
It is too expensive (%) 67 (61) 28 (25) 10 (37) 2(7)
1 do not have access to transportation (%) 14 (13) 1(1) 9(33) 1(4)
Other (%) 33 (30) 19 (17) 6 (22) 2(7)

Page 17

*
Subjects were told to select as many barriers as applied to them under the “Barriers” column and then choose one as their “Most Significant

Barrier”.
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