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As the Patient Protection and Affordable Care
Act1 ushers in a new era in health care coverage
and delivery, significant changes to the health
insurance landscape have personal implications
for individuals whose insurance options change.
Many families previously unable to buy cover-
age in the individual market (because of either
affordability or underwriting issues), as well as
those previously eligible for but not enrolled in
public coverage, may obtain coverage for the
first time through health insuranceMarketplaces
(also called Exchanges, with federal subsidies
available to offset premium costs for households
with incomes up to 4 times the poverty level) or
through an expanded Medicaid program (with
eligibility expanded to low-income adults with
household incomes below 138% of the poverty
level defined by the US Department of Health
and Human Services and updated annually).

Changes in income or family size may
necessitate transitions between sources of cov-
erage. It is too early to know how many people
will need to transition, although a recent study
estimated that nearly one third of adults with
a family income below 400% of the poverty
level would experience a shift in eligibility
within 6 months and half would change their
eligibility status within a year.2 Such transitions
raise concerns about whether individuals or
families will be able to access the same physi-
cians if they switch programs.

EVIDENCE FROM THE LITERATURE

Research from a recent literature review has
suggested that having a relationship with the
same primary care physician (PCP) over time
improves quality of care, decreases hospitaliza-
tions and emergency visits, and increases patient
satisfaction.3 Of particular interest for this study,
children reporting a usual source of care are
more likely than others to receive recommended
preventive services, such as immunizations.4,5

Furthermore, patients report perceiving conti-
nuity of care as important, citing the value of

long-term relationships with their physicians and
their physicians’ personal knowledge of them.6

Moving between insurance programs can
result in provider changes if a patient’s original
provider does not participate in a network
associated with the new program, thus dis-
rupting physician continuity. In a study of
children enrolled in Oregon’s Medicaid pro-
gram, nearly one quarter changed their usual
source of care because of changes in insurance,
resulting in greater odds of having unmet
medical needs, unmet prescription needs, and
delayed care.7 Furthermore, in a survey of
commercially insured patients in northeast
Ohio, patients who reported changing phy-
sicians because of an insurance change gave
lower scores on all primary care quality
measures collected (such as interpersonal
communication, physician knowledge of the
patient, coordination of care, and continuity
of care) than patients who were not forced to
change.8

METHODS

To ascertain the degree to which physician
continuity may be affected by individuals

transitioning between Marketplace, Medicaid,
and Children’s Health Insurance Program
(CHIP) coverage, we examined networks of
PCPs and several types of pediatric specialists
in 6 geographically and programmatically di-
verse market areas and calculated the degree to
which physician networks overlapped across
these programs. In 2 of the market areas, we
looked at the composition of provider networks
8 months later to determine how networks
changed and whether they became more or less
similar across programs.

Study Sample

We selected market areas on the basis of
several criteria. Most importantly, the markets
needed to be located in states that had (1)
expanded Medicaid, (2) enrolled at least 60%
of its Medicaid population in managed care (to
ensure the use of provider networks), and (3)
a higher-than-average uninsured rate (to en-
sure the results would be applicable to the
largest population possible). Among states
meeting those criteria, we selected 6, including
at least 1 from each of the 4 census regions and
states with varied Marketplace designs (state
based, federally facilitated, or partnership). (The
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sample size of 6 was determined by available
resources.) We also sought diversity in other
characteristics that might affect an enrollee’s
continuity of care, including average Market-
place premiums, competitiveness in individual
insurance markets, and CHIP program type.

The 6 market areas in the study included:
Chicago, Illinois; Phoenix, Arizona; Louisville,
Kentucky; Baltimore, Maryland; Buffalo, New
York; and East Los Angeles, California. (Market
areas are listed in order of decreasing popula-
tion size. All market areas except East Los
Angeles were defined by their city limits; East
Los Angeles was defined as 2 unique zip codes
for data collection purposes.)

In all but 2 of the 6 states, we selected the
most populous city to ensure the study results
would be applicable to the largest population
possible. In 2 states, the most populous city
(Los Angeles, CA, and New York, NY) con-
tained more than 1 geographic rating area
(state-defined pricing regions for issuers), mak-
ing the data too complex and fragmented to
include in the analysis. Thus, in California, we
focused only on East Los Angeles because of its
high concentration of low-income individuals.
In New York, we selected Buffalo, the next most
populous city in the state. Although the places
selected are diverse in potentially important
ways, they are not intended to be a nationally
representative sample. For the 8-month follow-
up, we examined networks in Louisville and
Buffalo on the basis of the ease of data
extraction and because the original findings
from these 2 market areas were substantially
different. PCP overlap in Buffalo was originally
the highest among market areas; overlap in
Louisville was approximately the median.

Data

After selecting the 6 market areas, we iden-
tified the health insurance issuers (companies
offering coverage through the various pro-
grams), plans (policies individuals can purchase),
and provider networks offered through the
Marketplace, Medicaid, and CHIP in each area.
The provider network is the unit of analysis
examined in this article because it is the level at
which consumers experience differences in
provider choice. (An issuer may use the same
network for multiple plans.) We distinguish
between Marketplace health maintenance
organization (HMO) and preferred provider

organization (PPO) network configurations be-
cause of key differences in their costs and
structure. Both HMOs and PPOs have contracts
with networks of health care providers and
medical facilities to provide care for members at
reduced costs. HMOs generally only pay for
in-network care and structure their networks
narrowly to have tighter control on costs and
quality. PPOs offer members more flexibility,
including allowing members to see providers
outside of the network, generally at a higher cost
to the member. In these market areas, managed
care organizations that participate in public
coverage all operate like HMOs (rather than
PPOs). A small number of Marketplace issuers in
this study offered point-of-service plans and
exclusive provider organizations. Point-of-
service plans require members to obtain services
through a PCP (or point of service) but offer
limited reimbursement for some out-of-network
services. For analysis purposes, we categorized
point-of-service plans (which were only offered
in the Baltimore and Buffalo Marketplaces) as
HMO plans because they operate like HMO
plans. Exclusive provider organization plans are
identical to PPOs, except that no reimbursement
is given for out-of-network care; these plans were
only offered in Buffalo’s Marketplace and, for
analysis purposes, were categorized as PPOs.

We searched online, publicly available pro-
vider directories to catalog all PCPs—which we
defined as family, general, and internal medicine
physicians and pediatricians—and the selected
pediatric specialists participating in each network.
We were able to find provider directories online
for all but 1 of the networks. Despite several
requests for a hard-copy version, we were unable
to retrieve a copy of the directory, so we were
unable to include that network (from an issuer
offering Medicaid and CHIP insurance) from the
study. Nurse practitioners and physician assis-
tants were excluded from the study because the
states have significant variation in whether these
providers can serve as PCPs and because we
found inconsistencies in how directories listed
these particular types of providers. Most online
directories are live and can be updated daily. We
obtained 2 distinct snapshots of physicians in
each market area, from January to February and
August to September 2014.

In the absence of commonly used national
provider identification numbers, we matched
physicians across networks within each market

area on the basis of name, assuming that
a physician with the same name participating in
the same market area was the same person. We
considered matching physicians on the basis of
name and address, but many physicians re-
ported multiple locations, and we wanted indi-
vidual physician, not physician location, to be
the unit gathered. In the market areas studied,
we determined that physicians with identical
names were not a large issue. Because physician
names were sometimes entered slightly differ-
ently by directory (e.g., variable use of middle
initials and hyphens) or included what appeared
to be typographical errors, we manually
reviewed and corrected for these differences.
Records for fewer than 5% of physicians re-
quired correction. The cleaned directory lists for
each issuer were combined to create a single
usable list of physicians for each market area.

RESULTS

We found the issuers participating in Medicaid
and CHIP in all market areas to be identical and
the networks of PCPs and pediatric specialists
offered through those networks to be nearly
identical (except in Buffalo, where the differences
were negligible). This finding suggests that, al-
though some states administer these programs
separately, issuers typically treat them as the same
program. Furthermore, because the same issuers
offer the same networks of providers across the 2
programs, an individual transitioning between
Medicaid and CHIP who kept the same issuer
would likely be able to maintain access to the
same provider network and thus the same phy-
sicians. Thus, throughout the remainder of this
article, we show Medicaid and CHIP as a com-
bined public coverage unit to simplify analysis.

We present the results of 3 distinct analyses:
differences in Marketplace HMO, Marketplace
PPO, and public coverage PCP networks in 6
market areas from January to February 2014;
changes in physician networks from January
and February to August and September 2014
in 2 market areas; and differences in networks
for children’s hospitals and selected pediatric
specialists in August---September 2014.

Differences in Primary Care Physician

Networks

Network size. Early on, policymakers voiced
concerns about issuers offering narrow
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Marketplace networks to control costs.9,10 We
found that Marketplace PPO networks had the
highest average number of PCPs per network
in all market areas (Figure 1). When comparing
the average size of Marketplace HMO and
public networks, we found that Marketplace
HMO networks were generally on par with
public networks in Chicago, Louisville, and
Buffalo. In Phoenix and East Los Angeles, we
found public networks were on average sub-
stantially larger. In Baltimore, Marketplace
HMOs were substantially larger.
Transitions from Marketplace to public

coverage. The percentage of Marketplace PCPs
that also participate in public coverage was
higher among Marketplace HMOs than Market-
place PPOs in all market areas (Figure 2), which
means that, despite the fact that Marketplace
HMOs have smaller networks than Marketplace
PPOs, the overlap between Marketplace HMOs
and public networks is greater than the overlap
between Marketplace PPOs and public networks.
This finding suggests that consumers transition-
ing to public coverage from a Marketplace HMO
plan may be able to keep their PCP more easily
than those transitioning to public coverage from
a Marketplace PPO, with the magnitude of the
difference varying by market area. For example,
97% of PCPs in Marketplace HMO networks in
Buffalo also participated in at least 1 public
network, compared with 63% of PCPs in Mar-
ketplace PPO networks—a difference of 34
percentage points. By contrast, the numbers in
Chicago were 72% and 26%, respectively—
a 46-percentage-point difference.

Transitions from public coverage to
Marketplace. In general, we would expect more
PCP overlap between public coverage and Mar-
ketplace PPOs than between public coverage
and Marketplace HMOs because PPOs typically
have broader networks. Indeed, the percentage
of public coverage PCPs who also participated in
a Marketplace PPO was higher than the per-
centage participating in aMarketplace HMO in all
market areas except East Los Angeles (Figure 3).
Unlike transitions from the Marketplace to public
coverage—in which the overlap between Mar-
ketplace HMO and public networks was more
influential than the size of the networks—in
transitions from public coverage to the Market-
place, the size of the Marketplace PPO network
was paramount. The magnitude of the difference
again varied by market area. In Buffalo, 76%
of public coverage PCPs also participated in
a Marketplace HMO and 85% also participated
in a Marketplace PPO. In Chicago, the percent-
ages were 52% and 84%, respectively.

Change in Primary Care Physician

Networks Over Time

To assess how much PCP networks might
change over time, we examined networks in
Louisville and Buffalo 8 months after the initial
snapshot. In both places, the total number of
PCPs available in the Marketplace and public
networks remained relatively constant, reduc-
ing total PCPs by less than 3% and 2%,
respectively (Table A, available as a supple-
ment to the online version of this article at
http://www.ajph.org).

Although the total number of PCPs
remained relatively steady, sizable additions
and withdrawals occurred in all types of
networks examined. Some changed which
programs they participated in, meaning the
composition of the networks did, in fact, change
somewhat substantially. For example, 70 new
PCPs (6.5%) entered the sample in Louisville—
either representing new physicians moving to
Louisville or, more likely, physicians who be-
gan accepting insurance from 1 or more of the
programs of interest. Ninety-nine PCPs (9.2%)
withdrew, meaning they moved away or
stopped accepting Marketplace or public in-
surance. Finally, 95 PCPs (8.8%) changed
which programs they participated in—for
example, a physician who accepted both
Marketplace and public insurance in January
and February who later accepted only
Marketplace coverage.

These differences in network composition
resulted in some changes to the network over-
lap rates, with no clear patterns emerging as to
whether networks across programs became
more or less similar over time. Among PCPs
participating in Marketplace networks, the
percentage participating in Marketplace HMO
and PPO networks who also participated in
public coverage decreased in Louisville (from
84% to 74% and from 54% to 53%, respec-
tively; Table B, available as a supplement to the
online version of this article at http://www.
ajph.org). In Buffalo, the percentage decreased
for Marketplace HMOs and increased for Mar-
ketplace PPOs (from 97% to 95% and from
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FIGURE 1—Average number of primary care physicians per network, by market area: United States, January–February 2014.
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63% to 73%, respectively). In terms of the
opposite transition, in Louisville, the percent-
age of PCPs participating in public coverage
that also participated in a Marketplace network
increased, from 48% to 56% for Marketplace
HMOs and from 73% to 80% for Marketplace
PPOs. In Buffalo, the changes were much
smaller.

Pediatric Specialist Networks

We analyzed the composition of Market-
place and public networks for children’s

hospitals and for the following specialists in each
of the 6 market areas fromAugust to September
2014: pediatric cardiologists, pediatric hema-
tologists or oncologists, pediatric nephrologists,
pediatric neurologists, and pediatric rheumatol-
ogists. We based the set of pediatric specialists of
interest on a preliminary literature review and
consultation with experts in the field. Consider-
ations included the potential significance of
a disruption in care, pediatric specialist types
with known physician shortages, and the im-
portance of a child seeing a pediatric specialist

(as opposed to a nonpediatric specialist) for that
particular type of care. Public networks were,
again, nearly identical. Of children’s hospitals
that participated in a Marketplace network
(either HMO or PPO), 100% also participated in
a public network, meaning transitioning from
the Marketplace to public coverage was unlikely
to be problematic for children from a hospital
perspective. Transitioning from public insurance
to a Marketplace network (either HMO or PPO)
would be similarly straightforward, with all
participating in both, except in Chicago, where
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selecting a Marketplace HMO may limit chil-
dren’s hospital access.

When looking at pediatric specialists, we
found patterns roughly similar to the PCP
findings. For example, the percentage of pedi-
atric specialists participating in Marketplace
HMO networks who also participated in public
networks was higher than the percentage who
participated in Marketplace PPO networks and
who also participated in public coverage in all
market areas, except Baltimore (numbers not
shown; East Los Angeles was excluded from
this analysis because we found only 1 pediatric
specialist located in that market area). The
transition from public insurance to the Mar-
ketplace is likely easier when selecting a PPO
product in most market areas (numbers not
shown).

About a third of all networks (Marketplace
HMO, Marketplace PPO, and public) considered
across market areas included no in-network
physicians for at least 1 of the 5 pediatric
specialties (Table 1). (We should note that
a network without a particular type of pediatric
specialist in our data does not mean complete
lack of access to that type of physician but rather
a lack of access within the city of interest.
Patients may have more options if they are able
to look outside the city.) The absence of 1 or
more category of pediatric specialists was more
common among Marketplace networks than
among public networks. For example, none of
the public networks lacked a pediatric

hematologist or oncologist, but one third of
Marketplace HMO networks did.

Consumer Access to Information

Our experience using publicly available in-
formation on physician networks illuminated
some of the challenges confronting a con-
sumer when researching provider networks.
For example, Marketplace Web sites consis-
tently listed issuer and plan names, but they
did not consistently list network names. Many
issuers offered multiple plans mapping to
different networks. For example, 1 Phoenix
issuer examined in our study offered 4 Mar-
ketplace networks with an average of 4 unique
plans per network. To determine whether
a particular physician is available in a given
plan requires consumers to go to that issuer’s
Web site, identify which network maps to the
plan of interest, and conduct a search. If
consumers are interested in comparing net-
works offered by the same issuer or across
different issuers, they would need to conduct
unique searches and compare the output
manually.

DISCUSSION

Transitions from the Marketplace to Medic-
aid or CHIP may result in different degrees of
physician disruption for consumers depending
on where they live and what type of Market-
place product they chose. Next, we discuss the

policy implications of those transitions and
what they might mean for consumers.

Primary Care Physician Networks

In all market areas studied, we found that the
issuers participating in Medicaid and CHIP
were identical and the PCPs participating in
their networks were nearly identical, meaning
individuals transitioning between Medicaid
and CHIP who keep the same issuer will likely
have access to the same physician networks.
However, individuals moving between the
Marketplace and public insurance may experi-
ence different degrees of disruption, depending
on where they live and whether they select
a Marketplace HMO or PPO product. When
transitioning between the Marketplace (HMO
or PPO) and public coverage, the direction of
the transition, the size of the networks, and the
percentage of physicians that overlap across
networks may all influence consumers’ pros-
pects for continuity of care. In general, selecting
a Marketplace PPO in these market areas may
be likely to offer consumers more choice in
PCPs; however, PPOs may cost more than
HMOs and thus be cost prohibitive. Further-
more, although Marketplace PPOs may offer
broader networks than Marketplace HMOs,
transitioning from a Marketplace HMO to
public coverage is likely to be easier because of
the high degree of overlap between those types
of networks.

Some policy levers are available to ease the
transition process for consumers. For example,
states operating state-based and partnership
Marketplaces can encourage public insurance
issuers to participate in the Marketplace (and
vice versa), either through incentives or regu-
lation. This may increase the degree of issuer
overlap across programs, but it is not a guar-
anteed mechanism for increasing network
overlap, because issuers can and do maintain
separate provider networks for their unique
products. Issuers themselves could encourage
the physicians with whom they contract to
participate in all of their product lines to
alleviate this problem, although evidence has
suggested that low Medicaid reimbursement
rates and other administrative barriers, such as
payment delays and frequent rejection of
claims, may discourage physicians from
participating in Medicaid.11 The Affordable
Care Act sought to address these problems by

TABLE 1—Number of Networks Lacking 1 or More Types of Participating Pediatric

Specialists: 5 US Market Areas, August–September 2014

Marketplace

Metric HMO PPO Public Insurance HMO

Total networks available 18 23 24

No. of networks with no

Pediatric cardiologists 4 2 0

Pediatric hematologists or oncologists 6 1 0

Pediatric nephrologists 5 4 2

Pediatric neurologists 4 5 0

Pediatric rheumatologists 3 4 5

Note. HMO = health maintenance organization; PPO = preferred provider organization. The 5 US market areas were Chicago,
IL; Phoenix, AZ; Louisville, KY; Baltimore, MD; and Buffalo, NY. (East Los Angeles, CA, was excluded from this table because we
found only 1 pediatric specialist located in the market area.) The same network may be counted multiple times (e.g.,
a network may lack both pediatric cardiologists and pediatric neurologists). Public insurance includes Medicaid and the
Children’s Health Insurance Program.
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increasing Medicaid reimbursement rates for
certain primary care services to Medicare
levels for 2013 and 20141(§ 1202)). Previous
research has shown a positive association
between Medicaid physician fees and the
percentage of physicians accepting Medicaid
patients, although the estimated impact sizes
vary.12,13

Another policy option for state governments
to consider is adoption of a Basic Health Pro-
gram (BHP), which was authorized by the
Affordable Care Act and made available for
states to implement beginning in 2015.1(§ 1331)

BHP covers low-income residents through
state-contracting standard health plans outside
of the Marketplace, using similar contracting
and administrative structures as Medicaid and
the Marketplace. BHP adoption, particularly if
constructed as a Medicaid look-alike, could give
consumers access to similar coverage available
through public insurance potentially at a lower
cost than in the Marketplace. State interest in
BHP has thus far been limited because of
concerns related to cost, unknown enrollment
patterns, and implementation resources.

Issuers are continuing to modify and refine
networks for all product types. Overall, in the 2
market areas we investigated over time, we did
not observe substantial changes in the total
number of PCPs participating, although we did
see shifts in physician participation. This re-
inforces the need for consumers to investigate
networks in which their PCPs participate when
making health coverage decisions.

Pediatric Specialist Networks

Among pediatric specialists examined, we
saw similar participation patterns as were
found in the PCP analysis. About one third of
all networks considered across market areas
had no in-network physicians in at least 1 of the
5 pediatric specialty areas assessed. Although
this finding might reflect challenges faced by
issuers early on in setting up new networks for
the Marketplace, it might also indicate gaps in
network adequacy rules or enforcement with
respect to the inclusion of pediatric specialists.
The federal government sets Marketplace net-
work adequacy standards but gives states much
flexibility in interpreting the regulations.
Issuers must also comply with state standards
in place before the Affordable Care Act. Final
rules published by the US Department of

Health and Human Services in 2012 elaborate
on the minimum network adequacy require-
ments, stating that Marketplace issuers must
maintain provider networks that are

sufficient in numbers and types of providers,
including providers who specialize in mental
health and substance abuse services, to assure
that all services will be accessible without un-
reasonable delay (45 C.F.R. 156.230).

In some areas, because of varying circum-
stances, there may be issuers who have
a smaller number of in-network pediatric spe-
cialists. In those instances, some issuers may
arrange for out-of-network pediatric specialty
care at in-network pricing on a case-by-case
basis. In general, network adequacy require-
ments do not include specific requirements
for pediatric specialists. Developing more
stringent network adequacy standards and
enforcement mechanisms could help increase
pediatric specialist participation in Marketplace
networks. However, stricter network adequacy
standards place a greater burden on issuers
trying to compete on cost and quality, particu-
larly in locations in which few specialists are
located.

Consumer Access to Information

Consumers transitioning to or from the
Marketplace must access and understand
complex information. We found that gathering
and comparing information across provider
directories is time consuming and requires
technical proficiency that many consumers
may lack. Working knowledge of the differ-
ences among programs, issuers, networks, and
plans as well as strong computer skills are
needed to navigate provider directories
adeptly. Although nearly all directories are
publicly available online as searchable data-
bases, the search tools vary greatly by issuer.
They do not facilitate clear comparisons of
physicians across the same issuer’s different
network offerings, much less comparisons
across different issuers’ networks. A standard-
ized network search tool on each Marketplace
Web site could help consumers and navigators
make informed determinations about whether
their physicians participate in particular pro-
grams or networks, thereby allowing families to
more easily maintain physician continuity. At
the very least, the Marketplaces should consider
publishing the name of the provider network

(as it appears on the issuer’sWeb site) associated
with each plan option.

Limitations

Some limitations of this study relate to the
quality of data obtainable from the issuers’
provider directories. Resolving differences in
how physician names appeared across directo-
ries was a manual process. We cannot be
certain that all inconsistencies were identified
and correctly resolved. Although we used the
information available to consumers at the time
of the searches, the Marketplace was new and
issuers may still have been refining and final-
izing their directories. Thus, we expect that the
Marketplace directories might have been less
reliable than the public coverage program
directories. Our findings show such strong
differences between Marketplace and public
coverage networks, however, that real differ-
ences are likely to persist even if the Market-
place directories continued to be modified.

Marketplace Web sites did not always pub-
lish the exact name of the provider network
associated with each plan, meaning that we
augmented publicly available information by
making phone calls to some issuers to deter-
mine whether we were navigating the Web site
correctly. Furthermore, the data did not allow
us to account for the number of enrollees each
PCP serves (which would have allowed us to
weight more heavily used physicians accord-
ingly), nor for whether PCPs were accepting
new patients. Therefore, although we could
look at network overlap, we could not calculate
the likelihood that a consumer would be able to
maintain access to the same physician when
transitioning between programs. We should
note that all 6 states in this study have
continuity-of-care laws or rules that aim to
avoid disruptions in care when the physician
can no longer see a patient because of a change
in health plan or because a provider ceases
participation in a provider network. Such rules
tend to require plans to continue coverage for
treatment for (1) pregnancy, (2) acute illness, or
(3) chronic illness (e.g., those that are life
threatening, degenerative, or disabling). These
laws typically require that plans extend
in-network coverage for 60 or 90 days—in the
case of pregnancy, through the completion of
postpartum care, and for terminal illness, for
the remainder of the individual’s life. We do
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not know when the issuers in this study renew
physician contracts or whether renewal is on
a rolling or an annual basis. If it was on an
annual basis and the renewal date was outside
of this study’s window, we may have under-
estimated the amount of physician turnover.
Finally, because this is a small study of 6
metropolitan market areas, results may not be
representative of the broader Marketplace and
public coverage markets.

Future Areas of Research

Future areas of research could include
expanding this type of analysis to include more
market areas or additional types of physicians
or other health care providers. Another
useful area of inquiry would be to investigate
whether physicians listed in Marketplace,
Medicaid, and CHIP provider directories are
accepting new patients. j
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