Downloaded on 05-19-2024. Single-user license only. Copyright 2024 by the Oncology Nursing Society. For permission to post online, reprint, adapt, or reuse, please email pubpermissions@ons.org. ONS reserves all rights.

ARTICLE

Patient-Perceived Access to Care When Actively Seeking

Treatment

Zachary Pruitt, MHA, PhD, and Susan Sportsman, PhD, RN, ANEF, FAAN

Pruitt is a visiting assistant professor in
the Department of Health Policy and Man-
agement in the College of Public Health at
the University of South Florida in Tampa,
and Sportsman is the director of consulta-
tion and services at Elsevier Education in
Maryland Heights, MO.

No financial relationships to disclose.
Pruitt and Sportsman contributed to the
conceptualization and design, analysis,
and manuscript preparation. Pruitt com-
pleted the data collection and provided
statistical support.

Pruitt can be reached at zpruitt1@health
.usf.edu, with copy to editor at ONFEditor@
ons.org.

Submitted March 2016. Accepted for
publication August 25, 2016.

Keywords: healthcare access; Medicaid;
uninsured; financing; barriers to care

ONF, 44(3), 320-328.

doi: 10.1188/17.0NF.320-328

320

Purpose/Objectives: To examine predictors of perceived access to care and reported bar-
riers to care of patients with cancer actively seeking treatment.

Design: Retrospective secondary data analysis.

Setting: U.S. Medical Expenditure Panel Survey, a national survey with questions about
healthcare coverage and access.

Sample: 1,170 adults with cancer actively seeking treatment.

Methods: A retrospective analysis of data. Bivariate tests for significant association be-
tween individual characteristics and low perceived access to care were conducted using
a chi-square test.

Main Research Variables: The dependent variable was perceived access to care. The
independent variables included sex, age, race, poverty status, education level, marital
status, cancer site, comorbidities, and insurance status.

Findings: Those with Medicaid insurance or no health insurance had significantly lower
perceived access to care compared to those with Medicare. Institutional barriers to treat-
ment, such as financial or insurance, were the most common reported barriers.

Conclusions: Most adults with cancer reported adequate access to medical care and medi-
cations, but a small yet vulnerable population expressed difficulties in accessing treatment.

Implications for Nursing: To effectively advocate for vulnerable populations with Medicaid
or no insurance, nurses may require specialized knowledge beyond the scope of general
oncology nursing.

Imost 30 years of progress in cancer survival rates have not been
equally distributed throughout the U.S. population (Byers, 2010). Risk
for cancer mortality differs by health insurance status in the United
States (Han et al., 2014; Shi et al., 2013), and these disparities persist
when controlling for cancer stage at diagnosis (Bradley, Given, &
Roberts, 2002; Halpern et al., 2008; Koroukian, Bakaki, & Raghavan, 2011). There-
fore, the National Cancer Institute ([NCI], 2015) recommends prioritizing access
to cancer care in research. Few studies have examined delays and barriers to
care among patients with cancer during treatment by various insurance types
(Fedewa, Ward, Stewart, & Edge, 2010; Massarweh et al., 2014; Scoggins et al.,
2011). To identify disparities in treatment access among people diagnosed with
cancer, the current authors used a national survey dataset. They explored the
factors associated with the perceptions of access to care of patients diagnosed
with cancer who were currently undergoing specialist care treatment and also
examined reported barriers to timely treatment or pharmaceuticals.

Barriers to health service use, influencing health behaviors and interacting at
multiple levels, may be conceptualized using an ecological perspective to health
promotion (McLeroy, Bibeau, Steckler, & Glanz, 1988; NCI, 2005; Scheppers,
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van Dongen, Dekker, Geertzen, & Dekker, 2006). The
current authors applied an ecological model to barri-
ers experienced during the treatment phase and cat-
egorized reported barriers into three levels: intraper-
sonal, interpersonal, and institutional. Intrapersonal
barriers are individual characteristics that affect
health behaviors, including transportation, attitudes,
and comorbidities. Interpersonal barriers involve re-
lations to other people, such as employment issues,
child care, communication with providers, and mari-
tal status. Institutional barriers are rules, regulations,
and policies of organizations, including cost of care,
insurance limitations, and provider access problems
(e.g., long waits for appointments).

Because access to cancer treatment affects cancer
survival, oncology nurse navigation (ONN) was devel-
oped to remove barriers for individual patients, their
families, and caregivers (Oncology Nursing Society,
Association of Oncology Social Work, & National Asso-
ciation of Social Workers, 2010). The aims of ONNs are
to help patients achieve timely access to high-quality
medical and psychosocial care throughout all phases
of cancer care (Freeman & Rodriguez, 2011). ONN
interventions are most commonly provided during
one or more phases of the care continuum, including
screening, diagnosis follow-up, treatment, and survi-
vorship (Wells et al., 2008). The period after diagnosis
follow-up and before cancer survival is known as the
treatment phase, where about 25% of ONN efforts are
focused (Brown et al., 2012).

Although ONN intervention during the screening
and diagnosis follow-up phases is mostly successful,
the evidence for treatment phase ONN interventions
remains inconclusive (Paskett, Harrop, & Wells, 2011;
Wells et al., 2008). Only a small number of studies
have concentrated on the treatment phase; most
focus mainly on screening and diagnosis follow-up.
In addition, the few studies that have addressed the
treatment phase contain methodological issues that
limit the results. For example, Ell et al. (2009) applied
financial and insurance assistance interventions,
previously identified as effective, to control and inter-
vention groups, which rendered differences between
groups undetectable. This suggests that financial and
insurance-related barriers during the treatment phase
of cancer care may exist for certain patients, but the
few studies that have analyzed this relationship either
had a restricted sample of only patients with breast
cancer (Fedewa et al., 2010) or solely addressed travel
barriers among those insured with Medicaid (Mas-
sarweh et al., 2014; Scoggins et al., 2011).

Addressing the gap in evidence regarding access
to care during the treatment phase is necessary.
Therefore, the current authors narrowed the study
population to adult patients in the United States who

ONCOLOGY NURSING FORUM - VOL. 44, NO. 3, MAY 2017

were actively seeking care. The association between
independent variables and perceived access to care
was tested, and the authors hypothesized that in-
surance status had the strongest association with
patient-perceived access to care during the treatment
phase, adjusting for demographic, socioeconomic,
and health status factors. The barriers to care re-
ported by respondents with the lowest perceived
access to care within the ecological model of health
promotion were also summarized.

Methods

The current authors conducted a retrospective
analysis of data from the 2012 Medical Expenditure
Panel Survey (MEPS) Health Component. MEPS was
produced by the Agency for Healthcare Research
and Quality and includes questions on healthcare
coverage, costs, use, and access. MEPS is a nationally
representative survey of noninstitutionalized civil-
ian families and individuals in the United States. The
survey employs stratified random sampling, which
oversamples certain underrepresented groups, such
as those diagnosed with cancer, to ensure represen-
tativeness. This study was determined exempt by the
institutional review board of the University of South
Florida because the database employed can be ac-
cessed by the public and is deidentified.

The dataset included adults aged 18 years or older
and surveyed via the 2012 MEPS, the last year in
which the survey results used in this analysis were
available. Only individuals with cancer who were
eligible to complete the supplemental question-
naire regarding access to care were included in the
study. Finally, to identify individuals seeking active
treatment, only those naming a usual source of care
(i.e., a person or facility) whose providers believed
they needed treatment, who had visited a provider
at least once in the past year, and who had ongoing
specialist treatment as their usual source of care
were included.

Perceived care is a meaningful outcome, because
the perception of lack of access to care can influence
health-seeking behaviors and objective access to care
(Scheppers et al., 2006). In the current study, a new
perceived access to care score (PACS) was created
by combining the responses of four MEPS items, in-
cluding ease of access to needed care, timeliness of
healthcare appointments, delay in obtaining needed
treatment, and delay in obtaining needed medica-
tions. The dependent variable of this study was the
PACS group, defined dichotomously. PACSs for indi-
viduals were tallied and divided into quartiles, which
were categorized into two groups—a group with the
lowest scores and a group with all higher scores.
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Therefore, the authors created a binary dependent
variable that included individuals in the lowest quar-
tile group who were compared to everyone else.
More specifically, each participant’s response was
assigned a point value of 1 (lowest perceived access
to care) to 4 (highest perceived access to care). If
the individual answered “always” to “How often was
it easy to get the care, tests, or treatment you or a
doctor believed was necessary?” he or she would
gain four points. If the individual answered “never”
to that question, he or she would gain one point. The
sum of points for the four questions equaled each par-
ticipant’s PACS. The discrete PACS for each person
ranged from 4, indicating the lowest perceived access
to care, to 16, indicating the highest perceived access
to care. Table 1 shows the MEPS questions, response
options, and point values for calculating the PACS.
To identify the factors associated with the lowest
perceived access to care group dependent variable,
the current authors used multiple independent

TABLE 1. Medical Expenditure Panel Survey
Questions and Response Options for Calculating
Perceived Access to Care (N =1,170)

Survey Question and Response? n %

How often was it easy to get the care,
tests, or treatment you or a doctor be-
lieved was necessary?

Never 9 1
Sometimes 72 6
Usually 274 23
Always 815 70

How often did you get an appointment
for regular or routine health care as
soon as you wanted?

Never 18 2
Sometimes 93 8
Usually 353 30
Always 706 60

Were you delayed in getting medical
care, tests, or treatments you or a doc-
tor believed was/were necessary?

Yes, a big problem 7 1
Yes, a small problem 21 2
Yes, but not a problem 53 5
Not delayed 1,089 93

Were you delayed in getting pharmaceuti-
cal medications you or a doctor believed
were necessary?

Yes, a big problem 7 1
Yes, a small problem 19 2
Yes, but not a problem 39 3
Not delayed 1,105 94

2Participants were assigned points based on responses rang-
ing from 1 (never) to 4 (always) or 1 (yes, a big problem) to 4
(not delayed) for each response, and points were tallied for
the perceived access to care score.

Note. Because of rounding, percentages may not total 100.
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variables that represented key demographic, socio-
economic, and health status factors. Bivariate tests
for significant association between individual char-
acteristics and low perceived access to care were
conducted using a chi-square test for independence.

The key independent variable of interest was the
presence and type of U.S. health insurance, catego-
rized as commercial, Medicare, or Medicaid/other
government. Commercial insurance is private insur-
ance commonly obtained through employers. Medi-
care is the federal government-sponsored insurance
available to qualified individuals older than age 65
years and some disabled adults. Medicaid is state gov-
ernment insurance for individuals with low incomes.
The Medicaid/other government category included
state and local government-run insurance programs
provided to otherwise uninsured individuals. The au-
thors categorized the small group of individuals (n =
70) who were dually eligible for Medicare and Medic-
aid in the Medicaid/other government category, be-
cause some of them may not have been able to afford
out-of-pocket Medicare expenses (e.g., premiums,
deductibles). Some beneficiaries qualify for support
from Medicaid programs to cover these costs, but not
all dually eligible individuals qualify (Gold, Jacobson,
& Garfield, 2012). Therefore, assigning dually eligible
individuals to the Medicaid/other government insur-
ance group recognized the potential access barriers
similar to those of the patients who were eligible only
for Medicaid (Rowland, 2015). Finally, TRICARE, the
U.S. Department of Defense’s healthcare program, was
categorized as commercial insurance.

Additional independent variables included sex,
age, race, poverty level, education level, and marital
status. The authors’ model included the reported can-
cer sites—breast, colon, cervix, melanoma, prostate,
nonmelanoma of the skin, and other cancers, which
included bladder, brain, leukemia, lung, lymphoma,
prostate, throat, and thyroid (cancers listed in MEPS).
Individuals with more than one cancer were catego-
rized as multisite. Model references used nonmela-
noma of the skin as the reference category, because
this cancer is quickly and easily treated and, logically,
has the least treatment access challenges (American
Society of Clinical Oncology, 2015).

Comorbidities may affect patient-reported health
outcomes (Smith et al., 2008), so the model also adjust-
ed for noncancer diagnoses (e.g., myocardial infarc-
tion, congestive heart failure) by using a modification
of a widely employed severity adjustment methodol-
ogy, the Charlson Comorbidity Index (CCI) (Charl-
son, Pompei, Ales, & MacKenzie, 1987; Deyo, Cher-
kin, & Ciol, 1992). To create the severity adjustment
groups, a weight was assigned for each relevant
diagnosis code (ICD-9-CM), and the weights were to-
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taled for each person to provide a total comorbidity
score. The authors modified the CCI by not scoring a
diagnosis of cancer unless it was a metastatic solid
tumor (Deyo et al., 1992). Adjusting for comorbidi-
ties was consistent with comparable studies that
examined the association of patients’ insurance
status with access to cancer treatments (Fedewa et
al., 2010; Massarweh et al., 2014).

For the main analysis, a multivariable logistic
regression model that examined factors associated

Analysis of the national survey dataset revealed
that few patients with cancer reported access to care
difficulties. For example, the majority of respondents
reported that it was “always” (n = 815, 70%) or “usu-
ally” (n = 274, 23%) “easy to get the care, tests, or
treatment you or a doctor believed was/were neces-
sary.” However, perceived access challenges existed
in the results, with a small proportion reporting that
it was “sometimes” (n = 72, 6%) or “never” (n =9,
1%) easy to get necessary care. These results were

with the lowest perceived access group,
compared to higher quartiles, was de-
veloped. The non-normal and negatively
skewed PACS distribution made multiple
linear regression infeasible. Instead, the
model predicted membership in the low-
est perceived access to care quartile
compared to all higher quartiles. By us-
ing a binary dependent variable, logistic
regression predicts the likelihood that an
individual would be present in the low-
est perceived access quartile group after
considering the values of the independent
variables (Hosmer, Lemeshow, & Sturdi-
vant, 2000). All statistical tests were two-
sided, and a 0.05 probability of a Type I
error was used.

In addition, the authors explored com-
monly identified barriers to care among
individuals in the lowest quartile group.
MEPS data provide additional information
on the barriers related to survey ques-
tions 3 and 4. For example, question 3 in-
cludes a follow-up question regarding the
reason for unattained treatment: “What
reason were you unable to get necessary
medical care, tests, or treatments you or
a doctor believed was/were necessary?”
Responses were limited to one option,
which was assumed by the authors to be
the most important reason. The authors
analyzed the responses and categorized
them into three levels of the ecological
model: intrapersonal, interpersonal, and
institutional.

Results

The dataset included 28,090 adults aged
18 years or older. Among those individuals,
2,284 had been diagnosed with cancer and
2,157 were eligible to take the supplemental
questionnaire regarding access to care. The
final study sample included 1,170 partici-
pants who met inclusion criteria.

TABLE 2. Sample Characteristics by Perceived Access to Care

All Patients Low Access High Access
(N=1,170) (n =184) (n =986)

Characteristic n % n % n %
Insurance

Medicare 573 49 53 29 520 53

Private 380 33 68 37 312 32

Medicaid 177 15 42 23 135 14

Uninsured 40 3 21 11 19 2
Gender

Male 484 41 67 36 417 42

Female 686 59 117 64 569 58
Age (years)

18-49 162 14 43 23 119 12

50-59 203 17 47 26 156 16

60-74 484 41 63 34 421 43

75 or older 321 27 31 17 290 30
Race

Caucasian 886 76 133 72 753 76

African American 147 13 24 13 123 13

Other 137 12 27 15 110 11
Marital status

Not married 514 44 99 54 415 42

Married 656 56 85 46 571 58
Education

No high school diploma 168 14 28 15 140 14

High school or more 1,002 86 156 85 846 86
Poverty level®

Above 125% 950 81 134 73 816 83

125% or below 220 19 50 27 170 17
Cancer site

Colon 47 4 8 4 39 4

Cervix 53 5 14 8 39 4

Multisite 61 5 10 5 51 5

Melanoma 63 5 10 5 53 5

Prostate 131 11 10 5 121 12

Breast 183 16 27 15 156 16

Nonmelanoma 316 27 43 23 273 28

of the skin

Other cancers® 316 27 62 34 254 26
Modified Charlson CIS

0 817 70 119 65 698 71

1 311 27 55 30 256 26

2 or more 42 4 10 5 32 3

aBased on federal poverty level (Health Network Group, 2016).

®Included bladder (n = 21), brain (n = 7), leukemia (n = 20), lung (n = 22),
lymphoma (n = 15), throat (n = 5), thyroid (n = 36), and other cancers

(n =190) as reported in the Medical Expenditure Panel Survey.
CIS—Comorbidity Index Score
Note. Because of rounding, percentages may not total 100.
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TABLE 3. Annotated Logistic Regression Model for
Factors Associated With the Low Perceived Access
to Care Group (N =1,170)

Status Coefficient OR 95% ClI
Insurance
Medicare - - -
Private 0.21 1.52 [0.88, 2.63]
Medicaid 0.31* 1.85 [1.04, 3.27]
Uninsured 0.95** 6.62 [2.92, 14.99]
Marital
Not married -0.24** 0.63 [0.43, 0.9]
Married - - -

*p <0.05; **p <0.001
Cl—confidence interval; OR—odds ratio

consistent with those of the other three survey ques-
tions comprising the PACS.

Prior to analysis, the authors defined the PACS
dependent variable measure as binary, with the
lowest PACS quartile group and the higher quartile
group. Patients in the lowest perceived access group
had a PACS of 13 or less. One hundred eighty-four
individuals were categorized below this point, identi-
fied as the lowest perceived access group. Although
the proportion of individuals in the lowest PACS
quartile was less than 25%, if the cutoff PACS was
adjusted to 14 or higher, the proportion of people
in the lowest perceived group would have exceeded
25%. All remaining higher quartiles of PACS included
986 individuals. The non-normal PACS distribution
was negatively skewed with a mean of 14.8, median
of 16, standard deviation of 1.7, minimum of 6, and
maximum of 16.

Table 2 shows the characteristics of adults diag-
nosed with cancer, including the total sample, the
lowest perceived access group, and all higher per-
ceived access groups, as well as the chi-square tests
of independence results, which revealed significant
association (p < 0.05) between multiple characteris-
tics, including insurance status (X* = 68.85, p < 0.001),
age (X’ = 34.35, p < 0.001), marital status (X’ = 8.64, p <
0.01), family income (X* = 8.89, p < 0.01), and cancer site
(X’ = 15.94, p < 0.05), and low perceived access to care.

The authors’ multivariate logistic regression
model depicted a significant association between low
perceived access to care and insurance status (p <
0.05). Adults with cancer with Medicaid had a 2.71 in-
creased odd (95% confidence interval [CI] [1.04, 3.27])
of being in the low perceived access to care quartile
compared to those with Medicare (p = 0.04). In addi-
tion, uninsured respondents had a 1.85 increased odd
(95% CI[2.92, 14.99]) of being categorized in the low
perceived access to care group compared to those
with Medicare (p < 0.001).
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The adjusted odds ratios and 95% Cls for the study
variables are summarized in Table 3. The multivariate
logistic model results were abbreviated, leaving out
the insignificant independent variables, such as family
income level and the modified CCI groups, which were
retained in the model but did not affect the results. All
interaction terms were statistically insignificant and
were excluded from the model.

Compared to intrapersonal and interpersonal bar-
riers, institutional barriers were most commonly
reported by those with low perceived access to care.
Could not afford care was the most frequently reported
reason for delayed medical care, tests, treatments (n =
24, 30%), delayed medications (n = 31, 48%), or either
(a) delayed medical care, tests, or treatment or (b) de-
layed medications (n = 45, 34%). Challenges with health
insurance were the second most common institutional
barrier. Few individuals reported intrapersonal barri-
ers (n = 13, 10%), such as problems getting to doctor’s
office, which was the most important intrapersonal
barrier, and even fewer identified interpersonal barri-
ers (n =9, 7%), such as communication with providers,
the most important interpersonal barrier. Barriers
classified as other were also common, totaling 27
(33%) for delayed medical care, tests, or treatments; 17
(26%) for delayed medications; and 42 (32%) for either
type of delay. MEPS did not specify “other” barriers
in the dataset. Table 4 summarizes barriers to care
reported by respondents in the lowest quartile group.
Frequency of responses is organized into three ecologi-
cal model categories (rows) and three access-related
issues (columns).

Respondents in the low perceived access to care
group frequently reported delays in care because of
institutional barriers. Uninsured patients were sig-
nificantly more likely to report institutional barriers
compared to those with all other types of insurance
(X’ =51.7, p < 0.001).

Discussion

Based on a national survey of adults with cancer
currently receiving care, the current study revealed
that those with Medicaid or no health insurance were
more likely to report low perceived access to care
compared to those with Medicare. The results were
consistent with existing evidence in which insurance
status is associated with access to care challenges
during the treatment phase for patients diagnosed
with cancer (Fedewa et al., 2010; Gwyn et al., 2004). In
addition, the institutional barriers, particularly cost
of care, were most common among those reporting
the lowest perceived access to care.

Consistent with other research, the findings re-
vealed that the majority of patients diagnosed with
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cancer reported few delays, but the vulnerable few
with access challenges could be identified by their in-
surance type. A study by Yabroff et al. (2013) revealed
that about 9 of 10 cancer survivors and noncancer
respondents obtained adequate access to care. How-
ever, the uninsured and publicly insured were more
likely to report challenges. Together, these findings
provide an important reference point for additional
research of the effects of insurance coverage on
patient-perceived access to cancer care.

The current findings should be evaluated in the
context of the changes to insurance coverage in the
United States. The landmark Patient Protection and
Affordable Care Act (ACA) of 2010 extended health
insurance coverage to millions more people in the
United States through two main policies (Kaiser
Commission on Medicaid and the Uninsured, 2016;
Moy et al., 2011). The ACA has extended health
insurance coverage to millions more people in the
United States through two main policies (Kaiser
Commission on Medicaid and the Uninsured, 2016).
First, individuals may buy private insurance through
a new health insurance exchange, a collection of pri-
vate health plans offered through a web-based mar-
ketplace, and federal subsidies make the insurance
policies on the exchange more affordable for those
who qualify (Kaiser Commission on Medicaid and the
Uninsured, 2016). Also, the ACA expanded Medicaid
insurance to millions of low-income people by rais-
ing the income limit in states that choose
to implement the policy option (Crowley
& Golden, 2014). The increased insur-
ance coverage heightens the demand

with cancer reporting institutional access barriers
was not surprising.

However, financial and insurance-related challenges
were commonly reported even by patients with Medic-
aid, confirming past findings regarding an underinsur-
ance problem among patients with cancer (Tejeda et
al., 2013). Research on access to cancer should consid-
er multiple dimensions of underinsurance as it relates
to Medicaid insurance (Lavarreda, Brown, & Bolduc,
2011). For example, the ACA has covered millions more
in the state government-based Medicaid insurance sys-
tem, but whether the providers can accommodate the
additional volume of patients diagnosed with cancer is
unknown (Sommers & Kronick, 2016). Early research
on noncancer services has not revealed an associa-
tion between access to care problems and Medicaid
expansion policies (Ndumele, Mor, Allen, Burgess, &
Trivedi, 2014; Tipirneni et al., 2015). Also, Medicaid
insurance payment rates to providers often are signifi-
cantly lower than those of privately financed insurance
and Medicare, leading providers to reject patients in-
sured by Medicaid (Zuckerman & Goin, 2012). Future
research should evaluate whether payment rates or
the level of provider participation affects Medicaid
patients’ access to cancer care.

Limitations

This study has four main limitations. First, although
MEPS is appropriate and a widely cited data source

TABLE 4. Reasons for Delayed Medical Care, Tests, Treatments, or
Medications Among Patients With Low Perceived Access to Care

for health services, including cancer

Delayed Care Delayed RX Other Delay

treatment (Martin, Hartman, Benson, & (N =281) (N =65) (N =131)
Catlin, 2015). However, potential repeal | o e n % n % n %
and replacement of the ACA may lead to
a disruption to gains made in the number In;:?)fnfér?sn;:etting o
of 1.nsured ldeVIduals and breadth of doctor’s office 1 2
their health insurance coverage (Eltorai Could not get time off work 1 1 - -
& Eltorai, 2017). Did not know where to go to 1 5
Even if ACA laws remain in place, get care
more than 32 million people in the United Interpersonal
. . . . Different language - - - - - -

States remained uninsured in 2015 (Kai- Could not get child care - - - - - -
ser Commission on Medicaid and the Did not have time or took 5 6 5 8 9 -
Uninsured, 2016). Among them are about | too long |

s . . - nstitutiona
3 million people with low incomes living Could not afford care o4 30 31 48 45 34

in the states that chose not to expand
Medicaid (Kaiser Commission on Medic-
aid and the Uninsured, 2016). As reflected
in the current results, lack of insurance

Insurance company would
not approve, cover, or pay

Doctor refused family
insurance plan

9 11 7 11 16 12

Was refused services 1 1 1 2 2 2

puts treatment for cancer, which can be Other

27 33 17 26 42 32

very expensive, out of reach for many
(Dusetzina, Basch, & Keating, 2015).
Therefore, uninsured patients diagnosed
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RX—prescription medication
Note. Because of rounding, percentages may not total 100.
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for the assessment of barriers to cancer treatment
(Fiscella et al., 2011), the selected survey questions and
PACS composite have not been validated for measur-
ing patient-perceived access to care. The MEPS tool
was not specifically designed for adult cancer-related
access to treatment but rather for all types of care.
When evaluating the reported barriers for perceived
access, only one reason for limited access to care was
recorded in the survey. Other unreported contributing
barriers that significantly delay the receipt of treat-
ment or prescription medications may exist. Also,
insurance coverage was identified for each person at a
single point in time during the survey, and the authors
assumed continuous enrollment in the indicated insur-
ance status for the analysis. Whether intermittent or
continuous enrollment in a specific type of insurance
would affect the results is unknown. Finally, this study
measured patient-perceived access to treatment in-
stead of the more precise access to care outcomes,
such as treatment completion duration, commonly
measured for ONN programs.

Implications for Nursing

Access to care is an important challenge for a
small but vulnerable group of patients without in-
surance or with Medicaid. With the implementation
of the ACA, increased insurance coverage (Kaiser
Commission on Medicaid and the Uninsured, 2016)
is expected to enable earlier cancer detection,
more timely treatment, and improved outcomes for
vulnerable populations in the United States (Moy et
al.,, 2011). However, potential legislative actions by
the 115th Congress (2017-2018) and/or regulatory
actions by the Trump administration may increase
the number of patients with cancer without insur-
ance. Depending on the success of repealing and
replacing the ACA, the number of people covered by
Medicaid could decrease dramatically, and the con-
sumer protections for individuals with preexisting
coverage, including cancer, could be weakened (EI-
torai & Eltorai, 2017). Although nurses welcome the
opportunity to connect individuals with resources
they need to get healthy (Daley, 2013), additional
administrative complexities present a challenge to
nurses, who should become more knowledgeable
about the various financial and insurance-related
barriers that impede patient access to cancer care
(Spetz, 2014).

As ONN programs continue to expand beyond their
currently limited implementation (Pruitt & Sports-
man, 2013), ONN likely will be increasingly respon-
sible for removing prevalent institutional barriers.
Specialized knowledge beyond the scope of general
oncology nursing, including the intricacies of the
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Knowledge Translation

* The majority of adults with cancer report adequate access
to care and medications.

Patients with cancer with Medicaid or no health insurance
are significantly more likely to report low perceived access
to care.

Specialized knowledge beyond the scope of general on-
cology nursing, including the intricacies of the healthcare
insurance system, may be required.

healthcare system, may be required to effectively
advocate for patients (Brown et al., 2012; McMullen,
2013). However, this knowledge may not be empha-
sized in nursing education, particularly at the preli-
censure level. For ONN programs to succeed, spon-
soring organizations must provide training regarding
the financial resources available from the healthcare
organization and community at large.

The 2016 ONN role delineation study identified
practical jobs tasks of the oncology nurse navigator,
such as coordinating financial resources and collabo-
rating with multidisciplinary colleagues to learn best
practices (Lubejko et al., 2017). Job-function activities
include coordinating charity care (McMullen, 2013),
obtaining Medicaid treatment funding (Ell, Vourlekis,
Lee, & Xie, 2007), coordinating with internal patient
financial services departments (Horner et al., 2013),
facilitating financial assistance applications (Braun et
al., 2012), and handling insurance issues (Carroll et al.,
2010). Such tasks can significantly improve treatment
(Ell et al., 2007), despite being very time consuming,
according to nurse navigators (Lin et al., 2008). Formal
interprofessional collaborations among nurse naviga-
tors and patient financial service representatives,
social workers, and other professionals focused on
institutional barriers can support vulnerable patient
populations’ access to treatment.

Conclusion

This study determined the risk factors associated
with low perceived access to care and described the
barriers that cause delays during the treatment
phase of cancer care. Most adults with cancer re-
port adequate access to medical care and medica-
tions. However, the current results showed that the
Medicaid-insured and uninsured adult patients di-
agnosed with cancer are more likely to report low
perceived access to care during the treatment phase,
adjusting for demographic, socioeconomic, and health
status factors. Institutional policies, such as cost and
insurance factors, were the most commonly reported
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barriers. Future examination of survey data for peri-
ods after 2012 should be conducted to determine the
impact of insurance coverage on perceived access
to cancer care. This analysis is critically important,
particularly in light of later legislative efforts that may
significantly increase uninsured rates among vulner-
able populations in the United States.
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