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Abstract: This paper presents the background and multiyear outcome data for a limited 
benefit safety-net care program in Michigan. It is a possible solution for policymakers and 
hospital/clinic administrators to consider when evaluating plans to provide primary care 
for the 30 million uninsured Americans who will be affected by the Affordable Care Act. 
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As policymakers nationwide look for cost-effective ways to provide coverage and 
quality care for the 30 million uninsured soon to be covered under the Affordable 

Care Act, many argue over the best way to achieve that goal. The three-year quality 
and cost savings outcome data for the health program described here demonstrates 
success in providing primary care for the uninsured of Flint, Michigan and may be 
useful as a model for other states.

Background

The number of uninsured adults in Genesee County (home to Flint, Michigan) has 
remained steady in recent years at about 42,000, or 10% of the population.1 Thus, like 
the rest of the country, Genesee County has a significant uninsured population with 
limited access to health care. The introduction of Genesee Health Plan (GHP) has made 
basic health care available to many of Genesee county’s uninsured, low-income adults. 
The GHP is a community-initiated non-profit organization incorporated in 2001 to 
cover uninsured adults in Genesee County (Flint) Michigan. The program began with 
a grant from the C.S. Mott Foundation to the Greater Flint Health Coalition. In 2005 
the C.S. Mott Foundation, Ruth Mott Foundation, and Community Foundation of 
Greater Flint granted Genesee Health Plan $1.7 million for infrastructure expansion, 
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administrative capacity building, outreach, disease management, cultural sensitivity 
training, research, and sustainability. The program grew with an infusion of funding 
from the passage of a landmark seven-year property tax millage in 2007, projected to 
support the program with $80.5 million through the year 2013. This dedicated fund-
ing stream makes this plan somewhat unusual among plans to provide primary care 
for the uninsured.2 

Current funding totaling just under $25 million annually comes from Michigan’s 
Adult Benefit Medicaid Waiver; revenue from the dedicated county-wide property tax 
millage, and other payments and grants from hospitals, foundations, and the county’s 
Community Mental Health Agency. The recent decline in property values and result-
ing decline in property tax revenues and millage funding are presenting a funding 
challenge to the plan. This may require a decrease in services covered or the number 
of individuals covered in future years. 

It is possible that the planned Medicaid expansion included in health care reform will 
provide more funds to this program via further expansion of Michigan’s adult benefit 
Medicaid waiver program. Providing coordinated care in a model such as this would 
most likely be preferable to adding people to the existing Medicaid roles in terms of 
cost-effectiveness and assured access to care via a primary health care or medical home. 

Program Growth and description

The GHP program has steadily grown since inception in 2002 from 5,000 members 
to 27,000 members in 2009.3 The program provides members with a primary care 
medical or health home, access to physician specialty services via referral, laboratory 
and radiology work, prescription drugs via formulary, and limited outpatient hospital 
services.4 The GHP model also provides support to members and providers with pre-
scription assistance programs, health navigators, and disease management services. The 
plan functions most like a managed care safety-net program2 with limited benefits and 
seeks to expand membership to 38,000 people, which would cover 90% of the county’s 
uninsured adults with incomes at or below 200% of federal poverty level. Fifty-two 
percent of the members are female and 48% male; 60% live within the city of Flint. 
By members’ self-report, 22% are very healthy, 54% have average health, 12% report 
poor health, and 11% did not answer. Seven percent were admitted to the hospital 
during the six-month period prior to joining the program. Twelve percent reported 
missing work, school, or another daily activity due to health problems during the past 
year. Twenty-seven percent of new members present with one or more active chronic 
conditions that mostly went untreated or undertreated. The most common chronic 
diseases reported in a survey of 6,104 enrollees from November 2006 to October 2007 
were chronic pain (38%), hypertension (23%), asthma (15%), high cholesterol (12%), 
diabetes (8%), and heart disease (4%).4

The GHP provides two separate benefit plans. Plan A covers county residents enrolled 
in Michigan’s Adult Benefit Waiver (ABW) program. Many are homeless, have mental 
illness, multiple chronic illnesses, and substance abuse. Michigan’s Department of Com-
munity Health determines coverage and eligibility for the ABW members. The income 
limit for ABW program is 33% of the federal poverty level. Coverage includes primary 
and specialty care, emergency room and outpatient hospital services, and prescription 
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drugs through a formulary resembling Medicaid’s. Plan B covers adults who earn up to 
175% of the federal poverty level and do not qualify for Medicaid, Medicare, or other 
public assistance programs. The plan determines the program’s limited benefits and 
eligibility. Coverage includes primary and specialty care, limited outpatient hospital 
services, and prescription drugs through a very limited formulary. Box 1 summarizes 
the benefits by plan.

The program recently expanded to include mental health coverage and intake 
services, which offer timely referral to mental health providers for medication assess-
ments and up to 20 outpatient visits. A pilot program also provides physical therapy. 
Another recent addition is a limited emergency dental benefit, which came about after 
data provided by local hospitals identified dental issues as the cause of 10% of local 
emergency room visits.

Health Management Associates designed and conducted a three-year impact analy-
sis4 of the program utilizing claims data from local hospitals, health care providers, 
pharmacies, and the Genesee Health Plan program. Financial data and utilization data 
came from the GHP program and providers, national sources, public health data, and 
demographic and community economic indicators. 

Box 1.
ComPariSoN of GeNeSee health PlaN  
ProGram BeNefitS

Group Plan a Group Plan B

Prescription drugs under formulary 
similar to Michigan Medicaid

Prescription drugs coverage based 
on a very limited generic formulary

Primary care and specialty health 
care provider services

Primary Care and specialty health 
care provider services

Outpatient laboratory and 
radiology services

Outpatient laboratory and 
radiology services

Emergency room visits Emergency room visits not covered

Inpatient hospital services not 
covered

Inpatient hospital services not 
covered

Mental health services provided 
by Genesee County community 
Mental Health

Mental health intake and referral 
for medications assessment and 
up to 20 outpatient mental health 
visits

No co-payments Small co-payments are required for 
some services

Chronic disease management 
program of personal counseling

Chronic disease management 
program of personal counseling
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types of Services: Primary Care Services

The program pays for primary care in a variety of different settings including private 
practices, a large federally qualified health center (FQHC), and one nurse-managed 
center in an academic health center. The program incorporates 192 primary care phy-
sicians and 289 specialists as well as other providers to manage the members’ care. 
Reimbursement for primary care services is at Medicaid rates plus 10%. In 2007, the 
average GHP member saw a primary care provider 2.1 times per year, while a compari-
son group of local commercially insured adults in Genesee County that were affiliated 
with a primary care provider and enrolled in a Managed Care Organization and of 
the same age sought care 2.4 times per year. Thus, program members made 8% fewer 
primary care visits per 100 members than the comparison group.4 

types of Services: Specialty Care

On the GHP plan, specialty care services require referrals from the plan members’ 
primary care providers. Throughout the evaluation period, plan members used special-
ist care at half to one-third the rate of the comparable locally commercially-insured 
population mentioned above. A GHP member saw a specialist approximately 0.5 times 
per year and a similar locally commercially insured person saw them 1.1 times per year 
in 2007. An important finding was that the uninsured in this program do not make 
excessive use of specialty care and specialists are willing to accept the program’s lower 
reimbursement rates. The underlying reasons for the lower use should be explored and 
may include transportation difficulties of members, inability of members to make co-
payments, or fewer referrals generated from members health care providers. 

types of Services: Prescription drug Use

The use of a limited formulary using generic drugs for Plan B members has kept costs 
down while providing a mechanism for the uninsured to obtain needed medications. 
Members who need non-formulary medications can apply for these via the GHP 
program through manufacturer’s prescriptions drug assistance programs. The pro-
gram’s per-member, per-month prescription drug costs in both Plan A and Plan B are 
stable and have decreased over time as shown in Table 1. This is a significant program 
achievement since the cost of prescription drugs has actually increased an average of 
6.6 % in recent years.5 With continuous coverage and primary care services in a health/
medical home, members use of prescription medications grew slightly, but the cost of 
medications per member was predictable and stable over time. 

Plan Cost for Covered Services

One of the most interesting findings is the stability of the average cost per month for 
covered services for both Plan A and Plan B. Table 1 shows the overall cost and costs 
for individual types of services per member per month over a six-year span for both 
plans. Administrative costs were not included. Over six years (2003–2008) Plan A went 
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from $121.44/member/month to $104.72 and Plan B went from $40.53 per member 
per month to $49.90. These data suggest that the cost of providing basic health care 
within the program for the uninsured in Genesee County and Flint, Michigan is low 
and a predictable and stable expense over time. Communities that wish to devise plans 
in the model of this plan can use these costs as a guide, which may prove useful in 
developing a baseline budget for similar programs.

hospital inpatient admissions

Inpatient hospital admissions are not a covered program benefit. Members use inpa-
tient hospital services at less than half of the rate of those in the comparable locally 
commercially-insured group. Explanations for this difference in inpatient services 
should be fully examined. However, a relationship exists between avoidable hospital 
conditions and the availability of primary care.6 Keeping patients out of the hospital is a 
significant cost saver in the big picture of health care expenditures, lending support for 
the GHP model. The number of inpatient hospital admissions per 100 plan members 

table 1.
GeNeSee health PlaN CoStS Per memBer  
Per moNth oVer time

 fY 2003 fY 2004 fY 2005 fY 2006 fY 2007 fY 2008

 oct 02– oct 03– oct 04– oct 05– oct 06– oct 07– 
 Sept 03 Sept 04 Sept 05 Sept 06 Sept 07 aug 08

Plan A 
 Primary Care $10.60 $9.36 $9.80 $9.28 $8.85 $8.08 
 Specialty Care $36.93 $36.89 $35.32 $34.58 $35.98 $29.57 
 Prescription Drugs $37.29 $16.94 $13.10 $20.68 $24.68 $21.40 
 Radiology $12.51 $12.87 $14.39 $13.76 $10.70 $10.51 
 Laboratory $4.93 $6.20 $5.66 $6.03 $4.59 $3.08 
 Outpatient Hospital $19.18 $17.16 $14.07 $13.59 $19.27 $32.09 
 Overall Plan A  
  PM/PM cost $121.44 $99.42 $92.34 $97.92 $104.07 $104.72 
Plan B      
 Primary Care $7.23 $9.36 $9.80 $8.46 $10.03 $10.65 
 Specialty Care $8.30 $17.33 $14.25 $13.44 $15.99 $16.86 
 Prescription Drugs $14.91 $12.41 $12.19 $12.45 $13.98 $13.23 
 Radiology $6.21 $6.54 $8.90 $5.09 $4.61 $4.69 
 Laboratory $3.88 $4.17 $4.93 $4.40 $3.62 $2.79 
 Outpatient Hospital $0.00 $0.00 $0.00 $0.00 $0.30 $0.74 
 Overall Plan B  
  PM/PM cost $40.53 $49.81 $50.07 $43.84 $48.54 $49.90



344 Model plan for uninsured care

has declined between 2006 (4.2) and 2007 (3.6), with the actual number of admissions 
just under 1,000 for both 2006 and 2007. This is especially significant as nationally the 
uninsured are more likely to be hospitalized for an avoidable condition.7,8

emergency room visits. Plan A members receive emergency room (ER) visits as a 
covered benefit while Plan B members do not have this coverage. Another significant 
outcome of the program is the decrease in emergency room visits. The rate of GHP 
member emergency room visits in 2007 (40.66/100 members) is one half the annual 
emergency room use of the national Medicaid population (82/100 people). It is below 
the national uninsured rate (48/100 people) and just slightly below national rates for 
all people.9 The average number of emergency room visits per 100 GHP members per 
year has steadily declined as follows: 2005 with 48.25 visits, 2006 with 44.33 visits, and 
2007 with 40.66 visits. According to the Nationwide Emergency Department Sample, 
uninsured people accounted for nearly one-fifth of the 120 million ER visits in 2006.10 
Approximately 20% of uninsured individuals (in comparison with 3% of individuals 
who have coverage) report the emergency room as their usual source of care. The GHP 
model has decreased ER visits in their covered members and the inherent high costs 
associated with these visits. 

Uncompensated care costs. The GHP does not cover any inpatient services for 
either Plan A or Plan B. Acknowledging this, the GHP program makes lump sum 
payments to all three major areas hospitals in Flint, Michigan to defray some of their 
uncompensated care costs. In 2007, total hospital costs for services to GHP members 
was $20,006,897,4 with GHP paying $3,141,225 to these local hospitals. As health care 
reform rolls out in the next few years it is likely that more people will be in plans similar 
to Plan A (the Michigan Medicaid waiver program), which covers emergency room 
visits and outpatient surgery costs. This should decrease the unpaid hospital costs for 
members in this type of plan. 

impact on existing Safety-net Providers

Genesee County safety-net providers all reported benefits from the GHP program (oral 
reporting). The Flint community’s existing free medical clinic experienced a decrease 
in visits as the program enrollment grew, with clinic visits dropping below its capacity 
of 4,000 patients per year in 2007–2008. This resulted in a new agreement with the 
clinic to treat new GHP program enrollees at the free clinic for urgent medical needs 
until their program memberships take effect. The Flint community also has an Feder-
ally Qualified Health Center (FQHC) which serves as the primary care home for a 
large number of the program’s members. The GHP program makes payments to the 
FQHC for services provided to its members, creating a new revenue stream for them.

The county health department also benefited from the plan’s growth. For example, the 
demand for sexually transmitted disease screening and treatment declined as members 
increasingly sought those services from their primary care providers. Through 2007, 
this shift in service location freed $340,000 in local public health funds dollars for other 
use. The health department’s breast cancer screening and mammography program 
experienced growth as collaboration with the GHP program increased the numbers of 
low-income women screened for breast cancer in Genesee County by 133%. 
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Program highlights

•	 The	GHP	model	shows	that	uninsured	adults	can	and	will	use	primary	care	at	
levels similar to insured groups and that use of the emergency room for non-
emergent services will decrease. 

•	 The	model	shows	that	as	newer	members	establish	effective	primary	care	relation-
ships, they do not make excessive use of specialty care.

•	 Overall	cost	of	covered	services	is	low,	affordable,	and	predictable	and	expansion	
can be forecast with accuracy.

The GHP model has significantly affected the health of Flint and the surrounding 
community since its implementation. It has served more than 55,600 individuals with 
200,000 primary care visits, and 33,000 specialty care visits and filled over one million 
prescriptions. Hospital emergency room visits by plan members have decreased and 
the costs for some uncompensated inpatient care are partially supported by funds from 
GHP. Safety-net providers feel a positive impact from their collaborative relationships 
with the program. 

Finally, the program has had a positive effect on the local economy. Over the last 
five years, the program has paid out $73 million in annual expenditures. These funds 
have covered primarily primary care and specialist providers, and pharmacy services.

Summary and Policy implications

This paper describes one community’s successful approach to providing care for the 
uninsured with a limited benefit managed care safety net plan focusing on primary 
care in health/medical homes. In 2006, Chang asserted, “It would make sense to bring 
together federal and state health care experts and community leaders, including prac-
ticing providers and consumers, with experience in developing and implementing 
community programs to work together to develop solutions.”11[w.194] This community 
did just that and developed the successful Genesee Health Plan model. 

The multi-year data presented in this paper support other communities’ consider-
ation of replicating this model program and provides insight to accomplish coverage 
in similar communities across the country. By providing coverage, collaborating with 
other safety net providers, and (above all) providing primary care in health/medical 
homes, this program demonstrated lowered emergency room visits, low use of specialty 
care, decreased hospital admissions, and less burden of uncompensated care for local 
hospitals. Further, in a community suffering the effects of the decimation of the auto 
industry, the GHP plan injected jobs into the local economy instead of the community 
bearing a further financial burden from increased uncompensated care, which other 
communities currently must bear. 

Health care reform policy makers may need to acknowledge that a coverage man-
date is not enough. Fundamental changes to the way we provide health care should 
complement increased coverage mandated by health care reform to improve health and 
decrease overall health care costs. The GHP model confirms that in Flint Michigan, the 
development of a program to cover more of the uninsured and keep them healthier 
had positive results. Replication of the GHP model depends on an adequate primary 
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care provider workforce ready to meet this need. Finally, the success of the GHP model 
and its collaborative partnerships with the local safety-net providers shows the need 
for a balance between providing accessible primary care in health/medical homes, 
strengthening the safety nets, and extending coverage to the uninsured.12
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