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Abstract 27 

Background: The 2010 Affordable Care Act (ACA) led to Medicaid expansion, which 28 

expanded eligibility to low-income individuals below 138% of the federal poverty level in 41 29 

states and Washington, D.C. In California, over one-third of state residents are covered by 30 

Medicaid (Medi-Cal) insurance. Despite the 2014 Medicaid expansion in California, many 31 

individuals remain uninsured. Low-income women, in particular, face significant primary care 32 

access challenges due to socioeconomic status, education, and minority/disability status. This 33 

qualitative study aimed to explore the experiences of low-income women seeking and 34 

accessing primary care services following the ACA’s Medicaid expansion in California in an 35 

urban setting.  36 

Methods: In-depth, semi-structured interviews were conducted with 18 women in Northern 37 

California (2021-2022). Data analysis employed Braun and Clarke’s reflexive thematic 38 

analysis using a deductive approach. Levesque’s conceptual framework of access to healthcare 39 

guided the coding and interpretation.  40 

Results: The experiences of low-income women with primary care access post Medicaid 41 

expansion in an urban California setting were shaped by the complex interplay of individual 42 

demand-side factors and health system supply-side factors, and structural determinants. 43 

Levesque’s framework highlights how individual factors (self-efficacy, health literacy, social 44 

support, and affordable insurance) interact with health system factors (geographic accessibility, 45 

availability and accommodation of services, and provider-patient relationships) to shape low-46 

income women’s experiences. However, Levesque’s framework could be strengthened by 47 

incorporating macro-level structural factors (socioeconomic, political factors, and health 48 

policies) as these profoundly influence healthcare access. 49 

Conclusions: These findings provide a strong foundation for policymakers and practitioners to 50 

develop multi-level policies and interventions to address the ongoing barriers that urban low-51 
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income women encounter when accessing primary care following the ACA’s Medicaid 52 

expansion. These findings are also relevant for other U.S. states and international settings that 53 

face similar challenges stemming from healthcare inequalities, including a lack of universal 54 

healthcare.  55 

Keywords 56 
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Introduction 61 

Achieving equitable access to primary care is a persistent global concern. In the United States 62 

(U.S.), the absence of universal healthcare coverage and long-standing income inequities have 63 

contributed to significant health inequities (1). Recent data indicate that the U.S. performs 64 

poorly compared to primary care systems in nine other high-income countries, where more 65 

than 90% of adults in surveyed countries have a primary care provider, except Canada, Sweden, 66 

and the U.S (2). A study of primary care access in 11 high-income countries revealed that 21% 67 

of adults overall, compared to 38% of U.S. adults, encountered multiple barriers to receiving 68 

care, while 16% of adults, compared to 18% of U.S. adults, experienced two or more barriers 69 

after reaching care, with lower-income groups encountering barriers more frequently (3). As 70 

of 2023, life expectancy in the U.S. was 78.4 years—more than four years lower than the 71 

average among other high-income countries (4), reflecting comparatively poorer overall 72 

outcomes.  73 

Women’s access to healthcare in the U.S. 74 

In the U.S., complex intersecting factors, including but not limited to age, sex and gender, race 75 

and ethnicity, immigration status, and socio-economic factors, uniquely impact women’s 76 

access to primary care services. Intersectionality theory demonstrates how multiple competing 77 

identities, such as gender, race, ethnicity, immigration, or socioeconomic status, create 78 

intersecting and interdependent systems of disadvantage that affect women’s access to 79 

healthcare (5). Adult women are often disproportionately affected by issues related to access 80 

to health coverage, financial costs, and discriminatory practices compared to men. For example, 81 

adult working-age women on average have lower incomes, so are more likely than men to be 82 

eligible for Medicaid, and less likely to be insured (6), and more likely to have difficulties 83 

paying medical bills over the past year (7).  84 
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The Affordable Care Act’s (ACA) role in expanding women’s access to Medicaid 85 

Between 2010 and 2019, the ACA led to over 10 million adult women (19-64) and 7 million 86 

women of reproductive age (15-44) obtaining health coverage (8) . Before the ACA, Medicaid 87 

coverage was restricted to women who were very low income, pregnant, had children under 18 88 

years, had a disability status, or were older than 64 years (6). To date, ACA’s Medicaid 89 

expansion provisions have been adopted by 41 states (including the District of Columbia). The 90 

ACA provisions adopted by participating states expanded health coverage to many previously 91 

ineligible women through several mechanisms, including the expansion of Medicaid eligibility 92 

to low-income individuals (those earning below 138% of the federal poverty level), the creation 93 

of state and federal Health Insurance Marketplaces, and the introduction of premium tax credits 94 

to help individuals and small businesses purchase affordable insurance (6). In response to the 95 

COVID-19 pandemic, the Families First Coronavirus Response Act of 2020, which included a 96 

Medicaid program requirement that recipients receive continuous coverage through the end of 97 

the COVID-19 Public Health Emergency, was enacted to reduce coverage disruptions (known 98 

as “churning”) (9). Eligibility for Medicaid in states that did not adopt Medicaid expansion 99 

varies widely, as do coverage provisions.  For example, adults without children, regardless of 100 

their income, are not eligible for Medicaid in all non-expansion states, except Wisconsin (10). 101 

However, despite its expanded provisions, the ACA has not been an unqualified success. 102 

Among the 97.5 million women (19-64 years old) living in the U.S., 10% were still uninsured 103 

by 2023 (11). As of 2022, 11% of women 18 years or older reported not having a healthcare 104 

provider (12).  105 

 106 

Since the ACA, few qualitative or mixed-methods studies have explored women’s perspectives 107 

on facilitators and barriers to accessing primary care. Qualitative studies exploring women’s 108 

experiences with healthcare access post-ACA have focused on vulnerable populations, 109 
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including pregnant, disabled, or older women (13), homeless women (14), immigrant or 110 

refugee women (15-20), and women receiving reproductive health services (13, 15, 21-23) in 111 

different U.S. settings. As there is a dearth of qualitative research on the perspectives of low-112 

income women regarding access in the context of the ACA, we conducted a qualitative study 113 

to explore low-income women’s experiences seeking and using primary care services following 114 

the ACA’s Medicaid expansion in urban California, applying Levesque’s patient-centred 115 

access framework.  116 

Materials and methods 117 

This qualitative study applied a reflexive thematic analysis approach, which aligns with a 118 

constructionist approach that incorporates critical framing of data, language, and meaning (24). 119 

This approach allowed for an in-depth exploration of low-income women’s experiences 120 

accessing healthcare within a specific social context. Ethical approval for this study was 121 

granted by the Institutional Review Boards of the authors’ affiliated institutions.  122 

Research Design 123 

Population and sampling 124 

Semi-structured interviews with 18 women facilitated in-depth personal narratives of their 125 

experiences accessing primary care services. Women were recruited from several affordable 126 

housing organisations that provide permanent housing to eligible low-income individuals or 127 

families. Women (18-64 years) who had accessed primary care services at any time following 128 

ACA’s Medicaid expansion in California in 2014 were eligible for inclusion. The inclusion 129 

criteria did not require continuous insurance coverage, which allowed us to capture women’s 130 

experiences concerning periods of uninsurance and any subsequent challenges re-accessing 131 

care. Purposive, nonprobability sampling was used because it supports the transferability of 132 

findings to other settings (25). Maximum variation sampling was employed to capture a wide 133 

range of perspectives on primary care access among low-income women of differing ages, 134 
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races and ethnicities, educational levels, employment statuses, and relationship statuses (26). 135 

Data collection was discontinued after we determined that sufficient in-depth rich data had 136 

been collected to address the study's research questions, and thematic saturation had occurred. 137 

Braun and Clarke (2013) suggest 10 to 20 participants is a sufficient sample size for thematic 138 

analysis in a medium-sized study.  139 

 140 

Study recruitment occurred between October 2021 and July 2022. Information about the 141 

research study was disseminated to potential participants through flyers, informational emails 142 

or texts sent by participating agencies to site residents, or through outreach at onsite food pantry 143 

events. Eighteen (49%) of the 37 women who showed initial interest were interviewed, 6 (16%) 144 

were ineligible, 4 (11%) refused, and 9 (24%) failed to respond to follow-up. Interviewed 145 

women were invited to share study information with other eligible women. Interested women 146 

contacted the Principal Investigator (first author) through a designated phone number or work 147 

email address. Eligibility was determined using a recruitment script. Interested women were 148 

emailed the informed consent form to review. Women provided written or verbal consent or 149 

signed consent forms electronically. Each woman had the opportunity to ask questions about 150 

the study before being interviewed.  151 

Data collection 152 

A semi-structured interview guide was piloted. The topics explored included the type of 153 

primary care provider, location of primary care services, insurance coverage, general health, 154 

behaviors regarding healthcare seeking, positive and negative experiences with primary care 155 

services, and unmet needs. After three interviews, additional questions were added to elicit 156 

information about experiences with discrimination in healthcare settings, social support, and 157 

treatment adherence, before finalizing the interview guide [Additional file 1]. The first author 158 

interviewed eligible women in person, by telephone, or using secure video conference software 159 
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to ensure equitable access to the study. As all interviews were conducted during the COVID-160 

19 pandemic, different interview modes were consistently offered throughout the recruitment 161 

period based on participant preference. Overall, 61% (11) interviews were conducted using 162 

Zoom, 22% (4) were conducted in person, and 17% (3) were conducted by phone. The recorded 163 

interviews averaged 65 minutes (36 to 88 minutes). Women also completed a short 164 

sociodemographic survey [Additional file 2]. After interview completion, a short debriefing 165 

process occurred, and women were offered a list of local mental health resources. All research 166 

participants were assigned pseudonyms to protect their anonymity. All women received a $25 167 

gift card of their choice for their time and effort. 168 

Theoretical framework: Levesque’s Conceptual Framework of Access to Healthcare  169 

Levesque’s framework defines healthcare access as the interaction between individual or 170 

population demand-side factors and health system supply-side factors (27). Adopting a patient-171 

centred approach, the framework portrays a linear trajectory from seeking, reaching, and using 172 

healthcare services to health outcomes (27). Demand-side factors are characterized by five 173 

dimensions—the ability of individuals to engage, pay, perceive, reach, and seek, which interact 174 

with five supply-side factors, including acceptability, affordability, approachability, 175 

appropriateness, availability, and accommodation.  176 

[Insert Fig. 1 here] 177 
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 178 

Fig. 1 Levesque's Conceptual framework of access to health care (27). Permission to use this figure 179 
was obtained from Jean-Frederic Levesque. 180 
 181 

Levesque’s conceptual framework of access was chosen to guide analysis for several reasons. 182 

Based on earlier frameworks of access, the framework provides a solid foundation and logical 183 

structure for exploring multiple demand- and supply-side dimensions associated with access 184 

(27). Embracing a person-centred focus, Levesque’s framework is a good fit for understanding 185 

women’s thoughts and perceptions about their healthcare needs, seeking and use of health 186 

services, and associated health outcomes (27). The framework is flexible and has been applied 187 

extensively in quantitative, qualitative, and mixed-methods studies exploring diverse 188 

populations’ experiences with healthcare access in high-, middle-, and low-income country 189 

settings (28). Reported advantages of Levesque’s framework include the evaluation of dynamic 190 

and multifaceted processes of access associated with individuals, populations, and health 191 

systems (28).  192 
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Data analysis 193 

A deductive approach was applied using Levesque’s framework as an interpretive lens to 194 

explore semantic (explicit) as well as any discerned latent (implicit or deeper) meanings (29) 195 

and “patterns of shared meaning” in the dataset (30). Emerging themes beyond the scope of 196 

Levesque’s framework were developed inductively and are reported elsewhere (31). A unique 197 

feature of Braun and Clarke’s reflexive thematic analysis is the flexibility to apply both 198 

deductive and inductive approaches in a complementary fashion (32, 33). Braun and Clarke’s 199 

six-stage iterative process guided the thematic analysis (33, 34). Levesque’s framework was 200 

chosen because it is compatible with the study’s constructionist approach and epistemology, 201 

which assumes that women’s healthcare-seeking behaviours are shaped by individual life 202 

experiences embedded within a specific socioeconomic-cultural context. The first author coded 203 

the data and analysed the findings according to the individual-level demand-side and health 204 

system-related supply-side dimensions outlined in Levesque’s framework (27). The coding tree 205 

was organized according to the ten dimensions and additional sub-dimensions of Levesque's 206 

conceptual framework [Additional file 3]. NVivo 12 software (QSR International) was used to 207 

organise and code the data. The second and third authors guided the data analysis process.  208 

Positionality and rigor 209 

Reflexivity relies on researchers’ engagement with, and deep reflection on, the data, 210 

recognition and acknowledgement of researchers’ subjectivity, and transparency on how theory 211 

impacts analysis (30). The cultural, personal, and social background and imbibed values, 212 

beliefs, and understandings about the research topic inevitably acted as a lens influencing the 213 

researchers’ interpretation of women’s narratives. Reflexive practices, including writing field 214 

notes after each interview and annotations of research transcripts and memos, mitigated the 215 

potential for bias. Study rigour was ensured by cross-checking transcripts against interview 216 

recordings at least twice, and adherence to a detailed study protocol (credibility and 217 
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dependability). In-depth interviews with women (credibility), using appropriate terms 218 

(dependability), and thick and substantive descriptions of women’s narratives (transferability) 219 

enhanced the accuracy of findings. Using a clear coding schema, field notes of interviews, 220 

annotation of interview transcripts, and research memos (confirmability) ensured 221 

methodological rigour and guided the analysis.  222 

Results 223 

Women ranged from 24 to 63 years (mean = 45.8 years). Ten women identified as Black, four 224 

as Latina, one as Asian American, one as White, and two as Other. Most participants (n = 14) 225 

had Medicaid/Medi-Cal coverage, two had Dual Medi-Cal/Medicare, one had an employer-226 

sponsored insurance, and one was covered through a parent’s Covered California plan. Table 227 

1 summarises the key sociodemographic characteristics of the research participants. [insert 228 

Table 1 here] 229 

Table 1. Sociodemographic characteristics of low-income women (n = 18) 230 

Characteristics n (%)* 
Age (years)  
  18–29 3 (17) 
  30–39 4 (22) 
  40–49 3 (17) 
  50–59 4 (22) 
  60–64 4 (22) 
  
Gender  
  Female 18 (100) 
  
Race/ethnicity  
  White 1 (6) 
  Black 10 (56) 
  Latina 4 (22) 
  Asian-American  1 (6) 
  Other** 2 (11) 
  
Relationship status  
  Single  7 (39) 
  Widowed  3 (17) 
  Divorced  6 (33) 
  Separated  2 (11) 
  
Current employment status  
  Full-time or part-time employment 6 (33) 
  Unemployed 6 (33) 
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  Unable to work (disability) 6 (33) 
  
Education level  
  Some high school or high school 6 (33) 
  Some college or associate degree 9 (50) 
  Bachelor’s degree 3 (17) 
  
Annual household income***  
  $20,000 or less 9 (50) 
  $20,001–$40,000 5 (28) 
  $40,001–$60,000 2 (11) 
  $60,001–$80,000 1 (6) 
  Prefer not to say 1 (6) 
  
Country of birth  
  United States 16 (89) 
  Foreign born 2 (11) 
  
Type of Insurance  
  Medicaid/Medi-Cal 14 (78) 
  Dual Medi-Cal/Medicare 2 (11) 
  Employer-sponsored plan 1 (6) 
  Covered California plan 1 (6) 

Notes 231 
*     Percentages may not total 100 due to rounding to the nearest whole number. 232 
**   Two women self-identified as Other (one reported South Asian immigrant, one declined to specify). 233 
*** Household size ranged from one to five persons. 234 

Table 2 summarizes factors that impacted women’s experiences with primary care based on 235 

the demand-side and supply-side dimensions outlined in Levesque’s original framework. Low-236 

income women's access to primary care was shaped by the complex interplay of demand-side, 237 

supply-side, and structural factors as outlined in Levesque's framework. Demand-side 238 

dimensions influencing access included women’s perceptions (health needs, motivation, self-239 

efficacy) and practical barriers (insurance, location, safety, transport, and past experiences with 240 

health systems). Supply-side factors influenced access via approachability (e.g., primary care 241 

providers as gatekeepers), acceptability (social and cultural factors), continuity, availability, 242 

and accommodation of services (e.g., scheduling and wait times). Drivers of appropriate care 243 

also depended on provider responsiveness and patient-provider relationships. These individual 244 

and systematic factors ultimately acted as facilitators or barriers for low-income women 245 

seeking care.  246 

[insert Table 2] 247 
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Table 2. Factors that impact low-income women’s access to primary care services 248 
according to Levesque’s dimensions 249 
 250 
Levesque’s 
dimensions 

Demand-side dimensions Supply-side dimensions 

Ability to 
perceive/ 
Approachability 

Women’s perceptions of their health status 
and their perceptions regarding the need 
for healthcare services, level of health 
literacy, provider trust, and previous 
experiences with healthcare systems and 
providers influenced their use of primary 
care services. 

Access to a primary care provider who 
functioned as a gatekeeper to specialty 
services was a key aspect of 
approachability. Receipt of information 
about scheduled check-ups and preventive 
health screenings fostered healthcare 
seeking. Transparency regarding the cost 
of services was important to women. 

Ability to seek/ 
Acceptability 

The ability to seek healthcare was 
influenced by the level of personal 
autonomy or resourcefulness. A sense of 
self-efficacy and resiliency fostered 
women’s ability to seek health 
information and navigate access to health-
related services. 

The acceptability of services was often 
related to ongoing relationships with a 
trusted provider or whether the providers 
were of the same gender. Certain 
preventive health services, such as breast, 
cervical, or colorectal cancer screenings, 
were not always acceptable due to 
perceived discomfort or invasiveness.  

Ability to reach/ 
Availability and 
accommodation 

The ability to reach services was impacted 
by the availability of transportation, 
social support, and the location of 
services. For example, women were more 
reluctant to attend primary care clinics in 
run-down neighborhoods where people 
were living on the streets or openly 
engaging in drug use. Some women relied 
heavily on social support, while others did 
not.  

Women generally lived in close 
geographic proximity to healthcare 
services, which facilitated access. Health 
services that accommodated women’s 
needs for flexibility included convenient 
scheduling mechanisms, short 
appointment wait times, and virtual 
consultations. Some women experienced 
scheduling delays of several months, 
especially in publicly funded health 
services. 

Ability to pay/ 
Affordability 

Access to insurance, such as Medicaid, 
ensured low-income women could pay for 
health services.  

Costs associated with healthcare were 
typically affordable with low co-pays for 
office visits, low costs for prescriptions,  
transportation, and childcare. 

Ability to 
engage/ 
Appropriateness 

Women with chronic diseases were 
motivated to engage with treatment. 
Younger, healthier women often did not 
obtain regular check-ups or preventive 
health care. Poor provider 
communication, unresponsiveness to 
health needs, and perceived provider 
discrimination were barriers to access.  

The appropriateness and quality of 
technical care and satisfaction with care 
depended on the provider and healthcare 
facilities. Most women reported supportive 
interactions with their providers; however, 
some narrated negative interactions with 
providers who ignored or discounted their 
concerns.  

 251 

Ability to Perceive and Approachability  252 

Health beliefs, literacy, knowledge, trust, and expectations shape individual perceptions of their 253 

healthcare needs (27) and fuel the women’s search for acute, chronic, and preventive services. 254 

Health-seeking behaviors were often motivated by a desire to stay healthy or take care of 255 

themselves or their families. For example, Ishani (a South Asian immigrant), recognized the 256 
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importance of obtaining regular care for her autoimmune disease: “So I do get like blood tests 257 

regularly… I am in contact with my doctor, receiving care fair amount of time, multiple times 258 

a year.”  259 

 260 

Most of the women underwent routine cervical and breast cancer screenings. However, 261 

adherence to colorectal cancer screening among the eight eligible women in our sample, 262 

according to current U.S. Preventive Services Task Force guidelines (35) was mixed. Two had 263 

undergone colonoscopies, three had received fecal-occult blood tests, and three had not been 264 

screened (one was not offered screening). For these women, access challenges were common 265 

and included difficulty finding a primary care provider, a usual source of care, and a lack of 266 

health information. Significantly, prior negative experiences with providers could diminish 267 

women’s trust and expectations, making them less likely to seek subsequent care. 268 

 269 

Approachability—a characteristic of health systems that ensures individuals can readily 270 

identify and access information about available health services (27) was generally promoted 271 

by the women’s primary care providers or place of usual care. This included information on 272 

services, treatments, and reminders for recommended preventive health screenings. While 273 

healthcare costs were often transparent, women occasionally reported receiving unexpected 274 

and costly bills. For instance, Ellie (Black) received a costly bill for blood tests following 275 

fertility services. She explained her frustration with the lack of disclosure: “Insurance didn’t 276 

cover all of it. So, what my insurance didn’t cover, I have to pay, and I didn’t know that. If I 277 

would have [known] that, I wouldn’t have said ‘Okay, that’s fine. Let’s do them blood tests.’ 278 

You know, like I have a lot of bills accumulated, and that don’t make it no better.” Targeted 279 

outreach could facilitate the women’s access to specialized care. For example, Madeline, 280 

diagnosed with Hepatitis C, had a history of substance use disorder, and successfully 281 
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accessed treatment after seeing a flyer about Hepatitis C treatment services while visiting a 282 

needle exchange program. 283 

Ability to Seek and Acceptability 284 

Personal autonomy, including the ability to access information and explore different 285 

healthcare options, often interacts with cultural, gender, or social factors, impacting 286 

individuals’ ability to seek care (27). Carmelia (Latina) demonstrated agency when she 287 

proactively sought family planning services from a local clinic after losing her Medi-Cal 288 

coverage upon turning 18: “So I needed like birth control, so I went to [Clinic 13]." Later, 289 

when she got pregnant, Carmelita again exercised autonomy by researching insurance options 290 

and successfully signed up for emergency Medi-Cal at a local hospital.  291 

 292 

In contrast, other women found it challenging to exercise personal autonomy, such as 293 

obtaining information about treatment options. For example, Lyonesse, a young mother of 294 

several children, asked her provider about effective birth control, only to be met with a 295 

recommendation for permanent sterilization: “You should just get your tubes tied, so you 296 

don’t have any more babies… So, I felt like kind of coerced, like [he] put that idea in my 297 

mind, which I didn’t want that in my mind. I needed help, just regular conversations on 298 

something that’s going to work for me.” Based on this recommendation, Lyonesse underwent 299 

tubal ligation, reporting she felt forced into a medical decision she was uncomfortable with. 300 

 301 
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Acceptability relies on the cultural fit of services, provider characteristics (gender, race-302 

ethnicity, language), and professional norms (27). Three women reported a strong preference 303 

for female providers when receiving reproductive or sexual healthcare due to concerns about 304 

comfort and safety. Ishani (a young South Asian immigrant), who had never had a pap smear, 305 

stated: “If it’s possible, yeah, I would prefer a woman.” Gender preference was strongly 306 

emphasized by Phoebe (Black), who had experienced an inappropriate physical examination 307 

by a male provider. She declared when switching to a new provider: “I told them it can’t be a 308 

guy. It got to be a woman.” Ultimately, while physician-patient gender concordance mattered 309 

to some, an established, trusted relationship was the cornerstone of acceptable health services 310 

for most. 311 

Ability to Reach and Availability and Accommodation 312 

The ability to reach healthcare is affected by factors such as personal mobility, living 313 

environment, occupational flexibility, social support, and transportation (27). These women 314 

primarily relied on public transportation (buses, trams, walking) or non-private alternatives 315 

(cars, taxis, Ubers, paratransit) to reach health facilities. Occupational flexibility was not a 316 

significant barrier, as most women were either working part-time, unemployed, or not working 317 

due to disability.  318 

 319 

Social support, conceptualized as logistical support (e.g., childcare or transportation) and 320 

psychosocial assistance, was often provided to participating women by family and friends. 321 

However, the women’s physical or mental health disabilities or a lack of social networks often 322 

required professional support (e.g., case managers, in-home social support workers, social 323 

workers) to navigate access. River (Black) emphasized the importance of social worker-324 

initiated assistance to navigate access: “Signed me up for paratransit. Yeah, if I need something 325 

like that or in-home support, they signed me up.” While some women lacked social support 326 
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due to a lack of social ties or close family networks, others were very self-sufficient and 327 

intentionally avoided seeking help from family or friends. Ruby asserted her independence: 328 

“Yeah, I don’t need no support. Yeah, I handle doing my business. Yeah, I do it on my own.” 329 

Ellie, however, revealed challenges associated with this stance: “I mean, maybe if I ask, but 330 

I’m not the type to, really. If I need it, I’ll struggle. That’s just me.” 331 

 332 

Availability and accommodation include the geographic location of services, hours of 333 

operation, and appointment mechanisms (27). Most women benefited from close geographic 334 

proximity to their clinics (Jasmine recalled, “It’s only three blocks that way… it’s walking 335 

distance, and I like where it’s at now”), and had scheduling flexibility as 83% were either 336 

working part-time, unemployed, or had a disability.  However, full-time workers such as 337 

Delilah (Black) struggled with accommodation. As she explained, “I’m one of the essential 338 

workers. So, it’s hard to get time to take off to go to a doctor’s appointment because I have to 339 

let ‘em know three weeks in advance.” For women like Delilah, telehealth consultations 340 

introduced during the COVID-19 pandemic were a convenient way of overcoming scheduling 341 

barriers.  342 

 343 

Wait times were typically short, with most women seen on time or within 10 minutes. However, 344 

using publicly funded healthcare facilities sometimes led to longer waits. For example, 345 

Carmelita recalled waiting, “…maybe like roughly 30 minutes, usually 45 minutes… to see the 346 

doctor.” While scheduling appointments was generally easier by phone, online, or in person, 347 

health system failures created barriers for some women. Specifically, two women reported 348 

difficulties due to clinic employees failing to answer or return calls. Phoenix expressed 349 

frustration with callback issues: “Getting someone to call you back is the issue I have with 350 

them… you have to walk in. You know it’s just a hassle.”  351 



19 
 

 352 

Short, rushed encounters with providers often left women feeling frustrated, ignored, or 353 

excluded from medical decision-making processes. As appointment times rarely 354 

accommodated all health concerns, some women felt their needs were unmet. Trinity voiced 355 

this fear: “I feel like if I have a list of concerns, which I usually do, then maybe I have to pick 356 

the three most important concerns, and then I deal with the others later.” Almost all women 357 

were able to schedule an appointment within a few days or weeks; however, some experienced 358 

much longer wait times. Three women, who typically received care from publicly funded 359 

clinics, reported extended wait times of several months. Ruby captured this concern, “So if you 360 

call for your check-up… you might have to wait 3 months to get an appointment.” These 361 

extended wait times were likely due to a lack of providers and other resources.  362 

 363 

Primary care providers acted as gatekeepers, providing women with necessary specialist 364 

referrals when needed. While most were satisfied with this process,  a few women 365 

experienced significant delays in obtaining referrals, especially for mental health services. 366 

Lyonesse, enrolled in a Health Maintenance Organization, waited months for a mental health 367 

specialist referral, and noted the critical system failure: “The only one I would have a problem 368 

with is the mental health… they’re really dropping the ball on that...” The failure of the 369 

provider to provide the necessary referral led to her being unable to obtain mental health 370 

services.  371 

Ability to Pay and Affordability 372 

The ability to pay for healthcare is determined by financial capability (e.g., income, savings, 373 

and health insurance coverage) (27). All participating women were employed in low-paying 374 

jobs or relied on fixed incomes and had health coverage, including Medi-Cal (California's state-375 

based version of Medicaid), dual Medicare-Medi-Cal, employer insurance, or Covered 376 
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California (a state-run health insurance marketplace where individuals, families, and small 377 

businesses can purchase private health insurance plans). However, four women (three Latina 378 

and one Black woman) reported periods of uninsurance due to circumstances such as aging out 379 

of Medi-Cal coverage, unemployment or part-time employment, or college enrollment. This 380 

lack of healthcare coverage and high costs of care often led to delays or non-receipt of 381 

healthcare services. For example, Desiree reported delaying prenatal care until the final 382 

trimester because she lacked insurance coverage and could not pay for services. 383 

 384 

Affordability refers to the ability of the health system (including insurance, providers, and 385 

government) to manage patient costs, and encompasses both direct and indirect costs, as well 386 

as opportunity costs. (27). Health system structures presented barriers to affordability through 387 

several mechanisms related to direct, indirect, and opportunity costs. Women enrolled in Medi-388 

Cal typically received free medical services or had minimal copays for office visits or 389 

prescriptions. However, prescription coverage was not always reliable, as women occasionally 390 

reported being billed for expensive prescription copays they could not afford. For example, two 391 

women on Medi-Cal received costly bills for medications that caused significant financial 392 

stress until their insurance plans eventually waived the charges. The design of some insurance 393 

plans, such as employer plans, posed barriers that resulted in one woman avoiding utilizing her 394 

employer’s health plan for 18 months. Because of high costs, Desiree avoided seeking care: “I 395 

would try not to go to the doctors because the co-pays were actually pretty expensive.” Health 396 

systems did not systematically address indirect costs, as women typically had to rely on 397 

informal childcare or low-cost transportation options, such as buses, rides from family or 398 

friends to minimize costs; however, some women were provided with paratransit services or 399 

paid caregivers who could take them to appointments. Finally, some health facilities addressed 400 
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opportunity costs by offering extended hours of services, which enabled full-time employed 401 

women to attend appointments. 402 

Ability to Engage and Appropriateness  403 

Engagement with health care is the individual’s ability and motivation to engage in decision-404 

making about preventive care or treatment (27). We found that while women with chronic 405 

diseases typically adhered to provider appointments and prescribed treatments, younger, 406 

healthier women often engaged more sporadically, seeking care only for acute illnesses or 407 

pregnancy-related care. For example, Desiree, who was in her twenties, noted she had a usual 408 

source of care but lacked an assigned primary care provider, and confessed, “I do not get health 409 

screenings. I haven’t gotten one in quite a while.” Younger women’s sporadic engagement 410 

with care intensified during the COVID-19 pandemic due to reasons such as fear of contracting 411 

the COVID-19 virus, restrictive health facility protocols, or not prioritizing preventive care. 412 

Women like Destiny, recalled avoiding recent provider visits—“I have not been since the 413 

COVID. The only time I’ve been up to [Hospital] was to get tested to make sure that I don’t 414 

have COVID.”  415 

 416 

Participants demonstrated engagement through seeking health information and proactive 417 

decision-making to achieve desired health outcomes. Knowing how to access healthcare 418 

information empowered some women to make informed choices about insurance, healthcare 419 

options, and treatment adherence. For instance, when Ellie’s provider discouraged her from 420 

having a child and recommended adoption, she proactively secured a referral to an obstetrician 421 

for conception services, demonstrating self-advocacy to achieve her personal health goals. 422 

Positive provider relationships encouraged mutual understanding and shared decision-making 423 

about healthcare options, further promoting engagement.  424 

 425 
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Appropriateness refers to the fit between individuals' needs and health services, encompassing 426 

interpersonal and technical quality, timeliness, coordination, and continuity of care (27). The 427 

women who developed long-term trusting relationships with their providers particularly valued 428 

continuity of care. River reflected on her preference for family-centered care: “I just liked that 429 

he was the doctor to me, my mom, my brother, my son.” For women with several chronic 430 

diseases like Talia, appropriateness meant feeling known and personally cared for: “She’s 431 

[primary care provider] nice. She conversates with me. She laughs with me; she jokes with me. 432 

She makes sure she makes me feel good when I come in here ‘cause she knows all of these 433 

sicknesses that I have." 434 

 435 

While the women mostly felt their providers were technically proficient, a few reported 436 

incidents of poor quality or inappropriate services. For example, Carmelita felt discriminated 437 

against after a physician mistakenly assumed that she was homeless and refused to examine a 438 

skin rash, prompting her to seek care elsewhere. The quality of care coordination differed by 439 

facility and insurance plan. For older women with multiple chronic diseases, continuity of 440 

primary care services and the provider's coordinating role were essential. Strong relationships 441 

with primary care providers that actively managed complex healthcare needs encouraged 442 

women to consistently engage with care, which may have led to better chronic disease 443 

management. 444 

Discussion 445 

Access to primary care for our sample of low-income women, who were predominantly Medi-446 

Cal beneficiaries, was driven by a complex interplay of facilitators and persistent barriers 447 

following the ACA’s expansion of Medicaid in California. In the context of the ACA’s 448 

Medicaid expansion, the low-income women continued to encounter significant barriers to 449 

primary care access, including coverage gaps, complex navigation challenges, long 450 
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appointment wait times, and discrimination in healthcare settings. These persistent barriers 451 

indicate that Medicaid expansion alone is insufficient to achieve equitable access without 452 

addressing provider- and system-level structural factors that influence the quality and 453 

continuity of care. 454 

Healthcare needs and perceptions about the need for healthcare  455 

Participating women were more likely to prioritize healthcare needs if they had acute symptoms 456 

that required immediate attention. These findings are consistent with prior U.S. studies that 457 

showed homeless women only sought medical attention when their symptoms were severe (36, 458 

37). Compared to previous studies that demonstrate family and work responsibilities impede  459 

access for immigrant Latinas  (18), women receiving reproductive services (21), and homeless 460 

women (36, 38), the majority of the women in our sample reported few competing needs.  461 

 462 

Health literacy—the ability to “find, understand, and use information and services” (39)- is a 463 

key component of access. Challenges reported by the low-income women in our study, such 464 

as difficulty understanding and navigating complex health systems, are consistent with the 465 

barriers often related to functional health literacy. However, some women countered this by 466 

proactively seeking information from providers on conditions and treatment options. These 467 

proactive women tended to be younger or have higher levels of education, findings which are 468 

consistent with earlier studies that link higher educational attainment with higher levels of 469 

health literacy (40-42).  470 

Healthcare-seeking behaviors and reaching primary care 471 

Health system factors that promoted participating women’s access to primary care included 472 

convenient scheduling mechanisms, flexible open hours, and close geographic proximity to 473 

clinics. This finding is consistent with a study of low-income urban women that showed 474 

convenient scheduling and short wait times improved access to prenatal care (22). While most 475 
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women could access reliable and affordable transportation, some reported occasional 476 

challenges. Other U.S.-based studies have also found that inadequate transportation hinders 477 

access for uninsured immigrant women (17, 18), rural women (43), and those receiving 478 

reproductive healthcare services (13, 15, 21, 23).  479 

 480 

For some women in this study, the need for social support to navigate access to primary care 481 

was influenced by intersecting individual, familial, and cultural factors. These findings are 482 

consistent with prior research demonstrating the key role social support from family and friends 483 

played in promoting access for immigrant women (17, 18, 44-46), and its absence is a 484 

significant barrier (18). We found that for some women, professional navigation services 485 

provided a critical bridge to accessing needed care. The supportive role of care coordinators in 486 

arranging transportation and resources can help women overcome these specific barriers (47).  487 

Healthcare utilization and consequences 488 

Despite ACA provisions mandating that Medi-Cal cover preventive care without patient cost 489 

sharing, some women enrolled in Medi-Cal were not up to date with breast cancer or colorectal 490 

cancer screenings. Only 25% of those women eligible for colorectal cancer screenings had 491 

undergone colonoscopies. Non-adherence to colon cancer screening may be linked to anxiety, 492 

inconvenience, or fear of discomfort (48). In our sample, two younger Latinas and one Black 493 

woman reported they had not had a recent check-up due to lack of coverage or competing 494 

needs. These findings are consistent with a 2020 national survey that found low-income (64%), 495 

uninsured (41%), younger (18-25 years) (59%), and Hispanic women (67%) were less likely 496 

to have had a recent check-up in the past 2 years, compared to other groups (49). In low-income 497 

populations, uninsured status, especially among immigrant Latina women (15, 17, 18, 50), as 498 

well as competing needs and transportation difficulties (51), are persistent barriers to primary 499 

care.  500 
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 501 

Several women reported experiences with healthcare discrimination based on racial-ethnic 502 

minority status, gender, history of mental illness, or housing status. This perceived 503 

discrimination resulted in inappropriate care and mistrust of providers. Our findings that 504 

discrimination and stigma lead to medical mistrust and delayed or non-receipt of care are 505 

supported by a systematic review (52), and several U.S. studies across different populations of 506 

vulnerable women, including immigrants (16, 53, 54), reproductive health services (23, 55), 507 

rural areas (43), and publicly insured adults (56).  508 

 509 

Conversely, positive patient-provider relationships facilitated engagement with care. Women 510 

who reported strong relationships with their providers appeared more satisfied with their care 511 

and demonstrated better adherence to regular check-ups, preventive screening, and prescribed 512 

treatments. These findings are consistent with extensive research that demonstrates effective 513 

patient-provider communication, compassionate care, provider competency, and continuity of 514 

care promote trust and improve low-income women’s satisfaction with preventive and  515 

reproductive healthcare services  (22, 55, 57). 516 

Study limitations 517 

These findings are subject to several limitations, which may impact their transferability to 518 

other urban California settings or different geographic regions in the U.S. Our inclusion 519 

criteria restricted our sample to low-income women who had previously engaged with and 520 

accessed primary care at any time since California’s Medicaid expansion. Therefore, women 521 

without insurance coverage for the duration of the period under consideration were ineligible 522 

for participation in this study. As our sample consisted mainly of Black and Latina women, 523 

this meant that the healthcare experiences of women from other minority groups, such as 524 

Asian/Pacific Islander and Native Americans, are not represented. The exclusion of non-525 
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English-speaking immigrants from participation was also a limitation, as funding was not 526 

available for translation services. Our findings may also be limited as the perspectives of 527 

women living specifically in affordable housing might not represent those of low-income 528 

women living in other settings. Offering different interview modes (Zoom, phone, and in-529 

person) may have affected the interviewers’ ability to observe non-verbal cues or establish 530 

rapport; however, using the same semi-structured interview guide with all participants 531 

minimized the impact associated with different interview modalities. Additionally, women 532 

may have provided socially desirable responses, particularly around sensitive topics, which 533 

could have distorted the findings (58). Finally, the deductive analysis applied the dimensions 534 

outlined in Levesque’s framework, potentially restricting emerging concepts or themes. To 535 

address these limitations, we recommend that future qualitative research prioritize exploring 536 

barriers in more diverse populations of vulnerable women.  537 

Applicability of Levesque’s framework 538 

Levesque’s framework was selected for the deductive analysis because it provides a 539 

comprehensive and multidimensional structure of healthcare access and a systematic way to 540 

categorize factors that influence women's access to care (28). We found most dimensions, such 541 

as the ability to reach, ability to pay, affordability, appropriateness, and availability/ 542 

accommodation, were easily operationalized and captured during the coding process. However, 543 

less easily definable constructs, such as acceptability and approachability, proved more 544 

difficult to measure directly (28). Since some framework dimensions involve a complex 545 

interplay of cultural, personal, and social factors, this suggests they are better captured using 546 

qualitative methodology. While Levesque’s framework accounts for physical and social living 547 

environments, it does not consider wider macro-level factors that influence healthcare access. 548 

For example, the framework fails to account for how healthcare policies, such as the ACA, or 549 

overall funding mechanisms, affect population access (59). We suggest the framework be 550 
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enhanced by explicitly incorporating such essential macro-level structural factors—551 

specifically, the socio-economic and political factors that inform national or local healthcare 552 

policies. 553 

Implications and recommendations for policy and practice 554 

Recommendations are structured to directly address the major barriers identified. Some 555 

recommendations extend beyond Levesque’s framework, such as suggestions for initiatives 556 

to combat implicit bias and discrimination in healthcare settings.  557 

 558 

Enhancing health services and navigation of access 559 

We found that lower-income women often require assistance with navigating better access 560 

and flexible services to address logistical barriers to primary care. To address this, policies 561 

and programs should streamline the process involved with reaching healthcare services and 562 

offer expanded health services. 563 

Support with patient navigation and enrollment: Healthcare delivery systems should 564 

invest more in patient navigation services (such as those provided by case managers, patient 565 

navigators, or social workers) to assist low-income women with enrolling in coverage, 566 

locating in-network providers, scheduling appointments, and arranging transportation. 567 

Enhancing clinic services: Health system-driven strategies include more efficient 568 

appointment scheduling mechanisms, accessible online health apps and portals, increased 569 

appointment availability to reduce wait times, expanded clinic hours, and telehealth services. 570 

Recent initiatives, such as California’s 2022 CalAIM program, established Enhanced Care 571 

Management (ECM) and Community Supports, which provide in-person care management 572 

and non-medical supports (e.g., housing, nutrition, transportation) to high-need Medi-Cal 573 

beneficiaries in managed care plans (60). Such programs offer promising approaches to 574 
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providing integrated medical, behavioral, and social services, and could be beneficial for low-575 

income women with complex and intersecting medical and social challenges. 576 

Addressing health system barriers to access 577 

Utilization of care was often influenced by the women’s personal health beliefs, level of 578 

health literacy, and experiences of discrimination. To ensure care is both acceptable and 579 

appropriate, health systems must address cultural competency, organizational health literacy, 580 

and systemic bias. 581 

Culturally Competent Care and Health Literacy: To provide acceptable and appropriate 582 

services, strategies include cultural matching of providers with patients and using culturally 583 

appropriate materials. Healthcare services need to systematically promote strategies to 584 

enhance health literacy, such as ensuring health information is accessible and understandable, 585 

and providers consistently provide clear patient education (61).  586 

Tackling discrimination: To combat discriminatory practices in healthcare settings, it is 587 

essential to develop long-term educational strategies focused on systematically training 588 

diverse groups of healthcare providers across different healthcare settings (62). This includes 589 

health system-mandated training of healthcare workers in cultural competency and required 590 

curricula on implicit bias, early in clinician training programs (63).  591 

Conclusion 592 

This qualitative study provides insight into the experiences of urban low-income women 593 

(predominantly Medi-Cal recipients) accessing primary care post-Medicaid expansion in 594 

California. Our findings emphasize that access is shaped by a dynamic interplay of demand-595 

side individual factors (self-efficacy, health literacy, social support) and supply-side health 596 

system factors (geographic proximity, availability and accommodation, continuity and quality 597 

of provider-patient relationships). While factors like affordable coverage and available health 598 

services (e.g., flexible scheduling/telehealth) are key facilitators of access, barriers include 599 
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disruptions in coverage, navigation difficulties, long waits/referral bottlenecks, poor provider 600 

communication, and discrimination in healthcare settings. These findings demonstrate that 601 

while Medicaid coverage is an essential component of access for low-income women, other 602 

barriers often impede access to timely and appropriate primary care.  603 

 604 

The findings provide a foundation for policymakers and practitioners to develop multilevel 605 

programs and interventions, beyond insurance coverage, that target navigation support and 606 

linkage of low-income women, especially those with complex healthcare needs, to 607 

comprehensive and coordinated care management (e.g., CalAIM services). We further 608 

recommend extending Levesque’s framework to explicitly incorporate macro-level structural 609 

drivers (e.g., policy design and financing) to better capture determinants of equitable access 610 

and guide the design of interventions to reduce health inequities.   611 
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