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 Short-Term Impacts of Coverage Loss 

in a Medicaid Population: Early Results 

From a Prospective Cohort Study 

of the Oregon Health Plan

ABSTRACT
PURPOSE Medicaid programs in all 50 states recently implemented cost-saving 
strategies, including benefi t reductions, cost sharing, and tightened administra-
tive rules. These changes resulted in loss of insurance coverage for thousands of 
low-income adults nationwide. In this study we assessed the immediate impacts 
of disrupted and lost Medicaid coverage on adults enrolled in the Oregon Health 
Plan (OHP) when program changes were implemented. 

METHODS Data come from baseline survey results of a prospective cohort study 
designed to assess the impacts of OHP changes on adult benefi ciaries. We used 
bivariate and multivariate analyses to examine the effects of disrupted and lost 
insurance coverage on unmet health care needs, utilization, and medical debt 
occurring in the fi rst 10 months after OHP changes were implemented.

RESULTS After OHP changes were implemented, 31% of enrolled adults reported 
losing coverage, and another 15% reported disrupted coverage. Controlling for 
demographic characteristics, income, and health status, those with disrupted 
coverage were less likely to have a primary care visit (odds ratio [OR] = .66; 
P <.05) and more likely to report unmet health care needs (OR = 1.85; P <.01) 
and medical debt (OR = 1.99; P <.01) when compared with those continuously 
insured. Those who lost coverage were less likely to have a primary care visit (OR 
= 0.18; P <.01) and more likely to report unmet health care needs (OR = 5.55; 
P <.01), unmet medication needs (OR = 2.05; P <01), and medical debt (OR = 
3.06; P <.01) than those continuously insured. 

CONCLUSIONS Medicaid program changes that increase cost sharing and limit 
enrollment have signifi cant negative impacts on health care access and utiliza-
tion among Medicaid benefi ciaries; these impacts occur rapidly, within the fi rst 
10 months after changes.

Ann Fam Med 2006;4:391-398. DOI: 10.1370/afm.573 .

INTRODUCTION

M
edicaid plays a major role in ensuring access to care for more than 

50 million low-income Americans. A growing body of research 

shows that the expansion of Medicaid programs during the last 

2 decades resulted in improved health care access for millions of low-

income adults and children.1-5 During the recent economic downturn, how-

ever, all 50 states implemented cost-containment strategies affecting mil-

lions of Medicaid benefi ciaries nationwide.6 For example, in 2004, 19 states 

reduced benefi ts, including those for vision, dental, and mental health; 

21 states restricted eligibility by tightening administrative rules or expand-

ing premiums; and 20 states expanded or added co-payments.1 Recent 
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research examining the impacts of Medicaid changes 

suggests that several states reported declining enroll-

ment after the implementation of program changes.7 

Losing public insurance coverage has serious 

consequences for low-income adults. Most who lose 

Medicaid coverage do not have access to other health 

insurance and become uninsured.1,8-10 Abundant lit-

erature shows that uninsured persons, especially those 

with low incomes, are more likely to have unmet health 

care needs and poorer health than those with insur-

ance. In contrast, persons with insurance and a usual 

source of care have better access to care and better 

overall health outcomes.9-22 

Most research examining the impact of uninsurance 

on low-income populations compares uninsured with 

insured populations or assesses the impact of lost cov-

erage after a 1- to 2-year period.23,24 There is very little 

information about the more immediate effects of lost 

coverage on low-income adults enrolled in Medicaid. 

Recent Changes in the Oregon Health Plan
In March 2003, Oregon implemented cost-containment 

mechanisms in the Oregon Health Plan (OHP). Oregon 

developed OHP2, which comprised 2 distinct Medicaid 

benefi t packages: OHP Plus and OHP Standard. OHP 

Plus serves the categorically eligible Medicaid popula-

tion (families receiving Temporary Assistance for Needy 

Families and disabled adults) and remained largely 

unchanged. OHP Standard covers the expanded eligi-

bility population (low-income single adults and couples 

with no children) and included several changes. First, 

premiums and co-payments were increased. The amount 

of sliding-scale premiums remained the same for single 

persons but doubled for couples, with the new monthly 

premiums ranging from $6 to $20 per person. Groups 

with previous premium exemptions, including the home-

less and those with no income, were also required to pay 

premiums. Second, certain benefi ts, including behavioral 

health services, dental services, durable medical equip-

ment, and vision services, were eliminated. Finally, a 6-

month lockout was instituted for members who missed a 

monthly premium payment. 

To help understand the impact of these changes on 

OHP benefi ciaries, a 3-year cohort study was launched 

in 2003 with the intention of observing a representative 

sample of the Oregon Medicaid population for 3 years. 

The objectives of the ongoing study are to assess the 

short and long-term impact of policy changes on indi-

viduals’ insurance coverage, access to and utilization of 

health care, family fi nances, and health status. 

The fi ndings presented here describe the short-

term impacts of lost or disrupted coverage on health 

care access, utilization, and fi nancial outcomes. Three 

groups of adults are compared for the 8- to 10-month 

period immediately after the OHP program changes: 

persons with stable insurance coverage, those who 

lost coverage but regained insurance before the end 

of the study period, and those who lost coverage and 

remained uninsured.

METHODS
Study Population
The study population included adults aged 19 years 

and older who were enrolled in the OHP for at least 

30 days before program changes were implemented 

in the OHP Standard population. A stratifi ed random 

sample of 10,600 potential cohort members was drawn 

from Medicaid eligibility fi les, divided evenly between 

adults in OHP Standard and OHP Plus. Oversampling 

was used to ensure adequate representation of African 

American, Native American, and Hispanic adults. After 

excluding those who had died, had moved out of state, 

or had no current address, 8,260 persons were eligible 

for panel recruitment. 

We recruited study participants using multiwave 

mail methods, with reminder cards and a second 

request sent to nonrespondents. A total of 2,783 adults 

responded and became part of the panel, for a response 

rate of 34%. The research protocol was approved by 

Portland State University’s Human Subjects Research 

Review Committee.

Data Collection
An unique survey instrument was designed to assess 

insurance status, heath care access, utilization, and 

fi nancial and health outcomes. The instrument was 

created using widely accepted data collection tools, 

including the Consumer Assessment of Health Plans 

(CAHPS) survey, the Community Tracking Study, and 

the SF-12 health assessment instrument.25-27 Cognitive 

pretesting of the survey instrument was conducted with 

a small sample of OHP members who agreed to partici-

pate in a validation interview. Spanish language survey 

instruments were translated and then independently 

back-translated to ensure fi delity. Survey instruments 

were mailed between November 2003 and January 

2004, approximately 8 to 10 months after the policy 

changes were implemented in March 2003. To mini-

mize recall bias, the survey instrument asked respon-

dents about their experiences in “the last 6 months.” 

Principal Measures
Coverage Pattern

Based on responses to a set of insurance status ques-

tions, respondents were placed into 1 of 3 groups. The 

stable coverage group comprised those who remained 

continuously enrolled in OHP after the program rede-
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sign and were still enrolled in OHP at the time of the 

survey. The disrupted coverage group comprised those 

who left OHP after the redesign, but returned to OHP 

or found other insurance by the time of the initial sur-

vey. The lost coverage group comprised those who left 

OHP after the redesign and remained uninsured at the 

time of the survey. 

Access to Care

Unmet need was the principal measure of access. 

Respondents were asked whether, at any time in the 

past 6 months, they needed care but failed to receive 

it. Respondents were also asked whether they were 

unable to afford needed prescription medications at 

any time in the last 6 months. 

Health Care Utilization

Respondents were asked how many times they had a 

visit with a clinician, excluding hospitals and emergency 

departments, in the preceding 6 months. They were also 

asked how many times they had visited a hospital emer-

gency department in the previous 6 months. Responses 

to each question were collapsed into 2 categories: those 

with no visits, and those with at least 1 visit. 

Financial Impacts

Respondents were asked to estimate how much money 

they currently owed health care providers, credit cards, 

or other loan companies for medical expenses. Responses 

were collapsed into 2 categories: those owing less than 

$500, and those owing $500 or more in medical debt. 

Analyses 
Statistical tests were performed using SPSS version 

13.0; χ2 tests of independence were conducted to assess 

associations between insurance status and access to health 

care and medications, utilization, and medical debt. 

To assess the net effect of insurance status on out-

comes, we used multivariate logistic regression to esti-

mate the relative odds of each outcome while controlling 

for age, sex, race, language, education, income as a 

percentage of federal poverty level, self-reported health 

status, and chronic illness. We defi ned respondents as 

chronically ill if they reported any of the following 

conditions: diabetes, asthma, congestive heart failure, 

chronic obstructive pulmonary disease, or hypertension. 

RESULTS 
Insurance Status
A total of 2,783 adult OHP benefi ciaries returned 

survey instruments (34% response rate). Although 

demographic characteristics of the study sample were 

similar to those of the OHP population, respondents 

were more likely to be female, white, and English-

speaking than nonrespondents, as shown in Table 1. 

Because program changes were implemented only in 

OHP Standard, analyses are limited to this population. 

A total of 1,378 OHP Standard enrollees returned 

baseline survey instruments. Of those responders, 95% 

(n = 1,300) reported their insurance status and are thus 

included in the analyses. African Americans, Hispanics, 

and individuals with less than a high school education 

were signifi cantly less likely to report insurance infor-

mation. There were no differences by age, sex, income, 

or health status. 

In the fi rst 10 months after OHP changes were 

implemented, 55% (n = 712) of OHP Standard cohort 

members reported maintaining stable coverage, 14% 

(n = 183) reported disrupted coverage (left OHP, but 

regained coverage), and 31% (n = 405) reported lost 

coverage (left OHP and remained uninsured). Demo-

graphic characteristics of each group are displayed in 

Table 2. Those who reported disrupted or lost cover-

age were younger, more likely to be male, white, and 

in the highest income group (100% of federal poverty 

level). Those with stable coverage were more likely to 

be Native American, have very low or no incomes, and 

have a chronic illness compared with those who had 

disrupted or lost coverage.

Access to Health Care and Medications
Lost or disrupted coverage was signifi cantly associated 

with unmet need. As shown in Figure 1, 67% of those 

Table 1. Comparison of Study Respondents 
with Eligible Sample

Demographic 
Characteristics

Eligible 
OHP Sample
n = 8,260

%

Study 
Respondents
n = 2,783

%

Sex, female* 60.6 67.3

Race/ethnicity*   

Asian 3.5 2.1

African American 10.0 8.1

Hispanic 14.1 11.4

Native American/
American Indian

9.5 9.3

White 62.8 69.1

Primary language*   

English 87.9 92.1

Spanish 7.6 5.9

Other 4.5 1.7

Eligibility category   

OHP Plus 51.6 50.5

OHP Standard 48.4 49.5

OHP = Oregon Health Plan.

* P <.05. 
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who lost coverage reported unmet health care needs, 

compared with 40% of those with disrupted coverage 

and 28% of those with stable coverage. The proportion 

of respondents reporting unmet medication needs were 

similar among those with stable and disrupted coverage 

(46%). Those who lost coverage, however, reported sig-

nifi cantly higher rates (61%) of unmet medication needs. 

When all respondents were asked to identify why 

they did not get needed care, the principal access bar-

rier for most was cost: 74% of those with disrupted or 

lost coverage indicated that cost was the reason, com-

pared with 52% of those with stable coverage (P <.001, 

analysis not shown).

Health Care Utilization
Respondents were asked how many times they had a 

primary care visit in the preceding 6 months. As shown 

in Figure 2, respondents who lost coverage were sig-

nifi cantly less likely than the other groups to 

have a primary care visit. Only 45% of those 

who lost coverage had a visit compared with 

74% of those with disrupted coverage and 

82% of those with stable coverage. Visits to 

hospital emergency departments were compa-

rable across all 3 coverage groups. 

Financial Impacts
There was also a signifi cant relationship 

between medical debt and insurance status. 

Forty percent of those who lost coverage 

reported owing $500 or more in medi-

cal debt compared with 31% of those with 

disrupted coverage and 20% of those with 

stable coverage. Those who lost coverage 

were also signifi cantly more likely to have 

been denied care because of unpaid medical 

bills (Figure 3). 

 Multivariate Analysis
To estimate the net effect of insurance cover-

age on outcomes, multivariate logistic regres-

sion was performed for each of the signifi cant 

outcome measures: unmet health care and 

medication needs, primary care utilization, 

and medical debt. Models were adjusted for 

age, sex, race, language, education, income 

as a percentage of the federal poverty level, 

health status, and chronic illness. Adjusted 

odds ratios for coverage patterns are dis-

played in Table 3, and full models are shown 

in Table 4. 

As shown in Table 3, compared with those 

with stable coverage, respondents with dis-

rupted coverage were signifi cantly more likely 

to report unmet health care needs, were less 

likely to have a primary care visit, and were 

more likely to have medical debt of $500 or 

more. Also compared with the stably insured, 

those who lost coverage were signifi cantly 

more likely to report unmet health care needs 

and medication needs, were less likely to have 

a primary care visit, and were more likely to 

owe $500 or more in medical debt. 

Table 2. Sample Characteristics by Insurance Status

Demographic
Characteristic

Stable 
Coverage
(n = 712) 

%

Disrupted 
Coverage
(n = 183) 

%

Lost 
Coverage
(n = 405)

%

Mean age, y* 42 38 39

Sex†    

Female 67 58 60

Male 33 42 40

Total 100 100 100

Race/ethnicity*    

White (non-Hispanic) 67 71 72

Black (non-Hispanic) 5 5 7

American Indian/
Alaskan Native 
(non-Hispanic)

12 9 4

Other (non-Hispanic) 5 3 6

Hispanic 11 12 11

Total 100 100 100

Primary language    

English 92 92 95

Spanish 8 8 5

Total 100 100 100

Education    

> High school 45 54 46

High school/GED 35 29 36

< High school 20 17 18

Total 100 100 100

Income as percentage of FPL*   

100+ 8 18 20

26-100 45 55 39

1-25 23 14 20

0 18 10 15

Not reported 6 3 6

Total 100 100 100

Health status    

Very good, excellent 21 28 22

Good 34 37 37

Fair, poor 45 35 41

Total 100 100 100

Any chronic illness†    

No 47 55 55

Yes 53 45 45

Total 100 100 100

GED = general equivalency diploma; FPL = federal poverty level. 

* χ2, P <.01.
† χ2, P <.05.
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DISCUSSION
Results from the baseline OHP cohort survey indicate 

that nearly one half (45%) of the OHP Standard popu-

lation experienced disrupted or lost coverage in the 

fi rst 10 months after the OHP redesign. This result is 

consistent with the OHP administrative data, which 

show a 46% decline, from 88,874 to 47,957 covered 

lives, between February and December 2003. This 

decline stands in stark contrast to the same period 

1 year before the policy changes, when enrollment 

among the same population declined by only 3% from 

93,722 (February 2002) to 91,174 (December 2002).28 

OHP program changes were identifi ed by respon-

dents as a primary reason for losing coverage. As 

reported in earlier research on the same popula-

tion, nearly one half (44%) of those losing coverage 

reported that program costs and ineligibility because 

of a missed premium were the main reasons for losing 

coverage. Other common reasons for leaving OHP 

included increased income (31%) and obtaining private 

insurance coverage (10%).29

OHP benefi ciaries who lost coverage reported sig-

nifi cantly worse health care and medication access and 

signifi cantly higher medical debt than those with stable 

coverage. These results are similar to the fi ndings of 

a study conducted on a clinical sample of California 

Medicaid enrollees more than 2 decades ago. Lurie et al9 

examined changes in access to care for a 6-month period 

among 215 Medi-Cal benefi ciaries whose benefi ts were 

terminated. Among those terminated, 62% reported 

being unable to obtain needed medical care compared 

with only 7% of those who remained insured. Moreover, 

clinically signifi cant increases in uncontrolled hyperten-

Figure 1. Unmet health care need by insurance status.

Unmet Need: P = .001, χ2 test.

Prescriptions: P = .001, χ2 test.
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Did Not Get it in the Last 6 Months
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Prescriptions in the Last 6 Months

Percentage

Figure 2. Utilization of health care by insurance status.

Primary care: P = .001, χ2 test.

Emergency department visits: not signifi cant.
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Figure 3. Financial outcomes by insurance status.

Medical debt: P = .001, χ2 test.

Refused care: P = .001, χ2 test.
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Table 3. Adjusted Odds Ratios for Reporting Unmet Health Care Needs, Primary Care Utilization, 
and Medical Debt in the Past 6 Months

Insurance Status

Odds of Unmet 
Health Care Needs

n = 1,271

Odds of Unmet 
Medication Needs

n = 1,271

Odds of 
Primary Care Use 

n = 1,272

Odds of 
Medical Debt

n = 1,239

Stable coverage 1.00 1.00 1.00 1.00

Disrupted coverage 1.85* (1.28-2.67) 1.16 (0.81-1.68) 0.66†(0.44-0.99) 1.99* (1.35-2.93)

Lost coverage 5.55* (4.17-7.38) 2.05* (1.55-2.71) 0.18* (0.13-0.24) 3.06* (2.28-4.12)

Note: Model adjusted for age, sex, race, language, income, education, health status, and chronic disease. 

*  P <.01.
†  P <.05.

Table 4. Adjusted Odds Ratios for Reporting Unmet Health Care Needs, Primary Care Utilization 
and Medical Debt in the Past 6 Months—Full Model

Characteristics

Odds of Unmet 
Health Care Needs

n = 1,271

Odds of Unmet 
Medication Needs

n = 1,271

Odds of Primary 
Care Use

n = 1,271

Odds of 
Medical Debt

n = 1,239

Insurance status

Stable coverage 1.00 1.00 1.00 1.00

Disrupted coverage 1.85* 1.16 0.66† 1.99*

Lost coverage 5.55* 2.05* 0.18* 3.06*

Age 0.98† 0.99 1.00 0.97*

Sex     

Female 1.00 1.00 1.00 1.00

Male 0.95 0.74† 0.52* 1.46†

Race/ethnicity     

White (non-Hispanic) 1.00 1.00 1.00 1.00

Black (non-Hispanic) 1.06 0.99 0.89 1.31

American Indian/Alaskan 
Native (non-Hispanic)

0.68 0.49† 0.96 0.74

Other (non-Hispanic) 1.21 0.57 0.85 1.05

Hispanic 1.19 1.45 0.82 1.03

Primary language     

English 1.00 1.00 1.00 1.00

Spanish 0.32* 0.16* 0.60 0.41†

Education     

More than high school 1.00 1.00 1.00 1.00

High school/GED 0.61* 1.04 0.67* 0.74

Less than high school 0.74* 1.35 0.62† 1.42

Income as % of FPL     

100%+ 1.00 1.00 1.00 1.00

26%-100% 1.15 0.86 0.82 0.64

1%-25% 1.13 0.71 0.79 0.54

0% 0.99 0.61 0.56 0.44

Not reported 0.98 1.01 0.63 1.31

Health status     

Very good/excellent 1.00 1.00 1.00 1.00

Good 1.41† 1.92* 1.01 1.91†

Fair/poor 3.04* 3.76* 1.93† 4.38*

Any chronic illness     

No 1.00 1.00 1.00 1.00

Yes 1.18 2.24* 1.39† 1.33†

GED = general equivalency diploma; FPL = federal poverty level.

* P <.01. 
† P <.05.



ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 4, NO. 5 ✦ SEPTEMBER/OCTOBER 2006

397

SHORT-TERM IMPAC TS OF COVER AGE LOSS

sion that were evident among those whose Medi-Cal 

coverage was terminated did not occur among those who 

retained insurance. A follow-up study at 1 year conducted 

on the same population indicated that although access 

 to care among those terminated remained far worse than 

those with insurance, there was no signifi cant decrease in 

access to care at 12 months than at 6 months.10 

In the current study, disruptions in insurance cover-

age were also associated with an increased likelihood 

of unmet need and medical debt. These fi ndings are 

similar to those of previous research conducted with 

a national sample of low-income adults.24 In the lat-

ter study, respondents who reported at least 1 gap in 

health insurance over a 2-year period were 2 to 3 times 

more likely to report unmet health care and medication 

needs and to have trouble paying medical bills than 

respondents with continuous insurance.

Interestingly, there was no relationship in the cur-

rent study between lost or disrupted coverage and 

emergency department utilization in the 6-month 

reporting period. It is possible that the reporting 

period was too brief for declining primary care or 

medication access to cause increased emergency 

department use. Another reasonable explanation is that 

there were fi nancial disincentives for all 3 groups. For 

those with stable insurance, the imposition of a $50 

co-payment may have acted as a disincentive; for the 

uninsured or unstably insured, fear of receiving medi-

cal bills with no insurance coverage may have done so.

Limitations
There were limitations in the current study. First, it 

relied heavily on self-report, which can be subject to 

recall bias.30 To limit this bias, multiple items were used 

to examine issues such as access to care, all based on 

well-validated surveys. Additionally, a 6-month recall 

period was used, rather than a 1-year period, to mini-

mize recall bias. 

Self-reported information about health care needs 

and chronic conditions are subject to bias as well. For 

example, it is not clear whether those who reported need-

ing health care actually needed it. On the other hand, 

it is also likely that many of those not reporting health 

care needs may have actually needed care. Similarly, the 

measure of chronic illness in this study depends both on 

having contact with a physician to obtain a diagnosis and 

accurately recalling that this event occurred. 

Finally, our survey response rate was approximately 

34%, a rate comparable to those of other studies of 

Medicaid populations, even those that used telephone 

follow-up.31 As in similar studies, questions still arise 

about nonresponse bias. For example, individuals with 

no current address were excluded from the study, 

which likely results in underreporting the experiences 

of some populations, including the homeless or persons 

in transitional housing. Additionally, although 95% of 

respondents reported insurance information, a higher 

percentage of African Americans, Hispanics, and less-

educated respondents did not report this information. 

It is possible, therefore, that these fi ndings underesti-

mate the extent to which these groups were affected 

by changes in insurance status. There is also the pos-

sibility of unmeasured differences between responders 

and nonresponders. For example, if those who were 

more adversely affected by program changes were also 

more likely to respond to the survey, results presented 

here may overestimate the impacts of coverage loss 

or disruptions. On the other hand, the proportion of 

responders in the survey cohort who reported losing 

coverage (45%) was very similar to the actual number 

known to have lost coverage based on Medicaid enroll-

ment data (46%). This similarity provides some measure 

of confi dence for the estimates reported in this analysis. 

Policy Implications
As many states continue to struggle with fi nancing 

their Medicaid programs and as the federal budget 

proposes deep cuts in Medicaid funding, the fi ndings 

presented here should give rise to a serious discus-

sion about the potentially negative impacts of policy 

options that include increasing cost sharing or limiting 

enrollment. 

Early fi ndings from this ongoing cohort study sug-

gest that increased cost sharing and tightened admin-

istrative rules in Oregon resulted in immediate loss of 

coverage, unmet health care needs, and increased debt 

for a substantial number of low-income adults. More-

over, even relatively brief gaps in coverage can lead 

to decreased access and increased fi nancial burden. 

It is reasonable to assume that short-term reductions 

in access to health care and medications may result 

in worsening health status with time and may lead to 

increased risk of emergency department utilization 

or hospitalization. Although it is too soon to address 

the long-term impacts of disrupted insurance coverage 

in Oregon, surveys of subsequent waves of the study 

cohort will be able to address more fully these impor-

tant questions.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/4/5/391. 

Submitted October 17, 2005; submitted, revised, February 9, 2006; 
accepted February 27, 2006.

Key words: Medicaid; insurance coverage; health care access; delivery 
of health care; organization and administration

A version of this manuscript was presented at the American Public 
Health Association, Washington, DC, 2004.



ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 4, NO. 5 ✦ SEPTEMBER/OCTOBER 2006

398

SHORT-TERM IMPAC TS OF COVER AGE LOSS

Funding support: This research was funded by RWJF State Coverage 
Initiatives in Health Care Reform Grant #0403017 and the Oregon 
Offi ce of Medical Assistance Programs.

Acknowledgments: The authors gratefully acknowledge the Oregon 
Health Research and Evaluation Collaborative, the Offi ce for Oregon 
Health Policy and Research, and the Oregon Offi ce for Medical Assis-
tance Programs. Additionally, this project would not have been possible 
without the efforts of the research team members, especially Charles 
Gallia, Lisa Krois, Jessica Miller, and Heidi Allen. 

References
 1. Schoen C, Lyons B, Rowland D, Davis K, Puleo E. Insurance matters 

for low-income adults: results from a fi ve-state survey. Health Aff 
(Millwood). 1997;16:163-171.

 2. Haber SG, Khatutsky G, Mitchell JB. Covering uninsured adults 
through Medicaid: lessons from the Oregon health plan. Health Care 
Financ Rev. 2000;22:119-135.

 3. Mitchell JB, Haber SG, Khatutsky G, Donoghue S. Impact of the 
Oregon Health Plan on access and satisfaction of adults with low 
income. Health Serv Res. 2002;37:11-31.

 4. Coughlin TA, Long SK, Shen YC. Assessing access to care under 
Medicaid: evidence for the nation and thirteen states. Health Aff 
(Millwood). 2005;24:1073-1083.

 5. Long SK, Coughlin T, King J. How well does Medicaid work in 
improving access to care? Health Serv Res. 2005;40:39-58.

 6. Smith V, Ramesh R, Gifford K, et al. The continuing Medicaid bud-
get challenge: State Medicaid spending growth and cost contain-
ment in fi scal years 2004 and 2005. Kaiser Commission on Medic-
aid and the Uninsured; 2004. 

 7. Artiga S, O’Malley M. Increasing premiums and cost sharing in 
Medicaid and SCHIP: Recent state experiences. Washington DC: 
Kaiser Commission on Medicaid and the Uninsured. 2005. 

 8. Wright BJ, Carlson MJ, Edlund T, et al. The impact of increased 
cost sharing on Medicaid enrollees. Health Aff (Millwood). 
2005;24:1106-1116.

 9. Lurie N, Ward NB, Shapiro MF, Brook RH. Termination from Medi-
Cal--does it affect health? N Engl J Med. 1984;311:480-484.

 10. Lurie N, Ward NB, Shapiro MF, et al. Termination of Medi-
Cal benefi ts. A follow-up study one year later. N Engl J Med. 
1986;314:1266-1268.

 11. Strunk BC, Cunningham PJ. Treading water: Americans’ access to 
needed medical care, 1997-2001. Track Rep. 2002:1-6.

 12. DeVoe JE, Fryer GE, Phillips R, Green L. Receipt of preventive care 
among adults: insurance status and usual source of care. Am J Public 
Health. 2003;93:786-791.

 13. The importance of primary care physicians as the usual source of 
healthcare in the achievement of prevention goals. Am Fam Physi-
cian. 2000;62:1968.

 14. Bindman AB, Grumbach K, Osmond D, Vranizan K, Stewart AL. 
Primary care and receipt of preventive services. J Gen Intern Med. 
1996;11:269-276.

 15. Hayward RA, Bernard AM, Freeman HE, Corey CR. Regular source 
of ambulatory care and access to health services. Am J Public Health. 
1991;81:434-438.

 16. Weissman JS, Stern R, Fielding SL, Epstein AM. Delayed access to 
health care: risk factors, reasons, and consequences. Ann Intern 
Med. 1991;114:325-331.

 17. Gross CP, Mead LA, Ford DE, Klag MJ. Physician, heal Thyself? 
Regular source of care and use of preventive health services among 
physicians. Arch Intern Med. 2000;160:3209-3214.

 18. Ettner SL. The timing of preventive services for women and chil-
dren: the effect of having a usual source of care. Am J Public Health. 
1996;86:1748-1754.

 19. Ettner SL. The relationship between continuity of care and the 
health behaviors of patients: does having a usual physician make a 
difference? Med Care. 1999;37:547-555.

 20. Yu SM, Bellamy HA, Kogan MD, et al. Factors that infl uence receipt 
of recommended preventive pediatric health and dental care. Pedi-
atrics. 2002;110:e73.

 21. Corbie-Smith G, Flagg EW, Doyle JP, O’Brien MA. Infl uence of usual 
source of care on differences by race/ethnicity in receipt of preven-
tive services. J Gen Intern Med. 2002;17:458-464.

 22. Sudano JJ, Jr., Baker DW. Intermittent lack of health insurance 
coverage and use of preventive services. Am J Public Health. 
2003;93:130-137.

 23. Kasper JD, Giovannini TA, Hoffman C. Gaining and losing health 
insurance: strengthening the evidence for effects on access to care 
and health outcomes. Med Care Res Rev. 2000;57:298-318; discus-
sion 319-225.

 24. Schoen C, DesRoches C. Uninsured and unstably insured: the 
importance of continuous insurance coverage. Health Serv Res. 
2000;35:187-206.

 25. CAHPS 2.0 Survey and Reporting Kit. Silver Springs, MD: Agency 
for Healthcare Research and Quality; 2002. 

 26. Community Tracking Survey, Household Survey Instrument 2000-
2001, Round Three. Washington DC: Center for Studying Health 
System Change; 2004. Technical Publication #54. 

 27. Ware J, Kolinski M, Keller S. How to Score the SF-12 Physical and 
Mental Health Summaries: A User’s Manual. The Health Institute, New 
England Centre; 1995.

 28. OHP Eligibility Report, Month Ending December 2002. Salem, OR: 
Oregon Department of Human Services; 2003. 

 29. Carlson M, Wright B. The Impact of Program Changes on Enrollment, 
Access, and Utilization in the Oregon Health Plan Standard Popula-
tion. Salem, OR: Offi ce for Oregon Health Policy and Research; 2005. 

 30. Guyatt GH, Feeny DH, Patrick DL. Measuring health-related quality 
of life. Ann Intern Med. 1993;118:622-629.

 31. Annual Report of the National CAHPS Benchmarking Database 2000. Rock-
ville, MD: U.S. Agency for Healthcare Research and Quality; 2001.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 300
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU ([Based on '[High Quality Print]'] Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


