The study that we are submitting will update the findings from
earlier work examining the impacts of health reform in
Massachusetts based on a new round of the Massachusetts Health
Reform Survey that is currently in the field. A copy of that
earlier paper is included here. The study will address the
issues included in this paper, as well as new measures related
to issues likely to be of particular concern under national
health reform. These include new questions related to access to
health care, provider capacity, and affordability of care.



Sustaining Health Reform in a Recession:
An Update on Massachusetts as of Fall 2009

Abstract

With the passage of national health reform legislation
modeled on Massachusetts’ 2006 reform initiative, the Bay State
continues to provide important lessons for the nation. Most
recently, Massachusetts has shown that, while difficult,
sustaining the gains of health reform in a severe recession is
possible. Uninsurance, at 4.8 percent for non-elderly adults,
remained at a record low in fall 2009, with access to health
care improved and the burden of high health care costs on
individuals reduced. However, challenges remain, as some
barriers to care persist and escalating health care costs

continue to be an issue in the state.



The 2010 national health reform legislation--the Patient
Protection and Affordable Care Act--is modeled on Massachusetts’
2006 landmark reform effort. As in Massachusetts, national
reform includes expansions of public programs, the creation of
health insurance exchanges, subsidies for low- and moderate-
income individuals, an individual mandate, and requirements for
employers, among other provisions.' Given the strong parallels
between Massachusetts’ health reform initiative and national
health reform, it is important to continue learning from the
experiences under health reform in the Bay State.

Within two years of passing health reform, Massachusetts
had achieved near-universal insurance coverage, along with
significant improvements in access to health care and reductions
in the financial burden of high health care costs for

individuals.??

However, the gains under health reform are
threatened by the current recession--the most serious since the
Great Depression--along with the continued rapid rise in health
care costs. Health care costs in Massachusetts, as in the
nation as a whole, continue to grow much faster than wages and
inflation.*

The challenges faced by Massachusetts as it attempts to

sustain health reform in these difficult times provide important

lessons for implementing health reform in the rest of the



country. This paper provides an update as of fall 2009 on
health reform in Massachusetts for working-age adults—the
primary target population of many elements of the state’s reform
initiative and a group severely affected by the economic
downturn. We examine the impact of health reform on insurance
coverage, on access to and use of health care services, and on
health care costs and the affordability of care since 2006. We
also examine changes in those measures over the last year, when

the effects of the recession have been most severe.

An Overview of the Impact of the Recession in Massachusetts
Unemployment among working-age adults in Massachusetts rose
from 4.4% in December 2006 to 9.1% in December 2009.° As newly
unemployed workers lost employer-sponsored insurance coverage,
demand for public programs grew, although new federal subsidies
for COBRA coverage likely lessened this effect to some extent.®
Enrollment in MassHealth (Massachusetts’ Medicaid program) grew
by 4.0% in fiscal year 2008 and 4.6% in fiscal year 2009 and is
projected to increase by 3.6% in fiscal year 2010.7'%° At the
same time, state revenues fell by $2.6 billion between fiscal
year 2008 and fiscal year 2009, with little growth projected in
either fiscal year 2010 or fiscal year 2011. As a result, the
state once again faces a structural deficit in the fiscal year

2011 budget.lO Similar patterns of rising unemployment, expanded


http://www.mass.gov/Eeohhs2/docs/masshealth/research/fy11h2-masshealth-summary.pdf

public enrollment and rapidly dropping state revenues are
pervasive across the states as a result of the recession.
Mitigating the effects of state revenue shortfalls,
emergency funding from the federal government through the
American Recovery and Reinvestment Act of 2009 (ARRA) provided
additional Medicaid funds as well as support for spending on
other services.!’ 1In addition, Massachusetts has been able to
draw on its “Rainy Day” Stabilization Fund to address revenue
shortfalls. ©Nonetheless, Massachusetts, 1like virtually every
other state, has scaled back spending and raised taxes to
address serious budget gaps. To date, Massachusetts’ cut-backs
for health care programs have been relatively modest. In the
budgets for fiscal years 2009 and 2010 those changes included
some limited increases in copayments, reduced coverage for some
legal immigrants, reductions in some provider reimbursement
rates, and cuts to some public health programs and mental health

services.t?/ 1314

Additional changes proposed in the governor’s
fiscal year 2011 budget include cuts to some adult dental
services and copayment increases for prescription drugs,
although more cuts may be needed if the federal fiscal relief
anticipated by the governor is not provided. Importantly, under
the maintenance of effort requirements in the ARRA states cannot

make changes to their Medicaid programs that make it more

difficult for individuals to get or keep coverage. Thus,


http://www.kff.org/
http://www.massbudget.org/documentsearch/findDocument?doc_id=681

Massachusetts has preserved eligibility levels for MassHealth
and Commonwealth Care (the new program under health reform that
provides subsidized coverage for lower-income individuals) .®®
Finally, while not tied to the current recession, funding
for health reform in Massachusetts has also relied heavily on

federal support through an on-going Section 1115 waiver.!®

Begun
in 1997 to support an expansion in coverage under Medicaid, the
extension of the state’s waiver to include the current reform
initiative was critical both to the passage of the initial

legislation and to the state’s ability to sustain health reform

over time.

Study Data and Methods

Data. The study uses data from four rounds of interviews
with adults aged 18 to 64 years old, conducted in fall 2006
(N=3,007), just prior to the implementation of many of the key
elements of reform, and fall 2007 (N=2,937), fall 2008 (N=4,041)
and fall 2009 (N=3,165). The surveys, which are described

elsewhere,17

collected information on insurance status, access to
care, out-of-pocket health care costs, medical debt, and more
general financial problems, as well as demographic and
socioeconomic characteristics and support for health reform.

Methods. The study compares outcomes for cross-sectional

samples of adults in periods following the implementation of



health reform (fall 2007, 2008 and 2009) to outcomes for a
similar cross-sectional sample in fall 2006.'® Differences in
outcomes between the pre- and post-implementation periods
provide estimates of the impacts of health reform. However,
pre-post comparisons will also capture other changes over the
same time period, including rising health care costs and the
economic downturn. Research using data from other states to
separate the effects of health reform in Massachusetts from
other factors for the 2006-2008 period found that pre-post
estimates of the impacts of health reform on insurance coverage
were not substantially affected by such confounding factors.'?
However, with the most severe impacts of the recession felt
after 2008, we would expect changes between fall 2008 and fall
2009 to reflect the effects of the recession. Thus, differences
between fall 2006 and fall 2009 will likely capture both the
effects of health reform and the recession (and changes
associated with the recession, such as the fiscal relief
provided under ARRA). The recession would be expected to lead
to a drop in health insurance coverage (as unemployment
increased and individuals lost employer-sponsored insurance

coverage)20

and, as a result, poorer access to health care and
more difficulties with health care costs, all else equal.

Accordingly, we would expect to see a loss of ground in

Massachusetts over time due to the economic downturn.



In this study, we report on changes between the pre-reform
period (fall 2006) and fall 2009, as well as changes between
fall 2008 and fall 2009, when the impact of the recession was
strongest. We report estimates based on multivariate regression
models that control for characteristics of the individual and
his or her family, along with region fixed effects. For the
most part, the characteristics of the survey samples have
remained stable from year to year, however, there was a
significant drop in the share of sample members who were working
in fall 2009 (down to 69.5 percent in fall 2009 from about 75
percent over the 2006-2008 period) (Appendix Exhibit 1).

For ease of comparison across models, we estimate linear
probability models, controlling for the complex design of the
sample using the “survey estimation procedure” (svy) in Stata
11.°Y We estimate models pooling all four years of data (2006-
2009), testing for differences in the outcomes in fall 2009
versus fall 2008 (i.e., changes over the last year as the
recession has worsened) and in fall 2009 versus fall 2006 (i.e.,
changes since health reform was implemented). Regression-
adjusted estimates for each year are obtained using the
parameter estimates from the regression models to predict the
outcomes that the individuals in the 2009 sample would have had
if they had been observed in each of the preceding study years.

The simple (unadjusted) differences and regression-adjusted



differences are generally quite similar. Estimates of simple
(unadjusted) differences over time are provided in appendix
exhibits, as is an example of output from a typical regression

model.

Study Findings

Insurance coverage. In fall 2009, 95.2 percent of non-
elderly adults in Massachusetts were insured (Exhibit 1;
detailed results in Appendix Exhibit 2).? This is above the 87.5
percent insured in fall 2006--just prior to health reform, and
not significantly different (p=.10 level) from the 96.0 percent
insured in fall 2008. It is also similar to the estimate of
96.5 percent of nonelderly adults insured in early 2009 from the
Massachusetts Health Insurance Survey, an annual survey
sponsored by the state’s Division of Health Care Finance and
Policy.??

While there was not a significant change in insurance
coverage between fall 2008 and fall 2009, there does appear to
have been a shift in coverage type, with employer-sponsored
insurance coverage down 2.1 percentage points (from 70.4 percent
to 68.3 percent) and public and other coverage up 1.4 percentage
points (from 25.5 percent to 26.9 percent), although the latter

difference is not significant (at the .10 level).
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Estimates by Holahan and Garrett?! of the impact of a
recession on insurance coverage based on national data suggest
that the 3 percentage point increase in the unemployment rate in
Massachusetts between fall 2008 and fall 2009 should have
resulted in a drop in employer-sponsored insurance coverage of
2.8 percentage points and an increase in public and other
coverage of 1.0 percentage points, for a net increase in
uninsurance of 1.8 percentage points. Relative to national
patterns, the drop in employer-sponsored insurance coverage was
smaller and the gain in public and other coverage was greater in
Massachusetts. As a result, there was little change in the
uninsurance rate in the state over this period. The strong
system of employer-sponsored insurance and public insurance in
place in Massachusetts appears to have provided more of a safety
net to newly-uninsured adults than is available in the nation as
a whole.

Overall, the share of adults who were uninsured at the time
of the survey and the share who were ever uninsured over the
prior year changed by only negligible amounts between fall 2008
and fall 2009 (Appendix Exhibit 2). There was, however, a small
increase in the share of adults uninsured over the entire prior
year (up 0.8 percentage points). Despite these changes between
fall 2008 and fall 2009, the levels for all three measures of

uninsurance remained lower and the share of adults with

10



employer-sponsored insurance coverage remained higher in fall
2009 than prior to health reform. To date, the recession has
done little to eliminate the overall gains in coverage the state
has achieved, as Massachusetts continued to report record low
levels of uninsurance in fall 2009.

Access to and use of health care. Coincident with
maintaining gains in health insurance coverage, Massachusetts
has maintained the gains in access to and use of health care
that were achieved under health reform (Exhibit 2; detailed
results in Appendix Exhibit 2). Further, the increases in unmet
need that were reported between fall 2007 and fall 2008% were
reversed between fall 2008 and fall 2009, with unmet need for
specialist care down 2.5 percentage points and unmet need for
medical tests, treatment and follow-up care down 1.9 percentage
points. Unmet need for dental care was also lower in fall 2009-
-down 2.2 percentage points. The earlier increases in unmet
need between fall 2007 and fall 2008 were hypothesized to
reflect, in part, increased demand for follow-up care as
individuals obtained insurance coverage or gained access to
newly covered benefits in the early transition period under
health reform. The decline in these measures between fall 2008
and fall 2009 is consistent with more reliable access to care
for individuals who have more stable insurance coverage under

health reform.
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Beyond those reductions in unmet need for care, we find no
changes in access to and use of care between fall 2008 and fall
2009, with the exception of a drop in the share of adults
reporting that they had a usual source of health care (down from
92.1% to 89.9%). This decline, which is similar in magnitude to
the decline in employer-sponsored insurance coverage, may
reflect a need to change providers as individuals lose coverage
or change coverage type. Notwithstanding that change, access to
and use of health care, which tended to be better in
Massachusetts than the rest of the nation prior to health
reform, improved under health reform.

Despite the gains in access to health care under health
reform, there is evidence of some persistent access problems in
Massachusetts. The fall 2008 survey began tracking the share of
individuals who reported difficulties obtaining care because a
provider was not accepting patients (either not accepting new
patients or not accepting patients with the respondent’s type of
insurance coverage). The data for fall 2009 suggests that those
barriers to care persist, with similar shares of adults
reporting problems in fall 2009 as in fall 2008 (20.8 percent
versus 20.9 percent; data not shown). Consistent with these
barriers, we see no change in the share of adults reporting
emergency department visits for non-emergency conditions

(defined as a condition that the respondent thought could have

12



been treated by a regular doctor if one had been available).
Such emergency care use remained high in Massachusetts in fall
2009, with no change from pre-reform levels.

Health care costs and the affordability of health care.
Prior work showed gains in the affordability of health care for
non-elderly adults in the first year under health reform, with
out-of-pocket spending on health care, problems paying medical
bills, medical debt and unmet need for care because of costs all
lower in fall 2007 than fall 2006.2° However some of those gains
had eroded by fall 2008 as health care costs in the state
continued to increase.? By fall 2009, there continued to be some
gains in the affordability of care relative to the pre-reform
period, with lower levels of out-of-pocket health care spending
relative to income and lower levels of unmet because of costs
(Exhibit 3; detailed results in Appendix Exhibit 2). However,
the reductions in the shares of adults reporting problems paying
medical bills and with medical debt that were seen in fall 2007
were no longer present in fall 2009. 1In fall 2009, as in fall
2006, roughly one in five adults in Massachusetts reported
problems paying medical bills over the past year, and one in
five reported medical debt that they were paying off over time.
While we do not have comparable data for the nation as a whole,
a recent study of the share of Americans facing financial burden

from high health care costs found steady increases over time--a
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trend that health reform in Massachusetts appears to have
stopped.26

The remaining uninsured. As 1s true of the uninsured in
the nation as a whole?’ and was true for the uninsured in
Massachusetts prior to health reform,?® the adults in
Massachusetts who remained uninsured in fall 2009 were more
likely to be young (less than 35 years), male, single and/or
healthy—population groups that can be difficult to convince of
the need for insurance coverage (data not shown; Appendix
Exhibit 4). Despite the consistency in the characteristics of
those without insurance coverage over time, there has been a
significant change in the duration of uninsurance under health
reform. Of those ever uninsured over the past 12 months, 72.7
percent had had health insurance coverage at some time in the
past 12 months in fall 2009, as compared to 55.2 percent in fall
2006 (data not shown; Appendix Exhibit 5). It is likely that
the increased coverage, even 1if only temporary, is responsible
for improved access to care among the uninsured under health
reform. Adults who were ever uninsured in the past 12 months
reported significantly better access to care, more use of care
and improved affordability of care in fall 2009 than did similar
adults in fall 2006. Thus, there appear to have been
significant gains under health reform even among those for whom

health reform has not provided full-year insurance coverage.2g
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Support for health reform. Massachusetts’ health reform
initiative has relied on broad support from employers,
providers, insurers and citizens, both to pass the original
legislation and to sustain the initiative as it has evolved over
time. Support for health reform among non-elderly adults in the
state was quite high when reform began in fall 2006 (68.5
percent), and has remained high over time, with 67.0 percent of
those adults supporting health reform in fall 2009 (data not
shown; Appendix Exhibit 6). This support continues despite the
economic downturn and the pressures that expanded coverage under
MassHealth and Commonwealth Care have placed on the state
budget. Perhaps reflecting those issues, support in fall 2009
was not quite as high as it had been in fall 2008, when support
for reform peaked at 71.8 percent of nonelderly adults in the
state.

Similar patterns of support are reported for lower-income
(those with family income below 300 percent of poverty) and
higher-income adults (data not shown). Thus, support remains
high among those most likely to gain from the coverage
expansions under reform (lower-income adults) and those likely
to bear a disproportionate share of the costs of those

expansions (higher-income adults).

15



Discussion

Massachusetts, with three years of record high levels of
insurance coverage, continues to provide important lessons to
national reform efforts and reform efforts in other states. 1In
2006, Massachusetts demonstrated that Republican and Democratic
policymakers and disparate stakeholders—employers, insurers,
providers and consumers--could come together to support a
comprehensive reform initiative. Over the next two years,
Massachusetts showed that a complex health reform initiative
could be implemented quickly and effectively,30 that health
reform is a dynamic process requiring stakeholders to remain
committed as adjustments are made over time and, most
importantly, that near-universal health insurance coverage is
indeed an achievable goal. Massachusetts also demonstrated the
importance of strong federal support for health reform efforts,
with federal funding through a Section 1115 waiver a key element
in both the initial design and the on-going operation of the
state’s reform initiative.

More recently, Massachusetts has shown that, while
difficult, sustaining the gains of health reform in a severe
recession is possible. Over the past year, Massachusetts has
made only relatively modest changes in its public programs and
has maintained strong support for health reform among its

citizens. Again, federal support played a vital role, with
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Massachusetts’ Section 1115 waiver and state fiscal relief under
ARRA critical to the state’s ability to continue supporting
health reform during the recession. As a result, there has been
less of a drop in coverage in Massachusetts than predicted by
national trends, as Massachusetts’ reform efforts provided a
backstop for many of the workers who lost their jobs and
employment-related health insurance in the recession. In fall
2009, coverage in the state remained higher, and access to
health care and affordability of care better, than prior to
health reform. With the expanded federal funding to be provided
to states under national health reform, federal support will
continue to provide the foundation for Massachusetts’ reform
initiative, as it will in other states as they begin
implementing health reform.

Still, health reform has not eliminated all of the barriers
to obtaining health care in Massachusetts. Although there have
been significant gains in access to care and the affordability
of care for individuals under health reform, a few persistent
access and affordability problems remain. In fall 2009, one in
five adults in Massachusetts reported that they did not receive
needed health care and one in seven reported an emergency
department visit for a non-emergency condition, suggesting
problems with access to care in the community. Similarly,

despite improvements in the affordability of health care, about
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one in five adults in fall 2009 reported problems paying medical
bills. Massachusetts’ reform effort has demonstrated that
universal coverage does not guarantee universal access to health
care nor does it slow the growth of health care costs.

While Massachusetts has initiated a number of strategies to

! it deferred addressing

improve access to care in the state,?
health care costs in the 2006 legislation so as not to hold up
the expansion in coverage. Currently, there is broad consensus
in the state about the need to control health care costs, but
little consensus about how best to move forward on cost
containment. Last year, the state’s Special Commission on the
Health Care Payment System proposed substantial changes in the
state’s health care delivery and payment systems and, more
recently, several state agencies have commissioned
investigations into the factors driving high health care costs.
With escalating health care costs a serious problem in every
state, there is a clear need for strong federal leadership to

address the systematic problems with the health care payment

system across the nation.
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EXHIBIT LIST
EXHIBIT 1 (figure)
Exhibit 1: Trends in Health Insurance Coverage for Adults 18 to

64 in Massachusetts, Fall 2006 to Fall 2009

Source: 2006-2009 Massachusetts Health Reform Survey

(N=13,150). Detailed results available in Appendix Exhibit 2.

Notes: The regression-adjusted estimates are derived from
models that control for age, gender, race/ethnicity,
citizenship, marital status, parent status, education,
employment, firm size, health status, disability status, whether
the individual has chronic conditions or is pregnant, family
income, and region-level fixed effects. Regression-adjusted
estimates are predicted values calculated using the parameter
estimates from the regression models to predict the outcomes
that the individuals in the 2009 sample would have had if they
had been observed in each of the preceding study years.

* (**) (***) Significantly different from fall 2006 at the .10
(.05) (.01) level, two-tailed test.

+ (++) (+++) Significantly different from the prior year at the

.10 (.05) (.01) level, two-tailed test.
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EXHIBIT 2 (table)
Exhibit 2: Regression-adjusted Estimates of Changes in Selected
Measures of Health Care Access and Use in Massachusetts for

Adults 18 to 64, Fall 2006 to Fall 2009

Source: 2006-2009 Massachusetts Health Reform Surveys

(N=13,150). Detailed results available in Appendix Exhibit 2.

Notes: The regression-adjusted estimates are derived from
models that control for age, gender, race/ethnicity,
citizenship, marital status, parent status, education,
employment, firm size, health status, disability status, whether
the individual has chronic conditions or is pregnant, family
income, and region fixed effects. Regression-adjusted estimates
are predicted values calculated using the parameter estimates
from the regression models to predict the outcomes that the

individuals in the 2009 sample would have had if they had been

observed in each of the preceding study years. ED is emergency
department.

* (**) (***) Difference between years is significantly different
from zero at the .10 (.05) (.01) level, two-tailed test.

® A condition that the respondent thought could have been treated

by a regular doctor if one had been available.
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EXHIBIT 3 (table)
Exhibit 3: Regression-adjusted Estimates of Changes in Selected
Measures of Health Care Costs and Affordability in Massachusetts

for Adults 18 to 64, Fall 2006 to Fall 2009

Source: 2006-2009 Massachusetts Health Reform Surveys

(N=13,150). Detailed results available in Appendix Exhibit 2.

Notes: The regression-adjusted estimates are derived from
models that control for age, gender, race/ethnicity,
citizenship, marital status, parent status, education,
employment, firm size, health status, disability status, whether
the individual has chronic conditions or is pregnant, family
income, and region fixed effects. Regression-adjusted estimates
are predicted values calculated using the parameter estimates
from the regression models to predict the outcomes that the
individuals in the 2009 sample would have had if they had been
observed in each of the preceding study years.

* (**) (***) Difference between years is significantly different
from zero at the .10 (.05) (.01) level, two-tailed test.

® Because of the way the income information is collected in the
survey, the measure of out-of-pocket health costs relative to

family income cannot be constructed for adults with family

income above 500% of poverty.
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EXHIBIT 4 (table)

Exhibit 4: Regression-adjusted Estimates of Changes in Selected
Measures of Health Care Access and Use and Health Care Costs and
Affordability in Massachusetts for Uninsured Adults 18 to 64,

Fall 2006 to Fall 2009

Source: 2006-2009 Massachusetts Health Reform Surveys

(N=13,150). Detailed results available in Appendix Exhibit 2.

Notes: The regression-adjusted estimates are derived from
models that control for age, gender, race/ethnicity,
citizenship, marital status, parent status, education,
employment, firm size, health status, disability status, whether
the individual has chronic conditions or is pregnant, family
income, and region fixed effects. Regression-adjusted estimates
are predicted values calculated using the parameter estimates
from the regression models to predict the outcomes that the
individuals in the 2009 sample would have had if they had been
observed in each of the preceding study years. ED is emergency
department.

* (**) (***) Difference between years is significantly different
from zero at the .10 (.05) (.01) level, two-tailed test.

® A condition that the respondent thought could have been treated

by a regular doctor if one had been available.
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® Because of the way the income information is collected in the
survey, the measure of out-of-pocket health costs relative to
family income cannot be constructed for adults with family

income above 500% of poverty.
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Exhibit 2: Regression-adjusted Estimates of Changes in Selected Measures of Health
Care Access and Use in Massachusetts for Adults 18 to 64, Fall 2006 to Fall 2009

Change Over the Last
Change Since 2006 Year
Fall Fall
2006 Fall 2009 2008 Fall 2009
Has a usual source of care (excluding the ED) 87.0 89.9 ** 92.1 899 **
Any general doctor visit in past 12 months 80.5 86.2 *** 84.7 86.2
Visit for preventive care 70.9 77.7 *** 77.0 7.7
Multiple doctor visits 65.9 71.0 *** 69.6 71.0
Any specialist visit in past 12 months 50.9 53.0 53.4 53.0
Any dental care visit in past 12 months 68.8 746 76.2 74.6
Any hospital stay in the past 12 months
(excluding to have a baby) 11.3 10.0 11.0 10.0
Took any prescription drugs in past 12 months 555 582 * 59.6 58.2
Did not get needed care for any reason in past
12 months 24.9 19.5 *** 21.9 19.5
Doctor care 7.7 53 * 6.5 5.3
Specialist care 6.8 49 ** 7.4 49 **=
Medical tests, treatment or follow-up care 9.1 5.7 *** 7.7 57 **
Preventive care screening 6.8 49 ** 5.6 4.9
Prescription drugs 7.9 57 ** 6.4 57
Dental care 12.1 9.2 M 114 92 ™
Any ED visits in past 12 months 34.0 33.8 33.5 33.8
Most recent ED visit was for non-emergency
condition * 15.8 14.7 14.6 14.7

Source: 2006-2009 Massachusetts Health Reform Surveys (N=13,150); Detailed results available in
Appendix Exhibit 2.

Notes: The regression-adjusted estimates are derived from models that control for age, gender,
race/ethnicity, citizenship, marital status, parent status, education, employment, firm size, health status,
disability status, whether the individual has chronic conditions or is pregnant, family income, and region
fixed effects. Regression-adjusted estimates are predicted values calculated using the parameter
estimates from the regression models to predict the outcomes that the individuals in the 2009 sample
would have had if they had been observed in each of the preceding study years. ED is emergency
department.

* (**) (***) Difference between years is significantly different from zero at the .10 (.05) (.01) level, two-
tailed test.

# A condition that the respondent thought could have been treated by a regular doctor if one had been
available.
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Exhibit 3: Regression-adjusted Estimates of Changes in Selected Measures of Health
Care Costs and Affordability in Massachusetts for Adults 18 to 64, Fall 2006 to Fall 2009

Change Over the
Change Since 2006 Last Year
Fall Fall Fall Fall
2006 2009 2008 2009
Out-of-pocket health care costs over the past 12
months
At 5% or more of family income for those less
than 500% of poverty ® 21.8 146 *** 18.4 146 **
At 10% or more of family income for those less
than 500% of poverty 9.5 44 7.4 44
Had problems paying medical bills in past 12 months | 19.1 19.1 17.5 19.1
Have medical bills that are paying off over time 19.5 20.3 19.9 20.3
Had problems paying other bills in past 12 months 23.7 255 23.9 255
Did not get needed care because of costs in the past
12 months 16.3 117 *** 11.6 11.7
Doctor care 5.5 27 2.5 2.7
Specialist care 4.7 25 34 25
Medical tests, treatment or follow-up care 6.0 2.7 3.5 2.7
Preventive care screening 3.3 2.3 ** 2.2 2.3
Prescription drugs 5.3 3.6 3.7 3.6
Dental care 9.7 6.9 ™ 7.7 6.9

Source: 2006-2009 Massachusetts Health Reform Surveys (N=13,150); Detailed results available in
Appendix Exhibit 2.

Notes: The regression-adjusted estimates are derived from models that control for age, gender,
race/ethnicity, citizenship, marital status, parent status, education, employment, firm size, health status,
disability status, whether the individual has chronic conditions or is pregnant, family income, and region
fixed effects. Regression-adjusted estimates are predicted values calculated using the parameter
estimates from the regression models to predict the outcomes that the individuals in the 2009 sample
would have had if they had been observed in each of the preceding study years.

* (**) (***) Difference between years is significantly different from zero at the .10 (.05) (.01) level, two-
tailed test.

? Because of the way the income information is collected in the survey, the measure of out-of-pocket
health care costs relative to family income cannot be constructed for adults with family income above
500% of poverty.
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Exhibit 4: Regression-adjusted Estimates of Changes in Selected Measures of Health
Care Access and Use and Health Care Costs and Affordability in Massachusetts for
Uninsured Adults 18 to 64, Fall 2006 to Fall 2009

Uninsured at the Ever Uninsured in
Time of the Survey Past 12 Months
Fall Fall Fall Fall
2006 2009 2006 2009
Health care access and use
Has a usual source of care (excluding the ED) 516 56.9 61.1 67.0
Any general doctor visit in past 12 months 49.0 523 546 619 *

Visit for preventive care 36.9 434 41.9 504 *

Multiple doctor visits 331 37.3 371 48.0 ***
Any specialist visit in past 12 months 254 224 298 33.6
Any dental care visit in past 12 months 36.7 456 * 404 486 *
Took any prescription drugs in past 12 months 33.6 27.7 35.1 38.8
Did not get needed care for any reason in past 12 months 562 454 * 490 399 **
Any ED visits in past 12 months 387 37.6 401 34.4

Most recent ED visit was for non-emergency condition® 227 16.2 21.8 12.4 ***
Health care costs and affordability
Out-of-pocket health care costs over the past 12 months

At 5% or more of family income for those less than *

500% of poverty " 28.2 18.8 * 24.0 152 ***

At 10% or more of family income for those less than *

500% of poverty” 15.1 83 * 13.3 53 ™
Had problems paying medical bills in past 12 months 459 370 * 41.8 357
Have medical bills that are paying off over time 348 28.0 * 33.8 224 ***
Had problems paying other bills in past 12 months 40.7 422 428 424
Did not get needed care because of costs in the past 12 *
months 498 38.8 * 424 321 **

Source: 2006-2009 Massachusetts Health Reform Surveys (N=1,923 for uninsured at the time of the
survey and N=2,610 for ever uninsured in the past 12 months). Detailed results available in Appendix
Exhibit 5.

Notes: The regression-adjusted estimates are derived from models that control for age, gender,
race/ethnicity, citizenship, marital status, parent status, education, employment, firm size, health status,
disability status, whether the individual has chronic conditions or is pregnant, family income, and region
fixed effects. Regression-adjusted estimates are predicted values calculated using the parameter
estimates from the regression models to predict the outcomes that the individuals in the 2009 sample
would have had if they had been observed in each of the preceding study years. ED is emergency
department.

* (**) (***) Difference between years is significantly different from zero at the .10 (.05) (.01) level, two-
tailed test.

2 A condition that the respondent thought could have been treated by a regular doctor if one had been
available.

® Because of the way the income information is collected in the survey, the measure of out-of-pocket
health care costs relative to family income cannot be constructed for adults with family income above
500% of poverty.
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