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Figure. Regression Tree Results for Branches with >50 Observations

Table. Unadjusted Groupwise, and Multivariate Probit Comparisons
Background j pwise, P
; ; : ; Disabled, Yes (n=227) 40.1%
Adolescents and young adults with mental health issues who are nearing or just past the transition to _ AT R ATEN e HRBOIHES SRESE ok Foster care, Disenrolled
adulthood are at increased health risk compared to the general population.! In the U.S., many such VETTELLE Continuously Disenrolled 2 df/dx 95% conf. int. Limited Coverage Past
individuals are covered by Medicaid (the state/federal health care system for persons with exceptionally low Enrolled (n=794) Disenrollment
income and wealth).2 These triply vulnerable persons (young, poor, and mentally ill) often lose their N 797 379 - - - - o 20-4°/ﬁ g
Medicaid coverage when they reach the ages of 18 or 21 years (the latter age threshold is relevant to foster Sex (% male) 49 50 12 .73 .057 -.0079, .12 Isenrofie No (n=567) S 12-50/;’| g
care youth). Here we explore the extent of that problem in Maryland’s Medicaid program, and we study Age 18 or 20 years Isenrofle
. . . . . . 21 35 24 <.001 13%* .046, .22
observable person-level characteristics that correlate with changes in risk for Medicaid coverage disruptions (%) Medicaid
= o
in this age-transitional population. Enrollment >22.6 (Nn=53) - 50.9%
Age (years) M+SD 22.242.3 21.9+2.3 t=2.1 .04 .015 -.00072, .030 Disenrolled
Category _
Yes (N=168) Age
Methods High income (%) 9.7 18 16 <.001 -.015 -.092, .063 66.4% (yrs) >20.1 (n=76) 82.9%
s Disenrolled Disenrolled
We used Maryland Medicaid claims and authorization data from October 2005 to September 2006 to Mental Health Diagnosis (%) ° Crlmzi?drpe”rlsél(—gl‘lP <22.6 (n=151) Age
|ddent|fy all persons agT ;8 t(()]I 26 \)/Vearsh who were dlsccjhahrged frc;m a;\ c|]Inpa‘t|ent stay wr;]ere (’;helr pnmsry Schizophrenia 30 19 -.0056 -.097, .086 (n=382) Pl?ast 71.4% (yrs)
lagnosis was a mental disorder. We then summarized their Medicaid data to capture their demographic, rima - _

o . y i i s o e o e Siaclks 30 27 016 065, 097 56.8% Care Vinis Disenrolled | <20.1(n=85)  61.2%
enroliment categories, enro ment s'pans,. lagnostic, ar\ service utilization information |r'1 the ays prior . 25 <.001 Disenrolled Disenrolled
to—and 365 days after—that index inpatient event. With that person-level data, we considered correlates to Depression 19 23 .027 -.058, .11
incomplete (<365 days) Medicaid enrollment in the 365 days post-discharge (note that we use the term Other 21 31 reference No (n=214) 44.6% Disenrolled
“disenrolled” to label persons with such incomplete enrollment). Population patterns or correlations were .

. L. . Other Conditions (%)
observed and statistically evaluated in three ways:
Substance use

1. Simple groupwise analyses (disenrolled vs. fully enrolled) disorder 10 8.7 -84 36 -036 ~13,.055 Comments

2. Multivariate probit regression with disenrollment post-discharge (yes or no) as the dependent . . . . . .

. : . . : _ 5% 223 - Observable factors that increase risk (per the probit regressions) for Medicaid disenrollment amon
variable, and all variables referenced in the Table as independent variables Recent pregnancy 13 7.4 92 002 15 23,058 n . (P e p & ) &
e . . . : transition-aged youth with mental health admissions are:
3. Classification and regression tree (CART) analysis, using IBM SPSS version 21 (Armonk, New York) to Medicaid Enrollment Category (%)
identify non-overlapping subgroups and their relative risks of disenrollment? Eamilies & 1. Age 18 or 20 years (age “cliffs” for persons about to lose categorical eligibility)*
children/CHIP 2L = 387 30, 45 2. Families & Children or Children’s Health Insurance Program (CHIP) enrollment (as these categories are
. e
Results Disabled 64 35 roference tied to age rather than morbldlty) |
162 <001 3. Past disenrollment (during the 180 days before discharge)
All results are presented to the right. The three statistical methods largely agree, but the most weight is Foster care 6.7 13 -092 -.24,.057
given to the probit regressions as they simultaneously adjust each parameter estimate for other variables in Observable factors that decrease risk (per the probit regressions) for Medicaid disenrollment among
the model, whereas the simple groupwise analyses are unadjusted, and the CART reports hierarchical, Himrizsl eovese e He e -077,.22 transition-aged youth with mental health admissions are:
mutually exclusive subgroups only. .
y sroup Y Past Enroliment and Utilization 1. Recent pregnancy (because such a health state allows enrollment to 60 days post-partum)®

. : : o . _ 2. Primary care visit history (a finding that should encourage integration/coordination of care efforts for
Thirty-two percent of the entire population (n=1,176) had a Medicaid disenrollment of at least one day in the Disenrollment (%) 22 47 76 <.001 17%%* .093, .24 those with mental illness)?
post-discharge year, whereas slightly fewer (28 percent) had disruptions lasting at least one month.

Moreover, using one month as a threshold for disenrollment did not appreciably alter the results presented Outpatient tal : .

here & PP y P l;‘eza:thecis;rf;)a 88 73 38 <.001 -.073 -.16, .011 Our results, though based on observational data only, demonstrate that nearly one-third of young adults
' with a mental health hospitalization experience Medicaid disruptions, and presumably are uninsured,® in the
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