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BACKGROUND: It is uncertain how Medicaid expansion
under the Affordable Care Act influences the diagnosis of
chronic health conditions, and the care and health of
enrollees with chronic conditions.
OBJECTIVE: Describe the prevalence of new and pre-
existing chronic health conditions among Medicaid ex-
pansion enrollees. Examine whether perceived changes
in specific types of access and self-rated health status
differed between enrollees with chronic conditions and
those without. Examine how gaining Medicaid coverage
affected chronic disease management and well-being.
DESIGN: Mixed-methods study including a telephone
survey and semi-structured interviews.
SETTING: Michigan’s Medicaid expansion, the “Healthy
Michigan Plan” (HMP).
PARTICIPANTS: 4090 survey respondents (response rate
54%) with ≥ 12 months HMP enrollment and 67 inter-
viewees with ≥ 6 months enrollment.
MAIN MEASURES: Self-reported chronic condition diag-
noses, changes in physical/mental health, and
healthcare access. Descriptive survey data were adjusted
for survey design and nonresponse. Semi-structured in-
terview questions about how gaining HMP coverage led to
changes in health status.
KEY RESULTS: Among enrollees, 68% had a self-
reported diagnosis of a chronic health condition; 42% of
those were newly diagnosed since HMP enrollment. In
multivariable models, enrollees with chronic conditions
were significantly more likely to report improved physical
(adjusted odds ratio (aOR) 1.70, 95% CI (1.40, 2.07)) and

mental health (aOR 1.75, (1.43, 2.15)) since HMP enroll-
ment than enrollees without chronic conditions. Among
enrollees with chronic conditions, the strongest predic-
tors of improvements in health were having seen a prima-
ry care physician, improved mental health care access,
and improved medication access. Interviewees with
chronic conditions described how increased access to
health care led to improvements in both physical and
mental health.
CONCLUSIONS: Enrollees with expanded Medicaid cov-
erage commonly reported detection of previously undiag-
nosed chronic conditions. Perceived health status and
access improvedmore often among enrollees with chronic
health conditions. Improved access was associated with
improved physical and mental health among this vulner-
able group.
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INTRODUCTION

Over half of US adults have a chronic health condition and
have increased risk for poor health outcomes.1, 2 The preva-
lence of chronic conditions is increasing over time,3 and
chronic health conditions are more prevalent in lower income
areas than in more affluent ones.4 Expanded eligibility for
Medicaid under the Affordable Care Act (ACA) may enable
earlier diagnosis of chronic health conditions, and access to
affordable health care for low-income adults with chronic
conditions,5 providing opportunities to prevent disabling
symptoms and complications from these health conditions.
For those with chronic conditions, gaining access to care

has clearly been linked to better control of chronic conditions,
and better overall health.5–10 Michigan is one of 36 states that
have expanded access to their Medicaid programs under the
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ACA. Michigan received a Section 1115 demonstration waiv-
er to implement the Healthy Michigan Plan (HMP),11 which
currently covers approximately 670,000 lower income adults.
Michigan’s HMP has a cost-sharing structure that includes
copays for enrollees at most income levels and premium-like
contributions for those with incomes above 100% of the
federal poverty level. HMP also has unique features that could
benefit those with chronic health conditions including waiving
copays for services and medications related to numerous
chronic conditions, incentives for early engagement with pri-
mary care, and financial incentives for completing a health risk
assessment and choosing health goals such as smoking cessa-
tion or weight loss.11

While past studies have shown improvements in access12, 13

and overall self-rated health status12–14 among those acquiring
Medicaid coverage, little is known about whether Medicaid
coverage is particularly linked to improving physical and
mental health status for people with chronic health conditions,
and whether improved access to specific types of care may be
particularly important to improving health for those with
chronic conditions. In addition, identifying the number and
characteristics of Medicaid expansion enrollees with chronic
health conditions can help programs anticipate enrollee needs.
People with chronic conditions have a greater need for health
care services and may be more likely to have “pent-up de-
mand”5, 15, 16 if care needs were not adequately met previous-
ly. The prevalence of chronic health conditions among Med-
icaid expansion enrollees may differ from traditional Medicaid
enrollees, as adults who enroll via Medicaid expansion are
older, more likely to be men,17 and less likely to be enrolling
due to disability status.18

This study evaluated the following four domains: (1) the
prevalence of existing and new diagnoses of chronic health
conditions among all HMP enrollees, (2) whether perceived
access to key types of care changed more for those with
chronic conditions compared with those without, (3) whether
improvements in self-rated physical and mental health status
were more common among those with chronic conditions than
those without, and (4) how gaining HMP coverage may have
resulted in new diagnoses, improved ability to treat and man-
age disease, and improved well-being.

METHODS

Study Design

Data were obtained from a mixed-methods observational
study of HMP enrollees during the first 2 years of HMP,
conducted as part of a demonstration evaluation funded by
the Michigan Department of Health and Human Services
(MDHHS). As a federally mandated evaluation of a govern-
ment health program, this study was classified as exempt from
review by the Institutional Review Boards of the University of
Michigan and MDHHS.

Our overall approach to this study was guided by the
Chronic Care Model,19 which highlights the importance of
detection and population management of chronic conditions,
multimodal treatment of chronic conditions, links to commu-
nity resources such as healthy lifestyle programs, and attention
to both physical and mental health in supporting self-
management of chronic conditions.
Survey Cohort. A telephone survey was conducted between
January and October 2016. Current HMP enrollees were
randomly sampled in strata chosen to ensure representation
of enrollees by income (0–35%, 36–99%, and 100–138% of
the federal poverty level [FPL]) and four geographic regions
of the state. Inclusion criteria were as follows: age 19–64; ≥
12 months total HMP enrollment with ≥ 9 months in an HMP
managed care plan; and preferred language English, Spanish,
or Arabic. Of 9227 enrollees selected, 4090 completed the
survey (representing a weighted cohort of 379,627 enrollees).
The weighted response rate was 53.7%, using the American
Association for Public Opinion Research formula.20 Addition-
al details on survey design, response rate, and non-respondents
are located in Online Appendix Tables 3 and 4.

Survey Measures. The presence of chronic disease diagnoses
was measured by asking, “Has a doctor or other health
professional ever told you that you had any of the following:
Hypertension, also called high blood pressure; a heart
condition or heart disease; diabetes or sugar diabetes (other
than during pregnancy); a stroke; asthma; chronic bronchitis,
COPD, or emphysema; a mood disorder, for example
depression, anxiety or bipolar disorder?” This wording is
similar to that used in other national surveys such as the
Behavioral Risk Factor Survey (BRFS) and National Health
Interview Survey (NHIS).21, 22 The survey also asked about
diagnosis of “Any other ongoing health condition that can be
controlled but not cured.” Responses to this open-ended item
were coded as consistent or not with a chronic health condition
by two clinicians, and disagreements were resolved by con-
sensus. The most common “other” chronic diagnosis catego-
ries were chronic joint or back pain, thyroid conditions, and
hyperlipidemia. For each chronic condition reported, we
asked, “Did you find out you had [condition] before or after
you enrolled in the Healthy Michigan Plan?”
Respondents were asked whether their physical or mental

health status had improved, using this item: “Overall, since
you enrolled in the Healthy Michigan Plan, would you say
your [physical health/mental health] has gotten better, stayed
the same, or gotten worse?” We chose this question to assess
perceived health status changes because significant differences
were detected by this question between enrollees in the Ore-
gon Medicaid program and similar non-enrollees.14

Items adapted from the NHIS assessed access to and utili-
zation of health services. Perceived changes in access to
services were assessed using the question, “Would you say
that your ability to get [care type] through the Healthy Mich-
igan Plan is better, worse or about the same, compared to
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before?”; care types included “primary care,” “specialist care,”
“mental health care,” and “prescription medications.” Word-
ing for items assessing regular source of care, primary care
provider (PCP) visits, ability to pay medical bills, and func-
tional impairment can be found in Online Appendix Table 5.
Standard measures assessed demographics, health status, and
insurance status.21, 23–26

Michigan Behavioral Risk Factor Survey Data. To provide a
descriptive comparison of prevalence of conditions in HMP to
that of a similar Michigan population, we obtained data for
5939 respondents to the 2015 Michigan BRFS population
survey who would meet selected HMP eligibility criteria
(19–64 years old, not pregnant, and not eligible for Medicare
as a proxy for disability status in this age group) (see Online
Appendix Table 5 for wording of Michigan Behavioral Risk
Factor Survey (MiBRFS) questions used). Among the includ-
edMiBRFS respondents, 14% had household income at 100%
FPL or less, and another 7% at 100–138% FPL. Most (92%)
had health insurance coverage in the year prior to the survey. It
is possible that some MiBRFS respondents in this income
range were enrolled in HMP. While the MiBRFS group does
not serve as a “control group,” it does benchmark the preva-
lence of chronic conditions among low-income Michigan
residents to lend context to our analyses.

Statistical Analysis. Survey responses were weighted to adjust
for sample design and nonresponse, yielding proportions that
were representative of the HMP enrollee population meeting
the survey eligibility criteria. We first assessed weighted
chronic health condition prevalence and self-reported new
diagnoses among HMP enrollees. These findings were com-
pared with data on chronic disease prevalence from included
MiBRFS respondents that was adjusted for MiBRFS survey
sampling weights, then standardized to the HMP enrollee age
and sex distribution. We then compared HMP enrollee char-
acteristics and self-reported health status and utilization
among those with and without a chronic health condition.
Multivariable logistic regression models assessed the associa-
tion between having a self-reported chronic condition and
perceived changes in physical and mental health since HMP
enrollment. Among enrollees with a chronic health condition,
a second multivariable logistic regression model assessed
independent associations between self-reported improvements
in access to primary care, specialty care, mental health care,
and prescriptions with reported changes in physical and men-
tal health status since HMP enrollment. Both models were
adjusted for insurance status prior to HMP, age, sex, income,
and race/ethnicity, and smoking status. Variables measuring
perceived changes in access to various types of care (e.g.,
prescription medications, mental health care, specialty care)
were not significantly correlated with each other. Analyses
were performed with Stata version 14.2, and two-tailed
p values < .05 were considered statistically significant.

Qualitative Interviews and Analysis. In-depth, semi-
structured interviews were conducted with 67 HMP enrollees
from fiveMichigan regions between April and August 2015 to
inform general development of the enrollee surveys and to add
further evidence and context to telephone survey results.
Enrollees with ≥ 6 months HMP enrollment who had used
an HMP-covered health care service were eligible for inclu-
sion. Purposive sampling methods were used to select a di-
verse group of interviewees in regard to gender, age,
race/ethnicity, income, and urban/rural residence (Online
Appendix Table 1). The interview assessed topical domains
through open-ended questions with follow-up probes. Inter-
view questions explored the types of health services enrollees
had used after HMP enrollment, including preventive and
specialty care, prescriptions, and medical equipment and sup-
plies, and changes in self-care for health conditions and in
health status since enrolling in the program (Online Appendix
Table 2). Interviews were audio recorded, transcribed verba-
tim, and coded iteratively using in-depth coding and thematic
analysis,27, 28 with the aid of Dedoose software (http://www.
dedoose.com). For this study, emergent themes were further
analyzed in the context of the Chronic Care Model and study
aims, to elucidate information on the influence of HMP cov-
erage on diagnosis of previously symptomatic and asymptom-
atic chronic conditions, how perceived physical and mental
health changed among those with chronic conditions, and how
enrollees with chronic conditions perceived links between
obtaining access to health care and changes in their health
status.

RESULTS

Prevalenceof Previously DiagnosedandNewly
Diagnosed Chronic Health Conditions

Two-thirds (68%) of HMP enrollees reported having a chronic
health condition. The most common chronic conditions re-
ported were hypertension (31% of enrollees), mood disorders
(30%), and asthma (17%) (Fig. 1). Forty-two percent of
enrollees with a chronic health condition (30% of all enrollees)
reported that at least one of their chronic conditions was newly
diagnosed since HMP enrollment. The most frequent chronic
condition diagnosed since HMP enrollment was chronic lung
disease (36% of all those with this condition). Similar propor-
tions (29–35%) of those with hypertension, mood disorders,
diabetes, and heart disease reported being newly diagnosed.
New diagnoses of asthma accounted for only 13% of all those
with asthma.MiBRFS datamatched to the age/sex distribution
of HMP enrollees showed that the self-reported prevalence of
each chronic condition assessed was lower in this more gen-
eral Michigan population than among HMP enrollees (Fig. 1).
The smallest absolute difference was found for diabetes (7%
of similar Michigan population vs. 11% of HMP enrollees).
The other chronic conditions were found in an additional 5–
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10% of the HMP enrollee population compared to the similar
Michigan population.

Characteristics of Enrollees With or Without
Chronic Health Conditions

Compared with those without chronic health conditions,
enrollees with chronic health conditions were more likely
to be White and have an income of 0–35% FPL
(Table 1). While those with chronic conditions were more
likely than those without to fall in the older (51–64 years
old) age range (31% vs. 16%), a third of those with
chronic health conditions were 19–34 years old. Most
(58%) of those with a chronic condition reported two
or more concurrent chronic diagnoses; 12% had four or
more. Enrollees with chronic health conditions were
more likely than those without (24% vs. 6%) to report
significant functional limitations in daily life. Those with
chronic conditions were much more likely than those
without to report current poor or fair health status (39%
vs. 10%).
Enrollees with chronic conditions were more likely to report

having problems payingmedical bills in the 12months prior to
HMP enrollment than those without chronic conditions (52%
vs. 30%, p < .001) although both groups were similarly likely
to have had health insurance during that time (40% vs. 41%
had coverage for all or part of the year; Table 2). However,
those with chronic conditions were more likely than those
without chronic conditions to report having had a usual source
of care (including ED, urgent care, clinic, or doctor’s office;
77% vs. 67%, p < .001), and having seen a PCP (43% vs. 37%,
p = .02) during the year prior to enrollment.

Changes in Access to and Sources of Care

Enrollees with chronic conditions were more likely than
those without to report a usual source of care over the
previous 12 months since enrolling in HMP (95% vs.
86%, p < .001) and also more frequently reported seeing
a PCP in the preceding 12 months (90% vs. 76%,
p < .001). Among enrollees with any chronic health con-
dition, those reporting a new diagnosis of a chronic con-
dition since enrolling in HMP were more likely to have
been without health insurance for all 12 months before
enrollment (66% vs. 56%, p < .001). Since HMP enroll-
ment, enrollees with chronic conditions were significantly
more likely than those without chronic conditions to re-
port improved access to prescription medications (65% vs.
48%), specialty care (50% vs. 33%), and mental health
care (32% vs. 17%) (all p < .001).

Changes in Health Since HMP Enrollment

When asked about their health since HMP enrollment,
those with chronic health conditions were more likely to
report improved physical health (52% vs. 40%) and im-
proved mental health (43% vs. 29%) compared with those
without chronic conditions. In multivariable logistic re-
gression models adjusted for other factors likely to affect
health status (Table 3), enrollees with chronic health con-
ditions were significantly more likely to report improved
physical (adjusted odds ratio [aOR] 1.70, 95% CI (1.40,
2.07)) and mental health (aOR 1.75, 95% CI (1.43, 2.15))
since HMP enrollment than enrollees without chronic
health conditions.

Figure 1 Prevalence of chronic conditions—previously vs. newly diagnosed since Healthy Michigan Plan enrollment. COPD, chronic obstructive
pulmonary disease. *Comparable Michigan Prevalence* estimated using 2015 Michigan BRFSS results among respondents age 19–64 years old
who did not report being pregnant or enrolled in Medicare, adjusted for BRFSS survey weights to more closely reflect the general Michigan
population. †Any chronic condition includes respondents who reported any of the following conditions: hypertension, heart disease, diabetes,
mood disorders, stroke, asthma, COPD, or other. Write-in responses for “other” were verified and coded by two clinicians. Of all respondents
with any chronic disease, 39.4% reported some “other” chronic disease, but only 8.9% of those with a chronic disease only selected “other.”
Among all enrollees, a total of 6657 chronic diseases were indicated, including 1538 classified as “other” (23% of reported chronic conditions).
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Associations between Changes in Access to
Care and Changes in Health Status, Among
Enrollees With Chronic Health Conditions

Among enrollees with chronic health conditions, when adjust-
ed for other factors that can affect health status, seeing a PCP
(aOR 1.86, 95% CI (1.20, 2.89)) and having improved access
to prescription medications (aOR 2.10, 95%CI (1.65, 2.68)) in
the past 12 months of HMP enrollment were the strongest
predictors of improved physical health since HMP enrollment
(Table 4). Other significant predictors of improved physical
health were improved access to specialty care (aOR 1.63, 95%
CI (1.39, 2.05)) and improved access to mental health care
(aOR 1.53, 95% CI (1.19, 1.96)).
Among enrollees with chronic health conditions, the stron-

gest predictor of improved mental health in adjusted analyses
was improved access to mental health care (aOR 3.40, 95% CI

(2.67, 4.34)). Other significant predictors were improved ac-
cess to prescription medications (aOR 1.56, 95% CI (1.21,
2.02)) and improved access to specialty care (aOR 1.48, 95%
CI (1.17, 1.88)), but not whether the enrollee saw a PCP in the
past 12 months of HMP enrollment.

HMP Enrollee Interview Themes Related to
Chronic Disease Care

During in-depth interviews, enrollees with chronic conditions
described how HMP coverage led to the identification of and
treatment for new diagnoses; improved access to needed
health care, medications, and supplies for previously diag-
nosed conditions that improved their functioning and health;
and reduced financial stress (see Online Appendix Table 6 for
additional HMP enrollee quotations exemplifying the themes
described below).

Table 1 Enrollee Characteristics by Chronic Health Condition Status (N = 4090) (Proportions of Enrollee Population Derived from Enrollee
Survey Responses Adjusted for Survey Sample Weights)

Enrollees without a chronic
condition (n = 1151)

Enrollees with any chronic
condition‡ (n = 2939)

p value†

% or mean 95% CI % or mean 95% CI

Age, years < .001
19–34 55.9% [52.3, 59.6] 32.5%* [30.3, 34.8]
35–50 28.2% [25.0, 31.5] 36.7%* [34.5, 39.0]
51–64 15.9% [13.8, 18.3] 30.8%* [28.9, 32.8]

Gender .015
Female 47.9% [44.2, 51.5] 53.3% [51.0, 55.6]
Male 52.1% [48.5, 55.8] 46.7% [44.4, 49.0]

Race/ethnicity < .001
White 54.2% [50.4, 57.9] 64.4%* [62.2, 66.6]
Black or African American 28.8% [25.3, 32.5] 24.8% [22.8, 26.9]
Other 13.1% [10.8, 15.8] 6.8%* [5.7, 8.0]
More than one 4.0% [2.8, 5.6] 4.0% [3.1, 5.1]

Income, % of federal poverty level < .001
0–35% 45.9% [42.6, 49.4] 54.6%* [53.1, 56.1]
36–99% 31.0% [28.3, 33.8] 27.2% [25.9, 28.5]
≥ 100% 23.1% [20.8, 25.4] 18.2%* [17.2, 19.3]

Number of self-reported chronic conditions‡ < .001
1 N/A 41.6% [39.3, 43.9]
2 30.2% [28.1, 32.4]
3 16.7% [15.1, 18.5]
≥ 4 11.5% [10.2, 12.9]

No. of last 30 days physical health not good 3.0 days [2.4, 3.5] 8.6 days* [8.1, 9.1]
No. of last 30 days mental health not good 2.1 days [1.6, 2.6] 7.8 days* [7.3, 8.3]
Major functional limitations§ 5.8% [4.1, 8.3] 24.4%* [22.5, 26.4]
Self-rated health status < .001
Excellent 20.2% [17.3, 23.3] 4.5%* [3.7, 5.6]
Very good 42.5% [38.8, 46.2] 19.5%* [17.6, 21.5]
Good 27.0% [23.9, 30.3] 37.1% [34.9, 39.4]
Fair 9.2% [7.3, 11.7] 28.3%* [26.3, 30.4]
Poor 1.1% [0.6, 2.1] 10.5%* [9.2, 12.0]

Physical health better since HMP enrollment < .001
Gotten better 39.5% [35.9, 43.2] 52.1%* [49.7, 54.4]
Stayed the same 59.2% [55.4, 62.8] 40.4%* [38.2, 42.7]
Gotten worse 1.4% [0.8, 2.4] 7.5%* [6.5, 8.7]

Mental health better since HMP enrollment < .001
Gotten better 29.2% [25.8, 32.8] 42.6%* [40.3, 44.9]
Stayed the same 69.6% [66.0, 72.9] 51.2% [48.9, 53.5]
Gotten worse 1.3% [0.7, 2.2] 6.2%* [5.1, 7.4]

*Statistically significant difference at p < .05 for comparison of enrollees with vs. without a chronic condition
‡Chronic conditions are self-reported and include hypertension, mood disorders (e.g., depression or anxiety), asthma, heart disease, chronic obstructive
pulmonary disease (COPD), diabetes, and chronic health conditions among those listed by respondents as “other” diagnoses
§More than 16 days in the last 30 days (CDC definition)
†Pearson’s chi-squared test
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Identification of and Treatment for New Diagnoses. Several
enrollees who, before enrollment, had been unable to seek care
due to lack of coverage were newly diagnosed with chronic
physical and mental health conditions.

Without the insurance I’d have never known I had sleep
apnea...I probably wouldn’t be here now talking to you
because my heart stopped beating 97 times per every
minute. (male, 47)Some enrollees had been symptom-

Table 2 Self-reported Insurance Coverage and Access to Care Before and After HMP Enrollment, by Chronic Health Condition Status

Respondents without a
chronic condition

Respondents with any
chronic condition*

p
value†

Column
%

95% CI Column
%

95% CI

Insurance duration prior to HMP .24
Entire year 30.0 [26.8,

33.5]
31.3 [29.2,

33.6]
Part of year 11.0 [8.8, 13.7] 8.8 [7.6, 10.2]
None of year 59.0 [55.2,

62.6]
59.6 [57.5,

62.1]
Years since last PCP visit prior to HMP .02
Less than 1 year 36.7 [33.1,

40.4]
42.6 [40.4,

45.0]
1–5 years 42.1 [38.4,

45.8]
36.6 [34.5,

38.9]
More than 5 years 21.3 [18.5,

24.3]
20.7 [18.8,

22.8]
Saw PCP in past 12 months 75.5 [71.8,

78.8]
89.8 [88.0,

91.3]
< .001

Problems paying medical bills in 12 months prior to HMP enrollment 29.7 [26.5,
33.2]

51.9 [49.6,
54.2]

< .001

Ability to pay medical bills improved after HMP‡ 85.4 [79.8,
89.6]

87.0 [84.6,
89.1]

.048

Access to prescriptions since HMP enrollment < .001
Improved 48.0 [44.3,

51.7]
64.6 [62.3,

66.8]
Same 28.8 [25.4,

32.5]
24.6 [22.6,

26.6]
Worse 1.5 [0.9, 2.6] 3.9 [3.0, 4.9]
Do not know 21.7 [18.9,

24.8]
7.0 [5.9, 8.3]

Access to specialty care since HMP enrollment < .001
Improved 33.0 [29.8,

36.5]
49.7 [47.4,

52.0]
Same 24.9 [21.8,

28.3]
21.5 [19.7,

23.4]
Worse 3.1 [2.1, 4.5] 4.8 [3.9, 5.8]
Do not know 39.0 [35.3,

42.7]
24.0 [22.0,

26.1]
Access to mental health care since HMP enrollment < .001
Improved 17.4 17.4 32.2 [30.0,

34.4]
Same 25.8 25.8 22.1 [20.2,

24.1]
Worse 0.4 0.4 3.4 [2.7, 4.4]
Do not know 56.3 56.3 42.3 [40.1,

44.6]
Had regular source of medical care in 12 months prior to HMP 66.6 [63.0,

70.0]
77.3 [75.3,

79.2]
< .001

Had regular source of medical care in 12 months since HMP enrollment 85.8 [82.6,
88.4]

95.2 [93.8,
96.3]

< .001

Regular source of care in 12 months prior to HMP enrollment is doctor’s office
or clinic§

66.3 – 64.7 – .30

Regular source of care in 12 months after HMP enrollment is doctor’s office or
clinic§

88.7 – 93.1 – .005

Weighted proportions of pre-HMP insurance status and access to care by self-reported chronic conditions
*Chronic conditions are self-reported and include hypertension, mood disorder, asthma, heart disease, chronic obstructive pulmonary disease (COPD),
diabetes, and chronic health conditions among those listed by respondents as “other” diagnoses
†Pearson’s chi-squared test
‡Only asked of those reporting problems paying medical bills in 12 months prior to HMP enrollment
§Only asked of those reporting a regular source of medical care during that time period
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atic but had been undiagnosed until a health care pro-
vider was able to identify and address their condition.

Everything fell on top of me at one time. It was like I
was buried … Healthy Michigan came in, and it en-
abled me to see my doctor and have a physical. My
doctor said to me, ‘You are clinically depressed. You
cannot keep going on like this.’ … She had said,
‘You’re going on heavy antidepressants here. We are
boosting you up.’ (female, 62)

Improved Access to Needed Health Care, Medications, and
Supplies for Previously Diagnosed Conditions. Many
enrollees with chronic physical and mental health
conditions indicated that, prior to HMP enrollment, it
was difficult to get needed care for their condition. They
described how HMP coverage provided them with access
to health care providers, medications, and supplies that
helped them better manage their physical and mental
health conditions, and improve their functioning and
health. For example, HMP coverage helped a man with
diabetes afford his medication leading to a dramatic
improvement in his blood sugar control.

I had diabetes for 7 years… .I just ignored it because I
couldn’t afford the medicine, and how I can get help for
it. I got my diabetes under control and I feel a lot better
… . I got it [HbA1c] from 10.5 to 6.8. (male, 36)Some
enrollees reported that HMP coverage allowed them to

stop cutting back from prescribed medication and self-
monitoring regimens.

These [medications] I have to take four times a day,
and sometimes [while uninsured] I’d only take
them two [times a day]. And the same thing with
those test strips. I wouldn’t test as often as I should
because, again, it’s expensive. So now I don’t have
to worry about that … I take it like I’m supposed to
… That leads to better health later on. (female,
54)Some enrollees described the benefits of im-
proved access to other health services, including
behavioral health and lifestyle programs. This en-
rollee linked her ability to get behavioral health,
physical health, and healthy lifestyle services to
improvements in mental health and vice versa.

I know that my mental health is important to my
physical health. Everything is connected. So
Healthy Michigan has helped me improve in all
of those areas. I am mentally stronger because of
the behavioral health and because of the physical
therapy and because of the Weight Watchers. (fe-
male, 62)

Reduced Financial Stress. Many enrollees described how
HMP coverage had reduced financial stress related to
chronic disease care, allowing them to visit their health care

Table 3 Multivariable Logistic Regression Results: Association between Having a Chronic Health Condition and Improved Physical and
Mental Health After HMP Enrollment, Among All Respondents

Independent variables Physical health improved since
HMP enrollment

Mental health improved since
HMP enrollment

aOR 95% CI aOR 95% CI

Any chronic physical or mental health condition† 1.70 [1.40, 2.07]* 1.75 [1.43, 2.15]*
Insurance duration prior to HMP
Entire year Ref Ref
Part of year 2.06 [1.51, 2.81]* 1.32 [0.96, 1.83]
None of year 2.34 [1.94, 2.82]* 1.66 [1.36, 2.02]*

Current smoker 0.76 [0.64, 0.91]* 0.97 [0.81, 1.16]
Age
19–34 Ref Ref
35–50 1.24 [1.01, 1.52]* 1.05 [0.85, 1.30]
51–64 1.19 [0.97, 1.45] 1.05 [0.85, 1.29]

Female 0.93 [0.78, 1.1] 1.00 [0.84, 1.20]
Income, % of federal poverty level
0–35% Ref Ref
36–99% 1.07 [0.88, 1.30] 0.99 [0.81, 1.20]
≥ 100% 0.93 [0.76, 1.14] 0.88 [0.71, 1.08]

Race
White Ref Ref
Black or African American 1.22 [0.99, 1.50] 1.00 [0.81, 1.23]
Other 1.02 [0.74, 1.40] 0.92 [0.67, 1.28]
More than one 1.27 [0.81, 1.20] 0.95 [0.60, 1.52]

Both logistic regression models adjusted for all independent variables listed in the first column
*p< .05
†Chronic conditions are self-reported and include hypertension, mood disorder, asthma, heart disease, chronic obstructive pulmonary disease (COPD),
diabetes, and chronic health conditions among those listed by respondents as “other” diagnoses
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providers when needed instead of avoiding them for fear of the
financial consequences.

You’re not afraid to go to the doctor. So you take care
of these situations before they get too bad...I’ll go to the
doctor and say, ‘Can we check out my heart?’ I’m not
afraid anymore because you’re not thinking dollars,
dollars, dollars. (female, 54)

DISCUSSION

In this mixed-methods study examining the impact of Medic-
aid expansion on care of adults with chronic health conditions,
we found that 69% of Healthy Michigan Plan enrollees re-
ported a chronic physical or mental health condition. The
prevalence of diabetes, cardiovascular disease, respiratory dis-
ease, and mental health conditions in our sample is similar to
that previously found among traditional Medicaid enrollees.29

Chronic conditions were more common among HMP
enrollees than in the general Michigan population of a similar
age and sex distribution. The majority of those with chronic
health conditions had multiple co-morbid chronic conditions.
Over 40% of those with chronic conditions had a new diag-
nosis since HMP enrollment.
Most chronically ill enrollees lacked health insurance and

access to primary care prior to acquiring HMP coverage. Rates

of having any regular source of care, and a doctor’s office or
clinic as a regular source of care, after enrollment, were higher
among HMP enrollees with chronic conditions compared with
those without chronic conditions. A 2017 study by Sommers
and colleagues13 of adults with chronic health conditions in
Medicaid expansion states showed increased perceived access
to primary care and medications, but worse perceived access
to specialty appointments, compared with adults in non-
expansion states. In contrast, 50% of HMP enrollees with a
chronic condition reported improved access to specialty care,
and only 5% reported worse access. Specific HMP features,
including the strong emphasis on completing an early PCP
visit and use of managed care plans for all enrollees, may have
enhanced specialty care access.
There were still gaps in care among those chronic condi-

tions after HMP enrollment. For example, 10% had not seen a
PCP in the last year while enrolled in HMP, and 4% reported
worse access to prescriptions after HMP enrollment. Since
improved access to these types of care was associated with
improved physical health status among this group, efforts to
increase PCP visits and help navigate new prescription cover-
age among new enrollees should emphasize reaching those
with chronic conditions. Expansion programs should be aware
that unmet care needs among previously underinsured or
uninsured enrollees with chronic conditions may strain the
ability to accommodate needed care in initial coverage years.5

In other states’ studies of Medicaid expansion, improvements

Table 4 Multivariable Logistic Regression Results: Associations between Access to Specific Types of Care and Improved Physical and Mental
Health After HMP Enrollment, Among Enrollees with Self-reported Chronic Health Conditions

Independent variables Physical health improved since
HMP enrollment

Mental health improved since
HMP enrollment

aOR 95% CI aOR 95% CI

Saw PCP in past 12 months 1.86* [1.20, 2.89] 1.02 [0.66, 1.59]
Improved access to prescription medications‡ 2.10* [1.65, 2.68] 1.56* [1.21, 2.02]
Improved access to specialty care‡ 1.63* [1.39, 2.05] 1.48* [1.17, 1.88]
Improved access to mental health care† 1.53* [1.19, 1.96] 3.40* [2.67, 4.34]
Insurance duration prior to HMP
Entire year Ref Ref
Part of year 1.52* [1.05, 2.20] 0.86 [0.59, 1.27]
None of year 2.15* [1.70, 2.70] 1.30* [1.02, 1.65]

Current smoker 0.77* [0.62, 0.96] 0.94 [0.76, 1.18]
Age
19–34 Ref Ref
35–50 1.11 [0.84, 1.46] 0.92 [0.69, 1.22]
51–64 1.05 [0.81, 1.37] 1.13 [0.86, 1.47]

Female 0.78* [0.63, 0.97] 0.92 [0.74, 1.15]
Income, % of federal poverty level
0–35% Ref Ref
36–99% 1.19 [0.93, 1.51] 1.02 [0.80, 1.30]
≥ 100% 1.13 [0.88, 1.46] 1.03 [0.79, 1.34]

Race
White Ref Ref
Black or African American 1.34* [1.02, 1.76] 0.92 [0.70, 1.20]
Other 0.91 [0.58, 1.43] 0.82 [0.52, 1.28]
More than one 1.39 [0.81, 2.37] 0.83 [0.43, 1.62]

Both logistic regression models adjusted for all independent variables listed in the first column
*p< .05
‡Participants reported that since enrolling in HMP, access to this service has improved (reference group is those who said it got worse, stayed the same,
or do not know)
†(Chronic Conditions Are Self-reported and Include Hypertension, Mood Disorder, Asthma, Heart Disease, Chronic Obstructive Pulmonary Disease
(COPD), Diabetes, and Chronic Health Conditions Among Those Listed by Respondents as “Other” Diagnoses)
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in access to care and health status were not fully evident until
2–4 years after increased health insurance coverage.13, 15, 30

Strategies to monitor and overcome any remaining barriers to
accessing care after Medicaid enrollment will be key to ensur-
ing that those with chronic health conditions receive the care
needed to manage their health conditions and improve their
health status.
Most importantly, over half of those with chronic health

conditions reported improved physical health, and 43% re-
ported improved mental health within the first year or two of
enrollment in HMP. These findings are consistent with others
showing improved self-reported health following pre-ACA
state Medicaid expansions,31 and more recent similar findings
among those with chronic conditions in post-ACA Medicaid
expansion states.32

HMP enrollees with chronic conditions interviewed in this
study confirmed the major findings from the survey, deepening
them with enrollees’ own words. Major themes included the
strong impact of HMP coverage on improved access to care
needed to diagnose and manage chronic conditions, reducing
financial stress and worry about obtaining needed care, and
how HMP led to improved physical and mental health of
enrollees. Interviewees described how HMP coverage helped
them to obtain prescription medication and supplies, improve
medication adherence, and adopt healthy lifestyle changes, all
of which helped them to monitor and control their chronic
conditions. Among surveyed HMP enrollees with chronic
health conditions, improved access to mental health care and
specialty care and ability to obtain medications and supplies
were associatedwith improvements in both physical andmental
health. In the interviews, many related improvements in phys-
ical well-being and improvedmental well-being. A recent study
comparing population survey results for adults with chronic
conditions in states with and without post-ACA Medicaid
expansion also found that a large driver of improvements in
overall self-rated health was a reduction in poor mental health
days.33 Newer initiatives that aim to co-locate and integrate
behavioral health care with primary care, such as Michigan’s
Health Homes pilot,34 have the potential to enhance access to
both types of care for those with chronic conditions.
This study has several limitations. Data on chronic diagnoses,

access to care, and health status were obtained through enrollee
self-report. However, self-reported health status is a highly
significant predictor of mortality risk,35 and self-reported access
to care has been shown to be accurate.36 This cross-sectional
study was conducted 1 to 2 years after enrollees obtained
Medicaid coverage, and is descriptive, without a comparison
or control group. Ongoing longitudinal surveys of this Michi-
gan HMP enrollee cohort will assess trajectories of change in
access and health status over time and could assess whether
distinctive features of HMP led to some of the improvements
seen. Finally, this study was conducted in oneMidwestern state.
However, a growing number of Medicaid expansion states, and
those considering expansion, have features similar to those of
HMP, such as a strong emphasis on completing an early PCP

visit, incentivizing healthy behaviors, and use of managed care
plans for most enrollees.
In conclusion, enrollees with expanded Medicaid coverage

reported detection of previously undiagnosed chronic condi-
tions. Among those with chronic conditions, they also noted
improved ability to meet medical needs that, if left untreated,
could lead to costly complications and disability. Reports of
improved health care access were significantly associated with
perceived improvements in both physical and mental health in
this vulnerable group.
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