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BACKGROUND:Medicaid expansion in Michigan, known
as the Healthy Michigan Plan (HMP), emphasizes primary
care and preventive services.
OBJECTIVE: Evaluate the impact of enrollment in HMP
on access to and receipt of care, particularly primary care
and preventive services.
DESIGN: Telephone survey conducted during January–
November 2016 with stratified random sampling by in-
come and geographic region (response rate = 53.7%). Lo-
gistic regression analyses accounted for sampling and
nonresponse adjustment.
PARTICIPANTS: 4090 HMP enrollees aged 19–64 with ≥
12 months of HMP coverage
MAIN MEASURES: Surveys assessed demographic fac-
tors, health, access to and use of health care before and
after HMP enrollment, health behaviors, receipt of
counseling for health risks, and knowledge of preventive
services’ copayments. Utilization of preventive services
was assessed using Medicaid claims.
KEY RESULTS: In the 12 months prior to HMP enroll-
ment, 33.0% of enrollees reported not getting health care
they needed. Three quarters (73.8%) of enrollees reported
having a regular source of care (RSOC) before enrollment;
65.1% of those reported a doctor’s office/clinic, while
16.2% reported the emergency room. After HMP enroll-
ment, 92.2% of enrollees reported having a RSOC; 91.7%
had a doctor’s office/clinic and 1.7% the emergency room.
One fifth (20.6%) of enrollees reported that, before HMP
enrollment, it had been over 5 years since their last pri-
mary care visit. Enrollees who reported a visit with their
primary care provider after HMP enrollment (79.3%) were
significantly more likely than those who did not report a
visit to receive counseling about health behaviors, im-
proved access to cancer screening, new diagnoses of

chronic conditions, and nearly all preventive services. En-
rollee knowledge that some services have no copayments
was also associated with greater utilization of most pre-
ventive services.
CONCLUSIONS: After enrolling in Michigan’s Medicaid
expansion program, beneficiaries reported less forgone
care and improved access to primary care and preventive
services.
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INTRODUCTION

Michigan received a Section 1115 waiver from the Centers for
Medicare & Medicaid Services allowing the implementation of
an alternative approach to Medicaid expansion under the Afford-
able Care Act.1, 2 Michigan’s approach, the Healthy Michigan
Plan (HMP), opened enrollment for beneficiaries up to 133% of
the Federal Poverty Level (FPL) in April 2014.Most participants
must enroll in a Medicaid managed care plan, either of their own
choosing or by assignment if they do not select one. All plan
enrollees choose or are assigned a primary care provider (PCP).
HMP emphasizes primary care and prevention, encourag-

ing each enrollee to schedule an appointment with their PCP
within 60–90 days of enrollment, though there is no penalty
for failing to do so. During a PCP visit, enrollees are asked to
complete a Health Risk Assessment (HRA) which includes
questions about their health behaviors (e.g., exercise,
smoking) and, until late 2017, included measures of health
risk (e.g., blood pressure). The HRA encourages enrollees, in
consultation with their PCP, to commit to adopting or main-
taining healthy behaviors. Enrollees could receive financial
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incentives such as gift cards or discounted premiums and
copayments1 if they complete the HRA and their PCP submits
it to their health plan.
Other features of HMP include copayments for most

enrollees, waived for preventive services or care related tomany
chronic conditions. Those with incomes over 100% FPL owe
premium-like monthly contributions, up to 2% of household
income; total annual contributions and copayments cannot ex-
ceed 5% of household income (https://www.michigan.gov/doc-
uments/mdch/Healthy_Michigan_Copayment-final_452237_7.
pdf). MI Health Account statements, sent quarterly to enrollees,
list health care services received; costs to the health plan and the
enrollee, including copayments and contributions; and pay-
ments owed and remitted. Statements also refer enrollees to
their health plan to learn how to earn healthy behavior rewards.
This study is derived from a federally authorized evaluation

of HMP examining the impact of the program on enrollees
from a variety of perspectives. Through a survey of over 4000
HMP enrollees, we evaluated the impact of enrollment on
access to and receipt of care, particularly primary care and
preventive services, whether changes were more likely for
those who were uninsured prior to enrollment, and what effect
incentives to reduce enrollees’ cost-sharing might have on
their receipt of preventive services.

METHODS

Survey Sampling and Administration

The Healthy Michigan Voices telephone survey, conducted
from January to November 2016, included 4090 non-elderly
enrollees in the Healthy Michigan Plan (HMP). The sample,
described previously,3–5 was drawn using a design that strat-
ified HMP enrollees based on four geographic regions in the
state and three FPL categories (0–35%; 36–99%; ≥ 100%) to
ensure statistical power for subgroup analysis. Enrollees eli-
gible for the survey were aged 19–64 years, enrolled in HMP ≥
12 months, with a preferred language of English, Spanish, or
Arabic and a completeMichigan address and phone number in
Medicaid program files. The weighted response rate for the
2016 Healthy Michigan Voices enrollee survey was 53.7%.
The median interview length was 22 min (range 12–96).
Respondents received a $25 gift card. Survey weights
reflecting the stratified sample design were developed,6 ad-
justed for potential nonresponse bias through a logistic regres-
sion model7, 8 and calibrated to the known population totals
through ratio-raking.9, 10

Survey Measures

The survey included measures of demographic characteristics,
health status, access to care, insurance status prior to HMP
enrollment, and experiences of primary and preventive care.
Many measures were drawn from national surveys.11–19 New
items and scales (e.g., understanding of HMP features) were

developed from 67 semi-structured interviews with enrollees.
New items underwent cognitive testing and pre-testing for
timing and flow before being included in the survey
instrument.1

Utilization Measures

Vaccination data were drawn from the Michigan Care Im-
provement Registry and included receipt of flu vaccine for
the 2015–2016 season and receipt of other vaccines at any
time during 2015 and 2016. Receipt of other preventive ser-
vices was drawn from Medicaid administrative claims for the
period from each respondent’s initial HMP enrollment to the
time of survey completion, including:

& Breast cancer screening (restricted to women ≥ 50 years).

& Cervical cancer screening (Pap smear only; restricted to
women).

& Colorectal cancer screening (enrollees ≥ 50 years).

& Diabetes Prevention Program—not a Michigan Medicaid-
covered benefit, although health plans may cover.

& Any nutrition service—not a Michigan Medicaid-covered
benefit absent specific diagnoses; health plans may cover.

& Dental visit—although not all visits are solely preventive,
having ≥ 1 dental visit was counted as providing an oral
wellness service.

& Testing for sexually transmitted infections (excluding HPV).

& Prescription for HMG CoA reductase inhibitor,
varenicline (tobacco users), and nicotine replacement
(tobacco users).

& Primary care visits.

Analysis

Descriptive statistics were generated for all survey and utili-
zation measures. Pearson’s chi-square analyses were per-
formed to describe bivariate relationships. Multivariate analy-
ses examined relationships between pre-enrollment insurance
status (insured all 12 months, some of the 12 months, or none
of the 12 months prior to enrollment) and dependent variables
of access, health and worry, adjusting for age, gender, FPL,
race and ethnicity (Hispanic, Arabic/Chaldean), urbanicity,
self-reported health status, and self-reported chronic condi-
tion(s). Bivariate relationships between receipt of preventive
services and knowledge about waived copayments for preven-
tive services and health behavior rewards used Pearson’s chi-
square tests, multivariate analyses of the relationship between
self-reported primary care visit and receipt of preventive ser-
vices controlled for age, gender, race, ethnicity, urbanicity,
self-reported health status, and self-reported chronic condi-
tion(s). We used self-reported primary care visits for analyses
examining the relationship between PCP visits and other var-
iables. Analyses using claims data for primary care visits
found similar relationships, When applicable, analyses only

1 The survey instrument is available from the corresponding author.
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included relevant subgroups (e.g., colon cancer screening for
enrollees ≥ 50, tobacco counseling by tobacco users).
All statistical analyses were conducted using Stata v.14.2

and accounted for weights based on sample design features.
This study based on data collected for a federally authorized

evaluation of a public program was deemed exempt from
review by the University of Michigan and MDHHS Institu-
tional Review Boards.

RESULTS

Demographic Characteristics of Respondents

After weighting, demographic characteristics of respondents
closely matched characteristics of the broader HMP enrollee
population (Table 1; Appendix Table 5). Just over half
(51.6%) were women, 51.8% had incomes 0–35% FPL,
26.0% were over 51 years old, and 10.2% lived in rural areas.
More than two thirds (69.2%) reported having a chronic
condition, and three in ten (29.7%) reported fair/poor health
status. Almost half (48.8%) of enrollees reported they were
employed or self-employed, 27.6% were out of work, 11.3%
were unable to work, and 2.5% were retired.

Insurance Before Enrollment

Over half (57.9%) of enrollees had no health insurance
at any time in the 12 months prior to HMP enrollment.
Enrollees with an income of 0–35% FPL were more
likely than those in other income groups to have no
health insurance in the 12 months prior to HMP enroll-
ment (62.6% vs. 54.1% for enrollees 36–99% FPL and
50.9% for enrollees ≥ 100% FPL, p < 0.001). Most
enrollees who reported having health insurance at some
point during the 12 months prior to HMP enrollment
were insured all 12 months (73.8%). About half (50.8%)
of enrollees who reported having health insurance at any
time in the 12 months prior to enrollment had Medicaid
or coverage through another state program, while a
quarter (26.2%) had private insurance through a job or
union and 10.2% had individually purchased insurance.

Forgone Care Before Enrollment

One third (33.0%) of enrollees reported not getting the health
care they needed in the 12 months prior to HMP enrollment.
Forgone care was most often dental care (63.2%), with spe-
cialty care (21.7%) and prescriptions (19.9%) the next most
common types. The most common reasons for not getting care
prior to HMP were being worried about the cost (77.5%) and
not having health insurance (67.4%). Those who were insured
all 12 months prior to HMP enrollment were significantly less
likely than those who were uninsured all 12 months to report
forgone care or forgone care due to cost prior to HMP enroll-
ment (Table 2).

Forgone Care, Health, and Stress After
Enrollment

In the 12 months preceding the survey, 15.6% reported not
getting the medical or dental care they needed. Among this
group, the most common reasons for not getting this care were
that their health plan would not pay for the treatment (39.6%),
being worried about cost (25.4%), and that a doctor or hospital

Table 1 Demographic Characteristics

Weighted
%a

FPLb

0–35% 51.8
36–99% 28.4
≥ 100% 19.8

Age
19–34 years 40.0
35–50 34.0
51–64 26.0

Female 51.6
Race (n = 4039)
White 61.2
Black or African American 26.1
Other 8.8
More than one 4.0

Hispanic/Latino (n = 4056) 5.2
Arab, Chaldean, Middle Eastern (n = 4055) 6.2
Urbanicity
Urban 81.0
Suburban 8.8
Rural 10.2

Employment (n = 4068)
Employed or self-employed 48.8
Out of work 27.6
Homemaker 4.5
Student 5.2
Retired 2.5
Unable to work 11.3
Veteran (n = 4086) 3.4

Marital status (n = 4073)
Married 20.4
Partnered 4.3
Divorced 18.2
Widowed 2.8
Separated 2.8
Never married 51.6

Chronic conditions 69.2
≥ 1 self-reported physical health condition 60.8
≥ 1 self-reported mental health condition 32.1

How often do you need to have someone help you read instructions,
pamphlets, or other written materials from a doctor, pharmacy, or health
plan? (n = 4088)
Never 72.6
Rarely 10.6
Sometimes 10.6
Often 2.4
Always 3.7

Any type of health insurance at any time during the 12
months before enrollment (n = 4087)

40.7

[If yes] Number of months insured in 12 months before enrollment (n =
1667)
All 12 months 73.8
6–11 months 15.2
Less than 6 months 7.6

What type of health insurance did you have? (n = 1622)
Medicaid, MiChild, or other state program 50.8
Private insurance provided through a job or union 26.2
Private insurance purchased by you or someone else 10.2
[If yes] Was this insurance purchased on the

HealthCare.gov exchange? (%yes)
31.5

Did you receive a subsidy? (%yes) 61.8

aPercents may not add to 100 due to rounding and don’t know responses
bAll variables n = 4090 unless otherwise specified
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would not accept insurance (23.9%). When asked about
changes in access to care, many reported greater ability to

get prescription medications (59.3%), dental care (46.1%),
specialist care (44.4%), and mental health care (27.5%)
(Table 2). Many also reported improved physical health
(47.8%), mental health (38.2%), and oral health (39.5%).Most
enrollees reported less stress (87.9% strongly agreed/agreed)
and less worry about something bad happening to their health
since enrolling in HMP (69.0% strongly agreed/agreed).
Those who were insured all 12 months prior to HMP enroll-
ment were significantly less likely than those who were unin-
sured all 12 months to report improvements in access, health,
stress, or worry. (Table 2).

Regular Source of Care Before and After
Enrollment

About three quarters (73.8%) of enrollees reported having a
regular source of care (RSOC) in the 12 months prior to HMP
enrollment (Fig. 1). Among enrollees who reported having a
RSOC before enrollment, they most often named a doctor’s

Table 2 Relationship Between Pre-enrollment Insurance Status and Access, Health, and Worry

All
respondents

Independent variable: pre-enrollment insurance

Uninsured all 12
months (n = 2374)

Insured some of
12 months (n =
374)

Insured all 12
months (n =
1235)

aOR
[95% CI]

aOR
[95% CI]

Dependent
variables

Foregone care before enrollment
Any forgone care 12 months prior to HMP 33.0% Reference 0.6*

[0.5, 0.8]
0.3**
[0.2, 0.3]

Forgone care due to cost/no insurance/insur-
ance not accepted/plan would not pay in 12
months prior to HMP

31.7% Reference 0.8
[0.4, 1.5]

0.3**
[0.2, 0.5]

Access to services since enrollment
Improved access to prescription medicines 59.3% Reference 0.8

[0.6, 1.1]
0.3**
[0.3, 0.4]

Improved access to primary care 57.8% Reference 0.6**
[0.5, 0.8]

0.3**
[0.2, 0.3]

Improved access to help with staying healthy 52.0% Reference 0.8
[0.6, 1.1]

0.4**
[0.3 0.4]

Improved access to dental care 46.1% Reference 0.8
[0.6, 1.1]

0.4**
[0.3, 0.5]

Improved access to specialist care 44.4% Reference 0.7
[0.6, 1.0]

0.4**
[0.3, 0.5]

Improved access to mental health care 27.5% Reference 0.8
[0.6, 1.1]

0.5**
[0.4, 0.6]

Improved access to cancer screening 25.7% Reference 0.6*
[0.5, 0.9]

0.4**
[0.3, 0.5]

Change in health since enrollment
Improved physical health 47.8% Reference 0,9

[0.7, 1.2]
0.4**
[0.4, 0.5]

Improved mental health 38.2% Reference 0.8
[0.6, 1.1]

0.6**
[0.5, 0.7]

Improved oral health 39.5% Reference 0.8
[0.6, 1.1]

0.6**
[0.5, 0.7]

Worry and stressa since enrollment
I don’t worry so much…b 69.0% Reference 0.9

[0.7, 1.2]
0.7**
[0.5, 0.8]

Having HMP has taken a lot of stress off me 87.9% Reference 0.9
[0.5, 1.4]

0.6**
[0.4, 0.7]

Logistic regression with adjusted odds ratios; each row is a separate model/outcome, adjusted for age, gender, federal poverty level, race and ethnicity,
urbanicity, self-reported health status, and self-reported chronic conditions
*p < 0.01; **p < 0.001
aRespondents were asked to rate their agreement on a 5-point scale where 5 indicated “strongly agree” and 1 indicated “strongly disagree.” Weighted
proportions reflect those who strongly agreed/agreed
bI don’t worry as much about something bad happening to my health since enrolling in the Healthy Michigan Plan

Figure 1 Regular source of care before and after enrollment in HMP.
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office (47.9%) or clinic (17.2%). Substantial portions reported
the emergency room (16.2%) and urgent care (16.8%) (Fig. 1).
Those with incomes > 100% FPL were more likely to report
having a RSOC in the 12 months prior to HMP enrollment
than those with lower incomes (77.3% for > 100% FPL,
74.1% for 36–99% FPL, 72.2% for 0–35% FPL, p = 0.035).
After HMP enrollment, almost all (92.2%) enrollees indicated
having a regular source of care; there were no significant
differences by income category. Those reporting a RSOCmost
often named a doctor’s office (75.2%) or clinic (16.5%). Few
reported the emergency room (1.7%) and urgent care (5.8%)
(Fig. 2).]–>]–>

Primary Care Before and After Enrollment

One fifth (20.6%) of enrollees reported that, before enrolling
in HMP, it had been over 5 years since their last primary care
visit, with 37.8% reporting a primary care visit 1–5 years and
40.1% within 12 months prior to enrollment. Those with an
income of 0–35% FPL were more likely to report they had not
seen a PCP for more than 5 years prior to HMP enrollment
(23.7% for 0–35% FPL, 18.1% for 36–99% FPL, 15.9% for >
100% FPL, p < 0.004).
The majority (85.2%) of enrollees who indicated having a

PCP through HMP reported having a primary care visit within
the preceding 12 months; 89.5% of all enrollees had a claim
for a primary care visit. For enrollees who reported not seeing
their PCP in the past 12 months, the most common reason was
that they were healthy and did not need to see a provider
(63.4%). Older enrollees, women, white enrollees, those in

worse health or with a chronic condition, and those residing in
rural areas were more likely to report a primary care visit. Self-
reported primary care visits after enrollment did not differ on
the basis of income, ethnicity, employment, partnership status,
or health literacy (Tables 7 and 8, Appendix).

Figure 2 Receipt of preventive care while enrolled in Healthy Michigan Plan. Weighted proportions of services based on claims analysis. See
Table 6, Appendix. HPV human papilloma virus, STI sexually transmitted infection. *Analysis restricted to women 50 and older. **Analysis
restricted to women; excludes HPV. ***Analysis restricted to women and men 50 and older. ^Any preventive service with the exception of

primary care visit. Diabetes Prevention Program and other nutrition services are not necessarily covered by a Medicaid health plan.

Table 3 Primary Care Visits and Preventive Services

Preventive service Self-reported
primary care visit

p

aORa

Breast cancer screeningb 6.57^ <0.001
Cervical cancer screeningc 2.15^ <0.001
Colorectal cancer screeningd 4.33^ <0.001
Dental visit 1.42# <0.01
Test for STI 3.88^ <0.001
Statin prescription 1.97^ <0.001
Varenicline and/or nicotine re-
placement prescription

2.05^ <0.001

Vaccine (any) 1.42# <0.01
Influenza vaccine 2.20^ <0.001
Pneumonia vaccine – NS
Other vaccine (not influenza or
pneumonia)

NS NS

#p < .01; ^p ≤ .001, NS nonsignificant, – analysis not conducted
aEach row in the adjusted odds ratios (aOR) column reflects a separate
logistic regression model/outcome, adjusted for age, gender, race,
ethnicity (Hispanic, Arabic/Chaldean), urbanicity, self-reported health
status, and self-reported chronic conditions. The reported aOR reflects
the aOR of those who had self-reported primary care visits receiving the
preventative service
bAnalysis restricted to women 50 and older
cAnalysis restricted to women, measured as Pap smears
dAnalysis restricted to women and men 50 and older
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Relationship Between Primary Care and
Access, Health Behavior Counseling, and
Preventive Services

Of enrollees who reported a primary care visit, 91.1% said they
discussed health promotion and disease prevention. They were
almost twice as likely to report receiving help with staying
healthy (aOR = 1.82, p < 0.001) and improved access to cancer
screening (aOR = 1.82, p < 0.001) and more likely to report
improved access to dental care (aOR = 1.31, p = 0.016) and
specialty care (aOR = 1.64, p < 0.001). They were much more
likely to report being counseled about exercise (aOR = 4.52, p <
0.001), nutrition (aOR = 4.01, p < 0.001), tobacco cessation
(aOR = 4.64, p < 0.001), or alcohol use (aOR = 3.27, p <
0.001). They were also more likely to report having a new
diagnosis of a chronic condition after HMP enrollment (aOR =
1.77, p < 0.001). The vast majority of enrollees received at least
one preventive service (Fig. 2). Those who reported having a
PCP visit were significantlymore likely than thosewho did not to
have claims for most preventive services (Table 3).

Knowledge About Costs and Healthy Behavior
Rewards, Relation to Preventive Services

Three quarters of enrollees (75.6%)were aware that some kinds of
visits, tests, and medicines have no copayments while one quarter
(28.1%) were aware that they could get a reduction in the amount
they have to pay by completing an HRA. Enrollee knowledge that
some services have no copayments was significantly associated
with greater utilization of nearly all preventive services examined

(Table 4). Enrollee knowledge that completing an HRA could
result in lower fees was not associated with any preventive service
use.

DISCUSSION

This comprehensive study ofMedicaid expansion inMichigan
found less forgone care; improved access to primary care,
health counseling, and other health services; high use of
preventive services; and enrollee reports of improved overall
physical, mental, and dental health and less stress and worry.
These improvements were greater for those, a majority, who
lacked insurance for all 12 months before enrollment in
Healthy Michigan.
We found substantial increases in having a regular source of

care after enrollment in HMP, similar to the Oregon Health
Insurance Experiment.20 Other studies have not found statis-
tically significant changes21, 22. About three quarters of HMP
enrollees reported having a regular source of care before
enrollment, while almost all (92.2%) reported a RSOC after
enrollment. Reporting the emergency room as a RSOC
decreased.
Our findings expand on other studies demonstrating that

Medicaid expansion enhances primary care utilization.21–
24, 32 A national study of low-income adults found Med-
icaid expansions were associated with increased visits to
physicians in general practice by 6.6 percentage points.18

Another study comparing three states found that

Table 4 Incentive Knowledge Relationship with Preventive Services

Preventive service Some services have no copaymenta May get reduction in fees if complete
HRAa

Correctly answered yes No/DK pc Correctly answered yes No/DK pc

% receiving serviceb % receiving serviceb

Primary care visit 92.3 80.8 < 0.001 90.0 89.3 NS
Breast cancer screeningd 74.6 60.3 < 0.01 74.1 70.9 NS
Cervical cancer screeninge 55.7 47.2 < 0.01 54.4 53.8 NS
Colorectal cancer screeningf 43.5 34.6 < 0.05 43.7 40.7 NS
Dental visit 60.7 56.0 < 0.05 58.8 59.8 NS
Test for STI 15.0 10.4 < 0.01 13.4 14.0 NS
Statin prescription 19.2 14.1 < 0.01 19.2 17.4 NS
Varenicline and/or nicotine replacement prescription 12.5 7.5 < 0.001 9.9 11.8 NS
Vaccine (any) 45.8 38.1 < 0.01 47.0 42.7 NS
Influenza vaccine 34.5 26.7 < 0.001 34.4 31.8 NS
Pneumonia vaccine 6.9 4.7 < 0.05 7.3 6.0 NS
Other vaccine (not influenza or pneumonia) 20.4 19.0 NS 20.8 19.8 NS
Any preventive serviceg 88.6 81.3 < 0.001 86.7 86.9 NS

NS nonsignificant
aWeighted proportions of claims-based utilization of preventive services for respondents answering yes, no, or don’t know to the question about these
features of HMP
bWeighted proportion of enrollees with those responses who received the preventive service in that row
cPearson’s chi-square test
dAnalysis restricted to women 50 and older
eAnalysis restricted to women, measured as Pap smears
fAnalysis restricted to women and men 50 and older
gAny of the above preventive services with the exception of primary care visit
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expansion was associated with a 12.1% increase in access
to primary care.[24] Remarkably, one fifth of enrollees said
they had not had a primary care visit in over 5 years, and
only two fifths reported a primary care visit in the 12
months prior to enrolling in HMP; double that proportion
reported a PCP visit in the 12 months before the survey.
Clearly, the previously uninsured covered by Medicaid
expansion had great unmet needs for primary care.
This study adds to a modest literature about the impact of

Medicaid expansion on preventive services.20, 21, 31 We found
high utilization of a broad range of preventive services. Survey
data adds enrollee reports of prevention that can be harder to
measure using administrative data, such as counseling for
health behaviors. Many enrollees reported improved access
to cancer screening and help with staying healthy, and being
counseled about healthy behaviors.
Preventive service use and counseling were more likely for

those reporting a primary care visit. For services that require a
clinician’s order, such as colon cancer screening, the visit may
be more of a mediator than an influence on receipt. However,
some services, such as dental visits, influenza vaccinations,
and breast and cervical cancer screening, may not require a
referral. We found connections between primary care visits
and nearly all preventive services, not just those requiring a
physician’s order. Combined with connections between pri-
mary care and enrollees’ reports of improved access to pre-
vention and health behavior counseling, results suggest that
the emphasis on primary care and health risk assessment
promotes prevention.
Enrollee knowledge that some services have no copayments

was also associated with greater use of preventive services, while
knowledge that completing an HRA could result in lower fees
was not. It is not clear whether preventive service use itself
improves knowledge that these services have no copay, or knowl-
edge that they have no copay encourages use; further exploration
would be helpful before drawing conclusions about causality.
The lack of relationship between preventive services and knowl-
edge of HRA incentives adds to evidence that those being
incentivized must be aware of and understand the incentives in
order for them to be effective.22–25, 26, 27, 29

A few studies have foundMedicaid expansion increases the
probability of diagnosis of specific chronic conditions.17, 18, 20,
26, 30 Medicaid expansion emphasizing primary care and pre-
vention should lead to earlier diagnosis of chronic conditions;
enrollees who reported a primary care visit were indeed more
likely to report a new diagnosis.
Improvements in health since HMP enrollment were report-

ed by a substantial number of enrollees. A few other studies,
looking at differences between Medicaid expansion and non-
expansion states, have found expansion associated with im-
proved self-reported health status and lower rates of depres-
sion.16, 20, 27, 28

Limitations

Findings should be interpreted in the context of this
work’s limitations. First, self-reported outcomes may be
limited by recall bias and social desirability bias, an
unavoidable limitation reporting what enrollees them-
selves say about their experiences of the impact of
Medicaid expansion. Second, a cross-sectional study
conducted after expansion limits inferences about cau-
sality. While this should temper conclusions about health
improvements, reports about forgone care and a regular
source of care are probably more robust. Third, the
study was conducted relatively soon after expansion;
results about enrollee knowledge of HMP (e.g., incen-
tives) may change over time. Fourth, surveys are subject
to response bias. Although our response rate was higher
than most surveys of low-income populations, we none-
theless applied weights to lessen nonresponse bias. Fifth,
claims may not be accurate proxies for some preventive
services. Nutritional counseling, for example, may be
provided without a claim. Some services (e.g., colorectal
cancer screening) should occur at intervals longer than
the time period we examined. Since we were not able to
identify cancer screening received prior to enrollment,
our results may underestimate the proportion who could
be considered up to date. Finally, this study of Medicaid
expansion was conducted in one state; generalization to
other states and health systems outside the USA is
limited.

Conclusions

Enrollees in Michigan’s Medicaid expansion, which has
a strong emphasis on primary care and assessing health
risks, report less forgone care, improved access to pri-
mary care, health promotion, and disease prevention.
Our findings also show evidence of shifts in the regular
source of care away from emergency rooms to doctor’s
offices and clinics. Meeting unmet needs for primary
care, with an emphasis on health promotion, disease
prevention, and detection and management of chronic
conditions, has potential for long-term improvements in
health. Other states should consider ways to encourage
the use of primary care to improve the health of low-
income adults covered by Medicaid.
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