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Background

• Systems such as HMOs that combine substance 
abuse treatment (SA) and primary care may 
provide clinical, economic, and social benefits

• Duration of SA treatment is closely linked to 
positive treatment outcomes

• Risk for premature termination of SA treatment 
may be particularly high for Medicaid clients



Previous Studies
• 3 studies of treatment outcomes for Medicaid 

compared to privately insured clients in  managed 
care organizations:

• Green et al. (2002)
– Medicaid status negatively associated with treatment 

completion for men
• Ettner et al. (2003)

– Medicaid clients had similar or better outcomes
• Walters et al. (2002)

– Medicaid clients ended treatment sooner
– Health plan enrollment not significantly related to 

retention in treatment



Research Questions

• What is the relationship between Medicaid 
enrollment and SA treatment initiation and 
duration of SA treatment in an HMO?

• Does length of enrollment in the HMO 
affect SA treatment initiation and duration?



Context
• Many Medicaid clients enrolled in private 

managed care organizations (MCOs)
• Some experts concerned that private MCOs 

may not meet the needs of Medicaid clients 
with SA problems



Oregon Medicaid Program

• During study period, most Oregon Medicaid 
clients enrolled in private commercial 
MCOs

• State pays MCO single capitated rate for 
physical health and substance abuse 
services (excluding residential treatment)

• In 1994, OHP expanded eligibility to 
include the working poor



Study Design

• Observational study uses secondary data on public 
and privately enrolled members of Kaiser 
Permanente Northwest (KPNW)

• Parent study included all Medicaid KPNW 
members who received care in the specialty SA 
program between 1/1/96 and 1/31/97 (N=1304)

• Study matched (age, gender) Medicaid members 
with privately insured comparison group 

• All subjects followed for up to 3 years after initial 
contact with SA treatment program



Sample

• Subsample included all adult study subjects 
assessed and recommended for SA 
treatment
– Ages 19–64

• Medicaid Group: N=641
• Commercial Group: N=474



Data

• HMO addiction medicine assessment interviews
– Clinical characteristics
– Demographics and social characteristics

• KPNW administrative databases
– Treatment initiation and duration of treatment
– Length of HMO enrollment
– Insurance coverage information

• State data on Medicaid eligibility for all KPNW 
Medicaid clients who had received SA treatment



Variables

• Dependent variables 
– SA treatment initiation

• 1 or more SA treatment visits within 14 days of treatment 
recommendation

– Duration of SA treatment
• Days in tx after initiation until subject ended tx, disenrolled 

from HMO, died, or reached end of study period

• Other key variables
– Medicaid vs. commercial indicator
– Treatment completion

• 90 days in treatment with no more than 30 days between visits



Propensity Scores
• Used a non-equivalent group design

– Groups have significant differences on covariates that can 
bias estimates of group effects

• Created propensity scores using methods from 
D’Agostino (1998) and Rosenbaum & Rubin (1985)

• Calculated individual propensity scores using logistic 
regression with demographic, social, and clinical 
variables

• Compared differences in Medicaid and commercial 
groups on covariates before and after propensity 
score adjustment



Overview of Analyses

• Treatment initiation
– Logistic regression 

• Adjusted for propensity score
• Covariates included Medicaid status, HMO enrollment

• Treatment duration
– Competing risks framework with Cox proportional 

hazards models stratified on propensity score
• Reasons for loss of Medicaid eligibility

– Descriptive statistics on most common reasons for loss 
of Medicaid eligibility in HMO members treated for SA

• SAS Proc MI for missing data on covariates



Analysis of Treatment Duration

• Competing risks framework with Cox 
proportional hazards models stratified on 
propensity score

• Examination of multiple mechanisms that 
might influence length of time in SA treatment

– Drop out of treatment, remain eligible for HMO
– Lost HMO eligibility, ended SA treatment 

prematurely
(These two risks may depend on Medicaid status.)



Results



Key Features of the Study Sample
• Treatment recommendations similar for both 

groups
• Medicaid clients had more:

– Prior SA treatment
– Lifetime Suicide Attempts
– Domestic Violence
– Forced Sex
– Arrests
– Illicit Drug Use

• Demographic differences were significant 
– Gender, age, ethnicity, education, marital status



Unadjusted Differences in Outcomes

Medicaid SA clients were:
• Less likely to initiate SA treatment 

(significant)
• Less likely to complete treatment (not 

significant)
• Have fewer days in treatment (not 

significant)



Propensity Score Results

Post propensity score adjustment 
comparisons indicate:
• Few remaining differences
• Level of education, and history of suicide 

attempt remained significantly different 
• Later variables included in multivariate 

analyses
(Detailed results in handout)



Treatment Initiation

Logistic regression indicated:
• Medicaid status not significantly related to 

initiation 
• Longer HMO eligibility significantly 

increased odds of initiation
(Detailed results in handout)



Treatment Duration

Results from competing risks proportional hazard 
models showed:
• Chances of terminating treatment were not significantly 

related to Medicaid status
• Lifetime enrollment in HMO was not significantly 

related to termination
• Education level was not significantly related to 

termination
• History of suicide attempt was significantly related to 

termination
(Detailed results in handout)



Reasons for HMO Disenrollment

• Loss of Medicaid eligibility (58%)
• Switched to fee for service (21%)
• Switched to other HMO (4%)
• Other (18%)



Conclusions

• After adjustment for confounding factors, 
Medicaid status not significantly related to 
measures of treatment initiation or duration

• Primary reason for health plan disenrollment was 
loss of Medicaid coverage

• State policies that encourage continuity of health 
system affiliation and reduce barriers to 
continuous Medicaid eligibility should help to 
maximize the chances that Medicaid enrollees 
with SA obtain needed SA services



Limitations

• Observational study
• Follow-up data on subjects leaving Oregon 

Medicaid program not available
• Generalizability to other states may be limited due 

to Oregon-specific expansion groups
• Some persons who lost HMO eligibility possibly 

continued treatment with alternative community 
providers
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Related Research

• Understanding cost-shifting from private to 
public sector

• Improving capitation payment for persons 
with SA problems



Center for Health Research
• Created in 1964, Kaiser Permanente's Center for Health 

Research/Northwest and Hawaii (CHR) is a professionally 
independent, non-profit research institute whose mission is to improve 
individual health and inform health policy.

• Currently, over 300 employees provide administrative, analytical, 
computer, recruitment, publication, and other support services to 
CHR's more than 32 investigators

• Our annual budget was $30 million in 2003, with nearly 81 percent of 
the CHR's budget coming from federal grants and contracts (primarily 
NIH investigator initiated awards).  Another 9 percent came from 
grants from private foundations and from contracts with 
pharmaceutical companies. The remaining 10 percent came from an 
annual support grant from Kaiser Foundation Hospitals' program of 
Direct Community Benefit Investment. 



Maximizing the Use of National Survey Maximizing the Use of National Survey 
Data on Child HealthData on Child Health

www.childhealthdata.orgwww.childhealthdata.org
Presented by:Presented by:

Christina Christina BethellBethell, PhD, MPH, PhD, MPH

Your DataYour Data…….Your Story!.Your Story!
What did you learn about child health todayWhat did you learn about child health today??
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•Provide a high-quality, publicly accessible and easy to usepublicly accessible and easy to use web-
based resource that allows for tailored and interactive state and 
population subgroup level data searches

••Eliminate barriersEliminate barriers faced by policy, program, provider, and 
advocacy audiences in obtaining information in a real time and 
user-friendly manner

•Advance evidenceevidence--based policybased policy,, program development, and 
advocacy on behalf of children, youth and families

•Build data literacydata literacy and the valid use of child health indicators

••Promote integration in the developmentPromote integration in the development of national surveys and 
excellence in the construction and interpretation of child health 
indicators

Data Resource Center Data Resource Center 
GoalsGoals
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Application of the DRCApplication of the DRC

•• Identifying/documenting needsIdentifying/documenting needs
–– How many children in your state have what needs? How many children in your state have what needs? 
–– How do needs vary across states and why?How do needs vary across states and why?
–– How do needs vary across subgroups of children within and How do needs vary across subgroups of children within and 

across states and why?across states and why?
–– How does data support your assumptions or what youHow does data support your assumptions or what you’’re re 

hearing from the field (providers, families, other agencies)?hearing from the field (providers, families, other agencies)?

•• Building partnershipsBuilding partnerships
–– What partners could use this data: Public Programs, Health What partners could use this data: Public Programs, Health 

plans, Hospitals, Providers, community groups, faith based plans, Hospitals, Providers, community groups, faith based 
organizations?organizations?

–– How can you share data to support common efforts, improve How can you share data to support common efforts, improve 
care?care?



5

Application of the DRCApplication of the DRC

•• Educating PolicymakersEducating Policymakers
–– What are key policy issues for your initiative ?What are key policy issues for your initiative ?
–– What programs or groups need what information?What programs or groups need what information?
–– What data could help them learn about child health needs?What data could help them learn about child health needs?

•• AdvocacyAdvocacy
–– Are there key pressure points in program budgets or priorities Are there key pressure points in program budgets or priorities 

coming up?coming up?
–– What methods would be most effective in presenting your case? What methods would be most effective in presenting your case? 
–– How could you use data in Fact Sheets, Testimony, the media, aloHow could you use data in Fact Sheets, Testimony, the media, along ng 

with family stories?with family stories?

•• Grant Writing Grant Writing 
–– How can you use data to strengthen your proposal?How can you use data to strengthen your proposal?
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Data Resource Center Data Resource Center 
Development / SponsorshipDevelopment / Sponsorship

–– Developed and led by CAHMI Developed and led by CAHMI ---- Child and Child and 
Adolescent Health Measurement Initiative Adolescent Health Measurement Initiative 
based at the Oregon Health & Science based at the Oregon Health & Science 
University, Portland OR University, Portland OR 

–– National advisory group provides ongoing National advisory group provides ongoing 
guidance and approves of development of guidance and approves of development of 
standardized indicatorsstandardized indicators

–– Sponsored by the federal Maternal and Child Sponsored by the federal Maternal and Child 
Health BureauHealth Bureau
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Data Resource CenterData Resource Center
FeaturesFeatures

•• LearnLearn about the surveys about the surveys 

•• Search and compareSearch and compare national, state, and national, state, and 
regional survey results and regional survey results and over 100 child indicatorsover 100 child indicators
for subgroups of children (age, race, sex, income, for subgroups of children (age, race, sex, income, 
insurance and health status, etc.) insurance and health status, etc.) 

•• Get resourcesGet resources and ideas on how to report your and ideas on how to report your 
findings in a valid and effective mannerfindings in a valid and effective manner

•• Get expert helpGet expert help –– by eby e--mailing us your mailing us your 
questions, plus get links to other data sets and questions, plus get links to other data sets and 
resourcesresources
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What other features What other features 
are available?are available?

•• DownloadDownload cleaned, labeled statecleaned, labeled state--specific specific 
national survey datasets with prenational survey datasets with pre--constructed constructed 
indicators and additional variables (SAS & indicators and additional variables (SAS & 
SPSS)SPSS)——one state dataset per state free.one state dataset per state free.

•• Sign up Sign up for regular efor regular e--updates and updates and ““ee--factsfacts””

•• Find out Find out about and access the latest about and access the latest 
publications, reports & abstracts using the publications, reports & abstracts using the 
national survey datanational survey data
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  National Survey of  

Children’s Health, 2003

www.nschdata.org

     National Survey of 

Children with Special Health 
Care Needs, 2001

www.cshcndata.org

www.childhealthdata.org

Data Resource Center
          for Child & Adolescent Health
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Two Surveys Two Surveys –– what do they what do they 
have in common?have in common?

•• Sponsored by theSponsored by the Maternal and Child Health Maternal and Child Health 
BureauBureau

•• UseUse SLAITSSLAITS (State & Local Area Integrated (State & Local Area Integrated 
Telephone Survey) sampling mechanismTelephone Survey) sampling mechanism

•• National Center for Health StatisticsNational Center for Health Statistics//CDC CDC 
oversees sampling and administrationoversees sampling and administration

•• Designed and collectedDesigned and collected in a manner that allows in a manner that allows 
valid statevalid state--toto--state and national comparisonsstate and national comparisons

•• Weighted dataWeighted data yield prevalence estimates for nonyield prevalence estimates for non--
institutionalized child population ages 0institutionalized child population ages 0--17 in 17 in each each 
statestate, and , and nationallynationally



11

What is SLAITS?What is SLAITS?
•• UsesUses National Immunization Survey National Immunization Survey 

sampling frame  sampling frame  (which screens for households with 
children but only samples those w/ children ages 19-35 mos)

•• Random Digit DialRandom Digit Dial telephone designtelephone design

•• Standardized questions Standardized questions produceproduce
comparative data comparative data across States & for the across States & for the 
NationNation

•• AccommodatesAccommodates modules of customized modules of customized 
questionsquestions and specific domains of interestand specific domains of interest

•• Estimates are Estimates are adjusted for nonadjusted for non--coveragecoverage of of 
HHHH’’ss without telephoneswithout telephones
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National Survey of CSHCNNational Survey of CSHCN

372 ,174  ch ild ren , 0  - 17  y rs , in
th e  196 ,888  h o u seh o ld s

co n tac ted  screen ed  fo r h av in g
sp ec ia l h ea lth  care  n eed s
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InIn--depth CSHCN interview collects depth CSHCN interview collects 
information on:information on:

•• Child Child health and functional statushealth and functional status

•• Child Child health insurance statushealth insurance status and adequacy of and adequacy of 
coveragecoverage

•• Access to health careAccess to health care —— needed services & needed services & 
unmet needsunmet needs

•• Care coordinationCare coordination

•• Impact Impact of childof child’’s health on familys health on family

•• MCHB core outcomesMCHB core outcomes for CYSHCN and for CYSHCN and 

•• Key indicatorsKey indicators of CSHCN health & system of CSHCN health & system 
performanceperformance
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National Survey of National Survey of 
ChildrenChildren’’s Healths Health

•• Conducted for the first time during Conducted for the first time during 2003 2003 –– 20042004

•• One child randomly selected in each householdOne child randomly selected in each household
subject of survey for a total of 102,353 interviewssubject of survey for a total of 102,353 interviews

•• Same CSHCN screening methodSame CSHCN screening method as NSas NS--CSHCNCSHCN

•• Information on Information on childrenchildren’’s health and wells health and well--beingbeing
collected in combination with data on childcollected in combination with data on child’’s s 
family/neighborhood context family/neighborhood context 

•• First time such a broad range of info collected in First time such a broad range of info collected in 
manner that allow manner that allow statestate--toto--state and national state and national 
comparisonscomparisons
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Early Childhood 
questions (Section 6) 

asked for 
children ages 0-5

Survey Sections 
1 – 5 and 8 –11 

are asked for children 
of all ages

National Survey of National Survey of 
ChildrenChildren’’s Healths Health

Middle childhood/Adolescence
questions (Section 7) 

asked for children ages 6-17

102,353  
Children ages 0-17 

randomly selected, 1 per HH
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Child
Outcomes

Child
Characteristics

Family Level
Influences

Neighborhood
and 

Community
Influences

NSCH Survey DomainsNSCH Survey Domains
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Survey yields over 100 Survey yields over 100 
indicators of child health & wellindicators of child health & well--
being in the  following areas:being in the  following areas:

•• ChildChild’’s s health statushealth status: : physical, emotional, dentalphysical, emotional, dental

•• ChildChild’’s s health carehealth care –– including medical homeincluding medical home

•• ChildChild’’s s school & activitiesschool & activities

•• ChildChild’’s s familyfamily & & neighborhoodneighborhood ---- including including 
maternal health statusmaternal health status

•• Early childhoodEarly childhood (ages 0(ages 0--5)5)
•• SchoolSchool--ageage (ages 6(ages 6--17)17)
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Data Search Data Search 
““RECIPERECIPE””
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To Get Help or More To Get Help or More 
Information:Information:

Go to Go to ““Ask a QuestionAsk a Question”” atat
www.childhealthdata.orgwww.childhealthdata.org, , www.cshcndata.orgwww.cshcndata.org or or 
www.nschdata.orgwww.nschdata.org

Download raw datasets and methods Download raw datasets and methods 
reports at:reports at: www.cdc.gov/nchswww.cdc.gov/nchs
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