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Medicaid serves as the pri-
mary source of health insur-
ance for millions of poor

and medically indigent Americans
(1). Studies have shown that access to

and utilization of health services im-
prove significantly upon enrollment
in Medicaid (2,3). Thus, once an indi-
vidual enrolls in Medicaid, a common
assumption is that access to care is no

longer a problem. Although noncon-
tinuous Medicaid coverage is com-
mon (4), little is known about the ef-
fect of interruptions in coverage on
utilization of and expenditures for
Medicaid-reimbursed services. The
causes of interruptions in Medicaid
coverage for beneficiaries with de-
pression are not well understood, but
much has been written about the
complex enrollment and reenroll-
ment procedures associated with
Medicaid and the State Children’s
Health Insurance Program, which
make coverage difficult to maintain
over time for all beneficiaries (5,6).

A study of the termination of Med-
icaid benefits in California demon-
strated a significant drop in access to
and utilization of health services as
well as worse health status after Med-
icaid eligibility was discontinued
(7,8). In addition, other studies have
generally found that compared with
people who have health insurance,
those without coverage have lower
rates of preventive service use (9–11),
have greater problems paying med-
ical bills (12,13), lack a usual source of
care (14), and report no physician vis-
its over a period of time (14).

Given these previous findings, it is
reasonable to presume that when
most individuals lose their Medicaid
coverage, they stop consuming health
services. For some individuals, espe-
cially those with chronic conditions,
health status may deteriorate to the
point where acute care is needed.
One of the only studies to look at the
effect of interruptions in Medicaid
coverage found that individuals with a
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Objective: The objective of this study was to assess changes in individ-
ual beneficiaries’ utilization and expenditures that occur when indi-
viduals with depression, who often require maintenance treatment,
return to Medicaid after a period of interrupted Medicaid coverage.
Methods: Data from 1999 to 2002 Florida Medicaid claims from and el-
igibility files for beneficiaries with depression whose coverage was in-
terrupted (N=1,946) were used to assess individual changes in the num-
ber of inpatient episodes, length of inpatient stay, emergency depart-
ment visits, and total Medicaid expenditures between the three-month
period immediately before and the three-month period immediately af-
ter an interruption in coverage. Multivariate analyses were used to as-
sess how beneficiary characteristics are associated with changes in uti-
lization and expenditures. Results: The number of inpatient episodes in-
creased by .054 episode (p<.001), the length of inpatient stay increased
by .32 day (p<.001), the number of emergency department visits in-
creased by .57 visit (p<.001), and total Medicaid expenditures increased
by $430 (p<.001) in the three-month period after an interruption in cov-
erage of more than one month. Individuals with depression who quali-
fied for Medicaid because of a disability had a greater likelihood of ex-
periencing higher expenditures after an interruption than individuals
who were not disabled. Conclusions: Utilization of emergency and in-
patient services and Medicaid expenditures significantly increased for
beneficiaries with depression when they returned to Medicaid after ex-
periencing a temporary loss in coverage, especially for beneficiaries
with a documented disability. These findings point to the need for fur-
ther research to assess the impact of interruptions in Medicaid. (Psy-
chiatric Services 58:49–54, 2007)
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diagnosis of schizophrenia who expe-
rienced interruptions in their cover-
age used significantly more inpatient
psychiatric services than individuals
who had continuous Medicaid cover-
age (15). That study compared uti-
lization by individuals with interrup-
tions in coverage and those with con-
tinuous coverage but did not distin-
guish whether utilization of inpatient
services occurred before or after in-
terruptions in coverage.

As with individuals with a diagnosis
of schizophrenia, individuals with a
diagnosis of depression are likely to
be vulnerable during periods of
lapsed Medicaid coverage. According
to depression care guidelines, indi-
viduals with depression should re-
ceive both acute and maintenance
treatment for their condition (16). It
is unlikely that individuals with lapsed
coverage will be able to continue re-
ceiving maintenance treatment, in-
creasing the probability that they will
have an episode of acute depression,
possibly necessitating acute care serv-
ices, such as a visit to an emergency
department or inpatient treatment.

This study expanded on the study
by Harman and colleagues (15) by
examining individual changes in uti-
lization and expenditures that occur
after an interruption in Medicaid
coverage among beneficiaries with
depression. We used Medicaid
claims and eligibility data from Flori-
da for the period of 1999 through
2002 to assess the association of in-
terruptions in Medicaid coverage
with utilization of Medicaid-reim-
bursed emergency department visits,
inpatient admissions, and total Med-
icaid expenditures. This study also
assessed how enrollee characteristics
are associated with the magnitude
and direction of the change in utiliza-
tion and expenditures after an inter-
ruption in coverage. We obtained in-
stitutional review board approval to
conduct this study.

Methods
Data
We analyzed claims and eligibility
data from January 1999 to December
2002 from Florida Medicaid for
adults with diagnosed depression.
Medicaid claims provide reasonably
accurate measures of service utiliza-

tion when providers are paid on a fee-
for-service basis (17–19). Because
beneficiaries over the age of 64 would
likely have dual Medicare coverage,
these individuals were excluded from
the analysis.

Beneficiaries with depression were
identified on the basis of diagnoses
assigned by providers during health
care encounters and recorded on
claims in 1999. Using ICD-9 codes,
we identified all individuals with
claims indicating a primary diagnosis
of major depression, single episode
(296.2x); major depression, recurrent
episode (296.3x); and dysthymia
(300.4). The selection process identi-
fied 33,060 nonelderly adults diag-
nosed as having depression. The
sample admittedly excluded individ-
uals who did not receive treatment
during the study period, had depres-
sion but did not have a recorded di-
agnosis, or who became initially eligi-
ble for benefits after December
1999. However, the study accurately
showed changes in Medicaid-reim-
bursed services and expenditures for
individuals identified by their physi-
cians as having depression and who
were in active treatment.

Individuals diagnosed as having
depression were then identified as
having an interruption in Medicaid
coverage if they experienced 32 or
more consecutive days without Med-
icaid coverage. This period of disen-
rollment was chosen because Medic-
aid beneficiaries in Florida with a gap
of one month or less can be retroac-
tively enrolled for that one-month
period. Thus they can be enrolled in
Medicaid but may not appear in the
eligibility files for that period. Peri-
ods of disenrollment that were open
ended and continued to the end of
the study period were not identified
as interruptions because claims data
would not be available for the subse-
quent period of reenrollment. A total
of 2,909 (9%) of individuals identi-
fied as having depression experi-
enced at least one interruption in
coverage. The period of interrupted
coverage ranged from 32 to 1,219
days, with a mean of 278±241 days
and a median of 284 days. Character-
istics of individuals with and without
Medicaid interruptions are present-
ed in Table 1.

We further limited the primary
analysis to individuals who experi-
enced a single interruption in cover-
age during the study period and had
three full months of eligibility both
before and after the interruption.
We excluded individuals with multi-
ple interruptions because there was
no clear way to categorize periods of
eligibility that took place between
two interruptions. Most individuals
who experienced an interruption in
coverage experienced only a single
interruption. The final sample con-
sisted of data for 1,946 individuals.
Compared with individuals with
multiple interruptions in coverage
(Table 1), individuals with a single
interruption were slightly older,
more likely to be male, less likely to
be Latino, more likely to have a dis-
ability, and less likely to have
switched eligibility categories.

Analytic approach
The basic analytic approach was to
use each beneficiary as his or her own
control for the analysis by using as the
dependent variable the change in that
individual’s utilization or expendi-
tures between the three-month peri-
ods immediately before and after an
interruption in coverage. A three-
month period was chosen so that the
analysis would not be overly sensitive
to events that occurred in the days
immediately before or after an inter-
ruption in coverage. To ensure that
the three-month period before an in-
terruption was representative of base-
line utilization, we compared utiliza-
tion in the three months immediately
before an interruption with utilization
in the fourth through sixth months
preceding the interruption. Utiliza-
tion was the same in both periods for
99% of the sample, and a Wilcoxon
signed-rank test showed no differ-
ence in total expenditures between
the two periods, suggesting that the
three-month period served as an ade-
quate baseline measure.

In order to better understand
which Medicaid beneficiaries were
more likely to experience greater uti-
lization or expenditures after an inter-
ruption in coverage, we performed
multivariate analyses. We examined
both mean change in utilization and
expenditures and the probability of
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having greater expenditures during
the three-month period after an in-
terruption in coverage.

Variables
Dependent variables. Three depend-
ent variables were used in the analy-
sis: change in total inpatient admis-
sions, change in total number of
emergency department visits, and
change in total expenditures. All in-
patient admissions were included re-
gardless of length of stay (for exam-
ple, a 23-hour visit counted as ad-
mission). Emergency visits were
identified with a flag in the claims
data. Emergency visits that resulted
in inpatient admissions were count-
ed as inpatient admissions and not as
emergency visits. Total expenditure
amounts were calculated from the
dollar amounts that Medicaid paid to
providers for services as indicated in
the claims data and pharmacy claims.
Total expenditures were the sum of
the facility, physician, and pharmacy
expenses. Expenditures were adjusted
to 2002 dollars according to the Med-
ical Care Consumer Price Index.

Interruptions in Medicaid cover-
age. A continuous variable was creat-
ed that corresponded to the number
of months of interrupted Medicaid
coverage. The purpose of the length-
of-interruption variable was to deter-
mine whether the difference in uti-
lization or expenditures was related to
the length of time without Medicaid
coverage. To account for a potential
nonlinear relationship of interruption
length and utilization and expendi-
tures, three lengths of interruption
categories were created: one to two
months, three to six months, and
more than six months. Admittedly,
the cutoff points for this categoriza-
tion were somewhat arbitrary but cor-
responded to short, moderate, and
long interruptions.

Demographic variables. A second-
ary goal of the analysis was to assess
whether particular patient character-
istics were associated with the magni-
tude of the change in utilization or ex-
penditures after an interruption in
coverage. The patient characteristics
examined included age, gender, race,
ethnicity, living in an urban versus a
rural setting, as well as a proxy meas-
ure of health status and severity of ill-

ness, which was a variable correspon-
ding to whether the individual quali-
fied for Medicaid through a disability
at baseline. A variable indicating
whether the enrollee switched eligi-
bility category after the lapse in cov-
erage also was included.

Statistical analyses
First, the difference in inpatient ad-
missions, emergency visits, and ex-
penditures was calculated. Paired t
tests were performed to assess
whether the mean difference was sig-
nificantly different from zero. In ad-
dition, in order to decrease the influ-
ence of outliers, nonparametric
Wilcoxon signed-rank tests were per-
formed to assess whether the changes
in utilization or expenditures were
significantly different from zero (20).

Next, two sets of multivariate
analyses were performed to assess
whether patient characteristics as
well as the length of the interruption
were associated with the mean differ-
ence in expenditures and utilization
and with the probability of experienc-
ing greater expenditures and utiliza-
tion. Least-squares regressions were
performed on the change variables to
assess which characteristics were sig-
nificantly associated with mean
change measures. For the analysis of

expenditures, a square root transfor-
mation was used because of the
skewed distribution. Logistic regres-
sions were performed to assess which
patient characteristics were signifi-
cantly associated with the probability
of experiencing an increase in utiliza-
tion or expenditures after an inter-
ruption in coverage. For visits to the
emergency department, a secondary
analysis to assess differences in time
between visits was assessed. We con-
ducted all analyses with STATA statis-
tical software, and we used the Hu-
ber-White sandwich estimator to ob-
tain robust standard errors for multi-
variate analyses (21,22).

Results
Inpatient episodes
The probability of any hospitalization
and the mean number of hospitaliza-
tions during the preinterruption peri-
od and the postinterruption period
are presented in Table 2. Both the
probability of being hospitalized
(t=3.91, df=1,945, p<.001) and the
mean number of hospitalizations sig-
nificantly increased after the inter-
ruption in coverage (t=4.41, df=
1,945, p<.001), with the significant
difference in the mean number of
hospitalizations holding when com-
pared by using a Wilcoxon signed-
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Characteristics of Medicaid beneficiaries with a diagnosis of depression whose
Medicaid coverage was or was not interrupteda

Interruption in coverage

Multiple 
Continuous coverage Single interruption interruptions
(N=30,151) (N=1,946) (N=461)

Characteristic N % N % N %

Age (M±SD) 43.4±11.9 38.1±11.1 36.8±9.7
Male 8,186 27.2 483 24.8 82 17.8
Caucasian 15,566 51.6 1,271 65.3 236 51.2
African American 4,871 16.2 361 18.6 90 19.5
Latino 1,586 5.3 314 16.1 105 22.8
Rural 3,890 13.0 303 15.6 59 12.8
Disabled 25,809 85.6 989 50.8 124 26.9
Switch in eligibility 

category 4,493 14.9 971 49.9 284 61.6

a All categories are significantly different between continuous-coverage and single-interruption
groups (p<.05). Interruption groups were significantly different (p<.05) by age, gender, Latino
ethnicity, disabled status, and switched eligibility. Data are from 1999–2002 Florida Medicaid
claims and eligibility files and include data from all beneficiaries with a primary diagnosis of
depression.
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rank test (z=4.44, df=1,945, p<.001).
A total of 126 beneficiaries had more
hospitalizations during the postinter-
ruption period, 65 had fewer hospital-
izations, and 1,755 had no difference
in hospitalizations.

Multivariate analysis (Table 3)
showed that switching eligibility cat-
egory was the only characteristic as-
sociated with the mean difference in
the number of hospitalizations, with
switching associated with a smaller
change in hospitalizations (t=–2.46,
df=1,936, p=.014). None of the char-
acteristics examined were signifi-
cantly associated with the probability
of greater inpatient episodes, al-

though no beneficiaries who experi-
enced an interruption of less than
two months experienced an increase
in hospitalizations.

Emergency department visits
The probability and mean number of
emergency department visits in the
preinterruption and postinterruption
periods are presented in Table 2.
There was more than a 170-fold in-
crease in the number of emergency
visits (t=13.89, df=1,945, p<.001),
and this significant difference held
when using a Wilcoxon signed-rank
test (z=16.9, df=1,945, p<.001). A to-
tal of 292 individuals (15%) experi-

enced an increase in emergency visits
during the postinterruption period,
one beneficiary experienced a de-
crease in emergency visits during the
postinterruption period, and 1,653
beneficiaries (85%) had no change.
When time between emergency visits
was compared between individuals
with interrupted coverage and those
with continuous coverage, individuals
with interrupted coverage visited the
emergency department every 170
days, whereas those with continuous
coverage visited every 206 days
(z=3.34, df=1,695, p=.001).

Younger adults (t=–7.65, df=1,936,
p<.001) and women (t=–3.45, df=
1,936, p<.001) had greater mean
changes in emergency department
visits (Table 4). Compared with indi-
viduals with interruptions of seven
months or longer, individuals who
had interruptions of one to two
months had significantly fewer emer-
gency visits (t=–4.15, df=1,936,
p<.001) and those with interruptions
of three to six months had significant-
ly more emergency visits (t=2.22,
df=1,936, p=.026). A switch in eligi-
bility category was negatively associ-
ated with a mean change in the num-
ber of emergency visits (t=–3.56,
df=1,936, p<.001). When the proba-
bility of an increase in emergency vis-
its was examined, older age (z=–6.71,
df=1,936, p<.001), male gender (z=
–3.50, df=1,936, p<.001), African-
American race (z=–2.55, df=1,936,
p=.011), and switched eligibility
(z=–4.09, df=1,936, p<.001) were as-
sociated with a lower probability of an
increase in emergency visits after an
interruption in coverage, whereas in-
terruptions of three to six months (z=
2.70, df=1,936, p=.007) were associ-
ated with a greater probability of an
increase in emergency visits.

Total Medicaid expenditures
Mean total expenditures during the
preinterruption and postinterruption
period are presented in Table 2.
There was a $377 increase in mean
expenditures after an interruption in
coverage (t=4.05, df=1,945, p<.001),
and this difference held with a
Wilcoxon signed-rank test (z=3.33,
df=1,945, p<.001). A total of 964 indi-
viduals (50%) had greater expendi-
tures during the postinterruption pe-
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Unadjusted mean change in inpatient admissions, emergency department visits,
and total expenditures after an interruption in Medicaid coveragea

Difference
Measure Preinterruption Postinterruption (post-pre)b

Any inpatient admission (%) 4.5 7.2 2.7
Number of inpatient admissions .056 .110 .054
Any emergency department visit (%) .15 15.10 14.95
Number of emergency visits .001 .264 .263
Total expenditures $1,081 $1,458 $377

a Data are from 1999–2002 Florida Medicaid claims and eligibility files and include data from all
beneficiaries with a primary diagnosis of depression who experienced an interruption in Medicaid
coverage during the study period (N=1,946).

b Significant differences between preinterruption and postinterruption means were assessed with
paired t tests. All differences were significant (p<.001).

TTaabbllee  33

Change in inpatient episodes after an interruption in Medicaid coveragea

Mean change in Probability of more 
inpatient episodes inpatient episodes

Measure β p OR 95% CI

Length of interruptionb

1–2 monthsc –.15 .068 — —
3–6 months .01 .639 1.16 .81–1.66

Age –.001 .531 .99 .97–1.00
Male –.004 .901 .71 .43–1.16
African American .01 .799 1.03 .65–1.62
Latino –.05 .069 .59 .32–1.06
Rural –.02 .590 .77 .45–1.30
Switched eligibility –.06 .014 .75 .52–1.07
Disabled .03 .415 .97 .63–1.50

a Data are from 1999–2002 Florida Medicaid claims and eligibility files and include data from all
beneficiaries with a primary diagnosis of depression who experienced a single interruption in Med-
icaid coverage during the study period (N=1,946). The effect of covariates on mean change in
episodes was assessed with linear regression, and the effect of covariates on the probability of more
episodes (odds ratios) was assessed with logistic regression.

b Reference: seven months or longer
c All individuals with interruptions lasting one to two months did not have an increase in inpatient

episodes; thus this variable was dropped from the model.
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riod, 917 (47%) had lower expendi-
tures, and 65 (3%) had no change in
expenditures.

The mean change in expenditures
(Table 5) was significantly less for old-
er beneficiaries (t=–4.02, df=1,936,
p<.001), men (t=–2.44, df=1.936, p=
.015), African-American beneficiaries
(t=–2.13, df=1,936, p=.033), and ben-
eficiaries who switched eligibility cat-
egories (t=–5.62, df=1,936, p<.001)
between the preinterruption and
postinterruption eligibility spans.
Beneficiaries with interruptions last-
ing three to six months had signifi-
cantly greater increases in expendi-
tures than individuals with interrup-
tions lasting seven months or longer.
Consistent with these results, young-
er age (z=–5.01, df=1,936, p<.001)
and female gender (z=–3.83, df=
1,936, p<.001) were associated with a
greater probability of an increase in
expenditures when returning to Med-
icaid. Individuals with interruptions
lasting three to six months had 47%
greater odds (z=4.08, df= 1,936,
p<.001) of an increase in expenditures.
Switching eligibility categories was as-
sociated with a lower probability of ex-
periencing an increase in expendi-
tures. In addition, the odds of greater
expenditures were 28% greater for
beneficiaries who were eligible for
Medicaid through a disability than for
those who were not (z=2.22, df=1,936,
p=.026).

Discussion
The results of this study suggest that
utilization of emergency and inpa-
tient services as well as overall Med-
icaid expenditures significantly in-
crease for a subset of beneficiaries
with a diagnosis of depression when
Medicaid coverage resumes after a
temporary loss in coverage. These
findings are consistent with the find-
ings of a previous study that examined
the effect of interruptions in Medic-
aid coverage on use of inpatient serv-
ices by beneficiaries with diagnoses of
schizophrenia (15). Therefore, two
separate studies using two different
populations (those with diagnoses of
schizophrenia or depression) in two
different Medicaid programs (in Utah
and Florida) and two different meth-
ods of comparing utilization (continu-
ous coverage as control or preinter-

ruption period as control) found that
there was an association of interrup-
tions in Medicaid coverage with
greater use of services. Emergency
department use in particular in-
creased after the interruption in cov-
erage. This finding suggests that the
emergency department serves as a
major entry point for people return-
ing to care. The emergency visit may

have served as the catalyst for reen-
rollment in Medicaid, although this
possibility was not directly tested.

Although there was a mean in-
crease in service utilization and ex-
penditures after an interruption in
coverage, less than half of the benefi-
ciaries experienced an increase in ex-
penditures. Multivariate analyses
demonstrated that younger enrollees,
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Change in the number of emergency department visits after an interruption in
Medicaid coveragea

Mean change in Probability of more 
emergency visits emergency visits

Measure β p OR 95% CI

Length of interruptionb

1–2 months –.19 <.001 .35 .08–1.48
3–6 months .08 .026 1.43∗ 1.10–1.85

Age –.01 <.001 .96∗ .94–.97
Male –.14 .001 .51∗ .35–.74
African American –.09 .065 .63∗ .44–.90
Latino –.09 .066 .60∗ .40–.90
Rural .08 .192 1.17 .83–1.66
Switch in eligibility category –.12 <.001 .57∗ .44–.75
Disabled .05 .194 .79 .58–1.07

a Data are from 1999–2002 Florida Medicaid claims and eligibility files and include data from all
beneficiaries with a primary diagnosis of depression who experienced a single interruption in Med-
icaid coverage during the study period (N=1,946). The effect of covariates on mean change in vis-
its was assessed with linear regression, and the effect of covariates on the probability of more vis-
its (odds ratios) was assessed with logistic regression.

b Reference: seven months or longer
∗p<.05
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Multivariate analysis of change in Medicaid expenditures after an interruption in
Medicaid coveragea

Mean change in Probability of 
expenditures greater expenditures

Measure β p OR 95% CI

Length of interruptionb

1–2 months –4.1 .477 1.18 .61–2.27
3–6 months 5.08 .005 1.47 1.22–1.76

Age –.36 <.001 .98 .96–.99
Male –5.72 .015 .64 .51–.81
African American –4.84 .033 .79 .62–1.01
Latino –4.04 .136 1.01 .78–1.32
Rural –.61 .794 1.05 .81–1.34
Switched eligibility –9.93 <.001 .67 .55–.81
Disabled 2.57 .236 1.28 1.03–1.60

a Data are from 1999–2002 Florida Medicaid claims and eligibility files and include data from all
beneficiaries with a primary diagnosis of depression who experienced a single interruption in Med-
icaid coverage during the study period (N=1,946). The effect of covariates on mean change in ex-
penditures was assessed with linear regression, and the effect of covariates on the probability of
greater expenditures (odds ratios) was assessed with logistic regression.

b Reference: seven months or longer
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women, nonminorities, and individu-
als with disabilities had greater mean
changes in emergency department
utilization and total expenditures af-
ter an interruption and were more
likely to experience increased expen-
ditures. Policy makers could use this
information to target policies for en-
rollees who are most likely to be ad-
versely affected by interruptions in
coverage.

Several limitations of the study
should be noted. First, the study re-
lied solely on Medicaid claims and el-
igibility files. Therefore, only Medic-
aid-reimbursed service utilization
could be assessed. There is no way to
know what types of services were
used during the period without Med-
icaid coverage or whether other serv-
ices that were not reimbursed by
Medicaid were utilized. Therefore,
we could not directly test the hypoth-
esis that access to care, and subse-
quently, utilization, dropped during
periods of interrupted coverage.
However, previous studies have
shown that most Medicaid beneficiar-
ies who lose Medicaid coverage be-
come uninsured and do not access
care at the same rate as when they are
insured (4,7,8). In addition, adminis-
trative data are often subject to inac-
curacies in coding. Nevertheless,
these kinds of data remain the best
source of information on health care
utilization in this population.

Another limitation is that this
analysis demonstrated only that there
was a mean increase in emergency
department and inpatient utilization
and Medicaid expenditures in the
three months after a return to Medic-
aid relative to the period immediately
before the period of lost coverage. No
causal relationship between the inter-
ruption in coverage and the change in
utilization and expenditures can be
inferred. For example, the observed
increase in emergency department
utilization and overall expenditures
could have occurred if individuals de-
veloped additional acute or chronic
conditions during the period of inter-
rupted coverage that were unrelated
to reduced access to medical care.
Because length of time of the inter-
ruption in coverage and enrollee age
were both controlled for in the analy-
sis, and would likely be highly corre-

lated with the incidence of new med-
ical conditions, this scenario is unlike-
ly but still possible.

Conclusions
Although these limitations exist, this
study provides evidence that there is
a significant correlation between in-
terruptions in Medicaid coverage and
utilization and expenditures among
beneficiaries with a diagnosis of de-
pression. Specifically, significant in-
creases in the utilization of inpatient
and emergency services are experi-
enced by enrollees when returning to
Medicaid after an interruption in cov-
erage, suggesting that some individu-
als may be reenrolled in Medicaid by
providers when presenting for acute
care services. The causes for the ob-
served increased utilization of acute
care services are not known. Given
this increase, however, more research
is needed on causes and conse-
quences of interruptions in Medicaid
coverage to aid policy makers in deal-
ing with this important issue.
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