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Objectives: Persons with schizophrenia are heavy and persistent users
of Medicaid services. Interruptions in their Medicaid coverage may
have serious consequences for the mental health of these individuals
and their subsequent use of mental health services. This study sought to
determine the impact of interruptions in Medicaid coverage on the use
of Medicaid-reimbursed inpatient psychiatric services over a four-year
period. Methods: Inpatient Medicaid claims and eligibility files for 1,830
Medicaid beneficiaries with schizophrenia in Utah from December
1990 to December 1994 were used to identify differences in hospital ad-
missions and total number of days in a hospital associated with inter-
rupted Medicaid coverage. Of the 1,830 Medicaid beneficiaries identi-
fied, 1,463 experienced continuous Medicaid eligibility, and 367 had in-
terruptions in their eligibility. Results: Interruptions in Medicaid cover-
age were associated with an average of .63 more psychiatric hospital-
izations per beneficiary over the four-year period, representing an 86
percent higher hospital admission rate. This increase appeared to be
largely due to a subset of persons who have much higher hospitalization
rates after an interruption in Medicaid coverage. Interruptions in Med-
icaid coverage were associated with a mean of 8.3 more days of psychi-
atric hospitalization over the four-year period, representing 61 percent
more hospital days. Conclusions: Medicaid beneficiaries who experi-
ence interruptions in coverage have, on average, a significantly greater
use of inpatient psychiatric services while participating in Medicaid
than beneficiaries with continuous Medicaid coverage. These findings
suggest potential benefits of maintaining continuous Medicaid eligibili-
ty for beneficiaries with a severe mental illness. (Psychiatric Services 54:
999-1005, 2003)
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chizophrenia is a severe and
S chronic disease that afflicts about

1 percent of the population. The
disease is characterized by episodes of
acute psychosis followed by periods of
remission recurring throughout an in-
dividual’s lifetime (1). Because of the
chronic nature of schizophrenia, con-
tinuous maintenance treatment is nec-
essary (2-7). The ability of persons
with schizophrenia to maintain contin-
uous care is in part related to their
ability to pay for services.

The Medicaid program is the
largest source of federal support for
the care of persons with severe mental
illness (8), and it is typically the pri-
mary source of funding for care for
such persons. Some individuals may
also have Medicare coverage because
of their disability, but coverage for out-
patient mental health services under
Medicare is limited and is subject to a
50 percent rate of coinsurance. In ad-
dition, Medicare does not cover pre-
scription drugs. State funding for men-
tal health care is usually available to
this population, but the services are of-
ten limited. Thus if a person with se-
vere mental illness experiences an in-
terruption in Medicaid coverage, ac-
cess to mental health care will likely be
affected during this period, leading to
discontinuity in treatment. Disconti-
nuity in treatment during periods of
interrupted coverage may adversely
affect the person’s mental health status
and increase the probability that ex-
pensive psychiatric hospitalizations
will be necessary. Such hospitalizations
in turn often trigger the renewal of
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Medicaid coverage to cover the cost
of inpatient care.

Although the causes of interrupted
Medicaid coverage are not known, two
scenarios are likely. One is that the per-
son’s mental health status improves,
permitting the person to secure em-
ployment. Because of the additional in-
come, the person may no longer quali-
fy for Medicaid. Under this scenario,
the employed individual may receive
no health insurance benefits or may
have private insurance that is less com-
prehensive than Medicaid, especially
for coverage of expensive psychotropic
medications. Interruptions in Medic-
aid coverage could also be the result of
worsening mental health status. Under
this scenario, the beneficiary becomes
too ill to complete the paperwork re-
quired to maintain Medicaid coverage.
Such individuals may lose contact with
the mental health care system precise-
ly because of their worsening mental
health status.

To our knowledge, no published
studies have examined the effects of
interruptions in Medicaid coverage in
either the general health or the mental
health sector. In a study of the effect of
gaps in health insurance in general on
continuity of care for young children,
Kogan and associates (9) found that
children with gaps in insurance were
less likely to receive preventive care
and were more likely to delay care and
require hospitalization if they were
seen in an emergency department.
Several studies have examined the ef-
fect of loss of Medicaid coverage on
access to and use of health care and on
health status. These studies showed
that loss of Medicaid coverage results
in decreased access to care and worse
general health (10-12).

In the study reported here, we used
data from Medicaid claims to assess
whether interruptions in Medicaid
coverage for beneficiaries with schiz-
ophrenia were associated with differ-
ences in admission rates for Medic-
aid-reimbursed psychiatric hospital-
izations and in the number of days pa-
tients were hospitalized.

Methods

Sample

The data were collected as part of an
evaluation of the Utah Prepaid Men-
tal Health Plan. This study was ap-
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proved by the institutional review
board of the University of Minnesota.
Under the Utah Prepaid Mental
Health Plan, community mental
health centers provided mental health
services to all Medicaid beneficiaries
in a given catchment area in exchange
for a capitated payment. Medicaid
beneficiaries who were not served by
community mental health centers un-
der contract with the Utah Prepaid
Mental Health Plan received usual
care. Descriptions of the Utah Pre-
paid Mental Health Plan and of the
evaluation are published elsewhere
(13-19). Receiving services at com-
munity mental health centers that
were contract sites of the Utah Pre-
paid Mental Health Plan was associat-
ed with more use of case manage-
ment services (19) and fewer expen-
ditures for inpatient psychiatric serv-
ices (18) compared with receiving
services at a noncontract site.

For the analyses reported here, we
used data from Utah Medicaid bene-
ficiaries with schizophrenia who were
identified by using an algorithm
based on diagnostic codes in Medic-
aid claims covering the period from
July 1988 through November 1990
(20). A total of 1,915 Medicaid bene-
ficiaries who had either one inpatient
admission or two outpatient claims
with a primary diagnosis of schizo-
phrenia were selected.

Individuals were identified as hav-
ing had an interruption in Medicaid if
they experienced two or more contin-
uous months without coverage, fol-
lowed by renewed coverage, during
the period from December 1990
through December 1994. Any peri-
ods without Medicaid coverage that
were experienced at the end of the
study period were excluded from the
analyses, because no utilization data
were available for these periods.

Of the 1,915 persons identified as
having schizophrenia from July 1988
through November 1990, a total of
367 experienced interruptions in
Medicaid coverage of at least two
months during the 49-month study
period from December 1990 through
December 1994, a total of 1,463 ex-
perienced continuous coverage, and
85 were not covered at any time dur-
ing the study period. Of those with
continuous coverage, 1,125 (78 per-

cent) were covered for the entire 49-
month study period and 338 (22 per-
cent) were not covered for at least
one month at the end of the study pe-
riod. Data for persons with a noncov-
ered episode at the end of the study
period were included in the analysis,
but their utilization was modeled only
for the period of continuous cover-
age, with exposure time—that is, the
number of months of Medicaid cov-
erage—controlled for.

In the group of persons with con-
tinuous coverage, the mean+SD
number of months of continuous cov-
erage was 43.5+12.1. For the 367 in-
dividuals with interruptions in Med-
icaid, the average number of inter-
ruptions was 1.3. The average dura-
tion of each period of coverage was
15.8 months, and the average dura-
tion of each interruption was 9.9
months. Of the 367 individuals with
interruptions, 290 had one interrup-
tion, 65 had two interruptions, eight
had three interruptions, three had
four interruptions, and one had five
interruptions.

Variables

The number of hospitalization epi-
sodes and the number of days in the
hospital were determined by using
beginning dates and ending dates of
the episodes in the Medicaid claims
data. The number of psychiatric hos-
pitalizations was obtained by sum-
ming the number of unique hospital-
ization episodes for each individual
over the 49-month study period. The
distribution of the total number of
hospitalizations in the study sample is
presented in Table 1. For comparison
purposes, the number of hospitaliza-
tions that occurred before an inter-
ruption in Medicaid coverage and
the number of hospitalizations that
occurred after an interruption were
calculated.

The total number of days of psy-
chiatric hospitalization was comput-
ed by summing the length of stay for
each episode of inpatient psychiatric
care for an individual patient during
the study period. The distribution of
the number of days of psychiatric
hospitalization in the study sample is
presented in Table 2. For compari-
son purposes, the number of days
before an interruption in Medicaid
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coverage and the number of days af-
ter an interruption were calculated
as well.

Statistical methods

The main purpose of the statistical
analysis was to answer the following
question: What would the use of
Medicaid-reimbursed inpatient psy-
chiatric services for persons with in-
terruptions in coverage have been if
they had instead experienced contin-
uous Medicaid coverage over the
same period?

Number of psychiatric hospital-
izations. The association of interrup-
tions in Medicaid coverage with the
number of psychiatric hospitaliza-
tions over the 49-month study period
was analyzed by using negative bino-
mial regression (21-23). By using this
method, the total number of Medic-
aid-reimbursed psychiatric hospital-
izations was modeled as a function of
the duration of the interruption in
Medicaid coverage, sex, race, urban
residence, participation in the Utah
Prepaid Mental Health Plan, age, cal-
endar year of eligibility, and total
months of Medicaid coverage.

The effect of interruptions in Med-
icaid coverage was analyzed by com-
paring the mean number of psychi-
atric hospitalizations for individuals
with interruptions in coverage, adjust—
ed for the covariates, including the to-
tal number of months of Medicaid
coverage, with the estimated mean
number of psychiatric hospitalizations
that would have occurred if those
same individuals had instead experi-
enced continuous coverage. The ad-
justed mean of the total number of
hospitalizations for the 367 benefici-
aries with interruptions in coverage
was determined by using the regres-
sion model. Then the total number of
hospitalizations that would have oc-
curred if the 367 beneficiaries had ex-
perienced continuous Medicaid cov-
erage was estimated by resetting the
length-of-interruption variable to zero
and redoing the regression analysis
with the new time at risk. The new
time at risk was equal to the original
time at risk for these beneficiaries
plus the number of months that Med-
icaid coverage was interrupted.

This model did not distinguish be-
tween hospitalizations that took place

Table 1

Total number of inpatient psychiatric hospitalizations of Utah Medicaid benefici-
aries with schizophrenia with continuous or interrupted Medicaid coverage over a
49-month period (December 1990 through December 1994)

All beneficiaries

Beneficiaries with
continuous cov-

Beneficiaries with
interruptions in

(N=1,830)b erage (N=1,463)¢ coverage (N=367)de

Number of

hospitalizations N % N % N %
None 1,079 59 901 62 178 49
One or two 492 27 376 26 116 32
Three or four 156 9 117 8 39 11
Five to nine 88 5 59 4 29 8
Ten or mored 15 1 10 1 5 1

* The number of hospitalizations ranged from none to 23 for the beneficiaries with continuous cov-
erage and from none to 14 for the group with interruptions in coverage.
b Mean+SD number of hospitalizations=1.04+1.92

¢ Mean=SD number of hospitalizations=.93+1.81

d Beneficiaries who experienced two or more continuous months without coverage, after which cov-

erage was renewed

¢ Mean+SD number of hospitalizations=1.47+2.23

before or after an interruption in cov-
erage. If a majority of hospitalizations
took place before an interruption in
coverage or if individuals with inter-
ruptions in coverage were more likely
to have a history of psychiatric hospi-
talizations, the results could be biased
because an effect on psychiatric hos-
pitalizations could be attributed to in-
terruptions in Medicaid coverage. To
examine this possible source of bias,
we compared the rate of hospitaliza-

tions before and after an interruption
in coverage. Ideally, we would have
presented the results of a sensitivity
analysis based on a negative binomial
regression model, but the sample was
too small for this type of analysis.
Number of days of psychiatric
hospitalization. The association of
interruptions in Medicaid with the to-
tal number of hospital days was exam-
ined by using an exponential regres-
sion model (24,25). We assumed that

Table 2

Total number of days of inpatient psychiatric hospitalization of Utah Medicaid
beneficiaries with schizophrenia with continuous or interrupted Medicaid cover-
age over a 49-month period (December 1990 through December 1994)

All beneficiaries

Beneficiaries with
continuous cov-

Beneficiaries with
interruptions in

(N=1,830)P erage (N=1,463)¢ coverage (N=367)de

Number of

hospitalizations N % N % N %
None 1,079 59 904 62 175 48
One to seven 219 12 75 12 44 12
Eight to 14 130 7 104 7 26 7
15 to 21 85 5 61 4 24 7
22 to 28 74 4 54 4 20 5
29 to 90 184 10 136 9 48 13
91 to 180 43 2 23 2 20 5
More than 180 16 <1 6 <1 10 3

* The total number of days of hospitalization ranged from none to 1,437 for the beneficiaries with
continuous coverage and none to 627 for the beneficiaries with interruptions in coverage.

b Mean=SD total number of days of hospitalization=14.38+51.62

¢ Mean+SD total number of days of hospitalization=11.49+47.79

d Beneficiaries who experienced two or more continuous months without coverage, after which cov-

erage was renewed

¢ Mean=SD total number of days of hospitalization=25.91+63.41
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Table 3

Mean values for variables assessed in a study of effects of interruptions in Medicaid coverage among Utah Medicaid benefi-
ciaries with schizophrenia over a 49-month period (December 1990 through December 1994)

Beneficiaries with continuous

coverage (N=1,463)

Beneficiaries with interrup-
tions in coverage (N=367)

Difference

Variable Mean SD Mean SD in means?®
Number of psychiatric hospitalizations 93 1.81 1.47 2.24 54*
Number of days of psychiatric hospitalization 11.49 47.80 25.91 63.42 14.42*
Interruptions in Medicaid coverageb .00 .00 1.00 .00 1.00*
Duration of interruption (months) .00 .00 12.49 10.56 12.49*
Duration of noninterruption ineligibility (months) 5.45 12.05 5.60 9.96 15
Participation in the Utah Prepaid Mental

Health Plan (%) 53 .50 .55 50 .02
Age (years) 48.64 15.84 39.82 11.57 8.81*
Sex, male (%) 48 .50 53 .50 .05
Urban residence (%) .86 35 .84 .36 01
Ethnicity, white (%) 91 28 91 28 00
Calendar year of Medicaid eligibility (%)

1991 94 23 73 44 21F

1992 .89 31 .65 48 24"

1993 .85 .35 .66 47 20"

1994 .78 41 .67 47 A1

* t test without adjustment for multiple comparisons

b No interruptions=0, any interruptions=1
“p<.05

the log of the mean number of hospi-
tal days was a function of the patients’
characteristics, including whether
they had an interruption in Medicaid
coverage.

The effect of interrupted Medicaid
coverage on the number of hospital
days was determined by comparing
the mean length of stay for persons
with interruptions in Medicaid cover-

Table 4

Regression analysis of variables assessed in a study of effects of interruptions in
Medicaid coverage among 1,830 Utah Medicaid beneficiaries with schizophrenia
over a 49-month period (December 1990 through December 1994)

Coefficient for

Coefficient for number of days

number of psychiatric  of psychiatric

Variable hospitalizations® hospitalization®
Duration of interruption

in Medicaid coverage 06%** Nk
Age —.02%* —.02*
Sex -.05 .02
Ethnicity 34* 61*
Urban residence —-.03 56%*
Participation in Utah Prepaid

Mental Health Plan —.31F —.55**
Calendar year of Medicaid
eligibility

1991 4% 24

1992 22 34

1993 37 14

1994 —. 55 —.42%

@ Intercept=—3.59, p<.001; R?=.062
b Intercept=—4.89, p<.001; R2=.032
“p<.05
“p<.01
*p<.001
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age, adjusted for age, sex, race, the
number of months of Medicaid eligi-
bility, and other factors, to the mean
length of stay assuming continuous
Medicaid coverage, as described
above. We examined the total num-
ber of days in the hospital per month
before and after an interruption in
Medicaid coverage to see whether
the rate increased after a period of in-
terrupted coverage. The sample was
not large enough for a regression
model to be estimated to determine
the statistical significance of any dif-
ference in hospital days after an inter-
ruption in Medicaid coverage.

Results
The unadjusted means for all vari-
ables for the group with continuous
coverage and the group with inter-
rupted coverage are presented in
Table 3.

Number of psychiatric
hospitalizations

The results of the regression analysis
are presented in Table 4. The dura-
tion of the interruption in Medicaid
coverage, age, race, participation in
the Utah Prepaid Mental Health
Plan, and the year of eligibility were
significant predictors of the number
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Table 5

Predicted number of psychiatric hospitalizations and number of days of psychiatric hospitalization associated with interrupt-
ed and continuous Medicaid coverage among 1,830 Utah Medicaid beneficiaries with schizophrenia over a 49-month period
(December 1990 through December 1994)

Predi
given

Prediction
given interrupted
Medicaid coverage

Medicaid coverage

ction
continuous
Difference in means

Mean® SD Mean?® SD Mean® SD
Beneficiaries with continuous coverage (N=1,463)
Number of psychiatric hospitalizations — — 98 42 — —
Number of days of psychiatric hospitalization — — 13.00 7.00 — —
Beneficiaries with interrupted coverage (N=387)
Number of psychiatric hospitalizations 1.36 .70 73 48 .63* 52
Number of days of psychiatric hospitalization 21.90 13.50 13.60 7.50 8.20* 8.80

* Adjusted for duration of interruption in Medicaid coverage, sex, age, ethnicity, urban residence, participation in the Utah Prepaid Mental Health Plan,
calendar year of Medicaid eligibility, and months of Medicaid coverage.

*p<.001

of hospitalizations. With adjustment
for the covariates, 51.5 percent of the
367 individuals with interrupted cov-
erage had at least one hospitalization,
but only 38.3 percent of those same
367 individuals were predicted to
have had at least one hospitalization if
they had instead experienced contin-
uous coverage, a 35 percent differ-
ence (z=6.9, p<.001). The adjusted
mean number of hospitalizations for
persons with interruptions in Medic-
aid coverage was 1.36, and the adjust-
ed mean number of hospitalizations
assuming continuous Medicaid cov-
erage was .73, a difference of .63 hos-
pitalizations (z=8.4, p<.001), or 86
percent.

These findings were supported
when the hospitalization rate—that
is, the mean number of hospitaliza-
tions per month—Dbefore an interrup-
tion in coverage was compared with
the rate after an interruption in cov-
erage. Before an individuals first in-
terruption in coverage, the unadjust-
ed rate was .035 hospitalizations per
month, compared with .045 hospital-
izations per month after the interrup-
tion in coverage, a 28 percent differ-
ence. Also, approximately 30 percent
of all hospitalizations occurred in the
two-month period after an interrup-
tion in Medicaid coverage. However,
more individuals had a lower hospi-
talization rate after the interruption
(85 individuals) than had a higher
hospitalization rate after the interrup-
tion (52 individuals), but the 52 indi-

viduals with the higher rates account-
ed for a higher total number of hospi-
talizations after the interruption than
the individuals with the lower rate.
Thus the mean increase in hospital-
izations associated with having an in-
terruption in Medicaid coverage ap-
peared to be due to the occurrence of
a large effect in a subset of the popu-
lation who experienced interruptions
in coverage.

Number of days of
psychiatric bospitalization
The results of the regression analysis
for the total number of hospital days
are presented in Table 4. The dura-
tion of the interruption in Medicaid
coverage, age, race, urban residence,
participation in the Utah Prepaid
Mental Health Plan, and the year of
eligibility were significant predictors
of total hospital days. Individuals with
an interruption in coverage spent a
mean of 21.9 days in the hospital dur-
ing the 49-month study period, but
those same individuals would have
spent a mean of only 13.6 days in the
hospital if they had had continuous
coverage, a difference of 8.3 days
(z=7.1, p<.001), or 61 percent.
These findings were supported
when the number of hospital days per
month before an interruption in cov-
erage was compared with the number
of days per month after an interrup-
tion. Before the first interruption in
coverage, individuals spent a mean of
.56 days in the hospital per month,
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compared with .64 days per month af-
ter an interruption in coverage, a 14
percent difference. A total of 83 indi-
viduals had more hospital days per
month after an interruption in cover-
age, and 58 had fewer hospital days
after an interruption in coverage.

Overall, the analysis suggested that
use of inpatient psychiatric services
was greater for patients with inter-
ruptions in Medicaid coverage than
for those without interruptions. Al-
though the analyses that incorporated
the timing of hospitalizations did not
show an overwhelming effect, the
numbers of hospitalizations and hos-
pital days per month before and after
an interruption in Medicaid coverage
clearly showed that a majority of hos-
pitalizations did not take place before
an interruption in Medicaid coverage.
The results of additional analyses of
the timing of outpatient services and
pharmacy claims and an analysis of
data from a subset of the sample that
accounted for baseline mental health
status are available from the first au-
thor on request.

Discussions and conclusions

The results of this study, summarized
in Table 5, suggest that interruptions
in Medicaid coverage are associated
with greater use of inpatient psychi-
atric services. On average, each indi-
vidual beneficiary with schizophrenia
who experiences interruptions in
Medicaid coverage may spend up to
eight extra days in an inpatient psy-
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chiatric facility over a four-year peri-
od. This increase appears to be due
to a large effect in a subset of the
population. Although Medicaid pro-
grams may attempt to save money by
restricting coverage, this strategy
may not result in cost savings in this
population, because loss of coverage
may lead to expensive psychiatric
hospitalizations that result in rein-
statement of coverage to cover the
cost of the hospitalization.

A logical solution to the problem
created by interruptions in Medicaid
coverage would be a reexamination of
Medicaid eligibility policies for per-
sons with chronic disabilities (includ-
ing schizophrenia), a history of hospi-
talization, or both. Changes in such
policies could help address the cases
of persons who lose eligibility be-
cause their mental health improves,
allowing them to obtain employment
and an income that exceeds the limits
for Medicaid eligibility. Assuming
that universal health insurance with a
prescription drug benefit is not polit-
ically likely, continuing Medicaid eli-
gibility through a Medicaid buy-in
program might enable such individu-
als to remain in the workforce while
also maintaining their access to men-
tal health care and avoiding clinical
decompensation.

To address interruptions in cover-
age that are the result of worsening
mental health status, state Medicaid
programs might consider steps to en-
able individuals to more easily main-
tain their Medicaid coverage, such as
instituting annual renewal of Medic-
aid coverage instead of monthly re-
newal, which was required in Utah at
the time of the study. Such steps
might reduce the frequency of inter-
ruptions and the cost of administering
Medicaid benefits. However, this ap-
proach assumes that simply maintain-
ing Medicaid coverage will ensure
that individuals will seek out care
from mental health providers, which
may not be the case.

The type of Medicaid eligibility
may also play a role in the likelihood
of experiencing an interruption in
coverage. For example, persons who
are eligible for Medicaid because
they receive Supplemental Security
Income may be less likely to experi-
ence an interruption in coverage than
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those who are eligible through the
Aid to Families With Dependent
Children or Temporary Assistance for
Needy Families programs. Unfortu-
nately, with the available data, we
could not determine the causes of in-
terruptions in coverage or the eligibil-
ity categories of the beneficiaries in
the study.

The effect of interruptions in Med-
icaid coverage may be confounded by
unmeasured characteristics. For ex-
ample, persons with interruptions
may be more likely to be noncompli-
ant with their medication regimen or
more likely to have substance use
problems, both of which have been
shown to be associated with higher
rates of relapse and higher rates of in-
patient service use. Persons who ex-
perienced interruptions in coverage
had a significant drop in both outpa-
tient visits and pharmacy claims in the
two months preceding the interrup-
tion (data available from the first au-
thor), which suggests that persons
who are noncompliant with treatment
may be more likely to experience in-
terruptions in coverage. If these indi-
viduals are more likely to experience
interruptions in coverage, policies
that provide ongoing case manage-
ment to these at-risk populations
might help stabilize their coverage
and might still save states money in
the long run.

The total number of hospitaliza-
tions and total number of days in the
hospital were significantly less for
persons who received services
through the Utah Prepaid Mental
Health Plan. If Medicaid programs
are seeking to decrease costs, reduc-
ing the use of inpatient services
through mechanisms such as the
Utah Prepaid Mental Health Plan
and additional case management may
be a better solution than trying to re-
duce service use by limiting Medicaid
coverage. However, we found no dif-
ference in the probability of having an
interruption in Medicaid coverage
between beneficiaries who received
services through the Utah Prepaid
Mental Health Plan and those who
did not, which suggests that capita-
tion alone does not decrease the fre-
quency of interruptions in Medicaid
coverage.

Beneficiaries also may experience

an interruption in coverage if they are
hospitalized in a state psychiatric hos-
pital for an extended period, but this
occurrence was relatively rare. Re-
gardless of the reason for the inter-
ruptions in coverage, the results of
this study suggest that individuals
whose coverage is interrupted may
use more inpatient mental health
services than they would have used if
their coverage had been continuous.
Additional research is needed to vali-
date these findings and to explore the
causes of interruptions in Medicaid
coverage so that potential solutions to
this problem can be developed.

A few other limitations of this study
should be noted. This research exam-
ined the association of interruptions
in Medicaid coverage with the use of
Medicaid-reimbursed inpatient psy-
chiatric services and did not test
whether interruptions in Medicaid
led directly to the inpatient episode.
Sensitivity analyses that incorporated
the timing of hospitalization could
not be conducted, because the sam-
ple was too small, but the data sug-
gested that findings from the main set
of analyses were not due to high rates
of hospitalization before interrup-
tions in Medicaid coverage. Other
limitations include the lack of data on
the use of services during the inter-
ruption periods and on use of services
that were not paid for by Medicaid,
lack of measures of mental health sta-
tus and other potential confounding
factors for all beneficiaries, and lack
of information on the causes of inter-
ruptions in coverage. Nevertheless,
the results of this study serve as a
starting point for further investigation
of the causes and effects of interrup-
tions in Medicaid among persons with
severe mental illness. ¢
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pert reviewers and being among the first of your col-
leagues to use a state-of-the-art Web-based peer review
system. In the year since Manuscript Central was im-
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and its superiority over systems that rely on “snail mail.”
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Please consider lending your expertise to improving
the quality of research being conducted in the public
sector and the treatment of patients in a variety of set-
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