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Many if not most individuals
with schizophrenia depend
on Medicaid to fund mental

health services, psychotropic medi-
cines, or both (1–10). Unfortunately,
Medicaid programs face substantial
financial challenges (11–17) that may

or may not be addressed by health
care reform (18).

Research in Florida around the
year 2000 suggested that interruption
of Medicaid was associated with a
subsequent increase in inpatient care
for beneficiaries with depression (19).

Work in Utah during the early 1990s
(5) indicated that interruption of
Medicaid coverage led to increased
psychiatric hospitalization for benefi-
ciaries with schizophrenia. Studies in
the early 1980s comparing Medicaid
beneficiaries who had schizophrenia
in New Hampshire (which limited
Medicaid prescriptions) with those in
New Jersey (which had unlimited
Medicaid prescriptions) provided
strong evidence that cutbacks led to
substantial increases in psychiatric
hospital admissions (20,21).

This project examined a “natural
experiment” regarding health insur-
ance for people with schizophrenia.
In the early 1990s, Oregon expanded
Medicaid eligibility (22,23). Under
previous eligibility requirements, per-
sons with chronic mental illness who
received disability payments (such as
Supplemental Security Income or So-
cial Security Disability Insurance)
were often considered “too wealthy”
to qualify for Medicaid (24), but after
expansion of eligibility criteria, virtu-
ally anyone disabled by conditions
such as schizophrenia could obtain
Medicaid (25).

Unfortunately, owing to revenue
declines, in 2003 state policy makers
instituted mechanisms, such as pre-
miums, copayments, and stricter eli-
gibility criteria, that forced many
Medicaid beneficiaries out of the pro-
gram (12,26–31). Relatively speaking,
there was little change in enrollment
of traditional (federally mandated)
Medicaid patients, such as those in
the Temporary Assistance for Needy
Families program (32). However, en-
rollment in Oregon’s expansion pro-
gram dropped from about 102,000
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Objective: Given financial difficulties precipitated by the flagging na-
tional economy, state policy makers are interested in the impact of
Medicaid cutbacks on individuals with schizophrenia. Starting in 2003,
the Oregon legislature eliminated all Medicaid coverage for large
numbers of people, including many with schizophrenia. The objective
of this project was to examine state psychiatric hospital utilization
among persons with schizophrenia who maintained or lost Medicaid
coverage. Methods: This longitudinal cohort study examined Oregon
schizophrenia patients who had used Medicaid mental health services
before the state’s massive Medicaid reductions. Data were obtained
from the state mental health, Medicaid, and vital statistics agencies.
The outcome measures were involuntary psychiatric admissions to gen-
eral hospitals and to state psychiatric hospitals, respectively. There
were three cohorts, which comprised those who lost Medicaid coverage
in calendar year 2003 (N=435), those who lost Medicaid coverage in
2004 (N=187), and those who maintained Medicaid coverage through-
out study years 2002–2004 (N=3,427). Results: Cohort members were
on average 43 years old, and the sample was 42% female and 88%
white. Analyses controlling for age, gender, race-ethnicity, Medicaid el-
igibility, and Medicare coverage showed that persons who maintained
Medicaid coverage had little change in state psychiatric hospitaliza-
tion, whereas utilization increased markedly over time for those who
lost Medicaid coverage (p<.003). There were few differences in utiliza-
tion of general hospital psychiatric units. Loss of Medicaid coverage
generally preceded hospitalization. Conclusions: State policies de-
signed to decrease Medicaid enrollment may have led to increased use
of state psychiatric hospitals by former Medicaid enrollees with schiz-
ophrenia. (Psychiatric Services 62:871–877, 2011)



patients in 2002 to around 51,000 in
late 2003 (30,32). The state financial
crisis worsened in February 2004,
when voters defeated a proposed tax
increase.

Large numbers of Medicaid bene-
ficiaries with severe mental illnesses
lost all coverage. Some 1,685 patients
who had a psychiatric hospitalization
during 2002 lost Medicaid coverage
in 2003; between March and Decem-
ber 2003 some 2,373 Medicaid pa-
tients who had been dispensed at
least one second-generation antipsy-
chotic medication were dropped
from Medicaid rolls. Loss of insur-
ance coverage occurred in waves and
was prolonged in that individuals
seemed to be without Medicaid for
months, if not years, after leaving the
program (12,26,28).

This tragic situation provided an
opportunity to examine the impact of
Medicaid cutbacks. Of particular in-
terest to policy makers were involun-
tary (noncriminal) psychiatric hospi-
talizations (either to local general
hospitals or to state psychiatric hospi-
tals) because these admissions are
paid for by the state if the patient is
uninsured. In addition, the state men-
tal health agency was especially con-
cerned about individuals who had
been prescribed second-generation
antipsychotic medications because
these persons might be at high risk of

unfortunate consequences related to
loss of health insurance (20,21). Giv-
en the considerable effort expended
and the high hopes the state had for
broadening Medicaid coverage
(22–25), there was also interest in dif-
ferential impact of policy changes on
people in the “expansion” versus “tra-
ditional” Medicaid populations. Ac-
cordingly, analyses tested for possible
interactions between type of Medic-
aid and coverage termination.

The purpose of this project was to
compare involuntary psychiatric hos-
pitalizations between individuals with
schizophrenia who lost coverage ver-
sus those who continued Medicaid
enrollment. Figure 1 shows the con-
ceptual framework. In one pathway,
policy change results in Medicaid ter-
mination, which in turn leads to loss
of services and psychiatric hospital-
ization, presumably because of wors-
ening clinical condition. However,
the situation is more complicated
than just described because other in-
fluences on clinical condition (such as
demographic characteristics, clinical
history, or environmental factors)
might also drive hospitalization.
Moreover, a worsening clinical condi-
tion could itself lead to loss of Medic-
aid coverage. For example, people
whose psychotic symptoms increase
may be unable to comply with the nu-
merous administrative tasks (such as

reenrollment) required to maintain
Medicaid coverage. Accordingly,
analyses included approaches in
which persons served as their own
control group.

We hypothesized that Medicaid re-
cipients who lost their benefits would
be more likely than those who re-
tained coverage to be involuntarily
hospitalized in a psychiatric hospital.
Here, too, analysis was complicated
because in Oregon civil state psychi-
atric hospital admissions (for nongeri-
atric adults) are almost entirely via
court commitment (33,34). More-
over, involuntary admission to a local
general hospital is (in virtually all cas-
es) a prerequisite for civil court com-
mitment to a state psychiatric hospital
(34,35). Admission to a state psychi-
atric hospital requires a civil commit-
ment hearing in which a judge finds
the person to be dangerous to self or
others or gravely disabled (35). Such
hearings almost always take place af-
ter at least a few days in a general hos-
pital psychiatric unit. Roughly 10% to
20% of involuntary general hospital
admissions lead to civil commitment
(34). Therefore, analyses distin-
guished between general hospital
versus state psychiatric hospital invol-
untary admissions.

Methods
Data and eligibility criteria
Information was obtained from state
Medicaid, mental health, and vital
statistics data systems. The Medicaid
Management Information System
provided eligibility and pharmacy
data plus diagnostic information. The
state mental health information sys-
tem captured all involuntary admis-
sions to local general and state psy-
chiatric hospitals. Dates of death
were obtained from state vital statis-
tics. A state project called the Inte-
grated Client Data Base facilitated
data linkage via name, date of birth,
Social Security Number, and a Med-
icaid alphanumeric identifier known
as the “prime number.”

Inclusion criteria were enrollment
in the Oregon Medicaid program for
at least 90% of calendar year 2002, di-
agnosis of schizophrenia, and use of
outpatient mental health services or
receipt of at least one second-genera-
tion antipsychotic medication dis-
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pensed during 2002. Exclusion crite-
ria were Oregon Medicaid coverage
for <90% of the calendar year 2002 or
residence in a nursing home during
calendar year 2002. Diagnosis of
schizophrenia was established by ei-
ther a hospital discharge diagnosis of
schizophrenia or two outpatient diag-
noses of schizophrenia in 2002 or ear-
lier (36,37). Analyses were restricted
to persons between ages 18 and 65
during calendar year 2002 (which ex-
cluded 5% of the potential study pop-
ulation) and to persons whose state
psychiatric hospitalization days dur-
ing 2002 were fewer than 90 (which
excluded .3% of the potential study
population).

Medicaid enrollee cohorts
Persons included in the study were
placed in one of three mutually exclu-
sive cohorts. To be considered cov-
ered during a given year, an individual
was required to have been enrolled in
Oregon Medicaid for >90% of the 12-
month period. Conversely, noncover-
age was defined to be enrollment for
<50% of the 12-month period. Co-
hort A (N=435) was covered in 2002
but not covered in 2003 and 2004
(that is, individuals had just one year
of coverage). Cohort B (N=187) was
covered in 2002 and 2003 but not in
2004 (that is, individuals had two
years of coverage). Cohort C
(N=3,427) was covered in 2002, 2003,
and 2004 (continuous coverage).

Mortality differences among co-
horts were expected, given the selec-
tion procedures. Specifically, there
were likely to be few if any deaths in
the continuous Medicaid coverage
group, whereas deaths during the
study period were more likely among
those who lost coverage. Accordingly,
times at risk of hospitalization during
the study period were calculated for
all persons between January 1, 2002,
and December 31, 2004 (or ending
with date of death).

There were 52 deaths during the
study period (January 1, 2002,
through December 31, 2004) in co-
hort A (12%), 45 in cohort B (24%),
and 14 in cohort C (.4%). Mean±SD
times at risk of hospitalization among
cohorts were 1,025±201 days for co-
hort A, 1,022±135 days for cohort B,
and 1,095±7 days for cohort C.

Outcome measure and analyses
The outcome measure was involun-
tary psychiatric hospitalization. By
definition, all state psychiatric hospi-
tal admissions were involuntary and
were almost always preceded by in-
voluntary general hospital psychiatric
admissions.

Predictors included cohort, year,
race-ethnicity, gender, age, Medicare
(yes or no), and type of Medicaid (tra-
ditional versus expansion). Year was
one-dimensional. There were also
two-way interaction terms (year by
type of Medicaid, cohort by year, and
cohort by type of Medicaid) as well as
the three-way interaction term (year
by cohort by type of Medicaid).

All analyses were repeated with the
first study year (2002) as baseline so
individuals were their own controls
for analysis. Outcomes were hospital-
izations during 2003, 2004, or both
years. Predictors included cohort,
year, race-ethnicity, gender, age,
Medicare, type of Medicaid, and hos-
pitalization during 2002 plus two-way
and three-way interaction terms.

Binary logistic regression models
were used in analyses of admissions
(yes versus no). For studies of hospi-
talization days, the data were marked-
ly skewed (many persons had no hos-
pitalization days). Therefore, models
included Poisson regression, negative
binomial regression (19), and two-
part models in which admission (yes
versus no) was predicted by a binary
logistic regression equation and then
hospitalization days (given admission)
were predicted by a linear model. To
account for repeated measures, gen-
eralized estimating equations were
used (with an unstructured variance-
covariance matrix).

Stratification via propensity score
subclassification (38–41) was used to
adjust for differences among cohorts.
With the use of logistic regression, the
dependent variable was Medicaid
coverage status (lost versus retained).
Potential predictors included age,
gender, race-ethnicity, and type of
Medicaid (expansion or traditional).
Statistically significant regression co-
efficients were used to generate the
propensity score for each person. Typ-
ically, persons were grouped into per-
centiles of the propensity score (42).

Because there were three cohorts,

two propensity scores were generat-
ed. One score (p1) was generated by a
logistic regression model that predict-
ed loss of Medicaid coverage versus
continuous coverage. Statistically sig-
nificant (p<.005) predictors were
gender, Medicare, and type of Medic-
aid coverage. Scores computed with
or without inclusion of deceased per-
sons were highly correlated (Pearson
R=.999). There were only eight
unique p1 values, and scores for 93%
of persons fell within five values. The
other score (p2) predicted whether
loss of coverage would occur earlier
or later. Statistically significant
(p<.008) predictors of p2 were gender
and Medicare. Scores calculated with
or without inclusion of deceased per-
sons were highly correlated (Pearson
R=1.000). There were only four
unique p2 values among members of
cohorts A and B. Subclassification of
persons was determined by a two-di-
mensional grid (percentiles of p1
crossed with percentiles of p2).

Because propensity score matching
accounted for demographic charac-
teristics, Medicare, and type of Med-
icaid, the predictors in the stratified
models were cohort, study year, and
the interaction of cohort and study
year (the group-by-time interaction
term). Coefficients pertaining to the
group-by-time interaction term (from
each stratum) were summed. Esti-
mated standard errors for those coef-
ficients were combined to generate
an estimated standard error for the
overall group-by-time interaction
term coefficient.

SPSS, version 17, statistical soft-
ware was used for the analyses. The
project was approved by the Oregon
Health and Science University Insti-
tutional Review Board.

Results
Women were overrepresented in
the group with continuous coverage,
but there were no statistically signif-
icant differences among cohorts in
age or race-ethnicity (Table 1). As
expected, persons with expansion
Medicaid were markedly overrepre-
sented among the cohorts who lost
coverage. Similarly, people dually
eligible for Medicare and Medicaid
coverage were overrepresented in
the early loss-of-Medicaid cohort.
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The anticipated differences among
cohorts in mortality and in times at
risk of hospitalization were also
found (Table 1).

Some 749 persons were involun-
tarily hospitalized, of whom 731
(98%) had at least one general hospi-
tal admission. As expected, only a mi-
nority of persons with an involuntary
admission to a general hospital (124
or 17%) also had state psychiatric
hospitalization days during the study
period.

General hospital admissions
Roughly 20% of each cohort had at
least one involuntary admission to a
general hospital. In bivariate analyses,
there were no statistically significant
differences among cohorts in general
hospital psychiatric admissions. In
multivariate analyses, the only statisti-
cally significant predictors were age
and gender. Analyses stratified by
propensity score showed that the
group-by-time interaction coefficient
was not significant for either cohort A

or cohort B with study year. Using the
first study year as baseline, we found
that the only statistically significant
predictors were age, gender, and ad-
mission (yes or no) in 2002. For all
analyses, results were unchanged
when deceased persons were includ-
ed in the calculations. Table 2 sum-
marizes these results.

There were roughly two to three in-
voluntary general hospital psychiatric
days per cohort member per year.
There were few changes over time in
general hospitalization days for co-
hort C (continuous coverage). Con-
versely, the group with only two years
of coverage showed an increase in
general hospitalization days initially
and then a decline. The group with
the shortest Medicaid coverage
showed a continuous decline in gen-
eral hospitalization days (see summa-
ry of results in Table 2).

Analyses were conducted with gen-
eral hospital psychiatric days as the
dependent variable. The coefficient
pertaining to the three-way interac-
tion term for cohort A was positive
and statistically significant (p<.005)
for all models. The other three-way
interaction term coefficient (pertain-
ing to cohort B) was not statistically
significant in any model. The implica-
tion of this finding is that among indi-
viduals with only one year of Medic-
aid, there was a greater decline in
general psychiatric hospitalization
days over time for those in the expan-
sion population compared with tradi-
tional Medicaid. Similarly, with the
first study year as the baseline, the
only statistically significant predictors
of general hospitalization days were
age and number of general hospital-
ization days in 2002. Results were un-
changed whether or not deceased
persons were included. Results were
also unchanged when the dependent
variable was the percentage of days at
risk of hospitalization (that is, days
prior to death or the end of the study
period) spent in a general hospital
psychiatric unit.

State psychiatric 
hospital admissions
The situation was much different for
utilization of the state psychiatric hos-
pitals. About .5% of persons had a
state psychiatric hospital admission in

PSYCHIATRIC SERVICES � ps.psychiatryonline.org � August 2011   Vol. 62   No. 8887744

TTaabbllee  11

Demographic characteristics and outcomes of Medicaid recipients in Oregon
with schizophrenia, by Medicaid coverage duration over a three-year period

Cohort A: Cohort B: Cohort C:
1 year of 2 years of continuous 
coverage coverage coverage
(N=435) (N=187) (N=3,427)

Characteristic N % N % N %

Age (M±SD) 43±10 41±11 43±10
Sex: femalea 131 30 77 41 1,474 43
Race-ethnicity: white 383 88 168 90 3,016 88
Expansion Medicaidb 96 22 52 28 206 6
Dual coverage (had Medicare)c 283 65 84 45 1,816 53
Died during study yearsd 52 12 45 24 14 <1
Days at risk of admission 

(M±SD)e 1,025±201 1,022±135 1,095±7
Admitted involuntarily 87 20 45 24 617 18

General hospital 87 20 41 22 617 18
State psychiatric hospitalf 26 6 30 16 69 2

a χ2=24, df=2, p<.001
b χ2=214, df=2, p<.001
c χ2=29, df=2, p<.001
d χ2=513, df=2, p<.001
e F=247, df=2 and 4,046, p<.001, by one-way analysis of variance
f χ2=92, df=2, p<.001

TTaabbllee  22

Summary of analyses of hospitalizations, by Medicaid coverage duration in Ore-
gon for schizophrenia patients over a three-year period

Cohort A: Cohort B: Cohort C:
Measure 1 year of coverage 2 years of coverage continuous coverage 

General hospital
Admissions No change No change No change
Days Decreasea Increase, then decrease No change

State psychiatric 
hospital

Admissions Increaseb Increase No change
Days Increasec Increase No change

a Greater decrease in general hospital days over time for the expansion population than for those
covered by traditional Medicaid

b Greater increase in state hospital admissions over time for the expansion population than for those
covered by traditional Medicaid

c Greater increase in state hospital days over time for the expansion population than for those cov-
ered by traditional Medicaid



the first study year (2002) with no dif-
ferences among cohorts (by chi
square test). However, Figure 2 shows
that the percentage of persons admit-
ted to a state psychiatric hospital rose
over time for members of cohort A
and cohort B and that there was little
or no change over time for cohort C
(continuous coverage) members. As
shown in Table 1, over the three study
years only 2% of members in the con-
tinuous coverage group (cohort C)
had a state psychiatric hospital admis-
sion, compared with 6% and 16% of
cohorts A and B, respectively, who lost
Medicaid coverage.

In binary logistic generalized esti-
mating equation models, the coeffi-
cient pertaining to the three-way in-
teraction term for cohort A (early
Medicaid loss) was negative and sta-
tistically significant (p=.03). The oth-
er three-way interaction term coeffi-
cient (pertaining to cohort B) was not
statistically significant in any model.
The implication is that among indi-
viduals with only one year of Medic-
aid, there was a greater increase in
chances of state psychiatric hospital
admission over time for those with ex-
pansion (versus traditional) Medicaid.
Medicare status was not a statistically
significant predictor.

Owing to small numbers of state
psychiatric hospital admissions in
some cells of the statistical analysis, it
was not possible to repeat the analy-
ses with propensity score matching.
Presumably for similar reasons, there
were convergence problems when at-
tempting an analysis in which the first
study year was used as baseline.

Figure 3 shows average state psy-
chiatric hospitalization days per per-
son per year for each cohort. The con-
tinuous coverage group (cohort C)
had very low levels of state psychiatric
hospital use throughout the study pe-
riod, whereas state psychiatric hospi-
talization days increased over time for
the persons who lost Medicaid cover-
age. The picture was the same
whether or not deceased persons
were included.

Analyses were conducted with
state psychiatric hospitalization days
as the dependent variable. The coef-
ficient pertaining to the three-way in-
teraction term for cohort A was neg-
ative and statistically significant

(p<.003) for all models. The other
three-way interaction term coeffi-
cient (pertaining to cohort B) was not
statistically significant in any model.
The implication is that among indi-
viduals with only one year of Medic-
aid, there was a greater increase in
state psychiatric hospitalization days
over time for those with expansion
(versus traditional) Medicaid. Medi-
care status was not a statistically sig-
nificant predictor. In general, the
various models gave very similar re-
sults, except that the negative bino-
mial model could not be estimated
owing to singularity of the Hessian
matrix. Results were similar whether
or not deceased persons were includ-
ed. Results were also similar when
the dependent variable was percent-
age of days at risk of state hospitaliza-
tion (that is, days to death or end of
the study period) that were spent in a
state psychiatric hospital.

There were convergence problems

related to matrix singularity in some
models that used the first study year
as the baseline from which to predict
state psychiatric hospitalization days
during 2003 or 2004. Indeed, the
negative binomial model could not be
estimated.

However, for the other types of
models, the coefficient pertaining to
the three-way interaction term for co-
hort A (early Medicaid loss) was neg-
ative and statistically significant
(p<.03 for all models). Again, the im-
plication is state hospitalization days
increased for expansion (versus tradi-
tional) Medicaid recipients who lost
coverage early during follow-up. Re-
sults were unchanged whether or not
deceased persons were included.

Conceivably, individuals might
have been hospitalized (especially in
a state psychiatric hospital) and sub-
sequently have lost Medicaid cover-
age. However, only a minority (26%)
of the sample who lost their Medic-
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Percentage of persons with schizophrenia admitted to a state psychiatric hospital
in 2002–2004, by Medicaid coverage duration
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Mean state psychiatric hospitalization days per person per year in 2002–2004, by
Medicaid coverage duration
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aid coverage did so within 30 days of
hospitalization.

Discussion
The findings partially supported the
hypothesis. Loss of Medicaid cover-
age seemed to have little impact on
involuntary admission to local general
hospitals. Conversely, there was a
strong connection between Medicaid
termination and increased state psy-
chiatric hospitalization.

Financial considerations may be
pertinent when interpreting the re-
sults because Medicaid usually pays
for general hospital care but does not
cover state psychiatric hospital servic-
es. Perhaps general hospital providers
were more likely to facilitate civil
commitment court hearings (the
gateway to the state psychiatric hospi-
tal) for individuals who lost Medicaid
than for those who retained coverage.

Medicare coverage did not appear
to attenuate impact of Medicaid loss.
In fact, individuals with dual
Medicare-Medicaid coverage were
overrepresented among persons who
lost Medicaid early in the study peri-
od, presumably because their in-
comes (thanks to disability payments)
exceeded Oregon’s newly reduced
threshold. Persons who lost Medicaid
were then at increased risk of state
psychiatric hospitalization regardless
of Medicare coverage. Explanations
for this finding include the possibility
that Medicare might be a marker for
especially severe disability as well as
scenarios in which community mental
health agencies did not serve benefi-
ciaries covered only by Medicare.

Type of Medicaid (via traditional or
expanded coverage) was related to
involuntary psychiatric hospitaliza-
tion but in complex ways. Member-
ship in the Medicaid expansion group
was, if anything, related to decreased
utilization of general hospital servic-
es. Conversely, being in the Medicaid
expansion group was a powerful pre-
dictor of admission to the state psy-
chiatric hospitals and of the number
of days spent in a state psychiatric
hospital (even after adjustment for
loss of Medicaid coverage, among
other factors).

Although these seemingly contra-
dictory findings regarding hospital-
ization might have arisen by chance,

there is at least one plausible explana-
tion. In particular, use of the state
psychiatric hospitals may well reflect
clinical severity. As noted, virtually all
admissions to a state psychiatric hos-
pital were preceded by general hospi-
tal psychiatric admissions. Converse-
ly, only a small fraction of individuals
admitted to a general hospital were
subsequently admitted to a state psy-
chiatric hospital. The implication
here is that individuals admitted to a
state psychiatric hospital were much
more disabled than persons who had
only a general hospital admission.

A plausible scenario is that an indi-
vidual who maintained Medicaid cov-
erage also maintained contact with
outpatient care providers who facili-
tated general hospital admission if the
client showed signs of deterioration.
Conversely, an individual who lost
Medicaid coverage would most likely
have also lost contact with outpatient
services. In the case of Medicaid loss,
general hospital admission might
have been delayed until the person
had experienced substantial decline.
Such a person might require both
general hospital and state psychiatric
hospital care. It would be expected,
then, that an individual who lost
Medicaid coverage would have both
reduced general hospital usage plus
increased state psychiatric hospital
usage compared with people who had
continuous Medicaid coverage.

In this scenario, the change in
Medicaid policy influenced Medicaid
coverage with subsequent impact on
hospitalization. Indeed, for an over-
whelming majority of persons, loss of
Medicaid preceded hospital admis-
sion.

Because the project was observa-
tional, there were limitations. People
who lost Medicaid coverage could
have left Oregon and become lost to
follow-up. However, differential loss
to follow-up would bias the results
against the hypothesis because people
who left did not generate hospitaliza-
tions in Oregon. Persons were not as-
signed at random to lose or keep Med-
icaid coverage, and there were nu-
merous differences between the com-
parison groups. Clinical data pertain-
ing to illness severity were not avail-
able. However, in several analyses
each person was his or her own con-

trol. Moreover, the pre-post compar-
isons and the generous sample sizes
should have obviated problems with
“difference in differences” methodol-
ogy (43). In addition, propensity score
matching was used to compensate for
lack of randomization. Also, loss of
coverage was largely due to policy de-
cisions external to the client in con-
trast to earlier studies of Medicaid in-
terruptions (5,19). Nonetheless, re-
sults need to be interpreted cautious-
ly and with recognition that associa-
tion is not necessarily causation.

A significant limitation is that (by
design) the project focused on invol-
untary hospitalizations. Inability to
link follow-up voluntary admissions
means that impacts (if any) of Medic-
aid cutbacks on voluntary hospitaliza-
tion remain unknown. Conceivably,
providers could have been more like-
ly to invoke involuntary (rather than
voluntary) admission of persons who
lost Medicaid versus people who re-
tained coverage. However, this bias
would apply only to general hospitals
because all state hospital admissions
are involuntary. In fact, most Oregon
psychiatric admissions are involun-
tary (34). For example, 60% of gener-
al hospital psychiatric admissions of
Medicaid clients in 2004 were invol-
untary, as were 78% of non-Medicaid
admissions.

Conclusions
These limitations notwithstanding, it
appears that state Medicaid policies
designed to reduce coverage may
have resulted in increased use of state
psychiatric hospitals by people with
schizophrenia. In addition to unfortu-
nate consequences for persons who
lost their Medicaid coverage, from
the state’s perspective there might
well have been a trade-off between
savings on Medicaid versus growth in
state psychiatric hospital expendi-
tures. Decision makers need to weigh
benefits against risks when consider-
ing Medicaid policy changes.
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