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While the impacts of the Affordable Care Act will vary across the states given their

different circumstances, Massachusetts’ 2006 reform initiative, the template for
national reform, provides a preview of the potential gains in insurance coverage, access
to and use of care, and health care affordability for the rest of the nation. Under reform,

uninsurance in Massachusetts dropped by more than 50%, due, in part, to an increase in
employer-sponsored coverage. Gains in health care access and affordability were

widespread, including a 28% decline in unmet need for doctor care and a 38% decline in
high out-of-pocket costs.

In April 2006, Massachusetts passed a compre-
hensive health reform bill, An Act Providing
Access To Affordable, Quality, Accountable
Health Care (Chapter 58 of the Acts of 2006),
that sought to move the state to near universal
coverage. That legislation provided the tem-
plate for the 2010 federal Affordable Care Act
(ACA). Massachusetts’ reform initiative, like
the ACA, includes, among other changes: an
expansion of publicly subsidized coverage for
low- and moderate-income people; the creation
of health insurance exchanges for individuals
and small businesses; insurance market re-
forms; a mandate that individuals obtain in-
surance coverage if affordable coverage is
available; and a requirement that employers
contribute toward health insurance premiums
for their workers or face a penalty.1 Given the
parallels with the Massachusetts legislation,
the experience under reform in Massachusetts
provides a preview of the potential implications

of the ACA for the rest of the nation. While
the impacts of the ACA will vary across the
states given the complexity of their health care
systems and policies in place prior to reform
and the differences in their choices under the
new law, the findings for Massachusetts are a
confirmation that major gains in coverage and
health care access are possible.

To provide an assessment of the potential
trajectory of the nation under the ACA based
on the Massachusetts example, this paper
summarizes the evidence of the impacts of
Massachusetts’ health reform effort on insur-
ance coverage, access to and use of care, and
health care affordability for individuals since
2006. Our primary focus is on the findings
based on the Massachusetts Health Reform
Survey (MHRS), a comprehensive survey of
nonelderly adults in Massachusetts that has
provided the core assessment of the state’s
reform effort to date (see, most recently, Long,
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Stockley, and Dahlen 2012a,b). We supple-
ment that overview with findings from studies
that have used other data sources and methods
as a check on the MHRS results, with a focus
on studies that rely on stronger evaluation
designs than the pre/post model that is possible
with the MHRS. We end with a summary of
some of the key challenges that Massachusetts
has faced under health reform, the state’s
strategies in addressing those challenges, and
the prognosis for the ACA based on the
Massachusetts case study.

Comparison of Massachusetts Reform and
the ACA

As noted previously, there are many similar-
ities between Massachusetts’ health reform
and the ACA. Both include a requirement
for individuals to obtain health insurance if
affordable insurance is available to them,
although the ACA requires this of all people
while the Massachusetts law only requires it of
adults. Both require employers above a certain
size to offer coverage to their employees or
face penalties, although the specifics of the
requirements and penalties vary. Both expand
Medicaid coverage and subsidize coverage for
low-income populations to help make insur-
ance more affordable, although the specifics
here vary as well. Insurance market reforms,
including guaranteed issue and modified com-
munity rating, which had been implemented
previously in Massachusetts in the mid-1990s,
are also critical to the ACA.

While there are broad similarities in the
structure of health reform in Massachusetts
and the ACA, few—if any—states, including
Massachusetts, are implementing the ACA
under political and economic conditions as
favorable as those facing Massachusetts in
2006. First, Massachusetts’ reform effort
built on many years of incremental reform
that laid the foundation for the 2006 push for
near universal coverage (McDonough et al.
2006). Of particular importance, the state had
previously implemented insurance market
reforms and had expanded Medicaid cover-
age under an earlier Section 1115 Medicaid
waiver. That waiver provided $385 million
in federal funds that could be used to support
the 2006 expansion of coverage to the

previously uninsured. Second, support for
health reform was strong in the state, with the
2006 legislation the product of bipartisan
compromise under a Republican governor
(Mitt Romney) and Democratic majority
legislature. Commitment to reform was also
strong in the state across public and private
stakeholders who supported the concept of
‘‘shared responsibility’’ by consumers, gov-
ernment, and business for insurance coverage.
In 2006, 69% of nonelderly adults in Massa-
chusetts supported the state’s reform effort
(Long, Stockley, and Dahlen 2012a), and in
2008, only 33% of employers disagreed with
the statement that health reform had been
‘‘good for Massachusetts’’ (Gabel et al. 2008).
Further, business leaders from across the
state, including the Associated Industries of
Massachusetts, the Greater Boston Chamber
of Commerce, the Massachusetts Business
Roundtable, and the Massachusetts Taxpayer
Foundation, report that health reform has
been good for business in Massachusetts
(Raymond 2012). As a result, Massachusetts
was able to move quickly to implement
reform, expand coverage, and create the
new health insurance exchange over a very
short period of time (Dorn, Hill, and Hogan
2009). Thus, the gains from reform could be
seen quickly in the state, which served to
reinforce stakeholder support.

By contrast, the rhetoric around the ACA
has been intensely partisan, with strong
opposition continuing after passage of the
legislation. The share of the nation’s adults
reporting a favorable opinion of the ACA
has ranged from 34% to 50% since the law’s
passage (Kaiser Family Foundation 2012),
and within months of enactment, numerous
lawsuits were filed challenging the constitu-
tionality of key provisions. Eventually, the
Supreme Court’s June 28, 2012, decision
upheld the key provision of the law—its
individual mandate—but effectively modified
the law’s Medicaid expansion to give states the
option to expand Medicaid coverage (SCO-
TUS 2012). These political issues, combined
with the lengthier timeline for implementation
of many of the ACA’s key elements, mean that
the process of implementing national reform is
moving much more slowly and with more
acrimony than did reform in Massachusetts.
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In addition to political differences, there
are also strong economic differences between
Massachusetts in 2006 and the nation today.
Most notably, the country entered a severe
economic recession in 2007 that, combined
with the collapse of the housing market, has
created long-lasting economic challenges. Al-
though the recession officially ended in June
2009, the national unemployment rate stood
at nearly 10% in March 2010 when the ACA
was passed,2 with uninsurance at 16.3% in
that year.3 By contrast, as health reform in
Massachusetts began in 2006, the unemploy-
ment rate in Massachusetts was at 4.8%,4 and
uninsurance was at 10.4%.5 Thus, while we
would expect the experiences under health
reform in Massachusetts to be broadly appli-
cable to the rest of the country, we would also
expect variation across the states, reflecting
their different starting points and their differ-
ent political and economic environments.

Data and Methods

The Massachusetts Health Reform Survey

The MHRS collects information on insurance
coverage, access to and use of health care,
and health care costs and affordability from
working-age adults ages 19 to 64 in Massa-
chusetts.6 The survey was first conducted in
fall 2006, just before the implementation of
many of the key elements of reform in the
state,7 with additional rounds of the survey
conducted each fall from 2007 to 2010. In
survey years 2006 to 2009, the MHRS was
based on stratified random samples of house-
holds with a land-line telephone. In 2010, a
random sample of cell phones was added to
the survey to supplement the land-line tele-
phone sample given the rapid increase in the
share of adults in cell phone-only households
(Blumberg and Luke 2011).

The MHRS obtains information from a new
cross-sectional sample of approximately 3,000
adults each year, with oversamples of unin-
sured adults and lower-income adults. The
overall response rate for the survey in 2010 was
39%, which combines the response rates for
the land-line telephone sample (42%) and the
cell phone sample (31%). While response rates
for cell phone samples are generally lower than
those for land-line samples, adding the cell

phone sample captures a part of the popula-
tion (the more than 25% of adults in cell
phone-only households) that is missed com-
pletely in surveys that focus only on the
population with a land-line telephone. As a
result, the combined land-line and cell phone
samples provide survey data that are more
representative of the population than a land-
line sample alone. The response rate for earlier
years of the survey, which relied on land-line
samples only, ranged from 43% to 49%.8 All
tabulations based on the survey data were
prepared using weights that adjust for the
complex design of the survey and for under-
coverage and survey nonresponse.

Like all survey-based research, the MHRS
relies on self-reported information. The quality
of the data depends on the survey respondent’s
ability to understand the questions and the
response categories, to remember the relevant
information, and to report the information
accurately. We would not expect there to have
been changes in recall and reporting accuracy
over the time period of the survey.

Changes over Time under Health Reform

We compare the outcomes for cross-sectional
samples of adults in periods following the
implementation of health reform to the out-
comes for a similar cross-sectional sample of
adults just prior to the implementation of
health reform (2006) using a pre/post frame-
work. Any differences between the baseline
time period (2006) and the follow-up time
periods will reflect the impacts of Chapter
58 as well as other factors, beyond health
reform, that changed during the time period.
Thus, we cannot attribute trends over time
since 2006 solely to the effects of health
reform. Given this limitation, we draw on the
findings from studies using evaluation meth-
ods that offer the potential for controlling for
such confounding factors as a check on the
findings from the MHRS.

In this analysis, we estimate the following
regression model:

Yi~azb1jXijzb2kREGIONik

zb3 Y2007izb4 Y2008i

zb5 Y2009izb6 Y2010izei,

ð1Þ
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where Yi is the outcome of interest for
individual i (e.g., insurance status, health
care use); Xij is a series of variables to capture
the characteristics of the individual and his or
her family (including age, sex, race/ethnicity,
citizenship, marital status, educational attain-
ment, employment, firm size, self-reported
health status, disability status, whether the indi-
vidual had a chronic condition or was preg-
nant, and family income);9 and REGIONik

is a series of dummy variables to capture the
region of the state in which the individual
lived.10 We also include a series of dummy
variables for each year 2007 to 2010, with
2006, the pre-reform year, omitted from the
model. We test for differences in the out-
comes for each year relative to 2006, reporting
here on any differences in 2008 relative to 2006
(b4) as the measure of the early impacts of
health reform, and any differences in 2010
relative to 2006 (b6) as the more long-term
impacts that also capture the impacts of
the recession and other changes beyond health
reform. For ease of comparison across mod-
els, we estimate linear probability models. All
of the analyses were weighted and control for
the complex design of the sample using the
survey estimation procedures (svy) in Stata 11
(StataCorp 2009).

In presenting the findings, we report out-
comes for adults in the state as of 2010 and
estimates of how those adults would have
fared in Massachusetts in earlier years. To
calculate the latter, we use the parameter
estimates from the regression models to
predict the outcomes that the adults in the
2010 sample would have had if they had been
observed in each of the preceding study years.
Estimates of differences across years for the
2010 sample were obtained using the margins
command in Stata.

We provide estimates for the overall
population of nonelderly adults in the state
and for lower-income adults with family
incomes less than 300% of the federal poverty
level (FPL)—the target population for many
of the reforms under Chapter 58. In Massa-
chusetts, most adults below 150% of FPL
were eligible for MassHealth (the Medicaid
program in Massachusetts) or, if they did
not have access to coverage through an em-
ployer, fully subsidized coverage under the

new Commonwealth Care program. Partial
subsidies under Commonwealth Care contin-
ued for adults with incomes up to 300% of
FPL. This compares to the ACA expansion of
Medicaid to nearly all adults with incomes up
to 138% of FPL and subsidies for private
coverage up to 400% of FPL.11

In summarizing the findings, we report on
a core set of outcome measures; a more
comprehensive set of outcomes is available in
the full evaluation report (Long, Stockley,
and Dahlen 2012b) and in an earlier paper
(Long, Stockley, and Dahlen 2012a).

Summary of Impacts of Health Reform
in Massachusetts

Insurance Coverage

Health insurance coverage expanded signif-
icantly in Massachusetts under health re-
form, increasing from 86.6% of nonelderly
adults in 2006 to 94.2% in 2010 based on the
MHRS (Table 1). The gains in coverage were
particularly strong for lower-income adults,
with the share that was insured increasing
from 75.9% to 90.1% between 2006 and
2010. The increase in insurance coverage in
Massachusetts over this period is in sharp
contrast to the trend in the nation as a
whole, where the share of nonelderly adults
who were insured fell from 80.2% to 78.7%
between 2006 and 2010 (Cohen, Ward, and
Schiller 2011).12

The gains in insurance coverage under
reform in the state reflect growth in both
employer-sponsored insurance (ESI) coverage
and public or other coverage. ESI coverage
in Massachusetts was nearly four percentage
points higher in 2010 than it was prior to
health reform for all nonelderly adults (68.0%
versus 64.4%) and more than six percentage
points higher for lower-income adults (41.9%
versus 35.8%). There is no evidence that
public coverage has ‘‘crowded out’’ ESI
coverage under health reform in the state.
Under reform, employers are more likely
to offer health insurance coverage to their
workers, with the share of employers offering
coverage up from 70% in 2005 to 77% in 2010
(Massachusetts Division of Health Care
Finance and Policy 2011). Nationally, 69%
of employers offered coverage in 2010. Gabel
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and colleagues (2008) have speculated that
one factor in increasing employer offer rates
in the state may be the individual mandate,
which increased the demand for insurance
coverage by workers. Under reform, employ-
ers may need to offer insurance coverage to
their workers to remain competitive.

These pre/post findings on insurance cover-
age from the MHRS are supported by other
studies using national survey data and stronger
quasi-experimental designs.13 For example,
using data for 2004 to 2007 from the Current
Population Survey (CPS), Long, Stockley, and
Yemane (2009) estimated difference-in-differ-
ences models, comparing trends in insurance
coverage in Massachusetts to trends in other
similar states. They found that insurance
coverage increased by 6.6 percentage points
among nonelderly adults in the first year
of reform, with ESI coverage increasing by
3.1 percentage points, and public and other
coverage increasing by 3.5 percentage points.
Consistent with the MHRS findings, the
largest gains were for lower-income adults. In
a similar study, Long and Stockley (2011)
estimated difference-in-differences models for
2003 to 2008 from the National Health
Interview Survey (NHIS) and also found an
increase in insurance coverage due to the
reforms, although the estimates from the NHIS
are somewhat smaller–an increase of three
percentage points for adults overall and four to
six percentage points for lower-income adults.
However, unlike the findings from the MHRS
and CPS, the results from the NHIS did not

show any evidence of a change in the levels of
ESI coverage under reform.

Finally, two studies have used the Behavior-
al Risk Factor Surveillance System (BRFSS)
to examine the impacts of health reform in
Massachusetts using difference-in-differences
models for 2006 to 2008 (Zhu et al. 2010) and
interrupted time-series models for 2002 to 2009
(Pande et al. 2011). While the insurance
coverage measure in the BRFSS is more
limited than those in the other surveys, both
studies also found gains in coverage under
reform in Massachusetts.

Access, Use and Affordability of Health Care

Massachusetts’ Chapter 58 was expected to
increase access to and use of health care in the
state by expanding health insurance coverage
and by creating new standards that health
plans needed to meet to count as coverage
under the individual mandate. These ‘‘mini-
mum creditable coverage’’ standards include
requirements that call for a comprehensive set
of benefits and limits on out-of-pocket spend-
ing and on benefit caps, all of which would
tend to lower the out-of-pocket costs of health
care services for individuals.

Consistent with the expanded insurance
coverage and new minimum creditable cov-
erage standards, health care access and use
improved between 2006 and 2010 (Table 2).
For example, in 2010, nonelderly adults in
Massachusetts were more likely to have a
place they usually went to when they were
sick or needed advice about their health (up

Table 1. Changes in health insurance coverage for all adults and lower-income adults 19 to
64 in Massachusetts, 2006 to 2010

All adults (%) Lower-income adults (%)

2006 2008 2010 2006 2008 2010

Had insurance coverage at the time of the survey 86.6 95.1** 94.2** 75.9 91.9** 90.1**

Employer-sponsored coverage 64.4 69.3** 68.0** 35.8 43.5** 41.9**
Public or other coverage 22.2 25.8** 26.2** 40.1 48.4** 48.2**

Had insurance coverage for all of the past year 80.5 88.4** 87.9** 64.3 81.0** 79.8**

Source: 2006–2010 Massachusetts Health Reform Surveys (all adults N515,544; lower-income adults N57,769).
Notes: Lower-income is defined as less than 300% of the federal poverty level (FPL). The table’s regression-adjusted
estimates are derived from models that control for age, gender, race/ethnicity, citizenship, marital status, parent status,
education, employment, firm size, health status, disability status, whether the individual has chronic conditions or is
pregnant, family income, and region-level fixed effects. Regression-adjusted estimates are predicted values calculated using
the parameter estimates from the regression models to predict the outcomes that the individuals in the 2010 sample would
have had if they had been observed in each of the preceding study years.
* (**) Significantly different from the value in 2006 at the .05 (.01) level, two-tailed test.
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from 85.7% to 90.4%), suggesting a stronger
connection to the health care system. They
were also more likely to have had a preventive
care visit (up from 69.9% to 75.8%) and more
likely to have had multiple doctor visits (up
from 64.7% to 69.7%) over the past year. The
patterns of gains in access under reform were
similar for all adults and for lower-income
adults.

Additional evidence of improvements in
access to care in Massachusetts can be seen by
the decline in emergency department (ED)
use between 2006 and 2010. Relative to 2006,
the shares of nonelderly adults reporting any
ED visit and ED visits for non-emergency
conditions14 were lower in 2010, although the
drop was not statistically significant for
lower-income adults. The reduction in ED
visits for non-emergency conditions, in par-
ticular, is consistent with improvements in
access to care and improved care delivery in
the community. This could reflect the effects
of health reform or other changes in the state
targeted at ED use.15

Another element of access to care is the
ability to obtain needed care in a timely

manner. Nonelderly adults in Massachusetts
were much less likely to report that they did
not get needed care in 2010 relative to 2006.
As shown in Table 2, reductions in unmet
need were reported for doctor care; medical
tests, treatment, or follow-up care; and pre-
ventive care screenings. Reductions in unmet
need were reported for all adults and for
lower-income adults.

With the increased insurance coverage and
improved access to health care, we also find
evidence of gains in the affordability of health
care for nonelderly adults in Massachusetts
under health reform (Table 3). These include
a reduction in the burden of out-of-pocket
health care spending and less unmet need for
care because of costs. Unmet need for care
because of costs was also lower in 2010 for
doctor care; medical tests, treatment, or
follow-up care; and preventive care screen-
ings. These patterns held true for adults
overall and for lower-income adults. Lower-
income adults were also more likely to report
a significant drop in problems paying medical
bills under health reform. In 2010, 26.1%
of lower-income nonelderly adults reported

Table 2. Changes in health care access for all adults and lower-income adults 19 to 64 in
Massachusetts, fall 2006 to fall 2010

All adults (%) Lower-income adults (%)

2006 2008 2010 2006 2008 2010

Has a usual source of care (excluding
the emergency department [ED]) 85.7 91.2** 90.4** 78.5 86.5** 84.2*

Health care use in past year

Any general doctor visit 79.5 84.1** 81.7 74.7 79.2 77.9
Visit for preventive care 69.9 76.2** 75.8** 64.5 71.8** 72.1**
Multiple doctor visits 64.7 68.6* 69.7** 61.0 65.7 68.5**

Any ED visits 34.2 33.2 30.4* 45.3 44.6 42.4
Most recent ED visit was for

non-emergency conditiona 16.0 14.6 12.2** 22.9 20.8 18.8

Did not get needed care in past year

Doctor care 8.1 6.9 5.8* 13.4 12.0 9.3*
Medical tests, treatment, or follow-up care 9.2 7.8 7.0** 14.0 13.0 9.6**
Preventive care screening 6.9 5.6 4.4** 8.3 9.3 5.2**

Source: 2006–2010 Massachusetts Health Reform Surveys (all adults N515,544; lower-income adults N57,769).
Notes: Lower-income is defined as less than 300% of the federal poverty level (FPL). The table’s regression-adjusted
estimates are derived from models that control for age, gender, race/ethnicity, citizenship, marital status, parent status,
education, employment, firm size, health status, disability status, whether the individual has chronic conditions or is
pregnant, family income, and region-level fixed effects. Regression-adjusted estimates are predicted values calculated using
the parameter estimates from the regression models to predict the outcomes that the individuals in the 2010 sample would
have had if they had been observed in each of the preceding study years.
* (**) Significantly different from the value in 2006 at the .05 (.01) level, two-tailed test.
a A condition that the respondent thought could have been treated by a regular doctor if one had been available.
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problems paying medical bills, as compared
to 30.7% in 2006.

Other studies of the impacts on health care
access and affordability using national survey
data also support the gains found in the
MHRS, although the work generally has been
constrained by short follow-up periods for
tracking changes in access to care and a
limited set of measures. Long and Stockley’s
(2011) study using the 2003 to 2008 NHIS
found some evidence of reductions in unmet
need for care, delays in obtaining needed care
overall, and delays in obtaining needed care
due to costs by 2008. However, they also
found some evidence of increases in delayed
care because of difficulty getting an appoint-
ment for adults overall, and increases in
delayed care because of difficulty getting to
the provider during office hours for lower-
income adults. Similarly, the study by Zhu
et al. (2010), which used the 2006 to 2008
BRFSS, found a reduction in unmet need for
care due to cost (a decline of two percentage
points by 2008), but no change in the
probability of having a usual source of care.
Using a longer time period in the BRFSS
(2002 to 2009) and a different model specifi-
cation than Zhu and colleagues, Pande et al.

(2011) found evidence of a stronger reduction
in unmet need for care due to cost (down 4.8
percentage points) and an increase in the
share of nonelderly adults with a usual source
of care (up 6.6 percentage points).16

Finally, in work using 2002 to 2008
hospital discharge data for multiple states
and difference-in-differences methods, Miller
(2012) found evidence of a reduction in
aggregate ED use by Massachusetts residents
of between 5% and 8%, mostly due to a
reduction in nonurgent visits. Those patterns
are consistent with the ED reductions for
non-emergency care reported for Massachu-
setts in the MHRS.

Given the important role of public coverage
expansions in the Massachusetts reform, well
designed studies of the impacts of public
coverage expansions in other states can also
inform our understanding of the effects of
reform in Massachusetts. The recent Oregon
Health Insurance Experiment, which expand-
ed Medicaid coverage to randomly selected
applicants in the state, provides the best
available evidence on the impacts of public
coverage expansions to low-income popula-
tions (Finkelstein et al. 2012). Evidence from
the first year of the Oregon study shows

Table 3. Changes in affordability of health care for all adults and lower-income adults 19 to
64 in Massachusetts, fall 2006 to fall 2010

All adults (%) Lower-income adults (%)

2006 2008 2010 2006 2008 2010

Out-of-pocket health care spending over the past year
was 10% or more of family incomea

9.8 7.9 6.1** 13.3 10.8 7.5**

Had problems paying bills in the past year

Medical bills 19.4 17.2 17.5 30.7 26.1* 26.1*
Other bills 23.4 23.4 25.2 34.1 36.8 38.1

Unmet need for care because of costs in the past year

Doctor care 5.7 2.8** 3.2** 11.1 5.0** 4.7**
Medical tests, treatment, or follow-up care 6.0 3.6** 3.7** 10.8 6.5** 5.1**
Preventive care screening 3.5 2.3* 2.3* 5.8 4.3 3.1**
Prescription drugs 5.3 3.7** 4.4 9.6 5.1** 6.2**

Source: 2006–2010 Massachusetts Health Reform Surveys (all adults N515,544; lower-income adults N57,769).
Notes: Lower-income is defined as less than 300% of the federal poverty level (FPL). The table’s regression-adjusted
estimates are derived from models that control for age, gender, race/ethnicity, citizenship, marital status, parent status,
education, employment, firm size, health status, disability status, whether the individual has chronic conditions or is
pregnant, family income, and region-level fixed effects. Regression-adjusted estimates are predicted values calculated using
the parameter estimates from the regression models to predict the outcomes that the individuals in the 2010 sample would
have had if they had been observed in each of the preceding study years.
a Because of the way the income information is collected in the survey, the measures of spending relative to family income
cannot be constructed for adults with family income above 500% of FPL.
* (**) Significantly different from the value in 2006 at the .05 (.01) level, two-tailed test.
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improvements in access to care and reductions
in medical debt as a result of the expansion in
coverage, findings similar to those in Massa-
chusetts for the lower-income adults targeted
by the expansion of public coverage.

Key Challenges under Health Reform
in Massachusetts

While Massachusetts has experienced signifi-
cant gains in coverage, access to care, and
affordability of care under health reform,
achieving those gains has been challenging.
Chapter 58 introduced a complex set of
changes in the state’s health insurance and
health care sectors, made more complicated by
the changing economic and political landscape.

Continuing Increase in Health Care Costs

Health care costs in Massachusetts are high
and continue to grow, reflecting, in part, the
state’s decision to defer addressing costs in
the 2006 legislation so as not to hold up
the expansion in coverage. Between 2004 and
2009, personal health care spending per capita
in Massachusetts increased by an average of
5.8% per year, to $9,278 in 2009, as compared
to an average increase of 4.7%, to $6,815, for
the nation as a whole (Cuckler et al. 2011).

Consequently, the affordability of health care
and financial problems related to high health
care costs continue to burden many families in
the state (Table 3). In 2010, more than one-
quarter of nonelderly adults in Massachusetts
reported that health care spending had caused
financial problems for their family over the
year, and a quarter reported that they were
‘‘not too confident’’ or ‘‘not confident at all’’
in their ability to afford the health care their
family will need in the coming year (Figure 1).
These findings are even starker for lower-
income adults, where more than one-third
reported that health care spending has caused
financial problems for their family and more
than one-third reported concern about their
family’s ability to afford needed health care in
the coming year.

In the absence of any intervention, the
burden of high health care costs will likely
worsen, as health care spending per capita
in Massachusetts, already the highest in the
country, is projected to nearly double between
2010 and 2020 (Massachusetts Health Care
Quality and Cost Council 2009). Beginning
with the Massachusetts Health Care Quality
and Cost Council that was created as part of
the 2006 legislation, Massachusetts has invest-
ed considerable public and private resources

Figure 1. Massachusetts adults 19 to 64 reporting financial problems related to health care
spending and with concerns about ability to afford health care in the future, 2010 (Source:
2010 Massachusetts Health Reform Survey, N53,032) (Lower-income adults are defined as adults
with family income at or below 300% of the federal poverty level; higher-income adults are above
that cutoff)
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into understanding the drivers of health care
costs in the state. That has included wide-
ranging discussions across stakeholders of
potential strategies to ‘‘bend the curve,’’ as
well as extensive annual public hearings on
health care costs sponsored by the Division
of Health Care Finance and Policy beginning
in 2010, and reports issued by the Office of
the Attorney General analyzing variation in
health care prices (see, for example, Massa-
chusetts Attorney General’s Office 2011).
There is strong consensus in the state on the
need to address rising health care costs as
evidenced by a 2011 opinion poll showing 78%
of respondents believing the high cost of health
care to be either a ‘‘major problem’’ or ‘‘crisis’’
in the state (SteelFisher et al. 2011).

After much debate in the state legislature,
the state enacted a new law to address health
care costs in August 2012: An Act Improving
the Quality of Health Care and Reducing
Costs Through Increased Transparency, Ef-
ficiency and Innovation (Chapter 224 of the
Acts of 2012). This law establishes a statewide
goal of bringing the rate of growth in per-
capita health care spending down to the rate
of growth of the gross state product. That
reduction is to be accomplished by, among
other things, encouraging wide adoption of

alternative payment methodologies by both
public and private payers (including specific
targets for Medicaid); supporting the expan-
sion of electronic health records and health
information technology; placing new scrutiny
on health care market power and price
variation (with the potential of penalties for
health care entities that exceed cost growth
benchmarks); and increasing price transpar-
ency for consumers (Gosline and Rodman
2012). In addition to those changes, for a
number of years now, there have been private
efforts experimenting with alternative pay-
ment methods by providers and insurers in
the state to improve health care quality and
reduce costs (see, for example, Blue Cross
Blue Shield of Massachusetts’ Alternative
Quality Contract in Chernew et al. 2011).

Concerns about Provider Capacity with
Expanded Coverage

With the significant increase in insurance
coverage under health reform in Massachu-
setts, there were concerns about the ability of
the health care system to meet the care needs
of those who gained coverage while maintain-
ing provider access for those who were already
insured. While hard data on provider capacity
in Massachusetts are difficult to come by,

Figure 2. Massachusetts adults 19 to 64 reporting problems getting care over the past year
due to provider access issues, 2010 (Source: 2010 Massachusetts Health Reform Survey,
N53,032) (Lower-income adults are defined as adults with family income at or below 300% of the
federal poverty level; higher-income adults are above that cutoff)
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some residents have reported problems finding
providers. In 2010, for example, 17.9% of
nonelderly adults in the state reported prob-
lems getting care because of difficulties finding
a provider who would see them (Figure 2). As
shown, a quarter (24.5%) of lower-income
adults and 12.8% of higher-income adults
reported problems getting care because they
were told that a provider was not taking new
patients or not taking patients with their type
of insurance. While these questions were not
included in the MHRS prior to health reform,
the NHIS shows some increases in the delays
in obtaining needed care because of difficulty
getting an appointment under health reform in
Massachusetts (Long and Stockley 2011).

The state is taking several approaches to
broaden provider capacity under its new pay-
ment reform law. These initiatives include:
expanding the role of physician assistants to
act as primary care providers; expanding the role
of limited service clinics to act as a point of
access to health care services provided by nurse
practitioners; expanding an existing workforce
loan forgiveness program to include providers of
behavioral, substance use disorder and mental
health services; and, establishing a new primary
care residency program supported by the state.

Churning in Coverage

While Massachusetts has had a significant gain
in insurance coverage under health reform,
including an increase in the share of adults with
full-year coverage, just under one in 10 non-
elderly adults were uninsured at some point over
the prior year and one in five experienced a
change in insurance coverage in 2010 (Figure 3).
Further, almost a quarter (22%) of lower-
income adults and almost one in 10 (9.4%)
higher-income adults reported that they were
‘‘not too confident’’ or ‘‘not confident at all’’ in
their ability to keep their current insurance
coverage in the coming year. Transitions in
coverage raise concerns about continuity of care
because individuals may have to change health
plans and providers as they change coverage or
because they may experience periods with no
insurance coverage at all.

The state has implemented, or is in the
process of implementing, a number of opera-
tional improvements to reduce unnecessary
churn in its Medicaid program, some of which
were directives in the new payment reform law
recently passed by the legislature. These efforts
include: providing families with Medicaid
renewal forms that are already filled in with
information obtained from administrative

Figure 3. Massachusetts adults 19 to 64 reporting lack of coverage or unstable insurance
coverage over the past year and concerns about keeping insurance coverage in the future, 2010
(Source: 2010 Massachusetts Health Reform Survey, N53,032) (Lower-income adults are defined as
adults with family income at or below 300% of the federal poverty level; higher-income adults are
above that cutoff)
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records to facilitate recertification; imple-
menting ‘‘express lane’’ policies for Medicaid
renewal for subgroups of enrollees who are
unlikely to have had changes in eligibility;
increasing administrative data matching with
other state agencies to obtain the informa-
tion needed to determine Medicaid eligibili-
ty; relying on the eligibility redetermination
processes of other programs, such as the
Supplemental Nutrition Assistance Program
(SNAP, formerly food stamps), to satisfy
Medicaid eligibility requirements; and creat-
ing a centralized electronic document man-
agement system to facilitate the sharing of
information across programs and agencies.

Strategies to Reach the Remaining Uninsured

While Massachusetts enjoys the lowest uninsur-
ance rate in the country, there is an ongoing effort
in the state to bring the remaining uninsured into
coverage. Those who remain without coverage in
Massachusetts are often young, male, single, and
without children, with many reporting low family
incomes that would likely make them eligible for
public coverage (Long, Stockley, and Dahlen
2012b). These are often population groups that
are hard to reach and can be difficult to persuade
to obtain coverage.

Massachusetts has invested considerable
resources into reaching hard-to-cover popula-
tions, including a statewide outreach and
enrollment effort, with the Medicaid program
as the lead for coordinating public and private
initiatives (Raymond 2011; Stoll 2012). During
the first four years of reform, the state
provided grants totaling $11.5 million to
support outreach and enrollment assistance
by nonprofit organizations. In addition, since
2006, the Blue Cross Blue Shield of Massa-
chusetts Foundation has awarded $3 million in
community grants for outreach and enroll-
ment. Also, the Commonwealth Health Insur-
ance Connector Authority, Massachusetts’
exchange, implemented an extensive ($7

million) marketing campaign, which included
paid advertising and in-kind contributions
from a range of business and nonprofit par-
tners, and extensive outreach at community
events.

Prognosis for the Nation

Massachusetts has achieved its goal of near
universal health insurance coverage and im-
proved access to care under its 2006 health
reform initiative. The evidence from a range of
studies shows strong gains in insurance cover-
age, improvements in access to and use of health
care, and reductions in the burden of health care
costs for Massachusetts residents. There is also
some evidence that those gains have translated
into improvements in health status among the
state’s residents (Long, Stockley, and Dahlen
2012b; Courtemanche and Zapata 2012), which
is consistent with the evidence of improved self-
reported health status under the Oregon Health
Insurance Experiment (Finkelstein et al. 2012)
and reductions in mortality under earlier Med-
icaid expansions (Sommers, Baicker, and Ep-
stein 2012).

Overall, the findings for Massachusetts
suggest considerable optimism for the poten-
tial impacts of national reform for states that
move forward with the Medicaid expansion
under the ACA. While states have very
different starting points and very different
political and economic environments, the
potential for gains in health care access and
health, along with improvements in financial
protections from expanded insurance cover-
age for states’ residents, is substantial. How-
ever, achieving those gains will involve
difficult trade-offs and challenges for the
states—including many that Massachusetts
has faced, as well as new challenges reflecting
the more contentious atmosphere around
national reform and the more constrained
economic environment facing the country.

Notes

1 For a summary of the ACA, see www.kff.org/
healthreform/8061.cfm. For a crosswalk be-
tween the ACA and the 2006 Massachusetts
legislation, see Seifert and Cohen (2011).

2 Data from the U.S. Department of Labor,
Bureau of Labor Statistics, Current Popula-
tion Survey. Available at: http://data.bls.gov/
timeseries/LNS14000000.
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3 Data from the U.S. Census Bureau, Current
Population Survey, Annual Social and Eco-
nomic Supplements. Table HI06. Health Insur-
ance Coverage Status by State for All People:
2010 Available at: http://www.census.gov/hhes/
www/cpstables/032011/health/toc.htm.

4 Data from U.S. Department of Labor, Bureau
of Labor Statistics, Local Area Unemploy-
ment Statistics. Available at: http://www.bls.
gov/lau/lastrk06.htm.

5 Data from the U.S. Census Bureau, Current
Population Survey, Annual Social and Economic
Supplements. Table HIA-4: Health Insurance
Coverage Status and Type of Coverage by
State—All People: 1999 to 2009. Available at:
http://www.census.gov/hhes/www/hlthins/data/
historical/.

6 Additional information on the survey is available
at: http://www.urban.org/publications/411649.html.

7 The fall 2006 survey was fielded as the
Commonwealth Care program was beginning
for adults with family income under 100% of
the FPL. Enrollment in the program began in
October 2006, with about 18,000 enrolled by
the end of the year (Massachusetts Division of
Health Care Finance and Policy 2011).

8 Response rates for telephone surveys are
declining nationally (Curtin, Presser, and Sing-
er 2005). However, the response rate is just one
element to consider in assessing the reliability of
survey estimates as lower response rates are not
in and of themselves an indicator of survey
quality (Groves 2006). Of relevance to this
study, estimates of the uninsurance rate for
nonelderly adults in 2010 were quite similar for
the MHRS (5.8%) and national surveys with
higher response rates: the American Commu-
nity Survey (6.2%), and the National Health
Interview Survey (5.4%).

9 The analysis sample is limited to observations
with complete data for the regression models.
In general, there was little item nonresponse in
the survey; however, between 4% and 6% of the
sample did not provide any information on
family income and another 3% to 5% would
only provide information on whether income
was above or below 300% of the FPL in each
year. We used hotdeck procedures to impute
values for the missing income data and to

address an error in the income question in 2010
(Long, Stockley, and Dahlen 2012b).

10 We use the Massachusetts Executive Office of
Health and Human Services (EOHSS) regions:
Boston, Metro West, Northeast, Central, West,
and Southeast.

11 The ACA establishes an eligibility standard of
family income up to 133% of FPL for Medicaid
for nonelderly adults, with a 5% income disregard.

12 These estimates are for adults 18 to 64 years
old, whereas the MHRS provides estimates for
adults 19 to 64 years old.

13 By quasi-experimental design, we mean meth-
ods that are designed to approximate a ran-
domized experiment, where outcomes of the
treatment group are compared to a suitable
control group. Common examples of these
designs include difference-in-differences and
instrumental variables models. Because all
MHRS respondents were affected by the
reform, there is no available comparison group
in the MHRS. This lack of a comparison group
limits the analysis using these data to a pre/post
design, which is vulnerable to the influence
of confounding changes over the same time
period. However, as noted earlier, the MHRS
has the advantages of a large sample size for
Massachusetts and a larger set of outcome
measures than is available in national surveys.

14 These are emergency department visits that the
respondent thought could have been treated
by a regular doctor if one had been available.

15 For example, Massachusetts received a $4.5
million grant from the Centers for Medicare
and Medicaid Services to support an emer-
gency department diversion program over this
period (Eccleston 2011). In addition, emergen-
cy department copayment levels for many
private insurance plans increased during this
time period, which may also have impacted
emergency department use.

16 Several other studies have used BRFSS data in
pre/post models of the impacts of health reform
on access to care, including work by Clark et al.
(2011) that found mixed evidence on changes in
preventive care use and reductions in unmet
need due to costs, and Tinsley et al. (2010) that
found gains in the shares of the population with
a personal health care provider and with a
routine checkup in the past year.

References

Blumberg, S. J., and J. V. Luke. 2011. Wireless
Substitution: Early Release of Estimates from
the National Health Interview Survey, July–
December 2010. Hyattsville, Md.: National
Center for Health Statistics. http://www.cdc.
gov/nchs/data/nhis/earlyrelease/wireless201112.
pdf. Accessed September 2, 2012.

Chernew, M. E., R. E. Mechanic, B. E. Landon,
and D. G. Safran. 2011. Private-Payer Inno-
vation in Massachusetts: The ‘‘Alternative
Quality Contract.’’ Health Affairs 30(1):51–61.

Clark, C. R., J. Soukup, U. Govindarajulu, H. E.
Rinden, D. A. Tovar, and P. A. Johnson. 2011.
Lack of Access Due to Costs Remains a

Inquiry/Volume 49, Winter 2012/2013

314



Problem for Some in Massachusetts Despite
the State’s Health Reform. Health Affairs
30(2):247–255.

Cohen, R. A., B. W. Ward, and J. S. Schiller.
2011. Health Insurance Coverage: Early Re-
lease of Estimates from the National Health
Interview Survey, 2010. Hyattsville, Md.:
National Center for Health Statistics. http://
www.cdc.gov/nchs/data/nhis/earlyrelease/insur
201106.pdf. Accessed September 2, 2012.

Courtemanche, C., and D. Zapata. 2012. Does
Universal Coverage Improve Health? The
Massachusetts Experience. National Bureau
of Economic Research (NBER) working paper
17893. http://www.nber.org/papers/w17893. Ac-
cessed September 2, 2012.

Cuckler, G., A. Martin, L. Whittle, S. Heffler, A. Sisko,
D. Lassman, and J. Benson. 2011. Health Spending
by State of Residence, 1991–2009. Medicare &
Medicaid Research Review 1(4):E1–E30.

Curtin, R., S. Presser, and E. Singer. 2005.
Changes in Telephone Survey Nonresponse
over the Past Quarter Century. Public Opinion
Quarterly 69(1):87–98.

Dorn, S., I. Hill, and S. Hogan. 2009. The Secrets of
Massachusetts’ Success: Why 97 Percent of State
Residents Have Health Coverage. Washington,
D.C.: The Urban Institute. www.urban.org/
publications/411987.html. Accessed September 2, 2012.

Eccleston, S. 2011. Challenges in Coordination of
Health Care Services. Boston: Massachusetts
Division of Health Care Finance and Policy.
http://www.mass.gov/eohhs/docs/dhcfp/cost-trend-
docs/cost-trends-docs-2011/eccleston-stacey-june-
30.pdf. Accessed September 2, 2012.

Finkelstein, A., S. Taubman, B. Wright, M. Bern-
stein, J. Gruber, J. Newhouse, H. Allen, K.
Baiker, and the Oregon Health Study Group.
2012. The Oregon Health Insurance Experiment:
Evidence from the First Year. Quarterly Journal
of Economics 127(3):1057–1106.

Gabel, J. R., H. Whitmore, J. Pickreign, W. Sellheim,
K. C. Shova, and V. Bassett. 2008. After the
Mandates: Massachusetts Employers Continue to
Support Health Reform as More Firms Offer
Coverage. Health Affairs 27(6):w566–w575.

Gosline, A., and E. Rodman. 2012. Summary of
Chapter 224 of the Acts of 2012. Boston: Blue
Cross Blue Shield of Massachusetts Founda-
tion. http://bluecrossmafoundation.org/Policy-
and-Research/Reports-By-Topic/Health-Care-
Costs-and-Affordability/,/media/Files/Publications/
Policy%20Publications/Chapter%20224%20summary.
pdf. Accessed October 4, 2012.

Groves, R. M. 2006. Nonresponse Rates and
Nonresponse Bias in Household Surveys.
Public Opinion Quarterly 70(4):646–675.

Kaiser Family Foundation (KFF). 2010. Summary
of New Health Reform Law. Publication
#8061. Menlo Park, Calif.: Kaiser Family
Foundation. http://www.kff.org/healthreform/
8061.cfm. Accessed September 2, 2012.

———. 2012. Public Still Divided on ACA:
Favorable Views Tick Up This Month. Menlo
Park, Calif.: Kaiser Family Foundation. http://
facts.kff.org/chart.aspx?ch51456. Accessed
October 4, 2012.

Long, S. K. 2009. The Massachusetts Health
Reform Survey. Washington, D.C.: The Urban
Institute. http://www.urban.org/publications/
411649.html. Accessed September 4, 2012.

Long, S. K., and K. Stockley. 2011. The Impacts
of State Health Reform Initiatives on Adults in
New York and Massachusetts. Health Services
Research 46(1):365–387.

Long, S. K., K. Stockley, and H. Dahlen. 2012a.
Massachusetts Health Reforms: Uninsurance
Remains Low, Self-Reported Health Status
Improves as State Prepares to Tackle Costs.
Health Affairs 31(2):444–451.

———. 2012b. Massachusetts Health Reform
Report January 2012. Boston: Blue Cross Blue
Shield of Massachusetts Foundation. http://
bluecrossmafoundation.org/Policy-and-Research/
Reports-By-Topic/Massachusetts-Health-Reform/
,/media/Files/Publications/Policy%20Publications/
MHRS%20Report%20Jan2012.pdf. Accessed
September 2, 2012.

Long, S. K., K. Stockley, and A. Yemane. 2009.
Another Look at the Impacts of Health
Reform in Massachusetts: Evidence Using
New Data and a Stronger Model. American
Economic Review 99(2):508–511.

Massachusetts Attorney General’s Office. 2011.
Report for Annual Public Hearing: Examination
of Health Care Cost Trends and Cost Drivers
Pursuant to G.L. c. 118G, 1 6K(b). Boston:
Office of Attorney General Martha Coakley.
http://www.mass.gov/ago/docs/healthcare/2011-hcctd-
full.pdf. Accessed September 2, 2012.

Massachusetts General Court. 2012. Chapter 224:
An Act Improving the Quality of Health Care
and Reducing Costs Through Increased Trans-
parency, Efficiency and Innovation. Boston:
The 187th General Court of The Commonwealth
of Massachusetts. http://www.malegislature.gov/
Laws/SessionLaws/Acts/2012/Chapter224. Accessed
September 4, 2012.

Massachusetts Division of Health Care Finance
and Policy. 2012. Health Care Cost Trends.
http://www.mass.gov/eohhs/researcher/physical-
health/health-care-delivery/health-care-cost-trends.
Accessed September 4, 2012.

———. 2011. Health Care in Massachusetts: Key
Indicators, February 2011 Edition. Boston:
Massachusetts Division of Health Care Fi-
nance and Policy. http://www.mass.gov/eohhs/
docs/dhcfp/r/pubs/11/2011-key-indicators-february.
pdf. Accessed September 2, 2012.

Massachusetts Health Care Quality and Cost
Council. 2009. Roadmap to Cost Containment:
Massachusetts Health Care Quality and Cost
Council Final Report. Boston: Massachusetts

Coverage, Access, and Affordability

315



Health Care Quality and Cost Council. http://
www.mass.gov/hqcc/docs/roadmap-to-cost-containment-
nov-2009.pdf. Accessed September 2, 2012.

McDonough, J. E., B. Rosman, F. Phelps, and M.
Shannon. 2006. The Third Wave of Massa-
chusetts Health Care Access Reform. Health
Affairs 25(6):w420–w431.

Miller, S. 2012. The Effect of Insurance on
Emergency Room Visits: An Analysis of the
2006 Massachusetts Health Reform. Journal of
Public Economics 96(11–12):893–908.

Pande, A., D. Ross-Degnan, A. Zaslavsky, and J.
Salomon. 2011. Effects of Healthcare Reforms on
Coverage, Access, and Disparities: Quasi-Experi-
mental Analysis of Evidence from Massachusetts.
American Journal of Preventive Medicine 41(1):1–8.

Raymond, A. G. 2011. Massachusetts Health
Reform: A Five-Year Progress Report. Bos-
ton: Blue Cross Blue Shield of Massachusetts
Foundation. https://www.mahealthconnector.
org/portal/binary/com.epicentric.contentmanagement.
servlet.ContentDeliveryServlet/Health%2520Care
%2520Reform/Overview/BlueCrossFoundation
5YearRpt.pdf. Accessed September 2, 2012.

———. 2012. Business Community Participation in
Health Reform: The Massachusetts Experience.
Boston: Community Catalyst. http://www.
communitycatalyst.org/doc_store/publications/
biz-community-health-reform_ma-experience.pdf.
Accessed October 4, 2012.

Seifert, R. W., and A. P. Cohen. 2011. Re-forming
Reform: What the Patient Protection and
Affordable Care Act Means for Massachusetts.
Boston: Blue Cross Blue Shield of Massachu-
setts Foundation. masshealthpolicyforum.brandeis.
edu/forums/Documents/IssueBrief_ReportFINAL.
pdf. Accessed September 2, 2012.

Sommers, B. D., K. Baicker, and A. M. Epstein.
2012. Mortality and Access to Care among
Adults after State Medicaid Expansions. New
England Journal of Medicine Special Article
July 25, 2012. 10.1056/NEJMsa1202099. http://
www.nejm.org/doi/full/10.1056/nejmsa1202099.
Accessed Sept. 4, 2012.

StataCorp. 2009. Stata Statistical Software: Re-
lease 11. College Station, Texas: StataCorp LP.

SteelFisher, G., R. Blendon, J. Mailhot, and S. E.
Abiola. 2011. Public Perceptions of Health
Care Costs in Massachusetts. Boston: Blue
Cross Blue Shield of Massachusetts Foundation.
http://bluecrossmafoundation.org/Policy-and-Research/
Reports-By-Topic/Health-Care-Costs-and-Affordability/
,/media/Files/Health%20Reform/Health%20

Reform%2020%20Cost%20and%20Quality%
20Blendon%20Health%20Care%20Cost%20
Poll%20FINAL.pdf. Accessed September 2,
2012.

Stoll, B. 2012. Effective Education, Outreach, and
Enrollment Approaches for Populations New-
ly Eligible for Health Coverage. Boston: Blue
Cross Blue Shield of Massachusetts Founda-
tion. Health Reform Toolkit Series. http://
www.rwjf.org/files/research/74070mass.pdf. Ac-
cessed September 2, 2012.

Supreme Court of the United States (SCOTUS).
2012. National Federation of Independent
Business et al. v. Sebelius, Secretary of Health
and Human Services, et al. 567 U.S., 2012 WL
2427810. Washington, D.C.: Supreme Court of
the United States. www.supremecourt.gov/
opinions/11pdf/11-393c3a2.pdf. Accessed Sep-
tember 2, 2012.

Tinsley, L., B. Andrews, H. Hawk, and B. Cohen.
2010. Short-Term Effects of Health-Care
Coverage Legislation—Massachusetts, 2008.
Morbidity and Mortality Weekly Report
58(09):262–267.

U.S. Bureau of Labor Statistics. 2012. Labor
Force Statistics from the Current Population
Survey. Washington, D.C.: U.S. Bureau of
Labor Statistics. http://data.bls.gov/timeseries/
LNS14000000. Accessed September 4, 2012.

———. 2007. Unemployment Rates for States
Annual Average Rankings Year: 2006. Wash-
ington, D.C.: U.S. Bureau of Labor Statistics.
http://www.bls.gov/lau/lastrk06.htm. Accessed
September 4, 2012.

U.S. Census Bureau. 2011. Table HI06: Health
Insurance Coverage Status by State for All
People: 2010. Current Population Survey, 2011
Annual Social and Economic Supplement.
Washington, D.C.: U.S. Census Bureau. http://
www.census.gov/hhes/www/cpstables/032011/
health/toc.htm. Accessed September 4, 2012.

———. 2010. Table HIA-4: Health Insurance
Coverage Status and Type of Coverage by State—
All People: 1999 to 2009. Current Population
Survey, 2011 Annual Social and Economic Supple-
ment. Washington, D.C.: U.S. Census Bureau.
http://www.census.gov/hhes/www/hlthins/data/
historical. Accessed September 4, 2012.

Zhu, J., P. Brawarsky, S. Lipsitz, H. Huskamp,
and J. S. Haas. 2010. Massachusetts Health
Reform and Disparities in Coverage, Access
and Health Status. Journal of General Internal
Medicine 25(12):1356–1362.

Inquiry/Volume 49, Winter 2012/2013

316



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 30%)
  /CalRGBProfile (None)
  /CalCMYKProfile (U.S. Sheetfed Coated v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed false
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments false
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 600
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 600
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier (FOGRA1)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (Settings for the Rampage workflow.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


