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ABSTRACT
Context: Little is known about the health status and care needs of new enrollees
in health plans since implementation of the Affordable Care Act.
Objective: To describe characteristics of new members of an integrated delivery
system during early phases of implementation of the act.
Design: Descriptive analysis of ongoing collection of operational data.
Main Outcome Measures: The 11-question Brief Health Questionnaire, which
was administered to new members of Kaiser Permanente Colorado who had benefits
effective on or after January 1, 2014. Bivariate analyses compared characteristics of
new enrollees by benefit.
Results: Of 89,289 newly enrolled non-Medicare members, 22,548 (25.3%)
completed the Brief Health Questionnaire between January 1, 2014, and August 31,
2014. Of these, 3593 respondents were insured through Medicaid, 9434 through
the individual health exchange, and 9521 through primarily commercial plans.
Of Medicaid, exchange, and commercial members, 19.5%, 7.1%, and 5.3%, respectively, self-reported fair or poor health; 12.9%, 2.0%, and 3.3% of each group
self-reported 2 or more Emergency Department visits during the previous year; and
8.1%, 4.3%, and 4.4% self-reported an inpatient admission during the previous year.
During the preceding year, 31.5% of Medicaid, 30.8% of exchange, and 12.6% of
commercial members were uninsured longer than 8 months.
Conclusion: Systematic collection of patients’ self-reported information can
enhance traditional approaches to initiating care, inform operational planning, and
describe newly enrolled populations. Newly enrolled Medicaid beneficiaries may
have more initial health care needs than new exchange or commercial members;
however, health differences between the latter two groups are subtle.

INTRODUCTION

The first open enrollment period
under the Affordable Care Act (ACA)1
resulted in an estimated eight million
individuals gaining insurance coverage
through exchanges and an additional six
million through Medicaid expansions
nationally.2-5 Published estimates of
health status for those likely to gain new
coverage under the ACA vary widely and
are based on limited data.6-8
Accurate and timely information on
the care needs of individuals who are
either newly insured or transitioning

between care plans under the ACA are
important because these needs will affect demand for a range of primary and
specialty care services.6,8 Most methods
for predicting health care resource needs
rely on models that incorporate measures of previous service use, morbidity
burden, and socioeconomic factors.
These factors are strong predictors of
future service needs, as are self-reported
health and functional status.9-17 However, morbidity and utilization data are
unavailable before engagement with the
health care system.

In the absence of preexisting information on newly enrolled individuals, realtime data collection on health-related
characteristics can inform care delivery
and resource planning. Operations leaders and researchers in Kaiser Permanente
Colorado (KPCO) collaborated to develop a brief health screening questionnaire to anticipate the potential health
care needs of newly enrolled members.
The goal of the Brief Health Questionnaire (BHQ) is twofold: 1) to identify
care needs that can be met before traditional primary care appointments and
2) to characterize the newly enrolled
member population. This brief report
describes characteristics of new KPCO
members during early phases of the
ACA implementation.

METHODS

A not-for-profit, integrated health
care delivery system, KPCO provides
services in Denver and other metropolitan areas along the Colorado
“Front Range” to the north and south
of Denver. New members were defined
as individuals who had no previous
enrollment in KPCO and had new
benefits effective on or after January
1, 2014. For families with more than
one new enrollee, each individual was
eligible to respond to the BHQ. We
defined insurance type as Medicaid,
individual exchange, and all other
(composed primarily of large- and
small-group commercial members).
New Medicare members were excluded.
The 11-question BHQ addresses the
following domains: general health status,
specific chronic illnesses, prescription
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medications, depression screening,
pregnancy, financial constraints, prioryear hospitalizations, Emergency
Department (ED) use, and insurance
coverage.10,18-26 The BHQ is provided in
the Appendix: Brief Health Questionnaire (available online at: www.thepermanentejournal.org/files/Summer2015/
Questionnaire.pdf ). Before administration, the questionnaire was pilot tested
on 35 new members to assess comprehension and completion time. Starting
in late 2013, the BHQ was offered to
any new non-Medicare member calling
for an appointment and was accessible
on the KPCO Web site. After scheduling of an appointment, new members
were asked for permission to “route
the call to a New Member Specialist
for assistance with ‘onboarding.’” This

specialist then asked the BHQ questions
and entered responses into the member’s
electronic health record (EHR).
Data collection is ongoing and evolving for this operational project. For
example, Community Specialists still
reach out to new Medicaid members to
assess health and community resource
needs. Additionally, new members are
now directed (via a welcome telephone
call and mailed identification card insert) to a 1-stop shop for all their onboarding needs, which include selecting
a primary care physician, understanding
benefits and care delivery options, registering on the KPCO Web site, and
administration of the BHQ. This New
Member Team is also responsible for
outreach to new members within their
first 90 days of coverage.

Table 1. Characteristics of new members responding to the Brief Health
Questionnaire between January 1, 2014, and August 31, 2014 (N = 22,548)a
New member
Medicaid
characteristic
(n = 3593), No. (%)
Sex
Female
2097 (58.4)
Male
1496 (41.6)
Unknown
0
Age group, years
0-9
553 (15.4)
10-19
353 (9.8)
20-29
567 (15.8)
30-39
580 (16.1)
40-49
547 (15.2)
50-59
694 (19.3)
≥ 60
299 (8.3)
Response format
Web portal
111 (3.1)
completion
Telephone
3482 (96.9)
completion
Benefit start month
January
179 (5.0)
February
365 (10.2)
March
495 (13.8)
April
592 (16.5)
May
586 (16.3)
June
513 (14.3)
July
406 (11.3)
August
457 (12.7)

Individual on
exchange
(n = 9434), No. (%)

Other
(n = 9521), No. (%)

5511 (58.4)
3923 (41.6)
0

5406 (56.8)
4112 (43.2)
3 (0)

0.0414b

683 (7.2)
547 (5.8)
1477 (15.7)
1715 (18.2)
1477 (15.7)
2160 (22.9)
1375 (14.6)

1865 (19.6)
1104 (11.6)
1832 (19.2)
1699 (17.8)
1310 (13.8)
1251 (13.1)
460 (4.8)

< 0.0001

98 (10.5)

918 (9.6)

< 0.0001c

8447 (89.5)

8603 (90.4)

3094 (32.8)
710 (7.5)
1104 (11.7)
1357 (14.4)
2293 (24.3)
422 (4.5)
305 (3.2)
149 (1.6)

3324 (34.9)
986 (10.4)
910 (9.6)
985 (10.4)
979 (10.3)
746 (7.8)
1098 (11.5)
493 (5.2)

p value

RESULTS

< 0.0001

Some percentages may not total to 100% because of rounding.
Nonsignificant differences between Medicaid and exchange: sex (p = 0.9564). Nonsignificant differences
between Medicaid and other: sex (p = 0.1537).
c
Nonsignificant differences between exchange and other: response format (p = 0.0604).
a
b
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If new members responded “yes”
to any BHQ question, New Member
Specialists made telephone appointments for follow-up encounters on the
basis of prespecified rules. All BHQs
completed on the KPCO Web site
were automatically routed to appropriate EHR in-baskets for follow-up.
Pharmacists contacted new members
regarding refills on prescription medications; Nurse Care Managers assessed
those reporting fair or poor health
status, specific chronic conditions, a
“positive” depression screen (a Patient
Health Questionnaire-2 score of 3 or
greater27), or potential high morbidity as indicated by hospitalization and
emergency service use. Social workers
and Community Specialists evaluated
reports of financial and social needs.
The Obstetrics Department arranged for
necessary prenatal care. Documentation
of follow-up encounters was entered in
the EHR for use at the point of care. Use
of the questionnaire is ongoing.
We compared demographic characteristics and BHQ responses across groups
of new members (Medicaid, exchange,
and other) using χ2 tests. We also conducted two descriptive subanalyses
comparing 1) individuals who reported
having no insurance for more than eight
months during the previous year with
those insured for that entire year and 2)
BHQ respondents and nonrespondents.
The KPCO institutional review board
reviewed the protocol for the BHQ
program and analyses, and determined
that it met criteria for an operations intervention with intent to publish, rather
than human subjects research.
A total of 89,289 members were
newly enrolled between January 1,
2014, and August 31, 2014. Of these,
22,548 (25.3%) completed a BHQ
by August 31, 2014. By insurance
type, 3593 respondents were insured
through Medicaid, 9434 through the
individual health exchange, and 9521
through other mechanisms, primarily
large and small group commercial plans.
These responses represented 43.2%
(3593/8318) of new Medicaid enrollees,
26.8% (9434/35,113) of new exchange
enrollees, and 20.8% (9521/45,858) of
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Table 2. Responses to Brief Health Questionnaire between January 1, 2014, and August 31,
2014, by insurance category (N = 22,548)a
Response
General health

Medicaid
(n = 3593), No. (%)

Excellent
703 (19.6)
Very good
974 (27.1)
Good
1118 (31.1)
Fair
517 (14.4)
Poor
184 (5.1)
Missing/no answer
97 (2.7)
Self-reported chronic conditions
Asthma
301 (8.4)
Diabetes
207 (5.8)
Heart disease
95 (2.6)
High blood pressure
494 (13.8)
Positive depression screen
424 (11.8)
Other health considerations
Pregnant
48 (1.3)
Current prescription
1347 (37.5)
medications
Health conditions interfere
1102 (30.7)
with daily activity
Emergency Department visits in past year
None
2322 (64.6)
1 time
705 (19.6)
2+ times
462 (12.9)
Missing data
104 (2.9)
Inpatient admissions in past year
None
3199 (89.0)
1 time
231 (6.4)
2+ times
59 (1.6)
Missing data
104 (2.9)
Insurance during past year
Had insurance for whole year
1132 (31.5)
No insurance for 1-4 months
230 (6.4)
No insurance for 5-8 months
167 (4.7)
No insurance for > 8 months
1132 (31.5)
Prefer not to answer
12 (0.3)
Missing data
920 (25.6)
Reported financial constraint
Health affected by difficulty
823 (22.9)
paying for food, medicine,
rent, utilities
Any positive BHQ response
2185 (60.8)

Individual
on exchange
(n = 9434), No. (%)

Other
(n = 9521), No. (%)

2893 (30.7)
3370 (35.7)
2421 (25.7)
565 (6.0)
106 (1.1)
79 (0.8)

3381 (35.5)
3377 (35.5)
2209 (23.2)
426 (4.5)
75 (0.8)
53 (0.6)

< 0.0001

648 (6.9)
439 (4.7)
213 (2.3)
1239 (13.1)
441 (4.7)

609 (6.4)
290 (3.1)
149 (1.6)
778 (8.2)
325 (3.4)

0.0003
< 0.0001
< 0.0001
< 0.0001
< 0.0001

80 (0.9)
3847 (40.8)

124 (1.3)
3342 (35.1)

0.0048
< 0.0001

1506 (16.0)

1280 (13.4)

< 0.0001

8150 (86.4)
1007 (10.7)
191 (2.0)
86 (0.9)

7927 (83.3)
1212 (12.7)
316 (3.3)
66 (0.7)

< 0.0001

8938 (94.7)
343 (3.6)
60 (0.6)
93 (1.0)

9035 (94.9)
360 (3.8)
60 (0.6)
66 (0.7)

< 0.0001

3893 (41.3)
877 (9.3)
484 (5.1)
2906 (30.8)
40 (0.4)
1234 (13.1)

4499 (47.3)
660 (6.9)
274 (2.9)
1199 (12.6)
20 (0.2)
2869 (30.1)

< 0.0001

867 (9.2)

512 (5.4)

< 0.0001

5264 (55.8)

4630 (48.6)

< 0.0001

p valueb

Some percentages may not total to 100% because of rounding.
b
Nonsignificant differences between Medicaid and exchange: heart disease (p = 0.1947); high blood pressure (p = 0.3551).
Nonsignificant differences between Medicaid and other: pregnancy (p = 0.8803). Nonsignificant differences between exchange
and other: asthma (p = 0.1913); prior-year inpatient admissions (p = 0.1632).
BHQ = Brief Health Questionnaire.
a
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other new enrollees. Most (91.0%) of
the BHQ data were collected through
telephone calls, with the remainder collected through the KPCO patient portal
into the EHR. Responses for new members under age 18 years were provided
by parents or guardians.
Table 1 lists demographic characteristics of new members by insurance
category. New Medicaid and exchange
members were older than other/commercial members (mean ages for Medicaid, exchange, and other were 33.8,
40.0, and 29.5 years, respectively). Approximately 58% of respondents were
female. Table 2 summarizes responses
to the BHQ questions across insurance
groups. Fair or poor health was selfreported by 19.5%, 7.1%, and 5.3% of
Medicaid, exchange, and other groups,
respectively. A greater proportion of
Medicaid enrollees (30.7%) reported
physical functioning interfering with
health, and a greater proportion of
exchange enrollees (40.8%) reported
prescription medication use. Of BHQ
respondents, 11.8% of Medicaid,
4.7% of exchange, and 3.4% of other/
commercial enrollees screened positive
for possible depression. During the
preceding year there was a greater difference in self-reported ED utilization
across groups than in self-reported
inpatient hospital admissions, with
12.9% of Medicaid enrollees reporting
2 or more ED visits (compared with
2.0% of exchange and 3.3% of other
new members), but less than 2% of all
groups reporting 2 or more inpatient
admissions. Comparable percentages
of Medicaid and exchange enrollees
(just over 30%) reported no insurance
during more than 8 months during the
previous year, compared with 12.6%
of other beneficiaries. All variable differences across groups of enrollees
were significant at p < 0.001 except for
sex, which was significant at p < 0.05.
Of new Medicaid enrollees, 60.8%
were referred for any additional services on the basis of BHQ responses,
compared with 55.8% of new exchange
enrollees and 48.6% of other enrollees
(p < 0.001). The highest percentage of
referrals across insurance groups was
because of prescription medication use.
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Table 3. Brief Health Questionnaire characteristics and responses (N = 14,761) by prior-year insurance: insured for entire year
versus no insurance for more than 8 monthsa
Characteristic or
response

Medicaid (n = 2264)
Insured
Not insured
(n = 1132), No. (%) (n = 1132), No. (%)

Sex
Female
768 (67.8)
Male
364 (32.2)
Unknown
0
Age group, years
0-9
1 (0.1)
10-19
48 (4.2)
20-29
262 (23.1)
30-39
260 (23.0)
40-49
200 (17.7)
50-59
233 (20.6)
≥ 60
128 (11.3)
General health
Excellent
151 (13.3)
Very good
323 (28.5)
Good
406 (35.9)
Fair
174 (15.4)
Poor
77 (6.8)
Missing/no answer
1 (0.1)
Self-reported chronic condition
Asthma
124 (11.0)
Diabetes
95 (8.4)
Heart disease
35 (3.1)
High blood pressure
211 (18.6)
Other health considerations
Current prescription
592 (52.3)
medication
Positive depression
132 (11.7)
screen
Pregnant
22 (1.9)
Health condition
417 (36.8)
interferes with daily
activity
Emergency Department visits in past year
None
716 (63.3)
1 time
240 (21.2)
2+ times
176 (15.6)
Missing data
0
Inpatient admissions in past year
None
1008 (89.1)
1 time
99 (8.8)
2+ times
24 (2.1)
Missing data
1 (0.1)
Self-reported financial constraints
Health affected by
218 (19.3)
difficulty paying for food,
medicine, rent, utilities

Individual on exchange (n = 6799)
Insured
Not insured
(n = 3893), No. (%)
(n = 2906), No. (%)

Other (n = 5698)
Insured
Not insured
(n = 4499), No. (%) (n = 1199), No. (%)

638 (56.4)
494 (43.6)
0

2310 (59.3)
1583 (40.7)
0

1731 (59.6)
1175 (40.4)
0

2792 (62.1)
1706 (37.9)
1 (0)

630 (52.5)
569 (47.5)
0

0
8 (0.7)
208 (18.4)
202 (17.8)
246 (21.7)
340 (30.0)
128 (11.3)

3 (0.1)
43 (1.1)
624 (16.0)
737 (18.9)
676 (17.4)
1076 (27.6)
734 (18.9)

0
21 (0.7)
455 (15.7)
612 (21.1)
562 (19.3)
794 (27.3)
462 (15.9)

4 (0.1)
95 (2.1)
1119 (24.9)
1094 (24.3)
876 (19.5)
942 (20.9)
369 (8.2)

0
29 (2.4)
391 (32.6)
310 (25.9)
247 (20.6)
171 (14.3)
51 (4.3)

119 (10.5)
282 (24.9)
436 (38.5)
218 (19.3)
75 (6.6)
2 (0.2)

1151 (29.6)
1537 (39.5)
974 (25.0)
201 (5.2)
24 (0.6)
6 (0.2)

581 (20.0)
1022 (35.2)
968 (33.3)
277 (9.5)
54 (1.9)
4 (0.1)

1190 (26.5)
1848 (41.1)
1227 (27.3)
197 (4.4)
31 (0.7)
6 (0.1)

204 (17.0)
418 (34.9)
415 (34.6)
133 (11.1)
28 (2.3)
1 (0.1)

126 (11.1)
79 (7.0)
45 (4.0)
203 (17.9)

319 (8.2)
184 (4.7)
103 (2.7)
565 (14.5)

218 (7.5)
176 (6.1)
73 (2.5)
483 (16.6)

411 (9.1)
193 (4.3)
105 (2.3)
547 (12.2)

87 (7.3)
48 (4.0)
27 (2.3)
128 (10.7)

442 (39.1)

1957 (50.3)

1130 (38.9)

2209 (49.1)

349 (29.1)

209 (18.5)

155 (4.0)

195 (6.7)

166 (3.7)

104 (8.7)

13 (1.2)
458 (40.5)

36 (0.9)
603 (15.5)

25 (0.9)
576 (19.8)

82 (1.8)
696 (15.5)

22 (1.8)
251 (20.9)

742 (65.6)
249 (22.0)
139 (12.3)
2 (0.2)

3430 (88.1)
396 (10.2)
65 (1.7)
2 (0.1)

2496 (85.9)
343 (11.8)
65 (2.2)
2 (0.1)

3851 (85.6)
521 (11.6)
124 (2.8)
3 (0.1)

975 (81.3)
159 (13.3)
65 (5.4)
0

1041 (92.0)
77 (6.8)

3697 (95.0)
165 (4.2)

2793 (96.1)
93 (3.2)

4292 (95.4)
171 (3.8)

1138 (94.9)
49 (4.1)

13 (1.2)
1 (0.1)

28 (0.7)
3 (0.1)

15 (0.5)
5 (0.2)

33 (0.7)
3 (0.1)

11 (0.9)
1 (0.1)

452 (39.9)

196 (5.0)

499 (17.2)

176 (3.9)

204 (17.0)

Insured is defined as reporting being insured for entire previous year; uninsured is defined as being uninsured for more than 8 months during the previous year. Sample for this subanalysis
does not include respondents reporting either 1 to 4 months or 5 to 8 months without insurance during the previous year. Some percentages may not total to 100% because of rounding.
a
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Rates of
chronic
disease are
notoriously
difficult
to predict
because
individuals
who are
unable to
access care
may be
unaware of
diagnoses.

The pattern of new Medicaid enrollees having greater morbidity than new
exchange or other new enrollees was also
evident in proportions of self-reported
chronic conditions. Asthma was reported by 8.4% of new Medicaid enrollees,
6.9% of new exchange enrollees, and
6.4% of new other enrollees (p = 0.003).
Diabetes was reported by 5.8%, 4.7%,
and 3.1% of each group, respectively;
heart disease by 2.6%, 2.3%, and 1.6%;
and high blood pressure by 13.8%,
13.1%, and 8.2% (p < 0.001 for all).
Descriptive subanalyses of new members previously uninsured for more than
8 months vs those insured for the entire
year are listed in Table 3. In each benefit
group, the previously uninsured individuals report slightly higher rates of fair
or poor health, and of health interfering with daily activity, but they do not
report greater rates of specific chronic
conditions. A higher proportion of
individuals in the previously uninsured
subpopulations had a positive depression screen, and a higher proportion
reported financial constraints.
Table 4 compares BHQ respondents
vs nonrespondents. Compared with
nonrespondents, respondents were significantly more likely to be female, to be
older, and to carry Medicaid or exchange
insurance (p < 0.001).

DISCUSSION

Accurate information on the health
status and care needs of individuals
enrolling in insurance plans during the
early phases of the ACA implementation can help optimize care delivery for
newly insured and transitioning populations. This snapshot of new members
in an integrated delivery system in the
Denver Front Range area suggests that
new Medicaid enrollees are less healthy
than new exchange and new commercial
members are; however, differences between new exchange enrollees and new
commercial members are more subtle.
We found that 19.5% of new Medicaid members and 7.1% of new exchange
members overall had fair or poor health.
In the smaller subsample of individuals
without previous insurance, 25.9% of
new Medicaid members and 11.4%
of new exchange members reported
fair or poor health. Our Medicaid
findings are consistent with previous
estimates6,7,28 that proportions of the
ACA target population with fair or
poor health would range from 10% to
25%, with the greater burden falling on
individuals below 200% of the Federal
Poverty Level. However, the general
health status in new exchange enrollees
in this population is somewhat better
than these predictions.6,7,28 It is also

Table 4. Brief Health Questionnaire (BHQ) new member respondents versus
nonrespondents (N = 89,289)a
Characteristic
Sex
Female
Male
Unknown
Age group, years
0-9
10-19
20-29
30-39
40-49
50-59
≥ 60
Insurance
Medicaid
Individual on exchange
Other
a

8

No BHQ
(n = 66,741), No. (%)

BHQ
(n = 22,548), No. (%)

31,743 (47.6)
34,976 (52.4)
22 (0)

13,014 (57.7)
9531 (42.3)
3 (0)

< 0.0001

11,031 (16.5)
6739 (10.1)
13,312 (20.0)
12,029 (18.0)
9202 (13.8)
9749 (14.6)
4679 (7.0)

3101 (13.8)
2004 (8.9)
3876 (17.2)
3994 (17.7)
3334 (14.8)
4105 (18.2)
2134 (9.5)

< 0.0001

4725 (7.1)
25,679 (38.5)
36,337 (54.4)

3593 (15.9)
9434 (41.8)
9521 (42.2)

< 0.0001

Some percentages may not total to 100% because of rounding.

p value

somewhat better than a national population of nongroup enrollees (individuals
who purchased their own insurance)
surveyed after ACA implementation in
Spring 2014, in which 14% reported
fair or poor health.29 It is possible that
our results reflect characteristics of Colorado residents—which may differ from
a nationally representative sample—or
that individuals enrolling in Year 1 of the
ACA may have better health status than
those who remain uninsured. Ongoing
surveillance of health status among the
newly insured will help clarify their
health status and care needs and should
inform service requirements for integrated and other delivery systems.
Rates of chronic disease are notoriously difficult to predict because individuals who are unable to access care
may be unaware of diagnoses. Estimates
of heart disease in our Medicaid and
exchange sample to date (2% to 3%)
are comparable to literature-based predictions, whereas the rate of asthma in
BHQ respondents (6.4% to 8.4%) is
comparable to rates in previously uninsured populations, but half of asthma
rates in Medicaid populations.7,30 Published estimates suggest depression rates
in the range of 2% to 17% for Medicaid
and exchange enrollees.7,30 Although
BHQ respondents had positive depression screens within this range, their
diagnoses of depression require further
evaluation.27
In 2011, the Kaiser Family Foundation predicted that 65% of exchange
purchasers would have been previously
uninsured.30 We found that previous
insurance coverage was not comprehensive for any of the 3 groups, and
that just over 30% of new Medicaid
and exchange enrollees reported being
uninsured for more than 8 months during the previous year. These proportions
may be slightly skewed by missing data,
but they are lower than the 57% national figure reported in a 2014 Kaiser
Family Foundation survey.29 They may
also reflect the insurance marketplace in
Colorado and uptake of exchange plans
by both insured and uninsured individuals. (Our sample does not include
the small-business exchange.)
New Medicaid members reported
greater past utilization of the ED than
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did other respondents. Studies of Medicaid expansions suggest that this pattern
may continue after obtaining insurance,
although it may be modified by effective
primary care relationships.23,31 In the
longer term, gaining insurance benefits
increases utilization of health care resources, improves mental and physical
health, increases the use of preventive
services, and decreases mortality for
both Medicaid and non-Medicaid populations.28,32-34 Optimizing long-term
health outcomes will require maximizing both informational and interpersonal continuity of care for patients
who may move between Medicaid and
exchange benefit categories and between
being insured and uninsured.
Although patient-reported data on
health status, physical function, emotional well-being, and other constructs
are predictive of mortality and utilization, and can guide interventions to improve the quality of care, such measures
have previously been used almost exclusively in the context of research rather
than care delivery.10,35-38 Recently, health
assessments have been incorporated into
care delivery for defined populations
such as seniors, employees, and Health
Plan members.39 The BHQ assessment
exemplifies how patient-reported data
can be systematically collected to inform
care delivery, especially in light of 2014
net growth of approximately 15%, compared with previous annual net growth
rates in the range of 2% to 3% for the
delivery system. To date, approximately
54% of all BHQ respondents have been
referred for either care management or
pharmacy services. Future retrospective analyses will determine whether
referrals for early medication and care
management affect more distal health
outcomes such as hospitalization and
disease-specific adverse events.
Our study has several limitations.
Medicaid enrollees enrolling in KPCO
were a relatively small subset of all
Colorado Medicaid beneficiaries. New
KPCO exchange enrollees reflect an
approximate 38% share of the Colorado exchange marketplace and only
represent those who selected a single
integrated delivery system. Newly
enrolled patients in other delivery systems and settings will have different
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characteristics. This sample primarily
reflects a subset of members who contacted the delivery system during the
first 6 months of enrollment, and data
collection was limited by the capacity
of the call center’s service associates. As
illustrated in Table 4, there were a number of demographic differences between
BHQ respondents and nonrespondents.
Respondents to the BHQ are also more
likely to have used health care services.
These comparisons support (but do
not confirm) a hypothesis that new
enrollees with higher morbidity were
initial users of the delivery system and
more likely to complete a BHQ. Finally,
most of the responses were obtained via
telephone; although responses obtained
through the Web portal may be systematically different, Web-based responses
represent a very small proportion of
the total and are unlikely to bias the
results. Our preliminary cross-sectional
description must be supplemented
with longitudinal assessments that link
patient-reported BHQ responses with
subsequent utilization patterns and
that link all of these factors with robust
health outcomes.

CONCLUSION

This description suggests that newly
enrolled Medicaid beneficiaries may
have more initial health care needs
than either new exchange or commercial members; however, health differences between the latter 2 groups in
this population sample are more subtle.
The Congressional Budget Office estimates that by 2023, insurance will
be obtained by 13 million individuals
through Medicaid expansions and by
24 million through exchange-based
plans.40 There is likely to be increasing
movement of individuals across benefit
categories, as well as increasing inclusion
of previously insured populations in
Medicaid and exchange insurance plans.
Adequately informing care delivery for
this changing landscape will require an
understanding of which subpopulations
are likely to transition between benefit
categories and between delivery systems
and settings, and which subpopulations risk adverse health outcomes as
a function of these transitions. Further
evaluation of needs assessments, such

as the BHQ process, will inform the
development of systematic interventions
to optimize health outcomes in newly
enrolled populations. v
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Change Then
Changing doctors is with some people a far less serious matter than a change of shirts.
— G Frank Lydston, MD, 1858-1923, American urologist and transplant surgeon
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