TECHNICAL APPENDIX

We examined 10 ambulatory care sensitive conditions (ACSCs): bacterial pneumonia, dehydration, urinary tract infection, uncontrolled diabetes, diabetes with long-term complications, diabetes with short-term complications, heart failure, hypertension, asthma, and chronic obstructive pulmonary disease. All patients, including nonresidents, treated at a general medical-surgical hospital in the state were considered for inclusion, with the exception of patients who had visits resulting in death. Numerators were based on an inpatient principal diagnoses or emergency department (ED) first-listed diagnoses for any 1 of the ACSCs. Numerators were calculated among adults 18 years and older except for asthma (18 to 39 years) and COPD (40 years and older), using numerator specifications from the ICD-9-CM v 5.0 Agency for Healthcare Research and Quality (AHRQ) Prevention Quality Indicators (specifications for the indicators are available at http://www.qualityindicators.ahrq.gov/Modules/pqi_resources.aspx). Patients with multiple visits per year were counted only once per type of service (inpatient, treat-and-release ED, and treat-and-release observation) per year and ACSC in the numerator of the population-based rate. Denominators were based on payer-specific population data from the American Community Survey (ACS) combined across the 4 states (information on the ACS is available at (http://www.census.gov/programs-surveys/acs/). Population denominators for the privately insured, Medicaid, and the uninsured were limited to ages 18 to 64 years; denominators for Medicare were specific to 65 years and older. 

We calculated rates of acute-care visits per 100,000 adult population for individuals with private insurance, Medicare, Medicaid, and no insurance. Rates were unadjusted. We calculated standard errors for population-based rates using the Delta method to account for the variance in the numerator and denominator. Analyses were conducted using Base SAS and SAS/STAT version 9.4 (SAS Institute Inc., Cary, North Carolina). Healthcare Cost and Utilization Project (HCUP) data are consistent with the definition of limited data sets under the Health Insurance Portability and Accountability Act Privacy Rule and contain no direct patient identifiers. The AHRQ Institutional Review Board does not consider use of HCUP data to be human subjects research.
The HCUP databases include the expected primary payer for the hospital stay categorized into 6 uniform categories: private insurance, Medicare, Medicaid, self-pay, no charge or charity, and other insurance. Other insurance captures workers’ compensation, TRICARE (health care for military families, also known as CHAMPUS), Veterans Affairs health care, Indian Health Services (IHS), Title V, Children’s Health Insurance Program (CHIP), and other state and local government programs. To be consistent with the ACS, which captures CHIP under Medicaid, we also combined CHIP or any Medicaid plans captured under the other insurance category into the Medicaid payer category (for more information on payer coding, see http://www.hcup-us.ahrq.gov/reports/methods/2014-03.pdf). In addition, we combined self-pay, no charge, IHS, and any local programs covering inpatient stays for the uninsured reported under the HCUP category of other payer into the uninsured group. This reclassification of patients was possible in 2 of the 4 states included in the study. The estimates of the uninsured should be considered conservative because not all uninsured patients could be identified.

Because a patient may have multiple inpatient stays and ED visits in a year with different expected payers reported, we assigned the expected payer category on the basis of the majority of visits in the year. The majority of visits had the same expected primary payer across all payers and age groups. Fully 99% of the patients 65 years and older had Medicare as an expected payer for all hospital visits. The percentage of patients with the same expected payer reported for all visits in a year was slightly lower for those covered by private insurance (95%), Medicaid (90%), and those with no insurance (92%). None of the states in the study expanded their Medicaid programs during the study period (2009 to 2013) or in 2014.
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