UCLA
UCLA Previously Published Works

Title

Transitioning From Medicaid Disability Coverage to Long-Term Medicare Coverage: The Case

of People Living With HIV/AIDS in California.

Permalink

|https://escholarship.orgc/item/9kf8568g

Journal

AIDS Education and Prevention, 29(1)

ISSN
0899-9546

Authors

Comulada, Warren S
Desmond, Katherine A
Gildner, Jennifer L

Publication Date
2017-02-01

DOI
10.1521/aeap.2017.29.1.49

Peer reviewed

eScholarship.org Powered by the California Digital Library

University of California


https://escholarship.org/uc/item/9kf85682
https://escholarship.org/uc/item/9kf85682#author
https://escholarship.org
http://www.cdlib.org/

1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuey Joyiny

Author manuscript
AIDS Educ Prev. Author manuscript; available in PMC 2018 February 01.

-, HHS Public Access
«

Published in final edited form as:
AIDS Educ Prev. 2017 February ; 29(1): 49-61. doi:10.1521/aeap.2017.29.1.49.
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LIVING WITH HIV/AIDS IN CALIFORNIA
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Department of Public Policy, UCLA Luskin School of Public Affairs

Abstract

Medicaid can serve as a bridge to Medicare coverage for the long-term disabled with sufficient
covered work experience. We perform multinomial logistic regression on 2007-2010 Medicare
and Medicaid claims data to examine transitions to Medicare for people living with HIV/AIDS
(PLWHA) in California who had Medicaid coverage in 2007. We find only 16% had obtained
Medicare coverage by 2010. African-Americans, women, individuals with schizophrenia
diagnoses, alcohol or substance abuse disorders, and any physical comorbidity were significantly
less likely than others to obtain Medicare (o < 0.001). This study contributes new information on
the impact of eligibility requirements for Medicare long-term disability insurance for PLWHA.
About one-third of PLWHA under age 65 are covered by Medicaid. Many PLWHA get stuck in
Medicaid because their disability prevents them from obtaining the additional employment
experience needed to qualify for Medicare.

Due to their inability to work, most disabled individuals lack access to employer-based
insurance, which covers 60% of non-elderly Americans (Robert Wood Johnson Foundation
& State Health Access Data Assistance Center, 2013). However, a patchwork of public
insurance plans provides coverage for the disabled. Many disabled individuals can qualify
for Medicaid if they receive Supplemental Security Income (SSI), which provides cash
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benefits to people who are disabled and have low income and limited savings (Schneider,
Elias, & Garfield, 2013). In some states Medicaid also covers some low-income parents and
individuals with higher incomes but very high medical or long-term care expenses that cause
them to spend down their income to meet eligibility thresholds.

Disability is defined by the Social Security Act as a condition that renders an individual
“unable to engage in any substantial gainful activity ... by reason of any medically
determinable physical or mental impairment(s) which can be expected to result in death or
which has lasted or can be expected to last for a continuous period of not less than 12
months” (U.S. Social Security Administration, 2016a).

Disabled individuals with sufficient quarters of work history can qualify for Social Security
Disability Insurance (SSDI), which has higher cash benefits than SSI and enables individuals
to enroll in Medicare. Individuals may become eligible for Medicare after receiving SSDI
for 24 months (or immediately, if they have end stage renal disease or amyotrophic lateral
sclerosis). SSDI limits on income are less stringent than those for SSI, and there are no asset
limitations.

Eligibility for SSDI benefits generally requires 40 quarters of contributions to the Social
Security system, but the required number of quarters of covered employment is lower for
people who become disabled at earlier ages (U.S. Social Security Administration, 2016b).
Additionally, unmarried individuals over age 18 who become disabled before age 22 are
eligible if their parents are eligible for Social Security retirement, disability, or death
benefits. Medicaid will pay the premiums to “buy in” to the Medicare program for disabled
individuals covered by Medicaid who lack sufficient quarters of work history to qualify at
age 65, the usual retirement age. Undocumented individuals are ineligible for Social
Security benefits.

This study examines public insurance coverage for a group that often experiences disability
early in the life course—people living with HIV/AIDS (PLWHA). Most of the PLWHA who
are enrolled in California’s Medicaid program (Medi-Cal) are disabled (97%). This study
also examines how effectively Medi-Cal serves as a bridge to Medicare coverage for the
long-term disabled by tracking transitions made by Californians with HIVV/AIDS out of the
Medi-Cal program to Medicare over a 4-year period.

While there is a substantial literature on transitions between disability benefit receipt and
employment, little attention has been paid to the transitions in health insurance coverage for
disabled individuals in the United States, who face a complicated environment of public and
private insurance systems. The purpose of this study is to examine how the two major public
health insurance programs for the disabled functioned for individuals living with HIVV/AIDS:
a serious, disabling disease for which there is an effective, but costly, treatment. The
Medicare and Medicaid programs play an important role in supporting this treatment,
covering 20.7% and 33.5%, respectively, of all PLWHA (Yehia et al., 2014). This study also
examines the demographic and clinical factors that relate to the transition of PLWHA from
the Medicaid to the Medicare program.
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This paper also discusses the likely impact on PLWHA of the Affordable Care Act (ACA),
which provided for the expansion of Medicaid coverage to all low income individuals,
whether or not they met disability or other categorical eligibility criteria. In the states that
have adopted these Medicaid expansions, the elimination of the disability requirement and
the extension of the income eligibility level to 138% of the Federal Poverty Line have
greatly increased access to Medicaid insurance (Bui & Sanger-Katz, 2015). This change has
been especially important for PLWHA, who formerly were caught in a Catch-22—maost
became eligible for Medicaid only after receiving an AIDS diagnosis, experiencing an
opportunistic infection, or other disabling condition. Thus, they had to become disabled
before becoming eligible for insurance to pay for costly treatment, such as antiretroviral
therapy, that could have averted the disability. Nearly half (46%) of all individuals in
treatment for HIV/AIDS in 2009 reported that disability benefits represented their main
source of income (Huang et al., 2015).

METHODS

Data

Medicare and Medicaid claims data for HIVV-positive Californians from 2007 to 2010 were
acquired through a confidential data use agreement with the Centers for Medicare and
Medicaid Services. We applied a case-identification algorithm to create an analysis file of
adult beneficiaries with strong evidence of HIV infection (Leibowitz & Desmond, 2015).
Analyses included enrollees who: (a) had fee-for-service Medicare or Medicaid coverage in
2007 because available data for managed care enrollees lack reliable diagnosis fields needed
to confirm HIV status, and (2) were not residing outside of California from 2007 to 2010.

Individual Characteristics

Medicare and Medicaid enrollment files provided data on age category (< 30, 30-39, 40-49,
50-64 and 65+), race/ethnicity (non-Hispanic White, African-American, Hispanic/Latino,
and other), and gender of the enrollees. Diagnoses of adjustment or anxiety disorders, mood
disorders, schizophrenia or other psychotic disorders, or other mental health disorders were
identified using the Agency for Healthcare Research and Quality Mental Health and
Substance Abuse Clinical Classifications Software (U.S. Agency for Healthcare Research
and Quality, 2015). /nternational Statistical Classification of Diseases and Related Health
Problems, 9th edition (ICD-9) diagnoses codes reported in claims files were used to develop
indicators for having 0, 1, 2, or 3 or more of 17 possible comorbidities in addition to HIV,
defined by Charlson, Pompei, Ales, and MacKenzie, (1987; see also Quan et al., 2005).
Analyses included an indicator for enrollment in Medicaid only versus Medicare only or
dual Medicare-Medicaid enrollment. All covariates were taken at baseline in 2007.

Empirical Methods

Analyses were carried out using SAS Software version 9.4 (SAS Institute Inc., Cary, NC).
Chi-square (?) tests were conducted to compare categorical characteristics, such as
demographic information, by enrollment status in January 2007: enrollment in California’s
Medicaid program (Medi-Cal) only versus coverage that included Medicare. Multinomial
regressions were fit through the LOGISTIC procedure to determine the net impact of 2007
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demographic and clinical factors on a Medi-Cal beneficiary’s probability of moving from
Medi-Cal only status in January 2007 to one of three alternate statuses by 2010 (Medicare or
dual coverage; death; or not being enrolled). Regression analyses were limited to persons
who would be less than 65 years old in 2010, since Medi-Cal paid to have all enrollees enter
the Medicare program when they turned 65.

An initial regression model contained all demographic characteristics, an indicator variable
for having Medicaid-paid long-term care, and an eligibility indicator variable, categorized as
blind, disabled, or aged versus other reasons. In a stepwise fashion, covariates for mental
health, substance use, and physical comorbidities as defined above were entered into the
model, one at a time. For each of the sets of covariates that remained as statistically
significant (p < .05) predictors of the transition to Medicare in the final regression model, the
percentage of enrollees who transitioned to each status by 2010 (Medi-Cal only, Medicare,
not enrolled, and death) are presented along with measures of significance derived from the
regressions shown in Table A2 in the Appendix.

In December 2010, Medi-Cal was the sole insurance source for 8,012 individuals living with
HIV/AIDS, a net increase of 159 individuals from the 2007 level of 7,853. This relative
stability was due to offsetting additions of new Medi-Cal enrollments and exits from the
program due to movement to Medicare, death or disenrollment. Medicare enroliment
increased by 1,087, rising from 11,032 in 2007 to 12,119 in 2010 (Appendix, Table Al).

Figure 1 tracks changes in insurance status between 2007 and 2010 for PLWHA insured
under Medicare and under Medi-Cal in 2007. Most (86%) PLWHA with Medicare coverage
in 2007 remained insured by Medicare in 2010. Thirteen percent had died, and only 1%
were alive but not enrolled. In contrast, PLWHA covered solely by Medi-Cal in 2007
experienced many transitions, with only 62% of them ending the period with the same status
—no insurance coverage other than Medi-Cal. Of that number, 7% had experienced a period
of nonenrollment before returning to Medi-Cal coverage. Despite the fact that the Medicare
program is designed to provide health insurance to the long-term disabled, only a minority
(16%) of PLWHA covered only by Medi-Cal in January 2007 had acquired Medicare
coverage by 2010; another 1% who subsequently died had also acquired Medicare coverage.
Fourteen percent were not enrolled in either Medi-Cal or Medicare and 8% had died.

Although both Medi-Cal and Medicare enrollees with HIV qualified for the programs
predominately due to being disabled, the demographic and clinical characteristics of the two
groups differ markedly (Table 1).

As expected, at the start of our observation period in 2007, nearly all (97%) of the PLWHA
with only Medi-Cal insurance were eligible for the program due to disability. An additional
3% were eligible as a parent under welfare-related programs or other reason. Disability was
also the initial reason for coverage for 91% of the Medicare group; the remaining 9%
qualified due to age. Men predominated in both the Medi-Cal (73%) and Medicare (90%)
groups. The majority of individuals were aged 31-61 in both the Medi-Cal (91%) and
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Medicare (84%) programs, with Medicare having a larger share of persons 62 and older
(15% vs. 4% for Medi-Cal), who would have turned 65 and become eligible for Medicare
over the 2007-2010 period. Medi-Cal had a larger share of persons under 30 (5% vs. 0.9%).
African-Americans accounted for 35% of the Medi-Cal group and 18% of the Medicare
group, while Whites accounted for 38% of the Medi-Cal cohort and 60% of the Medicare
cohort. Latinos were nearly equally represented in Medi-Cal and Medicare (19% and 18.5%,
respectively).

Mental health and substance use conditions were more common in the Medi-Cal cohort than
in Medicare. Fifteen percent of the Medi-Cal enrollees had diagnoses of mood disorders
(compared to 3% among Medicare enrollees) and 15% had diagnoses of alcohol or
substance use disorders (compared to 3% of Medicare enrollees). Physical comorbidities
were also more common in the Medi-Cal cohort than in the Medicare cohort. Thirty percent
of the Medi-Cal cohort had at least one physical comorbidity, compared to 8% of the
Medicare cohort. Many of these comorbidities related to health habits: 10% of the Medi-Cal
sample had a COPD diagnosis and 11% had a diagnosis for liver disease (prevalence of
comorbidities are available from the authors).

Figure 2 shows how patterns of transition out of Medi-Cal vary over the life course. Among
the 2007 Medi-Cal enrollees, the annual probability of gaining Medicare coverage gradually
falls from over 20% per year for PLWHA in their 20s, to a low of 10% annually for people
in their 50’s. The probability then rises precipitously when the individual reaches the
standard Medicare eligibility age of 65. This pattern is also reflected in the solid line
depicting enrollment in Medi-Cal only, which begins to rise for people in their mid-20s and
then falls sharply at age 65. The probability of becoming unenrolled in public programs
initially falls and then remains steady at less than 20% per year.

The relationship between insurance status in 2010 of PLWHA enrolled in Medi-Cal-only in
2007 and demographic factors is shown in the top half of Table 2. Statistically significant
factors are indicated in bold, based on the regression analysis shown in Appendix Table 2.
Men were less likely to remain in Medi-Cal (62.2%) than women (70.5%); they were twice
as likely (16%) as women to enroll in Medicare (8%). PLWHA aged 30 or less were twice as
likely as those aged 46-61 to transition to Medicare over the 4-year period and were more
likely to not be enrolled in either public program in 2010. African-Americans were
significantly less likely than Whites to obtain Medicare coverage (10.8% vs. 15.8%) and
consequently were more likely to remain in Medi-Cal (66.2%) than Whites (62.5%).

Table 2 also shows the relationship between comorbid conditions and 2010 public insurance
status. PLWHA who had a diagnosis of schizophrenia were less likely to transition to
Medicare (5.4%) than people without this diagnosis (14.6%). A higher percentage of people
with schizophrenia remained on Medi-Cal (70.7%) than those without that diagnosis
(63.9%). People with alcohol and substance use disorders were as likely to remain on Medi-
Cal as individuals without these disorders, largely because their lower rate of transitions to
Medicare (5.9% vs. 15.4% for those without these diagnoses) was offset by higher death
rates (9.8% vs. 6.7%) and higher rates of not being enrolled in publicly funded health
insurance (19.3% vs. 13.7%).
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Surprisingly, Medicare was the final status for a higher proportion PLWHA with no physical
comorbidity (16.0%) than those with one (9.8%) or two or more (7.3%) physical
comorbidities. The fact that more than a quarter of PLWHA who had 2 or more additional
comorbidities died in the 4-year period (26.3%) may partially account for this, since only
4.1% of those with no comorbidities had died by 2010.

DISCUSSION

The transition from Medi-Cal-only insurance coverage to Medicare coverage has many
advantages for disabled PLWHA. Medicare’s higher reimbursement rates make it easier for
patients with a chronic condition to find a physician to treat a complex disease, such as HIV/
AIDS (Decker, 2012; Geissler, Lubin, & Ericson, 2016). There is evidence that the transition
from Medicaid-only to dual coverage with Medicare was associated with increased use of
care (Burns, Huskamp, Smith, Madden, & Soumerai, 2016).

Nationally, nearly one third (31%) of physicians were not accepting new Medicaid patients
in 2011-2013 and the rate was even lower in states with lower Medicaid to Medicare fee
ratios (Decker, 2012; Rhodes et al., 2014). This is a particular concern in California, where
Medi-Cal reimbursements average only 51% of the Medicare levels for all services and 43%
of the Medicare levels for primary care (Zuckerman & Goin, 2012).

Although a pathway exists for qualified disabled Medicaid recipients to transition after 2
years to long-term disability coverage under Medicare, our analyses showed that, despite
high levels of physical and mental comorbidities, only a small minority (16%) of all
PLWHA in our sample were able to move from Medi-Cal to Medicare coverage in 4 years
between 2007 and 2010.

Not all Medi-Cal enrollees were equally likely to gain Medicare coverage—women and
African-Americans were less likely to obtain Medicare coverage, even after controlling for
other factors. PLWHA who had a diagnosis of schizophrenia or who had alcohol or
substance use disorders were also less likely to transition. People with physical
comorbidities were less likely to be enrolled in Medicare in 2010, partly attributable to the
competing risk of death.

The eligibility criteria for the SSDI long-term disability program, and thereby for Medicare
coverage, mean that individuals whose eligibility for Medi-Cal was not linked to disability
were unlikely to transition to Medicare before reaching age 65. Even many disabled Medi-
Cal recipients with HIV can remain “stuck” in Medi-Cal because they lack the requisite
work history and contributions to the Social Security system needed to qualify for SSDI
coverage, and therefore for Medicare. The impact of the work requirement can be clearly
seen in the significantly higher rates of transition to Medicare among younger individuals,
who face lower work experience requirements. Women, who have lower labor force
participation than men, are also less likely to have the required number of quarters of
employment to qualify for SSDI. Similarly, African American men have lower employment
rates than White men (U.S. Bureau of Labor Statistics, 2016). Hispanics are currently
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employed at rates similar to White non-Hispanics, but may have fewer years of covered
employment (U.S. Bureau of Labor Statistics, 2016).

Disabled individuals without qualifying work history are unlikely to be able to gain it
because of their inability to engage in substantial work, particularly for persons with mental
and physical comorbidities. There are state (e.g., see California Department of
Rehabilitation, 2016), and federal (e.g., see U.S. Social Security Administration, 2016c),
programs that support disabled beneficiaries in efforts to become employed, by providing
vocational rehabilitation services, help finding a job, or protections for cash and medical
benefits while beneficiaries attempt to return to the workplace. Despite these programs, our
findings indicate that there is a substantial proportion of disabled beneficiaries who are
unable to work enough to either become disenrolled in Medi-Cal due to their increased
earned income, or achieve enough quarters of employment to qualify for Medicare.

Despite a lack of sufficient quarters of covered employment, at age 65 it is possible to buy
into Medicare through the Qualified Medicare Beneficiary program, resulting in the spike in
Medicare enrollment seen in Figure 2 for PLWHA who turn 65.

Nationally, the share of the HIV population that has Medicaid insurance has risen from 31%
in 1996-1997 (Goldman et al., 2003) to between 34% and 38% from 2006 to 2012 (Yehia et
al., 2014). As a result of the ACA’s Medicaid expansion, which has been implemented in all
but 19 states, it is estimated that 55,000 low-income, previously uninsured individuals living
with HIV will gain insurance coverage (Snider et al., 2014).

Our results show that even among the disabled Medi-Cal recipients with HIV, only a
minority transitioned to the Medicare program. Neither this group nor low income, non-
disabled PLWHA made newly eligible for Medi-Cal by the ACA is likely to transition to
long-term disability coverage under Medicare. This suggests that the Medi-Cal program
could reorient itself from an insurance program that serves a small minority of PLWHA as a
bridge to Medicare’s long-term disability coverage, to a program that supports improved
health and employment for disabled and non-disabled PLWHA, also potentially over the
long term. This transformation would require intensive efforts to meet the National HIV/
AIDS Strategy’s goal that 80% of individuals diagnosed with HIV be virally suppressed,
meaning that the virus is controlled at a level that allows for a healthy and active life and
dramatically reduces the risk of transmitting the virus to others (Cohen et al., 2011; U.S.
Office of National AIDS Policy, 2015).

Some PLWHA, particularly those who were younger, who were covered by Medi-Cal in
2007 received neither Medi-Cal nor Medicare in 2010. Restored health may cause a
PLWHA to lose disability status and/or rising income may render them no longer eligible for
Medicaid. The Ryan White program, which provides services to uninsured and underinsured
PLWHA in California with incomes up to four times the federal poverty level, may continue
to provide services to them.

Providing insurance is only a first step to restoring health and full functioning to PLWHA.
Even though 91% of Californians living with HIV know their diagnosis, it is estimated that
in 2014, only 64% of Californians with HIV were in regular treatment and only 51% of

AIDS Educ Prev. Author manuscript; available in PMC 2018 February 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Comulada et al.

Page 8

PLWHA in California were virally suppressed, protecting their own health and reducing the
likelihood of transmitting the virus to others (California Office of AIDS, 2016). In order to
achieve the goals of the National HIV/AIDS Strategy, it is important to address a series of
barriers to engaging in care and maintaining antiretroviral therapy. Our analyses document
that mental health and substance use disorders are prevalent among disabled PLWHA who
had Medi-Cal insurance prior to the enactment of the ACA. It is important to address these
conditions, which are major barriers to remaining in treatment for HIV, achieving viral
suppression, and returning to employment (Arns, Martin, & Chernoff, 2004; Gonzalez,
Batchelder, Psaros, & Safren, 2011; Holtzman et al., 2015; Huynh, Kinsler, Cunningham, &
Sayles, 2013; Lucas, 2011; Magidson, Blashill, Safren, & Wagner, 2015; Turan et al., 2016).

The fact that many Medi-Cal enrollees with HIV, particularly individuals with mental health
or substance use issues, get “stuck” in the Medi-Cal program points to a need to move
beyond the medical model of disability and address the needs for mental health and
substance use treatment for this population (Drum, Krahn, & Bersani, 2009). The addition of
many formerly uninsured PLWHA to the Medi-Cal rolls reinforces the need for mental
health and substance use services. Many PLWHA who obtained care at Ryan White sites
prior to ACA implementation were required to move either to Medicaid or to Insurance
Exchange plans. These plans provide more limited access to mental health and substance use
treatment than the Ryan White program, which provides to uninsured and underinsured
PLWHA a comprehensive range of services that are not provided by any other source
(Cahill, Mayer, & Boswell, 2015; Leibowitz et al., 2013). Thus, PLWHA may need to
depend on either community providers or wrap-around services from the Ryan White
program to support continued engagement in care with the goal of viral suppression (Arns et
al., 2004; Cahill et al., 2015; Gonzalez et al., 2011; Holtzman et al., 2015; Huynh et al.,
2013; Lucas, 2011; Magidson et al., 2015; Turan et al., 2016). Indeed, a recent study found
that post-ACA enrollees in Kaiser Permanente Northern California were more likely to be
virally suppressed than a similar group enrolled prior to the ACA (Satre et al., 2016).
Enhanced treatment would provide two major benefits: improving the health and functioning
of individuals living with HIV and also contributing to National HI\VV/AIDS Strategy’s goal
of reducing community viral load, and therefore, new HIV infections.
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APPENDIX
TABLE Al
Changes in Coverage for PLWHA in California 2007-2010

Year  Medi-Cal only Medicare Total

Number % Number % Number %

2007 7,853 416 11,032 584 18,885 100
2010 8,012 39.8 12,119 602 20,131 100

TABLE A2

Odds Ratios (OR; With 95% Confidence Intervals [CI]) for Determinants of Transitions
from Medi-Cal Only in 2007 to Any Medicare, Not Being Enrolled, or Death in 2010
Estimated by Multivariable Multinomial Logistic Regression (V= 7,562)

Any Medicare Not enrolled Death
OR 95% ClI p OR 95% ClI p OR 95% ClI p

Male vs. female 218 (1.82,2.62) <.001 1.19 (1.03,1.38) 002 137 (1.11,1.69)  .003
Age (Ref: 46-61 years old)

18-30 years old 273 (2.07,360) <.001 201 (152,267) <.001 096 (0.56, 1.63) 88

31-45 years old 150 (1.30,1.73) <.001 120 (1.051.38) .009 097 (0.80,1.18) .77
Race/Ethnicity (Ref: White)

African American 0.73 (0.62,0.86) <.001 098 (0.84,1.14) .76 102 (0.83,1.27) 83

Hispanic/Latino 108 (0.91,1.29) .38 092 (0.76,1.11) 40 096 (0.73,1.25) .75

Other 041 (0.30,056) <.001 080 (0.62,1.03) .08 086 (0.60,1.23) 40
Schizophrenia (Y vs. N) 040 (0.27,058) <.001 090 (0.70,1.15) .38  0.67 (0.47,0.96) .03
Alcﬁgol/sub. disorder (Y 046 (0.35,0.60) <.001 139 (117,165 <.001 1.18 (0.94,150) .16
Vs,
Physical comorbidities
(Ref: None)

One 0.69 (0.57,0.83) <.001 098 (0.83,1.16) .84 225 (1.81,2.80) <.001

Two or more 0.86 (0.62,1.19) 036 172 (1.36,2.17) <001 882 (6.94,11.20) <.01

Note. Remaining in Medi-Cal only is the reference category.
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Enrollment transitions for HIV-positive Medi-Cal and Medicare enrollees 2007-2010.
Includes enrollment patterns for individuals first observed in Medi-Cal only or with any
Medicare coverage, including Medicare only and dual coverage, in January 2007 and last

observed in December 2010. Column for intermediate period shows transition into different
coverage anytime from February 2007 to November 2010. *Data on individuals with Medi-

Cal only in January 2007 exclude 8 individuals and data on individuals with any Medicare
coverage in January 2007 exclude 72 individuals due to probable coding error in claims
data; tIncludes a small number of individuals with any Medicare coverage (/< 11);
tIncludes a small number of individuals who are not enrolled (< 11).
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Percentages of first transitions out of Medi-Cal only between 2007 to 2010 by age of
enrollee in 2007.
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