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I. Executive Summary
The federal Patient Protection and Affordable Care Act (ACA), passed in 2010,  
was largely modeled after the Massachusetts (MA) 2006 Health Care Reform 
effort (Chapter 58) (Graves & Swartz, 2012; Henry J. Kaiser Family Foundation, 
2012; Long 2010; Long, Stockley, & Dahlen, 2011; Patel & McDonough, 2010; 
Raymond, 2011). Entitled An Act Providing Access to Affordable, Quality,  
Accountable Health Care, Chapter 58 aimed to provide near-universal health 
insurance coverage for MA residents through shared individual, employer,  
and government responsibility (McDonough, Rosman, Butt, Tucker, & Howe, 
2008; Patel & McDonough, 2010). 

Title I of the ACA most closely resembles Chapter
58 and Massachusetts’s (MA) previous insurance 
reform efforts, as they both primarily focus upon 
increasing insurance coverage for the population 
through insurance market reforms, individual  
mandates, and insurance subsidies (McDonough, 
2011). Given the parallels, the lessons learned from 
MA are valuable to inform the implementation of 
the ACA and its potential impact upon the public
health enterprise throughout the United States.

The experience of Chapter 58’s passage and
implementation is unique in several important ways,
which will be important to bear in mind when
applying lessons learned in MA to the rest of the 
United States. Before reform, MA had a political  
environment that was particularly favorable to  
expanding coverage (Patel & McDonough, 2010; 
Raymond, 2011a); tightly regulated small-group
and non-group insurance markets (McDonough,  
Rosman, Phelps, & Shannon, 2006); a significantly
lower uninsurance rate as compared to the rest of
the nation (Auerbach, 2013; McDonough et al., 
2006); and one of the best health care access systems
in the U.S. for low-income, uninsured populations 
(Hall, 2010). 

Additionally, MA has a unique governmental public  
health system that is decentralized and much less  
likely than other states to directly provide clinical 
and safety net services.

This document reviews the existing body of peer- 
reviewed and grey literature to understand the impact
of MA’s health care reform efforts upon public
health practice and population health outcomes.
Specifically, this document describes the impact of
Chapter 58 on health insurance coverage, access
to care, chronic disease management, infectious
diseases, utilization of emergency services, screening
and preventive care, smoking cessation, safety net
provider utilization, the role of safety net providers
in enrollment, safety net finances, and public
health programs.
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IV. Overview and Generalizability of Massachusetts’s Health 
Care Reform Experience (Chapter 58)

A .  OV E RV I E W  O F  C H A P T E R  5 8  I N  M A

In 2006, comprehensive health care reform was
passed in MA with bipartisan support. Entitled An 
Act Providing Access to Affordable, Quality, Accountable 
Health Care, otherwise referred to as Chapter 58 of 
MA General Laws, this legislation aimed to provide 
near-universal health coverage for MA residents 
through shared individual, employer, and government 
responsibility. The final vote to adopt Chapter 58  
in MA was nearly unanimous (minus two votes in 
the state’s House of Representatives), and its passage
was viewed with approval by business associations,
provider organizations, consumer and advocacy
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1 McDonough et al., 2006
2  An attempt to achieve universal health care through a 

“play-or-pay” employer mandate
3 Wachen & Leida, 2012
4  Expanded eligibility for MassHealth and the Children’eDs
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By contrast, MA’s public health system is highly
decentralized, where funding for public health
services is primarily the responsibility of local town
and city governments. Thus, though in 2010 MA 
ranked 14th in population size and 44th in land 
area, MA has more local public health departments 
(LHDs) than any other state in the U.S.,  
numbering at 351 (Hyde & Tovar, 2006; U.S.  
Census Bureau, 2010). 

In general, each of these LHDs functions
autonomously, as they are governed by home rule
legislation, with the majority having a local board
of health that oversees the provision of public health
services (Hyde & Tovar, 2006). With the exception
of the few larger cities, LHDs are sparsely funded,
have few to no full-time staff, and only have the
capacity and expertise to perform basic functions.
As a result, LHDs contract with individuals and
agencies to provide public health services such
as public health nursing and inspection services.
Municipal funding is the primary source of
revenue for local public health departments, with
additional revenue coming from fees, fines and/or
surcharges, service contracts, and local, state,
federal, and private grants (Hyde & Tovar, 2006).

Because local health department units are small, the
Massachusetts Department of Public Health (MDPH)
contracts out many public health services and
functions to area non-profit organizations such as
community-based organizations (CBO) and
community health centers (CHC) (Wall, 1998). 
MDPH treats LHDs as vendors, requiring them to
compete alongside private providers for state funds.
In addition, because of the robust CHC system
and MA’s historically high percentage of insured
residents, MDPH is much less likely than other state
health departments to provide clinical and safety
net services directly. Though this is the case,
this literature review will look at the impact of  

Chapter 58 on MA’s safety net providers to inform
other states on what possible impacts to expect;
however, the limitations to the generalizability of 
MA’s health care reform experience will be important 
to bear in mind.

C .  CO M PA R I N G  C H A P T E R  5 8  A N D  
T H E  A F F O R DA B L E  C A R E  AC T

Overview
As previously described, Chapter 58 primarily focused
on the affordable expansion of insurance coverage
to the state’s uninsured population. Described as a
three-legged stool, Chapter 58 combined three policy
elements: 1) systemic reform of health insurance
markets for individuals and small employers by
establishing the MA Health Insurance Connector
Authority; 2) an individual mandate on all residents
to purchase a minimum level of health insurance
or face financial penalties; and 3) subsidies to
make coverage affordable by controlling the cost
of premiums and addressing cost-sharing in the
form of co-payments, deductibles, and co-insurance 
(McDonough, 2011). 

In contrast, the federal ACA is much broader and
includes ten focus areas, or Titles, each with an
ambitious reform agenda (Patel & McDonough, 2010; 
U.S. Department of Health and Human Services, 2013). 

The titles of the ACA are as follows:
•  Title I: Quality Affordable Health Care for All 

Americans
• Title II: The Role of Public Health Programs
•  Title III: Improving the Quality and Efficiency of 

Health Care
•  Title IV: Prevention of Chronic Disease and  

Improving Public Health
• 
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Health care workforce 
Some studies indicate that Chapter 58 was
complicating the distribution, supply, and
accessibility of primary care physicians (Dyck, n.d.; 
McDonough, 2011). While building up the health
care workforce was less of a focus of the Chapter 58
legislation (and was addressed through Chapter 305,  
An Act to Promote Cost Containment, Transparency,
and Ef�ciency in the Delivery of Quality Health 
Care and later through Chapter 224), this feedback
from MA and other stakeholders prompted ACA 

provisions that focus on building up the primary
care workforce through the provision of scholarships,
loan repayment programs, incentives, and other
recruitment strategies (McDonough, 2011; U.S.  
Department of Health and Human Services, 2013). 

Detailing each of the ACA’s titles goes beyond the
scope of this literature review; however, lessons
learned from MA will be relevant as the ACA’s core 
features modeled after Chapter 58 will take effect  
in 2014.

TABLE 1: COMPARISON OF MAJOR PROVISIONS IN MASSACHUSETTS’S CHAPTER 58 AND THE ACA

Insurance  
Market Reforms 
 
 
 
 
 
 

State-based  
Exchange 

Systemic insurance 
market reforms require 
guaranteed issue, 
community rating, and 
coverage standards. 
 
 
 

Health insurance  
marketplaces enable 
individuals and small 
businesses to compare 
and purchase private 
insurance that meets 
certain coverage and 
cost standards. 
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Subsidies for  
Private Coverage 
 
 
 
 
 
 
 
 
 
 
 
 
 

SHOP (Small  
Business Health 
Options Program) 
Exchange  
Eligibility &  
Subsidies 
 
 
 
 
 
 
 
 
 
 
 
 

Expansion of  
Public Coverage 

Subsidies are provided 
to low-income  
individuals to purchase 
private insurance. 
 
 
 
 
 
 
 
 
 
 

Certain businesses  
are required to offer 
health insurance to  
their employees or face  
�nancial penalties. 
 
 
 
 
 
 
 
 
 
 
 
 
 

Medicaid coverage  
will be expanded. 

Chapter 58

Commonwealth Care (MA’s 
health insurance program 
for adults who meet income 
and other eligibility  
requirements) provides 
subsidized private health 
coverage on a sliding scale 
for individuals with incomes 
up to 300% Federal Poverty 
Level (FPL). Individuals  
with incomes below 
150% FPL are eligible for 
fully subsidized coverage. 
(Health Connector, n.d.-a) 

Businesses with 50 or fewer 
employees may offer health 
bene�ts to employees and 
a Section 125 plan (health 
insurance plans employees 
can pay for on a pre-tax 
basis) through the Health 
Connector’s Commonwealth 
Choice plans. (Health  
Connector, n.d.-b)

Chapter 58 does not  
provide subsidies to small 
businesses.  
 
 
 
 

Medicaid was expanded to 
cover children with family 
incomes up to 300% FPL. 
Eligibility levels for adults 
(parents –133% FPL,  
pregnant women 200%  
FPL, and long-term  
unemployed 100% FPL) 
remained the same; though, 
enrollment caps for  
certain Medicaid programs 
for adults were raised.

Affordable Care Act

Premium subsidies are  
provided on a sliding 
scale for individuals with 
incomes between  
100% and 400% FPL to 
purchase private insurance 
in an Exchange. Cost- 
sharing subsidies are 
available for those with 
incomes between 100-
250% FPL. An individual’s 
expected contribution 
ranges from 2-9.5%  
depending on household 
income. 

Businesses with 100 or 
fewer employees can access  
SHOP; however, states  
can limit participation 
to businesses with 50 or 
fewer full-time equivalent 
employees until 2016 and 
then expand to businesses 
with 100+ employees in 
2017 or later.

Businesses with fewer 
than 25 employees and 
average annual wages of 
$50,000 or less may be 
eligible for a business tax 
credit if they pay at least 
50% of their employees’ 
health insurance costs.

Medicaid was broadly 
expanded to all individuals 
under age 65 with 
incomes up to 133% 
FPL (plus a 5% automatic 
income disregard) based 
on modi�ed adjusted 
gross income.

In 2012, the US Supreme 
Court decided that  
states have the option  
of whether or not to  
accept the expansion. 

Differences between  
CHAPTER 58 & ACA

Similarities between  
CHAPTER 58 & ACA
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V. Impact of Chapter 58 on Public Health Trends & Outcomes 

A .  OV E RV I E W

The following section gives an overview of data
documenting the impact of Chapter 58 upon
health care coverage, access, utilization, and,
where possible, health outcomes. Data presented
below was gathered from reports, presentations,
and surveys, such as the Behavioral Risk Factor
Surveillance System (BRFSS).

While Chapter 58 passed in 2006, it should be
noted that, for many health indicators, the full
impact of reform efforts may take years to manifest.
Additionally, while the most recent publicly
available data was utilized for the following analyses,
there is a time lag in data availability. Finally, while
there are associations between health indicators
and the impact of Chapter 58, for many indicators,
it is not possible to completely disentangle the
effects of Chapter 58 from other factors, such
as concurrent public health programs and campaigns
and the economic recession.

B .  H E A LT H  I N S U R A N C E  COV E R AG E 
A N D  T Y P E

Overall Health Insurance Coverage Rates
By 2011, MA succeeded in expanding coverage to 
97% of residents overall, cutting in half an already 
low uninsurance rate from 6.4% in 2006 to 3.1% in 
2011. With non-significant yearly fluctuations, the 
percentage of insured has stabilized at 97-98%.  
This low rate is in contrast to the U.S., which has  
essentially stayed at 15-16% uninsured for more 
than seven years (Figure 2). (Center for Health  
Information and Analysis, 2013). 

When stratifying for non-elderly adults ages 18-64 
(the population most likely to be uninsured before 
health reform), the MA uninsurance rate steadily 
decreased from approximately 13.6% in 2006 to 
4.3% in 2011. In contrast, the percent of uninsured 
non-elderly adults in the U.S. increased slightly 
from 20.2% to 21.2% during the same time period 
(Center for Health Information and Analysis, 2013). 

By 2011, nearly every major demographic group in  
MA was within a few percentage points of universal  
coverage, including 98.1% of the state’s children 
(Center for Health Information and Analysis, 2013). 

FIGURE 2: UNINSURANCE RATES,
U.S. VS. MA, ALL AGES
 

20%

15%

10%
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0%
2006

15.8% 15.7%

3.1%
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Source: MA CHIA Household Insurance Survey (2006–
2011) and U.S. Census Bureau Current Population Survey 
(CPS) (2006-2011). 1 

1 Estimates for the MA rates are from the Center for Health Information 
and Analysis (CHIA). See http://www.mass.gov/chia/docs/r/ pubs/13/
mhisreport-1-29-13.pdf for survey methodology. Estimates for the U.S. 
rates are from the Current Population Survey (CPS) U.S. Census Bureau.



UNIVERSAL  HEALTH INSURANCE ACCESS  EFFORTS  IN  MA:  A Literature Review 14

Health Resources in Action

Furthermore, there was a drop in the percentage 
of MA adults who were ever uninsured during the 
past year (from 19.5% in 2006 to 12.1% in 2010) 
and MA adults uninsured for twelve months or 
more (from 8.8% in 2006 to 3% in 2010) (Long, 
Stockley, & Dahlen, 2012).

Types of insurance coverage

While the majority of MA residents (79% in 2010)
continue to receive coverage through the private 
group market, a significant number of those newly 
insured since Chapter 58 (19%) are MassHealth  
and Commonwealth Care members (MA’s Medicaid 
equivalents) (Division of Health Care Finance and 
Policy, 2011). See Figure 3. 

Although the economic downturn likely contributed 
to the slight declines seen in the private group market 
between 2006 and 2010, there was no evidence of 
public coverage substituting for, or “crowding out” 
existing employer-sponsored insurance (ESI)  
coverage. In fact, multiple studies found that ESI 
coverage increased or remained stable, depending on 
the data sources and statistical modeling used (Long 
et al., 2011). Of non-elderly adults, 68% reported 
coverage through an employer in 2010, which is 
significantly higher than the level in 2006 (64.4%) 
(Long et al., 2012). Additionally, employers reported 
that they were more likely to offer coverage to their 
workers in 2009 (76%) than in 2005 (70%) (Long  
et al., 2011). 

C .  ACC E S S  TO  C A R E  
A N D  U T I L I Z AT I O N

As intended, the expansion in insurance coverage  
appears to be responsible for the statistically  
significant increase in access to health care services 
between 2006 and 2010. Data from the Massachusetts 
Health Reform Survey indicate that access to care 
indeed improved among non-elderly adults in MA 
after the implementation of Chapter 58 (Blue Cross 
Blue Shield of MA Foundation, 2011). 

Using identification of a usual source of health care 
as well as preventive and dental care visits over the 
past year as indicators, the data suggest that access  
to care increased among non-elderly adults between 
2006 and 2010. All three of these indicators rose 
after Chapter 58 was implemented in MA, with  
over 90% of MA residents reporting having a 
personal health care provider in 2010 vs. 86%  
pre-reform 
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FIGURE 4. TRENDS IN USUAL SOURCE
OF CARE AND DOCTOR VISITS IN MA FOR
NON-ELDERLY ADULTS, 2006 & 2010

FIGURE 5. NON-ELDERLY ADULTS WITH
A DOCTOR VISIT IN THE PAST 12 MONTHS BY
INSURANCE STATUS IN MA  
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45%
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72.9%

54% 52%

90.4%

Source: Massachusetts Health Reform Survey, 2006–2010. 
Percentage changes between 2006 and 2010 are  
statistically signi�cant.

Source: Center for Health Information and Analysis, 2012, 
retrieved from http://www.mass.gov/chia/docs/r/pubs/13/
mhis-2011-detailed-tables-2-17-12.xlsx

It can be extrapolated that the expansion in insurance
coverage is likely responsible for the increase in
health care access; furthermore, with an increase in
health care access, outpatient health care utilization
increased, as well. Figure 5 indicates that insured
non-elderly adults were significantly more likely
than those who remained uninsured to have had
any doctor visit in the previous 12 months, 86%
vs. 52% in 2011 (Center for Health Information  
and Analysis, 2013).

There was a striking difference in preventive visits
between insured and uninsured residents as well: 74%
of those insured reported having had a preventive
visit in the previous 12 months, nearly double the
37% of uninsured who received preventive care 
(Center for Health Information and Analysis, 2013). 







UNIVERSAL  HEALTH INSURANCE ACCESS  EFFORTS  IN  MA:  A Literature Review 19

Health Resources in Action

HIV
Prior to the implementation of Chapter 58, treatment
of HIV infection and transmission prevention were
significantly more successful in MA compared to
the U.S. as a whole. Over 91% of those who needed
medications received them versus a national average of
36%. Following the year that Chapter 58 was passed,
new HIV diagnoses in MA fell by 25% between 2006
and 2009, as shown in Figure 8, while the national
rate of HIV diagnosis rose by 2%. This suggests that
access to insurance may well have played a role  
(Auerbach, 2013; Center for Health Law and Policy 
Innovation of Harvard Law School, 2012). Another
factor that may have contributed to the decline
of new HIV infections is the policy instituted in
2001 to expand eligibility for Medicaid coverage to
low-income HIV-positive individuals in the state
(Greenwald, 2011).

Access to anti-retroviral therapy (ART), previously
trending upward, continued to steadily increase
after the implementation of Chapter 58 in MA. In
2006, while 90% of HIV patients in MA accessed
ART, that percentage rose to 97% by 2010 (Cranston, 
2012). Given the increased access to ART, the
percentage of patients with suppressed viral loads
(<400) increased from 65% in 2006 to 71% in 2008 
(Cranston, 2012). In terms of survival, between
2002 and 2008, AIDS mortality in MA dropped by
44% (vs. 33% decrease U.S.). Importantly, Medicaid
spending on inpatient hospitalizations for people
with HIV decreased in MA from 2006-2009  
(Center for Health Law and Policy Innovation of 
Harvard Law School, 2012).

Note: Number of diagnoses re�ects year of diagnosis for HIV infection among all individuals reported with  
HIV infection, with or without an AIDS diagnosis.

Source: MDPH HIV/AIDS Surveillance Program, 2012

FIGURE 8: TRENDS IN HIV DIAGNOSES AND MORTALITY IN MA,
1999–2009
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TABLE 2: NUMBER OF OUTPATIENT ED VISITS IN MASSACHUSETTS, FISCAL YEAR (FY) 2006  
AND FY2010

TABLE 3: AVERAGE COST PER OUTPATIENT ED VISIT IN MASSACHUSETTS, FY2006 AND FY2010

Total ED Visits

Preventable/Avoidable ED Visits

Average Cost per Outpatient ED Visit (all)

Average Cost per Preventable/Avoidable ED Visit 

2006

2,265,064

1,108,002

2010

2,401,315

1,178,068

2006

$403

$372

% Increase

6.0%

6.3%

2010

$515

$474

Change in Annual 
Growth Rate 

-0.3%

-0.6% 

% Change 

27.9%

27.4%

Source: MA Health Care Cost Trends: Ef�ciency of Emergency Department Utilization in MA, August 2012
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FIGURE 10. TOTAL NUMBER OF  
HOSPITALIZATIONS IN MA, 2006-2009 
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Source: Massachusetts Center for Health Information 
and Analysis, Hospital Utilization Database, 2005-2009. 
Rates calculated by the Massachusetts Department of 
Public Health MassCHIP program, http://www.mass.gov/
dph/masschip

FIGURE 11: PREVENTABLE HOSPITALIZATIONS 
IN MA, 2008-2010
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G .  H O S P I TA L I Z AT I O N S  A N D  
P R E V E N TA B L E  A D M I S S I O N S

In general, hospital admissions have remained virtually
unchanged in the years since health care reform was
enacted, with increases of merely 1%. Preventable
hospitalizations have shown an overall decrease, after
adjusting for risk (see Figures 10 and 11).

Looking at selected conditions for which
hospitalizations could be avoided, there is some
discrepancy depending on the health issue. Bacterial
pneumonia, a common cause of hospital admissions,
saw a decrease of 9% from 2006 to 2009, while
asthma admissions rose by 12% (Figure 12). 

Assessing the impact of Chapter 58 on hospital
readmission rates is not possible at this time. Publicly
available data includes only the Medicare population.

Notes: Risk-adjusted rate per 100,000 persons. Years 
shown are �scal years. Analysis and methodology by  
the Massachusetts Center for Health Information and 
Analysis (CHIA). 

Source: Massachusetts Health Care Cost Trends  
Preventable Hospitalizations, August 2012, Appendix A. 
Accessed online November 2013 http://www.mass.gov/
chia/docs/cost-trend-docs/cost-trends-docs-2012/ 
preventable-hospitalizations-appendix-a.xls
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FIGURE 12. SELECTED PREVENTABLE HOSPITAL ADMISSIONS IN MA, 2005-2009
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Source: Massachusetts Center for Health Information and Analysis, Hospital Utilization Database, 2005-2009. 
Rates calculated by the Massachusetts Department of Public Health MassCHIP program, http://www.mass.gov/
dph/masschip 

H :  M O R TA L I T Y  A N D  A M E N A B L E  
M O R TA L I T Y  R AT E S

Amenable mortality rates measure deaths that could
have been prevented in the presence of quality,
timely health care se o
(Nolte & McKee, 2012). Rates in MA have likewise
been declining, with a 29% decline between 2000
and 2010.

H
this area. Informants agree that the underlying
assumption is that access to care improves health,
but it is unclear at this point whether that translates
into lower morbidity, mortality, and/or amenable
mortality rates. In MA, the numbers are too small
and the time period too short to detect any impact
on this outcome (see Figure 13).

1,041

9,47o2nr/T1_oTb0 112-23(,re0.67 1
/T1-2868 9.298 lTd
[(H)[10(000)])277
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I .  S C R E E N I N G  A N D  
P R E V E N T I V E  C A R E

Data were available on the following recommended
preventive care and screening procedures: annual
influenza vaccinations; breast cancer screening;
colon cancer screening; and testing of prostate
specific antigen (PSA) to screen for prostate cancer.
Further exploration of preventive care measures  
was executed during the qualitative research phase  
of this work.

BRFSS data reveal that the proportion of the non-
elderly adult population who reported receiving  
influenza vaccinations within the past year, one  
measure of preventive care, increased significantly 
from 43% pre-reform to 46% in the year following 
Chapter 58 implementation (p<.05).

In terms of cancer prevention, there was a statistically 
significant rise in screenings for colon cancer 
(Figure 9). The percentage of adults under age  

65 who reported receiving a colonoscopy or
sigmoidoscopy in the previous five years increased
from 55% to 63% one year post-Chapter 58.
While there is an ongoing clinical debate about the
guidelines for using laboratory testing of PSA to
screen for prostate cancer, PSA testing rose from
54% to 57% one year after Chapter 58. This finding
was not statistically significant.

Reports of utilization of mammography for breast
cancer screening within the past one or two years
remained stable immediately post-Chapter 58  
(Figure 10). The proportion of women diagnosed
with stage 1 breast cancer remained level after health
care reform, as well (Keating, Kouri, He, West, & 
Winer, 2013). No geographic or regional trends
in mammography rates have been detected since
Chapter 58’s implementation. Researchers hypothesize
that the stability of these rates may be partially
attributable to the relatively high pre-reform
mammography penetration (Keating et al., 2013). 

Source: Massachusetts Department of Public Health. A Decade of Mortality 2000-2009, and Massachusetts Deaths 2010.
Note: These data have not yet been approved or released.

FIGURE 13: MORTALITY AMENABLE TO HEALTHCARE IN MA, 
2006-2010 BY RACE AND ETHNICITY
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Source: Land, et al. 2010

FIGURE 16: SMOKING TRENDS AMONG NON-ELDERLY ADULTS IN MA, 
1998-2008
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J .  S M O K I N G  C E S SAT I O N

Chapter 58 mandated coverage of all FDA-approved
tobacco cessation pharmacotherapies and behavioral
counseling for the MA Medicaid population.
The institution of this benefit in 2006 contributed
to a 26% drop in smoking prevalence among
MassHealth (Medicaid) members — the sharpest
drop in tobacco use in many years. Smoking
prevalence among the uninsured changed very little
after July 2006, but the MassHealth population
saw a sharp and significant decrease from 38%
pre-benefit to 28% just 2.5 years post-Chapter 58 
(Figure 16) (Land et al., 2010).

This decrease in prevalence began the month the
MassHealth benefit was implemented. Medicaid
smokers were much more likely to have had
tobacco cessation medications prescribed (82%)
than those who were privately insured (64%) and
had a significantly higher utilization of these
medications (33% among MassHealth smokers vs. 

24% among privately insured smokers) (Of�ce of 
Surveillance, Epidemiology, and Laboratory Services, 
2010). Successful quit attempts rose from 6.6% 
(2006) to 19% (2008) among MassHealth smokers 
(Table 4) (Land et al., 2010).

In addition, the decrease in smoking led to another
benefit: a reduction in hospitalizations for
cardiovascular disease (CVD) in this population. A
study in 2010 compared CVD hospital admissions
for those members who used the tobacco cessation
benefit with a comparable group of members who
did not use the benefit. The authors of the study
adjusted for health risks, season, demographics,
statewide influenza rates, and the implementation
of the state’s smoke-free workplace law and found
there was a 46% decrease in the likelihood of
hospitalization for acute myocardial infarction and
a 49% decrease for coronary atherosclerosis (Land  
et al., 2010).
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Source: MDPH, Tobacco Cessation and Prevention  
Program, 2012.

TABLE 4: PREVALENCE AND QUIT  
ATTEMPTS AMONG MEDICAID SMOKERS 
PRE- AND POST-CHAPTER 58

2006

38% 
[vs. 16% of 
total MA  
population]

6.6%

2008

28% 
 
 

18.9%

Smoking Prevalence Among 
Mass Health Members 

 
Successsful Quit Attempts

The program demonstrated economic benefits,
as well. The return on investment (ROI) was
calculated to be $2.12 for each $1 invested in
the benefit (Massachusetts Department of Public 
Health, 2012).
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VI. Impact of Chapter 58 on the Safety Net 

A .  OV E RV I E W

The research strongly asserts that maintaining a
strong safety net system that supports low-income
individuals has been absolutely necessary in the
MA health care reform context. There continues to 
be both need and demand for safety net services.  
As one author put it, “Following reform, the safety 
net’s strength remains a critical part of MA’s efforts 
to provide universal access” (Hall, 2010).

Challenges to upholding the safety net that have
been documented in MA include financing difficulties 
for safety net providers (due in part to inadequate 
levels of subsidized funding via Medicaid payments), 
physician shortages, the effect of the economic 
downturn, and perceptions by lawmakers that  
certain safety net services may no longer be needed. 
The MA experience shows how constant monitoring, 
mid-course adaptations, creative remedies, and  
collaborations have supported success in the health 
care reform context.

MA’s safety net system, as defined for this  
literature review, is comprised of: 

•  Safety net providers, which refers to providers  
at community health centers (CHCs) and  
“safety net hospitals”, which primarily serve low-
income residents; 

•  Health departments and public health programs 
that ensure care for vulnerable populations 
around health issues and needs such as STDs, 
TB, immunizations, smoking cessation, family 
planning, and breast cancer screening; 

•  The Health Safety Net (HSN) fund that  
compensates certain community health centers 
and hospitals for services provided to the  
uninsured and underinsured; and 

•  Medicaid coverage through “MassHealth”.  
(American Public Health Association, 2009; Hall, 
2010; Ku, Jones, Shin, Byrne, & Long, 2011;  
National Association of Public Hospitals and Health 
Systems, 2009)

The literature researching the impact of Chapter 58
on the different areas of MA’s safety net is limited.
Most existing literature in this realm focuses upon
the impact of Chapter 58 on safety net providers and
the HSN, with fewer sources speaking to the impact
on public health programs. Therefore, this review
will primarily focus on those aspects.

B .  I N C R E A S E D  SA F E T Y  
N E T  P R OV I D E R  U T I L I Z AT I O N

Existing literature uses the term “safety net providers”
to indicate CHCs and safety net hospitals (e.g.,
public or charity hospitals) that offer inpatient or
outpatient care (Ku, Jones, Shin, Byrne, et al., 2011; 
National Association of Public Hospitals and Health 
Systems, 2009). The MA experience has shown that 
because there continue to be people who remain 
uninsured, lack adequate coverage, or experience 
other barriers to care under health care reform, safety 
net supports are needed for these individuals and  
the providers who treat them (Raymond, 2011a). 
Even as the number of uninsured people in MA fell, 
the use of MA’s CHCs and safety net hospitals grew 
and the number of patients (both with and without 
insurance) receiving care from safety net providers 
increased substantially (Hall, 2010; Ku, Jones, Shin, 
Byrne, et al., 2011).
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In general, about 67% of safety net patients had 
public insurance coverage and were more likely to
have public insurance rather than private compared
with others in the state. Nine percent were uninsured  
(Ku, Jones, Shin, Byrne, et al., 2011). 

Those that remained uninsured post-Chapter 58 
were more likely to be: 

• Male (63.2%);
• Hispanic (12.6%);
• Non-citizen (6.8%)
•  Low-income (32% earn < 150% of the federal 

poverty level; and 35% earn between 151–299% 
of the federal poverty level); and/or

•  Non-working or working part time. (Auerbach, 
2013; Bigby, 2011)

Patients who used safety net services did not perceive
these facilities as providers of last resort; even
after the passage of Chapter 58, many preferred
and sought out care at these facilities due to
geographical and cultural accessibility, the types of
care and services provided (e.g., translation, social
work, transportation, etc.), as well as their
convenience and affordability (Table 6) (American 
Public Health Association, 2009; Ku, Jones, Shin,  
Byrne, et al., 2011; National Association of Public 
Hospitals and Health Systems, 2009). In addition,
safety net providers were engaged as patient
navigators, as they were primed to help ensure that
low-income individuals newly eligible for insurance
could be enrolled in the right program and have
the ability to retain existing provider relationships
even as they moved between programs (Ku, Jones, 
Shin, Byrne, et al., 2011; Snyder, Dolatshahi, Hess,  
& Kinsler, 2012). 
 

TABLE 6: REASONS CARE SOUGHT FROM SAFETY NET FACILITY IN MA

Reasona

Convenient

Affordable

Availability of services other than medical care

Problem getting an appointment at a non-safety net facility

Staff able to speak patient’s primary language

Safety net-Covered Adults, %b

79.3

73.8

52.0

25.2

8.2

a  Among patients who reported visiting a facility that provides care at low or no cost for those who have low incomes  
or are uninsured

b Aged 18-64 years, with income below 300% of the poverty line (n=309).

Source: Ku et al., 2011
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E .  F I N A N C I A L  I M PAC T  O F  
C H A P T E R  5 8  O N  T H E  SA F E T Y  N E T 
A N D  P R OV I D E R S

Financing the safety net
As previously mentioned, the MA experience shows 
that despite the decline of uninsured patients in public 
programs, patients previously not accessing the system 
disproportionately sought their health care through 
safety net providers primarily because of their  
convenience, affordability, comprehensive nature,  
language services, and availability for appointments.

The combination of the following factors led to the
increased need for subsidies for safety net facilities
even after Chapter 58: 

•  Safety net facilities serve a disproportionate share 
of the remaining uninsured individuals and even 
more of those who receive Medicaid;  

•  Safety net facilities have less ability than others 
to shift costs to private insurance because of the 
populations they serve; and 

•  Revenue from public programs, especially  
Medicaid, remains the dominant source of  
income for safety net facilities, which often pays 
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When Chapter 58 first passed, the cost of reforms
was expected to be about $1.2 billion in fiscal year
(FY) 2007, $1.3 billion in FY 2008, and $1.6 billion
in FY 2009. Predicted increases were primarily
for Commonwealth Care subsidies and Medicaid
provider rate increases, which were expected to
gradually rise. Sources of funding to pay for reforms
included federal safety net revenue and new federal
Medicaid matching funds. Funding to providers
from the UCP/HSN was expected to dwindle by
almost half from $610 million in 2007 to $320
million by 2009 (Ku et al., 2009). Thus, while MA
legislators accurately anticipated that the need for
“free care” (or reimbursements for services provided
to those uninsured and underinsured) would
continue, and thus kept the UCP/HSN in existence,
they funded it at lower levels.

Funding for the MA safety net pool fell 37% from 
2006 to 2009, or 48% relative to medical cost  
inflation (Hall, 2010). However, funding decreases 
alone do not provide a complete picture of how 
Chapter 58 affected this state fund.

It is also important to examine changes in demand.
Although data could not be located from prior
years, the 2011 annual report of the HSN shows
that demand for HSN funding increased by 14%
from 2009 to 2010 and 5% in the following year.
In 2010, demand for HSN funding exceeded
actual payments by $69 million and in 2011 by
$84 million (Figure 17). The shortfall between
demand and payments is distributed among
hospital providers, which means providers are
taking a loss. (Division of Health Care Finance  
and Policy, 2012b)

Payments reflect reimbursements made to providers,
but reimbursement requests could not always be
met due to shortfalls in available funding. Figure 18 
depicts the sharp decrease in total payments (40% from
2007 to 2008) that occurred soon after implementation
of Chapter 58; however, payments remained stable
in the years that followed. In contrast, after an
initial decrease in total service volume (or visits to
providers) of 52% from 2006 until 2008, service
volume increased each of the three subsequent years,
rising by 22% from 2008 to 2011 (Figure 19).  
Notably, from 2010 to 2011, both service volume
and payments for CHCs increased by 20%.

More information needs to be gathered to obtain
a comprehensive and accurate picture of HSN
payments, funding, and demand after Chapter 58.
This will be explored through research for the
qualitative report.

G .  C H A L L E N G E S  TO  T H E  SA F E T Y 
N E T ’ S  C A PAC I T Y

Administrative, billing, and  
infrastructure challenges
Safety net providers and community-based programs
have struggled post-Chapter 58 because many did
not have adequate administrative infrastructure
to handle health insurance expansion (American 
Public Health Association, 2009; Raymond, 2011a).  
Traditionally, these providers served the uninsured,
so they lacked rigorous billing infrastructures, as
well as the technology, staff, and other resources to
engage in billing processes with numerous insurance
plans (American Public Health Association, 2009).  
In addition, confusion about covered benefits and
paperwork requirements for each health plan make
it difficult for these providers to accurately bill for
the services they provide. 
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Provider shortages and barriers to care 
While the literature is not entirely conclusive on the
matter and more research is necessary, several sources
do mention that an insufficient supply of physicians,
particularly in primary care, has been associated with
limitations in access to medical care despite health
care reform (Ku et al., 2009; Ku, Jones, Shin, Byrne,  
et al., 2011; Sack, 2008). One study looking at
MA’s CHCs reported a pre-Chapter 58 shortage of 
qualified and available primary care providers as a 
challenge, with the shortage worsening after Chapter 
58 was implemented (Ku et al., 2009). The 2012 
Massachusetts Medical Society’s (MMS) Physician 
Workforce Study found that the fields of internal 
medicine and family medicine have faced either  
a “critical” or “severe” shortage in the prior seven 
years (Massachusetts Medical Society, 2012).  
Furthermore, MA continues to have one of the
highest rates of residents living in primary care health
professional shortage areas in New England, and
one in five non-elderly adults reported challenges
finding an available physician.

To address this, the Massachusetts League of
Community Health Centers started a special
workforce initiative to support loan repayment
for primary care physicians who would be willing
to practice in local community health centers 
(Ku, Jones, Shin, Byrne, et al., 2011). 

Possible recommendations to address provider 
shortages include: 

•  Promoting financial incentives to recruit and  
retain a robust and diverse primary care  
workforce, including primary care physicians, 
nurse practitioners, and physician assistants;  

•  Supporting expanded roles for non-physician 
health professionals;  

•  Monitoring the ratio of clinicians to enrollees; and 

•  Establishing an ongoing primary care task force 
to monitor progress and prioritize opportunities 
to improve access to primary care. (Boston Public 
Health Commission, 2008; Ku, Jones, Shin, Bruen, 
& Hayes, 2011) 

Interestingly, despite reports by some of the declining
availability of primary care and severe physician
shortages, MA currently has the highest physician-to-
population ratio of any state in both primary care  
and overall. The supply of physicians per capita has 
more than doubled since 1976 (Goodman & Fisher, 
2008; Massachusetts Medical Society, 2012;  
McDonough, 2011).

Other research disagrees with reports that there
are provider shortages and claims that focusing
too narrowly on the physician workforce is both
misleading and could have detrimental effects on
quality of care and health outcomes. Instead,
these studies depict current delivery and payment
systems as problematic and see insufficient evidence
to prove that quality and access to care will increase
through efforts to expand provider supply. They
warn that high costs associated with increasing
physician supply could limit the resources available
for necessary reform efforts without gain. Instead,
the following are recommended: 

•  Do not remove the Medicare cap on funding for 
graduate medical education; 

•  Find the best way of reallocating current medical 
education funding toward programs (e.g., primary 
care residences) that could lead to improved care 
coordination and chronic-disease management; and 

•  Accelerate efforts to reform payment systems so 
they foster integration, coordination, and efficient 
care. (Goodman & Fisher, 2008)
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VII. Impact of Chapter 58 on Public Health Programs 

A .  OV E RV I E W

There is very limited literature available about the
impact of Chapter 58 on public health programs,
both community-based and those run by government
entities; therefore, this will be explored through
research for the subsequent qualitative report.

As previously mentioned, multisectoral involvement
in the planning and implementation of Chapter
58 led to the achievement of near-universal health
insurance coverage and increased health services
access for nearly all demographic groups. This has
been a huge step forward in helping meet the health-
related needs of vulnerable populations, which  
is an important aim of public health programs.

Nonetheless, unanticipated issues arose that adversely
affected public health programs. For example, there
was a widespread misperception that Chapter 58
had addressed all of the health needs of the uninsured
and underinsured by expanding health insurance
coverage (American Public Health Association, 2009). 
This misperception led to decreased funding and
support for clinical public health programs such as
substance abuse treatment, immunization clinics,
and STI services. Also problematic was clients’ lack of
awareness of the continued availability of services
for uninsured individuals via safety net providers
and community health centers (Dennis et al., 2012). 
It should be noted, however, that some reports
attribute cuts to public health programming to
an overall lagging economy, and it is difficult to
disentangle the effects of Chapter 58 versus the
economy upon public health programs (Center for 
Health Law and Economics, 2012).

B .  E CO N O M I C  I M PAC TS

According to a 2009 American Public Health
Association paper, the difficult fiscal climate and
related scrutiny by the MA Legislature led to cuts  
in MA public health programs. From fiscal year 
2009 to 2010, funding for overall public health 
programming decreased by 14%. 

Programs that experienced disproportionate
cuts were those that have important impacts on
primary prevention including:

• Youth violence prevention (-63%);
• Smoking prevention (-61%);
• Family health services (-39%);
• Early intervention services (-40%); and
•  Health promotion and disease prevention 

(-50%). (American Public Health Association, 
2009)

Furthermore, statutory language led to some post-
Chapter 58 public health funding threats. Generally,
public health programs are required by law to serve
mostly uninsured individuals. Thus, public health
programs lost funding as more previously uninsured
individuals became insured but continued to use
community-based public health programs (American  
Public Health Association, 2009).
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4)  Mitigating barriers to family planning  
services, especially contraceptives — Since the 
implementation of Chapter 58, some newly  
insured individuals discovered they now have to 
pay high out-of-pocket costs for services they 
once received for free or at low cost, and, as a  
result, some chose to forgo care. Contraceptive 
pills at a pharmacy range from $20 to $60, while 
the maximum cost at a family planning clinic  
is $20. Costs are most troublesome for women 
near 300% FPL (at the top of eligibility for 
Commonwealth Care plans). Newly insured 
individuals must now take prescriptions to a  
pharmacy to fill and may only refill one month 
at a time (without access to low-cost bulk  
supplies), which is especially problematic for 
clients in rural areas. These barriers can affect  
an individual’s ability to adhere to their chosen 
method of contraception. 
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Care navigation and coordination  
are vital services 
This is particularly true for vulnerable and high-risk
populations; yet, even with health care reform, these
services are not covered by insurance. It is crucial
to realistically anticipate cost shifting and to plan for
effects of the transition to a reimbursement-driven
system. For residents acquiring new health insurance
benefits, time must be allocated for the eligibility
and enrollment processes. Consideration must
be given to extending grant funding for health
services (e.g., Ryan White) until new benefits are
established, as well as to funding mechanisms for
service components that are not reimbursable. 
(Fukuda, 2010)

Financial barriers to obtaining medications 
must be addressed 
Mechanisms are needed to preserve full-pay coverage
for pharmacy needs during the application process
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Collaboration and buy-in
Early collaboration among multiple stakeholders —
including community coalitions, business groups,
health insurance carriers, government agencies, and
provider associations — facilitated the Chapter 58
implementation process (Raymond, 2011a, 2012). 
Cross-sector stakeholders continue to remain involved
in the implementation process by providing feedback,
monitoring the impact of health care reform,
reporting results, and making changes, as needed.
In addition, key partners are part of the regulatory
process through representation on the governing
board of the state health insurance exchange.

E .  S U M M A RY  O F  L E S S O N S  
L E A R N E D 

General
•  Build cross-sector partnerships early in health  

care reform efforts and maintain an ongoing  
advisory body. 

•  Ensure that the voice of public health is included 
from the onset in planning, implementation,  
and monitoring. 

•  Public health leaders must learn to speak the  
language of the insurance world. 

Implementation
• Streamline the benefit enrollment process
• Create a user-friendly enrollment infrastructure

Access to care
•  Even with expanded health insurance coverage, 

there continues to be both need and demand for 
safety net services. 

•  Clinical provider workforce shortages must be 
monitored and measures ready to prevent and 
address them if they arise. Community health 
workers should be trained and deployed to 
supplement the health care workforce.  

•  Access to care does not ensure delivery of  
clinical preventive services. There is still much 
room for improvement in the management of 
chronic diseases, e.g., diabetes care. 

Clinical public health services
•  Identify and implement clinical and  

community prevention opportunities. 

•  Rethink and reprioritize traditional public 
health functions, such as STD and TB clinics. 

•  A geographically specific plan for increasing  
access to primary care providers needs to be 
carefully developed.

Public health services
•  Define and maintain the public health services 

that cannot be shifted to the clinical service 
realm, such as outreach, contact follow-up, 
education and training of providers and the 
general public, and outbreak surveillance.

Data monitoring and tracking
•  Identify important process and outcome data 

points and create systems to collect and track 
this data. 

•  Work towards obtaining and accessing real-
time data. 

•  Create a process for monitoring data trends and 
adjusting strategies as needed.
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Health insurance exchanges
Some keys to success were identified in the analysis 
of the MA insurance exchange:  

•  A successful exchange requires achieving a balance 
between consumer choice and protections and 
making the exchange attractive to insurance  
carriers (Corlette et al., 2011).  

•  Exchanges require authority and flexibility in 
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IX. Identified Gaps in the Literature

LO N G -T E R M  E F F E C TS  O N  H E A LT H 
O U TCO M E S  A N D  U T I L I Z AT I O N

 
While more immediate changes in health care
access behaviors can be monitored, it is difficult to
assess whether there are attendant improvements
in population health. A major limitation in terms
of evaluating the impact and outcomes of Chapter
58 is time. As many risk factors accumulate and
medical conditions develop over decades, it is too
soon to detect many health outcomes. Individual
understanding of new benefits and resultant
behavioral changes in terms of care-seeking require
time to progress, as well. Furthermore, outcome
data are often two or more years behind the current
state due to the time it takes to gather, analyze,
and report the data to the public.

Equally as challenging is the fact that there are
numerous variables that affect health, such as the
social determinants of health; thus, these additional
variables confound the relationship between
expanding insurance access and health services
utilization, and impacting health outcomes. It may
be that health insurance may be necessary but not
sufficient if one hopes to see statistically significant
changes in health outcomes in some areas.

However, with sufficient attention and research,
it may be possible to detect improved health care
outcomes as was seen with the focused research on
the reduction in tobacco use resulting from smoking
cessation coverage. This striking relationship was
only detected because it was the one area where
there was serious research on Medicaid claims data;
the relationship might not have be i .f was seis
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LO C A L  H E A LT H  D E PA R T M E N TS

The impact of Chapter 58 on MA’s local health 
departments has not been documented, including
potential regulatory and/or legislative changes
resulting from health care reform. Additionally,
more information is needed to understand how
the structure of public health agencies changed.

ST R U C T U R E  A N D  F U N D I N G  O F  
T H E  SA F E T Y  N E T

More information is needed about finance and
funding changes for safety net services (e.g.,
more information is needed to understand what
happened to local and state funding for clinical
services or preventive health programs related to
STDs, HIV, TB, reproductive health, etc.),
as well as the HSN. Also, more information
is needed on any regulatory and/or legislative
changes resulting from Chapter 58.

X. Next Steps 

Gaps identified herein will be explored
through further qualitative research,
primarily consisting of stakeholder
interviews. Lessons learned will be
probed and expanded upon. Based on
the combined findings of this literature
review, the remaining quantitative
research, and the pending qualitative
research, a case study of the lessons
learned from MA’s health reform
experience through Chapter 58 will
be developed and disseminated.
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XII. Appendix: Literature Review Search Terms

DATABASE SEARCH TERMS FOR  
PUBLISHED LITERATURE  
( INDIVIDUALLY OR IN COMBINATION):

1. Massachusetts health reform
2. Massachusetts health reform, overview
3. Massachusetts health reform, access
4. Massachusetts health reform, coverage
5. Massachusetts health reform, affordability
6.  Massachusetts health reform, Affordable care  

act, similarities
7.  Massachusetts health reform, Affordable care  

act, differences
8.  Massachusetts health reform, affordable care  

act, overlaps
9. Massachusetts health reform, lessons 
10. Massachusetts health reform, lessons learned
11. Affordable care act, overview
12. Affordable care act, access 
13. Affordable care act, coverage
14. Massachusetts health reform, mortality rate
15. Massachusetts health reform, amenable mortality
16. Massachusetts health reform, cost-containment
17. Massachusetts health reform, chapter 224
18. Massachusetts health reform, BRFSS
19. Massachusetts health reform, mammography
20. Massachusetts health reform, colonoscopy
21. Massachusetts health reform, prostate
22. Massachusetts health reform, HIV test 
23. Massachusetts health reform, cervical cancer 
24. Massachusetts health reform, asthma
25. Massachusetts health reform, diabetes 
26. Massachusetts health reform, cholesterol screening
27. Massachusetts health reform, cholesterol check
28. Massachusetts health reform, physical health
29. Massachusetts health reform, mental health
30.  Massachusetts health reform, emergency,  

utilization
31. Massachusetts health reform, flu vaccine
32. Massachusetts health reform, shingles
33. Massachusetts health reform, herpes zoster

34. Massachusetts health reform, immunizations
35. Massachusetts health reform, preventive visit
36. Massachusetts health reform, tobacco usage
37. Massachusetts health reform, tobacco
38. Massachusetts health reform, hospital readmission
39. Massachusetts health reform, re-hospitalization
40. Massachusetts health reform, syphilis
41. Massachusetts health reform, gonorrhea
42. Massachusetts health reform, chlamydia
43. Massachusetts health reform, HIV
44.  Massachusetts health reform, sexually  

transmitted infections
45.  Massachusetts health reform, sexually  

transmitted diseases
46. Massachusetts health reform, tuberculosis 
47.  Massachusetts health reform survey and each 

health issue listed above
48. Massachusetts health reform, safety net 
49.  Massachusetts health reform, safety net  

service providers
50.  Massachusetts health reform, community  

health centers
51.  Massachusetts health reform, local health  

departments
52.  Health reform, impact, community  

health centers
53. Health reform, impact, local health departments 
54. Health reform, challenges, CHCs
55. Health reform, challenges, LHDs 
56. Massachusetts health reform, PCP, shortages
57.  Massachusetts health reform, primary  

care physicians
58.  Massachusetts health reform, primary  

care providers
59.  Massachusetts health reform, public  

health systems 
60. Massachusetts health reform, health systems
61. Massachusetts health reform, outcomes
62. Massachusetts health reform, chapter 58




