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Background: Patients have varying levels of chronic conditions and health insurance patterns as they
become Medicare age-eligible. Understanding these dynamics will inform policies and reforms that
direct capacity and resources for primary care clinics to care for these aging patients. This study 1)
determined changes in chronic condition rates following Medicare age eligibility among patients with
different insurance patterns and 2) estimated the number of chronically ill patients who remain inad-
equately insured post-Medicare eligibility among patients receiving care in community health centers.

Method: We used retrospective electronic health record data from 45,527 patients aged 62 to 68 from
990 community health centers in 25 states in 2014 to 2019. Insurance patterns (continuously insured,
continuously uninsured, uninsured/discontinuously insured who gained insurance after age 65, lost in-
surance after age 65, discontinuously insured) and diagnosis of chronic conditions were defined at each
visit pre- and post-Medicare eligibility. Difference-in-differences Poisson GEE models estimated changes
of chronic condition rates by insurance groups pre- to post-Medicare age eligibility.

Results: Post-Medicare eligibility, 72% patients were continuously insured, 14% gained insurance;
and 14% were uninsured or discontinuously insured. The prevalence of multimorbidity (≥2 chronic
conditions) was 77%. Those who gained insurance had a significantly larger increase in the rate of
documented chronic conditions from pre- to post-Medicare (DID: 1.06, 95%CI:1.05–1.07) compared
with the continuously insured group.

Conclusions: Post-Medicare age eligibility, a significant proportion of patients were diagnosed with
new conditions leading to high burden of disease. One in 4 older adults continue to have inadequate
health care coverage in their older age. ( J Am Board Fam Med 2023;00:000–000.)
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Health Services Accessibility, Medically Uninsured, Medicare, Multimorbidity, Retrospective Studies

Introduction
With aging, the incidence of chronic health prob-
lems increases and the need for continuous and
comprehensive health care access becomes crucial.

The prevalence of chronic health conditions
increases significantly starting in midlife.1 In the
United States, half of adults aged 55 to 64 have high
cholesterol and/or hypertension. Importantly, the
top 5 leading causes of death among older adults
(≥65) are preventable chronic diseases that
developed earlier in life.2 Accurate and timely
diagnosis are critical to ensure adequate treat-
ment and management of chronic diseases. Yet,
many Americans face barriers in accessing
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continuous care, and live with undetected and
unmanaged conditions.

Access to health insurance, a basic need, is inequit-
ably distributed among the United States population
and is a contributor to poor chronic disease manage-
ment. Many studies have shown that lacking insur-
ance, experiencing insurance coverage gaps, or being
underinsured is associated with limited access to care,
unmet health care needs, difficulty accessing medica-
tions, and forgoing care, which ultimately lead to
poor health outcomes.3–14 There is a bidirectional
relationship between having health insurance and
chronic disease detection and management. On the
one hand, those with health insurance are more likely
to have chronic illnesses detected and receive treat-
ments than those without.15–18 For instance, evidence
shows that gaining insurance is associated with
increased receipt of preventive services and access to
primary care visits, which can lead to diagnosis of a
previously undetected conditions.15,19–26 On the
other hand, those with chronic illnesses may be more
motivated to obtain or continue to have health insur-
ance to manage their existing conditions.

Lack of health insurance coverage is particularly
concerning among individuals in midlife, when
chronic conditions become more prevalent. Individuals
in midlife without health insurance are more
likely to have rapid disease progression and are at
increased risk for premature mortality.27,28 Inadequately
insured people are also more likely to have lived in
poverty and be from underrepresented racial and eth-
nic minority groups.11,13 A recent study showed that,
among economically and socially marginalized
patients with multiple chronic conditions, more
than 48% experience health insurance instabil-
ity, including 13% without continuous health
insurance coverage.29

Understanding how patients with lower socioe-
conomic resources who have multiple chronic con-
ditions age into Medicare is important to inform
Medicare coverage policies. In addition, this knowl-
edge can assist health care systems, especially from
safety-net clinics, determine the capacity and
resources needed to serve aging patients with
complex health needs. Community health centers
(CHCs), a large component of the US safety-net
system, serve 29 million patients nation-wide
and provide health care to medically-underserved
populations, regardless of health insurance cover-
age, documentation status, or ability to pay.30

Although CHCs provide excellent quality of care

for their patients, patients experience higher rates
of social risk and poorer health outcomes com-
pared with patients who seek care outside of the
safety-net.30,31 Assessing changes in chronic dis-
ease burden among CHC patients aged 65 and
older as they transition into Medicare or remain
un- or underinsured is important for CHC lead-
ers and providers to inform their geriatric care
programs.32 Although Medicare is the govern-
ment insurance program for older adults, some
people aged 65 and older may not have coverage
due to eligibility criteria or cost. Typically, peo-
ple aged 65 and older who are citizens or perma-
nent residents of the United States and are
eligible for Social Security benefits or Railroad
Retirement Board benefits can receive Medicare
coverage.33 Spouses of eligible individuals can
also receive Medicare coverage. Medicare part A
(hospital insurance) has no premium whereas
Medicare part B (medical insurance) and part D
(prescription drug coverage) incur premiums.
Those not eligible for Medicare can enroll in
other private insurance plans, such as individual
marketplace plans. Similar to Medicare Part B
and D coverage, these private plans incur premi-
ums, deductibles, and copayments that could be a
significant barrier for patients receiving care in
CHCs, who often have lower socioeconomic
resources. Although there are additional pro-
grams that can assist low-income patients with
these cost-sharing obligations, they vary by state
and require other eligibility criteria which may
not ensure continuous coverage.

To our knowledge, no previous study has exam-
ined the chronic health burden among older adult
patients receiving care in CHCs who transitioned
into Medicare coverage or who remain un- or
underinsured after the age of 65. Therefore, the
purpose of this study was to use longitudinal data to
1) determine changes in rates of chronic conditions
and multimorbidity status following Medicare age
eligibility among patients with different insurance
patterns and 2) estimate the number of chronically
ill patients who remain inadequately insured post-
Medicare age eligibility.

Methods
The study protocol was approved by the univer-
sity’s Institutional Review Board (IRB ID#
STUDY00020124).
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Data Source

Electronic health record (EHR) data were obtained
from the Accelerating Data Value Across a
National Community Health Center Network
(ADVANCE) multi-state clinical research net-
work (CRN) of PCORNnet.34 ADVANCE repre-
sents a unique ‘community laboratory’ of clinical
data for research with underrepresented populations
receiving care in CHCs (http://advancecollaborative.
org). The ADVANCE patient population has been
found to be representative of the overall CHC popu-
lation in the US.30,34 OCHIN (not an acronym) cre-
ated and leads the ADVANCE CRN, 1 of 11
original CRNs in PCORNet funded by PCORI. The
ADVANCE centralized Research Data Warehouse
(RDW) merges data from several CHC networks
including OCHIN, Health Choice Network, and
Fenway. To date, ADVANCE includes ≥2000 clinics
and ≥8 million patients across the United States. The
ADVANCE RDW is an expansion of the PCORnet
Common Data Model (CDM), containing all tables

and fields defined for the PCORnet CDM, plus addi-
tional ones that support health equity research.35 The
RDW contains some elements that define PHI under
HIPAA, including encounter dates and date of birth.
Analytic data are deidentified before being shared
with researchers to ensure that no patients are individ-
ually identifiable.

Study Cohort

We assessed data from 45,527 older patients in 990
clinics that were active throughout the study pe-
riod, 2014 to 2019, operated by 141 health systems
in 25 states. Because the aim of this study was to
assess the chronic health conditions among patients
who reach Medicare age eligibility, patient age was
restricted to 62 to 68 years in the study period (3
years pre- and post-Medicare age eligibility, n ¼
291,926). Patients included in the analysis had at
least 1 ambulatory visit before and after Medicare
age eligibility and had insurance type recorded at
each visit (n ¼ 60,835). Patients with Medicare

Figure 1. Longitudinal insurance patterns from pre- to post-Medicare age eligibility among 45,527 patients from

community health centers.
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before age 65 were excluded (excluding n ¼
15,308) as they are medically different from
patients who gain Medicare eligibility postage 65.
This resulted in a final analytic sample of 45,527
patients.

Dependent Variable

Twenty-two chronic conditions were chosen from
the recommended list by the US Department of
Health and Human Services Multiple Chronic

Conditions framework for operationalizing multi-
morbidity36,37: anxiety, arthritis, asthma, autism,
cancer, cardiac arrhythmia, chronic kidney disease
(CKD), chronic obstructive pulmonary disease
(COPD), congestive heart failure, coronary artery
disease, dementia, depression, diabetes, hepatitis,
human immunodeficiency virus (HIV), hyperlip-
idemia, hypertension, osteoporosis, post-traumatic
stress disorder (PTSD), schizophrenia, substance use
disorder, and stroke. Chronic conditions were

Table 1. Characteristics of Patients by Longitudinal Insurance Patterns, 990 Community Health Centers

Overall
(n = 45,527)

Continuously
Insured

(n = 32,722)

Continuously
Uninsured
(n = 3,117)

Discontinuously
Insured

(n = 2,246)

Gained
Insurance
(n = 6,374)

Lost Insurance
(n = 1,068)

Sex, n (%)
Woman 26,168 (57.5) 18,758 (57.3) 1,782 (57.2) 1,257 (56.0) 3,786 (59.4) 585 (54.8)
Man 19,359 (42.5) 13,964 (42.7) 1,335 (42.8) 989 (44.0) 2,588 (40.6) 483 (45.2)

Race and ethnicity, n (%)
Hispanic 14,438 (31.7) 9,658 (29.5) 1,608 (51.6) 760 (33.8) 2,024 (31.8) 388 (36.3)
Non-Hispanic Black 7,242 (15.9) 4,787 (14.6) 505 (16.2) 452 (20.1) 1,314 (20.6) 184 (17.2)
Non-Hispanic White 18,531 (40.7) 14,204 (43.4) 729 (23.4) 792 (35.3) 2,463 (38.6) 343 (32.1)
Other 2,809 (6.2) 2,199 (6.7) 130 (4.2) 137 (6.1) 274 (4.3) 69 (6.5)
Unknown 2,507 (5.5) 1,874 (5.7) 145 (4.7) 105 (4.7) 299 (4.7) 84 (7.9)

Federal poverty level, n (%)
Some or all ≥138% 12,851 (28.2) 9,374 (28.6) 549 (17.6) 601 (26.8) 2,044 (32.1) 283 (26.5)
Never Documented 6,502 (14.3) 5,620 (17.2) 274 (8.8) 174 (7.7) 362 (5.7) 72 (6.7)
All <138% 26,174 (57.5) 17,728 (54.2) 2,294 (73.6) 1,471 (65.5) 3,968 (62.3) 713 (66.8)

Geographic location, n (%)
Rural 4,843 (10.6) 3,823 (11.7) 152 (4.9) 176 (7.8) 628 (9.9) 64 (6.0)
Unknown 2,693 (5.9) 2,063 (6.3) 178 (5.7) 131 (5.8) 238 (3.7) 83 (7.8)
Urban 37,991 (83.4) 26,836 (82.0) 2,787 (89.4) 1,939 (86.3) 5,508 (86.4) 921 (86.2)

# Visits pre-period, mean
(SD)

3.50 (3.96) 3.89 (4.36) 2.36 (2.70) 4.54 (3.83) 2.36 (2.37) 2.14 (2.86)

% Preventive visit 4.4 4.6 4.1 3.7 3.4 2.4
% Mental health visit 4.4 3.9 2.3 8.6 5.9 6.2
% Medicare wellness 0 0 0 0 0 0
% Other ambulatory
visits

91.2 91.5 93.6 87.7 90.6 89.4

# Visits post-period, mean
(SD)

9.03 (14.27) 9.18 (12.86) 6.52 (23.47) 10.47 (21.13) 8.50 (9.11) 4.93 (10.70)

% Preventive visit 2.7 2.5 3.4 4.2 2.5 4.4
% Mental health visit 0.7 3.4 1.7 5.1 5.8 9.5
% Medicare wellness 3.7 0.8 0.5 0.0 0.5 0.1
% Other ambulatory
visits

92.9 93.3 94.5 90.7 91.2 88.0

≥2 Chronic conditions,
n (%)

At Pre-period 35,118 (77.1) 25,944 (79.3) 2,053 (65.9) 1,679 (74.8) 4,716 (74.0) 726 (68.0)
At Post-period 39,077 (85.8) 28,543 (87.2) 2,350 (75.4) 1,920 (85.5) 5,474 (85.9) 790 (74.0)

Abbreviation: SD, Standard deviation.
Note: Sample included patient aged 62–68 years with at least one visit before and after Medicare age eligibility and insurance type
recorded for every visit.
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ascertained from EHR problem lists.38 The number
of chronic conditions were calculated for both pre-
and post-Medicare age eligibility periods. Chronic
condition burden was categorized for descriptive pur-
poses as no multimorbidity: 0 to 1 conditions, low
multimorbidity: 2 to 4 chronic conditions, and high
multimorbidity: ≥5 conditions.

Independent Variables

Longitudinal insurance patterns were defined as
the change or consistency of insurance in pre-
and post-Medicare age eligibility periods and
consisted of 5 mutually-exclusive categories: con-
tinuously insured throughout the study period
(≥75% insured visits pre- and postperiods), con-
tinuously uninsured (≥75% uninsured visits pre-
and postperiods), gained insurance after age 65
(uninsured or discontinuously insured pre, ≥75%
visits insured postperiod), lost insurance after

age 65 (≥75% of visits insured pre, ≥75% of vis-
its uninsured postperiod), and discontinuously
insured throughout the study period (<75%
insured or uninsured pre and postperiods). We
used the ≥75% cutoff to account for any visits
happening during a transition time between insur-
ance application and coverage. Insurance types
included Medicare, Medicaid, private insurance,
and other public insurance.

Patient-level covariates included sex (female or
male), a combined self-reported race and ethnicity
variable (Non-Hispanic White, Hispanic, Non-
Hispanic Black, Other Race, Unknown), percent of
the federal poverty level (always <138% following
the Medicaid expansion criteria, some or all
visits≥ 138%, never documented), and rurality of
patient’s residence (Urban, Rural, Unknown).

Visit-related indicators were determined using
Current Procedural Terminology codes and organized

Figure 2. Multimorbidity patterns from pre- to post-Medicare age eligibility among 45,527 patients from com-

munity health centers.

Note: No multimorbidity: 0-1 conditions, low multimorbidity: 2-4 chronic conditions, and high multimorbidity: ≥ 5
conditions.
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by types of ambulatory care visits: preventive visits,
mental health visits, Medicare wellness visits, and
other ambulatory visits.

Statistical Analysis

We summarized patient characteristics overall, and
by longitudinal insurance groups with counts and
percentages. We calculated unadjusted visit type rates
per 100 visits for pre- and post-Medicare age eligibil-
ity periods by longitudinal insurance groups. We
used difference-in-differences (DID) Poisson gener-
alized estimating equation (GEE) models with an
exchangeable correlation structure to account for
clustering of patients within primary care clinics and
estimate differences in the change of chronic condi-
tion rates by insurance groups from pre- to post-
Medicare age eligibility. All models included an indi-
cator for pre- versus post-Medicare age eligibility, in-
surance group indicators and their interactions. In
addition, all models accounted for covariates listed
above. Type 1 error was set to 0.05. Analyses were
performed using R version 4.0.1.

Results
In the pre-Medicare age eligibility period, the preva-
lence of ≥1 chronic condition in our cohort was 92%
(n ¼ 41,710); 77% had ≥2 chronic conditions. The

prevalence of ≥2 chronic conditions was highest
among those who were continuously insured (79%)
compared with continuously uninsured (66%) and
discontinuously insured (75%) in the preperiod.

Out of 45,527 patients in our cohort, 72% were
continuously insured, 14% gained insurance, 5%
were discontinuously insured, 2% lost insurance, and
7% were continuously uninsured. Figure 1 shows in-
surance pattern changes from the pre- to post-
Medicare age eligibility periods. Nearly 50% (D
path in Figure 1) and 78% (F path in Figure 1) of
those who were uninsured or discontinuously
insured respectively in the preperiod, gained insur-
ance post-Medicare age eligibility. Among those
insured in the pre-Medicare age eligibility period,
5% lost stable insurance (B, H paths in Figure 1).
Post-Medicare age eligibility, 14% of patients were
either uninsured or discontinuously insured. Few
patient characteristics were associated with longitudi-
nal insurance patterns. Patients with Hispanic ethnic-
ity were more likely to be continuously uninsured or
lose insurance post-Medicare age eligibility (Table
1). Patients who were continuously uninsured and
those who lost health insurance had fewer visits over
the study periods than the other insurance patterns.

Figure 2 illustrates the multimorbidity burden
change from pre- to postperiod in our cohort.

Figure 3. Multimorbidity patterns from pre- to post-Medicare age eligibility by longitudinal insurance patterns

among 45,527 patients from community health centers.
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Appendix 1 shows the distribution of patients by
number of chronic conditions. The lower numbers
of patients with 0 to 3 chronic conditions in the
postperiod reflects the number of patients diag-
nosed with new conditions and thus, moving into
higher morbidity levels. More than half of the
patients (55%) in our cohort had low levels of mul-
timorbidity (2 to 4 conditions) and 22% had high
multimorbidity burden (≥5 conditions) in the pre-
Medicare age eligibility period. Post-Medicare age
eligibility, the percentage of patients with a high
multimorbidity burden increased from 22% to 33%.
Among the 10,409 patients with no multimorbidity
in the preperiod, 35% moved to low multimorbidity
after reaching Medicare age eligibility.

Figure 3 displays multimorbidity burden rates by
insurance patterns. Overall, multimorbidity burden
increased post-Medicare age eligibility in all

insurance groups. The proportion of patients with
high multimorbidity burden (≥5 conditions) was
highest among patients who were continuously
insured (35%). More than half of the patients
(52%) who were continuously uninsured had low
levels of multimorbidity (2 to 4 conditions) in the
pre-Medicare age eligibility period. Post-Medicare
age eligibility, the percentage of patients who
gained insurance and had high multimorbidity
burden increased from 17% to 29% percent.
Results from GEE regression modeling suggest
the adjusted rates of chronic conditions increased
for all insurance groups (Figure 4) after reaching
Medicare age eligibility. Those who gained insur-
ance had the largest increase in the rate of chronic
conditions. As seen in Table 2, compared with
those who were continuously insured, those who
gained insurance had a greater increase in chronic

Figure 4. Change in rates of chronic conditions per patient from pre- to post-Medicare age eligibility by insur-

ance patterns among 45,527 patients from community health centers.

Note: Rates per time period were estimated using a Poisson GEE model with an exchangeable correlation structure 
clustered on primary clinic adjusted for sex, race and ethnicity, federal poverty level, and geographic location. Error 
bars represent 95% confidence intervals.
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condition rates from pre- to postperiod (DID:1.06,
95%CI:1.05–1.07). Those who lost insurance had a
smaller increase in chronic condition rates between
pre- and post-Medicare age eligibility compared
with those continuously insured (DID:0.93, 95%
CI:0.91–0.94).

Discussion
The vast majority of older adults receiving care in
CHCs have at least 1 chronic condition and 77% had
2 or more. After reaching Medicare age eligibility, a
sizeable percentage of patients had high multimorbid-
ity burden documented in the EHR, increasing by
48%. Previous studies demonstrate that the most
common patterns of multimorbidity in this popula-
tion include metabolic and cardiovascular diseases
(eg, diabetes, hypertension, and hyperlipidemia);29

conditions requiring daily management and frequent
monitoring to reduce the risk of complications. Our
results showed increases in the number of overall vis-
its post-Medicare age eligibility for all insurance
groups, yet preventive visits declined for most groups.
This decline may be attributed to changes in coverage

for some preventive services or incomplete reporting.
For example, some preventive care services for
patients aged 65 and older (CPT 99381 to 99387) are
not covered by Medicare and would incur out-of-
pocket expenditures for patients.39 In addition, only a
limited number of immunizations delivered by a phy-
sician can be reimbursed by Medicare. Moreover,
some preventive services may have been delivered
through Medicare Annual Wellness Visits and not
recorded with preventive service CPT codes. Future
research is needed to understand what types of visits
are increasing (eg, to address more acute problems),
which preventive services may be missed, and what
strategies could be developed to promote access to
preventive care (eg, outreach, mobile clinics, availabil-
ity of telehealth).

Our findings also showed that gaining insurance
was associated with an increased rate of chronic
condition diagnoses. This finding suggests that
patients likely lived with the (undetected) condi-
tions before Medicare eligibility and were diag-
nosed after age 65. Undetected conditions can be
associated with higher risk for avoidable complica-
tions, later stage diagnosis, and poorer health out-
comes which can lead to increased care needs,
avoidable hospitalizations, and burdensome treat-
ment costs.40 Though this increase in conditions is
relatively small, the rate of chronic conditions for
this subgroup who gained insurance is similar to
that of the highest multimorbidity-burdened group
observed in the Health and Retirement Study.41

Previous studies have demonstrated increases in
chronic condition diagnoses after patients gain
Medicaid insurance, especially among socioeconomi-
cally disadvantaged patient populations, stemming
from greater access to and contact with the health
care system.15,26,42 Health care insurance is key to
lessening the financial burden associated with receiv-
ing care. Regular contact with medical providers facil-
itates diagnosis of previously undetected conditions,
access to medications, enables the provision of
chronic disease management and can reduce use
of avoidable health care services.

Yet despite reaching Medicare age eligibility, 28%
of socioeconomically disadvantaged patients had
unstable or no insurance in older age. As noted previ-
ously, barriers to insurance coverage in older age
include Medicare eligibility and out-of-pocket expen-
ditures. Patients who continued to be uninsured or
lost insurance were more likely to be Hispanic.
Previous studies have noted challenges Hispanic

Table 2. Covariate-Adjusted Changes in the Relative

Rate of Chronic Conditions pre- versus post-Medicare

Age Eligibility by Longitudinal Insurance Patterns

Adjusted Rate
Ratio (95% CI)

Time

Pre-period Reference
Post-period 1.20 (1.20,1.21)

Longitudinal Insurance Pattern

Continuously Insured Reference
Continuously Uninsured 0.76 (0.73,0.78)
Discontinuously Insured 0.93 (0.90,0.96)
Gained Insurance 0.88 (0.84,0.88)
Lost Insurance 0.82 (0.79,0.87)

Time and Longitudinal Insurance Pattern
Interaction terms

Post-Period * Continuously Uninsured 0.99 (0.98,1.01)
Post-Period * Discontinuously Insured 1.02 (1.00,1.03)
Post-Period * Gained Insurance 1.06 (1.05,1.07)
Post-Period * Lost Insurance 0.93 (0.91,0.94)

Abbreviation: CI, confidence interval.
Notes: Bolded estimates were significant at P < .05. Adjusted
rates were computed using Poisson GEE models with an
exchangeable correlation structure clustered on primary clinic.
Estimates adjusted for sex, race and ethnicity, federal poverty
level, and geographic location.

8 JABFM Ahead of Print September 2023 http://www.jabfm.org

copyright.
 on 1 M

ay 2025 by guest. P
rotected by

http://w
w

w
.jabfm

.org/
J A

m
 B

oard F
am

 M
ed: first published as 10.3122/jabfm

.2023.230106R
1 on 13 S

eptem
ber 2023. D

ow
nloaded from

 

http://www.jabfm.org/


patients face accessing public insurance programs
(eg, Medicaid, Medicare) which is restricted for some
immigrant populations.43,44 Lack of health insurance
in older age is particularly concerning as burden of
disease, chronic complications, and need for chronic
disease management increases with age. The conse-
quences for inadequate management of chronic
health issues could result in costly hospital stays and
avoidable health care services. Understanding the
barriers to insurance access and, importantly, the
barriers to continuous insurance coverage in this
population are needed to develop strategies, poli-
cies, and programs that keep socioeconomically
disadvantaged older adults out of hospital emer-
gency departments. This is particularly important
for CHCs who care for a large proportion of
uninsured patients. CHCs offer many services
(behavioral health, dental and vision care, phar-
macy services) that could greatly benefit aging
CHC patients with increasing need for these serv-
ices. Supporting the integration of geriatric-
focused care into CHCs may be essential to pre-
venting and treating chronic health problems and
promoting independent living, especially consid-
ering the population of CHC patients aged 65
and older has increased 120% since 2010.30

This study has several limitations. First, this
analysis is contingent on access to clinical services
and does not assess the CHC patient population
who did not have any clinical visits during the study
period. As a result, changes in chronic disease bur-
den and insurance status may be underestimated.
Second, we relied on problem lists for chronic dis-
ease ascertainment in EHR data. Although problem
list completeness is heterogeneous across clinical
practices and health care systems, prior work found
problem lists were adequately complete and prob-
lem list-ascertained diagnoses were highly concord-
ant with encounter-ascertained diagnoses in our
CHC data.45 Specifically, most conditions were
reflected in both data sources (59%), 12% were
only in encounter diagnosis, and 28% were only
recorded on the problem list.45 Our multivariate
analysis adjusted for patient panel differences, yet
unmeasured confounders could affect our results
such as clinic outreach efforts. Finally, we assessed
loss to follow-up after Medicare age eligibility, fol-
lowing established methodology46 and found that
59% of patients aged 62 to 64 years (n ¼ 253,835)
did not have a follow-up visit within 3 years of turn-
ing age 65. The proportion of patients with no

multimorbidity burden was higher among those
lost to follow-up (32%) than among those with fol-
low-up visits (23%). We cannot determine whether
lost to follow-up is attributed to receiving care out-
side of CHCs, not seeking care within a 3-year pe-
riod, or death.

Conclusion
The vast majority of older adults receiving care in
CHCs have multiple chronic conditions. Following
Medicare age eligibility, a significant proportion of
patients were diagnosed with new chronic condi-
tions leading to high burden of disease. More than
half of the patients with inadequate health care cov-
erage before Medicare age eligibility, gained stable
insurance via Medicare. However, more than 1 in 4
older adults receiving care in CHCs continue to
have inadequate health care coverage as they age.
Greater policy efforts targeting access to care and
prevention of chronic diseases are needed to sup-
port this aging population and the clinics that serve
them to promote adequate chronic disease manage-
ment across the lifespan.

This work was conducted with data from the Accelerating
Data Value Across a National Community Health Center
Network (ADVANCE) Clinical Research Network (CRN).
ADVANCE is a CRN in PCORnet®, the National Patient
Centered Clinical Research Network. ADVANCE is led by
OCHIN in partnership with Health Choice Network, Fenway
Health, and Oregon Health & Science University. ADVANCE’s
participation in PCORnet® is funded through the Patient-Centered
Outcomes Research Institute (PCORI), contract number
RI-OCHIN-01-MC.

To see this article online, please go to: http://jabfm.org/content/
00/00/000.full.
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Appendix.

Appendix 1: Distribution of Patients per Number of Chronic Conditions in the Pre- and Post-
Medicare Age Eligibility Periods

Number of Chronic Conditions Pre-Medicare Age Eligibility (n 5 45,527) Post-Medicare Age Eligibility (n 5 45,527)

0 3817 2009
1 6592 4441
2 8775 7339
3 8944 8533
4 7307 8266
5 4707 6126
6 2695 3987
7 1417 2390
8 716 1267
9 339 659
≥10 218 510
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