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Newly Medicare-eligible disabled: comparison of duals and nonduals

Newly Medicare-Eligible Disabled PEeRSIEAR

In 1972, Congress expanded the Medicare program to provide
health care benefits for individuals under age 65 whose disabili-
ties entitle them to Social Security benefits for 24 consecutive
months." The program has grown steadily since its inception;
by 2010, about 8.1 million individuals received health insurance
under this Medicare benefit (Figure 1).”

Low-income disabled Medicare beneficiaries may also receive

full Medicaid benefits or assistance with Medicare premiums and
copayments. The terms “dual-eligible,” “dual beneficiaries,” or
“duals” are commonly applied to those who receive both full Med-
icaid and Medicare benefits, and the same terms inconsistently
include those who receive assistance with Medicare premiums

and copayments but not full Medicaid benefits. Since 1980, the
number of dual beneficiaries has risen dramatically; in 2009, 46.6
percent of disabled Medicare beneficiaries received assistance rang-
ing from premiums to full Medicaid benefits (Figure 2).° This
increase may be due in part to the fact that in 1993, State-based
assistance programs expanded to include broader options such as
financial support for premiums, copayments, and deductibles.

Many studies compare health care usage between those who are
and are not dual-eligible, but only a few focus specifically on those
whose Medicare benefits are due to disability. Findings from this
small body of research consistently reveal that duals use more

health care than those who are similarly disabled but not dual-
eligible.”®

Identifying factors that drive health care usage by dual-eligible
disabled persons is challenging. First, newly disabled and chroni-
cally disabled persons differ in important ways. Second, States
vary with regard to their policies and generosity with Medicaid
benefits, so the barriers associated with becoming dual-eligible
also vary across States.’
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Among disabled individuals in the

first six months of Medicare eligibility,
comorbidities and health care utilization
differ greatly across categories of State
support.

Beneficiaries who qualify for some
assistance but not full Medicaid benefits
are particularly high users of Medicare
services.

The percentage of beneficiaries who
receive any support or full Medicaid
benefits varies widely across States.

AHRQ

Agency for Healthcare Research and Quality
Advancing Excellence in Health Care * www.ahrg.gov



Data Points « # 11« Newly Medicare-Eligible Disabled

Distinguishing the effects of local policies
from the actual characteristics of disabled
persons presents difficulties. Finally,
disabled duals and nonduals make up a
heterogeneous and largely community-
dwelling group. In fact, Foote and Hogan
estimated that from 1994 to 1996, only
eight percent of Medicare beneficiaries
with disabilities lived in institutional
settings,® and a 2003 estimate suggested

a similar rate of 9.4 percent.” These
estimates, however, mask tremendous
variation between disabled persons who
are and are not also eligible for State assis-
tance (including full Medicaid benefits).
The rate of institutional living is a striking
10.9 percent for those who are eligible

for State assistance, compared to only 0.8
percent for those who are not.

This report focuses on the first six months
of Medicare eligibility for persons with
disabilities, examining their demographic
characteristics, prevalence of select
comorbidities, and Medicare service use
and expenditures. We include informa-
tion about Medicare enrollees who are
also Medicaid eligible, beneficiaries who
receive State assistance with their Medi-
care expenditures, and those who receive
no State assistance.

METHODS

We used Medicare enrollment data for the
period 2007 to 2009.

Subjects include newly eligible disabled
Medicare beneficiaries in 2007 and 2008
identified by their Medicare start date
from the Beneficiary Annual Summary
File and Medicare Status Code = 20.

We extracted all Medicare claims for the
initial six months of eligibility for these
individuals.

Figure 1: Medicare enrolled disabled beneficiaries (millions), 1975-2010
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Figure 2: Medicare enrolled disabled beneficiaries with State support for
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We categorized beneficiaries who received any State support into three
groups: Full Duals had full Medicaid coverage including prescription
drugs for the entire six-month period or until their death (State Re-
ported Dual Eligible Status Code 02, 04, or 08 all six months). Partial
Duals received State support for all six months in the form of premium
or copayment assistance (i.e., Specified Low-Income Medicare Benefi-
ciaries [SLMB] or Qualified Medicare Beneficiary [QMB] only, State
Reported Dual Eligible Status Code 01, 03, 05, or 06 all six months)
or a mix of this support and full Medicaid coverage as defined above.
Incomplete Duals received at least one month of some form of State
support (either full Medicaid or SLMB/QMB) but less than six months
of support (at least one month of State Reported Dual Eligible Code
NA and at least one month of State Reported Dual Eligible Status Code
01, 02, 03, 04, 05, 06, or 08). Finally, we classified beneficiaries who
received no State assistance as Nonduals (State Reported Dual Eligible
Status Code NA for all six months).

We used the monthly “State buy-in” variables to identify whether new
beneficiaries had Medicare Part A (hospital and institutional coverage,
1, 3, A, C) and Part B (physician and outpatient services coverage, 2,

3, B, C) for all six months. People without both Parts A and B cover-
age do not have comprehensive care from the Medicare program. In
addition, we had no access to health care usage information for persons
enrolled in Medicare managed care plans (HMO indicator not 0 or 4).'
Typically, people with equal months of Parts A and B coverage with

no managed care enrollment are considered “likely to have complete
claims” and thus are the appropriate focus of a Medicare claims-based
analysis.!" Therefore, we restricted our analysis of health care use and
diagnoses to persons likely to have complete claims. Because differences
in mortality would complicate assessment of utilization, and because
our report specifically examines whether early Medicare experience
differs, we excluded persons who died during their initial six months in
the Medicare program.

Using the Chronic Condition Warehouse algorithms, we estimated

the frequency of six chronic conditions: cancer, Alzheimer’s, chronic
obstructive pulmonary disease (COPD), depression, diabetes, and isch-
emic heart disease.'? Cancer is indicated if one or more of the following
cancers are classified: female breast, colorectal, lung, or prostate. If the
first claim for any of these chronic conditions occurred in the initial six
months of Medicare eligibility, the chronic condition flag is indicated.

We report utilization and reimbursement separately by type of service
and provider. “Acute Inpatient” hospitalizations and days are defined
as hospitalizations in acute care hospitals that do not include services in
a rehabilitation unit. In Acute Inpatient claims, the third digit of the
provider number is 0 or the third and fourth digits are 13.

“Other Inpatient” includes both reha-
bilitation care and long-stay facilities,
including psychiatric hospitals, none of
which are included in the Acute Inpatient
category. “Hospital Outpatient” includes
care provided in hospital outpatient
departments, including emergency, radiol-
ogy, and day surgery. “Skilled Nursing
Facility” (SNF) includes care provided

by such facilities. Likewise, the “Home
Health Care” category includes all care
provided by home health agencies and the
“Hospice” category includes care provided
by Medicare-certified hospices under the
Hospice program.

Utilization of Part B services is defined by
the unique combination of line item claim
procedure code and Berenson-Eggers type
of service (BETOS) for the procedure.’
The Centers for Medicare and Medic-

aid Services developed BETOS codes to
provide clinically meaningful groupings
of procedures for the purpose of analyzing
growth in Medicare expenditures. These
codes are added to each line item during
processing. Evaluation and Management
codes (E&M) are identified by BETOS
codes beginning with M. Procedures are
identified by BETOS codes beginning
with P We classified procedure codes not
beginning with P or M as “Other Part B
Services.”

We calculated average covered days as the
average number of days spent over the ini-
tial six-month period receiving each type
of care, restricted to those beneficiaries re-
ceiving any care of that type. We calculat-
ed Part B events (E&M, procedures, other
Part B services) and Durable Medical
Equipment (DME) events as the number
of distinct dates that services of each type
were received. Average Medicare payment
amount is the average among users of
each type of service and summed across all
use in the initial six-month period.
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RESULTS Table 1: Characteristics of newly Medicare-eligible disabled beneficiaries by

demography, 2007-2008
From 2007 to 2008, 1,351,446 new bene-
ficiaries enrolled in the Medicare program FullDual  PartialDual  Incomplete  Nondual Total
through the disability benefit. More than Dual
40 percent of these new enrollees received Total Beneficiaries (n) 280,715 55,856 217,582 797,295 1,351,448
some form of State support (Table 1). Total Beneficiaries (%) 20.77 413 16.10 59.00 100.00
Across categories of State support, few
beneficiaries were partial dual (QMB/ Gender
SLMB only) for the entire six-month
R Male (%) 17.91 3.53 14.70 63.86 100.00
period (4 percent). Almost 21 percent of
beneficiaries had both full Medicaid and Female (%) 2376 476 17.56 5392 100.00
full Medicare benefits for all six months,
and 16 percent had mixed State support Race
over the same duration. Non-Hispanic White (%) 19.40 451 7.57 68.52 100.00
Black/African American (%) 30.08 6.32 11.30 5230 100.00
Sixteen P?“}"fﬁf °£ 'lle“’lfl’ lzl/ledlcar; cligible Asian/Pacificlslander (%) 3434 233 7.69 5564 10000
persons with disabriity had unequat Hispanic (%) 3018 457 8.87 5638 10000
months of coverage for Part A (hospital-
.. LT American Indian/Alaska 36.31 4.56 991 49.22 100.00
ization and institutional care) and Part Native (%)
B (physician and outpatient care). This
. (p ysielan a . outpatient ca ) Other (%) 12.38 1.47 46.40 39.75 100.00
likely reflects either the challenges of tran-
sitioning into the Medicare program or
in meeting the cost of the Medicare Part Age (years)
for beneficiaries earning less than $80,000 45-54(%) 1868 470 19.59 57.04 100.00
per year).' 55-64(%) 1157 3.47 10.20 74.76 100.00

Females were more likely to receive

some form of State assistance than males
(46 percent vs. 36 percent). Receipt of
State assistance varied widely by race; 31
percent of whites received assistance in
contrast to 48 percent of African Ameri-
cans, 44 percent of Asian/Pacific Island-
ers, 44 percent of Hispanics, 51 percent
of American Indian/Alaska Natives, and
60 percent of those classified as “Other.”
Even within the restricted range exam-
ined, older persons (ages 55-64) were
much less likely to receive State assistance
than younger persons. We found the
highest rate of full dual eligibility among
newly Medicare eligible under age 45 (37
percent) and the lowest rate for those 55-
64 (12 percent).

States vary considerably in terms of the percentage of newly Medicare-
eligible disabled persons who received some form of State assistance in
the first six months; however, geographic patterns were generally similar
between full Medicare/Medicaid assistance and any State assistance

(Figure 3, Figure 4, Appendix A).

The mortality rate in the first six months was similar across the four
analytic groups at between 1.06 percent and 1.69 percent (Table 2).
Managed care enrollment among newly Medicare-eligible disabled
beneficiaries varied by level of State support. While approximately 15
percent of partial and nonduals enrolled in Medicare managed care,
only seven percent of full duals did so.

The prevalence of selected comorbidities differed across groups of dis-
abled (Table 3). Among those likely to have complete claims, depres-
sion and diabetes were the most common comorbidities. We found that
partial duals had the highest prevalence of all conditions except Al-
zheimer’s. Between 31 percent and 52 percent of newly eligible Medi-
care beneficiaries had one of the six included conditions.
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Figure 3: Newly Medicare-eligible who receive full Medicaid benefits
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Figure 4: Newly Medicare-eligible receiving some form of State support
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In general, patterns of health care utili-
zation varied in consistent ways across
beneficiary categories (Table 4). The
most striking patterns were related to

the higher use by partial duals compared
to full duals, nonduals, and incomplete
duals. The partial duals had the highest
rates of hospitalization and use of hospital
outpatient services, home health care, E
& M Part B services, Part B procedures,
DME, and all other Part B services. The
nonduals tended to use the fewest services
across categories, and more than 35 per-
cent of nonduals used no services covered
by Medicare in their first six months in
the program.

Usage rates varied greatly between selected
services, but patterns of use across cat-
egories of beneficiaries varied less. Acute
inpatient stays were of similar length for
all groups except nonduals (range 7.2-7.8
vs. 5.7 days) (Table 5). Other inpatient
stays were of similar length across groups
but SNF stays were considerably lon-

ger for full duals (average 39 days) and
incomplete duals (36.4 days) than for
partial and nonduals (28 and 23.2 days,
respectively). Partial duals had the most
home health care visits (an average 32.3
visits vs. 21.6-24.5 visits). Nonduals had
the fewest E&M visits (6.2) while partial
duals had the most (8.0).

Partial duals were most likely and nondu-
als were least likely to use services, but
average payment per user did not vary as
strongly across categories (Table 6). In
most cases, reimbursements were approxi-
mately equal across beneficiary categories.
Acute inpatient stays are an exception to
this pattern, costing most for incomplete
duals ($14,505) and least for nonduals
($11,450). A second exception was for
SNF stays, for which average payment
ranged from a high of $12,987 for full
duals to a low of $8,926 for nonduals.
These findings are consistent with the
relative lengths of stay reported above.
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DISCUSSION

Our analysis underscores the need for
policy and research to focus beyond dis-
abled Medicare beneficiaries who qualify
for full Medicaid benefits to include those
who receive some assistance (SLMB/
QMB) and those whose assistance status
changes over the first six months of Medi-
care enrollment. These four groups differ
significantly in their demographic and
health care profiles.

It is safe to assume that nearly all full du-
als are already covered by Medicaid when
they become Medicare eligible. Thus,
although this group tends to be very poor,
its members do not enter the Medicare
program after an extended period without
health insurance. In contrast, disabled
persons with no Medicaid benefits during
the Medicare waiting period are often
completely uninsured, and thus may delay
needed care or not fill all prescriptions
due to cost concerns. The relative usage

of Medicare benefits across categories of
assistance is consistent with these patterns.
If higher usage by those with partial and
incomplete assistance levels reflects pent
up demand, then experience in the first
six months will not necessarily correlate
with later usage patterns. Two studies have
examined the effect of eliminating the
waiting period, and both concluded that
doing so would increase Medicare expen-
ditures to an extent not completely offset
by longer term consequences of delayed
care seeking.'>!¢

Table 2: Characteristics of newly Medicare-eligible disabled beneficiaries by

level of State support, 2007-2008

Full Dual Partial Dual Incomplete Nondual
Dual
Total Beneficiaries (n) 280,713 55,856 217,582 797,295
Total Beneficiaries (%) 100.00 100.00 100.00 100.00
Enrollment
Equal months A and B coverage (%) 96.84 99.37 57.67 8.52
Unequal months A and B coverage (%) 3.16 0.63 4233 91.48
Some managed care coverage in initial 6 months of 7.03 14.93 5.55 14.95
Medicare (%)
No managed care coverage in initial 6 months of 92.97 85.07 94.45 85.05
Medicare (%)
Mortality during initial 6 months of Medicare (%) 1.20 1.13 1.06 1.69
Survival during initial 6 months of Medicare (%) 98.80 98.87 98.94 98.31
Full Aand B coverage, no managed care, survived 88.63 83.46 51.62 69.03
(%)
Less than 6 months Full A and B coverage, any 1.37 16.54 4838 30.97
managed care, mortality during initial 6 months (%)
Gender
Male (%) 44.07 43.69 46.67 55.32
Female (%) 55.93 5631 5333 44.68
Race
Non-Hispanic White (%) 50.80 59.32 25.59 63.18
Black/African American (%) 20.84 22.02 10.10 12.76
Asian/Pacific Islander (%) 197 0.67 0.57 1.12
Hispanic (%) 13.65 10.38 517 8.98
American Indian/Alaska Native (%) 0.68 0.43 0.24 0.32
Other (%) 12.06 7.18 58.33 13.64
Age (years)
Under 45 (%) 49.61 30.47 36.95 17.27
45-54 (%) 26.61 33.66 36.01 28.62
55-64 (%) 23.78 35.87 27.04 5411



Newly Medicare-Eligible Disabled - # 11+ Data Points

Table 3: Prevalence of selected chronic conditions in initial six months of _Based on our data, we can .nel_thef use
Medicare eligibility* insurance status to categorize individuals
entering Medicare, nor accurately deter-
Full Dual Partial Dual Incomplete Nondual mine the impact of prior insurance status
Dual on care use during the first six months
Total Beneficiaries (n) 248,788 46,615 112,312 550,200 in the program. To discern how to best

direct programs aimed at appropriate use,
further research should examine usage

Chronic Conditions (%) : ) ods and seek to d

Cancer™ 181 275 176 220 over longer time periods and seck to de-
termine whether usage levels stabilize and

Alzheimer’s 1.20 0.74 0.78 0.74 . . .
whether categories of use continue to dif-

(0P 571 44 53 4.22 fer across groups. Our analysis does not

Depression 2292 2575 18.84 na distinguish beneficiaries who are institu-
Diabetes 1534 21.04 13.64 1274 tionalized from those who are community

Ischemic Heart Disease 8.27 13.02 8.56 9.39 dwelling, or those whose disabilities are
developmental from those whose disabili-
Any Above Chronic Condition (%)~ 40.60 5165 35.63 3057 ties are acquired. These important distinc-

tions likely correlate with both health care

*Limited to persons with full Part A and B coverage, no managed care, six-month survival. . .
P ¢ E consumption and level of State assistance.

**Breast, colorectal, lung, or prostate.

Most estimates suggest that disability
rates among working-aged adults are ris-
ing.'"”'®1 The growing number of people
who receive Medicare benefits under the
Social Security Administration disability
program probably does reflect an actual
increase in the population of disabled
persons under age 65. However, there is
no simple way to determine whether there
is a change in the percentage of persons
with disabilities who receive health care

Table 4: Utilization of services by newly Medicare-eligible disabled beneficiaries
in initial six months, by level of State support and type of service, 2007- 2008*

Full Dual Partial Dual Incomplete Dual Nondual

Service Type Service  %of  Service  %of  Service  %of  Servie  %of
Users Total Users Total Users Total Users Total

Total Beneficiaries 248,788 100 46,615 100 112,312 100 550,200 100

Acute Inpatient 30809 1238 7,138 1531 13,728 1222 46,400  8.43 through the Medicare program.
AllOtherInpatient 7,253 292 1268 272 282 254 6146 112

Hospital Outpatient 160,127 ~ 64.36 33760 7242 59227 5273 222,160 4038 Pezzin and others suggest that the gener-
Skilled Nursing 30% 124 556 119 1332 119 2910 053 osity of State Medicaid programs plays an
Facility important role in dual eligibility.® Such
Home Health 7744 311 2,008 431 3,078 274 10605 193 examinations are beyond the scope of this
Hospice 555022 131 028 252 022 103 019 report. We do, however, show consider-
Evaluation & Manage- 189350 7611 39801 8538 70474 6275 318371 57.86 able State variation in the percentage of
ment Part B Services newly disabled who receive State assis-

Part B Procedure 82167 3303 19282 4136 30625 27.07 15018 2763 tance. State Medicaid policy could affect
Services Medicare disability enrollment in multiple
Durable Medical 47381 1904 11614 2491 15630 1392 62616 1138 ways. For example, increased generosity
Equipment could include assistance with completing
Al Other Part B 164946 6630 36301 77.87 61235 5452 284,174 5165 applications and thus lead to an increase
Services in Medicare disability applications.

No Services Used 37605 1512 375 805 32241 2871 196891 3579

*Limited to persons with full Part A and B coverage, no managed care, six-month survival.
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Alternatively, reduced State generos-

ity would lead to an increased number

of disabled people turning to the Social
Security Administration and Medicare for
support. Monitoring trends in disability
and program enrollment will be necessary
to determine the impact of State generos-
ity in these realms and to identify differ-
ences in how States and individuals use
State support for Medicare benefits.

Our findings suggest that health care
usage in the first six months of Medicare
enrollment varies significantly across
categories of State support. In particular,
new enrollees who qualify for assistance
with copayments and/or deductibles but
who do not receive full Medicaid benefits
for at least part of the six-month period
are particularly high users of health care.
This pattern is consistent with the reality
of pent up demand for health care in this
group. We were intrigued to find that the
greatest health care need is not among
full Medicaid enrollees—who presumably
have the greatest health problems—but
rather among poor individuals who
receive financial assistance for Medicare
premiums and copayments. This analysis
serves as a reminder that broad groupings
of disabled persons obscure important
distinctions. Future research is needed to
examine the nature and persistence of the
patterns we have identified. If these initial
distinctions among groups persist beyond
the first six months, they would point to
potential opportunities for focused out-
reach during the early enrollment period
in Medicare.

Table 5: Intensity of service use by newly Medicare-eligible disabled beneficiaries in
initial six months of Medicare coverage, by level of Statesupport and type of

service, 2007-2008*

Full Dual ~ Partial Dual  Incomplete  Nondual

Service Type Dual

Acute Inpatient - Average Covered Days 74 7.2 7.8 5.7
Other Inpatient - Average Covered Days 15.8 14.1 16.7 143
Skilled Nursing Facility - Average Covered Days 39.0 28.0 36.4 232
Home Health - Average Number of Visits 245 323 244 216
Hospice - Average Covered Days 90.5 84.9 86.0 84.5
Evaluation & Management - Average # of Part 7.5 8.0 7.2 6.2
B Events

Procedures - Average # of Part B Events 43 4.5 42 47
Durable Medical Equipment - Average # of Events 44 43 3.9 3.5
Other Part B Services - Average # of Events 9.0 10.1 8.8 9.1

*Limited to persons with full Part A and B coverage, no managed care, six-month survival.

Table 6: Average Medicare payment per user ($) for disabled Medicare beneficiaries in
initial six months of Medicare coverage, by type of service, 2007-2008*

Service Type Full Dual Partial Dual  Incomplete Dual Nondual
Acute Inpatient 13,404 12,845 14,045 11,450
All Other Inpatient 12,851 11,448 13,804 12,381
Hospital Outpatient 1,128 1,224 1,114 1,014
Skilled Nursing Facility 12,987 10,092 12,496 8,926
Home Health 3,761 3,967 3,508 3,293
Hospice 12,731 12,114 12,258 11,689
Evaluation & Management 47 506 482 361
Part B Services

Part B Procedure Services 647 738 700 694
Durable Medical Equipment 1,088 930 1,019 989
All Other Part B Services 583 616 576 643

* Limited to persons with full Part A, Part B, and fee-for-service coverage with six-month survival.
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Data Points « # 11+ Newly Medicare-Eligible Disabled

Appendix A: State variability in level of support for newly Medicare-eligible disabled persons

State Total Beneficiaries ~ Full Dual ~ Partial Dual  Incomplete  Nondual (%) State Total Beneficiaries  Full Dual Partial Dual  Incomplete  Nondual
(%) (%) Dual* (%) (%) (%) Dual* (%) (%)
Alabama 30,608 10.3 6.9 9.6 73.2 Nebraska 5,970 244 1.9 10.2 63.5
Alaska 1,783 38.6 09 78 52.7 Nevada 8417 8.9 45 94 772
Arizona 20,675 28.5 2.5 8.1 60.9 New Hampshire 7,303 1.7 5.1 10.6 72.6
Arkansas 20,353 9.5 6.1 14.1 70.3 New Jersey 28,099 21.0 1.0 44 73.6
California 105,311 36.7 04 74 55.5 New Mexico 10,325 18.8 6.5 104 64.4
Colorado 13,121 15.8 37 6.1 744 New York 75,858 29.9 18 7.6 60.7
Connecticut 11,764 25.4 6.5 8.0 60.1 North Carolina 39,964 25.6 47 6.9 62.8
Delaware 4,390 10.1 10.8 9.0 70.2 North Dakota 2147 15.5 6.2 84 69.9
D.C. 2,050 50.5 35 124 337 Ohio 41,920 16.9 7.2 134 62.5
Florida 62,355 142 123 8.8 64.7 Oklahoma 19,924 25.0 4.1 6.1 64.7
Georgia 30,169 36 47 18.6 73.1 Oregon 13,475 14.8 6.9 8.1 70.2
Hawaii 3,395 284 21 5.6 63.9 Pennsylvania 62,393 31.4 3.0 6.6 59.0
Idaho 5,705 220 4.6 6.5 67.0 Rhode Island 5217 29.7 2.1 9.5 58.7
IIlinois 42,107 243 26 16.1 57.0 South Carolina 19,759 25.0 22 6.1 66.7
Indiana 25,099 15.2 83 133 63.2 South Dakota 2,538 17.0 5.7 9.5 67.8
lowa 9,629 335 3.0 6.0 57.4 Tennessee 29,238 423 18 46 513
Kansas 9,836 17.7 74 9.8 65.1 Texas 91,661 144 7.0 8.7 69.9
Kentucky 27919 15.9 7.1 10.4 66.6 Utah 6,974 20.2 0.6 1.1 68.1
Louisiana 23,077 2238 10.9 6.2 60.1 Vermont 3,319 35.1 4.7 18.6 41.6
Maine 7,838 394 89 9.1 42.6 Virginia 30,723 16.3 53 76 70.8
Maryland 17,620 17.6 45 9.6 68.3 Washington 22,983 183 6.3 8.7 66.7
Massachusetts 29,191 44.6 0.2 10.9 44.4 West Virginia 14,926 14.3 5.2 1.8 68.7
Michigan 43,871 239 1.6 6.3 68.2 Wisconsin 21,395 26.4 46 73 61.7
Minnesota 17,359 32.0 34 7.0 51.5 Wyoming 1,889 17.8 3.8 7.0 715
Mississippi 16,510 13.8 16.8 83 61.1
Missouri 28,458 235 35 1.1 61.8
Montana 3,904 16.2 5.2 9.5 69.2 All States & DC 1,180,485 23.1 4.7 89 63.2

*Dual/Nondual monthly status changes.
Percentages may not add to 100 due to rounding.




