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ABSTRACT
Objective: While the short-term effects of disasters on health care utilization are well documented, less is
known regarding potential longer-term effects. This study investigates the effects of Hurricane Katrina
on the health care utilization of older individuals with diabetes.

Methods: We examined Medicare claims and enrollment data for the 2002-2004 and 2006-2008 time
periods for older individuals with diabetes. Our quasi-experimental design analyzed utilization across 2
treated and 3 control groups. We compared the proportion of individuals who received a screen related
to diabetes before and after Katrina in the treated groups to the proportions in the control groups. Our
regression analysis employs individual and year fixed effects to control for factors specific to a given
individual or to a given year.

Results: We found that utilization rates in the 2002-2004 period exhibited roughly parallel trends for the
treated and control groups, which provides support for our research design. The 2006-2008 utilization
rates were generally lower for the treated groups than they were for the control groups. The differences
were especially pronounced for older age cohorts.

Conclusions: Our study suggests that the effects of disasters on health care utilization may persist for
years after the event. Recovery efforts may be improved by addressing both short-term and long-term
health care interruptions. (Disaster Med Public Health Preparedness. 2019;13:724 731)

Key Words: hurricane, Medicare, diabetes, administrative data, health care utilization

The potential short-term effects of disasters on
health care utilization are often readily appar-
ent. Disaster victims typically face daunting

challenges in obtaining care, including being unable to
travel to their provider or their provider’s facility being
closed, perhaps permanently. Further, in the days after
a disaster, concerns for self, family, friends, or property
may supersede their perceived need for health care.

Screenings are an essential type of utilization for dia-
betics to keep their condition under control. Timely
screenings can help prevent diabetic complications
such as retinopathy, chronic kidney disease, and end-
stage renal disease. The relatively few studies that
examine changes in utilization by diabetics following
disasters investigate short-term effects. Children dis-
placed by Hurricane Katrina were generally able to
maintain screens immediately following the storm.1

However, residents affected by Katrina experienced
problems with dialysis patient care, dialysis unit func-
tion, and supplies.2 Studies following Hurricane Sandy
found higher rates of emergency department utilization
for all diabetics3 and seniors in particular.4 Studies of
postdisaster utilization for other conditions also exam-
ine a relatively short period after the disaster.5-8

While less obvious, there may be long-term effects of
disasters on utilization. Nonhealth concerns may
persist for significant periods of time. Victims may be
forced to find new providers and, even if they are able
to do so, they may encounter logistical or emotional
barriers to re-establishing their care patterns. Negative
emotional reactions to the disaster may lead victims to
feel less motivated in maintaining their health. In the
extreme scenario of displacement, victims can face
extensive impediments to obtaining routine care.
These challenges can be magnified for seniors, as the
effects of disasters on their health are generally greater
and they are especially at risk of developing new
medical conditions.

Several studies have investigated the effects of disasters
on health outcomes for diabetes. A number of diabetes
measures were found to have deteriorated for victims of
Hurricane Katrina immediately following the storm,
but measures had largely recovered within a year.9

Studies following earthquakes in Japan in 1995 and
2011 found differing changes in HbA1c levels,

10,11 while
an analysis of diabetics affected by the 2011 tsunami
found that blood pressure and HbA1c worsened.12

While quality-adjusted life expectancy decreased for
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diabetics affected by Hurricane Katrina,13 there was no mea-
sured change in mortality risk for dialysis patients.14

In this paper, we analyze the relationship between disaster
exposure and the frequency of important diabetes screenings
for an extended period following the disaster in the context of
Hurricane Katrina. Katrina struck the United States Gulf
Coast in August 2005 and was responsible for approximately
1200 deaths and $108 billion in damages.15 Approximately
1.5 million people in the region were forced to evacuate.16

This study compares screening utilization data for senior dia-
betics for the 3 years prior to the storm to the 3 years following.
We group individuals by their exposure to the storm to esti-
mate the potential association between disaster exposure and
utilization. We utilize individual-level insurance claims data to
perform both group- and individual-level analyses.

Our analysis improves upon existing studies in a number of ways.
By investigating longer-term outcomes, we fill a significant gap
in the literature. Our use of multiple treated and control groups
provides nuanced estimates of the effects that reflect differences
in geography and demography. We also measure the differential
effects for seniors who were displaced by Katrina. Finally, the
administrative claims data that we use provides a detailed pic-
ture of utilization that is not subject to recall error and has rarely
been used in previous disaster studies.4

METHODS
Data
Our sample period is 2002-2004 and 2006-2008. The year
2005 is excluded from the sample due to concerns regarding
data accuracy in light of the destructive impact of Katrina.
We employ data from the Medicare Master Beneficiary
Summary File and Personal Summary file. The data include
data for all claims paid for all Medicare beneficiaries enrolled
in traditional, fee-for-service Medicare.

Our unrestricted sample consists of all Medicare beneficiaries
in 2004 and 2005 who had a diabetes diagnosis at some point
since 1999 and resided in either Alabama, Louisiana,
Mississippi, or Texas. These states are chosen to include both
those beneficiaries potentially affected by Katrina, as well as
beneficiaries thought to be suitable controls. We restrict our
sample to beneficiaries who were present in every year of our
sample period. We further restrict the sample to beneficiaries
who had Medicare Part A and Medicare Part B coverage in
every month, were not enrolled in Medicare Advantage at any
point, did not die prior to 2009, and whose eligibility was based
on Old-Age and Survivors Insurance (OASI) and not due to
end-stage renal disease or disability coverage. Additional
restrictions include limiting the sample to beneficiaries who
lived in the same county throughout 2002-2004 and who were
less than 100 years old as of January 1, 2002. The resulting
number of beneficiaries in our sample is 1 521 736.

Groups
We group the beneficiaries to account for the extent to which
they were likely affected by Katrina. Our first grouping level is
the beneficiary’s state of residence. This grouping accounts for
any potential state-specific factors that may have affected
their utilization, such as medical resource availability and
geographic proximity to Hurricane Katrina’s path.

The second grouping level is based on the level of assistance
designated by the Federal Emergency Management Agency
(FEMA) to be provided to the beneficiary’s county of residence.
The 2 primary assistance levels are individual assistance and
public assistance. Individual assistance is intended for areas in
which the damages are determined to be beyond the response
capabilities of the state and local governments,17 while public
assistance is intended for less-affected areas.18 Our groupings
reflect FEMA designations for both Hurricane Katrina and
Hurricane Rita (which made landfall roughly 1 month after
Hurricane Katrina). Table 1 details the FEMA designations by
state and indicates that roughly half of the counties in
Alabama, Louisiana, and Mississippi were designated as indi-
vidual assistance counties following Hurricane Katrina.

As our interest is in the effects of Hurricane Katrina, our pri-
mary treated group (T1) consisted of beneficiaries who lived in
a county in any state that was declared as an individual assis-
tance county following Hurricane Katrina. Our secondary
treated group (T2) consisted of beneficiaries who lived in a
Louisiana county designated as a public assistance county.

We employ 3 control groups. Control group 1 (C1) consisted
of beneficiaries who lived in a Mississippi county designated
as a public assistance county, while control group 2 (C2)
consisted of all residents in a Texas county designated as a
public assistance county. Finally, control group 3 (C3)
comprised all beneficiaries in an Alabama county not desig-
nated as either individual or public assistance.

TABLE 1
Number of FEMA-Declaration Counties by Hurricane
and State

Katrina Rita

Individual
Assistance

Public
Assistance None

Individual
Assistance

Public
Assistance None

Alabama 11 22 45 0 0 67
Louisiana 31 63 1 0 63 1
Mississippi 49 82 0 0 0 82
Texas 0 254 0 22 232 0

Notes: Based on the following FEMA designated areas websites. AL:
https://www.fema.gov/disaster/1605/designated-areas. LA: https://www.fema.
gov/disaster/1603/designated-areas, https://www.fema.gov/disaster/3260/
designated-areas. MS: https://www.fema.gov/disaster/1604/designated-areas.
TX: https://www.fema.gov/disaster/3216/designated-areas, https://www.fema.
gov/disaster/1606/designated-areas.
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While we use the term control groups to describe these last 3
groups, we readily admit that they are not perfectly “pure”
control groups. Groups C1 and C2 are especially imperfect
control groups given their residents were affected by either
Hurricane Katrina and Rita, albeit somewhat indirectly given
their public assistance status. Group C3 is likely the closest
we have to a true control group.

Measures
The screenings analyzed are cholesterol, HbA1C, micro-
albumin, and retinal. Our outcome of interest is whether the
beneficiary received at least 1 of the specified screenings in a
given year. Current Procedural Terminology (CPT) codes are
used to determine whether a specified screening was received.
(See Appendix Table 1 for CPT codes used.)

Statistical Analysis
For the group-level analyses, the analysis consisted of
descriptive measures of the proportion of beneficiaries in that
group who received at least 1 screen in that year.

The individual-level analyses are based on linear regressions
of samples based on observations at the level of beneficiary-
year. Given that each beneficiary appeared in the data from
each of the 6 sample years, the regressions contain 6 obser-
vations for each beneficiary. Separate regressions are esti-
mated for each of the 4 screening types (HbA1c, retinal,
cholesterol, and microalbumin).

The base regression equation is

screeni;g;y = β0 + δi + γy + θ
0ΣyΣg γy�ρg

� �
+ ε ; [1]

where i denotes the beneficiary, g denotes the group, and y
denotes the year. screeni,g,y is a binary variable that equals 1 if
the beneficiary i in group g and year y received the screening
in question. δi are individual fixed effects that control for any
factors that affected the baseline probability of screening that
did not vary during the sample period. For instance, the
individual fixed effects control for any racial differences in the
probability of receiving a screen during the sample period. It
is important to note that the inclusion of individual fixed
effects implies that it is not possible to include explanatory
variables that are constant throughout the sample period (eg,
age, race). γy are year fixed effects that controlled for any
factor common to all beneficiaries that were specific to a
given year. For example, the 2007 year fixed effect controls
for any national factors that affected the likelihood of indi-
viduals obtaining a screen in 2007.

The coefficients of interest are represented by θ. The terms
following it in Equation 1 are the interactions of the year
indicator variables with the group indicator variables. Thus,
the coefficients measure the marginal effect on the probability
of being screened for that year and group.

For instance, the coefficient on the interaction between the
2006 year indicator variable and the group T1 indicator
variable measures the marginal effect on the probability of
being screened for a beneficiary in group T1 in 2006. If this
coefficient is negative, it implies that individuals in group T1
in 2006 were less likely to obtain the screening.

Given our research question, we are most interested in the
coefficients for the 2 treated groups in the post-Katrina per-
iod. In other words, our focus is on the 2006, 2007, and 2008
interaction coefficients for groups T1 and T2. If these coef-
ficients are less than the corresponding coefficients for the
control groups, it would suggest that the treated groups were
less likely to obtain screenings.

Additional regressions are estimated to assess whether the
marginal effects for the treated groups differed across
demographic characteristics. The inclusion of individual
fixed effects implies that it is not possible to directly include
in the regression variables that do not vary within indivi-
duals. However, it is possible to include the interaction of
such variables with the year indicator variables and the
group indicator variables. Thus, for instance, we are able to
estimate the marginal effect for blacks in group T1 in 2007.

The regressions are estimated via ordinary least squares and
the errors are clustered at the individual level. All calcula-
tions were performed in Stata 14.0. The study was approved
on an expedited basis by the University of South Florida
Institutional Review Board (IRB# CR2_Pro00024034).

RESULTS
Table 2 describes the demographic characteristics of the 2
treated and 3 control groups. The number of beneficiaries in
each group ranged from 54 636 in group C1 to 712 815 in
group C2. The gender and age proportions across the groups
are relatively consistent. Differences are present across race/
ethnic groups: groups T1, T2, and C1 have higher propor-
tions of blacks, while group C2 has a much higher proportion
of Hispanics. The variable “state buy-in” refers to individuals
for whom the state Medicaid program paid the Medicare
premium for the individual. As this is typically done for
individuals at low income levels, this variable can be con-
sidered a rough proxy for low socioeconomic status. The 2
outliers for this proportion are group C2 at 16.7% and group
C1 at 29.6%.

Figure 1 contains graphs that detail the group-level propor-
tions of beneficiaries who received at least 1 of the specified
screens in that year. Retinal and cholesterol screenings were
the most commonly received, while microalbumin screenings
were relatively rare. All of the screenings other than retinal
display a generally upward trend during the sample period.
Again, except for retinal, groups T1 and T2 generally have
the lowest proportions. Further, the gaps between the control
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groups and the treated groups tend to increase significantly in
the post-Katrina period. This divergence suggests that indi-
viduals in the treated groups may have experienced chal-
lenges to obtaining screenings after Katrina that individuals
in the control group did not.

A necessary condition for the regression analysis that we
employ is the presence of parallel trends (or parallel slopes) in
the pre-Katrina period. One way to assess this condition is to
graphically examine the values of the outcome variables
across the treated and control groups. Roughly parallel lines
suggest that the parallel trends condition holds. While not
definitive, the graphs in Figure 1 indicate that this condition
may hold, in that the slopes of the lines in the 2002-2004
period are roughly similar. The most questionable case is for
microalbumin screenings, where the pre-Katrina trends
diverged somewhat.

The coefficients on the group-year interaction variables from
the individual-level regressions are detailed in Figure 2. The
omitted indicator variables are for the year 2002 and for group
C1. Thus, the coefficients are to be interpreted as differences
from 2002 screening rates for group C1. (The coefficients are
provided in Appendix Table 3.)

The proximity of the pre-Katrina coefficients can be viewed
as another indication of whether the parallel trends trend
condition was likely to hold. The closer the values are in the

2003-2004 period, the more evidence is present in favor of
parallel trends. The charts generally show a relatively tight
bunching of coefficients in the pre-Katrina period, followed
by more widely dispersed values post-Katrina, thus providing
some evidence that the parallel trends condition is likely to
hold.

Generally, the lines for the 2 treated groups are sig-
nificantly lower than those for the control groups in the
post-Katrina period. These gaps suggest lower screening
rates for individuals in the treated groups after controlling
for the other explanatory variables. The gap is especially
large relative to group C3. (Recall that group C3 consisted
of counties in Alabama that were not designated for
assistance from FEMA and is arguably the “purest” of the 3
control groups.) For instance, the roughly 0.8 difference
between T1 and C3 coefficients in the 2008 cholesterol
figure correspond to an approximately 10% lower screening
rate for T1 beneficiaries.

Table 3 compares the observed associations within each
subgroup of T1 for the 4 screenings. Specifically, the reported
values are the coefficients for each of the included group-year
interactions. The omitted (or reference) subgroups are males,
ages 65 to 69, whites, and no state buy-in. For instance, the
top gender subsection of the table indicates that within the T1
group, in the 3 post-Katrina years, the probability of females
receiving a cholesterol screen ranged from 1.2 to 1.5

FIGURE 1
Screening Rates by Group

Notes: Graphs depict the proportion of subjects in each group who received the indicated screening at least one time during the year.
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percentage points higher than the probability of males
receiving the same screening. The largest coefficients are
present in the age group subsection, where the probability of

receiving any of the 4 screens was significantly lower for the
older age groups and where the difference increased over the
3 post-Katrina years. For screens other than HbA1c, blacks

FIGURE 2
Group-Year Interaction Coefficients

Notes: The coefficients shown are based on regressions in which the dependent variable is a binary indicator of whether the individual received the
specified screen in that year and are limited to interactions involving the T1 group.

TABLE 2
Demographic Characteristics

Variable
Group T1 Group T2 Group C1 Group C2 Group C3

N % N % N % N % N %

N 272146 80384 54636 712815 152288
Gender
Female 168 435 61.9 49407 61.5 34613 63.4 427 525 60.0 93 961 61.7
Male 103 711 38.1 30977 38.5 20023 36.6 285 290 40.0 58 327 38.3

Race
Unknown 218 0.1 81 0.1 31 0.1 377 0.1 97 0.1
Non-Hispanic white 219 662 80.7 64062 79.7 43607 79.8 549 673 77.1 133 632 87.7
Black 47277 17.4 15445 19.2 10703 19.6 36914 5.2 17 514 11.5
Other 429 0.2 140 0.2 60 0.1 1495 0.2 215 0.1
Asian/Pacific Islander 1108 0.4 140 0.2 136 0.2 6050 0.8 324 0.2
Hispanic 3161 1.2 456 0.6 89 0.2 117 335 16.5 417 0.3
American Indian/Alaska Native 291 0.1 60 0.1 10 0.0 971 0.1 89 0.1

Age
65-69 78800 29.0 23954 29.8 16478 30.2 208 509 29.3 47 404 31.1
70-74 82283 30.2 24685 30.7 16482 30.2 215 754 30.3 46 856 30.8
75-79 62347 22.9 17489 21.8 11652 21.3 158 205 22.2 32 703 21.5
80-84 33700 12.4 9789 12.2 6658 12.2 89549 12.6 17 526 11.5
85+ 15016 5.5 4467 5.6 3 366 6.2 40798 5.7 7799 5.1

State buy-in
Yes 52310 19.2 18029 22.4 16157 29.6 119 138 16.7 31 411 20.6
No 219836 80.8 62355 77.6 38479 70.4 593 677 83.3 120 877 79.4

Notes: Summary statistics of sample subjects are based on data from the 2004 Medicare personal summary file.
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were more likely to receive a screen. Beneficiaries who
received state Medicaid assistance to pay their Medicaid
premiums were less likely to receive a HbA1c screen but more
likely to receive a retinal screen.

DISCUSSION
Our goal was to assess the impact of Hurricane Katrina on
long-term health care utilization for diabetic seniors, an espe-
cially vulnerable population. Our analysis was based on com-
paring utilization rates by those directly affected by Katrina to
those in several geographically proximate groups. Our finding
that the demographic profiles of the treated and control groups
were roughly similar and that pre-Katrina screening rates

exhibited parallel trends provided evidence that a difference-
in-difference regression analysis was appropriate.

Our analysis indicated that there were large decreases in
screening rates for the treated groups relative to the control
groups in the post-Katrina period. However, the results for
HbA1c, microalbumin, and retinal screenings were somewhat
ambiguous given the post-Katrina coefficients largely followed
the trends of the pre-Katrina coefficients. By contrast, in the
cholesterol graphs, not only did the pre- and post-Katrina
coefficient trends diverge for the treated groups, but the signs
of the coefficients flipped from positive to negative. Based on
comparisons to the C3 control group, the proportion of
beneficiaries in the T1 group who received a cholesterol

TABLE 3
Demographic-Group-Year Interaction Coefficient Estimates—Group T1

Cholesterol HbA1C Microalbumin Retinal

Gender
Female
2006 0.015 *** −0.015 *** −0.002 0.027 ***
2007 0.012 *** −0.016 *** −0.002 0.033 ***
2008 0.012 *** −0.017 *** 0.001 0.039 ***

Age group
70-74
2006 −0.013 *** −0.027 *** −0.007 *** 0.023 ***
2007 −0.02 *** −0.027 *** −0.007 *** 0.031 ***
2008 −0.023 *** −0.028 *** −0.007 *** 0.037 ***

75-79
2006 −0.039 *** −0.034 *** −0.009 *** 0.006 ***
2007 −0.05 *** −0.039 *** −0.012 *** 0.009 ***
2008 −0.06 *** −0.04 *** −0.012 *** 0.009 ***

80-84
2006 −0.054 *** −0.042 *** −0.014 *** −0.008 ***
2007 −0.069 *** −0.047 *** −0.017 *** −0.01 ***
2008 −0.088 *** −0.056 *** −0.019 *** −0.016 ***

85-99
2006 −0.076 *** −0.052 *** −0.02 *** −0.034 ***
2007 −0.101 *** −0.065 *** −0.025 *** −0.047 ***
2008 −0.119 *** −0.068 *** −0.028 *** −0.071 ***

Race/ethnicity
Asian
2006 0.045 ** −0.0003 0.008 0.082 ***
2007 0.031 −0.012 0.007 0.093 ***
2008 0.026 0.002 0.007 0.103 ***

Black
2006 0.028 *** −0.005 0.005 *** 0.058 ***
2007 0.025 *** −0.001 0.007 *** 0.079 ***
2008 0.029 *** 0.0005 0.009 *** 0.095 ***

Hispanic
2006 0.002 −0.002 0.009 ** 0.051 ***
2007 0.011 −0.004 0.011 *** 0.058
2008 0.011 −0.011 0.01 ** 0.07

State buy-in
Yes
2006 −0.005 −0.015 *** −0.004 *** 0.034 ***
2007 0.003 −0.011 *** −0.002 0.04 ***
2008 0.007 * −0.009 *** −0.003 ** 0.039 ***

Notes: *** P < .01, ** P < .05, * P < .10. The coefficients shown are based on regressions in which the dependent variable is a binary indicator of whether the
individual received the specified screen in that year and are limited to interactions involving the T1 group.
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screening in 2007 was roughly 10% less. This association
translated to roughly 27,000 unscreened beneficiaries.

We found that older beneficiaries in the treated groups were
less likely to receive cholesterol screens during the post-Katrina
period and that the difference increased over the 3 years.
Compared to non-Hispanic whites, blacks in the treated groups
were roughly 5% more likely to receive a screen. Surprisingly,
we did not observe a shrinkage in the utilization gap between
the treated and control groups towards the end of the sample
period. This finding suggested that the effects of Katrina on
utilization may have been at least somewhat permanent.

Our analysis is most closely related to earlier studies exam-
ining health care utilization of diabetics following disasters.
Contrary to our findings, immediately after Hurricane Katrina
children were largely able to continue their screens.1 How-
ever, consistent with our results, during the period immedi-
ately following Hurricane Katrina, older residents faced
difficulties in obtaining dialysis care and supplies.2 The
increased emergency department utilization by diabetics fol-
lowing Hurricane Sandy19,20 likely reflects the inability of
those with diabetes to obtain care in the period immediately
following the disaster.

Our findings are consistent with many earlier studies that
showed decreased utilization of services to control chronic
conditions following disasters. For instance, there were
decreases in mental health utilization by US military veterans
with posttraumatic stress disorder affected by Hurricane
Katrina.6 Likewise, the rate of HIV health care services
declined following the 2010 earthquake in Haiti.21,22 Asth-
matic children affected by Katrina were less likely to get their
asthma medications filled.8 These decreases in maintenance
services may have contributed to a relatively high proportion
of hospitalizations following Hurricane Katrina being due to
chronic conditions.23

Limitations
Our study had a number of limitations. While we believed
that our numerous groups provided nuanced insight into the
effects of Hurricane Katrina, our “purest” control group (C3)
was imperfect. While the counties in C3 did not have any
FEMA declarations, it was likely that they experienced spil-
lover effects from affected counties. As mentioned above, it is
unclear whether the pre-Katrina parallel trends condition
held for our regressions. For instance, the coefficients for the
T1 and T2 groups were already trending downward before
Katrina. Thus, our finding of screening reductions post-
Katrina could have reflected the continuation of those trends.
However, our findings regarding cholesterol screenings did
not share this condition.

Our analysis also was susceptible to potential sample bias if
the sample restrictions we imposed materially affected the

comparability of the groups. For instance, it was possible that
our restriction of having no Medicare Advantage months may
have caused the resulting samples to be unrepresentative of
the groups, as beneficiaries in Medicare Advantage tend to be
healthier than those in traditional Medicare.24 It is also
possible that our estimates may have been biased if there were
group-wide changes in diabetic condition during the sample
period that caused differences in screening rates. Also, Hurricane
Katrina was an extreme weather event and may not be repre-
sentative of other disasters.

Further, we are not able to control for the potential effects of
Hurricane Katrina on the operations of health care organi-
zations. Prior studies have found that previous experience
with major incidents can have an important effect on the
ability of organizations to provide care following a disaster.25

Our data did not allow us to control for this potentially sig-
nificant aspect.

Implications
Communities often face an array of daunting challenges fol-
lowing a disaster. Their resources may be overwhelmed in the
attempt to address immediate and short-term needs, and that
may be very costly in terms of time and resources. Even in the
best scenario, a successful recovery from short-time issues may
lead to exhausted people and resources, and that can lead to
long-term effects that may be neglected. Further, these effects
may be especially pronounced for vulnerable populations.

Our findings indicate that health care utilization may be an
example of a neglected long-term issue. Not addressing utili-
zation challenges may have important negative consequences.
Direct costs for the victim can include lower quality of life and
potential death. The larger community may also suffer due to
higher health care costs and lost productivity.

To mitigate these effects, policy makers and local governments
should assess recovery efforts in the longer-term after disasters to
determine if unaddressed needs remain. These efforts may
include analyzing population health data to identify if any
negative effects persist. Corrective steps may include estab-
lishing public health clinics in affected areas or working with
medical providers to perform outreach to assist victims.

CONCLUSION
We conducted a unique study that utilized administrative
data and a fixed-effects regression analysis to investigate the
potential long-term effects of disasters on health care utili-
zation. Our analysis of screening rates for seniors with diabetes
suggests that those directly affected by Hurricane Katrina
were less likely to obtain cholesterol screenings for the 3 years
following the storm. In the context of diabetes, our findings
suggest that medical care providers should pay special atten-
tion to those in disaster-affected areas to ensure that they do
not experience disruptions in their preventive care
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screenings. More generally, our results highlight the potential
challenges faced by those with a chronic condition in
maintaining their care after a disaster. Future research should
investigate other disasters, as well as other health conditions
and populations.
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