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UNIVERSAL COVERAGE: RENEWING THE CALL TO ACTION 

Executive Summary 

Position Paper of the American College of Physicians 
. April 22, 1996 

With the demise ofefforts to pass federal health care reform legislation and political changes from 
the November 1994 elections, the issue of the uninsured has largely dropped off the national 
agenda. Despite inattention, the problem of the uninsured is stilI with. us and the numbers are 
growing. Further, developments in the public and private sectors may well lead to increases in the 
number of uninsured in the near term. Out of this concern, and in an effort to refocus attention, 
ACP commissioned a status report on health care 'coverage. The results of that study by the 
Urban Institute are highlighted in this paper and presented in full in a separate report. 

Approximately one out of every six people under age 65 -- over 18 percent of the non-elderly 
population -- is without health insurance for the entire year. By one estimate, 42 million people 
are now at risk of facing health care costs without any insurance coverage for the entire year. 
Three quarters of uninsured people are full-time or part-part-time workers. The working poor are 
most heavily affected: 4~ percent of workers whose incomes are below the poverty lev'el had no 
medical coverage. Health care benefits accrue more to upper income and white people than to 
lower income and non-white individuals. Almost 30 percent of the poor and near-poor have no 

I . 

coverage from any sourc~. Though somewhat problematic to define and measure, underinsurance 
is a significant problem as well. 

; 

Employer-provided coverage appears to be declining. The College takes as a serious warning 
sign the finding that between 1988 and 1993, the rate of employer sponsored coverage fell from 
67% to 61.1 % of the norl:..elderly population. If the lower rate of employer coverage in 1993 had 
prevailed in 1988, 12.5 million fewer people would have been covered through employer plans. 
Recent developments may lead toward rapid escalation of uninsured numbers. At least one study, 
using Congressional Budget Office projections, estimates the potential addition of 23 million 
uninsured people by 2002 if Medicaid eligibility is frozen through budget cuts and employer­
sponsored coverage continues to decline. 

The essential issue for pJ:iysicians is the impact of insurance status on access to health care and on 
health status and outcomes. Studies show consistently that the use of medical services is lower 
among the uninsured thah among the insured. Even for acutely ill individuals, the uninsured are 
two-thirds as likely to have seen a physician as those who have insurance. Other analyses, linking 
insurance coverage to he31th status and outcomes, find that the uninsured are more likely to have 
potentially avoidable hospitalizations, are usually sicker at the time of admission, and have higher 
average mortality rates. , 

The American College qf Physicians cannot accept these documented differences in access to 
medical care. We canno:t be complacent when research shows that uninsured patients receive 
fewer services and have ryigher mortality rates than patients with insurance coverage. There can be 

. no more important issue ;in health policy today than to eliminate these disparities in medical care. 
Seeking to playa leading: role in this debate, the American College ofPhysicians will adhere to the 
following principles: 



1. The nation 'must achieve universal health care coverage -- that is, each individual must have 
insurance coverage that pays for medical care. 

2. Universal coverage is likely to be achieved incrementally. Proposals that expand coverage in 
phases are likely to be more successful. We also reaffirm the approach taken in our 1992 paper 
that, in our plu~alistic system, solutions must involve both public and private reforms. 

3. Given recent trends, it is prudent to explore alternatives to employer-based insurance as the 
mainstay of our system of coverage, Continuity of coverage through changes in job status is 
essential.' , 

4. Access to care also depends on the availability of health care facilities and professionals. We 
encourage steps to fill gaps in the infrastructure of health care delivery, particularly in inner cities 
and rural areas" and oppose budget cuts or other proposals that diminish the ability of institutions 
and professiona.ls to provide care,where people need it. 

5. The' Colleg'e opposes any proposal that would increase the number of uninsured. For that 
reason, we hav~ and will continue to oppose the elimination of guaranteed coverage for eligible 
individuals under the Medicaid program. Similarly, we will continue to oppose Medicare 
proposals that jeopardize the availability and quality of care for Medicare benefiCiaries. 

The ACP's purpose in this paper and in commissioning the Urban Institute study is to focus the 
nation's attention once again on the problem of the uninsured. America's leaders and citizens 
must recognize the potentially severe medical problems that face individuals and families who 
have no health coverage. A period of education and recognition of the problem is an essential 
precursor to building a consensus around a solution. Just as the 1992 election set the stage for 
consideration of comprehensive reform legislation, so we again call on political leaders of both 
parties to addre~s these issues during the 1996 campaigns. 

As physicians, we confront the results of inaction every day as we see patients whose illnesses or . 
deaths might have been avoided h~d those people had health care coverage. This nation Gannot 
afford to wast~ its precious human resources. Universal coverage remains the goal of the 
American College ofPhysicians. We ask others,to join us. 
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I 
In 1990, and again in 1992, the American College of Physicians committed itself to the 

goal of achieving univer~al health care coverage (American College of Physicians, 1990, 1992). 

The College called universal coverage a medical and moral imperative. Recognizing that the 

, 
health care system was inadequately serving patients, physicians, and public and private payers 

, 

and purchasers of care, A-CP supported passage of comprehen&ive reform legislation in 1994. 

With the demise of that reform effort and political changes from the November 1994 

elections, the issue of the uninsured has largely dropped off the national agenda. Despite 

i~attention, the problem :of the urunsured is still with us, and, not surprisingly, the numbers are 

growing. Further, developments in the public and private sectors may well lead to more rapid 

increases in the number of uninsured in the near term. Out of this great concern, and in an effort 

to refocus attention on this problem, ACP commissioned a status report on health care coverage. 

The results of that study:by the Urban Institute are highlighted in this paper and presented in full 
. I 

in a separate report (Blumberg and Liska, 1996). 
, 

Rising Numbers of Uninsured: Approximately one out of every six people under age 6S 

-- over 18 percent of the' non-elderly population -- is without health insurance for the entire year. , 

In some large states, on~ fifth to one quarter of'the population under 6S has no coverage -- for 

example, California (19 percent), Texas (24 percent). More than 42 million people are now at 
I, 
I 

risk of facing health care, costs without any insurance coverage for the entire year. In addition, 
I 


I 


the median time that an individual remains uninsured increased from 4.2 months in the late 1980s 
; 

to 7.1 months by 1993. :For large numbers of people, these period~ are much worse: more than 
, 
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half of the uninsured in 1993 were expected to be uninsured for more than 2 years (McBride, 

1994; Thorpe, et aI., 1995). 

It cann6t be assumed from the data that many people choose to be uninsured. Putting so 

many people a<extreme financial risk is unconscionable. Further, as noted below and documented 

in the Urban In,stitute paper, the uninsured are at medical risk as well; they receive less care, and 

possibly lower quality care, than insured individuals. 

The problem of no insurance cuts increasingly through much of American society. We 

learned during,the health care debate of 1993-94 that three quarters of uninsured people are full-

time or part-time workers. The working poor are most heavily affected: according to the Census 

Bureau (1995), an astonishing 45 percent of working people whose incomes are below the 

poverty level ($15,150 for a family of four in 1995) had no medical coverage. Non-workers 

among this same income group had more coverage than workers because of Medicaid. Recent 

losses in coverage have significantly affected people who are above the poverty level: from 1988 

to 1993, the number of people without insurance in this group increased by 5,7 million. Articles 

in the general press have described both the real and the perceived insecurity of lower and middle 
" 

income working households, at a time of economic growth. We suggest that an important 

element ofthis:insecurity derives from exposure to potentially catastrophic health care expenses. 

Though somewhat problematic to define and measure, underinsurance is a significant 

problem as well. Ifunderinsurance is defined as being at risk of out-of-pocket expenditures that 
I , 

exceed 10 percent of family income, then some 18.5 percent of people who have private 

coverage, ,or 29 mi,llion people, were underinsured in 1994 (Short and Banthin, 1995). This 

number is airpost 50 percent higher than the estimate of underinsurance that was quoted 

frequently during the health care reform debate. Adding this number to the number of people 
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frequently during the health care reform debate. Adding this number to the number of people 

who were uninsured for either all or part of the year, the authors estimate that about one third of 
, 

the population below age 65, or approximately 75 million people, were inadequately insured in 
I, 

1994. 

Shortcomings of Private and Public Coverage: The United States has developed an 

incomplete system of cOjVerage that mixes employer-provided insurance, individually purchased 
i 
I 

private insurance, and p~blic coverage through Medicare, Medicaid, and publicly funded clinics 

and other public health initiatives. Employers in 1993 covered only 61 percent of non-elderly 

Americans, compared with 67 percent in 1988. Coverage varies greatly with size of firm. Only 

28 percent of workers in'firms employing fewer than 25 people had employer-provided insurance 

I 

in their own names (Cens'us Bureau, 1995). This figure increases to 68 percent in firms with more 
! 
! 

than 1,000 employees. 

Employer-provided coverage appears to be declining. The College takes as a serious , 
I 

warning sign the finding lthat between 1988 and 1993, the rate of employer-sponsored coverage 
! 

fell from 67% to 61.1% :of the non-elderly population. If the lower rate of employer coverage in 
, 

1993 had prevailed in 1988, 12.5 million fewer people would have been covered through 

employer plans. The largest decline was for the near poor (incomes of 100-200 percent of the 

poverty level). Given co~petitive pressures in the marketplace, especially as American companies 
I 

, 

increasingly compete wit~ international businesses that do not pay directly for health costs, this 
I 

decline may continue. The adequacy of employer-provided insurance as the mainstay of our 

health care coverage network may be in question. 

I 

Public coverage plays a critical secondary role, but obviously does not fill the gap. 
I 

1 
Medicaid covers only about half of all people below the poverty line. Despite some gains for 
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percent of the group below 200 percent of the poverty line had no insurance in the period 1990­

:1 
92. Budget cuts plus potential Medicare and Medicaid program changes will likely exacerbate 

this problem. 

A Medical Imperative: The essential issue for an organization of physicians is the impact 

of insurance status on access to health care and on health status and outcomes. Section IV of the 

Urban Institute paper reviews a number of studies that have shown consistently that the use of 

medical selVices is lower among the uninsured than among the insured. This lower use is not just 

a matter of ayoiding preventive care -- not that that is a minor issue. Even for acutely ill 

individuals, the uninsured are two-thirds as likely to have seen a physician as those who have 

insurance. Sbriously injured children are significantly less likely to have received medical 

attention. Children under 3 who experience gaps in insurance coverage are far less likely than 

insured children to have a continuous, regular source of care. Surely these findings are an 

indictment of our current haphazard means of providing health care coverage . 
.j 

While linking insurance coverage to health status and outcomes is difficult, studies have 

raised some wiry disturbing questions. Research by Lurie, et al. (1984) showed that loss of Medi-

Cal coverage in California led to reduced access to care and deterioration in hypertensive and 

diabetic patients. Recent studies noted in the Urban Institute report provide evidence that the 

uninsured are more likely to have potentially avoidable hospitalizations, are usually sicker at the 

time of admission, and have higher average mortality rates. For example, an analysis of 699 

uninsured perslims found that the expected number of deaths would have been 25 fewer -- 103 

instead of 128 in the sample -- had those people had insurance. Another study found that in 10 of 

16 age-sex-race-specific groups, controlling for case-mix and severity of illness, the probabilities 

< 

of dying in the hospital ranged from 20 to 320 percent greater for the uninsured. 
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An interesting, contrasting perspective on the potential effects of insurance coverage on 
i, 

health outcomes is suggekted in a study of survival rates after the age of 80 (Manton and Vaupel, 
I 
I 

1995). Among this group, where health insurance is above 98 percent through the Medicare 
I . 
I 

program, life expectancy ~t the age of 80 exceeds that of Sweden, France, England, and Japan. In 
I 

contrast, for Americans ~nder 65, who have lower rates of insurance coverage than comparable 
I 

I 
persons in these other co*ntries, the mortality rate is greater. 

I 

I 
A Moral Imperatire: The studies on access to services and on health outcomes put to rest 

the myth that endures in some quarters that people without insurance somehow "manage" to 

receive care. Obviously ~ome get attention, through emergency rooms, public clinics, and charity 

! 
care from hospitals, physicians, and other health care professionals. This has varied greatly from 

I 

community to communitY,; while a charitable tradition remains strong in some areas, given current 
. I 

financial pressures and ~nstitutional restructuring, charity or "uncompensated" care is not a 

I 

reliable way to assure th~t patients receive care. As physicians, we cannot accept documented 

differences in access to ,medical care. We cannot be complacent when research shows that 

i 
uninsured patients receive fewer services and have higher mortality rates than patients with 

I 

insurance coverage. There can he no more important issue in health policy today than to 
I 

eliminate these disparities in medical care. 

The question of h~alth insurance also raises the issues of income and racial inequality. Not 
, . 

surprisingly, health care c~verage is another arena in ~hich benefits accrue more to upper income 
i 

and white people than to lower income and non-white individuals. Almost 30 percent of the poor 

and near-poor have no coverage from any source. Employers provide coverage for only about 30 
'. ! 

I 

percent of this group -- :significantIy lower percentages than for higher income levels. While 

employers provide coverage for 67 percent of whites, they provide coverage for only 48 percent 
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of non-whites .. : Overall, 21 percent of non-whites are uninsured, compared to 15 percent of 
I' 

whites. These enduring inequities must be acldressed. 

Future.Prospects: There is no indication that the trend towards less coverage and more 

uninsured will, be reversed. On the contrary, recent developments may lead toward rapid 

escalation. M,ost disturbing are proposals for Medicaid block grants, eliminating guaranteed 

coverage for eligible individuals and cutting back on funding. In the past, Medicaid has been able 

to partially off~et economic downturns. With capped funding, states would no longer be able to 

absorb people :who lose jobs and employer-provided health coverage in a recession. The result 

may be that millions of low-income people will be added to the uninsured. Thorpe, et al. have 

estimated the potential effects of limiting Medicaid increases to 4.5 percent per year, as proposed 
i 

in budgets under consideration 'in the fall of 1995. If states responded by freezing the number of 

, :1 
beneficiaries, ~he number of uninsured would increase by 5 million above the Congressional 

, 

Budget Office'.s baseline projection of44 million unInsured in 2002. 

Proposals to take incremental steps, such as insurance reform and public subsidies, may 

have positive impact, if properly structured. However, issues such as price sensitivity and budget 

constraints will limit the gains. Risk segmentation -- dividing patients into pools according to 

health risk and rating them accordingly -- is a critical issue that must be addressed with any 

incremental changes because it has the potential ofexacerbating the problem. 

r 

Developments in the private sector are continuing cause for concern. We have noted that 

the number of,people covered by employers has substantially decreased. The downsizing of large 

corporations continues, as does the transformation of the economy from manufacturing to high 

technology, service, and entertainment sectors. These developments all suggest lower levels of 

insurance cov~rage. Assuming that employer-provided coverage continues to decline at the same 
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rate as in 1989-1993, a~d that people who lose coverage are not picked up by the Medicaid 
I 

program -- i.e., that Medicaid eligibility is frozen at current levels -- Thorpe, et al. project the 
I 

number of uninsured in 2002 at almost 67 million people! 

Private payers ar~ increasingly unwilling to accept the "cost shift" that some have labeled 

as America's unofficial Ipolicy for covering the uninsured. The result is enormous pressure,
I 

I 

especially felt by conimunity and teaching hospitals, to cut back on the numbers of 

uncompensated patients.: An additional concern is that increasing Medicare payments to managed 
! 

care organizations siphon off funding for graduate education and for disproportionate share 
I 

payments -- both of whi6h help institutions care for the uninsured -- unless those components are 

I 

taken out of the premium calculation for risk-bearing plans. 

Finally, there is i~creasing concern about the amount of money taken out of the system for 

non-medical uses. Whil~ there is disagreement about the size of "administrative" costs -- some 
I 

estimates have been in ~he range of one fifth to one quarter of total spending -- the transaction 

costs of the American system appear high, particularly compared with those of other nations. The 
I 
I 

I 

California Medical Asso:ciation, for example, has released data that show percentages of patient 

revenue spent on medic~l care ranging from 95 to 70 percent. Recently, physicians and others 

I 

have been dismayed by ~he size of profits accumulated by for-profit managed care organizations 
I 

! 
and other health plans or insurers. Whether it results from wasteful administrative costs, fraud 

I 

and abuse, or profits, th~ diversion of premium dollars for non-medical purposes means that fewer 
I 

I 

people are receiving fe~er services. Finding the most efficient level of administrative spending 

and debating and definirig the appropriate or reasonable level of profit-making are challenges that 
I 

must be addressed as the nation searches for solutions to the problems of the uninsured. 
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Guiding Principles: As we seek to build a consensus that the issue of the uninsured must 

be addressed, the American College ofPhysicians will adhere to the following principles: 

1. The nation must achieve universal health care coverage -- that is, each individual must 

have insurance ,foverage that pays for medical care. 

2. Universal coverage is likely to be achieved incrementally. Proposals that expand 

coverage in phases are likely to be more successful. We also reaffirm the approach taken in our 

previous paper (American College of Physicians, 1992) that, in our pluralistic system, solutions 

must involve both public and private reforms. 

3. Given recent trends, it is prudent to explore alternatives to employer-based insurance 

as the mainstay of our system of coverage. Continuity of coverage through changes in job status 

is essential. 

4. Access to care also depends on the availability of health care facilities and 

professionals.. We encourage steps to fill gaps in the infrastructure of health care delivery, 

particularly in inner cities and rural areas, and oppose budget cuts or other proposals that diminish 

the ability of institutions and professionals to provide care where people need it. 

5. The College opposes any proposal that would increase the number of uninsured. For 

that reason, we have and will continue to oppose the elimination of guaranteed coverage for 

eligible individuals under the. Medicaid program. Similarly, we will continue to oppose Medicare 

proposals that jeopardize the availability and quality of care for Medicare beneficiaries. 

Call to Action: In 1992, the College made recommendations for comprehensive reform of 

the health care system. Those recommendations were similar to proposals made by other 

organizations and individuals. Clearly there is no consensus now around that approach or any 

other approach. Specific solutions at this time are premature. Our purpose in this paper and in 
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commissioning the Urb~n Institute study is to focus the nation's attention once again on the 

i 

problem of the uninsured. America's leaders and citizens must recognize the potentially severe 
I . 

I 
medical problems that fafe individuals and families who have no health coverage -- and recognize 

that these problems cut: across income groups. A period of education and recognition of the 

problem is an essential p~ecursor to building a consensus around a solution. Shared commitment 

to solving the problem is probably a greater challenge than developing the proposals to extend 
I 

health care coverage. J~st as the 1992 election set the stage for consideration of comprehensive 
I 


I 


reform legislation, so we again call on political leaders of both parties to address these issues 
! 
I 

during the 1996 campaig~s. 
I 

As physicians, w,e confront the results of inaction every day' as we see patients whose 

illnesses or deaths might have been avoided had they had health care coverage. This nation 
, 

cannot afford to waste its human resources. Universal coverage remains the goal of the American 
! 
I 

College ofPhysicians. W,e ask others to join us. 
I 
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INTRODUCTION D n /\ F 

The rising num~r of Americans without health insurance has been a public policy." 
issue for some time. In :this analysis we add to the debate by estimating the combined impact 
on the number of uninsu'red of recent declines in employer-sponsored insurance (~I) and 
anticipated cuts in the Medicaid program. We also estimate the effect this expected growth 
in the number of uninsured will have on the demand for uncompensated care. 

I 
On a typical day during 1994, over 39.7 million, or about 15 percent of the 

population, were uninsured. This was up from 13 percent (34.5 million) of the population 
uninsured in 1990. Not ,only were more.Americans uninsured, but the length of time without 
insurance inc.reased. DJring the late 1980s, the median time an American was uninsured was 
4.2 months. That rose tp 7.1 months by 1993 (Bennefield 1993). 

I 

I 


The growing n~bers of uninsured raises concerns about the impact on individual 

health, as well as the strain placed on the health delivery system from increased 

uncompensated care. Historically, the cost of this uncompensated care has been borne, in 

part, by the privately ~ured in the form of higher prices. In recent years, intensifying 

pressures from competition and managed care has made it more difficult for providers to 

shift unreimbursed costs ito private payers. 


The Medicaid program has been a significant source of coverage for low-income 
. Americans. Yet escalating costs have led Congress to propose reducing the rate of growth of 
Medicaid spending· by $i82 billion between 1996 and 2002. This may impact the number of 
persons covered under Medicaid, and therefore increase the number of uninsured. The 
budget limits in these proposals would require at best a substantiai restructuring of current 
programs. Under the Hduse and Senate bills, Medicaid spending would be constrained to . 
about a 4.8 percent annual groWth rate in spending. This compares with Congressional 
Budget Office (CBO) projections of a 10.1 percent annual growth rate, if the program 
continues on its existing : trajectory . 

These Medicaid ~onstraints Come at a time when the number of Americans receiving 
health insurance through: employer-sponsored insurance (ESI) continues to decline. The most 
recent data from the Match 1994 Current Population Survey (CPS) reports that 56.8% 
percent of the population now receive health insurance through employer-sponsored 
programs, compared to 61 percent four years ago (Thorpe 1995). The accelerated decline· in 
ESI is expected to contillue, as jobs shift from the manufacturing sector, where workers are 
more likely to receive health insurance, to the servic~ sector, where health benefits' are less 
prevalent. 

in developing our estimates, we first establish a baseline trajectory of the number of 
uninsured for the years ~996-2002, using the methodology developed by the Congressional 
Budget Office (CBO). These estimates are then updated using the March 1995 CPS numbers 

I . 

for the uninsured. We then consider two possible scenarios: Frrst, we examine the impact 
of Medicaid reductions 9n baseline estimates of the number of uninsured, holding Medicaid 

i . . 



I 

enrollment coqstant. 1 In the second scenario, we project the number of uninsured assuming a 
faster pace of erosion of ESI consistent with trends over the last four years, in combination 
with Medicaiq,';reductions (fixed enrollment). Finally, we project the increased demand for 
uncompensated care and the impact this will have on the hospital sector. We begin with an 
introductory discussion of what it means to be uninsured. What really is at stake? 

I. WHY IS l1HE NUMBER OF UNINSURED IMPORTANT? 

The ris~ng number.of uninsured is important for two reasons: the adverse impact on 
individuals, and the burden placed on the health care system in responding to the demand for 

·uncompensated care. 
',i 

bnpacton Health Status of Individuals 

There nas been some debate about the policy relevance of being uninsured when~ in 
fact, many of the uninsured are young and relatively healthy. The rising number of 
uninsured; some argue, merely reflects individuals who choose to forgo health insurance 
rather .than face eroding wages. It also may reflect the fact that many individuals without 
any form of t.bjrd party coverage and with limited incomes receive substantial amounts of 
free care when in need. 

Yet we:iknow that nearly 60 percent of the uninsured are poor or near poor,2 and that 
these low-income groups are known to have higher risks of disease and mortality "(pappas et 
aL 1993, Adler et al. 1993). Several studies have also documented that while the uninsured 
receive substa~tial amounts of free care, they face delayed access to that care and lower 
utilization of health care services' than those with either public or private third party . 
coverage.3 A study of five hospitals in Massachusetts, for example, found that poor (income 
less than $10,000) uninsured patients were twice as likely as insured patients to report delays 
in care (Weissman et al 1991). Once in the hospital, uninsured patients receive fewer 
services than I¥vately insured patients (Blendon 1988, Weissman 1989, Hadley 1991, Franks 

'Assuming thatMedicaid enrollment levels will be frozen is a conse~ative approach. Between 1992 and 
1994, Medicaid e'QIollment grew an annual average of 6.45 % . The total growth in Medicaid·beneficiaries 
between 1990-94 ,was 47 percent(HCFA, Form.2082 data). CBO estimates that Medicaid enrollment will grow 
from 36.8 million in 1995 to 45.9 million by 2002, representing a growth rate of 3.3 Percent per year (Urban 
Institute, Impact o,f Budget Resolution Conference ..) 

2During the period 1990-92, 29.2% of the uninsured (under age 65) were poor, and 29.7% of the 
uninsured were near poor (100-199% of the federal poverty line). The federal poverty line for a family of three 
is currently $12,5?0. (Health Needs and Medicaid Financing: Kaiser, 199?) 

". it , . 

3 For an"exhaustive discussion of the literature, see the U.S. Congress, Office of Technology: Does 
health insurance make a difference? OTA-BP-H-99. Washington: U.S. Governmeut Printing Office, September 
1992. ,
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1993), raising questions about the quality of care received. Uninsured children, too, 
consistently receive less ~ervices than their insured counterparts (Monheit and Cunningham 
1992, Newacheck and Halfon 1992, Stoddard et al 1994). Uninsured status is often 
correlated with other characteristics, such as being poor , black. or without a usual source of 
care, which places a person at risk for receiving less care than needed (Weissman 1991, 
Weissman and Epstein 1989, Wenneker and Epstein 1989, Yelin et al 1983). Therefore, it 
seems clear that uninsured persons are potentially at risk for delays in health care, for 
receiving less than appropriate health services, and for receiving poorer quality health care 
than insured persons -- f~ctors leading to poorer health, diminished functional status and 
quality of life. 

Demand for Uncompen~ated Care 

The number of uninsured is also an important factor for the health care system as a 
whole. Uncompensated care is generated largely by the uninsured. Totals of uncompensated 
care provided by hospitals are routinely reported. The CBO traced approximately 77 percent 
of hospital uncompensated care charges and 89 percent of uncompensated physician charges 
to the uninsured in 199~.4 The volume of uncompensated care provided by hospitals has 
also risen steadily over time. In 1980, uncompensated care costs totaled $3 billion, or 3.9% 
of hospital costs. By 1993, uncompensated care" accounted for $15.9 billion, or 6% of all 
hospital costs (AHA Annual Survey of Hospitals, 1994). 

. . ; 

.n. RECENT TRENDS, IN THE NUMBER OF UNINSURED (1989-1995) 

Point-in-Time EstimateS of the Number of Uninsured 
, 

Estimates of the uninsured used in this analysis are based on the March 1995 Current 
Population Survey (CPS). Another common source of data used to generate estimates of the 
uninsured is the Survey of Income and Program Participation (SIPP). 5 There is potential bias 
in any survey tool. Hence, we reference a sensitivity analysis comparing point-in-time 
estimates of the number pf uninsured from both survey instruments for the calendar year 
1991 (Bennefield 1994).' 

4CBO Staff memorandum, "Single Payer and All-Payer Health Insurance Systems Using Medicare's 

Payment Rates·, April 1993.! 


5The CPS is a point-in-dme survey, whereas the SIPP is a multi-panel, longitudinal survey, both of which 
are conducted by the U.S. Bureau of the Census in the Department of Conunerce. Questions concerning health 
insurance status vary considelably, but as seen here, generate similar estimates (Bennefield 1994) . 

. , 
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Table 1: Alternative Estimates of the Number of Uninsured, 1991. 

SOURCE OF ESTIMATE NOT COVERED BY HEALTII 
INSURANCE 

SURVEY OF INCOME AND PROGRAM PARTICIPATION (SIPP) 

CURRENT POPULATION SURVEY (CPS) 

13.2% 

14.1% 

SOURCE: BENNEFIELD 1994 

NOTE: THE SIPP AND CPS ARE CONDUCTED BY TIlE U.S. BUREAU OF TIlE CENSUS. 


As seen in Table 1, there were nominal differences in the estimates, with 14.1 percent 
uninsured according to the CPS and 13.2 percent indicated by the SIPP. Using CPS data, 
therefore, will. not greatly bias our projections of the number of uninsured: 

Among the uninsured, children represent a particularly vulnerabl~ group. During the 
decade 1977-1987, there was a 40 percent increase in the proportion of children with no . 
health insurance (Cunningham and Monheit 1990). This trend was reversed in the next four 
years, even though private insurance declined from 73.3 percent in 1988 to 69.3 percent in 
1992. To make up for this reduced private coverage, nearly 5 million children were added 
to the Medicaid rolls, representing a 45 percent increase (10.0 million to 14.5 million).6 Had 
Medicaid coverage not expanded, perhaps as many as 3 million of the children that lost 
private coverage would have been added to the rolls of the uninsured. 

In 199~, 8.3 million children (12.4 percent of all non-institutionalized children) were 
uninsured. Particularly ar risk were adolescents, minorities, children living with a single 
parent and children in poor or near-poor families (Newacheck 1995). The majority of 
uninsured children were members of two-parent families and were non-Hispanic white. 
Nearly two-thitds were in families with incomes just above the poverty level who were not 
eligible for Medicaid coverage. 

Studies· have yielded different interpretations of the decline in dependent coverage 
among the ES~ population and concurrent mcreases in the number of children enrolled in 
Medicaid. Some analysts believe that the decline in EST dependent coverage was partly 
generated by the liberalization of Medicaid eligibility for children. Cutler and Gruber (1995), 
for example, estimated that as much as 50-75% of the increase in Medicaid coverage for 
women and children between 1987-1992 was accompanied by a reduction iri private insurance 
coverage. 

~is led to the percentage of children with some form of health coverage actually increasing slightly mthe 
1988-1992 period,' from 86.9 percent to 87.6 percent. 
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An alternative explanation for this reduction in the number of children covered under 
ESI was offered by Thorpe (1995). He attributed the reduction of ESI primarily to changes in 
the structure of working families receiving health insurance through their employers. 
According to his analysis, there were more children in families where a parent did not have 
ESI coverage. He supported his thesis by referring to the fact that the number of workers 
receiving insurance through ESI has remained stable, but the average family size of ESI 
covered workers has dec~eased. Given these conflicting studies, it is unclear the extent to 
which Medicaid expansions "crowded out" private coverage. However, virtually all analysts 
agree that there have been declines in ESI dependent coverage, and that Medicaid has become 
a major source of health coverage for children. Whether this declining trend in private 
coverage for children wi1:1 be reversed by a tightening in Medicaid eligibility must await 

I 	 " 

future analyses. In this paper, we adopted a middle ground and kept the number covered at 
current levels. 

Longer Spells of Uninstirance for the Newly Uninsured 

Not only is the n~mber of individuals uninsured at "any point in time increasing, but so 
is the length of time indi~iduals remain uninsured. As seen in Table 2, approximately 54 
percent of the uninsured in 1993 will be uninsured for over two years. Tables 3 and "4 show 
that "the median length of time without insurance (for all persons with observable starts to 
their uninsured spells) has crept up from 4.2 months in the 1987-89 period to 7.1 months in 
the February 1991-93 period. The historical trend toward shorter uninsured spells is no 
longer valid. The proportion of spells "lasting more than 9 months increased from 62 % to 
67% from 1984-19877 (McBride 1994). 

I " 
" I 

The length of time the uninsured remain uninsured is an important consideration, since 
policy interventions would differ depending on whether or not the target population was 

" " chronically uninsured (spells lasting over two years). Conflicting reports exist concerning the 
"" 	 proportion of chronically: uninsured. McBride estimated this proportion using within sample 

survival regression models on longitudinal data. He concluded that over half of the uninsured 
population will remain so for periods lasting more than 25 months, and about 75 percent will 
be without coverage for ~orc than a year (McBride 1994).8 

7These estimates include!o~y the first uninsured spell a person endures. 

8First, a count of all uninsured at a point-in-time, December 1988, was taken. This date waS the fmal 
month of the survey period. IThis count then could be traced back through the prior 28 months to see how long 
individuals had been uninsured thus far. Finally, McBride used a within-sample survival regression model to 
estimate how long the uninsured in December 1988 would continue to be uninsured after the survey period was 
complete. 	 "" 



Table 2: Length of Uninsured Spell (Point in Time) for Uninsured Population 

LENGTH OF SPELL PERCENTAGE OF TOTAL UNINSURED 

UNINSURED (MILLIONS) * 
\ 

1 TO 4 MONTHS' 3.5 1.4 

5 TO 8 MONTHS' 11.6 3.9 
I' 

9 TO 12 MONTHS 9.8 3.9 

13 TO 16 MONTHS 8.1 3.2 

17 TO 24 MONTHS 13.0 5.2 

OVER 25 MONTHS 53.9 21.4 

TOTAL 99.9** 39.7 

SOURCE: AUTHORS TABULATION USING METHODOLOGY FROM MCHRIDE 1~~4. 


NOTES: *ESTIMATED BY APPLYING "PERCENTAGE OF UNINSURED" TO CENSUS BUREAU ESTIMATE OF UNINSlIRED 


PERSONS FROM THE 1993 CPS. ASSUMES CONSTANT PROPORTION OF UNINSURED TO INSURED. 


**ERROR DUE TO ROUNDING.' 




Table 3: 	 Length of Spell Without Insurance for the Newly Uninsured Population with 
Observable Starts to Spell, by Employment Status and Income Level, Selected 
Years (Median Months). 

1987--89 . 1990-92 1993-93 


EMPLOYMENT STAnJS 

(FOR PERSONS 18 AND OVER) 


FULL TIME 4.0 4.6 (0.9) 5.7 (1.1) 


PART TIME 5.5 6.8 (1.6) 7.5 (0.5) 


UNEMPLOYED* 6.3 . 7.8 (0.7) 7.7 (0.5) 


NOT IN LABOR FORCE** 5.6 7.2 (0.3). 8.8 (3.2) 


, 
I 

RATIO OF INCOME TO POVERTY LEVEL 

UNDER 1.00 	 4.8 7.2 (0.2) 7.5 (0.3) 

1.00 AND OVER 	 4.0 4.9 (0.7) 6.30.3) 

1.00 TO 1.24 	 7.1 6.8 

1.25 TO 1.49 	 7.2 7.0 

1.50 TO 1.99 	 3.9 6.2 

2.00 TO 2.99 	 3.9 6.2 

3.00 AND OVER 	 3.7 3.7 

1~""''l1.....;)OF AND 

PROGRAM PARTICIPATION, D~ARTMENT OF COMMERCE) 


NOTES: STANDARD ERRORS IN PARENTIlESES BESIDE MEDIAN. 

"'UNEMPLOYED REFERS TO A rERSON WHO HAD NO JOB DURING A GIVEN MONTIIS A.."l'D SPENT ONE OR MORE 


WEEKS LOOKING FOR EMPLOYMENT OR WAS ON LAYOFF. 

"''''NOT IN TIlE LABOR FORCE REFERS TO A PERSON WHICH HELD NO JOB DURING TIlE MONTII AND SPENT NO TIME 

LOOKING OR WAS ON LAYOFF~ 
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The distribution of spell length-also .varies-bydemographic characteristics. Those 
most vulnerable to longer periods without insurance are the poor and working poor (those 
between 100 and 150 percent of the federal poverty line). As seen in Table 3, it appears that 
median spell length without insurance has increased markedly for both groups. Not 
surprisingly, comparative spell length also varies inversely with education. Persons 18 and 
over with onebr more years of college also experience sh~rter spell lengths than high school 
graduates with no additional schooling and .those with less than four years of high school. As 
expected, full-time employees have significantly shorter median spell lengths compared to 
part-time employees, the unemployed, and those not in the labor force. 

Table 4 captures comparisons across demographic subgroups, showing that certain 
populations experienced longer median lengths of uninsured spells. In the 1991-93 period, 
Hispanic persons remained uninsured for a longer time, and more whites experienced longer 
spells without insurance. Hispanics had significantly different spell lengths at 7.7 months as 
compared t<fWhite persons (not of Hispanic origin) with 6.0 months and Black persons with 
7.1 months. This is a shift from the 1990-92 estimate when the Hispanic and Black 
populations w~re close in median spell length at 7.2 and 7.3 months, respectively, contrasted 
to White persops (not of Hispanic origin) at only 4.9 months. 
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Table 4: 	 Length of Spfll Without Insurance for. the Newly, Uninsured Populatiori with 
Observable Starts to Spell, by Race, Education, Sex, and Age, Selected Years 
(Median Months). 

1987-89 1990-92 	 1991-93 


MEDIAN, ALL SPELLS 4.2 6.0 (0.6) 7.1 (0.2) 

RACE 

HISPANIC 4.5 7.2 (0.2) 7.7 (0.3) 

WHITE 
(NOT OF HISPANIC ORIGIN) : 

, 

BLACK 

4.1 

4.0 

4.9 (0.8) 

7.3 (0.1) 

6.0 (1.0) 

7.1 (0.2) 

EDUCATION 

LEss THAN 4 YEARS OF HIGH 
SCHOOL 

7.1 ' 7.6 (0.4) 10.00 (2.1) 

HIGH SCHOOL GRADUATE : 5.3 7.1 (0.8) 7.2 (0.4) 

1 OR MORE YEARS OF 
COLLEGE 

3.8 4.0 (0.1) 5.1 (1.1) 

SEX 

, 

FEMALE 

MALE 
, 
, ' , 

4.0 

, 4.7 

5.5 (0.8) 

6.5 (0.9) 

6.6(1.4) 

7.2 (0.2) 

AGE 

UNDER 18 YEARS 4.0 4.8 (1.5) 5.1 (1.0) 

18 TO 24 YEARS 4.0 6.4 (1.3) 7.3 (0.4) 

25 TO 34 YEARS 5.0 5.4 (1.1) 7.1 (0.4) 

35 TO 44 YEARS 4.0 7.4 (0.5) 7.2 (0.5) 

45 TO 64 YEARS 7.1 6.4 (1.5) 7.7 (0.5) 

;SOURCE: UYNAMICS OF bCO~OMIC WELL-BEING: HEALTH INSURANCE (ANALYSIS OF SURVEY OF INCOME AND" 

PROGRA.\{ PARTICIPATION, D~PARTMENT OF COMMERCE) , 
NOTE: STANDARD ERRORS IN PARENTHESES BESIDE MEDIAN. 



I, 

Ill. Il\1PACT. OF PROPOSED REDUCTIONS IN MEDICAID BUDGET 

Summary of Proposed Changes / 

Both the House and Senate have proposed versions of MediGrant bills aimed at 
reducing federal spending for Medicaid. These proposals would reduce Medicaid spending 
by $182 billion between 1996-2002. To facilitate efforts to meet the proposed budget 
targets, states would receive unprecedented flexibility in program design and allocation of 
funds. The benefit package,· eligibility criteria and rate paid to providers would all be left to 
state authority in an effort to encourage innovation. Specifically, these MediGrant bills 
replace individual entitlement and minimum eligibility standards and benefits with block 
grants to ' 
states. Immunization services for children would be the only required benefits, with non­
binding language addressing state efforts with regard to children, pregnant women, and the 
disabled.9 States would have the option of re-establishing individual entitlement to a newly 
defined set of services for certain groups, or of providing medical assistance to the poor 
through alternative means, such as grants to health centers, sub-block grants at the county 
level or other a'rrangements. 

Table 6 presents CBO baseline expenditure projections from 1996-2002, as well as 
budget targets put forth in the House and Senate bills. Projections for enrollment growth are 
also ,included. ,The CBO projects an annual growth rate in spending of 10.2% which . 
includes a 3.3% annual growth in enrollment. In comparison, under either the House or 
Senate bills, Medicaid spending would be constrained to an annual growth rate of 4.5, and 
4.8 percent respectively. This means that states would be facing a 30 percent reduction in 
federal Medica~d dollars by 2002 as compared to revenues they could expect under current 
policy. If, however, enrollment increases were to continue at projected levels, the resulting 
growth in Medicaid spending per beneficiary would be constrained to only 1.2 percent per 
year under the House proposal. 

9 These proI>osals allow states unprecedented flexibility in program design and allocation of funds. As 
Rosenbaum and Darnell (1995) have pointed out, while both bills require the state to set aside a certain portion 
of the MediGrant funds for children, pregnant women· and the disabled, the total amount, of the set aside equals 
41.9 percent of average total state and federal Medicaid spending between fiscal year 1992 and 1994. Over half 
the block grant amounts can be spent at the total discretion 'of states. Cost-sharing is also allowed in both bills, 

. except in the case of pregnant women and children ,under 100 percent of the federal poverty line, and all state 
restrictions are removed regarding provider payments, disproportionate share payments, federally qualified health 

centers, and minimum thresholds of eligibility and service provision.' 

.,. 




Table 6: . Baseline and .Proposed Growth in Federal Medicaid Spending (Billions) and 
Recipients (Millions). 

AVERAGE 
11996 1997 1998 1999 2000 2001 2002 GROW'Ill 

(PERCENTAGE) 

SPENDING 

($BILLIONS) 

CBO BASELINE 

HOUSE PROPOSAL * 

SENATE* 

PRoPOSAL 

ENROLLEE 
BASELINES 

(MILLIONS) 

CBO 

HHS 

,99.2 

i 
:94.1 

38.4 

i37.4 

110 

102.1 

100.5 

40.0 

39.0 

122 

106.2 

104.9 

41.2 

40.5 

134.8" 148.1 

110.5 114.9 

109.5 114.4 

42.4 43.7 

42.1 .43.8 

162.7177.7 

119.5 124.3 

119.5 125.7 

45.0 46.4 

45.6 47.4 

10.2 

4.5 

4.8 

3.3 

4.0 

SOURCH: THORPE 1995. CONGRESSIONAL BUDGET OFFICE 1995. 

NOTES: CBO REFERS TO THE CONGRESSIONAL BUDGET OFFICE. 

HHS REFERS TO THE U.S. DEfARTMENT OF HEALTH AND HUMAN SERVICES. 


The proposed formula to allocate federal Medicaid dollars would continue to be based 
on per capita income. with annual growth rates related to expected state enrollment growth 
rates. In addition. there'would be limits on maximum and minimum spending growth. 
Higher growth states wot.ld receive grants with slightly higher growth rates in the years 
following the initial block grant. but overall federal spending would be limited -to a national 
growth rate target. . I . 

At issue is how states will respond to the slower growth in federal Medicaid 
payments. State responses will no doubt vary. However. regardless of how states choose to 
exercise their newfound flexibility, it appears unlikely that states will be able to live wit11m 
the proposed budget figures without constraining services and eligibility. A ~ecent analysis 
by Holahan et al. estimates the possible range of s~vings that might be garnered through 
aggressive cost-saving strategies, short of cutting eligibility. Table 7 summarizes the menu 
of policy options designed to reduce the growth of Medicaid spending per beneficiary. 

I . 

I 

. ! 
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Table 7: 	 Potential Cost Savings from Redesigning Medicaid Programs, by Selected 

Options 

DESIGN OPTION 
SAVINGS AS PERCENTAGE 

"OF BASELINE 2002 
SPENDING 

ENROLL ALL ADULTS AND CHILDREN IN MANAGED CARE 

REDUCE PRovIDER PAYMENTS FOR ACUTE SERVICES BY 10 PERCENT 

ELIMINATE TWO-THIRDS OF ALL OPTIONAL ACUTE CARE SERVICES 

ELIMINATE 5d'% OF FEDERAL DISPROPORTIONATE' SHARE PAYMENTS 

REDUCE NURSING HOME PAYMENTS BY 10 PERCENT 

FREEZE NURSING HOME BEDS FOR TWO YEARS 

EsTATE RECOVERY AND SPOUSAL ASSETS INCLUDED IN NURSING HOME 
ELIGmrLITY 

\( . 
REDUCE HOME HEALTH CARE SPENDING BY ONE-THIRD " 

\) . 
,i 

i 
MOVE ICF-MR PATIENTS TO LOWER COST SETTIN'G 

TOTAL SPENDING CUTS PER BENEFICIARY 

1.6 

1.8 

5.1 

3.9 

2.0 

0.4 

0.8 

1.8 

1.0 

18.4 

SOURCE: HOLAHAN, ET AL. 1995 NOTE: EsTIMATES DO NOT INCLUDE INTERACTIVE EFFECTS. *ICF-MR REFERS 

TO INTERMEDIATE CARE FACILITY FOR THE MENTALLY RETARDED. 

- " " 

To the 'extent that states want to maximize such spending reductions, they could adopt 
each of the options outlined below. However, even the most optimistic" savings projections 
yield a comb~ed savings of 18.4 percent, well short of the 30 percent reduction in spending 
per beneficiarY needed to stay within budget figures; 

.. 	 . 

In responding to the need to constrain spending further, states may choose to retain 
current categories of persons eligible for Medicaid but control costs through waiting lists, 
time limits, or" reductions in services available to each beneficiary. Alternatively, states may 
remove whole " groups " from Medicaid eligibility (e.g. those over 100% of poverty line, those 
eligible through "spending down", non-U.S. citizens). Even with more aggressive 
implementation of capitated managed care,reductions in provider payments and reductions in 
services provi4ed; changes in eligibility seem likely. Therefore, given the enrollment 
dilemma states will face, we believe at a minimum the number of individuals permitted to 
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receive Medicaid coverage will not grow from today's levels under the new federal spending 
limits. I 

Assessing the Impact ofi Medicaid Budget Limits with Baseline' Growth in the Number of 
Uninsured: i 

SCENARIO 1 

To establish a baseline, we began with CBO estimates of health insurance coverage 
developed during the last session of Congress. The CBO estiinated private and public 
coverage through the year 2005. We built on this analysis by rebasing their 1995 estimate of 
the number of uninsured with the most recent data from the March 1995 CPS. This data 
placed the number of tini,nsured at 39.7 million, slightly less than the earlier estimate of 40.1 
million. This included o:ver 1 million uninsured children between the ages of 10 and 18 
living in poverty, curren~y scheduled to receive Medicaid coverage by the year 2002. 
Another 8 million or so individuals had Medicaid, but were also covered by Medicare or 
private insurance. Our Baseline estimates beyond 1995 used projections of the uninsured as a 
percent of the population developed from the March 1995 CPS. According to our 
application of the CBO methodology, the baseline number of uninsured will rise modestly 
during the next 7 years, from 39.7 million (15.2% of total population) to 43.8 million 
(15.8%),10 as seen in Table· 8. 

. We then estimate~ the number of uninsured, including groups such as the medically 
needy and others expect~d to receive coverage under current law, assuming that Medicaid . 
enrollment will be kept at current levels. In this scenario, states would freeze current levels 

. I " 

of enrollment, and focusjon containing cost growth to the average 4.5% per year per 
beneficiary allowed in the proposed budgets. Using these assumptions, the projected 
number of uninsured rises to 48.7 million by the year 2002, compared with the 43.8 million 
in the baseline projectio~. 

The Combined Impact of Medicaid Budget Limits and Accelerated Erosion of ESI: 
SCENARIO 2 . 

In our second scdnario, we project the continued rate of decline in ESI as seen over 
the past four years. Bet)Veen 1989 and 1993, the percent of the population covered by ESI 
fell from 61 % to 57%. IThis reduction occurred almost exclusively among dependents of 
workers, as the number bf workers covered by ESI remained stable over the period. Given 

I . 

the well documented shift of jobs from the manufacturing sector of the economy, where 

l 

.OThese assumptions , however, likely understate the number of newly uninsured. In particular, the CPS 
undercounts the number of Medicaid enrollees. Program counts place the number of Medicaid enrollees at 33.4 
mimon in fiscal year 1993. The March 1994, howe~er, estimates the number of Medicaid enrollees during the 
same year at 31.7 million, approximately 5 percent lower than progr~m counts. The disparity in the most recent 
March 1995 CPS is greater. ~PS estimates the number of Medicaid enrollees at 31.6 million, nearly 10 percent 
lower than program counts. Thus, our estimates for the uninsured are likely quite conservative. 

! 



workers are more likely.to receive health insurance through their employer, to the service 
sector, where )Vorkers are much less likely to receive health coverage through their 
employer, and given the growth.in temporary and pari-time work without benefits, it seems 
reasonable to anticipate that the recent rate of decline in ESI coverage will continue. 

<' < 

If the decline in ESI coverage continues on the same trend as 1989-1993, and changes ] 
in the Medicaid program prevent expansionS in Medicaid eligibility, then those losing ESI 
have an increased likelihood of becoming uninsured. In Scenario 2, the combined effect of 
reduced Medic~id revenues and continued declines in ESI increases the number of projected 
uninsured to 6~.8 million by 2002. 

Table 8: Alternative Scenarios for the Number of Uninsured. 

1995 1996 1997 '1998 1999 2000 2001 2002 

UNINSURED BASELINE 39.7 40.7 41.1 41.7 42.3 42.6 43.2 43.8 

BASELINE OF THOSE 
INSURED BY 

ESI 149 149.5 150.1 150.6' 151.1 151.5 151.9 152.3 
" , 

OrnER 16.5 16,4 16.4 16.4 16.3 16.6, 16.5 16.4 

MEDICARE 33.9 34.2 34:7 35.1 35.6 '36.0 36.5 37.0 

MEDICAID 23.0 23.7< 24.4 25.1 25.8 .26.5 27.2 27.9 

TOTAL PopuLATION 262.1 264.5 2~6.7 268.9 271.1 273.2 275.3 277.4 

UNINSURED 39.7 41.4 42.4 43.8 45.1 46.1 47.2 48.7 
SCENARIO! 

:1 
"t 

UNINSURED " 39.7 43.7 47.3 51.2 55.2' ',58.8 62.8 
SCENARIO 2 

SOURCE: THORPE 1995, CONGRESSIONAL BUDGET OFFlCE 1995. 

NOTES: BASELIr'oI'ES ARE PROJECTIONS BY TIlE COJIiGRESSIONAL BUDGET OFFlCE. 

ESI REFERS TO EMPLOYER-SPONSORED INSURANCE. 
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IV. ANTICIPATED DEMAND FOR UNCOMPENSATED CARE 

Traditionally. care for the uninsured has been provided through a complex web of 
direct public fmancingll ~nd cost-shifting to patients with public and private health coverage. 
Although hospitals have been the primary source of services for the uninsured, physicians, 
community health center~ and others have also provided a substantial volume of free care. 
The CBO recently estimated that hospital and physicians provided approximately $20 billion 
in uncompensated care in 1991. This will rise to approximately $28 billion in 1995. Not all 
uncompensated care is traced to the uninsured; however. As reported earlier, studies have 
linked approiimately 77 percent of uncompensated hospital care to the uninsured. The 
remaining amount is traced to individuals who do not pay their deductibles or coinsurance. 
The uninsured are reported to account for 89 percent of uncompensated care provided by 
physicians. 12 

In considering the capacity of the health care delivery system to respond to an 
increased demand for uncompensated care, we focused on hospitals, the largest suppliers of 
uncompensated care. Ta~le 9 shows the baseline growth in the number of uninsured and the , 
expected baseline rise in !hospital uncompensated care. 

I 

Our baseline for ~ncompensated care is derived from the American Hospital 
Association (AHA) Ann~al Survey. The AHA survey estimates that community hospitals 
provided $15.9 billion in: uncompensated care costs during 1993. This represents 
approximately 6 percent pf all hospital costs. These costs are projected to increase to $16.6 
billion in 1994 and $17.7 billion in 1995. CBO figures indicate that the uninsured account 
for 77% of uncompensated care charges. Thus, in 1994. approximately $12.7 billion in 
uncompensated care can be traced to the uninsured. The remaining 23 % can be traced to 
insured persons who do not or cannot pay their cost sharing amounts. 

To calculate the future volume of uninsured uncompensated care, we first estimated . 
the growth in total uncompensated care. We assumed that the volume of such care grew at 
the same rate as hospital costs (although traditionally it has grown faster). Second, we 
calculated baseiine per c~pita uninsured uncompensated care by taking 77 percent of this 
figure and dividing it by ;the baseline number of uninsured. Third, the per capita was 
multiplied by the number of uninsured in each scenario. The remaining volume of 
uncompensated care tra~d to uninsured patients was estimated to grow at the hospital cost 
growth rate. This assum~d that the per capita costs of uncomPensated care observed today 
will remain unchanged despite the likely changes in the composition of the uninsured. No 
changes in the Medicare ;and Medicaid programs were assumed. As presented in Table 9, 

I 

IlPublic hospitals have re~ived direct financing for uncompensated care from state and local tax 
appropriations. During 1993,1 these appropriations amounted to $3.1 billion (CBO). 

I 

12 CBOStaff ~emor~dum, "Single Payer and All-Payer Health Insurance Systems Using Medicare's 
Payment Rates",' April 1993. I 

I· 
i 
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the baseline gr,Owth in uncompensated care will increase at a rate similar to the previous 15 
years -- from $17.7 billion in 1995 to $29.3 billion in the year 2002, or at a rate of 6 percent 
of total hospital expenditures. 

Table 9: 	 Baseline and Alternative Projections of the Demand for Uncompensated Care 
($billions) and the Number of Uninsured (millions). 1995-2002. 

1995 1996 1997 1998 -1999 2000 2001 

BASELINE UNINSURED 39.7 40.7 41.1 41.7 42.3 42.6 43.2 

FROM THE AL 

SURVEY OF HOSPITALS AND DATA FROM THE PROSPECTIVE PAYMENT ASSESSMENT COMMISSION. 

Under the assumptions of our Scenario 1, in which we used the more conservative 
estimates regarding the erosion of ESI and assume no growth in Medicaid e'nrollment, the 
potential demand for uncompensated care grows to $33.4 billion. In our second scenario, in 
which we assumed the decline in ESI continues on the same trend as 1989-1993 and 
Medicaid enrollment was again held ~onstant, the demand for uncompensated care reaches 
$43.2 billionY 

It is important to note ,that the distribution of uncompensated care discussed above 
will not be uniform across hospitals. Table 10 illustrates the distribution of uncompensated 
care acrOSs hospItal types in selected years" as well as the 'ratio of uncompensated care to 
total costs in 1993. 

13We slightly understate the impact on hospital; of growing levels of uninsured. For example. national 
uncompensated care was $16 billion in.1993 '(6% of $266 billion) and in our hospitals (6% of $233 billion=$14 
billion)" In 1995 this would total nationally nearly $18 billion (6.4% of $300 billion in costs). Since we are 
using a subset, the total is slightly less around $16 billion or so. However, we calculate a per capita using total 
number of uninsured. This slightly understands per capita costs. This is not really a big deal though since 
Maryland only has about 0.6 million uninsured on abase of 39.7. So we have understated total uncompensated 
care across all hospitals by about 5 %. 
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Table 10: Distribution ~f Uncompensated Care Costs Across All Hospitals (Percentage), 
Selected Year,s, and Uncompensated Care Costs as Percentage of Total Costs, 
1993 ' 

HOSPITAL TYPE 1980 1985 

LARGE URBAN 

OrnER URBAN 

RURAL 

MAJOR PUBLIC 

TEACHING 

MAJOR NON-PUBLIC 

TEACHING 

OrnER TEACHING 

NON-TEACHING 

43.1 

40.3 

16.5 

22.7 

9.9 

28.1 

39.4 

41.4 

43.1 

15.5 

13.7 

ll.5 

30.1 

44.6 

i 
Note that large ur:t>an hospitals provided nearly 60% of uncompensated care having 

steadily increased their share from 43% in 1980. At the same timet the share of other urban 
hospitals declined from 40% to 30% over the same period. The proportion of 
uncompensated care prov.ided by major teaching hospitals also increased 'from 9.9% in 1980 
to 12.5% in 1993. Major public teaching hospitals together with other teaching facilities 
provided about a quarter :of all uncompensated care. It is also important to note that large 
urban hospitals had a higher ratio of their total costs consumed by uncompensated care than 
other hospitals (6.4%), with the exception of major public hospitals in which 18.5% of costs 
were attributable to uncoPlpensaterl; care. 

The last column 'of Table 10 indicates the ratio of uncompensated care costs to total 
cost for each hospital type, showing the fmancial impact uncompensated care had on.these 
facilities in 1993. Large~ urban hospitals provided a large and growing share of 
uncompensated care (6.4% of costs in large urban hospitals, compared to 5.6% in other 
urban and 5.1 % in rural :hospitals). The ratio of uncompensated total costs was also higher, 
in large urban hospitals 40mpared to major private teaching institutions (6.4% versus 5%). , 

! 

Table 11 presents; th~ percent of total costs consumed by uncompensated care in each 
of our scenarios. Under; current policy, we assumed that uncompensated care would account 
for a stable proportion of hospital costs, namely 6 percent. Under scenario 1, 



uncompensated: care rises to $33.4 billion or 6.8%. Under the second scenario, it increases 
to $43.2 billion or 8.8% of total hospital costs. 

Table 11: Uncompensated Care as Percent of Hospital Costs 

1995 1996 1997, 1998 , 1999 2000 2001 2002 

BASEUNE . 6 6 6 6 6 6 6 6 

Scenario 1 6.2 6.3 6.4 6.5 6.5 6.6 6.7 6.8 

Scenario 2 6.2 6.6 7 7.3 7.7 8.1 8.4 8.8 

In sumri:lary, the number of uninsured will likely increase due to reductions in federal 
Medicaid funding and may become substantially higher if the recent trends in ESI persist. 
The amount of uncompensated care will vary directly with the number of uninsured. This 
will have a large impact on hospitals as revenues from previously insured private payers 
decline, but m<;:>st of their demand for services and the cost associated with them will persist. 
Large urban and teaching hospitals' will bear a disproportionate burden of the impact of these 
changes, and the ability of these institutions to meet the growing demand for uncompensated 
care seems uncertain. 

v. CONCLUSIONS 

The proposed changes in Medicaid could result in increased efficiency in the health 
care system, and certainly will afford states the opportunity to develop innovative strategies 
for providing health care. We may see several new types of programs that specialize in 
providing quality care for low-income persons in a more efficient manner. In addition, state 
leaders have long cited .the burden of federal regulatory requirements as a deterrent for 
enhanced innovation and collaboration among policy makers and providers at the state level. 
The have also objected to federal mandates which have often come without sufficient federal 
funding for implementation, constituting an additional financial burden to states. The new 
flexibility allowed'under current proposals 'is .welcome news at the state level, although thi.s 
flexibility comes at a great cost to states in 'terms of reduced federal revenues. . 

This reduction in the rate of growth of federal revenues raises several important ' 
concerns .regarding the financial environment that states and, in tum, hospitals will face in 
providing care to Medicaid.enrollees and to the uninsured. The expected rise in the number 
of uninsured and in the care they will demand raises seve:ral potential problems. Without 
significant expansions of coverage at either the national or state level, hospitals could be 
forced to restrict care to the uninsured, reduce quality of care, raise more revenues from 
private payers, or all of the above. The scenarios outlined above indicate that the level of 
uncompensated: care demanded by the uninsured could rise sharply, potentially accounting for 
nearly 9 percent of hospital costs by the year 2002. Current rates are about 6 percent. The 

,combined impact of reduced revenues, incre~ing numbers of uninsured, and increased 
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competition may be too much for some hospitals. ,As recently as November 3rd, The New 
York Times reported that a Wall Street credit rating firm, Moody's, is anticipating , ,', 
downgrading its ratings ?fseveral major hospitals in anticipation of ,the impact of Medicare 
and Medicaid cuts. As one Moody executive noted, "Regardless' of the measures hospitals 
take, the cuts will reduc~ profit margins materially and lead to the closure of weaker 
performers. " 

Of particular concern is the continued reduction in private health insurance. ' Although 
preliminary data from March 1995 seem to indicate the trends have stabilized for the time 
being, these reductions remain a cause for concern. Should the Congress and President 
agree to reduce the groJ.ili in Medicaid to the levels currently discussed, and should the 
declines in ESI coverage! continue, the number of uninsured could rise to nearly 67 million. 
Analysesby the Urban'Ihstitute indicate that efforts to reduce spending per Medicaid enrollee 
would generate at most 60 percent of the reductions needed to meet these new block grant 
budgets. Although many believe that Medicaid managed care can generate significant.iong- , 
run savings for these populations, it is unlikely that managed care'will generate substantial " 
savings in the near futur~. It will take time for states to implement more aggressive . 
capitated models. Also, Imost of the policy options under discussion focus on women and 

, ,children and do not addrbss the fact that the lion's share of Medicaid spending is for the 
,I ' , 

elderly and disabled. Tlie health care needs of the SSI, blind an4 disabled may make it, 
difficult to realize large ~avings from managed care for these populations. Even in the most 
successful programs, mabaged care has usually resulted in savings of no more than about 5 . 
percent. Hence, the rerrtaining savings would have to come from reducing the number of 
individuals receiving Medicaid coverage. In this case, state and national policy makers 
would have to develop ahxiliary approaches to providing care'for an ever rising tide of' 

, I ' 

uninsured patients. f , ! 

In conclusion, w~ anticipate increased numbers of uninsured, increased demand for 
uncompensated care, anq a decreased capacity 'of 'the delivery system to meet this need. The 
majority of the uninsureci constitute a vulnerable population witjl no political voice. While 
we do not accept the pre~ise that any decrease in funding for the health care of these 
populations will necessai;ily. decrease the quality and availability of needed services, we are 
concerned that the magnitude of the reductions could generate serious problems. We 
therefore strongly recomfnend that a substantial monitoring effort be developed to track 
access to needed medica~ care, and the qualitY of care available to our nation's most 
Vulnerable populations: ' 
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NUMBER OF UNINSURED AMERICANS 
I 

i 

I 


• 	 There were appro,Xlmately 40 million Americans without heaJth insurance in 1993, This 
was about 15% of the U. S, population,

I 

J, ' 

• ' 	 The number uninsured Americans is growing: 

The nu~~er of uninsured Americans grevv' from about 30 million people in 1979 

to about 40 million people in 1993, 

The number of uninsured Am erlcans is currently growing by about 1 million 

people deh year, 


• 	 ,The erosion of employer sponsored health insurance is part of the reason for the growth 
m the number of uninsured Americans, 

. I . 	 . 

Between; 1989 and 1993. the' number of Alnericans with employer-sponsored 
health insurance fell from 152 million to 148 million.' 

Notes: 

Administrationicstimates based on the Current Population Survey (CPS), 

There are differences in estimates of the number of uninsured which reflect differences in 
methodologyaitd data interpretation, For exanlple, the Urbanlnstirute has a lower 
estimate (36 million people in 1994) of the number ofuninsured primarily for two . 
reasons. The ftrst is that the Urban Institute is not adjusted to the 1990 census, which 
produces a low~r count of the uninsured. ' Second, the Urban Institute adjusts its 
estimates to ac~unt for a perceived under reporting of the number of people covered by , 
Medicaid, The Employee Beneftt Research Institute (EBRl) has a higher estimated of 

I 	 . 

the number of Uninsured (41 million in 1993) because they make a downward. ' 
adjustment in the number of insured children to account for a perceived inconsistency 
betWeen two questions on the CPS. 

Changes inthy CPS design in 1988 produce inconsistencies in insurance coverage 
information b¢ore and after 1987, Beginning in 1988, the CPS asked all respondents 
(rather than just employed people) whether they were insured under employer-sponsored 
plans. 	 In add~tion, m.ethod of counting the number of insured children was improved,· 
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Trends in Health Insurance Coverage for Low-Income 
Population*-, 1988 and 1994 

• _ w • .. • • • • ... •• '" • • .. • • • • ~ • • • • • ~ • • Individual Privote*" 
Individual Private* 11 9% .. "'.' . '" .... .1~%. _. ; .... 

Uninsured 
. Uninsured 27% 

29% 

. . . . . . . . - . . . . . - . .- . . . . . . . . . . . . . . . 

Employer 
28%Employer 

34% 


. . . . . - . . . . . . . . . . . . . . . . . . . 

• ~ w .. 

Medicaid 
Medicaid 

36% 
26% 

Total == 66 Million People 
Total 7 5 Million Peo·pTe-:-·

1988 1994 

+ Below 200 percent of the Federal poverty level. 

11 * Includes coverage for the mi1!tary and veterans. 

Note: The Federal poverty 'evel was $14,800 for afamiJy of four in 1994. The Kaiser Commission on 


. . Source: Urban Institute estimates based on 1988 and 1992 Current Population Surveys, 1994. THE FUTURE OF MEDICAID 
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DISCUSSION DRAFT -- NOT FOR DISTRIBUTION 


POSSIBLE RESPONSES TO DEMAND THAT TRUSTEES SPECIFY MEDICARE 

REFORMS 


Background: House Republicans are likely to pass a bill requiring 
that the Medicare Trustees issue a report to Congress by June 30, 
1995, detailing :specific actions to ensure the short-run solvency 
of the' Medicare ,Trust Funds (both the HI and SMI Trust Funds). 
If the Senate considers a similar bill, the Administration needs 
to develop a stiategy for a response. 

Legal Analysis (iincomplete): Congress generally has no legal 
recourse against the Trustees if they do not meet the June 30 
deadline. Many ,Congressionally-set deadlines for studies are 
missed, with no :legal consequences. However, there is a 
political risk if the deadline is missed. Congressional 
Committees can be expected to hold hearings where the Trustees 
are grilled harqer and more personally than ever, since the 
Republicans are idesperate for dollars. They will do anything to 
humiliate, cajole, or shame the Administration into providing 
needed cover for Medicare cuts. This process will no doubt 
severely strain;relations with the Hill. 

,I ' 

Financial analy~is: The HI Trust Fund needs around $80-100 
billion (7-year'figure) in additional revenues or spending cuts 
to ensure solvency through 2005 (the exact figure depends on the 
time path of savings/revenues). Around $160 billion (7-year 
figure) in additional revenues or spending cuts is needed to 
ensure that theiHI Trust Fund maintains a reserve fund equal to 
one year's expenditures through 2005. Once the Baby Boom 
generation starts to retire in droves (i.e., by 2020), the entire 
system will be under severe, financial stress, requiring 
additional reform steps. 

Options: Several alternatives are presented below. These 
alternatives are nowhere near exhaustive. Moreover, portions of 
the alternatives can be mixed and matched with others to create 
composite alternatives (perhaps an infinite number of them).

I 
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I

ALTERNATIVE 1: RELy'ON SENATE DEMOCRATS TO DELAY OR SCUTTLE 
ALTOGETHER' II 

• Administration works with Senate Democrats to ensure that bill 
is not passed. Potential strategies could involve filibusters, 

, lengthy amendmen~ strategies, etc. 

Pros: 
i 

• Does not use up much- political capital. 

• Administration keeps' low profile and ,is not perceived as 

defending stat.usl quo. 


,"! . 

• Recognizes:the, political nature of this bill and draws,battle 
lines on politidal grounds.

I ' , 

. [
• Cons: 

[ 
• Very unclear if 'there is even a majority of Senate Democrats 
willing to do this. 

I 
• Public could perceive this effort as evidence that the 

Administration and Senate Democrats are not serious about 

addressing Medidare solvency issue. 


I ' 

, f ' . ,"', 


• Congression~l IRepublicans likely -to become more antagonistic 

·toward Trusteesl(and perhaps the rest of the Administration). 
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I 
ALTERNATIVE 2: D'IRECT BLOW-OFF STRATEGY 

l 

- Administration'vetoes bill and states that·the time frame 
permitted and th~ callousness of their approach illustrates all 
too ,well that the Republicans are using the Trust Fund as a 
politicalfootbaill and a bank for their tax cuts. We will simply' 
say that we won':t participate in such a sham. 

IPros': i 

I 
- Administratiod does not respond to what. is essentially a 
.political strategy with a policy response.. . , . 

- AdministratioJ sends strong message that i~ will address 
Medicare onlyori its own terms or within the context of wider 
reforms in a se~ious manner. 

i . 
·-If we carry-off throughout the entire Administration (no off­
the-.record secodd guessing) the President could appear strong, 
particularly if lit is combined with a restated, but more clear, 
commitment to produce, or work with Congress to produce, a plan 
once the Presid~nt's previously outlined criteria have been met. 

i 
Cons.: i 

I 

I 


- ·Elite press p~obably attacks Administration for missing 
opportunity to address Medicare Trust Fund solvency.'

I 
I 

- Uses up polit~cal capital to sustain'veto. 
I 

- Congressional Republicans likely to become more antagonistic 
toward Trustees (and perhaps the rest of the Administration). 
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ALTERNATIVE 3: INDIRECT BLOW-OFF STRATEGY 

• Administration: signs bill or allows it to become law, but 
issues report shortly thereafter which states that Medicare 
reform must .be d:one in the context of overall health care reform. 

Possible v~riation: Report states that solvency of Medicare 
Trust Funds' could be improved if revenues that would be used 
for proposed tax cuts instead are directed to Trust Funds. 

I 
i

Pros: I 

• Could be perc~ived by the public as a reasonable response to 
the bill's dema~ds, even though it does not address expenditures. 

i 
• Does not use ~uch political capital. 

• Administration does not respond to what is essentially a 
political strategy with a policy response. 

, I 

I 

• Repeats current message on health care. 
I 

., Does' not provide political cover to Republican attempts to cut 
Medicare expenditures. 

Cons: 

• Public and media could perceive ,this report as non-responsive 
and evidence that the Administration is not serious about 
addressing Medicare insolvency. 

• Elite press attacks Administration for missing opportunity to . 
address Medicare.Trust Fund solvency. 

• Congressional, Republicans become more antagonistic toward 
Trustees (and perhaps rest of Administration).

i . 
I

• Could ,be criticized for using funds that do not exist as a 
specific part o~ the budget proposal (this might only be an elite 
press problem).: 

• Transfer of g~neralfund revenues to Medicare Trust Fund might 
be criticized as an undesirable precedent. 
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ALTERNATIVE 4: RESTRUCTURING BAND AID RESPONSE 

• Administration signs bill or allows it to become law. Report 
focuses on the transfer of some items from Medicare Part A to 
Part B (e.g., hqme health care). Premiums charged for Part B 
could (but need Inot) increase to cover costs of this service. 

Pros: 
i 

• Seems like a :r;easonable response to bill's requirements. 
! 

• Would substantially increase the solvency of HI Trust Fund by 
removing a larg~ (e.g., $15-20 billion per year for home health 
care) and fast-growing cost component. 

i 

• If Part B premium is increased to cover part of" increased cost 
of benefits, th.fs would reduce Federal deficit (a premium equal 
to 25 percent of the actuarial cost of home health care would 
reduce deficit by about $5 billion per year). 

• If Part B premium is increased to cover part of increased cost 
of total Part B 'benefits, beneficiaries would be. paying part of 
the cost of a fast-growing component of Medicare benefits. 

Cons: 

• Beneficiaries :may view this shift as breaking an implicit 
contract, to th~ extent they counted on receiving these benefits 
in return for HI taxes. 

• Could be portrayed as increasing the burden of ·beneficiaries. 
I 
I'. Could be port~ayed as an accounting fiction, especially if Part 

B premiums are not increased to cover the cost of benefits 
shifted to the SMI Trust Fund. 
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ALTERNATIVE 5: S'ERIOUS BUT PARTIAL RESPONSE THAT BEGINS TO 
ADDRESS THE TRUS,T FUND ISSUE 

• Administration signs bill or allows it to become law. Report 
lists' $X billion (perhaps $50 billion) in Medicare Part A cuts; 
suggests that p~oposed tax cuts be scaled down and the additional 
revenues dedicat~ed to Trust Funds. 

I

Pros: 

• Appears to be ,responsive to law. 

• Elite press m~y see this'as responsible policy toward Medicare. 

• Could be viewed asa "down payment" on a larger plan to address 
long~term Medic~re solvency. 

• Provides political cbver to Republican attempts to cut Medicare 
(suggested cuts ,are almost certain to be adopted).

I 

, 
• Release of an :Administration proposal could diffuse the anger 
of providers whq bear brunt of cuts (currently directed solely at 
Congressional Republicans). The rest of our base supporters may 
also conclude i~ is premature to throw any semblance of a 
lifeline to the 'Republicans. 

• To the extent that general fund revenues are transferred to 
Medicare Trust Fund, this option might be criticized as setting 
undesirable precedent. 

i 
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ALTERNATIVE 6: p,OTUS HEALTH REFORM PROPOSAL RESPONSE 

• Administratiori signs bill or allows it to become law. Report 
pres~nts a viable health care reform proposal. This bould 
incorporate incieased insurance coverage as well as reforms to 
Medicare, Medicaid, and other health programs. 

Pros: 

• Consistent wi~h Administration message that reform of Medicare 
can only take place in the context of overall health care reform. 

'"" 
• Could be an opportunity for Administration to achieve a 
bipartisan brea~through on a major policy issue .. 

Cons: 

• Provides policy response to what is essentially a political 
demand. 

I 
• The "sources of funds" portion of the proposal provides 
political cover to Republican attempts to cut Medicare (suggested 
cuts are almost I certain to be adopted).

i " . 

• R~lease of an:Administration proposal could diffuse the anger 
of providers who bear brunt of cuts (currently directed solely at 
Congressional Republicans). 
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ALTERNATIVE 7: ~UGGEST THAT POLITICALLY "POPULAR" REVENUE OPTIONS 
(BOTH REAL AND QNLIKELY) BE UTILIZED TO STRENGTHEN TRUST FUND 

, 
• Administration signs bill or allows it to become law. Report 
suggests that certain revenue streams be earmarked for deposit 
into Medicare HI Trust Fund. Possible candidates include: 

. I 

increased excise taxes on tobacco or alcohol; increased HI 
payroll tax; reduction in tax expenditures claimed by special 
interests (e.g.,; 

I 

tax subsidies provided to American living 
abroad, to oil and gas industries); and closing tax loopholes 
(e.g., expatria~ion proposal, limiting corporate dividend 
received deductiionto pro rate dividends). 

• It is possible to raise enough revenue to make the HI Trust 
Fund solvent. 

I 
• Could be perc~ived by .the public as a reasonable response to 
thebill.'s demands, even though it does not address expenditures. 

• Senator Bradl~y is already pushing idea of dedicating a tobacco 
tax'and/or "corporate welfare" tax breaks. 

! 
I 
I 

• Administration likely to be characterized as promoting "tax and 
spend" policies.:

! 

• Transfer of g~neral fund revenues to Medicare Trust Fund might 
be criticized as setting undesirable precedent. 

• Congressional :Republicans likely to become more antagonistic 
toward Trustees I(and perhaps the rest of the Administration) 
because the bill focuses on Medicare spending restraints and. the 
response focuses on revenues. . 
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, 	 I" . 'TRENDS IN HEALTH I NS.U RAN.cE COVERAGE, . 
":,'. .~' 	 1987 TO'1993 .. 

, 
" 

:by r,:auraSumm'~rand Isaac Shapiro' 
\ 	 " _ ,_ '.~ H 

~ ., 

, " In'earlyOd~~er, ne~~hea1th.ins,unlnce c6venig'e ciataJot 1993we~e issued by the 
, tensusB~reau as part ofitsanhtiaLrepqrt on poverty a,nd inc6metren~s and 9ther ','. 

economic indicators., More detailed~ unpublished data on t'tealth inSurance coverage . 
. from the Censqs\ Bureau also became avAilabie. this analysis ,examines 'tlus new., " . 
. information for 1993, a!1d comparesit'to data fromearliery~ars.(Some'comparisonsare" 
, i.tyailabh~ back to 1987 while others are available back to 1988J . I. . , 

" 	 , , ' " ',' , I. . ,t _. ."" ' I' i' \ 
\ 

Coverage Deteriorates Rapidly 
: : ' , 

, 	 '. II 

. I.., 	 . ' .' , /. 

'The basic b:erid in health insurance coverage is unmistakabh~; Both'the number' 
, qf peopleahd the proportion Of the population that la~k health insur'ance f~r the' entire 

, , . year have i'ncreased, steadily since 1987.' The problem·has gro\\in wors~ during both 
" r~ces~ior\atyand r~cpv~ry perigds.; , " ' . ' " , ' ". , 

" 	 . 
, ,• ,According t~' t,he Census da ta, the numl:?~! of peop~e vifthou t heal th . : . ". . 

insurance for the entir~ year rosefr~m 31 million fn 1987 t~39] million in '. 
, 1993, an increase 'of nearly nine million people,ina reiatively.shorttime ;,
span.:".· .,.. ',,' 	 . 

.. " , 
. , 

. During ,t~s sameperiod/' the proP9rtion ,of the populalion vyithout . 
.insurance incre'ased' from 12.9'percentto 15.3: percent. '. ',.. ,\, 

. , 

\ 
,

.' 	 .'. " \: . 
. \ ! 

, 	 , r 

1,. 

, , 	 \ 

"..:._.,-.:... ,,'L..__'_---'7'"".,--,---, 	

" , 

,'I' 

, '.. '. 1 ' .' ,.".:" I,' .,' ';. ..,. ': ."; 

I Whe.n the Censlls Bu,reall!eleased the 'J 993 poverty;, inc(')r:ne:and h,ealfh in~uiance data, the Bureal:l also 
, I.' , 'revised its\'J92 data."w r~tl~Ct populatinn' cl!unts froi11the 199(l DeCef\niaJCel~su$~ The revisil'ln yielded" , ­

f 	 ,higher l'lJTl1bt!rs and r.at~sof penplelackin.~ hea)lh in::;urili)(;~c(lverii.gdhan the19~2 figt!r~s published ' " 
'il1itiali y. The CClmpiu'is\)'i1S bl:'tw~eDI9'92and 1993 in thb pa p~r lise the revi~t\c11992 heaHh insurance data. 
The revisii11l:> dl) not (1if~ct compariSllnsbetween 1~87 (1r.l'::l~1'! arid 1993: .:.' '. . , 

, - , '\ " ", . 

, '777 North Capitol Street, ,Nt:, Suite 705,: Washlng~on, DC 20002. 'TeJ:202-46's.losO· Fax:' +02·40~~lOS6, 
, ". Irts J, Lavand Isaac Shapiro, ACting Co-Dlrectors ' , ­

, _ t, , 	 ' ,,' , J 
\ 	 : ' 
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• Every,year from 1987 to 1993, both t,he numper and theprO,portion ofthe , 
.! population without he'a1th insurance increasecL (11\ some year$, though,' , 

, : the increlases were not large en01,lgh to/be "statistically sigiiificant:,2), ' ' 
, • ~ I • j " ,. , , 

~ , , :;' ~' " \. . , . .' -: / ,,\ " , . "",, I ' ' , I 

• From 19~2 to 199~~ the,numb~r of people; without coverage rose" I, • 

significa~tly, !.:it1:1 million.: $ome 15 percef.Lt'ofthe population lacked 
coverage in.1992~ compared to the 15.3 percent w.ithout'coveragein 1993' 

J' 
(this change wasnot statistically significant). " ' .. , '/.'.1.' 

''1' i . 
\ ' , J 

, , Tl)e Large Majo,rity'o'f theUl1in.f?ured Are N.ot ~oor ~ 
" ' .' ' 

" . "I' . ,:1.. 't 

.',As ~Olild be expected,a largerproportion'of the poor than of the non-poor lack' .' 
health'insurance. Am.ong.those who "Yere poor, 29.3 percent had .no heaHhinsurance in 

t -/' \ " ' '/''.

1993. Some 12.8.percent of the non-poor lacked insurance.'. . ' " . . . •.. " ..... . I 

,\ Thelargemajot"ity of pe'pple 

. i' without' coverage, however, are not poor" 
 , Table),

Of those witho~t insuiiricelast year, some " 'People witl1n(),He?\lth lnsut~nce 

, ,.28.2 rr-illion ~ 71 :percent -. had inc'omes 
 . I '(in t11iJ#0ps)


. above the poyertylin~, .' ' .' 

I J ' .' J, • ..,'-, "1 _ (, All' C'ion~pdor l:oot 

Similarly,'frqm'1988 to 1993, the, ,.1993 '+ 39:7 28.2 11:5', 
',.,' 32;6 .' , 22.9' . 9.7 .li~m's shate of the gro'~th in the health' ., 1988 

31.0 ·..··N/A'· '::N/A, inSuranc€'gapoccurredarnong p~ople whp 1987 
, ,." ar~ notpobr.:3 . Both the number and the' 

. . .. I . 1988-'1993 '.'. 

,proportion ofthose liying ~bove th,~ .., increase 
pove,rtyline bl.,lt lackit;lg health insurance: : ,:, .' 

1.' grewduririg ~hisp.eri9d. '( .... '. "" .. ,7,1NUffioer.. 5.3 1.8· 
'. '. ! . , 

.1.Percent '100°/', ' .... 74lX, 2()"1t,: . 
'. 

'. e·. , SinceJ9~8,t~e first y~ar. for 

'. which iiiforrnation on the· 
 • ' '1" 

r 

-..,...,---", ­ ., 
, • ~ ,', • '. < .,' " • ..' • -: , .', ' ' .' , .,' ': " " ."" 

2 The'Census Bureau da~a are based on surveys of the U.S. p(lj.iulation. Accordingly, the data are not' . " 
absolutely precise reflect,ionsof the pop~latinn's c~afacteristics: "?t~tisticalsignifici\l)ce" teSt~"are :' 
perf;)~med t(,'; d'eter'rnine if thediffenmc~ be,h.... terispr~ey:; c(l~ducted in 'different years are due to the, 
imprecbion of th,e sulveys:nr to actual, changesnver time.· ChilO~es are \,sually considered statistically' 

, ' .$,ignifi~ant ifthf;! mathemii~kal tt'st,stl~ge:;tSther~ 'isat lea~t'Yll percent certainty that the di,rectit,n l,f the ' . 

change,noted is correct: . . "".. . . . ,'.;':' 


< ~: The,year~to~year, pattef~~ d-~)va~y 'S~l)~le~vh~t. .~or exa~Ple. fr.~}~} 99i t(11993; ius~ 45 p~~~e~t' ~)f.tn~ 

.. iricrease in the nunlbe'r I~f people ,Iackil1g healthiIlsur".nce c{lveragt!~}ccli,rrt'd am<'.1ng the Ol)np(Jor. By,' 


'. contrast..(r(lm 1991 to 1992, some i8 percebt of the increase oC(:U1:red atH.ong the nonpOQr .. The one-year .. ~ 

changes reflen, in part sti(ti,stical varia'tion,so the Il1ng-rernf picttlreis more telling, ' ' . 


"0\ , .:- ' . ,, " 
2 

. , . . . ' 
I 
I, 
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'\, ,i~Cbm,e'st~ltuS o~\dieur:Uz:sured.lsavailablet~he humber ofpe6ple whQ,are 
not poor butwho tack health insurance has jumped byS.3 inl1lI0n.: Some', 

, ~4.pe~cr~~ o'f, the ~yerallg~9,"Vth ifl the ~~ri1be,r()t uninsured during this 
five-year penod,o,ccurr:ed among the non-::poor. ", '" '"."',' " ',,",'! 

, , ..." r 

\(, \ '1" 

:, \ ~ The prqpo'rtipn~cif no~-p'oor'people without health 'insuranc'e rose f!om , 
; ,,' 

'\ ~ 10.8 pe.tc~nt to 12.8 percent during this period. '-, , ' 
~ !i ' ,.- , 

, ,;' 

" ') 'Health'insura~ce t;encis<arnongthepoor have beeh'~ixed:' The n.umber-of poor" ' 
people-without healtp in.surance coverage has increased, since 1988~rising py 600,000· 


, justbetvvee:r;t 1992 to :1993, But'inmi:.my of theseyears, the' increas~ in.the I;l.ulTlber.of • 

poor'peoplewithoutiirisuraIlcerelated to an,overallrise'in'the size of the poverty" ,: 


", pop'l:i.latic;>n~ Froml~88 to t9~h, the proportionofthe 'pov.erty p~pulation lacking he~ltl',' ' 
irisurah~e c.qverclge qec~easedJrom30.3 percent to 2a.7percent" Asd~s~ussedlater, an: 
expan~ion in Medicat9t6vera~ehelps~explainthls ~ecr~ase. ,,' \', I" ' ", ,>,' 

, ',,','the'~nde~se ih1993in"thenumber ofpoor peo:ple lacki.ng:coveiaged~eSrio·t", ' 
h()wever~ appear tobe due eIlti~'ely tocth~increase i-n the size of the poverty population. 

, While fS:8 percentofthe'poor lack~q health insutancecoverage in'1992, some 29.3,' ' 
i" 

'percent ,6f.the poor ~erewithoutcoverage in. 19~3~J In 1993"ortgoing.expansionsin.' / ' 

Med\caid coverage appear to have beenoffs~t by dth¢r tr¢nds. Ainong the off.~etting , 
factors could be a growthil:r'the numbe! o(worklng poor, many 't;f,whom.1ack health 
insurance through tHeir jobs., , ' . " " ',' " -' t 

I' , 

, , , !.: .' ,:. ,I"'I. 

1 " 

,', ','," ,,1 'I" ' , ' 

, '/ Data Understate ,the Problem r; 

.' , , I. • .'. ~ 1 ' , 

;' 
, ,f' 

.... , < ' ,',TlH~'sefigures~llderstatethedifuertsionsof th~he~lth i:ns~rallce p~oblerri \,' ' 
",bec~L(se they.represehtpnlY people, w h,p reportedt~ey lacked healtfl insurahc,e foe the , 
, entlreyeat examlned'7 for example, for aaof1993~ People w.ho had healthiris.\.iran.ce ": " ',' 

, , for as 1itt1~ as oitemqnth in ,1993 would not be counted' as uninsured:Jt islike!y, that : 
,:, 'inillionsofotherpeopleJacked coyer'agtdorsomepart 6f 1993. ," '. " •• ,. ,', .,. ,> ' 
• r- " '.'", • ' . , ' .' 

,i, 'I' 

.{,' ,'A'CensusJrep~r~ frOl~ earlier this yeardocuments thispoiht: While ,~5)! :milli,O~' 
, people were uninsui~d for all' of 199t 'a mU(;:h largeinumber - 60 million ,people -,' ' 

" , lacked health insurance coverage for at'least' one month during a 32-month period. ' 
, ": \ \ • ' I ' 

, .,
'- " 

'/ ' 
• :' 'J 

, ,i 

, ;' 
'.', t;.', 

i "-: 

; 

" 

h 
1 

: 
." """.'" ',~ , ,',,' 

',' I; 
,,. ',I .. : 1 " 'I 

.', ~'" :,', . ',' , 
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begiruii~giI}'Fe~ruary ;1990, This represents about one~quarter 'of the entire U.S. 
popu1.ati~n:5 _,: " "', , ",,' ,\, , " 

., 
, " 

..." , , ,1, i', ",...', , .. , ,', '.' ': ,':-, " 
) ..:' 

, Decline in EmpIQymen~.Related Coverage. : ' 
, , , 

. !. I , ! 
. ~ \ 

, J I",; The declin~ i~,health ca~e co'veragerefl~cts~ ~ecrease'l~:emploY:ment~relate~a, , 
'tl.ealthinsurance,' The share of thepo'pulation rec~iviz:tg'health iJisurance through a job,: 

, , ' has dedin~d 'every'yea!s~rtce 1988 (tli:efirst year,~orwhich such da~arare' av~ilable), , ",' 
The'net,drbp dui'ingthlsperiod'ha~ been dr,~matic.' , , 
,.I ,,' , ", I , , , 

, (, ·c. In 1988f~ome 62 percentot 
Table 2 ," ,

" , , Ainericanswere covered ' 
, , Ptopl1rtio,~ pf,PE:!(ip!~ with l ,by ,~mpl~yment-related 

Emp!oyer-l"<;elatedCnverage, ,
health plans. By i993, the, " ) , , 

'" . .figure had fallen'to S'7.2 ' , , All,' , Npri-P(l(l[ ,Poor
percent,'! ' '.,' " 

65.4O/~ , 11:2% ",,1 1 1993 
11.8% ' ~ ; . , \ ",. " If thes'ame proportion of", 1988', , : 6f;O'Yo' .,' <19/3% 

Americans had job~related . " 
, healthcover.age'in 1993 as , " " , , 
'ih.1988, ~nother 12;Smillibnindividualswould have'had such' coverage 
lasty~ar.:,': ,',' ,',," ',.,: ,', ,:, ',', ,': , ,',:' 

, ..' :. . . ~! ! :, .' .:,' • . ' /, .' l': .'~ l' .' ' .,' '. , ' I ~ .' 

, ,Duiing years w~en uI'temployment is'on the rise; one rrught ~xpect alarge , 
'nuin~erb( peopleto'lq~e, theirjob-~elatedcoverage,From 199~ to 19~2,'somepart of " 

the erosion in ernployer~rel§lted' coveragec'ah be\attribut~dto the ri~ing unemployment; 
,many workers lo~t .their' health insurance when they 'lost their jobs,' I "" , .' ' , ' ." .! .": . ", '.. i . " '" ,~ " .' . ." !\' . 'J 

\ But employment-related co,,:er~ge h~s weakened during recovery yea~s as w~U, " 
, In -1993, for ,example, the general employmen~ picture b~ightened, but emplbym~nt-' 
'r~la,ted health'toverag~deteriorated. · " 
:'. " " <' " , , ';, ',' , <, ~" I .,: , (, , , , " ,I, " " " '1 

,•• ~'In 1993;the;unemploymenf rat.e dropped from its 19921evel ,of 7.4 percent 
" 

'_ ,I '. .. ,.' 

I to 6.8 pe~cent. ,r!'te numper of unernployedp,eoplefe,ll by 650,000, while,: , 

\ ,. 
, ther:urnl?er 9f employed people:foseby 117 millio,n p'eople. .', " "", 

,.;' , " ' ~everth~~e?s; half a inillion fe\~er peopleh:ad :irlpl~y~f.rel~ted ~o'ver~ge,':'" 
, in 1~93thahm>1992. The share ofthep'opulatlo~ with ~mployer~relatep, ,. 

. "r", ' ' 

',/ -, 

'.. ~ , , " , "r' , .. . , , , 

,. ~BlIrea,tI l,f the Cem;ll~. Hea~tlr I'ISUrall(,c 'ColJer(ige . V\n:!O Had a Lapse BctuieCll '1990 and 1.992?, StatistkaI , 
Brief, March' 19~4.' ' 'f , 

, I 
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,health ~I1SurallGeSOvefage; f~ll frqmSS percent in 1992 to its 57.2 percent 
'leveli~ 199} It 'ap'pears~hat;the toss' o(errtp~oymeIlt-re,la,ted coverage' in . 

• '." ,I 

"', . . 1993 osi:urr,ed primnril y b~cause soineeinployers ceased.offering . ; . ) 

, , ' ,'.•,' I 


''"' .. 	 coverage., 
. '1,'· . " . ., 

~ . ,With a steadU:y smaller ,s~are of the pop~lation receiv'ing health insura~ce .' 
.cove~age through w6rk,,it is not surprising that the proportion of-non-poor p,~ople (" 

:.' 'lackipg health ins'ur~nce has ~is¢n substanqally.6 ( , 
. \ . . ',' . ,'.. , . 1', .. '. . .1.. 

. '," '. " 
, ., 

. " ': ..~Medicaid' Coverage Grows.', , 
" ;' 

. • ,. ' . '" ! '. \ 	 . " t '~ 

.' . " .' From)988 to.~993/the propor'tion oLthe pop'u~ation with privati health insurance' . 
' .. dedmed slgnificaz:tly,primarily becali~e of t~ededine in emp!oye,r-b'ased c:ove~age?" 
, ,At the same 'time, the proportion of the popula'tion with government-provided health 

'. :' 	ihs~ranteincreasedX the' decline iriprivatecoverage \v.Quld have led to an e·venJ ) . 
sharpier drop iI1:,Qvetall 'coverage if gove~nmentcovetage ha,d,not expanded.~: .' 
. ( . " ." .', . '. f' :". "..,).' .', •..•., .' ',' .' •. ' : .. i " ; .. ' 

, In;particular, increased enrollm~nt in the':Medicaid' program teinp~red th~.pise in 
'. the total I\umberof uninsu.red people. In th¢ pei:io9: between1987an~199'3, Medicai4 . 
rollsi,ncreas'ed by l1i;3mi1lion people; In'T993, so.rrte I2.~ percent ofthe, popuia.tionwas. ,,' 
covet:ed und~r Med~caid, up fron: 8.4 percent in 1~87: . ., . ' 

, I ' 
. { , I" . , 

.·'A-!arge·part df thegfowthin the.M~diCaid 'program stemtned:fromexp~n5ions:., 
". : '. inM~dica:id eligibility' forpregnattt ,Y,Vomen and young.children: . Alriu)st;.one, quarter of .'" .... ' 

all childr~n uhder ~&yeat,sofage·-· 	 ... ,soine 23.8percent'~ v.'ere cQvered bi.Med.icaid iri 
1993, a sizeabh~ jUinfHroIn:the IS,S percent ~overedin198~. "., . " . I 

" ' , '.' I.':' " .' ",1 "": " 

. .,Much of the ~rdwthin;theMedic~id program has oc6~rredam(mg,the~eat-poor 
·gopulation.Recent Medicaidexpansiopshave ~ad~ sigruii'cant numbers of pregnaht ,:" . 
'wo'rne~ and childre~'from near-poor farr,dlies:eligiblefor Medicaid cover,age(see'box); . ,r' ,'. 

I 

l,'j' ,I . ,,' 1 ," ',: • 1 ,:' : . '_.' ". ,,' • " . . .' , '. ".,',.', . :', ." ': " , 

..1:' ~.EmpI6Yment~relatedl wverage decreased .among bNh the ~)()(lr .and. the non-podr.: The propNtion Df, . 
, ,;~ • I • '... \ '. . . , ' 

".: pnor people with'em'plriyment-related .coverage Jell from 12.8 percentin19~ to .11.2 'percent in1993.. . . 
'. N.evEktheless~ the sh1l.re df the ptlvertypdpulatillO wi.th health care coverage il)Creased during. this titn.~; . 

largely because the expa~si(!ri in MedicAidtoveragernnre than offset the decHnein einplnyer1related . 
crlvetage. .' . . .. ' \' '. , 

, {. • • 	 ,1"" 

, ;' 
· ,... ,... i·· .·r.. . (" .' ", '" " :. . . . . ..... /'.,. 
, ..1 'M.ost pl-ivateheaith,l,nsllrancl:l,i::i obtaj'f\~d thrliughen'plnyecs, s() it f(illowsthat'th~gedi!le in the' ' .' ' 
ptopurtitm Ofp~llplec(l,,:Ei~l:.'d byi:.>mpILlym~llt·rc{a ted «(lyerage .is r11im?rI?o. by «, decIi11e .inthe pn)portion of 

. ". the pnplilatinn t,I'athasp:rivatehealthinsui'a~LCe .. Some 74.7 per.ceDt}if the popul~tiop had p\ivate' health' 
· iJ1:mtance coveti'lgein.19,88:Jhis,pwpNtjt)n dedined.to7n.3 persent [n 1993. , , " .... ' . , .'.. , '. 

. . . I' 	 .~ . ;
! 	 . ; 
I • " 5'" 

" .' . .' 

: " 
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. , " • In 1993! ali>ouf40 percent of Medicaid beneficiaries had incomes above the' 
i poverty line, up from 36 percent in 1988,. ' _,,' , , " ,I 

J. "'../" 

,'.', -" .'. , ~l" J ': "':' l"r " \ I" ." ',,: _"",, I • '. ~ . ' " . 

" ' :,. ". 'More tha~orie 'third ofthe chlld{eri coveredby'Medicaid iJ!.1993,~ soh):e,. ~-. 

" , 36' percent ~ WE?re noFpoor. Thisis a substantial increase fr6m1988,,',' " 
" w~eh 28, B~r~ef,\t,of the childien~ruolled' in ,~edicaidh'a~ iric(),m:'es 'above 

"', " 

~ '. th:epov~rry line.< ' ,'" ,~, 
'i" , 	 , , ',) 
" "," .. 	 , , , , " " , , , i " 

,",.~,' • ,I ',A portion: ofthe,incr~a$es in,Medicaid e'nrollment)ikely stemmed from, , , 
thedetre?sef~ erhployer~based coverage', as ~ome families 'that lost " .,' 

: '. . 
, covgrage ~t'worksjgned upJor MediCaid.• ' , , 

, " " 	 '.',; ' . .. ' . t '. ." . ,',' '. 

. ' , ,.1.. " " '. '"" '. \.,... .':..' \:", .: 

~; .' Even \~ith' expaI;lsiori~ in the,program/Medicaid .still- cO\Ters'fewer than .half of all, 
, ,pOOL: people. ,Some 48 pertentof the popr were enrollediri ,Medicaid, in 1993. ,Among., 
, poor'childre~,6,7 p_erce1nt had.'Medicaid covei_ageirt'~993., , . (' , '~".:".. ,,' , 

;. 1;_ 

/ . '." '.."~ .,. ; I' , .. ~~ ."'. '. ,.," .' ," '...:' , '., .' ", .~, ... ' ,~ 

, . One fifth ofallRQor.chHdren -'.20.1 percent: oi3:2 million ctuldren -'-:- had,no .' 
. , :'. ,health insura;nce atallfn1993.Mimrbf thechildreri in t~sgtoupeither·wereelig'ible .. " 


",forMedfcaid but had not enrolled in the'p.rogramqr \vill become eligible fot1vf~dicaid' 


.' ,so~etitne in,. the next d;ecade ,as «' tesult' bfI\1edicaid,eligibility' expanSi'on,~:e~attep}n.. ,',. " 

.. , the pastJew years. .,These data suggest tha,t greaterefioct? are, need~d to miorm, poor, ' ., , 

" p'arents:of theirch~ldr~ri's poterHially e.1igibility for Medicaid.' ~" '. .'.' ,'<,,', , 

. . ~ . 	 .. 

.' I :,'.A Iw 

I 
; " 	 , I 

, , :-, 
!. 

1.,r. I • 	 . :. '. . ,i.. t 	 , < I,' ' 

i .' . 
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, . :,' The,extent of Medic~id coverage vari~s among raci'll and ethnic groups. Some 
, ., I 

, '61.5 percent of poor blacks had Medicaid coverage in 1993, ~ompared with 47.6 percent 
,ofyoor HispaniCs ari~ 40)petcent of poo~ non-Hispankwhites.a , 

. . I . 	 . '. . 

" ; I " 

The Unil1sured 	
;1' 

1 ~'.. ' 

, Some gro'up~'~er~~o~elikelY 'to be,uninsured thanothers. }Uspahics ';"ere 
'most HkeJy to beuni~sured.,NearlY One, in three Hispanics - 31.6 'percent '-',lacked, 

. '. l . j". '\, • '. . . • .' . . J 

coverage in 1993. ,AI1even larg~.r proportion of poor Hisparucs,,-' 40.8,per~ent -, lacked 
,healt!1 care coverage;; Theconcentiation ofHispanjc workers in low-w~ge jobs that, \ \ 

, " provide few benefits'may contribute ,to 'the row ins'urance'rates for Hispanics. ,:' 
, "!.• 	 • ,. 

'," ' " , " " " " ,',' '" '.' 	 " 
Som~ 20.5 peraent'ofall bla~ks - and ,23.5 percent ~fpo6r blacks" had no ' 


coverage. Among all non-Hispa~c whites, 12.1:percent had no insurance. But more, 

'~Ithan'one' quarter of P'001: \Yhi~es -', 27.7 perce~t -,'were uni-rlsu'red., ." ',.' 


, "' ~ • ,1 f • , 	 • I . 

, " " ' ,I,' , ",'., ' '.. 'I' I 

. Members 6~ f~ma.le.~eaded familie,~ w~re mo,re likely'tb lackcover~ge:than" 
members of martied~couple families. Some 18.8,percent of the peop.1ein female':'heaqed, ' 

, ,families Jacked heal~h care-coverage last year, compared with 12.4 percent of the people 
, 'in m.arried·~ouple fa~mes.. ' ' , " ' " ' , ' , " ,. " : : 

'I',' 

, , . _ • , !' ~. \'1 : ' . . ""'.i' , • ~, '« .' ','. . .,.' , • , ",' , , • 

," ,,' ,'Among 'poor families l however, the opposite w.as true. ,5?me 18, percent 'of the, , 
peopl~ i'n,po.orfemp.lie~headed families had no health insurance w hil~ 34.8p~rcent,of ' ' 

,peop1e'in,poor marri'ed-:-couple'familie::;:iacked insurance. This is'ar~flection of the " 
, doseHnk ~etween Medi~aidand the AFPC program': AFDC recipients, most ofwhom 
'are'membersof feP1ale-headed families, are automatiqllly eligible for M~dicaid ' " 

"coverage.' Tfte difference in coverag¢ rates ~iso reHects the fact that more married~ " 
couple famili'es than.fema~e-headeq families are wo~king"po9rfamilies ~h,?' db not ~ 
rece~ve heal¢ insur~nce through their jobs ~nd 'Who' qo not qualify,Jor MediCaid. 

:,1 

Differences ,Among States .' 
: .' ',' • 'j :; . .,~ .! .' f ' . 

" 	 "\ 

, The Ce,nsus Bpreau also relea~ed sta~e-by-state data Qn health insurance' , 
coverage (see Table 3). There 1s a wide rangejn the proportion of state populations 

,lackingtovera~e. ,:" ' " 1 " ' 

• • 	 I ". • • '. • , '.' " 

• 	 "In five states -'A~izona, LoLih5iana, New Mexico, Oklahoma,andTexas· 
, : - as ",;ell as the District orColup1bia; more thanone·f~fth of .the ­ < I,' 

; ;':' 
, ,,-	 , 

~,Th~ data')I~ l{cih'HiS~~liic,WhIteS in this paper are ;.wth':)J'S· qlctilatil)ns based onCens~~ data . 

.' ' .,' 7 
'. ' 

.~ j 

I;.. ,/ 	' , ,1 . 
i' . 
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',\ Tabl~ 3 ' 
. rercellt of Popu ICllj~m Nl)t Clivered by' \ ' 

. H~alth irlstlrance, by ~t(l.te, 1993 ' 
/ .'" ". "I 

'Alabama-­

Alaska 

ArizOf)ll ' . 

,A{kansa$ 

,Cllifornia :" 

.1.' 

Cl)ioradri' 
COllnectH.:ut 

, Dela~ar~, ' .' 
, DistriCf()( Cl)lumbhl, 
Fk)rida 


. ",Georgia 

'Hawaii 

'Idah(,' .' 
Hlinois 

.;Indiana ' 

Iowa 

Kansas 

.Kentucky 
,L(lu'i::;iana 
Main~' .­

. Marvland 
, '. 

MasSllchus~Us 
Miami, 

MinneSI)ia, 


.' Mi?sissippi 

Miss(l(l~i. ' 
Montana , 
New, ~ng~and 
N'evada . 
New Hampshire 
New'Jersey 
New Mexicl1. 
New Yl)rk: 
North Cai<..)iin'a 
North Dakota 
OHil, 
Oklahl"lma 
Oreg~m " 
,I'ennsy Iva(lia 

Rhode Islaild ; 

SQuth Carolina· 

Squth Dakotii 

Tenliess~e 


'Tex'~s' " 

Utah 

" 	 Vermor\t:' 
Virgihia 
\.vaShiI1Jl~on ' 
"\VeSt'Virginia, 

Wisc()I1:;i Ii, ' 


Wyoming
• • • 1 

... ' 

,I' " 

; '17,2 
l3.3 ' 

, 20.2, 
119.7 

: "1,19.7 

. 12;6 


'1.,. " ,10.0,
" 	 , 

. 	 13.4· 

20.7' 

19.6 

·18:4 
11,.1 .' 

14.1;:, 


,17·6 
 i 

11.9 
9.2 

12.7 
12.5 

ifg' 


'\\ 	 i 1.1 " " 

, " "13;5, 


.1).7 . 
11.2 

iO.i, 


.. 17.8 

,12.2 

15..3 

:lr.~, 

":. 

18.1 

''1:2.5 


13.7 
2,2.0'/ 
13.9 

14.0' 

13.4 
11.1 

J, :2~~6 
14.7 
10.8 

L, 	 " l ' 
lO,3 
111.9 
13.0 

J 	 . \ .'
13.2 ' 
21.8 

" .... 
"11.3 ' 

I, 

.11.9 
13.0 ' 

1 ~ , ,12.ef 

J8.3 

fl.7 

.' 	 15.0 

" 
. I 	 a 
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. '.'- !, ',' ...,. ' ! \" , • ' " .. ','i " 

populati:oq had no health care coverageil1;1993. In general, peopleliving" .' 
.. in SOtl~hem';and South,western'states were most likely tb.lackhea:lth.. . ..... . 
. insuran<.7e coverage,; ,. .\ 

\ ' 

I'll Calif~rruat ~the, m\jion's'large~t st~te/11ea~iy ~ne in fiv~~esidents lacked 
health insurance. .'" '" . "., . .:'... .: " 

• ~ I ' .' • w 

. , 
'. 

t.· ' 
,.,' . "By contrast~ 'in several states relatively few peopl~'lack cov·erage.. In at, , ' 

" ' least we states-·Iowa·and.Wisconsin -.'. less than one-tenth 6fthe' 
populationdid not have health insurance··coverage.in 1993." . 

,. , .,"', . " , 

", !. 
I " 

.\ 

I • I. 

" " 

", . \' , : 

I,
.' '.' 

, ! . ' 
'1 
I' 

., . ".: 
·l 

. 'I' 

i. 'I. 

: I 

. \,' , 
',I, 

"',' 

,.,' 

. ., i , ',. 

; ! . ' 

' .• 'I' 
.: ) 

. "1', 

UThe Census data'indi~ate that 11.1 perce~tof Hawaii's residelitslack health i!'lsurance"but this figute, 
does notadequatelyreflt!~t Hawaii's state-specifichealth insurance. plan that is' designed trl provide ',. . : 

,universal c(lveraj:te. The.Censos q~l'estjonnaire does ntlt fully accollndorpe(lple who receive state-speCifiC 
healthinsur~nce: but the.!l3ureau say$itis'li~ely that this only has a sJgnificant impact'oll coverage' , .• , 

( . .. 1'lU:mbe~ in I-Iawaii,\th~s:tate with the in{i:;,t extensive state~~Redfjc ciw'era~e by far., .' • . 
~ . , ' " , . ".. , ) . 

; , ,/
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'i. ) 
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e' 'All 1 g million Medicaid children Will be at rlskunder the Republican bill that offers them' . 
no true guarantee ofbasic health care. 

, 	 " 

I 

o 	 Without standards for benefits, children may receive only one week ofhospital 
care per year or a limited set ofvaccinations - not a real guarantee of care. 

, , I 	 ' , 

!,, 

o 	 Without tlie current Early and Periodic Screeningt Diagnosi$ and Treatment 
(EPSDT) program, doctors might identify serious health problems but not be able 
to treat the child the "T" in EPSDT has been severely limited. 

,i ' 

o 	 'Witho~t rJal protectionsag;Unst ¢o~ sharing, poor children's fai:ni1i~s ~uld face 
huge hospital deductibles or copayments for prescription drugs. 

• 	 The 2.S million children who are between 13 and 18 would reCeive Medicaid under 
current law, but ~e denied ~Vert the limited "guarantee" under the Republican bill. [note: 
I don't reallyre~ember how CDF did their nl1lllber. so we need to check this) , 

,, 
• 	 ' Given the meanirigless "guarantee" for all children and the'removal of any guarantee for 

older children, the aIteady staggering numb,er of uninsured children - 10 million 
children - will rise. 

i 

, 
" 
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Health Irlsurance Coverage of Children L8ss than 18 Years 

NUmber of Children Number of Numbarof 
I In the State UninsLlrud Percent Medicaid 

Total I.. '1'0,513,000 10,004,000 14% 13.111,ODO 

lAJabama I 1,162,000 229,000 20% 1sa 000 
IAlaska : 1n,OOO 17,000 10% 25000 
Arizona 

, 1,226.000 259,000 21% 217,000I 

!Arkansas 591,000 113,000 19% 72000 
California 8,963,000 1,794,000 .20% 2280000 
Colorado I 1,006,000 124,000 12% 100,000 
Connecticut I 757000 82,000 11% 105,000 
Delaware I 147 000 15,000 10% 19,000 
District of Columbia ; 150000 2',000 14% 82,000 
Florida : 3,549000 536,000 15% 748,000 
C3eo~ia , 2,037000 315,000 15% 349,000, 
Hawaii I 241000 18,000 7% 28,000 
Idaho I 330 000 '.45,000 14% 50,000I 

II11noi9 3,270,000 310,000 9% 602,000 
Indiana i 1.801,000 185,000 10% 315,000 
Iowa I' 754,000 82.000 11% 77.000 
Kansas 898,000 58,000 8% 99,000 
Kentucky i 1,003,000 133,000 13% 243,000 
Louisiana ; 1.274000 221,000 17% 364.000 
Maine i 282000 33 000 12% 45000 
Maryland : .1295000 160,000 12% 173000 
Massachusetts . t 1459,000 140.000 10% 199000 
Michigan , 2.604,000 213,000 8% 495,000 
Minnesota ; 1,224,000 95,000 S% 157.000 
Mississippi , 664,000 109,000. 16% 171,000 
Missouri i 1,204,000 116,000 10% 248,000 
Montana 

, 223,000 22,000 10% 27,000, 
Nebraska ; 481.000 ·43,000 9% 40000 
Nevada 394,000 59,000 1B% 34,000 
New Ham2..shire i .. 279,000 38,000. 14% 34,000 
New Jersey ! ·2,064,000 223,000 11% 303,000 
New Mexico 506.000 132.000 26% 116.000 
New York 4.714,000 665,000 14% 1033,000 
'North Carolina. I 1.595 000 190,000 12% 285.000 
North Dakota 181 000 13,000 7% 21,000 
Ohio 3,107 000 304 000 10% 527.000 
Oklahoma : 857000 117000 21% 139,000 
Oregon ! 852 000 108 000 13% 157,000 
Pennsylvania i 2,980000 331000 11% 514,000 
Rhode Island 234000 . 21000 9% 32.000 
South CarOlina , 967000 143000 15% 171,000 
South Dakota ! 237 000 19,OCO 8% 29,000 
T~mnessee ! 1,408.000 146,000 10°A, 320,000 
Texas I .5,776,000 1,369,000 24% 1.149,000 
Utah , B59000 60000 9% 35,000 
Vermollt I 1I:iO 000 9000 6c.,t 25000 
Virginia , , 727,000 192000 11% 209000 
Wethington I 134s.o00 141.000 10% 245000 

~ 
399000 40,000 1Q% 102,000 . 

Wisco 1338000 85,000 6% 155,000 
~omlng 143,000 19,000 13% 13000 

i
TabulalioM from Ina Marctt 1995 CFS. rounded!C thl nearest thou&and 

I 
Nots: CFS Itas hi6tolicall~ undel'a)Unted Medicaid coversge due 10 reporttng pl'Otllems, 
HCFA reported about p6 million cl'lfldren on Medicaid in 1994 (person years). 

i, 
I 

Percent 

19% 

14% 
14% 
18% 
12% 
25% 
10% 
14°~ 
13% 
41% 
21% 
17% 
12% 
15% 
18% 

~ 
14% 
24% 
29% 
16% 
13% 
14% 
19% 
13% 
25% 
20% 
12% 
S% 
9% 

12% 
15% 
23% 
22% 
18% 
12% 
17% 
16% 
18% 
17% 
14% 
18% 
12% 
23% 
20% 

G% 
16% 
12% 
18% 
26% 
12% 
9% 

. 
, 
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Uninsured Children 

. 

I ., 

, 
, ,, 

, 

Total i 
I 
I 

IAlabama ; 

I' I 
sss· ! 

lifornia , 
Colorado 
Connectieut 
Delaware 
District of Columbia 
Florida , 
Georgia 
,Hawaii . , 

Idaho , 
Illinois I 

Indiana I 
Iowa ! 

, Kansas , 

I na , . 
I 

d : 
usetts 

Michigan! 
Minnesota I 
Mississippi 
Missouri ' 
:Montana i 
Nebraska I 
Nevada i 
New Hampshire 
New Jersey 
New Mexico 
New York i 
NQrth Carolina 
Nonh Dakota 
Ohio 
Oklahoma' 
Oregon ! 
Pennsylva'nia 
R.hode Island 
South Carolina 
South Dakota 
iTennessee 
Texas 
Utah i 

1I~~Wr8ttiItginia i 
Washington 
West Virginia 
lWiseonsiri 
Wyoming! 

. 

Number of Children NumbOraf 
In theSlare Uninsured Percent 

70,113,000 10,004,000 14% 

==11,162,000 229,000 
177,000 17000 

1226,000 259,000 21~1 
S91000 1.13,000 i8.96a,ooO 1.794,000 

1006,000 ,- 124000 
767000 82,000 11% 
141,000 15000 10% 
150000 21,000 14% 

3.549,000 536,000 15% 
. 2,037.000 315,000 15% 

241,000 18,000 7% 
330.000 45000 14% 

3,270000 310,000 9% 
1,801,000 ,185.000 10% 

754,000 82000 11% 
69S 000 58,000 8% 

1,003,000 133,000 13% 
·1.274.000 221.000 17%' 

282000 33,000 12% 
'1.295,000 160,000 12% 
1,459,000 140,000 10% 
2.604.000 213,000 8% 
1,224.000 95.000 8% 
' 684,000 109 000 16% 

1,204 000 118.000 10% 
223,000 ' 22.000 10% 
481,000 43,000 9% 
394 000 69,000 18% 
219,000 38,000 14% 

2,064.000 223.000 ,,% 
506,000 132000 26% 

4.714,000 865.000 14% 
1595,000 190000 12% 

181 ,000 13,000 7% 
3107.000 304000 10% 

857 000 177,000. 21% 
852,000 108.000 13% 

2950,000 331000 " 11% 
234,000 . 21.000 9% 
967.000 143,000 II237,000 19,000 

1,408,000 146 000 
{) 776 000' 1,389 000 24% 

659 000 '. 'SO,OOO 9% 
' 160,000 9.000 e% 

1,727,000 192.000 11% 
1346.000 141000 10% 

399,000 40,000 10% 
1,338 000 85.000 . 6% 

143,000 19.000 13% 

TabulatiOns ftl)m tile March 1995 CPS. rounded to the nearest thousand. Chlldren less !./lan ,.
I 

i 
I 

! 
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,', ., , ! Fact on Insurance & Employment 
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i 
I. ! 

:: . " i 
~obT~rilover is High! 

,.; 
e, 

~; 
,the fast-moving eco~omy has created job turnover. 
. I . 

I 

o The proportion of job disp~acements remains high despite the end of the recession,' 
. I . 

I 

, 0 A recen~ New York Times poll found that half of all respondents worried that they 
~ : or some6ne in their family would be laid off.;:,; I 

.," , I~ ~ 

f/ One in fourwor;keis \\'ill make an unemployment claim over a four-year period. 
I 
I . 

Over 15 millionl workers received lUlemployment in 1995. 

l;Iealth Insurance is Linked to Jobs 

. Workers with job changes are more than 3 times more likely to have gaps in insUrance." ,than continuous; 
; 
workers. ' 
, 

Ov~r 50% ofth¢ uninsured lost insurance due to ajob change. Many of these are spouses. 
and children of the worker. 

Over one-third 9fworkers who had a job with insurance: became unemployed and 
received unemployment compensation become uninsured. 

j 

i 
\ 
\ , 



Michael, 

, 

Here are the st~tistics you have requested. Many of these people have no insurance so 
Kennedy-Kassebaum ~i11 not help them. Therefore, the construction oftne message should be as 
follows: . . 

I . 

"Today an estimated xxx million Americans have xxxxx disease. (you can choose just one 
or as many as y~u want). The Kennedy-Kastlebaum law will ensure that these individuals 

I 

will no longer have to worry about losing their health insurance because of their 
.condition. " 

The point here is that there needs to be two sentences to clarifY that Kennedy-Kassebaum 
will not help ali individvals that have these health conditions. 

I 

HEALTH STATISTICS 

, . 

• 	 Today, an estiniated 16 million Americans have diabetes, with 1,700 new cases being 
diagnosed every day. [National Institutes ofHealth, National Institute on Diabetes and Digestive and 

Kidney Diseases] ! 
. I 

I 

• 	 Over 10 million: Americans have a history of cancer. [American Cancer Society] 

• 	 At least 50 million Americans suffer from cardiovascular disease, including 13 million with 
• I 	 . 

coronary disease. [National Institutes of Health, National Heart, Lung, imd Blood Institute] 
I 

. I 
I 

• 	 Over 200,000'p:eople are living with AIDS and between 650,000 to 900,000 more are 
living with HIV!. [Department of Health and Human Services, Center iC.H' Disease Control and Prevention] 

I 

,'i', I 
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, ICoverage of Uninsured Children 
\ Under Medicaid Expansions 

and Proposed Children's Health ',nsuranee Program 
Millions of Children. 1997 

Total Unlnsu~d Children In 1997 8.6 
. I 

Uninsured Chil~ren Over 240% of Poverty 1.8 
and NotEligIple for a Premium Subsidy 

I 
I 

Uninsured ChilCiren Under 240% of Poverty 6.8 
and Eligible for a Premium Subsidy or . 
Coverage Th~ugh Medicaid expansions 

. . i . . . 

Uninsured Children That Will Be Covered, 
1.8Through Current law Expansions Of 

Medicaid I 
I 

. I . 

5.0Remaining Uni"sured Children Under. 
240% ofPovefty Eligible fora Premium 
Subsidy ! 

, 
1.9Uninsured Children likely To Participate in 

New Kids' Program 
I 
i . 

Previously Uninsured Children Covered By 3.7 
Medicaid and New Kids' Program 

NOTES: I 

Children In F~milies Under 133% of poverty receive full premium subsidy. 
Premium sub~idy phases aut at 240% of poverty. 

i 
I 

Program is assumed. to be a capped amount provided to states and not an 
individual entitlement . ..' 

I 

'" ..__ .." . 

!-. 
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Distribution of Federal Funds and Participants 
By Income Quiotile: 1991 
(Persons in millions, dollars in bilrions) 

SELECTED PROGRAMS Income Qulntlles 

1st 2nd 3rd 4th 5th 
 Total 

Kids' Program (Full Coverage in 1997) 

Free to 133% PL; 240% PL Phase-Out participants 0.4 1.8 2.7 1.2 0.3 
 6.4 

Subsld/cs 10% . 44% 39% 1% .. __$_5.L~. _~, 6% - ­
---,- ­i,· 

Free to 133% PL; 300% PL Phase..Qut ParliclpanJ:s 0.4 1.9 3:2 1.7 ,0.4 7.6 
SUbsidies 8% 38% 43"/0 .9% 1% $6.3 

" 

Temporarily Unemployed P"rl/clpanl$ 0.9 ·2.4 2.6 1.8 0.'1 B.2 
Subsidies 22% 38% 28% 11% 2% $4.0 I.. 

KJds + Temporarily Unemploved 

Free to 133% PL;.240% PL Phase-Out p;m!cip:mcs 1.0 3.3 4.5 2.3 0.5 
 11.7 

sub$/diB$ 15% 42% 34% 8% 2% $8.3 

Free to 133% PL; 300% PL Phase-Out Participants 1.0 3.4 4.9 2.8 0.7 12.8 .. 
Subsidies 13% 38"/" 38% 10% ··24}~ $9.6 

" 

--:--. 
Long Term Care Program 


HIghOption (1 ) Participants 0.2 0.2 0.1 0.0 0.0 
 0.5 
Subsidies 60% 26% 13% 2% 1% $1.8 

I 
.NOTE: The 1997 =1$ f\lp<esenl a full 'J"C'fIr of sUboildics: in Iho "t}$Qs Tabfe", only 75% 0{ Ihes<> subsdies ale dil>played sinoo Ihe progl"arns bogi,; on January I, 1997. 

(') A,,;SUInOS implemenlation In FY f998 

fnoorne Qulnliles lila AnnUal Cllsllincome (19945): 


isl Quil1liie: $0 - 9,400 


2nd Quinlilo: S9,400-20,400 

:lrd QI/lnlil,,: $20.400·35,000 

41h Quin!;!,,: $35,000· 57,500 


. 51h Qllinlile: $57,500 
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Fact Sheet on the Uninsured 

, 


'. General Statistics 
. , 


• 1 	 . . 

• 	 40.3.million Alnericans are uninsured.' 
~ " 	 , 

• 	 Fully 85% (34imillion) of the uninsured are workers or ru:e in families of"workers.2 

. 	 ! '. . . 

, .. 
Uninsured Children Statistics 

' " 

I 

. • Of the 40 million uninsured, 10 million are children.) 


. • Of that, 80% (8 million) of the uninsured children have a parent who is a worker.4 


, 	 . 

·Ofthe 10 million Uninsured children, about 3 million are eligible for Medicaid but are not 
currently enrolled. 5 

' 

Statistical Back-Up f~r Workers In-Between Jobs 
" 

I . . 

• 	 Almost 3 out o,f 5 people who lose their health insurance do so because ofa change in 

their employm~nt.6 


• 	 45% of the children who lose their health insurance do, so due to a change of employment
17 ..'

of their parents. . ' 	 . , ' " . ' 

, .. .'
1: ' 

, Employment Benefits Research Institute (EBRI). November 1996. 
2 

EBRI 1996. 
3 ,EBRI 1996. I 

4 " 

EBRI 1996. 
5 

EBRI 1996. 
6 

Sheils, John and ~I~cxih, Lisa. Rece~t Trends in Employment Health Insurance Coverage and Benefits. 
Washington, D.C. I, Final Report Prepared for the American Hospita1 Association. 1996. 

7' 
, Sheils and Alecxili. 1996. 

I 
I 



PERCENT UNINSURED BY AGE CLASS 

'MARCH 1996· CURRENT POPULATION SURVEY 


-----,30%-,------~~~"%~--------------------------------------

2SGA. 
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SOURCE: TABULATIONS BY ASPE 

-"--it 



dL 

Ch.tt5 

POCENTAIE UNINSURED AMOMC NONILDERLY PoPULATION, 


BY FAMILY INCOME AS APERCENTAGE 

Of THE FEDeRAL POYERTY LlVEa.. 1995 


EMPlOYEE BENEFIT RESEARCH INSTITUTE ANALYSIS 

IF THE MARCH 1996 CURRENT POPULATION SURVey 
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Family Type 

Single individuals and individuals in single-parel1t 
families were more likely'!:o bt uninsured than married 
.	couples either -with or without children (ohart 7), Mar­
ried couples and two-psteht families may have higher 
income levels, and both adults may be employed, increas­
ing their chances of receiving employntent·based 
.coverage and, if not cover~d through an employer, they 
may be better able to afford individually purchased 
private health insurance .. ••: Age 
Individu.als aged 45-54 w~re less likely to be uninl!lured 
(13.3 percent), and individuals aged 21-24 were more 
likely to be uninsured (S2~3 percent) than those in all 
other age grou.ps in 1995 (chart 8), The high proportion 
ofyoung adults without health insurance may occur 
because they are no longer covered by a family policy and 
may nothave establi!hed'themselves as permanent 
members of the work forc~, u many are still in school. 
Some young adults may have also lost access to Medic~ 
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i Chart:>' 
PERCENTAGE UNINSURED AMONG THE NONELOERLY 

POPULATION, BY FAMILY TYPE, 1995 
EMPLOYEE BENEFIT RESEARCH INSTIME ANALYSIS 

OF THE MARCH 1996 CURRENT POPUlATION SURVEY 
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aid, which covered them through age 18 in some states. 
In addition, many in this group may think that they do 
not need health insurance because they are young and 
healthy. Finally) young workers may be ineligible for an 
employment-based plan because of waiting periodH 
imposed prior to eligibility. 

Race and Origin 

lHhile 71 percent of the nonelderly population is white, . 
this STouP comprised 54.3 percent of the uninsured 1995 
(table 6). Indivi.duals of Hispanic origin were more likely . 
to be uninsured than other groups (85.0 .percent). This 
may be due in part to the fact that 61 percent of the 
Hispanic population reported income of less than 
200 percent of the federal poverty level. However, even 
at higher income levels, Hispanics were generally more 
likely to be uninsured than other racial groups and were 
less likely to be covered by private health insurance 
<table 6). Inaddition,Hispanics were more likely to be 
noncitizens than whites or blacks, and noncitizens were 
more likely to be uninsured than citi~ens.. 
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