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Compari~on of Uninsured and Privately 
.Insured Hospital Patients 
Condition on Admission, Resource Use, and Outcome 

Jack Hadley, PhD; Earl P. Stei~berg. MD. M??; Judith Feder, PhD 

I 
To investigate the association between insurance status and condition on admis­
sion, resource use, and in-hPspltal mortality, we analyzed. discharge abstracts 
for 592 598 patients hospitalized in 1987 in a national sample at hospitals. In 13 
of 16 age-sex·l'BCe-ISpecifiecohorts, the uninsured had a 44% to 124% higher 
risk of In-hospital mortality ill the time 01 admission tnan dIa1I'Ie pnvately Insured. 
After controlling for this difference. the actual in-hospitaJ dealt! rate was 1.2to 3.2 
times higher among uninsured patients in 11 of 18 cohort!. The uninsured also 
were ~ to 75% 165S likelyt.o undergo each of five high-cost or high-di.scretion 
procedureS' and 50010 less likely to have I'IOrmal results on tissue'pathology 
reports for biopsies perforrn.ed during five of seven different endoscopic proce-' 
dures. Our results suggest 'that Insuranea 8tatus Is associated with a broad 
speetrum ofaspects of hospitaJ care. 
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INCREASING evidenee suggests that 
the o.mcunt Imd content ormedical care 
thatan individual meeives inthe United 
States is related to whether the individ­
'Wll has health WuraIlee.:; Previous 
studies~ for example, althoush uncon­
trolled for differences between groups 
ine1i:nic:alstatusandneedforservi.eesM 
admieeio.n, hAve sbo'W!l ~ jt.itc unin· 
sured have fewer physiclal1 visits per 
year, are less likely to ba\'e a hospital 
stay. and, ifhospitalized, have ashorter 
~ of stay than msured individu­
als.:.sather studies have shnwn that, 
~ a:f't.e.r eontrolling for differenees in 
admission diagnosis, the eemeee that 

.U!Unsured individuals reeeireare differ­
ent from those that insmed. individuals 
meel.-re.W In a recent analrs,is of 1983 
hospital diseharge data for 65 032 unin­
sured, Blue Cross, and Medieare pa­
tients hospitalized in the BoSton area, 
for example, Weissman lmd EpstaiDt 
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found, after adjusting for ease mix, that 
inaured patient.a had 'ftJ. shorter sta;ya 
and underwent ~ fewer procedures 
than Blue Cross patients. More recent;.. 
ly, Wenneker etat' found, after control­
ling for clinir.al and demographie fae.. 
tors, that ins~ status '\III'8S strongly 
assoeiated with utilization of three 
cxpcr1Givc eordiae proc:edu.rcs among 
38 000 patients admitted to M.assacbu­
Betts hospitals in 1985 with circulatory 
disorders or chest paiD. Very few data 
are awilable regarding differences in 
health outcomesamong insuredva unin­
sured patients.' . 

The goAl of this Btudy is t4 identify 
whether there are statistitaUy signifi­
cant differences between uninsured and 
privately insured patients in three sets 
off.a.etors related to hospital ea.re: condi· 
don on admiesioD. resources used in the 
hospital, and outcmne. Speci&al.1y. we 
uk whether the ~..are aiA!ker . 
when admitted to the hospital; whether 
fewer resources are expended on their 
care in the hospital, given their oondi· 
tion on admission: and whether they 
have a poorer outcome, given their con­
ditionon admission. 

'rhA l'PJlPJlJ'r.n 1'P.Jlnl"tE!d herein ex­
tends prior work in four important 

ways. First, we used a large national 
sample of592 598 hospital diseharges to 
compare the characteristics of. hospital 
care received by uninsured and private­
ly insured plltienta. Thus, our findings 
should be more genera.l.i.zable to the na­
tion~ uninsu.red than those of studies 
based on a single, relatively emall ge0­
graphic area, such as 15oston or Massa­
chusetts. Second, the only previous 
study that has examined insured vsun­
insured patients' use ofhigh-«lSt proce­
dures i'oo.!.sed exclusively on three car­
diac procedures.' In eontrast. while 
controlling for diagnosis, we analyzed 
the trequeney with which a broad spee­
tnJ.m ofhigh--eost invasive and noninva· 
sive procedures .are provided to insured 
va cminsul'ed Mfl.pitBli,.,oo pat.ip.nbl. 
Third, we Used multiple measures of 
eondition on admission and resource 
use, whieh allow us to explore these 
factors In greater depth. .Ffnally, we 
e."Wnineddif!erences between the unin­
sured cmd pnvatelyiMured min-hospi­
tal death rates, an important measure a( 
outcome. 

DATA. VARIABLES, AND 
STAnsnCAL UETHODS 

Da1B 
The data set was derived from <,js.. 

chazge abstra.ote e.uhmitted to the Com­
mission on Professional and Hospital 
Activities, which is a research and data 
abstracting service for hospitals. by its 
member hospitals in 1987. The entire 
Com.mission on Professional and Hospi­
tal Activities 1987 database includes 
over 10 million diseh.arge ahst:r8Cts from 
approximately 1200 hospitals. For this 
study, we examined only discharges for 
peopl~ between the ages of 1 and 64 
years whose primary source ofpaymellt 
was no ebarge, self..pay. Blue Cross, 
in8uranee company, or Medicaid and 
whose race was white. blaek. orRispan­
ie. Discbarge5 for which any of this in-
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formation was unrecorded were deleted 
from our data set. We ex.elnded new­
borns, infants wuier the age of 1year. 
and women with a pregna.ncy-related 
diagnosis because these discllarges ac­
count for a mueh blgher proportion oC 
unineUl"eCl e.QOOG than or prh-ately in­
sured cases.1O We be1ie..'ed that without 
such exdUBions, aggregate me8SW'eS of 
c::ase severity might be misleadillg~ 

The data. file used in our statistical 
analyses consisted of all no eharge and 
self-pay discharges plus a 5% l"3ncWm 
i.Ql'Ilple of :ill CJt:h6l' diatlh3rgee.: (The 
sampled records were weighted by the 
inverse of their sampling probability in 
all analyses.) There were 592 598 dis­
charges in thls file. l"or some parts at 
our study, attention was limited to dis­
eharges with particular diagnoses or in 
which part~ procedUl"9s. WQl"e 

performed. ' 

VarIables l 
We defined ""Uninsured patients" as 

those having either no charge ot self­
pay listed as the primary source Ofpay­
mant and ~rivat.aly inaU1'ed p:atiente" 
as those hB:vingeither Blue crosS or an 
insurance compan}· listed as the prima­
ry SOulce ofpayment. Our data~e and 
statistiC$!. analyses also included Medic­
aid ~ts as another insured group. 
However, we only report results associ­
ated with uninsured and privately i~ 
sured patients because it is very diffi­
cult to draw conclusions about .the 
. insurance effects of Medicaid without 
swe.-specifie iMarmar:i6n on Mecticajd 
coverage 8lld payment policies, ;wbieh 
vary 8ubstantially across states. I~II 

Thp. Rnalysis eonsists of a series of 
eomparisons of specific measureS, con­
structed from the discllarge ~t 
fonn, which can be interpreted as pro­
vidlng evidence regarding candit:ion on 
adnrlssion, re50UlCe use, or outcome. 
The dependent variables, whieh we ana­
lyzed using m~ltiplp. l"P.~qi/,)l"Imp.t.lI­
ods, are SIllIUn8.l'Ued in Table 1a¥- dis­
eussed below. : 

Risk.Atijusted Mortality Index.­
Th~. Rllik-Adjusted Mortality t1ndex 
(RAMn. developed by the Commission 
an Professional and Hospital Activities, 
is the f21)ede4 in-hospital. mortality 
rate based on actual in-hospital mortal­
ity rates for diagnoses, grouped by their 
diagnosis related group code, adjusted 
Cur palie111~, ~. Ha, the ~nc~ 
6f .C«IlO1'bidities ~econdary diagnoses 
at tUne of admission), and the risk of 

, death associated with comorbidities and 
the ~cipa1 operative procedUre (if 
any). A higher RAMI value can be in­
terpreted as representing a m6re se­
vezelyill patient.18 I 

Probability of. a Weekend Admis­

sion.-The choice of the second mea­
sure of condition·on admission is based 
an the hypothesis that a weekend (Fri­
day through Sunday) admission is likely 
to be more urgent than a ~kday ad­
mission. In other words, we assumed 
that elective admi~!s.iOIl15 ~ luure likdv 
to occur during a weekday because ~ 
private physicians' schedules, patient 
preferences. and hospital st.affin2' pat­
terns. Although many sC!h.edu1ed admis.­
sions.are for serious conditions, we pos­
ited that, on average, they are less 
urgent or immedUltely life-threatening 
than the average weekend admission. 

Average Length of. Sta.y. - Length or 
stay is a common measure of resouree 
use. However, even when controlling 
for diagnosis, length of stay can retlect 
the severity of a patient's eondition as 
well I1S the level of rcsOIll'<:e uae for a 
patient with a given level of severity. 
We attempted to control for the effects 
of severity by focusing the analysis of 
length of stay on diagnoses that have 
either a high or a low degree of physi­
cian discretion with regard to the need 
for :1 h06~tclimtion. Uoing both prior 
literature 17 and clinical judgment, we 
initially selected 28 diagnoses thought 
to differ in the amount of discretion, 
rrom. the physician's perspective, in the 
need for a hospital admission. Relative­
ly high~tion diagnoses may be 
thought at as b9ing more eleetive, while 
relatively lov.,.-disc!retion diagnoses ~ 
be considered nonelective. 

We then used linear regression mod­
els for each of the ~ diagnoses to esti­
mate the RAMI for the uninsured, con-· 
trolling for age, 8e.X, race, hospital size, 
own.e!'9hip, teaching atatWi, aDd tyPe of 
community. The 10 die,gn08e5 reported 
in the analysis are the ones with the five 
lowest and five highest predieted RAMI 
scores derived from the regression 
models. Estimating length or~ equa­
tions separately for each diagnosis de­
M"f'AAM t},p lihlihood that. (!i"eren~.$ 1ft 
resource use will be obscured by differ­
ences in diagnostic mix between unin­
sured and privately insured patients. 

Probab1l1ty or a Btrh-cost and/or 
High.Discretion Procedure_ - If in­
suranee coverage. affects resource use, 
we hypothesized that the uninsured 
would be less likely to be admitted for 
procedures that are very costly and/or 
somewhat discretionary in terms of 
Illdr' clinic.al nece:>:dty. Uliing tb~ cri­
teria, we selected fiveproeedmes-cor­
onary artery bypass graft SUl"gel'Y, total 
knee repla.eement. total. hip re"Plal» 
ment, stapedectomy, and surgical ~oJ'o 
rection of strabismus-and tested 
whether the probability of undergoing 
each of these procedures vcrica with 
insurance status. We used our entire 

sample ofdischarges, rather than those 
associated with a limited number ofpri­
mll"Y diagn0ges, fOIj these analyses be­
cause we wished to ·e.'Wlli~e the proba­
bility that each of these procedures was 
perfonned for any reason. 

Probab11lty or a 5peclne Procedure 
Associated With a Particular Set of 
Diagnoses.-To better control {or·the 
effects an resource use of variations ;1"1 
the mh:: of diagnoses across groups of 
patients with different insurance sta­
tus, we analyzed the probability of a 
patient':!. l~,:civ.iug i1. parl.iculw· J.lCUCI:­
dure or set of procedW'@5 after limiting 
the sample to discharges with a narrow­
ly defined set of lnterno.ticnal ClasBi.fi­
cation of DiseCl8es, Ve7'3Um 9, codes as 
the primary discharge diagnosis. Five 
separate samples of diseharges, eacll 
'With a difrerent set oflimi~ diagnoaCII, 
were drawn. ('The djagnoses in each 
group and the rela~d procedure codes 
are shown in Table ,.) Each of these 
groups 'WBS analyzed separately to de~ 
termi.ne whether there W'a8 a signifu:ant 
difference in the use of the associated 
procedure between privately insured 
and uninsured patients. 

We also examined two procedures 
that are often perfonned in conjunction 
with another procedure: biopsy. whicl1 
often oeaJ!'S with a bronchoscopy, and 
intraoperative eholangiogr.un, per­
Conned meonjunetion with a oholeC:YB' 
teetomy. All discharges involving pa­
tients who underwent either a 
bronehoseopy or a eholecystectorny. re­
spedively, are'the samples we em­
ployed for these two analyses. 

Probability ofa 'Not Abnormal' Bi­
opI}' Result. -The last nlBource un 
measure that we examined is the proba­
bilityofatissue pathology report of''not 
abnormal- during hospitalizations in 
which aDV of seven di1ferent endoscopy
procedl.:ais C1Iee Table 5) and an associ­
ated biopsy were performed. (The other 
pouiblt' 'findinlrJ on t.lIp. pRtl1nlno !"P.­

port are abnormal-cther, ~ 
abnormality, growth alteratiOn, degen­
eration and necrosis, nonaeute inflam­
rnatlon. acute tnf1a,mmatian. nonmalig­
nant neoplasm, and maIigrW'lt 
neoplasm.) We hypothesized that a rela­
tively higherprobabiJity ofa "not abnor­
mal" finding in a tissue pathology report 
far one group ofpatients is suggestive of 
a more aggressive management strate­
gy'a u.:UI.g eillplu,yc:::d ill Lhe caR uI UII"L 
group ofpatients compared with a refer­
ence group. This hypothesis assumes 
that the clinical threshold for perform:. 
ing the test and doing a biopsy is lower 
for the group ofpatients with the higher 
probability of ''not abnormal" 6ndings 
in tisauc pathology reportG thQ,n Cor the 
other group ofpatients. 
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Table 1.-~ \hitIabIss: MeaiuI'8lJl of CotI­ Table 2. -Measures pt Cond~on AdmISSIon: A&grell8ion-AdjustBd Coefficients for UnIn$Ure<l ReIalh& 
di1I:In on Admi:ssIon. Raacutce Use, aIv1 Ourc:ma fQ Prlwtely InsuI8d tpy .~·RaceCohcIrr' . 

• i I . fIII.uve Regnt.,IOOoA*,tocI co.tt1tt:lrJtrt­
" 

. i unw..Gti*, RWr·,Adju.t6d ·Probac,1I1fV ofl 
SII.. Aee. and Race ! N Mar1IUty IndU Waelteftd Adml8lloft 
Wales I 

Age 1-17r 

WMa sew 1.57 ",3t 

Slade 8813 1m 1.00 

~'W4r:rille 7.514 1,82'f 1.221 
Wack 17814 2.09t l.24r 

~Y 
9&Bck 

, 48429 
11984 

~~.~ 
1.59r 

1.17t 

'.2'7t 
A90liIHt4y

WhIIa $4417 1Mt 1.14It 
Bieele $175 U4t 123t 

Feme/os 
~7Y 29724 2.00t 1.t2t 

Blade 
Age \844~ 

WhIte 

1098 

72780 

1.8\ 

1.801 

. !:~.~L___ 

U1t 

• Black 15828 1.04t 1.24t 

~y 52371 UI21 UOt 

Ou~.ome.-Weexamined: one ~ut­
comemessiIreiD our analys:is,l the prob­
ability ofdying in the hoopital.iAlthough 
this measure has several limitations, it 
Is ~ of the most frequently )1Sed indi­
c:atol'5 afthe outcome of.care.1'his vari­
able wag analyzed using the ,full set of 
~ J¢rRt.ifiM into 1~ ap-sex­
race-6peeific cohorts.. 

StatIstical Malhoda ,, 
Multiple:regmssion ana1~wasused 

tot.est for. statistically significimt differ­
.enees be~n uninsured 8l1d priwtely
inIStIn:.d. patumu in the ~au_ nl.(:ao' 
sures of condition on admission. re­
Ii!O'IU'ee use, and outcome. The regres­
sion models included a.s independent 
Wliables insuraru:e status and ~ntrols 
forthe eft'eets of eharaeteristies not held 
a:mstarJt by stratification. : 

The ruults reported in iTable6 2 
through 6 are based on the regression 
estimates of the coefficients: for unin­
sared and priwtely insured patients 
fmm equations of the foUowirig general
term: ' 

y:.= exU+~PI+~&&)t. 
where Y represents a meas~ ofeondi­
tion on admission, resou.ree uSe, or out­
come; a. the eoet.5cient for u.ninsured 
patients; P. the eoefficiant for privately 
insured patients; U equals 1'if the pa­
tient 18 DDiDsured, 0 oth~; PI 
eqll.Dls 1 if the patient is ~'VQtcly in 
su:red, 0otherwise;and1:;. othercontrol 
variables. ' 

'lbe ex.a.et list of. 1:; variable$ depends 
. onthepart.ioUar dependent viriable be­
inganalyzed and the e:\unt offile strati-

Black I 11338 UA. t.t$t 
I,~y 
i I18U . t.fi2f 1.11t 

~---. I 10395·__ · 1.88t 1.07
I i -·NtdI hypolhe:si8 GtallQ~ rate or Pl'ObIQIIlty oquaJa t.Ql).

11'=:.01. . 
:,.01 ....';:1.05. ! 

, 

&a1ion. In all ~. \the individual 
dl:M.:h.ugtl W1I5 ~unit ~tpbservatfon. 

'The ooeffteientf 0. and ~ can be ~r­
preted as mean jvalues 9f Y for unjn.. 
sured and pri~~ insUred patients, 
respectively, ~~g ~r differences 
in Ydue to the ~~b 'nul prima­
ry nll1l h~ t the anal­
yaU; is tllAt ~ iLt DO in Y 
between uninswjed and. pri:vately in­
sured patients, ~onuo~ for the ef­
fects of other ~.w~ is equiva­
lent to the null iW;~ a"" ft This 
hypothesis can evaluited using a t 
statistie ca1cu1a.~ from \ the variazIee... 
covaria.DCe matr:ix afthe~n Pft" 
rameters.~Note!that be\eause the re­
gression model~'fa lh\Iet.r in the 
parameters, the of+J.lenull h.ypoth­
esis is indepencIeqt afthe~eularwi­
lleS of~~n tp stan~ the V3l. 
ues ofex and fl. ' 

The tables of ~u1ta rWort relati"1: 
regreasion.adjus~ coe~ents. which 
are defined a.s t~ ratio orthe adjusted 
mean of. Yfor~' to the ad­' 
justed mean of for ~ privately in­
sum, again stan • for a partieu­
l8l' set of1:. valuef. Math~eaJly this 
is simply (Q. -I-~f'JO/{J!+f~. 

FOr example, ~ the valpeof the ratio 
is 1.10, one ean ~n say,!'1:'he rate for 
the uninsured is ~O% ~ata than for 
the privatelyins~ or ~probability 
ofthe u.ninsured'slre~a particular 

servil:e is 109b greater than for the pri­
\I1ft.eJy inaured. -

Ccntroiafor Fectora 0ItIer Than 
Inll.ll'lftCO Covorag. 

AIl analyses ~"ditJereneea betWeen 
tminsttted and privately insured pa­
tieIrt.s were adjusted for sse, sex, and 
rBCe. either by strati1lt.at1on or"by fD.. 
eluding age. 8e.'IC, and raee a.s eontrol 
~ in the regression models. The 
RAlII ~, the pn>babilil;y (Ifa WIlPlc­
end ad:m.ission. and the probability of.an 
in-bospital death were analyzed sepa. 
rateJy for 16 age-aex-raee-epee:ifie co­
hurt:.B of ~. The regression 
models !or these oohort-specifie am· 
lyses also included eontrol \'II.riabIee for 
hospital size. owne.rsbip (public or prj.: 
\late), teaching status (Council of 
Teaebing Hospitala member), and type 
ofeommunfty (100 largest cities, other 
metropolitan commwlity, ar llonmetro­
politan). In addition, the analysis of the 
probability of a weekend admission in-: 
cluded the RAMI score and the Medi­
t'Dl'e case-mi.« index as eontrola far p0s­
sible differences in diagnostic mix a:nd 
severity or illness. The analysis of in­
hoapitc1mortality mcludedas additiOlllll 
eontrol variables the RAMI seore, the 
Medicareease-mix index. and anindic:a.­
tor ofwhether a surgieal proeedure was 
performed • 

The regression model for average 
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RAMlVeIuet 

.001 

.001 

.em 
..QO.I. 

ftIlIIM~ 
M~~ 

l.enaVl Of!,­0_ 
o.aOli 
O.85§ 
O~ 

UIIi:II\re ~ NOS (218.91 3147 .005 O.71§ 

.028 0.89 

.036 

.OSl 

o/n 
O.~0_ 

~. 

.11S 0..95 -

length of Stay was estimated sepafately 
for each of 10 specific diagnoses: The 
collt:.rol ~ble3 conaist:.ed ofage. 8e."t, 

race, hospital size, ownership. ~ 
status, and community type, as well as 
the R.AlII, the 'Medkare ease-mix in­
dex, imd j!.Jl indicator of whether any 
surg:iea1 procedure was perfcrmed~ The 
purpose of the lat.ter three variab'es is 
to control for difEenmala iu severity 
within the diagnoses analyzed. nle re­
gression model for the i.ncideaee Of se­
1eetedproeedures and for tissue pathol­
ogy outcomes included control~es 
for age, sex, race, hospital size. owner... 
abip, teaching status, and commilnity 
type. The analsaea :related to tile five 
bigh-cost or bigh-disc:retion P.roc:e­
d1.1l1l8. as well as those re1sted to Condi­
tion on ad.mission and in-hospitalimor... 
tality, were estimated using the entire 
sample at 592 598 discharges. The ana­
lyses of the other procedures. J.eDgth of 
stay, and tissue pathology outComes 
were limitedtodisc.harges withselected 
diagnoses orprocedures. 

RESULTS 	 " 
Condition on Adm_Ion I 

Table 2 :reports the results froInI the 
ana1~ ot the two meaa1.l.reS at condi­
,tip~ 9lJ. .~..!lk!D. the R.AMI and the 
piObatiilityofbeingadmitted on aweek­
end. Beg:ression-adjusted coeffiCients 
are :reported for the unmsu:red relative 
to the privately insured for eaclliof 16 
age-sexarace-specific cohorts 0( dis­
charges. The. uninsured haw a signifi­
cantly higher RAMI far 13 of the 16' 
eoborts and a signifieantly higher,prob­
ability of being admitted ~ the 
weekend fur 14 ofthe eohorts. The rela­
tive ooef!icienta thu.B stronglrsUggest 

, 
I 

differenoes between the ~ pa­
tients and privately insured patients 
and may reflect more :serious or urgent 
conditions among the uninsured. 

Resource Uea 
Table S reports the relative lengths of 

stay for diseharges from each of 10 se­
leeu:d high- and tow..diseretion diag­
noses. The unlnsured:'s length of stay Is 
significantly shorter than the length of 
stay for the privatelyimu:redforeach of 
the five higb-physiO.rm di~tinn diag­
noses, by 12% to S8<i. Althoush the 
uninsured alSo have sharter stays than 
the privately insured for the low-disere­
t.ion dhIgn~. the difl'ere:ncel Kn:l 

smaller, and only one is statistically 
significant. 

In Table 4 we presetJt further results 
~twthe~~nmdi&~~ 
in resource use between the uninsured 
and insured. Using the entire sample of 
~, we ~ .reg.retleion 
models ofthe probability ofundergoing 
each offive high.eost orhigh-disc;retion 
)ll'OOOdures BmOJUrthe 'Priwtelvinsured 
and the uninsured. The results suggest 
highly significant and quantitatively 
lalge differences. between uninsured 
and privately inaured patients in the 
probability of undergoing these pr0ce­
dures. The uninsured are29% less likely 
to have coronary artery bypass graft 
surgery and almost 76% less likely to 
have a total knee repl.a.eement. Rates 
for the other three proeedures ~ 
from between i5% at'ld 56% 10\Vtd' for 
the uninsured. 

In Table 4, ft also elC8.tDine the reta.. 
tive use of other s:peei.fk procedures, 
COl1tro.l.ling for diagnosis by limiting 
eaeh analysis to discharges with a spe­

cifie diagnosis, group of diagnoses 01" 

associated procedure. These ~es 
thU8 pruvWc an upportunlty to examine 
whether the clinieal management of 
specific conditions varies with insur­
ance status. In three ofthe 11 diagnMill­
pI"Oeedu.re combinations-colonoscopy 
or proctosigmoidoscopy, upper endos­
copy, and coronary arteriography­
tftcre is 0. sto.ti3tica!ly significant diIfel·· 
ence (P<.Ol) in the probability of an 
uninsured person's undergoing the pr0­
cedure relative to a privately insured 
person. In these instances, uninsured 
patients were from.2O% to 44% less ~ 
ly to have the procedure pedonned. We 
fuWld no statistically aignifico.nt difrcr­
ence (P> .(5) between the uninsured 
and the pri~ly insured in the use of 
myelography or computed tomography 
ofthespine among-patients with lumbar 
disk cllsplaeement, in the use ofcomput­
ed tomography or the head among pa­
ti~nts with any of.fI~ dia~B, in the 
incidence of biopsy among patients un­
dergoing a bronchoscopy, or in the incl­
denee of an intraoperative ehoIimgi(r 
gram among patients undergoIng a 
cholecystectomy_ 

In Table 5, we examine tissue pathola 

OIlY findin~ fol" hiopdel'lJIP.rfnnned dur­
ing any ofseven endoscopic procedures. 
The sample in ea.eh ease consists of all 
diseharges that had both a biopsy per­
fonned in ~on with tbtl specific 
procedure and a tissue pathologyreport 
recorded on the discharge abstract. In
each case. as well as for all theend08CO»­
ic procedures combined, we estimated 
.the likelihood ofa finding ot'"not abnor­
mal... ie, the probability of a completely 
normal test re~wt.. A:5 Table S $0Wl5, 
the uninsured are consistently less like­
ly than privately insured patients to 
have a completely nannal tissue pathol­
ogy result. The dif!erenees are statisti­
eally significant in three eases. For five 
of the seven procedures, the ~lative 
proba.bilitiea are approximately .0 or 
less, ie. anuninsuredperson is !ellS than 
half as likely as a privately insured per­
son to have a biopsy pathology finding 
that is completely narinal. 

OUtcome 

11\ Table 6, we examine whcthcrthcrc 
are significant diff'erenees between pri­
vately insund and uninsured patients 
in the probabilitY of an in-hospital 
death. The re{Uession model includes as 
control variables the Medicare ease-mix 
inde..,,<, the RAMI, and whether the pa­
tient had a prooodUZ'9, along with hospi­
tal characteristies and type of communi· 
ty. In this analysis we divided the full 
sample of discharges into 16 age-sex­
~ groups, whl.ch were dum 
ana.lyt.ed separately. . 
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Table 6.-ln-+toaPtaI 0ea1h: RegI8SSlon·MjUIileG 
Co8ItDenls tor Uninsured Relative co PrNaIBIy 
InsuftIG tI'f Ag&-Sex-Race Cohort· 

AaIatI...HliJh ceQ or l\19l'i~ -- .' - .. 
~ Cctanary srt.eIY ~ gtBfI surgery (36. , Go36. 19) O.71t - UnWIIIQIItBd AdIUlbd 

.ToIaIIInBo '1lClIacei•.a: (81.41) o'26t AQlt.Su.~ N CoerficIMrt 
total hiQ reCIIaCamBrU (a1.5. 81.51:8,.591 O.SSt 

~-. 

AgeH7y
Stapedea!lIl1)' (19.1-19.2') O·sot ~ 38627 1.46 

SurgIcal CIX11lCIIa1 d srrBCismus (15.1·15.9) O.44t 8IId<. 8813 . 1.88 


('~(4S.:n.4S.2.6}or~ 
(48.23) . 35iT1 OMt 
l/Ppar~~ (42.23. 44.13.45.13) 47732 O.sot 

30622 O.61t 
c:.xv4lll ...~ .... arol*-, (~.zl.~) O.9(i 

11582 
0.90 

CanaIssIon, J\IOS (I)X code 85C.91 I 0.88 

0.96 
~willi bIW lass af~ (OX c:ociB 8SO.1) 1.02 

0.98 

0.94 

.~(4U3) 

2478 

1120 
0DIanaBce0rt (45.231 0.52 

~af8lllllll1n1B8llne(45.131 I 0..511 
~(33.22. 9S.2'J) 0"" 

18834 

. 0.34 

In all cases but one (white women 35 
to 49 years old), the wrinsured have a 
higb.eneiative probability afiD-hO$pital 
death. Moreover, for 10 of the 16 age­
~-~~c~~~,~e~­
ence intatistieally signineaJit (P~.05), 
with the relative probabiliti~ ranging 
from 1.20to 3:20. The rela.tive probabili­
tY ofin-hospital death for ~nsured pa­
t:iE\1)t~ ~ompal'@d with privat81y insured 
patients is greater for blacks than for 

I 
I 

whites in semi of the eight age-sex 
eohorts. 

COMMENT 

Our analysis strongly suggests that 
an individual's eondition on admission, 
use 01' resources during hospitalization, 
and likelihood of in-hospital death vary 
depending on whether the individual 
liM hNith illSltrane@. In the eMIl!' of('On­
dition on a.dmi55ion, oompared with: the 

~:e-34Y 75514 1.34t 
!lad:: 17614 1.92f 

AgD35-49y 
WhIle 480 1:46T 
IIIef;I( 11 384 !..2Ot 

AQII~Y 
WhiIa 64417 1.231" 
SlIck 9175 .1..oat 

Femam 
~7Y 

29724 2.3,* 
aacx 1DII8 2.5Bt 

Aqel8-34y 
MIle 
BIId: 

72780 
15828 

1.48§ 
t.60 

AgB~y 
WhIIs 52:m 0.112 
9B:It 11338 1.tiOt 

AQl50-64y 
~ 
8Iack 

e, 611 
10395 

1.15§ 
1~ 

..... IIypc1hOsis IS ItIat IBIatiw c:oelflc/en'c ea.uats 
1.00. 

fPos:M 
*m<~.05. 
§.Q5<P::::.10. 

privately insured, the uninsured were . 
more likely to be admitted for a condi­
tion that has a higher expected risk of 
deat1l (Das.ed 0Zl the RAMI aeore) and 
appeared to be in more urgent need of 
e&re. The latter conclusion is suggested 
by oar finding that, when dift'erenoes in 
ease mix betweentheuninsured andpri­
vately insured are eontro11ed for with 
the 1Iediea?e C8S~miX inde..'IC and the 
RAln. the uninRlllwl WP.M Aignificnnt~ 
ly more likely to be admitted on a 
weekend. 

Our findings regarding differeneesiD 
(l\:K.I~~ t::xpended on the hosplta1Jzed 
uninsured va the hospitalized privately 
insumi are more mixed, varying with 
the ~measure ofresouree use and 
the method ofcontrolling for diagnostic 
mix that we emploYed- In our analysis of 
length of stay, whieh W8S based on ho&­
pitalizat.ioll8 for each of 10 dUagn~ 
classified by the degree of'physician dis­
cretion assumed to be involved in the 
decision to hospitalize, we found COJl8is.. 
tentlyshort.er lengths ofstay among the 
uninsured compared with the privately 
insmoed.. These differenees in length of 
stIly Wcl'c stBt.iaticoJly significant (or all 
five of the high~tionllow-risk of 
death diagnoses, the category in which 
physicians' praetices would be most 
JikeIy to differ among insured V8 unin­
sured patients, but for only one of 
the law-diseretionlhigh-risk of death 
diagnoses. 

We also found evidenee ofa difference 
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b.etween the uninsured~ and theIpri· 
vately insured's use ofsome, but not all, 
ofthe pl"OCEldures we examined. For e."{­
ample, although we found a :;trikillgly 
lower rate of pertonnanee of five high­
east and/or high-diseretion therapeutic 
oroeedures (coronary artery bypass 
surgery, t.obiJ knee rep1aeement, total 
bip replaeement, stapedectomy,· and 
surgical eorrect:ion d strabistnus) 
among the uninGurcd. eompan:d with 
the privately insured in our entire sam­
ple ofdi&eharges, we found sta~y 
aignific:ant evidence of a lower rate of 
use ofonly three (oolon08COpy or~ 
sigmoidoscopy. upper gsst.roin~inal 
trdet endoscopy. and coronary arteriog­
raphy) oftha 86\1W1 diaeno.sisldiagnOiti.e 
proeedure pairs we e."WIllned. Ourfind· 
ing of a statistic:ally si.gni6tant difFer­
ence in the uninsured's VI the privately 
iDsured's rate ofuse of some, but Ddt all, 
pl"OCedures we examined and ofa statis­
ticBllysignificant dlffereneein the Unin­
sured's VB the privately iDstmld's aver­
age length ofstay for high- but not low­
d.i&::retian h08pit.aliza.tions suggests 
that ifphysicians 8l'e diaciminatirlg in 
the re~ they expend OIl the untn­
Slll'ed and the jirl\'3tely insured. Ithey 
may be doing so on a selective b~ to 
~ adwrse eft'~..$ nn t.'hA h4>.alth 
aItheuninsured. 1 

A similar suggestion emerges ~from 
our findings that privately iJlsW'Ed pa­
tients were consistently more likely 
than uninsured patients to have 'com­
pleteJynormal Wisue patboJogy1'i:n+iings 
'on bil)p-'!.y ~ns obtamed d~ 
any ofseven different endoscopiC! pmc:e­
ciures (Table 6). '1'hi8 latter 8Ddmg 
strongly suggests that physicians who 
perform these procedurezs bJi~ if, "lQwt:r 

threshold of suspicion." for perfo~ 
biopsies GD privately insured. patients 
than they do on WlinauNdpatientS. One 
cannot Url'er from our data. hoWever, 
thatphysicians" thresholds !orperfonn­
ing a biopsy 011 privately i:ns~ pa­
t1ents are too low, Ill' that their ~1Sh· 
aids for perf.orming a biopsy on 
1JDinsured patientS are too high. ; 

Finally. our analysis demonstrates 
that the uninsured have a higher; rela­
tive risk of iD-hospital death than the 
privately insured in 16 d 16 a.gt..sex­
~pecific coh.o;rt.&. even when the 
Medkare ease-mix inde."<, the expected 
risk of d.est.h. and whether aprocedure 
W88 perform.ed are controlled for. In 10 

."~ tb:eee ~..~Jh~,dU[~ee is-'" --Star:tst;riJfj Bi _. (P~.05). Al­
though it is that this obServed 
dif1'~iD in-hospital mortality;ia due 
to underproYision of needed medical 
serviees to hospitalimd ~d pa­
tients, the d.i.f!'eNnee also could be due 
to differeDees in sewrity of illness 1:& 

I 
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Health Insurance' and Mortality 
Evidence From a National Cohort 
Peter Franks. MO; Carolyn M. Clancy, MD:.Marthe R, Gold, MD. MPH 

, 

Oblective.-To ela:lmine the relalfnShlp between lacking health insurance and Medicaid coverage has been shawn to 

tfle rfsk of subsequent mortality. i . reduce this differential'ASJ,.lZ A lack of 


Deslgn.-Adults older than 25 years who reported they ware uninsured or health insurance is also associated with 

atowerprevalenc:eof~edpre­privately insured in the first National Health and Nutrition Examination Survey, a 
ventive serriees.J4•16 Other studies have representa1ive Clhott of the US population, were followed prospectively from inftlal 
found tbat.~dpOlWl1S~interview in 1971 'Ulrougn 1975 unIJl 1987. with the insured.are more Jike1.y to have

Panlclpent$.-<iornplete baseUne and follow-up information was obtained on potentiaDyavoidable hospitalizations,IIU'l 
4694 (91%)persons of the 5161 whO reported not receiving publicly funded insur­ may be Bieker at the time of hospital

ance.at baseline. : admission,lU&lJ are more likely to ex­


MaIn' Or.itcome Mealuro.-The, relationship between insurance status ancS perience in-h~and caucermor­

subsequent mortalitywas examined using Cox proportional hazards survival anal­ tality,D and are less likely to receive 

Vii5- The analysis adjust9d for gender, race, and baoolino ago, odUootion, inc:cme, in..'USivo proecdurcs.iUII ~ r:tl those 

employment slatus, the presence of morbidity on examination, seIf-f8led heafth. studiessuggest:ing adverse oatcomes do 


not includeunb!.sured. personswho haveSl'T'lCking stabJs, leisure exerase" ~ol consumption, and obesity. The effec1s 
DDt entered the health care system, soof irIIeractions between insumncol and all other baM6nA variables were also 
that. the results may simply repreeentexamined.' : 
adverse seleet.ion. due to delayed aeoe88Results;-By the end of the foJloW.up period, 9.6% of the insured and 18.4% of 
to care. ' 

the uninsured had aled. After adjustment for an other baseline variables. the haz­ Somo Btud.ko do point to llCDlth __ 

ard ratio fo.rlacking insurance was 125(95% confidence Interval [OIl. 1.00to1.55). a:ds asaociated with IaclciDg health in-

The effect of insurance on mortafIty :was comparable to that at education, income. 811l'3llce.. 8n.veman et alD studied hos­

and self-rated heal1h. There were no statistically significant (P<.05) interactions. pital discharp data in California ADd 


ConcIuslons.--laCking heaI1h ~ranoe is associated with an.incteased risk of found that adVf!11Ie outcomes in DeW­


subsequent mortaJity, an effect that is evident In all sociodernog1'aphk: health insur­ boms were IDOnl frequent in the unin­
ance and morlaJity groups examl~ 8UJ:9d. The uaeot'hospitaldischargedata 


(lAMA. ~l-T41) liJ:nitad the ability oftho aathonI to ad­
just far potential c:ontounders. Some 
studies have shown that persons losing 

THE NUMBER of uninsured ~ Creased costs of health mre and iDsur- health insurance benefits saffer mea­
ha.:s iu~~ Lhroughout the pest ~e­ anee, making both less affordable both surable dee1ines in their beal.th.ZIII-. In !'.eade.' re~ 35A million in 199LZ tar emploYWlJ and individuals. As a re. the Rand Health Insurance ExperimeDt. 
There are seveful J:eaSonS for tma,3!in­ suIt, there has been widespread recent on average, persousrao.domized toboth 
clu~ a chaDginR' economy and :in- inten!st in Qnlmringh .. .Rlth inll.l11'Rn~ fm- the health mlmrancP. t!Op>I¥ftIP.nt grtJDp r 

an Americans. There is limited 8y&tem- and the free ca:regroup ended the mzdi 
atic evidence that a laek of imnmmee with similar levels of health.» For pel'­

FI\lI'TIIhe 0epet1ment 0/ Fwnily Medicine, u~ results in adverse health outcomes, par- 8OIl3 with poor vision and poor persons
of Roc::1IISl!Ir (M'l (Or!: FI'1IJ'II<$ QI'1d GokI); ll'Ie DivisiarI 
en pri:'r!al'y care, Agsrcy for HeeI\!'I care Policy 'an:! tieularl,y J(lUltaliL,Y.c with high blood p~huw~ytlC. free 
~. Rockville. Md (Or Clancy): am !he OIta a It is well established that a lack of earebrougbtanimprovemellt.2tThough 

Disease ~ 8NJ Heal1n Promotion, w~ 
health insurance is assoeiated with reo all persons enrolled in the Rand study lon, OC (Dr Gold). I 

The"+P$~ntl'lCs&dlha aL.ftMrllMdm duced access to medical ~; persons had health insulam:e. these :resultsWi­
no! rellecl the OffICial goIiey of II\Q US P\JtIIIc Heellh without i:ns1U"8llce report fewer physi- gest that financial baniers in ~ form 

Selvice or trle OepanlltEIIlt 0/ Heal!h and HUlTl3l'tSct. 
vless, .: ci.an visits, afteradjustingforhealth sta- orcopayments resulted in c1inieaDy im- . 

Reprint requests CD 8B5 SouII\ Aw, ROdle!!t9r: NY tus,H and report delaying or forgoing port:mt adverse outcomes.. Hubbell et . j" 
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t.ua among 94 poor patients ~th finan­
cial barriers to care co~ with 94 
control patients without firubcia1 bar­
riers. PatriCk et &1'1 found that poor per­
sons in families with all members unin­
sured ~paredwith thosefl'om insured 
families bad lower seIf·rated health and 
grcaterpereclvcd need. ofsem0C3. Moot 
studies have focused on the! poor with 
the implication that the benefits from 
health insurance are limited to poor per­
sons. Laclt ofins1l.t'atltle is c:arrtdated with 
low income, which is itself :as~ted 
with poor health,3H6 and most pre\1OUS 
etudiee do not permit isolation of the 
effec:ts ofbeing poor from that of being 
uninsured. Many o!thest:lldieSareeross­
sectional in design,limiting'c:onfidence 
in the direction of tbe caus81 pathway. 
Finally, nane of these 8tudi~ have ad· 
dressed the relationship betteen insur­
mee and. mortality. ' 

Because of the limitationS of studies 
addressing this important policy issue 
we examined the relationsbip between 
health insurance and mortality. using 
data from the N ationa! Health and Nu­
trition Examination SurveY, EpidezruQ­
logic FoUow-ttp Study (NHEFS), which 
followed a representative ~rt of the 
US population for up to 16,years. The 
rationale andanalysis used in1tbe present 

.Stu~y V01LS informed by the: conceptual 
fnuhewurk developed in a ~Congress 
OfIlce or Technology Assessm.ent re­
port.' Thp. aVllilRhility nf hP.:IIlth inllllr­
&nce isTiewed as an enablirig !actor Ca­
c:ilitatiDgaccess to care. As noted above, 
persons lacking insurance hanreduced 
1.U.:Cegg t.o care, evidenced by reduced 
use of a wide range of health services 
and self-reported forgone and delayed
ca.re.1S.1..9.Jl,.l4,16 In addition. the process 
of care for uninsured persims may be' 
inferior. For e:aunple, th~ lminsured 
ha~e an increased risk ofsuffering med· 

xkal lu,jUl'y uu~ Lv tlLlWI.wlWutl care.
Consequent on red\Ked access and low­
er quality ofcare, we hypo~esized that 
l)el'Sons ~,in9uranee would e.'tpe­
rienee iDc:reased mortality. Oar analysis 
acijusted for the potentially eonfound. 
ing effect ofother faetors identified in 
the Officeof'Teclmology A.N~nt re­
port. as affeeting health. These factors 
are eategorlzed as predisPosing (age, 
gender, education, emploYment, and 
race), need (perceived bealth and ob-­

., ject;ive.e~denee ofinoi'biditY). otheren* 
abting (income), and iruihidUAl behav­
io::m(smoking oto.tun. olcohhl consump­
tion, leisure exercise, tU"d obesity 
status). 

METKOOS i ' 

The first National Health and Nutri­
tion Examination Survey (NHANES I), 
oonduct~l Mt.w~n 1971 lind 1975, col­

7S8 JAMA. ~gust 11. 1993-VoI270, No,6 

TO 

leded Goeiodcmog:ra.phie, health insur­
ance and utilization.medkal history. and 
clinical and laboratorY information from 
several national probability samples of 
the civilian nollinstitutionaJized popu.la­
tionP,118 Not all inf01'1tlation was eolle<:t-­
eel on aD respondents. Detailed infor­
mation including iDsa.nnCQ statui waa 
colleeted on 6913 adults aged 26 to 74 
yeanl.lnterviewees were also examined 
by physicians, who assigned up to 15 
diagnoses based on mstory, physical ex· 
amination, and the results oflaboratory 
iDvestigations. The NHEFS was de­
signed to traee and reinterview l"l'IIpon­
dents aged 25 to 74 years.- Fonow-up 
surveys in NHEFS were conducted in 
1982 through 1984.1986, and 1987. Data 
eolleeted comprised interview sun~, 
medieal reeords from health care facil­
ities, and death certificates for all de­
cOOenu. TM ~t>, 'l'IU.'t', md ~'.'C~Jmf'l~ 
mortality of the NHEFS cohort is sim­
ilar to that experienced by the US pop­
uJation.40 

We analyzed data on adults who re­
ported in NHANES that they did not 
receive publicly flmded insurance: We 
t'XL'ludqd tldultJl with 'Milldiraid, VP.t.P.r­
8llS Admi.nistration inBurance, or Medi· 
care to avoid coDfoundingby pooradults 
whose health statas may be compro­
mised by thepresence ofstgnlftcam dis­
abilities.u or the ti91S p4!rsonl asked 
about their inslmmce status, 5218 re­
portM that thf!Y WI!n! either uninsured 
orbad private iDsuraDce. Vital stattlS at 
follow-up was available on 4939 persons 
(96%). Compared with persons with vi­
tal status follow.up iIlfurmatiOIl, t.huse 
unavailable for follow-up.we:re )1)1Ulger 
and were more likely to be black men 
and white women.·Wealso e.wuded 57 
persons whose race (mostly Asian and 
Americ:anIndian) was neitherwhite Dor 
hlaclt. because their number was too 
ISlnaU tu &luw reliable &IUJlyt!ia. The 
univariate analysis presented was thus 
based onasampleo!4882 persons. There 
were 188 persons (3.8%) with vital st,a.. 
tus infonnation at follow·up who had 
incomplete baseline data, mostly mis&­
ing family income data, 80 that the mul­
tivariate ~ were based OIl 4(;94 
persons. Compared with persons with 
cam.plete baseline data.. those with in· 
complete baSeline datawere more Iikelv 
to be uninsured (19~ compared with 
14.1%). older (Gl..8%compared with52% 
were over 44 years orage for those with 
complete data), .md have Ieee than 12 
years of school (45.7% compared with 
34%). 

Analyaes 

The NHANES I used multistage 
stratified probability samples of clus­
te~ ofpenonil. In Addition, ponlons liv­

94567431 P.03 

ing in povA,'r"ty JIl"P.SUi\, women of dWd· 
bearing 831', and 'elderlY PerBoris were . 
ovenampled. Toaecomm~thecom­
plex survey design the statistical pack. 
age b'UDAANCI was used in thtllil.udy"' 
see reported below. The SUDAAN pr0­
gram uses a Taylor series approxima­
tion method to mmpute variances that 
allow adjustment for the maltistage 
probability sampling strategy. The re­
vised weights provided on the 1987 
NHEFS public use tapes were used w 
adjust farsurveyoversampHngandnon­
response to yield population estimates 
of ~..,., ~linp. deF:ttiptm8.. The 
wUvariate relationships between eaeh 
baseline variable and health insurance 
status (dichotomized as reporting hav­
ing no be3ltb 1nsur:mce or having pri­
vate health insaranee) and mortality 
were eDmined using t tests. To ex­
llminp. the nWrt.iODAhip between insur· 
anee status and subsequent mortality, 
prvportional hazards su:rvival analyses 
were used to adjust for <Jther baseline 
varfabJes. Includtng the tonuwing; ~ 
(years); gender; race (diclJotomfzed as 
wh:iteorblaek); education(dichotomized 
AS at k>.Mt 12 years of school or less>: 
family income at baseline (treated as 
threedummyvariables, incomeless than 
$7000 peryear, $7000 to $9999 pet' year, 
and $10000 to $14999 per year, usiog 
income 0($15000 and higher peryear as 
are!erence); emplaymentstatus (dicltCJt.. 
omize:d as working most ofthe pnrviOQS 
3 months or not); morbidity (dichoto­
mized as the preSence or absence of ev­
idence of morbidity on medical 0Dmi­
n.atiun lillY. biburuLury l.w1J.ug); ~lr· 
rated health (treated as three dummy 
variables,reportmg health ingeneral to 
be very good. good. or fair/poor with 
e~nentas the reference value); smok· 
ing status (smoker or DOt); obesity at. 
tus (dichotomized as body mass mdex 
[weight. in k.n~ divided by lreigbL 
in meters squared] >Z1 arnot); leisure 
exercise (diehotomized .as reporting lit­
tle or no exercise compared with mod­
erate or much); and aleohol t01lSDlllp­
tion (dichotomizeds8consumingatleast 
six alcoholic drinks. per week or less). 
Because the family iuoome variables 
were not adjusted for household size, 
the S'lD"Vival azWyses also included 
household size as an interval level vari­
able. In addition to A su.rvival :maJysi8 
includingonlymaineffects. amodeIwith 
the inter3dion terms betweeninmnmM 
st.atus and the other independent 'Vari­
ables W'8S examined. Interaction terms 

, were retained if they were statistiailly 
significant (p<:.06>. To avoid the inefB­
ciency of performing weighted multi­
variate analyses, we followed the rec­
ommendations of Kom and Granbard44 

to ll&I) unwsighted survivalsnalyt!oo tlW: 
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ChI!iClllillltle No.(!) 

VIIl!JISW\18 
Diad SSI'O.7) 

'If. UfllmlrlrICI­ '4D11dt 
(IE) (BE) 

.: "'1 (ZJlI 

Alive 	 4289189.3) 11.1(Q.7) 

Insurance BInIS I 
U~ _(12.81 1S.'(2.0) 

It\aiI'ed 	 4183(87.2) 

Age group. Y 
::.55 1201i12&8) 

~ '35&~.o) 

3&-44 1031i~ 

2So34 12S7(;u) 

Sex 
1M. 2'38(~') 

FtmaID %148 (53.4) 

AlIce 
IlIack 617 (t.l) 

White 4365 (90.9): 

E!dIat!on. 'I 
<'2' 111M (31.6) 

1i!:12 11081ea.s) 

Income. S 
<7DCO f50(18.0} 

~ 1074 (25.1) 

lUUo»o" 899 1283~7.6) 

:2:15000 1391 \29.3) 
Emo~8fatUs 

UNt!II*Jyvd 	 17116(33.6) 

E.mpbpd 	 .' 3O'I"It{68.4) 

SeII-I'Il1I!G haeIIh I 
FeJr « POOl' 8:!5 (1!3-9) 
Qeo<I 1532("1.4) 

Vetygood ;. 1292G!6-5) 

ExcaIIent 1229(252) 

hbtIidl!1 	 I 

PI--.! 2R22(S8.6} 

AbiMr« 19BO(43.4} 

Leisure BXII!dse 
1.:1:11 or none 1885(31)." 

Molt! 2993(80.3) 

Sn'dr.irIg !IIlIlUs 
SrnoICer 19611(42.0) 

U(Q.5J 

17A(3.9) 27.1 (1.6} 
11~ (lUI) 1Q.t(O,." 

10.1 (2.') 6.1(0.8) 
'13.0 (3.1) 2.0{0.5) 

13.8 (1.0) 13.7 (0.8) 

11.7 (OJl) 8.1 (0.5) 

23.4/Ul ".'7 (1 q) 

1U(0.7) 10.3{O.6) 

22.6{U) 

e."(o.e) 

34.7 (2.2) 

12.9 (1.1) 

8..4(0.7) 

4.$(0.9) 

~.3(13) 

9.1 (O,n 

27.6 (t.7) 

13.2 11.2J 

12.8 (1.0) 

1.4 (0.9) 

15.1 (1.0) 

0.1 (1.0) 

lii.ll CU) 

11.3 (O.9) 

14.3 (1.0) 
Non:smoker 2914(58.0} 11..8(0.9) 

AIc::a::tIoI consumpliorl i 
ii:6 dmQ par IIiI: 12691iZ7.0) 11.9 0.3) 
<& 	 se13{13.0) 13.2 (0.8) 

Obesity BUill&; i 
BMI. >'Z1 487(9.3) 115.9 (1.8) 
ea.n, $Z/ 441SI91?7) 1t.5{O." 

11.1 (1.,2J 
OJ 10••, 

192(1.8) 

11.7 (1.0) 
7.e (0.9) 

u(o.n 

12.0(1.0) 

U{O.5) 

24.7(1.6) 

12.4 (0-9) 

1.7 (0.9) 


5.9{OJI) 


14.9 (0.9) 

6.3 (0.6) 

IU(tj.1J) 

U(O.6) 

13..4(0.9) 
8.8(05) 

,3.4 (1.0) 

9.7 (0.5) 

14A-{1.7) 

lQ.3(O.6) 

I 

controlled for the variables ased in de­
terminingthe sample weights (age.~n-
Ilee, race, and Income). i 

R~ULts. .......- ... " '..... . 

Baseline eharacteristicR o,tlI~~e 

are shown in Table 1, which also pro­
videspopulation estimates toreach ch8r­
acteristie. Not having health insura:.tke 
wtloIl reported by 699 pel'8QU~ (l2..89&lot 
the population). Persons older than 55 
years were more likely to be uninsured 
(t. 26.1; P<.ODl), as were men cr. &i~: 
JAMA, August n. 1993-VoI270. No. 6 

P<.OOl). blacks (";.16.7;P<.OOl). those 
with less than 12 years of school cr. 
73.5; P<JX11), those with lower fimJily 
iru:omes cr, 114.3; P<.OOl), the tmem­
ployed (xl. 78.8; P<.OO]), those rep0rt­
ing lower acl! I'Gtod. health <t, 59.9; 
P<.OOl). ~wit.h morbidity found on 
medical examination cr, 18.4; P<.OOI), 
and those reporting lit.tle or no leinre 
exerdse ex. J.O.l; P ... OO2}. There was DO 
statisticallystgnificant (P<.06) relatioD­
shipbetween insursnee and smokingsta-­
tUB. alcohol oonsumpt.itm., or obeSlity. 

0.4,------------, 

If'o 	 e .. 0 e 10' 12 14 18 

Years 01 FoIlow-..., 
• 

FIg' .-ellll'lulaliwornoctllllly~ bybssellne 
insuranI:e Q1\8I;.UY. 

-
0.4 r;::=======:;~-I 

0.3 

0.2 

0.1 

o Unins'I.IJal >$10000 
+ InsfJrabS10000 
:II UrtinsunJd. <$10 000 

• In9un!d. <$10 000 

o 2 " 6 8 10 12 14 16 
YeersgfFd~ 

• 
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0.3 x UnInsured. No oisease' 
• Insumd. No Oisease ! 
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Tabl. 2.~ H8l.IIJ'dB Modal for SuNlYal sults of previous studies, and the COD­
Tfmo AcIIu~ for IleIIo!IIInotI ~ cl~ons ot the US Congress Oftim of 

U.4 r;:::::::;:=::::;::;:::;;:::±::::;--, (N.4694)- Tedmology Assessmezrt.report." Forthea Uninwred. Any DIsease • moet part., previous studies suggesting 
thP. hP.np.titR of heaJth insurance b:tte . 
either focused on the poot'1..aD,21 or ~­

.,. Il'IlIUrecI. Any DIsaese : 

No~ t.25 ('1.66-1.00) gested that the benefits of free ~ 1.07 (1.og..U)S)• UO (2.40-1.50) care are evident mostly in the poor.­Man 

D/&se!< 1.30 (1.72..1.011) Although poorer persons bad .a h1giler'

<12 ., scto:II 1.31 (1.61·1.09) mortality rate, there was no evidetlt'ell11lO1M 

<$1000 '.26('.~.se) that the adverse effects of laekiDg in­
S7OQO..$9999 1:U (1.61.Q.J7) . ~U''JlJleP. ","'U limltM to fhifl emup. Onl" 
$1(11'.IUI»141iW 1.08 \1.48-0.7V} aD3lysis compared a.ny level of m...cur­l.Jnempbyment 1.21 (1.59-0.99) 

•Yod:IIdI\Y.pI9IIIII'II t A3 (U4-1.18) anre with DO insurance and included a 
~hGaIIho 2 " 6 8 10 12 14 16 represeniative sampJe.ofadults notCIJV­

Fali1P:lor t.l!i21'221·1.11D 
YllllSf'l5uf~ 1.25 (1.&1-0..97) ered by publicly ftmded iIlsura:ot':e pr0­0I:I0If 

Very good 1..21 (1.5900.8'2) grams; thus. theanalysis may ba\'ebeen 
fJI\I9 or no Ilxan::iaIJ 1.14 (1.3&<).915) moresensitive to the effect ofinsD:ra1lcB
PIwent smo/I.er 1..&& (2.15-1..57') 
BMI. >,,,. 1 . .0(174-'.13) than the Rand Health IMlU'ml.<!e Ex· 
~ d!lnbl pur" lAS (l.78-120) periment.29 

• The resull:& obtained probably under­
Af\er adjusting for all other baseline estimate the relationship between in­

characteriBtics, the proportiODal hazards surance and mwtallty. Flrst, many per­
Slll'\ival ~is revealed. that Jacldng sons in the insured gronp may be lIIJ­

.insUra.n.ce at base1ineW'3S asSociated with derinsured.. Farley found that over a 
an irtcreasedrisk of DlDI"tiuity (hazard quarter of in..<m:n!d penv:ml'l l1MP.!" rn 
ratio, 126; 96% confidence interval (eI]. years ofage were iDadeqaa.teJy prote:t­

ed &pinst the possibility of large med­
teractions between iasurance status and . 
1.00 to 1.65; Table 2). NOlle of the in­

ieal biJls..C'l Seeond, insurance status 1I"3S 

the other baseline ~til';O made measured only once, at ba.seUne, and DO 

statiStically significant tp<.05) contri- Two main cm:zsal pathways may ex- aceowrt could be taken of the impact of 
butions to the regression model. When plain the results observed in this pro- changes in insurance status oVer time.. 
the employment. self·rated health. and speetive stud:Y. First, the relationship Migration of persons with and wit:1xmt 
m9rbidity 'V'3.1iables were exclnded, the observed between lacking health inaur- insur.mee to the athergroup would tend 
adjusted hazard ratio for Ia.cking insur· &nee and in.c:reawI mortality may be to bias the observed. assodation taward 
&nee was 1.34 (90% el, un to 1.69). the result of both insUl'8ZlCe and mar- zero. Most persons older than 50 years 
COMMENT talit;rbeing ~ with a tlti.t-d WI­ lit ~~ilw.WgutthestudywoWdlla've 

measured underlying YBriable. In par- beeneligible for MediCBR by the eM of 
This analysis of a natiuaally represen- ticuJar, persons witbout health insur· the follow-up period. Significant shilh 

tative mhort of the US population sug- ance may value health less than those iniDsllrance stat1Z8 alsooocurduri:nethP. 
gests that the mortality ~ence of with ins~ Consequently, persons coarse or-a year. In the 1987 NatiOD8l 
Amezi.aw8 without health I insurance is placing less value on health may fall to Hedical Expenditure Survey. 22Ac;(; of 
greaterthan thoeewith~The d· get insurance and also experience high- pe.tW1I5 younger than65years W1!reUD­
feet obsot'YGd ia «>mpa:ruble to t.hot 01>- er mortality becal.1."5e of iDdividual Jue- i.ut;ured w. IWme time dwi1:Jg the year. 
served for education, iru:Ome, employ. style facton. 1'he.re is little evidence to 16.1% to 172% were uninsured at SIIJ.'1 
ment status, and self-rated health. In tbis support this h)'potbes.is. Studies on the one period during the year, and 1l.4~ 
study and reported in ~ studies, laetors as.sociated withhaviD2 in&u:nmce were lminsured t.broudloat the )1'l3l'. 

. lade of il::tstlnmoa is ~ with social suggest that most persons laclt insur- Third. the \-ariables included inthemr-­
and medieal factors that iDcrease the risk anee because they cannot Bfl'orcl it rath- viYalanalys5s may haveresulted inOll!l" ­
ofpoorhealth.IS.aaHowever.!ackinginsur- er than because they are unwilling to adjusting of the true relationship be-­
a~iIUlIW'lp.ia.biodwith8~JUghQl' buy it.· In the 1987 National Medic:&l tween inlsura.m:e etatus and aw~y. 
mortality independent of other risk fac.. Expenditure Sarvey,76.9%ofuninsured Overtime, employment status may be a 
tors. The relationship was; observed in persons were in&.m:i1ie8 with adultwork- better measure of insurance than d· 
those with and without b:aseJ.ine morbid- ers, and l.acld.og insurance was associ- reported insumoce status.. sinee most 
Ity and tnthose withhigbe.r&nd Imverlev- ated prirnarilywithemployment:factors persons obtain their insuranC2 through 
els ofincome and educat.iDDJ The absence such as industry tYDe. size of establic:h· emnlovmP.nt.• Allin. if1~lr:invi"'lm_ 
at statiS11~ ilgm&arit;iDte:riietiQos·iti··· ment, a:ii(1.Dmmy-wage:es~~ . advftliltJectB health, then .~tiSdI:Ig'- - _ .. 
the survival aNl'~1J ~D. health jn:..,..study controlled foroC'VCl'Q). boalth be­ for ~Une h.tth etatwl win teDd lou 
sarance and the ather baseline eha.tacte.r-.. . baviors that an! associated with mar- redue! the observed relationship be-­
iStic.s suggests that thebeDeits ofhealth taIity. These Jifestyle t'actors exhibited tween health iDsunmce and mortality. 
insurance anr not amfined'to partie:ular only modestassociations with the avail- When the bueline employment and 

. I5tIhgroups. ~ l"t:I:Nlts are cansfs'te.nt abili'Y of iDsurance. health status v.ariables Wel'eexcluded 
. with a previous study of a raa.ijonally rep- Second.theresnlts are cansistentwith from the analysis., the relationship be­

resertative sample augge1!l:ing a bene- . thestud.yhypothesi.BtbatalackofhWth tween insurance and mortality was it). 
ficial assodatIon betwt!eil iDSlU"8DC'e insura:n~ ill CJUJ9.'llly f'I!Il~ted to ahigb.r Cl"QSIIS8d. Although o~on.ol sta:J.. 
and health status mpersons both below mortality rate. because ofdeaeasedac· ies c:azmat exclude the possibility th:r:t 
and above 200% of the federal poverty cess and lower quality of care. This hy- un.measured underlying variables 8­
1eve14 • pothesis is in accordance with the re- plaiD the relationship'between lacking 

740 JAMA. August 11. 199::3--,VoI 270. No.6 

http:cansfs'te.nt
http:emnlovmP.nt
http:l.acld.og
http:h)'potbes.is
http:insUra.n.ce
http:periment.29
http:smo/I.er
http:1.59-0.99
http:1.48-0.7V
http:1.61.Q.J7
http:26('.~.se
http:1.61�1.09
http:2.40-1.50
http:1.66-1.00


,. JAN-12-1994 14: 34 FROM 

I 

bealthinsuranee andadverse heahh9ut­
eOmes,'it is unlikely that a r.mdO'lXlized 
trial. will be conducted to addre:;s this 
important polieyissue. Our811al:ys.<;. f70n­
ristant with previoue etudie& ~ 

1 

L Freeman HE. Blendon &1', Aiken LR. Sadman 
So M1iIlin1x OF. Coi'ey CIt Au.torlCllll& ~ 011 

:.heir &COeU to health cs:re. Hf4bA A/! Dlr.'ti& 
2. US Bureaa or the Qmaus. Mtmq. l~ of 
H~. Fllmil,", 11M ~ ill. tJvr C'rciJBd 
S'lOFa; li1l. W~ DC: l~ 'An"""", (If thl1 
Ceu:swI; 199Z. sen" P-M, No. l.8O. ' 
1 Renner C. Na'ftn'O V. Why is our~ or 
1IDil:Isulod and 'QlI~ pmana ~ the 
~ences at the ~OD' of. .-\mer­
ks. A_ Rev htJUI: 1l«JJl/l. liBlt,lUz;,..:M, 
to. US Oor.grelii8 OMoa o£TedmoIogy ~nt, 
Doss Hf4WI. 1,,-,"7'11_ M<:IlulI1 DiJ]mmt:ltJ W:ash. 
~,DC; US Co~omceorT~ AI!,. 

""""'''''''; lWZ, BacJcsn>w:ld P"PW OTA·JJP ~ 90. 
lL l'iJeIn.maD Ie, Gold X, fItakue D. Uae ulmbu· 
I=r:r medical are by the poor: another :COlt at 
eqaity. MfIl elm!. 1981;19:1011.1029. I 
6. N~ PW. Aa:e1lS to e.mbuIalor.,\' _ (or 
paar~ Health &ru BfI& 1~;2a;401..u9. 
j. Freeman HE, Aiken LX, Blendon RJ. CorI!j' 
CR.. UninINred wvrldf!g-.,eadult&: ~ 
_ <:01lIHJqt.1cmoeB. HeartJa s-r" IUs. 1~1l· 
s:n. ' 
8. Ramer-Eaton C. Physieian utllb::luUm ~ 
iii!! betw8eD the aaiDsUled aad ~ ampu;. 
t!OL'I of the ehroDica1I.y ill. ICt.1tely ill, and TelIl:lD­
ekIerI.vllOCR1latiOl.l8. J'AMAo l.9I'lJ:269~7.':'.l!! 
9. Adsy- LA, ADdIneq DlTheMtionalprq6le at 
IIm!!lIO to m«Ucal eare: ""here do _ st:al:llr.' Am I 
hblie HIt1ltA. 1984;"[4:1831-1389. i 
10. Hayward RA. Shapiro MF, f'reemaD BE.: Co­
"J' CR.. l.aaq~ 1h healZll MJ::'\'i(ll!!S lII11CJI:f In' 
SIII'I!d Ameri<::aDa: do WOTkIDg-age adults bITe'leos 
~ to medIcal eanl than the elde:ri)1 }i E,!,¢ J' 
Med. 1988;SlS:UiO'i·1512. , 
11. Woi...m .... :.S. StftD R; I'ialdll'lg SL, ~ 
Alt DeIay1:d &calM to health C8Z'I!: nsl: l'ai!:Ilrs, 
I'eZ!OII:II, and ~ Aft'll 1'1r11mr. Mtd.I99l; 
1l~1. ' 
tt. NewaclIeck FW. I~ IICOe88 to !ahh 
~ Ib!' ~?rom~'I' &:ad­
~ f.IImiliE!$. I'fdi4llriu. 19I.:I9',84:1«£.1O'a 
11 Bl'Bv-eaum p. BeImett T, ~ C, E~S. 
SbowataekJ. Acmas to ~ CIII"e (ollasiz:ElI:I&­
jar Medl.=fi <e>1ip.iL't.)" o~ Ji\MA ~ 
269"J.286.l289. I 
1(. WooIha.odJers. Hlmm~DU. Re,,-'tv­
gt!tiIIjt of pnmDti'9 eare 4v.e to Iadt of ~iD-
1IIJl1IIl«!. lAMA. ~4. i 
l5. SbortPF. LeOtowItz DC. ~~. 
d'c1I! ~cetI far lo'IIt-iMome dIiIdn!l:I: the e&rt at 
expllIdirlg KediaUd. Mfd c-.. 1ll£I2;3I);7r.&~ 
16. BUlinp J, Teicllolz: N. U~ pstiI!!::Ia in 

tII:IIIrict atOo1fU1dM hot.plr.L!..llecld!. A/f. 1ll!IO'3: 

lliS-l&5. 

Ii. WeiMman Js, Gati!OlIIa C, Epstein All ~ 


TO 94567431 P.06 

ing an adverse impstt of l.at.k:ing insur­ has fui1edtoprevent this increasedmor· 
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:Talking Points on Estimates of the Uninsured 

I 

i 
Differences in estimates of the number of uninsured reflect differences in methodolgy, 
and interPretati~n. . . 

I 

.. 	 The Adfuinistration estimates the number of uninsured to be about 40 million 
people ih 1993. The estmates are based on data from the Current Popul~tion 
Survey ~CPS), adjusted to reflect the ~990 census. 

" , 
I , 	 . 

The Urban Institute's estimate of the number of uninsured differS. from the 
." 	 .Administration estimate primarily for two reasons. First, the Urban Institute 
estimate! is not based.to the 1990 census -:- leading to a lower count of the.I . . '.' 	 . 
number pf uninsured. The Urban Institute also adjusts the CPS data to account 
for a perceived undercounting in the CPS of the number of people on 
Medicaid. They also project their estimates foiward to 1994.' They estimate 

'the num~er of uninsured at about 36 million people in 1994. 
I ' 
I . 

the Empioyee Benefit Research Institute'S estimate differs from the 
Administration's estimate primarily because EBRI makes a- downward 
adjustm¢nt in the number of insured children on the CPS .to account for a 
perceive~ inconsistency between two questions on the survey. EBRI estimates 
the number of uninsured to be 41 million people. , 	 . . ,, 

t . 

" 

http:based.to


NUMBER OF UNINSURED AMERICANS . . \ . 
(' 

. .'I . -.... . . . , 

e There were appr0?:unately 40· million .A.m'ericarts without neaJth insuranc~- in 1993, This 
was about 15%'ofthe US. p~pulation., ' ,.' " 

'. ,The numl?e~ unin~uredAmeric~~ is growing: 

, . The number ofunIDsured Americans gre\V from about30million people in 1979 
to about 40 million people in 1993,.' .. The numbe~ of uninsured' Americans iseurrently gtd~ing.by about 1 millio'n ' " 
people ea'ch year. " 

eThe erosion 'of employer sponsored healt1! insuranee is paItofthe reason for the, growth 

in thenumber of uninsured Americans. " " " , 

~' , 

'Betweeni1989 and 1993, the' number of Arnericans with employer-sponsored 
health'in$urance fell from 152milliorito 148 million.' I • 

, 1 

, Notes: 

,.Administration eS,timates based on the Current Population Survey (CPS). 
'./ 

, . , .' ,'., . 

There\lledifferences in estimates of the mlmber of uninsured which r~flec(differences m 
:' methodology and data interpretation. For ex'ample, theUrbaldnsti~te has a lower ,," 

estimate (36 mi'Uiqn people in 1994}of the number ofuninsured primar-ily for two' , 
" .' reasons. The frrstis thatrhe'tJrban' Institute is not adjusted t~,the 1990 census, which 

, produces alow,er co~nt of tM ,uninsured.' Second, the 'Urban Institute adj,usts its 
, estimates to ac¢Doot fora perceived under reporting of the number of people covered by , 

Medicaid. The Employee Benefit Research Instiwte (EBRI) has a higher estimated of 
. the nu,mber of uninsured' (41 milliqn in 1993) b~cause they make adownward . . 

adjust:r:rient in the number of insure,d' children to accou!lt for a percei\ied inconsistency 
between'tVI0 qtiestions on the CPS" 

, ' , 

Changes in the CPS design in 1.988 produce inconsistencies in insurance coverage 
'infolIDation berore and aftl,::r 1987. Beginning in' 1988: the CPS asked aU resporidents 
, ,(rather than just employed people) whether they were insured·under employer ..sponsored 
. plans. In addition, method of counti~g the number oi ins1:lred children was improve;d. 

. I 

. i 
r 
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':Trendsi-n the Num~ber, of Uninsured'­
" r • 'I \ 
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Trends in Health 'InsuranceCove~age for Lo.w~lncome 
P~pulalion*, 1988 qnd 1994 

.' 

. . - . . . . . .. . . . .. .. . - ~ . ."," .. . . ", . . - ~ . Individual Private"· 
Individual Private"· 9% 

~ ~ . . ',. .' .. . . '" .-'" .. 1f%. ...... c' 

Unin'sur ad 
U'ninsurad 27% 

29% 

') . . . . . . . . . . . . . . . ," ,'. . 

Employe, 

:.2B% ,Employer 
. 34,%, 

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

Medicaid 
Modicaid' 

36%i,
26% 

" . 
'. Total =.66 Million'People 

'. , . Total 75 Million People'
1988 1994 

to Below 200p'e'rcent of the F6de~al poveftylevel. 

• * Includes cQverage for the military and veterans. . '. 
NQte~ .1heFedarl;ll povel'ty·levelwas $14~BOO fora family of four in 1994. The Kaiser .Commission on 

,,' Sour.ce: Urban 'Instltut.e estimates based on 19.8a and 1992 Curr~nt Population Surveys, 1994. THE FUTURE OF .MEDICAID', 
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.CHANGES IN MEDICAID ENROLLMENT 

I 	 . 

Cnanges in Insurance Coverag'e 
1989 to 1994 


1989 1994 


Unln'W'1Id 1•• Unlnallnll41,,, 

; 

I Other II,. 

SOURCE: The Urban Institute analysis of the TRIM2-edited March 1993 Current Population Survey. 
I 	 ' 

• 	 Medicaid has been a significant and growing source of health 

insurance for many people. 


Be~een 1989 and 1994, the percentage of the population 
covered by Medicaid grew from 9% to over 14%, while the 
percentage covered by private health insurance fell from about 
66~o to about 59%. 

... 	 Without this groYJth in Medicaid, the number of uninsured would 
likely have increased significantly. 

I 

. • 	 Additional Republican proposals to significantly cut federal Medicaid 
payments through a block grant wo'uld likely exacerbate the loss of 
Medicaid :coverage. The magnitude of the suggested cuts would 
leave states with little choice but to reduce eligibility and benefits. 
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:NUMBER OF UNINSURED A.MERICANS 
, 

• 	 There were approximately 40 million Americans without health insurance in 1993. This 
was about 15% o,fthe U.S. population. 

• 	 The number uninsured Americans is growing: 

• 	 .. The number of uninsured Americans grew from about 30miHion people in 1979 
to about 40 million people in 1993. 

• 	 The number of uninsured Americans is currently growing by about 1 million 
I 	 . 

people each year.
I 

I 

• 	 The erosion of employer sponsored health insurance is part of the reason for the growth 
in the number of: uninsured Americans. 

• 	 Between;1989 and 1993, the number of Americans with employer-sponsored 
health in~urance fell from 152 million to 148 million. 

1 

Notes: 
. , 

Administration estimates oased on the Current Population Survey (CPS). 

I 

There are differences in estimates of the number of uninsured which reflect differences in 
methodology an~ data interpretation. For example, the Urban. Instirute has a lower 
estimate (36 million people in 1994) ofthe number of uninsured primarily for two 
reasons. The flrst is that the Urban Institute is not adjusted to the 1990 census, which 
produces alower count of the uninsured. Second, the Urban Institute adjusts its 
estimates to account for a perceived under reporting of the number of people covered by 
Medicaid. The Employee Benefit Research Institute (EBRl) has a higher estimated of 

j 

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. 	 . 

I 

Changes in the CPS design in 1988 produce inconsistencies in insurance coverage 
information before 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 addition, method of counting the number ofinsured children was improved. 

I 	 .. 
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Trends in Health Insurance Coverage for Low-Income 

. Population.*, 1988 and 1994 
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Unins'ured 
Uninsured 27% . 

29% 

.,,; .... , ...... 4 ....... • .... ••• .. •• ... ••• ..... 


Employer 
28%Emp~oyer 

34% 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Medicaid.
Mudicaid 

36%
26% 

.- ... -- -- ---­

Total = 66 M inion People Total - 75 Million People
1988 1994 

* ,Below 200 percent of the Federal poverty level . 


. * * Includes cov~r8ge for the mmtary and v(tterens. 

Note: The Federal poverty level was $14,800 for a family of four in 1994. The Kaiser Commission on 

.Source: Urban Institute estimates based on 1998 and 1992 Current Popuiation Surveys, 1994. THE FUTURE OF MEDICAID 
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June 25, 1997 

Dear Colleague: 

Yesterday, the Senate approved the Dominici~Welistone~Reid~Conrad 

amendment to requi~e parity coverage of mental health care for chilqren as part of the 
Senate child health r~conciliation package. Thisis another major step toward ending 
discrimination in insurance coverage of mental illness treatment. 

i 
We will urge t~e House to accept this important amendment in conference with 

the Senate, and we; encourage you to join in these efforts. To 'that end, we are 
pleased to bring to your attention the attached report on mental health parity costs for 
children, prepared b;y the nationally recognized firm of Milliman & Robertson. The 
most important finding is that we can afford children's mental health parity now, with 
projected costs ranging from at most 3.7 percent, to as little as 0.3 percent. Actual 
costs are likely to f~1I in the lower end of the range. . 

i 

The Milliman &. Robertson study follows on the heels of an April, 1997 report
I . 

to Congress by the ~ational Advisory Mental Health Council, which found that actual 
mental health parity: experience in Texas, Maryland and Rhode Island had caused a 
negligible increase in premiums, or no increase at all, to whit: "the overall increase in 
premium cost, if any, appears to be less than 1 percent." 

Children are our most precious national resource, and study after study has 
shown that there is aserious need for better access to comprehensive mental health 
care. The more we! learn about mental illness treatment and insurance parity, the 

I 

clearer it becomes t~at treatment is both effective and cost~effective. We commend 
the Senate for its la~est effort to curb insurance discrimination against mental health 

. care, and urge you ~o join us in supporting parity in the House and in conference. 
: 

Sincerely, 



i 

Coalition for Eairness in Mental Illness Coverage 

-~ 

June 25, 1997 

Dear Representative: 
i 

The Coalition for Fairness in Mental Illness Coverage, a coalition of organizations representing 
patients, family groups, and! health care systems and providers, is pleased to transmit to you the 
attached report on the cost of including mental illness parity as an addition to the children's health 
initiative now being consider~d by the Congress. 

I 

The report, prepared by the nationally respected actuarial firm of Milliman & Robertson, shows clearly 
that a non·discriminatory (parity) mental health standard is affordable, with projected costs measured 
against baseline standards ranging from a high of 3.7 percent (loosely managed FEHBP standard plan 
including substance abuse) tp a low of 0.3 percent (tightly managed Washington State plan including 
substance abuse). I 

Relevant variables measurea include whether substance abuse is covered and whether the plan is 
loosely, moderately, or tightly managed. Parity for children could be implemented in a tightly managed 
FEHBP standard plan for as little as 1.9 percent (not including substance abuse which would add a 
mere 0.1 percent to the cost of parity in this example). 

Yesterday, the Senate approved a children's mental health parity amendment to the reconciliation bill 
sponsored by Senators Pete Domenici, Paul Wellstone, Harry Reid, and Kent Conrad. We believe 
that children's mental health! parity is necessary and we urge you to support this amendment when 
the House and Senate go ;to conference. The amendment is urgently needed. The Finance 
Committee proposal, for example, uses an actuarial average FEHBP plan as a standard, but this 
would leave large gaps in children's menta, health coverage, since none of the plans now offers parity 
coverage. 

-

On behalf of the millions of children who require mental health care, we urge you to support children's 
mental health parity amendment of the budget reconciliation package. Parity for children is the right 
thing to do. It is also clearly affordable. 

National Alliance for the Mentally III 

National Mental Health Assdciation 

American Managed Behavio:ral Health Association 

American Medical Association . 

American Psychiatric Associ~tion 

American Psychological Asspciation 

Federation of American Health Systems 

National Association of Psyqhiatric Health Systems 


Mental illness coverage. It's time to be fair by treating it equally in health care. 
1400lK Street, "NW, Third Boor, Washington, DC 20005 

i Phone: 202-682-6393 Fax: 202-682-6287 
I 
I 

I 
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by 

Stephen P. Melek, FSA, MAAA 
Bruce S. Pyenson, FSA, MAAA 

Milliman & Robertson, Inc. 

June 20, ·1997 
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[I. ~remium Rate Estimates for Parity Covera2e for Children 
, . ~ 

1 , 

A behavioral health ~arity provision \'/ould eliminate benetit limitations specific to behavioral 
health disorders. and it' \vould require that beneticiary cost sharing provisions for such 
services equal those Itor non-behavioral care, These plan changes would also increase costs 

somevihat. I 

Managed care has resulted in greater cost reductions for behavioral health than for other kinds 
of health services. In order to fairly present the cost effects of behavioral nealth parity, we 
show results for relatively loosely managed utilization, for moderately managed utilization 
and for aggressively managed utilization. 

i 

The following table presents the results of our cost estimates: 
I 

!I 
Table II 

I 
I 

Percent [ncrease in Premium Rate Estimates of Benefit Plans, 

- Loosely l\1anaged Delivery System 

Benefit 
Plan : 

Parity for Mental 
Health 

Parity for Substance 
Abuse 

Parity for both tv1H 
and SA 

Federal Employ~e 
Health Benefits :­
Standard Plan I 

J~% O.~% ~.7% 

I 
Washington Stare 
Health Benefits ;Plan 

2,1% 0.2% 2.3% 

Table IIi Percent [ncrease in Premium Rate Estimates of Benefit Plans 

, - Moderately Managed Delivery System 

Benefit: 
Plan I 

! 

Parity for Mental 
Health 

Parity for Substance 
Abuse 

Parity for both MH 
and SA 

Federal Employbe• I 
Health Benefits i 
Standard Plan I 

2.8% 0.3% 3.1% 

Washington State 
, , 

Health Benefits Plan 

1.4% 0.1% 1,5% 

1'vlilliman & Robertson. Inc. June 20. 1997 
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APPENDIX I 

Assumptions and Limitations 

This section describes' key assumptions and sources for our premium rate estimates. including 
cautions about how th1e estimates should be interpreted and used. 

I 

We estimated costs f~r children in the currently-insured commercial population. This does 
not include individuals covered bv Medicare or Medicaid. We used standard Milliman & 
Robertson. Inc. dem0graphic assumptions, intended to represent the age and sex mix of 
children for a typic~1 employee group with the demographics of the US labor force 
population. I 

The plan provisions that we used are summarized in Appendix II. 
, 

The starting point for:our cost increase estimates is the M&R Health Cost Guidelines (HCGs) 
(1997 edition). The: HCGs are M&R's proprietary information base that shows how the 
components of per-capita medical claim costs vary with benefit design, demography, location, 
provider reimbursement arrangements, degree of managed care delivery, and other factors. In 
most instances, cost assumptions are based on our evaluation of several data sources and are 
not specifically attainable to a single source. The HCGs are used by client insurance 
companies, HMOs, apd other organizations for, primarily, pricing and evaluating insurance 
products. ! 

I 
We incorporated esti,mates of the effects of managed care delivery in our cost increase 
estimates. We utilized the M&R Healthcare Management Guidelines (HMGs) in developing 
our assumptions of th¢ impact on utilization and service intensity in managed care scenarios. 
The HA1Gs describe li,JOsely and aggressively managed care scenarios as follows: 

! 
I 

• 	 Loose,ly managed delivery: Typical of most fee-for-service, indemnity plans 
whichl use some pre-admission certification, concurrent review, and hospital 
audit. 

• 	 Moderately managed delivery: Typical of plans which use some inpatient 
care management protocols sand standards with moderate conformity to those 
standards. 

• 	 Aggressively managed delivery: Typical of very aggressive HMOs which 
employ very close conformity to inpatient care and ambulatory management 
stand¥ds such as those contained in the HMGs. 

I 

For each plan, we developed results assuming a loosely managed and a well managed 
delivery system. ! .• I 

We assume that thelhealth plan could negotiate physician reimbursement consistent with 
100% of RBRVS. Hospital per diems were assumed to be $1,100, except for mental health 
and substance abuse,1 for which we assume a $500 per diem. We also assumed a 35% 
discount from natiodl average charges for hospital outpatient services. 

I 

tvtilliman & Robertson. Inc. 	 June 20, 1997 
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.-\PPENDIX n 


Su~mary of Plan Provisions of "Typical" Benefit Plans 

i 

A. 	 The 1997 Feqeral Employee Health Benefits Plan - Blue Cross Blue Shield. Standard 
Option, assu~ing PPOlPreferred Physicians 

I 	 .­

! Service Category Benefit Provision 

Hospital i:npatient 

Medical 100% paid by plan 

Mental Health 
I 

$150 copay per day. up to 100 days per year 

I
Substance Abuse $150 copay per day, up to 100 days per year 

Outpatient 
I 
I 

I 
Medical 

I, 
Mental Health 

, 
I 

Substance Abuse 

SIO copay per visit 

40% copay per visit up to 25 visits per year 

-1-0% copay per visit up to 25 visits per year 
I 

Prescription Drug 20% copay per script 

Milliman & RobertsofL i:nF. 	 June 20, 1997 
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.~. NATIONAL AI.LlANCE 

FOR THE MIINTALLY ILL Andrew Sperling 
Direc'/oro/PlIiJli,; I'o/ic;r 

200 N, GLEIIE ROM), SUITE lOIS 
ARLINlOToN, VA 222W-3754

July 30, 1997 703-524-7600 
FAX 703-52·\-9094 

E-M,,\lt: anJrcw@llami.org 
President Bill Clinton 

The White HOllse 


. ',' Washington, D.C. 20500 

Dear Mr. President: 

, 'On behalf of the 168;,000 members of the National Alliance for the Mentally III (NAMI) 
, and its 1,140 affiliates and chapters, I am writing to thank you for your efforts to ensure 
:, that a meaningful st~ndard for inclusion of mental illness benefits was made a part of the 
. new childrens' health program in the balanced budget bill. 

While NAMI had p*hed hard for the original childrens' mental illness parity amendment 
that was added to the bill last month by Senators Paul Wellstone and Pete Domenici, we 
understand that adoption of any federal standard for the program's benefit package was 

'very controversial and difficult to achieve. The spirited (and in NAMI's opinion 
" 'shortsighted) advocacy by some of the nation's govemors and a few congressional 

leaders against any benefit package requirement was a signi ficant obstacle. Overcoming 
this opposition and ensuring that there will be accountabIlity in how states spend these 
federal funds is a tre'mendous accomplishment for you and advocates for equitable mental 

, illness coverage in Congress. 

We are deeply grateful for your leadership and perseverance on this important issue for 
NAMI. As the nati6n's largest consumer and family organization, we appreciate what 

I 

you ~ave done to ensure that uninsured children with severe mental illness will get access 
" to health care treatment that truly meets their needs. While the result is not full parity for 

mental illness treatment, inclusion in the benefits package does help bring us another step 
, , 'closer to acceptance' of severe mental illness into the mainstream of our nation's health 

care system. 

Again, thank you for your efforts on behalf of all children with severe mental illnesses 
and their families. 

" 	 Laurie Flynn i 
Executive Director: 

cc: 	 Tipper Gore, Office of the Vice President 
Chris Jennings,: Special Assistant to the President for Health Policy 

NATIONAL ALLIANCE FOR THE MENTALLY ILL 
200 N. GLEBE Ro,. SUITE 1015 • ARUNGTON. VA 22203-3754 

, 703-524-7600' FAX 703-524-9094 
hnp:llwww.nami.org 
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