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Insured Hospltal Patients

Condition on Admxss:on Resource Use, and Outcome
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To mvestxgaie the association between insurance status and condition on admis-
sion, resource use, and in-haspital mortality, we analyzed discharge abstracts
for 592 598 patients hospitalized in 1987 in a national sampla of hospitals. In 13
of 16 age-sex-race-gpecific cohorts, the uninsured had a 44% to 124% higher
risk of in-hospital mortailty a1 the time of admission than did the privately insured.

After controlling for this difference, the actual in-hospital death rate was 1.2t0 3.2
times higher among uninsured patiants in 11 of 18 coharts. The uninsured also
wera 29% to 75% less iikely to undergo each of five high-cost or high-discretion
procedures and 50% less likely to have normal resuits on tissue pathology

repotts for biopsies performed during five of seven different endoscopic proce-:

dures. Our rasults suggest that insurance status Is associated with a broad

spactrum of aspects of hospital care.
j
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INCREASING evidence suggiesta that
the arnount and content of medical care
that an individual receives inthe United
States is related to whether the individ-
val hags health insyrance.”; Previous
studies, for example, although uncon-
trolled for differences between groups
in clinical status and need forservices on
admiecion, have shown that the unin.
sured have fewer physitian visits per
year, amiesshkelytohaveahospnal
stay,and ﬂhos;nml.{md,haveashorw
of stay than insured individu-
als. *Other studies have shown that,
even after controlling for differences in
admission disgnosis, the eervices that
- uninsured individuals receive are differ-
ent fmm those that insured individuals
receive.” In 3 recent analysis of 1883
hospital discharge data for 63 032 unin-
sured, Blue Cross, and Medicare pa-
tients hospitalized in the Boston area,
for example, Weissman azd Epstein’
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found, after for case mix, that
insured patienta had 7% shorter stays
and underwent 7% fewer procedures
than Blue Cross patients. More recent-
ly, Wenneker et al’ found, after control-
ling for clinical end demogmphxc fae-
tors, that insurance status was strongly
associsted with utilization of three
cxpenoive cardise procedurcs among
38000 patients admitted to Masgachu-
setts hospitals in 1985 with circulatory
disorders or chest pain. Very few data
are gvailable regarding differences in
health outcomes among insured vs unin-
aured patients.* .

The gosl of this study is to identify
whether there are statistically signifi-
cant differences between uninsured and
privately insured patients in three sets
of factors related to hospital care: condi-
tion on admigsion, resources used in the
hospital, and outeome. Specifically, we

ask whether the uninsured. are sisker

when admitted to the hospital; whether
fewer resources are expended on their
care in the hospital, given their condi-
tion on admission: and whether they
have a poorer cutcome, given their con-
dition on admission.

The research reported herein ex-
tends prior work in four important
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ways. First, we used a national
sample of 592 598 hospital discharges to
compare the characteristics of hospital
care received by uninsured and private-
ly insured patients. Thus, our findings
ghould be more generalizable to the na-
tions uninsured than those of studies
based on a single, relatively small geo-
graphic area, such as Boston or Mazsa-
chusetts. Second, the only previous
study that has examined insured ve un-
insured patients use of high-cast proce-
dures focused exclusively on three car-
diac ures.® In eontrast, while
controlling far diagnosis, we analyzed
the frequency with which & broad spec-
trum of high-cost invasive and noninva-
sive procedures are provided to insured
vs uminsured hospitalized patients.
Third, we used multiple measures of
condition on admission and resource
use, which allow us to explore these
factors in greater depth. Finslly, we
examined differences between the nnin-
sured and privately insured inin-hospi-
tal death rates, animportant measure of
outcome.

DATA, VARIABLES, AND
STATISTICAL METHODS

Data

The data set was derived from dis-
charge abstracte eubmitted to the Com-
mission on Professional and Hospital
Activities, which ia a research and data
abstracting service for hospitals, by its
member hospitals in 1987. The entire
Commission on Professional and Hospi-
tal Activities 1987 database includes
over 10 million disesharge ahstracts from
approximately 1200 hospitals. For this
study, we examined only discharges for
people between the ages of 1 and 64
years whoge primary source of payment
was no charge, self-pay, Blue Cross,
insurance company, or Medicaid and
whoge race was white, Dlack, or Hispan-
je. Discharges for which any of this in-
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formation was unrecorded were deleted
from our data set. We exelnded new-
barns, infants under the sge of 1 year.
and women with a pregnancy-related
disgnosis because these discharges ac-
count for a much higher proportion of
uningured cases than of privately in-
sured cases.” We believed that without
such exclisions, aggregate measures of
case severity might be misleading.

The data file used in our statistieal
analyses cansisted of all no charge and
self-pay discharges plus 8 6% random
sample of all other diseharges.. (The
sampled records were weighted by the
inverse of their sampling probability in
all analyses.) There were 592 598 dis-

charges in this tile. For some parts of

our study, attention was limited to dis-
charges with particular diagnoses or in
which particular procedures < ware
performed. ’
Variables

We detined “uninsured panents" as
those having either no charge or self-
pay listed as the primary source of pay-
ment and “privataly insured pstients”
as those having either Blue Cross or an
insurance caompany listed as the prima-
Ty source of payment. Qur database and
staristieal analyses also included Medlc-
aid patients as another insured group.
However, we only report results associ-
ated with uninsured and privatsly in-
sured patients because it is very diffi-
cult to draw conclusions about the
-insurance effects of Medieaid thhout
state~specific information on Medicaid
coverage and payment palicies, which
vary substantially across states.™*

The analysis consists of a series of
eomparisons of specifie measures, con-
structed from the discharge abstract
form, which can be interpreted &8 pro-
viding evidence regarding condition on
admission, resource use, ar outcome.
The dependent variahles, which we ana-
lyzed using multiple regression meth-
ods, are summarized in Tahle 1 and dis-
cussed below.

Rlsk-Ad)usted Mortality Inde.n—
The, Risk-Adjusted Mortality |Index
(RAMY), developed by the Commission
an Professional and Hospital Activities,
is the expected in-hospital mortality
rate based on actnal in-hospital mortal-
ity rates for diagnoses, grouped by their
diagnosis related group code, adjusted
fur pulienl uge, ruce, sex, the presence

" -ef comorbidities (secondary diagnoses

at time of admission), and the risk of
: deathassoanted with comarbidities and
grmcxpa.l operative pmcedure Gf
any).” A higher RAMI valuecanbem—
terpreted as represennng a more se-
verelyill l

Pmbalnhty ui a Weekend Admis-
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gion.—~The choice of the secand mee-
sure of condition on admission is based
an the hvpothesis that a weekend (Fri-
day through Sunday) admissian is likely
to be more urgent than a weekday ad-
mission. In other words, we assumed
that elective admissions are more likely
to oceur during a weekday because of
private physicians schedules, patient
preferences. and hospital staffing pat-
terns. Although many seheduled admis-
sions are for serious conditions, we pos-
ited that, on average, they are less
urgent or immediately life-threatening
than the average weekend adrmission.

Average Length of Stay. — Length of
stay is a common measure of resource
use. However, even when controlling
for diagnasis, length of stay can reflect
the severity of a patients condition as
well as the level of resource use for a
patient with a given level of severity.
We attempted to contral for the effects
of severity by focusing the analysis of
length oft};taiv on diagnoses tha¥ have
either a high or a low degree of physi-
cian discretion with regard to the need
for a hosg:mhmtmn Using both prior
literature™' and dlinical judgment, we
initially selected 28 diagnoses thought
to differ in the amount of discretion,
from the physician's perspective, in the
need for a hospital admiasion. Relative-
ly high-discretion diagnoses may be
thought of as baing mare eleetive, while
relatively low-discretion diagnoses may
be considered nonelective.

We then used Linear regression mod-
els for each of the 2% diagnoses to esti-

mate the RAMI for the uninsured, con-

trolling for age, sex, race, hospital size,
ocwnership, teaching status, and type of
community. The 10 diagnoses reported
in the analysis are the ones with the five
lowest and five higbest predicted RAMI
scores derived from the regression
models, Estimating length of stay equa-
tions separately for each diagnosis de-
creasesthe likelihond that differencesin
resource use will be obscured by differ-

ences in diagnostic mix between unin- ] )
° eration and necrosis, nonacute inflam-

sured and privately insured patients.

Probability of a High-Cost and/or |

High-Discretion Procedure.—If in-
surance coverage. affects resource use,
we hypothesized that the nminsured
would be less likely to be admitted for
procedures that are very costly and/or
somewhat discretionary in terms of
their clinical necessity, Using these cri-
teria, we selected five procedures —cor-
onary artery bypass graft surgery, total
knee replacement. total hip replace-
ment, stapedectomy, and surgical cor-
rection of strabismus—and tested
whether the probability of undergoing
each of these procedures varics with
insurance status. We used our entire

sample of discharges, rather than those
assaciated with a limited number of pri-
mary diagnoses, for thes¢ analyses be-
cause we wished to examine the proba-
bility that each of these procedures was
performed for any reason.

Probabflity of a Specific Procedure
Associated With a Particular Set of
Diagnoses.—To better eontrol for the
effects an resource use of variations in
the mix of diagnoses across groups of
patients with different insurance sta-
tus, we analyzed the probability of a
patient’ reveiving a particular proce-
dure or set of procedures after limiting
the sample to discharges with a narrow-
ly defined set of Indernational Classifi-
cation of Diseases, Version 9, codes as
the primary discharge disgnosis. Five
separate samples of discharges, each
with a different set of limited diagnoee:,
were drawn. (The diagnoses in each
group and the related procedure codes
are shown in Table 4.) Each of these
groups was analyzed separately to de-
termine whether there was 3 significant
difference in the use of the associated
procedure between privately insured
and uninsured patients.

We also examined two procedures
that are often performed in conjunction
with another procedure: biopsy, which
often oscurs with a bronchoseopy, and
intraoperative  cholangiogram, per-
formed in conjunction with s cholecye-
tectomy. All discharges involving pa-
tients who underwent either a
bronchoseopy or a cholecystectomy, re-
spectively, are-the samples we em-
ployed for these two analyses.

Probability of a ‘Not Abnormal’ Bi-
opsy Result. —The last resource use
measure that we examined is the proba-
bility of a tissue pathology report of “not
abnormal” during hospitalizations in
which any of seven different endoseopy
procedures (see Teble 5) and an associ-
ated biopsy were performed. (The other
possible findings on the pathalngy re-
port are abnormal-other, mechanieal
abnormality, growth altaranon, degen-

matlon, seute inflammation, nonmalig-
pant necplasm, and malignant
neoplasm.) We hypothesized that a rela-
tively higher probability of a “not ebnor-
mal” finding in a tissue pathology report
far one group of patients is suggestive of
a more aggressive management strate-
KY's being employed in the care of thut
group of patients compared with a refer-
ence group. This hypothesis assumes
that the clinical threshold for perform-
ing the test and doing a biopsy is lower
far the group of patients with the higher
probability of “not abnormal” findings
in tissue pat.hology reports than for the
other group of patients,
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Tabla t.—Depondent Variables: Measuma of Con-
dition on Admission, Resource Uss, and Outcoms
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Outcome. —We examined | one out-
come measure in our analysis, the prob-
ability of dying in the hospital. iAlthough
this measure has severa! limitations, it
is ane of the most frequently nsed indi-
cators of the outcome of care. This vari-
sble was analyzed the full set of

using
discharges stratified inta 16 age-sex-
race-specific eoharts.

Statistical Methods |

Multiple regression a.nalys:.; was used
to test for statistically significant differ-

‘eneesbetwaenunmsumdandpnvately

insured patients in the various mea-
sures of condition on admission, re-
gouree use, and outcome. The regres-
sion wodels included as independent
variables insurance status and controls
for the effects of characteristics not held
constant by stratification.

The results reported in Tables 2
through 6 are based on theregzessmn
estimates of the coefficients: for unin-
sured and privately msmed patients
g;;; equations aof the fellawmg general

Y = aU+BPI+EuX,

where Y represents a measure of éondi-
tion on admission, resouree uge, or out-
eome; a, the coefficient for umnsured
patients; 8, the coefficient for privately
msured patients; U equals 1 if the pa-
tient iz uninsured, 0 ot.herwxse. Pl
equals 1 if the patient is pnvntcly in
sured, 0 otherwise;and X, otherconml
vanables

The exact list of X, vanablm depends

" onthe particular dependent variable be-

mg analyzed and the extent of file strati-

8 JAMA, January 16. 1081 —Viol 265, No. 3
| |
{

AT 4 T acbR

Tabte 2. —Measuras ?1 Conol
1o Privataly insured By Age-Sex-Rice Cohont

on Admigsion: RogramnMustea Coefficients for Unlnsursa Rolative

! ! _ Paisuve RogreovionAdjustod Castticiamt

respectwety adj ng fpr differences
inYdueto theXJ The prima-
ry null hypotheqs t the anal-
ysis is that thetq s uo d in¥
between and| privately in-
sured patients, qontmmpg for the ef-
fects of other factors, which is equiva-

lent to the null thegis a=p. This
hypothesis can val

using a t
statistic calculated from|the variance-
mmmmmdthezegmﬁswnpa-
rameters.” Notelt.ha:hefwxse the re-
gresgion model] is linegr in the
parameters, the test of the null hypoth-
esis isinde; tafﬂwpnrtacnlarwl-
ues of X, chosen to standardize the val-
vesafaand 8. i

The tables of results rpport relative

regression-adjusted coefficients, which
are defined as t j the adjusted
mean of Y for {o the ad-
justed mean of Y for the privately in-
sured, again stan for a particu-
larsetofx. values. Mathematically this
is simply (o + SpXIB + EnX).

For example, if the valpe of the ratio
is 1.10, one can then say, “The rate for
the uninsured is [10% greater than for
the privately ing tpeptobabmty
of the uninsured’s|receiving a particnlar

‘ | Unweighted Risk-Adjusted Probablity of 2.
. SBax, Age, and Race | , N fortality ingex Weackead Admission -
Males 1 : . ;
Age1-17y :
white ; 36527 1.57 115t
Black i , 8813 1,568 1.00
A@\&m y !
X . 4514 1.82¢ - 1.22¢
. . 17814 2.00¢ 1261
R
: i , 46429 1,80t an
Black : ;11884 1.59¢ 121
Age 5084 y : A
Whits | 54417 1450 1.14¢
Blaex L o175 1.441 1.231
Femelos ;
117y
. 23724 2,001 : 1.12¢
_Black i 7oss 1.8 B T
Age 1834y '
. 72780 180 1211
Black ; 15828 1.04t 1.241
o
) . s8N 1.621 116}
Black | {11338 2.2¢ 1,15¢
5064y ! '
Whis i . 61811 162t 111
Black } . 10395 1881 : 107
*Nufl hypathesis is ¢ atmtﬂﬂvqmwor tobatility equals 1.00.
1%.01’?0 T 4 provacilty
&01 ~P=.65. } -
fication. In all individual  service is 10% greater than for the pri-
dischurge was the unit of bservation. vately insured,”
The coetﬁaen a and B can be inter-
i A Cantrols for Factors Other Then
preted as mean or unin- n
sured and privately i d patients, surance Covernge

Al analyses of differences between
nninsured and privately insured pa-
tients were adjusted for age, sex, and
ruce, efther by stratificarion ar'by in-
cluding age, sex, and rase as eontrol
variahles in the regression models. The
RAMI geore, the probability of a waek-
end admission, and the probabhility of an
in-hospital death were analyzed sepa-
rately for 16 age-sex-race-gpecific co-
horts of dischurges. The regression
models for these cohart-gpecific ama-
lyses also included eontrol variables for
bospital size, ownership (public or pri-
vate), teaching status (Councl of
Tesching Hospitals member), and type-
of community (100 largest cities, other
metropolitan community, or nonmetro-
politan). In addition, the analysis of the
probahility of a weekend admission in-
cluded the RAMI score and the Medi-
care case-mix index as controls for pos-
sible differences in diagnostic mix and
severity of illness. The analysis of in-
hospital mortality included os additional
control variables the RAMI score, the
Medicare case-mix index, and an indica-
tor of whether a surgical procedure was
performed

The zweér&ssion model for average
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‘fame 2.—Length of Stay: Ragression-Adiusied Cosfficients for Uninsured Relative to Privately ingured, by

10 Spedfic Dlagnoses*
i
of I .
‘Physiclan Ohcmand : felative Rograsalon-
Estinated RAM ! Wbd Estimatad Adjusted Avarnge
(IC0-8 Code) RAMI Veluet Length of Stay
. tﬁp »ydean Discretion
Chonic lonsilis (474.0) ! /15 001 0883
Nonlntectious gastroontadtls, ROS (553.9) . 8480 00 o824
Acusta bronchitls (466.0) 2654 003 0.86§
Uniistaral inguinal homla {560,91) | 4144 00 . 0.02¢
Utortre lekomycrna, NOS (218.9) ' 3147 005 0.77%
Physiclan Discretion .
Gastrointestinal hamorrhags, ROS (S78.9) 1800 28 088
Mabgnan naoplanm, dronenaisAung (16829) 1548 Q38 2.97
Congasthe heart Gilure (428.0,428.1,4288) 2763 051 094
Aoe intarcsion, infariorwall, NEC |
(4104} i 2512 88 _.oBet
‘ infarction, amedor walf X
(4100) 1788 115 0985

'MWSMMB@:’WW!N wummwmmm 1CD-8,
Intamasional Classification of Uhms,ﬂw.naoduwmm and NCC, not olsow! e Claasified,

TWMdeMaW

that includas insurance etanis, age, 8ax, race, hogpital

wm&.mmmwdmumm

tP=0ot
§O1<PEO5 )

length of stay was estimated separately
for each of 10 specific diagnoses. The
control varigbles consisted of age, sex,
race, hospital size, ownership, teaching
status, and community type, s well as
the RAMI, the Medicare case-mix in-
dex, and gn indicator of whether any
surgicsl procedure was performed. The
purpose of the latter three variables is
to control for differences in severity
within the diagnoses analyzed. The re-
gression model for the incidence of se-
lected procedures and for tigsne pathol-
ogy outcomes includad eontrol varizbles
for age, sex, race, haspital size, owner-
ship, teaching status, and community

-type. Theanalyaearelatedtotheﬁve

high-cost ar high-discretion proce-
dures, as well as those related to condi-
tion on admission and in-hospital 'mor-
tality, were estimated using the entire
sample of 592 598 discharges. The ana-
lyses of the other procedures, length of
gtsy, snd tissue pathology outcomes
were hmxtedtadzschargesmzhselected
diagnoses or procedures. :
RESULTS . o
Condition on Admission i

Table 2 reports the results from the
analysis of the two measures of condi-
ion on gdmission, the RAMI and the
probability of being admitted on 3 week-
end. Regression-adjusted coefficients
sre reported for the uninsured relative
to the privately insured for each of 16
age-sex-race-specific cohorts of dis-
charges. The uninsured have a signifi-

cantly higher RAMI for 13 of the 16’

eohorts and g signifieantly higher prob-
ability of being admitted during the
weekend for 14 of the eohorts. The rela-
uve ooeﬁﬁments thus strongly suggest

JAMA, January 16, 1001 Vot 265, No. 3
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differences between the uninsured pa-
tients and privately insured patients
and may reflect more serious or urgent
eonditions among the uninsured.

Resourcs Use

Table 3 reports the relative Jengths of
stay for discharges from each of 10 ge-
leeted high- and low-diseretion diag-
noses. The uninsureds length of stay Is

i y shorter than the length of
stay for the privately insured for each of
the five high~physisian dizeretion diag-
noses, by 12% to 38%. Although the
uninsured also have sharter stays than
the privately insured for the low-disere-
tion diungnoses, the differences wure
smaner. and only one is statistieally
£

In Table 4 we present further results
perhnent to the question of differences
in resource use between the uninsured
and insured. Using the entire sample of
discharges, we estimated regression
models of the probahility of undergoing
each of five high-cost or high-discretion
procedures among the privately insured
and the uninsured. The results suggest
highly aignificant and quantitatively
large differences -between uninsured
and privately insured petients in the
probability of undergoing these proce-
dures. The uninsured are29% less likely
to have coronary artery bypass graft
surgery and almost 76% less likely to
have a total knee replacement. Rates
for the other three procedures range
from between 45% and 56% lower far
the yninsured.

In Table 4, we also examine the rels-
tive use of other specific procedures,

controlling for disgnosis by limiting -

each analysis to discharges with a spe-

cific disgnosis, group of diagnoses, or
associgted procedurs. These analyses
thus pruvide an opportunity to examine
whether the clinical management of
specific conditions varies with insur-
ance status. In three of the 11 diagnasia-
procedure combinations—colonoscopy
or proctasigmeidoscopy, upper endos-
copy, and coronary arteriography-—
thercisa statiatically significant differ-
ence (P<.01) in the probability of an
uninsured person’s undergoing the pro-
cedure relative to a privately insured
person. In these instances, uninsured
patients were from 20% to 44% less like-

_ ly to have the procedure performed. We

found no statistieally eignificant diffcr-
ence (P>.05) between the uninsured
and the privately insured in the use of
myelography or computed tomography
of the spine among patients with lumbar
disk displacement, in the use of coruput-
ed tomography of the head among pa-
tients with any of five diagnoses, in the
incidence of biopsy among patients un-
dergaing a bronchoscopy, or in the inei-
dence of an intrasperative cholangio-
gram among patients underpoing a
cholecystactomy.

In Table 5, we examine tissue pathol-
ogy findings for hiopsias performed dur-
ing any of seven endoscopic procedures.
The sample in each case consists of all
discharges that had both 8 biopsy per-
formed in associution with the specific
procedure and 3 tissue pathology report
recorded on the discharge abstract. In
each case, as well as for all the endoscop-
ic procedures combined, we estimated

‘the likelihood of a finding of “not abnor-

mal,” ie, the probability of a completely
normal test result. As Table § shows,
the uninsured are consistently less like-
ly than privately insured patients to
have a completely normal tissue pathol-
ogy result. The differences are stetisti-
cally significant in three cases. For five
of the seven procedures, the relative
probabilities are approximstely .5 or
less, ie, an uninsured persan is less than
halfasﬁkelyas & privately insured per-
son to have a biopsy pathology finding
that is completely normal.

Outcome

InTable §, we examine whether there
are significant differences between pri-
vately insured and uninsured patients
in the probability of an in-hospital
death, The regression model includes 8s
control variables the Medicare ease-mix
index, the RAMI, and whether the pa-
tienthad a proaedum, along with hospi-
tal characteristies and type of communi-
ty. In this analysis we divided the full
gample of discharges into 16 age-sex-
race-specific groups, which were then

analyzed separately.
Cnmpan‘am of Hospital Patients—Hadievetal 377
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Table 4.—Probability of Selectad Procedum Regression-Adjusted Coefficients far Uningured Relathve to

Privately Insured*

———

Liovasigittad Roistive Regression-
N Adjusted Costficiant

: Haadum(m COd-)
Hgh costor high discration ~~ ’ 532598
- Coronary gnary bypass graft sumery (38.10-38. 19) a.71¢
- Total knee reptacement (81.41) 6.28¢
Tota) hip replacsment (81.5. 81.51, §1.59) 0.55¢
Stapedectomy (19.1-19.2) . 0.50t
Surgleal comectian of smatismys (15,1-15.9) 0.441
(‘donoaao;y (45.2248. u)aw::dw
(8.3 ass77 0.561
Upparadnampy procedured (42.23, 4«13_ 45.13) L7 TR a.80¢
Coronary antariograghyll (88.55-88.57)° ) 30 622 061t
Contragt myotogram or OT of apine? (6721, 88.38) EY) 0.95
Head CT (87.03) by diagnosis
Cum:himsm;ymm& . 11582 091#
Syncope and collagse (DX code 780.2) 4353 0.80
Concusaion, NOS (DX code 850.9) | 320 0.88
Concussion withoust loss of consciousnass (DX cade 850.0) 2268 058
Conaussion with drat lass of consciausneas (DX code 850.1) 2584 1.02
‘Brenchoscoov (33.22. 33.23) procadures with a bloosy
(33.24. 33.25) | N3 0.98
Cholecysisgomias (S1.22) withan |
_Intraoperathe cholangiogram (87 .53) 8500 0.84

L _____________________ ]
WWEMWMQW1M CT indicates compged tomography; DX, diachame

- and NQS, not otherwise specified.
1‘PS.D1

TAl dischargas that had any

of e (llowing as tha primary dlscharge

diagnasis were consideced:

noninfectious
pastroomertis (DXS$58.9), a.bdunhtl pa.In (DX788.0). anns pancroemis (DX577.0). viral enterits (DX00D3.8).
nemormage (0X578.9),

that had any of the fol

gagtroontertts

gasuitis (0X535.0), gasvointasingl
wwwm(oma
M(

mmmgnydublbulmasmm
anging pectoris (DX413.9). lr\m coronaly syndroma (DX411.1)

(DX7885.1), chest pain (DXJ855.0),

(DX558.9), ab&!'l\mlpal n (O BSO).vhlentsmh(Dg

(OX578.9), esophaghis (DXSI0L1 (OX535.1
ic gastMs (DX535.9), Mw@msss%rw&

i3 ware considosad: nonlnfectious
), ange pancreatitis (DX577.0), acute

dischar go diagrnasis wem considarad: precordial peain

coronary atheroscisrosis (DX414.03
JAll discharges that had lumber disk displacament (DX722.10) as the prrhary dischame dlagnosis wem
#.05<P=10. '
Table 5.~Tissus Pathology for Selected Procedures: Regression-Adjustad Coefficients for Uninsured
Relative to Privately insured® i
' Relstive
| Coetficiant for of
. Unweightad "Not Abnormal® Tissus t
Pracadure (Procedure Code) | Uninstsred to Privetaly
Escehanoscopy (42.23) | S8 28t
Qastroscopy (44.13) 2478 0393
Prociosigmoidoscopy (48.23) 120 0.87
Colanoscopy (45.23) ; 3781 0.52
Cysmscopy (57.92) ! 3320 - 034
Encaacopy of small heaine (45.13) | 5408 051§
Rronchoacoey (33.22, 93.27) ‘ 2019 068
All above andascopic procedurss. ' 18884 . : 0641
Wmmmmnmeqw 1.00.
cudoomaes am not abnormal. abnomalkather machanica ahnomalty, dagansemtinn am necrosls,
§05<P=.10

memwmuwwm

In all cases but ane (white women 35
to 49 years old), the uninsured have 2
higher relative probability of in-hogpital
death. Moreover, for 10 of the 16 age-

race-speuﬁc cohorts, the differ-
ence is statistically signifieant (P=. 05),
with the relative probabilities ranging
from 1.20t6 3:20. The relative probshili-
ty of in-hospital death for uninsured pa-
tientg comparwed with pnvnnely insured
patients is greater for blacks than for

‘378  JAMA, January 16, 1991-Vot265 No. 3

'
!
1

[y B | Is/..9CbA

whites in seven of the eight age-sex
cohorts,
COMMENT

Our analysis strongly suggests that
an individual's condition on admission,
use of resources during hospitalization,
and likelihood of in-hospital death vary
depending on whether the individual
has health insuranee. In the caze of eon-
dition on admission, compared with the

;_.. - o h'——m
‘ 0oL

Tabie 6.~ in-Hasgpital Death; Regression-Adjustsd
Coeficients (or Uninsured Ralative to Privatsy

nsumea by Age-Sex-Race Cohort®
L ]
Ralative
= Unweightad Adjusted
Age, Sex, Ruce N Coetficient
Malas
Age1-17y
Wit 38627 1456
Black 8813 " 188
1834y
ko 75814 1.34t
Back 17614 1.92¢
Agn 35438 y
White 48 @23 1,461
Back 11984 20t
Aga 3054y
MM 64 417 123}
9175 1.08¢
Fomaies
117y
2728 231
BRack 7008 2.58¢
Agp 1834y :
[ 7] 72780 1.48%
Back 15428 1.80
_Agp3549y .
White 2371 0.82
A&h* 11 338 1.60¢
5064y
Winte 61611 1.15§
Black 10 385 13562

- ]
*Nut hypofhesis is that mlatve cosficlent equals

privately insured, the uninsured were
maore likely to be admitted for a candi-
tion that has a higher expected risk of
death (based on the RAMI seore) and
sppeared to be in more urgent need of
eare. The latter conclusion is suggested
by our finding that, when differences in
case mix between the uninsured and pri-
vately insured are controlled for with
the Medicare case-mix index and the
RAMI, the uninsured were significant-
ly more likely to be admitted on a
weekend.

Our findings regarding differences in
resvurces expended on the hospitalized
uninsured vs the hospitalized privately
insured are more mixed, varying with
thespedﬁcmeasureofmsom'eeuseand
the method of controlling for diagnostic
mix that we employed. In our analysis of
length of stay, which was based on hos-
pitalizations far each of 10 diagnoses
classified by the degree of physician dis-
cretion assumed to be invalved in the
decision to hospitalize, we found consis-
tently shorter lengths of stay among the
uninsured compared with the privately
insured. These differences in length of
stay were statintieally gignificant for oll
five of the high-discretionflow-risk of
death diagnoses, the category in which

physiciang practices would be most
likely to differ among insured vs unin-

sured patients, but for only one of
the lnw-dmcretxonlhxgh—nsk of death
We a]so found evidence of a difference

Corrparison of Hospital Patients—Hadley e al
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between the uninsured’s and thejpn-
vately insured’ use of some, but not all,

of the procedures we examined. For ex-
ample, although we found a strikingly

. lower rate of performance of five high-

cost and/or high-discretion therapeutic
procedures (coronary artery bypass
surgery, total knee replacement, total
hip replacement, stapedectomy, and
surgical correction of strahismus)
among the uninsurcd eompamd with
the privately insured in our entire sam-
ple of dincharges, we found statistically
signifieant evidence of a lower rate of
use af anly three (calonoscopy or pmcw-
sigmoidescopy, upper gastrointestinal
tract endoscopy, and coronary arteriog-
raphy) of tha seven dizgnosis/diagnostic
procedure pairs we examined. Our find-
ing of a statistieally significant differ-
ence in the uninsured' vs the privately
insured’ rate of use of same, but not ali,
procedures we examined and of a statis-
tically significant difference in the ynin-
sured’s vs the privately insuredt aver-
age length of stay for high- but not low-
discretion  hospitalizations suggests
that if physicians ave discriminating in
the resources they expend on the unin-
sured and the privately insured, they
maybedomgsoonaselecnvebamsto
minimize adverse effects an the hea]th
of the uninsured.

A similar sugpestion emerges fmrn
our findings that, privately insured pa-
tients were consistently more !ikdy
than uninsured patients to have ‘com-
pletely normal tissue pathology findings
‘on biopsy specimens obtained during
any of seven different endoscopie proce-
durez (Table 6). This latter finding
strongly suggesta that physicians who
perform these procedures hive » *“lower
threshald of suspicion” for performing
biopaies on privately insured patients
than they do on uninsured patients, One
cannot infer from our data, however,
that physiciany’ threaholds for perfnnn~
ing 8 hiopsy on privately insured pa-
tents are too luow, or that their threah-
olds for performing a hmpsy on
umnsmedpauznat:sgmwohgh

Finally, our yais demonstrates
that the uninsured have a higher rela-
txvenakofwhospitaldesththanthe
privately insured in 15 of 16 age-sex-
ruce-specific cohorts, even when the
Medicare case-mix mdeg the expected
risk of death, and whether a procedure
was performed are controlled for. In 10

~of these 15 cohorts, the difference is
snaﬂstx&?ﬂ’y pignifieant (P=<.05). Al-

though it is possible that this observed
difference in in-hoepital mortalityis due
to underprovision of needed medical
services to uninsured pa-
tients, the dnﬁerencealsoeouldbe due
to differences in sevenity of illness be-

JAMA, January 16, 1891 ~Vol 265, No. 3

(B'd 1SPLISPE

tween the uninsured and pnvately -

- sured that are not reflected fully in the

Medicare csse-mix index and the
RAML. 1t is also possible that privately
insured patients are more likely than
uninsured patients to be discharged to
another facility, such as 8 nursing home
or 2 hospice, where death might oceur
shortly after discharge from the
hospital,

Our regnite extend the findings of oth-
er studies in several ways. First, we
have provided evidence that insurance
coverage has an effect on resocurce use
forabrmdspecmnn ofc!inical prob-
lems in gdditien to lung cancer,* cardio-
vascular disease,’ and the acquired im-
munodeficiency syndmme.“ Second, we
have found evidence for differences be-
tween the uninsured and the privately
insured in resource use for some, but
not all, condttions, and of differences in
use of some, but not all, types of re-
sources, Although our findings of differ-
enees in average length of stay for high-
but not for lowdiseretion hospitaliza-
tions and of & consistently higher proba-
bility of completely normal tissue pa-
thology in biopsy specimens obtained
from the privately insured vs the unin-
sured do not clearly indicate whether
differences in the care provided to the
uninsured vs the privately insured re-
fieet “the unmet needs of some of our
c:tzzens or the gvermet needs of oth-

,"" they do provide empirical sup-
port of the hypothesis that insurance
coverage may have a bigger impact on

the use of eleetive ar more highly disere-
tionary services than on medically nee-
essary eare”

Finally, we have found differences
between the uninsurcd and the private-
ly insured in a very important measure
of outeome, namely, in-hospital mortal-
ity. Our finding of a higher in-hospital
mortality rate among the uninsured,
even after controlling for expected risk
of death gt the time of admission, sug-
geats that we ehould not conclude that
all differences between the care provid-
ed to the uninsured vs the privately in-
sured are due to overuse of services by
the privately insured.

Clearly, there is a need for further
research comparing the care provided
to the uninsured vs the privately in-
sured that employs better measures of
patients condition at the time of admis-
sion and more refined measures of the
process of care as well un measures of
the outcomes of care other than simply
in-hospital mortality. In addition, stud-
ies afthe appropriateness af eare should
treat insurance coverage 88 an impor-
tant covariate in assessing both cost and
outcomes of the care of specific

disgnoses.

Comparisan of Mospital Patients —Hadigy et al
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Health Insurance and Mortality

Evidence From a National Cohort

 Peter Franks. MD; Carolyn M. c;lanéy. MD: Marthe R. Gold, MD, MPH

Objective.—To exarnine the relatmshlp between Iackmg health insurance and

the risk of subsequent mortafity.

Design.—Adults oider than 25 years who reported they were uninsured of

privately insured in the first National Health and Nutrition Examination Survey, a
representative cohort of the US population, were followed prospectively from inttial
inerview in 1971 througn 1875 untll 1987.

Participants.—Complete baseline and follow-up information was obtained on
4634 (91%} persons of the 5161 wha reported not receiving publicly funded insur-
anca at basetine.

Main Outcome Measuro.— Themlaﬂomrupbetweenmuranwstatusam
subsaquent mortality was examined using Cox proportional hazards sutvival anak
ysis. The analysis adjusted for gander, race, and bacoline ago, oducaton, income,
employment status, the presence of morbidity on examination, seif-rated health,
smoking status, leisure exercise, alcohol consumption, and cbesity. The effects
of mtemﬁtons between msurancei and all other basalina variables were also
exam

Results,—By the end of the foucmup period, 9.6% of the insured and 18.4% of
the uninsured had died. After adjustment for all other basefine variables. the haz-
ard ratio for lacking msuranoewa.sLZS(SS%conﬁdance interval [Cl], 1.00to 1.55).
The etffoct of insurance on mortaiity was comparable to that of education, income,
and seif-rated health. There ware no gtatistically significant (P<.05) interactions.

Conctuslons.—Lacking health insurance is associated with an increased risk of

subsequent mortality, aneffectmmewdenﬂnallsoaodemogmphichsalm nsur-

anoe and mortality groups examined.

THE NUMBER of uninsured

has aressed Guvughout the past ¢ de-
cade! resching 354 million in 19912
There are several reasoni for thm,’*m-
cluding a changing economy and ‘m-
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creased costs of tealth care and insur-
anee, making both less affordable both
for employers and individnals, As a re-
sult, there has been widespread recent
interest in ensuring hesith insuranen for
all Americans. There is limmited system-
atic evidence that 3 lack of insurance
results in adverse health outcomes, par-
ticularly soustality.

It is well established that a lack of
heslth insurance is associated with re-
duced acress to medical care; persons

Medicsid coverage has been shown to
reduce this differential 4> A lack of
health insurance is also associated with
alower prevalence of recommmended pre-
ventive services. ) OQther studies have
found that uninsured porsons corppared
with the insured are more likely to have
potentially avoidable hospitalizations, ™
may be sicker at the time of hospital
admission,'%* are more likely to ex-
perience in-hospital™* and cancer mar-
tality,® and are less likely to receive
invasive 83 Mony of these
studies suggesting adverse outcomes do
not include uninsured persons who have
not entered the health care system, so
that the results may simply represent
adverse selection due to delayed 800e8s
to care.

Sorae studics do point eo health has-
ards associated with heslth in-
surance. Braveman et &1® studied hos-
pital discharge data in Califormia and
found that adverse outcomes in new-
borns were more frequent in the unin-
sured. The use of hospital dischsrgedata
limited the ability of tho guthors to ad-
just for potential confounders. Same
studies have ghown that persons loging
beslth insurance benefitas suffer mea-
surable declines in their health™*® In
the Rand Health Insurance Experiment,
on average, persons randomized to both
the hesith msuranca copsyment. groop
and the free care group ended the study
with similar levels of health® For per-
sans with poor vision and poor persons
with high blood pressure, hvwever, free
care brought an improvement.” Though
all persons enrolled in the Rand study
had health insurance, these results sug-

Health insurence and Mortality—-Franks st ot 737
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without insurance report fewer physi-  gest that financial barriers in the form
cian visits, afteradjusting forhealthsta-  of copayments resulted in dlinically im-
tus,%® and report delaying or fcrgmng portant adverse outcomes. Hubbell et
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tus among 94 poor patients with finan-
cial barriers to care compared with 94
control patients without financial bar-
riers. Patrick et al* found that poor per-
sons in families with all members uanin-
sured compared with those from insured
families had lower self-rated health and
groater porecived need of servicea. Most
studies have focused on the poor with
the implication that the benefits from
health ingurance are limited to poor per-
sons. Lack of ingurance is carrelated with
low income, which is itself associated
with poor health,®* and most previous
studice do not permit isolation of the
effects of being poor from that of being
uninsured. Many of the studies are eross-
sectional in design, limiting confidence
in the direction of the causal pathway.
Finally, nane of these studies have ad-
dressed the relationship between insur-
anee and mortality. ;

Because of the limitations of studies
addressing this important policy issue
we examined the relationship between
health insurance and mortality, using
data from the National Health and Nu-
trition Examination Survey, Epidemio-
logie Follow-up Study (NHETS), which
followed a representative cohort of the
US population for up to 16;years. The
rationale and analysis used in the present

-study was informed by the conceptual
framewurk developed in 8 US Congress
Office of Technology Assessment re-
port.! The availahility of health inanr-
ance is viewed as an enabling factor fa-
cilitating secess to care, As noted above,
persons lacking insurance have reduced
aducess W care, evidenced by reduced
use of a wide range of health services
and self-reported forgone and delayed
care.!#19134 Ty addition, the process
of care for uninsured persons may be
inferior. For example, the uninsured
have an increased risk of suffering med-
ical injury due w substundurd care™
Consequent on reduced aceéss and low-
er quality of care, we hypothesized thst
versons lacking insurance would expe-
rience increased mortality. Our anslysis
adjusted for the potentially eorfound-
ing effect of other factors identified in
the Office of Technology Assessment re-
port as affecting health. These factors
are categorized as predisposing {(age,
gender, education, employment, and
race), need (perceived health and ob-

_jective evidenee of morbidity), otheren-
abling (income), and individual behav-
iore (emoldng etotus, aleohdl conaump-
tion, leisure exercise, and obesity
status). ;

METHODS

The first National Health and Nutri-
tion Exarination Survey (NHANES),
conducted batween 1971 and 1875, col-

738 JAMA August 11, 1993—\;101 27, No. 6
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lected sociodcmogruphic, health insur-
ance and utilization, medical history,and
clinical and laboratory information from
several national probability samples of
the civilian noninstitutionalized popula-
tion ™ Not all informstion was collect-
ed on all respondents. Detailed infor-
mation including insurance etatus was
collected on 6813 adults aged 25 to 74
yesrs. Interviewees were also examined
by physicians, who assigned up to 15
diagnoses based on history, physical ex-
amination, and the results of laboratory
investigations. The NHEFS was de-
signed to trace and reinterview respon-
dents aged 25 to 74 years® Follow-up
surveys in NHEFS were conducted in
1982 through 1984, 1986, and 1987. Data
collected comprised imerview surveys,
medical records from health care facil-
ities, and death certificates for all de-
cedents. The age, race, and sex-apecifie
mortality of the NHEF'S cohort is sim-
ilar to that experienced by the US pop-
ulation.¥

We snalyzed data on adults who re-
ported in NHANES that they did not
receive publicly fanded insurance: We
excluded adults with Madiraid, Veter-
ans Administration insurance, or Medi-
care to avoid confounding by poor adults
whose health statue may be compro-
mised by the presence of significam dis-
abilities.® Of the €913 persons asked
sbout their insursnce stutus, 5218 re-
porter that they were either uninsured
or had private insurance. Vital status at
follow-up was available on 4939 persons
(96%). Compared with persons with vi-
tal status follow-up information, thuse
unavailable for follow-up. were younger
and were more likely to be black men
and white women ¥ We also excluded 57
persons whose race (mostly Asizn and
Axmnerican Indian) was peither white nor
black, because their number was too
wopsll w allow relisble anslysis. The
univariate analysis presented was thus
based on 3 sample of 4882 persons. There
were 188 persons (3.8%) with vital sta-
tus information at follow-up who had

-incomplete baseline data, mostly miss-

ing famly income data, 50 that the mmd-
tivariate analyses were based on 4694
persons. Compared with persons with
camplete baseline data, those with in-
complete baseline data were more likely
to be uninsured (19.9% compared with
14.195), older (61 8% compared with 52%
were over 44 years of age for those with
camplete data), aud have leas than 12
?;:axs of school (45.7% compared with
%).

Analyses

The NHANES I used multistage
stratified probability samples of clus-
ters of persons. In addition, parsons liv-

94567431  P.@3

ing in poverty sreas, women of child-
bearing age, and elderly persons were
oversampled To accommodate the com-
plex survey design the statistical pack-
age SUDAAN® was used in the susly-
ges reported below. The SUDAAN pro-
gram uses 8 Taylor series approxims-
tion method to enmpute variances that
allow adjustment for the mmltistage
probability sampling strategy. The re-
vised weights provided on the 1987
NHEFS public use tapes were used W
adjust forsurvey oversampling and non-
response to yield population estimates
of reported baseline deseriptars. The
univariate relationships between each
baseline variable and heslth insurance
status (dichotomized as reporting hav-
ing no health insurance or having pri-
vate health insurance) and mortality
were examined using @ tests. To ex-
amine the relationship between insur-
ance status and subsequent mortality,
proportional hazards survival analyses
were used to adjust for other baseline
varisbles, including the following: e
(years); gender; race (dichotomized as
wiite or black); education (dichotomized
as at least 12 years of school or lessk
family income at baseline (treated as
three dummy varisbles, incorne less than
$7000 per year, $7000 to $9999 per year,
and $10000 to $14 993 per year, using
income of $15 000 and higher per year as
areference); employment status (dichot-
omized as worlang most of the previous
3 months or not); morbidity (dichoto-
mized as the pregence or absence of ev-
idence of morbidity on medical exami-
nation and bburatary wsling); self-

excellent as the reference value); smok-
ing status (smoker or not); obesity sta-
tus (dichotomized ss body mass index
[weight in kilograms divided by height
in meters squared] >27 or not); leisure
exercise (dichotamized as reporting lit-
tle or no exercise compared with mod-
erate or much); and alcohol consump-
tion (dichotomized a3 consuming at least
six aleoholic drinks per week or less).
Because the family income variabies
were not adjusted for household size,
the survival analyses also included
household size as an interval level vari-
able. In addition to a survival analysis
including only main effects,  mode] with
the interaction terms between insurance
status and the other independent vari-
ables was examined, Interaction terms

. were retained if they were statistically

significant (P<.06). To avaid the ineffl-
cency of perfarming weighted naiti-
varigte anslyses, we followed the rec-
ommendations of Korn and Graubard®
tougo unwaighted survival analyres that

Health lnsurance and Morlity—Franks ¢f al
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Ave 42689 {83.7) 15.707
InBuranCe SESNIS : ;
Uninsured - &9 (125) 19420
irmurod 4183 (87.2) 9.6 (0.5
Age group, y ?
=55 1208 23.8) 17439) 271016
564 1354 {24.9) 112 0} 10.9 (0.0)
¥4 1005 (24.8) 10129 6705
2534 1257 (22.5) 3.0 0.7 2005 S —
Sex ; 0 £ 4 6 @ 10 12 14 16 18
Mase 2136 (46.5) 138 0.0) 137 @5 Years of Follow-
Femate 2746 (53.4) 117 (09) 8.1 (0.5)
R?;a 5179.9) 24 18700 Fig 1.—Cumulatve mortality probability by basehing
White 4365 (90.9) 116 (0.7) 103 (0.5) Insurence category.
Educaton, y i
<12’ 1634 (315) 2Z28(1.4) 187112 R
212 3106 (58.5) £.4(0.6 140 (0.6} 04
, -
m?“m}ios $50 (18.0) 34702 C192(1.8) 0 Uninsuradd. >$10 000
70000099 1074 (25.1) 1280.0) 17 (1.0) o | ¥Ireaed $10000 1
T oR-14 999 1283 276) 8407 78(08) X Urinsurad. <$10 000
=15000 1291 29.9) 4.6(0.5) €7 0.0 § insured. <§10 000
E";»m 1796 (R.6) 203012 12,0 (1.0) 02
Empoysd - . 2078 {68.4) 9.1 (0.7) 9.6 (0.5)
Sefl4mted health ; ' PR S———
Fair or poor 825 (18.9) 276017 267 {1.6)
Good A2 (314) 18202 124 08)
Very good ~ 1222 26.5) 126(19) 97 9] 7
Exrollent 1229 (5 2) 8400 5.9 (0.8) 4] 2 4 8 8 10 12 14 16
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Presont B2 (536) 187 (1.9 145009 N
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Laisurs exercise i : fsurance and income categorion.
Lfle or none 1885 (%.7) 16.0(8.Y) 1280.9) -
More 2993 (80.3) 11.3{0.8) 9.4 (05) ) .
situs !
S 1988 (420) 14301.0) 134 05) By the end of the ﬁmﬁf’ popu-sm
mnker 2914 (385,0) 112 (0.9) 8805 lanon, had died (Table 1). Those who died
amﬁﬁ" 1269 @7.0) 19(1.3) 134(1.0) mmlumlgi erb'tchavei m
= %3m0 13208 97 (08) those who survived (X, 16.5; £<.001). In-
vl 467 9.3) 165 (1.8) 144017 creased was_also assocsted
BMl, =27 4415 (80.7) RSEN 193 05) with older(x®, 228.8; P<.001), being
2 malo (¢, 2R P-=.001), black (¢, 89;
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controlled for the variables used in de-
termining the sample weights (age, gen-
der, race, and income).

_RESULTS ...

Baseline characteﬂshca of ﬂ'w sample
are shown in Table 1, which also pro-
ndespopula.uon eatxmanes foreach chm-—
acterigtic. Not having health i msumnce
wag reported by 699 persons (12.8%!of
the population). Persons older than 55
years were more likely to be uninsured
(¢, 26.1; P<.001), as were men (%, 3.8

!

i
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P<.001), blacks (x?, 16.7; P<.001), those

with leas than wyeusofschool(x’
73.5; P<.001), those with lower fumily
incomes (0, 114.3; P<.001), the unem-
plowd (¢, T8.8; P<.001), those repart-
ing lower sclf rotod heaith 3 59.9;
P< 001), thoge with morbidity found on
medical examination (%, 184; P<.001),
and those reporting little or no leisure
exerdse (02, 10.1; P=002). There was no
statistically significant (P<.05) relation-
ship between inguranee and smoldng sta-
tus, alcohol consumptiom, or obesity.

P<.001), having less thun 12 yeare of
school (2, 68.7; P<m1),lnwermc(nx‘m g;;
494; P<001), wemployment (¢,
P=003), lower self-rated health (x*, 73.2;
P<00), morbidity present on baseline
medical examinstion (3¢, 66.4; P<.01),
reporting little or no leigure exervise (&,
8.9; P=.004), smoking (x%, 20.1; P<O01),
consuming six ar more drinks per week
& 11.0; P=001), and cbesity (F, 49;
$=08). Figures 1 through 3 show the re-
lationship between insurance status at
baseline and the probability of mortality
over the follow-up period, both unadjust-
ed and stratified by income and morbidity.
The adverse assaciation between lacking
insurance and mortality was obsarved in
sll subgroups.

Health insyrance and Modality—Franks etal 739
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Fig 3~Lumutative monality protadifty by basefine
ingurance and momidity categories.

i

After adjusting for all other baseline
characteristics, the proportional hazards
survival analysis revealed that lacking

“insurance at baseline wasassociated with
an iricreased risk of mortality (hagard
ratio, 1.25; 96% confidence interval [Cl]
1.00 to 1.55; Table 2). None of the in-

teractions between insurancestatusand

the othcr baseline charscetériatics made
statistically significant (P<.05) contri-
butions to the regression model. When
the employment, self-rated hesith, and
mcrbxd%y variables were éxeluded, the
adjusted hazard ratio for lacking insur-
ance was 1.34 (95% CI, 1.07 to 1.69).
COMMENT i

This analysis of a natinally represen-
tative eohort of the US papxﬂatton sug-
gests that the mortality experience of
Americans without health insurance is
greater than those withinsurance: The ef-
fcctobaarvodmoompwnhlctotbatob—
served for education, mmme, employ-
ment status, and self-rated bealth. In this

study and reported in prevlma studies,
" lack of insurance is associabed with socal
snd medical factors that inerease the risk
ofpoorhml&uwﬁmm.hﬂungm
aneria arsociated with subsequent higher
* mortality independent of other risk fac-
tors. The relationship wns observed in
those with and without baseline morbid-
Ityandmthosemthmghermdlower!ev—
els of income and education: The sbsence

~ of statidtieally slgnifieant interazctions in
the survival analysis betweon health in-: .
surance and the other baseline character-.

xstwssuggeshsthatﬂlebeneﬁizof}mlth
insurance are not confined to particular
. subgroups. Thene results are conslstent
: mthapmﬁmzsstudyofanabonalbrmp-
resentative sample muggesting s bene-
ficial aasociation between ipsursnce
and health status in persons both below
iﬁ:\i f‘}g’ove 200% of the federa] poverty
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Table 2.—~Proportional Hazards Mode for Survbval
Time Adjusted for Desniine Chamcteristcs

(N=4694)"
W T
Hazard Retto
{35% Confidence
Susotine Rivk Fector Intervel)
No inguranco 125 (1 56-1.00)
Age 1.07 (1.09-1.09)
Mon 1.90 (2.40-1.50}
[« %7 1,30 (1.721.08)
<12 y school 1.32 (1.61-1.09)
income
<$7000 126 (1.960.96)
127 (1.87-0.87)
$1U GU-§ta yoy 1.08 {1.480.7Y)
121 {1.55-0.99)
Morbidity prosent 143 (1.761.18)
Falrpoor 162 @21-1.18)
Good 125 (1.61097)
Very good 121 {1.580.92)
Uittle or no exertise 1.14 (1.360.96)
Progom gmoker 184 RA5V57)
BMI, »27% 1.80 (1 74.1.13)
20 drinkg per wk 146 (1.78-1.20)

O S

*Anciysls aise aduated for household si2e. Basefing
risk fattors Mxfkcats e value of Tw bascline chareo-
todotis aesocloted wilh ghar montality, Cxcopt whore
oted, the hazard reic shows the sfusted hazard with
the rigk tactor presert compared with B dek factor
mhmw&:mmﬂmmm

refarence group. o
thMcmbwymassm(wmmbwﬂms
givided by hoight In meters squared).

Two main cansal pathways may ex-
plain the resuits observed in this pro-
spective study. First, the relationship
observed between lacking health inaur.
ance and increased mortality may be
the result of both insurance and maor-
tality being assodated with a third wu-
measured underlying variable. In par-
ticular, persons without bealth insur-
ance may value health less than those
with insurance. Consequently, persons
placing less value on health may £zil to
get insurance and also experience high-
er mortality because of individual 1ife-
style factors. There is little evidence to
support this hypothesis. Studies on the
factors associated with having insurance
suggest that roost persons lack insur-
ance because they cannot afford it rath-
er than becuuse they are unwilling to
buy it.? In the 1887 National Medical
Expenditure Survey, 76.9% of uninsured
persoms were in families with adult work-
ers, and lacking insurance was associ-
atedprmmrﬂymth employmentfactom

_such as industry type. size of establish-

ment, and. hourly wage.
_study eontrolled for scveral hoalth be-
" haviors that are associated with mor-

e.% The present

tality. These lifestyle factsrs exhibited
only modest associations with the avail-
ability of insurance.

Second, the results are cansistent with

" the study hypotbesis that alack of health

insurance is casally related to » higher
mortality rate, because of decreased ac-
cess and lower quality of care. This hy-
pothesis is in accordance with the re-

94567431 P.85

sults of previous studies, and the con-
clusfons of the US Congress Office of
Technology Assessment report.* Forthe
most part, previous studies suggesting
the henefitz of health insurance have '
either focused on the poor™®3! or sug-
gested that the beneﬁts of free hmh
care are evident mostly in the poor®
Although poorer persons had a hgher
mortality rate, there was no evidence
that the adverse effects of lacking -

" suranes was limited to this group Oor

anslysis compared any level of incar
ance with no insurance and included a
representative sample of adults not cov-
ered by publicly funded Insurance pro-
graws; thus, theanglysis may have been
more sensitive to the effect of inswrance
than the gand Health Insursmce Ex-
fment.

The results obtained probably under-
estimate the relationship between in-
surance gnd mortality. First, many per-
sans in the insured gromp may be up-
derinsured. Farley found that over s
quarter of insured perrons wmnder 65
years of age were inadequately protert-
ed against the possibility of large med-
ieal bills.?” Second, insurance status was
measured only once, at bageline, and no
account could be taken of the impact of
changes in insurance status over time.
Migration of persons with and withoat
insurance to the other group weuld tend
to bias the observed association toward
zero. Most persons older than 50 years
sl e beyrinning of the study would have
been eligible for Medicare by the end of
the follow-up period. Significant shifts
ininsarance status also occur during the
course of 3 year. In the 1987 National
Medical Expenditure Survey, 24% of
persons younger than 65 years wereun-
umured st some time during the year,
16.1% to 17.2% were uninsured at sny
ane period during the year, and 114%
were uninsured throughout the year.
Third, the varishles included in the sar
vival analysis may have resulted in over-
adjusting of the true relationship be-
tween msurance status and mortalily.
Overtime, employment status may bea
better measure of insurance than self-
repartad insurance status. since most
persons obtain their insurance throoyh

smolavment. © Alsn. iflacking incaramee

adversely affects bealth, then adjusting
for baseline health status will tend w
reduce the observed relauonsmp be-
tween heplth insurance and

When the baseline emplvyment mﬂ
health stutus variables were excluded
from the analysis, the relationship be-
tween insurance and m ity was -
creasod. Although observational stad-
ies cannot exclude the possibility that
unmessured underlying varisbles ex-
plain the relationship between lacking

Haalth Insurance and Modality—Franks e al
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healthinsurance and adverse heakh out-
comes, it is unlikely that a randomized
trial will be conducted to address this
important policy issue. Our analysis, con-
sistent with previous etudics cug:stf-
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: }Talking Points on Estimates of the'Uninsured
i . ,
5
. ‘ leferenccs in éstimates of the number of unmsured reflect dlffercnces in mcthodolgy
and 1ntcrpretatlon : :

! . .
»  The Adfninistration estimates the number of uninsured to be about 40 million
' people. in 1993. The estmates are based on data from the Current Populanon

Survey (CPS) ad]ustcd to reflect the 1990 census.

> The Urban Institute's estimate of the number of umnsurcd differs. from the -
Admlmstratlon estimate primarily for two reasons. First, the Urban Institute
cstlmatc is not based to the 1990 censiis —— leading to a lower count of the
number of uninsured. The Urban Institute also adjusts the CPS data to account
for a pcrcelvcd undercounting in the CPS of the number of people on
* Medicaid. They also project their estimates forward to 1994. They estimate
the number of uninsured at about 36 million people in 1994 ‘
{‘ .
>  The Em‘ploye;c Benefit Research Institute's .._cstirnatc differs from the
Administration's estimate primarily because EBRI makes a downward
adjustment in the number of insured children on the CPS to account for a
percclved inconsistency between two questions on the survey. EBRI estimates
T thc numbcr of uninsured to be 41 mllllon peoplc '
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N NUMBER OF UNINSURED AM_F‘RICANS |
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. . ‘There were appiommate y 40 million Au:nencans thhout heaﬁh msurance in 1993. Thls

was about 15%-of the U S. populamon o

g

e ‘T‘he ;xumber uninsu‘red‘Americaris‘ is grqwing:
e The number of umnsured Amerxcans Orew from about 30 million people in 1979
. to about 40 milfion people in 1993, - S
"+ The nimber of umnsurcd Amencans is current gr'giwing:by about 1 million -

‘peopleeach year o o

. ®  The erosion of employer sponsored heal th msurance is part of Lhe reason for the. growth
S In the number of unmsured Americans. : -

S Between 1989 and 1993, the number of Amencans with employer-sponsored

healthi insurance fell from 152 mllhon o M8 million. = . o

Notes: |

Adminié&iﬁoﬂ Eé._tim’ates based ‘o’hyvthe Current Fopmation',Survéy (Cps)_ S A

There are dxfferences in estimates of the number of umnsured which reﬂect dlfferences mn -

~ methodology and data interprétation. For exaniple, the- Urban Institute has a lower

‘ estimate (36 million people in 1994)" of the number of unmsured primarily for wo
reasons.” The first i is that the Urban Insntute is not adjusted to,the 1990 census, which
produces a lower count of the uninsured. Second, the Urban Instxtute adjusts its -
" estimates to acceunt fora percewed under reporting of the number of people covered by
Medicaid. The Employee Benefit Research Inst;tute (EBRI) has a mgh er estxmated of
 the number of uninsured- (41 million i in 1993) because they make a downward
adjustment in the number of insured childres to account for a perceived mconsxstency
- between two questxons on. the Cps. ' o :

Cha.nges n the CPS design in 1988 produce 1ncon513tcncxes in insurance oovcrage ‘
" information béfore arid after 1987 Beginning in 1988, the CPS asked all respondents
(rather than just employed people) whether they were insured under employer-sponsored
_plans. In addmon method of counung the number of insured chlldren was' 1mproved

o ]
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1987

B SOURCE Current Populatlon Survey : o
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Trends in Health Insurance Coverage for Low lncome
Populatlon* 1988 and 1994 - | B

k E i'ndivvidual‘P;iyatef"
. ‘9% -
| _ 'Oniﬁr's.ur.ed ,
- 27%
29% } :
Sy e X
K ‘Employer
Employer .\ o ' . .28%
LT |
e i “ icaid S
Medicaid- Meadé;a' o
- 26% ; 36
~ Total = 66 Mtlhon Peo le =TT e .
- 1988 p' - .~ Total = 75 Mllhon People
. 57‘;"f j1“j‘ I 1994 ’

* Below 200 "béfcen( of the. Féde}ai poverty level.
** Includes coverage for lhe military and veterans.
‘Note: ‘The Fedaral poverty-level was $14,800 for a famnly of four in 1994
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HEALTH INSURANCE OVER TIME FROM THE MARCH CPS
MAY 17, 1985
‘ PERSON COUNTS IN MILLIONS AS OF MARCH OF THE YEAR
YEAR UNINSURED . % OF AVERAGE COMPQUND EMPLOYER % QF
POPULATION INCREASE RATE OF GROUP POPULATION
: GROWTH INSURANCE
1994R 39..?19 15.3% 1.078 2.8% 148.318 57.1%
1993R 38.641 15.0% 1.365 3.8% 148.796 57.9%
1990R 34.546 13.9% -0.502 -1.4% 152.338 61.3%
1985l 37.065 15.8% 1.316 4.0% 134.267 57.4%
19802 30.474 13.7% 135.157 60.6%

R: BENCHMARKED ON THE 1990 CENSUS INCLUDING UNDERCOUNT.
I BENCHMARKED ON THE 1980 CENSUS WITHOUT THE UNDERCOUNT.

Z: BENCHMARKED ON THE 1970 CENSUS WITHOUT THE UNDERCOUNT.
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AVERAGE COMPOUND

INCREASE RATE OF
GROWTH

-0.478 ' -0.3%
-1.181 -0.8%
3.616 26%
-0.180 -0.1%

THE 1965-90 CHANGES ARE SPURIOUS BECAUSE OF MAJOR CHANGES IN THE INSURANCE QUESTIONS ASKED ON THE SURVEY.
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SOURCE: The Urban Institute analysis of the TRIMZ-edited March 1993 Current Population Survey.
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1CHANGES IN MEDICAID ENROLLMENT

1989 to 1994

. 1989 1994

Employer 88% Employor 88'%

Uninaured 16%

i i Other 11%
| Other §% Hediceid 9% ’ . Modicald 14%

(
i
I

Changes in lnsurance Coverage»

Uninsured 18%

Medicaid has been a significant and growing source of health

insurance for many people.

> Between 1989 and 1994, the percentage of the popuiatlon
covered by Medicaid grew from 9% to over 14%, while the

[ o02/004

percentage covered by private health insurance fell from about

66% to about 59%.

> W;thout this growth in Medicaid, the number of uninsured would

likely have increased significantly.

Additional Republican proposals to significantly cut federal Medicaid
payments through a block grant would 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.

i



N

Change in Insurance Coverage: 1988-94
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1988

SOURCE: THE URBAN INSTITUTE

Uninsured:16% (32 m)

i1 Other: 9% (19m)
1 Medicaid: 9% (19 m)

i Employer: 67%

(142 m)

1994

j Nonelderly only; Number of uninsured does not match t'otaAl of 40 million on CPS

- Uninsured:
e 7 18%(386m) -
| Other: 9% (23 m) |

. | Medicaid: 13%
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Change in Insurance Coverage: 1988-94

[~ | Uninsured:

Medicaid: 4%
(5m)

| Employer: 68%
N (88 m)

| Workers
140 1— |
120 % ;‘”““‘“‘jU]"{;}{sﬁr'éd}{éé}o (19m) "
= 100 | | |Other: 10% (12 m)
':-9._ _‘ Medicaid: 2% (2 m)
3 80 i | |
= 7 _ .
- I - Employer: 73%
2 604 | (o2m)
8 ]
b 40 +
20 4
0 J.

1988
SOURCE: THE URBAN INSTITUTE

1994

l“ Nonelderly only; Number of uninsured does not match total of 40 million on CPS
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“Trends in the Number of Uninsured |
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BETTT AR 1989 1992 :1993'“

- SOURCE Current Populatlon Survey__ o
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Notes:

ENUMBER OF UNINSURED AMERICANS

There were apprommately 40 million Americans without health i insurance in 1993, This

~ was about 15% of the U.S. population.

The number umnsured Americans 1s growing;

! .

» -The number of uninsured Americans grew from about 30 million people in 1979
~ to about 40 million people in 1993
’ The number of uninsured Americans is currently growing by about 1 mllhon

_people each year.
I

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

. Between§1989 and 1993, the number of Americans with émpléyet—sponsored
health insurance fell from 152 million to 148 million.
!
!

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

There are differences in estimates of the number of uninsured which reflect differences in
methodology and data interpretation. For example, the Urban Institute has a lower
estimate (36 million people in 1994) of the number of uninsured primarily for two
reasons. The first is that the Urban Institute is not adjusted to the 1990 census, which
produces a lower count of the vninsured. 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 (EBRI) has a higher estimated of

the number of unmsured (41 million in 1993) because they make a downward
adjustment in the number of insured children to account for 2 perceived inconsistency

between two quesnons on the CPS.

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 additiibn, method of counting the number of insured children was improved.
|
|

]

§
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' Trends in the Number of People Covered
by Employer-Sponsored Insurance
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Trends in Health Insurance Coverage for Low-lncome
‘Population*, 1988 and 1994

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

‘ Individual Private*?*
individual Private*?*

' - 9%
D2
o . ) , , _ Uninsured
‘Uninsured A g0
29% ' :
. .Emplovér
Employer E ‘28%-
34%
Medicaid Me:é;and ,
26%
t | | P ‘Total = 75 Million People ’ : |

1988 1994

* Below 200 percent of the Federal poverty lavel.
- ** Includes coverage for the military and veterans. : ‘ ‘
Note: The Federal poverty level was $14,800 for a family of fourin 1994, , The Kaiser Commission on’
i .Source: Urban Institute estimates based on 1988 and 1992 Current Population Surveys, 1994. 1. FUTURE OF MEDICAID
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Qtongrcss of the Wnited States ;Uz W‘J

PHouse of Representatives v&‘\L«
" ®ashington, BE 20515

June 25, 1997

Dear Colleague:

Yesterday, the Senate approved the Dominici-Wellstone-Reid-Conrad
amendment to require parity coverage of mental health care for children as part of the
Senate child health r:econciliation package. This is another major step toward ending
discrimination in insurance coverage of mental illness treatment.

We will urge the 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 by 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 rangmg from at most 3.7 percent, to as little as 0.3 percent. Actual
costs are likely to fall in the lower end of the range.

The Milliman & Robertson study follows on the heels of an April, 1997 report
to Congress by the National Advisory Mental Health Council, which found that actual
mental health parlty‘expenence 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 a serious need for better access to comprehensive mental health
care. The more we learn about mental illness treatment and insurance parity, the
clearer it becomes that treatment is both effective and cost-effective. We commend
the Senate for its Ia‘qest effort to curb insurance discrimination against mental health

‘care, and urge you to join us in supporting parity in the House and in conference.

Sincerely,

oy

1%

ob Wise

i
1
i
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i
{
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i
I
1
i
i
{
I
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Cocthtlon for Fairness in Mentctl lllness Coverage

June 25, 1997

Dear Representative'

S _*TJ o

The Coalition for Fairness in Mental lliness 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 Pf including mental iliness parity as an addition to the children’s health
initiative now being considered by the Congress.
I

The report, prepared by the natlonally respected actuarial firm of Milliman & Robertson, shows clearly
that a non-discriminatory (panty) 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) to a low of 0.3 percent (tightly managed Washington State plan including
substance abuse).

Relevant variables measured 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 ito 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 chnldren s mental health coverage, since none of the plans now offers parity
coverage. |

On behalf of the millions of chﬂdren who reqwré mental health care, we urge you to support children’s
mental health panty amendment of the budget reconciliation package. Panty for children is the right
thing to do. ltis also clearly affordable. ‘

National Alliance for the Mentally Il

National Mental Health Assomatlon

American Managed Behaworal Health Assocnatlon
American Medical Assocna’uon

American Psychiatric Association

American Psychological Association

Federation of American Health Systems

National Association of Psychlatnc Health Systems

Mental illness coverage It's time to be fair by treatmg it equally in hedalth care.
1400/K Street, NW, Third Floor, Washington, DC 20005
| Phone: 2026826393 Faxx: 202-682-6287

!
|

|
i
|
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Premium Rate Estimates
for Parity Mental lllness -
Insurance Coverage for Children

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

Milliman & Robertson, Inc.
June 20, 1997
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P;remium Rate Estimates for Parity Coverage for Children

|

: L. - - e . .
A behavioral health ;iJanty provision would eliminate benetit limitations specific to behavioral
health disorders. and it would require that beneficiary cost sharing provisions for such
services equal those lt’or non-behavioral care. These plan changes would also increase costs

somewhat. §

Managed care has resulted in greater cost reductions for behavioral health than for other kinds
of health services. Ijn order to fairly present the cost effects of behavioral health 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

Table | { Percent Increase in Premium Rate Estimates of Benefit Plans.
% - Loosely Managed Delivery System
Benefit Parity for Mental Parity for Substance Parity for both MH
Plan | Health Abuse and SA
Federal Emplovee 3.4% 0.4% 3%
Health Benefits -
Standard Plan |
\V:ashington S!a%e 2 ].% 020/0 . 23%
Health Benefits Plan
Table H] Percent Increase in Premium Rate Estimates of Benefit Plans
. - Moderately Managed Delivery Svstem
Benefit : Parity for Mental Parity for Substance Parity for both MH
Plan | Health Abuse and SA
Federal Employtee 2.8% 0.3% 3.1%
Health Benefits -
Standard Plan |
{ B (4]
Health Benefits Plan
Milliman & Robertson, Inc June 20, 1997



‘ O APPENDIX |

1
; Assumptions and Limitations

1
This section describes key assumptions and sources for our premium rate estimates. including
cautions about how th’e estimates should be interpreted and used.

We estimated costs for children in the currently-insured commercial population. This does
not include mdmduals covered by Medicare or Medicaid. We used standard Milliman &
Robertson. Inc. demographu: assumptions, intended to represent the age and sex mix of
children for a tvpxcal employee group with the demographlcs of the US labor force
population. g :

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). Thei 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, and other organlzanons for, pnmanly, pricing and evaluating insurance
products. g

I B
We incorporated estimates 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 the impact on utilization and service intensity in managed care scenarios.
The HM(Gs describe lposely and aggressively managed care scenarios as follows:

| R

] . « - . .
] Loosely managed delivery: Typical of most fee-for-service, mdemmty plans
* which use some pre-admission certification, concurrent review, and hospital
audit.

. Moderately managed delivery: Typical of plans which u.se some inpatient
care management protocols sand standards with moderate conformity to those
standa‘rds

] Aggresswely managed delivery: Typical of very aggressive HMOs which
employ very close conformity to inpatient care and ambulatory management
standards such as those contained in the HMGs.

!

For each plan, we developed results assuming a loosely managed and a well managed
~ delivery system. | :

We assume that the ‘ihealth plan could negotlate physician reimbursement consistent with

100% of RBRVS. Hospxtal per diems were assumed to be $1,100, except for mental heaith
and substance abuse, for which we assume a $500 per diem. We also assumed a 35%
discount from natxonagl average charges for hospital outpatient services.

|

Milliman & Robertson. Inc. June 20, 1997
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APPENDIX [T

Summary of Plan Provisions of " Typical" Benefit Plans

i
i

A The 1997 Federal Emplovee Health Benefits Plan - Blue Cross Bl ue Shield. Standard
Option, assuming PPO/Preferred Physicians

Service Category Benefit Provision

Hospital Inpatient

Medical 100% paid by plan

Menéal Health ‘ $150 copay per day. up to 100 days per vear

Subst‘ance Abuse $150 copav per day. up to 100 days per vear
Outpatient 3

!

Medical $10 copay per visit

Mental Health « 40% copay per visit. up to 25 visits per vear

Subs;’tance Abuse 40% copay per visit, up to 25 visits per vear
Prescription thg 20% copay per script

|
|
i
|

Milliman & Robertson, Inc. ' : June 20, 1997




: | ‘ NATIONAL ALLIANCE MC\/Q
. \ For Tue MenraLLy I Andrew Sperling :

\

. President Bill Clinton

et & <
Director'of Public Policy ; g@k/b &/\\

t 200 N. Guese Ruap, Suire 1018
; ARLINGTOR, VA 22202-3754
July 30, 1997 ; 703-524-7600
: FAX 703-524-9094
E-Ma: andrew @nami.org

The White House

1

-+ Washington, D.C. 20500

Dear Mr. President:

[

""On behalf of the 168,000 members of the National Alliance for the Mentally [1l (NAMI)

- and its 1,140 affiliates and chapters, I am writing to thank you for your efforts to ensure
" that a meaningful standard for inclusion of mental illness benefits was made a part of the
- new childrens’ health program in the balanced budget bill.

While NAMI had pujshed 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 governors and a few congressional

{eaders against any beneﬁt package requirement was a significant obstacle. Overcoming
this opposition and ensurmg that there will be accountability in how states spend these

. lederal funds is a tremendous accomplishment for you and advocates for equitable mental
. tllness coverage in Congress.

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

. you have done to ensure that uninsured children with severe mental illness will get access
" lo health care treatmient 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 1Ilness 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.

i
Smcercly, 3

c&c/&a{ ] /

Laurie Flynn

|

J

" "Executive Director '

~cc: Tipper Gore, Office of the Vice President

- Chris Jennings,}SpeciaI Assistant to the President for Health Policy

NATIONAL ALLIANCE FOR THE MENTALLY ILL

200 N. Giese Ro., Surre 1015 « AruingTONn, VA 22203-3754
" 703-524-7600 » FAX 703-524-9094
http:/fwww.nami.org


http:hnp:llwww.nami.org
mailto:anJrcw@llami.org

