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"STRANGE BEDFELLOWS"IJOINFORCES ON 
AGREEMENT FOR UNINsullliDAMEruCANS 

Families USA, Health Insurance Association oj;America, and American Hospital 
1 

Association release plan to extend health coverage to those most in need 
1 

:W ASHINGTON ,D.C. - Countering a trend of increased !POlitical acrimony and partisanship, 
'three leading organizations with divergent points of view lin the health policy arena the Health 
Insurance Association of America (HIAA), Families usA, and the American Hospital 

I 

Association (AHA) - have joined forces to expand health coverage for a substantial portion of 

America's 43 million uninsured. I . 


i 
"As organizations representing the breadth of the health dare community, we stand together to 

-:forge common ground to end the gridlock over extending!health care coverage to the uninsured 
Imillions living in America today," according to a statement by the three organizations. 

I 

I 

-Families USA, the national organization for health care dmsumers, and IllAA, the national trade 
:association representing almost 300 insurance companies!and health plans, battled over health 
:care reform in 1993-1994 and continue to fight over the i~sue of a patients' bill of rights. Yet over 
the last several months, the two rivals set aside their diffe~ences and negotiated a three-part 
;proposal to significantly expand health insurance coverage. They have been joined by the AHA, 
la not-for-profit association of health care providers and mdividuals com,mitted to health 
improvement oftheir communities. 

I 

iThe organizations are calling for "common ground and c~alesced action as the debate on the 
uninsured begins," according to the statement. "Political:gridlock should no longer be an option 
in dealing with America's uninsurance epidemic," said R~n Pollack, Executive Director of 
Families USA. "We must transcend partisan, ideological,land interest-group boundaries to find 
:common ground so we can move towards health coverage for everyone." 
, ! 
"In the past, every group interested in extending coverag6 to the uninsured held out for their 
'favorite approach, and their second choice always was thi; status quo," observed HIAA President 
:Chip Kahn. "As a result, nothing was accomplished. Byicoming together now, HIAA, Families 
USA, and the AHA are saying we can get started ifwe s~ek common ground." 

! I . . . 
: "People often say that no one in Washington can agree. Today, we're happy to prove them 
wrong," said Rick Pollack, AHA's executive vice president. "With this step, we've laid a strong 
foundation we hope to build upon to improve access and Foverage for alL" 
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The proposal focuses on low-wage workers and their families. Ofthe 43 million uninsured 
Americans, slightiy more than half (23 million) have annual incomes below 200 percent of the 
federal poverty leveL It contains the following elements: ' 

• 	 Medicaid would be expanded for all people uinder 65 years of age with annual incomes 
below 133 percen.t of the federal poverty level ($18,820 for a family of three). 
Eligibility would be based strictly on income and would apply equally to parents, 
children, and childless adults. This expansion, would be subsidized with enhanced 
federal matching funds well in excess of the current Medicaid funding fonnula. 

• 	 As is currently done for children, states woul~ be given the option to provide coverage 
for parents and childless adults with incomes [between 133 and 200 percent bfthe 

"federiJ.I poverty level ($28,300 for a family of three) through Medicaid or a program 
like ili~ State Children's Health Insurance Program (S-CHIP). This expansion also 
would be subsidized with enhanced federal matching funds. Both the Medicaid and S
CHIP expansions would be developed to ensure optimal enrollment of people newly 
eligible for coverage. 

• 	 A non-refundable tax credit would be created to help low-income workers who tum 
down employer-sponsored coverage because:they can't afford their share of the 
premium. This credit would be available to employers to help them defray the out-of
pocket premium costs ofemployees with incomes between 133 and 200 percent of the 
federal poverty level~ For example, ifa busgess currently pays 70 percent of the 
premiums for all workers in the company, it would receive a tax credit to pay all or part 
of the remaining premium for its low-income;workers. 

The three groups are working together to promote the proposal among interest groups and 
policymakers, and will reach out to the eventual Presidcint-Elect, the new Congress, and key 
stakeholder organizations to achieve bipartisan cooperation resulting in the enactment of 
expanded health coverage next year. They also ackno~ledge that their proposal would require a 
significant public investment. i 

I 

"But - with the economy in good condition, the federal 'budget in sUIplus, and state budgets in 
good shape as well- there never has been a better time ~o make such an investment," their 
statement concludes.· . 
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November 20, 2000 

FINDING COMMON GROUND FOR EXPANDED HEALTH 

COVERAGE TO THE UNINSURED 


Introduction: Almost 43 million Americans are ~ithout health insurance today, 
approximately one out of every six people in the Unitl'!d States. With the number of 
Americans who lack health insurance at this epidemiC level, expanding coverage deserves 
to be at the top of the policymaking agenda. , 

I 

As organizations representing the breadth of the health care community, we stand 
together to forge common ground to end the gridlock over extending health care coverage 
to the uninsured millions living in America today. AS a nation faced with unprecedented 
prosperity, we have a duty to marshal our resources td help uninsured working 
Americans. The time is right to press the new Congress and Administration to enact 
significant health coverage expansion to close the gap of the uninsured. The following 
proposal is the first step to build consensus around expanding coverage. This proposal 
will serve as the basis for common ground and coalesced action as the debate on the 
uninsured begins. 

The Assumptions: In the formulation of this agreement, five assumptions served as 
guidelines: 

1. 	 Providing health coverage for everyone will occur neither through modest 
increments nor through one comprehensive package; Instead, progress will be 
made step by step. We are convinced that the f:irst of these steps must achieve 
significant expansion of coverage. i'' 

2. 	 The proposal cannot take away, or appear to take away, health coverage from 
people who have it today. Any proposal that changes the form of people's health 
coverage, or that appears to diminish the scope and quality of that coverage, or 
that threatens to result in increased costs for th~t coverage, is likely to result in 
unbeatable opposition. i 

. 3. 	 As a corollary ofthe second gUideline, the proposal should build on the health 
coverage structures that work for many millions ofinsured people. Using existing 
structures, public and private, will allow for qtiicker and more effective 
implementation, and it will avoid the creation of new bureaucracies and further 

I 

fragmentation of the health system. Additionally, building on systems that 
currently work has a much better chance of gaiping support from the public, 
policymakers, and interest groups. In the private sector, this means building on 
employment-based health coverage; in the pubFc sector, this means building on 
Medicaid and the State Children's Health Insu~ance Program (S-CHIP). 



4. 	 The proposal should use public resources in d way that maximizes new health 
coverage. Since there are many competing detnands for government resources 
including other significant health care matters'- a first-step proposal should make 
the best use of available resources to maximi~e coverage of the uninsured. 

I 
I 

5. 	 The proposal shouldfocus on low-wage workers, their families, and other low-
income populations that are least capable ofqbtaining health coverage on their 
own. Focusing the search for common ground on low-wage workers and other 
low-income populations not only makes good ;policy sense, it makes political 
sense as well. Even though this group has relatively little political clout, we 
believe it will be easier to first achieve a consensus on behalf of this group than 
other segments of the uninsured. ; 

The Proposal: The proposal is designed as a policy framework, not as a set of 
legislative specifications. Two reasons prompted this. First, it articulates a clear vision 
fC!r action. And, second, the framework approach allows for the involvement of 
additional stakeholders as legislation is developed. i 

The policy framework focuses on the low-wage ~orking population with incomes 
below 200 percent of the federal poverty level over :half of America's uninsured. The 
proposal has three parts. 

I 
First, the proposal would require an expansion ofMedicaidfor all people under 65 

years ofage with annual incomes below 133 percent ofthe federal poverty level 
(approximately $18,820 for afamily ofthree). Eligibility for such coverage would be 

I 
based exclusively on income, no longer on membership in one of several prescribed 
categories (such as children or parents). To ensure that states have the financial resources 
to implement this expansion, enhanced federal matching funds would be provided 
significantly above the current Medicaid funding forniula. To the extent that funds are 
limited, this part of our proposal would be phased in first. 

Second, the proposal gives states the option ofes~ablishing Medicaid or S-CHIP-type 
coverage for non-aged adults with incomes between j 33 and200 percent ofthe federal 
poverty level. For states that choose this option, coverage would be based on income, not 
parental status. Like the Medicaid proposal for lower.!income people, significantly 
enhanced federal matching funds would be made available. The two public program 
expansions would be developed to ensure optimal enrollment of those newly eligible for 
coverage - using, for example, mail-in application prbcesses; fiscal carrots for states to 
meet enrolln;tent targets; "presumptive eligibility" systems to enable social services 
agencies to temporarily enroll eligible people; out-starioning of state certification 
'officialS; one-year certification periods; and eliminati?n of resource eligibility standards. 

I 

I 

Third, the proposal establishes a non-refundable (ax credit for businesses to 
encourage them 10 make employment-based coverage, more affordable for their low
income workers. This tax credit should be established in tandem with the implementation 
of public program expansions for people with incom~s between 133 and 200 percent of 

I 
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the federal poverty level. The credit would be available to those employers who pay a 
larger share of the premium (than what is offered to dther workers in the company) for 
those workers whose familyincpmesfall between 13~ and 200 percent of the federal 
poverty level. For example, if a business currently pays 70 percent of the premiums for 
all workers in the company and decides to pay all or part of the remaining premium for 
its low-income workers, that business would receive ~ tax credit for that additional 
amount. The employer tax credit would be available 'only to companies that make 
contributions to their health plans commensurate wit}) the contribution levels of other 
similarly situated employers. To ensure that this facet of our proposal strengthens 

I 

existing coverage, the legislation would seek to secure, and not weaken, current employer 
I 

coverage and contributions that workers receive thro~gh their jobs. 

Why the Focus on Low-Wage Workers: Altho~gh more than 9 out of 10 privately 
insured Americans receive health coverage at the workplace, low-wage workers have 
more difficulty obtaining such coverage. Only 43 per¢ent of those earning $7 an hour or 
less are offered employment-based coverage, compared to 93 percent of U.S. workers 
who earn more than $15 an hour. Even when coverage is offered, it is too expensive for 
'many low-wage workers to purchase - both because low-wage workers have less 
discretionary income to spend on insurance premiums and because premiums, on 
,average, are considerably more expensive for workers in low-wage firms than they ate 

, for workers in high-wage firms. , I 

Similarly, public sector coverage for low-wage families (i.e., Medicaid and S-CHIP) 
leaves many uninsured. In effect, these programs divide low-income populations into 
three groups children, the parents of children, and dhildless adults - and treat these 
groups very differently. This categorization and differential treatment of low-income 
,populations is an unfortunate vestige of the 16th centVrY Elizabethan Poor Laws that 
formed the basis of our nation's welfare and Medicaid programs. 

, 

Children in most states are eligible for public sector coverage ifthey live in families 
with incomes below 200 percent of the federal poverty level ($28,300 in annual income 
for a family of three). Parents receive considerably less protection: in almost two-thirds 
(32) ofthe states, a parent working at the minimum Wage ($5.15 per hour) is considered 

, to have "too much income" to qualify for Medicaid if that parent works full time. As a 
result, parents leaving welfare for work often lose their Medicaid coverage even though 
they usually wind up in entry-level jobs that provide 'no health coverage. Single adults or 
childless couples, no matter how poor, are excluded from Medicaid coverage in the vast 
majority of states, unless they are disabled. As a result, there are many millions of low
wage working people and families who have no acc~ss' to employment-based health 
coverage - or can't afford such coverage -who remain ineligible for Medicaid. 

, I 

The Rationale: The proposal represents the beginnings of consensus. It would 
extend health coverage to a very significant portion Mpeople who are uninsured today. It 
achieves a reasonable balance between public sector'and private sector approaches. It 
focuses priority attention to the people most in need 'of assistance. It builds on systems 
that work today and, therefore, does not create new bureaucracies or cause further 

I 
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fragmentation of our health care system. It is designed to eliminate work disincentives by 
providing new health coverage opportunities to suppo:rt low-income workers and people 
moving from welfare to jobs... 1 

i 

Undoubtedly, this proposal like any that would ~esult in a major increase in health 
coverage for lower-income families - will require a significant public investment. It is 
expected that such an approach will be expensive. BJt with the economy in good 

I 

condition, the federal budget in surplus, and state budgets in good shape as well- there 
never has been a better time to make such an investment. 

! 

This proposal, and the broad coalition-building effort to which we are committed, 
constitutes a viable first step to expand health coverag~ for many millions of uninsured 
Americans. Through a common effort;we have a realichance to proceed down the road 
toward health coverage for all Americans. I . 

1 
I 
I 
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'A first~step proposal from some "strange bedfelloy(s" that,
,I 

transcends ideological, partisan, and interest-group boundaries. 


" , 

, .' ' 

byCharles !'J. Kahn III and Ronald F. Pollack 
. I 1 . 

, . I 

.'., . ABSTRACT: Despite a flourishing economy and recent growth in employment-


based health coverage. forty-three million Americans remain \Jninsured. Extend

, ing coverage to the uninsured is not an intractable public policy problem but 


.could be addressed if the various health' care stakeholders could only find 


common ground. We argue that to win broad-based support from across the 


ideological and political spectra. a meaningful proposal Sh~Uld 'achieve a bal


ance between public- and private-sector approaches, focus ?ttention' on those 


. who, are most in need of assistance (loW-income workers). and build on systems 
EXPANDING 1.that work today. With the aim of pulling together a ,political coalition, we present 
COVERAGEa prof)osal specific enough to attract support but whose deti'lilswill arise later, 

in the context of the legislative process. I.',' 
 I ( . 
LMOST FORTY-THREE MILLION AMERICANS approxl

. mately one of every six) are without health ihsurancetoday. 
A, This number has remained high despite al thriving econ
omy-with unemployment and inflation down anc~ individual and 
business incomes up. Once an inevitable slowdow,n occurs in the 
longest peacetime economic expansion in U.S. histor;y, today's unac
ceptably high levels of uninsurance will undoubtedly get worse. Our 
nation's uninsurance epidemic deserves to be at ithe top of the 
policy-making agenda. : ,; 

Efforts to broaden access to health coverage ill the twentieth 
century have repeatedly ended in failure. In addition 'to Bill Clinton's 
unsuccessful attempt in 1993~1994, other presid~nts-including 
Franklin D. Roosevelt. Harry Truman, John F. Kennedy, Richard 
Nixon, and Jimmy Carter-have sought and failed tb achieve mean
ingful coverage expansions;' (The lone exception is lyndonJohnson. 
who, after an electoral landslide that was accompanied by over
whelming Democratic majorities in both chambers of Congress, suc· 

. 'I 

I 

I 
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Chip Kahn is preSident ofthe Health Insurance Association ofAmerica (H1 AA), ROil Prllach 
is executive director of Families USA. 
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."Coverage for everyone will occur neither ~hrough tiny increments 
.nor through one comprehensive package." i 

. I ................... ..................... .................................. of'" ....................................... .
~ 

I 

ceeded in enacting Medicare and Mecpcaid in 1965.)2 
A combination of factors led to these failures. In each of those . , . '. . . 

efforts. one or more. of the la,rge health interest groups strongly 
\. opposed the legislation and spent significant amounts of politieal 

..... :. and financial capital to rouse the puplic and mobilize. members of 
.. :' . Congress.Sirnllarly. the pro;reform groups often .overreached and 

were unwilling to compromise, whicij also contributed to defeat. 
In effect, all of the players in health care refonn-from the ideo

. lOgical right to the left, from the sp:ecial interests to the reform
ers-came tothe political process with strong conVictions in sup
port of their flrst-choice proposal. FiJreach of these groups, their 
second-favorite choice was the sta~s quo.! And, indeed, the ulti
mate result of these efforts was the status quo. with more and more 
Americans losing health coverage: I . . 

If there is a lesson to be drawn fr6m this history, it is that pro
posed changes to health care financiJg can easily alarm stakehold

2 BUILDING. ers, who may then erect roadblocks.i Moreover, while the public's 
CONSENSUS 

support for health coverage expansions is encouragingly broad. it is 
discouragingly thin and, as a result, islsusceptible to a well-financed 
opposition campaign.4 Meaningful ,health coverage expansions. 
therefore, require broad-based suppprt, transcending ideological, 
partisan, and interest-group boundaries. . 

The politicallandscapein our nati6n's capital today underscores 
this conclusion. In contrast to 1965. ~vhen Medicare and Medicaid, 
were enacted, today neither the Defnocrats nor the Republicans 
truly control Congress. no matter which is in the majority. \Vithout 
strong champions from both sides of t,he aisle, in both the House and 
the Senate, it will be Virtually imposs~ble to achieve Significant cov
erage expansions. Indeed, .considerably less ambitious proposals, 
such as the State Children's Health Ipsurance Program (SCHIP) in 
1997 and the Health Insurance Porta:bility and Accountability Act 
(HIPAA) of 1996, succeeded only be~ause they had substantial bi
partisan support.5 ! 

It is critical, therefore, that common ground be sought for a pro
posal that can attract the key stak~holders in health care policy 
making. Further, we believe that pro{iding health coverage for eve
ryone will occur neither through tiny increments nor through one 
comprehensive package. Rather, progress \"ill be made step by step. 
We are convinced that the first of these steps must achieve signifi-

I, 
I 
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,cant expansion' of coverage. 'I, 
, We propose tci,accomplish ,that, and havebegufi by initiating a 

process designed to involve key stakeholders, many bf them "strange 
bedfellows.'" We believe that the proposal and proce~s we are pursu, 
ing are substantively soundand politically achievable. 

, , ' " " , , ' " ',' ,'}': ',' "", , ,'. t, ',' 
Guidelines For Developing AVlablfiProposal

" " ",'" 1" , ' , 
To develop this proposal toeXpandhealth:~ai:e c<?l"erage',we have 
followed four guidelines' that. we believe to be funqamenfal to suc
cess. We address each of these iIi turn.~< :,,' ,I , ,," 

" ,'., '" I" '" 

,• Maintain currentcoverage levels;The proposal cannot take 
, j

" away, or appear torakeaway, health coverage from people who have 
,it today. Any proposal th;uappears.ro,threaten exis:ting health cov

erage for people who are insured is a 'politiCal nOIlstarter.Simply 
, I ' 

stated, if asked to make a change that affects their o~n health cover
, age, many of those who are insured will not support reform efforts. 

This means that ,any proposal that changes the fprm of people's 

,health coverage, appears to diminish~ the ,scope 01quality of that 
coverage, or threatens t9 result in increased costs fOfl that coverage is 
likely to provoke unbeatable opposition,'" ' '! ",' " 

• Build on existing structures.The proposal ~hould build on 
the health coverage structures thatcu,rrently work There are funda
mental reasons, both technical and politfcal, for b~ildingon what 
works. Using existing structures, whether public 10r private, will 
allow for quicker and more effective implementatio;n and avoid the 
creation of new bureaucracies and, further· fragm'entation of the 
health care system. Additionally, building on what burrendy works, 
has a much better chance of gaining support fromthF public, p?:licy, 
makers, and interest groups." ,',' .' I"', 

Employment-bascdcoverage. In the private sector thiS: means bUilding 
on employment,based health coverage. Today, 91 ipercent of pri
vately insured Americans receive health coverage at!thc workplace.6 

Even if one questions whether it made sense topuild America's 
health coverage system on an empioyment-based fadel, it is the 
model with which most people feel comfortable. Replacing it \",ill 

not only result in political turmoil, it also may do cohsiderably more 
harm than good. Undermining the employment-bas~d health cover, 
age system could result in lost cost efficienciesj realized today 
through group purchaSing and would require greater government 
regulation to ensure that sick and frail persons r~tain' aff01:dable 
access to coverage. Moreover, itwould engender,en6rmous politic~l 
opposition from workers, who might fear that errlployers' dimin' 
ished health coverage contributions would not bel! offset by wage 
increases or other benefits. 

I 

EXPANDING 
,COVERAGE 
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EX'PAN,ti IN G COVERAGE 

. M,dicaid andSCHIP.In the public s~ctor the proposal should build 
on Medicaid and SCHIP. Today, Me~caid covers forty~one million 
low~income persons, and the newly implemented .SCH IP .has al~ 

,'ready enrolled 25 million children.7 These twoprograms constitute 
.' the bulwark of health coverage for America's most vulnerable popu~ 

lations, the groups least likely' to afford health coverage through the 
private sector. Moreover, as a recent l;ienryJ Kaiser Family Founda~ 
tion survey indicates, the overwhelriUng majority (94 percent) of 

s"',., ,", .' . parents bfchildren. enrolledin Medidaid view it as a good program.
.." . , I'· " 
.,: Th~s, br.buHdingon employment~ba~ed coverage as well asMedic~ 
: \:::aig .andSCrUP. the first~step proposal would be based on what 

. ' ,. . works today and Would not need tq create new bureaucracies or . 
· coverage stn;tctures..; ! .. 

.• • Maxhrilze public funds. The proposal should use public re
.. sources ina way that maximizes n~w health coverage'. Providing' 
·coverage for the uninsured is not inexpensive. And since there are 
many competing demands for government resources-including 

· those of other health care matters suc~ as Medicare and prescription 
drugs-:-it is unlikely that sufficient fpnds would be made available 

· in the near tenn to cover all of the uninsured. Therefore. a first~step 
4 .:' .BuiLDING·proposal should make the bestuse olavailableresources to maxi

'CONSENSUS .. mi~e coverage of the uninsured. . ;. ' . 
For all aspects of the proposal, the ~ubstitution of taxpayer funds 

for coverage already provided throug~ private spending ("crowding 
out") must be minimized. Since cr6wding out occurs more fre
. quently among higher~income popul~tions, it is best to first focus 
expansion efforts on those with incomes below 200 percent of the 
federal poverty level. This is consistent with our next guideline. 

• Focus on those with greate;st need first. The proposal 
should focus on low~wage workers. their families, and other low
income populations that are least cap~ble of obtaining health cover
age on their own. Low-wage workets are less likely to be offered 

.,,)' 

coverage through the workplace than are higher.~paid workers: 93 
percent of U.S. workers who earn more than $15 an hour are offered 
health insurance by their employer,' whereas only 43 percent of 
those earning $7 an hour or less are;offered such coverage.9 Even 
when coverage is offered. it is oftenItoo expensive for 10w~wage 
workers to purchase. In fact. such benefits are often more expensive 
for low-wage workers than they are for higher~paid workers, The 
average monthly contribution requir~d for the lowest~cost family 
coverage plan is $130 in firms where t~e typical wage is less than $7 
an hour but only $84 in firms where ~he typical wage is more than 
$15 an hour.lo As a result. almost a quaher of workers with incomes 

, I 
below 200 percent of poverty turn down coverage when offered. 11 

i 
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In effect.low~wage workers experience a "triple whammy": They. 
are less likely to be offered coverage by their employ,ers. they have to 

. pay considerably more for coverage when employetsdo offer it. and 
.... they have the least discretionary income available t?pay for it. 

Public~sector programs such as Medicaid and S~HIP also leave a 
large number of low-income persons without he~lth coverage. In 
effect. these programs divide low-income p6pula~ions into. three 

.groups-children. parents of children. and childlrs~ adults-and 
··.·treat each group very differently. This categorization' and differen
·~ial. treatment is an unfortunate vestige of the sixteenth~century 
Elizabethan Poor Laws that formed the basis of ou~nation's welfare 

. system and. starting in 1965. the Medicaid program aswell. '2 

'
.. Children. who in recent years have aroused the greatest political 
sympathy. are accorded better coverage than the t~oadult groups. 
Most states now consider children eligible for public~sector cover
age if they live in families with incomes below 2QO percent of the 
federal poverty level ($28.300 for a family of three i~ 2000) . 

. While low-income parents are viewed with some sympathy. they 
recehre considerably less coverage protection than their children do. 

·In thirty-two states a parent working at the mini~um wage ($5.15 
per hour) has "too much income" to qualify for Medicaid if he or she 

. works full time.'} In Louisiana. for example. a parent is ineligible for 
Medicaid if his or her income exceeds 22 perce~t of poverty. In 
Texas. it is 33 percent; in Michigan. 47 percent; and in Illinois. 51 
percent. As a result. when parents leave welfare foriwork. they often 
lose their Medicaid coverage even though they are ¥kely to wind up 
in entry-level jobs that provide no health benefits.! . 

. . Single adults or childless couples. no matterh?w poor. are ex
cluded from Medicaid coverage in the vast majority of states. unless 
they are severely disabled. As a result. many millipns of low-wage 
working people and families who have no access;to employment
based health coverage or cannot afford such coverage remain ineligi
ble for Medicaid. ! 

Thus. placing a priority on expanded health coverage for low
wage workers and others with low incomes makdgood sense. This 
group is in greatest financial need and will have die most difficulty 
securing health coverage without public intervention and support. 
Moreover. although this group has little or no p~litical clout. we 
believe that it will be much easier to achieve a consensus on its 
behalf than is tru'e for other segments of the uninsured population. 

. I 
A Proposal For Common Action 
Our proposal was designed as a policy framew?rk. not a set of 
legislative specifications. We chose this approach for two reasons. 

l 
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EXP~NDING COVERAGE 

6· BUILDING 
CONSENSUS 

I 
First, we wanted to articulate a cleat vision for action. Second, we 
deemed it important as part of the in'itial consensus-building proc
ess to start out with a framework that!would later involve addition a}· 
stakeholders in the development of legislation. 

Our policy framework focuses onthe low-wage working popula~ 
tion with incomes below 200 perce at of the federal poverty level. 
The proposal has three parts. I.,. .: - .. 
. • Medicaid expansion. First, the proposal would reqUire an 
expansion of Medicaid to cover all persons· with annual incomes . 
below 133 percent of the federal poverty lev~1 (approximately. 
$18.820 for a family of three in 2000~. Eligi~ility.for such coverage 
would be based exclusively on income~ no longer on membership in 
one of several preSCribed categories that are. in fact. the absurd 
vestiges of long-obsolete laws. To en~ure that states have the finan
cial resources necessary to implement this expansion (and continue 
to support it even during economic :downturns). federal matching 
funds would be provided well in e*cess of the current Medicaid 
funding formula. To the extent thatlfunds are limited. this part of 
our proposal would be' phased in firs~. . . . 

• Expansions for higher-Income persons. Second, we propose r 

that states be given the option of es~ablish:ing Medicaid or SCHIP
type coverage for adults with incomes between 133 and 200 percent 
of the federal poverty-level. For states' that choose this option. cover
age would be based on income. not ;parental status. Similar to the 
Medicaid proposal forlower-incom<; persons. more federal match
ing funds would be made available.: . . 

. The public program expansions will be developed [Q ensure opti
mal enrollment of those ne\vly eligi~le forcoverage. As we develop 
legislative specifications. several mechanisms \vill be considered to 
achieve this, including the implementation of "presumptive eligibil
ity': mechanisms that enable social service agencies to temporarily 
enroll eligible persons; fiscal "carrots,and sticks" to state agencies so 
that they meet enrollment targets; ehmination of resource standards 
of eligibility; mail-in application prdcesses; putting state certifica
tion officials in the field; and the :establishment of one-year (or 
longer) certification periods. i 

• Tax credits. Third, we propose a nonrefundable [ax credit for 
businesses to encourage them to ma~e coverage affordable for their 
low-income workers. This tax credit should be established in tan
dem with the implementation of public program expansions for 
persons with incomes between 133 and 200 percent of poverty. The 

I . 

credit would be available to those employers that pay a larger share 
of the premium (than what is offered to other wnrkers in the com
pany) for workers with family incomes between 133 and 200 percent 
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,that cannot get enacted is no solution at a}l." " 
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of poverty: For example, if a business currently piys 70 percent of 

,J : .. ':, '_ the premiums for all workers and decides to pay all or part of the 


,,' " ',remainingpremium for low~income workers, that;businesswould 

receive a tax credit ,for that additional amount. ," .. 

'. . Theemployer·tax credit wo~ld be available' only to companies' 


" that make'contributions to their health plans corrimensurate with 

, the Contribution levdsof other simllarlysituated employers. To 


jl' 
, , 
 ,ensure that trus facet of.our proposal strengthens ejasting coverage. 


,~,\ .. :the legislation would seek to secure. not weaken. cprrentemployer 

, coverage and contributions that workers receive 'through their jobs. 

, Although the tax credit constitutes a new approa;ch to expanding 

coverage, it is a familiar element to the business 9ommunity. It is 


, ! comparable in structure to the Work Opportunit)l Tax Credit de

i Signed to encourage companies to hire persons from low-income 

communities. It can work to help extend coverage p,recisely because 
'employers are familiar with it. and it will enable businesses to' ex

EXPANDING 7,tend help to their low-wage workers at no cost to t?em. 
'COVERAGE 

A Good Second Choice ' I 
Tlus proposal is neither Families USA's nor the ~ealth Insurance 
Associationof America's (HIAA's) ideal plan. Fo~ Families USA, 

·.i: 
I health coverage expansion proposals based on tax ;incentives have 

. : j 

never been a favored option. Indeed, Families USA ;would not have 
agreed to even the ,tax credit approach in this plan without its 
linkage to the Medicaid andSCHIP expansions. S;milarly, HIAA's 
original "InsureUSA" plan envisaged a larger pri'vate-sector ap
proach and a much more modest Medicaid and SCHIP expansion. 

I ' 
We expect tharthis proposal will not be considered ideal by 

, other major health care organizations as well. HO\~lever, from the 
perspective of forty-three million uninsured person1s. any so-called 
ideal plan that cannot get enacted is an illusionary ideaL It is no 
solution at all. , 

The proposal outlined above presents a good second choice to our 
two organizations. and to others as well. It has trye potential for 
increasing health coverage for a very large portion pf persons who 
are uninsured today. It achieves a reasonable b~lance between 
public-sector and private-sector approaches. It focuses priority at
tention to those most in need of assistance. It builds pn systems that 
work today and, therefore, does not create new b~reaucracies or 

i 

i 
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cause further fragmentation of our health care system. It eliminates 

" the cumbersome and unfair poverty c~tegorizatiofls in a way that is 

, consistent with experimentation und,ertaken by a number of states, 

It is designed to eliminate work disincentives by providing new 

health coverage opportunities to support low-income workers and 


" people moving from welfare to jobs. i' , 
, It also does not trespass on the in:terests of key stakeholders in 
the health care system. Indeed. based ~n our preliminary discussions 
with numerous major stakeholder organizations. it can gain broad 
support and. hence. is politically achi~vable. It can be enacted. and it 

'<,' 	 can prOvide prompt coverage for marly uninsured Americans. indi
viduals and (amilies alike. i , 

To be sure. this proposal. like an~ other that would result in a 
major increase in health coverage for lower-income Americans. will 
require a significant public investme:nt. Although no reliable cost 
estimate can be made until detailed 'legislation is developed. it is 
obvious that this proposal will be eXpenSive. But there has never 
been a better time to take on such an ihvestment. The federal budget 
has a large projected surplus, and m9st state budgets are in good 

-...,.______.' 'shape as well. Our economy continues to grow. while inflation re-
S, BUILDING • mains'moderate. There is a palpable th,irst among many health inter-

CONSENSUS est groups to find common ground ort a Significant health coverage 
expansion. Thus, as a new president a~d Congress begin their work, 
'this balanced proposal is well suited (or inclusion as part of a blue
print for our nation's immediate future. ' 

I 

W 
E BELIEVE,THATTHIS PROPOSAL, and the broad coali

" ,tion-building effort to wru;ch weare committed. consti
, tute our best-perhaps our only-near-term chance to 
expand health coverage for many minions of uninsured Americans. 
Certainly if our two organizations cad find common ground for this 
noteworthy objective. it augurs well :for many other groups to do 
likewise, Through a common effort, \ye have a real chance to pro
ceed down the road toward health co~erage for all Americans. , 

Th~:~~~h;;~ ';h~~k L;~~i~'F~~'['~;~~ ~,~d P~;;:D;~i;~~j~~ ~h'~i;.~~~~~~~~.;~........... 

I 

! 
I 

HEALTH AFFAIRS· Volume 20. Nllmbe'r I 
I 

I 



BUILDING CONSENSUS 

! 

NOTES 

l. 	 P. Starr, The Social Transformation ofAmerican Medicine (New York: Basic Books. 

1982), 266-289, 363-370,411-414; and E.D. Berkowitz, American's Welfare Slale: 

From Roosevelt [0 Reagan (Baltimore: Johns Hopkins Uniyersity Press, 1991), 

176-180. . . . ..1 . '. 


2.. 	In the 89th Congress, which enacted both Medicare and ?I.1edicaid, there were 

sixty-eight Democrats and thiny-tWo Republicans 'in' ,die 'Senate, and 295 

. Democrats and 140 Republicans in the House.CoI1fmit~e~ on House Admini· 

. stration. HiS!Ory of rhe u.s, House of Rcpr~scnta!ivcS.1789-199.4HWashington: u.s. 


. Government Printing Office. 1994). '. . ..... '.:: ':'. .• . . 

• 3: Stuart Altman~ keynote ad9ress. Families USA's Health Action Conference, 

Washington. D.C.. 21 January 1999. ........ " \, . i. .' . 

4.. RJ. Blendon et al.. MVoters and Health Care in the 1998"Election." Journal of [he 
American Medical Associmion (14 July 1999): 189"::194. . ... ; . . 

5.. Section 4901 of the BaIanced Budget Act of 1997. P.L. 105:-33, as amended by 
P,L 105-100, added TitleXXI to the Social Security Act. T~e Health Insurance 


;Portability and Accountability Act.P.L 104-91, was enact~d 21 August 1996. 

6. 	 Of the 194.6 million Americans with private health insurance coverage. 172.0 


million, or 88 percent, have employment-based coveragf. RJ Mills, H.:allh 

Insurance Coverage: 1999'(Washington: U.S. Census Bureau. September 2000), 

14. 	 ' 

7. 	 Kaiser Commission on Medicaid and the Uninsured,Mt'diC~id:APrimer (Wash

ington: Kaiser Family Foundation. August 1999); and The White House, 

MPresident Clinton Announces Approximately 2.5 Million:Children Have En
rolled in the State Children's Health Insurance Program," yvhite House Press EXPANDING 

Release, 29 September 2000, ." . i COVERAGE 


8. 	 M. Perry, S. Kannel. and R. Burciaga Valdez. Medicaid ilridChildi'clI: Overcoming 

BalTicrs (0 Enrollmenr, Findillgs from a Nalional Survey (Washirigton: Kaiser Com

mission on Medicaid and the Uninsured,January 2000), vi; 


9. 	 P.F. Cooper and B.S. Schone. -More Offers; Fewer Takers for Employment

Based Health Insurance: 1987and 1996: HeallhAffairs (Nov/Dec 1997): 142-149. 


10. 	 PJ Cunningham et aI.. Who Declines Employer-Spollsored Health Insurance and Is 
Uninsured! Issue Brief (Washington: Center for Studyihg Health System 
Change. October 1999).· . 1 

H.W.S. Custer and P. Ketsche. Employment·Based Hcalrh Insurancc Coverage (Wash

ington: Health Insurance Association of America, November 2000). 


12. 	 SA Law, "Women. Work. Welfare, and the Preservation or Patriarcy," Univcr· 
Si!yofPcnllsylvania Law Review 131 (1983): 1249.1252-1253. ' 

13. 	 Families USA, Go Dirccrly [0 Work. Do No! Colleer Healrh Insurance: Low· Income 
Parents Lose Medicaid (Washington: Families USA, June 200P). 

. . i 

H E A L T II A F F A IRS • J II n u 0 r y i f ( b r U II r.Y .1 0 0 I 

9 



· ~~ 

~/'" 

~..> 

HIAAGFamilies USA AHA 

National Survey Presentation 


.....' .. 

-FamilliesU6A. 
_.,. "'M......~.,.~-. "h, ' •• ~"w.", _.... ,.~.__ .... " .... _ ....... ,. ,_.~, ,., ..... , .'" 

W.D. McInturff 

Public Opinion Strategies 


Novemb"er 20, 2000 

PUBLIC OPINION 

STRATEGIES 

Turning Questions Into Answers 1 



-----

Methodol02Y: 
L711 

Public Opinion Strategies conducted a 
national survey from November 11-13, 
2000 of 800 adults. The margin of error 
on a sample of this size is +3.46%. 

,____ ------l1li 
--~---"'--- -----_. -- -

PUBLIC Ol'lNION 

STRATEGIES 

Turning Questions Into Answers 2 



--..

- - . 

. There is substantial 
public support for 

significant reforms to 
help reduce the number 

---1-- - .---. ----'-.--------- .-.--.. ----- ---.-.-. - - .-. . -.--., . 

of uninsured Americans. 

PUBLIC OPINI 

STRATEGIES 

Turning Questions Into Answers 3 



-Support::for expanding Meoicaid is strong. 

Having Medicaid, the 

government health care % Strongly Favor 
program for the very 46% 
poorest Americans, cover 

____ __"_"_"_~"" ____ ~_1pore low-w_age \\,orkers_ ---%-'FotaIFavor--w 

and their families who 82% 

today have no health care" 


coverage. 


PUBLIC OPINION 

STRATEGIES 

Turning Questions Into Answers 4 



~S~upp~o~rt ·fo~r-exp~an-din-g-eH-IP-to-·· 

certain adults is strong. 

Providing additional federal 

funding to encourage states 
% Strongly Favor 

to provide health care 48%--.,,

coverage to working poor 

adults who do not get 
____ n___m--- coverage lfuou.glHlie-%--TotalFavor-

83%Medicaid program but who 

still cannot afford health 
.
Insurance coverage.; 

PUBl.IC OPINION 

STRATEGIES 

Turning Questions Into Answers 5 



-~. ·8-u-ppo-:rt~fol~anemployeF-ta:X,creditisstro-n-g. 


. Offering a tax credit to 

employers to help these 

employers pay some or all 

of the health insurance 

-premium costs for those 
---'-'~'-~-~-Iowefwage-workerswlio 

today cannot afford to pay 

their own portion of this' 

cost. 

PUBLIC OPINION 

STRATEGI 

11-

%Strongly Favor 
56% 

-J);Q--T-otal-F-a-vop B----

86% 
·, 

6Turning Questions Into Answers 



R-esp-on-d-ents~werethen-asked about-the 
proposal as a whole package ... and 

whether they would tell their :tyIember 
of Congress to favor or opp'ose the 

overall proposal. 

The question asked the following: 

Now, thinking about a package that includes these three ideas: 
~--II-----·-

--Covennginore-Iow-:'wage' workers directly through'-MedicaId~-Pr~Viding 
additional federal funding to encourage states to provide health care 
coverage to working poor adults who earn a little too much to qualify 
for Medicaid Offering employers a tax credit to help pay the premium 
costs ofhealth insurance for lower wage workers. Would you tell your 
Member of Congress they should favor or oppose this overall proposal? 

I' II BL leoPIN ION 

STRATEGIES 

Turning Questions Into Answers 7 
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He-re-'-s-h-ow~th-e-overall-p-rop-o-sal-fa-re-d-w-h-en 

all parts were included. 

~-- - --.---..-...-~---

PUBLIC OPINION 

STRATEGIES 

Strongly Favor 55% 

Somewhat 

TOTAL FAVOR 
TOTAL OPPOSE 

wIRerused-2O/~-------

trongly Oppose 6% 

Somewhat Oppose 7% 

85% 
13% 

Turning Questions Into Answers 8 
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--- ----And-sup-portis-almost-unch-an-ged-whenrespondents~

are told this would take $250 billion over the next 
de_cade from the surplus. 

And ifyou learned that there is a projected federal government surplus oftwo trillion dollars over the next 
decade and this proposal would use roughly fifteen percent ofthe surplus or two hundred andfifty billion 
dollars. would you now tell your Member ofCongress they should favor or oppose this overallproposal? 

-Ill 

Strongly Favor TOTAL FAVOR 80% 
53% 

TOTAL OPPOSE 16% 

---~--" ----

Don't KnowlRefused 
4% 

Somewhat Favor _Somewhat Oppose 
27% 7% 

trongiy Oppose 
9% 

P BLIC OPINI 

STRATEGIES 

9Turning Questions IntoAnswers 



,~ 

" 

----,Importantly,a--m-aj-orityofboth~RepttbJicans"'and 
Democrats support using the surplus for this proposal. 

And ifyou learned that there is a projectedfederal government surplus oftwo trillion dollars over the next 
. decade and this proposal would use roughly fifteen percent ofthe surplus or two hundred and jifty billion 
dollars, would you now tell your Member o/Congress they shouldfavor or oppose this overall proposal? 

+46% 

71% 

-.~--------

.. 25% 

Republicans '. 
(36%) 

+58% 

77% 

190/0 ' 

Independents 
(14%) 

+77% 
87% 

10% 

Democrats 
(48%) 

PUBLIC OPINION 

STRATEGIES 
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.:. 

-~A-niaJority-of-AmeI'ica~n~s~evensupp()-rt-thispropos~a-l-a~t-..~ 
. , . 

an iricre'ase of $200 a year per taxpayer, which is the' 
highest price tag we've ever tested in a survey. 

Now assuming there was no federal government surplus over the next decade and insteadtaxes had 
to be increased with the average taxpayer paying roughly two hundred dollars a year, would you -now 

tell your Member ofCongress they shouldfavor or oppose this overall proposal? 

"TOTAL FAVOR ,55% 

TOTAL OPPOSE 42% 


Strongly Favor 
Somewhat Favor 

25%
,30% 

Don't KnowlRefused 
3% 

Somewhat Oppose 
Strongly Oppose 15% 

27% 

--~- - 111------

STRATEGIES 

I 
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~~'~SUDDort-for the proposalwith$2-o-o in adoJtional~taxes is 
strong across all income groups. 

PUBLIC OPINION 

STRATEGIES 

Now assuming there was no federal government surplus over the next decade and instead taxes had to 
be increased with the average taxpayer paying roughly two hundred dollars a year, would you now tell 

your Member ofCongress they shouldfavor or oppose this overall proposal? 

+12% 

54% 

42% 

Under$40K· . 
(42%) 

+25% 
61% 

~' __~3_6c~L ~_'-_._~ 

$40-$60K 
(18%) 

+14% 

56% 

42% 

Over $60K 
(33%) 

Turning Questions Into Answers 12 
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HEADJINE: Unlikely Allies Back Health Care Plan; At ddds in 1994, Industry and Consumer 
Groupsl Seek Common Goals l , . 

i I 
BYLINE: Eric Pian in , Washington Post Staff Writer! 

BODY: I 

Once tHey were archenemies in the fight over national ~ealth care, but yesterday leading 
advocates of consumers, the insurance industry and hospitals jointly proposed a costly new 
plan to extend health insurance to more than half ofthe:nation's 43 million uninsured. 

The pia" calls for a combination of expanded Medicaid ~nd state-operated health insurance 
benefits and tax incentives for private employers who.sLJbsidize the premiums of low-income 
workerS. It could cost the government as much as $ 25.0 billion over the next decade, 
according to estimates. : 

. . "ControVersy over efforts to overhaul the health care system have long divided the two parties 
and led Ito one of President Clinton's worst political setbacks in 1994, when his proposal for 
extendilflg health insurance to virtually every American ran into a buzz saw of opposition from 
special interest groups. But the architects of the plan unveiled yesterday said it may be 
possible to bridge ideological differences and pass majqrlegislation in the coming Congress. 

"In the Jast, every group interested in extending covera~e to the uninsured held out for their 
favoritelapproach ... and nothing was accomplished," ~aid Charles N. "Chip" Kahn III, 
president of the Health Insurance Association of Americ~. "By coming together now, weare 
saying we can get started if we seek common ground." ! ' 

I ' 

His group has joined forces with Families USA, an umbrella group of health consumer 

advocafes, and the American Hospital Association. "Nothing will happen in this area unless we 

transcend partisan, ideological and special interest differences," said Ronald Pollack, 

executive director of Families USA. i·,


I ' 

Ironicall~, Kahn's association of mid-size health inslJranee companies and Pollack's health 
care consumer group were involved in some of the nast!est exchanges during the 1994 debate 
over Clinton's ill-fated reform plan. i 
Kahn's 1ssociation mounted a $ 15 million TV ad camp~ign featuring "Harry and Louise" that 
largely sank the administration's plan, which would have required employers to pay 8.0 percent 
of the cost of a basic package of benefits. The ads sho~ed two actors sitting around a kitchen 
table expressing their fears about losing their opportunity to choose the kind of health care . 
insuranee they wanted under the administration's "big government" approach. 

Pollack bhamPioned the Clinton plan and condemned th:e ad carnpaign as a gross distortion of 
what the president was trying to do. "Chip Kahn and I can't recall ever agreeing to anything," 
he said.. '! 

, , 
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Early tHis year, however, Kahn and Pollack took part in!a health care conference sponsored by 

the Ro~ert Wood Johnson Foundation and discovered that they actually shared some ideas 

for reforming the health care system. ! 

, I• I ' 


They agreed, for example, that the only way to gain co~gressional support for change was to 

build incrementally on the existing system, instead of attempting a massive overhaul, as 

Clinton isought to do. ' ' 


i 

They al~o agreed their approach should focus primarily on low-wage workers, their families 
and o~h:ers who are least capable of obtaining health co1verage on their own. The plan , 
descnb~d yesterday has three parts: ' 

* The fJst would expand Medicaid, the state-administer~d health care program for low-income 
people,ito include all persons with incomes below 133 percent of the federal poverty level--or 
$ 18,82p a year for a family of three. Many low-income people now are excluded from 
coverage because of a patchwork of state regulations and requirements. 

i '.', ' ,
* As they now do for children, states could provide health care coverage for parents and 
childless adults with incomes between 133 percent and i200 percent of the federal poverty 
level, o~ $ 28,300 for a family of three. States would use increased federal matching funds to 
providelthe expanded coverage through Medicaid or prQgrams such as the State Children's 
Health Iinsurance Program. ". '. i .' . 
* A tax credit would be created to help low-income workers who turn down 
employer-sponsored coverage because they can't afford their share of the premium. This 
credit w;ould be available to employers to help them defr;ay the premium costs of employee~ 
with incomes between 133 percent and 200 percent of the federal poverty level. 

I . I , 

Kahn and Pollack said they will try to promote their planlamong interest groups and will reach 
out to the president-elect, Congress and key stakeholder organizations with the goal of 
passingllegislation next year. With the economy still strqng and huge projected surpluses, 
"there never has been a better time to make suchan investment," they said. 

• '. I 

A new Jurvey by Public Opinion Strategies shows that 8'5 percent of Americans interviewed 
favor a plan along those lines that would be financed frQm the $ 2.2 trillion of non-Social 
Securit~ surpluses projected for the coming decade; 55 'percent said they would support the 
plan even if it required an increase of $ 200 a year per taxpayer. 
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fHEADLINE: Ex-Enemies On Insurance Offer a Plan 

I
I 

BYLINE: By ROBERT PEAR 
I I 

DA-rELlNE: WASHINGTON, Nov. 20 j 

BODY:/ ' 
Insurance companies, hospitals and a consumer group joined forces today and offered a 
proposal to provide health insurance to about half of the 42.6 million Americans who have no 
coverage. . '. ; 

The prdposal was made by the Health Insurance Association ofAmerica, the American ~l . 
Hospital Association and the consumer group Families USA :----~ 

The thrke organizations called for federal tax credits a~~ expansion of Medicaid and the new 
Children's Health Insurance Program to help people with incomes up to twice the poverty 
level. U,nder federal guidelines a family of three is considered poor if it has income of less than 
$14,150 this year. . ! 

• . . I ' . 
"As a nbtion f~ced with unprecedented prosperity," the groups said in a statement, "we have a 
duty tolmarshal our resources to help uninsured workin~ Americans." 

The in~urers, who opposed Presid'ent Clinton's plan for! universal health insurance coverage 
in 1993 and 1994, and Families USA, a supporterofth~ Clinton plan, portrayed themselves as 
strang~ bedfellows. But they said their cooperation could pointthe way to bipartisan legislation 
for the Inew president and Congress. .i 

The proposal has three elements: . 

*Medic!aid, the federal-state program, would be expanded to provide coverage to anyone with 
income up to 33 percent above the poverty level. Coverage would be available. to childless 
adults,/Often now ineligible for Medicaid, as well as to ~hildren and parents. . . 

*States would be allowed to provide coverage, through' Medicaid or a version ·of the Children's 
Healthj Insurance Program, to adults with incomes from 33 percent above the poverty level to 
twice the poverty level. : . 

I . I . 
*The glovernment would offer tax credits to employers to encourage them to provide coverage 
for IO""r-wage workers. The tax credits would be availat>le to employers who pay a larger share 
of the premiums for low-wage workers than for other employees. 

, I I . 
i • . . 

Forex~mple, if a business now pays 70 percent oftheipremiums for all its workers and 
decides to pay all or part of the remaining premium for: its low-wage workers, the company 
could receive a tax credit for the amount of its extra sp1ending. The cost to an individual would 
depend on the cost of the coverage and the amount paid by the employer. 

i 
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Charles N. Kahn III, president of the Health Insurance Association of America, and Ronald F. 
Pollackl executive director of Families USA, said they h1ad focused on low-wage employees 
becaus~ these workers were less likely to be offered hdalth benefits and less likely to be able 
to afford them. .; . 

More t~an 9 out of 10 privately insured.Americans recei~e health coverage through employers. 
Ninety-three percent of workers who earn more than $1;5 an hour are offered health benefits 
by their, employers, as against only 43 percent of workers earning $7 an hour or less. 

As a re~ult, "almost a quarter of workers with incomes 8elow 200 percent ofpoverty turn down· 
coverage when offered," Mr. Kahn and Mr. Pollack said]'in a description of their proposal. 

The mJ.n had no estimate of the cost of their proposal, but said it could be expensive. As a 
rule of thumb, Mr. Pollack said, it costs $1 billion a year1to provide health insurance 
coverage for one million low-income people. I 

I . I,' 
Senator Edward M. Kennedy, Democrat of Massachus~tts, said, "The fact that these three 
respected organizations agree on a plan to expand health insurance coverage is an 
excelle~t sign that bipartisan cooperation and progress are possible on this important issue 
next year." ! 

Mr. Kahn acknowledged that there were "many competihg demands" for the money. 
Lawmakers of both parties have promised to provide pr~scription drug benefits to the elderly 
and to pump money into Medicare, to improve its financial condition. 

I I' i ' 
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I 

,TOPIC: EXPANDING HEALTH INSURANCE TO COUNTRY'S UNINSURED 

PARTICIPANTS: CHIP KAHN, THE HEALTH INSURA~CE ASSOCIATION OF AMERICA 

BILL MCINTURFF, PUBLIC OPINION STRATEGIES 	 I 

I 


RICHARD POLLACK, THE AMERICAN HOSPITAL ASfOCIATION 
I, 

RON POLLACK, FAMILIES USA, 	 i 
DR. LEW SANDY, THE ROBERT WOOD JOHNSON FPUNDATION 

LOCATION: THE NATIONAL PRESS CLUB, WASHINGTON, D.C. 

BODY: ' 	 " 
DR. SANDY: Good morning. I'm Lew Sandy, a physicia'n and executive vice president of the 
Robert Wood Johnson Foundation, the largest philanthropy in the United States devoted 
solely to improving health and health care for all Americans. : 

, I ' 
For over 28 years, our foundation has supported a wide range of programs and projects to 
assure access to health care for all Americans, improved care for vulnerable populations, help 
the country address the challenges of substance abuse, and help inform debates about health 
care, through research and analysis. ,i 

We know from all this work -- and I know from my years of practicing medicine -- that health 
coverage matters. The voluminous literature, going back over decades, shows over and over 
that people who don't have health coverage often delay potentiallylife..:saving care, such as 
screenings and treatment for high blood pressure, can¢er, diabetes, and heart disease. 

I 
I 

" 

To give you just one example, in my own practice, I've been caring for a middle-aged, 
second-generation Latino man for the last few years. Let me call him "Mr. Garcia." I first met 
Mr. Garcia in the emergency room at the hospital I was attending on the medical service. He 
had been admitted, through the emergency room, with ,a stroke, which left him unable to move 
his right arm and leg, and he had difficulty talking. He had severe high blood pressure. And I 
questioned his family, and I found out that Mr. Garcia ~nd his family had known about his 
hypertension for some time. Howev.er, Mr. Garcia, although working full time, did not have 
health insurance offered by his employer and as a Jes~lt did not receive any treatment for his 
high blood pressure. I 

I 	 ' 

Now Mr. Garcia received comprehensive care in the hqspital, and h~ actually did wonderfully 
with inpatient and outpatient physical and occupational therapy. He's now able to walk with a 
cane and brace. 
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In our state, in New Jersey, we have an uncompensated care pool that paid the hospital a 
portion of the tens of thousands of dollars spent during ~isadmission. And now thathe's 
disabled, Medicaid pays for his doctor visits.' I 

I 

Now Mr. Garcia is an engaging and optimistic man, and; he's grateful for the care that he has 
received. In some ways, he considers himself lucky. But I know that Mr. Garcia's stroke and 
the suffering and disability that he has endured, not to mention the cost, could have been 
avoided, had he simply had health coverage that allowe'd his high blood pressure to be 
treated. I 

I 

1 • 

The Robert Wood Johnson Foundation has long been cbmmitted to making certain that more 
Americans have health coverage. The foundation is wor,king with others now so that at some' 
time in the near future no American will be forced, like Mr. Garcia, to delay needed care 
because he or she was involuntarily uninsured.' . I . 
With this in mind, I am really delighted to be here today ito represent the foundation on what I 
think that most of you will agree is a historic day in the long history of health reform in this 
country., . . . I 

! 
. , 

The debate over expanding health coverage has lasted;decades and has often been 
acrimonious and unproductive. Advocacy groups and the many interests at stake in health 
care have argued their own positions and, if not successful in making their own case, have 
preferred the status quo as their second-best option. Given this history, we think that this 
morning's event marks a major breakthrough. " 

Today, three national organizations which have disagreed vigorously over almost every issue 
in health policy in the past are joining together to annou'nce they have reached a truly historic 
agreement. These three groups are the Health Insurance Association of America, the 
American Hospital Association, and Families USA. The chief officers of these organizations 
will speak here in a few minutes. Before they do, I would like to share a few perspectives on 
this event. ' I' .,' . 

. I 
In recent years, underneath the surface disagreements land sparring over specific policy 
issues, we and others have felt that there is actually a great deal of potential for consensus on 
how to address the challenges of the uninsured. As a result, more than <;>ne year ago, the 

, Foundation began working closely with these three organizations and five others on a project 
called Health Coverage 2000. We thought it made sense to bring together groups that had 
been antagonists in the past to talk about how we could together make progress on their issue 
of the uninsured. j 

I 

Together, we held an all-day meeting here at the PresslClub last January in which each of 
these eight groups presented full plans for expanding health coverage to millions more . 
Americans.' These original plans can still be read on our website at www.rwjf.org. The meeting 
was constructive in tone, and we and the eight nationaligroups agreed that we should . 
continue to work together. As a result, we are holding seven regional meetings on the 
uninsured, across the country. . . ' i 
The first took place in Memphis last week and can be viewed as a webcast on 
www.kaisernet.ors, courtesy of the Kaiser Family Foundation. Through this Robert Wood 
Johnson Foundation-supported process, these former adversaries have developed highly 
productive relationships. Some have begun to see beYQnd their individu~1 proposals to seek 
common ground. Three of these very strange bedfellows have come together today to 
announce what they view as the first key steps towards' making certain that millions of 
Americans are covered. The Foundation does not endorse specific proposals of any kind, but 
it shares the same goal of extending coverage to millio~s of working Americans who have no 
health coverage. I 
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, 
The magnitude of this problem requires nothing less tha:n the kind of mature and, 
public-spirited effort that we are witnessing today. In fact, this is a time of deep division in 
America. It seems to many the solutions are elusive and that gridlock is a perpetual state of 
affairs. Yet what we see today at this event is that healt~ care interests at the opposite poles 
of the spectrum, groups that have and continue to have:fundamentally divergent views, can 
come together on this issue -- the issue of expanding coverage to the nation's uninsured. 

I 
You have in your press packet a copy of the HIAA Families USA proposal that will be 
presented today'and will appear in the January issue ofJHealth Affairs. 

, I, 

With that, please allow me to introduce Ron Pollack, executive director of Families USA, Chip 
Kahn, president of the Health Insurance Association of America, Rick Pollock, executive vice 
president of the American Hospital Association, and Bill,' Mcinturff, principle of Public Opinion 
Strategies. . , 

Thank you. Ron. 
Ii 
I

MR. RON POLLACK: Thank you. (Clears throat.) Excu~e me. 
I 

Thank you so much, Lew, and thank you in particular td the Robert Wood Johnson Foundation 
for having catalyzed this process. I want to thank Stuart Schear, who stands over here on my 
left. I saw Jack Ebebler, formally from the Foundation; and Steve Schroeder, who's not here 
today, president of the Foundation. The Foundation played an instrumental role in catalyzing 
the process leading to today's agreement. ' , 

Good morning. 

The coalition effort we announced today focuses on the greatest shortcoming and morally 
!east acceptable facet of America's health care system:!: 43 million Americans,without health 
Insurance. , 

Learning from the many past failures of health reform, i~ is clear that we must transcend 
partisan, ideological, and interest group boundaries to find common ground so that we move 
towards health coverage for every American. ; , 

I 

Now, as Lew said, in the past failed efforts on health re:form, everyone, 'from the special 
interest groups to the reformers, from the conserVatives to the liberals; each of them clung , 
tenaciously to their first-choice policy prescription for reform. And if they believed that their first 
choice would not prevail, they either walked away from/the table or they opposed what was left 
on the table. In effect, as Lew said, their second favore,d choice was the status quo. And not 
surprisingly that's what we ended up with: the status qllo, and many more and more people 
became uninsured. ' I 

We are here to say that political gridlock should no lon~er be a~ option in dealing with 
America's uninsurance epidemic. Now, when we started our work on this, there were five 
guidelines; five assumptions that, in effect, helped us r~ach an agreement. Let me quickly 
describe them for you. 

First, we assumed that providing health coverage to eVr'eryone will occur, neither through small 
increments nor through one comprehensive package. , 

I " 

This is going to be a step-by-step approach, and we b~lieve that the first step must achieve 
significant expansion. ' i ' , 
Number two, the proposal cannot take away or appearl to take away health coverage 'from 
people who have it today. That's a political non-starter! We feel you can't threaten the form, 
scope or quality of coverage that most Americans hav~ today. , 

J 
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Third, and as a corollary of our second assumption, the 'proposal should build on health care 
structures that work for many millions of insured Americans. In the private sector, that means 
building off of our employment-based coverage, which today serves more than nine out of 10 
people who get their coverage in the private sector. In tt;,e public sector, that means working . 
off of the Medicaid program that today serves 41 million: low-income Americans, and the new 
Children's Health Insurance Program, which already enrolls 2.5 million children. 

i 

Fourth, the proposal must use public resources in a way that maximizes new health coverage. 
And what we mean by that is it is not limitless as to what Congress and the political process 
will make available for expanded coverage, and therefore, we must get as big a bang for the 
buck in terms of expanded coverage for the uninsured. I 

And lastly, the first-step proposal should focus on low-w.age workers, their families and other 
low-income populations. They are the group that is least capable of obtaining health coverage 
on their own, and we believe it will be easier to achieve a consensus flbout this group than any 

. other. . 

Now let me just say one word about the agreement. This agreement is a policy framework, not 
a set of legislative specifications. It articulates a clear vision and it will enable incoming 
coalition partners to help develop the legislative details. lit is a balanced public and 
private-sector approach, and it focuses on people with incomes below 200 percent of the 
federal poverty level. And in other words, $28,300 of annual income for a family of three. 

. . I 

There are three parts to this proposal. Number one, Me~icaid should be expanded to all 
people under 65 years of age with incomes below 133 percent of the federal poverty level. 
Again, the definition of 133 percent of the federal poverty level today is $18,820 for a family of 
three. To help facilitate this, we urge that there be an edhanced federal match well above the 
funding formula that the federal government provides to' the states in the regular Medicaid 
program. I . 

I 

Number two, states should be given the position to esta,blish a Medicaid or a CHIP-type 
coverage for non-aged adults. between 133 and 200 pe~cent of the federal poverty level. 

In effect, coverage should be.provided to adults as we ~re attempting to provide coverage 
today for children. Again, there should be an enhanced federal match and significant outreach 
should be undertaken, so that newly eligible people actilially receive the coverage that they 

. would be eligible for. In effect, we're eliminating all of the categories -- children, parents, 
.non-parental adults -- and we're saying, "If you're low-income and you can't afford coverage, 
you will get it." ! 

I 
i 

And lastly, a non-refundable tax credit would be provid~d to businesses to encourage them to 
make employment-based coverage affordable for their low-income workers, so that, for . 
example, a business that provides 70 percent of the pr~mium'for all its workers, to the extent it 
provided special assistance to its low-wage workers to help cover the remaining 30 percent, 
they would get a dollar-for- dollar tax credit. . 

I . ., 

In sum, today we send a clear message, and that message is as follows: 


I 

Political gridlock should no longer be an option in dealin!g with America's uninsurance 

epidemic. We must transcend partisan, ideological, andiinterest-group boundaries so that 

common ground is found, so that we move towards hea,lth coverage for everyone. 


Thank you. And now it's my pleasure to introduce perhaps the strangest bedfellow that I've 
been working with -- in fact, somebody said, "How did he get in the same bedroom, let alone" 
-- (laughter) -- my friend Chip Kahn.' . [ .' 
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, 

MR. KAHN: Well,thanks, Ron, and good morning to everyone. 


" I 
How many people a year ago thought that by Thanksgiving we'd be without a new president 
and that HIAA and Families USA would ever get together on anything? ' 

The credit for getting us together goes to the Robert WdOd Johnson Foundation, and 
particularly the leadership of Steve Schroeder, the foundation's president. I want to thank Lew 
Sandy for representing RWJ here today and for expressing so eloquently the foundation's 
unwavering commitment to bring together groups"and i~dividuals of different backgrounds and 
persuasions to solve the health-care coverage problem that's suffered by so many millions of 
Americans. . . 1 

I 
HIAA, Families USA, and the American Hospital Assoc,iation believe that the framework that 
we are releasing today offers a constructive option for expanding coverage, because it builds 
upon what works. It would expand coverage without disrupting the existing coverage of the 
vast majorities of Americans, which, Ron has pointed out, has beenthe downfall of major 
efforts to expand coverage over the years. ! 

I . 
As many of you recall, about a year ago, the foundation:brought Ron and I together to 
announce our intention to start a process to find commdn ground on expanding coverage for 
America's uninsured. During .the past year, during all th~ partisanship that took place in 
Washington, skeptics probably thought that the search for common ground by HIAA and .. 
Families USA would not hold. I am sure they"thought th'at the process we envisioned to bring 
ourselves and other groups together was a pipe dream.! 

Today, we begin to prove "the skeptics wrong. TheprocJss has begun. 
. ! 

I 

That's why I am so pleased to stand before you today with Ron and Rick Pollack to say that 
we have agreed upon a common set of assumptions and a policy framework. We believe we 
can use this framework as a starting point to reduce theirolls of the uninsured. HIAA's board 
accepted these assumptions and approved this framework. And most importantly, the board I 
represent expressed its commitment to working with Families USA, AHA and other groups of 
varying point of view to build a coalition that sets as its priority to make it a national priority to 
get low-income Americans who lack insurance the coverage they so desperately need. 

As you can imagine, the framework we are supporting today is not HIAA's first choice. Over a 
year ago, HIAA announced a broader initiative, Insure USA. That initiative relies more on 
private coverage to reduce the ranks of the uninsured. We feel as strongly about Insure USA 
today as ever, but today, in the name of achieving meahingful progress, we are joining with 
other groups to endorse an additional choice. Today, our board and membership are saying 
that they are willing to accept an option other than their preferred option. In other words, the 
initiative we endorse today represents a second choice,'if you will; something that we can live 
with, in order to bring groups together to actually get so~ething done. 

. i 
As Ron points out, the proposal we are unveiling today has three parts. The first part, it would 
provide Medicaid coverage for Americans who are the least able to afford health coverage -
adults under 65 with incomes of less than 133 percent qf poverty. However, it would not 
preclude any coverage that states have or may enact that,increases that standard. That's an 
important point. This is a floor ·for the states, not a ceiling.: .

I . 

Second, our framework would enable states to provideeoverage for working low-income 
Americans who currently cannot qualify for Medicaid. THis would affect those Americans who 
fall between 133 and 200 percent of poverty. 1 

The third portion would allow a non-refund~ble tax credit for employers who provide funds to 
help pay the employee's share of premium costs for lowfincome employees. Right now, 
employers, on average, pay about 75 percent of premiums, and employees pay the rest. We ,I . 
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I 
know that almost a quarter of workers offered insurance, with incomes below 200 percent of 
poverty, are un.insured and turn th~t insurance.down. T~ey t~rn it down prirT)arily bec~lUse they 
can't afford their share of the premium. Extending a tax Icredlt to employers IS a practical way 
to increase employee participation in employer groups. I 

Our framework recognizes the strength and vitality of th~ employment-based coverage system 
we have today. It is the employer's role in coverage that has resulted in the first reduction in 
the numbers of uninsured in more than 20 years. The take-aways of this framework is that it 
expands coverage by building upon what works -- the public programs and the employer 
coverage that work today. Most importantly, it does so without disrupting the coverage that 
already isin place and that works well for the vast majority of Americans, which, as Ron points 
out, has been the major stumbling block'in blocking progress in the past to helping the 
uninsured. " I 

I ' 
Earlier I mentioned how some skeptics doubted whether the strange bedfellows would stick 
together, but we have. Skeptics no"doubt will 'say our prbspects for action are slim, due to a 
divided Congress and the possibility of a weak presidency. I believe, however, that the pundits 
can be proven wrong and that the possibility exists for action. The process we begin today I 
hope will help open the door to opportunity. I believe that the opportunity is enhanced because 
the public cares so much about this issue: I don't want t9 scoop Bill Mcinturff of Public Opinion" 
Strategies, but Bill will show us polling that reflects a strong public backing for efforts to 
expand help to the uninsured. " " "I " ." 

" , 
Many have said that expanding health coverage is som~thing we must do. Today, looking at 
three different stakeholders who have found common ground, I truly believe that expanding 
health coverage is something that we can do. I know that I speak for Ron and Rick in saying 
that our three groups are ready to contribute to the "cad do" by the new Congress and the new 
president. " i " , " 

Thanks for coming. I look forward to your questions. An~ now let me pass the podium on to 
my fellow strange bedfellow, Rick Pollack. "' " 

MR. RICHARD POLLACK: I was comfortable about all this except when we got to all these 
bedfellow analogies here. (Laughter.) ; " " 

! 
I 

Thank you all very much for being here. We very much appreciate the leadership of the Robert 
Wood Johnson Foundation, and we certainly look forward to the insights of Bill Mcinturff. 

I'm not going to repeat all of the details that have been butlined by Ron and Chip, but I think 
it's important to note that part of today's story is that while everybody says that no one in 
Washington can agree, today we are here and happy tq prove them wrong. 

I 

The American Hospital Association is pleased to join with Families USA and the Health . 
Insurance Association of America in efforts to keep expanding health care coverage as a top 
national priority. As a caregiver organization working on the front lines in providing services, 
we strongly believe that every American deserves acce~s to basic health care services, " 
services that are provided with the right care atthe right time and in the right setting. With the 
steps that have been outlined here today, we can lay a strong foundation which we can then 
build upon to ensure coverage for all. . 

Now obviously, hospitals have a unique perspective. That's because, whether it is federal law 
or our mission to serve communities and people, we are America's health safety net, working 
24 hours a day, seven days a week, 365 days a year to' bring life, to sustain life and to save 
life, whether it be in the delivery room, the operating roqm, or the emergency room. And on 
this day alone, the emergency rooms of our nation's hospitals will serve 271,000 people, 
whether they have an insurance card or not. ": I " 

. I" 
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That's 99 million visits a year. I 
I 

And while America's hospitals care for people day in and day out who are both insured and 
uninsured, we see first-hand that the absence of covera'ge is a Significant barrier to care, 
reducing the likelihood that people will get preventative,ldiagnostic, and chronic-care services 
at the right time and in the right place. And at a time when America is enjoying a strong 
economy and big surpluses, we can and we must do better. ' 

! 
Forty-three million people living in America today go without health insurance and the access 
to timely health care services it secures. The proposal y'ou've just heard described represents 
a first step towards meeting the human needs of millions of people. And the proposal you just 
heard described also represents a first step in building that much-needed consensus to 
continue addressing the needs of the uninsured. I 

, 

The plan begins with health coverage for low-income wq,rkers and their families; those that 
have the least access to affordable coverage. It builds dn the success of Medicaid and state 
CHIP programS, with further expansions to higher"'inco~e groups. And it combines tax code 
incentives to help employers make health coverage more affordable to their low-income wage 
earners. . 

I 
The proposal is not only concrete, but it's politically realistic. It recognizes our pluralistic health 
care system and builds on its strengths. We believe it serves as common ground on which to 
forge consensus to move toward making sure that eve'1 American has health care coverage. 

I 

I now want to turn the program over to Bill Mcinturff to share some polling information in this 
regard.' !I ' 
Bill. , 

MR. MCINTURFF: Thank you; Bill Mcinturff with Public Opinion Strategies. We've had the 
opportunity to work with CHIP and HA for a decade on t)ealth care for a decade on health care 
research. And let me talk a little bit about what we did; it's in the press package. This is very 
current data. I ' 

We were in the field last Sunday through Tuesday, so t~iS is material after the election, where 
we were trying to asses people's interest in the health due issue and talk about these three 
proposals, and kind of asses people's interest in'this legislation because, look, another aspect 
of this, in terms of developing congressional support, is ;our capacity to communicate to 
members of Congress in the U.S. Senate, that the publi~ supports and is interested in these 
ideas. And I think that you'll find that there is substantial support 'for each of these three items 
individually, and more importantly, there is substantial support when these are combined as a 
package. ' 

Here's how we tested them: We talked to 800 adults, as we said, last Sunday through 
Tuesday, and then we described each one briefly to ea~h respondent, asking them if they 
favored or opposed each individual element of this prop;osal. And the first one is having 
Medicaid, which we, again, described so that people knew that we were talking about the 
government program for the very poorest Americans to pover more low wage workers and 
their families who -- that have no coverage. And what Y0u're going to see across all of these is 
substantial support, with 46 percent strongly favoring; 82 percent overall favor. Another aspect 
of this proposal is to have additional federal.funding to encourage states to cover more ' 
working adults who are still are not covered but make tqo much to earn Medicaid. And now 
we're at 48 percent favor, 83 (percent) total favor. I 

A couple things I'd like to do to put those numbers in pe'rspective. We do a lot of work in a 
favor/oppose scale. We do, as you know, a lot of work in partisan politics. Anything above a 35 
to 40 percent "strongly favor" is a very, very SUbstantial number. So the fact that we're getting 

, I 

I 
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, . 'j 
numbers in the mid-40s and higher, as you describe expanding Medicaid and start working 
around these government programs, is significant suppprt. . 

". '.' 1 " 
Now the third part of this is to have a tax credit for emplbyers, so the employers can offer and 
pay additionally for the unpaid portion ofthe premium tMat is the responsibility of these 
low-wage workers; And now you'reat 56 percent said "rtrongly favor," 86 (percent) total. 

And again,what o~r~xperience has been, any time yoJ deal with additional help for 
employers, most privately insured Americans get coverage through the ,employer, and this is ' 
something they're very, very comfortable with. And alth0ugh this number is a little bit higher, it 
d,?es not -- and it does not kind of all contradict the ve~ broad support for all three elements of 
thiS proposal. " ." , ' I . . 

And then what we did in the questionnaire is, they'd he~rd each one in detail, and then what 
we said is, "Look, these are actually linked together intd one overall package." And we 
reminded them of those three elements of the package land said, "If we combined those three 
elements, what do you think? Would you tell your member of Congress to favor/oppose this 
overall packagE??" And you get incredible levels of suppprt, with 85 percent saying that their 
member of Congress should support this; with, ,again 55 percent saying they would strongly 
favor it.· I 

Now for those of you who we've known, talked to you fo!r a long ti~e, 'you know one of my . 
points about survey research is that you also have introauce some element of trade-off or 

. ~~~~~hfr~~~S is not always that easy. There are kind oflconseque".ce~ for where this mon~y 

At this point in the questionnaire, we've just said, in gen;eral, these are (sic) the conceptual 
framework; do you favor/oppose? So we did one more·thing to get a little bit tougher, and.what 
we told ,them is: 'I . 
Guess what? This costs real money. Infact, it's not thatlcheap. It costs $250 billion over a 
projected decade, which is about -- which is a'iittle. more than about 15 percent of a $2 trillion 
non- Social Security surplus. And so, in other words, we've introduced the concept that there 
is a trade-off now; this has -- costs billions of dollars ov~r a decade, and that we'd be using 

. thismuch of th~ surplus to support the~e pro~osals. I '. .. 
And then we said, "Now -- now what would you tell youn member of Congress to do?" And 
again, importantly, in terms of using that much of the su'rplus, there's essentially no change in 
support. Support drqps modestly, to 80 percent, with 53 percent "strongly favor." But 

1
essentially; there is very little resistance for using the surplus for this purpose. 

And then we did something that I have never do~e befo~e in a decade of health'-care research, 
,and that is, we gave people a price tag that is the highekt price tag I've used in a decade of 

research, where our friends -- and HIAA, of course, has! got actuarials -- so they said, "Okay, 

there's 125 million tax-paying units. It's $250 billion. .It's $200 an average taxpayer." 
. " I 
And so we said to those folks: Okay, now let's presumelthere was no surplus at all, the surplus 
did not exist, and instead you and the average taxpaye~ had to pay $200 a year to fund these, 
three proposals; would you still tell them t~ do this? .. 1 ". .,' 

Now, by the way, that's not what we're dOIng -- that's nolf how we're gOing to be talking about 
this on the Hill. But as a survey researcher, what I said was, look, I want to see how much 
people really, really want to do this, so let's start with the overall concept, let's use the surplus, 
and then let's whack them with $200 a year to see whatf really happens. ' ' 

, I, ' . 
And again, significantly, does support chal}ge? Sure, it does. But what we drop to is 55 percent 
still saying they favor this proposal. And then-- I've gone on to the next slide in my enthusiasm , ',I . ' 

I 
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I 
-- it's 55 percent with 42 percent, and then you still have a one-to- one strong favor, strong, 
oppose. This, is, again, the highest dollar figure I've eve~ tested, and you still receive significant 
majorities of the country saying they still want somethin§ done, which, by the way, measures 
and taps into the level of concern and interest people have in terms of helping the uninsured. 

, , 
And again, that concern goes across all income groups.! And across all income groups, where 
kind of divided folks into three categories -- under $40,0;00; $40,000-$60,000 in household 
income; over $60,000 -- what you see is, even with the lowest-income households, but across 
all income groups in America, people say that they would be willing to pay more in taxes to 
make sure that we can cover more working families and children and adults who are falling 
between the cracks and today have no coverage. " i . 

I 
I 

And again, our perspective, and the perspective we will ibe bringing as we work with these 
three groups and as we work with our members on the Hill and on the other side of the aisle, 
is to again remind people that, as we've described, we ~ave this unique opportunity in terms of 
both federal and state surpluses, and that this is a priority people would like to see addressed. 

I 

And with that, sir, we'll turn it over. And we look forward!to your questions. Thank you. 

DR. SANDY: We want to thank Ron, Chip, Rick, Bill. Let's open it up for questions. 

'. 1· 


Yes? 

. ' ! 

Q I have a question for Ron. Doesn't this put -- (off mike) -- directly in competition, then, with 
another big -- (off mike) -- the Medicare prescription drug benefits? And what would be the 
implication of that? And how do you rank them in terms jof priority? 

MR. RON POLLACK: Well, there's no question that there are a lot of issues that are 
competing for priority attention. Our view is that this is tlhe most serious problem with 
America's health care system today. It is the morally leE\st tenable facet of America's health 
care system. And so it's our hope that this receives top priority attention. There's no question 
that there are other, very important health care issues that are competing for attention, but this 
is really the mother lode issue. And it is our hope that t~is issue gets addressed right at the 
outset. I 

IDR. SANDY: Yes?' , I 
Q Another question for Ron Pollack. Mr. Kahn mentioned what HIAA's first choice would have 
been but they gave up to go along with this proposal-- (off mike) -- insurance, but I wondered, 
the response on your side -- (off mike)? ' I 

, i 
MR. RON POLLACK: Well, I think that from our standpqint, we've never been enamored with 
tax credits as an approach to expanding coverage. Sim,ilarly, HIAA has focused more heavily 
on .private sector .solutions, rather than public programs/. . . I 

Our view was that you really need to achieve a balanci There needs to be something that, as 
Chip said, is a second-favorite choice; a second-favorite choice that works, that substantively 
will achieve Significant expansion of coverage and, most importantly, something that's 
politically feasible. I 

. . j . 

Let me make one comment, though, aboutthis issue a~out an ideal choice and what we all 
. ,prefer. You know, each of us in the past have supported our ideal solution. But from the 

perspective of 43 million Americans, a so-called "ideal solution" which cannot be en~cted 
simply does not deserve to be called ideal. And what we need to do is find something that is 
going to achieve meaningful progress and that's politically feasible, 'and it is my belief that this 
proposal is something that all major stakeholders in America's health care syst~m can 
ultimately rally around. And my hope is that other groups are going to say similarly, "This may 

I 
I 
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" , I ' .' ',.,. 
not be my top Cholice, but this is a very good choice." I .. 
And so we actually wahfto make a tremendous virtue o~t of second choices here. 

Q What other grol1ps have you contacted to see what t~eY'd be willing to support -- (off mike)? 

' I,'I... .' j ,. '. 

MR. KAHN: Well, there are other groups 'that are involved in the Robert Wood ,Johnson 
process that co-spbnsored the meeting last Janu~ry an~ the regional meetings. We are talking 
to them. And ther~: are other business groups and otheri provider groups and consumer groups· 
that we're talking to. , . ' I ',' 
I think I need to st.~lless that we view this as the beginning of a pro.cess.ln a sense, we're laying 
down a framework with a set of assumptions that we think will be of interest to many people 
that really helps us move the ball down the field. And sd, all of us areoptimistic that as we go 
talk to groups that:;we can interest them and that we'll be back here a month from now or -- or 
six weeks from no~ with others, standing here saying "Mfere are more people,',' and that we 
~~~g~~~~.~o to thel,Hiliwith an array of groups and say, ,(Let's talk about how we can make, 

Q There were sev~n groups originally, and I know man~ ofthemsaid, you know' -- (off mike)? 

MR. KAHN: We're: Italking to all those groups now,and I',m very optimistic about where we'll 
end up, but I guess 'I'd rather leave that for another day. , . . . 

1
Q (Inaudible) -- a~~one who can answer this. I unden;tand thatyou want to 9iV~ the uninsured 
coverage. In your lefforts, are there -- if there are any ett;orts -- to work with the health care 
providers and the irjnedical staff, and where our costs ar~ going up so high -- (offmike). What 
are the projects thiat you're doing with the other side? (~ff mike.) . 

DR. SANDY: Do ~bu want to comment on the provider p,erspective? I ..,' ' I ' 
MR. RICK POLLAbK: Well, we're certainly going to be working with other providers in terms of 
making sure that t,*ey're a part of this whole eff9rt. Y9u ~now, one of thecritical things that we 
have found in some of the research that's been undertaken here is that there are a lot of . 
workers, 10w-wag~learners, that have access to health ~nsurance'coverage that their 
employees (sic) offer, but they just can't afford to pay for it. One of the key proposals that's a , 
part ofthis plan isj,to provide employers with assistance 'to further subsidize an ability for them, 
to get the insuranc,e. ' J 

'. 11 .,' '. '.. I ' " . " 
So we would hopethatthat would be one of the ways to make it more affordable for a lot of 
folks.' I.. '" .'.' ,I " . '. 
Q What d ifferenc~ does, it make who is elected presidetfor the viability of this program? 

MR. RICK POLLA'CK: I'll make a quick comment on that one. You know, we're in a situation 
where both presid~nts-elect, or however want to refer to them -- both candidates -- (laughter) 
-- they were very ~Iear in saying that they wanted to move forward in making progress on this 
front. Both of theml publicly stated that surplus money o~ght to be dedicated to e~panding 
coverage to Americans. So I think we're in a pretty good situation in that both candidates have 

, already said we'~eilreadyand willing to ~ove ,in this direttion. . .', .' . ' 

Q I have a questl(~n for anybody. (Off mike) -"' a mandate to the states":- (off mike) -- how will 
you expect the governors to react to that? (Off mike) -- childless couples. Isn't that sometimes 

,a difficult political ~ale? " ."',, '," I ',,. .' , 
MR. RON POLLAffK: First, let metake the question wit~respect to Medicaid. Yes, it is a 

, , . "i 
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mandate. It would be applicable to all states. But there ~re two points that I want to make 
about this. First, m1any states are beginning to move,in the direction of expanding coverage, 
starting with parents, and so that this fits a framework tHat states are already have been' " 
experimenting witH, and some of the larger states, in pa1rticular, have already moved in this 
direction. ~.. ,·'·1 ' '. ' 

The seco~d point III want to make with the Medicaid ele~ent is that what we've called for in this 
proposal is that th~re would be enhanced federal fundin1g for this option. And for the states, 
that is perhapson'e of the most important thing. They ar¢ terribly concerned about unfunded 
mandates. And w~at we're trying to achieve here is tO'make sure the states have the 
wherewithal to do ~the job and do it properly, and to do if consistently with where the states are 
already moving. especially with respect to parental cov~rage. . 

Now, your second1lquestion relates to non~parents, if I 'well, childless couples or singles. 
And, you'know, ode of the things that we wrote about in: the article is that our differentiation of 
treatment of different groups, based on their family status, really is a vestige of the 16th 
century Elizabethah poor laws. Under the 16th century Elizabethan poor laws, you had to not 
just be poor, but y'6u had to fit some tiny category. I . 

I . j 
And ,that's what w~ did in the 1930s when we adopted' welfare laws; we did the same thing. 
You had to not just be a child, you had to be a dependent child. You had to be permanently 
and totally disable~. You had to be over 65 years of age, or you had to be blind. And when 
Medicaid was established in 1965, the pathway onto Medicaid was through receipt of welfare. 
So Medicaid reallyl has its an:ecedents in Elizabethan Pfor laws. . . 

One of the things that is historic about this proposal is t~at we're eliminating all of those 

categories. Wear~, in essence, saying if you're poor and you can't afford health care 

coverage, you're g:oing to receive health care coverage :under this proposal. And to be sure, 

the reason ,we've had categories is some groups are politically more popular than others; 

children may be the most popular, parents may be the second-most popular, and childless 

adults may be thir~ popular. But we think that those are:not.di~tin~tions upon ~hich policy 

should be grounded and, therefore, we want to end those distinctions and say If you can't 


, afford coverage, Y!9U will receive it. And that's what thes'e two provisions do; the Medicaid 
provision and the rHIP-type expansion. I 

. :I .' r 

Q What's the bre:kdown on the cost -- (off mike)? t' , , " . 

I\IIR. KAHN: We hJven't done a cost estimate, and partly because, as we have described, this 
is a policy framew'6rk, and to do a congressional budge~ office-type .estimate, you'd have to. 
have a lot more d~tails., But generally, I think, the rule of thumb is about "a million..:a billion." So 
you can pick, up a~out a million people for about a billiOj dollars. ' . '. '. .' 

But there are a lot 10f implications in the proposal as to now much takeup there would be in the 
states, how much!takeup there would be for employers. IAnd the Congressional Budget Office 
or some other estimator would have to make assumptions on that, based on the details of 
legislative langua~'e which we have not done, purposefully, because this is, as we've said, a 
beginning of a proCess and we want to bring other people in as we get into the details of it. 

Q So you're not sJYing what it would cost roughly to --; . . , . 

MR. KAHN: ThOS~, were numbers that we roughed out for purposes of th~ survey, but I 
wouldn't stand by :thosenumbers as the estimate. I think, without any question, we are talking 
about a significant magnitude of dollars. And I guess I'di rather leave it there, but Bill may want 
~-! I 
MR. MCINTURFF': Yeah, I just want to -- just from a su~ey perspective -- I just said, I 
understand that they were dealing with their constraints; in terms of it not having a specific 

I 
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proposal. I just sa'itl,1 need a number -- is it 100, is it200, is it 500, and roughly what percent 
does it represent?IAnd in my language, I used 250 out of 2 trillion, or about 15 percent; it's 
actually 12 and a :ialf percent. I kind of rounded up. 1. . 

So again, I just, frCilm a survey perspective, I just wanted to have a number that was close 
enough that you could, in order of magnitude, have surVey respondents have a way of 
assessing, you kribw, what kind ofmagnitude of the sur;plus we are using, and whether CHIP 
or the policy expe~s end up at, you know -- I don't want to be casual with billions -- but 50 
billion over, or 50 lbillio'n above that. I think from a survey perspective, we wrote it based on 
numbers and perc;ents that say that as long as it's in that range, we feel comfortable that 
people are reacting this comfortably from a surVey perspective. 

a Yes,. but 23 million people would benefit fr0m this? I 

MR. RON POLJCK: The 23 million figure is the portiO~ of the uninsured population whose 
income falls belo~ 200 percent of the federal pOVyrty I~vel. So potentially, 23.million people 
could be touchedlpy it. Butthat doesn't mean that they actually will get served. There -- as 
Chip indicated be~ore, there are assumptions about what the takeup rate is going to be and a 
variety of other matters: But over half of today's uninsu~ed have incomes below 200 percent of 
poverty. '1·· iI . i 

MR. RICK POLLA,CK: And also, regardless of what tl1e~e numbers may be, it's all against the 
backdrop of the tr;illion-dollar surplus; in fact seems to bl'e growing every time they do a new 
reestimate, . 

I , . 

a You mentioned that-- (off mike) -- with regard to a mandate, but when -- (offmike)-- you 
said that that Medicaid -- (off mike) -- option; that the states would have the option of 
expanding -- (off mike), . I 

. il I 
MR. RON POLLA:CK: No, I said option with respect to the second element of this. The first -0

'I I . 
a (Off ~ike) -- th~ first? . i . 
. Ii i· 

MR. RON POLLi1C K: The first below 133, that would br -- everybody would get that. 
, IIFor 133 to 200, that would be a stale option. : 

. ,I I 
a Okay. And ~he9s~condly, th,e tax credit, ~hat is the r:1esponse from business? I mean, is this 
enough of an II1Ce'ntlve for bUSiness -- (off mike)? I . . 

MR. KAHN: well':~e have gotten, in our discussions with business, avery positive response 
to the tax credit. I~ a sense,among the proposals that~rein the framework, this is a new 
starter. It's a new, poncept, but it still builds upon the existing system and existing employer 
relationships, where employers already have to do tax~s and it's just a question of them 
helping certain w1rkers a little more, and then if they d, it, they get a tax credit for it. 

a (Off mike) -- s~me indication of the ranking of the ex~ense that it would be -- (off mike)? 

MR. RICK pOLJICK: We don't know. We really don't ~ave good estimates yet. 
: I 


DR. SANDY: Well, if there are no other question$, thankyou all for coming. We thank the 

panel for both what they have presented and what their organizations have done. Thank you .. , 

END 
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: I . I 
: Today, two healtp advocacy groups that have long been at10dds 

! announced a joint plan to help bring insurance to the estiniated 43 

I million America~s who lack it. Leaders of the group say t~ey hope their . 

, plan will serve as a blueprint for the closely divided Congtess and 

~ whoever winds up as president. NPR's Julie Rovner reports. 

; I . . i 
i JULIE ROVNER reporting: I . 

, They call it the Jrange bedfellows plan(ph), and that's no : 
,I : 

. understatement. The Health Insurance Association of America, which 

I led the oppositio~ to President Clinton's health reform plalt in 1993, is 

: best known for tHe Harry and Louise commercials that featured a 

, couple puzzling qver the plan around a kitchen table. Families USA, by

! contrast, has beert a stalwart ally of virtually all of Presidebt Clinton's 

: health initiatives, Iand sponsored a national bus tour in support of the 

, failed 1993-'94 health reform effort. . . I 
. I . I 
I . , I 

: But seven years and three Congresses later, the problem o~the 

! uninsured remains largely unad4ressed, and the leaders of~e two 

! groups, along with the American Hospital Association, sax someone . 
. . 



-	 I 

I has to break the logjam. Chip Kahn is president of the Health Insurance 
.. fAI . 	 IASSOCIatIOn 0 menca. 	 'I 

Mr. CHIP KAJ (President, Health Insurance Associatio~ of A~erica):
The initiative wei endorsed today represents a second choi~e, if you ' 
will, something tJ:Iat we can live with in order to bring gro:ups together to 

I 	 actually get something done. i ' 

ROVNER: The Jroposal, which could cost as much as $ dso billion 
over 10 years, h~s three major parts. The first would expahd the 
existing Medicaid program that's mostly limited to low-in¢ome mothers 
and children, as -<.veil as some elderly and disabled people.' Under the 
plan, states would be required to provide Medicaid to all individuals with 

I 	 I 
incomes under about $ 11,000 a year. The second part of the proposal 
would give state~ the option to use Medicaid or the Childien's Health 
Insurance Progdm, to cover everyone with incomes up to: about $ , 
17,000. FamilieslUSA executive director Ron Pollack said those 
changes could reach more than half ofAmericans who cuhently lack 
health coverage.. 

, 

' I
I 

I 	 ,I 
Mr. RON POLLACK '(Executive Director, Families USA): In effect, 

i 	 we're eliminatin~ all of the categories--children, parents, *on-parental 

adults--and we'r~ saying, 'If you're low income and you c<;ill't afford " 

coverage, you will get it.' I 


I' 	 i,
ROVNER: The final element of the proposal would creat~ a new tax 

I credit for employers who help low-income workers pay tIleir share of 
! 	 health ins'uranceipremiums. Currently, employers who pr9vide 


coverage pay an laverage of three-quarters ~f t.hat cost, bu~ for some 

workers, says Kahn of the Insurance ASSOCIatIOn, that's st,lll not 


I 	 enough. 

I 
Mr..KAHN: We know that almost a quarter of workers offered insurance 
with incomes· below 200 percent ofpoverty1turn that insutance down. 

! 	 They turn it dovJn primarily because they can't afford their share of the 
I 	 premIUm. 

. I
i 
I 

I ROVNER: The ~roup's commissioned Republican pollst~r Bill McInturff 
to see how the public would react. His survey found broad support for, 
the proposal, ev6n ifit would use up 15 percent ofthe prcljected budget 

I 	 ' . 
surplus, or cost taxpayers $ 200 a year each. But as has been 

I demonstrated repeatedly with health issues over the last decade, it 

takes more than public support to actually get policy made. Julie 

Rovner, NPR News, Washington . 


. i ' (S' db" 'f I.)oun Ite 0 musIc 



I - ' 

, 
I 

~ LINDA WERTHEIMER (Host): This is NPR, National P~blic Radio. 
I .. ' i 

LANGUAGE: English .
I . 

Ii 

LOAD-DATE: November 21,2000 

I 
, I 

Search within these results: 

I 
, This will only search up to 1,000 documents, even if you~1 original search retrieved more. 

General News;fiilies USA I· 



I 
LEXIS®-NEXIS® http://www.nexisfom/research/sear ... 5=c2d8eb 16bbec4e3ce 191 c7o.o.do.f8c83o. 

, 
I 
I 
I 

j- The Associated PreSs 
"j 

. View Related Topics 
. I 

The materials in the AP file were compiled by The Assobiated Press. These materials may not 
be republished without the express written consent of The Associated Press. 


. ,j" 

November 20,2000, Monday, BC cycle 


I 

SECTION: Washington Dateline 

. I 


LENGTH: 727 wores . . . ,1' 

HEADLINE: InsurJnce, consumer, hospital interests join on health plan 
. I j 

BYLINE: By JANErLECARTER, Associated p~ess Wri~er 

DATELINE: WASHINGTON 

~~~:~rs after prJident Clinton's failed a~empt to provide heaUh insurance to all Americans, 
groups that battled Irelentlessly over the issue proposed!a program Monday to cover millions of 
the nation's uninsured.,

I' , , 
'I' 

. 
"Political gridlock should no longer be an option in deali~g with America's uninsured epidemic," 
said Ron Pollack, executive director of Families USA, a' liberal consumer group that backed 
Clinton's plan. I .: 
His nemesis back then, the Health Insurance Associatioh of America with its "Harry and 
Louise ads," agrees. It helped draft the joint plan, whichlrelies on a combination of expanding 
Medicaid and othe~ government programs for the poor a:nd new tax incentives to encourage 
businesses to buy private insurance for their low-wage workers. 

"In the past, everybroup interested in extending covera4e to the uninsured held outfor their 
favorite approach. f's a result, nothing was 'accomplished," said Chip Kahn, president of the 
association,' which represents large insurance companies. 

Once opposite pOIJs on the issue, the two groups plus t~e American Hospital Association 
were unveiling a prbposal they say could provide coverage to more than half of the 43 million 
Americans. who now don't have any health insurance. I ' 
The proposal esse~tiallY targets an estimated 23 million Ipeople in low-wage families that fall 
below 200 percent of the federal poverty level - or about, $28,300 for a family' of three. Those 
are people less Iik~ly to be offered h~alth coverage on t~e job and, even when they are, they 
often can't afford the employee premium match. ',i . 
Under the plan, lVIe~icaid - the government's health care: program for the poor - would be 
expanded to cover iparents and single adults who often are ineligible for coverage. For 
instance, in two-thi~ds of the states, a parent who works ifull time at $5.15 an hour is 
considered ineligible for Medicaid due to high income. And in most states, childless adults are 
ineligible for Medicaid unless they are disabled. ,I 

"We've got essentiJIlY three different classes of peoPI~. kids are treated the best, parents 
considerably poorer and childless adults get virtually nothing," said Pollack. "This proposal 
"gets rid of categories." ! 

The plan also woul1 give states the option of providing cbverage for parents an'd childless
I . 
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-adults through programs like the State Children's Health Insurance Program, which was 
created in 1997 fOril' children whose families earn too mu'ch to quality for traditional Medicaid. 

! ' 
In a nod to an idea long-backed by the health insuranc~industry, the plan proposes a 
non-refundable ta~ credit aimed,at low-income workers ~ho now reject employe,r-sponsored 
coverage becauselthey can't afford the employee premium match. A business that now pays 
70 percent of the wemiums for employees would receive a tax credit to pay all or part of the 
remaining premiu1 for its low-income workers. ') r ' 

The groups offered no cost estimate of their proposal, b'ut it's sure to be in the billions of 

dollars annually. T~ey described the plan as a framewotk that they hope will include other 

stakeholders, as legislation is developed. \' 


Capitol HiIIlawmaJers were expected to get the proPos~1 Monday. Leaders of Families USA 
and the health ins~rance group outlined the proposal in :an article to be published in the ' 
January-February issue of Health Affairs. I , 

, I I ' 

The compromise is a drastic change from the bitter battl~s waged by two of the most visible 
foes' in the health dare debate. I 

The Health Insura~ce Association of America, which ha~ pushed to preserve the current 
system of employe'r-based coverage, spent $17 million in 1994 to run the now-famous "Harry 
and Louise" ads. Ii' 
The fictional couple in those ads worried that Clinton's proposal would turn health care 
decisions over to gbvernment bureacrats, limit the choice of doctors and lead to the rationing 
of care. 1 :. 

On the other side, Families USA strongly supported Clinton's health plan and has lobbied for 
new patient protec1ions, include the right to sue insurante companies over claim denials. 

"People often say that no one in Washington can agreet said Rick Pollack, executive vice 

president of the American Hospital Association and no r~lation to the Families USA official. 

"Today we're happy to prove them wrong." ' 


On the Net: http://vvww.familiesusa.org, http://www.hiaa.prg, http://www.aha.org 

I ' 


LANGUAGE: ENGLISH : 


LOAD-DATE: Nov~mber 21, 2000 

, I, 

I I Search II 
This will only search up to 1,000 documents, even if. your original search retrieved m'ore. 

I I
General News;families USA I 

I 

AboJt LEXIS-NEXIS I Terms and Conditions I Priv~cy Policy I Support Identifier 

Copyright © 2000 LEXIS-NEXIS, a division of Reed EI,sevier Inc. All rights reserved. 


I 

11/21/20009:39 AM20f3 

http:http://www.aha.org
http://www.hiaa.prg
http:http://vvww.familiesusa.org
http://www


I 

-:ys~ G~~ ~ 
I 

I 
AGREEMENT: TOWARDS BIDLDING A CONSENSUS FOR EXPANDING 


HEALTH COVERAGE TO THE UNINSURED 

I; 

Introduction: Almost 43 million Americans are without health insurance today, I 	 ., 

approximately one out of every six people in the U.S. This number remains high despite a 
thriving economy - with unemploym~rit and inflation down; and individual and business 
incomes up. Once a slowdown iQ.evjtably occurs in the longest peacetime economic 
expansion in U.S. history, today'sunacceptably high levels of uninsured Americans will 
surely grow. Our nation~suninsurance epidemic·deserves to be at the top of the 

. policymaking agenda: " 

Families USA and the Health Insurance Association of America (HIAA) have 
agreed to work together to ensure that significant expansions of health coverage are 
enacted in the next Congress. We recognize, however, that most past efforts to expand 
coverage resulted in failure. In those failed efforts, one or more of the large health 
interest groups strongly opposed legislation' and spent significant amounts of political and 
financial capital to rouse the public and mobilize members of Congress against change. 
Similarly, the pro-reform groups often over-reached and were unwilling to compromise, 
also contributing to defeat. 

In effect, all the players in health reform.~ from the ideological right to the left, 

from the special interests to the reformers -::7'came to'thepolitical process with strong 
.. . 
convictions in support of their first-choice proposal. For each ofthese groups, their 
second fav~rite.choice was the stC:ltusquo. And; indeed, the ultimate result of these effOI1~ 
was the status quo, with more apd moreAmericans losing health coverage. i " 

It is critical, therefore, that common ground be sought for a meaningful hea'tth 
coverage expansion proposal that can attract key stakeholders across ideological, 
political, and interest group boundaries. Although most stakeholders currently have their 
own favorite approaches to expanding coverage, our combined efforts are designed to 
promote a second 'favorite choice that becomes the basis for common ground and 
coalesced action. 

The Assumptions That Guided Our Agreement: In the formulation of our 

agreement, five assumptions served as guidelines. Those guidelines are as follows: 


1. 	 Providing health coverage for everyone will· occur neither through tiny 
increments nor throiigh one comprehensive package. Instead, progress will De.J 
made step by step. We are convinced that the first of these' steps must achieve 
significant expansion of coverage. 

2. 	 The proposal cannot take away, or appear to take away, health coverage from 
people who have it today. Any proposal that changes the form of people's health 
coverage, or that appears to diminish the scope and quality of that covera!¥" or 
that threatens to r~~ult in increased costs for that coverage, is likely to ~lt in 
unbeatable oppOSItion. . 



·" 	 .. 

3. 	 As a corollary ofthe second guideline, the proposal should build on the health 
coverage structures that work for many miliions ofinsured people. Using existing 
structures, public and private, will allow for quicker and more effective 
implementation, and it will avoid the creation of new bureaucracies and further 
fragmentation of the health system. Additionally, building on systems that 
currently work has a much better chance ofgaining support from the public, 
policymakers, and interest groups. In the private sector, this means building on 
employment-based health coverage; in the public sector, this means building on 
Medicaid and the State Children's Health Insurance Program (S-CHIP). 

. ,. 
4. 	 The proposal should use public resources in a way that ma~imizes new health 

coverage. Since there are many competing demands for goveniment resources 
including those ofother health care matters (like Medicare and prescription drugs) 
- it is unlikely that sufficient funds will be made available in the near term to 
cover all of the uninsured. Therefore, a first-step proposal should make the best 
use of available resources to maximize coverage of the uninsured. 

5. 	 The proposal should focus on low-wage workers, their families, and other low
income populations that are least capable ofobtaining heal~h coverage on their 
own. Focusing first on low-wage wor.kers andothef'low-income populations not 
only makes good policy sense, it m*es political sense as well. Even though this 
group has relatively little political clout, we believe it will be much easier to 
achieve a consensus on its behalf thar! for other segments of the uninsured. 

The Importance of Focusing on Low-Wage Worke~: Although more than 9 out of 
10 privately insured Americans receive health coverage at the workplace, low-wage 
workers have more difficulty obtaining such coverage. Only 43 percent of those earning 
$7 an hour or less .are offered employment-based coverage, compared to 93 percent of 
U.S. workers who earn more than $15 an hour. Even when coverage is offered, it is often 
too expensive for low-wage workers to purchase - both because low:,wage workers have 
less discretionary income to spend on irisurance premiums and because premiums, on 
average, are considerably more expensive for workers in low-wage firms than t4ey are 
for workers in high-wage firms. 

Similarly, public sector coverage for low-wage families (i.e. Medicaid and S-CHIP) 
leaves many uninsured. In effect, these programs divide low-income populations into 
three groups children, the parents of children, and childless adults and treat these 
groups very differently. This categorization and differential treatmentoflow-income 
populations is an unfortunate vestige of the 16th century Elizabethan Poor Laws that 
formed the basis of our nation's welfare system and, starting in 1965, the Medicaid 
program as well. 

Children in most states are eligible for public sector coverage if they live in families 
with incomes below 200 percent of the federal poverty level ($28,300 in annual income 
for a family of three). Parents receive considerably less protection: in almost two-thirds· 

2 




.. ,. 11-, 

(32) of the states, a parent working at the minimum wage ($5.15 per hour) is considered 
to have "too much income" to qualify for Medicaid if that parent works full time. As a 

. result, parents leaving welfare for work often lose their Medicaid coverage even though 

they usually wind up in entry-level jobs that provide no health. coverage. Single adults or 

childless couples, no matter how poor, are excluded from Medicaid coverage in the vast 

majority of states, unless they 'are disabled. As a result, there are many millions of low

wage working people and families who have no access to employment-based health 

coverage - or can't afford such coverage - who remain ineligible for Medicaid. 


Our Proposal: Our proposal was desi~ed as a policy framework, not a set of 
legislative specifications. We opted for this approach fo'f two reasons. First, we wanted to 
articulate a clear vision for action. Second, we deemed "it important as part of the initial 
cpnsensus-building process to start out with a framework that would later involve 
additional stakeholders in the development of legislation. The policy framework focuses 
on the'low-wage working popUlation' with incomes below 200 percent of the federal 
poverty level- over half of America's uninsured. The proposal has three parts. 

First, the proposal would require an expansion of Medicaid for·all people with annual' . 
incomes below 133 percent of the federal poverty level (approximately $18,820 for a 
family ofthree). Eligibility for such coverage would be based exclusively on income, no 
longer on membership in one of several prescribed categories (such as children or 
parents). To ensure that states have the financial resources to implement this expansion, 
enhanced federal matching funds would be provided well in excess of the current 
Medicaid funding fonnula'. Tothe extent that funds are limited, this part of our proposal 
would be phased in first. . . 

Second, we propo'se that states be giveti the option of establishing Medicaid or S
CHIP-type coverage for adults with incomes between 133 and 200 percent ofthe federal 
poverty level. For states that choose this optIon, coverage would be based on income, not 
parental status. Like the Medicaid proposal for lower-income people, significantly 
. enhanced federal matching funds would be made available .. The two public program 

expansions would be developed to ensure optimal enrollment of those newly eligible for 

coverage - using; for example, mail-in application processes; fiscal carrots for states to 

meet enrollment targets; "presumptive eligibility" systems; out-stationing of state 

certification officials; one-year certification periods; and elimination of resource 

eligibility standards. . ' 


Third, we propose a non-refundable tax credit for busin<:rsses to encourage them to 
. make employment-based coverage affordable for their low-income workers. This tax 

et;edit should be established in tandem with the implementation of public program 
expansions for people with incomes between 133 and 200 percent of the federal poverty 
level. The credit would be available to those employers who pay a larger share of the 
premium (than what is offered to other workers in the company) for those workers whose 
family incomes fall between 133 and 200 percent of the federal po~erty level. For 

. example, if a business currently pays 70 percent of the premiums for all workers in the 
company and decides to pay all' or part ofth~ remaining premium for its low-income 
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w,?rkers, that business would receive a tax credit for that additional amount. The 
,employer tax credit would be available only to companies that make contributions to their 
health plans commensurate with the contribution levels of other similarly situated 
employers. To ensure that this facet of our proposal strengthens existing coverage, the 
legislation would seek to secure, and not weaken, current employer coverage and ' 
contributions that workers receive through their jobs. 

, . 
The Logic of This Proposal: This proposal is neither Families USA's nor HIAA's 

ideal plan. For Families USA, health coverage expansion proposals based on tax • i 

incentives have never been a favored option. Indeed, Families USA would not have 
agreed to even the tax credit approach in this plan without its linkage to the Medicaid and ' 
S-CHIP-type expansions. Similarly, HIAA's original "InsureUSA" plan envisaged a 
larger private sector approach and a much more modest Medicaid and S-CHIP-type 
expansion. Hence, this proposal is not ideal from either of our perspectives. . 

We expect that it will not be considered ideal by other major health care organizations 
as well. However, from the perspective of 43 million uninsured people, any so-called 
"jdeal" plan that can't get enacted is an illusionary ideaL It is no solution at all. 

The proposal presents a good second choice to oui two organizations and, we 
believe, it will to others as welL It has the potential for increasing health coverage for a 
very significant portion of those people who 'are uninsured, today. It achieves a rea~onable 
balance between public sector and private sector approaches. It focuses priority attention 
to the people most in need of assistance. It bllilds on systems that work today and, 
therefore, does not create new bureaucracies or cause further fragmentation of our health' 
care system. It eliminates the cumbersome and unfair poverty categorizations that are 
vestiges ofthe Elizabethan Poor Laws in a way that is consistent with experimentation 
undertaken by a number of states. It is designed to eliminate work disincentives by 
providing new health coverage oPPQrtunities to support low-income workers and people 
moving from welfare to jobs. And it does all this without trespassing on the interests of 
key stakeholders in the health care system. ' 

To be sure, this proposal like any other that would result in a major increase iIi 
health coverage for lower-income families .will require a significant public investment. 
Although no reliable cost estimate can be made until detailed legislation is developed, it 
is obvious that this proposal will be expensive. But - with the economy in good ' 
condition, the federal budget in surplus, and state budgets in good shape as well - there 
has never been a better time to take on such an investment. 

We believe that this proposal, and the broad coalition-building effort to which we are 
committed, constitutes our best - perhaps our only near-term chance to expand health. 
coverage for many millions of uninsured Americans. Certainly if our two organizations 
can find common ground for this noteworthy objective, it augurs well for manY8ther 
groups to do likewise. Through a common effort, we have a real chance to proceed down 
the road toward health coverage for all Americans.' . 
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Uninsured, Unemployed Workers and their Families: 
The Problemand,Pblicy Options 

Overview 

Families who lose health insurance while they are between jobs are a small but 

important group of uninsured Americans. These families pay fot health insurance for 

m~st of their lives, but go·through brief periods without coverage when they are· 
 I 

temporarily unemployed. If they experience a catastrophic illness during this transition'i 
the benefit of their years' worth of premium payments is lost. They have to cover their 
he:alth care costs alone at a time when they no longer have a major source of income. 
Worse, for families with an ill child or a worker with a chronic condition, the loss of 
he'alth insurance while between jobs can make it financially impossible'to regain 
coverage'. This paper outlines the scope of this problem and policy options that help 
reC!iuce it. 

More People Experience Job Transitions 
In today's economy, an increasing number of Americans will at some point lose their 
jobs. While'the unemployment rate remains low and job creation remains high, the fast-

I . I 

moving economy has resulted in rapid job turnover and job eliminCition. In a New York ~ 

Tiines article on the topic, economist Paul Krugmanwrbte, "What economists call 'Iabot 
market 'flexibility' isa euphemism for a certain amount of brutality. But it seems an 
unfortunate price we have to pay for having as dynamic an economy as we do." (Lohr, i 
19'96). ' : 

',' '.. i 
AQout 9.4 million Americans (8% of all workers) lost their jobs due to plant or company i 

closure, insufficient work, or, elimination of their positions between January 1993 and 
December 1995. 'This number is about the same as in the early 1990s, when there was 
a r,ecession, and is an increase from 5.9 million displaced workers between 1989 and ' 
1991. Increasingly, these are white collar workers. While about 7in 10 of the 
displaced workers were reemployed, more than half did not receive written advance 
notice of their job termination and probably spent time unemployed between jobs. Less 
than half of displaced workers were reemployed in full-time jobs with ~arnings the same 
or ,higher (USDL, ,10/25/96). : 

Jdb loss and transitions do not affect a small'subset of the population. Iri 1995, over 15 
million American workers received unemployment compensation at some point (USDL, I· 
12117/ 96). An .estimated one out of every four workers will make an unemployment: 
claim once over a four year period. (Myer& Rosenberg, 1996). These workers' ! 

un'employment affects a largernumber ofpeople, including spouses arid c~ildren. In a: 
. recent poll, on'ein two people were somewhat or very concerned that someone in their: 

ho'usehold woul<;J be laid off in the next two or three years (Lohr, 1996). ! 

/ 



,CHanging Jobs Leads to Changing Insurance 
In the United States, health insurance is usually linked to employment. Nearly 148 
million (64% of the nonelderly, civilian population) receive health insurance through an 
employment-based plan (EBRI, 1996). About half of this number (76 million) are the 
workers themselves; the other half includes spouses and children gaining coverage 
through the worker's plan. 

Since health insurance is often employment based, change in employment is a major 

reason why people lose health insurance. About 42% of workers with one or more job: 

interruptions experienced at least a month without health insurance between 1992 and: 

1995. This compares to only 13% of full-time workers without job interruptions 

(Bennefield, 1996). According to one study, 58% of the two million Americans who lose 

their health insurance each month cite a change in employment as the primary reason I 


for losing coverage (Sheils & Alecxih, 1996). This affects family as well as workers: 

nearly 45% of children who lose their health insurance do so due to a change in their 

parent's employment status (Sheils &Alecxih, 1996). 


The Unemployed are Often Uninsured i 

In 1995, about 16 million of the 40 million uninsured were nonworkers (8.7 million), part

year workers and their dependents (3.0 million) and full year workers and dependents I 


with some unemployment (4.4 million) (EBRI, 1996). This includes people who are out; 

of the labor force, do not receive unemployment compensation, and/or did not receive : 

insurance on their last job. This number is a point-in-time estimate; since unemployed I 

workers usually spend only part of the year between jobs, this snapshot only captures: 

so~e of the temporarily unemployed and uninsured. ! 


While only a minority of the total uninsured, the unemployed are 'more likely to be 

uninsured than the rest of the population. Three times as many uninsured were 

unemployed, compared to the proportion of all adults who were unemployed and 

looking for work (Klerman, 1995). Over one-third of workers who left an insured job, 

became unemployed, and received unemployment compensation also became 

uninsured (Klerman, 1995), This is twice the proportion of uninsured in the general 

population. 


Policies and Proposals for Uninsured, Unemployed Families 

Three sets of policies exist today that assist uninsured, unemployed families. ! 


Additionally, several have been proposed to address this the gaps left by these policies~

,I 

COBRA. The 1986 Consolidated Omnibus Reconciliation Act (COBRA) allows most : 
employees to purchase health coverage from their former employer for up to 18 months 
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after their employment ends. 1 The employee must pay the full premium for this 
coverage (up to 102% of the group rate). Given the high premiums in the individual 
market and the possibility of denied coverage for pre-existing conditions, these 
premiums are probably the lowest that most unemployed, uninsured workers and their: 
families can find. 

Most researchers agree that COBRA has improved health coverage among the 
unemployed. About 20 to 30% of all eligible take the option (Flynn, 1992; Klerman, 
1995; Berger, Black &Scott, 1996). In part, these rates underestimate COBRA's 
assistance since many of the unemployed join the health plans of spouses with 
employer-based insurance. When looking only at the unemployed with no access to 
spqusal coverage, the rate of COBRA coverage increases to over 40%. Addit,ionally, 
when only the unemployed who receive unemployment compensation are examined, 
43% appear to have taken COBRA coverage (Klerman, 1995). On the whole, evidence 
supports claims that COBRA decreases the probability that a person between jobs is ' 
uninsured, reduces "job lock", and covers workers during pre-existing condition waiting: 
periods (Gruber and Madrian, 1994; Klerman, 1995; Berger, Black &Scott, 1996). 

One concern about the policy, however, is its use by low-income unemployed. The 
difference in take-up rates for low-income people is significant: only 15% of eligible 
unemployed with income below $25,000 participated in COBRA and over two-thirds 
remained uninsured. This compares to a participation rate of 33% for unemployed with' 

. higher income, and an uninsured rate of 33% (Berger, Black & Scott, 1996). ' 

Medicaid. Three Medicaid eligibility provisions help unemployed, uninsured families. 
In the 1988 Family Support Act, states were required to extend eligibility to two-parent' 
families whose principal wage earner is unemployed (the Aid to Families with ' 
Dependent Children Unemployed Parent program (AFDC-UP)). To qualify, the worker: 
must ,have worked a certain number of quarters or be eligible to receive unerri'ployment 
compensation. In OBRA 1990, Medicaid eligibility was broadened to cover all poor 
children and pregnant women. To the extent that the unemployed, uninsured are poor,: 

, their children may be covered by Medicaid. Additionally,.states have the option to pay; 
for COBRA coverage for poor workers whose firm had 75 or more employees; few 
states have taken this option (Congressional Research Service, 1993). It is not known 
how many people have been covered through the AFDC-UP and COBRA coverage 
options. 

1 

HIPAA. The Health Insurance Portability and Accountability Act of 1996 (HIPPA or theI 

: IEmployees of firms with fewer than 20 workers or who were terminated from their jobs under certain i 

circumstances are not eligible for COBRA 
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Kassebaum-Kennedy bill), makes it easier for workers and their families to maintain 
health insurance coverage. Under HIPAA, health plans are prohibited from imposing 
new pre-existing condition exclusions for enrollees with more than 12 months of , 
previous continuous coverage.2 Preexisting condition are limited to 12 months and can! 
be imposed only for conditions diagnosed or treated within the 6 months prior to ' 
enrollment. . 

However, HIPAA only helps those who maintain their health care coverage between 
jobs. If.a worker loses coverage for more than sixty-three days while unemployed, 
these protections are no longer available. Since the Act's provisions begin in 1997. its 
implications for the unemployed and uninsured have yet to be determined. However, itl 
is clear that it is extremely important that Americans are able to maintain their health : 
care coverage whil~ they are looking for a new job to benefit the guarantees in HIPAA'. ; 

Administration's Proposal. While COBRA, Medicaid, and HIPAA offer access to 
insurance for uninsured, unemployed families, the question of affordability remains 
largely unaddressed. Workers who are temporarily unemployed often are not qualified, 
for, Medicaid and cannot afford to buy into COBRA At a time when they have lost a 
mqjor source of income. they have to pay their health care costs alone. They (and thei~ 
family) have no protection against the costs of a catastrophic illness. and they are , 
unlikely to receive important preventive services which help avoid costlier services later'. 

, ! 

Consequently, the Administration has put forth a new proposal to help workers who are 
between jobs. This program would provide temporary premium assistance for people : 
who previously had health insurance through their employer, are in between jobs, and : 
cannot afford COBRA or other coverage on their own. Families with income below ' 
poverty are eligible for a full subsidy, while families with income up to 240 percent of 
poverty cali receive a partial subsidy for a basic benefits package. Only workers and 
dependents who receive unemployment compensation, do not have access to health 
insurance through a spouse, and are not eligible for Medicaid qualify for assistance. 
Th,e program would be run as a capped entitlement to states, who would design the ; 
operation of the program. The Office of Management and Budget (OMB) estimates that 
this initiative will cost about $2 billion a year [pending final budget decisions); 

According to Administration analysis, over 3 million people, including 700,000 children,: 
would participate in this program in 1997 (if it were fully implemented in that year). 
About 85% of these participants would be middle class (defined as being in the second: 
through fourth income quintile). ' 

2Enrollees who have up to twelve months of health care coverage are subject to pre-existing 
conditions for 12 months minus the number of months they have previously been insured. 
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One Option for Workers Changing Jobs 

Policy 

• 	 Grants to states: Like the Children's Health Insurance Program, states would get 
allotments. The amount of the allotment depends on the number of states that apply. 

i' 

• 	 Uses of funds: Uninsured people with incomeS up to 200 percent of poverty who are: 

Workers between / changing jobs: Up to ~ moriths of transitional coverage 

People leaving welfare for work: A second 12 months of coverage following the 
year of Medicaid transitional coverage ' 

• 	 State match: CHIP rate: up to 15 percent above current 'rate 

• 	 Choice of Medicaid or a new program: Like CHIP, the state may either use Medicaid: 
or create a new program. ' , ! 

Advantages 

• 	 Funds for all states: Rather than 100 percent funding for a, few states, this program give's 
all states the option to participate with state matching funds, which should be available I 

since states are getting tobacco funds as well. 

• 	 Add-on rather than a new program: Builds on CHIP and Medicaid rather than creatink 
a new matching rate, benefits structure, etc. 

• 	 Builds on both welfare to work and workers security themes 

Disadvantages 

• 	 No Medicaid base: Unlike children, there is no fairly uniform coverage of poor adults. 
This program would begin eligibility at AFDC levels (averaging around 50 percent of 
poverty) 

• 	 Moves toward block granting Medicaid: In choosing this approach versus a Medicaid; 
expansion, we could be viewed assupporting grant rather than entitlement programs. 

" 
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Consumer Income 

Figure I. 
Type of Health Insurance and Coverage 
Status: 1998 and 1999 
(In percent) 

Any private 
plan 

Employment
based 

Private 

Government insurance 

Government 

Medicare 

Medicaid 

Military 13.1 
health care~ II 3.2 

No insurance 

Not covered 15.5 
16.3 

24.1 
24.3 

-Military health care Includes CHAMPUS (Comprehensive Health a~d Medical Plan for Uniformed 
Services)/Trlcare, CHAMPVA (Civilian Health and Medical Program ofthe Department of Veterans 
Affairs), Veterans', and military health care, 
Note: The estimates by type of coverage are not mutually exclusive;,people can be covered 
by more than one type of health Insurance during the year. 
Source: U.s. Census Bureau, Current Population Survey, March 2000, 
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Table A. 

People Without Health Insuran~e for the Entire Year: , 1998 and 1999 

(In percent unless otherwise notedr 

1999, 1998 
Characteristic 

Estimate 90-pct C.I.(±) Estimate 90-pct C.L(±) 

Total 

Number'(in thousands) ............................... .. 42,554 462 44,281 458 
Percent ...................................•'. : ..•..... 15.5 0.2 16.3 0.2 

TotaiPoor 

Number (in thousands) .................. , ............. . 10,436 531 11,151 548 
Percent ..................... , ............ : ........... . . 32.4 1.4 32.3 1.3 

Race and Ethnlclty 

White non-Hispanic .. , .' .......................... : .... . ,11.0 0.2 11.9 0.2 
Black ...................... : ........................ . 21.2 0.6 22.2 0.6 
Asian and Pacific Islander .... ; ......................... . 20.8 1.0 21.1 1.0 
Hispanic' ........................................•.... 33.4 0.6 35.3 0.6 

Age 

Under 18 years ...................................... . 13.9 0.3 15.4 0.3 
18 to 24 years ............ : .............. ,.... : ....... . 29.0 0.7 ,30.0 0.7 
65 years and over ........................ : ........... . 1.3 0.2 1.1 0.1 

Nativity 

Native....... ; •....................................... 13.5 0.2 14.4 0.2 
Foreign born.' ................. '..'............... '...... . 33.4 0.8 34.1 0.8 

Household Income, 

Less than $25,000.. . ................................ . 24.1 . 0.4 25.2 0.4 
$25,000 to $49.999.. . .. .. . . .. . .. . .. . . .. . .. .. .. . ... .. . 18.2 0.3 18.8 0.3 
$50.000 to $74,999 ....•...... , , , , ... : .........•....... 11.8 0.3 11.7 0.3 
$75,000 or more ...... , , , .... , ...................... , .. 8.3 0.2 8.3 0.3 

Work Experience (people 18 to 64 years) 

Worked during year .................................: .. 17.4 0.3 18.0 0.3 
Did not work .......................................... . 26.5 0.7 27.0 0.7 

'Hispanics m~y be of any race. 


Source: U.S.' Census Bureau. Current Population Survey. March 1999 and 2000 . 


1995. The number of uninsured' 
children declined to 10.0 million. 

• 	 Although medicaid insured 
12.9 million poor people, 

,10.4 million poor people, still 
had no health insurance in 1999, 
representing about one-third of 
the poor (32.4 percent), which 
was not significantly different 
from 1998." 

• 	 Compared with the previous 
year, health insurance coverage 
rates increased fqr. those with 
household incomes 'of less than' 

.\ , 

$50,000. but were unchanged 
for those with $50,000 and 
higher hOl!sehold incomes. 

• 	 Hispanics (66.6 percent) were 
less likely than White non, ' 
Hispanics (89.0 percent) to be 
covered by health insurance.3 

The coverage rate for Blacks in 
1999 (78.8 percent) did not diF 
fer 'statistically.from the cover-, 
age rate for Asians and Pacific 
Islanders (79.2 percent). 

'Hispanics may be of any race. , 

• 	 American'lndians and Alaska Na
tives were less,likelytohave 
health insurance than other racial' 
groups, based on a 3-year aver
age (1997-1999) - 72.9 percent, 
compared .with 78.4 percent of 
Blacks, 79.1 percent of Asians 
and Pacific Islanders, and 
88.4 percent of White non" 
Hispanics. However, they were 

,more likely to have insurance than 
"were Hispanics (65.7 percent).4 

'The difference in health insurance coverage 
rates between Blacks and Asians and Pacific Is
landers was not statistically significant. 

U.S. 'Census Bureau 2 



• Among the entire population 18 
to 64 years old, workers (both 
full- and part-time) were more 
likely to have health insurance 
(82.6 percent) than nonworkers 
(73.5 percent), but among the 
poor, workers were less likely to ' 
be covered. Just over one-half, 
52.5 percent, of poor workers 
were insured in 1999, while the 
rate for poor nonworkers in 1999 
was 59.2 percent. 

• 	The foreign-born population'was 
.Iess likely than the native popu
lation to be insured - 66.6 per
cent compared with 86.5 per
cent in 1999. 

• 	 Young adults (18 to 24 years 
old) were less likely than other 
age groups to have health insur
ance coverage 71.0 percent in 
1999 compared with 82.9 per
cent of those 25 to 64 and, re
flecting widespread medicare 
coverage, 98.7 percent of those 
65 years and over. 

Employment-based 
insurance, the leading 
source of health insurance, 
coverage, drove the 
increase in insurance 
coverage rates.s 

Most people (62.8 percent) were 
covered by a health insurance plan 
related to employment for some or 

, all of 1999, an increase of 0.8 per
centage points over the previous 
year. The increase in private health 
insurance covera!;ie reflects the in
crease in employment-based insur
ance; it also increased 0.8 percent
age points to 71.0 percent in 1999 
(see Figure I). 

The government also provides 
health insurance coverage, but there 
was no change between 1998 and 
1999 in the overall government-pro

'Employment-based health insurance is cov
erage offered through one's own employment, 
or a relative's. 

vided health insurance coverage 
rate. Among the entire population, 
24.1 percent had government insur
ance, including medicare (13.2 per
cent), medicaid (10.2 percent), and 
military health care (3.1 percent). 
Many people carried coverage from 
more than one plan during the year; 
for example, 7.5 percent of people 
were covered by both private health 
insurance and medicare. 

The poor and near poor are 
less likely to have health ' 
insurance than the total 
population. 

Despite the medicaid program, 
32:4 percent of the poor (10.4 mil
lion people) had no health insurance 
of any kind during 1999_ This per7 
centage - double the rate for the to
tal population- did not change sta
tistically from the previous year. The 
uninsured poor comprised 24.5 per
cent of all uninsured people. 

Medicaid was the most widespread 
type of health insurance among the 
poor, with 39.9 percent (12.9 mil
lion) of those in poverty covered by 
medicaid for some or all of 1999. 

, This percentage did not change sta
tistically from the previous year.6 

Among the near-poor (those with a 
family income greater. than the pov
ertylevel but less than 125 percent 
of the poverty level), 25.7 percent 
(3.1 million people) lacked health in
surance in 1999. This percentage 
decreased significantly from 1998, 
however, when 29.9 percent of the 
near poor lacked health insurance. 
The percentage of the near poor who 
had private health insurance rose 
from 38.3 percent in 1998 to 
41.7 percent in 1999. Government 

health insurance coverage among 

the near poor also increased, from 

42.3 percent in 1998 to 43.9 percent 
in 1999. 

·Changes in year·to-year medicaid estimates 
should be viewed with caution, For more infor· 
mation, see the TechniCal Note on page 12. 

Key demographic factors 
affect health insurance 
coverage. 

Age - People 18 to 24 years old 
were less likely than other age 
groups to have health insurance 
coverage during 1999. Their cov
erage rate (71.0 percent) rose by 
1;0 percentage point from 1998. 
Because of medicare, most people 
65 years and over (98.7 percent) 
had health insurance in 1999. For 

' 	 other age groups, health insurance 
coverage' ranged from 76.8 percent 
to 86.2 percent (see Figure 2). 

Among the poor, adults ages L8 to 
, 64 had a markedly lower health in

surance coverage rate (55.8 per-, 
cent) in 1999 than either children 
(76.7.percent) or the elderly 
(96.6 percent). 

Race and Hispanic origin - The unin
sured rate declined significantly in 
1999 for Hispanics and White non-
Hispanics for Hispanics, from 
35.3 percent to 33.4 percent and for 
White non-Hispanics, from 11.9 per
cent to 11.0 percenV Among 
Blacks, the uninsured rate dropped 
by 1 percentage point from 22.2 per
cent in 1998 to 21.2 percerit in 
1999. The uninsured rate'among 
Asians and Pacific Islanders did not 
change significantly from 1998 
20.8 percent of Asians and Pacific Is

. landers were without health cover

age in 1999,8 


, 'Because Hispanics may be of any race, use 
caution in comparing data for Hispanics and' 
racial groups such as Blacks (3.0 percent of 
whom were Hispanic in 1999) and Asians and 
Pacific Islanders 0.7 percent of whom were 
Hispanic in 1999). Furthermore, the Hispanic 
population consists of many distinct groups 
that differ in socio-economic characteristics, 
culture, and recency of immigration. Because 
of differences among the individual groups, • 
data users should exercise caution when inter
preting aggregate data for this population. 

"The Asian and Pacific Islander population 
consists of m'any distinct groups that differ in 
socio-economic characteristics, culture. and 
recency of immigration. Because of differences 
among them. data users should exercise cau
tion when interpreting~aggregate data for this 
population. 
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Figure 2. , 

People Without Health Insurance for the Entire Year 
by Selected Characteristics: 1999, 

All(In percent) 
Poor 

People 

32.415.5 Total 

Sex 

Male 

Female 

Age 

Under 18 yeim 

18 to 24 years 

25 to 34 years 51.9 

35 to 44 years 


45 to 64 years 


, 65 years and over 


Race and ethnicity 

White 


White non-Hispanic 


Black 


Asian and Pacific Islander 


33.4 Hispanic l 

Nativity 

, Native 

Foreign born 

Naturalized citizen 

42.6 Not a citizen 60.0 

Household incom,e 

Less than $25,000 I (NA), 

$25,000 to $49,999 I(NA) 

$50:000 to $ 74,999 . I(NA) 

$75,000 or more I(NA) 

Education (18 years and older) 

26.7 'No high school diploma 

High school graduate only 

50mecollege, no degree, 

, Associate degree 

, Bachelor's degree or higher 

Work experience (18 to 64 years 

Worked'during year 47.5 

Worked full time 47.5 

Worked part time 47.3 

26.5 . Did not work 

24.1 

I Hispanics may be of any race, NA No! Applicable., 

Source: U.S. Census Bureau, Current Population Survey, March 2000. 
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Table B, , . , ' ,
People Without Health Insurance for the ,Entire Year bySelected CharaCteristics: 1998 

and 1999 '. ' 

(Numbers in thousands) 


1999,', 1998 Change 1998 to 1999, 

Characteristic' Uninsured Uninsured Uninsured 

Total Number Percent Total Number Percent Number Percent 

People 
Total", ..... ,""""""" . 274,087 42,554 ,15.5 271,743 44,281 16.3 '·1,727 '·0,8 

Sex, 
Male"",,',.,' ,'". '" 
Female, , " " " , ;, , , , , ,'" 

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

. 133,933 
140,.154 

22,073 
20,481 

16.5 
14.6 

132,764 
138,979 

17.3 
15.3 

'·941 
'·785 

',0,8 
'·0,7 

Race and Ethnlclty 
White , .... ,"',""" ,." 

, , 
.. ,'.", , .... 224,806 31,863 14,2 223,294 33,588 15.0 '·1,725 '·0,9 

Non-Hispanic" ,.,','".,' .... ,,"'" 193,633 21.363 11,0 193,074 22,890 11.9 '·1,527 '·0,8 
Black ............................. , . 35,509 7,536 21,2 35,070 .7,797 22,2 '·261 '·1.0 

.Aslan and Pacific Islander., , ',' .',. :, , .. :' , 10,925 2,272 '20.8 10,897 2,301 21,1 -29 -0.3 

Hispanic' ", .... '" .. , , .. , , " ",. 32,804 10,951 33.4 3,1,689 11,196 35,3 '·245 '·2.0 

Age 
Under 18 years, .. , , ... , , , . , , , , , , ... 72,325 10,023 13.9 72,022 11,073 15,4 '·1,050 '-1.5 
'18 to 24 years, , , , . .. "" .,", .. ,' " 
25 to 34 years. . . . . , , , , , , , , , , .. ' , , , , , 

26,532 
37,786 

7,688 
,8.755 

29.0 
23.2 

25,967 
38,474 

7,776 
9,127 

30,0 
23.7 

-88 
'·372 

'·1.0 
-0,5 

35 to 44 years . " """'" """"'" 
45 to 64 years .. ,';, .. ,""", .. , ...... 

44,805 
60,Q18 

7,377 
8,288 

16.5 
13,8 

44,744 
58,141 

7,708 
8,239 

17,2 
14.2 

'·331 
49 

'·0,8 
-0.4 

65 years and over " , , , , , ... , , , . , , , , . , , , 32,621 422 1,3 32,394 358 1,1 , '64 '0,2 

Nativity 
Native........ . ............... , .. , 245,768 33,089 13,5 245,295 35;273 14.4 '·2184 '·0,9 
Foreign born, , , , , , , , , , , , , , , , , , , , , , 28,379 9,465 33,4 26,448 9,008 34.1 '457 -0,7 

Duration 01 U,S, residency 
Less Ihan 10 years, , , , , , , , , , , , . , ... , , 
10 to 19 years, , . , , , , ... , , , ... , , , , , , , 

11,206 
B;022 

5,103 
2,692 

45.5 
33,6 

10,363 
. 7,667 

4,686 
2,738 4~:~ '417 

-46 
0,3 

'-2,1 
20 to 29 years, "., , , .. " ' , ... , , , , " , 
30 10 39 years, , , , , , .' ,'", ... ,."." 
40 years or more, , , , , .. , , , , .. , , , , , 

,4,605 
2,539 
2,008 

1,131 
452 

86 

24.6 
li.8 
4,3 

4,178 
2,323 
1,916 

'1,093 ' ' 
,365 
126 

26.2 
15.7 
6,6 

38 
'87 

'·40 

-1,6 
2,1 

'·2,3 
Naturalized citizen, , .. , , , , . , , , , , 10,622 1,900 17,9 9,868 1,891 19.2 9 -1.3 

Duration of U, S, residency 
Less than 10 years. , , , , , , , , , , . , . , 997 304 30.5 1,079 332 30,8 -28 :.0,3 
10to 19 years .. ',""""""'" 
20 to 29 years , , ,. , , , , , , , , , , , , " , 

3,118 
2,851 

716 
527 

23.0 
18.5 

2,863 
2,559 

727 
506 

25,4 
19,8 

-11 
21 

-2,4 
-1.3 

30 to 39 years , , , , , .. , , , , , , , ... , ' 1,920 290 15,1 1,723 222 12,9 '68 2,2 
40 years or more , , , , . , , . , , , , , , , , 1,735 62 3,6 1,645 103 6,3 . ';41 '·2,7, 

Not a citizen, , , , , , , . , , , , ".", , , , , , , , 17,758 7,565 42,6 16,579 7,118 42,9 '447 -:0,3 
, Duration 01 U.S, residency 
Less than 1 0 years, , , " , , , ... , , , , 10,209 4,799, 47,0 9,284 4,354 46,9 '445 0.1 
10 to 19 years . '. , , , , , , , , ...... ' , 4,904 1,976 40,3 4,804, 2,011 41.9 -35 -1.6 
20 to 29 years ................ .. 1,754 604 34,4 1.619 ,587 36,3 17 -1.9 
30 to 39 years ... , , , , . , , , , , . , , , , 619 162 26,2 600 143 23.9 19 2,3 
40 years or more .... .. ...... ' .. 273 24 8,9, 272 23 8,4 1 0,5 

" " 

Region 
Northeast .... , ....... " '" " ... " .. .. 
Midwest , .. , , , . , . ' , , , ... , , , ... , , , .. . 

52,038 
63,595 

6,641 
7,075 

12,8 
11,1 

51,876 
63;295 

7,247 
7,685 

14,0 
12.1 

'·606 
"·610 

'·1,2 
'-1,0 

South", .. "", ... "" ... ", .. ", ... , 
West.. ...... .......... " ... " ... .. 

95,928 
62.526 

16,887 
11,950 

li6 
,19,1 

94,887 
!,1,684 

17,209 
12,140 

18,1 
19,7 

-322 
-190 

'·0.5 
'·0,6 

Household Income 
Less than $25,000 ... , , , , , , .. ", ... , , 64,628 15,577 24.1 ,68,422 17,229 25,2 '·1,652 '·1,1 
$25,000 to $49,999 "",. , ... , , , , , , , ... , 77,119 13,996 18,2 78,973 14,807 18,8 '·811 '·0,6 
$50,000 to $74,999 .,"", .... ,' , , ... , 56,873 6,706 11,8 57,324, 6,703 11,7 3 0.1 
$75,000 or more, , , , , , , ........ , , , .. , 75,467 6,275 8,3 67,023 5,542 8,3 '733 

Education (18 years and old~r) 
Total ..'., .. ' .... ""',.... ..,', .... , 201,762 32,531 16,1 199,721 33,208 16.6 '·677 '·0,5 
No high school diploma .. .. .. " ...... , 34.087 9,111 26,7 34,811 9,294 26,7 -183 
High school graduate only ... , . , , ... , .. ' . ' 66.141 il,619 17,6 66,054 12,094 18,3 ',475 '·0,7 
Some college, no degree, .. , .. , , ....... , , 39,940 6,051 15,2 39,087 6,211 15,9 -160 '·0,7 
Associate degree , ...... , ... , , , . . ... , , 14,715 '1,902 12.9 14,114 1,730 12,3 '172 0,7 
Bachelor's degree or higher .... , . , ,,,. , , , . , 46,880 3,848 8.2 45,655. 3,880, 8,5 -32 .-0,3 

Work Experience (1810 64 years old) 
Total"",,', ........ ,',.,", ..... , .. 169,141 32,108 19,0 167,327 32,850 19.6 '·742 '·0.6 
Worked during year. ..."....... .. " . 139,218 24,187 17.4 137,003 24,655 18.0 -468 '·0,6 

Worked full·time .... ,.,',.,' ... , , . 115,973 18,984 16.4 113,638 19,244 ,16,9 -260 '·0.6 
Worked part·tlme, , , ... '. : " , " , . ' .... ' , . 23,245 5,204 22:4 23,365 5,411 23,2 -207 -0.8 

Old not work;'. "'" ...... " .. ",,, .. , ... 29,923 7,921 26.5 30,323 8,194 27.0 -273 -0,6 

• Represents zeio ,or round~ to zero. 

1Hispanics may be 01 any race. 'Statistically significant at the 90'percent confidence level. 

Source: U,S. Census Bureau, Currenl Population Survey, March 1999 and 2000, , 
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Table C. 
Poor People Without Health Insurance for the Entire Year by Selected Characteristics: 
1998 and 1999 . . 
(Numbers in thousands) 

1999 1998 : Change 1998 to 1999 

Characteristic Uninsured Uninsured Uninsured 

Total Number Percent. Total Number Percent Number Percent 

Poor People 

Total ..... . 32,258 10,436 32.4 34,476 11,151 32.3 '-715 0.1 

Sex 
Male................................. . 13,813 4,830 .35.0 14,712 5,247 35.7 '-417 -0.7 

Female ............. . 18,445 5,606 30.4 19,764 5,904 29.9 -298 0.5 

Race and Ethnlcity 
White.... .. ...................... . 21,922 7,271 33.2 23,454 7,922 33.8 '-651 -0.6 

Non-Hispanic. .. . ................... . 14,875 4,158 28.0 15,799 4,508 28.5 -350 -0.5 
Black ............................. . 8,360 2,347 28.1 9,091 2,622 28.8 '-275 -0.7 

Asian and Pac'lfic Islander ............... . 1,163 485 41.7 1,360 439 32.3 46 '9.4 

Hispanic' ............................ . 7,439 3,254 43.7 8,070 3,553 44.0 '-299 -0.3 

Age 
Under 18 years........................ . 12,109 2,825 23.3 13,467 3,392 25.2 '-567 '-1.9 

18 to 24 years.. . .................... . 4,603 2,088 45.4 4,312 2,013 46.7 75 -1.3 

25 to 34 years .. . .................... . 3,968 2,059 51.9 4,582 2,256 49.2 '-197 '2.7 

35 to 44 years ....................... .. 3,733 1,672 .44.8 4,082 1,775 43.5 -103 1.3 
45 to 64 years ....................... .. 4,678 1,686 36.0 4,647 1,609 34.6 77 1.4 
65 years and over .. '.' ................ . 3,167 107 3.4 3,386 107 3.2 0.2 

Nativity 
Native ........ : 

. 
..................... . 27,507 7,817 28.4 29,707 8,612 29.0 '-795 -0.6 

Foreign born ... : ..................... . 4,751 2,619 55.1 4,769 2,539 53.2 80 1.9 
Duration of U.S. residency 
Less than 10 years .................. . 2,623 1,669 63.6 2,531 1,553 61.4 116 2.2 
1010'19 years ................... : .. . 1,222' 635 52.0 1,237 655 53.0 -20 -1.0 

.201029 years .................... . 528 214' 40.5 564 236 42.5 -22 -2.0 

30 to 39 years. . . . . . . . . . . . . ......... . 230 81 35.1 245 78 31.8 3 3.3 
40 years or more................... . ~49 20 13.5 .202 17 8.6 3 4.9 

Naturalized citizen ............. '.... . 968 347 35.9 1,087 383 .35.2 -36 0.7 

Duration of U.S.' residency 
Less than 1 0 years .............. . 143 81 56.7 179 89 49.6 -8 7.1 
10 to 19 years ............ : ..... . 278 110 39.5 290 135 46.7 -25 -7.2 

20 to 29 years ................. . 259 86 33.4 292 108 37.0 -22 -:-3.6 
30 10 39 years .................. . 166 53 31.9 165 40 24.3 13 7.6 
40 years or more ............... . 121 17 13.8 161 11 6.6 6 7.2 

Not a citizen ..................... . 3,783 2,271 60.0 3,682 2,156 58.6 115 1.4 
Duration of U.S. residency 
Less than 10 years .............. . 2,479 1,588 . 64.0 2,352 1,465 62.3 123 1.7 

10 to 19 years ................. . 944 526 55.7 947 520 54.9 6 0.8 
20 to 29 years ............... : .. 269 127 47.4 262 127 48.7 ,. -1.3 

30 to 39 years ... : ............ .'. 64 28 43.3 80 38 47.3 -10 -4.0 

40 years or more ............... . 27 3 12.2. , 41 7 16.3 -4 -4.1 

Region 
Northeast ........................... .. 5,678 1,355 23.9 6,357 1,688 26.6 '-333 -2.7 
Midwest... . ....................... . 6,210 1,568 25.3 6,501 1,547 23.8 21 1.5 
Soulh ............................... . 12,538 4,426 35.3 12,992 4,635 35.7 -209 -0.4 

West .. : ............................. . 7,833 3,087 39.4 8,625 3,280 38.0 -193 1.4 

Education (18 years and older) 
Total ................................ . 20,149 7,611 37.8 21,009 7,759 36.9 -148 0.9 

No high school diploma ................. . 7,888 2,876 36.5 8,286 '2,984 36.0 -108 0.5 
High school graduate only ............ , .. . 6,810 2,611 38.3 7,242 .2,762 38.1 -151 0.2 
Some college, no degree ................ . 3,162 1,278 40.4 3,199 1,212 37.9 66 2.5 
Associate degree ....................... . 836 324 38.8 828 269 32.4 55 6.4 
Bachelor's degree or higher . . . . . . . . . . . . . . . 1,452 521 35.9 1,454 533 36.6 -12 -0.7 

Work Experience (18 to 64 years old) 
Total ................................ . 16,982 7,504 44.2 17,623 7,652 43.4 -148 0.8 
Worked during year .................... . 8,649 4,104 47.5 8,709 4,053 46.5 51 1.0 

Worked full-time .................... . 5,582 2,654 47.5 5,646 2,680 47.5 -26 
Worked parI-time .................... . 3,066 1,450 47.3 3,062 1,373 44.8 77 2.5 

Did not work. : ...............'. . ...... . '8,333 3,400 40.8 8,914 3,599 40.4 -199 0.4 

- Represents zero or rounds to zero. 

'Hispanics may be of any race. 'Statistically s.lgnlficant at the 9O-percent confidence level. 


Source: U.S. Census Bureau, Current Population Survey, March 1999 and 2000. 
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Table D. 
People Without Health· Insurance for the Entir~ Year by Race and Ethnicity
(3-Year average): 1997 to 1999 . " 
(Numbers in thousands) 

Uninsured 
Characteristic 

Total Number I Percent· 

Total.' ...........•........... .' ....................'....... .' .... 271,6'41 43,427 : 16.0 

White ............ ,·.................. : ........................ . 223,250 32,897 '14.7 
Non"Hispanic ...•............ '.' .............................. . 192,962 22,463 11.6 

Black .................................... : ..... : ............... . 35,059 7,588 21.6 
American Indian or Alaska Native .... .' ........................... i 2,561 693 27.1 
Asian and Pacific Islander ....................................... '1 10,771 2,249 

1. 
20.9 

Hispanic1 
..... : ................................................ _ 31,755 10,894 34.3 

1Hispanics may be of ·any race. 


Source: U:S. Census Burea~, Current Population Survey. March 1998.1999, and 2000. 


The Current Population Survey, the 
source of these data, samples 
50,000 households nationwide and 
is not large enough to produce reli" 
able annual estimates for American 
Indians and Alaska Natives. How

. ever, Table 0 displays 3-year aver
ages of the number of American In" 
dians and Alaska Natives and their· 
3"year average uninsured ,rate and 
provides 3-yearaverage uninsured 
rates for the other race groups for 
comparison. The 3-year average 
(1997-1999) shows that 27.1 per
cent of American Indians and 
Alaska Natives were without cover
. age, compared with 2 1.6 percent 
for Blacks, 20.9 percent for Asians 
and Pacific Islanders, and 11.6 per
cent for White non-Hispanics.9 

However, the 3-year average unin
sured rate for Hispanics (34.3 per
cent) was higher. 1o . 

'Data users should exercise caution when 
interpreting aggregate results for American In
dians and Alaska Natives (AlAN) because the 
AlAN populatiQn consists of groups that differ 
in economic characteristics, Data from the 
1990 census show that economic characteris
tics of those American Indians and Alaska Na
tives who live in American Indian and Alaska 
native areas differ from the characteristics of 
those who live outside these areas. In addi
tion, the CPS does not use separate population 
controls for weighting the AlAN samples to na
tional totals, See Accuracy of Estimates on 
page 12 for a further discussion of CPS estima
tion procedures. 

'OThe difference in health insurance cover
age rates between Blacks and Asians and Pa
cific Islanders was not statistically significant. 

Nativity - In 1999, the proportion 
of the foreign-born population 
without health insurance (33.4 per
cent) was. more than double that of 
the native population (13.5 per
cent)." Among the foreign born, 
noncitizens were more than twice· 
as likely as naturalized citizens to 
lack coverage - 42.6 percent com
pared with 17.9 percent. 

Health insurance coverage rates 
among the foreign born increase 
with length of residence and citi
zenship. For example, while about 
half (53.0 percent) of noncitizen 
immigrants living in the United, 
States less than 10 years had 
health insurance coverage,'the. rate 
rises to 91.1 percent for noncitizen 
immigrants living in the Unite'd 
States for 40 years or'more. 
Among naturalized citizens, the 
comparable rates were 69.5 per
cent and 96.4 percent. 

Educational attainment Among , 
adults, the likelihood of being in
sured increased as the lev~1 of edu
cation ros'e., Among those who 
were poor in 1999, there were no 

JlNatives are people ·born in the.Uniteo 
States. Puerto Rico, or an outlying area of the 
United States, such as Guam or the U.s. Virgin 
Islands. and people who we~e born in a foreign 
country but who had at· least one parent who 
was a U.S. citizen. All other people born out, 
side the United States are foreign born. 

differences.in.health insurance cov
erage rates across the education 
groups. 

Economic status affects 
health insurance cov~rage . 

Income - The likelihood of being 
covered by health insurance rises 
With income. Among households 
with annual incomes of less than 
$25,000, the percentage with 
health insurance was 7.5.9 percent; 
the level, rises to 91.7 percent for 
those with incomes of $75,000 or 
more (see Figure 2). 

. Compared with the previous year, 
coverage rates increased for those 
with household incomes of less 

'than $50,000, but were unchanged 
for those with $50,000 or higher 
household incomes. For those with 
household incomes of less than 
$25.000, the coverage rate in
creased 1.1 percentage pOints to 
75,9 percent, whereas for those 
with ,incomes between $25,000 
and $50,000, it increased 0.6 per
centage points to 81.9 p'ercent in 
1999. 12 

"The difference in the increases for those 
with incomes of less than $25.000 and those 
with incomes between $25,000 and $50,000 
was not statistically significant. 
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Work experience Of those 1 8 to 64 
. years old in 1999, full-time workers 

were more likely to be covered by 
health insurance (83.6 percent) than 
part-time workers (77.6 percent), 
and part-time workers were more 

• likely to be insured than nonworkers 
(73.8 percent).'3 However, among 
the poor, nonworkers (59.2 percent) 
were more likely to. be insured than 
workers (52.5 percent). Poor full~ 
time workers did. not fare better than 
poor part-time workers 52.5 per
cent and 52.7 percent, respectively. , 

Firm size - Of the 139.2 million work
ers in the United States (l 8~64 years 
old), 55.S percent had employment
based heal~h'. insurance p~licies in 
their own name (see Figure 3). The 
proportion generally increased with 
the size of the employing firm 
30.q percent of workers employed 
by.firms with fewer than 25 employ
ees and 68.3 percent for workers 
employed by firms with 1000 or 
more employees, for example: 
(These estimates do not reflect the 
fact that some workers were covered 
by another family member's employ
ment-based policy). 

The uninsured rate for 
children decreased 
between 1998 and 1999. 

The percentage of children (people 
under 18 years old) without health 
insurance in the United States 
dropped from 15.4 percent in 1998 
to 13.9 percent in 1999. The in
crease in employment-based insur
ance accounted for most of the 
change; no change occurred in gov
ernment health insurance coverage_ 

Among poor children, the uninsured 
rate also feli,from 25.2 percent in 
1998 to 23.3 percent in 1999. An 
increase in government health insur
ance coverage accounted for most of 

"Workers were classified as part time if they 
worked fewer than 3S hours per week in the 
majority of the weeks they worked in 1999 .. 

this drop; no change occurred in em than the poverty level but less,than 
ployment-based coverage. Poor chil 125 percent of the poverty level), 
dren made up 28~2 percent of all un the proportion wi~hout health in, 
insured,children in 1999. surance fell substantially from 

27.2 percent in 1998 to 19.7 per- ' 
Among near-poor children (children cent in 1999. Increases in both 
i,n families with incomes greater governme.nt health insurance 

Figure 3. 

Workers Age 18 to 64 Covered by Their Own· 
Employment-Based Health Insurance 
by Firm Size: 1999 
(In percent) 

Total 

Less than 
25. employees 

25to 99 

employees 


100 to 499 

employees 


500 to 999 

employees 


1000 or more 

employees 


, , .' 
'. Source: U.S. Census Bureau. Current Population Survey, March 2000. 

Figure 4. ' . ,. 
Uninsured Children by Race, Ethnicity, and Age': 1999 
(In percent) 

All Children 


.. Poor Children 
 23.3 

Age 

'Under 6 years 


6to 11 years 


I 2 to I 7 years 


Race andethnicity 

White 

White non-HIspanic 

Black 17.9 ' 

Asian and 6.7
Pacific Islander 

27.2Hispanic originl 

I Hispanics may be of any race. 

Sou.,ee: U.S. Census Bureau, Current Population Survey, March 2000. 
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Figure 5. 
Children by Type of Health 
Insurap.ce and Coverage 
Status: 1999 
(In percent) 

86.1 

Total covered Private Medicaid 

Note: Children may be covered by both private 
health insurance and Medicaid during the year. 
Source: U.S. Census Bureau, Current Population 
Survey, March 2000. 

'Figure 6. 

Children Covered by Medicaid by Race and 
Ethnicity: 1999 
(In percent) 

36.2 

All children White White Black Asian and Hispanic l 

non- . Pacific 
Hispanic Islander 

. I Hispanics may be of any race. 

.' Source: U.S. Census .~ureau. Current Population Survey, March 2000. 


coverage (from 40.6 percent to . 
43.8 percent) and private health in
surance coverage (from 38.3 per
cent to 44.8 percent) accounted for 
the change. The State Children's 
Health Insurance Program, which 
expanded access to health cover
age for low-income children under 
age 19, likely contributed substan
tially to the increase in government 
coverage. 14 

Children's characteristics 
affect their likelihood of 
health insurance coverage. 

• 	 Children 12 to 1 7 years of age 
were more likely to be uninsured 
than those urider 12 14.4 per
cent compared with 13.6 per
cent. 

• 	 For Hispanic children and for 
White non-Hispanic children, the 
uninsured rate declined signifi
cantly in 1999 - from 30,0 per
cent to 27.2 percent for Hispanic 

"In contrast, children are defined by the 
Census Bureau to be under 18 years of age. 

children and from 10.6 percent 
to. 8.9 percent for White 'non
Hispanic children. For Black chil
dren, the uninsured rate de
clined from 19.7 percent to 17.9 
percent, whereas 16.7 'percent 
of Asian and Pacific Islander chil
dren were uninsured in 1999, 
statistically unchanged from 
1998 (see Figure 4). 

• 	 While most children (68.9 per
cent) were covered by an em
ployment-based or privately pur
chased health insurance plan in 
1999, one in five (20.0 percent) 
were covered by medicaid (see 
Figure S). 

• 	 Black children, had a higher rate 
of mediCaid coverage in 1999 
than children of any other racial 
or ethnic group - 36.2 percent, 
compared with 30.8 percent of 
Hispanic children, 16.7 percent 
of Asian and Pacific,lslander chil
dren, and 13.2 percent of White 
non-Hispanic children (see Figure 
6). 

• 	 Children living in single-parent 
families in 1999 were less likely. 
to be insured than children living 
in married~couple families 
81.8 percent compared to 
88.4 percent. 

Some states had higher . 
uninsured rates than others. 

The proportion of people without 
health insurance ranged from 8.8 
percent in Minnesota to 24.1 per
cent in Texas, based, on 3-year av: 
erages for 1997, 1998, and 1999 
(see Table E). The Census Bureau 
does not recommend that these es
timates be used to rank the states, 
however. For example, the unin
sured·rate for Texas was not statis
tically different from that in Ari
zona, while the rate for Minnesota 
was not statistically different from 
Rhode Island or Hawaii, as shown 
in Figure 7 .. 

Comparisons of 2-year moving av
erages (1997-1998 and 1998-1999) 
show that the proportion of people 
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Table E. 
Percent of People Without .Health Insurance Coverage Throughout the Year 
by State (3-Year Average): 1997 to 1999 

Difference in I 2-year moving averages 2-year moving 3-year 
averageaverage1998 19971999 

1998-99 less 1997-1999 1997-19981998-1999, 1997-98Slate 
" 

Stan-Stan-Stano' Stan-Stan-Stan-SIan
: Per dard Per darddard Per-Per dardPer-Per dard dardPer dard 

error errorcent centcent errorerrorerror cent error centerror~t c~ 

0.1*-0.30.1 16:2 0.10.1,0.1 16.0 1.5.9~) 0.1 16.1.~ 0.1United States ....... 

' 0.6 '15.6 0.7 -0.6 0.60.7 16.215.5 0.8 15.60.8 17.0 0.914.3Alabama.............. 


0.617.7 0.7 0.518.2 0.70.618.1 0.9 18.217.3 0.919.1 0.9Alaska ............... 

*-1.624.3 0.7 0.60.722.70.9, 0.624.2 24.5 ' 23.3 0.921.2 0.9Arizona ............... 

*·4.9 0.616.7 0.7 21.5 0.819.3 0.618.7 0.9 24.4 1.014.7 0.8Arkansas ............. 


. 21.2 *-0.6 0.221.8 0.30.321,3 0.321.5 0.422.1 0.420.3 0.4Califorhia ............. 

0.9 0.60.7 15.115.9 0.615.7 0.615.1 0.815.1 0.816.8 0.8Colorado ............. 


~-1.10.7 0.50.7 12.30.6 11.211.512.6 0.9 12.0 0.80.89.8Connecticut. .......... 

0.7 -0.9 0.60.7 13.913.013.1 0.614.7 0.9 13.1 0.90.811.4Delaware .•........... 


.-0.4 0.70.8' 1.0 16.2 0.8 16.616.2 0.71.0 16.217.015.4 0.9District of Columbia. ; : . 
-0.20.4 0.30.4 18.50.3 18.318.817.5 0.5 19.6 0.519.2 0.5Florida .. ,............. 

-0.7 0.50.6 17.5 0.617.1 0.5 .16.817.5 0.8 17.616.1 0.7 '0.8Georgia .............. 
.. 

0,6. 0.8 8.8 0.6 '1.810.6 0.60.7 0.59.510.0 7.511.1 0.8Hawaii ........... : ... 

17.7 0.7 0.7 0.618.4 0.718.1 0.617.7 0.80.9 17.7 0.819.1Idaho ...............• 


0.4 *0.9 0.313.714.6 0.4. 15.0 13.8 0.3'0.5 '12.4 0.414.1 0.5Illinois .......... '... ; .. 

12.9 -0.3 0.50.6 0.60.5 12.611.4 0.7 12.20.7 ' 14.4 10.8 0.8Indiana ............... 


*~1.9 0.510.7 0.68.8 0.50.512.0 9.90.6 9.3 0.7 : 0.8 Iowa ................. 
 8.3 
11.0 0.611.2 0.6 0.6 0.20.8 11.4 0.510.3 11.70.8 0.7Kansas ............... 
 12.1 
14.6 0.614.3 0.6 0.6 -0.20.8 14.5 0.514.1 .15.014.5 0.8 O.s'Kentucky ............ 


*1.5 0.70.7 19.2 0.720.720.3 0.619.0 0.90.9 0.9 19.5Louisiana ............. 
 22.5 
. 13.2 *-1.5 0.60.7 13.8 0.712.30.612.7 14.9 0.90.8 0.8Maine .... ........... 
 11.9 

13.9 . ,0.7. 13.4 0.615.0 0.7 -0.814.20.60.811.8 16.6 0.90.8Maryland ............. 

.*-1.1 0.411.4 0.510.4 0.411.1 0.412.6 0.610.5 0.5 10.3 0.5Massachusetts ........ 

:...0.2 0.312.412.2 0.4 0.40.311.6 0.5 12.013.2 0.511.2 0.4Michigan ............. 

-0.6 0.40.5 9.2 0.50.4 8.78.80.7 9.2 0.70.6 9.38.0Minnesota ............. 


0.620.1 0.7 *·1.80.70.6 18.318.920.0 0.9 20.1 0.916.6 0.8Mississippi ............ 

11.6 0.6 *·2.0 0.59.6 0.60.510.610.5 0.7 12.6 0.88.6 0.7Missouri .............. 


0.7 -0.4 0.70.7 19.5. 0.9 19.10.619.5 0.9 19.219:6 0.918.6Montana ...... : ....... 

0.59,9 9.9 0.50.6 -0.50.7 0.7 10.20.7 9.0 10.810.8Nebraska ............. 


*1.6'19.3 0.7 0.60.70.6 20.917.5 19.821.2 0.9 0.920.7 0.9Nevada ...... : ........ 

-0.811.5 0.7 0.60.60.5 ·10.70.8 11.8 11.10.8 11.3 0.8New·Hampshire ....... 
 10.2 

0.5 *-1.6 0.40.4 16.514.915.4 0.416.4 0.6 16.5 0.613.4 0.5New Jersey. : ......... 

*1.6 0.721.9 0.723.4 0.723.2 0.621.1 0.9 22.6 0.91.0New Mexico .......... 
 25.8 

. 17.4 *-0.5 0.20.3 0.317.1 0.3 16.917.5 0.40.4 17.3 0.4New York ........... ; :' 
 16.4 
0.40.5 -0.115.2 0.5 15.20.40.6 15.5 0.6 15.30.6 15.0North Carolina .•...... 15.4 

14.7 *-1.7 0.60.713.0 0.60.8 13.7 0.514.2 0.8 15.211.8 0.8North Dakota .......... 

11.0 . 0.311.0 -0.210.7 0.4·0.4 11;5 0.3 .0.410.4 0.511.0 0.4Ohio ................. 


18.1 0.7 -0.2 0.617.9 0.70.617.90.8 18.3 0.9 17.8 0.817.5Oklahoma ............ 

0.613.8 0.7 0.70.6 14.5 0.714.113.3 0.814.6 0.8 14.3 0.8Oregon ............... 

0.3,0.3 -0.3'10.0 0.3 10.310.0 0.30.4 10.1 0.49.4 0.4 10.5Pennsylvania........... 


*-1.6 0.50.60.8,' 8.5 0.6 10.19.0 0.510.2 0.80.7 10.0Rhode Island .......... 
 6.9 

0.70.7 16.1 0.7 0.40.6 16.516.615.4 16.8 0.917.6 0.9 0.9South Carolina ........ 

0.513.1 0.6 13.1 0.60.5 -11.8 :0.7 12.611.8 0.7 14.3 0.8South Dakota ......... 


--1.0 0.512.2 0.6 13.3 0.60.50.8 12.70.7 13.0 0.8 13.6Tennessee·............ 
 11.5 
--0.6 0.423.9 24.5 0.40.3 .0.424.5 0.5 24.124.5 0.5Texas ................ 
 23.3 0.5 

0.514.0 13.7 0.6 0.40.5 0.60.7 13.813.9 0.7 13.414.2 -". 0.7Utah ................. 

0.60.6 9.7 0.6 '1.411.110.6 0.59.9 0.8 9.5 0.812.3 0.8Vermont .. ........... 

0.514.1 0.6 0.80.5 0.6 13.413.614.1 0.8 12.6 0.714.1 0.8Virginia .............. '. 


. *2.2 0.60.7 11.8 0.614.013.1 0.611.4 0.815.8 0.9 12.3 0.8Washington ........... 

0.60.7 17.2 0.7 -0.117.117.2 0.617.2 17.2 0.817.1 0.8' 0.8West Virginia .......... 


0.6 '1.5 0.50.5 11.4 9.910.30.7 11.8 0.7 8.0 0.6Wisconsin ............. 
 11.0 
16.2 O:~ 0.616.2 0.6 0.715.5 0.8 16.5 I16.1 0.9 16.9 0.9Wyoming .. , .......... 


- Represents zero or rounds 10 zero. 
'Statistically significant at Ihe 90-percent confidence level. 

Source: U.S. Census Bureau,'Current Population Survey. March 1998, 1999. and 2000. 
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Figure 7. 
Percent of People Without Health Insurance Coverage Throughout 
the Year by State, ~-yearAverage: 1997 to 1999 , 
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without coverage fell in 15 states: 
Arizona, Arkansas, California, Con
necticut, Iowa, Maine, Massachu
setts, Mississippi, Missouri, New 
Jersey, New York, North Dakota, 
Rhode Island, Tennessee, and 
Texas. Meanwhile. the proportion 
of people without coverage rose in 
eight states: H<;lwaii, Illinois, Louisi
ana, Nevada. New Mexico, Ver
mont, Washington. 'and Wisconsin. 

Accuracy of the Estimates 

Statistics from surveys are subject' 
to sampling and nonsampling error. 
All comparisons presented in this 
report take sampling error into ac
count and meet the Census 
Bureau's standards for statistical 
significance. Nonsampling errors 
in surveys may be attributed to a 
variety of sources, such as how the 
survey was designed, how respon
dents interpret questions. how able 
and willing respondents are to pro
vide correct answers, and how ac
curately answers are coded and 
classified. The Census Bureau em
ploys quality control, procedures 
throughout' the production process 
- including the overall design of 
surveys, the wording of questions, 
review of the work of interviewers 
and coders. and statistical review 
of reports. 

The Current Populatiol"l Survey em
ploys ratio estimation, whereby 
sample estimates are adjusted to 
independent estimates of the na
tional population by age, race, sex, 
and Hispanic origin. This weight
ing partially corrects for bias due 
to undercoverage. but how it af
fects different variables in the sur
vey is not precisely known. More-" 
over, biases may also be present 
when people who are missed in the 
survey differ from those inter
viewed in ways other than the cat
egories used in weighting (age, 
race, sex, and Hispanic origin). All 

of these considerations affect com
parisons across different surveys or 
data sources. 

For further information on statisti
cal standards and the computation 
and use of standard errors, contact 
Jeffrey Stratton of the Demographic 
Statistical Methods Division on the 
Internet at dsmd_s&a@census.gov. 

Technical Note 

This report presents data on the' 
-health insurance coverage of 
people in the United States during 
the 1999 calendar year. The data, 
which are shown by selected de
mographic and socioeconomic 
characteristics, as well as by state, 
were collected in the. March 2000 
.Supplement to the Current Popula
tion Survey '(CPS). 

Treatment of major federal' 

health insurance programs 


The Current Population Survey 
(CPS) underreports medicare and 
medicaid coverage compared with 
enrollment and participation. data 
from the Health Care Financing Ad,
ministration (HCFA).15 A major rea, 
son for the lower CPS estimates is 
that the CPS is not designed prima
rily to collect health insurance data; 
instead, it is largely a labor force 
survey. Consequently, interviewers 
receive less training on health in
surance concepts. Additionally, 
many people may not be aware 
that they or their children are cov-, 
ered by a health insurance program 
and therefore fail to report cove'r
age. HCFA data, on the other 
hand, represent the actual number 

of people who enrolled or partici

, pated in these programs and are, a 

more accurate source of coverage 

levels.' ' 

"HCFA is the federal agency primarily reo 
sponsible for administering the medicare and 
medicaid programs at the national level. 

Changes in medicaid coverage esti
mates from one year to the next 
should be viewed with caution. 'Be
cause many people who are cov
ered by medicaid do not report that· 
coverage, the Census Bureau as· 
signs coverage to those who are 
generally regarded as "categorically 
eligible" (those who received some 
other benefits, usually public assis
tance payments, that make them 
eligible for medicaid). Since the 
number of pepple receiving public 
assistance has been dropping, the 
relationship between medicaid and 
public assistance has changed, so 
that the imputation process has in
troduced a downward bias in the 
most recent medicaid estimates. 

Beginning with the publication of 
the 1997 Health Insurance Cover-. 
age report, the Census Bureau 
modified the definition of the 
population without health insur· 
ance in the Current Population Sur
vey, as a result of consultation with 
health insurance experts. Previ
ously, people with no coverage 
other than access to Indian Health 
Service were counted as part of the 
,insured population. Beginning with 
the 1997 Health Insurance Cover
age report, however, the Census 
Bureau counts these people as un
insured. The effect of this. change 
on the overall estimates of health 
insurance coverage is negligible. 

CPS sample expansion 

Currently, March CPS interviews ap
proximately 50,000 households 
across the country. One of its many 
uses isto allocate funds to ,states 
under the federal government's. 
State Children's Health Insurance 
Program (SCHIP).16 Congress has 
appropriated additional funds to 

16Data on jow income uninsured children by 
state using the SCHIP allocation formula are' . 
available electronically on the Census Bureau's 
poverty website at http://www.census.govor 
directly at hnp:llwww.census.govlhhes/ 
hlthins/lowinckid,html, 
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the Census Bureau to expand the 
CPS sample size and thus produce' 
more reliable state estimates of the 
number of low-income children 
without health insurance (which are 
used in the SCHIP allocation for
mula). Although the legislation is 
specifically targeted toward pro
ducing better estimates of 
children's health insurance cover-' 
age at the' state level, other state 

,estimates from the March CPS will 
also imprQve. The expansion, 
which will be fully in effect in 
2001, will roughly double the num
ber of interviewed households in 
the March CPS. This doubling will . 
be accomplished by increasing the 
monthly CPS sample and by a(:imin-' . 
istering the March supplement to 
additional households h, February 
and April. 

,f; 

The Census Bureau plans to use 
data from the March 2001 CPS to 
evaluate the effect of the expan
sion on estimates from the survey. 
Official estimates from the March 
2001 CPS, which will. be released in 
September 200 (Will be based on, 
the original sample before the ex
pansion. Release of data from the 
expanded sample will be delayed 
until the end of 2001, so that ana· 
Iysts can examine them thoroughly. 
If no problems are found (none are 
expected), the new sample cases 
will be fully integrated into the esti
mates, released from the Marcil 
2002 CPS. 

The Census Bureau is ~till working 
out the final details of the CPS 
sample expansion. A more, detailed 
description of the expansion will 
be posted on tlie' CPS Web site' 

(http://www.bls.census.gov/cps/ 
cpsmain.htm) before the end Of 
2000. In the meantime, comments 
or sugges~ions should be sent to 
Charles Nelson, Assistant Chief, 
Housing and Household Economic 
Statistics D'ivision, U.S. Census Bu
reau, by mail to Room 1071·3, 
Washington, DC 20233-8500, or by 
e-mail to, 
charles.t.nelson@census.gov. 

Contact: 

Robert J. Mills 
301-457:3242 
hhes-info@:census.gov 
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Table A-1. 
Health Insurance Coverage Status and Type of. Coverage. by Race and Ethnicity: 1987 to 
1999 
(Numbers in thousands. People as of March of the following year) 

Year 

ALL RACES 

NUMBERS 

1999 

1998 

19972. 


1996 .................. . 

1995 

19943 . • ••••••••....•••.••.. 


1993' ................ . 

19925 ........... . 

1991 

1990 

1989 

1988 .............. . 

1987"..... . 


PERCENTS 

1999 ........ . 

1998 ................ . 

1997' ... . 

1996 ........................ . 

1995 ..........•.... . ........ . 

1994' .. 

1993' 

19925 .' .. 


1991 ............ . 

1990 

1989 ... . . . . .. . ........ . 

1988 

1987" ............. . .. . 


f, WHITE 

NUMBERS 

1999 

1996 

1997' ............ . 

1996 ........... . 

1995 

19943 •••••.•.•.• 


1993'. . ..................... . 

19925 .••••••.•. 


1991 

1990 

1989 

1968 

19876 •..... 


PERCENTS 

1999 .. . . . . .......... . 

1998 .. . . ............. . 

1997' ......... . 

1996 ........•..... 

1995. . .................... . 

19943 : .•••••. " ..•.. ,", ...... . 


1993' ......................... . 

19925 .. .•. . .. . . . . , ....... . 


1991 .. ,' , ...... ,.,". 


1990 

1989 
 , >/; ~ .... : : : : : : : : : : .....
1988 

19876' .. 


Total people Total 

274,087 231,533 
271.743 227,462 
269.094 225,646 
286.792 225,077 
264.314 223,733 
262.105 222,387 
259.753 220,040 
256.830 218,189 
251.447 216,003 
248.886 214,167 
246.191 212,607 
243;665 211,005 
241,167 210,161 

100.0 94.5 
100.0 83.7 

.100.0 63.9 
100.0 84.4 
100.0 84.6 
100.0 84.8 
100.0 84.7 
100.0 85.0 
100.0 85.9 
100.0 66.1 
100.0 66.4 
100.0 66.6 
100.0 87.1 

224,806 192,943 
223,294 169,706 
221,650 168.409 
220,070 168,341 

. 218,442 187,337 
216,751 166,447 
215,221 184,732 
213,196 183.479 
210,257 183,130 
208,754 181.795 
206,983 181,126 
205,333 180,122 
203,745 179,945 

100.0 85,8 
100.0 85.0 
100.0 85.0 
100.0 85.6 
100.0 .85.8 
100.0 86.0 
100.0 85.8 
100.0 86.1 
100.0 87.1 
100.0 87.1 
100.0 87.5 
100.0 87,7 
100.0 88,3 

Covered by private O! governmant health insurance 

Private health Goverriment health insurance
insurance 

Total 

194,599 
190,861 
188,532 
187,395 
185,881 
194,318 
182,351 
181.466 
181,375 
182,135 
183,610 
182,oi9 
182,160 

71.0 
70.2 
70.1 
70.2 
70.3 

. 70.3 

'70.2 
70.7 
72.1 
73.2 
74.6 
74.7 
75.5 

166,191 
163,690 
161,682 
161.806 
161,303 
160,414 
158,586 
158,612 
159,628 
160,146 
161,363 
160,753 
161,338 

73.9 
73.3. 
72.9 
73.5 
73.8 
74.0. 
73.7 
74.4 
75.9 
76.7 
78.0 
78.3 
79.2 

Empl0Y:J:,~~~ Total Medicaid 

172.023 66,176 27,890 
168,576 66,087 27,854 
165,091 66,695 26.956 
163,221 69,000 31,451 
Hit,453 .69,776 31.877 
159,634 70,163 31,645 
148.318 68,554 31,749 
148,796 66,244 29,416 
150,077 63,882 26,880 

150,215 60,965 24,261 
151.644 '57,382 21,185 
150,940 56,850 . 20,728 

149,739 56,282 .20,211 

62.9 24.1 10.2 
62.0 24.3 10.3 
61,4 24.8 10.8 
61.2 .25.9 11.8 
61.1 26,4 12.1 
60.9 . 26.8 12.1 
57.1 26.4 12.2 
57.9 25.8 11.5 
59.7 25.4 10.7 
60.4 24.5 9.7 
61.6 23.3 8,6 

61.9 23.3 8.5 
62.1 23.3 8.4 

145,879 52,139 18.676 
143,705 51.690 18,247. 
140,601 52,975 19,652 
139.913 54.004 20,856 
139,151 '54,141 20,528 
137,966 54,288 20,464 
128,855 53,222 20.642 
129,685 51,195 18.659 
131,646 49,699 17,058 
131,836 47,589 15,078 
132,882 44,868 12,779 
133,050 44,477 12,504 

132,264 44,028 12.163 

64.9 . 23.2 8.3 
64.4 23.1 '8.2 
63.4 23.9 8.9 
63.6 24.5 9.5 
63.7 24.8 9.4 
63.7 25.0 9.4 
59..9 24,7 9.6 
60.8 24.0 8.8 

62.6 23.6 8.1 
63.2 22.8 7.2 
94.2 21.7 '6.2 

94.8 21.7 6,1 

94.9 21.6 6.0 

Medicare 

36,066 
35,887 
35,590 
35.227' 
34,655 
33,901 
33,097 
33,230 
32,907 
32,260 
31,495 
30,925 
30,458 

13.2 
13.2 
13:2 
13.2 
13.1 
12.9 
12,.7 
12.9 
13.1 
13.0 
12.8 
12.7 
12.6 

31,416 
31,174 
31,108 
30,919 
30,580 
29,978 
29,297 
29,341 
28.940 
28,530 
27,659 
27,293 
27.044 

14.0 
14.0 
14.0 
14.0 
14.0 
1~.8 

13.6 
13.9 
13.8 
13.7 
13.5 
13.3 
13.3 

8,530 
8,747 
8,527 
8,712 
9,375 

11,165 
9,560 

. 9,510 
9,820 
9,922. 
9,970 

10.105 
10,542 

3.1 
3.2 
3.2 
3.3 
3.5 
4.3 
3.7 
3.7 
3.9 
4.0 
4.0 
4.1 
4.4 

6,848 
7,140 
6,994 
6,981 
7,656 
8,845 
7,689 
7,556 
7,867 
8,022 
'8,116 
8,305 
8,482 

3.0 
3.2 
3.2 
3.2 
3.5 
4.1 
3.6 
3.5 
3.7 
3.8 
3.9 
4.0 
4.2 

1 

Not 
covered 

42,554 
44,281 
43.448 
41,716 
40.582 
39,718 
39,713 
38,641 
35,445 

.34,719. 
33,385 
32,680 
31,026 

15.5 
16.3 
16.1 
15.6 
15.4 
15.2 


. 15.3 

15.0 
14.1 
13.9 
13.6 
13.4 
12.9 

31,863 
33,588 
33,241 
31,729 
31,105 
30.305 
30,489 
29,719 
27,127 
26,959 
25,857 
25,211 
23,900 

14.2 
15.0 
15.0 
14,4 
·14.2 
14:0 
14.2 
13.9 
12.9 
12.9 
12.5 
12.3 
11.7 
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Table A-1. 

Health Insurance Coverage Status and Type of Coverage by Race and Ethnicity: 1987 to 

1999-Con. 	 . . 

(Numbers in thousands. People as ofMarch of the following year) 

Vear 

BLACK 

NUMBERS 

1999 ....... . ......... . 

1998 ...•.... : ................. . 

19972 . . . •.........•••••••. 


1996 .. ..... . ... . ........ . 

1995 ...................... . 

1994' ........................ . 

19934

• . . •• • • . • .••.•••• 


19925 •..........•••. 


1991 ........................ . 

1990 ..........•. 

1989 


. 	1988 


1987" . 


PERCENTS 

1999 ... 

1998 •.... 

1997' •... .. : , ...... ,\.. , 

1996 

1995 ...... . ..•....... 

1994' .......................... . 

19934 ••••••••••. 


19925 ... ' ••. 


1991 ................... . 

1990 

1989 

1988 ...................... . 

19876 • • • • . . •••...... 


HISPANIC 

NUMBERS 


1999 . . .... . ......... . 

1998 ......... . 

19972 . . .•••••••.. 


1996 ............. . 

1995 

1994' . 

19934 

•• 


19925 .. 

1991 ............. . 

1990 ........ . 

1989 ............ . 

1988 ... " ...... . 

19876 • . . ... • . • . ....••••.••• 


PERCENTS 

1999 .: .... 

1998 

1997' ..... 

1996 .. 

1995 

1994' .. 

19934

• 


19925 ....... : .. 

1991 ........... . 

1990 ......... . 

1989 


. 	1988 ......... . . ........ . 

19876 .••.••..•............••.••• 


Covered by private or government health insurance 

Private heal1h Government health insurance ., Insurance 

Emp 
Tolal Medicaid MedicareTotal people Totat Total 

35,509 27,973 
35,070 27,274 
34,598 27,166 
34,218 26,799 
33,889 26,781 
33,531 26,928 
33,040 26,279 
32,535 25,967 
31,439 24,932 
30,895 24,802 
30,392 24,550 
29,904 .24,029 
29,417 23,555 

100.0 78.8 
100.0 77.8 
100.0 78.5 
100.0 78.3 
100.0 79.0 
100.0 80.3 
100.0 79.5 
100.0 79.8 
100.0 79.3 
100.0 80.3 
100.0 ·SO.8 
100.0 80.4 
100.0 SO. 1 

32.804 21.853 
31,689 20,493 
30,773 20,239 
29,703 19.730 
28,438 18.964 
27,521 18.244 
26,646 18,235 
25,682 17,242 
22,096 . 15,128 
21,437 . 14,479 
20,779 13,846 
20,076 13,684 
19,428 13.456 

100.0 68.6 
100.0 64.7 
100.0 65.8 
100.0 66.4 
100.0 66.7 
100.0' 66.3 
100.0 68.4 
100.0 67.1 
100.0 68.5 
100.0 67.5 
100.0 66.6 
100.0 68.2 
100.0 69.3 

19.805 18,363 11,165 7,495 3,588 
18.663 17,132 11,524 7,903 3,703 
18.544 17,077 11,157 7,750 3,573 
17,718 16,358 12.074 8,572 3,393 
17.106 15,683 12,465 9,184 3,316 
17,147 15,607 12,693 9,007 3,167 
16.5SO 13,693 12,588 9,283 3,072 
15,994 13,545 12,464 9,122 3,154 
15,466 13,297 11,776 8,352 3,248 

;~::;d 
13,560 
14,187 

11,150 
10,443 

7,809 
7,123 

3,106 
3,043 

15,818 13,418 10,415 7,049 3,064 
15.358 13,055 10,380 7,046 2,918 

55.8 51.7 31.4 21.1 10.1 
53.2 48.9' 32.9 22.5 10.6 
53.6 49.4 32.2 22.4 10.3 
51.8 47.8. 35.3 25.1 9.9 
50.5 46.3 36.8 27.1 9.8 
51.1 46.5 37.9 26.9 9.4 
50.2 41.4 38.1 28.1 9.3 
49.2 41.6 38.3 28.0 9.7 
49.2 42:3 37.5 26.6 10.3 
51.6 43.9 36.1 25.3 10.1 
54.4 46.7 34.4 23.4 10.0 
52.9 44.9 34.8 23.6 10.2 
52.2 44.4 35.3 24.0 9.9 

15,424 14,214 7,875 5,946 2,047 
14,377 13,310 7,401 5,585 2,026 
13,751 12,790 7.718 5,970 1,974 
13,151. 12,140 '7,784 6,255 1,806 
12,187 '11,309 8,027 6,478 1,732 
11,743 10,729 7,829 6,226 1,677 
12,021 9,981 7,873 6,328 1,613 
11,330 9,786 7,099 5,703 1,578 
10,336 8,972 5,845 4,597 1,309 
10,281 8.948 5,169 3,912 1,269 
10,348 8,914 4,526 3,221 1,180 
10,188 8,831 4,414 3,125 .1,114 
9,845 8,490 4,482 3,214 1,029 

47.0 43.3 24.0 
45.4 42.0 23.4 
44.7 41.6 25.1 
44.3 40.9 26.2 
42.9 39.8 28.2 
42.7 39.0 28.4 
45.1 37.5 29.5 
44.1 38.1 27.6 
46.8 40.6 26.5 
48.0 41.7 24.1 
49.8 42.9 21.8 
50.7 44.0 22.0 
50.7 43.71 23.1 

Military 
health Not 
care 1 covered 

1,198 7,536 
1,111 7,797 
1,100 7,432 
1,357 7,419 
1,171 7,108 
1,683 6,603 
1,331 6,761 
1,459 6:567 
1,482 6,507 
1,402 6,093 
1,340 5,843 
1,385 5,875 
1,497 5,862 

3.4 21.2 
3.2 22.2· 
3.2 21.5 
4.0 21.7 
3.5 21.0 
5.0 19.7 
4.0 20.5 
4.5 20.2 
4.7 20.7 
4.5 19.7 
4.4 19.2 
4.6 19.6 
5.1 19.9 

589 10,951 
503 11,196 
526 10,534 
474' . 9,974 

516 9,474 
630 9,277, 
530 8,411 
523 8,44'
522 6,968 
519 6,958 
595 6,932 
594 6,391 
631 5,972 

33.4 
35.3 
34.2 
33.6 
33.3 
33.7 
31.6 
32.9 
31.5 
32.5 
33.4 
31.8 
30.7 

'Includes CHAMPUS (Comprehensive Heelth and Medical Plan for Uniformed Services)lTricare, Velerans', and military health care. "aeginning with the March 1998 CPS, 
people with no coverage other then access 10 Indian Heallh Service are no longer considered covered by health insurance; inslead, thBy are considered to be uninsured. The ellect of this 
chang"!, on the overall estimales of heallh insurance coverage is negligible; however, thB decreese in Ihe number of people covered by medicaid may be partialty due to this change. 

Health insurance questions were.redesiq,ned. Incr.ases in eSlimates of employment·based and military health care coveraga may be partr,lIy due to questionnaire changes. Over· 
all coverage estimates were not affected. Dala colleclion melhod changed from paper and pencil to computer·assisted inlerviewlng. Implamentation of 1990 census popula· 
tion controls. 6tmplementation of a new March CPS processing system. . 

Source: U.S. Census Bureau, Current Populatio~ Survey, March 1988·2000. 
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