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Table D-l—Percent of Full-Time Participantsa in Medium and Large Firmsb by Coverage for Selected
Categories of Health Care Benefits, 1989

Benefit provided

Category of medical care T o t a la

Covered
All in full

Subject to Subject to
internal limits overall limits

onlyd onlye

Subject to
internal and
overall limits

Benefit not
providedc

Hospital room and board . . . . . . . . . . . . . . . . . .
Hospi ta l izat ion-miscel laneous servicesf...
Extended care facilityg . . . . . . . . . . . . . . . . . . . .
Home health Careg . . . . . . . . . . . . . . . . . . . . . . .
Inpatient surgery . . . . . . . . . . . . . . . . . . . . . . . . .
Outpatient surgeryh . . . . . . . . . . . . . . . . . . . . . . .
Physician visits-in-hospital . . . . . . . . . . . . . .
Physician visits-office . . . . . . . . . . . . . . . . . . .
Diagnostic x-ray and laboratory . . . . . . . . . . .
Prescription drugs-nonhospital . . . . . . . . . .
Private duty nursing . . . . . . . . . . . . . . . . . . . . . .
Mental health care . . . . . . . . . . . . . . . . . . . . . . . .

In-hospital . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Outpatient . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Vision . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Alcohol abuse treatment . . . . . . . . . . . . . . . . . .
Drug abuse treatment . . . . . . . . . . . . . . . . . . . . .
Hospice . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1 0 0 %
1 0 0
1 0 0
1 0 0
1 0 0
1 0 0
100
100
100
100
100
100
100
100
100
100
100
100

98% 19%
98 19
80 7
75 20
98 33
98 38
98 23
97 9
98 28
95 3
86 16
97 1
96 3
92 1
35 5
97 1
96 1
42 9

4%
4

2 0
9
1

A
1

11
J
29

1
21
20
21
28
16
15

7

4 2 %
4 2
1 4
1 7
5 6
5 1
58
71
58
60
62

1
7
2
1

19
20
13

34%
34
4 0
2 8
9
9

17
6

12
3
8

75
66
68

2
60
60
13

2 %
2

2 0
2 5

2
2
2
3
2
5

14
3
4
8

65
3
4

58
NOTE: Because of rounding, sums of individual items may not equal totals.
alt is imprtant  to note that: I) not all fuli-time  employees participate in plans offered by employers, and 2) the U.S. Department of bbo~$ Bureau of Labor

Statistics (BLS)  distinguishes among medical care, dental care, and vision care. According to BLS, medical care benefits were provided to 92 percent of
employees in medium and large firms, 69 percent of full-time employees in small  firms, and 93 percent of full-time employees in State and local governments.
Workers are considered participants only iftheyelectecf  acertain  plan. This table applies tocost-containment  provisions affecting medical care benefits only.

bM~ium and large firms are establishments with 100 workers or more in all private nonfarm  industries, excluding (in the lg8g $urveY)  firm$ in Alas~  and
Hawaii. According to BLS, its survey of these firms provides representative data on 32.4 million full-time employees. Data for the survey were collected by
visits of BLS field economists to sampled establishments. Documents describing medical and dental care benefits are collected by BLS and analyzed in
Washington, DC.

CFor  all  but  Vi$ion  care,  Perants  inClude  employees  who  elect~  t. waive participation in their employer’s  m~ical  program but who enrolled in dental and/Or

vision plans.
d[nternal  ]imits apply t. indi~duaI  ~twonm  of~re (e-g,, sepamte limits or benefits  for hospitalization).  ~mits may be @ in terms ofdollarceilings  on benefits,

a requirement that the participant pay a percentage of costs (coinsurance), or a requirement that the participant pay a specific amount (deductible or
copayment) before reimbursement begins or services are rendered.

e~erall  Iimit$ are express~ only  in terms Of total benefits payable  Underthe  plan,  ratherthan  for individual categories of care. Mmits  are set ss deductibles,
coinsurance percentages, and overall dollar limits on plan benefits.

fservices  provid~  during a hospital confinement.
gSome  plans provide this mre oniy  to a patient who wss  previously  hospitalized and is recovering without need of the extensive care provided by a general

hospital.
hcharge$  incurr~ in the outpatient department of a hospital and outside of’the  hospital.
iLgSS  than 0.5 percent.

SOURCE: U.S. Department of Labor, Bureau of Labor Statistics, Emp/oyee Benefits in hfecfiurnandLarae  I%ms,  7989, Bulletin 2363 (Washington, DC: U.S.
Government Printing Office, June 1990).

. .

number of covered services regardless of whether they are
mandatory or optional benefits (154).

Specific services may also be subject to restrictions on
coverage (tables D-1, D-2 and D-3). For example,
one-quarter or fewer of large-employer-based non-HMO
(health maintenance organization) plans in 1989 covered
organ transplants (26 percent) well-baby care (22 per-
cent), immunization and inoculation (14 percent), routine
physical examinations (14 percent), hearing care (12
percent), or orthoptics (exercises to improve the function
of the eye muscles) (3 percent) (table D-2).

With the exception of the National Medical Care
Expenditure Survey of 1977 (NMCES) and the National
Medical Expenditure Survey of 1987 (NMES), household
surveys do not query individuals about the nature of the

.-

insurance coverage they have (e.g., services covered,
coinsurance provisions, preexisting conditions clauses).
The Agency for Health Care Policy and Research in the
U.S. Department of Health and Human Service’s Public
Health Service has not yet analyzed its 1987 NMES data
by nature of insurance coverage.

Who Are “The Uninsured”?
Estimates of the number of individuals in the United

States who lack health insurance coverage differ. Each
March, the U.S. Department of Commerce, through the
Bureau of the Census’ Current Population Survey (CPS),
asks individuals in a sample of U.S. households about
their health care coverage, including their health insur-
ance status. However, CPS’s March supplements have
question wording problems that make it difficult to
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Table D-2—Percent of Full-Time Participantsa by Type of Plan and Coverage for Selected Special Medical Care
Benefitsb, by Type of Employer and Type of Plan, 1989 and 1990

Type of plan

All plans Health maintenance Non-health maintenance
Type of employer and benefit item combined organization organization

Medium and large firms, 1989
Hearing cared . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 26% 93% 12%
Orthoptics e . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3 —e 4
Routine physical examinations . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 28 97 14
Organ transplant . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 26 23 26
Well-baby care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 34 95 22
Immunization and inoculation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 28 98 14

Small firms, 1990f

Hearing cared . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Orthopticsc . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Routine physical examinations . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Organ transplant . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Well-baby care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Immunization and inoculation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Preventive dental careg . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Vision examinations onlyh . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

State and Iocal governments, 1990i

Hearing cared . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Orthoptic i . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Routine physical examinations . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Organ transplant . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
WeIl-baby care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Immunization and inoculation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Preventive dental carek . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Vision examinations onlyg . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

16%
1

26
28
32
23
2
12

27%
1

36
32
39
33

2
19

92%

98
13
97
96

9
71

84%

97 e

20
96
95
10
73

4%
1

15
31
22
12
—e

3

11%
1

19
36
23
16
—e

4
ah is imprtant  to note that: I) not all full-time employees participate in plans offered by employers, and 2) the U.S. Department of Labor’s  Bureau of Labor

Statistics (BLS)  distinguishes among medical care, dental care, and vision care. According to BLS, medical care benefits were provided to 92 percent of
employees in medium and large firms, 69 percent of full-time employees in small firms, and 93 percent of full-time employees in State and local governments.
Workers are considered participants only if they elected a plan.

bplans  providing services or payments for services rendered in the hospital or by a physidan.  Excludes plans that provided only dental vision, or Prescription
dfug  coverage.

cM~ium  and  large firms are ~tab[ishments with 1~ wo~ers or more in all private  nonfarm industries, excluding (in the 1989 survey) firms in Alaska and
Hawaii. According to BLS, its survey of these firms provides representative data on 32.4 million full-time employees.

dplan  provides,  as. a minimum, coverage for hearing examination expenses.
eLess  than 0.5 per-nt.
fsmal[  firms are defin~  as those private  nonfarm firms with fe~erthan  100workers.  According to BLS, its survey  of these  firms provided representative data
on 40.8 million full-and part-time employees. Data shown in this table are for full-time employees only. According to BLS, insuranca  benefits-sickness and
accident insurance, long-term disability insurance, medical care, dental care, and life insurance-were avdlable  to one-tenth or fewer part-time workers. No
further details were provided on benefits available to part-time workers in BLS’S  report.

91ncludes plans that only provide examinations and x-rays.
hlncludes  plans  that provide only examinations.
iA@ording  t. BLS, these data represent abut 13 million full-time  employees  in all  State  and 1o-1 governments  ifl the SO states and the District Of Columbia.
Detailed data for 1.6 million part-time employees were not provided.
hercises  to improve the function of the eye muscles.
kwhere  appl~at)le,  dash indicates no employees in this Category.

SOURCES: Medium and large firms: U.S. Department of Labor, Bureau of Labor Statistics, Emp/oyee  Benefits in Medium andkrge  Firms, 1989, Bulletin
2363 (Washington, DC: Government Printing Office, June 1990); Small firms: U.S. Department of Labor, Bureau of Labor Statistics, Emp/oyee
Benefits in Sma//  Private Estab/ishmerrts,  7990, Bulletin 2388 (Washington, DC: Government Printing Office, June 1990); State and local
governments: U.S. Department of Labor, Bureau of Labor Statistics, Ernp/oyeeBenefifs  in Stafeandbca/Governments,  1990  (Washington, DC:
U.S. Government Printing Office, 1991).

estimate the number of insured vs. uninsured individuals. underestimate the number of people who are uninsured at
The CPS question is, “. . during [year], was anyone in any particular point in time &r&g the year (84,133).
this household covered by a health insurance plan?”
Theoretically, if respondents answer without recall error, According to the CPS, 34.4 million nonelderly U.S.

respondents who report not being covered by either citizens, equivalent to 15.7 percent of noninstitutionalized
Americans under age 65, were estimated to lack health

private or public sources should have been uninsured for
the entire year (84). But for a variety of reasons, CPS

insurance during 1990 (157).

estimates are believed to overestimate the number of In support of estimates from the CPS, but providing
people who are uninsured for an entire year, and additional estimates of the number of individuals who
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Table D-3—Mandatory and Optional Services
Covered Under Medicaid

Mandatory services
●

●

●

●

●

●

●

●

●

●

●

●

lnpatient hospital services
Outpatient hospital services
Physician’s services
Early and Periodic Screening, Diagnosis, and Treatment
(EPSDT) services for individuals under age 21
Diagnostic and treatment services for renditions uncovered
during the course of an EPSDT screen
Under EPSDT, periodic medical and dental screenings, includ-
ing health education and anticipatory guidance
Family planning services and supplies
Laboratory and x-ray procedures
Skilled nursing facility and home health care services for
individuals age 21 and older
Rural health clinic services
Services of certified nurse-midwives, pediatric and family nurse
practitioners even if practicing independentlya

Community health centers, migrant health centers, and health
care for the homeless programs receiving funds under sections
329, 330, or 340 of the Public Health Service Act

Optional services
●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

●

�

Case management
Additional home health services
Dental services
Services of other licensed practitioners, including psycholo-
gists, chiropractors, optometrists, and podiatrists
Clinic services
Other diagnostic, screening, preventive, and rehabilitative
services
Prescription drugs
Intermediate care facility services, including intermediate care
facility services for the mentally retarded
Home and community-based services for mentally retarded
individuals
Eyeglasses, prosthetic devices, dentures, and orthopedic
shoes
Home and skilled nursing facility care for children
Private duty nursing
Inpatient psychiatric care for individuals under age 21
Physical, occupational, and speech, hearing, and language
disorder therapies
Home care for elderly who would otherwise be institutionalized
Other medical or remedial care recognized under State law,
including personal care in the home, transportation, and
emergency services, skilled nursing facilities for individuals
under age 21, Christian Science nurses and sanitariums,
hospice care services, respiratory care services

~o the extent that they are authorized to practice under State law.

SOURCES: U.S. Congress, Office of Technology Assessment, /%/uatiorr
of the Oregon Medicard  Proposal, 1992, based on provisions
of Omnibus Budget Reconciliation Act of 1989 and Omnibus
Budget Reconciliation Act of 1990; U.S. Department of Health
and Human Services, Health Care Financing Administration,
Division of Intergovernmental Affairs, MedicaidSem-ces  State
by State, HCFA Pub. No. 02155-92 (Washington, DC: U.S.
Government Printing Office, October 1991).

may be uninsured, the U.S. Department of Health and
Human Service’s NMES found that approximately 48
million Americans, or 20 percent of the population under
age 65, lacked health insurance for all or part of 1987, with
between 34 and 36 million uninsured on any given day and
24.5 million uninsured throughout the year (123,125).

Why Do Individuals Lack Health Insurance?

It is often overlooked that, with some exceptions, such
as Medicare hospital coverage (Medicare Part A), health
insurance in the United States is:

a private, voluntary matter. . .The demand for insurance,
like the demand for any product or service, depends on
consumers’ ability and willingness to pay for it (56).

Fuchs points out that what is typically known as
“employer-provided’ health insurance is a misnomer:

Employers do not bear the cost of health insurance;
workers do, in the form of lower wages or forgone
nonhealth benefits (56).

Individual patients, then, do have a role as consumers
in the purchase of health insurance, even if it is
“provided’ by employers.

It is unclear how much income an individual or family
should be expected to devote to purchasing health
insurance coverage as opposed to other goods and
services, but most analyses seem to suggest that many
individuals appear to lack insurance because they cannot
afford it rather than because they are unwilling to buy it
(45,84,142,157,159). Some data are available to compare
the health status of uninsured individuals with insured
persons, but there is little information that identifies those
individuals who are either insured or uninsured because
they are sick or disabled. Demographic and health status
characteristics of the uninsured population are discussed
below.

Demographic Characteristics of
Uninsured People

As suggested in figure D-2a and D-2b, uninsured

people comprise a heterogeneous group. Individuals of
any age, work experience, poverty level, race, ethnicity,
years of education, in any household configuration, of
either gender, and living in any type of residential area
(e.g., urban vs. rural) or region can lack health insurance.
For example, in 1990, more than half of uninsured
individuals lived in married couple families; almost
one-third of uninsured individuals of working age worked
full-time, year-round; more than two-thirds of uninsured
individuals lived in families with incomes above the
Federal poverty level; almost 30 percent were college-
educated; and almost 80 percent were white (figure D-2a
and D-2b).

Some attributes are, however, more likely to be found
in uninsured people than among insured individuals.
These attributes include: employment in a small firm;
self-employment; residence in a nonrnetropolitan area;
living on one’s own without children; living in a
single-parent family with children; being of Hispanic
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Figure D-2a—Uninsured Individuals’ Ages, Poverty Levels, Work Experience, Family
Living Situation, Race, Ethnicit y, Gender, Years of Education, Residence, and Region

Characteristics of uninsured individuals (by percent)
100
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r. . . . . . . . . . . . .. . . .:+:+:+:+.
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45-54

. .-.

Did not
work

35-44

Full-time,
not year-
round

Full-time,
year
round

Above
poverty

Below
poverty

Age Household Work Poverty Race– Hispanic c

relationships experience, level- individuals
of individuals 1990– individuals 65 yearsb

individuals <65 years
ages 16 to 64

alndudes  persons li~ng in unre[at~  subf~ilies and in other !ypes  of families (e.g., in families with male householder,
no spouse present).

blndu~s  individuals of Hispanic origin.
cpersons of Hispanic origin can be of any race.

SOURCES: Data on age, poverty level, work experience, household relationships, race, and gender: U.S.
Department of timmerce,  Bureau of the Census, Poverfyln  the United  Sfates:  1990, Current Population
Reports, Series P-60, No. 175 (Washington, DC: U.S. Government Printing Office, 1991). Data on
education, region, and residence: U.S. Department of Commerce, Bureau of the Census, unpublished
1990 data on health care coverage, from the March 1991 Current Population Survey, November 1991.

origin; having no more than a high school education; of individuals in families with incomes below the Federal
being male; and being a young adult ages 21 to 24 poverty leve15 lacked both private and public coverage
(142,157). Some, but not all, of these factors have been during 1990 (157). The Federal poverty level was $13,359
found to be correlated with income levels, and, in a for a family of four in 1990 (157).6 Similarly, among
multivariate analysis of 1987 U.S. Bureau of the Census employed people, as worker earnings decrease, the
CPS data for OTA, Kronick found family income was the likelihood of being uninsured increases (45).
most important determinant of health insurance
status for all age groups under age 65 (84).4 More As points of comparison with these income figures, the
recent data from the CPS suggest that almost 30 percent U.S. Department of Labor, Bureau of Labor Statistics,

4 Other factors ex~ed inwonick’s  mdtivariate analysis, which focused on the health insurance status of adolescents ages 10 to 18,  included me
snd ethnicity, regiom residence (e.g., central city, other metropolitan statistical area), gender, parents’ work status, size of parents’ employer, industry
of psrents’  employer, parents’ educatioq and parents’ marital status (84). Although Kronick’s analysis focused on the health insurance status of
adolescents, he found tha~ to a large extent, the insurance status of an adolescent depends on the insurance status of his or her parent(s) (84).

5 me Fede~  ~v~ 1evel  Wu ol.i~ly c~~~~~ to ~ about 3 -es the cost of fo~ includ~ in tie “~nomy fo~ p@” the leSSt COSdy Of
four nutritionally adequate food plans designed by the U.S. Department of Agriculture in 1955. Some changes have occurred since 1955 in the ways
that poverty thresholds are defined, and currently the poverty thresholds rise each year by the same percentage as the annual average Consumer Price
Index. Poverty thresholds also depend on family size, the number of related children under 18 living in the family uni~ and, to some extent, the age of
the householders (157). Definitions of poverty have been the focus of numerous hearings and reports (98,139).

G NMES found that in 1987,65 percent of uninsured individurds were in families with incomes below 200percent  of the Federal poverty level annual.ly
(123).
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Figure D-2b—Uninsured Individuals’ Ages, Poverty Levels, Work Experience, Family
Living Situation, Race, Ethnicit y, Gender, Years of Education, Residence, and Region

100 Characteristics of uninsured
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dThe U.S. Department of Commerce, Bureau of the Census, uses the U.S. Executive office of the President, office
of Management and Budget’s June 1984 definition of metropolihn  areas. Metropolitan areas are also known as
metropolitan statistical areas (MSA).  An MSA is a geographic area consisting of a large population nucleus, together
with adjacent communities which have a high degree of economic and social integration with that nucleus. An area
qualifies for recognition as an MSA if: 1) it includes a city of at least 50,000 population, or 2) it includes a Census
Bureaudefined  urbanized area of at least 50,000 with a total metropolitan population of at least 100,000 (75,000 in
New England). In addition tothecountycontaining  the main city or urbanized area, an MSA may include other counties
having strong commuting ties to the central county. The territory outside metropolitan statistical areas is referred to
as nonmetropolitan.

ecentral cities are defin~  in two different ways by the U.S. Department of Commerce, Bureau of the Census. The
largest city in each metropolitan statistical area (MSA)  (also called metropolitan area) isdssignated  as a central city.
There may be additional central cities if specified requirements, designed to identify places of central character within
the MSA,  are met.

SOURCES: Data on age, poverty level, work experience, household relationships, race, and gender: U.S.
Department of Commerce, Bureau of the Census, Poverty in the United States: 7990, Current Population
Reports, Series P-60, No. 175 (Washington, DC: U.S. Government Printing Office, 1991). Data on
education, region, and residence: U.S. Department of Commerce, Bureau of the Census, unpublished
1990 data on heaith care coverage, from the March 1991 Current Population Survey, November 1991.

calculated that in the employment situations that required Average annual out-of-pocket costs for health care, not
employee contributions in 1989, the average annual including premiums, are not available for 1990, but in
full-time employee contribution to the premium for 1987, they averaged $361 per user of health services aged
employer-subsidized large group health insurance in less than 65, ranging from $708 for the average user who
medium and large firms was $303.72 for individual was covered by private insurance and in fair to poor
coverage and $865.20 for family coverage7 (168). 8 health, to $166 for the average user covered by public

7 ~ the ~omt of ~~n~bUtiOn  vfi~d by either ~~e or composition Of the family, the rate for ~ employee  with a spouse ~d one child wss wed by
BLS.

8 R@rements  for employw con~butiom differed according to whether only the employee, or the emplOyee  ~d  his or her f@Y, w~ covme~
whether theplsn  was an HMO or not, and the employee’s type of job (professional and administrative vs. technical and ckxicalvs.  production and service)
(168). Across all job types, 59 percent of employers required employee participation inpremiumpayments foranHMO  plan covering a single employee,
and 73 percent if the HMO plan covered the employee and his or her family (168). In non-HMO plans, the figures were 45 percent and 64 pereen~
respectively. The number of employers requiring employees to pay a part of the premium price is believed to have increased since 1989.
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insurance and in good to excellent health, according to the
NMES (85). It maybe important to note that: 1) these are
average expenditures, not ranges of actual expenditures,
and 2) the averages pertain to individual users of health
care services. An entire family’s health expenditures may
be paid for out of the wages of a single earner. One source
estimates that the approximate average annual yearly
cost to an insured Federal Government employee and his
or her family of four under the Federal Employees Health
Benefit Plan can range from $1,500 (if enrolled in a
Washington, DC, area HMO) to $6,110 (if enrolled in a
high option fee-for-service plan) (51). This estimate
includes the cost to the employee of the premium share,9

dues if applicable,10 and unreimbursed health care bills, for
a typical mix of hospital, medical, drug, and dental bills. 11

Insurance premiums and health care expenditures are not
calibrated to family income.

According to the NMES, the average family paid
approximately half of its medical expenses out-of-pocket
in the year 1987 (85). At the lower end of the range, the
average near-poor family (families with incomes between
the Federal poverty line and 125 percent of the poverty
line) with public insurance paid 12.5 percent of its
medical expenses out of pocket; at the higher end of the
scale, low-income families (families with incomes be-
tween 125 and 200 percent of the Federal poverty line)
with private insurance paid, on average, 55 percent of
their medical expenses directly out of pocket.12

Health Status of Uninsured Individuals

The majority of individuals in the United States are
covered by some form of insurance (see above), and are
in good health (10,85,165).13 As has been well docu-
mented, however, there is a relatively small proportion of
Americans with serious chronic health problems, and
another small proportion every year with short-lived, but
serious, acute health problems. On average, 13 percent of
U.S. citizens under age 65 reported their health to have
been fair or poor in a national survey conducted in 1987

(85). Almost 4 percent of 15 to 44 year olds and 8 percent
of 45 to 64 year olds reported in 1989 that they are limited
in the amount or kind of their major activity (e.g., work)
as a result of a chronic condition (165). Thirty-two percent
of Americans ages 18 to 64 have been found to have
experienced a mental disorder at some point during their
lifetime, and the annual prevalence of disease is 20
percent (115). What is difficult to sort out is how these
varied health problems affect individuals’ ability to gain
insurance coverage, and how difficulties obtaining insur-
ance coverage affect access and health status.

The annual CPS does not collect data on respondents’
health status when it collects information on health
insurance status, but several other national surveys have
collected both kinds of data simultaneously. Age (99),
income (140), and perhaps other adjustments (120) are
clearly appropriate for comparisons of health status by
insurance coverage, yet they have not always been made.

The evidence on health status by insurance status
suggests that, even without adjustments for income,
uninsured persons are considerably more likely than
privately insured individuals to report being in fair to poor
health (figure D-3). However, it is noteworthy that
individuals who report being covered by public sources
(e.g., Medicaid) are more likely to report being in fair or
poor health than either uninsured or privately insured
persons (figure D-3). Studies that examine the health
status of individuals with both public and private cover-
age show, as expected, a level of perceived health
somewhere between those covered by Medicaid and those
with private insurance (figure D-3).14

The findings for Medicaid can probably be at least
partially accounted for by categorical eligibility for
people with disabilities, but it may also be related to the
fact that eligibility for Medicaid always involves being
sufficiently poor to meet eligibility resource limits.15

In fiscal year 1990, blind and disabled persons with low
incomes comprised approximately 15 percent of the

g The Feder~ ~vernment pays a substantial amount-up to 75 percent for most employees-toward the premium cost of tie P~ chosen by ~
employee. Nationally, about 400 plan options participate, and between one and two dozen are available in each locality (5 1).

10 Dues me required to enroll  in some of the Federal employees’ ph.
11 For the same family size with bills near $50,000 (the upper limit examined by this source), the approximate yemly cost wo~d be no higher ~

$9,550with  dental bills included, and $7,410 with dental bills not included (ixcause  most stop-loss provisions do not include dental care) (51). No plan
includes mental health or nursing home expenses in its stop-loss guarantee.

IZ me average rage Ofpropofiom of out-of-pocket medical expenditures was from. 175 for the publicly insured i.u “excellent to good” heal@ to
.798 for the uninsured in “excellent to good health” (85).

13 Be~g  ~good  h~th  dw.  not mem  however, tit  ~dividu~s  may not  q~e some level of h~th semices.  For example,  19 to ~ yeal’  okk, who
are least likely to be insured, are also at highest risk of serious accidental trauma (e.g., that caused ina car crash) (165). Mom common examples of health
services used by people who are healthy overall include preventive services such as immuniza tions, premtal  care, dental care, and screening for cancer
detectiou services for acute problems such as upper respiratory infections, ear infections, and crises affecting mental heal~ and services for chronic,
but not necessarily serious, problems such as minor vision impairments.

14 perceivedhe~th  s~~s  (e.g.,  a respme  t. some v-t of the  questio~ ‘ ‘wo~d  you Say yC)UI he~th is excellent, very good, good, f~, Or  pOOr?”)

has been found to be a relatively good indicator of individual health status, especially in terms of predicting male mortality (74).
15 persom  me efi~ble  for M~c~d M they me ~ f-es ~~ dependent chilh~ we pre~t worne~ or are adults who ~ bltid, disabled, or 65

years of age or over; and if they are sufficiently poor to meet eligibility resource limits (174).
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Figure D-3-Percentage of Population Under Age 65, All Incomes Combined,
Reporting Fair and Poor Health Status, by Insurance Coverage, Various Studies,

Various Years, Unadjusted Data
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States,” hfihnk Memoria/ Funk Quarfetly  61(2):149-176,  1983. 1980: U.S. Department of Health and
Human Services, Health Care Financing Administration, “Access to Medical Care in 1980,” fU#ionalMedical
Care (/ti/ization  and Expendture Survey, Series B, Descriptive Report No. 12, prepared by E.S. Leicher,
E.M.  Howell, L. Corder, et al. (Baltimore, MD: HCFA, 1985). 1984: D. Rowland and B. Lyons, “Triple
Jeopardy: Rural, Poor, and Uninsured,” Heaffh  Services Research 23(6):975-1004,  1989. 1986: U.S.
Congress, Library of Congress, Congressional Research Service, Hea/fh hurance  and the Uninsured:
Background Data andAna/ysis  (Washington, DC: U.S. Government Printing Office, June 1988). 1989: U.S.
Department of Health and Human Services, Public Health Service, Centers for Disease Control, National
Center for Health Statistics, unpublished data from the National Health Interview Survey on the percent of
persons assessed by respondents to be in fairorpoorhealth by age and health care coverage status, United
States, 1989, Hyattsville,  MD, April 6, 1992.

estimated 25.3 million Medicaid recipients; another 13
percent of Medicaid beneficiaries in 1990 were age 65 or
older (161). Forty-four percent of the estimated 25.3
million Medicaid recipients in 1990 were children under
21, most of whom qualified under provisions related to
low-income families with dependent children (161). The
extent of the health care needs of these blind, disabled,
and aged individuals is suggested by the fact that these
enrollees accounted for 71 percent of all Medicaid
payments in 1990 (161).

As shown in figure D-4, insured individuals in families
with the lowest incomes (below $15,000 in 1986), and
therefore more likely to be covered by Medicaid, were
more likely than uninsured individuals (public and private

combined) to report their health as fair or poor (140).
Conversely, insured individuals in every family income
group were slightly more likely than uninsured individu-
als to perceive themselves as being in very good to
excellent health (figure D4;140). Although the causal
relationships are poorly understood, lower socioeco-
nomic status has been found to be predictive of higher-than-
expected infant mortality, developmental problems, mor-
bidity,psychological distress, and mortality (24,59,93,188).

Health Status as a Reason for
Refusal of Coverage

Because most individuals purchase insurance coverage
as part of employer-based group health plans, they
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Figure D-4-Reported Health Status by Family Income and
Health Insurance Status, 1986

Percentage of individuals with self-reported health status
100

Fair/ Good Very Fair/ Good Very Fair/ Good Very Fair/ Good Very
poor good poor good/ poor good/ poor good/
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~~~~
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Family income

SOURCE: U.S. Congress, Library of Congress, Congressional Research Services, Hea/th  hsurance  and the
Uninsured: Background Daki andAna/ysis(Washington, DC: U.S. Government Printing Office, June 1966),
based on 1986 Nt-llS public use tapes.

typically are neither refused coverage outright, nor
refused coverage for so-called preexisting conditions. l6

Premiums for group policies are usually experience-
rated17 and adjusted annually on the basis of the actual
claims experience of the group in the previous year.
Groups that incur higher than average medical expendi-
tures are charged a proportionately higher rate, but the
cost is distributed equally among all group members,
minimizing the burden for any one individual. By
contrast, people without access to group coverage have
difficulty in obtaining health insurance at comparable
premiums (10). Individuals in small group plans (e.g.,
small employers), where there are fewer individuals to
share the cost of premiums, may also have difficulty
obtaining health insurance at premiums comparable to
those of large groups, especially if one or more employees
develop a serious chronic health problem (75,76).

As part of the 1987 NMES, a small sample of
individuals who reported being uninsured were asked

whether they had ever investigated the cost of obtaining
private health insurance, and, if so, whether they had ever
been denied private health insurance or offered limited
coverage because of their health. Based on findings from
the NMES survey, Beauregard estimated that, in 1987,
about 889,000 uninsured persons under age 65 (2.5
percent of the total uninsured population in this age
group) had been denied private health insurance or offered
limited coverage because of their health (10). The
presence of chronic conditions or other serious health
problems or functional limitations increased the likeli-
hood of wanting to purchase, and of being denied, private
health insurance, as did having received treatment for a
wide range of serious medical problems known to be
closely associated with declining social or physical
functioning (i.e., life-threatening, degenerative, or chronic
conditions) (10). For example, coverage denial rates for
persons with hypertension and arthritis or rheumatism,
while low at 6.5 percent, still exceeded those for the

16 As defmedby fi~wem, ~prea-~~ng  ~o~ition is ~condition  efisting~fore  an ~Surance policy goes into effectand  COIIUIIOI.@  defined as One which
would cause an ordinarily prudent person to seek diagnosis, care, or treatment.

17 Experience ~fig is a ~e~od of ~jusfig heal~ pI~ premi~ based on the historical utilization ~d distinguishing c~acteristics of a sP~~lc
subscriber group.
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uninsured population in general. However, Beauregard
notes that these numbers should be interpreted as lower
bound estimates of the extent to which preexisting
conditions limit access to health insurance. She notes that:

only persons who lacked private coverage at the time of the
round 1 household interview were asked if they had ever
been denied health insurance or limited in the type of
insurance they could obtain because of their health [and]
NMES household data do not permit estimates of the
number of privately insured whose policies excluded
preexisting conditions (10).

Later investigations by the NMES will include analyses
of the features of actual insurance policies held by a
sample of respondents to the household portion of the
study. It should be noted that the NMES results apply to
1987. Anecdotal evidence suggests that the use of
preexisting conditions to deny coverage has become more
prevalent since that time (32).

The Underinsured

Defining and counting individuals who are underin-
sured, or those without sufficient insurance coverage, is
even more complicated than counting those who are
completely uninsured, because, as implied above, whether
an individual is underinsured can depend on a patient’s
diagnosis, where the patient receives care, the duration of
the episode of illness, what types of treatment are
required, and whether there is a dollar or time limit to
coverage (55). One 1985 estimate, based on 1977 data and
a definition of underinsurance as being “inadequately
protected against the possibility of large medical bills,”
put the number of underinsured at 56 million people, or

26 percent of the nonelderly population (48). To this
population of 56 million who may be inadequately
protected because of shortcomings in coverage could be
added those whose insurance precludes coverage of
specific conditions or imposes a waiting period before
such coverage becomes operative;18 individuals who are
covered by Medicaid but who lack access to health care
because of health care providers’ reluctance to treat
Medicaid clients; and others (32,55).

Summary

The American system of financing health care is a
patchwork. Most Americans have some coverage for
health care expenses through their employer, or through
the employment of a family member. Americans who are
not covered through an employment-based insurance plan
are covered by Medicaid or Medicare. Perhaps 35 million
Americans lack any health insurance coverage at all. To
label these people “the uninsured” suggests that Americ-
ans who lack insurance are a homogeneous group. In
reality, they are quite heterogeneous in demographic
characteristics and in health status. Although uninsured
individuals are overrepresented in certain demographic
groups, uninsured individuals in the United, States are
represented in the same age, gender, racial and ethnic,
income, employment, regional, and health status group-
ings as are insured individuals. Finally, complete lack of
health insurance is not the only potential financial barrier
to access. An unknown number of Americans may be
underinsured in that particular medical conditions or
costly services are not covered, or they are otherwise
susceptible to large medical bills.

18 Accor~gto tieu.s.  Department of Labor, Bureau of Labor Statistics’ 1989 survey of employers, 49 percent of medium andlargefm  imPosed
a length-of-service requirement before participation in a health benefits plan could commence (168). The most frequent length-of-service requirement
was 3 months, a requirement characterizing 17 percent of medium and large firms combined. Firms were more likely to impose a length-of-service
requirement for production and service employees (58 percent of fm) than for technical rmd clerical employees (45 percent of f-) or professional
and adsmms“ ‘ trative  employees (38 percent of firms). BLS no longer examines policies for clauses concerning preexisting conditions. BLS found that
fee-for-semice  plans were consistent in the types of preexisting condition clauses that they used, and HMOS are not allowed to exclude coverage of
preexisting conditions (67). In the fee-for-service plans surveyed by BLS prior to its 1989 and 1990 surveys, if an employee had been treated for a
condition before joining the plan but went 90 days without treatment, he or she would be covered; if the employee had been treated within the 90 days
prior to enrolling in the pm then he or she would have to wait a year before becoming eligible for coverage of services speciilc to the preexisting
condition (67). There is no systematic source of information about current use of preexisting condition clauses in employment-based group plans.
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Additional Information on the Nature of OTA’s Review and
Methodological Characteristics of Studies Reviewed

Additional Information on the Nature of
OTA’s Review

Literature Search. An initial literature search was
performed by OTA’s contractors using a combination of
techniques that included using computerized searches and
tables of contents services from Boston-area universities;
scanning the bibliographies of articles; collecting reports
generated from major health care utilization surveys
published by the Federal Government and other sources;
and polling experts in the field. The principal computer-
ized search was performed using Paperchase, a system
that tracks all health and medical care publications
included in both the Medline database and in the entire
Health Planning and Administration database. Epstein
and Weissman included all English-language articles
published since 1980. The keywords uninsured, medical
indigency, Medicaid, uncompensated care, managed care,
deductibles and coinsurance were “crossed” with deliv-
ery of health services, health care rationing, personal
health services, hospitalization, length of stay, quality of
health care, consumer satisfaction, health services acces-
sibility, hospital use, pharmaceutical use, primary care,
preventive, process and outcomes of care, and several
others to produce a list of approximately 1,200 references
that were scanned by the contractors for inclusion in the
review. A supplementary search was performed using a
similar strategy by the Group Health Association of
America’s Library Reference Service (178).

Study Selection. OTA focused its review on studies
that have statistically adjusted, or otherwise attempted to
correct, for competing alternative explanations for results.

Synthesis and Presentation of Study Findings. Study
findings were analyzed, and are presented, in two ways.
First, findings of all multivariate studies reviewed by
OTA are roughly summarized as to their findings
regarding the relationships among insurance coverage
and utilization, process, and health outcomes of health
care, for relevant comparison groups, on the indicators
specified. This type of analysis is sometimes termed a
“box score” synthesis. Second, OTA examined the
magnitude of the relationships between insurance cover-
age status and utilization, process, and health outcomes.

“Box score” study findings are coded in terms of
whether they support the overall hypothesis that those
individuals with no or with “poorer’ insurance coverage
(e.g., Medicaid coverage) fare potentially worse than
those with private insurance coverage. In the initial
presentation of study results, a “+” indicates that
uninsured (or poorly covered) individuals were in fact
found to fare potentially worsel than the comparison
group on the measure specified (e.g., number of physician
visits, use of preventive care, greater intensity of resource
use, higher rate of in-hospital death, episodes of inpatient
care). A “-” indicates that the study found that, contrary
to expectations, individuals without insurance, or with
relatively poor insurance coverage, had a potentially
better outcome than those with relatively better insurance
coverage. A “O” indicates that the study found no
significant differences between comparison groups. An
“M” indicates that study results were mixed. The
notation “n.a. “ indicates that the study did not examine
the outcome specified for a particular comparison (e.g.,
uninsured vs. privately insured individuals).

For purposes of public or private policymaking, it may
be important to consider not just whether insurance
coverage makes a statistically significant difference in
access, process, and outcomes but the magnitude of, and
variation in, relationships. Information about, the magni-
tude of differences can help to predict, all other things
being equal, changes in the use of health care services and
even in health status should those who are currently
uninsured become covered. Alternatively, if the impact of
insurance on these factors is insubstantial, some would
argue that a major disruption in the health care system
solely for the purposes of expanding health insurance is
unwarranted.

Although important, judging magnitude and variation
is a very difficult thing to do because of the wide variety
of study methods used and because of the methodological
flaws characteristic of this field of research.3 Of necessity,
research in this field has used different indicators of
utilization, process and outcome; considered varying
patient conditions; used different measures of baseline
health status; and used data from different periods of time,
geographical areas, and provider types; employed differ-

10TA uses tie p~se ‘Cpotenti~ly wor~” for two reasons: 1) the study findings must be regarded as somewhat tentative; ~d  2) in some -es it
is not clear whether the endpoint measure is in fact a ‘‘worse” outcome for the more poorly insured (e.g., greater use of certain procedures).

z Stiti,Sti~ signific~m is ajudgmen~ basedon  commonly agreed to statistical principles, that there iS relatively fittle like~ood (lYPicwy fiombelow
1 to below 5 percent) that an observed relationship between or among the variables examined in the analysis has occurred by chance.

3A gam~ discussion of methodologic~ issues in this field is included in aPPenti  C* “Conceptual Framework” of this background paper.
Metrological flaws common to many of the studies include incomplete data sources and no commonly accepted way to measure baseline health status.
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ent methods of data analysis; and presented study results
in different ways (see table E-l). In some ways, these
variations across studies can be considered an overall
strength. Greater confidence can be placed in study results
that are roughly consistent across time, place, patient
income, race, gender, and medical condition. However,
studies applied adjustments for these factors inconsis-
tently (tables E-2 and E-3). Short of a very time-
consuming and costly secondary analysis of the data sets
on which these analyses were performed, it is impossible
to construct a completely valid way to synthesize
quantitatively the results of the studies on a common
scale. Further, even a reanalysis of past research aimed
toward constructing a common scale to measure the
results may not answer today’s most important policy-
related questions.

As an interim step, in estimating magnitude and
variation, OTA manipulated published data in order to
present study findings in terms of a ratio. For example,

figure 5, shown earlier in this background paper, presents
the ratio of uninsured individuals to privately insured
individuals lacking a usual source of care, as reported in
particular studies. If a study did not initially present its
quantitative findings in terms of a ratio, the findings were
converted to a ratio when possible. In some cases when
OTA was not able to discern needed information from
data published in the studies, OTA contacted the authors
of the study and obtained data usable in OTA’s analytic
approach. Not every analysis in every study was con-
verted to a ratio.

Because of recent theoretical and methodological
advances in health services research, and to ensure that
study findings are more relevant to the current situation in
terms of potential access, OTA limited its examination of
the magnitude of relationships among insurance coverage
and utilization, process, and health outcomes to those
studies using data collected in 1980 or more recently.



Table E-l—Methodological Features of Studies Examining Relationships Between
Insurance Coverages, Utilization, Process, or Outcomes of Health Care

Study author(s) Number of cases
and year of u, P Year and source Condition or and study Insurance status
publication or Oa of study data Indicator procedure population comparison(s)

* Aday and Andersen,
1984

Becker and Sloan, 1983

Billings and Teicholz,
1990

● Braveman et al., 1989a

* Braveman et al., 1991

● Burstin et al., 1991

● Chen and Lyttle, 1987

* Cornelius, 1991

u

P

o

0

P

P

u, P

1982, national telephone
survey

1974, case abstracts of hos-
pital discharges (CPHA);AHA
survey data; county-level
area characteristics

1988, DC hospitals

1982-86, 8 CA counties

1987, CA civilian acute care
hospitals

1984, nonfederal, acute
care, NY hospitals

1982, RWJF National Ac-
cess Survey

1978-81, CHAS evaluation
of RWJF CHP

Percent reporting that they
needed help but did not get
it

Mean LOS; mean tests, cul-
tures, consultations, func-
tions per patient

Percent avoidable/prevent-
able hospitalizations

Prolonged hospital stay, or
transfer to another hospital
or long-term care facility, or
death, LBW

LOS; total charges exclud-
ing physicians’ fee; charges
per day

Negligent adverse events

Hospital admission vs. not;
mean (logged) hospital days;
saw physician vs. not; mean
visits for those who saw a
physician; receipt of vari-
ous preventive services; sat-
isfaction with most recent
visit

Hospital admission

All 6,610 adults and
children

All 397 hospitals

All except trauma 955 patients
and obstetrics

Births 118,123 patients

29,751 newborns dis-
charged with evidence
of serious problems

All except psychi- 31,429 records
atric

Any 3,000 families, in-
cluding 1,800 low-
income families

1,150 individuals 65
with an episode of
illness and a condi-
tion causing them the
most  worry, or who
had 3 or more disabil-
ity days

Private; public; no insur-
ance

Private=BC and commer-
cial, other; Medicaid; self-
pay

Insured vs. Medicaid vs.
not insured or self-pay

Private insurance vs. none

Private insurance vs. Medic-
aid vs. uninsured (“self-
pay” or indigent)

Private insurance, Medic-
aid, Medicare,b uninsured,
and other

Private only; public and pri-
vate; none

Any private; public (Medi-
care, Medicaid, County Aid);
uninsured

NOTE: “=study is included in graphs with estimates of magnitude and variation.
astudy  was USed in this retiew  to examine  the relationships among insurance status and utilization (U), process (P), andor health out~me (0).
he impact of Medicare cwerage is not discussed in this background paper.

Continued on next page



Table E-l—Methodological Features of Studies Examining Relationships Between
Insurance Coverages, Utilization, Process, or Outcomes of Health Care-Continued

Study author(s) Number of cases
and year of u, P Year and source Condition or and study Insurance status
publication or O* of study data Indicator procedure population comparison(s)

Dowd et al., 1986 P 1982, UHDDS for community
hospitals in St. Paul and
Minneapolis

Percent above or below mean
LOS for commercially in-
sured patients

7 DRGS (e.g., de-
livery, hysterec-
tomy, stomach dis-
order, back prob-
lems, psychoses)

51,786 cases among
Twin Cities residents

Private=prepaid group, I PA,
BC, commercial; public=
Medicaid, Medicare; other
insurance=workers’ compen-
sation; uninsured= self-pay,
no charge or charity

Not specified 14,563 patients likely
to incur uncompen-
sated charges (e.g.,
uninsured or unem-
ployed or high cost
hospital stays)

No coverage vs. some cov-
erage

Duncan and Kilpatrick, P
1987

1984, 130 FL hospitals ALOS

Medicaidvs.  “Other’ insurance”

Uninsured vs. all other

● Epstein et al., 1990 P

Freeman et al., 1987 U

1987, interviews with pa-
tients admitted to 5 MA hos-
pitals

ALOS All except obstetric
and psychiatric

16,908 adult patients

10,103 total sample1986, RWJF national ac-
cess telephone survey

Percent of those with 1 or
more physician visits in year
with serious symptoms who
did not see or contact a
physician

All

Friedman et al., 1973

Goldfarb etal., 1983 P

Private (excluding BC/BS)
vs. Medicaid and uninsured
combined

BC/BS, commercial, VWl-
fare, self-payment, Medicare

1970, MA tumor registry and
hospital reimbursement data

Stage at diagnosis: local-
ized vs. regional vs. distant

Breast cancer 202 patients

63 hospitals5 narrowly defined
common medical
and surgical proce-
dures

Non-small-cell
lung cancer

1970, sample survey of medi-
cal and financial records,
New England hospitals

LOS, “real” ancillary serv-
ices

1,808 hospital
charts

Private vs. other or noneGreenberg et al., 1988 P, O 1973-76, NH and VT Cen-
tral Tumor Registry; hospi-
tal records

Odds of undergoing sur-
gery vs. radiation and/or
chemotherapy; mortality
due to all causes

● Haas et al., 1991 0 57,257 (1984) and
64,346 (1987)

Privately insured vs. Medic-
aid vs. uninsured

1984 and 1987; MA hospi-
tal discharge abstracts and
vital statistics records
(linked)

LBW (2,500,500grams) orpre-
maturity (ICD-9-CM code
764.0-765.1)

Inhospital, single
gestation births



● Hadley et al., 1991 P, o

0

u

u, P,
o

u

P

o, P

P

P,O

1987, private national hos-
pital discharge abstracting
service

ALOS; probability of spe-
cific diagnosis-related pro-
cdures; probability of a high-
cost and/or high discretion
procedure; probability of a
“not abnormal” biopsy re-
sult; RAMI value; probability
of a weekend (i.e., emer-
gency) admission

Late stage (Stages Ilb
through IV) at diagnosis

Whether (all) patients had a
regular or usual source of
care; whether serious or
chronically medically ill pa-
tients needed but could not
get care

Probability of late initiation
of prenatal services, birth-
weight

Various, and all 592,598 discharges,
1,200 hospitals

Private=BCor insurance com
pany; uninsured=no charge
or self-pay

“All other” insured vs. Medic-
aid and uninsured combined

Breast cancer

All, and serious
or chronic medi-
cal illness

9 hospitalsHand et al., 1991

* Hayward et al., 1988

1988, IL hospitals with can-
cer registries

1986, RWJF national ac-
cess survey interviews

5,920 adults ages 22
to 64; 2,927 adults
>22 with chronic or
serious medical prob-
lems

Insured=government or pri-
vate; uninsured

Prenatal care,
birth

13,010 deliveries Short-term Medicaid enrollees
vs. long-term Medicaid en-
rollees;non-MedicaWovwed
mothers in Iow-income areas
vs. high-income areas

Howell et al., 1991 1983, Medicaid tape-to-
tape data, CA birth-death
cohort file, census data

Oct. 1987-Jan. 1988 tele-
phone survey of low-income
households, Orange County,
CA

1977, NCHSR Hospital Stud-
ies Program data

Regular source of care; phy-
sician visit vs. not; preven-
tive services

Not specified 652 low-income adults
and their families, in-
cluding 231 children
<18 years

246,637 patients

Insured vs. not● Hubbell et al., 1989

Private insurance vs. Medic-
aid vs. “no charge”

Kelly, 1985

Krieger et al., 1992

ALOS, average number of
procedures

initiation of prenatal care,
adequacy of prenatal care;
% of LBW (<2,500 grams)
infants in group

Average total cost per pa-
tient; average routine cost
per patient; average ancil-
Iary cost patientc; ALOS
in days

Direct patient care costs
per cased; LOS

All

Births Medicaid managed care vs.
Medicaid FFS vs. non-
Medicaid managed care

July 1983-Sept. 1988, WA
Medicaid eligibility files and
birth certificate files

10,631 pregnant
women

Martin et al., 1984 All 296,000 patients in
28 hospitals

Medicare vs. Medicaid vs.
Blue Cross vs. all payers
combined

1978, New York State Case
Mix Study data from NY
hospitals

● Melnickand Mann, 1989 All 269,510 discharges Private=BC and commer-1982, NJ hospital patient
discharge data cial; public= Medicaid, Medi-

care; uninsured= self-pay;
and other

CFir~t,  ~~ts from all “on.revenue.pr~  ucing general  ~e~c-.  department (e.g.,  laundry)  were allocated to revenue.pr~uciflg  ancillary  departments  (e.g.,  rdiO@Y)  ad tO Ciiflbl

services (e.g., pediatrics). These departmental costswerethen  assigned to patients. Apatient’stotal ancillary costswerecalculated  by multiplying each patient’s charges within each
department by the departmental costs-todarge  ratios obtained from the facilit~s Uniform Financial Report. Routine costs were calculated from the days spent in each clinical service
multiplied by that service’s routine costs per day. For purposes of the analysis, “full costs” were based on actual inpatient costs, and “leveled full costs” were adjusted to reflect
differences in salaries and utility costs between hospitals because of geographic location. Outliers,  defined as cases within a DRG whose length of stay exceeds the DRG mean

by 2 standard deviations or more, were excluded from most (number unspecified) comparisons of average costs.
dDirxt  patient  are ~Mts ex~~e Ovefiead  (or indir=t  ~~ts),  ~pital,  direct  teaching,  and other  nonpatient  care  costs.  ~me error  was  introduw  by the dk)CdiOll  Of jOiflt COStS,
which occurred in calculating the departmental cost-to~arge ratios.

Continued on next page



Table E-l—Methodological Features of Studies Examining Relationships Between
Insurance Coverages, Utilization, Process, or Outcomes of Health Care-Continued

Study author(s) Number of cases
and year of u, P Year and source Condition or and study Insurance status
publication or 0= of study data Indicator procedure population comparison(s)

● Needleman et al., 1990 u

P

o

P

u

u

u

1980, NMCUES aged to
depict 1988 using the
Health Benefits Simulation
Model

. . . . . . . . - --- . . . . .
Average number of visits
per person; hospital inpa-
tient admissions per 1,000
persons; hospital outpatient
visits per 1,000 persons;
reports of not receiving
needed care

All

Delivery/pre-natal

Approximately 6,600
households consist-

uninsured  vs. insured

ing of 17,900 per-
sons

149 women (50 in
each insurance
group)

695,442 births

Oberg et al., 1991 Feb. -Jun. 1988; interviews
with a sample of women
who recently delivered at 6
hospitals in Minneapolis, MN

Satisfaction (with continuity
of providers, waiting times
at prenatal visits, and the
way in which treated by
provider)

Uninsured vs. Medicaid vs.
privately insuredcare

Delivery

All

Alle

Norris and Williams, 1984 1968 and 1978; CA vital
statistics and hospital
claims data

Birthweight and perinatal
mortality

Private=high-income women
not covered by Medi-Cal;
public= Medi-Cal; unin-
sured=low-income not cov-
ered by Medi-Cal

● Robert Wood Johnson
Foundation, 1987

1986; National Access Sur-
vey via telephone interviews

Satisfaction (with most re-
cent ambulatory visit, emer-
gency visit, or hospital stay)
among those who had such
visits  or stays

10,130 adults 18 and
over

Uninsured=lacking coverage
under an HMO, Medicare,
Medicaid, other government
health insurance, self-paid
health insurance o r  e m l o y e r -
paid health insurance

Medicaid vs. private insur-
ance vs. no insurance

● Rosenbach, 1985 1980 NMCUES; ARF data
on supply of PCPS and ERs;
State-level price data

Regular source of care 1,409 children ages
1 through 17 living
in families below150
percent of the Fed-
eral poverty level

see Rosenbach, 1985● Rosenbach, 1989 see Rosenbach, 1985 Any physician visit, number
of physician visits per child,
physician visits per child
with visit, differentiated by
setting (any vs. office)

see Rosenbach,
1985

All

see Rosenbach, 1985

1987 NMES Any visit; probability of a 2,695 preschool chil- Uninsured all year vs. pri-“ Short and Lebfkowitz,
1991 well-child visit; adherence

to the MP schedule for
well-child visitsg

dren ages 1 through
4

vately insured all year vs.
Medicaid all year (and no
private insurance)

e~e study also  differentiates ~~een &ildren with ex~llen~good  health and no activity limitation, and &iwren in f4r/poor health or with an activity limitation.
fFor most &iMren, parents were interviewed as prOXieS.
90nly  the findings for the probability of a weil~hild  visit is included in this background paper.



.

Soumerai et al., 1991h O July 1980-June 1983; NH
and NJ Medicaid Manage-
ment lnformation System and
enrollment files for Medicaid-
and Medicare-covered pa-

tients

● Stafford, 1990

● Stafford, 1991

U.S. Government Ac-
counting Office, 1987

● Weissman and Epstein,
1989

P 1986, all CA nonmilitary hos-
pitals

P

u

P,o

see Stafford, 1990

1 986-87, personal interviews
with women in hospitals in 8
Statesk

1983, data on patients in
Boston, MA, metropolitan
area nonfederal hospitals,
as listed in MA Rate Setting
Commission discharge ab-
stracts

Admissions to nursing home Diabetes  heart dis 1,786 patients age Before and after cap im-
or hospital ease, chronic 60 and older using 3 posed on prescription drug

obstructive pulmo- or more drugs with payment; and comparison
nary disease and potential for institution- of NH admissions to NJ
asthma, seizures, alization as a result admissions during study
or conditions re- of sudden withdrawal period
quiring the use of
anticoagulants

Cesarean section; repeat Delivery
C-section

Repeat C-section

Women’s self-reports of when
prenatal care was started,
how many prenatal care vis-
its were received, and what
barriers prevented women
from getting prenatal care
earlier or more often

LOS, number of procedures,
case-mix severity index

Delivery

Delivery/pre-natal
care

All

461,066 deliveries

45,425 women with
previous C-sections

1,157 women (in 39
hospitals, in 32 corm
munities, in 8
States)

65,032 patients at 52
hospitals

Private= BC/BS and other
private, Kaiser Permanence,
other HMOs; pubiic=Medi-
Cal; uninsured=self-pay, in-
digent services; other=
Medicare, workers compen-
sation, Title V,1other govern-
ment  other  nongovernment,
and no charged

see Stafford, 1990 above

Medicaid and uninsured

Private=BC; public=
Medicaid; uninsured=
self-pay or free care

h~e data in Soumerai  et ~l.JS stu~  were ~ll~ted in 1980 or after, but results of the study are not included in the bar 9raphs  used to su99Mt  ma9nit~e  and variation b-use  ‘f

the unusual nature of the study and because many patients were 65 and older.
ifitle v of the ~ial ~unty  Act ~vers  the Maternal and Child H~lth  BIo& G~nt  Program, administered by USDHHS.
jln most studies, patients whose records marked “no charge” are considered uninsured. “No charge” accounted for 1,292 deliveries in Stafford’s study.
kThe  States were Alabama, California, Georgia, Illinois, Maine, Massachusetts, New York, and Virginia. States were selected in order to represent States with large Meckaid

programs, to cover most regions of the country, and to obtain a mix of Medicaid programs in terms of eligibility and benefits.
Continued on next page



Table E-l—Methodological Features of Studies Examining Relationships Between
Insurance Coverages, Utilization, Process, or Outcomes of Health Care

Study author(s) Number of cases
and year of u, P Year and source Condition or and study Insurance status
publication or Oa of study data Indicator procedure population comparison(s)

● Weissman, Gatsonis,
and Epstein, 1991

Weissman, Stern, Field-
ing, et al., 1991

* Wenneker et al., 1990

● WoolhandIer and Him-
melstein, 1988

Yelin et al., 1983

0

u

P

u

u

1987, MA hospital discharge
abstracts from the MA
Health Data Consortium; MD
data from Managed Health
Care Services; 1988 CPS
March supplement for num-
ber of residents by insur-
ance status by State in 1987

1987, personal interviews;
at or shortly after admission
of patients who had been
hospitalized in eastern MA

1985, MA general acute care
hospitals; discharge data
submitted to the MA Rate
Setting Commission

1982 NHIS

1976 NHIS

Population-based rates of
admission for 12 avoidable
hospitalizations as identi-
fied by a physician panel

Delays in receiving care as
a reason for hospitalization

Use of 3 cardiac procedures

Inadequate receipt of pre-
ventive(early detection) serv-
icesn

Total number of physician
visits; total number of hos-
pitalizations

See note for list
of Conditionsi

All except obstet-
rics and psychia-
try

Patients diag-
nosed with circu-
Iatory disorders or
having chest painm

Hyptertension;
Pap smear; clin-
ical breast exam-
ination; glaucoma
test

9 discrete condi-
tions (for 7,612
individuals)

Patients up to 64
years; sample sizes
not given

12,068 consecutive
adult patients (mean
age 55) in 5 hospi-
tals

37,994 MA residents
ages 35 to 64

10,653 women aged
45 to 64

7,612 individuals with
9 discrete conditions
and 2,000 randomly
selected respondents

Private=all group health in-
surers, BC, commercial;
Medicaid; uninsured=
expected to be self-pay
or free care

Private=BC, HMO, or com-
mercial; public= Medicaid,
Medicare; uninsured

Private=BC/BS, commercial;
Medicaid; uninsured=self-
pay or free care

Insured=covered by a pri-
vate plan, Medicaid or other
public assistance program,
Medicare, or military health
insurance; uninsured=all
others

Some vs. no insurance
coverage

iRuPtured appendix,  asthma,  celluliti~, congestive  heart failure,  diabetes, gangrene, hypokalemia,  immunizable  conditions, malignant  hypertension, pneUmOnia, pye!OnephritiS,
bleeding ulcer.
l?lReceiving Comnaw arteriography,  ~ronary  artery byp~ graft  (c/@G),  or ~ronary  angioplasty  was deemed equivalent to having chest  pain.
Ilina@uate  w= defined as a screening  interval of 1 year or more longer than the optimal, as defined by various expert panels on the a~UaCy Of Screening.
OThe 9 ~nditions  were fieumatoid  arthritis, ~teoarthritis, te~onitis,  lower back pain,  angina  pectoris,  chronic i~emic  heart  disease, hypertension, emphysema, and diabetes.



Yergan et al., 1988

● Young and Cohen, 1991

P, o 1970-73, data 17 hospitals
with sufficient patient loads,
randomly selected from PAS
database

o 1987, discharge abstracts
from MA nonfederal hospi-
tals

Number  of radiographic pro-
cedures, consultations, and
surgical procedures, LOS,
inhospital death

Inhospital mortality and
deaths within 30 days of
discharge

Pneumonia

Emergency ad-
mission for AM I
(heart attack)

4,369 patients BCvs. Medicare vs. Medic-
aid vs. self-pay

4,972 patient dis- FFS private insurance (BC
charges or commercial) vs. HMO

enrollees; vs. “self-pay” or
“free care” as anticipated
source of payment

NOTE: “=study is included in graphs with estimates of magnitude and variation.
KEY:
AAP=American  Academy of Pediatrics LBW=IOW  birthweight
AHA.Amencan  Hospital Association LOS-length of stay
AHCPR-Agency for Health Care Policy and Research (USDHHS) MA.Massachusetts
ALOS=average  length of stay MD=MaryIand
AMI=acute  myocardial  infarction MN= Minnesota
ARF-Area Resource File (county level data collected and supplied by the USDHHS) NCHSR=National  Center for Health Services Research (now AHCPR)
BC.Blue Cross NH=New  Hampshire
BS-Blue  Shield NHIS-National  Health Interview Survey (USDHHS)
CA=California NJ=New  Jersey
CHAS=Center  for Health Administration Studies NMCUES=National Medical Care Utilization and Expenditure Survey (USDHHS)
CHP=Community  Hospital Program (RWJF) NMES-National  Medical Expenditure Survey (USDHHS)
CPHA=Commission  on Professional and Hospital Activities NY=New  York
CPS=Current  Population Survey (U.S. Department of Commerce, Bureau of the Census) PAS=Professional  Activity Service (CPHA)
DC= District of Columbia PCP-Primary care physician
DRG=diagnosis  related group RAMl=Risk-Adjusted  Mortality Index
ER.emergency room RWJF.Robert  Wood Johnson Foundation
FFS=fee-for-service  (reimbursement for health care) UHDDS=Uniform  Hospital Discharge Data Set
FL=Florida USDHHS=U.S. Department of Health and Human Services
HMO=health  maintenance organization VT-Vermont
Ii-=lllinois WA-Washington
IPA=independent  practice association

SOURCE: Office of Technology Assessment, 1992, based on studies indicated. Full citations can be found in the list of references at the end of this background paper.
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Table E-2—Patient Factors Commonly Adjusted for Statistically in Selected Studiesa

Individual demographic factors Individual health factors

Marital Physiological
Study Age Gender Race Education Income status health statusb Comorbidities

Braveman et al., 1989 . . . . . . . . . . . . . . . —
Braveman et al., 1991 . . . . . . . . . . . . . . . —
Burstin et al., 1991 . . . . . . . . . . . . . . . . . . X
Chen and Lyttle, 1987 . . . . . . . . . . . . . . . X
Cornelius, 1991 . . . . . . . . . . . . . . . . . . . . . X
Epstein et al., 1990 . . . . . . . . . . . . . . . . . . —
Haas etal., 1989 . . . . . . . . . . . . . . . . . . . . X
Hadley etal., 1991 . . . . . . . . . . . . . . . . . . X
Hayward et. al., 1988 . . . . . . . . . . . . . . . . X
Hubbell et al., 1989 . . . . . . . . . . . . . . . . . . —
Melnick and Mann, 1989 . . . . . . . . . . . . . X
Needleman etal., 1990 . . . . . . . . . . . . . . X
Robert Wood Johnson, 1987 . . . . . . . . . —
Rosenbach, 1985 . . . . . . . . . . . . . . . . . . . . —
Rosenbach, 1989 . . . . . . . . . . . . . . . . . . . . X
Short and Lefkowitz, 1991 . . . . . . . . . . . X
Stafford, 1990 . . . . . . . . . . . . . . . . . . . . . . X
Stafford, 1991 . . . . . . . . . . . . . . . . . . . . . . X
Weissman and Epstein, 1989 . . . . . . . . X
Weissman, Gatsonis, etal., 1991 . . . . . X
Weissman, Stern, etal., 1991 . . . . . . . . X
Wenneker et al., 1990 . . . . . . . . . . . . . . . X
Woolhandler and Himmelstein, 1988.. —
Young and Cohen, 1991 . . . . . . . . . . . . . X

x
x
x
x
x
—
x
x
x
x
—
—
—
—
x
x
x
x
—
x
—
x
x
x

— — —
—
—
—
—
—

x
x
—
x
x
x

x
x—

x
x
x
—

— —
x
x
x
x
x
—
x
x

— —
—x

x
x
x x—

x
x
—
x

—
x
x

x— —
—
—
—
—
—
—
—
—
.
—
—
—
—
—
—
—

— —
— —

x
x
x

— — —
—— —

— —
— —

x
x
—
x

—
x
x

—
x
x

—
x
—

—
—
x
x
x

— —
—
x
x

— —
x
—
x
x
x
x

— —
x
x
x
x
x

— —
xx—

x
—
x

—
x

—

x—
KEY: X = factor was controlled in some way in study. —= factor was not controlled in study.
~ot all factors adjusted for statistically in each study are shown. For example, some studies adjusted for patient’s residence and level of employment (e.g.,

27). Studies also defined andgroupedfactors  indifferent ways. For example, race could be categorized aswhitevs.  nonwhite orinfive  independentcategories
(black, white non-Hispanic, Hispanic, Asian, other).

bln general,  studies us~ proxies  for physiological  health status (e.g., perceived health status, number  of days in bed  in Pat Year).

SOURCE: Office of Technology Assessment, 1992, based on studies cited. Full citations can be found in the list of references.



App. E-Additional Information on the Nature of OTA'sReview and Methodological Ccharacteristics of Studies Reviewed .71

Table E-3—lnstitutional Factors Commonly Adjusted for Statistically in Selected Studiesa

Hospital characteristics

Teaching Specialized Volume of Hospital
Study Location status Ownershipb Size unit available service charges ALSOC

Braveman et al., 1989 . . . . . . . . . . . . . . . —
Braveman et al., 1991 . . . . . . . . . . . . . . . —
Burstin et al., 1991 . . . . . . . . . . . . . . . . . . X
Chen and Lyttle, 1987 . . . . . . . . . . . . . . . —
Cornelius, 1991 . . . . . . . . . . . . . . . . . . . . . —
Epstein et al., 1990 . . . . . . . . . . . . . . . . . . —
Haas et al., 1989 . . . . . . . . . . . . . . . . . . . . —
Hadley etal., 1991 . . . . . . . . . . . . . . . . . . X
Hayward et. al., 1988 . . . . . . . . . . . . . . . . —
Hubbell et al., 1989 . . . . . . . . . . . . . . . . . . —
Melnick and Mann, 1989 . . . . . . . . . . . . . X
Needleman et al., 1990 . . . . . . . . . . . . . . —
Robert Wood Johnson, 1987 . . . . . . . . . —
Rosenbach, 1985 . . . . . . . . . . . . . . . . . . . . —
Rosenbach, 1989 . . . . . . . . . . . . . . . . . . . . —
Short and Lefkowitz, 1991 . . . . . . . . . . . —
Stafford, 1990 . . . . . . . . . . . . . . . . . . . . . . —
Stafford, 1991 . . . . . . . . . . . . . . . . . . . . . . —
Weissman and Epstein, 1989 . . . . . . . . —
Weissman, Gatsonis, et al., 1991 . . . . . —
Weissman, Stern, et al., 1991 . . . . . . . . —
Wenneker et al., 1990 . . . . . . . . . . . . . . . —
Woolhandler and Himmelstein, 1988.. —
Young and Cohen, 1991 . . . . . . . . . . . . . —

x
x
x

—
—
—
—
—
—
—

— —
—
—
—
—
.
—
—
—
—
—
—
—
—
—
—
—

—
—
—
—
—
—
—
—
—
.
—
—
—
—
—
—
—
—
—
—
—
—
—
—

—
—
—
—
—
—
—
—
—
—
.
—
—
—
—
—
—
—
—
—
—
—
—
—

x
x

x
—
—
—
—

—
—

—
—

x x x
— —

—
—
—
—
—
—
—
—
—
—
—
—
—
—
—
—
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—
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x
—
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—
—
—

—
—

x x x x
—
—

—
—

—
—

—
—
—
—
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—

x
—
x

—
x

—
x

KEY: X = factor was controlled in some way in study. — = factor was not controlled in study.
aNotall  factors adjust~forstatisti~  lly in each study are shown. For example, some studies made adjustments forthe overall Ievei of hospitals’ socioeconomic

characteristics (e.g, proportion of patients covered by Medicaid or uninsured) (25), or the availability of health services in a geographic area (124).
b~nership  means, for example,  public vs. private, or for-profit VS. flOt-fOr-prOfit.
cAverage  length Of stay.

SOURCE: Office of Technology Assessment, 1992, based on studies cited. Full citations can be found in the list of references.



Appendix F

The Health Effects of Varying Levels of Cost Sharing
in a Generous Private Health Insurance Plan:
The RAND Health Insurance Experiment

As noted in appendix C of this background paper,
definitive conclusions about the relative impacts of
insurance coverage vs. lack of coverage are difficult to
draw because there have been no truly experimental
studies testing the effects of not having insurance. It is
important to note that the RAND Health Insurance
Experiment (HIE) was designed to examine levels of
cost-sharing among privately insured patients and not
the impact of being uninsured (21). The fact is that all
the HIE participants benefited from the assurance that at
least part of their health care bills would be paid by an
insurer. Further, the maximum that could be paid
out-of-pocket by any HIE participating family was $1,000
per year (in 1982 dollars), or a lesser amount adjusted for
income (21). For some, coverage was entirely “free”
because no premium was charged for any plan (21).1

Finally, any family assigned to a plan that offered less
coverage than its insurance before the HIE was reim-
bursed an amount equal to its maximal possible loss. As
a consequence, it is difficult to draw inferences from HIE
findings about the effects of lack of insurance on health
outcomes. The findings of the HIE can be useful,
however, in demonstrating whether cost-sharing results in
delaying or forgoing care within the context of a generous
benefit package,2 and the health effects that delaying or
forgoing care may cause.3

For the most part, and particularly for persons with
‘‘average’ income and health,4 the HIE found that health
outcomes were neither significantly improved when care

was free, nor adversely affected by requirements for cost
sharing (20,21,81,121 ,171). Exceptions included findings
that functional far vision (21) and dental and oral health
(8) improved for individuals receiving free care. These
findings may be of particular interest because dental and
vision services are often not covered, or subject to many
limitations, in private insurance plans (153, also see
appendix D).

When analytic efforts were concentrated on adults who
were initially in ill health (in the bottom quarter of a range
of health status indicators) and living in low-income
families (below $7,300 in 1982 dollars), cost-sharing (as
opposed to free care) had statistically significant adverse
effects on the specific physiologic measures of blood
pressure and vision and on the relative risk of dying
related to three major risk factors (i.e., smoking more than
a pack of cigarettes a day, high cholesterol, high systolic
blood pressure), but not on a range of other measures
including perceived health status.

It is unclear to what extent the findings of the HIE
would hold in the current health care and family income
environment (e.g., at current cost-sharing levels, with
greater efforts to manage care). This issue is important to
current health care reform proposals. In its main report,
scheduled to be published in 1993, OTA will examine the
internal and external validity of the HIE and other studies
of the impact of various cost-sharing arrangements on
utilization, process, and health outcomes.

1 premiums are not typically considered part of patient cost sharing.
z All plans covered ambulatory and hospital care, preventive sewices,  most dental services, psychiatric and psychological services ~ted to 52 visits

a year), and prescription drugs.
3“f’he ~d ~ is *O ~po~t ~ame it mem~ v~om aspts of h~~ cm services, ticluding  tie utili~tio~ process, and qutdity C)f ME

(21,80,102).
A Generally, “average” refms to families in the middle two-fifths of the income and hdth  distributions  (21).
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