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Statement of Diane Rowland, Sc.D.

Summary

Today, over 40 million Americans are without health insurance. The uninsured are
predominantly low-income working families—two-thirds (65%) of uninsured families have
incomes below 200 percent of the poverty leve (or less than $30,000 per year for afamily of
three today).

Most are uninsured because they do not obtain coverage in the workplace. Eight in ten of the
uninsured come from working families, but over 70 percent of adl uninsured workers do not
have access to job-based coverage. Low-wage workers are particularly disadvantaged—only
55 percent of low-wage workers earning $7 per hour or less are offered coverage compared
to 96 percent of higher wage workers earning above $15 per hour.

Although most workers participate in employer hedlth plans when offered, affordability isa
major issue. On average, employees contribute 26 percent of premium costs ($1,656 in
2000). For afull-timeworker earning $7 per hour, the employee share of premiums
represents over 10 percent of the family’s annual $14,500 income.

Medicaid assists many low-income families by providing hedlth insurance coverage with
limited cost-sharing and essentia benefits to 21 million low-income children and 8 million
parents. But Medicaid' s reach for low-income adults is severdy limited—income levels for
parentsin 33 states are below poverty and childless adults are generdly excluded from
coverage, no matter how poor.

Hedth insurance matters for the millions of Americans who lack coverage—it influences
when and whether they get necessary medical care, the financia burdensthey facein
obtaining care, and, ultimately, their health and health outcomes.

As the experiences of Dianna Oden of Moser, Oregon and Peatricia Nelson of Louisville,
Tennessee demondtrate, millions of low-income, hard-working families struggle every day to
cope without coverage while their medica bills mount and their hedlth suffers,

Extending coverage to the millions of Americans without hedth insurance is both an
important policy and health objective. For the low-income uninsured population, any effort
to extend coverage must address the high cost of coverage faced by people with limited
incomes and the lack of accessto private hedth insurance for low-wage workers. The most
immediate and potentially most effective means of broadening coverage isto build on the
current public programs—Medicaid and CHIP—that have been designed to provide hedth
coverage for low-income populations.



Statement of Diane Rowland, Sc.D.

Thank you for the opportunity to offer testimony at this hearing on “Living Without
Insurance: Who's Uninsured and Why?” | am Diane Rowland, Executive Vice Presdent of the
Kaser Family Foundation and Executive Director of the Kaiser Commission on Medicaid and
the Uninsured. The nationd, bi-partisan Commission serves as a policy inditute and forum for
andyzing hedth care coverage and access for low-income populations and ng options for
reform.

Despite a strong economy and sustained economic growth with hitoricaly low levels of
unemployment, over 40 million Americans remain without health insurance today. Touching
onein five people each year, the uninsured population is one predominantly of low-income,
working Americans and their families. My testimony today will provide a profile of the low
income uninsured population and discuss factors contributing to their lack of insurance and the
importance of broadening coverage.

The Uninsured

Today, most Americans receive their hedlth insurance coverage through an employer-
sponsored hedth plan offered through the workplace, but for millions of working families, such
coverageis either not offered or financidly out-of-reach. Medicaid and the State Children’s
Hedth Insurance Program (CHIP) hep fill in the gaps for some of the lowest income people, but
this publicly sponsored coverage is directed primarily at children and varies acrossthe states. As
aresult, 42 million Americans were without hedth insurance in 1999.

The mgority of the nation’s 42 million uninsured are low-income — individuas and
families with incomes less than 200 percent of the poverty level. For afamily of three in 2001,

thisisan annua income of less than $30,000. Nearly two-thirds of the uninsured (65%) came



from family units with incomes a or below that level (Figure 1). Over athird of the uninsured
(36%) come from families living below the poverty level.

Low-income adults are at greatest risk of being uninsured and comprise nearly three-
quarters of the 27.5 million low-income uninsured (Figure 2). Low-income men have the
greatest likelihood of being without insurance— 44 percent are uninsured compared to 36
percent of low-income women. Less than a quarter (24%) of low-income children are uninsured,
largely due to the efforts to broaden coverage through Medicaid and CHIP.

The likelihood of being uninsured decreases substantidly asincome rises (Figure 3).
Nearly four in ten (39%) of the poor and 29 percent of the near-poor are uninsured in contrast to
7 percent of people with incomes at or above three hundred percent of poverty, or roughly
$40,000 for afamily of three. Medicaid helpsto offset the lower levels of private insurance for
over athird (37%) of the poor and 16 percent of the near-poor. The near-poor run ahigh risk of
being uninsured because with their higher incomes they are lesslikely to be digible for Medicad
than the poor, but also lesslikdy than higher income families to have access to employer

sponsored hedth insurance.

Limitsto Private | nsurance for the L ow-l ncome Population

One of the mgor factors contributing to the high proportion of uninsured peoplein the
low-income population is thet, unlike most Americans, they are not obtaining health insurance
coverage through the workplace. Eight in ten of the uninsured come from working families.
Most of the uninsured (71%) come from families where at least one person works full-time

outsde the home and another 12 percent come from families with part-time employment.



Among the low-income uninsured, 59 percent of the poor and 96 percent of the near-poor are
working or have workersin their families (Figure 4). Y e, despite their attachment to the
workforce, these uninsured families are faling outsde the reach of employer-sponsored
coverage.

Over 70 percent of adl uninsured workers, and consequently their families, are not offered
job-based health coverage, either through their own or afamily member’sjob. Lack of accessto
employer-sponsored coverage is particularly a problem for low-wage workers (Figure 5). Only
55 percent of low-wage workers (earning $7 per hour or |ess) have access to job based coverage
through their own or afamily member’s job compared to 96 percent of high-wage workers. For
45 percent of low-wage workers, in contrast to only 4 percent of high-wage workers, health
benefits were not offered.

The likelihood of being offered coverage in the workplace depends largely on where one
works and the wage-leve of the firm. Mog large firms offer coverage, but many smdler firms
do not (Figure 6). Small firmsface particular chalenges in offering their employees coverage
due to high turnover rates and smdl risk pools, which often lead to high premiums for group
coverage. However, 85 percent of smal firms with mostly high wage employees (lessthan a
third of workers earning under $20,000 per year) offer coverage compared to only 35 percent of
gmdl firmswith predominately low-wage workers. Low wage workers are more likely to work
in these smal businesses and retail and service jobs where hedth insurance is not offered asa
fringe benefit.

When hedlth insurance is offered in the workplace, most employees opt for coverage
even though the share of the premium borne by the employee can be subgtantid, especidly for

low-wage workers. In 2000, the average family premium for employer sponsored group



coverage was $6,348 (Figure 7). The worker’s contribution to that premium was, on average, 26
percent, or $1,656 for the year. For afull-year, full-time worker earning $7 an hour, the
employee share of premiums represents 11 percent of the family’s $14,500 annud income.

If health insurance coverage is not available through a group policy from an employer,
families are hard pressed to be able to find and pay for apolicy in theindividua insurance
market. Mog directly purchased policies are expensive and have more limited benefits and more
out-of-pocket costs than group coverage plans. Moreover, the cost of these policiesis based on
age and hedth risk, and any preexisting hedth conditions are generdly excluded from coverage.
For the average low-income family, a $6,000 family policy in the individua market would
consume a quarter or more of their income and provide only limited protection.

Thelimits of employer-sponsored and privately purchased hedth insurance leave
millions of low-income children and adults at risk for being uninsured. While on average a third
(34%) of non-elderly low-income people are without insurance today, uninsured rates vary
widdy across the country, reflecting the economic environment and employment structure in
different states. States with more agriculture and smal business and retail industry and less
manufacturing have higher rates of uninsurance. 1n 1999, 25 states had a third or more of their
low-income population uninsured (Figure 8).

The Role of M edicaid

For 40 million low-income Americans, Medicaid provides an essentia safety net tofill in
gaps in private insurance and Medicare. For 21 million low-income children and 8 million low
income parents, Medicaid provides hedth insurance coverage with limited cost-sharing and

essentid benefits. For 11 million ederly and disabled beneficiaries, Medicaid fillsin Medicare's



gaps, provides more extensive acute care services, such as prescription drugs, and coverslong-
term care.

Medicad srole as an insurer for low-income families has evolved. Medicad originated
as asource of health insurance for the nation’ s welfare popul ation—predominantly very poor
children and single parents. Over time, its role has been expanded to include more poor and
near-poor Americans. Federaly mandated expansionsin the 1980s and 1990s required statesto
cover dl children under age 18 under poverty by 2002 and pregnant women and children under
age 9x a dightly higher income levels. In addition, states were given discretion to extend
coverage to these groups a higher income levels. Enactment of the State Children’ s Hedlth
Insurance Program (CHIP) in 1997 provided additional federd funding to states to broaden
coverage to children up to 200 percent of poverty, either through Medicaid or under a separate
program.

Despite the impact of these expansions on coverage of children and pregnant women, the
low-income population Hill has much higher rates of uninsurance than other income groups.
Medicad plays a strong role in reducing uninsured rates among children, where over haf (53%)
of poor children and a quarter (26%) of near poor children rely on Medicaid. However, while
low-income women are more likely to have Medicaid coverage than low-income men, adults of
both genders gtill have exceedingly high rates of uninsurance— 42 percent of poor women and
52 percent of poor men are uninsured (Figure 9).

High rates of uninsurance in these groups pers<t for two reasons. millions of low-
income adults remain ingligible for coverage under Medicaid and many people who are digible,
especidly children, are not enrolled. Parents of digible children are often excluded because, in

many dates, these levels remained tied to the old income dligibility levels for wefare assstance



(Figure 10), which are consderably lower than the minimum levels established for children.
Moreover, low-income childless adults are not eligible for coverage no matter how poor, unless
they qudlify as disabled individuds. Theselimits, coupled with less than full participation

among those who are digible, leave millions of poor and near-poor Americans uninsured.

Coverage of children can be sgnificantly improved by strengthening Medicaid' srole as
an insurer of low-income children. With the decoupling of Medicaid and wedlfare as part of
welfare reform in 1996 and the enactment of CHIP in 1997, states have new and broad
opportunities to extend the reach of Medicaid and CHIP to millions of low-income uninsured
children. Through Medicaid and CHIP, states have substantialy expanded the income levelsto
provide assistance to poor and near-poor children. By 2000, 36 states had raised their income
igibility levels at or above 200 percent of poverty (Figure 11).

However, while dl states have used these opportunities to raise digibility levels for

children, the program does not always work aswell asit could to attract and enroll low-income
children. Often, digible children remain uninsured because their parents are not aware of the
coverage avalable from Medicaid or find the hurdles to establish digibility and enroll too
cumbersome. Long application forms with extensve questions on work history, assets, and
persond information, coupled with use of welfare offices and personne for processing
enrollment, have discouraged many gpplicants from initiating or completing the process.
Moving to smplify enrollment and reduce the burden on families to apply is essentid for
Medicaid coverage to work effectively for low-income working families. Many sates have
aready taken steps to make Medicaid coverage more accessible (Figure 12).

While much more progress can be made in improving how Medicaid works for children,

Medicad's current reach among low-income families is compromised by limitations in coverage



of parents of digible children. Medicad originaly covered low-income families by induding
both children and parents recaiving welfare assstance. However, over time, as digibility
expansions focused on children and pregnant women, coverage of parents lagged behind, often
remaining a date wefare levels. Asaresult, millions of low-income children have gained
digibility while their parents, unless pregnant, remain uninsured. In addition, many parents who
are digible for Medicaid but not enrolled lost coverage in the wake of welfare reform, as
confusion and computer systems problems erroneoudy dropped many from Medicaid coverage
when they |eft cash asstance.

Nearly thirty percent of low-income adults with children are uninsured (Figure 13), and
of these 5.3 million uninsured parents, less than one-third (31%) are potentialy digible for
Medicaid but not enrolled. The bulk of uninsured parents (69%) do not currently quaify for
Medicaid coverage because their limited income or assets make them ingligible under the
gringent digibility sandards for adults. One of the key strategies for improving coverage of the
low-income population isto raise parents digibility levelsto those of their children to achieve
coverage for the whole family and provide an additiona incentive to parentsto enroll their
children.

While wdfare reform contributed to increasing the number of low-income uninsured
parents, the changes enacted along with the welfare legidation under Section 1931 of the Socid
Security Act also offered states new opportunities to substantialy expand family coverage.
States were granted greeter flexibility in family compostion rules and the counting of income
and resources, enabling them to extend coverage to single- and two- parent households and more
low-income, working parents. Using ether this new authority or Section 1115 waivers from the

Secretary of Health and Human Services, 18 states now provide some Medicaid coverage to



parents up to and above 100 percent of the poverty level (Figure 14). However, in 14 States,
coverage for parents remains at or below 50 percent of poverty.

The mogt glaring omission in Medicaid coverage, however, isthe excluson of coverage
for low-income childless adults. Nearly hdf of the uninsured low-income populetion fals
outside Medicaid' s reach because they are adults without children. Low-income adults without
children have the highest rates of lack of insurance— 48 percent of poor and 44 percent of near-
poor childless adults are uninsured. Unless they become totaly and permanently disabled and
can qudify for disability assstance under the Supplementa Security Income cash assstance
program, they are generdly ineligible for Medicaid. Eight states have used Medicad waiversto
provide Medicaid to low-income childless adults, but coverage remains limited.

Clearly, Medicaid plays acrucia role as an insurer of low-income children and adults,
but coverage for the low-income population remains limited by redrictive digibility and policies
and procedures that have carried over from Medicaid’ swelfare heritage. Converting Medicaid
from awedfare assstance program to a hedlth insurer for low-income people and building on
Medicaid and CHIP offer an opportunity to bring broader-based coverage to the low-income
population and fill the gaps Ieft by employer-based coverage.

The Importance of | nsurance

Hed th insurance makes a difference in when and if people get necessary medicd care,
where they get their care, and ultimately, how hedlthy people are. Uninsured adults are far more
likely than the insured to postpone or forgo hedlth care atogether and less able to afford
prescription drugs or follow through with recommended treatments (Figure 15). Because
children are generaly hedthier than adults, problems getting needed care are less common, but

digparities in access to care between uninsured and insured children are as great as the



differences between adults. The consequences of reduced access to care can be severe,
particularly when preventable or trestable conditions go undetected.

Theuninsured are a least three to four times more likely than those with insurance to
report problems getting needed medicd care, even for serious conditions. Part of the reason
many of the uninsured postpone or forgo needed care is because they have no usual source of
care. Over athird of uninsured adults do not have aregular place to go when they are sick or
need advice, compared to less than 10 percent of those with coverage. Anticipating high medica
bills, many of the uninsured are not able to follow recommended trestment. Nearly athird of
uninsured adults say they did not fill adrug prescription in the past year due to cost and more
than athird went without a medical test or treastment that had been recommended. Insured
nonelderly adults are at least 50 percent more likely to have had preventive care such as pap
Smears, mammograms, and prostate exams than uninsured adults.

Because the uninsured are less likely than the insured to have regular outpeatient care,
they are more likely to be hospitaized for avoidable hedth problems. Conditions like diabetes
and hypertension, for example, can usudly be managed successfully outside the hospitd. The
uninsured are more than twice as likdly to be hospitalized for these two conditions as those who
have hedlth insurance. When they are hospitalized, the uninsured also have a greater chance of
dying.

Not having access to preventive screening catches up with the uninsured in greater cancer
Severity. The uninsured have been shown to have amuch gregater chance of being diagnosed
with late-stage breast, prostate, colorectal, and skin cancer than theinsured. Late-stage cancer

trandates into higher mortdity rates among the uninsured. For example, among uninsured



women diagnosed with breast cancer, the uninsured are more likely to die from it, even after
controlling for other hedlth problems.

For many of the uninsured, the cogts of hedlth insurance and medica care are weighed
againg equaly essentia needs. The uninsured are twice as likely as those with health coverage
to live in ahousehold that is having difficulty paying monthly hills as basic asrent, food, and
utilities. Medicd bills can mount quickly for the uninsured, even for rdatively minor problems
like dentd care, and the financia impact on afamily can be serious.

Mogt of the uninsured do not receive hedlth services for free or at reduced charge.
Among families with & least one uninsured member, only a quarter report they have received
thiskind of charity carein the past year. The large mgority of the uninsured are paying for care
out-of- pocket and increasingly paying "up front” before serviceswill be rendered. When the
uninsured are unable to pay the full medica hill in cash at the time of service, they ether pay
with credit cards (typicdly with high interest rates) or negotiate a payment schedule with the
clinic or hospitd. In the case of hospitd hills, the debt may take years to repay.

Having heslth insurance makes a difference in the debt individuas and families face
because of medicd hills (Figure 16). The uninsured are more than twice as likely to have had
problems paying medicd hillsin the past year as those who have coverage. In addition, the
impact of these billsis much greater on uninsured families. Among the nearly 40 percent of
uninsured adults who had problems paying medicd billsin the last year, the mgority said that
this debt had a mgor impact on their families lives. Like any bill, when medicd bills are not
paid or paid off too dowly, they are turned over to a collection agency, and a person's ability to
get further credit is sgnificantly limited. Nearly 40 percent of the uninsured report thet they

were contacted by a collection agency about unpaid medical billsin just the past year.
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The Impact of Being Uninsured

Being without insurance is a struggle that millions of hard working families and their
children face every day. They do not lack insurance because they do not want it or do not
believe in insurance. Mog of the uninsured have, in fact, tried to obtain coverage but could not
find coverage for an affordable price. Asareault, they cope without coverage while their
medical bills mount and their hedth suffers.

The experience of Dianna Oden of Mosier, Oregon—a 52 year-old uninsured waitress—
and Patricia Nelson of Louisville, Tennessee—an uninsured widow whose son has asthma—
bring redity to the Satistics and studies on the uninsured. Their experiences seeking hedlth
insurance, obtaining medica care, and coping with their medica bills clearly portray the
problem of being uninsured and low-income. Exhibits 1 and 2 highlight their Stuations.

Working dl her life in restaurants, Dianna Oden has never had hedth insurance available
through her job. Her annua income from wages of $6.50 an hour plus tips puts her a 170% of
the poverty level— too high to quaify for the Oregon Hedth Plan, but not nearly enough to pay
for anindividud hedth plan. She suffers from fibromyagia, achronic disease that causes daily
pain and diffness, migraines, deeplessness, and frequent diarrhea. Y &, on her limited income,
Dianna Oden often doesn’t get the medical care or medications she needs. On her take-home
pay of $821 amonth, she has $88 Ieft after paying basic bills and about $100 for medical
expenses. A private insurance plan with a$500 deductible, 25% co-insurance, and no drug
coverage would cost her $213 a month—a quarter of her take-home pay—and not help with her
monthly medication cogts.

Patricia Nelson strugglesin a different way with her son’s overwhelming medica needs

and hospitalization costs. Her husband died of Lou Gehrig's disease a age 35. Eight years ago,
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during a period when they were uninsured, her son was hospitalized for a severe asthma attack,
leaving them with a bill of $6,000. Paying this bill off by a least $25 a month, they Hill owe the
hospital $1,700. More recently, Patriciatried to get hedlth coverage, but a $4,260 per year, the
cost would have consumed 16 percent of her income. Her own recent kidney infection, coupled
with adiagnogis of Bell's Pdsy for her son, hasleft her facing over $12,000 in medicd bills and
living on Socid Security Survivor's benefits. She has enrolled her son in TennCare, but she
remains uninsured because enrollment for adultsis closed. Dueto her medica expenses, she has
recently filed for bankruptcy.

In every state, there are people like Dianna Oden and Patricia Nelson and her son—
people for whom the promise of medica care s life-saving and life-improving gpplications
cannot be fully redized. They can neither afford the medica care they need nor the hedth
insurance that helps make medicd care both accessble and affordable. For them, hedth
insurance matters but remains out of resch.

The Next Steps

Extending coverage to the millions of Americans without hedlth insuranceis both an
important policy and hedlth objective. However, no single incrementa approach to restructuring
and broadening hedlth insurance coverageis likely to address the diverse needs of the 42 million
uninsured Americans. For the low-income uninsured population, any effort to extend coverage
must address the high cost of coverage faced by people with limited incomes and the lack of
access to employer-sponsored health insurance for low-wage workers. Given these issues, the
most immediate and potentialy most effective means of broadening coverage is to build on the
current public programs— Medicaid and CHIP— that have been designed to provide hedlth

coverage for low-income populations.
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Extending public coverage to more low-income Americans would provide a subsidy for
the full cost of comprehensive insurance and minimize the out- of- pocket costs to low-income
families. Building on coverage available today through Medicaid and CHIP would help close
the gaps that currently exist when some family members are digible and others are indligible for
coverage and low-income childless adults are excluded from coverage. This gpproach aso has
the advantage of building on an exigting adminidrative and financing sructure in operaionin al
50 dates. States dready have systemsin place for digibility determination and provider and
plan participation and payment. Findly, both families and states have embraced recent effortsto
extend hedlth insurance through public programs and value the coverage that Medicaid and
CHIP provide.

Asthe efforts dready underway in many states demongtrate, Medicaid and CHIP offer an
effective drategy for insuring more low-income people. Substantia progress can be made by
continuing to improve current outreach and participation efforts and by extending the scope of
Medicad to reach more of the nearly 20 million low-income uninsured parents and childless
adults. These improvements, coupled with efforts to maintain and extend employer coverage for
low-wage workers, will help to improve coverage for the most vulnerable Americans.

Thank you for the opportunity to testify today. | welcome any questions.
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Exhibit 1
DIANNA ODEN

Dianna Oden is a 52 year-old single grandmother who works as a full-time waitress at afamily
restaurant near her home town of Mosier, Oregon. Working all her life in restaurants, either serving customers
or in management, Dianna Oden has never had health insurance available through her job. Her annual income
from wages of $6.50 an hour plus tips (with no paid vacation or sick days) puts her at about 170% of the
federal poverty level 3% which istoo high to qualify for the Oregon Health Plan, but not nearly enough to pay
for an individual health plan.

Five years ago, Ms. Oden developed the symptoms of fibromyalgia, a chronic disease. With
little discretionary income, she went to her doctor only when she was in a crisis, and because she camein
so infrequently and with a different problem each time, he failed to see a pattern and treated the
symptoms separately. Finally about a year ago, when her daily pain and stiffness, frequent diarrhea,
migraines, and sleeplessness became overwhelming, she made an appointment to discuss them al. Only
then did her doctor begin a thorough work-up to determine the cause of al her symptoms. The
medication he has prescribed is effective, but unaffordable for her. Knowing this, Dianna's doctor gives
her free samples whenever she comes in for an appointment, and she stretches these out by taking one pill
every other day, instead of the prescribed daily dose. One time he was able to give her a full month's
supply, which she described as giving her "awhole new lease on life". Encouraged by its effect, she
finally filled the prescription for it, but was shocked to find that the drug would cost her $149 a month.
She asked the pharmacist to give her $40 worth and she saves them for her worst days.

Degpite dl this, Dianna Oden is a hard worker and considers herself lucky. She has no debt, not
even amortgage or a car loan. However, after she pays her monthly bills for utilities, phone,
transportation, groceries, and medical expenses, Dianna has $88 left from her take-home pay of $821.
Living with fibromyalgia and paying over $100 a month in medical bills, Ms. Oden puts a high value on
health insurance, but when she again checked into the cost of private insurance recently, she learned it
would cost her $213 a month — roughly a quarter of her take-home pay — for a plan with a $500
deductible, 25 percent co-insurance, and no prescription drug coverage. Given the cost of even this
limited health plan, she will probably remain uninsured for thirteen more years until she qualifies for
Medicare at age 65.

Dianna Oden’s Household Budget

Residual
11%

Uniforms
5%

Home/Utilities
Medical 38%

13%

Food
15%

Transportation
18%

Monthly Income: $821 Take Home Pay

Note: Annual gross income of $14,790 (170% of Federal Poverty Level)

Source: In Their Own Words: The Uninsured Talk About Living Without Health Insurance. The Kaiser Commission on
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Exhibit 2
PATRICIA NELSON

Patricia Nelson, a 44 year old widow from Louisville, Tennessee, knows better than anyone
what can happen if you are hospitalized without health insurance. Her husband lived with a disabling
condition for many years before dying of Lou Gehrig's disease at the age of 35. Because of his
disability, Medicaid, and later Medicare, covered his bills; however, Patricia and her 13 year-old son's
health coverage has been spotty, depending on the job she held. She recalls a ten year period where
she worked for the same restaurant, and as the ownership changed hands three times so did the offer
of health benefits.

In one of the times the family was without health coverage, her son Sam, then five years old, suffered a
bad asthma attack and needed to be admitted to the hospital. Two daysin the hospital 1eft them with a bill of
$6,000. They checked on Sam's eligibility for Medicaid, and at that time, they missed the income eligibility
cutoff by $4. Still paying off the bill by at least $25 a month, the balance after nearly eight yearsis $1,700.

Since we issued the report last fall, the Nelsons have faced even greater challenges. Patricia
had recently taken a job in her sister's bakery. She looked into continuing her health coverage under
COBRA, but at $4,260 a year it would have required 16% of her $27,000 income, and she didn't feel
she could afford it. The family-run store lost its lease and went out of business this winter. While she
was looking for work and living on only Social Security Survivor benefits, two medical crises hit. First,
Patricia developed an undetermined infection that, after extensive tests, was isolated to her kidney.
Then her son Sam woke one morning with facial paralysis and after a thorough neurological work-up
was found to have Bell's Palsy. She now has him enrolled in TennCare. Facing over $12,000 in
medical bills, Mrs. Nelson recently filed for bankruptcy.

Patricia Nelson and Her Son’s
Household Budget

Residual
Medical 6%
5%

Home/Utilities

37%

Food
19%

Transportation
33%

Monthly Income: $1,562 in Social Security Survivor’'s Benefits

Note: Annual gross income of $18,744 (160% of Federal Poverty Level)

Source: In Their Own Words: The Uninsured Talk About Living Without Health Insurance. The Kaiser Commission on
Medicaid and the Uninsured. September 2000.
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Figure 1

The Nonelderly Uninsured,
by Poverty Level, 1999

Distribution by Poverty Level*

100-199%
<100%

200-299%

300% +

Total = 42 Million

*The poverty level in 1999 was $13,290 for a family of three.
SOURCE: Urban Institute and Kaiser Commission on Medicaid and the KALS _E R_ COMMIS S_' ON ON
Uninsured, analysis of March 2000 Current Population Survey. Medicaid and the Uninsured




Figure 2

Risk of Being Uninsured for
Low-Income* Population, 1999

Percent Uninsured (Rate) % Distribution of Low-Income Uninsured

i 0
Children 24.1% Adult Men Children
36.3% 28.3%
Adult
0
Women 35.9%
Adult 44.4% Adult
Men Women
35.4%

Total = 27.5 Million

*Individuals and families with incomes less than 200% of the powerty level.
SOURCE: Urban Institute and Kaiser Commission on Medicaid and the KAISER COMMISSION ON
Uninsured, analysis of March 2000 Current Population Survey. Medicaid and the Uninsured




Figure 3

Health Insurance Coverage of the
Nonelderly, by Poverty Level, 1999

OPrivate/
25% | S/Itehd(?cr:aid
55% mUninsured
72%
0 37% 79%
0 92%

U.S. Total Poor Near Poor Moderate High
(<100%) (100-199%) (200-299%) (300% +)
241 Million 40 Million 42 Million 39 Million 120 Million

*QOther includes individually-purchased private insurance and other public coverage.

Note: The federal poverty level for a family of three in 1999 was $13,290.

SOURCE: Urban Institute and Kaiser Commission on Medicaid and the Uninsured, KA1SER COMMISSION ON
analysis of March 2000 Current Population Survey, 2000. Medicaid and the Uninsured




Figure 4

The Nonelderly Uninsured by Poverty Level
and Family Work Status, 1999

4% 505 | 3%

ONo Workers

O Part-Time
Workers Only

1+ Full-Time
Workers

Total <100% 100-199% 200% +
42 Million 15 Million 12 Million 15 Million

Note: The federal poverty level for a family of three in 1999 was $13,290.
SOURCE: Urban Institute and Kaiser Commission on Medicaid and the Uninsured, KAISER COMMISSION ON

analysis of March 2000 Current Population Survey, 2000. Medicaid and the Uninsured




Figure 5

Access to Employer-Based Coverage
for Low and High Wage Workers, 1996

_ N [ Covered by
Employer
42% Access [ Declined
95% [ Not Offered
0
13% 90% Access
- 96%
oY% N
I 4%
Low-Wage Workers High-Wage Workers
(Wage £ $7 per hour) (Wage > $15 per hour)

Note: Annualized wage income at < $7/hour would be £ $12,740 and

at >$15/hour would be > $27,300. KA S_E R_ COMMIS S_I ON ON
SOURCE: Cooper P, and Schone B, 1997. Medicaid and the Uninsured




Figure 6

Health Insurance Offer Rates by Firm
Characteristics, 2000

Percent of firms offering health benefits:

99%
85%

67%

35%

All Large All Small Higher Wage Lower Wage
Firms (200+ Firms (3-199

Workers) Workers)

Small Firms

* Lower Wage firms defined as firms in which more than 35% of employees earn

less than $20,000/year; Higher Wage firms defined as those in which fewer than

35% of employees earn less than $20,000/year. KALS _E R_ COMMIS S_' ON ON
SOURCE: Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2000. Medicaid and the Uninsured




Figure 7

Average Annual Premium Costs for
Covered Workers, 2000

$6,348

Employer Contribution
OWorker Contribution

$2,424
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$336

Single Coverage Family Coverage

KAISER COMMISSION ON
Medicaid and the Uninsured

SOURCE: Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2000.



Figure 8

Uninsured Rates Among the Nonelderly
Low-Income Population by State, 1997-1999
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National Average = 34%

[1<26% (12 states) [ 33-36% (11 states)

Note: Low-income defined as < 200% of poverty level, [] 26-32% (13 states & DC) M >36% (14 states)
or $26,580 for a family of three in 1999.

SOURCE: Urban Institute and Kaiser Commission on Medicaid
and the Uninsured, analysis of 3 year-pooled data from March
1998, 1999, and 2000 Current Population Survey, 2000.

KAISER COMMISSION ON
Medicaid and the Uninsured




Figure 9

Health Insurance Coverage
of Adults and Children, 1999

Uninsured @ Medicaid O Private

Poor

CHIL DREN (<100 Poverty)

Near-Poor
(100-199% Poverty)

53% 19%
54%

Poor
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31% 27%
58%

WOMEN

Near-Poor
(100-199% Poverty)

Poor
(<100 Poverty)

18% 30%
53%

MEN

Near-Poor
(100-199% Poverty)

Note: Adults age 19-64. Federal Poverty Level was $13,290

for a family of three in 1999.
SOURCE: Urban Institute and Kaiser Commission on Medicaid KAISER COMMISSION ON

and the Uninsured, analysis of March 2000 Current Population Survey, 2000. Medicaid and the Uninsured




Medicaid Minimum Income Eligibility
Standards, 2001

Percent of Federal Poverty Level

200%
B Federal
133% 133% Minimum
[] National AFDC
Average*
100% 100% )
6 -
41%
0%
0% - : : |
Pregnant Preschool School-age Adults Nonelderly
Women/ 1to5 6to 18 with Adults
Infants Children without
Children

Note: 18-year-olds phased in by September 2002.
*Based on AFDC average for 1996, the standard used for Section 1931 eligibility. KAISER COMMISSION ON
The Federal Poverty Level is $14,630 for a family of three for 2001. Medicaid and the Uninsured




Figure 11

Medicald/CHIP Income Eligibility Levels for
Children, 2000

Medicaid/CHIP Income Levels

[] < 150% FPL (8 states)
[ 151% - 199% FPL (7 states)

[] >200% FPL (36 states)
NOTE: The federal poverty level (FPL) was $14,150
for a family of three in 2000. KAISER COMMISSION ON
SOURCE: Center on Budget and Policy Priorities, 2000. Medicaid and the Uninsured




Figure 12

Strategies for Simplifying Medicaid and
CHIP Eligibility and Enrollment for Children

Number of States Reporting

42

10
"Even" Income No Asset Test No Face-to-Face 12-Month Self-Declaration
Eligibility Interview Continuous for Income

Eligibility

NOTE: State counts include only states that have adopted the enroliment
simplification strategy for both their Medicaid for children and CHIP programs.
SOURCE: Center on Budget and Policy Priorities for the Kaiser Commission on
Medicaid and the Uninsured, 2000.

KAISER COMMISSION ON
Medicaid and the Uninsured




Figure 13

Health Coverage of Low-Income
Parents, 1998

Private
38%
Not Eligible

(0)
Uninsured 69%

27%

Eligible for
Medicaid
31%

5.3 million

Total = 19.6 million :
uninsured

NOTE: Low-income refers to families with incomes less than 200% of the Federal
Poverty Level.

SOURCE: Urban Institute simulations, 2001. Based on the March 1997 Current KAIS _E R_ COMMIS S_' ON ON
Population Survey, projected to 1998. Medicaid and the Uninsured




Figure 14

Medicaid Income Eligibility Levels for

Parents, 2000 .
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Medicaid Income Eligibility Levels
(US Median =67% FPL)

W < 509 FPL (14 states)
[ 509% - 99% FPL (19 states)

_ [] >100% FPL (17 states and DC)
*Connecticut, New Jersey, and New York have enacted but have not yet -
implemented their Medicaid expansion for parents. KAISER COMMISSION ON
SOURCE: Center on Budget and Policy Priorities and Families USA, 2000. Medicaid and the Uninsured




Figure 15

Problems Obtaining Needed Care Among
Uninsured and Insured Nonelderly Adults, 2000

Percent Reporting:

Skipped a Recommended 39%
Medical Test or Treatment 13%
Did Not Fill Prescription 30%
Due to Cost 12%
Postponed Care Needed 25%
for a Serious Condition 5%
Did Not Get Medical Care 20% Uninsured

for a Serious Condition 3% ® Insured

SOURCE: The NewsHour with Jim Lehrer/Kaiser Family Foundation,

National Survey on the Uninsured, 2000. KAISER COMMISSION ON
Medicaid and the Uninsured




Figure 16

Financial Burden of Medical Bills,
by Health Insurance Status, 2000

Had Problems Paying Medical Bills Contacted by a Collection Agency
about Unpaid Medical Bills

O No Impact 39% 39%
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B Major Impact

0
R 27%

Insured Uninsured Insured Uninsured

SOURCE: The NewsHour with Jim Lehrer/Kaiser Family Foundation

National Survey on the Uninsured, 2000. KAISER COMMISSION ON
Medicaid and the Uninsured




