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FOREWORD

One need only read today’'s headlines to know that many of our Nation's adolescents often
need health care and don't get it. This Background Paper addresses one important barrier to
access to care--lack of health insurance coverage. This is OTA’s first publication in response to
a request for an assessment of adolescent health. Numerous members of Congress requested the
assessment, including the Chair and/or Ranking Minority Members of the Senate Appropriations
Committee, the Senate Commerce, Science, and Transportation Committee, the Senate
Environment and Public Works Committee, the Senate Finance Committee, the Senate Foreign
Relations Committee, the Senate Labor and Human Resources Committee, the Senate Rules and
Administration Committee, the Senate Small Business Committee, the Senate Veterans Affairs
Committee, the House Agriculture Committee, the House Interior and Insular Affairs
Committee, and 7 members of OTA’s Technology Assessment Board, including the Chairman.'
The principal requesters were Senator Daniel K. Inouye, Chairman of the Select Committee on
Indian Affairs, and Senator Nancy Landon Kassebaum, Ranking Minority Member of the
Education, Arts and Humanities Subcommittee of the Senate Labor and Human Resources
Committee. A letter of support was received from the House Select Committee on Children,
Youth, and Families. The main report of the assessment will be released in 1990.

It is important to note that certain of the analyses in this background paper are preliminary,
because certain data are not yet available from the U.S. Census Bureau. Therefore, estimates
have been made of the numbers of adolescents who are currently uninsured and of the potential
impact of the two proposed legislative changes to expand coverage. An updated report will be
released by OTA soon after the necessary data become available.

A specia report associated with OTA’s adolescent health project will be released later this
summer on the mental health of American Indian and Alaska Native adolescents.

OTA would like to thank Carnegie Corporation of New York and the Carnegie Council on
Adolescent Development for supporting the work of Richard Kronick of the University of
Cdifornia, San Diego. OTA is, however, responsible for the paper and its conclusions, as well
as any omissions or errors therein.

oéu\ } ; M o
JOHNW. GIBBONS
Director

1 An additional four Senators requested the assessment (in 1988), but are no longer
members of the Senate.
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1. EXECUTIVE SUMMARY

This paper examines the health insurance
status of adolescents, age 10 to 18 years, and
addresses these questions:

m How many adolescents are without
health coverage and why are some
adolescents insured and others not?

= Has the number of uninsured adolescents
changed over time? If so, why has this
change occurred?

m How many adolescents would be af-
fected by three potential approaches to
reducing the number of uninsured: a
mandate that employers provide health
insurance to their workers (and their de-
pendents); an expansion of the Medicaid
program; or a combination of the two?

Data for this study come from Current
Population Surveys (CPS) fielded in 1980 to
1988 by the U.S. Bureau of the Census. Each
March, a supplement to the survey asks a va
riety of questions about work history and in-
come during the previous year, and includes a
set of health insurance questions. Responses
to these questions are the basis for the
analyses presented in this paper.

In 1988, new questions were introduced
to the heath insurance supplement and others
were changed materially. The March 1988
CPS data that are currently available for pub-
lic use are incomplete and preliminary.
However, in light of today’s pressing debate
concerning the uninsured, this preliminary
report has been prepared based on currently
available information. An update, in-
corporating the final results from the 1988
and 19891 March surveys, will be released

1 At the time this Background Paper was published,
data from the March 1989 CPS were not available for
ana lysis. Because of question wording changes in-
itiated in March 1988, data collected in 1988,
1989, and subsequent years will never be able to be
compared to data col lected from March 1980 through
March 1986. However, when the March 1989 CPS be-
comes available, some analysis will be able to be
made comparing 1987 and 1988. (Note that the data
collected each March pertain to the previous
calendar year; thus, data collected in March 1980
pertain to calendar year 1979, and data collected
in March 1989 pertain to calendar year 1988).

before the end of 1989. These final results
may affect OTA’s estimates of the proportion
of adolescents who are currently uninsured,
and, thus, estimates of the effects of an
employer mandate or expanded Medicaid
eligibility, but OTA does not expect these
changes to be significant. They will not af-
fect OTA’'s estimate of the increase in
uninsured adolescents between 1979 and 1986.

How Many Adolescents Are
Without Health Insurance and
Who Are They?

Approximately 4.6 million adolescents,
aged 10 to 18, 15 percent overall, were
without public or private health coverage in
1987. Adolescents are dlightly more likely to
be uninsured than younger children and
adults aged 25- to 54-years-old.” Those
adolescents who do have health insurance are
more than twice as likely as 25- to 54-year-
olds to be covered by Medicaid.

Sociodemographic Characteristics of
Uninsured Adolescents

Most adolescents, age 10 to 18, live with
their parents. Twelve percent of all adoles-
cents live with uninsured parents (figure 1)
and almost two out of three uninsured
adolescents live with parents who are also
uninsured (figure 2). To a large extent, then,
the problems of uninsured adolescents are the
problems of uninsured parents.

Family income is the most important
determinant of health insurance status for all
age groups. The poor, regardless of other
factors, are the most likely to be uninsured.
Adolescents in poor or near-poor families are
much more likely to be uninsured than
others; approximately 30 percent are without

2 19- to 24-yea r-olds are at greatest risk for
being uninsured.
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Figure 1--- Percent of Adolescents Who Live With Uninsured Parent,
Insured Parent, or No Parent, 1987

Not living
with oarentb

Parent is
insured
81%

12%
Parent not
y insured

aRefers to the insurance status of the household head unlessonly the spouse had

employment-based health COVerage., 3 . . .
Includes adolescents not living with their parents and married adolescents living with
their parents.

SOURCE: Office of Technology Assessment, 1989, based on estimates from the March 1988
Current Population Survey.

Figure 2---Parent’s Insurance Status of Uninsured Adolescents, 1987°

Not living
with parent
18%

Parent not
insured
64%

Parent is
insured
18%

8Refers to the insurance status of the household head unless only the spouse had
employment-based health coverage. ) ) o .
Includes adolescents not living with their parents and married adolescents livingwith
their parents.

SOURCE: Office of Technology Assessment, 1989, based on estimates from the March 1988
Current Population Survey.
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any coverage, public or private (table 1).°In
contrast, half as many adolescents whose
family income is between 150 and 299 per-
cent of poverty and less than 5 percent of
adolescents in families at 300 percent of
poverty or above are uninsured.

Despite the strong relationship between
low family income and the likelihood of
being uninsured, it should be recognized that
for adolescents, as for adults, it is by no
means true that all the uninsured are poor.
While 41 percent of uninsured adolescents
live below the Federal poverty level, one-
third of uninsured adolescents are between
100 and 199 percent of poverty, and more
than one-quarter are at 200 percent of
poverty OrF above.

Several other demographic characteristics
have fairly strong relationships with health
insurance status independent of family in-
come. These include Hispanic ethnicity,
parent’s education, parental self-employment,
and region. Hispanic adolescents are much
more likely than others to be uninsured
regardless of family income. This may be
because Hispanics are more likely than others
to work in agriculture and domestic service
where coverage rates are historically low. If
Hispanic families living in poverty are more
likely than others to include both husband
and wife, they will be less likely to be
eligible for Medicaid. In addition, Hispanic
adolescents who are “undocumented aliens’
are not routinely eligible for Medicaid;
eligibility is a State option.

Although black adolescents are much
more likely than whites to live in or near
poverty, and to be uninsured, the correlation
between race and lack of health insurance
coverage almost disappears when family in-
come is taken into account.

3 Poor refers to those with family incomes below
100 percent of the Federal poverty Ievel, and near-
poor describes families living between 100 and 150
percent of the Federal poverty level.

At each income level, adolescents whose
parents have little formal education are much
more likely to be uninsured than adolescents
whose parents have had more education.
Among adolescents in middle and upper-
income families, those whose parents are self-
employed are much more likely than others to
be uninsured. Almost one out of five
Southern and Western adolescents are un-
insured while less than one out of ten North-
eastern and Midwestern adolescents are
without coverage.

Further analysis shows that regiona vari-
ations in coverage are due primarily to dif-
ferences in income-specific rates of Medicaid
and private health coverage. In the South, it
appears that more stringent Medicaid income
eigibility requirements are key to the greater
proportion of uninsured adolescents. If
income-specific Medicaid coverage rates were
as high in the South as in the North, the pro-
portion of Southern adolescents without
health insurance would drop by approximate-
ly 25 percent. In the West, lower rates of
private coverage appear to be the most criti-
cal factor although lower Medicaid coverage
rates are important as well. If income-
specific rates of private insurance coverage
were as high in the West as in the North, the
proportion of uninsured Western adolescents
would be reduced by about 19 percent.
These results make clear that public policies
designed to expand health coverage, such as
an employer mandate or expansion in
Medicaid, would have markedly different ef-
fects in Western and Southern States than in
the North.

Trends in Adolescent Insurance
Coverage, 1979-1986

The proportion of adolescents without
health insurance increased by 25 percent be-
tween 1979 and 1986 (figure 3). In the early
1980s, the rise in the uninsured was strongly
associated with increased poverty combined
with a decline in Medicaid coverage of the
poor and near-poor. Later, in the mid-1980s,
as the country recovered from recession,
these trends reversed somewhat. However,
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Table 1---Health Insurance Status of Adolescents,
Age 10-18, by Family Income, 1987

Health insurance status

Proportion of

Family income as all adolescents at  No health Insured: private and public

a percent of the the specified insurance Private Medicaid

Federal poverty level® poverty Level® coverage only only Other* Total
less than 50 percent 9.2% 30.9% 16.6% 48.4% 4.2% 100.0%
50 to 99 percent 10.1 32.2 23.6 38.1 6.1 100.0
100 to 149 percent 9.5 29.4 53.4 10.7 6.5 100.0
150 to 199 percent 9.7 21.5 69.2 3.1 6.2 100.0
200 to 299 percent 19.2 10.3 82.8 1.0 6.0 100.0
300 percent and above & J 4.6 90.7 0.2 4.6 100.0

100.0%

2In 1987, the Federal poverty level was $9,056 for a family of three.
There were 31.0 million adolescents, age 10-18, in 1987.
®Includes CHAMPUS, Medicare, or a combination of public and private coverage.

SOURCE: Office of Technology Assessment, 1989, based on estimates from the March 1988 Current
Population Survey.

Figure 3---Trends in the Proportion of Uninsured Adolescents,
Age 10-18, 1979-1986°

Percent Uninsured

25

25% increase frorn 1978-1986

0 - :
1979 1881 1982 1883 1984 1985 1986

Year

a 1980 and 1988 data are not available; 1987 data are not comparable.

SOURCE:  Office of Technology Assessment, 1989, based on estimates from the March 1980
through March 1987 Current Population Surveys.
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the proportion of the adolescent population at
each income level with private insurance
declined substantially. It is important to note
that due to a combination of factors (includ-
ing a decline in the absolute number of 10-
to 18-year-olds from 1979 to 1986), there
was no change in the aggregate number of
uninsured.

The decline in Medicaid coverage was
greatest among adolescents living in or near
poverty and was largely due to regulations
issued under the 1981 Omnibus Reconcilia-
tion Act of 1981 (OBRA) that limited the
working poor’'s eligibility for Aid to Families
with Dependent Children (AFDC) and
Medicaid benefits. In 1979, 48 percent of
adolescents living in families between 50 to
99 percent of poverty had Medicaid coverage.
By 1983, this had dropped to 38 percent and
rebounded dlightly to 42 percent in 1984 and
1986. Meanwhile, aimost half of the adoles-
cents in families with incomes from 100 to
149 percent of poverty who were in the
Medicaid program in 1979 had lost coverage
by 1982.

The decline in private coverage was also
most significant among the poor. In 1979, 17
percent of adolescents in households below 50
percent of poverty were covered by some
form of private insurance, but by 1986, only
11 percent were enrolled in a private health
plan. Adolescents in families between 50 to
99 percent of poverty experienced a similar
trend; the proportion with private health
coverage dropped from 27 to 22 percent dur-
ing the same time period.

A principal reason why more adolescents
were uninsured in 1986 than in 1979 is simp-
ly that more lived with uninsured parents in
1986 than in 1979. During this period, the
proportion of adolescents who lived with
uninsured parents increased from 8.8 to 10.5
percent, accounting for 37 percent of the
overall 1979 to 1986 increase in uninsured
adolescents. At the same time, the uninsured
rate among adolescents who lived with
uninsured parents also rose, increasing from
92 to 96 percent (contributing an additional

10 percent to the overall climb in the
uninsured).

Eighteen percent of the overall rise in
the proportion of adolescents without health
coverage was due to a fall in the coverage
rate among adolescents not living with a
parent; in 1979, 61 percent were uninsured,
by 1986 the proportion without coverage
increased to 74 percent. The proportion of
adolescents who obtained health insurance
from their own jobs declined precipitously.

Estimated Effects of Employer
Mandates and Medicaid
Expansions

Two types of proposals have been promi-
nently advanced to reduce the number of
uninsured. So-called “employer mandates’ re-
quire that employers offer group health in-
surance policies and pay a significant amount
of the premiums for al employees who work
more than a specified number of hours per
week. Proposals to expand Medicaid require
that categorical eligibility requirements be
relaxed and/or that income eligibility limits
be increased, thereby requiring or encourag-
ing all States to make Medicaid available to
al those eligible below certain income levels.

Numerous factors determine the effects
of an employer mandate: Who is included in
an employer mandate is especially important.
How many hours per week must be worked?
Does coverage begin on the first day of
employment or after awaiting period? Are
the self-employed included? Are employee
dependents covered? Will small firms be ex-
empt? What level of benefits must be pro-
vided? How much must the employer con-
tribute to the premium?

Similarly, the effect of an expansion in
Medicaid depends on a number of policy de-
cisions. For example, what is the minimum
eligibility income level? Are the changes in
eligibility mandatory or optional for the
States? Are two-parent families with workers
eligible or must one parent be absent or un-
employed?
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Estimated Effects of Employer Mandates

The following assumptions were used in
estimating the effect of an employer mandate
on the number of uninsured adolescents:

m The self-employed are exempt. All
other “permanent” employees who work
more than the required number of hours
per week are covered (i.e., with no ex-
emptions for firm size or industrial clas-
sification).

m Employees working 26 weeks or more in
the preceding year are considered
“permanent” workers and would be cov-
ered under the mandate.

m The effects of the mandate are estimated
using three different assumptions about
the number of hours of work at which
workers are covered: 18 hours, 25 hours,
and 30 hours.

m Adolescents who do not live with their
parents are not covered as dependents
under the mandate; however all other
unmarried adolescents age 18 or younger
would be covered by the mandate if
their parents were covered as well.

If employees who worked 30 hours or
more per week were included, approximately
2.55 million uninsured adolescents, or 55 per-
cent of all adolescents currently without
health coverage, would become insured. Al-
though reducing the hourly work threshold
does increase the number of uninsured who
would become covered, its effect is relatively
minimal (at least within the range of 18 to 30
hours per week). For example, if the hourly
work threshold was reduced to 25 hours per
week, an additional 60,000 adolescents ( 1.3
percent of all those uninsured) would be cov-
ered. If the threshold was 18 hours per
week, an additional 136,000 adolescents (or 3
percent of all uninsured adolescents) would
be covered.

Estimated Effects of Medicaid Expansion
Proposals to expand Medicaid may

mandate or give States the option to broaden
Medicaid eligibility. Currently States have

the flexibility, within limits, to set their own
eigibility levels for the AFDC and Medicaid
programs. Some States have relatively broad
eligibility policies while others are much
more restrictive. However, with few excep-
tions, adolescents are eligible for Medicaid
only if they are in a family with a so-called
“deprivation factor”; that is, a family with an
absent parent or one whose principal bread-
winner is unemployed.’

If the current categorical requirement of
a “deprivation factor” is maintained, the
potential for an expansion in Medicaid to
cover significant portions of uninsured
adolescents is severely limited. If al adoles
cents in single-parent households with in-
comes below 100 percent of poverty were
covered by Medicaid, approximately 707,000
of the 4.6 million uninsured adolescents
would be covered. However, even if States
were required to extend eligibility standards
to al such adolescents, it is doubtful that all
would enroll. In fact, many of the 8 percent
of uninsured adolescents who were in single-
parent households in 1987, with incomes be-
low 50 percent of poverty, were already
eligible to receive Medicaid benefits.

If categorical requirements were dropped,
and all adolescents with family income below
a specified standard were eligible for
Medicaid, then significant portions of the
currently uninsured could be covered by a
Medicaid expansion. For example, if
households with family incomes below 100
percent of poverty were included, more than
40 percent of currently uninsured adolescents
would be covered. An additional 19 percent
of uninsured adolescents would be included if
the income standard was raised to 149 percent
of poverty.

Combined Approach: Employer Mandate
With A Medicaid Expansion

If employers were required to cover all
workers who worked 18 hours or more and

4 This remains unchanged by the Family Support Act
of 1988 (Public Law 100-485).
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Medicaid was available to all adolescents in
families with income below 200 percent of
poverty, then only 7 percent of adolescents
without health coverage would remain
uninsured. An employer mandate that in-
cluded employees of at least 30 hours per
week combined with a Medicaid expansion
that included all adolescents below 100 per-
cent of poverty would cover over 80 percent
of uninsured adolescents.

Most of the adolescents left out by the
combination of an employer mandate and
Medicaid expansion are children of the self-
employed. If the self-employed were in-
cluded under a “combination” mandate, the
vast majority of uninsured adolescents would

become covered.

Of the proposals evaluated, clearly the
single greatest impact would come from an

employer mandate.



2. INTRODUCTION AND CURRENT NUMBER

OF UNINSURED ADOLESCENTS

This paper examines the health insurance
status of adolescents, aged 10 to 18 years, and
addresses the following questions:

s How many adolescents are without
health coverage and why are some
adolescents insured and others not?

m Has the number of uninsured adolescents
changeover time? If so, why has this
change occurred?

s How many adolescents would be af-
fected by three potential approaches to
reducing the number of uninsured: a
mandate that employers provide health
insurance to their workers (and workers
dependents); an expansion of the
Medicaid program; or a combination of
the two?

The first section of the paper briefly de-
scribes its principal data source, the Current
Population Survey (CPS), and important issues
in using the CPS to measure insurance status.
The second section provides a preliminary
analysis of the size and characteristics of the
uninsured adolescent population in 1987 and
aso examines the sociodemographic factors
related to health insurance status. Next,
trends in the number of uninsured adolescents
from 1979 to 1986'are assessed. The final
section provides estimates of the potential ef-
fects of an employer mandate, Medicaid ex-
pansion, or combination approach on the
number of uninsured adolescents.

In light of today’s pressing debate con-
cerning the uninsured, this preliminary report
has been prepared based on currently avail-
able information. An update, based on final
results from the 1988 and 1989 March sur-

1 The year 1987 is not included because as ex-
plained below, questions asked for that year are
not comparable to past years.

veys, will be released as soon as possible.”

Data and Related Issues
Current Population Survey

Data for this study come from the CPS, a
household survey that is fielded monthly by
the U.S. Bureau of the Census to approxi-
mately 60,000 families (including 160,000 in-
dividuals). The chief objective of the CPS is
to provide monthly estimates of the nation’s
unemployment rate and other characteristics
of the labor force. Starting in 1980, a set of
questions about health insurance coverage
during the previous year’was added to the
survey in the month of March.The supple-
ment also asks a variety of questions about
work history and income during the previous
year. Responses to questions in the supple-
ment are the basis for the analyses presented
in this paper.

Important Issues in Using the Current
Population Survey

Important adjustments to the 1988 data
were required to estimate and describe un-
insured adolescents (see appendix A for
greater detail). Each March from 1980
through 1987,°the CPS used identical health

2 At the time this Background Paper was published,
data from the March 1989 CPS were not avai lable for
ana l ysis. Note, however, that because of question
wording changes initiated in March 1988, data col-
lected in 1988, 1989, and subsequent years, will
never be able t0 be compared t0 data col lected from
March 1980 through March 1986. Uhen the March
1989 CPS becomes available, some analysis will be
able to be made comparing 1987 and 1988. (Note
further that the data collected each March pertain
to the previous calendar year; thus, data collected
in March 1980 pertain to calendar year 1979, and
data collected in March 1989 pertain to calendar
year 1988. )

3 There is some controversy about the way respon-
dents interpret the CPS questions. Some analysts
have argued that people respond as to their insur-
ance status at the point in time at which the sur-
vey is fielded, not for the calendar year preceding
the survey. For discussion of this issue, see ap-
pendix A.

4 The March 1981 survey is an exception; the com-
plete set of health insurance questions were not
asked in that year. 9
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insurance questions (see appendix B). In
1988, new questions were introduced and the
others were changed materially. The March
1988 health insurance questions (see appendix
C) provide an improved and more accurate
estimate of the number of adolescents who
are uninsured.

One of the principal problems with the
earlier CPS was that it did not ask if adoles-
cents or other children received health insur-
ance coverage from absent parents (or anyone
outside the household). Thus, any adolescent
or child who was covered under an absent
parent’s health policy was almost always
reported as uninsured. As a result, the
March 1980 to 1987 surveys almost certainly
overestimated the actual number of uninsured
adolescents.

Two changes were made in the March
1988 CPS to fix this problem. First, ques-
tions directed to respondents 15 years of age
and older were modified and second, new
guestions about children 14 and younger were
introduced .°In the 1980 to 1987 surveys,
there was no direct question inquiring
whether each individual in the household was
covered by a hedth plan; the Census Bureau
had to “infer” coverage when a private insur-
ance subscriber reported that his or her chil-
dren were covered. Adolescents and other
dependents were counted as insured only if
they resided with a subscriber to a policy or
they themselves were a subscriber to a health
insurance plan. In contrast, the new 1988
guestions specifically ask whether each person
in the household, age 15 and above, was cov-
ered by a health insurance plan. Those who
answer yes are then asked if the plan is in
their own name or not. Thus, for example,
adolescents (age 15 and older) who reside
with their mother but are enrolled in an ab-
sent father's health insurance policy, would
be reported as insured in the 1988 survey but
uninsured in the 1987 survey. In addition, a

5 Questions are asked directly of respondents 15
years and older and of the parents of those under
15.

separate set of 1988 questions explicitly ask if
children 14 and younger were covered by a
nonresident parent.

Responses to the new questions aimed at
the 15 and older group are included in OTA’s
preliminary analysis, but answers to the new
questions concerning children 14 and younger
have not yet been provided by the Census
Bureau. The final, complete data will not be
released until later this year.

Before any adjustment, 1988 estimates
indicated that 15 percent of 15- to 18-year-
olds and 22 percent of 10- to 14-year-olds
were uninsured in 1987. Yet earlier surveys
found little difference in the health insurance
status of these two age groups. It is most
likely that this discrepancy in coverage rates
is because data for the 10- to 14-year-olds is
not yet complete. It is likely that the final
data will show similar rates of coverage for
these two groups of adolescents. Therefore,
the 1988 CPS data presented in this report as-
sume similar coverage rates among adoles-
cents aged 10 to 14 and 15 to 18 given the
same family income relative to the Federal
poverty level, living arrangement (i.e., two-
parent family, one-parent family, or no
parent present), and parent’s insurance status.

Finally, in this report, the March 1980
through March 1987 data serve as the basis
for describing trends in adolescent health in-
surance status. Keep in mind that because of
the changes in the survey, the 1988 findings
cannot be directly compared with earlier
results.

Number of Uninsured Adolescents,
10- to 18-Years-Old, 1987°

Approximately 4.6 million adolescents, 15
percent overall, were without either public or

6 Throughout this report, adolescents are defined
to be aged 10- to 18-years inclusive.



Preliminary Analyses of Adolescent Health Insurance Status m 11

private health coverage in 1987 (table 2).’
Adolescents are slightly more likely to be
uninsured than children aged 9 and younger
and adults aged 25- to 54-years-old.Those
adolescents who do have health insurance,

7 As noted earlier, preliminary 1988 CPS data have
been adjusted to facilitate the analysis. See
wpata and Methods" and appendiXx A for details on

the CPS and adjustments to” the data.

8 Wwhile earlier €Ps data indicate that adolescents
(and younger children) are significantly more like-
ly to be uninsured than adults (Chollet, 1988), the
preliminary 1988 data suggest little difference in
the proportion of adults and adolescents who are
uninsured. These findings are similar to those
from the 1986 National Health Interview Survey and
preliminary results from the 1987 National Medical
expenditure Survey (U.S. Department of Health and

however, are more than twice as likely as 25-
to 54-year-olds to be covered by a public
program, particularly Medicaid. ‘Almost 10
percent of adolescents have Medicaid
coverage compared to 4.5 percent of 25- to
54-year-olds. Note also that while about 70
percent of adolescents have private insurance.
25- to 54-year-olds are privately insured a a
somewhat higher rate (i.e., 76 percent).

Human Services [USDHHS], 1987; Short, et al.,
1988).
Table 2---Health Insurance Status of the 10- to 64-year-old
Population, by Age Group, 1987
No health Insured: private and public®

Age Total insurance Private Medicaid
group population Number Percent only only Other
10-18° 31,006,189 4,612,366 14.9% 69.9% 9.9% 5.3%
19-24 22,331,823 5,482,490 24.6 63.1 6.3 6.0
25-54 101,413,818 14,134,455 13.9 76.1 4.5 5.3
55-64 21,635,137 2,418,154 11.2 71.4 4.0 13.4

‘Private only includes all with employment-based coverage from someone in or outside the household and non-
group insurance from household numbers;_Medicaid includes all those with only Medicaid coverage; and other
includes CHAMPUS, Medicare, or a combination of public and private coverage.

Row percentages may not total 100 percent due to rounding.
®Health insurance status for 10- to 14-year-olds has been estimated based on currently available informa-

tion. See appendix A for details.

SOURCE: Office of Technology Assessment,

Survey.

19-7570-89-2 QL 3

1989, based on estimates from the March 1988 Current Population



3. SOCIODEMOGRAPHIC CHARACTERISTICS OF

UNINSURED ADOLESCENTS

Understanding the sociodemographic fac-
tors that are related to adolescent health in-
surance status is key to unraveling the prob-
lem of those who are uninsured. Parent’s in-
surance status, poverty and family income,
who adolescents live with, race and ethnicity,
parent’s marital status and education, region
and residence, and parent’s work status, and
employment characteristics are all related to
insurance status (see appendix D). However,
many demographic and socioeconomic char-
acteristics of adolescents are highly inter-
correlated, and most are correlated with fam-
ily income. The following examines these re-
lationships and assesses their correlation with
health insurance status independent of family
income. *

Family Income

Family income is the most important
determinant of health insurance status for all
age groups. The poor, regardless of other
factors, are the most likely to be uninsured.
Adolescents in poor or near-poor families are
much more likely to be uninsured than
others; approximately 30 percent are without
any coverage, public or private (see table 1 in
Executive Summary). In contrast, half as
many adolescents whose family income is be-
tween 150 and 299 percent of poverty and
less than 5 percent of adolescents of adoles
cents in families at 300 percent of poverty or
above are uninsured.

Race and Ethnicity

The correlation between race and lack of
health coverage amost disappears when fam-
ily income is taken into account. Black
adolescents are much more likely than whites
to live in or near poverty (and thus to be
uninsured); more than half of black adoles-
cents are in families with incomes below 150
percent of poverty compared to 19 percent of
whites (figure 4). Yet, black and white
adolescents who live in families with similar
incomes are insured at similar rates

(table 3). Nonetheless, how black and white
adolescents are covered does differ within the
same income categories, especially among
those living in or near poverty. White
adolescents who live below 150 percent of
poverty are twice as likely as black adoles-
cents in similar economic circumstances to
have private health coverage. Black adoles-
cents in this income category are twice as
likely as whites to be covered by Medicaid.

This is not the case for Hispanic adoles-
cents however. Hispanic adolescents are
much more likely than others to be uninsured
regardless of family income. In families with
incomes below 150 percent of poverty, for
example, 43 percent of Hispanic adolescents
are uninsured, compared to 30 percent of
non-Hispanic whites and 26 percent of non-
Hispanic blacks (table 3). This may be be-
cause Hispanics are more likely than others to
work in agriculture and domestic service
where coverage rates are historically low. In
addition, Hispanic adolescents who are “un-
documented aliens’ are not routinely eligible
for Medicaid; eligibility is a State option.”

Living Arrangement

It is clear that adolescents who live with
two parents are more likely to be insured
than others. However, a more complicated

1 see appendix E for Federal poverty levels in 1979
to 1988.

2 other contributing factors may be family com-
position and number of workers in the fami ly. If
Hispanic fami 1 ies 1 iving in poverty are more likely
than others to include both husband and wife, they
will be less likely to be eligible for Medicaid.
Census data indicate that, of families below the
poverty level, Hispanic fami lies are more likely
than Black non-Hispanic families, but not more
likely than White non-Hispanic families, to include
both husband and wife (U.S. Department of Commerce,
August 1988). In addition, employment-based health
insurance may not be available to a working-poor
Hispanic family if it includes more than one wage-
earner.

13



14 w Preliminary Analyses of Adolescent Health Insurance Status

Figure 4.--Poverty Status of Adolescents, Age 10-18, by Race/Ethnicity, 1987

LWhite | Black
less than
151:;%?‘9 percent 56% 150 percent

19%
less than

160 percent

151—299 18%
c percent 300 percent
3og1dpgl‘)%?/e 51% 26% and above

less than
150 percen

1%%:321. o

28% and above 39%

| 54%

less than
150 percent

/300 percent
and above

‘Poverty status is expressed in relation to the Federal poverty level. In 1987, the Federal poverty |evel

was $9,056 for a family of three.

SOURCE: Office of Technology Assessment, 1989, based on estimates from the March 1988 Current Popu-
lation Survey.
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Table 3--- Family Income, Race and Ethnicity,
and Health Insurance Status of Adolescents, Age 10-18, 1987

Family income No health Insured: private and public
as a percentage insurance Private Medicaid
of poverty Race/ethnicity Total coverage only only Other®
less than white, non-Hispanic 100.0% 29.8% 41.0% 22.4% 6.7%
150 percent black, non-Hispanic 100.0 25.6 22.5 46.0 5.8
Hispanic 100.0 42.6 22.3 32.6 2.5
other 100.0 27.4 23.0 43.9 5.7
150 to white, non-Hispanic 100.0 12.6 80.7 1.0 5.6
299 percent black, non-Hispanic 100.0 14.1 74.4 3.6 7.9
Hispanic 100.0 22.5 67.9 4.3 5.3
other 100.0 19.7 68.9 0.7 10.7
More than white, non-Hispanic 100.0 4.0 91.7 0.2 4.1
300 percent black, non-Hispanic 100.0 6.6 85.7 0.9 6.7
Hispanic 100.0 7.3 84.1 0.1 8.5
other 100.0 10.5 84.2 0.4 5.0

3In 1987, the Federal poverty level was $9,056 for a family of three.
Percentages may not total 100 percent due to rounding.
Includes adolescents with CHAMPUS, Medicare, or any combination of public and private coverage.

SOURCE:

Office of Technology Assessment,

lation Survey.

1989, based on estimates from the March 1988 Current Popu-
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picture of the effects of living arrangement
on health insurance status emerges when fam-
ily income is taken into account. Part of the
reason why adolescents who do not live with
two parents are often uninsured is because
they are aso likely to be poor. Most adoles-
cents who live with only one parent live in or
near poverty: 60 percent of adolescents who
live with their mother only are in families
below 150 percent of poverty (table 4).
Adolescents who do not live with a parent at
all are even more likely to live in or near
poverty. In contrast, only 16.2 percent of
adolescents in two-parent families live below
150 percent of poverty.

Almost half of poor or near-poor adoles-
cents who live with their mother only are in-
sured under the Medicaid program (table 5).
In fact, this group of adolescents is more
likely than any others, even two-parent fam-
ily dependents, to have health coverage. For
adolescents in families at 150 percent of
poverty or above, however, the expected re-
lationship between living arrangement and in-
surance status is found; those who live with
both parents are much more likely than
others to have hedlth coverage’

Parent’s Education

The effects of parental education, even
controlling for family income, are quite
strong; at each income level, adolescents
whose parents have little formal education are
much more likely to be uninsured than
adolescents whose parents have had more ed-
ucation (table 6).

The relatively strong relationship be-
tween level of education and insurance status
may result from a number of factors: those
with more education are likely to have

3 This result is one of the only findings in this
section that is at variance with the findings from
the 1984 National Health Interview Survey (NH 1S)
(Newacheck and McManus, 1989). Using the 1984
NH IS, Newacheck and McManus conclude that controll-
ing for family income there is no relationship be-
tween being in a single parent family and lack of
health insurance.

greater assets to protect and are thus likely to
be more risk averse than those with less edu-
cation (and aso more likely to be able to af-
ford to buy insurance); those with more edu-
cation are likely to be valued more highly in
the labor market, thus, even controlling for
cash income we would expect their total com-
pensation to be greater; and those with more
education may be inclined to value the con-
sumption of medical care more highly than
those with less education.

But to put the relative importance of ed-
ucation in some perspective, in preliminary
multivariate analyses’it appears that, for
adolescents, low family income (i.e., below
150 percent of poverty) is a much stronger
predictor of being uninsured than having a
parent with limited education (i.e., less than a
high school education).

Parent’s Work Status and Employment
Characteristics

Controlling for family income, adoles-
cents who live with full-time workers are
somewhat more likely than those living with

4 Multivariate analyses were not Well enough de-
veloped to report in full here. Correctly
specified analyses are a nontrivial problem. Al-
though limited dependent variable models can be
estimated with a O-1 dependent variable measuring
whether or not an adolescent is insured, such
models do not correspond directly to any choices
being made. Rather, there is a hierarchical deci-
sion process. One Way of specifying it is as fol-
lows: an adult either works at a job with health
benefits offered or not, and if so, decides whether
or not to cover any adolescent children. If no
benefits are offered, the children may or may not
be eligible for Medicaid, and if eligible, the
parent decides whether or not to apply. If there
is no employer-provided insurance and no public
program, then the parent decides whether or not to
buy nongroup insurance. Rather than one simple
model with a yes/no variable for insurance, at
least three models should be estimated (i.e.,
yes/no on employer provided insurance, Medicaid
eligibility/coverage, and purchase of nongroup in-
surance). It may be, of course, that reasonably
accurate estimates of the “effects" of independent
variables can be achieved from estimation of the
simple combined model, but this is not yet clear.
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Table 4--- Adolescent’sLiving Arrangement by Family Income, 1987

Family income

as a percentage Proportion of

of Poverty Living arrangement adolescents
less than 150 percent living with both parents 16.2%
living with father only 25.2
living with mother onIyb 60.0
not living with parent 65.4
151 to 299 percent living with both parents 31.0%
living with father only 28.8
living with mother only 24.7
not living with parent 19.9
300 percent and above living with both parents 52.8%
living with father only 46.0
living with mother onIyb 15.2
not living with parent 14.8

bln 1987, the Federal poverty level was $9,056 for a family of three.

The CPS category “adolescents not living with their parents" includes adolescents who live with other rel-
atives (i.e., grandchildren, nieces, nephews, etc.) or unrelated individuals, those living on their own
(or with their own spouse and/or children), and married adolescents who reside with their parent(s).
Married adolescents are categorized this way because the Census Bureau assumes that most private health
insurance plans exclude them from their parent's policies.

SOURCE:  Office of Technology Assessment, 1989, based on estimates from the March 1988 Current
Population Survey.

Table 5.--Family Income, Living Arrangement,
and Health Insurance Status of Adolescents, Age 10-18, 1987

Family income No health Insured: private and public
as a percentage insurance Private Medicaid
of Poverty Living arrangement Total coverage only only Other®
less than living with both parents 100.0% 34.0% 41.4% 17.3% 7.3%
150 percent living with father only 100.0 33.9 32.8 27.0 6.3
living with mother onIyd 100.0 23.4 23.0 49.5 4.1
not living with parent 100.0 44.0 27.8 22.8 5.5
150 to living with both parents 100.0 11.4 80.9 1.0 6.9
299 percent living with father only 100.0 18.2 73.0 1.2 7.5
living with mother onIyd 100.0 18.5 75.1 2.8 3.6
not living with parent 100.0 37.0 51.7 8.3 3.0
300 percent living with both parents 100.0 3.2 91.9 0.1 4.8
and above living with father only 100.0 10.1 83.4 0.5 6.0
living with mother onIyd 100.0 9.5 87.9 0.9 1.8
not living with parent 100.0 33.2 64.0 1.6 1.2

31n 1987, the Federal poverty level was $9,056 for a family of three.
Percentages may not total 100 percent due to rounding.

CIncludes adolescents with CHAMPUS, Medicare, or any combination of @lie and private coverage.
Includes adolescents not living with their parents and married adolescents living with their parents.

SOURCE:  Office of Technology Assessment, 1989, based on estimates from the March 1988 Current Popu-
lation Survey.
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Table 6---Family Income, Education of Family Head,
and Health Insurance Status of Adolescents, Age 10-18, 1987

Family income No health Insured: private and public
as a percentage Education of insurance Private Medicaid
of poverty family head Total coverage only only Other"
less than less than 9 years 100.0% 35.8% 21.1% 40.5% 2.5%
150 percent 9 to 11 years 100.0 27.2 22.4 45.1 5.3
high school graduate 100.0 27.0 37.3 29.7 6.0
some college 100.0 27.3 39.9 24.0 8.8
college graduate 100.0 19.4 52.5 19.6 8.5
post graduate 100.0 18.1 58.9 11.6 11.3
150 to less than 9 years 100.0 22.4 67.0 4.3 6.3
299 percent 9 to 11 years 100.0 21.1 72.2 2.6 4.2
high school graduate 100.0 10.8 82.2 1.3 5.7
some college 100.0 12.3 78.5 0.6 8.6
college graduate 100.0 11.0 83.7 5.4
post graduate 100.0 6.8 8 6 6 6.6
300 percent less than 9 years 100.0 12.8 85.9 1.2
and above 9 to 11 years 100.0 7.6 84.8 7.7
high school graduate 100.0 3.8 92.2 0.2 3.8
some college 100.0 3.7 90.1 0.3 6.0
college graduate 100.0 4.1 91.7 0.2 4.0
post graduate 100.0 2.6 93.0 0.1 4.4

21n 1987, the Federal poverty level was $9,056 for a family of three.

Refers only to parent(s) who reside withunmarried adolescents.

;Percentages may not total 100 percent due to rounding.

Includes adolescents with CHAMPUS, Medicare, or any combination of public and private coverage.

SOURCE:  Office of Technology Assessment, 1989, based on estimates from the March 1988 Current Popu-
lation Survey.
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part-time or part-year workers to be insured,
but the relationship is weak (table 7). Given
the same family income, an adolescent whose
parent is a part-time or part-year worker is 3
to 7 percentage points more likely to be
uninsured than an adolescent whose parent is
a full-time, full-year worker.

When family income is held constant, the
relationships between industry of parent’'s
employment and lack of insurance are at-
tenuated, but do not disappear. Part of the
reason why adolescents whose parents work in
agriculture or retail trades are more likely
than other adolescents to be uninsured is that
such adolescents are much more likely than
others to be poor; however industry does have
some independent effect on the probability of
being uninsured, particularly among middle
income groups (i.e., 150 to 299 percent of
poverty).

As would be expected given the more fa-
vorable tax treatment of employer-sponsored
insurance and the advantages of purchasing
insurance in the large group market, controll-
ing for family income does not substantially
attenuate the relationship between self-
employment and lack of health insurance.
Among adolescents in middle- and upper-
income families, adolescents whose parents
are self-employed are much more likely than
others to be uninsured (table 7).

Residence’

The bivariate relationship between
residence (i.e., central city, suburban, rural)
and insurance status (see appendix D) vir-
tually disappears when family income is held
constant.

5 This paper follows Census Bureau terminology for
residence and region.

Understanding Why Health
Insurance Status Varies Across
Regions

The proportion of adolescents without
health coverage varies widely across regions
of the country (see figure 5 for a map of
United States census regions,; see appendix D).
Almost one out of five Southern and Western
adolescents are uninsured while less than one
out of ten Northeastern and Midwestern
adolescents are without coverage (table 8).
These differences appear to be largely due to
the extent to which adolescents have private
coverage; approximately 76 percent of adoles-
cents in the North are privately insured com-
pared to 65 percent in the South and 54 per-
cent in the West.’Medicaid coverage varies
as well, but the regional differences are rela
tively small (i.e., North, 11 percent; South
and West, 9 percent).

These findings concur with other re-
search (Newacheck and McManus, in press;
Short, et al., 1988). The large difference
across regions in the extent of private insur-
ance coverage has led researchers to conclude
that most of the regional variation in
coverage rates is due to differences in the ex-
tent to which employers offer health insur-
ance benefits. In the North, the more
unionized, industrial labor force is more like-
ly to have employment-related benefits than
workers in the South and West. It has also
been noted that more restrictive Medicaid
eligibility policies in the South contribute to
lower coverage rates, but the extent of this
contribution has not been measured before.

This section examines regional dif-
ferences in coverage rates more closely and
finds that Medicaid eligibility, particularly in
the South and to some degree in the West,
plays a more critical role vis a vis the
uninsured than has been generally recognized.

6 Because insurance status in the Northeast and
Midwest is so similar, in the remainder of this
section the two areas are combined and referred to
as the "North."
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Table 7.--Family Income, Selected Parental Characteristics, and Health Insurance Status
of Adolescents, Age 10-18, 1987

Family income as No health Insured: private and public
a percentage of Parental insurance Private Medicaid
of poverty characteristics® Total coverage only only Other’

Parental work status:

less than full-year, full-time 100.0% 31.0% 59.0% 6.4% 3.5%
150 percent full-year, part-time 100.0 37.2 32.8 23.3 6.8
part-year 100.0 34.0 24.5 35.5 6.0
nonworker 100.0 19.5 8.6 65.2 6.8
150 to full-year, full-time 100.0 11.6 84.9 0.4 3.1
299 percent full-year, part-time 100.0 16.2 73.6 2.7 7.5
part-year 100.0 18.7 69.1 4.3 8.0
nonworker 100.0 18.0 29.8 8.6 43.6
300 percent full-year, full-time 100.0 3.6 93.2 0.1 3.1
and above full-year, part-time 100.0 6.1 87.3 0.8 5.8
part-year 100.0 6.6 90.4 3.0
nonworker 100.0 7.1 29.1 0.9 61.9
Industry of family head:*
less than public administration 100.0 18.6 55.2 14.4 11.8
150 percent durable goods 100.0 26.9 55.8 12.5 4.9
transportation 100.0 39.5 43.0 13.3 4.1
mining 100.0 34.9 54.4 8.6 2.0
nondurable goods 100.0 28.9 54.1 12.3 4.7
finance 100.0 31.0 54.7 7.0 7.3
wholesale trade 100.0 28.7 47.9 17.6 5.9
professional services 100.0 26.9 50.7 17.9 4.7
construction 100.0 42.6 30.7 19.4 7.3
retail trade 100.0 38.7 36.3 19.8 5.2
business services 100.0 36.5 32.9 28.3 2.3
entertainment 100.0 31.5 54.9 10.0 3.7
agriculture 100.0 38.4 47.2 8.7 5.8
personal services 100.0 36.4 34.3 26.7 2.6
nonworker/other 100.0 19.5 8.6 65.2 6.8
150 to public administration 100.0 4.1 87.3 0.6 8.1
299 percent durable goods 100.0 8.2 87.6 0.7 3.4
transportation 100.0 9.3 86.9 0.2 3.6
mining 100.0 2.5 91.6 6.0
nondurable goods 100.0 8.4 86.4 1.4 3.9
finance 100.0 13.3 85.5 0.7 .5
wholesale trade 100.0 10.2 87.9 1.9
professional services 100.0 11.5 84.6 0.6 3.3
construction 100.0 24.0 69.4 0.9 5.7
retail trade 100.0 16.0 77.1 2.5 4.4
business services 100.0 22.3 70.2 0.9 6.6
entertainment 100.0 12.0 76.6 3.3 8.1
agriculture 100.0 25.6 69.9 4.5
personal services 100.0 27.2 69.5 1.1
nonworker/other 100.0 18.0 29.8 8.6 43.6

(continued)
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Table 7--- Family Income, Selected Parental Characteristics, and Health Insurance
Status of Adolescents, Age 10-18, 1987 (Cont’d)

Family income as No health Insured: private _and public
a percentage of Parental insurance Private Medicaid
of poverty characteristics® Total coverage only only Other

300 percent public administration 100.0 2.1 88.1 9.8

and above durable goods 100.0 2.1 95.5 2.4
transportation 100.0 3.0 92.8 0.2 4.1
mining 100.0 4.6 93.6 1.8
nondurable goods 100.0 2.5 %.3 1.2
finance 100.0 4.1 93.9 2.0
wholesale trade 100.0 4.7 92.7 . 2.5
professional services 100.0 3.9 93.9 0.2 2.0
construction 100.0 8.1 86.8 0.3 4.9
retail trade 100.0 5.2 92.1 0.1 2.6
business services 100.0 6.1 87.0 0.8 6.1
entertainment 100.0 98.0 2.0
agriculture 100.0 8.3 90.1 1.6
personal services 100.0 10.8 86.2 . 2.9
nonworker/other 100.0 7.1 29.1 1.9 61.9
Parent_self-employed: ©

less than self-employed 100.0% 36.8% 47.8% 9.6% 5.8%

150 percent not self-employed 100.0 33.0 43.7 18.4 4.9
non worker 100.0 19.5 8.6 65.2 6.8

150 to self-employed 100.0 29.8 65.1 0.2 4.8

299 percent not self-employed 100.0 11.2 83.9 1.0 3.9
non worker 100.0 18.0 29.8 8.6 43.6

300 percent self-employed 100.0 14.2 82.5 3.3

and above not self-employed 100.0 3.1 93.5 0.1 3.3
non worker 100.0 7.1 29.1 1.9 61.9

21n 1987, the Federal poverty level was $9,056 for a family of three.
Characteristics are of household head unless only the spouse had employment-based health coverage.

c

ercentages May not total

100 percent due to rounding

tnckudes adolescents with CHAMPUS, Medicare, or any combination of public and private coverage.

Includes only unmarried adolescents living with their parents.

Full-year, full-time refers to workers who worked for at least 35 hours per week for at least 50 weeks.
Full-year, part-time refers to workers who were employed for at least 50 weeks and worked less than 35 hours in
a typical week. Part-year workers worked or sought work during the year, but for less than 50 weeks during the
year. Nonworkers neither worked nor sought work during 1987.

e
f

1989, based on estimates from the March 1988 Current Population Survey.

SOURCE: Office of Technology Assessment,
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Figure 5.--Map of the U.S,, Showing Census Divisions and Regions

North Dakota

Alasha

SOURCE: U.S. Bureau of the Census.
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Table 8.--Region and Adolescent Health Insurance Status, 1987

No health Insured: private and public
insurance Private Medicaid
Region® Total coverage only only Other’
Northeast® 100.0% 9.2% 76.6X 10.9% 3.3%
Midwest 100.0 9.3 76.1 11.1 3.6
South 100.0 19.7 64.7 8.8 6.7
West 100.0 18.6 65.4 9.4 6.7
‘Northeast includes: Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York,
Pennsylvania, Rhode Island, Vermont.
Midwest includes: Illinois, Indiana, lowa, Kansas, Michigan, Minnesota, Missouri, Nebraska,
North Dakota, Ohio, South Dakota, and Wisconsin.
South includes: Alabama, Arkansas, Delaware, Florida, Georgia, Kentucky, Louisiana, Maryland,

Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia,

and West Virginia.

West includes: Alaska, Arizona, California, Colorado, Hawaii, ldaho, Montana, Nevada, New Mexico,

Oregon, Utah, Washington, and Wyoming.

bIncludes adolescents with CHAMPUS, Medicare, or any combination of public and private coverage.

‘In the text, Northeast and Midwest are combined and referred to as North.

SOURCE:  Office of Technology Assessment, 1989, based on estimates from the March 1988 Current Popu-

lation Survey.
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In order to better understand the regiona
differences in coverage rates, it is useful to
examine differences in three key factors
across regions:

m the proportion of adolescents who are
poor;

m the proportion of adolescents who
receive Medicaid, controlling for family
income; and

s the proportion of adolescents with pri-
vate insurance, controlling for family
income.

It is evident that a greater proportion of
Southern than Northern adolescents live in
poverty (table 9). For example, 12 percent of
Southern adolescents are in families below 50
percent of poverty in contrast to 8 percent in
the North. It follows that, if other things
were equal, Southern adolescents should have
a significantly higher rate of Medicaid
coverage than Northern adolescents. How-
ever, only 43 percent of low-income
Southerners are covered by Medicaid com-
pared to 61 percent of those in the North.
Poor Western adolescents are the least likely
to be covered by Medicaid; only 37 percent
in families below 50 percent of poverty have
Medicaid coverage.

Similarly, Medicaid coverage rates for
Northern adolescents are higher than those
for Southern adolescents for all income cate-
gories. In the West, however, Medicaid
coverage rates in families at 100 percent of
poverty or above are glightly higher than in
the North.

On average, adolescents are 11 percent-
age points more likely to be covered by pri-
vate insurance in the North than in the South
or West (table 8).

The contribution of each factor to the
overall differences across regions in the pro-
portion of adolescents can be measured by
constructing three simulations. The first
simulation computes the rate at which
Southern (or Western) adolescents would be
uninsured if the distribution of Southern (or
Western) adolescents by poverty level equalled
the distribution in the North.

The second simulation computes the rate
at which Southern (or Western) adolescents
would be uninsured if the Medicaid coverage
rates in the South (or West) were equal to
those in the North, controlling for family in-
come.’

The third simulation computes the rate at
which Southern (or Western) adolescents
would be uninsured if the proportion of
adolescents with private insurance coverage at
each level of family income were the same in
the South (or West) as in the North. To in-
crease the stability of the estimates, data
from the four CPS surveys between 1984 and
1987 are pooled in the analysis.’

Simulation Results

From 1983 through 1986, 25 percent of
Southern adolescents, 23 percent of Western
adolescents, and 16 percent of Northern
adolescents were uninsured (table 10). The
simulation results reported below break down
these differences into their component parts.
These results make clear that public policies
designed to expand health coverage (such as
the Medicaid expansions or employer man-
dates discussed later in the paper) would have
markedly different effects in Western and in
Southern States than in Northern States.

Southern States---It appears that
Medicaid income eligibility requirements are
key to the greater proportion of uninsured

7 In performing this simulation, @ finer breakdown
of family income was used than is shown in table 9,
including: less than 50 percent of poverty, 50 to
74 percent, 75 to 99 percent, 100 to 124 percent,
125 to 149 percent, 150 to 199 percent, 200 to 249
percent, 250 to 299 percent, 300 to 349 percent,
350 to 399 percent, 400 to 449 percent, 450 to 499
percent, and 500 percent and above. In order to
provide more stability to the estimates at this
level of detail, an increased sample size, based on
pooled data from the March 1984 to March 1987 Cur-
rent Population Surveys was used.

8 Note that because the data usedare pre-1988, the
absolute proportions of uninsured adolescents shown
in this section will be higher than the estimates
using the March 1988 CPS. Pre-1988 estimates and
estimates based on the March 1988 are not directly
comparable.
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Table 9---HealthlnsuranceStatus of Adolescents, Age 10-18,
by Region and Family Income, 1987

Total Insured:
Family income population, Percent of No health private and public’
as a percent%ge age 10-18 the region'sd insurance Private Medicaid

of poverty Region® (in millions) adolescents Total® coverage only only Other'
less than 50 percent North 1.06 7.8% 100.0% 19.5% 16.0% 60.5% 4.1%

South 1.31 11.8 100.0 36.2 16.7 42.6 4.6

West 47 7.5 100.0 41.8 17.6 37.2 3.5

50 to 99 percent North 1.19 8.7 100.0 16.5 24.5 53.8 5.2

South 1.25 11.2 100.0 45.1 24.0 24.4 6.6

West 70 11.2 100.0 35.8 21.4 36.2 6.5

100 to 149 percent North 1.19 8.7 100.0 21.7 59.8 12.4 6.1

South 1.11 9.9 100.0 37.2 49.4 7.6 5.9

West 66 10.6 100.0 30.3 48.3 13.0 8.4

150 to 199 percent North 1.15 8.4 100.0 13.9 78.7 3.2 4.2

South 1.23 11.0 100.0 25.8 66.2 1.8 6.2

West 62 9.9 100.0 27.0 58.0 5.4 9.7
............................................................................................................. c-

200 to 299 percent North 2.79 20.4 100.0 7.6 87.8 0.8 3.8

South 2.04 18.3 100.0 11.8 79.1 0.5 8.5

West 1.14 18.3 100.0 14.1 77.0 2.0 7.0

300 percent and above North 6.28 46.0 100.0 3.7 93.9 0.2 2.3

South 4.20 37.7 100.0 4.4 0.1 7.0

West 2.63 42.4 100.0 7.0 86.4 0.5 6.1

ZHealth insurance status for 10- to 14-year-olds has been adjusted. See appendix A for details.

In 1987, the Federal poverty levelwas $9,056 for a family of three.

SNorth includes: Connecticut, lIllinois, Indiana, lowa, Kansas, Maine, Massachusetts, Michigan, Minnesota,
Missouri, New Hampshire, New Jersey, New York, North Dakota, Nebraska, Ohio, Pennsylvania,
Rhode Island, South Dakota, Vermont, Wisconsin.

South includes: Alabama, Arkansas, Delaware, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi,
North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia, and West Virginia.

West includes: Alaska, Arizona, California, Colorado, Idaho, Hawaii, Montana, New Mexico, Oregon, Nevada,

d Utah, Washington, and Wyoming.

Percentages refer to the proportion of adolescents in the indicated region who have family income as shown--

e.g., 7.8 percent of adolescents in the North live in families whose income is less than 50 percent of the

poverty level.

Percentages may not total 100 percent due to rounding.

Includés adolescents with CHAMPUS, Medicare, or any combination of public and private coverage.

e
f

SOURCE:  Office of Technology Assessment, 1989, based on estimates from the March 1988 Current
Population Survey.
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Table 10.--Estimates of the Effects of Poverty and Rates of Medicaid and Private
Coverage on Regional Differences in Adolescent Health Insurance Status, 1983-1986

Adolescent Health Insurance Status. 1983-1986

Region
North South West
Proportion
without health insurance 16.0% 25.2% 22.7%
Proportion
with Medicaid coverage 11.0 7.8 9.0
Proportion
with private coverage 69.3 60.4 61.3
Estimated effect on the
proportion of adolescents
without health insurance
Factor Simulation South West
Poverty Assume that the region’s -1.8% -0.3%
level distribution of adolescents

(by poverty level) was
the same as in the North.

Medicaid Assume that the region's -6.2 -2.1
coverage rate of Medicaid

coverage (by poverty

level) was the same as

in the North.
Private Assume that the region’s -1.1 -4.3
coverage rate of private coverage

(by poverty level) was
the same as in the North.

Total All of the above -9.2 -6.7

SOURCE: Office of Technology Assessment, 1989, based on estimates from the March 1984 to March 1987 Current
Population Survey.
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adolescents in the South. If income-specific
Medicaid coverage rates were as high in the
South as in the North, 6.2 percent fewer
Southern adolescents would be without health
insurance; this accounts for approximately 66
percent of the Southern vs. Northern gap in
coverage. Given equivalent income-specific
rates of private coverage, 1.I percent fewer
Southern adolescents would be uninsured ac-
counting for 15 percent of the gap. Finaly,
if Southern adolescents were no poorer than
those in the North, 1.8 percent fewer
Southern adolescents would be uninsured ac-
counting for 20 percent of the gap (table 10).

Western States--- Overall, the proportion
of Western adolescents without health insur-
ance exceeds the Northern rate by 6.7 per-
centage points. Lower rates of private
coverage appear to be the most critical factor
in the coverage gap, athough lower Medicaid
coverage rates are important as well. If
income-specific rates of private insurance
coverage were as high in the West as in the

19-7570-89-3 : QL 3

North, 4.3 percent fewer Western adolescents
would be uninsured, reducing the gap be-
tween West and North by 65 percent. The
remaining 35 percent differential is due to
lower income-specific rates of Medicaid
coverage.

It is likely that the West's lower private
coverage rates (relative to the North) are, in
part, due to lower rates of unionization, and
greater employment in the traditionally low-
coverage agriculture and service sectors.
More work is needed to further understand
the extent to which these and other factors
account for regional differences in income-
specific rates of private insurance coverage.’

9 Other hypotheses to explain these regional dif-
ferences should be explored. For example, coverage
rates might be lower in the Uest because there are
higher rates of self-employment, greater employment
in small firms, more people in multiple part-time
jobs, the price of insurance is higher, and/or free
care is more available.



4. TRENDS IN ADOLESCENT HEALTH INSURANCE

COVERAGE, 1979-1986

The proportion of adolescents without
health insurance increased from 16.7 to 20.8
percent from 1979 to 1986 (table 11).” This
increase of 4.1 percentage points is slightly
larger than the concurrent increase of 3 per-
centage points in the under-65 population as
a whole (CRS, 1988a). The proportion of
uninsured adolescents increased 1.5 percent-
age points from 1979 to 1981, by an addi-
tional 1.5 percentage points from 1982 to
1983, and by 1 point from 1983 to 1984.
After that, from 1984 through 1986, the pro-
portion of uninsured adolescents remained
relatively stable. Overall, during the period
of 1979 to 1986, the proportion of adolescents
without health coverage grew by 25 percent
to 4.6 million. |If, instead, the proportion of
adolescents who were uninsured had remained
stable throughout the period, 800,000 fewer
adolescents would have been uninsured in
1987.

Most of the change in adolescent health
insurance coverage from 1979 to 1986 oc-
curred in employment-based and other pri-
vate coverage (e. g., nongroup family plans)

1 This analysis uses data from CPS surveys con-
ducted from March 1980 through March 1987; because
of changes in question wording, data from the March
1988 survey are not coo-parable to prior years. The
proportion of adolescents without health coverage
in 1987 (i. e., 15 percent) is substantially below
the estimate for 1986, apparently because of
wording changes in the March 1988 questionnaire.
The preliminary March 1988 CPS data provide the
most accurate estimate of the size and character-
istics of the uninsured that is currently available
to the public. Nonetheless, it remains important
to assess the trends in health coverage from 1979
through 1986. Because CPS questions were not
changed from March 1980 through March 1987, such
trend analysis is possible. Note that the trend
estimates presented here are similar to those that
have been identified by comparing 1977 to 1987 Na-
tional Medical Expenditure Survey results (Short,
1988).

2 Note that 1980 data are not available because the
U.S. Census Bureau did not field a complete set of
health insurance questions in its March 1981 sur-
vey.

(figure 6). The proportion of adolescents in
employment-based health plans declined from
60.8 to 58.6 percent while other private in-
surance dropped from 8.1 to 5.7 percent.
Medicaid-only coverage increased slightly
from 8.7 to 9.5 percent (table 11; figure 6c)
although not enough to cover increases in the
proportion of adolescents living in poverty.
These patterns of change parallel that for the
adult population.

Poverty, Medicaid, and Private Insurance
Coverage

In the early 1980s, two events occurred
which were likely to have significant effects
on the prevalence of health insurance
coverage. First, the country experienced a
steep recession, with unemployment peaking
at 10.9 percent in December 1982. Second,
the Omnibus Reconciliation Act of 1981
(OBRA) changed the rules that States are re-
quired to use in determining eligibility for
the Aid to Families with Dependent Children
(AFDC) and Medicaid programs. The intent
and effect of these rule changes were to make
it more difficult for the so-called working
poor (i.e., people with some earned income
but who are dtill below the poverty level) to
be eligible for AFDC and Medicaid. The ef-
fects of both the recession and the OBRA
changes are clearly seen in the CPS data

Changes in Poverty and Medicaid.--The
proportion of the adolescent population living
in poverty increased markedly from 1979 to
1983, rising from 14.7 percent to 21 percent,
and then decreasing slightly to 19.4 percent in
1986 (figure 7). Other things being equal,
this rise in adolescent poverty should have led
to an increase in both the proportion of
adolescents who were uninsured as well as
those covered by Medicaid.

However, as can be seen in table 12, the

proportion of the poor and near-poor who
were covered by Medicaid declined dramati-

29
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Table 11.--Trend in the Health Insurance Status of Adolescents,
Age 10-18, 1979-1986

Total

population, No health Insured _population *

age 10-18 insurance Employment- Other Medicaid
Year’ (in millions) coverage based private only Other
1979 33.96 16.7% 60.8% 8.1% 8.7% 5.7%
1981 33.52 18.2 60.2 6.4 8.8 6.4
1982 32.78 18.3 60.4 6.5 8.9 5.8
1983 32.05 19.8 59.0 6.4 9.3 5.4
1984 31.80 20.8 58.6 5.9 9.6 5.2
1985 31.36 20.6 58.8 5.5 9.5 5.5
1986 31.16 20.8 58.6 5.7 9.5 5.4

Employment-based includes all with employment-based insurance from someone in the household, and without
public coverage; other private includes nongroup insurance from household members and employment-based in-
surance from nonhousehold members, without public coverage; Medicaid includes all those with Medicaid but
without private coverage; other is primarily CHAMPUS, and includes Medicare, and those with both public
band private coverage.

1980 data are not available.

SOURCE:  Office of Technology Assessment, 1989, based on estimates from the March 1980 through March 1987

Current Population Surveys.
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Figures 6a-d.--Trends in the Proportion of Insured Adolescents,
Age 10-18, by Type of Coverage, 1979-1986’

Figure 6a Figure 6b
Employment-based” Other private’
Percent insured* 1 nercent insured*
4% decline from 1979-1986
60 30% decline from 1979-1986
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Note that scales for

‘Percent insured” are not equivalent.

31980 and 1988 data are not available; 1987 data are not comparable.
Employment-based includes all with employment-based insurance from someone in the household, and without

public coverage.

‘Other private includes nongroup insurance from household members and employment-based insurance from non-

d household members, without public coverage.

Medicaid includes all those with Medicaid but without private coverage.

Note that the increase in Medicaid

did not keep pace with increases in the proportion of adolescents in poverty.

‘Other
SOURCE:

is primarily CHAMPUS, and includes Medicare,

Office of Technology Assessment,
Current Population Surveys.

and those with both public and private coverage.
1989, based on estimates from the March 1980 through March 1987
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Figure 7---Trends in the Proportion of Adolescents, Age 10-18,
Who Live in Poverty, 1979-1986'
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81980 data are not available.
See appendix E for Federal poverty levels from 1979-1988.

SOURCE: Office of Technology Assessment, 1989 based on estimates from the March 1980 to March 1987
Current Population Surveys.
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Table 12---Trend in the Health Insurance Status of Adolescents, Age 10-18,
by Family Income, 1979-1986

Family income No health Insured:
as a percentage insurance
of poverty Year coverage Private‘Medicaid
less than 50 percent . . . . .. .. 1979 38.4% 17.4% 44.5%
1981 39.9 15.4 45.0
1982 39.7 18.1 43.1
1983 40.6 13.8 46.0
1984 42.6 11.5 45.5
1985 41.1 11.4 46.8
1986 42.4 11.2 47.1
50 to 99 percent . ... ....... 1979 29.9 27.3 47.8
1981 34.5 30.2 38.9
1982 32.9 31.9 39.4
1983 34.7 30.5 38.4
1984 33.9 26.8 42.0
1985 37.9 22.4 40.3
1986 38.0 21.8 41.9
100 to 149 percent . . . . . ... .. 1979 28.7 52.6 20.6
1981 29.6 56.9 16.0
1982 29.8 57.2 12.0
1983 32.7 56.3 11.1
1984 36.0 53.3 11.1
1985 34.5 51.8 11.9
1986 37.8 49.8 12.3
150 to 199 percent . . . . ... ... 1979 24.3 69.5 6.7
1981 22.1 70.6 6.5
1982 21.5 72.8 4.5
1983 22.7 72.2 3.4
1984 26.2 68.8 4.8
1985 25.7 67.3 6.0
1986 25.5 68.1 4.9
200 to 299 percent . . . . ... ... 1979 13.9 81.5 3.7
1981 13.5 82.8 2.8
1982 13.3 83.0 2.1
1983 14.4 82.1 1.2
1984 17.0 79.6 1.3
1985 16.4 80.2 1.3
1986 15.8 80.1 2.0
300 percent and above . . . . . .. 1979 7.8 90.0 1.0
1981 7.6 90.1 1.0
1982 7.6 90.1 0.7
1983 8.0 90.0 0.4
1984 7.8 90.2 0.3
1985 8.6 89.6 0.4
1986 8.9 89.2 0.4

In 1987, the Federal poverty level was $9,056 for a family of three.

, levels from 1979-1988.

‘c1980 data are not available.

d

SOURCE:  Office of Technology Assessment,
Current Population Surveys.

See appendix E for Federal poverty

Includes anyone with private coverage, as well as those who have both private and public coverage.
Includes anyone with Medicaid coverage, as well as those who have both private and Medicaid coverage.

1989, based on estimates from the March 1980 through March 1987
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cally between 1979 and 1983. In 1979, 48
percent of adolescents living in families be-
tween 50 to 99 percent of poverty had
Medicaid coverage. By 1983, this had
dropped to 38 percent, and rebounded slight-
ly to 42 percent in 1984 and 1986.

Medicaid coverage of the near-poor also
dropped significantly during this period. In
1979, 21 percent of adolescents in families
with incomes from 100 to 149 percent of
poverty were covered by Medicaid; in stark
contrast, from 1982 through 1986, Medicaid
covered only 11 to 12 percent of this group.
These declines in Medicaid coverage levels
were clearly due to the 1981 OBRA regula-
tions that limited the working poor’'s
eligibility for AFDC and Medicaid benefits.’

Changes in Private Health Insurance---
Income-specific rates of private insurance
coverage were lower in 1986 than in 1979,
but the change was not evenly distributed
across income groups or across time. The
decline in private coverage was much sharper
for lower income than for middle and upper
incomegroups. Further, income-specific pri-
vate insurance rates increased slightly from
1979 to 1982, and then decreased sharply,
particularly among the poor, from 1983 to
1986.

The larger decline in private coverage
among the poor is clear. In 1979, nine out of
ten adolescents in families with income at 300
percent or more of poverty had private heath
insurance. This had declined only dlightly to
89 percent by 1986. During the same period,
private insurance coverage among adolescents
in families with income between 200 and 299
percent of poverty declined by only 1.4 per-
centage points. The trend among adolescents
in households below 50 percent of poverty
was markedly different; 17 percent were cov-

3 The relationship to OBRA can be seen clearly by
noting that Medicaid coverage levels did not
decline among the very poorest, those below 50
percent of poverty. OBRAwas not intended to af-
fect eligibility for those with no (or very small)
earned incomes.

ered by some form of private insurance in
1979, but by 1986, only 11 percent were en-
rolled in a private health plan. Adolescents
in families between 50 to 99 percent of
poverty experienced a similar trend; the pro-
portion with private health coverage dropped
from 27 to 22 percent from 1979 to 1986.

Although one might have expected a
decline in coverage during the recession and
an increase in income-specific coverage rates
during the recovery, the opposite pattern oc-
curred: coverage rates increased during the
recession and declined, especially for the
poor, during the recovery. In all income cat-
egories (except for those below 50 percent of
poverty) the rates of private coverage were
higher from 1981 to 1983 than they were in
1979, and then decreased during the 1984
through 1986 period. The reasons for this
counterintuitive pattern of change are not ap-
parent.

Under standing the Increase in the Uninsured,
1979 to 1986

The following examines why the propor-
tion of adolescents without health insurance
grew from 1979 to 1986. First, four
hypotheses, drawn from two of the most
carefully prepared studies of changes in
coverage at the national level, will be ana-
lyzed (Wilensky, 1988 and CRS, 1988a)

1. There were more adolescents living in
families at or near the poverty level in
1986 than in 1979.

2. Given the same family income distribu-
tion, fewer adolescents were covered by
Medicaid in 1986 than in 1979.

3. Given the same family income distribu-
tion, fewer adolescents were covered by
private health insurance in 1986 than in
1979.

4. Employment has shifted from historical-
ly high-coverage industries, such as
manufacturing, to low-coverage in-
dustries, such as the service sector. (To
the extent that evidence is found for
the hypothesis that income-specific
rates of private coverage have declined,
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change in the industrial base of the
economy might begin to explain the
rate of decline in private coverage)

5. There were more privately insured
parents who did not insure their chil-
dren in 1986 than 1979 (possibly be-
cause employers are requiring greater
contributions for dependent coverage).

6. There were more adolescents who lived
outside their parents’ homes and were
thus more likely to be uninsured in
1986 than in 1979.

Changes in Poverty, Medicaid Coverage,
and Private Health Insurance: Three Simula-
tions.-- The first three hypotheses can be an-
alyzed by using simulation methods similar to
those used to examine regional differences in
coverage rates. Three simulations are con-
structed. The first simulation computes the
proportion of adolescents who would have
been insured in each year from 1979 to 1986,
if the family income distribution of adoles-
cents by poverty level had remained at 1979
levels. The difference in each year’s calcu-
lated versus actual proportion of uninsured
adolescents reflects the effects of changes in
poverty and family income on the uninsured.

The second simulation computes the per-
centage of adolescents who would have been
uninsured each year if the income-specific
rates of Medicaid coverage had remained at
1979 levels.

The third simulation is the same as the
second, except that it assumes no change
throughout the period from the 1979 income-
specific rates of private health coverage.
Then, the third simulation is divided into two
parts to determine the individual effects of
changes in private coverage rates for those
above and below 150 percent of poverty.

As noted earlier, from 1979 to 1986, the
proportion of uninsured adolescents rose from
16.7 to 20.8 percent, an increase of 4.1 per-
centage points. As detailed in table 13, it ap-
pears that approximately:

» 1 percentage point of the increase in the
uninsured (24 percent of the total
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change) was due to a growth in adoles-
cent poverty;

s 1.6 percentage points (39 percent of the
total) were a result of decreases in the
income-specific rates of Medicaid
coverage; and

m 1.5 percentage points (37 percent of the
total) are accounted for by decreases in
the income-specific rates of private
coverage (principally among adolescents
below 150 percent of poverty).

It is important to look closely at the var-
iations in coverage throughout the period. By
1983, just past the height of the recession,
growth in the number of poor adolescents
could have increased the proportion of
uninsured by 1.9 percentage points, while the
drop in Medicaid coverage might have con-
tributed an additional 2.6 percentage point
rise in the uninsured. This potential total in-
crease of 4.5 points was partially offset, how-
ever, by a concurrent rise in private coverage.

Afterward, these trends reversed. In-
come-specific rates of private coverage
declined every year after 1982; the net effect
reversing from a potential 2.4 percentage
point decrease in the proportion of uninsured
adolescents in 1982, to a potentia increase of
1.5 points in 1986 (table 13). At the same
time, after peaking in 1983, a slight decline
in adolescent poverty and small increase in
income-specific Medicaid rates helped reduce
the negative effect of the drop in private
coverage.

In summary, not only were there more
poor adolescents in 1986 than in 1979, but
they were less likely to have Medicaid. Fur-
ther, decreases in private coverage affected
the poor much more than the nonpoor.*

4 Note that most studies of the growing gap between
rich and poor in the 1980s focus on cash income and
ignore declines in health coverage; such an ap-
proach understates the disparity in wealth, since
the vatue of health insurance is not taken into ac-
count (see, for example, Palmer and Sawhill, eds.,
1984).
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Table 13.--Estimates of the Effects of Changes in Poverty and Rates of Medicaid
and Private Coverage on the Proportion of Adolescents

Without Health Insurance, 1981-1986

Factor(s)

Simulation

Estimated effect on

1981

1982

1983

the proportion
of adolescents without health insurance

1984

1985

1986

Poverty level

Medicaid coverage

Private coverage 1.

Poverty level,
Medicaid coverage
rate, and private
coverage rate

Assume the 1979 poverty
level distribution of
adolescents

-1.2%

-1.6X

-1.9%

-1.63.

-1.2%

-1.0%

Assume the 1979 rate
of Medicaid coverage
(by poverty level)

Assume the 1979 rate
of private coverage
(by poverty level)

Assume the 1979 rate
of private coverage
for adolescents below
150 percent of poverty
only

Assume the 1979 rate
of private coverage for
only adolescents at

150 percent of poverty
or above

0.6

0.6

1.4

1.1

0.6

0.8

-0.3

-0.5

-1.1

Assume the 1979 poverty
level distribution of
adolescents, Medicaid
coverage rate, and
private coverage rate
(i.e., all of the above)

SOURCE: Office of Technology Assessment, 1989, based on estimates from the March 1982 to March 1987
Current Population Survey.
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Private Coverage and Changes in Em-
ployment and the Economy .--Why has the
decline in private coverage occurred? It has
been suggested that it may be due, in part,
to sectoral changes in the economy; that is,
fewer job opportunities in manufacturing
(where benefits are traditionally provided)
and more jobs in the relatively low-paying,
low-benefits service sector (Wilensky, 1988).
It makes sense that this might be part of the
explanation, but as can be seen below, rela-
tively straightforward analysis of the data
does not provide much support for this ex-
planation.

From 1982 to 1986, an average of 17.3
percent of adolescents were without any
health coverage. During this period, those
whose parents were employed in public ad-
ministration, durable goods, transportation,
mining, and nondurable goods industries had
consistently high rates of private health
coverage and a 10.4 percent overall uninsured
rate (table 14). Adolescents with parents in
finance, wholesale trade, and professional
services had an average rate of private
coverage: 16.7 percent were uninsured. Pri-
vate coverage in construction, retail trade,
business services, and entertainment in-
dustries was lower than average; more than
one out of four adolescents with parents in
these industries were uninsured. Finally,
coverage was very low in agriculture and
personal services, 38 percent of adolescents
linked with these industries had no health in-
surance.

There was relatively little change in the
distribution of the adolescent population
among these four industry groups from 1979
to 1986 (figure 8). The proportion of adoles
cents with parents in the high coverage in-
dustries decreased dlightly from 45.4 to 42.8
percent and the proportion of adolescents
linked to industries with an average coverage
rate increased from 25.2 to 27.4 percent.
However, given this relatively small shift in
the adolescent population distribution, the
difference in coverage rates between these
two industry groups was nhot large enough to
substantially affect the aggregate number of

uninsured. (There was virtually no net in-
crease in the proportion of adolescents whose
parents work in low or very low coverage in-
dustries.)

Thus, at least at this fairly aggregate
level of analysis, sectoral change does not ap-
pear to account for the observed increases in
the proportion of uninsured adolescents. It is
possible that a more refined analysis which
considers occupational as well as more
detailed industrial classifications would result
in different conclusions. Such an analysis is
beyond the scope of this paper.

Dependent Coverage, Parent’s Insurance
Status, and Adolescent Living Arrange-
ments.-- In 1979, 6.1 percent of adolescents
living with insured parents were without
health coverage (table 15). By 1986, this
proportion had risen to 7.2 percent; an in-
crease of approximately 250,000 uninsured
adolescents that accounted for almost one-
guarter of the period's overall 4 percentage
point growth in the proportion of uninsured
adol escents.

This trend is worrisome, but the extent
of the problem and need for a public policy
response are tempered by two observations.
First, it is clear that most of the increase in
adolescents without health coverage (i. e.,
more than three-quarters) was due to other
factors discussed above. Second, analysis of
preliminary 1987 data found that only 3.3
percent of adolescents living with insured
parents were themselves uninsured. This is
less than half the 7.2 percent rate in 1986,
indicating that the wording changes in the
March 1988 CPS may have had a particularly
large effect on this estimate.

The principal reason why more adoles-
cents were uninsured in 1986 than in 1979 is
simply that more lived with uninsured parents
in 1986 than in 1979. During this period, the
proportion of adolescents who lived with
uninsured parents increased from 8.8 to 10.5
percent. This increase accounts for 37 per-
cent of the overal 1979 to 1986 increase in
uninsured adolescents.
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Table 14---Industry of Parent’s Employers and Health Insurance
Status of Adolescents, 1982-1986’

No health Insured: private and public
Rate of Percent insurance Private Medicaid
coverage Industry® of total coverage only only Other’
High public admin. 6.3% 8.6% 82.5% 1.7% 7.3%
durable goods 17.5 9.9 84.8 14 3.9
transportation 9.2 10.5 84.2 15 38
mining 1.4 11.7 84.1 0.8 3.3
nondurable goods 9.7 12.2 81.6 2.6 3.6
Total 44.1 10.4 83.6 17 4.2
Average finance 5.1 14.8 80.4 1.5 3.4
wholesale trade 4.6 14.2 79.9 2.0 4.0
prof. services 16.8 17.9 734 4.3 4.4
Total 26.5 16.7 75.9 34 4.1
Low construction 8.2 24.5 68.7 2.7 4.1
retail trade 10.4 26.0 62.8 6.4 48
business service 4.2 27.6 61.3 55 5.5
entertainment 0.6 29.7 574 5.9 7.1
Total 23.4 25.9 64.5 49 4.7
Very Lou agriculture 3.4 36.7 52.3 6.9 4.1
personal services 2.6 39.4 39.5 16.7 4.4
Total 6.0 37.9 46.8 11.1 4.2
All industries 100.0% 17.3% 74.9% 3.5% 4.3%

“Estimates are based on pooled data from March 1983 to March 1987 Current Populations Surveys.
Refers to the industry of the household head unless only the spouse had employment-based health insurance.
®Includes adolescents with CHAMPUS, Medicare, or a combination of public and private coverage.

SOURCE: Office of Technology Assessment, 1989, based on estimates from the March 1983 to March 1987
Current Population Surveys.
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Figure 8.--Distribution of Adolescents, Age 10-18, by Parent’s Industry of Employment
Categorized by Rates of Health Insurance Coverage™

20 Y

80

Proportion of Adolescents

1979 1981 1982 1983 1984 1985 1986
Year
(E:;/p:actislr;?uj;;lth SN very low
Insurance Coverage)’ [ 1ow
E—J average
Bl high

;1980 data are not available.

bRefers to the industry of the household head unless only the spouse has employment-based coverage.

High coverage rates are found in public administration, durable goods, transportation, mining, and non-
durable goods. Average includes finance, wholesale trade, and professional services. Low includes con-
struction, retail trade, business services, and entertaimment. Very Low includes agriculture and personal
services.

SOURCE:  Office of Technology Assessment, 1989, based on estimates from the March 1980 to March 1987 Current
Population Surveys.
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Table 15.--Trend in Parental and Adolescent Health Insurance Status,

1979-1986’
Parent’s
insurance
status’ 1979 1981 1982 1983 1984 1985 1986
not insured 8.8% 9.2% 9.3% 10.2% 10.9% 10.8% 10.5%
Distribution insured 85.7 84.8 85.0 83.9 83.3 83.5 83.1
of adolescent
population not living
with parent" 5.5 6.1 5.7 5.9 5.8 5.8 6.3
ALl 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
not insured 91.9% 95.1% 97.7% 97.4% 97.3% 97.5% 96.4%
Proportion of
adolescents insured 6.1 6.3 6.1 6.8 7.1 7.2 7.2
without health
coverage not living
with parent’ 61.3 67.7 7.7 71.3 72.4 71.5 73.9

a 1980 data are not available.
‘Refers to the insurance status of the household head unless only the spouse had employment-based health
coverage.

®Includes all adolescents not living with their parents and married adolescents living with their parents.
Percentages may not total 100 percent due to rounding.

SOURCE: Office of Technology Assessment, 1989, based on estimates from the March 1980 through March 1987
Current Population Surveys.
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Eighteen percent of the overall rise in
the proportion of adolescents without health
coverage was due to a fall in the coverage
rate among adolescents not living with a
parent. In 1979, 61 percent were uninsured;
by 1986 the proportion without coverage rose
to 74 percent. At the same time, the
uninsured rate among adolescents who lived
with uninsured parents also rose, increasing
from 92 to 96 percent (and contributing to 10
percent of the overall climb in the un-
insured). Among both groups the proportion
of adolescents who obtained health insurance
from their own jobs declined precipitously.’

Changes in adolescent living arrange-
ments had a minimal effect on the proportion
of uninsured. From 1979 to 1986, the pro-
portion of adolescents who did not live with a
parent rose from 55 to 6.3 percent, account-
ing for only 11 percent of the overal 4 per-
centage point increase in uninsured adoles-
cents.

3 In 1979, a total of 700,178 (4.3 percent) of 15-
to 18-year -olds had their own health insurance; by
1986, this number had dropped to 332,106 (2.3 per-
cent ). (It is assumed that only 15- to 18-year-
o ds, and not younger adolescents, might have
health insurance coverage on their own. ) Of the
15- to 18-yea r-olds with their own insurance
coverage who lived on their own, 11.5 percent
(161,056 of 15- to 18-yea r-olds) were insured in
1979; by 1986, this proportion had dropped to 4.9
percent (68,175 of 15- to 18-year -olds).

Other Explanations for Increases in
Uninsured Adolescents

Declining rates of health insurance
coverage may also result from increases in
administrative and medical care costs. People
may be less willing to purchase insurance for
themselves or their dependents as the cost of
coverage increases.’National health expendi-
ture estimates suggest that insurers adminis-
trative costs rose by 18 percent per year from
1980 to 1986 (U.S. Dept. of Hedth and Hu-
man Services, 1987).5 Increases in real per
capita headth care costs averaged 4.6 percent
per year from 1980 to 1986 and may have
further encouraged the poor and near-poor to
rely on whatever free care is available at the
local hospital or health center rather than use
scarce dollars to purchase (or have their
employer purchase) health coverage. Al-
though not within the scope of this paper, the
affects of rising health care costs on the
prevalence of private health coverage clearly
merit further study.

4 Cost is defined here as the difference between
expected medical costs and the price of an insur-
ance policy.

5 The 18 percent per year increase occurred in a
category of expenditures including administrative
costs for public programs (primarily Medicare and
Medicaid), private insurance administrative costs,
and insurance company profit or loss (or, in the
case of nonprofit insurers, addition or deletion
from reserves). Most of the 18 percent increase
occurred in private insurance costs.



5. POTENTIAL EFFECTS OF EMPLOYER MANDATES AND

MEDICAID EXPANSIONS

Two types of proposals have been promi-
nently advanced to reduce the number of
uninsured. So-called “employer mandates’ re-
quire that employers offer group health in-
surance policies and pay a significant amount
of the premiums for al employees who work
more than a specified number of hours per
week. Proposals to expand Medicaid require
that categorical eligibility requirements be
relaxed and/or that income eligibility limits
be increased (i.e., thereby requiring all States
to make Medicaid available to all those
eligible below certain income levels) (see
CRS, 1988b for a discussion of illustrative
options).

A number of factors determine the ef-
fects of an employer mandate. The types of
employees and employers to be included in an
employer mandate are especially important.
How many hours per week must be worked?
Does coverage begin on the first day of
employment or after a waiting period? Are
the self-employed included? Are employee
dependents covered? Will small firms be ex-
empt? What level of benefits must be pro-
vided? How much must the employer con-
tribute to the premium?

Similarly, the effect of an expansion in
Medicaid depends on a number of policy de-
cisions. For example, what is the minimum
eligibility income level? Are the changes in
eligibility mandatory or optional for the
States? Are two-parent families with workers
eligible or must one parent be absent or un-
employed?

The following presents preliminary
estimates of the effects of an employer
mandate, Medicaid expansion, and combina-
tions of an employer mandate and Medicaid
expansion. The analyses use preliminary data
from the March 1988 CPS supplement.

Employer Mandates

The following assumptions are used in
estimating the effect of an employer mandate
on the number of uninsured adolescents:

m The self-employed are exempt. All
other “permanent” employees who work
more than the required number of hours
per week are covered (i.e, with no ex-
emptions for firm size or industrial clas-
sification).”

m Employees working 26 weeks or more in
the preceding year are considered
“permanent” workers and would be cov-
ered under the mandate.

m The effects of the mandate are estimated
using three different assumptions about
the number of hours of work at which
workers are covered: 18 hours, 25 hours,
and 30 hours.

m All unmarried adolescents age 18 or
younger would be covered by the
mandate if their parents were covered as
well; however, it is assumed that adoles-
cents who are not heads of household
who do not live with their parents
would not be covered as dependents un-
der the mandate.”

1 The currently available 1988 CPS data do not in-
cludefirmsizee As a result, it is di ff i cult to
do any analysis that excludes smal 1 business even
though many proposed mandates exempt employees in
smal 1 f i rms (often five or fewer employees). Other
data sources and a set of imputation rules could be
used to assign sane employees to f i rms of 5 (or 10)
workers or less, but such a process was beyond the
scope of this paper. Note also that uhen final
1988 CPS public use f i les are available, the small-
est f i rmsize coded wi 11 be 1 to 25 employees thus
prohibiting any analysis for f i rmswi th less than
25 employees.

2 Most mandate proposals cover some adolescents who
do not live with their parents; however, because
the CPS fi le does not report parent'swork status
for adolescents who do not live with their parents,
this analysis takes the conservative approach and
does not impute dependent coverage to these
ado 1 escents. Adolescents who are living on their
own and are eligible for employer-based coverage
are included as employees, not as dependents.

43
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Table 16 summarizes the effects of an
employer mandate on adolescents given the
above assumptions. |If employees who worked
30 hours or more per week were included,
approximately 2.55 million uninsured adoles-
cents, or 55 percent of all adolescents cur-
rently without health coverage would become
insured. Although reducing the hourly work
threshold does increase the number of un-
insured who would become covered, its effect
is relatively minimal (at least within the range
of 18 to 30 hours per week). For example, if
the hourly work threshold was reduced to 25
hours per week, an additional 60,000 adoles-
cents (1.3 percent of all those uninsured)
would be covered. If the threshold was 18
hours per week, an additional 136,000 adoles-
cents (or 3 percent of all uninsured adoles-
cents) would be covered.

This projection of how many adolescents
would be covered by an employer mandate is
slightly lower than similar analyses of the
adult uninsured because a sizable number of
uninsured adolescents neither live with their
parents nor work full-time. Of the 1.87 mil-
lion adolescents who would not recovered by
an 18-hour-per-week threshold, 716,000 live
on their own. It is possible that many of
them would, in fact, be covered as a depen-
dent on a parent’s policy, and that actual
coverage under a mandate might be higher
than estimated here. Also not covered by an
18-hour threshold are approximately 379,000
adolescents with self-employed parents;
456,000 who live with nonworking parents;
and 267,000 who live with parents who
worked less than 26 weeks during the preced-
ing year.

While assuring that most workers and
their dependents have health insurance bene-
fits, an employer mandate may have other
labor market effects (see Monheit and Short,
1988; Phelps, 1980; CRS, 1988b). For exam-
ple, if employers are required to pay for
health benefits for employees who were pre-
viously uninsured, they may respond by ei-
ther raising prices, absorbing reduced profits,
reducing cash wages (or other fringe benefits)
or reducing staff.

It is likely that many employers would
limit the rate of growth of cash wages so that
total employee compensation (i.e., cash plus
health benefits) remains the same. For
uninsured, middle-income workers, this
might be a desirable tradeoff; that is, they
would receive less cash compensation than
before, but would gain access to group health
insurance and reap the benefits of tax-free
employer contributions. However, lower-
income employees may evaluate the tradeoff
differently; they might prefer the cash to the
health benefits. Therefore, in designing a
mandate that includes these workers, it would
be important to consider the feasibility of
subsidizing employer contributions for the re-
quired health benefits.

It is also important to consider workers
who earn at or near the minimum wage.
Employers of such workers maybe prohibited
by minimum wage laws from lowering wages,
despite a mandated obligation to provide
health coverage. Consequently, in response to
a mandate, employers of minimum-wage
workers may be less likely to make new jobs
available.

Medicaid Expansions

Proposals to expand Medicaid may
mandate or simply give States the option to
broaden Medicaid eligibility. Currently,
States have the flexibility, within limits, to
set their own €igibility levels for the Aid to
Families with Dependent Children (AFDC)
and Medicaid programs. Some States have
relatively broad eligibility policies while
others are much more restrictive. However,
with few exceptions, adolescents are eligible
for Medicaid only if they are in a family
with a so-called “deprivation factor;” that is,
a family with an absent parent or one whose
principal breadwinner is unemployed (see
CRS, 1988c for an excellent summary of
eligibility rules).’

3 This is unchanged by the passage of the Family
Support Act of 1988 (Public Law 100-485).
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Table 16--- Potential Effect of Various Employer Mandates on Uninsured
Adolescents by Living Arrangement and Parent’s Work Status
(in thousands)

Additional Additional
Number covered number covered number covered Number not
by mandate by lowering by lowering covered by
on 30 hours mandate to mandate to 18 hours
Living arrangement/ per week 25 hours 18 hours per week
parent’s work status employees per week’ per week’ mandate Totals
Living without 75 2 22 716 815
parents
Parent is 14 6 4 379 403
self-employed
Parent is 10 2 4 456 472
not working
Parent working 9 0 6 267 282
fewer than
26 weeks
Parent working 2,440 51 101 49 2,641
26 weeks or more
Total 2,549 60 136 1,868 4,613
(55.3%) (1.3%) (3.0%) (40.5%) (100.0%)

‘Entries refer to the number of uninsured adolescents (in 1,000s) who would be covered by the
employer mandate.

SOURCE: Office of Technology Assessment, 1989, based on estimates from the March 1988 Current
Population Survey.



46 « Preliminary Analyses of Adolescent Health Insurance Satus

If the current categorical requirement of
a “deprivation factor” is maintained, the
potential for an expansion in Medicaid to
cover significant portions of uninsured
adolescents is severely limited. As can be
seen in table 17, if all adolescents in single-
parent households with incomes below 100
percent of poverty were covered by
Medicaid, approximately 707,000 of the 4.6
million uninsured adolescents would be cov-
ered. However, even if States were required
to extend eligibility standards to all such
adolescents, it is doubtful that all would en-
roll. In fact, many of the 8 percent of
uninsured adolescents who were in single-
parent households in 1987, with incomes be-
low 50 percent of poverty, were already
eligible to receive Medicaid benefits.

If categorical requirements were dropped,
and all adolescents with family income below
a specified standard were eligible for
Medicaid, then significant portions of the
currently uninsured could be covered by a
Medicaid expansion. Over 40 percent of
uninsured adolescents in 1987 lived in
households with family income below 100
percent of poverty, and an additional 19 per-
cent were in households with income between
100 and 149 percent of poverty (table 17).

One concern often raised about expand-
ing Medicaid is that employers may respond
by dropping private health coverage for low-
wage workers who would be eligible for
coverage under the expansion. Should this
happen, the pool of €ligibles could be much
larger than those who are currently uninsured
and living under the income thresholds In
1987, there were approximately 600,000 pri-

3 Section 89 of the Internal Revenue Code, the so-
called ‘nondiscrimination"section, will make this
more difficult than previously, but not impossible.

vately insured adolescents in families with in-
comes between 50 and 99 percent of poverty;
some of these might “leak” from the private
system to Medicaid if Medicaid was available
to all families with incomes below 100 per-
cent of poverty. However, the potential
leakage would be much greater if Medicaid
were available to all adolescents in family in-
comes below 150 percent of poverty; about
1.7 million additional privately insured
adolescents are in families with incomes be-
tween 100 and 149 percent of poverty.

Combined Approach:
Employer Mandate With a
Medicaid Expansion

Table 18 shows the proportion of un-
insured adolescents who would be covered by
various combinations of an employer mandate
and Medicaid expansion. The entry in the
bottom right corner of the table shows that if
employers were required to cover al workers
who worked 18 hours or more and Medicaid
was available to all adolescents in families
with income below 200 percent of poverty,
then only 7 percent of adolescents without
health coverage would remain uninsured. An
employer mandate that included employees of
at least 30 hours per week combined with a
Medicaid expansion that included all adoles-
cents below 100 percent of poverty, would
cover over 80 percent of uninsured adoles-
cents (see the center of table 18).

Note that most of the adolescents left out
by the combination of an employer mandate
and Medicaid expansion are children of the
self-employed. If the self-employed were in-
cluded under a “combination” mandate, the
vast majority of uninsured adolescents would
become covered (even if the expansion in-
cluded only those up to 100 percent of
poverty).
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Table 17.--Potential Effect of a Medicaid Expansion on Uninsured Adolescents
by Poverty Level and Living Arrangements (in thousands)

Estimated number (percent) of uninsured adolescents
covered by the Medicaid expansion
Living arrangement
Medicaid Living with Living with two
eligibility level® one parent parents or living alone Total
Less than 50 percent 354 523 877
of poverty (8%) (11%) (19%)
50 to 99 percent 353 657 1,010
of poverty (8) (14) (22)
100 to 149 percent 288 582 870
of poverty (6) (13) (19)
150 to 199 percent 212 431 643
of poverty (5) (9) (14)
200 percent of poverty 275 938 1,214
and above (6) (20) (26)
Total number of uninsured
adolescents covered 1,482 3,131 4,614
under expansion
Overall proportion of
uninsured adolescents (33%) (67%) (loo%)
covered by expansion

3ntries are the proportion of currently uninsured adolescents whowould be insured under the indicated
b level of Medicaid expansions.
The “Medicaid expansions assume that all adolescents in families withincome below the specified amount
would be covered by Medicaid.

SOURCE: Office of Technology Assessment, based on estimates from the March 1988 Current

Population Survey.

1989,

Table 18.--Potential Effects of Various Combinations of Employer Mandates
and Expansions in Medicaid on Uninsured Adolescents, Age 10-18

Medicaid No Employees included in the mandate™
eligibility employer (no. of hours worked weekly)
level®* mandate 30 hours 25 hours 18 hours
No expansion 0% 55% 57% 60%
Anyone below 1
50% of poverty 19 71 72 75 !
Proportion of
Anyone below uninsured
100% of poverty 41 81 82 84 adolescents who
would become
Anyone below covered
150% of poverty 60 87 87 89
Anyone below
200% of poverty 74 92 93 93

3entries are the proportion of currently uninsured adolescents who would be insured under the indicated com-
bination of an employer mandate and Medicaid expansion.

*The employer mandates assume that all workers excluding the self-employed (and their dependents), who work
more than the indicated number of hours for at least 26 weeks during the preceding year, would be covered.
‘The Medicaid expansions assume that all adolescents in families with income below the specified amount would
be covered by Medicaid.

SOURCE:  Office of Technology Assessment,

Population Survey.

1989, based on estimates from the March 1988 Current



APPENDIX A.--CONSTRUCTING ESTIMATES OF THE NUMBER OF
UNINSURED USING THE CURRENT POPULATION SURVEY:
ADJUSTMENTS MADE AND INTERPRETATION OF RESULTS

This appendix describes the methods
used to analyze Current Population Survey
(CPS) data on hedth insurance coverage. The
CPS questions changed materially in March
1988. The material below first considers the
questions as they were asked from March
1980 through March 1987 and then considers
the March 1988 questions.

CPS Questions-- March 1980 to March 1987

In the March supplement to the Current
Population Survey in each year from 1980
through 1987 (with the exception of 1981)
respondents who were in the civilian labor
force in the previous year--that is, civilians
who were 15 or older and who reported at
least some work during the previous year--
were asked whether they were included in a
group health insurance plan at any job they
held during the previous year." Respondents
who reported that they were included in such
a plan were asked who else was included in
the plan, and responses to “who else was in-
cluded” were coded into the categories. spouse
only; children only; spouse and children; and
other.

Additional questions about public and
private coverage were asked. The question
was asked whether anyone 15 or over was
covered by Medicare at any time in the pre-
vious year, and if so, who was covered;
whether anyone 15 or over was covered by
Medicaid at any time in the previous year,
and if so, who was covered; and whether
anyone 15 or over was covered by
CHAMPUS, VA, or military hedlth care, and
if so, who was covered. Finally, all respon-
dents 15 and over were asked whether they
had any other health insurance plan at any

lin many fami lies a proxy respondent will respond
for other family members. Thus, it would be more
accurate to say that a question about employment-
based coverage is asked about (not of) each family
member in the labor force.

time during the preceding year, and if so,
who else was covered.”

It is important to recognize that the
guestion about other health insurance was far
from comprehensive. The question was asked
“Did anyone in this household have any
(other) health insurance plan at any time dur-
ing 19867 Although it sounds comprehen-
sive, it left two gaps. First, the reference to
“anyone” referred only to people 15 and
above. If a respondent under 15 had a health
insurance plan it would not be coded. Sec-
ond, and more importantly, interviewers were
instructed to interpret the question to mean
“did anyone have a health insurance plan in
their own name’? If the respondent was cov-
ered as a dependent then the respondent was
not coded as “having” a health insurance plan;
the respondent was only coded as “having” a
health insurance plan if the respondent was
the primary subscriber (U.S. Department of
Commerce, Bureau of the Census, 1987).

These questions are used to define the
uninsured as a residual category. Those
respondents who did not report coverage
from any source during the preceding year
should, if they were responding accurately,
have been uninsured for the entire previous
year. There are, however, two reasons why
this residual category will be larger than the
true number of people who were uninsured
for the entire previous year. The first reason
is question wording difficulties: in a variety
of situations (discussed further below) people
with health insurance coverage will be
counted as being uncovered. The second rea-
son is recall error: some respondents appear to
forget that they may have been covered at

2 In March 1981 the questions about private health
insurance not related to employment were omitted
from the questionnaire. Thus, March 1981 data
cannot be compared to previous or subsequent years.
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some point during the previous year. Both
sources of error will be discussed below.

Question Wording Problemsin the
1980-1987 CPS

There were two main problems with the
wording of the health insurance questions
prior to 1988: first, there was no direct
question inquiring whether each individual in
the household is covered by insurance, and
second, dependents could only be assigned
insurance coverage if the subscriber to the
insurance policy resided in the household.
This created a number of gaps. For one ex-
ample, if a child was living with his/her
mother and insured by an absent father, the
CPS would count that child as uninsured. As
a second example, if an adolescent was not
living with his/her parents (e.g., a foster
child or a grandchild, or an adolescent living
in his’/lher own apartment), the adolescent
could never be ascribed coverage as a depen-
dent child, since using the CPS questions
coverage can only be derivative of a parent’s
coverage if the parent lives in the same
household.

Further, the fact that direct questions
about coverage were not asked meant that the
Census Bureau was forced to make inferences
about coverage when a private insurance sub-
scriber reports that hisher children are cov-
ered. In such circumstances the Census
Bureau assumed that any children living with
the subscriber who were 21 or younger were
to be covered, unless the child had been
married.’This is a reasonable rule, but will

3 On the March 1982 and March 1983 Public Use Files
the Census Bureau did not apply the editing routine
that assigns coverage to spouses and dependent
children for private insurance coverage. The pub-
lic use files indicate whether or not an individual
has @ private insurance plan in his/her own name,
and who else is covered (spouse only, children
only, spouse and children, or other), but in 1982
and 1983 the census bureau did not follow the
conventions it followed in 1980 and in subsequent
years of editing the records for the spouses and
children to show coverage where it existed. For
this paper the Census Bureau’'s standard editing
rules were applied to assign dependent coverage,
where appropriate, to spouses and children. Thus,
the data used here for 1982 and 1983 are consistent
with data for 1980 and 1984-1987.

almost certainly understate the extent of de-
pendent coverage. Some family insurance
policies provide for coverage of dependent
children up to age 23 if they are full-time
college students, some will cover dependents
up to age 21 regardless of the dependent’s
marital status, and some provide for depen-
dent coverage only up to age 18. Thus, for a
variety of reasons the questions asked by the
Current Population Survey from 1980 through
1987 should overestimate the number of
people without insurance. This overestimate
will be greatest for children and adolescents.

Recall Error: Full-Year or Point-in-Time
Estimates?

If respondents were answering without
recall error, respondents who report not being
covered by either private or public sources
should have been uninsured for the entire
previous year. However, as argued by
Swartz, CPS estimates of the number of
uninsured people are approximately the same
as estimates from other surveys of the num-
ber of people uninsured at a given point in
time (Swartz, 1986). Swartz argues that the
CPS estimates can be reconciled with
estimates from other surveys if we assume
that CPS respondents are responding to health
insurance questions with reference to their
insurance status at the point in time at which
the questions were asked (March of the given
year), and not with reference to the entire
previous calendar year as the questions were
intended.

This argument is partially correct, but
the case appears to be overstated. There are
a number of potentially anomalous findings if
people are really responding to the CPS ques-
tions with respect to their health insurance
status at the point in time at which the ques-
tions were fielded. First, for those people for
whom we might expect a difference in insur-
ance status from the previous year to
March--namely for those people who were
employed in the previous year but unemploy-
ed in March or vice-versa--insurance status
is more closely aligned with employment
status during the previous year than it is with
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employment status during March (Enthoven
and Kronick, 1988). This suggests that many
people are answering the health insurance
guestions with reference to their health insur-
ance status in the preceding year, as re-
guested, and not with reference to the point
in time at which the questions were asked.
Second, preliminary estimates from the 1987
National Medical Care Expenditure survey
show that 37 million people were uninsured
during early 1987 (Short, et al., 1988). This
is 6 million more people uninsured than one
preliminary estimate from the March 1988
CPS (Moyer, 1989). One plausible explana-
tion for a smaller number of uninsured on
the CPS compared to NMES is that NMES is
measuring the number of uninsured at a point
in time, while CPS is, at least for some
people, measuring the number of people who
were uninsured for the entire previous year.
If this is the case, then, we would expect that
the CPS would show a smaller number of
people uninsured than the NMES, as it ap-
parently does.’Third, it makes sense that
when people are asked whether they were
covered by insurance during the previous
calendar year that some who are currently
uninsured might forget that they were cov-
ered at some point during the preceding year,
but it does not make sense to think that all
(or even most) respondents will forget to
report such coverage.

In summary, because of question wording
difficulties, CPS estimates from 1980 through
1987 certainly overestimate the number of
people who were uninsured for the entire
previous year. As will be discussed below,
the question wording problems were largely
corrected in the March 1988 CPS; however,
because of recall error problems it is likely

4 A large remaining puzzle is why the point in time
estimate from NMES of the number of people who are
uninsured is approximately 6 mi 11 ion greater than
the point in time estimates from either the Health
Interview Survey or from the Survey of Income and
Program Participation (USDHHS, 1987; McNeil, 1988).
Further work is needed to understand these dif-
ferences, and to further clarify to what extent CPS
provides an estimate of the full-year versus point-
in-time estimate of the number of uninsured.

that the March 1988 estimates will also over-
estimate the number of people who were
uninsured for the entirety of 1987. The
safest conclusion is that the 1988 estimates
will overestimate the number of people who
were uninsured for the entirety of 1987, but
underestimate the number of people who
were uninsured at any point in time during
1987.

Despite the question wording problems
from March 1980 to March 1987 the CPS
provides a valuable data source for the analy-
sis of the health insurance status of adoles-
cents. It is the only data source that provides
annual measurements to support trend analy-
sis. The CPS has a large sample of respon-
dents, which facilitates analysis of sub-
populations. Further, the CPS has a variety
of questions about labor force participation,
which facilitates analysis of the effects of
employer mandates.

Question Wording Changes in March 1988

In an attempt to correct the un-
derestimate of health insurance coverage, the
March 1988 CPS asked different questions
about health insurance from those in previous
years. There are two major changes. First,
for each person in the household age 15 and
above, the March 1988 questionnaire asks
directly whether the respondent was ‘covered
by” a hedth insurance plan. Anyone covered
by a health insurance plan is then asked
whether the plan is in his’her own name or
not. Thus, a 16-year-old who is covered by
the health insurance of an absent father
should be reported as covered by the March
1988 questions, while the same person would
be reported as uncovered by the March 1987
guestions (since such a person did not “have”
a health insurance plan). Second, a set of
“cover sheet” questions ask directly whether
any children in the household under 15 were
covered by health insurance during the
preceding year.

As of this writing, the public use files of
the March 1988 data contain responses to the
new questions for those 15 and above, but do
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not yet contain responses to the new cover
sheet questions.

As can be seen in table A-1, the new
guestions appear to have had a dramatic ef-
fect on the reported coverage rates for 15- to
18-year-old adolescents. From 1983-1986
approximately 21 to 21.5 percent of this
group were estimated to be uninsured; the
estimated percentage uninsured drops
dramatically to 15.2 percent in the March
1988 survey. Since the estimated percentage
uninsured changes hardly at all for adults
(data not shown) there is every reason to be-
lieve that the change in estimate in 1988 is
due to question wording changes and not to
any real change in the proportion of 15- to
18-year-old adolescents who were uninsured.

Almost all of the reported decrease in the
proportion of 15- to 18-year-olds who are
reported as uninsured is accounted for by an
increase in the proportion with “other private
insurance.” The meaning of this category
changes in 1988 compared to previous years.
Prior to the March 1988 survey, “other pri-
vate insurance’” was equivalent to nongroup
health insurance--that is, it measured the
number of people covered by insurance that
was not employment-based. However, in the
March 1988 survey this category also includes
employment-based insurance in which the
policyholder was not a household member--
e.g., if a 16-year-old child is covered by the
employment-based policy of an absent father,
this coverage will be counted as “other private
insurance,” and not as employment-based.

Further confirmation of the role of ques
tion wording change comes from an examina-
tion of changes in coverage rates for those in
single-parent households and those who do
not live with either of their parents. The
1988 questions ask such people directly
whether they are covered, rather than relying
on assigning coverage for such people as the
dependents of other policyholders. Thus, if
these adolescents are covered by a parent
living in another household they will be
reported as uncovered in 1987, but should be
counted asinsured in the March 1988 CPS.

As can be seen in table A-2, coverage
rates for 15- to 18-year-old adolescents ei-
ther living without a parent or living with
only one parent do increase by much more
than coverage rates for adolescents living
with both parents. from 64 percent uninsured
to 43 percent uninsured for those living
alone, from 30-percent to 18-percent for
those living with one parent, but just from
12.5-percent to 10-percent for those living
with both parents. This is further evidence
that the changes are a result of question
wording changes and not of any real change
in the number of adolescents who are
uninsured.’

As mentioned above, the public use files
that are currently available from the March
1988 CPS contain the pre-1987 question
wording for adolescents who are 14 or
younger. As such, estimates of the number
of uninsured people age 14 and younger are
certainly overestimates of the true number of
such people who are uninsured.

An approximation of the size of the
estimation error can be obtained from exam-
ination of the data in table A-3, which shows
the estimated percentage of adolescents
uninsured, by age group, in each survey from
1980 through 1988. As can be seen there, for
most of the 1980s the proportion of 10- to
14-year-olds who were uninsured was slightly
lower than the proportion of 15- to 18-year-
olds who were uninsured. However, in
March 1988 the estimated proportion of 15-
to 18-year-olds who were uninsured
decreased dramatically but the estimated pro-
portion of 10- to 14-year-olds who were
uninsured actually increased dightly.

5 A somewhat surprising result in table A-2 is that
coverage appears to increase among 15- to 18-year-
olds living in two-parent households -- from 12.5
percent in 1983-1986 to 9.9 percent in 1987. The
increase occurs primarily in the percentage with
wother private" suggesting that some 15- to 18-
year-olds report being covered as a dependent when
neither parent in the household reports covering
the adolescent. Some explanations are plausible,
e.g., perhaps these are households with a step-
parent and the coverage of the adolescent is coming
from an absent parent, but further investigation is
warranted here.
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Table A-1. --Health Insurance Status of Adolescents,
Age 15-18, by Year, 1979-1987

Total No health Insured: public and private’

population, insurance Employment- Other Other Public
Year age 15-18 Total coverage based private  Medicaid public and private
1979 16,252,304 100.0% 17.4% 58.8% 9.0% 8.3% 2.2% 4.3%
1981 15,522,802 100.0 18.5 58.4 7.3 8.4 2.5 5.0
1982 15,054,670 100.0 19.5 58.5 7.1 8.4 2.6 3.8
1983 14,655,516 100.0 20.9 56.7 7.5 9.0 2.4 3.5
1984 14,581,461 100.0 21.6 56.7 6.8 9.2 2.2 3.5
1985 14,733,076 100.0 21.5 57.7 6.4 8.7 2.2 3.6
1986 14,716,502 100.0 21.5 57.2 7.0 8.3 2.2 3.8
1987 14,492,077 100.0 15.2 57.3 12.7 8.4 2.4 4.0

;1980 data are not available.

Employment-based includes atl with employment-based insurance from someone in the household, and without pub-
lic coverage; other private includes nongroup insurance from household members and employment-based insurance
from nonhousehold metiers, without public coverage; Medicaid includes all those with Medicaid but without
private coverage; other public is primarily CHAMPUS, and includes Medicare; public and private includes all
those with both public and private coverage.

SOURCE:  Office of Technology Assessment, 1989, based on estimates from the March 1980 through March 1988
Current Population Surveys.

Table A-2.--Health Insurance Status of Adolescents,
Age 15-18, by Type of Family and Year, 1987 vs. 1984-1986

No health Insured: public and private’

Type of insurance  Employment- Other Other Public
family Year Total coverage based private  Medicaid public and private

Two-parent 1984-1986 100.0% 12.5% 71.9% 6.5% 2.9% 2.2% 4.0%

1987 100.0 9.9 72.1 8.8 2.4 2.5 4.4

One-parent 1984-1986 100.0 30.2 33.9 8.0 22.6 2.0 3.3

1987 100.0 18.8 36.0 17.4 22.4 1.6 3.7

No Parent’ 1984-1986 100.0 64.6 8.6 5.5 17.0 2.8 1.4

1987 100.0 42.6 6.5 28.2 16.6 3.4 2.6

8gmployment-based includes all with employment-based insurance from someone in the household, and without
public coverage; other private includes nongroup insurance from household members and employment-based in-
surance from nonhousehold members, without public coverage; icaid includes all those with Medicaid but
without private coverage; other public is primarily CHAMPUS, and includes Medicare; public and private in-
cludes all those with both public and private coverage.

No parent in family includes those adolescents who do not live with their parents and married adolescents
living with their parents.

SOURCE:  Office of Technology Assessment, 1989, based on estimates from the March 1985 through March 1988
Current Population Surveys.
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Table A-3.--Trend in the Proportion of Adolescents
With and Without Health Insurance
by Age Group, 1979-1987, Unadjusted Data

Age Group
10-14 Years 15-18 Years
Year Uninsured Insured” Uninsured Insured®
1979 16.0% 84.0% 17.4% 82.6%
1981 17.9 82.1 18.5 81.5
1982 17.3 82.7 19.5 80.5
1983 19.0 81.0 20.9 79.1
1984 20.1 79.9 21.6 78.4
1985 19.8 80.2 21.5 78.5
1986 20.2 79.8 21.5 78.5
1987 21.9 78.1 15.2 84.8

;1980 data are not available.
Includes adolescents with health coverage from any source, public or private.

SOURCE:  Office of Technology Assessment, 1989, based on estimates from the March 1980
through March 1988 Current Population Surveys.
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It seems likely that when the additional
“cover sheet” questions from the March 1988
survey are available, that the estimated pro-
portion of uninsured 10- to 14-year-olds will
be similar to the estimated proportion for 15-
to 18-year-olds. To anticipate this result, all
analyses of March 1988 CPS data in the body
of this paper use adjusted data for 10- to 14-
year-olds. The adjustment process is de-
scribed below.

One method of adjustment would be to
simply assume that 15.2 percent of 10- to 14-
year-olds should be uninsured (the same pro-
portion as 15- to 18-year-olds), and that 30.6
percent (i.e., 1-15.2/21.9) of those who cur-
rently are counted as uninsured should in-
stead be counted as insured. This change in
count could be accomplished by randomly
changing the health insurance status of 30.6
percent of the currently uninsured 10- to 14-
year-olds from uninsured to “other private
insurance." °

The data are adjusted using a process
similar to the process described above, but
one slightly more refined. As noted above
the reported increase in coverage in the
March 1988 survey for 15- to 18-year-olds
was larger for adolescents living without their
parents and for adolescents living with one
parent than for adolescents living with both
parents. Further, as shown in table A-4,
parental insurance status and the size of fam-
ily income also are related to the effect of
the new questions on the estimated percentage
uninsured.

To adjust the data a three-dimensional
table is constructed, where the dimensions
and cell definitions are (i) living arrangement
(alone, one-parent, two-parent), (ii) parental
insurance status (uninsured, privately insured,

6 Alternatively, the file could be reweighed to in-
crease the weights on 10- to 14-year-olds who are
reported as insured and decrease the weights on 10-
to 14-year-olds who are reported as uninsured.
This might be slightly preferable to randomly
changing responses for some, but is more compli-
cated and not worth the effort for current pur-
poses.

Medicaid, CHAMPUS, Medicare), and (iii)
family income relative to the poverty level
(below 150 percent of poverty, between 150
percent and 300 percent of poverty, and 300
percent and above). For each cell the pro-
portion of 15- to 18-year-olds who are
reported as uninsured is computed, and the
assumption is made that, when adjusted, the
same proportion of 10- to 14-year-olds will
be uninsured.

Define;

P10-14,i,j,k = the reported proportion of 10-14
year olds who are uninsured in the March 1988

CPS among adolescents with living arrangement
"i"*  (either no parents, one parent, Or two

parents), parental insurance status “j” (ei-
ther uninsured, private insurance, Medicaid,
CHAMPUS, or Medicare), and family income "k"
(either below 150% of poverty, 150-300% of
poverty, or 300%+ of poverty); and

P15-18,i,j,k = the same quantity for 15- to 18-
year-olds.

The data are adjusted by picking a random
number from the uniform distribution
from O to 1 for each uninsured 10- to 14-
year-old, and changing that individual’'s
insurance status from uninsured to insured
if the random number is greater than P15-
18,i,j,k/P10-14,i,j,k. The result of this
process will be, on average, that the ad-
justed P10-14,i,j,k will be equal to P15-
18,i,j,k for all combinations of living ar-
rangement, parental insurance status, and
family income levels.

This adjustment reduces the estimated
number of uninsured 10- to 14-year-olds
by 1.2 million people: the unadjusted
estimate is that there were 3.6 million
uninsured 10- to l14-year-olds in the
March 1988 survey, or 21.9 percent of the
10- to l14-year-old age group. The ad-
justed estimate is that there were 2.4 mil-
lion, or 14.6 percent of the 10- to 14-
year-olds in the survey.

If a similar adjustment were per-
formed for O- to 9-year-olds, the adjusted
estimate of the number of O- to 9-year-
olds would be approximately 2.2 million
less than the unadjusted estimate; thus,
analysis of the new “cover sheet” questions
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Table A-4.--Health Insurance Status of Adolescents
by Age Group, Type of Family, Parental Insurance Status,
and Family Income as a Percentage of Poverty, 1987, Unadjusted Data

Parental Family income Age Group
Type of insurance as « pércentage 10-14 years 15-18 vears
amily status of poverty* AnrUninsured  Insured” All Unisured Insured”
Two-parent uninsured less than 150% 664,105 100.0% -- 395,649 92.2% 7.8%
150 to 300% 396,771 100.0 - 303,342 82.1 17.9
300% and abover7,521  100.0 - 163,605 69.1 30.9
private less than 150% 936,309 9.8 90.2% 564,070 5.5 94.5
150 to 300% 3,282,186 4.0 96.0 2,152,360 3.5 %.5
300% and above 5,276,347 2.9 97.1 5,218,866 1.2 98.8
CHAMPUS less than 150% 92,177 - 100.0 50,451 - 100.0
150% to 300% 179,671 - 100.0 176,231 - 100.0
300% and above 224,273 100.0 259,729 -- 100.0
Medicaid less than 150% 434.750 100.0 238,895 - 100.0
150 to 300% 63,221 100.0 45,909 - 100.0
300% and above 15,372 -- 100.0 17,674 - 100.0
Medicare less than 150% 62,582 90.3 9.7 61,849 64.8 35.2
150 to 300% 40.643 58.9 411 40,035 39.3 60.7
300% and above 5,118 495 50.5 28,239 30.3 69.7
one-parent uninsured less than 150% 738,309 100.0 -- 482,351 67.9 32.1
150 to 300% 182,513 100.0 - 182,891 54.6 45.4
300% and above 53,897 100.0 - 110,759 57.6 42.4
private less than 150% 469,140 275 725 266,489 18.0 82.0
150 to 300% 674,814 23.6 76.4 712,547 7.4 92.6
300% and above 527,633 15.4 84.6 696,060 2.7 97.3
CHAMPUS less than 150% 22.081 - 100.0 20,944 “ 100.0
150 to 300% 20,525 “ 100.0 31,806 100.0
300% and above 10,584 - 100.0 12,112 100.0
Medicaid less than 150% 1,319,018 0.1 99.9 774,775 - 100.0
150 to 300% 31,607 100.0 15,430 - 100.0
300% and above 8,329 100.0 10,767 - 100.0
Medicare less than 150% 20,190 86.2 13.8 18,418 69.6 30.4
150 to 300% 11,917 69.3 30.7 18,537 39.0 61.0
300% and above 1,597 100.0 - 2,570 - 100.0
No parent®  uninsured less than 150% 139,901  100.0 -- 610,W1 57.8 42.2
150 to 300% 15,149 100.0 81,317 57.0 43.0
300% and above 18,604 100.0 - 32,953 41.2 58.8
private leas than 150% 53,204 100.0 -- 71,373 36.5 63.5
150 to 300% 79,656  97.5 25 135,200 36.7 63.2
300% and above 89,972 100.0 106,055 34.2 65.8
CHAMPUS less than 150% 4,592 100.0 - 22,750 - 100.0
150 to 300% 4,632 100.0 - 11,341 94.4
300% and above 2,205 100.0 7,933 38.4 61.6
Medicaid leas than 150% 90,936 88.6 114 206.307 90.6
150 to 300% 14,379 51.9 48.1 14,841 32.7 67.3
300% and above 2,931 74.6 25.4 - -
Medicare less than 150% 36,963 100.0 -- 63.236 64.0 36.0
150 to 300% 4,790 100.0 - 33,751 22.7 77.3
300% and above 12,996 100.0 - 20,669 174 82.6

;ln 1987, the Federal poverty level was S9,056 for « femily of three.

Includes adolescents with health coverage from my source, public or private.
cuoparemin family includes thogse adolescents who do not live with their parents snd married adolescents tiving
with their perents.

SOURCE:  Office of Technology Assessment, 1989, based on e stimates from the March 1988 Current Population Survey.
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from the March 1988 survey should reduce
the estimate of the number of people
uninsured from the 35.5 million estimate
based on the currently used public use
files to approximately 32 million.’

Respondents Excluded from Analysis

Due to hardware problems, a small
number of records were omitted from the
analysis of each March CPS. The omitted
records are never more than 0.001 percent
of the total (that is, one-tenth of one per-
cent), and for most years are below 0.0005
percent. Nevertheless, tabulations reported
here will be marginally different from
tabulations of the complete data sets.

Further, all unrelated individuals age
14 or below have been excluded from the
analysis because it is likely that the health
insurance status for many is incorrectly
classified. In the pre-1988 surveys all

7 Moyer has analyzed a preliminary March 1988
CPS fi Lle that contains the cover sheet questions
and finds 31.1 million uninsured (Moyer, 1989).
The differences between this 31.1 million and
the 32 million suggested here are relatively
small but deserve further scrutiny.

such individuals were reported as being
uninsured (since there was no adult pres-
ent in the household from whom they
could derive coverage), even though many
are probably foster children and likely are
covered by Medicad. There were 217,000
such individuals in the March 1982 survey,
240,000 in March 1984 and 265,000 in
March 1988.

Analysis of Uninsured Adolescents by Size
of Firm of Parent’s Employer

Finally, a note on methods used to
analyze the May/March merged data in
1983. The March 1988 survey gathers in-
formation on the number of workers in
the firm of each respondent in the labor
force, but this information, like the “cover
sheet” health insurance questions for 10-
to 14-year olds has not yet been released
on public use files. The only other CPS
source for such information is the May
1983 CPS which asked questions on firm
size. The Census Bureau has merged the
May 1983 data with March 1983 data to
form the so-called May/March merge; this
file is used to create tabulations of health
insurance coverage by firm size.



APPENDIX B.--CPS HEALTH INSURANCE QUESTIONS
MARCH 1980-MARCH 1987

NAME (Optional)
LINE NUMBER (/ram 184) Page 3 Pae 4 Page 5 *ae 6
14. INTERVIEWER CHECK ITEM Y& O Yes o Yes O Yes O
Who worked last year? [“YES" | 20A or 298] No O ] No C ‘ No . L] No O
:Cwll TAA—TAE for each person with “Yes™ in 74)
| 74A. Other than Saciel Security did the (any} employer or union Yes 8 (Ash 748) Yes g (Ask 748) Yes O (*;Sh 748) Y& o k(ASh 748}
| thet. .. worked for in 1966 heve 8 pansion Or other type of No } No %sm 24c No O ) oo
L retirement plan for any of its smployees? Jon‘t know O (Skip to 74<) Jdon't know O (Skip to 74C) Don'tknow O |{s~p’° 7<) Jon‘t know O’lﬂw fo 74C)
i 742, Wes . included in that plan? Y& O No O Y& O N o Ys O No O Yes 0 No o
B
# included in. group hesith ineurance plan Yes O (Ash 740) Yes ' (Ash 740) Yes O (Ask 740) Yes O (Ask 740)

the (any) fob ha/she heid during 19867

No O |{Go to T4A for next

No © }/Gom 4A for next

No O | (Go to T4A for mext

No O | (Go to 74A for next

o person with 'Yes” DK O parson with “Yes" DK | Peron with “Yes™ DK O | person with “Yes
U in_74 or skip to 73, in 74 or skip to 75) in 74 or skip o 75) in 74 or skip to 75)
@..Aumhwovmbnpvfur o |I, part, of none All ¢ All © Al All
i ‘of the cost of this hesith plan? Part O [ ] Part O Part (. ™ Pat
! Nom © None o None ~ None *
K than ..., who elee in this housshoid wes covered by Spouse only Spouse only Soouse only C Soouse only C
this group hesith ineursnce plen? Child(ren) only O Child(ren} only “ Child(ren) only C Chitd(ren) oaly )
1 Spouse and child{ren) T Spouse and child(ren} Spouse and child(ren) ~ Spouse and chitd(ren)
; self only o Seif only self only o self only ¢
+ {Go 10 74A for next person with “Yes" in 74 or o to 75) other o Other Other O other O
'
m.%nmmmwi\ﬁ provide medical care
—~0r heip pey medical bills.
During 1908 was anyone in this housshold covered by . .
.
BA (for the d&D& A and eiderly)?
Ye O 7 No 7 (Skipto 75C)
1 758, Who was thex? (Amyone ie?)
Yes O No © Yes T No Yes T No O Yes © No O
{ Yes O No O Yes No Yes No Yes No C
e T PRSP E -—.- e —e—m
TSE. CHAMPUS, VA, or military hesith care?
Y& O 5 u No (Skip m 76A) [ | | |
T TI76F. Who was thet? (Anyone o &)
. Yes O No C Yes O No Yes No (1 Yes C No ©
)
TOA. snyones in this housshold heve any (other) heaith insurance plen
any tieme during 19087
Do not inchude sccident or dissbility insurance.
No G (Go m Hem 77
on pege 1)
Yes O No O Yes 0O No ‘ Yes o No () Yes O No O
who eise in this housshold wes covered Spouse only O Spouse only = Spouse only U Spousonly o
Child(ren) onty o Child(ren) only Child(ren} only O Chiidren only o
Spouse and child(ren) O Spouse and child(ren) . Spouse and child(ren} O Spouse and child{ren) o
Selt only o n Self only . self only o Seif only o
(Go #0 76C for mext person with “-yin *in 766 or item 77 o0 page 1) Other o Other Other O L] Other O

58



APPENDIX C.--CPS HEALTH INSURANCE QUESTI ONS,

INTERVIEWER CHECK  ITEM
Only CPS865 for household

Fust CPS8650f cent,

(Fill all applicable
items on this  poge)
. (Tronscribe items
. ‘! (3, 6-9, 13)

from first CPS-665,

nuaton h'hid G

Second CPS-665 of continuation h'hid
Third, fourth, etc CPS-665

O. INTERVIEWER COOE
ABC DEFGHJKLM
O
o1l
@1

3 25067 ¢

-9 6 7T

*ORM CPS-865

t

CPS6365
INCOME SUPPLEMENY

Form Approved o M B No 0607-0354

U S DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

MARCH 1959

|. CONTROL NUMBER N\

13. TYPE INTERVIEW (CPS-865} ]

Personal

% (Filt 13A below)
'~ Teiephone

Type A Noninterview (Transcribe items!, 3, 6-10
on this page)

13A. DESCRIPTION OF LONGEST JOB (items 46A £)
IN THIS CP$-665

Yes No

|
17. INTERVIEWER CHECK ITEM
TENURE (from Control Card item 10)
Owned or being bought '
Rented
No cashrent §

2S. How MaNY housingunitsarein thrr structure?

1 5-9
2 10+
3 -

NI

79. INTERVIEWER CHECK ITEM

Some household members under age 15 fAsk 80)

Nohousehold members under age 15 (Skip to 82)

S
80. uring 1SS7, how many of tha children m  this household
under age 15 were coversd by Medicare or Medicaid?

All
“ Some, but not all - Mark number

1234561789

|
Z Nom
al JDuring 1957, how meny of the children uner age 15 M this
~ housshold wers coversd by e halth insurance plan
(Excluding Mediceid ond Medicare)?
SOAN.. .. {
1A,
7 Some, but not ail — Mark number \Mﬂ, ‘
V4
+
TE3%T L6 7S
D Noin (Skip to 82)
N
1A, meny of these children were coverad DY the health
A insurance plenof — not residing in this household?

o All
O Some, but not all -

Mark number

I1c34956 1=

T None

82. Interviewer Check Item
Some housshoid members 518 yesrsold  ©  (Ask 83)

No housshold members  5—18yeers old O (Skip to 84)

INTRODUCTION
(Optional}

We have ipst completed the auestions about employment
and unemployment. Each March, the Census Bureau aiso collects
informstion about the economic situation of Americans and their
families for the previous yesr.| am going to ask these questions
now. We don’t expect o || answers to be perfect, but please think
about each question e nd answer it the best you can

S3 During 1987, how many of the children in this
household usually ate acomplete hot lunch
Of fered at schoot?
[l
11S0me, but not all - Mark number
s +

T TAANG T -9

~ None

39. Am you PaYING lower rent because the Federal,
State, or local government 1s paying part

of the cost?
Yes

No

s4.interviewer Check ltem

Entry m Control cord item 29 h n
Under $30,000. NA or Ref “. Fill 85)
$30.0000r more End

Questions

70. Oid snyone in this household get food stamps

at #any  time during19877
Yes 1Ask 91)
No (Ship to 94)

865. interviewer Check Item

All orsomemerkedin 83 C (Ask S6)
Nonemarked m 83 or83 blank < fSkip to 87)

86. During 1SS7, how many of the children in this
housshold recsived free or reduced Price tunche
because they qualified tor the Federal School
Lunch Program?

2 Al
OSome, but notall - Mark fumber

+
I . 3a567.-9

O None

31 How many of the people now tiving here were
covered by food stamps during 19877

Al

L
. SEGMENT 8 SERIAL | IHOUSE
NO. NO. HOLD

PSU
- NO

NO.

a
e

R

Rt
ARNEONN

S4 The government has. energy asgistance
program which helps pay hesting mm.
Thit asmstance can be received directly
by the householid of It can be paid directly
to the slectric company, ges compeny
et fuel alder

since October 1, 1987, hat thishousshold
recaived assistance of this type fram the federat
State, or local government?

vet

(Ask 95}

No C (End questions)

B7. Interviewer Check Item
Qwned marked W 77 0 (Skip m 90) .

Rented or no cash
rentmarked m 77 O (Ask 88)

#2.Inhow many months Of 1SS7 ware food stamg
received?

[

Al a1

95. Altogether, how much energy sssistance
has bean received since October 1, 19877

- O

e O

[

(Neorest dollor) .

VO
foe O L
SR

SS. s this house M « public housing project that b,
13 1t owned by .« focal housing authority
or other public agency?
Yes 0 (Skip to 90)
No O (Ask 89)

03. Whet was the value of all the food stsmps
received during 1SS7?
{Add monthiy emounts to obtoin annuol figure)

R
SN |

(Ask 94/

CODER NUMSER

ABC DEFGHUJIKL M
(7 (-00000000

MARCH 1988

Wevwruvonmoo

B e-vwrPuvonnoon
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NAME (Optionei)
LINE NUMBER (irem 18.4) Page 3 Page 4 Page 5 Page 6
4TI are several government programs which provide medical care
pay medical bills.
During 1987 was anyone in this household coversd by:
14A. Medicare (for the disobled and eiderly)?
Yes u] NoeOfSkipto 74C)
- -
1 748. Who was thet? (Anyone else?) Yes No © Yes ™ No Yes No Yes D No C
14C. Mpdicaid (for the needy)?
Yes C NoO (sk@ ro ME)
| |
T A eI
i 4D. Who wat that? (Anyone efse?) Yes O No U Yes U No Yes No U Yes C No C
EE}AMPUS‘ VA, or military health care?
Yes O No U (Skip 1o 75A)
[T (R e e —— i —
:MF. Whom that? (Anyone sise?) Yes C No O Yes O No = Yes . No o Yes O No O
i
—_
T6A. than Medicare, Medicaid, or military heaith imsurance]
during 1457, wes anyone in this household covered by
8 heaith insurance plan?
Yes o No © (Skip to 76) ® n [ |
N
Wm was that?(Anyone etse?)
|
' Yes | No ) Yes U No Yes No Yes No O
1
| oo e
: ete 7SC— F for each person with g “Yes™in 758)
75C.45"..'s heaith imsurance coverage from .« plan in . . . “s Yes O (Ask 750) Yes 3 (Ask 750) Yes (Ash 750) Yes > (Ask 750)
h fown name? No O (Go tonext person No Z (Go to next person No (GO to next person No C (Goto mextperson
witha"“Yes” in 758 with a “Yes" in 758 witha “Yes “in758 With @ “Yes in 758
! or Skip 0 76) or Ship to 76) or Skipto 76) or sk@ to 76)
7SO0 Was this heatth insurance plan offered through s current
or former smployer or, union? N Yes » (Ask 75E) n Yes (Ask 75E) Yes . (Ask 75E) . Yes . (Ask 75€)

[‘I of the cost Of this plan?
I
'

No C (Skip to 75F}

No_ (Skipto 75F)

No O (Skip to 75F)

No .{Skipto 7SF)

Al
Part ©

None O

Al O
Part o
None =

All
Pact

000

None

All
Part

000

None

TSF.  t other persons were covered by this heaith
p Insurance pian? (Mark off thet apply}

. (Go to 75C for next person with “Yes™ in 758 or go to 76}

Spouse o
Child{ren) m household O
Chitd(ren} not m the household O

Spouse O
Child(ren) in household =
Child(ren) not in the household O

Spouse o
Child(ren) m household O
Childtren) not i the household O

Spouse ¢
Chudlren)in household O
Child{ren) not in the household C

X other o Other C Other o other o
: Noone o . No one C No one O a2 Noone o
[}

76. interviewer Check item
Who worked lest yeer? (Yes in 207 or 298) Yes C No © Yes O No C Ye C No O Yes © No O

| (Complete 764768 for each person with “Yes™ in 76)

1 76A. Other than Social Security did the (any) smployer Or union
: thet worked for in 1987 have a pension or other type
! of retirement plan for sny of ifs employees?

Was included in that plen?
(Go to 76A for next person with 'Yes™ in item 76
orSkip to item 77011 Poge 1)

Yes O (Ask 768)

No O (GO to next person
with “Yes" in 76 or
Skip 1077 0n pagei}

Yes O (Ask 766)

No O (GO o next person
with “'Yes"in 76 or
] Skip to 77 on page 1)

Yes O (Ask 768)

No C (GO o next person
with “Yes" in 76 or
skip to 77 on pege 1)

Yes © (Ask 768)
No O (GO the next person
witha"'Yes* in 76 or
n Skip to 77 on page 1}

Yes 0 No O

Yes o fa00

Yes o No o

SOURCE: U.S. Department of Commerce, Bureau of the Census, Form CPS665, March 1988.
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APPENDIX D.--BIVARIATE RELATIONSHIPS AMONG INSURANCE
STATUS AND SELECTED SOCIODEMOGRAPHIC
CHARACTERISTICS OF UNINSURED ADOLESCENTS

Appendix D analyzes the bivariate rela-
tionships between a number of demographic
and household factors and the likelihood of
an adolescent being without health coverage.
These include: parent’s insurance status,
poverty and family income, adolescents’
living arrangements, race and ethnicity,
parent’s marital status, parent’s education
region and residence, and parent’s work status
and other employment characteristics.

Many of these demographic and socio-
economic characteristics of adolescents are
intercorrelated, and most are correlated with
family income. When family income is con-
trolled, the strength of many of the rela-
tionships diminishes. Section 3 of this Back-
ground Paper assesses the relationships of
these demographic and social characteristics
with health insurance status independent of
family income.

Parent’s'Insurance Status

Virtually al adolescents who have private
health insurance are covered as a dependent
on a parent’s policy. Most adolescents (81
percent) live with an insured parent and al-
most al such parents insure their adolescent
dependent(s); only 3 percent of adolescents
living with an insured parent are uninsured
(see figure 1 in Executive Summary). To a
large extent, then, the problems of uninsured
adolescents are the problems of uninsured
parents. Twelve percent of all adolescents
live with uninsured parents and more than
three-quarters of those who do are also
uninsured. Almost two out of three un-
insured adolescents (64 percent) live with

1 Note that, throughout this paper, references to
the parent reflect the characteristics of the
household head unless only the spouse had
employment-based health coverage. The “household
head" is designated after a discussion between the
interviewer and the respondent following certain
rules (E. Welniak, personal communication, July 24,
1989) .

parents who are also uninsured (figure 1 in
Executive Summary).

Poverty and Family Income’

Family income is closely associated with
adolescent health insurance status. Adoles-
cents in poor or near-poor families'(i. e,
with family incomes below 150 percent of the
Federal poverty level) are much more likely
to be uninsured than others, approximately 29
to 32 percent are without public or private
coverage (table D-I). In contrast, less than 5
percent of adolescents in families at 300 per-
cent of poverty or above are uninsured. Note
also that while the poor and near-poor com-
prise less than 30 percent of the overall
adolescent population, they account for twice
the proportion (i.e., 60 percent) of all un-
insured adolescents.

Despite the strong relationship between
low family income and the likelihood of
being uninsured, it should be recognized that
for adolescents, as for adults, it is by no
means true that all the uninsured are poor.
While 41 percent of uninsured adolescents
live below the Federal poverty level, one-
third are between 100 and 199 percent of
poverty, and more than a quarter are at 200
percent of poverty or above.

Although similar proportions of those
below 50 percent of poverty and those be-
tween 100 and 149 percent of poverty are
without hedlth insurance (i.e.,, 31 and 29 per-

Q Poverty status is expressed in relation to the
official Federal poverty level. In 1987, the Fed-
eral poverty level was $9,056 for a family of
three. See appendix E for Federal poverty levels
from 1979 through 1988.

3wpoor" refers to those whose family incomes are
below the Federal poverty level; "near-poor" de-
scribes fami ly incomes between 100 and 149 percent
of the Federal poverty level; and very poor is
equal to or less than 50 percent of the Federal
poverty level.
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Table D-l ---HealthlnsuranceStatus of Adolescents, Age 10-18
by Selected Demographic and Household Characteristics, 1987

Selected demographic No health Insured: private and public
and household insurance Private Medicaid
characteristics Total coverage only only Other*
Parentis insurance status:,
not living with parents 100.0% 41.0% 37.9% 16.8% 4.4%
parent not insured 100.0 77.0 21.8 0.8 0.4
parent is insured 100.0 3.3 79.8 10.7 6.1

Family income as a
percentage of poverty:*

less than 50 percent 100.0 30.9 16.6 48.4 4.2
50 to 99 percent 100.0 32.2 23.6 38.1 6.1
100 to 149 percent 100.0 29.4 53.4 10.7 6.5
150 to 199 percent 100.0 21.5 69.2 3.1 6.2
200 to 299 percent 100.0 10.3 82.8 1.0 6.0
300 percent and above 100.0 4.6 90.7 0.2 4.6
Living arrangement:
living with both parents 100.0 10.7 80.3 3.2 5.8
living with father only 100.0 18.4 67.7 7.4 6.5
living with mother only 100.0 20.1 45.8 30.5 3.7
not living with parent’ 100.0 41.0 37.9 16.8 4.4
white, non-Hispanic 100.0 11.5 78.7 4.7 5.1
black: non-Hispanic 100.0 19.2 47.2 27.1 6.5
Hispanic 100.0 31.2 46.2 18.8 3.7
other 100.0 17.5 59.4 14.9 8.1
Region:'
Northeast 100.0 9.2 76.6 10.9 3.3
Midwest 100.0 9.3 76.1 1.1 3.6
South 100.0 19.7 64.7 8.8 6.7
West 100.0 18.6 65.4 9.4 6.7
Residence:
central city 100.0 17.5 58.2 19.2 5.0
other MSA® 100.0 12.4 77.7 5.1 4.7
nonMSA* 100.0 16.7 67.8 10.3 5.2
not identified 100.0 14.1 72.6 6.2 7.1
Sex:
‘male 100.0 14.3 70.6 9.9 5.3
female 100.0 15.5 69.4 9.9 5.3
Parent's work status:"
full-year, full-time 100.0 9.5 86.4 0.9 3.1
full-year, part-time 100.0 22.9 59.0 11.2 6.7
part-year 100.0 25.0 48.2 20.8 6.0
nonworker 100.0 18.2 13.2 51.9 16.7
Parent self-emloyed”
self-employed 100.0 25.8 66.6 3.1 4.5
not self-employed 100.0 11.2 81.2 3.8 3.8
nonworker 100.0 18.2 13.2 51.9 16.7
Size of parent's employer’
fewer than 25 emloyees 100.0 24.8 64.7 3.7 6.8
25 to W employees 100.0 17.0 72.3 1.8 8.9
100 to 499 employees 100.0 13.3 77.4 0.9 8.5
500 to 999 employees 100.0 12.5 78.6 1.9 7.0
1000 employees or more 100.0 9.8 81.2 0.6 8.4
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Table D-1.--Health Insurance Status of Adolescents, Age 10-18 by Selected
Demographic and Household Characteristics, 1987 (cont’d)

Selected demographic No health Insured: private and public
and household insurance Private Medicaid
characteristics Total coverage only only Other*

Industry of parentis emloyer"

public administration 100.0% 4.9% 84.1% 1.5% 9.5%
durable goods 100.0 8.1 87.2 1.8 2.9
mining 100.0 8.6 87.3 0.9 3.1
transportation 100.0 9.0 85.6 1.5 3.9
finance 100.0 10.6 86.2 1.1 2.2
professional services 100.0 10.8 82.4 4.0 2.9
nondurable goods 100.0 11.0 83.2 3.0 2.8
wholesale trade 100.0 11.3 83.2 2.7 2.8
entertainment 100.0 15.8 74.3 3.4 6.4
business services 100.0 19.5 66.7 8.7 5.1
nonworker/other 100.0 20.9 15.0 49.1 15.0
retail trade 100.0 21.1 66.6 8.1 4.1
construction 100.0 22.5 66.8 5.2 5.6
agriculture 100.0 29.4 62.0 4.4 4.3
personal services 100.0 30.5 52.8 14.1 2.6
Parentis education:'
less than 9 years 100.0 30.1 39.3 27.2 3.3
9 to 11 years 100.0 21.7 49.3 23.6 5.3
high school graduate 100.0 12.5 73.9 8.5 5.0
some college 100.0 10.5 77.6 4.6 7.3
college graduate 100.0 6.8 86.7 1.8 4.7
post graduate 100.0 3.9 90.6 0.5 5.1
Parent's marital status:h
married 100.0 10.9 79.8 3.4 5.8
widowed 100.0 29.2 51.3 14.0 5.5
divorced 100.0 18.9 57.9 19.0 4.2
separated 100.0 20.2 44.5 33.0 2.3
never married 100.0 15.3 24.6 56.7 3.3

3Characteristics are of household head unless only the spouse had employment-based health coverage.
Percentages may not total 100 percent due to rounding.
slncludes adolescents with CHAMPUS, Medicare, or any combination of public and private coverage.
Includes adolescents not living with their parents and married adolescents living with their parents.
®In 1987, the Federal poverty level was $9,056 for a family of three.
Northeast includes: Connecticut, Maine, Massachusetts, New Jersey, New York, Pennsylvania,
Rhode Island, and Vermont.
Midwest includes: Illinois, Indiana, lowa, Kansas, Michigan, Minnesota, Missouri, Nebraska,
North Dakota, Ohio, Swth Dakota, and Wisconsin.
South includes: Alabama, Arkansas, Delaware, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi,
North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia, and West Virginia.
West includes: Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, Nevada, New Mexico, Oregon,
g Utah, Washington, and Wyoming.
~MSA = Metropolitan Statistical Area.
Includes only ummarried adolescents living with their parents.
‘Full-year, full-time refers to workers who worked for at least 35 hours per week for at least 50 weeks.
Full-year, part-time refers to workers who were employed for at least 50 weeks and worked less than 35
hours in a typical week. Part-year workers worked or sought work during the year, but for less than so

. weeks during the vear. Nonworkers neither worked nor sought work during 1987.
Jpata are from-the 1983 Curfent population SUrvey. \ore current data are not available.

SOURCE:  Office of Technology Assessment, 1989, based on estimates from the March 1988 Current Popu-
lation Survey.
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cent respectively) the source of coverage dif-
fers markedly for these two groups. Those
under 50 percent of poverty who are insured
are most likely to be covered by Medicaid
while those between 100 to 149 percent of
poverty with coverage are more likely to be
enrolled in a private heath insurance plan.

Living Arrangement and Parent’s Marital
Status

Whether an adolescent has health cover-
age is also related to whom he or she lives
with and parent’s marital status. Half of all
uninsured adolescents live in two-parent
families (figure D-1 ), and those who live in
two-parent families are also more likely than
other adolescents to be insured (table D-I).
About 11 percent of adolescents in two-
parent families are without health coverage.
In contrast, about 20 percent of adolescents
who live with only one parent are uninsured.
Adolescents living with widowed, divorced,
Separated, or never married parents are more
likely to be uninsured than those living with
married parents, 29, 19, 20, and 15 percent,
respectively, do not have health insurance
(table D-l1). Those adolescents who do not
live with a least one of their parents, 6 per-
cent overal (figure D-2), are a greatest risk
for being uninsured; 41 percent are without
coverage (table D-1).

Race and Ethnicity

There are considerable differences in in-
surance status among white, black, and

4 The category “adolescents not living with their
parents" includes adolescents who live with “other
relatives" (i. e., grandchildren, nieces, nephews,
etc. ) or unrelated individuals, those living on
their own (or with their own spouse and/or chil-
dren), and married adolescents who reside with
their parent(s). Married adolescents are categor-
ized this way because the U.S. Census Bureau as-
sumes that most private health insurance plans ex-
clude them from their parent's policies. Of the 6.4
percent of adolescents ‘not living with their
Parents", approximately half live with “otherrela-
tives", 1.1 percent with unrelated individuals, and
the remainder are in other categories.

Hispanic adolescents.’More than 30 percent
of Hispanic adolescents, 19 percent of blacks,
and 12 percent of whites do not have headth
coverage (table D-1). Race and ethnicity are
also correlated with type of coverage; relative
to whites, insured black and Hispanic adoles-
cents are much more likely to be covered by
Medicaid than by a private health plan.

Parent’s Education

The likelihood of being insured increases
sharply as parent’s education increases. More
than one out of five adolescents whose
parents were not graduated from high school
are uninsured. In contrast, less than 7 per-
cent of adolescent dependents of college
graduates are without coverage (table D-I).

Region and Place of Residence

The proportion of adolescents without
health insurance varies across region. Almost
one out of five Southern and Western adoles-
cents are uninsured while less than one out of
ten Northeastern and Midwestern adolescents
are without coverage.

Note also that urban (i.e., central city)
and rural (i.e., non-metropolitan statistical
area) adolescents are more likely to be
uninsured than those who live in suburban
areas (table D-l).

Parent’s Work Status and Other Employment
Characteristics

Adolescents living with nonworkers,
part-year workers, or part-time workers are
more likely than adolescents living with full-
year, full-time workers to be uninsured (table
D-1). Nevertheless, approximately half of all
the uninsured adolescents who live with a
parent live with a full-year, full-time worker

5 The racial and ethnic distribution of adolescents
in 1987 is shown in figure D-3. Hispanic includes
both black and white adolescents of Hispanic
origin. "White"and"black" are non-Hispanic only.
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Figure D-1 ---Living Arrangements of Uninsured Adolescents Only

Living with
both rarents

50%

Living with father
4% only

18% Not living
with parent’

28% mother only

aincludes adolescents not living with their parents and marr ed adolescents living with
their parents.

SOURCE: office of Technology Assessment, 1989, based on esti mates from the March 1987
Current Population Survey.

Figure D-2--- Living Arrangements of All Adolescents, Insured and Uninsured

Living with father
ony

Living with » 6% t ot living
both parent 8 . w ith parent’
0 %

9ncludes adolescents not living with their parents and married adolescents livingwith
their parents.

SOURCE: Office of Technology Assessment, 1989, based on estimates from the March 1987
Current Population Survey.
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Figure D-3.-- Race/ethnicity of Adolescents, 1987

Hispanic

0
White, non-Hispanic 10%

71%

Blawck, non-Hispanic
15%

SOURCE:  Office of Technology Assessment, 1989, based on estimates from the March 1988
Current Population Survey.
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(figure D-4).°Further, most adolescents (70
percent) live with parents who have a sig-
nificant attachment to the labor force (i.e.,
full-year, full-time workers) (figure D-5).

More than one-quarter of adolescents
whose parents are self-employed are without
health coverage (table D-1 ). There are two
likely explanations. First, Federal tax treat-
ment of health insurance contributions favors
employees over the self-employed. While no
portion of an employer's health insurance
contribution is counted as taxable income for
the employee, the self-employed may only
deduct 25 percent of health insurance
premium expenses from taxable income. Sec-
ond, self-employed parents may not have ac-
cess to the group health market in which
health plans are typically less costly than
nongroup policies.

Adolescents' likelihood of being without
health coverage increases as the size of their
parent's employer decreases. Approximately

6 Full -year, full-time is defined as at least 35
hours per week for at least 50 weeks of the year.

one out of four adolescents whose parents
work for small businesses (i.e., fewer than 25
employees) are uninsured, while only 10 per-
cent of those whose parents work in a firm of
1,000 or more employees are uninsured (table
D-1).’Although adolescents with parents in
small firms are more likely than others to be
uninsured, lack of health insurance is not
confined to those whose parents work for
small businesses. Almost 40 percent of
uninsured adolescents have parents who work
in firms with 100 or more employees, and an
additional 12 percent have parents who work
in firms with 25 to 99 employees.

The industry of parent’s employers is
also related to health insurance status.
Coverage rates are lowest in personal services
and agriculture, and highest in public admin-
istration (i. e., government), durable goods
manufacturing, and mining (table D-1 ).

7 These data are drawn from the March 1983 CPS
which provides the most current CPS i nf ormat ion on
f i rm size. Al though the March 1988 CPS included
quest ions concerning f i rm size, these data are not
yet available.
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Figure D-4.--Parent’s Work Status of Uninsured Adolescents Only®

Full-year,
part-time

Full vyear,
full-time
51% Nonworker
17%
Part-year

agefers b the work status of the household head unless the spouse is providing insurance

to the adolescent.

Full-year, full-time refers to workers who worked for at least 35 hours per weeks for at least
50 weeks. Full-year, Part-time refers to workers who were employed for at least 50 weeks

and worked less than 35 hours in a typical week. Part-year workers worked or sought work
during the year, but for less than 50 weeks during the year. Nonworkers neither worked nor
sought work during 1987.

SOURCE: Office of Technology Assessment, 1989, based on estimates from the March 1988
Current Population Survey.

Figure D-5.--Parent’s Work Status of All Adolescents™

full-year,
full-time

70%

Part-year
6%
Full-year

10¢ bart-time

12% Nonworker

agefers I. the work status of the household head unless the spouse is providing insurance

to the adolescent.

bryl L-year full-timerefers to workers who worked for at least 35 hours per weeks for at (east
50 weeks. Full-year, part-time refers to workers who were employed for at teast 50 weeks

and worked less than 35 hours in a typical week. Part-year workers worked or sought work
during the year, but for less than 50 weeks during the year. Nonworkers neither worked nor
sought work during 1987.

SOURCE: Office of Technology Assessment, 1989, based on estimates from the March 1988
Current Population Survey.
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Federal Poverty Level for a Family of Three, 1979-1988

Year

Poverty level
for a family of three

SOURCE:

U.S. Department of Commerce,

Bureau of the Census, Poverty and Wealth Branch.

69



APPENDIX F.--ACKNOWLEDGMENTS AND OTA's ADOLESCENT

HEALTH ADVISORY PANEL

The authors would like to express their appreciation to the following people for providing
information and assistance. Special acknowledgments are due to Michael Grady and

Chuck Nelson.

Amy Bridges

Political Science Department

University of California,
San Diego

Deborah Chollet
Employee Benefits Research Institute

Judy Feder
Bipartisan Commission on Long Term Care
and the Uninsured

Beth Fuchs
Library of Congress
Congressional Research Service

Vince Hutchins
U.S. Department of Health and Human Services
Bureau of Maternal and Child Health

and Resources Development

Carole E. Kitte
Council of Economic Advisors

Peggy McManus
McManus Heath Policy, Inc.

Alan Monheit

U.S. Department of Health and Human Services

National Center for Health Services Research
and Health Care Technology Assessment

Gene Moyer
U.S. Department of Health and Human Services
Office of the Assistant Secretary for

Planning and Evaluation

70

Chuck Nelson
U.S. Department of Commerce
Bureau of the Census

Paul Newacheck

University of California, San Francisco

Institute for Health Policy Studies
School of Medicine

Michael O’ Grady
Library of Congress
Congressional Research Service

Richard Rimkunas
Library of Congress
Congressional Research Service

Jane Sisk
U.S. Congress
Office of Technology Assessment

Katharine Swartz
Urban Institute

Judith Wagner
U.S. Congress
Office of Technology Assessment

Ed Welniak
U.S. Department of Commerce
Bureau of the Census



Preliminary Analyses of Adolescent Health Insurance Insurance Status « 71

U S. Congress of the United States
O fice of Technol ogy Assessment

Felton Earls, MD., Chair
Departnent of Behavi oral
Harvard School

Boston, MA

Drew Al tman
Conmi ssi oner
New Jersey Dept. of
Trenton, NI

Human Services

Claire Brindis, Dr. P.H

Co-Director

Center for Population and
Reproductive Health Policy
Institute for Health Policy Studies
San Francisco, CA

Ann W Burgess, RN., D N SC
van Anerignen Professor of
Psychiatric Mental Health Nursing
University of Pennsylvania
School of Nursing
Phi | adel phia, PA

Del ores L. Delaney

Presi dent

Virginia PTA

Virginia Beach, VA

Abigail English, J.D

Director, Adolescent Health
Care Project

National Center for Youth Law

San Francisco, CA

Jewel l e Taylor G bbs, Ph.D

School of Social Wlfare

University of California

Berkel ey, CA

M chael Gaf, Ph.D

Director, Mental Health

Tanana Chiefs Conference, Inc.
Fai rbanks, AK

David E. Hayes-Bautista, Ph.D.
Prof essor, School of Medicine
Director, Chicano Studies

Research Center

University of California, Los Angeles
Los Angeles, CA

Karen Hein, MD.

Division of Adolescent Medicine
Departnent of Pediatrics

Al bert Einstein College of Medicine

Montefiore Medical Center

Bronx, NY

Sci ences
of Public Health

Advi sory Panel

M chael |. Cohen, MD., Vice Chair
Chai rman, Departnment of Pediatrics
Mont ef i ore Hospi tal
New York, NY
Charles E. Irwin, Jr., MD. Daniel Ofer, MD.
Division of Adolescent Medicine Director, Center for the
Departnent of Pediatrics Study of Adol escence
School of Medicine M chael Reese Hospital
University of California Medi cal  Center
San Francisco, CA Chicago, IL
Robert Johnson, MD. Leticia Paez, MP.A
Division of Adolescent Medicine Associate Director
Departnment of Pediatrics Area Health Education Center
New Jersey Medical School Texas Technical University
Newar k, NJ School of Medicine
El Paso, TX
Al an Kazdin, Ph.D.
Professor of Child Psychiatry Cheryl Perry, Ph.D.
and Psychol ogy Associate Professor
University of Pittsburgh Division of Epidem ol ogy
School of of Medicine School of Public Health
Research Director University of Mnnesota
Child Psychiatric Treatnment Service M nneapolis, M

Western Psychiatric Institute & Cdinic

Pittsburgh, PA
Teresa LaFronboise, Ph.D.
School of Education
Stanford University
Stanford, CA

Mary Nell Lehnhard

Vice President

Ofice of Government Relations

Blue Cross and Blue Shield Association
Washi ngton, DC

Barbara D. Matul a,
Director
State of North Carolina

MP. A

Departnment of Human Resources
Division of Medical Assistance
Ral ei gh, NC

Robert B. MIIman, MD.

Saul P. Steinberg Distinguished
Professor of Psychiatry
and Public Health

Anne C. Petersen, Ph.D.
Dean
Col | ege of Health and
Human Devel opnent
Pennsyl vania State University
104 Henderson Buil ding

University Park, PA

Lee Etta Powell
Superi ntendent of
Cncinnati, OH

School s

Roxanne Spillett

Director, Program Services
Boys Cubs of America

New York, NY

Myron  Thonpson

Trustee

Bernice Pauahi Bishop Estate
Honol ulu, HI

Director, Adolescent Devel opnent Program
Director, Alcohol & Substance Abuse Service
Cornel | University Medical College-

New York Hospital
New York, NY



REFERENCES

Chollet, D., Senior Research Associate, Employee Benefits Research Institute, Washington, DC,
personal communication, June 1989.

Enthoven, A., and Kronick, R., ‘A Consumer Choice Health Plan for the 1990s. Cost and
Budget Estimates and Supporting Detail,” research paper no. 1023, Graduate School of
Business, Stanford University, Nov. 14, 1988.

McNeil, J., Chief, Poverty and Wealth Statistics Branch, Bureau of the Census, U.S. Department
of Commerce, Washington, DC, “CPS and SIPP Estimates of Health Insurance Coverage
Status,"Memorandum for the Record, May 3, 1988.

Monheit, A. C., and Short, P. F., “Mandating Employer-Provided Health Insurance,” paper pre-
sented at the Annual Meeting of the American Public Health Association, Boston, MA,
Nov. 13-18, 1988.

Moyer, M. E., "A Revised Look at the Number of Uninsured Americans,” Health Affairs
8(2):102-1 10, 1989.

Newacheck, P. W., and McManus, M. A., “Adolescents With Special Health Care Needs:
Prevalence, Severity and Access to Health Services’ (in press, 1989).

Newacheck, P. W., and McManus, M. A., “Hedth Insurance Status of Adolescents in the United
States,” Pediatrics (in press, 1989).

Palmer, J. L., and Sawhill, 1.V, (eds.), The Reagan Record (Washington, DC: Urban Institute,
1984).

Phelps, C. E., “National Health Insurance by Regulation: Mandated Employee Benefits’, National
Health Insurance: What Now. What Later. What Never? M.V.Pauly (cd.) (Washington, DC:
American Enterprise Institute, 1980).

Short, P. F., Monheit, A., and Beauregard, K., “Uninsured Americans: A 1987 Profile,” paper
presented at the Annual Meeting of the American Public Health Association, Boston, MA,
Nov. 13-18, 1988.

Swartz, K., “Interpreting the Estimates from Four National Surveys of the Number of People

Without Hedth Insurance,” Journal of Economics and Social Measurement 14:233-256,
1986.

U.S. Congress, Library of Congress, Congressional Research Service, Health Insurance and the
Uninsured: Background Data and Analysis, prepared for the Subcommittee on Labor-
Management Relations and the Subcommittee on Labor Standards, Committee on Educa
tion and Labor, and the Subcommittee on Heath and the Environment, Committee on En-
ergy and Commerce, House of Representatives, U.S. Congress, and Special Committee on
Aging, Senate, U.S. Congress (Washington, DC: U.S. Government Printing Office, May
1988a).

72



Preliminary Analyses of Adolescent Health Insurance Status = 73

Us.

Us.

Us.

Us.

Us.

Us.

Congress, Library of Congress, Congressional Research Service, Insuring the U ninsured:
Options and Analysis, prepared for the Subcommittee on Labor-Management Relations
and the Subcommittee on Labor Standards, Committee on Education and Labor, and the
Subcommittee on Health and the Environment, Committee on Energy and Commerce,
House of Representatives, U.S. Congress, and Special Committee on Aging, Senate, U.S.
Congress (Washington, DC: U.S. Government Printing Office, October 1988 b).

Congress, Library of Congress, Congressional Research Service, Medicaid Source Book:
Background Data and Analysis, Report to the Subcommittee on Health and the Environ-
ment, Committee on Energy and Commerce, House of Representatives, U.S. Congress
(Washington, DC: U.S. Government Printing Office, November 1988c).

Department of Commerce, Bureau of the Census, “Current Population Survey Interviewer
Instructions, Section I,” p. 76, March 1987.

Department of Commerce, Bureau of the Census, Monev Income and Povertv Status in the
United States: 1987 (Advance Data from the March 1988 Current Population Survey),

Current Population Reports, series P-60, No. 161 (Washington, DC: U.S. Government
Printing Office, 1988).

Department of Health and Human Services, Health Care Financing Administration, Office
of the Actuary, Division of National Cost Estimates, “National Health Expenditures, 1986-
2000,” Hedth Care Financing Review 8(4):1 -36, 1987.

Department of Heath and Human Services, Public Health Service, Centers for Disease
Control, National Center for Health Statistics, “Heath Care Coverage by Age, Sex, Race,
and Family Income: United States, 1986” (by P. Ries), NCHS Advance Data, No. 139,
DHHS Pub. No. (PHS) 87-1250, Hyattsville, MD, Sept. 18, 1987.

Welniak, E., Survey Statistician, Bureau of the Census, U.S. Department of Commerce, Wash-

ington, DC, personal communication, July 24, 1989.

Wilensksy, G., “Filling the Gaps in Health Insurance,” Health Affairs 7(3):133-149, 1988.



	Front Matter
	Table of Contents
	Chapters
	1:EXECUTIVE SUMMARY
	2:INTRODUCTION AND CURRENT NUMBER OF UNINSURED ADOLESCENTS
	3:SOCIODEMOGRAPHIC CHARACTERISTICS OF UNINSURED ADOLESCENTS
	4:TRENDS IN ADOLESCENT HEALTH INSURANCE COVERAGE, 1979-1986
	5:POTENTIAL EFFECTS OF EMPLOYER MANDATES AND MEDICAID EXPANSIONS

	Appendixes
	A:CONSTRUCTING ESTIMATES OF THE NUMBER OF UNINSURED USING THE CURRENT POPULATION SURVEY: ADJUSTMENTS MADE AND INTERPRETATION...
	B:CPS HEALTH INSURANCE QUESTIONS MARCH 1980-MARCH 1987
	C:CPS HEALTH INSURANCE QUESTIONS, MARCH 1988
	D:BIVARIATE RELATIONSHIPS AMONG INSURANCE STATUS AND SELECTED SOCIODEMOGRAPHIC CHARACTERISTICS OF UNINSURED ADOLESCENTS
	E:FEDERAL POVERTY LEVEL FOR A FAMILY OF THREE, 1979-1988
	F:ACKNOWLEDGMENTS AND OTA’s ADOLESCENT HEALTH ADVISORY PANEL

	References

