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Objectives. This study examined the association between health insurance coverage,
medical care use, limitations in activities of daily living, and mortality among older Mex-
ican-origin individuals.

Methods. We analyzed longitudinal data from the Hispanic Established Populations
for Epidemiologic Study of the Elderly (H-EPESE).

Results. The uninsured tend to be younger, female, poor, and foreign born. They re-
port fewer health care visits, are less likely to have a usual source of care, and more
often receive care in Mexico. Conversely, those with private health insurance are eco-
nomically better off and use more health care services. Over time, the data reveal sub-
stantial changes in type of insurance coverage.

Conclusions. The data reveal serious vulnerabilities among older Mexican Americans
that result from a lack of private Medigap supplemental coverage. (Am J Public Health.
2002;92:1264–1271)
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in old age.11 Jobs that do not offer benefits to
working-age employees are unlikely to pro-
vide supplemental Medigap coverage in re-
tirement or to provide enough of a retirement
income to make purchasing private coverage
possible. Foreign birth and older age at migra-
tion only increase this risk. In addition to the
educational and occupational handicaps that
the foreign born face, individuals who mi-
grate later in life have less time to accumulate
assets that might provide economic security
and the ability to purchase supplemental
health insurance in retirement.12,13

Social Security has clearly improved the sit-
uation of the elderly relative to younger age
groups, but substantial racial and ethnic dis-
parities in income and assets among the el-
derly persist. Hispanics are disproportionately
represented among the poor in the United
States across the life cycle,14–16 and older His-
panics are far less likely than older non-
Hispanic Whites to have private pensions or
significant assets.3 Medicare has similarly re-
duced, but not eliminated, racial and ethnic
disparities in access to health care.17,18 The
relative health care disadvantage that Hispan-
ics face in earlier years persists into old age

and has potentially serious health conse-
quences. Medicare premiums and copay-
ments, as well as the portion of hospitaliza-
tion costs that must be paid by the patient
and the cost of uncovered services including
prescription drugs, can be substantial.19 If
such costs are too high, individuals may sim-
ply do without needed health care.

In this report, we examine health insurance
coverage and changes in health insurance
coverage among older Mexican Americans
and identify factors placing individuals at risk
of having no or insufficient health insurance
within this population. Because people with
private Medigap policies have more complete
health care coverage than people without it,
we were interested in identifying those factors
that distinguish older individuals with and
without supplemental private insurance. For
the impoverished elderly without such private
coverage, Medicaid represents the health care
safety net. We therefore examine the extent
of Medicare and Medicaid coverage among
older individuals of Mexican origin. A com-
mon assumption is that one’s income and in-
surance status is fairly well fixed at age 65.
By employing longitudinal data, we can exam-

In the United States, employer-sponsored
health insurance forms the basis of the health
care financing system for the majority of
working-age adults. For the middle class, pri-
vate insurance is carried over into retirement,
either as a direct retirement benefit or as a
purchase made possible by an adequate re-
tirement income. In contrast, for individuals
employed in the service sector or in other
low-productivity occupations that do not offer
retirement or health benefits, or do so only at
a cost that is prohibitive to the employee,
health coverage in old age is often inade-
quate.1 The same factors that influence one’s
tie to the labor force and one’s place in it,
then, also affect one’s health care coverage in
old age.2 These factors include Hispanic eth-
nicity, nativity, sex, and age at migration.3–6

At every age, a large fraction of Hispanics
have either no or only inadequate health care
coverage.5 The situation is particularly serious
for individuals of Mexican descent, and espe-
cially for the foreign born within this group,
who lag far behind non-Hispanics in health
insurance coverage.7–9

For Hispanics, migration remains a signifi-
cant component of population growth, and for
many immigrants, especially those who come
to the United States in mature or late adult-
hood with little formal education, employ-
ment is often restricted to those sectors and
occupations that do not offer retirement or
health care coverage packages. Even within
broad occupational groupings, Hispanics are
less likely to have health insurance coverage
than are non-Hispanics. In the construction
industry, for example, 64% of non-Hispanics
hold jobs that offer health insurance, com-
pared with only 46% of Hispanics.10 These
working-age disadvantages place an individ-
ual at risk of inadequate health care coverage
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ine that assumption as well as changes in the
nature and amount of coverage during the
latter phases of the life course. Although
some health insurance transitions such as ac-
quiring Medicaid as the result of poor health
and impoverishment, are predictable, others
are not.

METHODS

Data
We analyzed longitudinal data from the

Hispanic Established Populations for Epidemi-
ologic Study of the Elderly (H-EPESE), a
large probability sample of Mexican Ameri-
can elderly who reside in Texas, California,
New Mexico, Arizona, and Colorado. The
original survey consisted of a sample of 3050
individuals aged 65 and older interviewed in
1993 and 1994 (time 1). Information from a
knowledgeable proxy was obtained for indi-
viduals who were unable to complete the en-
tire interview themselves because of infirmity
or cognitive incapacity. The original panel
was recontacted in 1995 to 1996 (time 2)
and again in 1998 to 1999 (time 3). Al-
though the modal age category was 65 to 74
years, almost 7.1% of the sample was older
than 85. Nearly half of the sample was for-
eign born and more than half had household
incomes below the poverty level. Only 11.8%
had household incomes twice that level.
Forty-eight percent were unmarried and liv-
ing with others.

By the second interview, 224 of the origi-
nal 3050 respondents had died and 109 re-
fused to be reinterviewed; 278 others either
could not be located or had moved to Mex-
ico, where they could not be contacted. From
baseline to time 3, there had been 628
deaths. Comparisons of those lost to follow-
up at time 2 and those recontacted revealed
no major differences according to sex, living
arrangements, income, or nativity at time 1.
On the other hand, those who were lost to
follow-up were older than those who were
recontacted. By time 3, a larger fraction of
the sample had died, entered a nursing
home, or been lost to follow-up. A compari-
son of baseline characteristics indicates that
those lost to follow-up by time 3 were older
and were more likely to have been living
alone and to have had the lowest incomes at

time 1. The 2 groups did not differ by sex or
nativity.

Variables
In the following analyses, our focus was

primarily on the type of health insurance indi-
viduals reported that they had. Our insurance
classification consisted of the following: (1)
Medicare only, (2) Medicaid, (3) private sup-
plemental coverage, and (4) no insurance of
any form. By definition, those individuals who
received Medicaid and those who had private
policies also qualified for Medicare. We also
assumed that anyone who reported receiving
any Social Security or Supplemental Security
Income (SSI) also qualified for Medicare, even
if they reported not receiving it. Information
on health insurance was collected at baseline
and again at time 2. No information on health
insurance was collected at time 3, so our
analysis of stability and change in health in-
surance coverage was confined to the first 2
waves of data. We used the third only to ex-
amine potential mortality consequences of
transitions between the first 2 periods.

We examined certain health outcomes at
time 2 as well. These included subjective as-
sessments of health (excellent/good/fair/
poor), problems with at least 1 of 6 activities
of daily living (ADLs), and problems with at
least 1 of 7 instrumental activities of daily liv-
ing (I-ADLs). The ADL items included limita-
tions in walking across a small room, bathing,
personal grooming and dressing, feeding one-
self, getting from a bed to a chair, and using
the toilet. The I-ADL items included inability
to use the telephone, drive a car, travel alone
on buses or taxis, prepare meals, shop for gro-
ceries, do light housework, take medicine,
and handle money. We also examined certain
illness behavior items, including use of pre-
scription drugs, having seen a doctor in the
past year, having a usual source of care, hav-
ing been hospitalized in the past year, and
ever having received care in Mexico.

Several demographic characteristics that
potentially influence health and health insur-
ance coverage were used descriptively in the
multivariate analyses. Age was coded as (1)
65 to 74 years, (2) 75 to 84 years, and (3)
85 years and older. Marital status/living
arrangements was coded as (1) married, liv-
ing with spouse only; (2) living alone; and (3)

unmarried, living with others. Nativity and
age at immigration were combined and coded
as (1) native born, (2) immigrated between
ages 1 and 19, (3) immigrated between ages
20 and 49, and (4) immigrated at age 50 or
older. Annual household income was coded
as (1) under $5000, (2) $5000 to $9999, (3)
$10000 to $14999, and (4) $15000 or
more. Usual occupation before retirement was
based on 1990 US Census Bureau occupa-
tional codes, which were combined into (1)
managerial, professional, and specialty (white-
collar); (2) manufacturing, production, craft,
and repair (blue-collar); (3) service; (4) farm-
ing, forestry, and fishing; and (5) unemployed
(including housewife).

RESULTS

Table 1 presents changes in health care
coverage over the 2-year period between the
baseline survey and the 1995/96 follow-up
(time 2). Although we present all possible
transitions for completeness, we focus only on
those changes that are most significant from a
policy perspective. Of those individuals who
reported that they had only Medicare at time
1, more than 27% were receiving Medicaid
by time 2. Nearly 18% had purchased private
Medigap coverage, 7% had died, and 5% had
entered a nursing home. These transitions are
consistent with declining health and the sub-
sequent increasing need for supplemental in-
surance. For older individuals with adequate
income, private coverage is a possibility. For
those without sufficient income, Medicaid is
the only alternative.

Of those respondents with private coverage
at time 1, 12% had only Medicare by time 2
and 5% were receiving Medicaid. Maintaining
private coverage can be expensive on a fixed
income. Many of those who had private cov-
erage at time 1 were clearly quite ill, given
that 7% had died and 8% had entered a
nursing home by time 2. A total of 135 re-
spondents, or nearly 7% of the original sam-
ple, reported that they had no insurance at
time 1.

By the 1995/96 follow-up, only 59 indi-
viduals reported that they had no insurance.
Of the remaining 76, 37 (27%) had been lost
to follow-up, 7 (5.5%) had died, 7 were re-
ceiving Medicare, and 23 (16.7%) were re-
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TABLE 1—Changes in Health Insurance Coverage Among Older Mexican Americans, 1993/94 
to 1995/96: Hispanic Established Populations for Epidemiologic Study of the Elderly

1995/96, %

Type of Health Insurance, 1993/94 Medicare Medicaid Private None Don’t Know Dead Refused Lost to Follow-Up Weighted Marginals

Medicare 29.7 27.4 17.9 1.4 5.1 7.3 4.6 6.7 40.7 (1267)

Medicaid 21.4 45.7 5.5 0.5 4.5 8.0 3.4 11.0 33.0 (1069)

Private 12.3 5.2 59.0 0.1 1.9 7.0 8.0 6.7 19.4 (572)

None 5.6 16.7 3.9 33.5 4.5 5.5 3.2 27.2 6.8 (135)

Don’t know 11.2 29.9 13.8 0.0 8.7 12.7 12.8 10.9 0.2 (7)

Weighted marginals 24.7 (749) 28.5 (1007) 21.6 (616) 2.9 (59) 0.3 (8) 7.5 (224) 5.0 (109) 9.6 (278) 100.0 (3050)

Note. Percentages are weighted. Unweighted numbers are given in parentheses.

ceiving Medicaid. Five (3.9%) reported that
they had private coverage.

Even in this economically disadvantaged
sample, therefore, changes in income
amounts and sources potentially affect Medic-
aid eligibility. Of course, given that Medicaid
is associated with the use of medical services,
some portion of the decrease in Medicaid
coverage reflects improvements in health or
the cessation of a medical care episode. Ancil-
lary analyses (not shown) reveal that global
ratings of general health improved between
time 1 and time 2. More than 39% of the
survivors reported excellent or good health at
time 2, compared with 31% at time 1.

Table 2 presents demographic and health
information for these same 6 insurance tran-
sition groups. It shows that respondents who
reported no insurance at either interview (col-
umn 3) tended to be much poorer, to be
more likely to have been unemployed
throughout life, and to have come to the
United States later in life than those in the
other groups. By contrast, they tended to
have somewhat better general health, fewer
ADL or I-ADL limitations, and lower mortal-
ity by time 3.

Respondents who lost their Medicaid cov-
erage (column 1), as well as those who main-
tained Medicaid (column 4), tended to have
low incomes. Those who maintained Medic-
aid tended to be older, and both groups, like
those who reported no insurance at either in-
terview, tended to be female. In terms of
health, both those who lost Medicaid and
those who were covered by Medicaid at both
interviews were more likely than those in the
other groups to have fair or poor global

healthand to have ADL and I-ADL limita-
tions, and they had the highest mortality
rates of all transition groups by time 3. One
receives Medicaid only when one is ill
enough to need it, and one receives it only as
long as one is ill. For many individuals who
enter a nursing home, Medicaid receipt is
permanent; for others, it is not. Older individ-
uals who need Medicaid at any time, how-
ever, even if they subsequently lose it, are
clearly in poorer health than those who do
not use it.

Respondents who acquired private insur-
ance between time 1 and time 2 and those
who had it at both interviews were far less
likely to be female than those in the other
groups, and they were far more likely to be in
the highest income category, to have been
blue-collar workers, and to be native born.
Those with private insurance at both inter-
views were less likely than those in other
groups to be farm workers. In terms of health,
they were more likely than those with Medic-
aid to be in excellent or good health, less
likely to have ADL or I-ADL limitations, and
less likely to have died by time 3.

It is clear from these data that those indi-
viduals who reported no insurance were
more recent immigrants who came later in
their lives and were consequently poorer,
more likely to be female, and more likely to
have been unemployed or housewives
throughout life. Such a combination of vul-
nerabilities can place one at a further disad-
vantage. Unemployed and unmarried His-
panic females, for example, are at the highest
risk of having no insurance.1,4,20 Those with
any private insurance, by contrast, are more

likely to have been native born, to have
higher incomes, and to have been employed
in blue-collar occupations and less likely to
have been farm workers.

Table 3 presents information on the health
care use at time 2 of those who changed cov-
erage or maintained the same coverage be-
tween time 1 and time 2. The first column re-
fers to those who lost Medicaid, the second to
those who enrolled in a private plan, and the
third to those who reported no insurance at
either time 1 or time 2. The final 3 columns
refer to those whose coverage was the same
at both interviews. The table reveals a clear
health care disadvantage for those who at any
point reported no insurance (column 3).
These individuals were less likely to have
seen a doctor in the previous year, less likely
to have had a regular source of care or to
have taken prescription drugs, and less likely
to have been hospitalized than those in any
other group. They were also more likely to
have received care in Mexico. Among the
other groups, those who had Medicaid at time
1 but not at time 2 (column 1), those who en-
rolled in a private plan (column 2), and those
who had Medicaid at both times (column 4)
were more likely than others to have had a
large number of doctor’s visits. Those who
had Medicare only (column 5) and those with
continuous private coverage (column 6) had
slightly fewer physician visits. All groups were
similar in other health care characteristics,
with the exception that those who lost Medic-
aid (column 1) were somewhat more likely to
take a prescription drug, and those with any
private coverage (columns 2 and 6) were far
less likely to have reported that they had re-
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TABLE 2—Demographic and Health Profiles of Health Insurance Transition Types, 1993/94 
to 1998/99: Hispanic Established Populations for Epidemiologic Study of the Elderly

Changes (%) in Health Insurance Coverage, T2

Enrolled in No Insurance, Medicaid, Medicare, Private,
Independent Variable, T2 Lost Medicaid Private Plan T1 or T2 Both T1 and T2 Both T1 and T2 Both T1 and T2

Hospital use 22.9 21.7 13.6 25.1 19.1 21.2

Demographic characteristics

Age, y

65–74 65.8 65.0 71.7 62.6 67.7 69.0

75–84 28.6 33.2 21.8 29.7 25.0 28.8

≥ 85 5.7 1.8 6.6 7.7 7.2 2.2

Female 61.0 50.4 61.0 64.6 54.4 49.7

Household income, $

0–4999 16.5 19.0 40.3 24.3 20.6 16.0

5000–9999 45.2 20.8 25.0 44.2 38.5 16.4

10 000–14 999 19.2 32.1 17.9 20.5 22.4 28.3

15 000 or more 19.2 28.2 16.9 11.1 18.6 39.4

Not reported 5.4 11.9 27.9 9.5 8.0 11.2

Primary occupation

White-collar 7.0 9.4 6.7 4.6 7.0 18.4

Service 20.4 12.8 10.9 16.8 17.0 17.7

Farmer 24.2 21.3 13.4 26.2 24.9 11.6

Blue-collar 23.6 34.9 26.8 21.6 30.5 35.0

Unemployed 24.9 21.6 42.2 30.7 20.6 17.4

Migrationa

Native of US 47.8 58.3 20.4 48.1 51.2 72.9

Early 13.1 13.1 6.3 12.3 10.2 9.2

Midlife 31.4 20.6 48.8 26.7 30.1 14.6

Old age 7.7 6.4 20.4 13.0 8.5 3.4

Health and mortality

Global health

Excellent 11.7 14.4 18.2 8.0 13.9 14.6

Good 27.5 32.9 31.9 27.6 28.2 32.7

Fair 46.3 39.1 37.8 41.2 42.9 39.9

Poor 14.6 13.6 12.1 23.1 14.9 12.7

ADL limitation 14.2 13.2 9.7 18.8 14.1 10.1

I-ADL limitation 58.0 48.8 44.0 60.5 54.5 44.5

Death rate, T3 15.8 13.1 12.5 17.7 13.6 15.2

Unweighted (235) (227) (117) (1276) (749) (771)

Note. T1 = 1993/94; T2 = 1994/95; T3 = 1998/99; ADL = activity of daily living; I-ADL = instrumental activity of daily living.
aImmigration strata are ages 1 to 19 (early), 20 to 49 (midlife), and 50 or older (old age).

ceived care in Mexico at time 1. These data
make it clear that individuals who reported
no insurance at either interview were highly
disadvantaged in terms of health care cover-
age and use. By contrast, those who either
maintained or gained private coverage were
not noticeably different from those with
Medicare only.

Table 4 presents the results of multinomial
logistic regressions examining the multivariate
predictors of the 2 insurance categories into
which most respondents fell at time 2: receiv-
ing Medicaid and having private health insur-
ance. The comparison category is composed
of those having Medicare only. There were
too few individuals who reported no insur-

ance or who entered a nursing home for us to
analyze those outcomes, so those individuals
are not included in this analysis. We present
3 models. The first controls for baseline cov-
erage, age, sex, living arrangements, and
household income. The second introduces
usual occupation and the third, the age of mi-
gration for those who were not native born,
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TABLE 3—Health Service Use Patterns by Health Insurance Transitions, 1993/94 to 1995/96: 
Hispanic Established Populations for Epidemiologic Study of the Elderly

Changes (%) in Health Insurance Coverage, T2

Enrolled in No Insurance, Medicaid, Medicare, Private,
Independent Variable Lost Medicaid Private Plan T1 or T2 Both T1 and T2 Both T1 and T2 Both T1 and T2

Hospital use 22.9 21.7 13.6 25.1 19.1 21.2

No. of doctor visits

0 11.8 9.3 46.6 13.1 18.0 17.3

1–2 17.2 17.8 20.3 14.9 21.3 23.8

≥ 3 70.9 72.9 33.1 72.0 60.8 59.0

No usual source of care, T1 7.1 4.3 21.9 4.1 6.5 3.6

Takes no prescription drugs 24.8 29.3 65.1 32.0 34.7 30.4

Obtained care in Mexico 3.9 2.9 7.0 4.3 6.2 2.1

Unweighted (235) (227) (155) (1276) (749) (771)

Note. T1 = 1993/94; T2 = 1994/95.

to determine whether these 2 variables affect
the associations. We control for baseline in-
surance coverage to isolate the net effects of
the independent variables on transitions into
Medicaid or private coverage. The coefficients
in the models thus reflect the increased or de-
creased probability associated with each inde-
pendent variable of having Medicaid or pri-
vate insurance rather than Medicare only at
time 2.

In Model 1, receiving Medicaid or having
private coverage at time 1 is, not surprisingly,
associated with a greatly increased probability
of having the same kind of coverage at time 2
as opposed to having only Medicare. Ad-
vanced age reduces the probability of pur-
chasing private coverage (odds ratio [OR]=
0.66), but it has no net effect on Medicaid.
Living with someone other than a spouse is
associated with increased Medicaid use (OR=
1.32) but a lower probability of having pri-
vate coverage (OR=0.80). Living with others
is consistent with greater dependency, a tradi-
tional family orientation, low personal in-
come, and poor health. Individuals with these
characteristics are unlikely to have private
coverage. Household income has a large net
effect on insurance transitions. Having an an-
nual household income of less than $15000
increases the likelihood of receiving Medicaid,
and having an extremely low household in-
come (less than $10000) reduces the chances
of having private insurance coverage at the
follow-up.

Model 2 introduces usual occupation. Hav-
ing spent one’s life in farm work decreases
the probability of gaining private coverage
(OR=0.76). Not having worked or having
been a housewife is associated with a greater
probability of moving on to Medicaid (OR=
1.31). These associations clearly demonstrate
the later-life health insurance disadvantage of
farm work.

In Model 3, we introduce nativity and age
at migration. Native-born individuals are the
reference, so the model contrasts those who
came at different ages with those who were
born in the United States. We examine the
effect of age at migration because of clear ev-
idence that individuals who immigrate later
in life have a more difficult time adjusting
both culturally and economically and remain
more dependent on their families. The intro-
duction of age at migration has no effect on
the associations revealed in Model 2. Model
3, however, reveals a significant negative ef-
fect of very late immigration on the probabil-
ity of receiving Medicaid (OR=0.79). To re-
ceive Medicaid, one must provide proof of
citizenship, whereas such proof is not neces-
sary for Medicare. States impose strict re-
quirements on qualification for Medicaid in
addition to the income test. Late-life immi-
grants, therefore, may not qualify for Medic-
aid because of their short residence or their
citizenship status.

Model 3 also reveals a strong negative as-
sociation between midlife immigration and

acquiring private supplemental coverage
(OR=0.70). Midlife migration reduces the
likelihood of acquiring private insurance at
time 2 (OR=0.79). The effect is direct and
suggests that, independent of occupational
category, immigrating in mature adulthood in-
creases the likelihood of employment in jobs
that do not provide private health insurance
coverage. Adult immigrants who find employ-
ment in farm or blue-collar work, therefore,
face a cumulative disadvantage in terms of
private supplemental health coverage. We
also controlled for Spanish interview, an indi-
cator of degree of acculturation. Doing so did
not change the age-at-migration effect, al-
though it did eliminate the effect of farming
on Medicaid coverage at time 2. Additional
control for home ownership, an indicator of
personal assets, likewise did not modify the
impact of migration on type of health cover-
age. As expected, individuals who owned a
home were both less likely to receive Medic-
aid and more likely to purchase private insur-
ance by time 2.

DISCUSSION

Although Medicare has clearly succeeded
in providing health care coverage to the ma-
jority of elderly Americans, substantial differ-
ences, largely associated with previous em-
ployment and income, result in very different
levels of coverage. Given the historical role of
race and ethnicity in our system of occupa-
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TABLE 4—Multinomial Regressions of Changes in Health Insurance and Covariates (n=2323): 
Hispanic Established Populations for Epidemiologic Study of the Elderly

Time 2 (1995/96)

Model 1 Model 2 Model 3

Independent Variable, Time 1 (1993/94)a Medicaid Private Medicaid Private Medicaid Private

Insurance

Medicaid 0.63*** –0.65*** 0.60*** –0.63*** 0.60*** –0.64***

Private (Medicare only) –0.36*** 1.10*** –0.34*** 1.07*** –0.34*** 1.04***

Age, y

75–84 –0.02 0.03 –0.03 0.04 –0.05 0.02

≥ 85 (65–74) 0.05 –0.37 0.05 –0.38* 0.04 –0.41*

Female 0.16** 0.01 0.07 –0.04 0.08 –0.04

Living arrangements

Alone 0.09 –0.17 0.11 –0.17 0.12 –0.18

Coresidence (couple only) 0.29*** –0.23** 0.29*** –0.22** 0.28*** –0.23**

Household income, $

0–4999 0.43** –0.70*** 0.37*** –0.66*** 0.37*** –0.65***

5000–9999 0.42*** –0.55*** 0.41*** –0.51*** 0.43*** –0.51***

10 000–14 999 0.27** –0.14 0.25* –0.11 0.25* –0.12

Missing ($10 000 or higher) 0.34** –0.13 0.30* –0.10 0.29* 0.08

Primary occupation

Service 0.04 –0.21 0.05 –0.19

Farmer 0.22 –0.31* 0.23 –0.28*

Blue-collar –0.06 –0.19 –0.04 –0.17

Unemployed (white-collar) 0.27* –0.09 0.27* –0.06

Age at migrationb

Early –0.02 0.04

Midlife –0.09 –0.24**

Old age (native born) –0.24* 0.09

Note. Proportion in category 1 for Medicaid at time 2 = 0.425. Proportion in category 1 for private plan at time 2 = 0.265.
aComparison category is given in parentheses.
bImmigration strata are ages 1 to 19 (early), 20 to 49 (midlife), and 50 or older (old age).
*P ≤ .05; **P ≤ .01; ***P ≤ .001.

tional stratification, a disproportionate num-
ber of those with the lowest levels of cover-
age are minority Americans. Historically,
Mexican Americans have been the most seri-
ously underinsured members of our society at
all ages.8 Our data reveal, however, that even
among older Americans of Mexican origin,
complete lack of insurance is relatively rare,
and those who report not having any cover-
age are a very different population in all re-
spects. Nevertheless, these findings must be
qualified, given that some respondents are no
doubt reporting incorrectly and perhaps not
realizing that they qualify for Medicare.

Nonetheless, the possible existence of even
a small number of older individuals who

might fall through the health care safety net
completely is cause for concern. Our data
suggest that those older individuals who re-
port that they have no insurance are the most
economically disadvantaged and have the
least medical care contact. Yet they are in rel-
atively good health and have lower mortality
than those with coverage. The fact that these
individuals are more likely to have received
care in Mexico suggests both closer ties to
that country and the need to find less expen-
sive alternatives than those available in the
United States. Although we do not have infor-
mation on citizenship status, it seems proba-
ble that noncitizens are less likely to use the
full range of health care services in the United

States and to return to Mexico for routine
care if they are able to do so. Current debates
over the possibility of regularizing the situa-
tions of illegal immigrants have potentially im-
portant implications for the health care cover-
age of this segment of the population.21

Mexican Americans have less complete
health care coverage than do non-Hispanics
throughout life; however, as is the case for
other groups, those with private health insur-
ance tend to be better off materially and to
use more medical services. They have higher
household incomes, are less likely to have
been farm workers, and are far more likely to
be native born compared with those without
private coverage. A comprehensive old-age
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safety net clearly requires private supplemen-
tal insurance as well as a private pension. The
greater reliance among older Mexican Ameri-
cans on Medicare alone means that they may
not receive the full range of needed services.
The premiums, the cost sharing for hospital-
izations, and the costs of excluded services
that one must pay out of pocket if one does
not have private insurance and does not qual-
ify for Medicaid may cause some individuals
with serious health problems to do without
needed services.19

High income and private insurance are
clearly more common among the middle class
than among the lower classes. In our study,
among those with health care coverage, farm
workers were more likely than those who had
spent their lives in other occupations to have
only Medicare. They were also more likely to
report no insurance at all. Farm work, in
which a disproportionate number of older in-
dividuals of Mexican origin have spent their
lives, provides one with very few assets and
little income during the retirement years. Ad-
dressing the health care needs of agricultural
workers presents formidable health care pol-
icy challenges.

Many older Mexican Americans were born
in Mexico and came to the United States in
adulthood. In our sample, those who came to
the United States in middle age or late in life
rely more heavily on Medicare only than do
the native born. They are also more likely to
report that they have no insurance at all.
Many of these individuals were agricultural
laborers, so their situation reflects that of
farm workers generally. Compounding the
challenges of providing adequate health care
to older Mexican Americans are issues related
to acculturation and the limited opportunities
for accumulating assets faced by those who
arrive in this country in mature adulthood.13

These results clearly show that although
our current system of financing health care
for the elderly is far more equitable than a
system relying solely on private or employ-
ment-based coverage, important differences in
the extent of coverage remain. It may be un-
realistic to imagine that we could develop a
system in which everyone would receive all
of the services available to the most affluent
retirees. On the other hand, it is imperative to
ensure that our universal system of care for

the elderly does not leave those at the bottom
with serious deficiencies in coverage, espe-
cially if those deficiencies fall most heavily on
certain disadvantaged groups, such as older
Mexican Americans.22 Americans today, in-
cluding minority Americans, enjoy the longest
and healthiest lives in human history. Many of
the recent improvements in longevity and
health are the result of improvements in the
control of chronic debilitating diseases. The
control of diabetes, high blood pressure, and
other chronic conditions depends on the
availability of effective and often extremely
expensive drugs. The fact that Medicare does
not cover prescription medications is a matter
of ongoing concern, and it is likely that we
will see some extension of coverage in the
near future.19

Mechanisms for improving coverage and
for reducing the financial burden on low-
income older persons would be of particular
use to the Hispanic and minority elderly. Leg-
islation to achieve this goal has been passed
and could conceivably be expanded. For ex-
ample, increased enrollment of low-income
Medicare beneficiaries in Qualified Medicare
Beneficiary (QMB) and Specified Low-Income
Medicare Beneficiary (SLMB) programs (Med-
icaid program amendments in the Medicare
Catastrophic Coverage Act of 1988) could
ease the serious burdens of Medicare’s cost-
sharing requirements and premium
liabilities.23

Whatever plan is adopted, however, must
be designed so that it does not inadvertently
leave the most vulnerable citizens without ad-
equate coverage.24 For those with low in-
comes and no private supplemental insur-
ance, what may seem like moderate
individual contributions to the middle class
may simply be more than an individual or a
couple can afford.
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