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Insurance Disruption due to Spousal
Medicare Transitions: Implications for
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Age 65
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Objective. To assess whether a husband’s Medicare transition leads to insurance dis-
ruptions for his wife that impact her perceived access to care, health care utilization,
or health status.
Data Sources/Study Setting. Respondents were married women under age 65 from
the 2003–2005 round of the Wisconsin Longitudinal Study (N 5 655).
Study Design. Instrumental variable (IV) linear and IV-probit analyses provided
unbiased estimates of the effect of an insurance disruption on study outcomes. The
instrument was the husband’s age: (1) women with husbands who transitioned to
Medicare within the previous year (age 65–66); (2) women with husbands who did not
transition (60oageo65).
Data Collection/Extraction Methods. Respondents were surveyed via telephone
and mail.
Principal Findings. After adjustment, women who experienced an insurance dis-
ruption due to their husband’s Medicare transition had a greater probability of expe-
riencing a change in usual clinic/provider (71 percent), delaying filling or taking fewer
medications than prescribed because of cost (75 percent), going to the emergency room
(52 percent), and had lower average mental health scores than women who did not
experience an insurance disruption.
Conclusions. Despite consistent insurance coverage, the insurance disruption that
accompanies a spouse’s Medicare transition has adverse access and health care utili-
zation consequences for women.
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Health insurance plays a critical role in health care use among near-elderly
adults (ages 55–64). People approaching the age of Medicare eligibility are
more likely to experience illnesses requiring medical care (Brennan 2000;
Holahan 2004; McWilliams et al. 2004) and face increased medical expen-
ditures relative to people in younger cohorts (Holahan 2004). Although prior
research has shown that the near-elderly are less likely than younger cohorts to
be uninsured (Morrisey and Jensen 2001; Holahan 2004), more than one in
five near-elderly adults change their insurance in a given year (Sloan and
Conover 1998). These insurance disruptions strike this population at a vul-
nerable time; the near-elderly represent the oldest age group without universal
health care coverage and have a high likelihood of poorer health and mor-
bidity ( Jensen 1992; Sloan and Conover 1998; Brennan 2000).

There is reason to believe that the consequences associated with insur-
ance disruptions may disproportionately burden near-elderly women. Over
one-third of women in this age range are listed as a dependent on their hus-
bands’ employer-sponsored health insurance policies (Short 1998; McCor-
mack et al. 2002). This is critical given that fewer employers are offering retiree
health benefits (Morrisey and Jensen 2001; Iglehart 2002; McCormack et al.
2002), and fewer still are offering health benefits that continue to cover a
spouse once employment has ended ( Johnson, Davidoff, and Moon 2002).
Given most women in this age range will not be Medicare eligible themselves
because they are not yet 65 (Sloan and Conover 1998; Brennan 2000) coupled
with the fact that women in this age range are more likely to be married to men
who are older than they are (Oppenheimer 1988; Mutschler 2001; Wisconsin
Department of Health and Family Services, Division of Health Care Financ-
ing, and Bureau of Health Information 2004), it appears that near-elderly
women represent a group that is at increased risk of health insurance coverage
disruptions. Further, while previous research has found evidence that a hus-
band’s near universal transition to Medicare at age 65 contributes to insurance
disruptions for his near-elderly wife (Mutschler 2001), the consequences of
such a disruption on perceived access to care, health care utilization, and
health status are unknown. The fact that over the next 20 years the number of
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women in the 55–64 year age group will increase by over 5.5 million (Purcell
2005) and that women are more likely than men to have higher health care
expenses and utilize more health care services (Patchias and Waxman 2007)
underscores the importance of examining the consequences of insurance
change on a rapidly growing population of near-elderly women who are likely
to experience these changes.

Studies examining the impact of health insurance disruptions on health
care use and health outcomes have demonstrated conflicting findings, a likely
result of methodological problems. Studies have found health insurance
changes in the general population to be associated with a higher risk of avoid-
able hospitalizations (Franks, Cameron, and Bertakis 2003), emergency room
(ER) visits (Kasper, Giovannini, and Hoffman 2000), and a lower likelihood of
visiting a physician (Burstin et al. 1998; Kasper, Giovannini, and Hoffman
2000; Weber et al. 2005). Other studies have found insurance changes to
be associated with an increased likelihood of physician office visits (Flocke,
Stange, and Zyzanski 1997; Franks, Cameron, and Bertakis 2003), a finding
that seemingly conflicts with previous research. The majority of research that
has examined the impact of insurance disruptions on health care utilization
and health outcomes, however, utilizes insurance change as an explanatory
variable in a multivariable model with statistical control as the primary ap-
proach to adjust for confounding factors (Flocke, Stange, and Zyzanski 1997;
Burstin et al. 1998; Kasper, Giovannini, and Hoffman 2000; Franks, Cameron,
and Bertakis 2003). Yet prior research has shown that nearly 60 percent of
insurance changes are brought about by personal choice, including for ex-
ample, a desire to change insurance policies due to between-plan differences
(Cunningham and Kohn 2000). It is likely that many of the factors associated
with the decision to change insurance plans are unidentified and/or unmea-
sured. To the extent these same unobserved factors are associated with per-
ceived access to care, health care utilization, or health status, the relationship
between insurance disruption and these outcomes is confounded and the
estimates of effect are biased.

In addition, the majority of studies that have examined the impact of
insurance disruptions have emphasized general, as opposed to near-elderly
populations. The few studies of the near-elderly have been limited to the effect
of gaps in or loss of insurance coverage on health care utilization and health
outcomes (Baker et al. 2001; Sudano and Baker 2003; McWilliams et al. 2004),
and not on the impact of insurance change on these same outcomes or on
perceived access to care. This is a significant gap in the literature given the high
percentage of the near-elderly that are likely to experience insurance changes
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at a time when they are also more likely to have chronic conditions requiring
consistent access to medical care.

The purpose of the current investigation is to assess the extent to which a
husband’s transition to Medicare at age 65 leads to insurance disruptions for
his wife that impact her perceived access to care, health care utilization, and
health status. Disruption was defined as a change in insurance plan within the
previous year. An instrumental variable (IV) analysis was used to provide
unbiased estimates of the effect of insurance disruption on outcomes, isolating
the insurance disruption effect to the women who experienced the disruption
because of their husbands’ Medicare transitions (Greene 1997). We compare
our findings with the traditional multivariable approach. Our analysis
addresses important gaps in the research literature including the conse-
quences of insurance change in the near-elderly population and the method-
ological limitations of previous studies.

METHODS

Population and Sampling

Participants were from the Wisconsin Longitudinal Study (WLS), a cohort of
a one-third random sample of people who graduated from Wisconsin high
schools in 1957. In the 2003–2005 data collection round, participants were
surveyed using computer-assisted telephone interviewing and a mailed follow-
up survey. Among respondent survivors, the response rate was 88 percent for
the telephone and 87 percent for the mailed surveys. Only married women
under age 65 (under the age of Medicare eligibility) were included in the
current analysis, limiting the age range of the sample to 62–64. Women with
husbands under 65 who were on Medicare at the time of the survey were
excluded, as they represent women whose husbands transitioned to Medicare
for reasons other than age-based eligibility (e.g., long-term disability) (n 5 43).
In addition, women with husbands more than 5 years younger than they were
at the time of survey administration were likewise excluded, due to the relation
between marrying outside of this age range and health outcomes (Klinger-
Vartabedian and Wispe 1989) (n 5 48). Lastly, women who were uninsured at
the time of survey administration or during the 12 months before the survey
were excluded (n 5 18) so that the comparison groups included sets of con-
tinuously insured women whose insurance changed but was not lost as a
consequence of their spouses turning 65. Excluding these women allowed
the two insurance disruption groups to be as homogenous as possible, while
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allowing the ability to isolate the impact of an insurance disruption within an
insured population. Ninety-six percent of women in the sample had health
insurance at the time of, as well as during the 12 months before survey
administration, which is comparable to U.S. insurance rates for near-elderly
women (Mutschler 2001). The final sample size was 655 married women aged
62–64.

Variables

Respondents were asked about the characteristics of up to nine current health
insurance plans (three employer, three privately purchased, and Medicare,
Medicaid, and military plans) as well as their previous plan if they changed
insurance in the previous 12 months. The primary dichotomous independent
variable of interest was insurance disruption. A woman was defined as having
experienced an insurance disruption if she changed her health insurance plan
within the previous 12 months.

In order to describe the nature of insurance disruptions, current and
previous plan characteristics were assessed with four yes/no questions (Cun-
ningham, Denk, and Sinclair 2001) that are among those traditionally used to
distinguish managed care and fee-for-service plans (Liang, Phillips, and Wang
2004; Tye et al. 2004). These characteristics included provider choice/exis-
tence of network (book, directory, or list of doctors associated with the plan),
use of gatekeepers (requirement to sign up with certain doctors or clinic for
routine care), specialty care referral (whether a referral is needed to see a
specialist), and out-of-network coverage (whether the plan will pay for costs of
visits to specialists/doctors not associated with the plan). Two summary vari-
ables were constructed that represent the total number of managed care char-
acteristics evident in current and previous plans. A respondent’s transition was
determined to be to a more ‘‘managed’’ plan if there was an increase in the
number of managed care characteristics following their insurance disruption.
Cost sharing was assessed with a question that asked whether respondents
were responsible for costs associated with doctor visits or prescriptions. In-
creased cost sharing was evident if the respondent transitioned from a plan
with no cost sharing to a plan that required cost sharing. Transitioning to a
‘‘more managed’’ plan does not necessarily equate to less generous coverage.
In fact, the reverse may be true, as studies suggest that managed care plans
may have higher levels of benefits available to managed care members
or lower out-of-pocket expenses in addition to more ‘‘managed’’ features
(Sullivan 1999; Miller and Luft 2002). This may be particularly important in
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the near-elderly population, the majority of whom have at least one chronic
condition, as patients may have lower out-of-pocket costs for medications in
managed care plans (Stafford et al. 2003).

The outcome variables included usual clinic or provider change, per-
ceived access to care (satisfaction with access to care, difficulties/delays in
obtaining medical care, and delaying filling or taking fewer medications than
prescribed because of cost), health care utilization (preventive care and clinic/
hospital service use), and health status. If respondents had a usual place of
care, respondents were asked if they had a usual provider. Respondents were
then asked two follow-up questions to ascertain whether they changed their
usual place of care or provider in the previous 12 months. Satisfaction with
access to care was assessed with the Group Health Association of America
(GHAA) Satisfaction Survey (Davies and Ware 1991), a scale based on the
average of 11 statements that use a 1–5 response scale (strongly disagree to
strongly agree). For difficulties or delays in obtaining health care, a summary
variable assessed whether respondents ‘‘experience[d] difficulties or delays in
obtaining any type of health care, or [did] not receive health care’’ due to one
or more of 11 reasons that encompassed health care costs, insurance consid-
erations (e.g., doctor refused to accept insurance plan), and other access bar-
riers. Barriers in access to prescription medication were assessed with the
question, ‘‘In the past 12 months, did you take less medication than was
prescribed or delay filling your prescriptions because of the cost?’’ Health care
utilization was assessed with yes/no questions that inquired about use in the
prior year of preventive care services (complete health exam, routine dental
check-up, pelvic exam/Pap smear, mammogram, flu shot, blood pressure
check, cholesterol test) and clinic/hospital services (saw doctor in clinic, spent
one or more nights in the hospital, went to the ER for medical treatment, had
outpatient surgery, saw chiropractor, saw dentist/oral surgeon). Last, health
status was assessed with the use of the following three measures: self-rated
health, the Health Utility Index Summary Score (HUI3) (Furlong et al. 1998),
and the Short-Form Health Survey (SF-12) (Ware, Kosinski, and Keller 1996).
The HUI3 scale ranges from 0 to 1 and includes hearing, speech, ambulation,
dexterity, emotion, cognition, and pain. The SF-12 includes physical and
mental health. Both the HUI3 and the SF-12 are continuous measures, with
higher scores reflecting better health. Respondents rated their current health
status on a five-point scale, dichotomized to 1 5 fair/poor health and 0 5

excellent/very good/good health.
Sociodemographic factors were included as control variables. Total

household income was constructed based on 14 measures of personal, spousal,
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and other household members’ income and categorized into five groups. A
missing indicator variable accounted for the 5 percent of respondents who
refused income questions. Education included high school, some college or
college graduate, and postgraduate. Respondent and spouse employment
status indicators reflected whether each was employed for wages at the time of
the survey. To assess chronic diseases, participants were asked whether a
doctor/health professional had ever told them they had the following con-
ditions: high blood pressure; diabetes; cancer; coronary heart disease; myo-
cardial infarction; stroke; arthritis; and stiffness in joints (The Institute for
Social Research 1998), summarized as either no chronic conditions or one or
more chronic conditions. Current smokers represent respondents who smoke
every day or some days.

Statistical Analysis

Multivariable probit (dichotomous outcome variables) and linear regression
(continuous outcome variables) models were used to estimate the effect of an
insurance disruption on perceived access to care, health care utilization, and
health status, for comparison with prior research. Multivariable IV-probit and
IV-linear regression models were estimated to isolate the effect of an insurance
disruption on study outcomes to women who experienced the disruption due
to their husband’s Medicare transition in the previous year. Because transi-
tioning to Medicare at age 65 can co-occur with retirement, we controlled for
the employment status of the husband and wife, as well as total household
income and insurance type. All models were additionally adjusted for
education, smoking status, and chronic health conditions.

The instrument in the IV analysis was based on the age of each woman’s
husband: (1) women with husbands who did not transition to Medicare
(60oageo65) (n 5 354); and (2) women with husbands who transitioned to
Medicare within the previous year (age 65–66) (n 5 301). It was appropriate to
construct these groups due to the homogeneous nature of the sample.
All women in the sample graduated from Wisconsin high schools and share
similar characteristics, including age, education level, and race/ethnicity. The
instrument was therefore theorized to impact study outcomes only through
its impact on the binary regressor of interest (insurance disruption). Our
proposed IV (age of husband in two categories) was strongly associated with
the primary predictor variable (insurance disruption). Women married to men
who transitioned to Medicare in the previous year were significantly more
likely to have experienced an insurance disruption (25.6 percent) than women

952 HSR: Health Services Research 44:3 ( June 2009)



whose husbands had not yet transitioned to Medicare (15.6 percent)
(w2 5 10.1, p 5 .001).

There was significant evidence that insurance disruption could not be
treated as exogenous, based on our examination of correlations between the
error terms of the first- and second-stage equations (r). For dichotomous
outcome variables, we used first and second stages of the IV-probit model. For
continuous measures, a treatment effects model (‘‘treatreg’’ in Stata) simulta-
neously predicted insurance disruption and the continuous outcome variable.
If r is statistically significant, we reject the null hypothesis that insurance
disruption is exogenous. In that case, the results of the non-IV models will be
biased and IV results should be presented. The p-values for the Wald test that
r5 0 were statistically significant ( p � .05) for two outcome variables (visited
a provider during the previous year and SF-12 mental health), while three
outcome variables had p-values between .05 and .20 (any difficulty/delays, ER
visit, and fair/poor health). Further, for all IV models reporting statistically
significant effects of insurance disruption, r was negative, indicating that the
estimated insurance disruption effect was biased toward zero in the traditional
(non-IV) models.

Analyses were performed using Stata v10.0 (StataCorp 2007). IV models
were estimated using the Stata procedure ‘‘CMP,’’ which allows for an
endogenous dichotomous predictor variable and a continuous or dichoto-
mous outcome variable. For dichotomous outcome variables, the average
marginal effect across respondents was calculated and 95 percent confi-
dence intervals were bootstrapped with 200 replications. The resultant
estimate (dy/dx) represents the average of the increase or decrease in the
probability of experiencing each of the outcomes of interest for the group
of women who experienced an insurance disruption due to their husband’s
transition to Medicare, as compared with women who did not experience
an insurance disruption. Results from models that estimate continuous out-
come variables are presented as bs with accompanying 95 percent confidence
intervals.

RESULTS

Owing to the nature of the cohort, all women were 62–64 and were married
with at least a high school education (Table 1). Nearly two-thirds of the women
reported one or more chronic conditions and the majority had private insur-
ance (87 percent). Women with husbands between the ages of 65 and 66 were
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more likely to have a spouse who was retired and were less likely to have
employer or private purchase insurance or to have insurance from their
spouse’s employer than were women with husbands o65. Women with hus-
bands between the ages of 65 and 66 who experienced an insurance disruption
were significantly more likely than women who did not experience a disrup-
tion to be retired and to have private insurance. There were no significant
differences for any other sociodemographic characteristics.

A majority of respondents reported high levels of satisfaction with access
to care, although there was variability in access to care and health care uti-
lization measures (Table 2). In addition, although the majority of participants
reported seeing a doctor and received preventive services, 14 percent of

Table 2: Descriptive Statistics for Dependent Variables (N 5 655)

Characteristic
Percent or Mean

(Standard Deviation)

Change in clinic/provider in past 12 months
Any change in clinic or provider 15

Perceived access to care
Satisfaction with access to care (mean) 4 (1)
Experienced difficulty/delay in obtaining health care in past 12 months 7
Took less of prescription or delayed filling prescription because of cost 5

Preventive care use in past 12 months
Complete health exam 78
Routine dental checkup 85
Pelvic exam or pap smear 66
Mammogram 79
Flu shot 64
Blood pressure checked 95
Cholesterol test 77
Heart or exercise stress test 18

Clinic/hospital use in past 12 months
Saw doctor in clinic 93
Stayed in hospital 11 days 9
Went to ER for medical treatment 14
Outpatient surgery 15
Chiropractor 17
Saw dentist/oral surgeon 84

Health status
Fair/poor health 8
HUI score (mean) 0.85 (0.18)
SF12-Physical score (mean) 49 (9)
SF12-Mental score (mean) 56 (6)

Note: Values within parentheses indicate standard deviations. Values represent percents unless
specified otherwise.
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respondents went to the ER for medical treatment and 9 percent reported
a hospital stay of one or more days in the previous year.

Of the women who experienced an insurance disruption, the majority
transitioned to a plan with the same (44 percent) or fewer managed care
characteristics (41 percent). Only 15 percent transitioned to a plan that was
more managed. Women who changed to a less managed health plan were
significantly less likely to have a usual place of care ( po.05) and were more
likely to have public insurance ( po.01). There were no statistically significant
differences between women who changed to more or less managed plans in
terms of the average premium, deductible, or copay of their current plan
(available for private plans only), nor were there differences between the
groups in terms of the number of chronic conditions, health status, or other
sociodemographic characteristics. There was no significant difference in the
proportion of women who switched to a more or less managed plan by cost
sharing or by levels of the instrument. The vast majority of women experi-
enced no cost-sharing changes (91 percent). Only 2 percent of women tran-
sitioned to a plan with less cost sharing.

The traditional multivariable approach demonstrated one significant
difference between women who experienced an insurance disruption and
women who did not on the perceived access to care measures (Table 3). On
average, women who experienced an insurance disruption had a 5 percent
increased probability of delaying filling a prescription or taking less medica-
tion than prescribed due to cost as compared with women who did not
experience an insurance disruption. In contrast, results from the IV anal-
ysis demonstrated that on average women who experienced an insurance
disruption due to their husband’s Medicare transition had a 71 percent
increased probability of changing their clinic or provider and a 75 percent
increased probability of taking less medicine than prescribed because of cost,
yet they also had a 40 percent increased probability of having a pelvic exam or
Pap smear in the prior year as compared with women who did not experience
an insurance disruption.

Results from models predicting clinic/hospital use revealed that on av-
erage, women who experienced an insurance disruption due to her husband’s
Medicare transition had a 52 percent greater probability of utilizing the ER for
medical treatment and significantly lower average SF-12 mental health scores
as compared with the women who did not experience an insurance disruption
(Table 4). In contrast, the traditional multivariable approach demonstrated no
significant differences between women who experienced an insurance dis-
ruption and women who did not in terms of clinic/hospital use. No statistically
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significant associations were found with either methodological approach for
any of the other health status measures.

DISCUSSION

To our knowledge, the current analysis is the first to demonstrate the health
care utilization and health consequences of the insurance disruption that
occurs for women when their husbands transition to Medicare. Using an IV
approach, we found that women who experienced insurance disruptions due
to their spouse transitioning to Medicare had an increased probability of
changing their clinic or provider and were more likely to receive certain
preventive services (pelvic exam/Pap smear), yet they were also significantly
more likely to utilize the ER for medical treatment, to take less medicine than

Table 3: Adjusted Marginal Effects or bs and 95% Confidence Intervals (CI)
for the Relationship between Insurance Disruption and Access to Care or
Preventive Care Service Use

Variable

Probit/Regression
Instrumental Variable

Analysis

dy/dx 95 % CI dy/dx 95% CI

Change in clinic/provider in past 12 months
Any change in clinic or provider 0.06 (� 0.02, 0.15) 0.71 (0.59, 0.75)

Perceived access to care
Satisfaction with access to caren 0.13 (� 0.09, 0.35) � 0.40 (� 1.56, 0.76)
Experienced difficulty/delay in

obtaining health care in past 12
months

0.05 (� 0.01, 0.11) 0.20 (� 0.12, 0.74)

Take less medicine than prescribed
because of cost

0.05 (� 0.01, 0.11) 0.75 (0.74, 0.77)

Preventive care use in past 12 months
Complete health exam � 0.02 (� 0.12, 0.07) 0.47 (� 0.86, 0.73)
Routine dental checkup 0.05 (� 0.01, 0.11) 0.12 (� 0.51, 0.24)
Pelvic exam or pap smear 0.003 (� 0.10, 0.11) 0.40 (0.25, 0.46)
Mammogram � 0.02 (� 0.10, 0.07) � 0.05 (� 0.64, 0.31)
Flu shot � 0.02 (� 0.12, 0.09) 0.27 (� 0.59, 0.45)
Blood pressure checked 0.01 (� 0.01, 0.03) 0.03 (� 0.53, 0.17)
Cholesterol test � 0.03 (� 0.12, 0.07) � 0.07 (� 0.65, 0.34)
Heart or exercise stress test 0.05 (� 0.12, 0.03) � 0.23 (� 0.34, 0.37)

Note: Items in bold are statistically significant at the po.05 significance level.
nb coefficient from linear regression analysis.
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prescribed or delay filling a prescription because of cost, and also have lower
average mental health scores as assessed by the SF-12. This finding serves to
resolve the apparent inconsistencies in the literature that have previously
demonstrated both increased and decreased probabilities of receiving pre-
ventive services following an insurance disruption (Flocke, Stange, and
Zyzanski 1997; Burstin et al. 1998; Kasper, Giovannini, and Hoffman 2000;
Franks, Cameron, and Bertakis 2003). Furthermore, the findings described for
women who had husbands who transitioned to Medicare are consistent with
the literature that has focused on the consequences of switching insurance
plans. Prior research, for example, has found insurance changes in younger
populations to not necessarily impact the likelihood of having a primary care
provider (Burstin et al. 1998), but they instead increase the likelihood of
changes in usual source of care (Cunningham and Kohn 2000; Franks, Came-
ron, and Bertakis 2003), difficulties and delays in obtaining needed care
(Kahana et al. 1997; Burstin et al. 1998), and ER visits (Franks, Cameron, and
Bertakis 2003). These findings have serious implications for near-elderly
women who are likely to be particularly vulnerable to the adverse conse-
quences associated with discontinuities in care because of their chronic disease

Table 4: Adjusted Marginal Effects or bs and 95% Confidence Intervals (CI)
for the Relationship between Insurance Disruption and Clinic/Hospital
Service Use or Health Status

Variable

Probit/Regression
Instrumental Variable

Analysis

dy/dx 95 % CI dy/dx 95% CI

Clinic/hospital use in past 12 months
Saw doctor in clinic � 0.003 (� 0.05, 0.05) 0.11 (� 0.64, 0.22)
Stayed in hospital 11 days � 0.03 (� 0.08, 0.03) � 0.26 (� 0.29, � 0.19)
Went to ER for medical treatment � 0.02 (� 0.09, 0.05) 0.52 (� 0.29, 0.70)
Outpatient surgery 0.03 (� 0.05, 0.12) 0.45 (� 0.25, 0.73)
Chiropractor � 0.02 (� 0.10, 0.06) 0.53 (� 0.26, 0.7)
Saw dentist/oral surgeon 0.01 (� 0.06, 0.08) 0.07 (� 0.67, 0.25)

Health status
Fair/poor health � 0.004 (� 0.04, 0.04) � 0.13 (� 0.23, 0.18)
HUI summary scoren 0.01 (� 0.02, 0.05) 0.04 (� 0.07, 0.15)
SF-12 physicaln 1.66 (� 0.25, 3.57) 3.64 (� 1.92, 9.19)
SF-12 mentaln � 0.24 (� 1.60, 1.12) � 9.06 (� 11.03, � 7.09)

Note: Items in bold are statistically significant at the po.05 significance level.
nb coefficient from linear regression analysis.
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burden. The current investigation, however, also demonstrated that women
who experienced a disruption due to their husband’s Medicare transition were
more likely to have received a Pap test in the prior year. This is consistent with
research that has demonstrated diagnostic testing expenditures to be higher
within the first years of plan enrollment (Franks, Cameron, and Bertakis 2003),
although the same pattern was not found in the current analysis for mammo-
grams. This finding may in part be due to the U.S. Preventive Service
Task Force recommending mammograms every 12–33 months, as opposed
to annually.

The use of an IV approach in the current analysis allowed for the control
of both unknown and known, but unmeasured, confounders. This is a key
improvement relative to prior research given that insurance changes are likely
brought about via a combination of forced change (Kahana et al. 1997; Cun-
ningham and Kohn 2000), as well as personal choice (Cunningham and Kohn
2000). In the current analysis, the IV method produced different results
than the traditional multivariable approach, underscoring the importance of
considering the endogenous nature of insurance disruption in analyses ex-
amining the impact these disruptions have on perceived access to care, health
care utilization, and health status.

The current analysis has several limitations. First, the study population
lacks diversity. Although this aided the ability to find a valid IV as the women
in the sample were a homogeneous group, there may be an issue with the
extent to which findings are generalizable, particularly to women who are
uninsured or experience gaps in insurance coverage. This said, it is likely that
the relatively high levels of income in the study population would lead to an
underestimation of the effect of an insurance disruption on study outcomes, as
the women in this study likely have greater economic resources to offset the
effect of a disruption than would women with lower levels of income and
education. Further, the study sample is representative of two-thirds of the birth
cohort nationwide in terms of education and race/ethnicity. Second, health
status and insurance was assessed simultaneously. Thus, it is difficult to as-
certain whether the lower levels of mental health experienced by women who
experienced an insurance disruption preceded or were a consequence of
the disruption. Third, there were significant differences between women with
husbands aged 65–66 and women whose husbands were o65 in terms of
the husbands’ employment status and insurance type and source. These
differences are not entirely surprising given retirement is an event known to
occur with greater frequency at age 65. Given a spouse’s age and retirement are
known in advance, it may be reasonable to assume that the decision to change
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insurance is planned. Prior research suggests that married couples often co-
ordinate their retirement decisions ( Johnson 2004) and take into consideration
their spouse’s health care/insurance needs when planning to retire (Karoly and
Rogowski 1994; Gruber and Madrian 1995; Rogowski and Karoly 2000; Blau
and Gilleskie 2001, 2006, 2008). Despite advance knowledge of the event and
planning, however, negative consequences are evident. Furthermore, it is
likely that these results represent a best-case scenario, as women with fewer
socioeconomic resources would likely experience a greater degree of disrup-
tion and its adverse consequences. Last, the WLS included plan characteristics
traditionally used to distinguish managed care plans, but not breadth of in-
surance coverage. That said, the fact that respondents who switched to less
managed plans were less likely to have a usual place of care and were more
likely to have public insurance suggests that these factors may play a role in the
mechanism by which insurance disruption can lead to adverse outcomes even
among women who transitioned to less managed plans.

Despite these limitations, our primary finding——that women with
husbands who transitioned to Medicare have a higher probability of insur-
ance disruptions, which in turn adversely impacts access to care and increases
ER utilization——has important implications for future studies of insurance
disruptions in the near-elderly. Indeed, these findings suggest that there are
hidden negative implications of insurance disruptions for near-elderly women,
despite the fact that women in this age group are more likely than other age
groups to be insured (Morrisey and Jensen 2001; Mutschler 2001; Holahan
2004) and despite the fact that this group of women is more likely to receive
certain preventive services (e.g., Pap/pelvic exams). These findings further
suggest that health systems and insurers should adopt strategies to encourage
continuous access to care to help minimize the negative impact of insurance
changes. The fact that one in five near-elderly women experiences changes to
their insurance each year (Sloan and Conover 1998) at a time when most are
living with at least one chronic disease further underscores the importance of
timely access to medical services in the face of insurance change. Indeed, the
health care services women in this age range receive is critical, given this is the
time during the life course when many chronic conditions first emerge, and
health care utilization during this time is likely to have important implications
for future health outcomes (Xu and Jensen 2005). The increase in ER visits and
the delay in filling or taking prescription medications among women who
experience insurance disruptions due to their husbands’ Medicare transitions
may have important implications for health care utilization as they turn 65 and
become Medicare eligible themselves.
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