UNHEALTHY AND UNINSURED: EXPLORING RACIAL
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Millions of people in the United States do not have health insurance, and wide racial and ethnic
disparities exist in coverage. Current research provides a limited description of this problem, focus-
ing on the number or proportion of individuals without insurance at a single time point or for a short
period. Moreover, the literature provides no sense of the joint risk of being uninsured and in need of
medical care. In this article, we use a life table approach to calculate health- and insurance-specific
life expectancies for whites and blacks, thereby providing estimates of the duration of exposure to
different insurance and health states over a typical lifetime. We find that, on average, Americans can
expect to spend well over a decade without health insurance during a typical lifetime and that 40% of
these years are spent in less-healthy categories. Findings also reveal a significant racial gap: despite
their shorter overall life expectancy, blacks have a longer uninsured life expectancy than whites, and
this racial gap consists entirely of less-healthy years. Racial disparities in insurance coverage are thus
likely more severe than indicated by previous research.

Forty-six million individuals in the United States did not have health insurance coverage
in 2008 (DeNavas-Walt, Proctor, and Smith 2009), and wide racial and ethnic disparities
exist in the proportion uninsured (Institute of Medicine 2001b:98; U.S. Department of
Health and Human Services 2000). The consequences of being uninsured are well docu-
mented; compared with those who have health insurance, the uninsured more frequently
go without needed medical care; receive lower quality care; and as a result, have worse
health (Ayanian et al. 2000; Ayanian et al. 1993; Hadley 2003; Institute of Medicine 2001a,
2002a; Osteen et al. 1994; Roetzheim et al. 1999). Being uninsured also poses serious
financial threats to Americans, with millions carrying a large burden of debt from medical
expenses (Himmelstein et al. 2005). Although public programs—such as Medicaid and the
State Children’s Health Insurance Program (SCHIP)—provide health insurance to many
who would otherwise not be able to afford coverage, millions are without health insurance.

In this article, we argue that current research offers a limited description of health
insurance coverage in the United States, especially with respect to racial disparities. More
specifically, the literature to date does not give a sense of the duration of exposure to being
uninsured over a typical lifetime, nor does it address the joint risk of being uninsured and
being unhealthy. Yet, having an estimate of the duration of time that individuals typically
live with these risks is essential in assessing the magnitude of the insurance-related chal-
lenges facing the United States. Moreover, having durational measures of the joint risk of
being uninsured and in different health states is particularly important when examining dis-
parities between whites and blacks because blacks are not only more likely to be uninsured
but also more likely to experience adverse health events.
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In this study, we use a life table approach to examine racial differences in health
insurance coverage in the United States by calculating health- and insurance-specific life
expectancies for whites and blacks. These measures capture the duration of exposure to
different insurance and health states during a typical lifetime. In the absence of individual
data on lifetime insurance coverage, life table analysis is a valuable tool that enables us
to simulate life course experiences with health insurance coverage and health. By creating
measures with a focus on the lifetime exposure to the joint risks of being uninsured and
less healthy, we hope not only to provide a better understanding of issues related to health
insurance coverage in the United States but also to elucidate racial disparities in the current
U.S. health care system. Specifically, we address three important questions. First, how does
the proportion of time spent in different health and insurance states over the course of one
year differ by age and race? Second, given current age-specific mortality, subjective health,
and health insurance rates in the United States, how many years can individuals expect to
live with different types of insurance coverage and in different health states over a typical
lifetime? Third, how large are the differences between blacks and whites in the expected
number of years lived in different health-specific insurance states?

BACKGROUND
Health Insurance Coverage in the United States

Health insurance coverage in the United States is provided by a complex mix of public and
private sources. Most Americans (62% in 2006) are covered by private health insurance
obtained through their employers (Fronstin 2007). The proportion of individuals covered
by employer-sponsored plans has, however, been declining since the early 1990s because of
the rising cost of health insurance premiums (Fronstin 2007). Individuals who do not have
access to employer-sponsored insurance may be able to purchase coverage in the private,
“nongroup” market. In 2006, about 7% of individuals in the United States were insured
this way (Fronstin 2000, 2007). However, individually purchased coverage is generally
much more expensive than employer-sponsored coverage and, regardless of cost, is more
difficult to obtain (Gabel, Hunt, and Kim 1998; Pauly and Percy 2000). Individuals who
have certain chronic conditions, for example, will pay high premiums or may be denied
coverage (Institute of Medicine 2001a:42).

For individuals unable to obtain private coverage either through an employer or in the
private, nongroup market, a patchwork of public programs is available. These programs are
generally aimed at covering the elderly, the disabled, and poor and low-income individu-
als with dependent children. In the 1960s, Medicare and Medicaid were created to provide
health insurance for many who had been left uncovered by the expansion of employer-
sponsored coverage in the preceding decades (Starr 1982). Medicare is a federal program
that provides nearly universal hospital inpatient and outpatient coverage for those aged 65
and older as well as the disabled. Medicaid is a joint federal-state program that provides
health insurance coverage for many poor and low-income people. In 2004, 15.6% of the
U.S. noninstitutionalized population younger than age 65 was covered by Medicaid for at
least part of the year.! Finally, the State Children’s Health Insurance Program (SCHIP) is a
federal program started in 1997 and designed to cover uninsured children in families with
incomes that are low yet too high to qualify for Medicaid (Dubay et al. 2007). Although
these public programs help mitigate some of the health and financial risks associated with
not being able to obtain private insurance coverage (Currie and Thomas 1995), some stud-
ies find that those younger than age 65 with public health insurance are still disadvantaged
compared with those with private health insurance coverage. For example, individuals with

1. This calculation is based on data from the 2004 full-year public use file from the Medical Expenditure
Panel Survey. Analysis is available upon request.



Racial Differences in Health and Health Insurance Coverage 1037

Medicaid are more frequently diagnosed late with certain types of cancer than those with
private health insurance (Roetzheim et al. 1999).

Because the sources of health insurance coverage in the United States are so varied,
complex, and generally uncoordinated, any one of a number of common life course events
can easily result in an individual “falling through the cracks” of the system. For example,
a loss of or change in jobs, change in income, change in marital status, change in health
status, graduating from school, or simply reaching a certain age can result in losing cover-
age. As a result, millions of Americans are left uninsured, and the number has increased
nearly every year for several decades (DeNavas-Walt et al. 2009).

The Consequences of Being Uninsured

The negative consequences of being uninsured, particularly those related to health and
financial well-being, are well documented (for a review, see Institute of Medicine 2002a).
Previous research has established that individuals without health insurance have poor
access to medical care across a number of important indicators, including having a usual
source of medical care, having at least one physician visit during a given year, and having
confidence that they can obtain care when needed (Haley and Zuckerman 2000; Hoffman
et al. 2001; Kasper, Giovannini, and Hoffman 2000; Nelson et al. 1999; Newacheck et al.
1998; Newacheck et al. 1999; Shi 2000; Zuvekas and Weinick 1999). Individuals without
health insurance are also more likely to forgo preventive and routine care for chronic
conditions (Ayanian et al. 2000). Perhaps most alarming, the uninsured are less likely
to receive care for conditions that are judged by physicians to be serious and to require
medical attention (Baker, Shapiro, and Schur 2000). Consequently, the uninsured are more
frequently hospitalized for conditions that are potentially avoidable (Kozak, Hall, and
Owings 2001; Weissman, Gatsonis, and Epstein 1992).

Individuals who do not have health insurance also incur risks to their finances. The
uninsured go without the benefits of risk-pooling against expenses associated with rare
or unexpected medical events. If they do require care, they are charged more by health
care providers than are insured patients whose insurance carriers negotiate prices on their
behalf. This greatly amplifies the financial disadvantage of being uninsured. The financial
risk associated with being uninsured is substantial; 29 million Americans currently have
some medical debt (Seifert and Rukavina 2006), and some estimates put the proportion of
bankruptcies owing to medical debt as high as 50% (Himmelstein et al. 2005).

The negative consequences of being without health insurance extend well beyond
individuals; their families and the communities in which they live are also affected. A
single adverse health event of one family member can quickly drain the resources of an
entire family (Institute of Medicine 2002b). Communities also pay a price for gaps in health
insurance coverage of their residents. As much as 85% of uncompensated care is estimated
to be paid for with public funds (Hadley and Holahan 2003). Safety-net providers, such as
hospital emergency rooms and community clinics, can become overburdened in communi-
ties with large pools of uninsured and publicly insured individuals, and this can adversely
affect the quality of care for all community residents (Derlet, Richards, and Kravitz 2001;
Lewin Group 2002; Richards, Navarro, and Derlet 2000).

Disparities in Insurance Coverage by Race and Age

Wide differences exist across racial and ethnic groups regarding insurance coverage.
Compared with non-Hispanic whites, non-Hispanic blacks are twice as likely to be
uninsured, and Hispanics are three times as likely to be uninsured (Institute of Medicine
2001a:83), in part because Hispanics and blacks have experienced a disproportionate
decline in employer-sponsored health insurance coverage since the 1970s (Gabel et al.
1998). Racial and ethnic minorities are also more likely to rely on public programs for their
insurance coverage (Roberts 2000).
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African Americans are a particularly vulnerable group when it comes to the many
disadvantages of being uninsured. Not only are they more likely to be uninsured (Roberts
20006); they also have a higher risk of serious illness at any age compared with whites.
Blacks have a shorter life expectancy and, on average, spend more years in ill health than
whites (Hayward and Heron 1999; Kington and Smith 1997). Blacks are consequently over-
represented among those who are simultaneously in poor health and uninsured or publicly
insured (Wherry and Feingold 2004). This double jeopardy constitutes a vicious cycle.
Blacks are less likely to have health insurance as a result of their socioeconomic position;
they are more likely to have poor-paying jobs that frequently offer no health benefits and
are thus less likely to be able to afford private coverage (Catanzarite 2003; McCall 2001).
This socioeconomic disadvantage is, in turn, associated with higher morbidity rates, and
higher morbidity coupled with higher likelihood of being uninsured make it more likely
that an adverse health event will result in financial problems. Thus, socioeconomic disad-
vantage gives rise to poor health and inadequate health insurance coverage, which together
contribute to further socioeconomic disadvantage. Some individuals caught in this negative
cycle may eventually qualify for public health insurance, but not before they spend virtually
all their financial resources.

Insurance coverage differs not only by race but also by age. Among the non-elderly
(younger than 65), the proportion of individuals who are uninsured is the lowest in children,
increases sharply until age 25, then declines thereafter (Fronstin 2007; Rhoades and Chu
2000; Rhoades and Cohen 2007). However, a substantial number of near-elderly (55-64)
are without health insurance. In 1996, more than 30% of near-elderly making less than
$10,000 yearly were uninsured, and the proportion without coverage dropped below 10%
only for those with incomes more than $40,000 per year (Institute of Medicine 2001a:74).
This reflects that transitions from full-time work to contingent work or retirement are com-
mon among this age group, and that securing private coverage in the nongroup market at
older ages is difficult and expensive because of age-adjusted premiums and restrictions
based on preexisting conditions. The uninsured near-elderly are of great concern because
they are more likely to need medical care than other age groups not covered by Medicare.
For example, average per capita medical expenditures are 30% greater for those aged 55-64
than for those aged 45-54 (Holahan 2004). Furthermore, the proximity of the near elderly
to retirement makes recovery from any financial shock caused by unexpected health events
more difficult than for the younger age groups.

In this article, we use a population perspective to provide a better understanding of
race and age disparities. Rather than describing insurance coverage in terms of the number
or proportion of individuals uncovered at any point in time or some short interval of time
(as previous research has), our analysis provides estimates of health- and insurance-specific
life expectancies. These estimates make it possible to contrast the duration of exposure to
different health and insurance states over a typical lifetime across racial groups.

DATA AND METHODS
Sources of Data

We use two sources of data for this study. Mortality data come from published period life
tables from the National Center for Health Statistics (NCHS) based on vital records for
2003 (Hoyert et al. 2006). Data on health and insurance status come from the Medical
Expenditure Panel Survey (MEPS). The MEPS is a series of longitudinal surveys based
on clustered and stratified samples of households that provide nationally representative
estimates of health care use, insurance coverage, and sociodemographic characteristics for
the U.S. civilian noninstitutionalized population (Cohen 1996, 1997). We use data covering
2004 collected in three interviews (N = 34,403). Note that the mortality data from NCHS
pertain to the entire U.S. population, but MEPS data pertain only to the U.S. civilian non-
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institutionalized population, excluding those who are incarcerated or in institutional homes
(e.g., nursing homes). Because morbidity is likely lower in the MEPS sample than in the
total U.S. population, we suspect that the expected number of years lived in less-healthy
states is underestimated in our life tables.

Insurance Status

We measure insurance status based on coverage information available for each month
of 2004 in the MEPS. For each month, we categorize individuals as having one of the
following four types of insurance as their primary source of coverage: (1) private coverage,
(2) Medicaid or other non-Medicare public insurance, (3) Medicare, or (4) no coverage.
Except those with Medicare, most individuals had only one type of insurance in any given
month (96%). Many individuals on Medicare, however, also had private supplemental
insurance. We include these individuals in the Medicare group because Medicare is generally
their primary source of coverage. To create insurance- and health-specific life expectancies,
we also calculate the prevalence of different health and insurance states at midyear. For
these, we use the insurance status as of June. Our results are not sensitive to this choice.

Health Status

We measure health status with an indicator of subjective health. Respondents are asked
to rate their health based on the question, “In general, compared to other people of your
age, would you say that your health is excellent, very good, good, fair, or poor?” Previous
studies demonstrate that similar subjective health measures are strongly associated with
morbidity, mortality, and other more-objective health indicators across a wide variety of
settings (Idler and Angel 1990, Idler and Benyami 1997; Jytha et al. 1998; Zimmer et al.
2000). More-objective indicators of health status, however, typically require health exams
or assessment by medical professionals, which uninsured individuals are much less likely
to obtain. Subjective health status is therefore more suitable for the purpose of this article.
Using this subjective health indicator, then, we distinguish between individuals who
reported being in the healthiest two categories (excellent or very good health) and those
who reported being in the three least-healthy categories (poor, fair, or good health). About
64% of the sample reported being in excellent or very good health, and 36% reported being
in poor, fair, or good health. For simplicity, we refer to these groups as “healthy” and “less-
healthy,” respectively. This dichotomous measure performs well as a leading indicator of
medical need; individuals categorized as less-healthy in the first interview round of 2003
were 1.4 times more likely to have an emergency room visit; were three times more likely
to be hospitalized; and spent, on average, $3,334 more on health care in 2004 than individu-
als categorized as healthy. The subjective health indicator together with the insurance status
indicators enables us to identify individuals in a particularly risky category: those who are
simultaneously uninsured and at a high risk of needing medical care in the near future.
We chose not to group those reporting good health into the healthy category because
this would divide the sample into the healthiest 90% and the least healthy 10%. This is
inappropriate for our study because the healthiest 90% of the population is likely to be
extremely heterogeneous with respect to health status, containing many individuals who are
not healthy and are likely to need medical care in the near future. It is the insurance status
of these individuals with which we are most concerned. Therefore, dividing the sample
into the healthiest 64% and the least healthy 36% makes more sense substantively. On a
more practical level, dividing the sample between the healthiest 90% and the least-healthy
10%, or subdividing into smaller groups, leads to very small cell sizes when calculating
insurance- and health-specific prevalence rates for each group defined by age and race. To
test the sensitivity of our findings to the coding of subjective health, we reestimated all
life tables by using a measure of subjective health that groups those reporting good health
with those reporting very good or excellent health (available upon request). Although the
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expected number of years spent in the less-healthy category is much smaller for both racial
groups in absolute terms when using this coding scheme, racial differences are slightly
larger in relative terms. Moreover, the results from this supplemental analysis are consistent
with our substantive conclusions.

Analytic Approach

Our analysis begins with a description of the proportion of time spent in different health
and insurance states during one year by age and race. For each age group, we calculate the
proportion of person-months spent in each insurance and health state during 2004 for blacks
and whites. In the second part of our analysis, we calculate expected years remaining in
life in various health and insurance states for different age groups by race using a life table
approach based on the Sullivan method (Sullivan 1971). This method rests on the usual
stationarity assumptions of a period life table, plus the assumption that the age-specific
insurance and health prevalence rates are also stationary (Imai and Soneji 2007).

The starting point for calculating health- and insurance-specific life expectancies is
abridged, race-specific period life tables constructed by using vital statistics published by
NCHS. Using MEPS data, we then calculate the prevalence of different health-specific
insurance states for each age interval in the life table. These prevalences are then applied
to the number of person-years lived between two ages (,L,), thereby partitioning the person-
years lived into different health-specific insurance states. We then complete a new life
table based on the health- and insurance-specific ,L, functions. To calculate age-specific
prevalence rates, we use appropriate sample weights, which ensures that the health- and
insurance-specific life expectancies are representative of the U.S. noninstitutionalized
population. We also calculate standard errors for the different life expectancies by using
the balanced repeated replications (BRR) approach, which accounts for clustering in the
sample (Rust and Rao 1996; Wolter 1985).

With two health states (healthy and less-healthy) and four insurance states (private,
Medicaid, Medicare, and uninsured), we define eight possible health-specific insurance
states for each person in the 2004 sample. Our main outcomes of interest are the life
expectancies in each of these eight health-specific insurance states.

RESULTS
Time Spent in Different Insurance and Health States

Figure 1 displays the proportion of person-months lived without health insurance by age
for blacks and whites. For both races, the proportion of person-months with no insurance
is lowest in childhood, increases rapidly to a peak at the 20-24 age group, and declines
thereafter. This general pattern aside, there are important differences by race. Blacks
younger than age 20 actually spend proportionately less time uninsured than their white
counterparts. This is likely a result of the expansions in public health insurance for children
in poverty during the late 1990s. Because black children are more likely to live in poor
families than white children, more black children gained coverage under these expansions.
After childhood, blacks spend a higher proportion of time without health insurance than
whites, as shown in Figure 1. For example, blacks in the 20-24 age group spend 43% of
their time, on average, without health insurance, while their white counterparts spend about
36% not covered. The racial gap generally increases with age until the 60—64 age group,
after which virtually everyone becomes eligible for Medicare.

The largest difference by race occurs between the ages of 50 and 60, when the propor-
tion of time spent uninsured diverges sharply between blacks and whites. This is important
because rates of disability and ill health begin rising rapidly at these ages, but as dis-
cussed earlier, most individuals are not yet eligible for health insurance coverage through
Medicare. The racial divergence in the time spent uninsured among the near-elderly is not
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Figure 1.  Proportion of Person-Months Lived Without Health Insurance, by Age and Race
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peculiar to 2004. In fact, our preliminary analysis of data prior to 2004 showed an even
more pronounced pattern (graphs for other years are available upon request).

Figures 2 and 3 are analogous to Figure 1 but distinguish between time spent in the
healthy state (Figure 2) and the less-healthy state (Figure 3). The overall pattern in Figure
2 showing the proportion of time spent without health insurance and in the healthy state
is similar to that displayed in Figure 1. For both blacks and whites, the proportion of time
spent without health insurance peaks at ages 20—24 and declines thereafter. Unlike the pat-
tern in Figure 1, however, the racial gap in Figure 2 is concentrated between the ages of 20
and 29 and is small at subsequent ages.

The age and race patterns in Figure 3 showing the proportion of time spent uninsured
and in the less-healthy state differ from those in Figure 2. Although the proportion of time
spent without insurance increases rapidly with age for both races as in the other figures, it
declines little or not at all after age 25. For whites, the proportion of time spent uninsured
declines only a little in subsequent age groups; for blacks, the proportion of time spent
uninsured actually continues to increase with age, peaking at the age group 55-59. Figure
3 thus shows that unlike the proportion of time spent uninsured and in the healthy state,
the proportion of time spent uninsured and in the less-healthy state remains high into the
near-elderly years, especially among blacks.

Considered together, the three figures reveal two important characteristics of insurance
coverage in the United States. First, although young adults spend a disproportionate amount
of time with no insurance, much of this time is spent in the healthy state. In contrast,
although the near-elderly spend proportionately less time uninsured, the majority of this
time is spent in the less-healthy state. Second, the largest gap between blacks and whites
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Figure 2.  Proportion of Person-Months Lived Without Health Insurance and Healthy, by Age and
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Figure 3.  Proportion of Person-Months Lived Without Health Insurance and Less Healthy, by Age
and Race
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in the proportion of time spent uninsured occurs among the near-elderly. Thus, examining
insurance coverage, age, and health status simultaneously reveals important life course pat-
terns and racial disparities that are often overlooked. Yet, these figures do not give a sense
of the duration of exposure during a typical lifetime. This is accomplished by using a life
table approach, discussed in the following section.

Insurance- and Health-Specific Life Expectancies by Race

Table 1 presents health- and insurance-specific life expectancies for both blacks and whites
by age. Columns 2—6 show insurance-specific life expectancies for both the healthy and less-
healthy states combined. These represent the number of years that individuals can expect
to live with private insurance, Medicaid, Medicare, and no insurance, if they experience
the prevailing age-specific insurance rates and mortality rates during their entire lives. The
results indicate that of the 77.5 years of total life expectancy at birth, one can expect to live,
on average, 41.1 years with private insurance coverage, 8.1 years with Medicaid, 16.3 years
with Medicare, and 12.0 years with no insurance. In relative terms, these figures imply that
individuals can expect to spend 53% of their lifetimes with private insurance, 10% with
Medicaid, 21% with Medicare, and 15% without health insurance.

The 10 columns that follow show insurance-specific life expectancies separately for
the two subjective health states. These results indicate that of the 77.5 years of total life
expectancy, individuals can expect to spend 48.5 years in the healthy state and 29.0 years
in the less-healthy state. Although they will spend the majority of the healthy years with
private insurance (61%, or 29.7 of the 48.5 healthy years), only 39% of the less-healthy
years will be spent with private insurance (11.4 of the 29.0 less-healthy years). Individuals
can also expect to spend 4.8 years uninsured and in the less healthy state, and 3.2 years on
Medicaid and in the less-healthy state.

Tables 2 and 3 present health- and insurance-specific life expectancies separately for
whites and blacks, respectively. The racial differences that are statistically significant at
the p < .05 level are indicated by asterisks in Table 3. All the standard errors are presented
in supplemental tables that are available online (http://www.populationassociation.org/
publications/demography). Tables 2 and 3 reveal significant racial differences in total life
expectancy, healthy life expectancy, and health- and insurance-specific life expectancies
for most age groups.

Comparing total and healthy life expectancies at birth by race shows that even though
overall life expectancy is 5.3 years shorter for blacks than for whites (72.7 vs. 78.0), blacks
live four more years in the less-healthy state (32.1 vs. 28.4). Racial differences in health-
specific life expectancies are statistically significant for all age groups. Significant racial
differences also exist in the insurance-specific life expectancies. The expected number of
years on Medicaid at birth is substantially larger for blacks than whites (14.5 vs. 7.0), as is
the number of years with no insurance (13.6 vs. 11.8), but the number of years spent with
private insurance is considerably smaller for blacks than for whites (30.3 vs. 42.8). Differ-
ences are statistically significant for all but the final one or two age groups. For example,
even at ages 50-54, the remaining years of life expected to be spent uninsured is 3.5 years
for blacks compared with 2.2 years for whites.

Tables 2 and 3 thus show blacks to be at a significant disadvantage compared with
whites with respect to both subjective health and health insurance coverage. To fully
understand this disadvantage, however, we must consider health and insurance status
simultaneously. The last 10 columns in Tables 2 and 3 enable this. No significant difference
exists between blacks and whites in the expected number of years at birth spent uninsured
and healthy (7.7 vs. 7.2, respectively), but the expected number of years spent uninsured
and in the less-healthy state is significantly higher for blacks (6.0 vs. 4.6). Moreover, racial
differences in the years spent uninsured and in the less-healthy state remain statistically
significant for all but the last two age groups. For example, even in the 55-59 age group,
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blacks can expect to live 1.6 years without health insurance while in the less-healthy
state, twice as much time as their white counterparts. These findings reveal an important
characteristic of the racial difference in uninsured life expectancy; the difference between
blacks and whites in the expected number of years spent without insurance during a typical
lifetime is made up almost entirely of less-healthy years. As discussed earlier, these years
represent a disproportionate amount of health and financial risk to individuals as well as a
large burden on family and community resources.

DISCUSSION

The large and growing number of Americans without health insurance is a social problem
that has been documented in numerous studies, government reports, and news articles. The
statistics most often cited, however, provide only a limited picture of this critical problem.
Lapses in health coverage are often long-term and can occur across the life course, but con-
ventional statistics typically give no sense of the duration of exposure to being uninsured.
Furthermore, although being uninsured carries high health and financial risks to everyone,
the risks are particularly high for those who are not healthy and who are thus likely to need
medical care. Using a life table approach, we address these issues by providing estimates
of the number of years that blacks and whites spend during a typical lifetime with different
types of health insurance coverage and in different health states, given prevailing age-
specific rates of mortality, subjective health, and insurance coverage.

Our analyses reveal several important patterns in health insurance coverage. First,
we find that Americans, on average, can expect to spend well over a decade (12.0 years)
without health insurance during their lives, which amounts to more than 15% of the typical
lifetime. Furthermore, 4.8 of these years (40%) are spent in the less-healthy state (as we
defined it: the three lowest subjective health categories). Individuals in these lower subjec-
tive health categories are much more likely to require medical care in the following year
than those reporting higher subjective health (according to our supplemental analyses).
Thus, lack of insurance coverage poses especially serious risks to them.

Second, our analysis on the health- and insurance-specific life expectancies sheds
light on the nature of racial disparities in insurance coverage. Despite their shorter overall
life expectancy, blacks have a longer uninsured life expectancy than whites. Moreover,
the racial gap in uninsured years consists almost entirely of less-healthy years. The health
insurance gap between whites and blacks is therefore potentially more severe than indicated
by previous research.

Finally, the life table results, together with the age-specific insurance and health
proportions, suggest that the near-elderly are a key subgroup to target both for reducing
the exposure to the joint risk of being uninsured and less healthy as well as for reducing
disparities between whites and blacks. Although young adults spend a great deal of time
uninsured and contribute disproportionately to the total uninsured life expectancy, this time
is mostly spent in the healthy state. In contrast, the near-elderly spend proportionately less
time uninsured, but the majority of this time is spent in the less-healthy state. Furthermore,
the largest gap between blacks and whites in the time spent uninsured occurs among the
near-elderly, and this gap consists primarily of time spent in the less-healthy state.

Although this study provides a useful description of health insurance coverage in the
United States, our results must be interpreted with several limitations in mind. First, our
approach depends on the stationarity assumptions common to all period life tables and the
assumption that age-specific insurance proportions are also stationary. In supplemental
analysis using data for the four preceding years (1999-2003), we found little variance in
age-specific insurance proportions across years, lending tentative support to the stationarity
of insurance proportions. Nevertheless, insurance proportions are sensitive to economic and
policy changes to a much greater degree than morbidity and mortality rates; therefore, the
assumptions made in this study are particularly strong. One alternative approach that does
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not require the stationarity assumptions is to calculate multistate life tables. This approach,
however, rests on other strong and untestable assumptions pertaining to the underlying
transition probabilities (Imai and Soneji 2007). Another approach is to use a true cohort life
table method as described in Imai and Soneji (2007). Findings from such an analysis, how-
ever, would pertain to specific cohorts rather than a hypothetical cohort representing current
age-specific mortality, morbidity, and insurance rates. Still, these alternative methods may
provide distinct insight into the challenges facing the United States regarding insurance
coverage and are worth exploring in future research.

A second limitation is that like most life table analyses, our results are descriptive and
should not be viewed as causal. We cannot say, for example, whether or to what extent
being uninsured for many years reduces one’s life expectancy nor how having private
insurance throughout one’s life affects life expectancy. A growing literature suggests
that insurance coverage does have an influence on morbidity and mortality (Institute of
Medicine 2002a), but quantifying this causal effect is not the aim of our study.

Another important limitation is that the only published race-specific period life tables
currently available in the United States are for whites and blacks (Arias 2002), and there-
fore our analysis focuses on disparities between these two groups regardless of Hispanic
ethnicity. Hispanics, however, are more disadvantaged than either non-Hispanic blacks or
non-Hispanic whites with respect to health insurance coverage. Because most Hispanics
identify themselves as white, differences between whites and blacks in the expected number
of years spent without health insurance reported here are probably smaller than if we were
to conduct an analysis with Hispanics as a separate group. As better vital statistics become
available for Hispanics, a more inclusive and thorough description of racial and ethnic gaps
in the expected number of years spent with different insurance types and in different health
states will be possible and should be undertaken.

These limitations notwithstanding, by focusing on the joint risk of being uninsured
and less healthy, and by developing measures for the duration of exposure to different
subjective health and health insurance states over a typical lifetime, our analysis deepens
current understanding of the health insurance coverage problem in the United States. Our
results also point to several important questions for future research. What are the costs
associated with the 12 years that Americans are expected to live without health insurance
to individuals, their families, the communities in which they live, and society at large?
What does one year of life without health insurance cost individuals in terms of finan-
cial loss, poor health, and emotional distress? Answers to these questions are important
when evaluating the costs and benefits of particular health care reforms, especially those
aimed at achieving universal coverage. Another important direction for future research
is to examine the timing and sequence of spells without health insurance. For example,
does being uninsured during young adulthood have financial or health consequences later
in life? Does being uninsured and in a less-healthy state in later adulthood have conse-
quences for health and finances in old age? As the debate over health care reform intensi-
fies, these questions will become increasingly important, and the tools and perspectives of
demography can provide valuable insights.
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