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Minimum wage laws have long been advanced
as policy mechanisms to improve the economic
conditions of the working poor. Recently,
questions have been raised about the true net
benefit of such policies for low-skilled workers.
Although income gains arising from minimum
wage increases are clearly beneficial, these
policies may also have secondary effects that
could negatively affect low-skilled workers.

The adverse effect most commonly consid-
ered is a potential contraction of employment
in the low-wage sector as firms employ fewer
workers or limit hours to offset the added
payroll. Of particular interest in the realm of
public health, however, is the possibility that
minimum wage laws may substantially reduce
access to health care. Research has yet to clarify
this relationship.

Competing hypotheses have been advanced
that describe both positive and negative effects
of minimum wage increases on health care
access. Proponents of higher minimum wage
laws suggest that the direct income-increasing
effect of such interventions may be improve-
ments in access to care, as workers are better
able to afford out-of-pocket health care expenses
such as insurance premiums, deductibles, and
copayments. With greater disposable income
available following wage hikes, affected workers
would then be less likely to experience cost-
related barriers to accessing medical care. These
hypotheses, building on recent empirical litera-
ture documenting associations between higher
income and better access to health care,1–5

propose that increases in workers’ hourly wage
will bolster their health care access.

Alternatively, opponents of the policies warn
that higher minimum wages will lead to un-
intended effects that will directly and indirectly
weaken access to care for the working poor.
Some economists have argued that employers
may offset increases in the minimum wage

directly by cutting health insurance benefits
or by offering less generous benefit plans.6–8

Minimum wage opponents have also argued that
increases in the minimum wage depress em-
ployment, which could result in a net worsening
in access to health care and in the economic
conditions of vulnerable populations through
a reduction in low-wage employment opportu-
nities.

After remaining at $5.15 since 1997, the
federal minimum wage increased to $5.85 in
July 2007 as part of a 3-step increase to the
current $7.25 rate. During the 10 years be-
tween increases, the real value of the minimum
wage had eroded to equal its lowest point in the
preceding 50 years, whether defined in real
terms or as a proportion of average wages.9 In
many areas of the United States, even this newly
increased minimum wage was not enough to
keep workers and their dependents out of
poverty, as the $12168 earned by a full-time
minimum wage earner in 2007 represented only

70% of the federal poverty limit of $17170 for
a family of three.10

In response to the diminishing real value
of the federal standard between 1997 and
2007, many states and municipalities enacted
policies mandating higher minimum wages
for workers in their jurisdictions. At the time of
the 2007 federal wage hike, 31 states and the
District of Columbia had passed laws setting
higher wage standards, none of which was
surpassed by the federal increase.9

At this intersection of poverty and health
care access, the minimum wage may be a policy
tool with potential implications for health out-
comes, but little empirical evidence currently
exists to clearly determine whether access to
care for low-skilled workers will be helped or
harmed by changes to minimum wage policy.
Although the employment effects of minimum
wage laws have been extensively researched,
the exact nature of the relationship between the
policies and employment opportunities is hotly
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debated among economists. Whereas some
researchers have found that minimum wage
hikes lead to a rise in unemployment,11–15

others have found that they enhance employ-
ment.16–20

Far less empirical attention has been paid
to other effects of minimum wages, such as
the potential effect on access to health care.
Simon and Kaestner21 used data from the
1979–2000 Current Population Survey (CPS) to
investigate the association between the minimum
wage and workers’ receipt of fringe benefits
such as health insurance and pensions. They
found that increased minimum wages were
associated with an increased probability of re-
ceiving health insurance and pensions, but con-
cluded that the absence of a consistent differen-
tial effect between low- and high-skilled workers
suggested ‘‘that the minimum wage had no causal
effect on low-wage workers’ fringe benefit
receipt.’’21(p52)

Simon and Kaestner’s study appears to be
the only one published to directly examine
the association between minimum wages and
provision of employer-sponsored health in-
surance, and to our knowledge none has
examined other measures of health care
access. We sought to extend this line of
empirical research into the effects of the
minimum wage and fill the gap in the litera-
ture by building on prior works in several
important ways.

First, we employed more recent data that
capitalize on the proliferation of state-level
minimum wage laws between 2000 and 2007
to capture greater variance in minimum wage
rates throughout the United States. Second,
whereas earlier work focused on receipt of
health insurance as a fringe benefit, we focused
our analysis more directly on access to care by
examining both a broader measure of health
insurance coverage and an additional direct
measure of access: reporting cost-related bar-
riers to receiving needed medical care. Finally,
we included more comprehensive sets of in-
dividual and state-level covariates in addition
to state and regional fixed effects and time
trends.

Using 12 years of data from the Behavioral
Risk Factor Surveillance System (BRFSS)22 and
several additional sources, we examined associ-
ations between state-level minimum wage poli-
cies and respondent-level indicators of access to

health care. Given the competing hypotheses
about the potential effects of minimum wage
policy, this analysis provides unique empirical
evidence on an important policy whose theoret-
ical effects have been hotly contested.

METHODS

To examine associations between minimum
wage policies and access to health care, we
analyzed a data set consisting of measures of
health care access from the BRFSS and state-
level data from other sources covering the
period from 1996 to 2007. We constructed
a data set consisting of pooled cross-sectional
observations at the individual level that were
combined with state-level data on the prevail-
ing minimum wage rate and several other
policy, demographic, and labor force charac-
teristics that vary over time and across states.
These ecological data were collected from the
US Census Bureau, the Bureau of Labor Sta-
tistics, and other sources as summarized in
Table 1.

The 2 indicators of health care access that
we examined as outcomes in this analysis were
derived from the yearly survey data from the
BRFSS, which is the primary health behavior
and risk factor surveillance system of the
civilian noninstitutionalized adult population in
the United States. It is conducted yearly by
state health departments, with technical and
methodological assistance provided by the
Centers for Disease Control and Prevention.

Because we were most interested in the
potential effects of the minimum wage on
health care access for covered workers, the
BRFSS data set was limited to individuals
between the ages of 18 and 64 years who were
economically active. Respondents who
reported their employment status as home-
maker, unable to work, retired, or unemployed
for longer than 1 year were removed. Finally,
we limited the sample to only those who
reported educational attainment of high school
(or General Educational Development test) or
lower to retain a higher percentage of unskilled
workers in the analytic sample.

Outcome Variables

We assessed 2 outcome variables sepa-
rately in our regression models. Lack of
health insurance (uninsurance) was a binary

indicator of a negative response to the BRFSS
question, ‘‘Do you have any kind of health
care coverage, including health insurance,
prepaid plans such as HMOs, or government
plans such as Medicare?’’ The wording of
this item remained unchanged during the
12-year analytic period, and data are thus
available for respondents from all 612 state–
year combinations. Because this question
was focused on a respondent’s current state at
the time of the interview, no adjustment for
the reference period was made.

The cost-related unmet medical need indi-
cator was based on a positive response to the
BRFSS item, ‘‘Was there a time during the last
12 months when you needed to see a doctor
but could not due to the cost?’’ The wording of
this item underwent changes during the period
of our analysis. From 1996 to 2000, the item
was worded as above. From 2003 to 2006, the
item was worded, ‘‘Was there a time in the past
12 months when you needed to see a doctor
but could not because of the cost?’’ (Italics
added to indicate changed wording.) In 2001
and 2002, no comparable question was asked
as part of the core BRFSS survey. As a result,
the unmet medical need variable is present for
respondents from 510 state–year combinations
in the data set.

Because the BRFSS is administered on
a rolling basis throughout the year, and this
question asks respondents to reference the ‘‘last
12 months,’’ we used an adjustment for the
reference period. Individuals completing their
BRFSS survey in January through June of each
year were matched with the previous year’s
state-level data. Respondents surveyed be-
tween July and December were matched with
state-level data for the year in which they were
interviewed.

Independent Variable

The state-specific minimum wage rate data
used as the independent variable in our study
are published yearly by the US Department of
Labor in the January issue of Monthly Labor
Review.23 We used the larger of the state or
federal wage rate as the prevailing minimum
wage for each state–year observation between
1996 and 2007.

Although most changes to the wage rate
during our analytic period occurred on January
1 of each particular year, there were 18
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instances of state-level rate changes taking
effect midyear. To account for the time spent
under each rate within a given year, we pro-
rated the value on the basis of the number of
months spent at each rate within that year.

Ecological Covariates

Although we were primarily interested in the
associations between minimum wage policies
and our 2 different measures of health care
access, we also included in our models several
time-varying ecological covariates to lessen the
likelihood that observed associations were
spurious. These variables each varied across
states and over time, and were potentially
associated with the states’ decisions to enact
a state-level minimum wage law (or to modify
it over time) or with availability of or access to
medical care. Table 1 presents each of these
covariates and describes the source of the data.

First, we included 3 variables from the US
Census Bureau’s yearly CPS data that captured
state economic and labor force characteristics:
(1) the percentage of state population below the
federal poverty limit,24 (2) the percentage of
state population aged 25 years or older com-
pleting high school, and (3) the percentage of the
state population aged 25 years or older com-
pleting a college degree.25 Using data from the
US Bureau of Labor Statistics, we included the
yearly average of each state’s unemployment
rate,26 and the percentage of workers who were
labor union members or (separately) covered by
a collective bargaining agreement.27,28 We also
included a yearly estimate of the state-level Gini
coefficient from Frank’s29 panel of income in-
equality measures derived from Internal Reve-
nue Service data.

Second, we included variables characterizing
several state-level welfare and assistance policies
to capture the degree of state-specific generosity.
The first of these variables gauges the presence
of a state supplement to the federal Earned
Income Tax Credit (EITC), and is operationalized
as the percentage of the federal EITC that the
state offers as a supplement (if no state supple-
ment exists, the variable is coded as zero). The
second variable is an indicator of whether the
state supplement is refundable.30

We also included 2 variables to capture
state-level generosity in policies related to the
Temporary Aid to Needy Families programs as
summarized in the Urban Institute’s Welfare

Rules Database31: (1) the income threshold for
benefit eligibility and (2) the maximum monthly
benefit amount in place for each state–year
combination. In addition, we included indicators
for whether each state had mandated a work
requirement time limit (i.e., a binding amount of
time before nonworking recipients of Temporary
Aid to Needy Families were sanctioned) or
a benefit time limit (i.e., an amount of time, either
periodic or lifetime, that limited the number of
months benefits could be received) in each year.

Finally, we included a series of covariates to
describe key state-level health care character-
istics that could potentially affect access to
health care for low-skilled workers. Data from
the American Hospital Association’s Annual
Survey, as compiled in the Area Resource
File,32 was used to reflect the number of hospital
beds per 1000 population. To account for
variation in the cost of health care, we also
included data on per capita health care spending
from all payers in each state–year combination
from the Centers for Medicare and Medicaid
Services33 as well as the average Medicare
reimbursement per enrollee for outpatient ser-
vices compiled by the Dartmouth Health Atlas.34

Lastly, we included 2 variables capturing the
generosity and availability of health insurance for
the poor or underserved in each state: (1) an
indicator of whether the state had expanded
health insurance coverage through either a sepa-
rate state-funded plan or an expansion of the
state’s Medicaid program and (2) an indicator of
whether the state sponsored a high-risk insur-
ance pool for the medically uninsurable.35

Individual Covariates

In addition to the state-level covariates de-
scribed, we also included each respondent’s
gender, race, age, household size, marital status,
education, employment status, smoking status,
body mass index (defined as weight in kilo-
grams divided by height in meters squared),
and self-reported health as covariates in our
regression models because each is potentially
associated with economic factors such as em-
ployment status and income and also with the
need for or access to health care.

Research Design and Statistical Analysis

We employed logistic regression models
with state or substate regional fixed effects and
linear time trends to estimate the association

between state and federal minimum wage
polices and the 2 indicators of health care
access, all of which vary across states and over
time. The use of state-level fixed effects con-
trols for any time-invariant state differences in
political culture or economic environment that
is unmeasured but that would otherwise con-
found the analysis. In selected models, we
substituted the state fixed effects with fixed
effects for the substate BRFSS region to capture
these unmeasured time-invariant characteris-
tics at a level more closely related to each
respondent’s local economic and political en-
vironment.

To appropriately adjust for the complex
survey design and weight for the sampling
probabilities of the data, we used the sampling
and poststratification weights provided by the
BRFSS in all analyses, as well as the Huber-
White estimator of variance.36,37 We employed
these adjustments through the SVY command
subgroup in Stata version 10 (StataCorp LP,
College Station, TX).

We excluded all respondents missing out-
come data or variables used to restrict the
analytic sample (age, education, and employ-
ment) from all analyses. This led to the removal
of approximately 0.46% of all respondents. All
other individual-level variables were modeled
with ‘‘Don’t Know’’ and ‘‘Refused’’ responses,
collapsed together as ‘‘Missing’’ and treated as
a valid response category. We adjusted all
monetary variables using the consumer price
index (1982–1984=1.0) and expressed them
in real terms in the regression analyses.

RESULTS

Table 2 shows sociodemographic characteris-
tics of the respondents in our analytic sample. In
bivariate comparisons, there were several statis-
tically significant differences between respon-
dents from state–year combinations with mini-
mum wage rates at the federal level and those
from state–year combinations with minimum
wage rates exceeding the federal level, indicating
that multilevel models are needed to effectively
control for the likelihood of confounding by
these respondent-level factors.

Minimum Wage and Insurance Status

The simple bivariate comparisons (Table 2)
indicated that significantly greater proportions
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of unskilled workers from states with minimum
wages exceeding the federal level reported
being uninsured. Table 3 shows the estimates
from 6 models regressing lack of health

insurance on the minimum wage, beginning
with a simple unadjusted model and adding
additional elements to each subsequent
model. The minimum wage was significantly

associated with the odds of being uninsured in
the unadjusted and partially adjusted models
(models 1–4), but it did not remain a statisti-
cally significant predictor of uninsurance
when state (model 5) or regional (model 6)
fixed effects components were introduced
(odds ratio [OR]=0.960; 95% confidence
interval [CI]=0.863, 1.069)

Minimum Wage and Cost-Related

Unmet Medical Need

Bivariate comparisons (Table 2) indicated
that larger proportions of unskilled workers
from states with minimum wages exceeding the
federal level also reported experiencing cost-
related unmet medical needs. We report the
regression estimates for this indicator of health
care access in Table 4. The level of the
prevailing minimum wage was associated with
significantly reduced odds of experiencing cost-
related unmet medical need in models con-
trolling for ecological covariates, individual
demographic and health characteristics, and
either state fixed effects (model 5; OR=0.865,
95% CI=0.766, 0.977) or regional fixed
effects parameters (model 6; OR=0.853; 95%
CI=0.750, 0.971).

DISCUSSION

In this study, we drew on nationally repre-
sentative survey data covering 12 years to
examine associations between minimum wage
policies and 2 key measures of health care
access. We used multilevel models with both
ecological and individual-level control vari-
ables to lessen the likelihood of spuriousness in
our estimates. Our study provides evidence
that minimum wage policies do not adversely
affect health care access. In fact, we found
evidence that higher minimum wages are
significantly associated with reduced odds of
workers reporting cost-related barriers to
needed medical care. We found no significant
effect of the level of the minimum wage on the
odds of being uninsured.

With these findings, this study makes an
important contribution to the policy debate
over minimum wage law; the lack of evidence
for the detrimental effects of higher minimum
wages on health insurance and access suggests
that the fears evinced by opponents of mini-
mum wage increases are misplaced. These

TABLE 2—Sociodemographic Characteristics of Economically Active Respondents Aged 18–

64 Years With Less Than College Degree, by Minimum Wage Policy of State of Residence:

Behavioral Risk Factor Surveillance System (BRFSS), 1996–2007

Sociodemographic Characteristics

Total Sample

(n = 600 252)

No State Minimum Wage

(Defaults to Federal Rate)

(n = 428 790)

State Minimum

Wage Exceeds

Federal (n = 171 462)

Age, y,*** mean (SD) 37.18 (0.03) 37.37 (0.03) 36.66 (0.07)

Male,*** % 57.16 56.53 58.93

Race/ethnicity,*** %

White, non-Hispanic 62.67 66.66 51.48

Black, non-Hispanic 11.86 13.44 7.45

Hispanic 20.58 15.77 34.10

Other 4.45 3.70 6.56

Refused/missing 0.43 0.44 0.41

Marital status,*** %

Married 58.84 59.07 58.19

Divorced, separated, widowed 15.25 15.69 14.00

Never married 25.75 25.09 27.59

Refused/missing 0.17 0.15 0.22

No. of adults in household,*** mean (SD) 2.45 (0.004) 2.38 (0.003) 2.64 (0.01)

Education,*** %

Some high school or less 23.71 22.05 28.38

High school graduate 76.29 77.95 71.62

Employment,*** %

Employed for wages 77.42 78.20 75.22

Self-employed 11.05 10.95 11.33

Unemployed < 1 y 6.39 6.06 7.30

Student 5.15 4.79 6.15

Smoking status, %

Current smoker*** 33.47 34.99 29.17

Missing/refused 0.27 0.27 0.26

BMI, %

< 30*** 72.92 73.33 71.77

> 30 22.59 22.34 23.30

Missing/refused 4.48 4.32 4.93

Health status, %

Poor*** 1.73 1.69 1.86

Fair 12.39 11.61 14.56

Good 35.40 35.50 35.13

Very good 31.57 32.21 29.78

Excellent 18.71 18.78 18.50

Missing/refused 0.20 0.21 0.17

Health care access,** %

No health coverage 27.03 26.82 27.61

Cost barrier to health care in last year 16.97 16.77 17.49

Note. BMI = body mass index. BMI was defined as weight in kilograms divided by height in meters squared. Percentages are
weighted for BRFSS sampling stratification.
*P < .05; **P < .01; ***P < .001, for difference between wage policy groups.
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findings provide evidence to refute the sug-
gestion by some economists that higher mini-
mum wages are likely to result in loss of health
insurance benefits for unskilled laborers and
the working poor. Rather, the finding of statis-
tically significant reductions in the odds of
experiencing cost-related unmet medical needs
suggests that with a higher minimum wage,
unskilled workers can better afford out-of-
pocket health care costs.

On the issue of health insurance coverage, our
findings appear consistent with other recent re-
search examining the effects of minimum wage
policy on employer-sponsored health insurance
that also found little evidence of such detrimental
effects.21By using more recent data and assessing
an additional health care access outcome, we
were able to expand on previous work to provide
stronger evidence on the relationship between
wage policy and health care access.

This research is especially relevant in the
current tumultuous economic climate, as de-
bate over the potential benefits and detriments
of higher minimum wages are likely to occur as
policymakers explore additional mechanisms
to improve economic conditions for working
families.

Limitations

There are several limitations that must be
considered when interpreting our findings.
First, although the known limitations of the
BRFSS survey have been discussed in detail
elsewhere,38 the survey’s vulnerability to selec-
tion bias is especially relevant given the popula-
tion we sought to examine. In addition to missing
individuals without home telephones, surveys
such as the BRFSS may also underrepresent
members of the low-wage workforce who may
work atypical hours, regularly work overtime, or
hold more than 1 job, which may attenuate the
associations found in our analysis.

The large shift in the minimum wage co-
efficient when state fixed effects are added
suggests that there are unobserved attributes of
states that are associated with both higher
minimum wages and lower rates of insurance
and access. Such attributes may be associated
with local economic structures and policymak-
ing processes that attempt to address structural
problems through the minimum wage.

A related limitation of this analysis is that
it ignores the possible influence of local

minimum wage ordinances and ‘‘living wage’’
policies, which often set a higher wage standard
than the state-level laws assessed by our
models. Approximately 130 different munici-
palities enacted such ordinances between1996
and 2007, mandating minimum wages ranging
from $6.25 to over $12.00 per hour.39 The
widely varying features of these ordinances
make it difficult to reliably identify the respon-
dents in the BRFSS data set that are likely to be
directly affected by local minimum wage laws, so
these policies were not incorporated into our
current analyses. However, because of their
narrow scope, the overall proportion of workers
covered by local living wage ordinances during
the period of our analysis was likely quite low.
A review in late 2002 estimated that approxi-
mately 100000 workers nationwide had re-
ceived wage increases under living wage ordi-
nances as of that year, which represents just over
one tenth of 1% of the estimated 72.7 million
workers paid hourly rates in 2002.40,41

Finally, there are limitations related to the
use of the BRFSS insurance status variable as
an outcome. Because the prevalence of unin-
surance has been known to vary according to
the particular assessment methods used,42 it is
unclear how the use of different survey items or
methods to quantify the uninsured might alter
the findings of our study. Although it provides
a clear point-in-time estimate of individuals
who have no health insurance, it does not
assess the type of insurance plans held by
those who are insured. Therefore, a situation
in which an individual lost his or her em-
ployer-sponsored coverage but was eligible
for a government-funded plan to replace it
would not be captured in our data, nor would
an individual who had been uninsured in the
recent past but had gained coverage prior to
being surveyed.

Nonetheless, because previous work has
focused exclusively on employer-sponsored
health insurance to assess the association with
minimum wages, we believe our study provides
a strong complement that helps to establish
a fuller understanding of the relationships.

Conclusions

Our study provides evidence that higher
minimum wages (1) are associated with a re-
duced likelihood of unskilled workers experi-
encing cost-related barriers to needed medical

care and (2) are not associated with lack of
health insurance. These findings appear to
refute the suggestion that minimum wage laws
have detrimental effects on access to health
care, as opponents of the policies have pre-
viously suggested. j
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