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Multiple Sclerosis
Alyssa Pozniak, PhD; Louise Hadden, BA; William Rhodes, PhD; Sarah Minden, MD

Background: Previous research suggests that most people with multiple sclerosis (MS) in the United States 
have health insurance. However, little is known about their coverage or how it differs between public and 
private insurance. We examined whether the perceived change in health insurance coverage from the previ-
ous year differs between individuals with MS who are privately insured compared with those who are pub-
licly insured. 

Methods: We present descriptive statistics and odds ratios (ORs) from a multivariate logistic regression 
using data from the 2009 wave of the Sonya Slifka Longitudinal Multiple Sclerosis Study.

Results: We found that individuals with Medicare were significantly less likely to perceive worse coverage 
compared with those with private health insurance (OR = 0.53; P < .01). Individuals aged 55 to 64 years 
were more likely to perceive worse coverage than those aged 18 to 34 years (OR = 2.5; P < .05), while the 
odds of perceiving worse coverage were significantly lower for individuals who had been diagnosed more 
than 15 years previously relative to those diagnosed in the past 2 years (OR = 0.48; P < .05).

Conclusions: Individuals with MS and other chronic illnesses who can choose between public and private 
insurance should be aware that there are important differences in perceptions of health insurance coverage 
between publicly and privately insured individuals. Int J MS Care. 2014;16:132–139.

P eople with multiple sclerosis (MS) use health-
care services significantly more than those 
without chronic illness. For example, newly 

diagnosed individuals see their physicians an average of 
eight times per year, nearly three times as often as those 
without MS.1 Furthermore, the frequency with which 
people with MS require medical care generally increases 
as the disease progresses, generating costs that grow con-
tinually over time.2-5

Health insurance helps to provide people with access 
to routine medical care and mitigates the costs of unex-

pected and catastrophic illness. Insurance may be avail-
able through an employer, but researchers have found 
that some employees do not enroll because of rising pre-
mium contributions, and even those who do have insur-
ance face difficulty in paying for their care.6-8 Although 
most people with MS have health insurance, not all 
needed services are covered adequately.2,9,10

For a sample of individuals with MS in 2009, we 
examined whether their perceived change in health 
insurance coverage from the previous year differed 
between those with private versus public insurance.

Materials and Methods

Data Source
The Sonya Slifka Longitudinal Multiple Sclerosis 

Study (Slifka Study) is a longitudinal, prospective study 
that has collected epidemiological, clinical, and health 
services utilization and cost data by means of computer-
assisted telephone interviews since 2000. Survey ques-
tions were based to the extent possible on commonly 
used standardized instruments and are described else-
where.11
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sum of the weights across the sample yielded the esti-
mated number of people in the United States with MS. 
Although there is some debate as to the “true” size of the 
MS population, we used the National Multiple Sclerosis 
Society’s estimate of 400,000.15 Sample characteristics, 
both weighted and unweighted, are shown in Supple-
mentary Table 1, which is published in the online ver-
sion of this article at ijmsc.org.

Measures

Dependent Variable
The 2009 wave of the Slifka Study included a one-

time module of questions that asked participants about 
health insurance, including participants’ perceptions of 
change in their health insurance coverage over the past 
year: Thinking about your main health insurance plan’s 
coverage for various services, compared with 12 months 
ago, do you think your health insurance coverage has got-
ten much better, somewhat better, somewhat worse, much 
worse, or has remained unchanged?

Because our interest was to better understand the 
characteristics and factors associated with worse cover-
age, we collapsed the five responses into two categories: 
insurance coverage got worse; and insurance coverage 
did not get worse (ie, stayed the same or got better).

Fifty-five participants (2.3% unweighted) were unin-
sured at the time of the interview and are not included 
in our analysis.

Independent Variables
Insurance Type. We hypothesized that individuals 

with private insurance would be more likely to perceive 
a decline in coverage compared with individuals with 
public insurance.

To measure insurance type, we grouped respon-
dents’ main insurance into one of four categories: any 
private insurance, Medicare, Medicaid, and other types 
of public insurance (eg, TRICARE). A small num-
ber of respondents (unweighted n = 26) reported that 
their main insurance was a Medicare Part D plan or a 
Medigap plan. In order to have either of these plans, 
beneficiaries must be enrolled in Medicare. Accordingly, 
we assigned these respondents’ main plan as Medicare.

We included several patient characteristics that may 
potentially confound the relationship between type of 
health insurance and perceived coverage:

Health Status. A respondent’s health status can affect 
the type of insurance (eg, people who qualify for Social 
Security Disability Insurance [SSDI] will also qualify 
for Medicare regardless of their age). Health status will 
also likely affect perceived coverage, as individuals with 
worse health will presumably use more health care. 
Current health status information is not available for 

In Cohort 1 of the Slifka Study, a probability sample 
from the National Multiple Sclerosis Society’s mail-
ing list was drawn. This sample was augmented by 
recruiting participants who were recently diagnosed. 
This special population was obtained through outreach 
efforts across the United States; details of the sampling 
methodology for Cohort 1 are reported elsewhere.11 An 
additional cohort (Cohort 2) was recruited in 2007 (n = 
2478), using the same sampling methods. This sample 
was augmented by recruiting participants who were 
recently diagnosed and were African-American, His-
panic, and/or 18 to 24 years old.

The data for this study come from the 2009 interview 
with both cohorts (n = 2361). Cohort 1 consisted of 834 
individuals (612 mailing list subjects; 222 outreach sub-
jects), and Cohort 2 consisted of 1527 individuals (1149 
mailing list subjects; 378 outreach subjects).

Weighting
As discussed above, the Slifka Study is a random 

sample of people with MS with oversampling of recruit-
ed subgroups. The vast majority of the oversampled 
recruited participants were newly diagnosed, making up 
20% of the subjects in the dataset, far more than what 
one would expect in the general US population with 
MS. Oversampling newly diagnosed patients is especially 
troublesome for our research purposes because insurance 
coverage varies with age, and age varies with time since 
diagnosis.

We applied post-stratification to the Slifka Study 
sample to represent the population of MS patients in the 
United States.12 Our post-stratification weighting meth-
odology was a multistep process. We began by grouping 
respondents by time since diagnosis into 1-year intervals 
(ie, 2–50 years). We assumed a constant number of new 
MS diagnoses over the years (note that our weighting 
scheme does not assume that age and time since diagno-
sis are collinear). We then calculated the average age for 
each of the 49 groups and adjusted for the death rate for 
each year of diagnosis duration (because MS does not 
affect life expectancy,13 we used the Centers for Disease 
Control and Prevention’s [CDC’s] national age-adjusted 
death rates).14 This approach requires a rough corre-
spondence between time since diagnosis and age. The 
R-squared of a regression of age on time since diagnosis 
and time since diagnosis squared is 0.306, justifying the 
post-stratification weighting scheme.

We trimmed the weights to account for a small num-
ber of outliers (ie, respondents who had been diagnosed 
more than 30 years previously) so that they do not 
have undue (and inappropriate) influence on results. 
Finally, to derive the population weights, we multiplied 
the individual relative weights by a factor such that the 
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diagnoses for less than 6 years, and 62% for more than 
15 years. Over half (57.9%) of participants reported 
relapsing-remitting MS (RRMS), 27.8% reported 
secondary progressive MS (SPMS), 10.3% reported 
primary progressive MS (PPMS), and 4.0% reported 
progressive relapsing MS (PRMS). One-third of par-
ticipants had had at least one relapse in the past year, 
and a fifth had multiple relapses in the past year. While 
two-fifths reported little or no trouble walking, 13.7% 
used unilateral support, 9.7% used bilateral support, and 
16.7% required a wheelchair or scooter, and 0.4% were 
confined to bed. Just over half (54.2%) of the insured 
participants were taking a DMA at the time of the  
interview.

The bottom portion of Table 1 presents descriptive 
information on insurance characteristics. For their main 
plans, over half (58.6%) of the insured participants had 
private health insurance, one-third (33.9%) had Medi-
care, 2.5% had Medicaid, and 5.0% reported other 
types of public insurance. Just under half (44.9%) of 
those with Medicare are aged 65 years or older, meaning 
that over half of those with Medicare qualified owing to 
their disability (results not shown). Over half (55.8%) of 
the insured sample had only one plan, 40.1% had two 
plans, and 4.1% had three or more.

Perceived Change in Health Insurance 
Coverage

Nearly three-quarters of insured participants reported 
no change in coverage over the previous year (74.1%). 
Eight percent reported that coverage through their main 
plan was somewhat or much better, and 17.8% reported 
that it was somewhat or much worse. There were signifi-
cant differences in change in perceived coverage by main 
insurance type (Table 2). A much higher percentage of 
people with private insurance perceived their coverage to 
be worse compared with people with nonprivate insur-
ance (71.7% vs. 2.2–23.2%).

The results from the multivariate logistic regression 
are shown in Table 3. Participants with Medicare were 
significantly less likely to perceive worse coverage com-
pared with those with private health insurance (odds 
ratio [OR] = 0.525; P < .01), holding other covariates 
constant. There were no significant differences in per-
ceived insurance coverage between Medicaid beneficia-
ries and those privately insured; note also that the num-
ber of Medicaid beneficiaries in our sample is quite small 
(unweighted = 56; weighted = 9863). Similarly, there 
was no significant difference between those with “other” 
public insurance versus privately insured. There is no 
difference in perceived coverage between the three non-
privately insured groups; that is, those with Medicare do 
not differ significantly in their perception of coverage 

both cohorts, so instead, we use time since diagnosis as 
a proxy, which is highly correlated with current health 
status (P < .001; results not shown).

Age. A respondent’s age is highly correlated with 
insurance type, since virtually everyone over the age of 
65 is on Medicare. Age is also likely to affect perceived 
coverage, as older individuals are likely to have worse 
health and presumably use more health care compared 
with younger individuals.

Number of Health Plans. Having multiple health 
plans is more common among those with Medicare, 
who often have supplemental plans (“Medigap”) and/
or drug coverage through a Part D plan. Additionally, 
having multiple plans for some types of insurance may 
suggest better perceived coverage compared with those 
who have only one plan.

We also controlled for other characteristics that may 
help explain some of the variance in perceived cover-
age, including gender, race, ethnicity, education, marital 
status, MS disease course, disability status, current use 
of a disease-modifying agent (DMA), and whether the 
respondent experienced any relapses in the past year.

Statistical Methods
We employed a logistic regression to examine the 

characteristics associated with people’s perceived changes 
in insurance coverage. We omitted missing responses 
(ie, “refuse,” “don’t know,” or not answered), which 
constitute approximately 1% of all responses. We also 
excluded respondents who were currently uninsured or 
did not have health insurance in the past 12 months, or 
had missing information for main plan or perceived cov-
erage. We used SAS version 9.3 and Stata version 12 for 
data analysis. We estimated robust standard errors using 
Huber-White estimators. We report weighted results 
unless otherwise noted. Our research was approved by 
Abt Associates’ Internal Review Board (IRB).

Results
Sample Characteristics

Nearly all of the 2361 participants (unweighted n = 
2306; 97.7% and weighted n = 391,607; 97.9%) had 
health insurance; descriptive statistics on this sample 
of insured individuals are presented in Table 1. Over 
three-quarters were female, and most were between 35 
and 64 years old. The majority of the sample was white 
(89.7%) and not of Hispanic ethnicity (95.5%). Most 
had some college education (81.2%), about one-third 
were currently working (35.8%), and over half (58.7%) 
reported an annual family income of at least $50,000. 
Most of the insured participants were married and lived 
with others. About 12% of the insured patients had their 
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Characteristic
Weighted % 

± SE Weighted n Unweighted n

Marital status

Married or 
living together

70.2 ± 1.17 274,529 1,653

Widowed 8.0 ± 0.79 31,264 120

Divorced 12.2 ± 0.85 47,534 258

Separated 1.6 ± 0.29 6,284 43

Never married 8.1 ± 0.60 31,537 231

Living situation

Lives with 
others

81.4 ± 1.02 318,599 1,920

Lives alone 18.6 ± 1.02 72,853 385

Health characteristics
Time since diagnosis

<2 years 2.4 ± 0.24 9,287 101

2–5 years 10.0 ± 0.57 38,992 367

6–15 years 25.7 ± 0.91 100,264 920

16+ years 61.9 ± 1.10 240,964 910

Disease course

Relapsing-
remitting

57.9 ± 1.28 223,752 1,491

Secondary 
progressive

27.8 ± 1.19 107,591 517

Primary 
progressive

10.3 ± 0.81 39,971 197

Progressive 
relapsing

4.0 ± 0.52 15,402 77

Number of relapses in past year

0 65.7 ± 1.18 251,690 1,409

1 14.4 ± 0.84 55,147 368

2 9.8 ± 0.74 37,659 234

3 5.0 ± 0.52 19,104 127

4+ 5.1 ± 0.54 19,591 126

Disability status

No/mild MS 
symptoms 
not limiting 
walking

23.1 ± 1.03 90,179 602

No visible 
problems with 
walking

19.9 ± 0.96 77,869 533

Trouble 
walking, no aid

7.0 ± 0.58 27,295 185

Can walk 25 
feet without 
aid

9.5 ± 0.70 37,017 228

Need one-
sided support 
to walk 25 feet

13.7 ± 0.89 53,660 282

Characteristic
Weighted % 

± SE Weighted n Unweighted n

Demographics
Gender

Male 22.2 ± 1.06 86,767 478

Female 77.8 ± 1.06 304,840 1,828

Age category

18–34 3.1 ± 0.31 12,183 121

35–54 34.5 ± 1.11 135,050 1,029

55–64 38.3 ± 1.25 149,802 786

65+ 24.0 ± 1.21 93,934 367

Race

White 89.7 ± 0.71 348,186 2,016

Black 6.4 ± 0.57 24,868 164

Other/multiple 
races

3.8 ± 0.45 14,920 101

Hispanic

Yes 4.5 ± 0.49 17,784 117

No 95.5 ± 0.49 373,240 2,185

Educational attainment

Less than high 
school

2.9 ± 0.41 11,384 67

High school or 
equivalent

15.9 ± 0.95 62,243 338

Some college, 
certificate, or 
associate’s 
degree

31.5 ± 1.17 123,018 716

College 
graduate

27.9 ± 1.12 108,902 666

Professional, 
graduate 
school, or 
postgraduate 
education

21.8 ± 1.04 85,373 515

Work status

Not working 64.2 ± 1.17 250,989 1,334

Working 35.8 ± 1.17 139,875 966

Family income

$0 to 
<$25,000

18.0 ± 1.04 64,302 344

$25,000 to 
<$50,000

23.4 ± 1.14 83,741 465

$50,000 to 
<$100,000

35.1 ± 1.24 125,634 769

$100,000+ 23.6 ± 1.07 84,529 554

Urban/rural status

Urban 81.1 ± 1.01 317,478 1,895

Rural 18.9 ± 1.01 74,129 411

Table 1. Descriptive statistics on insured patients with multiple sclerosis
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As discussed above, we used time since diagnosis as a 
proxy for general health status. When we restricted the 
analysis to just Cohort 2 (which has current health sta-
tus in 2009) and replaced health status with time since 
diagnosis, the results were largely the same (results not 
shown). This suggests that time since diagnosis is a rea-
sonable proxy for general health status.

We also calculated the predicted probability of 
reporting perceived worse health coverage across the 
four types of insurance for two hypothetical scenarios 
(Table 4). Broadly, scenario A has better health charac-
teristics (eg, more recent diagnosis, younger, no or only 
mild symptoms, RRMS, not on a DMA, and no recent 
relapse) than scenario B. The other covariates were set 
at the most common value for both scenarios: white, 
non-Hispanic married female with some college educa-
tion and a single health plan. Looking at the scenario 
associated with better health (scenario A), the predicted 
probability of reporting perceived worse health coverage 
was considerably higher for privately insured individu-
als (20.3%) compared with those with public insurance 
(11.5–13.6%). This relationship held for the worse 
health scenario, too, although the values were smaller. 
Under scenario B, individuals with private insurance had 
a 22.0% chance of reporting perceived worse health cov-
erage, compared with less than 15% among those with 
public insurance.

compared with those with Medicaid or other nonprivate 
insurance. The overall effect of insurance type is signifi-
cant (P = .0117; results not shown).

Older participants who were eligible for Medicare (ie, 
aged 65 or older) were not significantly different from 
participants 18 to 34 years old with regard to perceiv-
ing worse coverage. However, individuals aged 55 to 
64 were two and a half times as likely to perceive worse 
coverage compared with participants 18 to 34 years old 
(P < .05). As time since diagnosis increases, the odds of 
perceiving worse coverage decline, significantly so for 
those diagnosed 16 years or more previously. For exam-
ple, the odds of perceiving worse coverage are 0.482 for 
individuals who have been diagnosed more than 15 years 
previously relative to an individual diagnosed in the past 
2 years. The overall effects of duration and age were each 
also significant (not shown).

The other hypothesized confounder—number of 
health plans—was not significantly related to perceiving 
worse coverage. The only other significant predictor was 
gender: males were significantly less likely to perceive 
worse coverage compared with females (OR = 0.658; P 
< .05).

Table 2. Perceived change in health insurance 
coverage over 12 months, by type of 
insurance

Insurance 
type

Insured with perceived 
worse coverage

Insured with perceived 
same or better coverage

Weighted 
% ± SE

Unweighted n 
(Weighted n)

Weighted 
% ± SE

Unweighted n 
(Weighted n)

Private 71.7 ± 2.63 334 
(48,791)

55.9 ± 1.43 1,137 
(175,931)

Medicare 23.2 ± 2.47 92 
(15,797)

35.9 ± 1.41 536 
(112,833)

Medicaid 2.2 ± 0.91 9 
(1,513)

2.7 ± 0.46 47 
(8,350)

Other 
public 
insurance

2.9 ± 0.97 12 
(1,982)

5.6 ± 0.69 95 
(17,561)

Total 447 
(68,082)

1,815 
(314,676)

Abbreviation: SE, standard error.
Notes: All comparisons were significant at P < .001. Excludes 
respondents who did not have health insurance 12 months ago or 
had missing information for main plan or perceived coverage.

Characteristic
Weighted % 

± SE Weighted n Unweighted n

Need two-
sided support 
to walk 25 feet

9.7 ± 0.79 37,847 184

Wheelchair/
scooter

16.7 ± 1.03 65,381 279

Bedridden 0.4 ± 0.19 1,745 8

Current DMA use

Not currently 
taking a DMA

45.8 ± 1.27 179,508 876

Currently 
taking a DMA

54.2 ± 1.27 212,099 1,430

Insurance characteristics
Main insurance type

Private 58.6 ± 1.27 227,773 1,489

Medicare 33.9 ± 1.24 131,735 642

Medicaid 2.5 ± 0.41 9,863 56

Other public 
insurance

5.0 ± 0.58 19,592 108

Number of health 
plans

1 55.8 ± 1.27 218,244 1,437

2 40.1 ± 1.26 156,658 793

3+ 4.1 ± 0.55 16,034 73

Abbreviations: DMA, disease-modifying agent; SE, standard error.

Table 1. Descriptive statistics on insured 
patients with multiple sclerosis (continued)
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this is still substantially higher than the usual premium 
increases among public insurance. Furthermore, the 
Centers for Medicare and Medicaid Services (CMS) did 
not increase the standard monthly premium ($96.40) 
or deductible amount ($135) for Medicare Part B in 
2009, the first year since 2000 in which there was not 
an annual increase. This difference in premium increases 
may partly explain some of our findings.

Unlike public insurance, there is considerable varia-
tion in benefit design within the private health insurance 
market. For example, a private health insurer can impose 
different copayments based on provider type or drug 
class, or offer a high-deductible, low-monthly-premium 

Discussion
Our study confirmed earlier work showing that most 

people with MS have health insurance.12,13 We also 
found private insurance to be a significant predictor of 
perceived worse health insurance coverage, whereas pub-
lic insurance was not. This was not unexpected, given 
the changes in premiums and coverage in the private 
insurance market that are largely absent in public insur-
ance programs. For example, the Survey of Employer 
Health Benefits found a 5% increase in premiums for 
family coverage between 2008 and 2009.16 Although a 
relatively moderate increase compared with the double-
digit increases that were commonplace 10 years ago, 

Variable
Base model odds ratio

(SE)

Insurance (reference = private 
health insurance)

Medicare 0.525a (0.112)

Medicaid 0.618 (0.317)

Other public insurance 0.510 (0.203)

Time since diagnosis (reference = 
<2 years)

2–5 years 0.677 (0.204)

6–15 years 0.612 (0.172)

16+ years 0.482b (0.144)

Has multiple plans (reference = no) 1.048 (0.190)

Age (reference = 18–34 years)

35–54 years 1.968 (0.687)

55–64 years 2.520b (0.924)

65+ years 0.723 (0.404)

Medicare (aged ≥65 years) 1.978 (1.070)

Male 0.658b (0.127)

Race (reference = white only)

Black 0.858 (0.265)

Other/multiple races 0.598 (0.215)

Hispanic (reference = no) 1.217 (0.446)

Education (reference = less than 
high school)

High school or equivalent 0.914 (0.377)

Some college, certificate, or 
associate’s degree

0.850 (0.327)

College graduate 0.807 (0.314)

Variable
Base model odds ratio

(SE)

Professional, graduate school, or 
postgraduate education

0.622 (0.247)

Marital status (reference = married)

Widowed 0.743 (0.304)

Divorced 1.358 (0.314)

Separated 0.659 (0.297)

Never married 0.963 (0.261)

Disease course (reference = RRMS)

SPMS 1.134 (0.232)

PPMS 0.894 (0.282)

PRMS 0.889 (0.420)

Disability status (reference = no/
mild symptoms)

No visible problems with walking 0.957 (0.198)

Trouble walking, no aid 1.501 (0.419)

Can walk 25 feet without aid 1.120 (0.307)

Need one-sided support to walk 
25 feet

1.246 (0.346)

Need two-sided support to walk 
25 feet

1.039 (0.339)

Wheelchair/scooter/bedridden 0.959 (0.299)

Currently taking a DMA (reference 
= no)

0.938 (0.150)

Relapse in previous year (reference 
= no)

1.141 (0.167)

Constant term 0.299b (0.168)

Number of observations 2,023

Table 3. Factors related to perceived worse health insurance coverage compared with previous 
year

Abbreviations: DMA, disease-modifying agent; PPMS, primary progressive multiple sclerosis; PRMS, progressive relapsing multiple sclerosis; 
RRMS, relapsing-remitting multiple sclerosis; SE, standard error; SPMS, secondary progressive multiple sclerosis.
Note: Excludes respondents who did not have continuous health insurance for the previous 12 months or had missing information for main 
plan or coverage.
aP < .01.
bP < .05.
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However, some individuals with MS and other chronic 
illnesses can choose between public and private insur-
ance (eg, individuals who are eligible for Medicare but 
have the option of retaining their own [or their spouse’s] 
employer-sponsored plan), and our research suggests 
that Medicare participants with MS are significantly 
less likely to perceive worse coverage. Similarly, Medi-
care beneficiaries are able to choose between traditional 
fee-for-service (Parts A and B [FFS]) and managed care 
(Medicare Advantage [MA]) insurance options. To the 
extent that MA’s benefit design is similar to that of most 
private insurance plans, our findings on perceived worse 
coverage among privately insured may also be applicable 
to individuals with MA. Our data do not allow us to 
distinguish the respondent’s specific Medicare plan, but 
research suggests that MA enrollees are disproportion-
ately less costly compared with the overall Medicare 
populations, and those who disenroll from MA to FFS 
are disproportionately higher-cost beneficiaries.18-20

Limitations
Arguably the largest limitation of this study is that 

we are unable to adjust for selection bias—that is, where 
respondents differ from nonrespondents in ways that we 
cannot observe. We have attempted to minimize this 
by including characteristics that may explain some of 
the variance in perceived coverage. However, as with all 
nonrandomized studies, omitted variable bias may still 
exist.

We do not know if our sample is representative of the 
MS population in the United States. Because we lacked 
a probability-based sample, we used post-stratification 
to approximate selection probabilities. Although it is 
imperfect (eg, age and time since diagnosis are not per-
fectly correlated), we believe it is a reasonable approach 
to account for the known oversampling design and an 
improvement over not including weights. Also, our 
weighted and unweighted regression results lead to simi-
lar inferences (not shown).

plan. Furthermore, benefit design and associated costs 
also vary considerably depending on the “source” of the 
private health plan (ie, employer-sponsored vs. individu-
al market). Ideally, we would know the benefit design of 
participants with private insurance, including variations 
in copayments across services and drugs, deductibles, 
and monthly premiums. These data are unavailable, 
but it is plausible that the nuances and complexities in 
private insurance benefit design may not be well under-
stood by participants—especially those whose MS symp-
toms include cognitive difficulties—which could also 
contribute to perceived worse coverage. That is, coverage 
may not in fact change, but a worsening of health status 
causes the enrollee to realize that her coverage does not 
cover the new health needs. Recent findings using the 
Medical Expenditure Panel Survey suggest that benefit 
design rather than the plan itself was a major driver of 
differences in insurance generosity between households 
with and without a chronic illness,17 further highlighting 
the importance of enrollees’ understanding the nuances 
of their private health plan.

Many individuals do not have a choice between 
public or private insurance: they are eligible for pub-
lic insurance owing to age or disability (Medicare) or 
income (Medicaid) but do not have access to private 
insurance; or they are ineligible for public insurance. 

Table 4. Predicted probability of perceiving 
worse coverage across four types of insurance 
under two scenarios

Insurance type
Scenario A

(better health)
Scenario B

(worse health)

Private .203 .220

Medicare .118 .129

Medicaid .136 .148

Other public insurance .115 .126

Characteristics of individual

Age 18–34 years 55–64 years

Time since diagnosis <2 years >16 years

Disease course RRMS PRMS

Disability status No visible 
problems with 

walking

Wheelchair/
scooter

Bedridden

Current DMA use No Yes

Relapse in the past 
year

No Yes

Abbreviations: DMA, disease-modifying agent; PRMS, progressive 
relapsing multiple sclerosis; RRMS, relapsing-remitting multiple 
sclerosis.
Note: Both scenarios are for white, non-Hispanic married females 
with some college education and a single health plan.

PracticePoints
•	Most people with MS have health insurance, but 

their perception of their insurance coverage is 
affected by their insurance type.  

•	Individuals with private health insurance perceive 
worse coverage than those with Medicare.

•	For individuals with MS who can choose 
between public and private insurance, variability 
in premiums and coverage in the private insur-
ance market, which are largely absent in public 
insurance programs, should be considered.  
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The Slifka Study data are self-reported, and therefore 
vulnerable to misunderstanding on the part of both 
the subject and the interviewer. Additionally, we asked 
about perceived change in health insurance coverage, not 
actual change. Because we focused on participants’ main 
health insurance plan instead of all their health insur-
ance plans, we do not have a full picture of their health 
insurance coverage and costs. Nor do we have detailed 
information on the private health insurance plan (eg, 
employer-sponsored vs. purchased through the indi-
vidual market).

Despite these caveats, our research suggests some 
important policy implications. Participants with private 
insurance should fully understand their plan’s benefit 
design, especially for relevant care that they anticipate 
eventually needing. This will be especially salient to indi-
viduals with a progressive form of MS. o
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CORRECTION 
In the article “Self-Management for People with Multiple Sclerosis: Report from the First International 
Consensus Conference, November 15, 2010” by Robert Fraser, Dawn Ehde, Dagmar Amtmann, et 
al., published in the Summer 2013 issue of IJMSC (Volume 15, Number 2, pages 99–106), the list of 
“Consensus Conference Participants” on page 105 should have included the following individuals: Mark 
Jensen, PhD, David Keer, Eva Månsson Lexell, PhD, Claudia Moy, PhD, Alex Rae-Grant, MD, Bar-
bara Redman, PhD, Allison Stephens, MSW, Pimjai Sudsawad, ScD, and Steve Wegener, PhD.   
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