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In the United States in the first half of
1996, an estimated 44.5 million persons
younger than 65 years were without health
insurance.' The number of Americans with
no coverage is a long-standing policy con-
cern because research findings indicate a
relationship between lack of health insurance
and use of preventive services, delay in seek-
ing medical care, and poor health status.2'3
Previous research findings suggest that being
uninsured may be associated with declines in
health status.4 In addition, hospitalized
patients who have no coverage may receive
fewer inpatient services and may be at higher
risk of dying than those who are insured.5'6
For these reasons, lack of health insurance
coverage may result in substantial increases
in the number of people with chronic condi-
tions and the cost of providing care for such
individuals.

Lack ofhealth insurance is a particularly
serious problem for persons aged 55 to 64
years. This group is more likely than younger
adults to be in fair or poor health, to face high
individual health insurance premiums when
coverage is available, and to risk financial
hardship if they incur a major medical
expense.7 Because they are at increasing risk
of chronic conditions such as heart disease
and cancer as they age, forgoing preventive
health care for reasons of cost can place them
at risk of expensive but preventable hospital-
izations.8 Those without health insurance
coverage are less likely to receive clinical
preventive services or adequate maintenance
care for chronic conditions and more often
lack a regular source of continuing care,
which places them at even higher risk for
major illness.2,9-11

Davis7 estimated that 2.5 million Amer-
icans aged 55 to 64 years are uninsured and
that almost 1 million of these individuals are
in fair or poor health. Also, this age group
has been disproportionately affected by
declines in employer-based coverage,
because employers are less inclined to main-

tain health insurance for retirees than in the
past.7 For example, from 1988 through 1994,
the percentage of retirees 55 years and older
who received health coverage from a previ-
ous employer fell from 44% to 34%, a 23%
decline.'2 That percentage is expected to
continue declining because employers are
becoming more aggressive in controlling
their health care spending.'3 In 1996, an esti-
mated 8 million people aged 55 to 64 years
were not covered by an employer health
plan; another 1 million people in this age
group took Social Security cash benefits at
62 years of age and were not covered by an
employer plan.'4

Adults in this age group who retire
early are often forced to purchase individual
insurance coverage at a much higher cost
than employer-sponsored health care cover-
age. Individual coverage is often less com-
prehensive, and exclusionary underwriting
and marketing practices are more common,
than employer-sponsored coverage.'3 After
separating from a job, an older worker may
have difficulty finding another job with
health care coverage. There is evidence that
companies providing health insurance cover-
age are less likely than other companies to
hire older workers, who are more costly to
insure.15,16

Policymakers need to know as much as
possible about the uninsured among this age
group to determine whether allowing the
near elderly to buy into Medicare will assist
those who are currently uninsured or simply
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offer more affordable health insurance to
those who are already insured. The contin-
ued growth of the near-elderly population
raises questions about how the health care
needs of this large group will be met. This
group is projected to increase from 21 mil-
lion to 35 million in the next 12 years and to
nearly double between now and the year
2020, jumping from 8% to 13% of the US
population.13

In this study, we assessed the demo-
graphic characteristics of 55- to 64-year-old
adults with respect to health care coverage,
examined the effect of health insurance cov-
erage on the use of clinical preventive ser-
vices, and explored the reasons for lack of
health insurance coverage. We also studied
the association of health insurance coverage
with health status and cost as a barrier to
obtaining health insurance.

Methods

Data were obtained from the Behavioral
Risk Factor Surveillance System (BRFSS), a
state-based survey of noninstitutionalized
adults in the United States 18 years or older.
The BRFSS is a random-digit-dialed tele-
phone survey that collects information on a
variety of risk behaviors related to chronic
disease, infectious disease, and injury. Details
on sampling methods,17 system purpose,18
and methods of analysis have been described
previously.1921 Data are weighted to reflect
each respondent's probability of selection, as
well as the age, sex, and racial/ethnic distrib-
ution of the census estimate for the respon-
dent's state ofresidence.

Data from the 1993 through 1996 ver-
sions of the BRFSS were combined across
participating states over the 4-year period to
provide a sufficient number of respondents
for analysis. With 3 exceptions, all states and
the District of Columbia participated in the
survey each year. The exceptions were
Wyoming in 1993, Rhode Island in 1994, and
the District ofColumbia in 1995.

The health insurance status of each
respondent was determined through a series
of questions. First, respondents were asked
whether they had any kind ofhealth care cov-
erage, including prepaid health plans (e.g.,
health maintenance organizations) and gov-
ernment plans (e.g., Medicare). Those who
reported no health care coverage were asked,
"About how long has it been since you had
health care coverage?" Respondents also were
asked whether, during the previous year, they
had been unable to see a doctor because of
cost and how long it had been since they had a
routine checkup. Because only a small pro-
portion (2%) ofthe population had been unin-

sured for less than 1 year, we combined all
uninsured individuals into a single category.

We then examined demographic charac-
teristics, physical health status, health insur-
ance status, cost as a barrier to health care,

and use of selected clinical preventive ser-

vices. We estimated the prevalence of under-
insurance among the near elderly. Underin-
surance was defined as having health
insurance and reporting that cost is a barrier to
obtaining health care.

We used logistic regression modeling to
produce odds ratios (ORs) adjusted by sex,
race/ethnicity, educational level, and marital
status. In each model, health insurance status
was defined as currently covered or not cov-

ered. We used Survey Data Analysis
(SUDAAN) software to calculate confidence
intervals (CIs), taking the complex survey
design into account.2 For all data presented,
point estimates and confidence intervals were
based on weighted data. As a result of small
numbers, we did not consider separately the
2% of persons who had been uninsured for
less than 12 months. We did not adjust for
health status because it is strongly associated
with health care coverage.

Finally, we used additional data collected
by selected states through an optional module
of the BRFSS. These data were collected by
10 states (Alabama, Colorado, Missouri,

Nebraska, New York, North Carolina, North
Dakota, Ohio, Oklahoma, and Virginia) in
1996 to provide additional information on

respondents who reported being without
health care coverage. Respondents were asked,
"What is the main reason you are without
health care coverage?" We collapsed 11 cate-
gories ofreasons for noncoverage used to cap-

ture responses into the following 3 categories:
(1) lost or changedjob, or spouse or parent lost
or changedjob, (2) could not afford premiums,
and (3) other (e.g., became divorced or sepa-
rated, spouse or parent died employer does not
offer or stopped offering coverage, cut back to
part-time or temporary work, benefits from
employer or former employer ran out, insur-
ance company refused coverage, lost Medi-
caid or medical assistance eligibility). Each
state sample was representative of the state's
population; however, states volunteered to par-
ticipate and were not randomly selected.

Results

There were 49604 respondents aged 55
to 64 years. The median response rate, calcu-
lated according to the methodology of the
Council ofAmerican Survey Research Orga-
nizations,23 averaged about 68% during 1993
through 1996. Before combining data for the 4
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TABLE 1 -Demographic Characteristics of US Adults Aged 55 to 64 Years:
Behavioral Risk Factor Surveillance System, 1993-1996

Characteristic Sample, No. (%)

Sex
Female 29164 (52.7)
Male 20440 (47.3)

Race/ethnicity
White 42370 (85.2)
Black 3860 (9.0)
Hispanic 1 807 (5.8)

Educational level
Less than high school 9253 (18.8)
High schooVsome college 29528 (58.4)
College graduate 10732 (22.8)

Marital status
Unmarried 17483 (26.3)
Married 32051 (73.7)

Employment status
Wage earner 20549 (42.5)
Self-employed 5419 (10.8)
Unemployed 1 527 (3.2)
Retired 12660 (25.5)
Othera 9028 (18.0)

Income level,b $
<15000 8810 (17.9)
15000-25000 9722 (20.9)
25000-35000 7436 (17.2)
>35000 16358 (44.0)

aIncludes homemakers, students, and those unable to work.
bHousehold income per year.
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years, we examined the distributions ofdemo-
graphic variables (age, sex, race/ethnicity,
marital status) for each year separately to con-

firm that there were no important year-to-year
differences.

Table 1 describes the demographic char-
acteristics of the population. The percentages
ofrespondents with health insurance coverage,

along with adjusted odds ratios, are shown in
Table 2. Weighted estimates indicated that
each year from 1993 to 1996, there were an

average of 2.1 million uninsured near-elderly
Americans (10%). An additional 5.9% were

underinsured. Although the unadjusted preva-

lence showed that men aged 55 to 64 years

were more likely than women to have health
care coverage (90.7% vs 89.5%), this relation-
ship was not statistically significant when
adjustment was made for other demographic
factors (Table 2). Whites were more likely to
have health care coverage than Blacks or His-
panics (ORs = 0.59 and 0.36, respectively).
Income and educational level were inversely
related to lack of health insurance coverage.

Those who worked for wages or were retired
were more likely to have health care coverage

than those who were unemployed and those
who were self-employed. As a result of multi-
collinearity, adjusted odds ratios are not pre-

sented for employment and income.
Those who were insured were more likely

to report being in excellent, very good, or good
health than those who were not insured
(OR = 1.3) (Table 3). The insured were much
more likely to report having a regular source of
medical care than those who were uninsured
(OR = 4.1), and they were almost 8 times as

likely to report that cost was not a barrier to
obtaining needed health care (OR= 7.6). Hav-
ing health care coverage was also associated
with having had a routine checkup within the
previous 2 years and receiving a variety ofclin-
ical preventive services (e.g., blood pressure

and cholesterol checks for all respondents and
Papanicolaou test, clinical breast examination,
and mammography for women) (Table 3).

Supplementary data from 10 states
(n = 186) were analyzed to examine the rea-

sons for lack of health insurance among the
near elderly. More than half (55.5%) of the
uninsured respondents aged 55 to 64 years
reported that the main reason for lack of
health insurance coverage was the high cost
of insurance premiums. The next most com-

mon reason was losing a job or changing
employers (20.3%).

Discussion

Identifying the characteristics ofpopula-
tions that lack health care coverage and ana-

lyzing and documenting the consequences of

lack of coverage for the health and financial
situation of individuals and society are

important elements in evaluating proposed
policies affecting health care coverage in the
United States. Financial stresses on hospitals
and other providers, combined with
decreases in their ability and willingness to
provide uncompensated care, are occurring at

a time when the number of near-elderly per-
sons is increasing. As this study indicates, at
least 10% of the near elderly lack insurance,

despite the fact that they are at greater risk of
poor health. An additional 6% report that
even though they are currently insured, cost is
a barrier to obtaining health care. This is a

public policy issue because of the relatively
large number of Americans currently in the
near-elderly group and because of the expec-
tation that this group will increase dramati-
cally in size as the baby-boom generation
joins it at the turn of the century.

Our findings indicate that the near-

elderly adults least likely to have health care

coverage were Black or Hispanic, had levels
of education (less than high school) and
income (less than $15 000 per year) in the
low range, and were unemployed or self-
employed. Our data showed that almost half
of the near-elderly population is not in the
workforce (25.5% are retired, 18% are home-
makers or students or are unable to work, and
3.2% are unemployed). This is consistent
with Current Population Survey data indicat-
ing that only 43% of the near elderly were

employed full time in 1997. Thirteen percent
worked part time, and 9% worked full time
for part of the year. The remaining 35% were

out of the labor force entirely owing to retire-
ment, illness, or disability.'3

We found that health insurance coverage
was associated with higher rates of use of
clinical preventive services, even when sex,
race/ethnicity, marital status, and educational
level were controlled. Finally, respondents
who reported fair or poor health were less
likely to have health care coverage than those
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TABLE 2-Prevalence of Health Care Coverage Among US Adults Aged 55 to
64 Years and Adjusted Odds Ratios for Selected Demographic
Characteristics: Behavioral Risk Factor Surveillance System,
1993-1 996

Adjusted 95%
Sample, No (%) Odds Ratio Confidence Interval

Sex
Female (referent) 25896 (89.5) ... ...

Male 18326 (90.7) 0.95 0.83,1.10

Race/ethnicitya
White (referent) 38279 (91.9) ... ...

Black 3158 (81.8) 0.59 0.48, 0.73
Hispanic 1438 (74.6) 0.36 0.28, 0.46

Educational levela
Less than high school 7310 (78.9) 0.22 0.17, 0.28
High school/some college 26664 (91.4) 0.51 0.41, 0.65
College graduate (referent) 10175 (95.5) ... ...

Marital statusb
Unmarried 14759 (83.6) 0.48 0.41, 0.55
Married (referent) 29403 (92.3) ... ...

Employment statusa,b ...

Wage earner 19042 (93.4)
Self-employed 4530 (84.5)
Unemployed 985 (67.0)
Retired 11 560 (92.3)
Otherc 7731 (86.3)

Income level,abd $
<15000 6466 (72.1)
15000-25000 8452 (86.6)
25000-35000 6971 (94.8)
>35 000 15860 (97.2)

Note. Respondents were asked "Do you have any kind of health care coverage, including
health insurance, prepaid plans such as HMOs (health maintenance organizations), or
government plans such as Medicare?"

aSignificant association between having health care coverage and demographic
characteristic (X2 test, P<.05).

bNot included in logistic regression analyses.
clncludes homemakers, students, and those unable to work.
dHousehold income per year.
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in good, very good, or excellent health, even

though the strength of the association was

lower when we adjusted for sex, race, educa-
tional level, and marital status (crude
OR= 1.97, 95% CI= 1.71, 2.27; adjusted
OR = 1.26, 95% CI= 1.07, 1.48).

These findings should be useful to poli-
cymakers as they consider the effects of offer-
ing an opportunity for persons younger than
65 years to buy into Medicare. The annual per

capita cost ofthe buy-in was estimated by the
American Association of Retired Persons to
be about $4570 for persons aged 62 to 64
years.24 In comparison, individuals aged 62 to
64 years who were enrolled in employer-
sponsored plans for workers paid an average

of $420 per year toward the cost of their cov-

erage, those with continuation coverage under
the Consolidated Omnibus Budget Recon-
ciliation Act (COBRA) paid an average of
$2142 per year for group coverage, and some

who purchased individual commercial cover-
24

age paid as much as $16000 per year.
Because of our findings, we suspect that

the group ofpeople who need health insurance

most may be least likely to participate in a

Medicare buy-in. Near-poor and near-elderly
individuals who do not qualify for Medicaid
may be unlikely to be able to pay the premi-
ums to join Medicare even if it is offered. For
example, we found that 19% of uninsured
respondents had household incomes of less
than $15 000 per year and that 21% had
incomes between $15 000 and $25 000. This
group will probably not be able to participate
in a Medicare buy-in unless it is subsidized in
some way. The group most likely to participate
in a Medicare buy-in comprises those who
have lost employer-sponsored health benefits

through retirement, working part time, death
of a spouse, or divorce. These individuals can

pay for health insurance benefits but often find
that premiums are extremely high, their exist-
ing health conditions are excluded from cover-

age, or they cannot find a company that will
cover them.

Data collected in 10 selected states in
1996 indicated that the main reason adults
aged 55 to 64 years lack health insurance is
that they cannot afford the premiums (55.5%)
or they lost their job or changed employers
(20.3%). Data from these 10 states do not
necessarily represent the US population;
however, they do suggest that cost may be the
main reason that people in this age group do
not have health care coverage.

Another proposal recommends allowing
the near elderly to buy into government
employee insurance plans.25 This approach,
as well as the Medicare buy-in, would result
in the near elderly being able to pay insurance
premiums based on a large risk pool and
avoid paying premiums based on their indi-
vidual risk. Policymakers must examine any
proposed solution to filling the health insur-
ance gap for the near elderly in terms of
potential effectiveness (health benefits), effi-
ciency (costs), and equity (faimess).26

Conclusions

We estimate, on the basis of our survey,
that each year at least 2.1 million near-elderly
people lack health insurance coverage. This

estimate may differ slightly from estimtes in

other studies, either because those who were

insured at the time of the interview but had

experienced a lapse in coverage during the
previous 12 months were not counted among
the uninsured27 or because our results were

based only on respondents living in house-
holds with telephones. For example, although
telephone coverage averages 95% in the
United States, there are variations by region
and population. Persons without a telephone
are more likely to be at low education and
income levels and to be unemployed, and these
factors are associated with the likelihood of
being uninsured.28 Furthermore, such individ-
uals often have higher prevalences of health
risk behaviors.29 However, because this study
focused on the relationship oflack ofcoverage
with health status and health care use rather
than the number ofuninsured adults, this is not
considered a major limitation. Estimates of
effects can be expected to be biased in a down-
ward direction.

Other limitations of this study must also
be considered. For example, our estimates
were based on self-reports and were not vali-
dated; thus, they may be subject to recall bias.
Nelson and coworkers (written communica-
tion, April 1998) found that self-reports of
health care coverage are highly accurate,
whereas self-reports about source of cover-

age, type of coverage, and length of enroll-
ment are much less accurate.

In summary, we found that 55- to 64-year-
old adults with health insurance coverage are

much more likely than those without coverage

to have a routine checkup every 2 years, to have
their blood pressure and cholesterol checked,
and to have a source of regular care. Insured
women are more likely to undergo a Papanico-
laou test, clinical breast examination, and
mammogram than uninsured women. Inade-
quate health insurance coverage can lead to
"reverse targeting" of preventive care; the
result is that populations at highest risk are least
likely to be screened.30 The present difflculties
in meeting the needs of the uninsured in this
age group suggest that the burden on individu-
als, families, and society will become increas-
ingly less manageable if affordable health
insurance coverage is not made available.
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TABLE 3-Adjusted Odds Ratios for Insured vs Uninsured US Adults Aged 55
to 64 Years, by Selected Characteristics: Behavioral Risk Factor
Surveillance System, 1993-1996

Adjusted 95%
Odds Ratioa Confidence Interval

Health status excellent, very good, or goodb 1.26 1.07, 1.48
Regular source of care 4.05 3.06, 5.37
Cost not a barrier to carec 7.58 6.46, 8.91
Last routine checkup < 2 years ago 4.14 3.54, 4.84
Last Papanicolaou test < 3 years agod 2.65 2.19, 3.21
Last mammogram < 2 years agod 3.71 3.12, 4.42
Last clinical breast exam < 2 years agod 3.15 2.56, 3.87
Last blood pressure check < 2 years ago 4.68 3.48, 6.29
Last cholesterol check < 5 years ago 2.89 2.34, 3.58

Note. Respondents were asked "Do you have any kind of health care coverage, including
health insurance, prepaid plans such as HMOs (health maintenance organizations), or
government plans such as Medicare?"

aAdjusted for sex, race, educational level, and marital status.
bin comparison with those reporting fair or poor health.
cRespondents were asked 'Was there a time in the last 12 months when you needed to
see a doctor but could not because of the cost?"

dFemale respondents.



Powell-Griner et al.

References
1. Vistnes JP, Monheit AC. Health Insurance Sta-

tus of the Civilian Noninstitutionalized Popula-
tion, 1996. Rockville, Md: Agency for Health
Care Policy and Research; 1997. AHCPR publi-
cation 97-0030.

2. Davis K, Rowland D, Altman D, Collins KS,
Morris C. Health insurance: the size and shape
of the problem. Inquiry. 1995;32:196-203.

3. Brown ER, Wyn R, Cumberland WG, et al.
Women s Health Related Behaviors and Use of
Clinical Preventive Services. New York, NY:
Commonwealth Fund; 1995.

4. Hahn B, Flood AB. No insurance, public insur-
ance, and private insurance: do these options
contribute to differences in general health?
J Health Care Poor Underserved. 1995;6:41-59.

5. Hadley J, Steinberg EP, Feder J. Comparison of
uninsured and privately insured hospital
patients: condition on admission, resource use,
and outcome. JAMA. 1991;265:374-379.

6. Franks P, Clancy CM, Gold MR. Health insur-
ance and mortality: evidence from a national
cohort. JAMA. 1993;270:737-741.

7. Davis K. Uninsured in an era of managed care.
1996 Association for Health Services Research
presidential address. Health Serv Res. 1997;3 1:
641-649.

8. Weissman JS, Stern R, Fielding SL, Epstein
AM. Delayed access to health care: risk factors,
reasons, and consequences. Ann Intern Med.
1991;1 14:325-331.

9. Centers for Disease Control and Prevention.
Health insurance coverage and receipt of preven-
tive health services-United States, 1993.
MMWR Morb Mortal Wkly Rep. 1995;44:
219-225.

10. Hafner-Eaton C. Physician utilization dispari-
ties between the uninsured and the insured.
JAMA. 1993;269:787-792.

11. Spillman B. The impact of being uninsured on
utilization ofbasic health care services. Inquiry.
1992;29:457-466.

12. Retirement Benefits ofAmerican Workers, New
Findings From the September 1994 Current
Population Survey. Washington, DC: US Dept
of Labor; 1995.

13. Private Health Insurance: Declining Employer
Coverage May Affect Accessfor 55-64- Year-
Olds. Washington, DC: US Government
Accounting Office; 1998. GAO publication
HEHS 98-133.

14. Davis K. Incremental coverage of the unin-
sured. JAMA. 1996;276:831-832.

15. Scott FA, Berger MC, Garen JE. Do health
insurance and pension costs reduce the job
opportunities ofolder workers? Ind Labor Rela-
tions Rev. 1995;48:775-791.

16. Buchmueller TC. Health risk and access to
employer-provided health insurance. Inquiry.
1995;32:75-86.

17. Waksberg JS. Methods for random digit dial-
ing. JAm StatAssoc. 1978;73:40-46.

18. Remington PL, Smith MY, Williamson DF, et al.
Design, characteristics and usefulness of state-
based behavioral risk factor surveillance:
1981-1987. Public Health Rep. 1988; 103:
366-375.

19. Gentry EM, Kalsbeek WD, Hogelin GC, et al.
The behavioral risk factors surveys II. Am J
Prev Med. 1985; 1:9-14.

20. Frazier EL, Franks Al, Sanderson LM. Using
behavioral risk factor data. In: Using Chronic
Disease Data: A Handbookfor Public Health
Practitioners. Atlanta, Ga: Centers for Disease
Control; 1992:4-17.

21. Centers for Disease Control and Prevention.
State-specific and sex-specific prevalence of
selected characteristics-Behavioral Risk Fac-
tor Surveillance System (BRFSS), 1994 and
1995. MMWR Morb Mortal Wkly Rep. 1997;
46(SS-3): 1-29.

22. Shah BV. Software for Survey Data Analysis
(SUDAAN). Version 6. 10. Research Triangle
Park, NC: Research Triangle Institute; 1993.

23. White AA. Response rate calculation in RDD
telephone health surveys: current practices. In:
Proceedings oftheAmerican StatisticalAssociation,
Section on Survey Research Methods. Washington,
DC: American Statistical Association; 1983.

24. McDevitt RD. A Medicare Buy-In: Examining
the Costfor 2 Populations. Washington, DC:
American Association of Retired Persons;
1998. Document 9804.

25. Kendall DB. President Clinton s Medicare Buy-
In: Right Goal, Wrong Program. Washington,
DC: Democratic Leadership Council; 1998.

26. Aday LA, Begley CE, Lairson DR, Slater CH.
Evaluating the Health Care System: Effective-
ness, Efficiency, and Equity. Chicago, III:
Health Administration Press; 1998.

27. Swartz K. Dynamics of people without health
insurance-don't let the numbers fool you.
JAMA. 1994;271:64-66.

28. US Dept of Commerce. Statistical Brief:
Phoneless in America. Washington, DC: Eco-
nomics and Statistics Administration; 1994.
Publication SB 94-16.

29. Groves RM, Kahn RL. Surveys by Telephone: A
National Comparison With Person Interviews.
New York, NY: Academic Press Inc; 1979.

30. Woolhandler S, Himmelstein DU. Reverse tar-
geting of preventive care due to lack of health
insurance. JAMA. 1988;259:2872-2874.

886 American Journal of Public Health June 1999, Vol. 89, No. 6


