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THE WHITE HOUSE 

WASHINGTON 

March 2, 1994 

Joanne Lynn, M.D. 
Senior Associate and Professor 
center for the Evaluative Clinical Sciences 
7251 Strasenburgh Hall Room 312 
Hanover, New Hampshire 03755 

Dear Dr. Lynn: 

Thank you for writing to describe your research on the 
impact of insurance status on mortality. I enjoyed meeting with 
you in New Hampshire and greatly appreciate your taking the time 
to send information about the SUPPORT project. 

As you noted, I mentioned during our conversation that 
uninsured patients have higher hospital mortality rates than 
well-insured patients. I based my comment on two studies 
reported in the Journal of the American Medical Association 
(JAMA). The first found that, after adjustment for all other 
factors that impact upon morbidity, uninsured Americans have an 
in-hospital death rate up to three times higher than the 
privately insured. This study, published by Jack Hadley, Earl 
Steinberg and Judith Feder, is listed on the bibliography that 
you enclosed. A second study, published by Peter Franks, Carolyn 
Clancy and Marthe Gold in JAMA in August of 1993, also concluded 
that the lack of health insurance is associated with an increased 
risk of subsequent mortality. These studies do not include data 
on individuals with Medicaid coverage. 

I have forwarded your study to the Administration staff 
members who are working on national health reform. Thank you 
again for writing. 

Sincerely yours, 
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--Dartmouth-Hitchcock Medical Center 

Joanne Lynn, M.D. 
Senior Associate and Professor 
Center for the Evaluative Clinical Sciences 

Hillary Rodham Clinton, Esq. 
c/o Melanne Verveer 
The White House 
Washington, DC 20500 

Dear Mrs. Clinton: 

7251 Strasenburgh Hall Room 312 
Hanover, NH 03755-3863 

December 22., 1993 

Office(603)650-1829 
FAX (603) 650-1935 

I am writing to follow up on the effects of being uninsured or on Medicaid on 
mortality for hospitalized patients. As you may recall, in our conversation over lunch m 

... Dartmouth you stated that uninsured and Medicaid patients have some three times the 
hospital mortality of well insured patients. I mentioned that my research (SUPPORT, 
The Study to Understand Prognoses and Preferences for Outcomes and Risks of 
Treatments, funded by the Robert Wood Johnson Foundation) had found no impact of 
insurance status on mortality. I will here present a brief summary of the results of my 
study in this regard, along with a brief narrative review of the literature. I will enclose a 
short bibliography and a brochure about the SUPPORT project. If you or any advisors 
want to review the methods or analysis, please let me know. 

SUPPORT enrolls all adults who live 48 hours after admission to one of five 
diverse teaching hospitals and who have one of nine very serious diseases. In the first 
two years of the project, we enrolled 4301 patients, of whom 26% died before discharge 
and 48% died within six months. We used newly developed statistical techniques to 
create a formula by which to predict the likelihood of survival to each day over the next 
six months for each patient like those enrolled in the project. (Previous work addressed 
survival to discharge or grouped patients into large groups.) The formula works very 
well, even sustaining its predictive ability when applied to a new group of patients. 

This prognostic formula takes into account age, diagnoses, hospital course, and 
degree of physiological derangement in various lab tests and measures of vital signs. 
Once these elements are taken into account, none of our measures of socio-economic 
status showed any correlation with survival time. In other words, having no insurance, 
or Medicaid only, did not predict any difference in expected survival. Likewise, there 
was no effect of race, income, or education. There was not even an effect of which 
hospital provided care, and our hospitals included a city hospital, as well as one which 
is largely private-physician, two large university research and teaching hospitals, and a 
rural medical center. 
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Within SUPPORT, then, one can only conclude that very seriously ill patients 
who are in the hospital for more than two days have the same risks of dying over the 
ensuing six months without regard to insurance, other measures of socio-economic 
status, or which of our five hospitals provided care. 

This does not mean that poor, uninsured, and underinsured patients get the 
same care and the same outcomes as well-insured patients. I would expect that the 
poor among us come to hospitals later, sicker, and with more complications, tend to 
present to less capable institutions, and may well have higher mortality in the first 48 
hours. The evidence for these claims is frail but suggestive. All of the studies directly 
addressing hospital mortality drew data from administrative data banks, which adjust 
for severity only very roughly. Thus, case mix differences of substantial size are 
expected to persist. In addition, most of the studies have serious unmeasured biases 
within their definition of the populations to study, or require substantial unjustified 
interpretative maneuvers to estimate the outcomes of interest (rather than those 
available). We have included some explanation of the problems in the enclosed 
summary of the literature. 

Nevertheless, Medicaid and uninsured patients probably have more 
environmental and lifestyle reasons for illness, fewer social resources to aid 
recuperation or disease management, more barriers to preventive care and early access, 
more discontinuity in care, and fewer tests and procedures. Specifically on the question 
of differential hospital care, Hadley et al. (1991) showed that uninsured persons had 
more hospital deaths, though most odds ratios were between 1.0 and 1.5. Certainly the 
uninsured get fewer diagnostic procedures (Hadley et al. (1991), Braveman et al. (1991), 
Wenneker et al. (1990)) and delay care more often (Weissman et al. (1989)). The delays 
almost certainly have an adverse effect on health and on costs. However, the impact of 
the reduction in diagnostic tests is uncertain. In general, increased use of 
hospitalization might have an adverse effect on mortality, at least among the elderly 
(Fisher et al., under review). 

Once established in the hospital, however, there is little evidence that very sick 
uninsured and Medicaid patients receive care that is deficient in terms of enhancing 
survival, as compared to those who are well-insured. 

I hope this information proves helpful. Let me know if you see any other issue 
where I might be of help. I greatly appreciated the opportunity to meet and talk with 
you. Health care reform needs to go farther and faster than Congress yet imagines. I 
admire your work and wish you well. 

Sincerely, 

Joa~~ 



Insurance and Hospital Mortality 
Narrative Summary of Key Literature 

Several studies have examined the effect of insurance status on outcomes and the 
utilization of hospitals. Although the studies generally report lower utilization and 
higher mortality among uninsured and Medicaid patients compared to patients with 
private insurance, the biases in these investigations are substantial and deserve to be 
acknowledged. 

A study by Hadley et al. (1991) examined condition on admission, resource use, 
and in-hospital mortality by insurance status. The authors found that uninsured 
patients were 29% to 75% less likely to receive certain high cost or high discretion 
procedures such as coronary artery bypass graft surgery or total hip replacement. This 
report excluded Medicaid patients which leaves many questions unanswered. When 
the population was split by age and race, 5 of 16 groups showed no effect of insurance 
on hospital mortality, 7 showed effects between 1.0 and 1.6 odds, and 5 showed effects 
greater than odds of 1.6 (girls of both races and young Black males). The actual number 
of deaths studied was quite small. 

Studies by Wenneker et al. (1990) and Langa et al. (1993) examined utilization of 
cardiac procedures by insurance status. The Wenneker study (1990) looked at patients 
admitted to Massachusetts hospitals with circulatory disorders or chest pain. The 
authors found, after adjusting for demographic, clinical, and hospital factors, that 
privately insured patients were 80% more likely than the uninsured to receive 
angiography, 40% more likely to receive bypass grafting, and 28% more likely to receive 
angioplasty. Medicaid patients had a 48% lower chance of receiving angioplasty 
compared to the privately insured, but in other respects were similar to the uninsured. 
The effects on outcome were not studied. 

In the study by Langa et al. (1993), the authors found that the rate of increase in 
frequency of coronary revascularization procedures was much faster among patients 
with private fee-for-service or HMO insurance than it was for patients on Medicaid 
between 1983 and 1988. In 1983, fee-for-service and HMO patients were 1.66 and .96 
times as likely, respectively, of obtaining revascularization procedures as patients with 
Medicaid insurance. However, by 1988, patients with private fee-for-service insurance 
were 2.33 times as likely as Medicaid patients to undergo revascularization and HMO 
patients were 1.53 times as likely. Young and Cohen (1992) also found that Medicaid 
patients were less likely to receive certain coronary procedures. Additionally, 
Weissman and Epstein (1989) reported that among their Boston area sample of 
hospitalized patients, the uninsured underwent, on average, only 7% fewer procedures 
than the Blue Cross patients. The differences also varied by type of hospital. These 
studies use administrative data only and thus have quite inadequate adjustment for 
severity. 

A study by Burns et al. (1993) found no real difference in utilization between 
patients in Arizona's experimental Medicaid program and privately insured patients. 
The authors studied patients with 11 different conditions and found that among 
medical, surgical, and pediatric diagnoses there were "few significant differences" 
between Medicaid and non-Medicaid patients after controlling for severity of illness, 
specific hospital used, and several patient, hospital, and physician factors. 



Some other studies set out to discover whether the uninsured and Medicaid 
patients were receiving a lower quality of care than privately insured patients by 
examining length of hospital stay among the different groups. By looking at all 
newborns with serious medical problems discharged in 1987 from all California civilian, 
acute-care hospitals, Braveman et al. (1991) reported that although uninsured and 
Medicaid babies generally had more complications than the uninsured, they received 
fewer services. Mean length of stay was 13.2 days for uninsured newborns and 14.8 
days for newborns covered by Medicaid, while for privately insured newborns, the 
mean length of stay was 15.7 days. Complications coded for insurance purposes are not 
a reliable indication of severity of illness, and the fact that these investigators used this 
as the only adjustment for severity will have introduced an unknown bias. In addition, 
sick infants with unsupportive home environments may have been kept in the hospital 
longer, an effect that cold completely explain the results. 

Many of the studies comparing quality of care by insurance status also report on 
in-hospital mortality. The aforementioned Hadley study (1991) found an in-hospital 
mortality rate 0.9 to 3.2 times higher for uninsured compared to insured patients. In the 
Young and Cohen study (1992), the risk of mortality was almost twice as high for 
Medicaid patients as it was for those with private insurance after adjusting for clinical, 
sociodemographic, and hospital-level factors. In a study of the effect of insurance status 
among breast cancer patients, Ayanian et al. (1993) found that the risk of mortality in 
breast cancer, adjusted for age, race, marital status, household income, coexisting 
diagnoses, and disease stage was 49% higher for uninsured patients and 40% higher for 
Medicaid patients than for those with private insurance. All of these comparisons were 
statistically significant. The Burns study (1993) of patients in Arizona, however, did not 
find a substantial difference in mortality between patients insured by Medicaid and 
those with private insurance after controlling for severity of illness, specific hospital 
used, and several patient, hospital, and physician factors. 

Only SUPPORT has been able to adjust for severity of disease for hospital 
patients, but it has the limitations of reflecting only five hospitals, reporting only those 
who were hospitalized and lived 48 hours, and reporting only very seriously ill adults. 
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Comparison of Uninsured and Privately 
Insured Hospital Patients 
Condition on Admission, Resource Use, and Outcome 

Jack Hadley, PhD; Earl P. Steinberg, MD. MPP; Judith Feder, PhD 

To investigate the association between insurance status and condition on admls· 
sion, resource use, and in-hospital mortality, we analyzed discharge abstracts 
for 592 598 patients hospitalized In 1987 In a national sample cf hospitals. In 13 
of 16 age-sex-reoHJpecific: cohorts, the uninsured had a 44% to 124% higher 
rtsk of ln·hospltal mortality ai the time of admlSSlon than dla 1ne prtva!ely Insured. 
Attsr controlling for this difference, the actual in-hospital death rate was 1.2 to 3.2 
times higher among uninsured pa!ients in 11 of 18 cohorts. The uninsured also 
were ~to 7S% le:s:s likely io undergo oooh of fivo higtK.ost or high-discretion 
procedure$· and 50% Jess likely to have normal results on tissue pathology 
reports for biopsies performed during five of seven different endoscopic proce­
dures. Our results sugge£t that Insurance status Is asc.ociated with a broad 
spectrum of aspects of hospital care. 

INCREASING evidence suggests that 
the a.mount and cont.ent of medkal care 
that an individual receives in the United 
States is related to whether the individ· 
ual bas health insuraDce.: Previous 
atudies; for example, although uncon­
trolled for ditCerenees between groups 
inclinic:al atatm and need for~on 
admiecsion. lulvc &Mwn ~die unin. 
8Ured have fewer physician visits per 
year. are less likely to ha"\'e a hospital 
stay, and, if hospitaH:zed, have a short.er 
~ of stay than insured individu­
als. Other studies ha\le shown that, 
~ after controlling for difrerene.es in 
admission disgnoeia., the eervioea that 
wtlnsured individual! :receive are differ­
ent from those that insured individuals 
receive ... In a recent analpis ot 1983 
hospit.al discharge data for 65 032 unin­
sured, Blue C:rosa, and Medicare pa­
tients hoepitalir.ed in the Boston area, 
for ex2mple, Weiamsm azd Epstain' 

Ftan Vie Canrer la Heairl Pclicy s.iaea. Georg. 
bY11 IJnlWISity Sd1CXll a l.tacficinll. \'mrin;IOl'I. DC 
(Ors ...,l"'V""" ~and,.... .):)l'lr.9 ~ ... Ptt:-­
gram lor MecScal Technobgy and P!llCCice A&MsS· 
!Mm. The Jolll'IS Hopkins UMersirf. Ballimol'o. Md (Or 
Srsinbarg). 

Rspml l9qUl.ll&ts IO Centar for Haa."?!'. Policy Sll.ldieS. 
2233 ~ ~ 14w; So.it• 52:i. ·~o;.n, DC 
2cx:07 (Dr Hadley). 
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found, after adjU&1ing for case mix, that 
inaured patiema had 1<J. shorter ataya 
and underwent 7'k f.ewer prooedures 
than Blue Cross patients. More recent­
ly, Wenneker et ar found, a!ter control­
ling for clinical mi demographic fac­
toni, that~ status "W38 strongly 
associaf'M with utilization of three 
cxpcmllYC cord.ioc prvcedm"C3 among 
38 000 patients adnDtted to MaB1acbu­
seua hospitals in 1985 with circulatory 
diaarden or chest pain. Very few data 
are available reguding differences in 
health outcomes among insured vs unin­
sured patients .• 

The goal of thiai study ia t4 identify 
whether there an statistically signifi· 
cant differences between uninsured and 
privately insured patients in three sets 
of fact.on related to hospital care: condi­
tion on a.dmiasion., resources used In the 
hospital, and outcome. Specifica!Jy, we 
uk whether the wiinsuNd are a~k.er 
when admitted to the hospital; whether 
fewer resources a.re expended on their 
care in the hospital, given their eondi­
tion on admission: and whether they 
have a poorer outcome, given their con· 
dition on admission. 

'rhA l'P.RPJUT.h rt>.{V\l'tJ!d herein ex· 
tends prior work in four important 

ways. First, we used a large national 
aemple of 592 598 hospital discharges to 
compare the cbaracteristics d. hospital 
care received by uninsured and private­
ly insured patient.a. Thus, our findings 
should be more genenliz.able to the na­
tion's wrin5ured than those of studies 
based Oil a single, relatively small geo­
graphic area, sach as .l$oston at !rla&aa· 
chusett.s.. Second, the only previous 
stUdy that has examined insured w un· 
insUNd patient.i use ofhigh<Oit p~ 
dares foo1sed exclusively on three car­
diac ptocedures. • In contrast. while 
controlling far diagnosis, we analyzed 
the treqaeney with which a broad spec­
trum o!bigh-cost invasile and noninva­
sive procedmes are provided to insured 
vs aninsutte.d h08pitali~.Ad plt:iP.nbL 
Third, we Used multiple measures of. 
condition on admission and resource 
use, which allow us to explore these 
factors In greater depth. Ftnally, we 
e.:camined dift'erencea between the unin­
sured aJld privately insmed in Ui.hospi­
tBI death rates. an important measure a! 
outcome. 

DATA, VARIABLES, AND 
STATISTICAL Um-IODS 
Data 

The data set was derived from cUs­
eharge abstra.ata aubmitt.ed t4 the Com­
mission on Professional and Hospital 
Activities, which is a research and data 
abstracting service for bospi.tal8, by its 
member bospitala in 1987. The entire 
Commission on Professional and Hospi· 
taJ Activities 1987 database includes 
over 10 million discharge abstracts from 
approximately 1200 hospit.ala. For this 
study, we e.x.amined only diacharges for 
people between the ages of 1 and 64 
yun wboeeprimary source o!JM'YDlent 
was no charge, self-pay, Blue Cros.s, 
insurance company, or Medicaid and 
whtllle ra12 was white. black. or Hispan­
ic. Discharges tor which any of this in· 

Companson of Hospital Patients-Had~ et al 



formation was unreeorded were deleted 
from our data set. We excluded new­
borns, infanta under the age at 1 year. 
and women with a pregnancy-related 
diagnosis because these discharges ac­
count for a much hlgber proportion of 
unineurecl CQGOG than o! pri\-ately in­
sured ca.1e8. '° We belie·11ed that without 
such exclusions, aggregate measures of. 
case severity might be misleading. 

The data file used in our statiatical 
analyses consisted of all no charge and 
self-pay discharges plus a 6% randotn 
sample ol :all other diaohsrsee. (The 
sampled records were weighted by the 
inverse of their sampling probability in 
all analyses.) There were 592 698 dis­
charges in this file. 1''or some parts a! 
our study, attention was limited to dis­
chargH with particular diagnoses or in 
whi.eh partM!ular procedures WQN 

performed. 

Variables 

We de.fined '"Uninsured patients" as 
those having either no charge or self­
pay listed as the primary source of.pay­
mant and '"priwtaly insured pstienun 
as those hs:viJJgeit.her Blue C1"058 or an 
insurance company listed as the prima­
ry source of payment. Our database and 
statistiq,l analyses a1so inc.laded Medic­
aid patients u another insured group. 
However, we only report resulta associ­
ated with uninsured and privately in­
sured patients because it is wry diffi­
cult to draw conclusions about the 
. insuranoe efl'ed:a of Medicaid without 
state-apeci!ic in!annatii>n on Mediraid 
coverage 8lld payment policies, which 
vary substantially a.cross states. iua 

ThP. RTll\l~s ron.sists of a series of 
comparisons oC specific measures, con­
structed from the ~ abstract 
form. which can be interpreted as pro­
viding ev1denoe regarding condition on 
adinisaion, ft!.SOurc:e use, or outcome. 
The dependent variables, which we ana­
lyzed ming multiplP. rP.~fon mP.th­
ods, are surnrnarlr.ed in Table l and dis­
cussed below. 

Rilk·kUUated Mortality Index.­
Tut: Risk-Adjusted Mortality Index 
(RAM!). developed by the Commission 
on Professional and Hospital Activities, 
is the ~ in-hospital mortality 
rate based on actual in-hospital mortal­
ity rates for diagnoees, grouped by their 
diagnosis related group code, adjust.ed 
fur pllol.icnL ~. ~. ~. the ~na= 
· 6f .comorbidities ~ndary diagnoses 
at tiine of admission), and the risk of 

· death associated with comorbidities and 
the · "pal operative procedure (if 
any)..~ higher RAMI value can be in­
terpreted as representing a more se­
VU'elyill patient. II 

Probability ol. a Weekend Admis-
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sion. -The choice a! the second mea­
sure of. condition on admission is based 
an the hypothesis that a weekend <Fri­
day through Sund3y) admission is likely 
to be more urgent than a wee~ ad­
mission. In other words, we assumed 
that elective adni.i~<11&8 IUl:! 11:wre likelv 
to occur during a weekday because ~ 
privat.e physicians' schedules, patient 
prelerenoes. and hospital stamnr pat­
tern&.. Altho~h mBJ\Y scheduled admis­
sions .are for serious conditions, we pos­
ited that, on a"el'88't!. they are less 
urgent or immediately lifc--thRatening 
than the average weekend admission. 

Average Length of Si.y. -Length of 
stay is a common measure of resource 
use. However, e'Vell when controlling 
for diagnosis, length of stay can reflect 
the Severity of a patient's condition as 
-well 11& the level o! rcsouroe use for a 
patient with a given level of severity. 
We attempted to control for the effects 
of severity by fOOJSing the analysis r:I 
length of stay on diagnoses that have 
either a high or a low degree of physi­
cian discretion with regard to the need 
for a hoo~tclimtion. Uoing both prior 
literatore 11 and clinical judgment, we 
initially selected 28 diagnoses thought 
to differ in the amount of discretion, 
from the physician's perspective, in the 
need for a hospitaJ admisaion. ~tive­
ly high-Oiscretion diagnoses may be 
thought al as being more eleetive, while 
relatively ~-..disC!l"etion diagnoses~ 
be considered nonelec:tive. 

We then used linear regression mod­
els for each of the 2;!S diagnoses to esti­
mate the RAMI for the uninsured, con­
trolling for~. &e."l, race, hospital size, 
CIW!W'Q}Up, tes.ching atatua, and tyPe of 
community. 'The 10 diagnoses reported 
in the analysis are the ones with the five 
lowest and five highest predict.ed RAM.I 
scores derived from the regression 
models. Estimating length of stay equa­
tions separately for each diagnosis de­
M"PAAPJ!. t'he Hblihood that.diffeft"'~Jl i" 
resource use will be obscured by differ. 
ences in diagnostic mix between unin--
sured and privately insured patients. . 

Probabutty of a Wrh-cost and/or ; 
Bigh-Disaetion Procedure. -If in­
surance coverage. affects resource use, 
we hypothesized that the uninsured 
would be less likely to be admitted for 
procedures that are very costJy and/or 
somewhat discretionary in terms of 
l.heir clinical nt:eell.'iity. Uning ~ cri­
teria, we selected five procedures-cor­
onary artery bypass graft surgery, total 
knee replacement. total hip ~place­
ment, stapedectomy, and surgical c-0r­
rection of strabismu.s-and tested 
whether the probability of Wldergoing 
each or these procedures vnrica with 
insurance status. We used our entire 

sample of discharges, rather than those 
associar.ed with a limited number al pri­
mary diagnoses, fo!j these analyaea b& 
cause we wished to e.'Wlline the proba· 
bility that each oftheae procedures was 
performed for any reason. 

Probablllty or a Speclnc Ptocc:dure 
Aasodated With a Particular Set ot 
Diagnoses.-To better control for the 
effects on resource use of variation11 in 
the mh: of diagnoses across groups of 
patients with diff'erent insurance ata· 
tus, we analyzed the probability of a 
patient\. ~~ving a pa.rU1:ulw' pcv..-e­
dure or let of procedures after limiting 
the sample to discharges with a narrow­
ly defined set of lnUrnationa.l Classifi­
cation cf Dilccue1, Venioft 9, codes as 
the primary discharge diagnosis. Five 
separate samples of discharges, each 
v.ith a different oet of limited diagnoiiu, 
were drawn. (The dia.gnoses in each 
group and the relat¢ procedure codes 
are shown in Table 4.) Each of these 
groups "WU analyr.ed separately to de­
termine whether there was a significant 
~ in the use of the associated 
procedure between privately inaared 
and uninsured patients. 

We also examined two procedures 
that are often performed in conjunction 
with another procedure: biopsy, which 
often ~ with a bronchoscopy, and 
intraoperative cholangiogram, per­
formed in conjunction with a aholeeyi:­
tec:tomy. All discharges involviQg pa­
tients who underwent either a 
bronehoscopy or a choleeyetectomy, re­
specti\'ely, are-the samples we em­
p!Dyed for theae two analyses. 

Probability of a 'Not Abnormal' Bi· 
oplJ' Ramlt.-'Ihe lut nlllOUI'~ un 
measure that we examined is the proba­
bility of a tissue pathology report of "not 
abnormal" during hospitalif.ations in 
which any of seven different endoscopy 
procedures ~ Table 5) and an associ­
ated biopsy were performed. (The other 
powbt. findings on t'h~ plt.hnlneY 'M­

port are abnormal-other, mechanic:al 
abnormality, growth alt.eratian, degen­
eration and necrosis, nonaeute inti.am­
mat.ion, acute tnnammatian, nonmalig­
nant neoplasm, and malignant 
neoplasm.) We bypothesi7.ed that a Ala· 
tively higher probability of a "not abnor­
mal" fiildingin a tissue pathology report 
far one group of patients is suggestive of 
a more aggressive management strate­
gya IJcirig "'"Pl<J.Yed i.u Lhe ca.A uI U11'l. 
group of patients compared with a refer­
ence groap. This hypothesis assumes 
that the dink:al threshold for perform:. 
ing the test and doing a biopsy is lower 
far the group of patients with the higher 
probability of "not abnormaln 6ndings 
in tiaeuc pathology report3 thAn for the 
other group of patients. 
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Tabk; , .-<Jeoendent "lltfables: Maasul9a al Cotl­
diUan an Admbslon. Raaauite Use. and OWana 

Outcome. -We examined one out­
come measme in our analysis, the prob­
ability of dymg in the hospital. Although 
tbia measure has several limitations, it 
Is~- o!tbe most frequently used indi­
ca1:ors of the outcome of ca.re. nm Ylri­
able was analyzed using the fall set of 
~ .RtrRtifiN.I ;nto 16 ~sex-
1'11Ce-6~ cohort.a. 

Statlstlcalllalhod• 

:Multiple regression analysis was used 
to test for statistically aignific:ant differ­
ences~ uninaured and privately 
inaun:d· patient.a in the ~OWi ~ 
sores of condition on admission, re­
l!OUrCe use, and outcome. The regres­
aion models included as independent 
wria.bles imuranoe status and controls 
forthe effeeta of characteristics not held 
constant by stnti15cation 

'nie raa1ta reported in Tablet. 2 
through 6 are baaed on the regression 
estimates of the coefficients !or mrln­
sared and priwt.ely insared patients 
from equations of the following general 
form: 

Y = ctU+~PI+I....X. 
where Y represents a~ of condi­
tion on admis&on, .resource use, or out­
come; a.. the coeflicieut !or uninsured 
patients; f!, the coefficient tor privat.ely 
insured patients; U equals l if the pa­
tient is llllimured, 0 otherwise; PI 
eqmals 1 if the patient ia priwtcly in 
sured, 0 otherwise; and X,, other control 
variables. 

The exact list of X, variables depends 
on the partio1lar dependent variable be­
ing analyzed and the e>.unt of file strati-
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fication. In all ~. lthe individual 
~WU 'Jut unit o_tpbservat1on. 

The eoetticien~ ci and ~ can be int2r­
pret.ed as mean jYalw!s Qt Y for unln­
aured and pri~ insUred patients, 
~pec:tively, adjµsting ~r differences 
in Y dae tothe~~~b The prima-
ry null h~ · t the anal-
yala ia that ~ iii DO fn Y 
between uninswjed and privately in-
sured patienta~UiM far the ef­
fects of other , w~ fs eqafw­
le.nt to the null _~aps a =P. This 
hypothesis can '· ~uited using a t 
statistic calcula!+J from! the vuWi.. 
c:ovariaDce matrix at.the~ l*­
rameters. • Notei that ~ the re­
gression model~' ia J.iJPear in the 
parametera, the of null h.ypoth­
eais is inde~t afthe~cularval­
ues of X. ~n tp stan~ the val-
ues of a and fS. · · 

'ni.e tables af ~t.a zFport rclati'ft 
regression-adj~ coeftJcients, which 
are de5ned as t?; ratio o'f. the adjust.ed 
me.an of Y fo=~ to the ad­
justed mean of for ~ privately in-
smed., again • for a particu­
lar aet of Xi value$. Matb~cally this 
is aimply(g +~~(fl +'.f~· 

For example, i{ the val'jle of the ratio 
is 1.10, one can ~n say,! --ni.e rate for 
t.he uninsured is ~0% ~at.er than t'or 
the privately ins~ or th,. probability 
of the uninsured~~ a particular 

senice is 10% greater than for the pri­
~ inaured. -

Ccntrola for Factor& Other Than 
lnauranco Coverage 

All analyeea of difrerencee between 
mDmared and privately insured pl­
tienta were acljuated for age, aex, and 
race, either by strat.tncatfon or by fD. 
duding age, &e.."C, and raoe u contnii 
'9Briahles in the regrueion models. The 
.RAHI score, the probahµit;y nf a 'WN'lc­
end admission, and the probability of. an 
in-hospital death were analyzed tepa· 
rately for 16 age-ea:~ CD­

hurt.a u! ~· The regression 
models for these cobort-specific ana­
lyaes also included control variab1ee for 
hospital me, ownenhip (public or pn; 
'lite}. teaching atatua (Council of 
Tnrhing Hospitala member), and type 
al cmunmlity (100 largeat citie.8, other 
metropolitan comm1Ulity, or nonmetro­
politan). In addition, the analysis of. the 
probability of. a weekend adnrisaion in­
cluded the RAMI 11COre and the Medi­
care C38&-mix index as controb far pos­
sible dlffercnces in diagnostic mix alld 
aewrity of illness. The analysis of in­
hoapital mortality includcdaa addnional 
control variables the RAM! score, the 
Medicare caa&-mix index, and an indica­
tor of whether a surgical proeedure was 
performed. 

The regress.ion model f.or average 
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N:utt. ~ infaldlan. .-!or ... 
(410.0) 1788 .115 0..95 

length of stay wu estimated separately 
!or e.ach o! 10 specific diagnoses. The 
control wriablea conaisted of age, ae.."t, 

race, hoopital me, ownership. teaclrlng 
st.atua. and community type, as well as 
the RAMI, the Medicare case-mix in­
dex, and Jon. indicator of. whether any 
surgical proced1ll"e was performed. The 
purpose o! the latter three varialllea is 
to eontl'ol for difruenc:ea m aeverity 
within the diagnoses amalyied. The re­
gression model for the incidente of se­
lected proc::ednres and for tissue pathol­
ogy outeome.s included control ~les 
for age, sex. race. hospital siu, owner­
ship, teaching status, and community 
type. The analyse& related to dae five 
high-cost ar high-discretiOD proce­
dures, as well as those relsted to condi­
tion an admission and in-bospital mor­
tality, were estimated using the entire 
sample of 59'l 598 discharges. The ana­
lyses of the other procedures, length of 
stay, and tissu pathology 011taomoa 
were limited to discharges with selecUd 
diagr11vw. or procedures. 

R£SUl.TS . 
Condition on AdmlMlon 

Table 2 reports the results from the 
aual~ (It the two measures ~ coudi­
. tion ~ .~. the RA.MI and the 
pi-oba'6llity of being admitted on a week­
end. .Regression-adjusted coe:ffidenta 
are reported for the uninsured relative 
to the privat.ely insured for each o! 16 
age-sex-~ cohorts of di&­
duarges. '!'he uninaured M'ft a signifi­
cantly higher RAKl for 13 of the 16 
cohorts and a significantly higher prob­
ability ot being admitted d1J!ing the 
Vieekend fi>r 14 of the cohorts. The rela­
tive coefficients thus strongh.· suggest 

differences between the uninsured pa­
tients and privately insured patients 
and mAY reflect more l!lelious or urgent 
conditions among the uninslll'ed. 

Resource Use 
Table 3 reports the relative lengths of 

stay for discharges from each of 10 se­
lected high- and Jaw.discretion diag­
noses. The untnsured'il length of stay le 
ajgni&antly shorter than the length of 
stq !or the privately insured for each of 
the five high-physician dit.aP.tinn di~­
noses, by 12% to S84. Although the 
Wlimured alSo have shorter stays than 
the priw.tely insured for the low-disere­
tion ~. th~ difl'tirencets II.re 

smaller, and only one is statistically 
aigni15rant. 

In Table 4 we present further results 
pertinent to the question of differences 
in :resource use between the uninsured 
and insured. Uaingthe entire sample of 
~. w" eetimaud. regreaion 
models of the probability tA undergoing 
each of five high.coat oc high-diacretion 
prooedures amo~the mwtel.v insured 
and the uninsured. The results BQggeSt 
highly significant and quantitatively 
large differences . between w1insured 
and privately iDaured patients hi the 
probability of undergoing these proce.. 
dures. The uninsured are 29% le88 likelY 
to have coronary artery bypass graft 
surgery and almost 75% les,, likely to 
have a total knee replacement. Rates 
!or the other three procedures range 
ftoam between i5'1. and 56~ lower far 
the uninsured. 

In Table 4, we a.bo examine the re~ 
tive use of other ~ procedures, 
controlling tor diagnosis by limiting 
each analysis to discharges with a spe-

d.fic diagnosis, group of diagnoses or 
associated procedure. These anal;i,es 
thus prov We 1U1 upportunJty to examine 
whether the clinical management af. 
specific conditions varies with insur­
anee status. ln three of the 11 diagnMi~­
procedure combinations-colonoscopy 
or proct.Migmoidoscopy, upper endos­
copy, and coronary arteriography­
t.hcrc is n atnti3tically ai,gnificant. differ­
ence (P<.01) in the probability of an 
uninsured person's undergoing the pro­
cedure relative to a privately insured 
person. In these in.!taneee, uninsured 
patients were from 20% to 44% less like­
ly to have the procedure performed. We 
found no at.stiatically Bipiliico.nt dift'cr­
ence (P> .05) between the uninsured 
and the privarely insured in the use a! 
myelography or computed tomography 
of the apine among patients With lumbar 
disk displacement, in the use ot comput­
ed tomography ot the head among pa­
t;~nu with any offtve diagnoses, in the 
incidence of. biopsy among patients un­
dergoing a bron.choscopy, or in the inci­
dence or an intnoperative cholangio­
gram among patients undergoing a 
cholecyatec:tomy. 

In Table 5, we examine tiS&le pathol­
oeY findinir.i for hiopRiP.Jll JIP.rformf!d dur­
ing any of seven endoscopic procedures. 
The sample in each case consists of. all 
discharges that had both a biopsy per­
tonned in ~on with ~ specific 
procedure and a tissue pathology report 
recorded on the discharge abstract. In 
e8ch cue. as well as for all theendoacop­
ic procedures combined, we estimated 
·the likelihood o! a finding <i"'not abnor­
mal," ie, the probability of a completely 
normal te:it re3Wt.. A.a Table S Dhowil, 
the aninaured are consistently less like­
ly than privat.ely insured patient.! to 
have a completely nonnal tiasue pathol­
ogy result. The difrerences are statisti­
cally atgni.fi.cant in three cases. For five 
of the seven proced1Jn;S, the relative 
probahilitiea are appro:ximatelY .6 or 
less, ie, an uninsured person is less than 
half as likely as a privately insured per­
son to have a biopsy pathology finding 
t.ha:t is completely nonnal. 

outcome 
Isl Table G, we examine 'llr·hcthcrthcrc 

are aigniticant differences between pri­
vately insured and uninsured patients 
in the probabilitY of an in-hospital 
death. The regJ"e88ion mod.el includes as 
control variables the Medicare ease-mix 
inde.."t. the RAMI, and whether the pa­
tient Md a procedure, along with hoap!­
tal characteristics and type of commwu­
ty. In this analysis we divided the full 
wnple of. discharges into 16 age-sex­
race-epecifi.c groups, whl.ch were th~n 
analyted separately. 
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In all cases but one (white women 35 
to 49 years old). the uninsured have a 
higher :rel.atiw probability o! iD-hoepital 
de.a.th. ~. far 10 of the 16 age­
aex-race-cpecific cohorts, the differ­
ence is gatistically significant (P:is;.05), 
with the relative probabilities ranging 
from 1.20 to a.20. 'llie relative probabili­
ty of UHiospital death for aninsured pa­
tie.TJt.9 ~pared with privately imntred 
patients is greater for blacks than for 
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. o.34 

o.51f 
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whites in se\"eft of the eight age-sex 
cohorts. 

COMMENT 

Oiir analysis strongly suggests that 
an individual's condition on admission, 
use o! resources during hospitali1.ation, 
and likelihood of inaboapital death vary 
dependllig on whether the individual 
'hM health inslU'llJl~. In th• ('Ult or ron­
dition on a.dmi53ion, compared with: the 

Table 8.-lrl+Coapleaj Oeati: Aegl9sslon...Ad'JUlllUO 
Coel&:iar1ls tor Unlnsurecl AelatMI '° PIMIBly 
......., by Ag&-&ir~ Cotiort-

IWa1lw 

- l.ktwelgtlllld 
~ 

Adj11S1811 
~S...119ce N C09ffloilnt ........ -

91-17y 
'tltlile 306Z7 1.46 
llKJ<. 881:11 . 1.88 

~..My 75514 1.34f 
lllEt 1781' U2t 

Agll3Mly 
While 411~ 1.41if 
llei:lt 1138' J..20t 

.!(>.My .... 64417 12.31' 
illdl 917S .1-0Bt 
~ 

~7y 2972, U7* 
lllcll 7008 2.58t 

.1a.34y - 72780 1.48§ 
Bllldi 15828 1.eo 
~~y ... 52:171 G.82 

BB*. 11 331 1.S)t 
/1'1fJ5CMl4y 

llllltrre 81811 1.15§ 
lllr:k 1039! 1..36i 

... ~sis .. that l9lilllli8 coeMclonl oqlllls 
1.00. 

f Pd: 1'11 
tm<Ps.OS. 
~.10. 

privately insured, the uninsured were · 
IDOn! likely to be admitted for a condi­
tion that has a higher expected risk of. 
datl1 (based OZl the R.Al(l 8CON) and 
appeared to be in more urgent need of 
care. The latter conclusion is suggested 
by OQr fiDding that, when dift'erenoes in 
~mix between the uninsured and pri­
vateb" insured are controlled for with 
tlie :Vedic.are case-mix index and the 
R.Alll, the unilU'll'l'M -.J.P. Aignifte!1lnt~ 
1y more likely to be admitted on a 
weekend. 

Our findings regarding differences in 
~expended on the bospltallzed 
unimured V8 the hospita&ed privat.ely 
insured are more mixed, vaeying with 
the apeci1ic me88Ul'e of resource use and 
the method of cont.rolling for diagnostic 
mix that we employed. In oar analy3is of 
length of stay, which was based on bo&­
pitalizationa tor each ol 10 d.iaguUl:IQ 
c!a8aified by the degree of physician dis­
cretion assumed to be involved in the 
decision to bospitalir.e, we found~ 
teatlyshorter 1engt.bs of stay among the 
wrlnsured compared with the priwtely 
immed. These different.es in length of 
stAy were stot.iatimlly signi!ic:ant tar all 
fi-ve of the high-discretionAow-riak of 
death diagnoses, the cat.egory in which 
physicians' practices would be most 
likely to differ arilong insured Y8 unin• 
sured patients, but tor only one of 
the law-diacretionlhigh-riak of de.ath 
dmgnoses. 

We also found evidence of a difference 
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between the uninsured's and the pri· 
vat.ely insured'! use of some, but not all, 
of the procedures -we examined. Fore."<­
ample, although we found a ~trikiugly 
lower rat.e of performance of five high. 
cost and/or high..d.iscntion therapeutic 
'P?OCedu.res (coronary artery bypass 
surgery, total knee replacement, total 
hip replacement, atapedectomy, and 
surgjcal com!ct:ion o! st:rahisrnus) 
~ the aninGurod compared with 
the privately insured in our entire wn­
ple o! diBcharges, we found statistically 
significant evidence of a lovrv rate of 
use of only three (onlonoscopy or procto­
sigrnoidoscopy, upper gast.roint.estinal 
traet endoscopy, and coronary arteriog­
nphy) of tha sawn diaenoaisldiagnoirti.c 
procedure pain we examined. Our find· 
ing of a statistically signffirAAt differ­
ence in the 'llDiMu?ed.'s vs the privately 
insured'a rate o!use or some, but not all, 
procedures we examined and oC a statis­
tically signi1icant difference in the unin-
81ll'Qd'a Yll the privat.ely insmed's aver­
age length of stay for high- but not low­
~tian hospitalizations suggests 
that if physicians are discriminating in 
the re~ they expend OD the unin­
sured and the Prlvat.ely insured, they 
may be doing ao on a selective basis to 
~ adwna eft~A nn d1P. hP.alth 
of the uninsured. 

A. similar suggestion emerges from 
OCl' findings that privately .insured pa­
tients were consist.ently more Ukely 
than uninsured patient.a to have com­
pletelynormal tissue pathology findings 
·on mnp.~y ~obtained d~ 
any of seven different endoscopic~ 
dll!'eB (Table 6). 'Ibis latter fSnding 
str\lngly SQggesta that physician& who 
pel'!arm these prooedurea ha~• "luwer 
thre.shold of 8U8picion" for performing 
biopsies on privately insured patients 
than they do on lll'UnsuNd imients. One 
c:&llDOt infer from our data. however, 
that physiciami thresholds for perform­
ing a biopsy on privately insured pa­
tients are too ww, or that their threah· 
olds for perfonDing a biopsy on 
uninsured patient& are too high. 

Fmally. our analysis demonstrates 
that the uninsured have a higher rela­
tive risk of in-hospital death than the 
privately insured in 15 of 16 age-eex­
~pecific cohorla, e¥en when the 
Medicare case-mix inde.'<. the expected 
risk of death. and whether a prooedure 
WU perfomed are controlled for. In 10 

·- ---~ theee 15 .cnbort.'5_~.ditr~ce is - -- -StatnitfrsnY eignlficaiit CP .... 05).. Al-
though it is possible that this observed 
di1l'~ in in-hoepital mortality ia due 
to nnderprovision of needed medical 
aervice8 to hospitalized uninsured pa­
tients, the difference also could be due 
to di1ferent.eS in sewrity of illness ~ 
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tween the uninsured and privately in­
sured that are not reflected fully in the 
Medicare case-mix index and the 
RA.Ml. It ia also ~'blc that privately 
insured patients are more likely than 
uninsured patients to be disdiarged to 
another facility, such as a nursing home 
or a hospice, where death might occur 
shortly after discharge from the 
hospital. 
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Health lnsura.nce and Mortality 
Evidence From a National Cohort 
Peter Franks. MD; Carolyn M. Clancy, MD~ Marthe R. Gold, MD. MPH 

ObjectlYe.-To examine the ralationshlp between lacking health insurance and 
the l1sk or SUbsequent mortaBty. 

Deslgn.-Adutts older than 25 years who reported they ware llllnsured or 
privately insured In the finrt National Health end Nutrition Examination Survey, a 
representative cohort of the US population, were followed prospectively from lnltlal 
interview in 1971 tnrougn 1975 Until 1987. 

PardclpantS.-Gomplete baseline and follow-up information was obtained on 
4694 (91%) persons of 1he 5161 vmo reported not receiving pubrdy funded insur­
anoe .al beserine. 

Main· Outcome Measure.-The reJationship between insurance status and 
subsequent mortality was examined usilg Oox proportional hazards survival~ 
Yiis. The analysis adjucted for gender, race, and bGE:olino ago, odUaation, Income, 
employment status. the presence <:A morbicfrty on examination, self-rated heafth, 
smoldng status, leisum exercise,. aJcohol oonsumption, and obesity. The effecls 
Of interactions betv.'98n insurance and all other baM&ne variables ware also 
examined. · 

Resuft&-8y the end of the folbw-up period, 9.6"o of the Insured and 18.4% of 
the unin&Jred had died. After adjusfment for all other basel'ine variables. the haz· 
ard ratio for lacking insurance was 125 (95% confidet ice Interval (Cl}. 1.00 to 1.55). 
The effect ·of insurance on mor1allty was compamble tD that of education, Income, 
and self-rated health. There ware no sfatistlcally significant (P<.05) Interactions. 
Concluslons.~ng health insurance IS associated With an.incteased risk of 

subsequent mortality, an effect that ls evident In an sociodemographic health insur­
ance end mortality groups examined. 

THE NUMBER ol uninsured peraons 
ha:s iucn=llC!W Lhn>ughout the past de­
cade.1 re~ 35A million in 199Lz 
Then are 1everal reaaon8 for this, 1 in­
cla~ a changini' economy and in-

(.TAMA. ~T·TU) 

Crea.sed coat.a o! health care and mmr.. 
ance, making both less affordable both 
for employers and individuals. _A,_ a re­
sult.. there has been widespread recent 
int.erst in enllllring hMlth imm"l"JU\('P. fmo 
all Americans. There is limited system-

Medicaid cov~ has been shown to 
reduce this differential. 1,&,.11,.11 A Jack of 
health insurance is also asociated with 
a lower prevalence of recommended pre­
ventive services. J4JS Other atudiea have 
found that~ poreon8 compared 
with the insured are more likely to have 
pot.enti:aDy avoidable hospitam.auons, arr 
may be licker at the time of hospital 
admission, 1.U1J1 are more likely- to ex­
perience~ and cmcermar­
tality,D and are less likely to receive 
inV11Bivo proccdurcs.IUIJ HDny ol t.boec 
studies suggesting adverse oatcomes do 
notinciude~penonswhohave 
not entered the health care ay8tem. ao 
that the reaolts may simply represent 
adverse &eleet.ion due to delay9d 8C'Cl!88 
t.o care.. . 

Some stadia! do int to !acalth haz­
ard& asaociated withlaclcmg health iD-
81D"BDce. Braveman et aPI studied boa­
pital discharp data in California and 
found that advene outcomes in new­
borns were more frequent in the tznin. 
sured. The uaea!bo&pitaldiacbargedata 
limited the ability of the sathors to ad­
just far potential confounden. Same 
studies have shawn that persons Josfng 
be.alth insmance beneftta su1fer mea­
surable declines in their health.- In 
the Rand Health IDllll'Bnce Experiment. 
onav~penoDSrtmdomized to both 
the health inmnince wpiliHH".nt gnmp 
~d ~free care group ended the study 
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t.ua among ~ poor patients with finan­
ci&l baITiers to care compared with 94 
control patients without financial bar­
rien. Pat:riCk et al11 found that poor per­
eons in families with all members unin­
sured compared with those !rom insured 
families bad lower self-rated health and 
greater pcrccivcd need ofaa-rioe3. Moot 
studies have focused on the poor with 
the implication that the benefits from 
health insurance a.re limited to poor per­
sons. Lade of insurance is c:a?Telated with 
low income, which is itself &!S<>ciated 
with poor health, a.as and most pre,i<7WI 
etu.diei:; do not permit iaolation of the 
effects of being poor from that of being 
uninsured.. Many of the studies are cros&­

sedional in design, limiting c:onfidence 
in the direction of tile causal pathway. 
Finally, none of these studies have ad­
dressed the relationship bet-nen insur­
~ and mortality. 

Because of the limitations of studies 
addressing this important policy issue 
we examined the relationship between 
health insurance and mortality, using 
data from the National Health and Nu­
trition Examination Survey Epidemio­
logic Follaw-up Study (NHEFS), which 
followed a representative cohort of the 
US population for up to 16 years. The 
rationale and ana1ym used in the present 

· stu~y ~ infonned by the conceptual 
framewwk deYeloped in a US Congn!S8 
Office of Technology Assessment re­
port.' ThP. av11i1Ahility nf lu"'lth in1111r­
ance is '1ewed as an enabliDg !.actor fa­
cilitating access to care . .As noted above, 
persons lacking insurance haTe reduced 
ai.:cesii tu care, evidenced by reduced 
use of a wide range of health services 
and self-reported forgone and delayed 
care. ~T.s .. u.J-1,1& In addition. the process 
or care for uninsured persons may be 
inferior. For example, the iminsured 
have an increased risk of suffering med­
ical l.uJu.cy J.ult:! Lu 11ubsL11nllanl care.• 
Consequent on reduced access and low­
er quality of care, ~ hypothesired that 
persons ~ insurance woold e."tpe­
rience inaeMed mortality. Oar analysis 
~usted for the potentially confound­
ing eff'ect of other f.actors identified in 
the Office ot'Teclmology ~nt re­
port as 3freding health. These factors 
are categorized 88 predisposing (age, 
gender, education, employment, and 
race), need (perceived health and ob-

_ject;ive.etidefice of morbidity). other en· 
abling (fucome), and irufi..,-idual behav­
io:rs (Bmoking statuo, olcohal conswnp­
tion, leisure exercise, and obesity 
status). 

METHODS 

The first National Health and Nutri­
tion ExaminatlonSurvey(NHANES !), 
conduct.P.d hP.t.wN>n 1971and1975. col-

738 JAMA. August 11, 1993-Vol 270, No. 6 
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lected ::t0ciodcmogruphie, health inau:r­
ance and utilization. medical history, and 
clinical and laboratory information from 
seYeral national probability samples of 
the civilian noninsUtutionaliz popuJa­
tion.rr,18 Not all information was collectr­
ed on an respondents. Detailed inf or-
1n3tion including ~~ etatus wu 
collected on 6913 adults aged 26 to 74 
yean. Interviewees were also examined 
by physicians, who assigned up to 15 
diagnoses based on .bistory, physical ex­
amination, and the results of laborat.ory 
iitvestiptiona. Tbe NHEFS was de· 
signed to tn.ee arid re-interview respon­
dents aged 25 to 74 years.• Follow-up 
surveyg in NHEFS were conducted in 
1982 through 1984.1986, and 1987. Data 
collected comprised interview surveys, 
medical records from heal.th care facil­
ities, and death certificate& for all de­
~nt&. The 5'ge, J"R('\I, md ~r~~f'lr. 
mortality of the NHEFS cohort is sim­
ilar to that experienced by the US po~ 
ulation.40 

We analyzed data on adults who re­
ported in NHANES th.at they did not 
receive publicly fnnded insuranca We 
Pxdud'?d ...dult.s with M~iNt;rt, VP.t.P.r­
ans Admirustration insurance, or Medi­
care to avoid confounding by poor adults 
whose health status may be compro­
mised by the presence of signttlcant d!s­
abilities.41 Of the 6913 persons asked 
about their insun:u.ce status, 5218 re­
ported that they were either uninsured 
or bad private insurance. Vital status at 
follow-up was available on 4939 penon.s 
(96%). Compared with pemons with vi­
tal sta.tua !ollaw-QJJ i.ntormation, t.huse 
unavailable for follow-up.were younger 
and were more likely to be black men 
and white women. cz We also e."tcluded 57 
persons whose nee (mostly Asian and 
American Indian) was neither white nor 
black, because their number W38 too 
11.lllHil to allow .reliable analytlia.. The 
univariate analysis presented was thus 
based on a sample o!4882 persons. There 
were 188 persons (3.8%) with vital~ 
tus information at follow-up who had 
incomplete baseline data, mostly misi.r 
ing family income data, so that the muJ­
tivariate analyees 111'-er'e based OD 4G94 
persons. Compared with persons with 
complete baseline data, those with in­
complete baSeline data were more likelv 
to be uninsured (19..9% compared with 
14.1%),older(6l~comparedwith52% 
were over44 years or age ror th06E! with 
cCIJJlplete data), ~d have leea than 12 
years of. school (45.7% compared with 
34%). 

Analyees 

The NHANES I used multistage 
stratified probability samples of clas­
t.er11 o{ penom;. In addition, persons liv-

94567431 P. 03 

ing in PJVmf JIJ'P.M, women of child­
bearing age, and elderly persons were 
ovenampled. To accommodate the com­
plex &Ul'\-e)' de8ign the statistical pack­
age b'UDAAN«> was used in t.h~ ~IKly· 
see reported below. The SUDAAN pro­
gram u.5eS a Taylor series approxima­
tion tru!thod tn mmpute v2liances that 
allow adjustment for the multistage 
probability sampling strategy. The re­
vised weights provided on the 1987 
NHEFS public use tapes wue used 1.u 
.qjustforsurveyovenamplingandnon­
response to yield population esWoates 
of. 1"1!'["1Q'tl'Wi ~linP. demiptors.. The 
anivariate relationships between each 
baseline variable and health insurance 
status (dichotomized as reporting hav­
ing no health tnsur.mce or having pl"iA 

vate health insurance) and mortality 
were e:umined using "'J( tests.. To ex­
•minP. thP. rela:tianAbip between insur­
ance status and subsequent mortality, 
proportional hazards survival analy&es 
were used to adjust for other baseline 
var1ables, lnctudlDg the foiluwing: ~ 
(year$); gender; race (dichotomhed as 
white or black); education (dicbotanUz.ed 
.1a11 at JP..111¢ 12 yea.ra of school. or less); 
family income at baseline (treated as 
three dummy \•ariables, income less than 
$7000 per year, $7000 to $9999 per yea;r, 
and SlOOOO to $14 999 per year, using 
income o!Sl6 000 and higher per year as 
a reference); employment.status (diclt<Jt.. 
omized as working most or the previocs 
8 months or not); morbidity (dichoto­
mized as the pre8ence or absence of ev­
idence of morbidity on medical exami­
natiun imJ bWun&tory Lt:=iwi!S); ~l!­
rated health (treated as three dummy 
variables. reparting health in general to 
be very good. good. or fair/poor with 
excellent as the reference value); smok­
ing status (smoker or not); obesity sta­
tus (dichotomized as body ID888 iDdex 
(weight. in kilugnums divided by ~~ 
in meters squared] >27 or not); leisure 
exercise (dichotomiz.ed u reporting lit­
tle or no ~ercise compared with mod­
erate or much); and alcohol c:on.sump­
tion (dichotomized as consuming st lea& 
six alcoholic drinks. per week ar less). 
Because the f.amily income ,·ariahles 
were not adjusted ror household me, 
the surviYal analyses also included 
household size as an interval level vari­
able. In addition to a survival analysis 
including only main etrects. a model with 
the interact.ion terms between.insurance 
:status and t.he other independent Tari­
ables was examined. Interaction terms 
were retained if they were statistically 
significant (P<.06). To avoid the ineffi. 
ciency of performing weighted mult.i­
variate analyses, we followed the rec­
ommendations of Korn and Graubard44 

to 1 imweightod surviv9.l :mt.l.~"2911 th:U 
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Taale 1. RalallcnsNpe BelMe!t Heafth nurani:e &Illa end MorWl)r Md S-.S a..ac""to111ts 

Olli&tllillllc: Mo..(!) 

Wal 11111\18 
Clad ~(IC.7) 

AIM 4289(89.3) .,..,.... .. 
Unlrlsul9d •(12..8) 

lrisur8d '183(87.2) 

·~y 
:1!:55 1208 1'28.8) 

~ 135&(24.ll) 

l!P-44 1035CZU) 

Zs.34 1287(22.IJ 
6lllC 
~ .. 213'('6.ll 

F9malP 27.a(S3.4) 

AaC8 
8ladl 617(9.1) 

While QIS(I0..9) 

EWc.don.y 
<12 ,.,.. (31.&) 

1!:12 1109(98.5) 

h:ome,S 
<7000 950(18.0) 

~ 107' (ZS.1) 

1U U»-1' 91111 1283(27.6) 

::t:15000 1391129.3) 

EncqliMll llBllll 
UllltciJ>tayed 179Sc;l3..8} 

Employtd .. 3:17'1 (418.4) 

Saft'411d lwallh 
F81ror poor m.5(16.9) 

o..ad 1532(31'4) 

VeryQOOd ;. 1211'2 c;&5) 

Emlllent 1221(25.2) 

~ 
m2(!8.6) ""-11 .,... 1980(0..&) 

Laiu1J tlllll'Cll89 
Liiio or nane Ul8!i(3e.7') 

Min 21193~.3) 

Sndlig .... 
Smoliar 196111('2.0) 

Nanamclll9f 291& (!il.O) 

Aiclll'd Clll'llUmpian 

2:6 chlQ par "" 12118 CZ7.0) 

<8 3813(73.02 

Obaaity BIQJS; 
Blill, >'D 487 (9.3) 

BUI, ..:.Z1 441519).7) 

controlled for the variables osed in de­
termining the sample weights (age,gen­
llec, nee, and tncome). 

RESULTS.-·····- - ... 
Baseline characteristicJ of th"' iwnple 

are shown in Table 1, which also pro­
vides population estimat.es !or each char­
acteristic. Not having health insur3DCe 
woo reported by 699 pe1:s1Xus Cl.Z.8'l& or 
the population). Peraons older than 55 
years were more likely to be wrlns1zred 
<t. 26.1; P<.001), as were men <r. 33.8: 

JAMA. August 11. 1993-Vol 270, ft>. 6 

1'. U..rwd9 
1'. °""' (I&) (IE) 

-. :&1 \ZAI 
11.7 (0.7) 

18.' 12.Q) 

t.8(0.5} 

17.A(U) 27.1 (1.8) 

11.C~ 10.a(Q.91 

10.1 (U) 6.7(0.8) 

·1a.o (3.7) Z.0\05) 

13.8 (1.0) 13.7 l0.81 
U.7 (0.8) 1.1 (0..5) 

21'(2.5) ,._,. (t (I) 

1U(0.7) 10.3 (0.6) 

22.l(tA) 11.7 (1.2J 

8-'(0.e) f.U (O.&J 

34.7 (2.2) 192(1.8) 

12.I (1.1) 11.7(1.0) 

8A (0.7) 7.8(0.8) 

O(Q.I) 8..7(0.7) 

20.3 (1.2J t2.tl(1.0) 

t.1 (0.7) U{0.5) 

27.6(1.7) 24,7 (1.&} 

132 (1.2) 12.A(Q.8) 

1U(1.0) 1.7(0.9) 

1..4 f.t) U(0.8) 

15.7 (1.o) 14.11 (0.9) 

8,1 (1.G) U(O.t) 

11.a (t.1) IU(Q.11) 

11.S(0.8) U(0.6) 

1U(t.o) 13.'(0.I) 

U.I (0.9) 8.8 (0.5) 

11..9(1..1) 1!.4(UJ) 

1U (0..8) 9.7 (O.&) 

15.9(1.8) 1"4(1.7) 

12.5 (ll.7) 1o.3 (O.&) 

P<.001), blacks Ct, 16.7;P<.001), those 
with leas than 12 years of school er. 
73.5; P<.001), those with lower tamily 
in<XADe8 <.:t, 114..8; P<.001), the tmem­
ployed (xi, 78.8; P<.001), those report­
ing lower acl! rntod health C"X!-, 59.9; 
P<.001), those with morbidity found on 
medical examination er, 18.4; P<.001), 
and those reporting little or no leisure 
exerdse O(', J.0.1; Pa.002). l'here WBS DO 

statistically significant (P<.06) relation­
ship between insurance aod 8Dl0kingsta­
tus. alcohol CODllUD'lptinn, ar obesity. 

94567431 P.04 

0.4.-------------. 

o~ -1:~ r---_-----------------
0.2 

o e ' a a 10 12 14 1e 1e 
Yan ti Fd1ow-up 

0.4 --------------... 

a Uninsursl >$10 000 

+ lnsU1911>110000 
0.3 

ll Unirmlrml. 410 000 

• lna&nd. 410 000 
0.2 

0 2 4 I 8 10 12 14 16 
Y-.ol~ 



JRN-12-1994 14:32 FROM 

U.4 r;:::::::=~::;:::::::;::;::=~--1 
a Uninsured. Arr'/ Disease 
,.. Insured, Arty Dlsaase 

o 3 x UnlnGUred. No Disease 
• • Insured, No Oiseue 

0.2 

0 2 ' 6 8 10 12 ,, 16 
v ... u1~ 

Aft.er adjusting for all other baseline 
charad;eristica, t.he propoiticmalhazarda 
survival analysis revealed that lacking 
insurance at ~ewasassociated with 
an inaeased risk of mortality (hazard 
ratio, 126; 9690 confiden~ interval (CI], 
1.00 to 1..65; Table Z). None of the in­
teractions between iDsurance status and 
the other ba&eline charact.cri.atics made 

TO 

Table 2.--PNpJibel Hamrd8 MoOai for &ltvfy;1/ 
Time Adju~ tor ~ ~ 
(N-4694)• 

No NU!1ll'09 
~ 
Men 
Dlack 
<12 1 sctlOOI 
lrw::ome 

<STOOO 
S7000 S009ll 
$HIW»14WJ 

1Ji M iiplJJment 
·~pvwll 
W'11d8cS h9alll1 

Fa(rfpoor 
Good 
Very OQl)(I 

ume or no U9l'Cia8 
Pl988!1I snoker 
BMI, >'7't 
~ drlnts par• 

1.25 (T ..56-1 .QO) 
1.07 (1.09-1.0S} 
1.90 (2.40-1.50) 
1.:)0 (1.7'1!•1.0ll) 
1.32 (1.61·1.QS) 

1 26 (1 .98-0.00) 
1 Z7 (1.874.97) 
1.ll8 ( 1.t&0.7V} 
1.21 [1.59-0..99) 
1.43 (1.7"-1.18) 

1"'212.21·1.18) 
1 .26 (1.&1~.97) 
1.21 {' .Y-0.12) 
1.14(t3&~SS) 
1.&I (2.1S.U7) , "° (1 74-1.13) 
1 AS {1.78-1.20) 

at.atiStically significant tp<.06) contri- Two main amsal pathways may ex-
butioris to the regression model. When plain the results observed in this pro-
the employment, eelf-nted health, and spective stud:r. First. the relationship 
I?Klrbidity variables were excluded, the observed bet1ree11 lacking health inaur-
adjusted bu.a.rd ratio for bcldng i.nsur- ance and increased mortality may be 
ance was 1..34 (95% Cl, L0'7 to 1.69). the result o! both inaurance and mor-
COMMENT talit1 being wociated with a thit'1 wi­

meaaared underlying variable. In par-
This analysis of a nafirmally represeo- ticular, persons without health insur-

tative cohort of the US population sqg- ance may value health less than those 
gests that the mortality experience of with insurance. Consequently, persons 
Americane withoat health iDsurance is placing less valae on health may fail to 
greaterthanthoeewithimarance. Tbeef- get iMuranceand also experience high-
fect ~ ia oo~ to tliGt oh- er mortaliV ~ of individual liCc-
eerved far education, income, employ- style fad.on. There ls little evidence to 
ment status, and self-rated health. In this support this hypothesis. Studies on the 
8tudy and reported in previous studie8, facMn usoci'h!d with ha~ insurance 

· Jacko! insuranoe is M"O"bte1 with social suggest that mOlrt persons lack insur-
and medieal &don that inaea.se the risk ance because tJwy cannot aft'ord it rath-
otpoor health. aaHowever.lackinginsur- er than became they are 11Dwilling to 
~iluuw~iat~with~hishGr buy it.' In the l~ Nat.ional Medical 
mortality independent of other risk tac-- Expenditure Sarvey, 76.9%ofuninsured 
t:ars. The relationship wa,, observed in persons were in.families with adult work-
t:hose with and without ba.9e.line morbid- ers, and lackiDg insarance wa,, 8550ci-
1ty and tn those with higher and lower lev- ated primarily with employment factors 
els o!income and educat.iDD. The absence such as industzr tYDe. si7.e of establish-

-- ct sutatic:aiiy ilgnilfcant"interi:Ctii:>ns ·m · ·· merit, iJi-a.&mlrlf WBie!'"Tfi~ ~ 
the surriVlll AnA~8 ~ health in- study conb'olled for ocvcnU. hoolth be­
snrance and the other baseline character-. haviors that al\! associated With mor-
istics suggests that the~t8 ofhealth tality. These lif'.estyle ~ exlu'bited. 
insm'anoe are not confined· to particular only modest associations with the avail-
eubgrou.ps. ~ RtiUJ.ta are CQDS1stent ability of. insm'aDOe. 
with a previous study o£ a nationally rep- Second. the results are cansilltent 'llrith 
res@lrtative sample suggesting a bene- thestudybypot:hesistbatalackofhealth 
5cial association between insurance insuranCP. i111 cm1R.'\lly f"!'lAt:OO to a higher 
and health status in persom both below mortality nte. because of decreased ac-
and above ~ of the feieral poYerty cess and lower quality of care. This hy-
level 4 pothesis is in accordance with the re-

740 JAMA, Aug\lSt 11. l~ol 270. No. 6 
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suits of previous studies, and the mn­
clus1ons or the US Congress omce Cl! 
Tedmology .Assessmeutreport.• Forthe 
mOEt part, previous studies suggesting 
thP. hP.nP.ftbl. of health insurance h:n-e 
either focused on the poor2f .aa.i1 ar sug­
gested that the benefits of free heaith 
care are evident mostly in the poor.• 
Although poorer persons bad a h1gber 
mortality rate, there wa.s no evideoce 
that the adver&e effects of lacking" iD­
RJmmCP. V."AA limit.M to thVi emup. Onr 
amlysis compared any level a! in...cur­
ance with no insurance and included a 
representative sample or adults not cov­
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Ihe results obtained probably under­
estimate the relationship between in­
~and mortall.ty. Ftrst, many per­
ICJDS in the insured group may be un­
derinsu!'ed.. Farley found that over a 
quarter of insured pP.nl<IM uMP.2' rp 
yean: of age were inadequately protect­
ed agsinst the possibility of large med­
ical bills. (I Second, insurance status ns 
me.a.sured only once, st basellne, and DO 

llCCOllllt could be taken of the impact of 
changes in insurance status over time. 
Migration o! persons with and witlart: 
i.nsur:mce to the other group would tend 
to bias the observed &S80ciation ~ 
zero. Most persons older than 50 years 
wl.1.Jat: lqi..iwi.og ult.he study would have 
been eligible for Medicare by the eDd m 
the follow-up period. Significant shifts 
in iDsarance status also occur cfurinethP. 
coune o!'& ye:a. In the 1987 National 
Medical Expenditure Survey, 22..4ct of 
penom younger than 65 years were m­
i.w.;ured Kl. 11Ume time durbJg the Y'!3l'· 
16.1 Cl> to 17.2% were 1lDiDsured at mr 
one period during the year, and 114~ 
were aninsured. t:hrouehout the }"e3r. 
Third. the \-ari:lhles included in the Elll'­
vivalanalyaia may have resulted in <ITT!!'· 

adjusting of the true re1ationabip be­
twecu iim"IUlVlCe etatus and morta.lily. 
Over time, employment status may be a 
better measure of inatirance than self. 
reported insuracce status. since DI06t 
penons obtain their insuranct throagh 
P.mni<lvmP.nt. 48 A 111n. inattlr:inO' h11m""""" 

&dveneli iffecta health, then BdJosring · 
for baseline health lltataa will teod w 
reduce the observed relationship be­
tween health iosunmce and mortality. 
When the buellne employment and 
health status n:riable.s Were excluded 
from the analysis, the relsQonship 00. 
tween insurance and mortality was• 
c::nim;od. Although obeerva:tionol atud­
ies cmnot exclude the possibility th:lt 
unmeasured underlyiDg variables ex-

1 the relationship between lacking 
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health insUrance and adverse he:ahhwt­
comes, it is unlikely that a ran&ximed 
trial will be conducted to adc:ireN this 
important policy issue. Our ~con­
~nt with pNvioua etudict1 ~ 
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To: Hillary Rodham Clinton 
Fr: Bob Boorstin and Jason Solomon 
Date: January 12, 1994 

Re: Health Affairs Introduction 

Uwe Reinhardt, who contributed to and helped put together the next issue of Health Affairs. 
asked Chris Jennings if you might be able to write an introduction to the issue, which 
contains articles almost all about the Clinton plan. Reinhardt suggested that your introduction 
remind the academics who tend to read this stuff that people -- not theories and statistics -­
are at the center of this debate. He sent along ideas about what your introduction might say. 
(see attached) And we have attached a draft. 

Reinhardt also co-authored an introduction with the editor of the journal. (see attached) As 
you know, Reinhardt has been very supportive recently, and an introduction by you is not 
only a way to reach "opinion leaders" on health policy but also to thank him for his continued 
support. 

Included in the issue will be articles from Administration officials such as Walter Zelman, 
Alice Rivlin, Rick Kronick and Bernie Arons about our proposal. The Table of Contents is 
attached. 

If you could review this draft and give us your comments, that would be great. Thanks. 



' 
Introduction 

By Hillary Rodham Clinton 

Together, we stand at a unique moment in history. In the coming months, we have an 

opportunity to accomplish what our nation has never done before: provide health security to 

every American. 

Countless experts and academics have thought through the issue of how to control 

health costs while guaranteeing security to every American. Some of this thinking is reflected 

in this issue. At the beginning of this Administration, I brought together a Task Force of over 

500 policy experts, physicians and other health professionals to consider this challenge. The 

result of their work -- and our consultation with members of Congress, representatives of 

different groups with a stake in the debate, and many of you -- is the Health Security Act of 

1993. 

The articles that follow lay out the dimensions of the crisis that confronts our nation, 

explain our approach and competing approaches, and state the case for comprehensive reform 

as proposed in the Health Security Act. 

I invite you to read the articles and continue to add meaningful contributions to the 

final debate. But as we go forward, we must remember that this debate is about more than 

competing policy options. It is, most fundamentally, about people -- hard-working people who 

deserve to know that their health care will never be taken away. 

Over the past months, I have had the extraordinary opportunity of listening to 

thousands of Americans talk about health care. I've sat in living rooms talking to farm 

families. I've stood on loading docks talking to people who have worked for 10, 15, and even 



20 years without insurance. I've visited hospitals, talking to doctors and nurses. I have been 

moved by stories of parents who cannot afford a prescription for a child who is sick and 

hurting, of families barely hanging on financially and emotionally because of a serious illness. 

These people would be surprised to learn that some think everything is just fine with our 

health care system. 

I have carried their stories in my mind as we worked long and hard to devise solid 

answers to tough questions. The President's Health Security Act is a product of all the people 

who took the time to share their ideas, their research, and their personal experiences with us. 

The concerns that were expressed again and again - from those who need care and 

those who give care - convinced me of one point: although America can still proudly boast 

the world's finest health professionals and astounding medical advances, our health care 

system is broken. And if we go on without change, the consequences will be devastating for 

millions of Americans and disastrous for the nation in human and economic terms. 

As experts in health policy, I encourage you to stay involved in the debate and 

scrutinize the more technical details of the proposal. As you know, the American people need 

your help in understanding the complex issues and difficult choices that lie behind the design 

of any comprehensive reform effort. 

But I also urge you not to lose sight of the central goal of reform: giving every 

American the peace of mind that their health care will be there when they need it. Watered­

down legislation that does not guarantee comprehensive benefits that can never be taken away 

is mere tinkering, not real reform. (Note: The previous two paragraphs were adopted from 

Reinhardt's memo) 



As an American concerned about the health of our nation, I stand with you as we 

confront this challenge that touches all of us. I am convinced that we can achieve lasting, 

meaningful change -- and with your help, we will. 
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The truly important message the Rrst Lady might convey in a foreworo or intro piece would be to 
drive home, once more, the following points which seem to get lost, from time to time, in our nitpicking over 
technical points. 

First. the notion that there is "no health crisis" now being marketed by some would be news to the 
many Americans who either not have access to proper health care or. if they do, who find themselves near 
or in bankruptcy after a bout of serious illness. 

o In an article published by Jack Hadley. Jude Feder et al. in JAMA. they showed preny 
clearfy that, after adjustment for all other factors that impact on morbidity, uninsured 
Americans die at up to three times the rate from identical illnesses than do similarly 
situated but insured Americans. Recently, another study of this sort was published In 
JAMA. I attach e write up. In the face of such statistics. it is cruel and irresponsible to 
argue that lack of health insurance does not imply lack of health care. Americans must 
recognize that our health system does ration life years and quality life on the basis of 
income and price for many low·inoome Americans. If we want to do this fine; let's 
acknowledge it. People who deny it, however, we are fit for damnation. 

o Even if the uninsured did have access to proper health care. there remains the problem 
that they would be hounded by medical bills. It may not be well known that medical bills -1 
are one of the most prominent sources of personal bankruptcy in the United States. We 
ere truly unique in that respect in the developed world. 

Second. the argument that most Americans are well insured by the private sector is bogus. It, too, 
will be news to people who have recently been laid off. Americans not on government programs such as 
Medicare or Medicaid are are not "well insured;" they are "unsured" in the aensa that they lose that 
insurance when they lose their jobs. The notion that COBRA 89 takes care of the problem, because an 
uneftl>loyed can purchase his/her private coverage from the old company at the old group rate but with 
the unsnmploy&d's own money is as cruel as it is ridiculous. It is Marie-Antoinetteism at its finest. for it 
reminds one of Marie Antoinette cute remark "Let them eat cake!" As more and more Americans are being 
restructured out of their jobs, they need truly portable insurance that is also affordable to them during spells 
of une"l>loyment. 

The First Lady should remind us economists (and others like us) that it is honorable and good to ' 
debate the many technical details of the proposal, but that we must never lose sight of the central thrust \ 
of the President's endeavor: to give every Americans the peace of mind that proper health care will be ) 
available in the hour of need and that the family will not go broke as a result of illness. Technical changes ~ 
that will defied us from this goal··e.g., a shift to a form of financing that does not guarantee portable \ 
universal coverage--is sirl'l'IY not acceptable and should not be acceptable to economists either. That is 
tinkering, not health reform. The fundamental question Americans should ask themselves is one I raised 
at Annapolis: who should bear the risk for our possible failure to control health-care costs: Americans in 
general, or the uninsured, among them working mothers? It is astounding how many well paid, well insured 
men would elect the working mother to assume that risk taking. And that in John Wayne country! It is time 
we move from celluloid decency to real life decency. 

' 
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From the Editor 
The Policymakers' Dilemma 

One need look no further than America's previous failures rn 
reform the health system to recognize chat it is a complex un· 
dertaking. The challenge is daunting because ic muse accracc 
broad political support in a nation chat has never achievd 
consensus on an overriding social echic (universal coverage) 
co which all ocher worthwhile goals in health care muse cake 
second place. Americans generally profess allegiance co chc 
precept that che highly sophisticated health care of which 
chis nation i5 juscly proud should be available to all cicizeru, 
regardless of their ability co pay for it. At the same rime, how­
ever, broad segments of the public are deeply suspicious of 
che only stakeholder chac can force a truly egalitarian distribu­
tion of healch care on our highly entrepreneurial delivery sys­
tem: ch ovemmenc. The resulc of chis ambivalence-<>pen 
espousal o a very o goal, but open hosciliry to the only 
means of achieving chac goal-has led co che perennial stale­
mate that is the hallmark of congressional wrangling over uni· 
versal health insurance. President Bill Clinron's reform 
proposal can be seen as a bold actempt to shake chis nation 
out of scalemace, licerally by forcing us into a vigorous na· 
tional debate. The plan itself is a highly complex architecture 
thac seeks co bridge the divergent ideologies chat drive this 
nation's debate on health policy.To chat end, the plan seeks 
to enlist che power of market forces, but it attempts co chan· 
nel these forces, by means of government regulacion, coward 
the goal of portable, universal coverage. Coverage would be 
financed by a complicated mix of source.s in as cquicable a 
manner as the body politic is choughc (by the plan's archi· 
ceccs) co colerace. In concemplacing these regulacions, one 
must keep in mind that any marker system can flourish only 
wichin a regulatory and legal framework. rhac makes competi· 
cion for economic privilege civilized. After all, competition in 
chis context is merely a police worJ for brawl. Abst'nt chc su­
pervision and regulatory powers of a governmental infrastruc· 
cure, "free markets" almost always degenerate inro the 
untoward and ofcen violent free-for-all now unfolding in chc 
disintegrating fonner Soviet empire. One of the common 
chemes struck by many of ch~ comributioru in chis volume...{s 
a salute co the Clincons for giving health policy, ac long last, 

PAGE 5 
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the presidential priority char a sector Htsfrepresen~"cfne-sevenrh of our 
economy deserves. As Congress works its will, the final product: will likely 
resemble che presidem's initial vision only modestly. What might wdl be 
enacted is a ver~ion of the presiJenc's plan chat slouches heavily rowarJ 
its dose cousin-namely, the plan recently introduced by two q 

Republicans-Se~John Chafee of Rhode Island and Re~!iotf'tUteioC!' 
William Thomas Of California. Lik.e che pre~idenc's plan, the 
Chafee· Thomas bill features as the chief workhorse for cost comrol the 
mechanism of "managed" (really regulated) competition among vertically 
integraced networks of healrh care. providers. 11\ese providers would 
somehow divide among them a prepaid annual capitation payment per 
insured family and comrol cheir own coses internally through vnrious 
means, all lumped rngecher under the rubric of "managed" care. Just how 
such a system would be financed, however, remains the $64,000 4uestion 
whose resolution will cax Congress's ingenuity and sorely test ics 
commicment co the goal of universal coverage. The president has 
proposed a particular financing scheme, centered on an employer 
mandate and supplemence<l by a variety of sources, among them some 
modesc sin tax increases and reducrions in che growth of Medicare anJ 
Medicaid expcndicures. While le is easy to quescion the employer 
mandate on che basis of pure economic principle, ic is not clear whether 
chc typical American vocer would greet with equanimity the foll 
implications co him or her of the alternative, the so-called individual 
mandate. le is surely a matter co which che proponents of che individual 
mandate muse give more thought. Caught between the economic coses 
inherent in an employer mandate, on che one hand, and che political 
costs inherent in che individual mandace, on the ocher, Congress might, 
of course, retreat once more inro ic.s traditional comer of respite: further 
postponing universal coverage uncil that: hypochetical better day when, it 
is hoped, healch care coses will be under "better" control. For all intents 
and purposes, such a strategy at chill time woul<l spell abandonment of 
universal coverage as chis nation's goal. Another failure in chis regard 
would only serve co once again hold up che United Scates as the major 
outlier among civilized nations, all of which provide cheir citizens with 
insurance procecr.ion againsc rhe unprediccable financial consequences of 
illness. Noc one auchor presenting at the Princeton wor'bhop, nor one 
discussant who responded, appeared to favor a strategy of further delay. 

Uwe E. Reinhard~{P:.inacon Universiry __ .. ;\ 
~ .... _ . - -

"John K. lgltharilLHealch Affairs ·--
~-

····----·------
. ' 
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(ATTN: National editors) (Includes optional trims) 
study Finds Race, Income Affects Health Care Quality (Santa Monica) 
By Douglas P. Shuit= (c) 1994, Los Angeles Times= 

SANTA MONICA, Calif. Adding to the evidence showing that race and income 
may determine the quality of health care Americans receive, a new study shows 
that black and poor patients with Medicare cards receive worse hospital care 
than other acutely ill elderly patients. 

The study, to be published Wednesday in the Journal of the American 
Medical Association, analyzed nearly 10,000 patient records at 297 hospitals 
in five states. The researchers at RAND, the Santa Monica think tank, found 
that the black and low-income elderly fared worse than other Medicare patients 
whether at small rural hospitals or urban teaching hospitals. 

Only 47 percent of the black and poor Medicare patients considered to be 
seriously ill when admitted were put into intensive care units, compared to 70 
percent of the more affluent Medicare patients, the study found. 

The researchers also said that nurses more frequently checked for 
breathing difficulties in new pneumonia patients who were affluent than those 
who were poor and black, and that doctors were less likely to find out what 
kinds of medicines the poor and black patients were using prior to 
hospitalization. 

Among the other findings of the study, the researchers said that 19 
percent of black and poor patients were discharged from hospitals in unstable 
condition, meaning they were still suffering from at least one serious health 
problem, compared to 14 percent of the rest of the group. At the same time, 
the poorer care received by black and low-income patients tended to be 
minimized since they were nearly twice as likely to be treated at 
higher-quality urban teaching hospitals. 

The researchers said these teaching hospitals, usually located in urban 
centers, were so extraordinary that they often compensated for the poorer 
quality of care given to the patients who were black or from low-income 
neighborhoods. 

·"Because these patients receive more of their care in better-quality 
hospitals, there are no overall differences in quality by race and poverty 
status,'' the authors said while taking care to point out this was not the 
case within individual hospitals. 

The study found that death rates were about the same for all the patients 
surveyed. That finding runs counter to several earlier studies which found 
that blacks and the poor have higher mortality rates for certain diseases and 
surprised the researchers. 

Dr. Katherine Kahn, the study's lead author, said it was possible that her 
study, even though it examined 9,932 Medicare patients, may not have been 
broad enough to develop meaningful data on death rates. 

The survey has some clear implications for national health care reform, 
since much of that debate is being driven by a belief that giving everyone a 
health insurance card will solve·many of the nation's health care ills. 

(Optional add end) 

The study, funded by two federal health agencies, clearly shows that 
simply possessing a Medicare card does not create an equal health status in 
the nation's hospitals. 

·"The message is that health reformers have to pay attention to improving 
the quality of care blacks and the poor receive as well as to expanding their 
access,'' said Kahn, an internist who teaches at the the University of 
California, Los Angeles Medical School in addition to her research work at 
RAND. 

The hospitals included in the study were not identified. The 297 hospitals 
were located in 30 urban and rural areas in five states, and comprised a 
nationally representative database, Kahn said. The hospitals were located in 
California, Pennsylvania, Texas, Florida and Indiana. 
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