


The Numbers Are Rising

According to the U.S. Census Bureau, 43.6 million people, or 15.2 percent of the
U.S. population, went without insurance for the entire year in 2002. This represents
an increase from the 41.2 million people, 14.6 percent, who were uninsured in
2001.2

In Ohio, 11.9 percent, or 1.34 million people, were uninsured in 2002, up from
roughly 1.25 million Ohioans, 11.2 percent, in 2001.2 Ohio’s lower uninsured rate
has been attributed to a higher rate of employer-based health coverage.

In Northeast Ohio, uninsured rates vary widely from county to county. Cuyahoga
County had the region’s highest rate of uninsured children in 1998 at 12.3 percent.
In comparison, only 4.4 percent of Lake County children were uninsured. Similar
variation exists for
adults. While 16.8
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healthcare available in the world. Rarely does a week pass without the
nnouncement of a new procedure, drug or technological advance that
promises to improve medical care. But for millions, the system is nearly
inaccessible. Nationwide, almost 44 million people find themselves in the
situation of being uninsured. Without insurance, they lack even the most basic
preventive care. Often it is only when they have reached a crisis that they seek
treatment.

Q mericans benefit from some of the highest quality, most advanced

The system bears the cost of providing healthcare to the uninsured, but it is an
expensive and inefficient investment. Because of their limited options for
accessing services, the uninsured tend to be sicker when they finally do seek
care, and they access it in costlier settings. Lack of insurance is a quality-of-
life issue for those directly affected and a matter of economics for the system
as a whole. And unless the issue is addressed, the problem is only likely to
worsen. As the system absorbs the cost of caring for the uninsured, healthcare
becomes more expensive overall, leading to higher insurance costs and a
growing uninsured population.

While experts of all types — from healthcare providers to policymakers to
human services advocates — agree that something must be done, a solution has
been evasive. The best and brightest have put forth countless proposals at the
federal level designed to address the growing number of uninsured, but the
price tags on the proposals and the politics of large-scale change have
thwarted attempts to implement a remedy.

According to the National Conference of State Legislatures, 43 states are
likely to address access to health insurance in their 2004 legislative sessions,
and the National Governor’s Association reports that 42 percent of governors
cited the need to expand health insurance coverage for the uninsured in their
2004 state-of-the-state addresses. But at the same time, 34 states have reduced
their Medicaid budgets by cutting services and reducing eligibility.! In an
attempt to plug the dam, many communities are taking the driver’s seat and
designing local solutions to address the growing problem.

This issue brief illustrates the domino effect of the uninsured on individuals,
providers, and society.




Who are the uninsured?

While the uninsured are a diverse population, the problem tends to affect some
demographic groups more than others. Age, ethnicity, gender and income level all
play a role in determining whether an individual is likely to have health coverage.

Age is one of the more significant factors impacting insured status. Because
Medicare is available to most people age 65 and over, and eligibility for Medicaid
and the State Children’s Health Insurance Program (SCHIP)® tends to be more
extensive for children than for adults, the majority of the uninsured fall in the
middle. Young adults between the ages of 18 and 34 were more likely to be
uninsured than other age groups in 2002. Gender plays a much smaller role than age.
In 2002, 13.9 percent of females were uninsured, compared to 16.7 percent of men.
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background, as well as
whether individuals are born
in the U.S. or elsewhere, are
associated with different
rates of health insurance
coverage. Racial and ethnic
minorities are more likely to
be uninsured than whites.
Almost one in three
Hispanics, 32.4 percent, was
uninsured in 2002, compared
to 20.2 percent of African
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Current Population Reports. September 2003. foreign-born people residing
in the U.S. were uninsured,
33.4 percent, compared to native-born people, 12.8 percent. Of foreign-born people,
non-citizens were more than twice as likely as naturalized citizens to be without
health insurance. Yet in terms of sheer numbers, there were more uninsured native-
born people than uninsured foreign-born people.

Not surprisingly, insurance coverage is directly related to household income, with
those living in poverty reporting the highest uninsured rates. Almost one in every
three people living in poverty, or 30.4 percent, did not have health insurance
coverage in 2002. Employment status is also closely linked. When examining the
entire working population ages 18 to 64, workers were more likely, 82.0 percent,
than nonworkers, 74.3 percent, to be insured.

Yet contrary to popular belief, many of the uninsured worked at some point during
the previous year. When focusing on those living below the poverty level, those who
did not work were actually less likely to be uninsured than either part- or full-time
workers in 2002. During that year, 38.1 percent of those who were unemployed and
living at or below the poverty level were uninsured, compared to 44.4 percent of
part-time workers living in poverty and 49.3 percent of full-time workers in
poverty.®
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Why are 43.6 million people uninsured?
Why does there remain a sizeable uninsured population in the U.S.? To answer this
question, it is important to understand what health insurance coverage is available.

Public Programs

Government health insurance plans cover one quarter of the population, but they are
not available to everyone. To receive Medicaid or Medicare, the two largest public
health insurance programs, individuals must meet eligibility criteria. Medicare is
generally available to people age 65 and over as well as to certain persons under age
65 with disabilities or with end-stage renal disease. Medicaid is administered by
states, and while minimum coverage standards must be met, eligibility can vary by
state.

In Ohio, children up to 200 percent of the federal poverty level (FPL), pregnant
women up to 150 percent of the FPL and parents up to 100 percent of the FPL are
eligible for Medicaid (in 2004, the federal poverty level is $15,670 for a family of
three). Subject to some limitations, individuals with disabilities and Ohioans aged 65
or older up to 64 percent of the FPL are also eligible for Medicaid. Note, however,
that in Ohio, single, childless adults who are not disabled and have not reached 65
years of age are not eligible for Medicaid, regardless of how low their income might
be.?

Ohio Medicaid Enrollees
Covered Families

Ages and Children Aged, Blind or Disabled
0to 18 923,292 31,479
19 to 64 413,775 236,480

65+ 261

149,678

Source: Edwards, B.C. Ohio Medicaid Reform: What's on the Horizon for 2004 and Beyond?
Ohio Osteopathic Association Teleconference. January 26, 2004.
Note: SFY = state fiscal year.

Note: Numbers include enrollees in the State Children’s Health Insurance Program (SCHIP).

Nationally, 40 million
people are enrolled in
Medicaid.™ In 2002,
Medicaid provided
healthcare for 1.75
million Ohioans.*?

More than 40 million
people are enrolled in
Medicare nationwide.*
In Ohio, 1.7 million
people were covered
by Medicare in 2002.14




Participation in public programs, particularly Medicaid, has yet to reach 100 percent
of those eligible. It has been estimated that between 31 and 41 percent of children
eligible for Medicaid are not enrolled, have no other source of insurance and thus
are uninsured. Many hypothetical reasons exist to explain why eligible people do
not enroll — potential stigma associated with being in a public program, lack of
awareness of eligibility, knowing that if a medical need arises they can enroll, and
barriers caused by administrative requirements. However, little is known about how
important each of these factors is relative to decisions about whether or not to enroll

in Medicaid.*

Small Business Owners

Much has been written about the difficulty of
obtaining health insurance for individuals working in
small businesses and the data substantiate this
concern. Of workers ages 18 to 64, those working
in firms of more than 100 employees were twice as
likely to be covered by their own employer-based
health insurance than workers in firms with less
than 25 employees.*®

The rising cost of health insurance appears to
contribute significantly to decisions by small
employers not to offer health insurance. Seventy-six
percent of small firms (3 to 199 workers) report that
high insurance premiums played a very important,
and 15 percent said a somewhat important, role in
their decision not to offer coverage as a benefit.?°

In Ohio, only 52 percent of firms with fewer than 50
employees offered health insurance in 2001
compared to 98 percent of firms with 50 or more
employees.?! Ohio’s rate of uninsured adults under
age 65 working in firms of fewer than 10 employees
increased from 22 percent in 1999 to 29 percent in
2001.%2

Also important to remember is that Medicaid is tied
to income. Thus an increase in a family’s income
level, even just a slight one, can cause them to lose
Medicaid coverage. This might help explain why
many of the uninsured cycle on and off of
coverage.

Private Coverage

Private health insurance provided either through an
employer or purchased directly by an individual
covers nearly 70 percent of the U.S. population.
Under employer-based coverage, employers
contract with insurance companies to offer health
insurance to their employees, and the employee and
employer typically share the cost of the insurance
premium. Employer-based health insurance covers
more than 61 percent of the U.S. population.®

The majority of eligible workers, 83 percent, who
are offered employer-based health insurance
choose to participate.’® However, not all employers
offer coverage. Service and labor employers are
less likely to provide workers with health
insurance. Furthermore, part-time workers
frequently are ineligible for employer-based health
insurance.*’

Individuals who are self-employed or who do not receive health insurance through

their employers can purchase health insurance directly from an insurance company.
However, this type of insurance can place a heavy financial burden on the purchaser
because there is no second party with whom to share the premium cost and the rates
for individually purchased insurance tend to be more expensive than that bought in
the group market. Despite these barriers, more than 9 percent of the U.S. population
is covered by direct-purchase insurance.®

Rising Cost of Healthcare

A complete picture of why people lack health insurance would be impossible
without considering the rising cost of healthcare. The medical care consumer price
index (CPI), which takes into account both the cost of services and the cost of
commodities such as prescription drugs and non-prescription medical
equipment and supplies, is an indicator of the prices consumers are paying for
care. Medical care prices paid by consumers rose 5.0 percent from 2001 to
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insurance premiums per enrollee
were projected to grow between
10.4 percent and 13.9 percent in
2003, marking the third consecutive year of double-digit premium increases.*
Premiums have increased far faster than the 2.2 percent overall inflation rate, and
the 3.1 percent wage gains for non-supervisory workers. As insurance costs have
risen over time, employers have shifted more and more costs to employees by
increasing the employee share of the premiums or increasing deductibles and co-
payments.

April 16, 2003.

As insurance premiums grow, so do the ranks of the uninsured. Data from the U.S.
Census Bureau indicate the percent of people covered by employer-based health
insurance dropped to 61.3 percent in 2002 from 62.6 percent the previous year,
although it is likely that increased joblessness also played a role in these numbers.

Rising costs have more drastic financial implications for seriously ill and low-
income workers. Research suggests that compared to higher-waged workers, low-
income persons are more sensitive to premium prices and pay more for coverage.®
Seriously-ill workers use more healthcare services than their healthier counterparts
and thus face increased costs.

What does the bulk of the research on the uninsured lead us to conclude about why
some people have no health insurance? There is no simple answer — there are
multiple reasons for people to be without health insurance in this country. Cost is
clearly a factor. Some healthy people can afford to purchase health insurance, but do
not feel the benefits outweigh the price tag. Others want to purchase a health
insurance product offered to them, but cannot afford the coverage. Access also
factors into the equation. Unfortunately, some people with serious health problems
want and would pay for health insurance, but find that insurance companies will not
insure them or exclude certain pre-existing conditions. As discussed previously,
part-time employees, those employed in the labor or service industry or those
working for small business owners frequently find that they are not offered health
insurance as a benefit.?’

Source: Bureau of Labor Statistics, Another Rise in Medical Care Inflation,

Intermittent and
Cyclical
An uninsured individual
might not have insurance
for an entire year or
longer, or might go
without health insurance
for several months out of
ayear.

Of uninsured spells that
occurred between
January 1996 and

December 1999, 44.1
percent lasted two to
four months and close to
three-quarters, 74.7
percent, ended within
one year.” Only 9.1
percent lasted longer
than two years.

However, some research

suggests that many of
the uninsured cycle on
and off coverage.®




Uncompensated

Care
Uncompensated care
is care that is provided
but for which payment
is not received, or is
only partially received.
Uncompensated care
can include losses that
result from free or
charity care,
government shortfalls
and bad debt.

U.S. hospitals provided
$22.3 billion in
uncompensated care
resulting from charity
care and bad debt in
2002, up from $21.5
billion provided in
2001. In 2001, Ohio
hospitals provided
$716 million in
uncompensated care
from charity care, bad
debt and Medicaid
shortfalls, with almost
$237 million of that
occurring in Northeast
Ohio hospitals.””

Note: Uncompensated
care provides a
measure of how the
uninsured impact
hospitals’ ability to
deliver care. However,
it is not a perfect
measure because bad
debt may result from
bills not paid by
uninsured and insured
individuals and
government shortfalls
represent a
reimbursement
problem for publicly
insured programs.

What are the effects of a large uninsured population?

Just as the explanations for why individuals lack insurance are varied and complex,
so are the ramifications. But it is clear that in the end, we are all affected by the
higher costs of healthcare and the poorer public health that results.

Access is Limited

While reasons can vary, research has shown a lack of insurance results in
compromised access to care. According to a 2001 survey, 15.0 percent of the
uninsured reported having an unmet medical need over a 12-month period compared
to 6.3 percent of Medicaid recipients, 4.3 percent of those with employer-sponsored
coverage, 4.5 percent of those with other private coverage and 3.6 percent of
Medicare recipients.?® In addition to reporting unmet needs, uninsured individuals
are found to receive less care overall than insured individuals. People who were
uninsured for the full year received roughly half as much care, an average of $1,253
per person, as the privately insured, at $2,484 per person.?®

Percentage of People Reporting Unmet Medical Needs
in the U.S.: 2000-01
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Preventive care is cited as one of the most commonly unmet needs of the uninsured.
Results from the Urban Institute’s National Survey of America’s Families showed
that children enrolled in Medicaid or the State Children’s Health Insurance Program
(SCHIP) were 1.5 times more likely than uninsured children to receive preventive
care, any type of office visit, and dental care. Another study found that the
uninsured face consistently lower access to, and satisfaction with, substance abuse
treatment and mental healthcare.*

The uninsured are also more likely to put off or postpone necessary medical care. In
a 12-month period during 2000 and 2001, 15.7 percent of the uninsured reported
delaying medical care compared to only 7.9 percent of Medicaid recipients, 8.9
percent of those with employer-sponsored coverage, 10.8 percent of those with
other private coverage and 6.4 percent of Medicare recipients.®




Turning to Emergency Rooms

It should come as no surprise that the unmet medical needs and delayed care that the
uninsured report translate into higher rates of emergency room care. The uninsured
are more likely to seek emergency room care either because a health problem has
escalated or because of a lack of access to primary care in another setting.
Uninsured adults are four times more likely to use the emergency room as a regular
source of care compared to those with health insurance. Children who are uninsured
are five times as likely to use the emergency room as a regular source of care
compared to insured children.*

Most healthcare professionals would agree that the emergency room is not the ideal
setting in which to receive non-emergency, routine, primary care. Care received in
an emergency room is designed to quickly address an acute problem. Patients who
frequently use emergency rooms to access care for non-emergent conditions are not
benefiting from the continuity of care and emphasis on prevention that can be

acquired through a primary care provider.

Yet many of the problems that present in an emergency room might have been
prevented if necessary, ongoing disease management services had been
provided or if a health problem, such as an infection, had been treated at the
onset. From 1980 to 1998, the number of hospitalizations for avoidable
conditions® increased from 2.2 million to 3.7 million, resulting in a change
from 5.9 percent to 11.5 percent of all hospitalizations. The uninsured
experience these types of avoidable hospitalizations disproportionately. While
11.6 percent of hospital stays for the uninsured were for preventable
conditions, only 7.5 percent of privately insured individuals’ hospital stays
were for preventable conditions.® In 2002, the average cost of a
hospitalization for an avoidable condition was $3,300.%

The sting of high emergency room costs are not felt solely by the uninsured
individual. While uninsured families pay 88 percent of their prescription drug
costs and 47 percent of their outpatient costs, they pay just 7 percent of their
hospital costs. Despite well-intentioned attempts by many of the uninsured to
pay for their own hospital care, providers frequently incur a high level of
unreimbursed expenses or uncompensated care when they take care of
uninsured persons.

Poorer Health Outcomes

Hospitals in urban areas
with higher uninsured rates
have less total inpatient
capacity, offer fewer
services for vulnerable
populations (such as AIDS
care), and are less likely to
offer trauma and burn care
[than urban hospitals with
lower uninsured rates].
Hospitals in rural areas
with higher uninsured rates
have lower financial
margins and fewer
intensive care unit beds,
offer fewer psychiatric
inpatient services, and are
less likely to offer high-
technology services (such
as radiation therapy).*®

— Institute of Medicine

Intuitively, healthcare professionals conclude that because of the effects on access,
lack of insurance can lead to poorer health. But because of the many factors that
impact health and the difficulty of designing a study that can isolate these factors, it
has been difficult for researchers to measure the direct effects of a lack of insurance
on health. However, the Kaiser Commission on Medicaid and the Uninsured
suggests that some conclusions about the relationship between health insurance and
health outcomes can be drawn from the bulk of observational studies and natural
experiments that have been conducted. In their review of research findings over the
past 25 years, they found that the uninsured are diagnosed at more advanced disease
stages. They also found that having health insurance would reduce mortality rates
for the uninsured by 10 to 15 percent.*®

The Institute of Medicine (IOM) has arguably gone further than others in
drawing links between a lack of health insurance and poorer health outcomes.




What are Other

Communities Doing?

In the absence of a solution at the
national level, some states and
communities have implemented
creative approaches to assisting
the uninsured in their areas.

Maine’s Dirigo Health

Maine created the Dirigo Health
program. This state-private
partnership aims to ensure health
insurance access to all of the
currently 140,000 uninsured
individuals in Maine by 2009.
Participation is voluntary and
initially open to small businesses
with fewer than 50 employees, the
self-employed and uninsured
individuals. The first enrollee will
be signed up in July 2004.

Dirigo Health is funded through a
combination of employer and
enrollee payments, Medicaid
dollars and in year one, state
funds. After the first year, state
funds are replaced by an
assessment on the gross
premium revenues of insurers if,
and when, healthcare cost
savings occur. Employees and
individuals below 300 percent of
the federal poverty level will
receive subsidies, with the
poorest residents not having to

p ay. 49

New York’s Healthy NY

In January 2001, New York
launched the Healthy NY program
to help small businesses,
including sole proprietors, and
uninsured workers afford health
insurance. Nearly 40,000 people
are currently enrolled in the
program. Since its inception,
almost 60,000 people have
enrolled.

(Continued on next page)

A report by the IOM concluded that uninsured women and their
newborns were more likely to have maternal complications and higher
rates of infant death. Furthermore, compared to insured adults,
uninsured adults face a 25 percent greater mortality risk resulting in
roughly 18,000 unnecessary deaths in the U.S. every year.*

Economic and Societal Consequences

Besides poorer health outcomes, being uninsured may have economic
consequences. Because a lack of insurance can negatively impact
health status, it can result in reduced productivity in the workplace
and increased absenteeism in schools. The Kaiser Commission on
Medicaid and the Uninsured found that annual earnings would
improve by roughly 10 to 30 percent if people had better health. The
commission also found that increased educational attainment would be
achieved.*

Lest people think that the uninsured are the only ones affected by a
lack of health insurance, some research suggests there is a spillover
effect to the rest of the community. Poorer health and higher mortality
rates of the uninsured are estimated to cause the economy to lose
between $65 billion and $130 billion each year.** When the uninsured
substitute emergency rooms for primary and preventive care, the
healthcare system suffers rising costs and there is reduced access to
ER services for all. And ultimately, the unreimbursed costs of caring
for uninsured individuals are subsidized by the public through higher
taxes and higher prices for services and insurance.*?

What can be done?

Given the negative effects on health status as well as the systemwide
ramifications that affect everyone, the lack of health coverage by
nearly 44 million people is a dire problem in need of a solution.
History has proven that the right public policy solutions can decrease
the ranks of the uninsured. Before the Medicare and Medicaid
programs were created in 1965, a much greater percentage of people,
particularly the elderly and children, went without health insurance. In
a 1962-1963 study of health insurance coverage, 29.7 percent of all
people had no hospital insurance and 34.8 percent had no surgical
coverage. In 2002, 15.2 percent of the population went without health
insurance, an improvement from 40 years ago, but higher than the
1987 rate of 12.9 percent.*

Medicare and Medicaid have changed the face of the uninsured. From
1962 to 1963, only 54.0 percent of those over age 65 had hospital
insurance compared to 71.9 percent of those under age 65. Today less
than 0.8 percent of those 65 and over are uninsured. Clearly, Medicare
is in large part responsible for the huge strides we have made in
providing coverage to the elderly. Medicaid and SCHIP have
succeeded in decreasing the percentage of low-income children who
do not have health insurance. Between 1962 and 1963, 78.1 percent
children under 15 in the poorest income category had no hospital
insurance. While not directly comparable, in 2002 the rate of
uninsured children under 18 living in poverty had been reduced to

20.1 percent.*



We should be proud of the strides we have made in reducing
uninsured rates among the populations served by the Medicare and
Medicaid/SCHIP programs, but our work is not done. While Medicare
and Medicaid have covered greater percentages of the population over
the years, U.S. Census data show that private coverage declined from
75.5 percent in 1987 to a 15-year low of 69.9 percent in 2002.

With private coverage rates declining and public programs only
covering certain eligibility groups, a health insurance gap remains for
a sizeable portion of the U.S. population. Experts in the field will
assert that the uninsured need access to a coordinated system of care
with a preventive focus, not the fragmented system they currently
face. To ensure everyone is receiving the care that they need and the
system is being used as efficiently as possible, we must be able to
provide the right care at the right time in the right setting.

This will likely only be achieved by providing everyone with
healthcare coverage that adequately reimburses providers. There is
nothing new or earth-shattering in this solution. Efforts in the U.S. to
assure coverage to all extend back many decades. Many have fought
for and continue to advocate this position, despite the stumbling
blocks before them. All the while, the number of uninsured continues
to grow and free care clinics, hospitals, and other healthcare providers
continue to struggle to meet the growing demand.

The biggest obstacle to providing coverage to all is the price tag. One
analysis estimates the additional cost of medical care that would be
incurred if the uninsured were fully insured at between $33.9 billion
and $68.7 billion. This represents a 3 to 6 percent increase in total
health spending and would create a less than one percentage point rise
in healthcare’s share of gross domestic product (GDP).* Some have
noted that additional government spending would be needed as
privately-insured individuals switch to publicly-insured programs and
other costs are shifted to the government.*” But it is important to
remember that the government is already spending about $30.6 billion
on payments and programs to serve the uninsured.*

Many think that the vast numbers of uninsured, which are constantly
on the rise, are causing growing instability of the nation’s healthcare
system. While hospital closures in recent years cannot be pinned
exclusively on lack of insurance coverage, it is certainly one of many
closely linked factors. Yet the problem seems poised to worsen.
Legislation pending in Congress calls for potential reductions in
federal Medicaid funding totaling almost $2.2 billion in fiscal years
2005 through 2009.

It is important that we not take a step backwards. Our current
economic environment has left millions jobless. Coupled with the
high cost of health insurance, the resulting scenario is one of many
employed and unemployed workers forgoing health insurance. Barring
an overhaul of the system and the creation of health insurance
coverage for all, at the very least Medicaid must be preserved. For

many low-wage earners and vulnerable populations, Medicaid offers a safety

net that, if taken away, would be devastating.

All health maintenance
organizations in the state are
required to offer standardized
benefit packages, which the
state subsidizes to reduce
costs. Plan coverage includes
inpatient and outpatient hospital
care, emergency services,
physician services, maternity
care, diagnostic and X-ray
services and therapeutic
services. Eighty-nine percent of
surveyed enrollees report being
either “satisfied” or “highly
satisfied” with the Healthy NY
program.s°

Muskegon, Michigan’s Access
Health

Muskegon’s Access Health
program, begun in 1999, helps
small to medium-sized
businesses provide healthcare
services to their employees.
This program is available to
businesses paying workers a
median wage of $11.50 or less
per hour. Employees must have
been uninsured for at least a
year. Access Health is not a
health insurance plan, but
contracts directly with local
doctors and hospitals to provide
basic and specialty care to
enrollees.

A community collaborative that
brings together providers,
government, employers and
employees, Access Health's
financing is split three ways
between employers (30
percent), employees (30
percent) and the community (40
percent). Funds from the local
government, community,
foundations and the federal
disproportionate share program
comprise the community share.
To pay for ongoing third-party
administrative costs, 10 percent
of provider fees are donated
back to the program.>*




he Center for Health Affairs is a hospital trade association representing 35

hospitals in Northeast Ohio and serving those organizations and others

through a variety of advocacy and business management services. CHA also
works to educate the public on issues that affect the delivery of healthcare. Formed
by a visionary group of hospital leaders more than 85 years ago, CHA continues to
operate on the principle that by working together hospitals can ensure the
availability and accessibility of healthcare services. For more on CHA and to
download additional copies of this brief, go to www.chanet.org.

Endnotes

1 Note: Includes State Children’s Health Insurance Program (SCHIP) and state-funded health insurance program.
Ku, L. and Nimalendran, S. “Losing Out: States Are Cutting 1.2 to 1.6 Million Low-Income People from
Medicaid, SCHIP and Other State Health Insurance Programs.” Center on Budget and Policy Priorities.
December 22, 2003. http://www.cbpp.org/12-22-03health.pdf.

2 Mills, R.J. and Bhandari, S. “Health Insurance Coverage in the United States: 2002.” U.S. Census Bureau:
Current Population Reports. September 2003. http://www.census.gov/prod/2003pubs/p60-223.pdf.

3 U.S. Census Bureau. “Table HI-4. Health Insurance Coverage Status and Type of Coverage by State All People:
1987 to 2002.” September 30, 2003. http://www.census.gov/hhes/hlthins/historic/hihistt4.html.

4 Federation for Community Planning and United Way Services. Social Indicators 2003: Community Health.
December 2003. Note: People were classified as uninsured if they stated they were without health insurance in the
previous week. This differs from how the U.S. Census Bureau classifies the uninsured (no insurance throughout
the calendar year).

5 States have flexibility in how they design their SCHIP programs: States may expand their Medicaid programs,
create a separate state program, or create a program that combines Medicaid and SCHIP. Ohio implemented
SCHIP as an expansion of Medicaid. Ohio Department of Job and Family Services. “The State Children’s Health
Insurance Program (SCHIP) in Ohio.” http://jfs.ohio.gov/ohp/beps/schip/index.stm

& Statistics in this section come from: Mills, R.J. and Bhandari, S. “Health Insurance Coverage.”

" Mills, R.J. and Bhandari, S. “Health Insurance Coverage.”

8 Short, P. F. and Graefe, D.R. “Battery-Powered Health Insurance? Stability in Coverage of the Uninsured.”
Health Affairs, November/December 2003, 22(6), 244-255.

° The Ohio Department of Job and Family Services. “Office of Ohio Health Plans Fact Sheet.” March 2004.
http://jfs.ohio.gov/ohp/bcps/factsheets/MedicaidPrograms.pdf.

10 McLaughlin, C.G. (Ed.). Health Policy and the Uninsured. Washington, DC: The Urban Institute Press. 2004.
pp. 74-75.

11 Centers for Medicare and Medicaid Services. “Medicaid Enroliment and Beneficiaries: Selected Fiscal Years.”
September 2002. http://www.cms.hhs.gov/researchers/pubs/datacompendium/2002/02pg34.pdf.

2 Edwards, B.C. “Ohio Medicaid Reform: What’s on the Horizon for 2004 and Beyond?” Ohio Osteopathic
Association Teleconference. January 26, 2004. http://www.ooanet.org/pdf/Medicaid.pdf.

13 Centers for Medicare and Medicaid Services. “Medicare Information Resource.” Last modified on Friday,
September 12, 2003. http://www.cms.gov/medicare/.

14 Kaiser Family Foundation. “Ohio: Medicare.” State Health Facts Online.

5 Note: Some privately insured individuals also qualify for Medicare and/or Medicaid benefits. Mills, R.J. and
Bhandari, S. “Health Insurance Coverage.”

16 Kaiser Family Foundation and Health Research and Educational Trust. Employer Health Benefits 2003 Annual
Survey. 2003. p.50. http://www.kff.org/insurance/ehbs2003-1-set.cfm.

17 Families USA. “Who’s Uninsured in Ohio and Why?” November 2003.
http://www.familiesusa.org/site/DocServer/Ohio_uninsured.pdf?docID=2396.

8 Mills, R.J. and Bhandari, S. “Health Insurance Coverage.”

9 1bid.

2 Kaiser Family Foundation and Health Research and Educational Trust. Employer Health Benefits.

2 Kaiser Family Foundation. “Ohio: Private Sector Coverage.” State Health Facts Online.

22 Dorsky, D. “Health Insurance Coverage in Ohio, 1999-2001.” Ohio Department of Health, Center for Public
Health Data and Statistics. January 2003.

2 Bureau of Labor Statistics. “Another Rise in Medical Care Inflation.” April 21, 2003.
http://www.bls.gov/opub/ted/2003/apr/wk2/art03.htm.

2 Heffler, S., Smith, S., Keehan, S., Clemens, M.K., Zezza, M., and Truffer, C. “Health Spending Projections
Through 2013.” Health Affairs — Web Exclusive. February 11, 2004; Kaiser Family Foundation and Health
Research and Educational Trust. Employer Health Benefits.

% Kaiser Family Foundation and Health Research and Educational Trust. Employer Health Benefits.

% McLaughlin, C.G. (Ed.). Health Policy and the Uninsured.

27 |bid.

28 Center for Studying Health System Change. “Web Table 1: Unmet Medical Needs among the U.S. Population.”
http://www.hschange.com/CONTENT/421/?supp=1.

2 Hadley, J. and Holahan, J. “How Much Medical Care Do The Uninsured Use, And Who Pays For 1t?” Health
Affairs — Web Exclusive. February 12, 2003.

30 Wells, K.B., Sherbourne, C.D., Sturm, R., Young, A.S., and Burnam, M.A. “Alcohol, Drug Abuse, and
Mental Health Care for Uninsured and Insured Adults.”

http://www.findarticles.com/cf_dls/m4149/4 37/91568403/print.jhtml.




31 Center for Studying Health System Change. “Web Table 4: Delayed Medical Care Seeking among the U.S.
Population.” http://www.hschange.com/CONTENT/421/?supp=4.

32 American College of Physicians — American Society of Internal Medicine. “No Health Insurance? It’s Enough to
Make You Sick.” http://www.acponline.org/uninsured/lack-contents.htm.

3 Twelve diagnoses considered avoidable hospital conditions in this study are: pneumonia, congestive heart
failure, asthma, cellulites (acute skin infection), perforated or bleeding ulcer, pyelonephritis (kidney
inflammation), diabetes with ketoacidosis or coma, ruptured appendix, malignant hypertension, hypokalemia (low
blood potassium), immunizable conditions and gangrene. Kozak, L.J., Hall, M.J., and Owings, M.F. “Trends in
Avoidable Hospitalizations, 1980-1998.” Health Affairs. March/April 2001, 20(2), 225-232.

34 Kozak, L.J., Hall, M.J., and Owings, M.F. “Trends in Avoidable Hospitalizations.”

3 C. Hoffman, D.J. Gaskin, “The Costs of Preventable Hospitalizations among Uninsured and Medicaid Adults.”
Washington, DC: Kaiser Family Foundation, 2001 cited in: The Kaiser Commission on Medicaid and the
Uninsured. “Sicker and Poorer: The Consequences of Being Uninsured.” Updated February 2003.
http://www.kff.org/uninsured/loader.cfm?url=/commonspot/security/getfile.cfm&PagelD=13971.

% Institute of Medicine. “A Shared Destiny: Community Effects of Uninsurance — Report Brief.” National
Academies Press. 2003. http://books.nap.edu/html/shared_destiny/reportbrief.pdf.

37 American Hospital Association. Hospital Statistics: 2004 Edition. Health Forum LLC, 2004.; Ohio Hospital
Association. “Hospitals Lead the Charge to a Healthier Ohio.” HealthBeat. December 2003.; The Center for
Health Affairs. 2001 Uncompensated Care Survey.

3 The Kaiser Commission on Medicaid and the Uninsured. “Sicker and Poorer.”

39 Institute of Medicine. “A Shared Destiny.”; Institute of Medicine. “Insuring America’s Health: Principles and
Recommendations.” National Academies Press. 2004.

4 The Kaiser Commission on Medicaid and the Uninsured. “Sicker and Poorer.”

4 Institute of Medicine. “Hidden Costs, Value Lost: Uninsurance in America.” National Academies Press. 2003.
p.4.

“2 Institute of Medicine. “A Shared Destiny.

4 Ibid, p.5.

4 National Center for Health Statistics. “Health Insurance Coverage: United States, July 1962 - June 1963.”
August 1964.; Mills, R.J. and Bhandari, S. “Health Insurance Coverage.”

4 Ibid.

46 Hadley, J. and Holahan, J. “Covering the Uninsured: How Much Would It Cost?” Health Affairs — Web
Exclusive. June 4, 2003.

47 Reinhardt, U.E. “Is There Hope for the Uninsured?” Health Affairs — Web Exclusive. August 27, 2003.

48 Hadley, J. and Holahan, J. “How Much Medical Care.”

49 Governor’s Office of Health Policy and Finance. “Dirigo Health: Help Is On The Way!”
http://www.maine.gov/governor/baldacci/healthpolicy/dirigo_brochurel_web.pdf.; Adams, G. “Maine Health
Planout to Avoid Trend of Failed Attempts.” Portsmouth Herald. Monday, March 1, 2004.

%0 The Lewin Group and Empire Health Advisors. “Report on the Healthy NY Program 2003.” December 31,
2003. http://www.ins.state.ny.us/acrobat/hnylewin.pdf.

51 McGinley, L. “State and Local Programs Seek to Aid the Uninsured.” The Wall Street Journal Online. January
9, 2004; For more information please see: http://www.mchp.org/html/ah.html.

Acknowledgments
This issue brief was
written by Kirstin
Craciun, Manager, Public
Policy Development, and
Michele Egan, Vice
President, Corporate
Communications. Bill
Ryan, President & CEO,
provided invaluable
insight and comments.

We are grateful to the
following individuals who
helped shape the focus
of this issue brief: Dr.
Wendy Johnson, Medical
Director, Cleveland
Department of Public
Health; Leah Shaikh,
Vice President for
Program and Evaluation,
Saint Luke’s Foundation;
and Linda Somers, CEO,
Care Alliance. The ideas
presented in this issue
brief do not necessarily
reflect those of these
individuals or the
organizations that they
represent.

Special thanks are also
extended to the following
CHA staff: Lisa
Anderson, Vice
President, Member
Services; Vicki Cowell,
Director, Marketing
Research; Richard Fox,
Chief Financial Officer;
Nathan Kelly, Manager,
Business & Community
Development; Phil
Mazanec, Chief
Operating Officer;
Jordana Revella,
Coordinator, Public
Relations; Sharon
Shafer, Director,
Marketing; and Joe
Varga, Director,
Reimbursement
Services.



THE

Center

FLIR

Health
Affairs

The Center for Health Affairs
1226 Huron Road East
Cleveland, Ohio 44115

216.696.6900
800.362.2628

\

www.chanet.org



