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• This Issue Brief presents data on workers who do not have health insurance. It offers
a description of this population, discusses how this population has changed over time,
and reviews the consequences of being uninsured. Also included is a description of the
2000 presidential candidates’ proposals to reduce the number of uninsured Americans.

• The percentage of workers without any form of health insurance has been increasing
since at least 1987. In 1998, 18.1 percent of workers were uninsured, up from
14.6 percent in 1987, although most of the increase occurred prior to 1993.

• Uninsured adult workers made up 56 percent of the uninsured population in 1998. In
all, 83.2 percent of the 43.9 million uninsured Americans were in a family with a
working family head.

• The working uninsured are heavily concentrated in certain segments of the population.
In 1998, 53 percent of uninsured workers were under age 35, 58 percent were male,
57 percent were white, nearly 90 percent had not received a college diploma, 78 percent
worked full time, 20 percent worked in the service industry, 60 percent were employed
in small firms or were self-employed, 42 percent earned $7.00 or less per hour, and
99 percent earned less than $50,000 per year.

• The likelihood of being uninsured increased substantially for certain groups of workers
between 1987 and 1998. The highest rates of increase were found among workers ages
55–64 (44 percent), in families at or above 400 percent of the federal poverty level
(61 percent), in the public sector (34 percent), in the largest firms (53 percent), with
hourly wages of $15.00 or more (50 percent), with annual income between $25,000 and
$75,000 (100 percent), and with retirement plans (112 percent).

• Health insurance makes a difference in health status and access to health care services.
Data show that uninsured workers are more likely than insured workers to report that
their health status is fair or poor. Compared with insured workers, uninsured workers
were more likely to receive health care in a hospital or emergency room, and were less
likely to receive it in an office-based setting.

• Both the major-party presidential candidates, Vice President Al Gore and Texas
Gov. George W. Bush, have put forth proposals to reduce the number of uninsured
Americans. While both candidates’ proposals recognize that the bulk of uninsured
Americans are either children or workers employed by small firms, the proposed
strategies to deal with these populations are incremental, and are unlikely to have a
substantial impact on the number of uninsured Americans.
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Employment-
based health
insurance is the
most common
form of health
insurance

coverage in the United States. Nearly 100 million
workers, or 72.8 percent of the adult working population,
were covered by an employment-based health plan in
1998 (table 1). Overall, the employment-based health
insurance system covers almost 155 million Americans
under age 65, or 64.9 percent of the nonelderly popula-
tion (Fronstin, 2000).

Employers offer health benefits to provide
workers and their families with protection from financial
losses that can accompany unexpected serious illness or
injury. They also offer the benefits to promote health, to
increase worker productivity, and as a form of compensa-
tion to recruit and retain qualified workers. Health
insurance is the benefit most valued by workers and
their families. Sixty-five percent of workers responding
to a recent survey rated employment-based health
insurance as the most important benefit (Salisbury and
Ostuw, 2000).

Prior to World War II, few Americans had health
insurance, and most policies covered only hospital room,
board, and ancillary services. During World War II, the
number of persons with employment-based health
insurance coverage started to increase for several
reasons. When the shortage of workers forced the
National War Labor Board to freeze wages, employers
sought ways to get around the wage controls in order to
recruit workers in what was then a tight labor market.
Offering health insurance was one option. Health
insurance was an attractive means to recruit and retain
workers during a labor shortage for two reasons: Unions
supported employment-based health insurance, and
workers’ health benefits were not subject to income tax
or Social Security payroll taxes, as were cash wages.

Today, employers continue to offer health
insurance, but they do so on a voluntary basis. With the

exception of Hawaii, states are pre-empted from mandat-
ing that employers provide health insurance to
workers.1  Because employers are not legally required to
provide health insurance to workers and individuals are
not required to maintain coverage, some segments of the
working population have coverage while others do not.
While 72.8 percent of workers were covered by an
employment-based health plan in 1998, most of the
remainder, 18.1 percent, was uninsured (table 1). Some
of these workers were able to purchase health insurance
on their own, or get it through a second job or previous
job or even through a family member, but chose not to.
As long as the employment-based system is voluntary,
some workers will not have insurance protection, and
policymakers will struggle with how to increase employ-
ment-based coverage.

Employment-based coverage is the primary
means by which nonelderly Americans obtain health
insurance. Almost 65 percent of the nonelderly popula-
tion was covered by an employment-based health plan in
1998 (Fronstin, 2000). There is also a strong link be-
tween workers and the uninsured population: Nearly 25
million of the 43.9 million nonelderly uninsured were
adult workers, accounting for 56 percent of the unin-
sured population. More important, however, is the fact
that most of the remaining uninsured were in families in
which the family head works. Overall, 83.2 percent of the
43.9 million uninsured Americans in 1998 were in a
family with a working family head. This suggests that
proposals to reduce the uninsured could have the biggest

Introduction

1  Hawaii is the only state requiring employers to provide a minimum level of
health benefits to workers.   This requirement has been in effect since 1974,
when Hawaii passed the Prepaid Health Care Act (PHCA).  Other states
cannot pass employer mandates because the Employee Retirement Income
Security Act of 1974 (ERISA) pre-empts all state laws that relate to employee
benefits.  Hawaii was given a limited exemption from ERISA because of the
timing of the two laws.
      Health coverage in Hawaii is not universal.  An individual mandate or a
single-payer system are the only mechanisms for achieving universal coverage.
Furthermore, not all employers comply with the employer mandate in Hawaii.
See Copeland and Pierron (1998) for more information on ERISA, and U.S.
General Accounting Office (1994) for more information on the employer
mandate in Hawaii.
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impact when their major focus includes uninsured
workers and their families.

This Issue Brief focuses on uninsured workers. It
looks at the characteristics associated with being unin-
sured. It also looks at how the working uninsured
population has changed. It then discusses the conse-
quences of being uninsured. Finally, it examines
presidential candidate proposals to reduce the uninsured
population.

Approximately
24.7 million
workers ages
18–64 were
uninsured in
1998, up from

17.7 million in 1987 (a 40 percent increase). This section
documents the characteristics of uninsured workers in
1998, how those characteristics have changed since 1987,
and whether the changes are related to changes in the
overall labor market.

Table 1
Workers Ages 18–64 With Selected Sources of Health Insurance Coverage, 1987–1998

1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997a 1998

(millions)

Total Population 121.2 123.4 124.7 125.6 126.1 126.7 127.5 129.5 130.6 133.0 134.8 136.3

Employment-Based Coverage 92.2 93.1 94.0 92.9 93.1 91.5 91.6 93.8 94.6 96.2 97.4 99.2
Own name 69.1 69.9 70.6 69.6 69.5 68.2 70.5 71.6 72.2 73.4 74.1 75.6
Dependent coverage 23.1 23.2 23.4 23.4 23.6 23.3 21.0 22.1 22.5 22.7 23.2 23.6

Individually Purchased 7.3 6.9 7.1 7.4 6.8 7.4 8.2 8.4 8.1 8.3 8.1 7.8
Public 7.2 7.2 7.3 7.9 8.2 8.4 8.7 9.7 9.0 9.3 8.5 8.3

Medicaid 2.9 3.0 3.1 3.8 4.0 4.4 4.8 5.2 5.2 5.6 4.9 4.7
No Health Insurance 17.7 19.2 19.4 20.6 21.2 22.5 22.7 22.4 23.0 23.3 24.6 24.7

(percentage)

Total Population 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Employment-Based Coverage    76.1 75.5 75.4 74.0 73.8 72.2 71.8 72.4 72.4 72.3 72.2 72.8
Own name 57.0 56.7 56.6 55.4 55.1 53.8 55.3 55.3 55.3 55.2 55.0 55.5
Dependent coverage 19.1 18.8 18.8 18.6 18.7 18.4 16.5 17.1 17.2 17.1 17.2 17.3

Individually Purchased 6.0 5.6 5.7 5.9 5.4 5.8 6.4 6.5 6.2 6.2 6.0 5.7
Public 6.0 5.8 5.8 6.3 6.5 6.6 6.8 7.5 6.9 7.0 6.3 6.1

Medicaid 2.4 2.4 2.5 3.0 3.2 3.4 3.7 4.0 4.0 4.2 3.6 3.5
No Health Insurance 14.6 15.6 15.6 16.4 16.8 17.8 17.8 17.3 17.6 17.5 18.2 18.1

Source: Employee Benefit Research Institute estimates of the March 1988–1999 Current Population Surveys.
Note: Details may not add to totals because individuals may receive coverage from more than one source.
aMedicaid and uninsured data are not completely consistent with data from previous years. Starting with the March 1998 Current Population
Survey, the Bureau of the Census modified its definition of the population with Medicaid and the population without health insurance coverage.
Previously, individuals covered solely by the Indian Health Service were counted in the Medicaid population. Beginning with data from the March
1998 CPS, individuals covered solely by the Indian Health Service are counted as uninsured. This change decreased the Medicaid population and
increased the uninsured population by 300,000 or 0.2 percent.

Age
In general, uninsured workers tend to be concentrated
among those under age 35, although the average age of
uninsured workers is increasing. In 1998, 24 percent of
uninsured workers were between ages 18–24, while
another 29 percent were between 25–34 (table 2). In
1987, however, 28 percent of uninsured workers were
between ages 18–24, while 35 percent were between
25–34. The average age of uninsured workers increased
from 33 years to 35 years between 1987 and 1998.

While young workers have always been more
likely to be uninsured than older workers, the distribu-
tion of uninsured workers is shifting from younger to
older. The distribution is changing for two reasons. First,
the entire working population is aging. Workers between
ages 35–64 comprised 52 percent of the labor force in
1987 and 61 percent in 1998 (table 2). Second, the
likelihood of being uninsured increased for workers of all
ages between 1987 and 1998, but it increased the most
for workers between ages 35–44 and 55–64. Specifically,
the likelihood of being uninsured for workers ages 35–44

Uninsured &
Recent Trends
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Table 2
Distribution of Workers and Uninsured Workers,

and Probability of Worker Being Uninsured, by

Various Demographic Variables, 1987 and 1998

All Workers Uninsured Workers Workers
 (Distribution)  (Distribution) (Percentage Uninsured)

1987 1998 1987 1998 1987 1998

Total 100% 100% 100% 100% 14.6% 18.1%

Age
18–20 years 7 6 9 8 19 23
21–24 years 11 9 19 16 26 33
25–34 years 30 24 35 29 17 22
35–44 years 25 28 19 24 11 16
45–54 years 16 22 11 15 10 12
55–64 years 11 11 7 8 9 13

Gender
Male 54 53 60 58 16 20
Female 46 48 40 42 13 16

Race/Ethnicity
White 80 74 63 57 12 14
Black 10 11 17 16 23 25
Hispanic 7 10 17 23 35 40
Other 3 5 3 5 16 21

Marital Status
Married 60 58 37 39 9 12
Widowed 2 1 3 2 21 22
Divorced 9 11 14 13 22 21
Separated 3 3 5 4 26 29
Never married 26 28 42 43 24 28

Education
Some school 13 12 28 25 31 39
High school graduate 63 62 61 63 14 19
Bachelor’s degree 14 18 8 9 8 9
Graduate degree 10 8 3 3 5 6

Family Income as a
   Percentage of the
   Federal Poverty Level

0–99% 7 6 21 16 47 47
100%–124% 3 3 9 7 42 47
125%–149% 3 3 8 8 37 43
150%–199% 8 7 15 13 29 33
200%–399% 35 33 31 34 13 19
400% or more 44 48 15 22 5 8

Source: Employee Benefit Research Institute estimates from the March 1988–1999
Current Population Surveys.

increased 39 percent between 1987 and 1998—with
most of that increase occurring between 1987 and
1993, while it increased 44 percent for workers ages
55–64 between 1987 and 1998 (table 3).

Gender
Uninsured workers are generally more likely to be
male than female. In 1998, 58 percent of uninsured
workers were male and 42 percent were female (table
2). This is largely unchanged since 1987, when 60 per-
cent were male and 40 percent were female. Both
male workers and female workers experienced an
increase in the likelihood of being uninsured between
1987 and 1998. Males experienced a 22 percent
increase in the likelihood of being uninsured between
1987 and 1998, while females experienced a 29 per-
cent increase (table 3). All of the increase for males
occurred prior to 1993, while females experienced an
increase in both the pre-1993 and post-1993 periods.
Between 1993 and 1998, among working males there
was actually a decline in the likelihood of being
uninsured.

Race
Whites account for the majority of uninsured workers,
but the distribution of uninsured workers has been
shifting away from whites mainly to Hispanics. In
1987, 63 percent of uninsured workers were white,
and 17 percent were Hispanic, while in 1998, 57 per-
cent were white and 23 percent were Hispanic (table 2).
The shift in the distribution is partly due to a change in
the overall distribution of workers in the labor force. In
1987, 80 percent of workers were white and 7 percent
were Hispanic, while in 1998, 74 percent were white and
10 percent were Hispanic (table 2). The change in the
distribution of uninsured workers from white to His-
panic is also due to the changing likelihood of being
uninsured. While the likelihood of being uninsured
increased more for whites than it did for Hispanics in
relative terms (20 percent and 14 percent, respectively),

whites experienced a 2 percentage point increase in
being uninsured between 1987 and 1998, compared with
a 5 percentage point increase for Hispanics (table 2).
Hispanics should be expected to continue to account for
an increasing share of the uninsured population as they
are, and will continue to be, the fastest-growing minority
group in the United States.

Marital Status
Overall, the distribution of uninsured workers by
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marital status is unchanged since 1987. In 1998,
39 percent of uninsured workers were married,
compared with 37 percent in 1987 (table 2).
Similarly, the distribution of all workers by
marital status is unchanged. There have been,
however, substantial changes to the likelihood of
being uninsured for workers by marital status. For
example, married workers experienced the largest
increase in the likelihood of being uninsured
between 1987 and 1998 (36 percent), with all of
that increase occurring before 1993 (table 3).
Never-married workers experienced a 20 percent
increase in the likelihood of being uninsured, while
divorced workers experienced a 3 percent decline.

Education
The distribution of uninsured workers has always
been skewed toward workers who have not re-
ceived a college diploma. In both 1987 and 1998,
nearly 90 percent of uninsured workers had not
received a college diploma, despite the fact that
the labor force was slightly more educated in 1998
than it was in 1987 (table 2). Uneducated workers
are the most likely group to be uninsured, and also
experienced the largest increase in the likelihood
of being uninsured. Workers with less than a high
school education had a 25 percent increase in the
likelihood of being uninsured, compared with
31 percent among high school graduates and
10 percent among college graduates (table 3).2

Family Income
As the distribution of the working population has shifted
from low-income to middle-income, so has the distribu-
tion of the working uninsured. In 1998, 16 percent of

Table 3
Probability of Being Uninsured Among Workers

and the Change in the Probability,

by Selected Demographic Variables, 1987–1998

Likelihood of Workers
Being Uninsured Percentage Change

1987 1993 1998 1987–1993 1993–1998 1987–1998

Total 14.6% 17.8% 18.1% 22% 2% 24%

Age
18–20 years 19 21 23 12% 9% 22%
21–24 years 26 29 33 15 12 29
25–34 years 17 21 22 26 4 30
35–44 years 11 16 16 38 1 39
45–54 years 10 13 12 28 –3 23
55–64 years 9 12 13 33 8 44

Gender
Male 16 20 20 25 –2 22
Female 13 15 16 18 9 29

Race/Ethnicity
White 12 14 14 23 –3 20
Black 23 25 25 6 0 6
Hispanic 35 38 40 10 3 14
Other 16 21 21 31 2 34

Marital Status
Married 9 12 12 36 0 36
Widowed 21 22 22 5 0 5
Divorced 22 24 21 9 –11 –3
Separated 26 30 29 16 –4 11
Never married 24 27 28 14 6 20

Education
Some school 31 38 39 21 3 25
High school graduate 14 18 19 26 4 31
Bachelor’s degree 8 9 9 7 2 10
Graduate degree 5 6 6 22 2 24

Family Income as a
  Percentage of the
  Federal Poverty Level

0–99% 47 50 47 5 –6 –1
100%–124% 42 45 47 6 4 11
125%–149% 37 40 43 10 7 18
150%–199% 29 32 33 10 5 15
200%–399% 13 16 19 21 20 45
400% or more 5 7 8 35 19 61

Source: Employee Benefit Research Institute estimates from the March 1988–1999 Current
Population Surveys.

uninsured workers were in families with income below
the poverty level, down from 21 percent in 1987
(table 2). At the same time, the likelihood of being
uninsured remained the same for workers below the
poverty level, but increased for all other workers.
However, workers below the poverty level continue to be
the most likely income group to go without health
insurance. Specifically, 47 percent of workers below the
poverty level were uninsured in 1998, compared with
8 percent of workers in families with income of at least
400 percent of the poverty level.

2  This finding is consistent with Gabel (1999), who found that the decline in
employment-based coverage between 1977 and 1996 occurred exclusively
among non-college-educated Americans.
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Despite the fact that
workers below the poverty level are
the most likely to be uninsured, as
workers move up the income scale
the likelihood of being uninsured
has been increasing since 1987.
Specifically, workers below the
poverty level experienced a slight
decline (1 percent) in the likelihood
of being uninsured, though that
masks a 5 percent increase be-
tween 1987 and 1993, followed by a
6 percent decrease since 1993
(table 3). In comparison, between
1987 and 1998, workers just above
the poverty level experienced an
11 percent increase, workers
between 200 percent and 399 per-
cent of the poverty level
experienced a 45 percent increase,
and workers at 400 percent of
poverty or higher experienced a
61 percent increase (in absolute
terms, the increase for workers at
400 percent of poverty or higher
was only 3 percentage points).

Sector of Employment
The distribution of uninsured
workers by sector of employment
was unchanged between 1987 and
1998. Yet, the distribution of all
workers in the labor force shifted slightly away from the
public sector and the self-employed to the private sector.
While it would be expected to see the distribution of
uninsured workers shift in the same manner, this did
not occur, because the likelihood of being uninsured
increased more for public-sector workers and the self-
employed than it did for private-sector workers. For

Table 4
Distribution of Workers and Uninsured Workers,

and Probability of Worker Being Uninsured, by Various Job

and Labor Market Characteristics, 1987 and 1998

All Workers Uninsured Workers Workers
 (Distribution) (Distribution) (Percentage Uninsured)

1987 1998 1987 1998 1987 1998

Total 100% 100% 100% 100% 14.6% 18.1%

Class of Worker
Private 75 77 81 81 16 19
Public 15 14 6 6 6 8
Self-employed 10 9 13 13 19 25

Hours Worked
Full time 81 83 75 78 13 17
Part time 19 17 25 22 20 23

Industry
Agriculture, forestry, fishing, mining,
    construction 10 9 19 17 29 34
Manufacturing 24 21 17 16 10 13
Wholesale and retail trade 34 34 40 41 18 22
Personal services 18 22 17 20 14 17
Public sector 15 14 6 6 6 8

Occupation
White collar 56 59 32 39 9 12
Service collar 28 27 45 42 23 28
Blue collar 16 14 23 20 21 25

Firm Size
Self-employed 10 9 13 13 19 25
Public sector 15 14 6 6 6 8
Private sector: fewer than 25 employees 20 19 37 33 27 31
Private sector: 25–99 employees 12 12 16 14 19 21
Private sector: 100–499 employees 12 12 11 11 13 16
Private sector: 500–999 employees 4 5 3 3 9 12
Private sector: 1,000 or more employees 26 29 15 20 8 13

Hourly Wage (1998 dollars)
$7 and under 24 22 48 42 29 35
$7.01–$10.00 17 18 22 24 19 24
$10.01–$15.00 23 23 17 18 11 14
$15.01 and up 36 37 13 16 5 8

Annual Earnings (1998 dollars)
Less than $25,000 72 51 93 78 19 28
$25,000–$49,999 23 32 6 18 4 10
$50,000–$74,999 4 10 1 3 3 5
$75,000 or more 2 6 0 2 4 5

Retirement Plan Participation
In retirement plan 40 46 7 14 3 6
Not in retirement plan 60 54 93 86 23 29

Source: Employee Benefit Research Institute estimates from the March 1988–1999 Current Population Surveys.

example, the likelihood of public-sector workers being
uninsured increased from 6 percent in 1987 to 8 percent
in 1998 (table 4), a 34 percent increase (table 5). At the
same time, the likelihood of the self-employed being
uninsured increased from 19 percent to 25 percent
(table 4), a 29 percent increase (table 5), while private-
sector workers experienced a 22 percent increase.
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Hours Worked
As the distribution of workers in the labor force shifted
from part-time work to full-time work, so did the distri-
bution of uninsured workers. In 1987, 75 percent of
uninsured workers were employed full time, compared
with 78 percent in 1998 (table 4). While part-time
workers were more likely to be uninsured than full-time
workers (23 percent and 17 percent, respectively, in
1998) (table 4), the likelihood of being uninsured has

Table 5
Probability of Being Uninsured Among Workers and the Change in the Probability,

by Selected Job and Labor Market Characteristics, 1987–1998

Uninsured Workers Percentage Change

1987 1993 1998 1987–1993 1993–1998 1987–1998

Total 14.60% 17.80% 18.10% 22% 2% 24%

Class of Worker
Private 16 19 19 21 1 22
Public 6 8 8 34 0 34
Self-employed 19 24 25 28 1 29

Hours Worked
Full time 13 17 17 24 3 28
Part time 20 23 23 17 1 18

Industry
Agriculture, forestry, fishing, mining, construction 29 34 34 17 1 18
Manufacturing 10 14 13 32 –2 29
Wholesale and retail trade 18 22 22 25 1 26
Personal services 14 17 17 15 0 15
Public sector 6 8 8 32 1 34

Occupation
White collar 9 11 12 32 6 40
Service collar 23 28 28 19 0 19
Blue collar 21 24 25 17 4 22

Firm Size
Self-employed 19 25 25 29 1 30
Public sector 6 8 8 32 1 34
Private sector: fewer than 25 employees 27 31 31 16 1 17
Private sector: 25–99 employees 19 21 21 14 1 15
Private sector: 100–499 employees 13 16 16 23 –2 21
Private sector: 500–999 employees 9 13 12 46 –7 35
Private sector: 1,000 or more employees 8 12 13 39 10 53

Hourly Wage (1998 dollars)
$7 and under 29 33 35 13 6 20
$7.01–$10.00 19 22 24 16 13 30
$10.01–$15.00 11 13 14 20 6 27
$15.01 and up 5 8 8 48 1 50

Annual Earnings (1998 dollars)
Less than $25,000 19 25 28 30 12 46
$25,000–$49,999 4 7 10 100 32 165
$50,000–$74,999 3 6 5 100 –7 86
$75,000 or more 4 5 5 42 2 44

Retirement Plan Participation
In retirement plan 3 4 6 69 25 112
Not in retirement plan 23 27 29 20 6 28

Source: Employee Benefit Research Institute estimates from the March 1988–1999 Current Population Surveys.

increased faster for full-time workers than for part-time
workers. Specifically, it increased 28 percent for full-time
workers and 18 percent for part-time workers (table 5).

Industry
As the distribution of workers in the labor force moved
from the goods-producing sector to the service sector, so
did the distribution of uninsured workers. In 1998, the
service sector accounted for 20 percent of uninsured
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3  Contrary to popular belief, the distribution of workers has been shifting
from small firms (100 or fewer workers) to large firms (more than 100
workers).  While small firms have been the dominant source of job creation, as
they create jobs they often become large firms.  Similarly, as large firms
downsize, they usually continue to be large firms.

workers, up from 17 percent in 1987 (table 4). During
this transition, workers in all industries experienced an
increase in the likelihood of being uninsured, with nearly
the entire change occurring prior to 1993. However, in
relative terms, workers in different industries had
different experiences. For example, while workers in the
public sector are the least likely to be uninsured (8 per-
cent), they experienced the greatest increase in the
likelihood of being uninsured (34 percent), followed by
workers in the manufacturing sector (29 percent)
(table 5). Workers in the personal services sector experi-
enced the smallest increase in the likelihood of being
uninsured between 1987 and 1998 (15 percent).

Firm Size
In 1998, 60 percent of uninsured workers were either
employed in firms with fewer than 100 workers or they
were self-employed (table 4). This is down from 66 per-
cent in 1987. The distribution of uninsured workers
across different firm sizes is moving away from small
firms and toward large firms because the distribution of
all workers has shifted from small firms to large firms.3

While the movement of workers from small firms to large
firms usually would result in more workers with employ-
ment-based coverage and fewer uninsured workers,
workers in all size firms have been experiencing a
decline in coverage. Workers in firms with 1,000 or more
employees experienced a 53 percent increase in the
likelihood of being uninsured between 1987 and 1998,
compared with a 17 percent increase among workers in
private-sector firms with fewer than 25 employees (table
5). Furthermore, employees in firms with 1,000 or more
workers were the only workers to experience a substan-
tial increase in the likelihood of being uninsured between
1993 and 1998 (10 percent). In contrast, workers in firms

with 500–999 employees experienced a 7 percent decline
in the likelihood of being uninsured, while workers in all
other firm sizes experienced no apparent change between
1993 and 1998. However, even after these trends are
taken into account, workers in the smallest size firms
are overwhelmingly still the most likely to be uninsured.

Hourly Wage
Overall, workers’ real wages have increased slightly
since 1987. As a result, the distribution of uninsured
workers has shifted toward those with higher real wages.
Between 1987 and 1998, the percentage of uninsured
workers with wages at or below $7 per hour decreased
from 48 percent to 42 percent, down 6 percentage points
(table 4). At the same time, the percentage of uninsured
workers earning more than $15 per hour increased from
13 percent in 1987 to 16 percent in 1998, up 3 percentage
points. While workers with the lowest hourly wage were
most likely to be uninsured, workers with the highest
hourly wage experienced the largest increase in the
likelihood of being uninsured between 1987 and 1998.
For example, the likelihood of being uninsured increased
from 29 percent to 35 percent among workers earning $7
per hour or less, a 20 percent increase, compared with a
50 percent increase among workers earning more than
$15 per hour, although the absolute increase in the
likelihood of being uninsured for workers earning over
$15 per hour was only 3 percentage points, compared
with a 6 percentage point increase for workers earning
$7 per hour or less (table 5).

Annual Earnings
In 1987, most uninsured workers earned less than
$25,000 per year (93 percent), and almost all earned less
than $50,000 per year (99 percent) (table 4). Between
1987 and 1998, the distribution of income changed such
that 96 percent of uninsured workers earned less than
$50,000 per year. Similar to hourly wages, workers with
low wages were more likely to be uninsured than work-

In 1998, 60 percent of
uninsured workers

were either employed in
firms with fewer than
100 workers or they
were self-employed.
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ers with higher wages. However, the same pattern was
not found relative to the changing likelihood of being
uninsured between 1987 and 1998: Workers earning
between $25,000 and $75,000 experienced the greatest
increase in the likelihood of being uninsured. In fact, the
rate doubled between 1987 and 1993 for these workers
(table 5). But again, in absolute terms, the increase in
the likelihood of being uninsured was greatest for
workers earning less than $25,000 per year.

Retirement Plan Participation
Between 1987 and 1998, the percentage of workers with
a retirement plan increased from 40 percent to 46 per-
cent (table 4). At the same time, workers without health
insurance experienced an increase in the likelihood that
they have a retirement plan. The percentage of unin-
sured workers with a retirement plan doubled from
7 percent to 14 percent. Throughout this period, both
workers with and without retirement plans experienced
an increase in the likelihood of being uninsured. How-
ever, workers in a retirement plan were much more
likely to experience this increase than workers not in a
retirement plan. Specifically, the likelihood of being
uninsured increased 112 percent for workers in a retire-
ment plan, while it increased 28 percent for workers not
in a retirement plan (table 5).

The percentage
of workers
without any
form of health
insurance has
been increasing

since at least 1987. In 1987, 14.6 percent of workers were
uninsured, compared with 18.1 percent in 1998 (table
1).4  The increase in the uninsured has not been steady
during this period. For example, between 1987 and 1993
the likelihood of a worker being uninsured increased
from 14.6 percent to 17.8 percent, a 22 percent increase
(table 3). Between 1993 and 1998, the likelihood of a

worker being uninsured increased from 17.8 percent to
18.1 percent, a 2 percent increase. Clearly, almost all of
the increase in the likelihood of being uninsured for
workers occurred prior to 1993. Furthermore, workers
experienced a significant decline in the likelihood of
being uninsured between 1993 and 1994.5

Researchers understand a great deal about the
rapid increase in the likelihood of a worker being unin-
sured between 1987 and 1993, and many factors
contributed to the decline in health insurance coverage
prior to 1993. One of the earliest papers found that the
decline in coverage between 1979 and 1989 was confined
to low-income workers and was likely due to increases in
the cost of health insurance (Kronick, 1991). Subsequent
research has confirmed that health care cost increases
accounted for much of the decline in coverage (Fronstin,
1997; Fronstin, Goldberg, and Robins, 1997; Kronick and
Gilmer, 1999).6

Previous research has documented the other
factors that have affected how the likelihood of a worker
having employment-based coverage changed prior to
1993 (Acs, 1995; Fronstin and Snider, 1996/97). In
general, these studies have found that falling real
income, the increased use of part-time workers, the
decline in unionization, and the movement of workers
from the manufacturing sector to the service sector

Explaining
Recent Trends

4  The U.S. General Accounting Office has reported that the percentage of
uninsured Americans has been increasing since at least 1980 (U.S. General
Accounting Office, 1997).  Separate estimates were not provided for workers.

5  The likelihood of being uninsured in 1994 was statistically different than
the likelihood in 1993 at the 90 percent confidence level.

6  These studies examine different time periods and use different methodolo-
gies to determine the effect of health insurance cost increases on coverage
declines.  Fronstin (1997) examined the decline in coverage for workers
between 1988 and 1993 and found health insurance cost increases accounted
for approximately one-third of the decline in coverage.  Fronstin, Goldberg,
and Robins (1997) examined the decline in private health insurance between
1988 and 1992 and found the increase in health insurance costs accounted for
roughly 80 percent of the decline in coverage.  Kronick and Gilmer (1999)
examined the decline in employment-based coverage between 1979 and 1995
and found that higher health insurance costs accounted for almost all of the
decline in coverage.
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accounted for close to 50 percent of the decline in
coverage.

Recent papers have begun to get a better under-
standing of the decline in employment-based coverage.
Cooper and Schone (1997) found that between 1987 and
1996 the percentage of workers offered health insurance
from their employer increased from 72.4 percent to
75.4 percent, but the percentage of workers accepting
that coverage fell from 88.3 percent to 80.1 percent. They
also found that in 1996, 29.1 percent of uninsured
workers had access to an employment-based health plan,
up from 16.3 percent in 1987. Cooper and Schone (1997)
may be misrepresenting the underlying trend by examin-
ing 1987 and 1996 as endpoints of a trend. For example,
the decline in employment-based coverage for workers
stopped in 1993, and may have even reversed itself (table
1). This suggests that the increasing offer rate shown in
Cooper and Schone may have occurred solely between
1993 and 1996, and did not start in 1987. In fact,
Fronstin (1999b) found a declining offer rate between
1988 and 1993, and an increasing one between 1993 and
1997.7

Researchers know much less about the much
smaller increase in the uninsured rate of workers
between 1993 and 1998. The trend in coverage for
workers between 1993 and 1998 has been mostly stable.
Between 1993 and 1994, the likelihood of having employ-
ment-based coverage increased, while the likelihood of
being uninsured decreased. Between 1994 and 1996,
coverage rates remained stable. The likelihood of being
uninsured increased again between 1996 and 1997, not
because employment-based coverage rates declined (they
did not), but rather because public programs covered
fewer workers. Between 1997 and 1998, the likelihood of
having employment-based coverage increased substan-

tially, relative to previous years, while the likelihood of
being uninsured remained stable. Other researchers
have also documented the stability in coverage using
different data sets (Long and Marquis, 1999b; Farber
and Levy, 2000).

The strong economy may be responsible for the
increase in employment-based coverage. Between 1993
and 1998, the percentage of part-time workers in the
labor force declined from 19 percent to 17 percent, the
percentage of workers in white-collar jobs increased from
57 percent to 59 percent, the percentage of workers
employed in firms with 1,000 or more employees in-
creased from 27 percent to 29 percent, and the
percentage of workers earning at least $15 per hour
increased from 34 percent to 37 percent.8  While these
changes would all contribute to more workers with
employment-based health insurance, other changes, such
as rising health care costs, would cause fewer workers to
have health benefits. Further research is needed to sort
out the contribution of all factors affecting trends in
employment-based health benefits.

Comparisons of late-1980s data with late-1990s
data mask important variability in the circumstances
faced by specific workers in 1987–1993, as compared
with 1993–1998. Previous analysis of the recent period
where workers and their dependents experienced a
gradual increase in employment-based coverage supports
this statement. For example, Long and Marquis (1999b)
found that the employers of almost 2 million workers
dropped coverage between 1995 and 1997, while another
4 million workers had health benefits added.

As mentioned
above, young
workers are
more likely to
be uninsured
than older

workers. It would seem to follow naturally that unin-
sured workers are healthier than insured workers
because they are younger on average. Actually, data

Consequences
7  While Cooper and Schone (1997) found an overall increase in the offer rate
between 1987 and 1996, Fronstin (1999b) found a slight overall decrease.
These studies examined different data sets and slightly different time periods,
which may account for the different findings.

8  The 1998 data are presented in table 4.  Data from 1993 are available upon
request.
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show that uninsured workers are more likely
than insured workers to report that their
health status is fair or poor. Specifically,
11 percent of uninsured workers reported
their health status as fair or poor, compared
with 6 percent of insured workers (table 6).
The age difference described above may be
apparent in whether or not uninsured work-
ers were offered health insurance.

Uninsured workers offered health
insurance were less likely than uninsured
workers not offered health insurance to report
that they were in fair or poor health. In
general, the same patterns can be seen for
self-reported mental health status (table 6).

Insured workers may be healthier
than uninsured workers because uninsured
workers have less access to health care. More
than 80 percent of insured workers reported
that they had a usual source of health care,
compared with 54 percent of uninsured
workers (table 7).  Among insured and
uninsured workers who did not have a usual
source for health care, both were most likely
to report that they were either seldom or
never sick, but uninsured workers were also
significantly more likely than insured workers
to report that the cost of medical care was the
main barrier.

While uninsured workers were less likely than
insured workers to have a usual source of health care,
the majority of uninsured workers did have a usual
source of health care. Compared with insured workers,
uninsured workers were more likely to receive health
care in a hospital or emergency room, and were less
likely to receive it in an office-based setting (table 8).
In general, insured workers were more satisfied than
uninsured workers with the quality of care they received
from their usual source of health care, but the differ-
ences were not extremely large. However, there are
much bigger differences in satisfaction levels when it

Table 6
Health Status of Workers Ages 18–64,

by Insurance Status, 1996

Insured Uninsured Workers
Total Workers

Population (private Not Offered Offered
of Workers or public) Total Coverage Coverage

Self-Reported Health Status
Excellent or very good 69% 71% 58% 57% 62%
Good 24 23 31 31 30
Fair or poor 7 6 11 12 8

Self-Reported Mental Health Status
Excellent or very good 77 79 69 68 72
Good 20 18 26 26 26
Fair or poor 3 3 5 6 3

Source: Employee Benefit Research Institute estimates of the 1996 Medical Expenditure Panel
Survey (MEPS).

Table 7
Percentage of Workers Ages 18-64 With a Usual

Source of Health Care and Main Reason for No Usual Source,

by Insurance Status, 1996

Insured Uninsured Workers
Total Workers

Population (private Not Offered Offered
of Workers or public) Total Coverage Coverage

Usual Source of Care (USC)
Yes 77% 81% 54% 53% 56%
No 23 19 46 47 42
Not determinable 1 1 1 0 2

Main Reason for No Usual Source
Seldom or never sick 69 71 64 64 66
Recently moved to area 5 6 3 3 2
Don’t know where to go 1 1 0 1 6
USC in area not available 3 4 2 1 1
Goes to different places 2 3 1 0 2
Just changed health plans 2 3 1 4 5
Self treatment 4 3 4 20 12
Cost of medical care 8 3 18 5 6
Other insurance-related reason 2 0 5 2 1
Other 4 5 2 0 0

Source: Employee Benefit Research Institute estimates of the 1996 Medical Expenditure Panel Survey
(MEPS).

comes to ability to get care when someone in the family
needs it. Specifically, 81 percent of insured workers were
very satisfied that the family could get medical care
when needed, compared with 60 percent of uninsured
workers (table 8). While uninsured workers were more
likely than insured workers to be somewhat satisfied
that they could get care for their family when needed,
uninsured workers were still more likely than insured
workers to report that they were not satisfied (either
“not too satisfied” or “not at all satisfied”) that they could
get needed care.

Most workers did not experience any difficulty in
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Table 8
Location of Usual Source of Health Care and

Satisfaction With the Health Care System Among

Workers Ages 18-64 With a Usual Source of Health Care,

by Insurance Status, 1996

Insured Uninsured Workers
Total Workers

Population (private Not Offered Offered
of Workers or public) Total Coverage Coverage

Location of Usual Source
  of Coverage

Office 89% 90% 81% 81% 84%
Hospital 11 10 16 18 13
Emergency room 1 0 3 2 4

Satisfied With Provider’s
  Quality of Care

Very satisfied 75 76 73 72 76
Somewhat satisfied 20 19 22 23 18
Not too satisfied 3 2 3 3 5
Not at all satisfied 1 1 0 0 0
Not determinable 2 2 2 2 1

Satisfaction That Family Can
  Get Care When Needed

Very satisfied 79 81 60 59 61
Somewhat satisfied 17 15 26 27 24
Not too satisfied 3 2 8 8 8
Not at all satisfied 2 1 6 5 7
Not determinable 0 0 1 1 1

Source: Employee Benefit Research Institute estimates of the 1996 Medical Expenditure Panel
Survey (MEPS).

obtaining health care when it was needed.
However, uninsured workers were more
than twice as likely as insured workers
(22 percent and 9 percent, respectively) to
report that they had experienced difficulty
in obtaining needed care (table 9). The cost
of health care was the main reason why
both insured workers and uninsured
workers did not receive needed care. Forty
percent of insured workers and 80 percent
of uninsured workers reported the cost of
care as being the main reason for not
receiving needed care (table 9). Insured
workers were also likely to report that they
did not receive needed care because their
insurance company did not approve the
care.

The fact that uninsured workers
are less likely than insured workers to have
a usual source of health care may explain
why uninsured workers are less likely than
insured workers to receive preventive
health care. For example, among both
women and men, uninsured workers were
less likely than insured workers to have
had a complete physical, to have had their
cholesterol checked, or to have had a flu
shot within the past year (tables 10 and 11).
Furthermore, uninsured women are less
likely than insured women to have had a
pap smear, breast exam, or mammogram
within the past year (table 10). Among
workers age 40 and older, 28 percent of
uninsured women had never had a mammo-
gram, compared with 12 percent of insured
women. Uninsured men were also less
likely than insured men to have had a
prostate exam within the past year (table
11). Furthermore, 65 percent of uninsured
men had never had a prostate exam,
compared with 42 percent of insured men.

Table 9
Experience With the Health Care System Among Workers

Ages 18-64 With a Usual Source of Health Care,

by Insurance Status, 1996

Insured Uninsured Workers
Total Workers

Population (private Not Offered Offered
of Workers or public) Total Coverage Coverage

Family Member Experienced Difficulty
Obtaining Needed Care

Yes 11% 9% 22% 22% 20%
No 89 91 78 78 80

Main Reason for Difficulty in Receiving
Needed Care

Could not afford care 49 40 80 77 90
Insurer would not approve 17 20 9 8 10
Could not get time off from work 7 9 0 0 0
Insurer required referral 5 6 1 1 0
Did not have time to go for treatment 4 5 1 1 0
No transportation 3 2 5 7 0
Doctor did not accept insurance plan 2 3 0 0 0
Refused services 2 2 2 2 0
Pre-existing condition 2 2 0 0 0
Language barrier 1 1 1 1 0
Medical care too far away 1 1 0 0 0
Reason not specified 7 9 1 2 0

Source: Employee Benefit Research Institute estimates of the 1996 Medical Expenditure Panel Survey
(MEPS).
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Table 10
Time Since Last Use of Various Health Care Services Among

Working Women Ages 18–64, by Insurance Status, 1996

Insured Uninsured Workers
Total Workers

Population (private Not Offered Offered
of Workers or public) Total Coverage Coverage

Time Since Last Complete Physical
Within past year 48% 49% 41% 41% 41%
Within past 2 years 19 19 18 18 16
Within past 5 years 12 12 16 16 16
More than 5 years 13 12 17 15 21
Never 6 6 6 7 5
Not determinable 3 3 3 3 1

Time Since Last Cholesterol Check
Within past year 42 44 29 31 24
Within past 2 years 16 17 14 13 16
Within past 5 years 9 9 10 9 12
More than 5 years 6 5 8 8 8
Never 23 21 35 34 39
Not determinable 5 5 5 6 3

Time Since Last Flu Shot
Within past year 21 23 13 13 12
Within past 2 years 7 7 7 8 6
Within past 5 years 3 3 3 3 1
More than 5 years 5 5 6 5 9
Never 62 61 68 68 70
Not determinable 2 2 3 4 2

Time Since Last Pap Smear
Within past year 62 64 49 48 51
Within past 2 years 17 17 17 17 19
Within past 5 years 8 7 10 9 13
More than 5 years 6 5 10 10 12
Never 4 3 8 10 3
Not determinable 4 4 5 6 2

Time Since Last Breast Exam
Within past year 64 66 49 47 55
Within past 2 years 16 16 17 17 16
Within past 5 years 7 6 9 10 9
More than 5 years 4 3 8 8 9
Never 6 5 12 13 9
Not determinable 4 4 5 6 2

Time Since Last Mammogram
  (Ages 40–64)

Within past year 48 50 30 30 30
Within past 2 years 20 21 16 18 11
Within past 5 years 9 8 11 12 10
More than 5 Years 5 5 8 7 12
Never 14 12 28 28 28
Not determinable 10 4 7 6 10

Source: Employee Benefit Research Institute estimates of the 1996 Medical Expenditure Panel Survey
(MEPS).

Both the major-party presidential candi-
dates, Vice President Al Gore and Texas
Gov. George W. Bush, have put forth
proposals to reduce the number of uninsured
Americans. Their plans have many common
elements. Both would target uninsured
children and uninsured workers in small
businesses. Both plans also include tax
credits for uninsured Americans. Beyond
these commonalities, the details of the
proposals differ greatly. The provisions of
the various proposals that are most likely to
affect workers and their families are dis-
cussed below, and highlights are shown in
table 12.9

Tax Credits
Both Bush and Gore propose using refund-
able tax credits to increase the number of
Americans who purchase health insurance
coverage.10  Bush proposes a $1,000 annual
tax credit for single coverage and a $2,000
tax credit for family coverage for individuals
who are not covered by any other source of
health insurance. The tax credits could be
used to cover a maximum of 90 percent of
the cost of health insurance, and they would phase down at $15,000 of annual earnings for individual coverage

and $30,000 of earnings for family coverage. Gore
proposes a 25 percent credit toward the purchase of
health insurance for individuals not eligible for employ-
ment-based coverage.

Both plans have their strengths and weaknesses.
The major shortcoming of both plans is the failure to
address affordability for what is now considered the

Current
Proposals

9  Proposals to increase health insurance coverage in the United States have
also been put forth by the Reform Party and other organizations.  As of this
writing, the Green Party was also preparing a proposal.  Web sites for many of
political and health-group insurance coverage proposals can be found in the
information box on page 16.

10  Unlike tax deductions, which reduce the amount of income that is subject to
tax, tax credits provide a dollar-for-dollar reduction in the amount tax that a
taxpayer owes.
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11  This plan includes a $500 deductible and 80 percent coinsurance after the
deductible is met.

12  It should be noted that these premiums presented in this paragraph do not
include the cost of coverage for dental care or prescription drug costs. More
than 90 percent of full-time workers with health insurance coverage have
prescription drug costs covered by their plan (McDonnell and Fronstin, 1999).

13  See Congressional Record, October 6, 1999.

average health benefits package. The Gore
proposal would cover only 25 percent of the
cost of coverage, regardless of the cost of
the plan purchased. For example, a plan
that costs a family $5,000 in annual
premiums would result in a tax credit of
$1,250. The family would still have to pay
$3,750 for the insurance policy. For a low-
income family earning $30,000, the net
cost of health insurance would still account
for more than 10 percent of their pre-tax
annual income.

The Bush proposal might have a
bigger impact on affordability, but Ameri-
cans would be able to cover only the cost of
“bare-bones” health plans. Furthermore,
affordability will continue to be an issue
for older Americans under either plan.
Data collected from the Internet indicate
that a young family with one child living in
a Maryland suburb of Washington, DC,
could buy health insurance for $2,328 per
year.11  If this family were earning $30,000
per year, under the Bush proposal the family would
receive a tax credit for $2,000, leaving them responsible
for the remaining $328 of the premium; the tax credit
would cover 86 percent of their cost of coverage. In
contrast, a married couple in their 50s with no children
would pay $3,720 per year for the same health insur-
ance. The family would also be eligible for a $2,000 tax
credit, but it would only cover 54 percent of their cost of
coverage.  Previous research has shown that 39 percent
of single workers with income at 150 percent of the

Table 11
Time Since Last Use of Various Health Care Services Among

Working Men Ages 18–64, by Insurance Status, 1996

Insured Uninsured Workers
Total Workers

Population (private Not Offered Offered
of Workers or public) Total Coverage Coverage

Time Since Last Complete Physical
Within past year 36% 39% 23% 25% 19%
Within past 2 years 19 20 13 13 15
Within past 5 years 15 15 19 18 24
More than 5 years 19 18 25 25 25
Never 7 6 15 15 15
Not determinable 4 3 5 5 3

Time Since Last Cholesterol Check
Within past year 34 38 17 18 14
Within past 2 years 14 15 8 8 9
Within past 5 years 10 10 9 8 12
More than 5 years 7 7 9 9 11
Never 29 24 48 49 44
Not determinable 6 6 9 9 10

Time Since Last Flu Shot
Within past year 16 17 10 11 7
Within past 2 years 5 5 3 3 2
Within past 5 years 4 3 6 5 8
More than 5 years 7 7 8 7 10
Never 66 65 70 70 69
Not determinable 3 3 3 3 4

Time Since Last Prostate Exam
Within past year 22 24 9 10 7
Within past 2 years 10 11 5 5 4
Within past 5 years 7 7 5 5 8
More than 5 years 8 8 7 6 10
Never 46 42 65 64 67
Not determinable 8 8 9 10 5

Source: Employee Benefit Research Institute estimates of the 1996 Medical Expenditure Panel Survey
(MEPS).

poverty level would purchase health insurance if given a
$2,000 tax credit (Thorpe, 1999). Participation would be
expected to be even lower for more expensive family
coverage with a $2,000 tax credit.12

If the tax code were changed to provide incen-
tives for individuals to buy health insurance coverage,
policymakers would also have to consider the fact that
many people will benefit from the tax change who would
have purchased health insurance anyway, even without
the new tax incentive. Federal spending would increase
disproportionately with changes in insurance coverage
rates. The congressional Joint Committee on Taxation
estimates that 9.1 million taxpayers would claim a
previously proposed 25 percent deduction for health
insurance premiums in 2002, but only 200,000 individu-
als would be among those who were previously
uninsured.13  However, that number would be expected
to increase over time as full deductibility is phased in.
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Another recent study found that a refundable
tax credit would have a larger impact on reducing the
uninsured, but would also result in a shift from employ-
ment-based coverage to nongroup coverage. Gruber and
Levitt (2000) found that at least 18.4 million individuals
would take the refundable tax credit, with 4.7 million
being previously uninsured, 8.6 million being covered by
a nongroup policy, 0.4 million previously covered by
Medicaid, and an additional 4.7 million previously
covered by employment-based health insurance coverage.

Other issues would arise if tax credits were
made available to Americans. Most dramatically, a
federally subsidized movement to individual-based tax
credits for health insurance coverage might mean the
end of the existing employment-based health insurance
system: Employers might drop coverage for their workers
if health insurance is given preferential tax treatment
outside the employment-based setting and substantial
numbers of workers had an alternative source of tax-
favored coverage. This has potentially enormous public
policy implications, since the vast majority of Americans
currently get their health insurance coverage through
employers. Such a change might also have political
implications, as public opinion might not support such a
fundamental change in the U.S. health insurance
system.14

Another issue to consider is whether the tax
credit is inherently discriminatory against older Ameri-
cans. Health insurance is generally more costly for older
individuals than for younger ones, since older people
tend to have more health problems. This observation was
reflected in the foregoing example of family premiums.
Finally, the individual insurance market does not have
sufficient capacity to absorb significant growth (Scott,
1999). Many insurers have withdrawn from individual
markets because of reserve requirements, state insur-

14  A recent public opinion survey found that the majority of persons with
employment-based health insurance coverage would prefer to receive that
coverage through their employer even if the value of health benefits were
treated as taxable income (Fronstin, 1999a).

For More Information About
Various Health Care Proposals

To locate the Web sites of the major and national
third-party U.S. political candidates, and their
policy positions, visit USElections.com, a nonparti-
san information site, at www.uselections.com/
parties.htm

Specific links to other health-related Web sites of
interest:

Texas Gov. George W. Bush
www.georgewbush.com/issues/domestic/
healthcare/points.asp

Vice President Al Gore
www.algore2000.com/agenda/
agenda_healthcare.html

The Green Party
www.votenader.org/

The Reform Party
http://issues.reformparty.org/health.html

American Association of Health Plans
www.aahp.org/AAHP/Research_Library/
LegacyDocs/PDF/UninsuredPlan2.pdf

American Hospital Association
www.rwjf.org/events/aha1.htm

American Medical Association
www.rwjf.org/events/ama1.htm

American Nurses Association
www.rwjf.org/events/ana1.htm

Catholic Health Association of the United
States
www.rwjf.org/events/cha1.htm

Families USA
www.rwjf.org/events/familiesusa.htm

Health Insurance Association of America
www.rwjf.org/events/hiaa.htm

Service Employees Union International
www.rwjf.org/events/seiu.htm

U.S. Chamber of Commerce
www.rwjf.org/events/uschamberfnl2.htm
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Table 12
Comparison of Proposals of Major Party Presidential Candidates to Expand Health Insurance Coverage

and Access to Health Care

Bush

Refundable tax credit: $1,000 per individual. $2,000 per family.
Covers up to 90 percent of the cost of insurance. Phases down after
$15,000 and out after $45,000 for an individual, and phases down
after $30,000 and out after $60,000 for a family.

Up to $500 of flexible spending account funds can be rolled over from
one year to the next.  Make medical savings accounts (MSAs)
permanent, lift cap, permit both employer and employee contribu-
tions, lower minimum deductible to $1,000 for individuals and $2,000
for families.

Lift restrictions on state flexibility through block grant program.

No change for eligibility.

Supports the creation of association health plans.

$3.6 billion over five years to create 1,200 new community and
migrant health centers to serve inner city and rural uninsured.  $500
million in grants over five years to communities to implement pilot
programs and demonstration projects that address targeted health
risks.

Tax Credits

Tax-Preferred Accounts

S-CHIP

Medicare

Small Business

Delivery System

Gore

25 percent refundable tax credit for Americans who lack access to
employment-based health insurance and purchase coverage in the
individual market.

No change

Expand S-CHIP for children and to working parents of S-CHIP-
enrolled children. Expand S-CHIP to children up to 250 percent of
poverty.  Allow children above 250 percent of poverty to buy into
CHIP or Medicaid. Provide incentives to enroll eligible children.

Allow buy-in for uninsured Americans ages 55–64.

Provide 25 percent tax credit to small firms for each employee who
decides to join a purchasing alliance.

Maintain and strengthen the health care delivery system to serve the
uninsured.

ance regulations, rating requirements, and other factors
that have made it more difficult to manage risk.

Bush would also expand the availability of
medical savings accounts (MSAs). He would make
permanent the current (and experimental) availability of
MSAs on a tax-preferred basis. He would also lift the
existing cap on the number of tax-qualified MSAs and
allow employers of all sizes to offer them. Both employer
and employee contributions to MSAs would be permitted,
and the minimum deductible would be lowered to $1,000
for employee-only coverage, and $2,000 for family
coverage. The Bush proposal also allows workers to roll
over unused flexible spending account balances of up to
$500 a year.

Small Business
Both Bush and Gore recognize that workers employed by
small firms (100 or fewer employees) account for roughly
60 percent of the uninsured population. Workers in small
firms are less likely than workers in large firms not only
to be offered health insurance, but also to accept cover-
age when it is offered (Fronstin, 1999b).

Gore would extend his 25 percent tax credit to
small firms. Small firms would receive a 25 percent tax
credit for each employee who receives health benefits

through a purchasing coalition (see section below). The
coalitions would be allowed to accept charitable contribu-
tions from foundations for start-up costs, and states
would be given seed money as well to encourage their
development. Bush generally supports the creation of
association health plans (AHPs), although he does not
provide more details in his proposal.

One main difference between the Gore and Bush
proposals is the incentive structure they would use to
encourage small firms to participate in pooled purchas-
ing arrangements. Gore would essentially leave existing
law as-is with regard to the structure of purchasing
cooperatives, although his proposal would provide tax
incentives to increase the use of these cooperatives.
Bush, on the other hand, would change existing law to
exempt association-sponsored health plans from certain
state mandates, thereby potentially allowing them to
offer low-cost products that would be attractive to some
small employers.

Due to the lack of details in the plans, the
remainder of this section outlines what is generally
already known about the various approaches.  It also
discusses issues related to the various approaches.

Purchasing Coalitions—States and private-sector
establishments generally sponsor the purchasing coop-
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15  See “The Quality Care for the Uninsured Act of 1999,” passed by the U.S.
House of Representatives on Oct. 6, 1999 (H.R. 2990), and at this writing
before a House-Senate conference committee on patients’ rights legislation.

erative. Purchasing cooperatives
attempt to provide small firms with
some of the same advantages that
large employers realize in the provision
of health benefits to workers. They
attempt to improve access to coverage
as well as the number of plan choices
available to workers in small firms. They also attempt to
lower the cost of health benefits for workers in small
firms. More than 20 states have adopted legislation that
allows for the establishment of purchasing coalitions for
small firms (U.S. General Accounting Office, 2000).
Furthermore, a recent study suggests that one-third of
firms with fewer than 10 employees purchase health
insurance through a pooled purchasing arrangement,
and another 28 percent of firms with 10–49 employees do
so (Long and Marquis, 1999a).

Purchasing coalitions can be beneficial to small
employers because they can assume most of the adminis-
trative responsibilities associated with offering health
benefits to workers. The coalition pre-selects the health
insurers and often provides a standardized benefit
package. The coalition becomes not only a single point of
entry into the maze of health insurance options, but can
also provide members with a choice of health plans,
something small employers may not be able to do if they
offered health benefits on their own. It could also assist
members by acting as an advocate for workers during
coverage disputes between the insured and the insurer.

A recent report by the U.S. General Accounting
Office (2000) found that purchasing coalitions offer two
advantages to small employers: They provide adminis-
trative services and a range of benefit choices to
employers participating in the arrangement. However,
the study also found that the coalitions were unable to
realize cost savings relative to the small group market.
The largest coalitions studied attracted only a small
fraction of the market and were therefore unable to use
leverage to obtain preferred rates from insurers. Fur-
thermore, the study also found that many insurers are
reluctant to offer a product to coalition members, and

some have even withdrawn from
cooperatives because of high adminis-
trative costs and the risk of adverse
selection associated with purchasing
cooperatives.

Association Health Plans—While
association health plans (AHPs) have been offering
health insurance coverage for years, current proposals
would substantially expand the types of products that
they could offer.15  Under these plans, trade, industry, or
professional associations would generally sponsor AHPs.
Insurance would be offered to all members of the firms
represented by those associations. In general, the
objective is to offer the same benefits to members as do
purchasing coalitions: administrative services, choice of
health plans, and lower costs (although as mentioned
above, coalitions have yet to realize lower costs).

AHPs may be able to reduce the cost of health
insurance relative to purchasing coalitions because the
proposed AHP expansion legislation in Congress would
exempt them from many state benefit mandates. Essen-
tially, lower premiums would be the result of a cut in
benefits relative to the small group insurance market in
the state. Firms that currently do not offer health
benefits may join the association health plan because of
the lower price, even if the benefits are not as compre-
hensive as other plans. AHPs may also be able to lower
the average premiums relative to the small group
market, because they would be able to avoid some
aspects of state regulation of insurance premiums and
would be able to offer self-insured products. Insured
AHPs would have to abide by the premium restriction
regulations in each state. For example, if a state re-
quired that health plans use community rating to
determine premiums, the AHP also would have to set

A federally subsidized
movement to

individual-based tax
credits for health insur-

ance coverage may
mean the end
of the existing

employment-based
health insurance

system.
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premiums using the community rate. However, the
community rate would be based on the average cost of
the association members, not the average cost of the
entire community. Self-insured AHPs would not be
subject to state rate bands.

Risk selection is one issue raised by AHPs:
Firms that do not offer insurance would be able to join
the association plan, as well as firms that already offer
health benefits and want to join the AHP to enjoy lower
premiums. The proposals covering AHPs generally
include provisions to limit risk selection by requiring
AHPs to offer plans to any small firm that qualifies for
membership in the association. Ultimately, however, the
most successful AHPs would be the ones that attract the
healthiest population, as indicated by a recent study
(U.S. Congressional Budget Office, 2000). As a result, the
CBO predicted that health insurance premiums would
increase for the majority of small employers that remain
in the traditional small group health insurance market,
if AHPs are successfully expanded.

HealthMarts—A third vehicle that can be used to expand
health insurance coverage to workers in small firms is
known as a HealthMart. A HealthMart can be consid-
ered a hybrid purchasing coalition/AHP. HealthMarts
would be nonprofit organizations that offer health
insurance to all small employers within a specific
geographic region, similar to purchasing coalitions. All of
the benefits offered by the HealthMart would be avail-
able to all small employers, not just to members of an
association. HealthMarts are similar to AHPs because
they would be exempt from most state-mandated ben-
efits, but they differ from AHPs because they could not
offer a self-insured product. They would also have to pay
state premium taxes and would be subject to state
premium regulations.

According to the CBO report mentioned above,
AHPs and HealthMarts would attract an estimated
4.6 million enrollees, although the number of people
covered by an employment-based health plan would
increase by only 330,000 lives because many of the

enrollees would be switching from other employment-
based health plans or from the individual market.
Premiums would decline an estimated 13 percent for
members of the AHP or HealthMart as a result of the
benefit mandate exemption, savings from group purchas-
ing, risk selection, and rating restriction exemptions.
Premiums would increase an estimated 2 percent for
firms that continued to purchase health insurance in the
traditional small group market. According to the report,
these firms would continue to represent a substantial
part of the market.

Perhaps the biggest difference between purchas-
ing coalitions and AHPs boils down to regulation.
Purchasing coalitions are regulated at the state level and
are able to offer insured products subject only to state
regulation. The health plans that are offered generally
must provide benefits that are mandated by the state,
and also must comply with state rating restrictions.
HealthMarts and some AHPs would be regulated at both
the state and federal levels, but many AHPs could self-
insure and become subject only to federal regulation.
This could create a significant regulatory burden for the
federal government (Custer and Grace, 1999). In fact, a
recent report suggests that the federal government lacks
the resources to effectively enforce the proposed provi-
sion, and that the proposal could expose consumers to
the same problems of fraud and insolvency that existed
with multiple welfare purchasing arrangements
(MEWAs) in the 1980s (Hill and Schott, 2000).

It should be noted that critics could portray the
Gore plan as inconsistent with traditional Democratic
ideals and the Bush plan as inconsistent with traditional
Republican ideals. Republicans, for example, have
traditionally supported giving power back to the states,
but the proposed AHP and HealthMart legislation would
shift regulatory authority from the state to the federal
government. Similarly, Democrats have traditionally
supported big government programs, but the proposed
purchasing cooperatives would in large part leave
untouched the states’ regulatory authority over such
entities.
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Medicare Expansion
Gore would continue to support previous Clinton admin-
istration budget proposals, which included provisions
that would allow individuals to buy into the Medicare
program starting at age 55 for individuals laid off or
displaced, and at age 62 for all individuals. While the
proposal would help some uninsured people ages 62–64,
it would have very limited impact on the aggregate
number of people without health insurance coverage.
Allowing the buy-in for Medicare starting at age 55 for
laid-off and displaced workers would also have a limited
effect. Individuals ages 55–64 account for about 8 per-
cent of the uninsured and represent only 3.4 million of
the 43.9 million nonelderly Americans without health
insurance coverage. Even if all uninsured Americans
ages 55–64 were able to purchase Medicare coverage,
40.5 million Americans would remain uninsured. How-
ever, the potential impact of allowing individuals to buy
into the Medicare program would be hampered by the
program’s cost. Initial premium estimates from when the
program was first proposed were $300 per month for
individuals ages 62–64 and $400 per month for individu-
als 55–61, representing annual premiums of $3,600 and
$4,800, respectively. In addition, persons ages 62–64
would be required to pay an additional $10–$20 per
month for Medicare once they turn 65, in order to pay
back the early buy-in subsidy. While the majority of
uninsured individuals would be able to afford this
premium, many would not be able to participate because
the premium would be unaffordable. In 1996, 19 percent
of the uninsured population ages 55–64 was in families
with income below the federal poverty level, and an
additional 24 percent was in families with income
between 100 percent and 200 percent of the federal
poverty level.16  Bush has not proposed using the Medi-
care program to expand health insurance coverage for

16  The poverty level for a married couple with no children was $11,156 in 1999.

the nonelderly population, although both he and Gore
have proposed other reforms designed to strengthen the
Medicare program.

State Children’s Health Insurance
Program (S-CHIP)
Both the Gore and Bush campaigns have proposals that
would target uninsured children by using the State
Children’s Health Insurance Program (S-CHIP) as the
coverage vehicle. Under Gore’s proposal, S-CHIP would
be expanded in four ways: Children in families with
income as high as 250 percent of the federal poverty level
would be eligible for S-CHIP; children with family
income above 250 percent of the federal poverty level
would have the option of buying S-CHIP or Medicaid
coverage; states would be given financial incentives to
enroll children who are already eligible for but not
participating in the program; and the working parents of
S-CHIP and Medicaid-eligible children would be eligible
for S-CHIP if they were also uninsured. Under Bush’s
proposal, states would receive grants for the S-CHIP
program through the block grants program.

While the goal of both proposals is to increase
health insurance coverage among children, the programs
both have their strengths and weaknesses. The Gore
proposal simply makes coverage available to more
children (and their parents) by increasing eligibility
thresholds. In other words, the plan would increase
access to health insurance coverage. The drawback of
this approach is that many eligible children may remain
uninsured. Despite Medicaid expansions starting in
1990, many Medicaid-eligible children remained unin-
sured (U.S. General Accounting Office, 1996). Currently,
many S-CHIP-eligible children remain uninsured.
Parents may fail to enroll eligible children in S-CHIP
and Medicaid for various reasons: They may not know
that their child is eligible for coverage, and it is possible
that some individuals who were once turned down for
Medicaid or S-CHIP continue to believe that they are
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ineligible. Parents sometimes obtain
applications but do not follow through
after learning that they must provide
personal information and documenta-
tion of income and birth certificates.
The “welfare stigma” that attaches to
Medicaid, and possibly S-CHIP, is
another concern. For these reasons,
expanded outreach may not lead to the
S-CHIP program reaching its full
coverage potential.

Under the Bush proposal,
states essentially would have the flexibility to structure
their programs as they see fit, within certain param-
eters. States could use vouchers, premium subsidies, or
contracts with service providers in order to meet cover-
age goals set by the federal government. The federal
government, though, may encounter problems in allocat-
ing dollars to the states. It would have to structure the
grant program in a way that would not penalize states
that are successful in enrolling previously uninsured
children into S-CHIP. Additionally, some state-sponsored
programs carry a potential “welfare stigma” that might
deter some eligible individuals from enrolling. Crowd-out
(the substitution of public coverage for private coverage
or employment-based coverage) is also a concern, but
with the states free to structure their programs as they
wish, the impact on employment-based coverage could
vary from state to state.

In 1998, 24.7
million workers,
or 18.1 percent
of the labor
force, were
uninsured. This

is an increase from 17.7 million, or 14.6 percent of the
labor force, in 1987, with almost all of the increase
occurring prior to 1993. On average, uninsured workers

On average, uninsured
workers are getting

older, are more likely to
be employed on a

full-time basis, more
likely to be employed in

the personal services
sector, more likely to be
employed by large firms

rather than small
firms, and more likely
to be earning at least

$25,000 per year,
relative to the past.

Conclusion

are getting older, are more likely to be
employed on a full-time basis, more
likely to be employed in the personal
services sector, more likely to be
employed by large firms rather than
small firms, and more likely to be
earning at least $25,000 per year,
relative to the past.

There are numerous conse-
quences of being without health
insurance coverage. Uninsured
workers are more likely than insured

workers to report physical and mental health status as
fair or poor. They are less likely to have a usual source of
health care, and they are less likely to be satisfied with
the quality of health care that they receive. Because
uninsured workers are less likely than insured workers
to have a usual source of health care, they are also less
likely to receive preventive health care services. Both
women and men who are uninsured are less likely than
their insured counterparts to have had a complete
physical, cholesterol check, or flu shot within the past
year. In addition, uninsured men were less likely than
insured men to have had a prostate exam, and uninsured
women were less likely than insured women to have had
a pap smear, breast exam, or mammogram (for those
over age 40).

Both Vice President Gore and Governor Bush
have offered proposals to reduce the number of Ameri-
cans without health insurance coverage. Overall,
83.2 percent of the 43.9 million uninsured were in a
family with a working family head in 1998. While both
candidates’ proposals recognize that the bulk of unin-
sured Americans are either children or workers
employed by small firms, the proposed strategies to deal
with these populations are incremental, and are unlikely
to have a substantial impact on the number of uninsured
Americans.
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