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• This Issue Brief reviews surveys that provide estimates of the uninsured population in
the United States.  It includes a discussion of why the estimates from the various
surveys differ.

• It is important to understand the differences in the estimates of the uninsured
population.  The projected cost of implementing policy proposals depends on the
estimates of the number of people affected by the proposals; for instance, the allocation
of funding for the State Children’s Health Insurance Program (S-CHIP) depends
heavily on the available estimates.  In addition, the estimated effectiveness of policy
proposals to reduce the uninsured population will be accurate only if the correct count
is known and the precise make-up of the uninsured population is understood.

• Currently, seven surveys can be used to make nationally representative estimates of
the number of people without health insurance coverage.  Some of the surveys collect
health insurance information in the context of obtaining general information on health
care, while other surveys are focused on other topics such as labor force participation
and public assistance program participation.

• The most widely used survey that collects information on health insurance coverage
is the Current Population Survey (CPS), conducted by the Census Bureau.  The most
recent estimates from the CPS suggests that 44.3 million Americans were uninsured
in 1998.

• Besides the CPS, a number of other surveys collect information on the uninsured
population.  They include the Survey of Income and Program Participation (SIPP),
Behavioral Risk Factor Surveillance System (BRFSS), Community Tracking Study
(CTS), Medical Expenditure Panel Survey (MEPS), National Health Interview Survey
(NHIS), and the National Survey of America’s Families (NSAF).  Estimates of the
uninsured from these surveys range from 19 million to 44 million and vary depending
on the time frame the survey covers.

• A number of states have started to question the validity of the uninsured estimates
from the CPS, and other surveys, because of the small sample size in many states.  As
a result, some states have begun to conduct their own surveys to determine the number
of uninsured residents.  States that regularly conduct their own surveys include
Florida, Massachusetts, Minnesota, New Mexico, Oregon, Vermont, and Wisconsin.
Unfortunately, the various state surveys are not easily comparable.

• Research needs to continue to increase understanding of the differences among the
surveys and to improve on methodologies to count the uninsured, as the future of public
programs, such as S-CHIP and other state and local initiatives to expand health
insurance coverage, depends on the accuracy of these estimates. Whatever survey is
used, the results show that a substantial number of Americans do not have any health
insurance coverage, and the number has been growing.

by Paul Fronstin, EBRI
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Every year in
late September
or early Octo-
ber, the U.S.
Census Bureau
reports the

number of Americans without health insurance. On
Oct. 4, 1999, the most recent release, the Census Bureau
reported that 44.3 million Americans were uninsured in
1998.1  This estimate is calculated from the March 1999
Current Population Survey (CPS), which has become the
most widely used source for data on the uninsured.

However, the CPS is not the only source of data
for information on the uninsured: A number of other
surveys also collect data on health insurance coverage in
the United States. Unfortunately, the findings from the
various surveys are not consistent and often make the
study of the uninsured more confusing, rather than less
so. For example, it is well documented that the number
of uninsured has been rising, but it is still not clear how
many uninsured persons there are in the United States
and the length of time they remain uninsured.

This Issue Brief reviews surveys that provide
estimates of the uninsured population in the United
States. It includes a discussion of why the estimates
from the various surveys differ. It is important, for
public policy purposes and for a number of other reasons,
to understand the differences in the estimates of the
uninsured population. For instance, the allocation of
funding for the State Children’s Health Insurance
Program (S-CHIP) depends heavily on the available
estimates. In addition, the estimated effectiveness of
policy proposals to reduce the uninsured population will
be accurate only if the correct count is known and the
precise make-up of the uninsured population is under-
stood. Many states and local communities have
undertaken initiatives to expand health insurance
coverage, but they often do not even know how many
uninsured there are in the area and how to evaluate the

1  www.census.gov/Press-Release/www/1999/cb99-189.html

Introduction

success of the program. Furthermore, the projected cost
of implementing policy proposals depends on the esti-
mates of the number of people affected by the proposals.

Currently,
seven surveys
can be used to
make nationally
representative
estimates of the

number of people without health insurance coverage.
Some of the surveys collect health insurance information
in the context of obtaining general information on health
care, while other surveys are focused on other topics
such as labor force participation and public assistance
program participation. As mentioned above, the most
widely used survey that collects information on health
insurance coverage is the CPS. The other surveys include
the following:
• Survey of Income and Program Participation (SIPP).
• Behavioral Risk Factor Surveillance System (BRFSS).
• Community Tracking Study (CTS).
• Medical Expenditure Panel Survey (MEPS).
• National Health Interview Survey (NHIS).
• National Survey of America’s Families (NSAF).

Table 1 provides a brief summary of the various
surveys. The remainder of this section describes these
surveys in detail. The section starts with the CPS, since
it is the most well-known and widely used source of
information on the uninsured.

Current Population Survey
The CPS has been conducted by the Census Bureau (part
of the U.S. Department of Commerce) for the Bureau of
Labor Statistics (BLS, part of the U.S. Department of
Labor) every month for more than 50 years. It is the
primary source of data on labor force characteristics of
the U.S. civilian noninstitutionalized population. It is
also the official source of data on unemployment rates,

Surveys
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poverty, and income in the United States. Approximately
50,000 households, representing more than 130,000
individuals, are interviewed each month.

Households are scientifically selected on the
basis of geographic region of residence to collect data
representative of the nation, individual states, and other
specified areas. Eight panels are used to rotate the
sample each month. This improves the reliability of
estimates of month-to-month and year-to-year changes.
A sample unit is interviewed for four consecutive
months, and then is interviewed again for the same four
months a year later. The unit is not interviewed during
the eight months in between.

Theoretically, individuals can be followed over
time. For example, approximately 50 percent of the
sample interviewed in January of 1999 will have been re-
interviewed in January 2000. But in practice, the survey
does not re-interview individuals: Instead, the survey re-
interviews the occupants of the households that were
selected for inclusion in the sample. If the occupants of a
household change over the course of the eight interviews,
the new occupants in the household will take the place of
the former occupants for the remaining interviews.
The first- and the fifth-month interviews are almost
always conducted in person by an interviewer. More than
90 percent of the interviews conducted in months two
through four and six through eight are conducted by
telephone. Interviewers continue to visit households
without telephones, with poor English-language skills, or
that decline a telephone interview. Interviewers usually
obtain responses from more than 93 percent of their

Table 1
Estimates of the Uninsured From Various Surveys, Nonelderly Americans

Year Uninsured Sample Size Timeframe of Uninsured Estimate State Estimates Other Limitations

CPSa 1998 44 million 116,000 Uninsured throughout calendar year. All Some states have small sample sizes.
SIPPb #1 1994 19 million 47,000 Uninsured throughout calendar year. 41 & DCc Many states have small sample sizes.
SIPPb #2 Oct. 1994–Sept. 1995 35 million 47,000 Average monthly number of uninsured. 41 & DCc Many states have small sample sizes.
BRFSSd 1998 22 million 120,000 Uninsured at time of interview. All Children and other members of

    household not included in survey.
CTSe Jul. 1996–Jul. 1997 35 million 60,000 Uninsured at time of interview. Not possible
MEPSf #1 Mar.–Jun. 1996 44 million 24,000 Uninsured throughout 3–6 month period. Not possible State data must be accessed through

     NCHS Data Center.
MEPSf #2 1996 32 million 24,000 Uninsured throughout calendar year. Not possible State data must be accessed through

     NCHS Data Center.
NHIFg 1997 41 million 103,477 Uninsured at time of interview. All Some states have small sample sizes.
NSAFh Feb.–Nov. 1997 36 million 110,000 Uninsured at time of interview. 13

Source: Employee Benefit Research Institute.
aCurrent Population Survey, conducted by the Census Bureau.
bSurvey of Income and Program Participation, conducted by the Census Bureau.
cStarting with the 1996 Panel the survey allows identification of 45 states and the District of Columbia.
dBehavioral Risk Factor Surveillance Survey, conducted by the Centers for Disease Control.
eCommunity Tracking Study, conducted by the Center for Studying Health System Change.
fMedical Expenditure Panel Survey, conducted by the Agency for Healthcare Research and Quality.
gNational Health Interview Survey, conducted by the National Center for Health Statistics.
hNational Survey of American Families, conducted by The Urban Institute.

eligible cases. The response rate varies by type of area
and the mix of telephone versus personal-visit inter-
views.

Since 1980, the supplement to the March CPS
has included questions on health insurance coverage.
Separate questions are asked about employment-based
health insurance, health insurance purchased directly
from an insurer, insurance from a source outside of the
household, Medicare, Medicaid, Tricare (formerly known
as CHAMPUS, the Civilian Health and Medical Pro-
gram of the Uniformed Services), CHAMPVA (the
Civilian Health and Medical Program of the Veterans
Administration), Indian Health Service, or other state-
specific health programs for low-income uninsured
individuals. These questions are asked of the household
respondent, and potentially could miss non-respondents,
but the CPS also follows each question with a question
about who else in the household is covered by the health
plan.

A question about being uninsured is never
asked. Estimates of the uninsured are calculated as a
residual; that is, persons are counted as being uninsured
if they did not report having any type of health insur-
ance coverage. The uninsured data trend from the CPS,
as well as health insurance coverage sources, are shown
in table 2.

The questions on health insurance refer to the
previous year. For example, in March 2000, interviewers
asked about health insurance coverage during 1999.
Assuming that respondents answered the questions
correctly, the uninsured estimate should represent the
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Table 2

Nonelderly Americans With Selected Sources of Health Insurance Coverage, 1987–1998

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

(millions)

Total Population 214.4 216.6 218.5 220.6 222.9 225.5 228.0 229.9 231.9 234.0 236.2 238.6

Employment-Based Coverage 148.5 149.4 149.8 147.7 147.7 145.9 144.9 146.3 147.9 149.8 151.7 154.8
Own name 72.5 73.5 74.0 73.1 73.1 71.7 74.9 75.2 75.9 76.9 77.4 79.1
Dependent coverage 75.9 75.9 75.8 74.7 74.6 74.3 69.9 71.1 72.1 72.9 74.3 75.7

Individually Purchased 14.3 13.5 14.5 14.3 13.6 14.6 16.6 16.4 16.0 16.0 15.8 15.5
Public 28.5 28.8 28.7 31.9 34.4 36.0 38.1 38.9 38.4 37.4 34.9 34.2

Medicare 3.1 3.2 3.2 3.4 3.5 3.9 3.7 3.7 4.1 4.6 4.7 4.8
Medicaid 18.4 18.9 19.2 22.4 24.8 26.5 29.0 28.7 29.0 28.2 26.0 24.9
Tricare/CHAMPVA 8.5 8.2 7.9 7.9 7.9 7.5 7.4 8.7 7.4 6.8 6.6 6.8

No Health Insurance 31.8 33.6 34.3 35.6 36.3 38.3 39.3 39.4 40.3 41.4 43.1 43.9

(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 69.2 69.0 68.6 67.0 66.3 64.7 63.5 63.6 63.8 64.0 64.2  64.9
Own name 33.8 33.9 33.9 33.1 32.8 31.8 32.9 32.7 32.7 32.9 32.8  33.1
Dependent coverage 35.4 35.0 34.7 33.8 33.5 32.9 30.7 30.9 31.1 31.2 31.5  31.7

Individually Purchased 6.7 6.3 6.6 6.5 6.1 6.5 7.3 7.1 6.9 6.8 6.7  6.5
Public 13.3 13.3 13.2 14.5 15.5 16.0 16.7 16.9 16.6 16.0 14.8  14.3

Medicare 1.4 1.5 1.5 1.6 1.6 1.7 1.6 1.6 1.8 2.0 2.0  2.0
Medicaid 8.6 8.7 8.8 10.2 11.1 11.8 12.7 12.5 12.5 12.1 11.0  10.4
Tricare/CHAMPVA 4.0 3.8 3.6 3.6 3.5 3.3 3.3 3.8 3.2 2.9 2.8  2.9

No Health Insurance 14.8 15.5 15.7 16.1 16.3 17.0 17.3 17.1 17.4 17.7 18.3  18.4

Source: Employee Benefit Research Institute Analysis of the March 1988–1999 Current Population Survey.
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 inthe Medical 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.

number of people who were uninsured for the entire
previous calendar year. One measurement issue that
arises in this structure is that individuals potentially are
asked to recall the type of health insurance they had
14 months prior to being interviewed. A second issue is
that some individuals do not understand the question
and report the type of health insurance they have as of
the interview date. Third, the CPS may not be picking up
all Medicaid recipients because some states do not call
the program Medicaid. In fact, there is strong evidence
that the CPS under-reports Medicaid coverage, based on
comparisons of these data with enrollment and participa-
tion data provided by the Health Care Financing
Administration (HCFA), the federal agency primarily
responsible for administering Medicaid.

One reason for the under-reporting of Medicaid,
as mentioned above, is the fact that many states call the
Medicaid program some other name. The CPS tries to
compensate for this by referring to the Medicaid program
by its state-specific name during the interview. The list
of state-specific names used in the March 1999 CPS is
shown in table 3. This list is not complete, as a number

of state programs do not appear on the list. In Maryland,
for example, the Medicaid program is referred to as
HealthChoice for most Medicaid recipients who are
enrolled in private Medicaid managed care plans.
According to estimates from the March 1998 CPS,
151,000 children residing in Maryland were enrolled in
the Medicaid program in 1997. In contrast, estimates
from the March 1999 CPS indicate that only 43,000
children residing in Maryland were enrolled in the
Medicaid program in 1998. It is likely that the decline in
Medicaid coverage reported from estimates of the CPS is
a direct result of Maryland changing the name of the
program to HealthChoice during this period. The
HealthChoice Program officially began enrolling eligible
individuals on June 2, 1997. In fact, administrative data
from the Maryland Department of Health and Mental
Hygiene indicate that enrollment in Medicaid in Mary-
land increased from 243,000 in 1997 to 248,000 in 1998.

Because respondents are asked to provide
information about all sources of health insurance cover-
age during the previous calendar year, some individuals
reported having health insurance coverage from more
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than one source. It is not possible to determine when
during the calendar year an individual was covered by
multiple sources of health insurance. While these plans
may have been held simultaneously, they were more
likely held at different points during the year.

State estimates of the uninsured can be obtained

Table 3
State-Specific Health Programs Used in the Current Population Survey (CPS)

State Program Name

Alaska Medical Assistance Program
Arizona AHCCCS, Acute Care Program or Long Term Care

System (ALTCS)
California Medi-Cal
Connecticut Connecticut Access (CONNECT CARD)
District of Columbia Medical Assistance
Florida MediPass
Georgia Better Health Care Program or Medical Assistance
Hawaii Med-QUEST, Maluhia or Medical Assistance
Idaho Healthy Connections or Medical Assistance
Illinois MediPlan
Indiana Hoosier Healthwise
Iowa MediPAS (Medical Assistance)
Kansas PrimeCare, Community Care Kansas (CCK) or

HealthConnect
Kentucky Kentucky Patient Access and Care System (KenPAC) or

Medical Assistance
Louisiana CommunityCARE Program
Maine PrimeCare
Maryland Maryland Access to Care (MAC) or Medical Assistance
Massachusetts MassHealth
Minnesota Prepaid Medical Assistance Program (PMAP) or Health

Care Programs
Mississippi HealthMACS
Missouri MC Plus
Montana Passport to Health
Nebraska Primary Care Plus (+) or Health Connection
Nevada MAPnet
New Jersey New Jersey Care 2000
New Mexico Primary Care Network
New York MAX
North Carolina Carolina Access
North Dakota North Dakota Access to Care (NoDAC)
Ohio Accessing Better Care (ABC) Program
Oklahoma SoonerCare
Oregon Oregon Health Plan (OHP), Kaiser-S/HMO or Medical

Assistance
Pennsylvania HealthPASS, Family Care Network (FCN), Lancaster

Community Health Plan, Blue Card or Green Card or
ACCESS

Rhode Island RIte Care or Medical Assistance
South Carolina South Carolina Health Access Plan (SCHAP)
South Dakota Primary Care Provider Program
Tennessee TennCare
Texas LoneSTAR (State of Texas Access Reform)
Vermont Dr. Dynosaur, Vermont Health Access Program (VHAP)

or AIM
Virginia Medallion, Options or Medical Assistance
Washington Health Access Spokane, Kaiser-S/HMO or Healthy

Options
West Virginia West Virginia Physician Assured Access System (PAAS)
Wisconsin Medical Assistance Program

State                       Program Name

State-specific health insurance programs for low-income uninsured individuals

Alaska General Relief Medical (GRM)
California County Medical Services Program (CMSP), Children’s

Services (CCS)
Colorado Child Health Plan
Connecticut Healthy Steps, General Assistance Program (GA)
Florida Healthy Kids
Illinois General Assistance Program (State Child and Family

Assistance, SCF A or Transitional Assistance, TA)
Iowa Caring Program for Children
Kansas MediKan. Caring Program for Kids
Massachusetts CommonHealth Program, Medical Security Plan

(MSO), CenterCare Program. Children’s Medical
Security Plan

Michigan Wayne County Plus Care Program, Medical Assistance
Program, Care Program for Children

Minnesota MinnesotaCare, Minnesota General Assistance
Medical Care Program (GAMC)

Missouri General Relief Medical Assistance
Nebraska State Disability Program
New Jersey Health Access New Jersey
New York Home Relief, Child Health Plus (CHP)
North Carolina Caring Program for Children
Ohio Ohio Disability Assistance Medical Program
Pennsylvania Children’s Health Insurance Programs (CHIP).

General Assistance Medical Program
Rhode Island General Public Assistance (GPA) Medical Program
Utah Utah Medical Assistance Program (UMAP)
Virginia State and Local Hospitalizations (SLH) Program,

Caring Program for Children
Washington Basic Health Plan. Children’s Health Program, General

Assistance Unemployable Program (GA-U)
Wisconsin General Relief Medical

for the entire population of each state. However, caution
should be used when making state estimates, as sample
sizes can be small, especially for very small states. The
Census Bureau publishes not only state estimates, but
also two-year and three-year moving averages. Table 4
contains raw sample sizes of the uninsured population in

Source: Census Bureau.
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Table 4
Uninsured Sample Size, by State, Comparison of March 1999 and Merged March 1997–1999

Current Population Survey (CPS) Estimates

Number of Uninsured Uninsured Interviews Uninsured Interviews
Nonelderly Interviews Interviews Under Age 18 Ages 18–64

Merged Merged Merged Merged
March March March March March March March March
1999 1997–1999 1999 1997–1999 1999 1997–1999 1999 1997–1999
CPS CPS CPS CPS CPS CPS CPS CPS

United States 116,496 348,352 22,093 64,044 5,885 17,254 16,023 46,728
Alabama 1,394 4,238 262 714 68 186 194 527
Alaska 1,466 4,346 276 754 71 218 199 535
Arizona 2,196 6,397 647 1,878 221 644 419 1,234
Arkansas 1,383 4,408 295 1,082 82 327 209 753
California 12,008 35,904 3,384 9,464 958 2,627 2,391 6,826
Colorado 1,791 5,339 299 916 65 234 231 681
Connecticut 1,193 3,515 175 478 40 130 133 348
Delaware 1,131 3,436 187 529 60 161 126 367
District of Columbia 903 2,929 176 516 39 120 131 394
Florida 5,341 15,765 1,163 3,546 266 844 884 2,698
Georgia 1,852 5,724 344 1,044 108 291 236 752
Hawaii 1,072 3,259 122 313 30 61 89 252
Idaho 1,881 5,415 392 1,099 128 344 262 755
Illinois 4,963 14,605 858 2,213 251 625 598 1,587
Indiana 1,484 4,436 243 605 73 173 168 432
Iowa 1,359 4,218 145 514 37 129 107 383
Kansas 1,358 4,139 158 533 36 139 122 394
Kentucky 1,445 4,312 220 701 54 187 165 513
Louisiana 1,540 4,519 328 980 89 292 237 688
Maine 1,165 3,357 170 505 36 117 134 387
Maryland 1,182 3,725 227 563 60 129 164 434
Massachusetts 2,645 7,799 318 1,033 65 198 250 835
Michigan 3,926 11,547 578 1,442 139 327 436 1,114
Minnesota 1,570 4,866 159 503 51 138 106 364
Mississippi 1,340 4,212 295 887 98 273 197 614
Missouri 1,247 3,849 147 525 35 136 112 389
Montana 1,666 4,804 357 938 109 263 248 674
Nebraska 1,556 4,525 166 549 31 128 134 420
Nevada 1,777 4,645 432 991 136 317 296 674
New Hampshire 1,186 3,311 145 395 35 97 110 298
New Jersey 3,579 10,574 665 1,968 143 496 506 1,470
New Mexico 2,160 6,631 552 1,727 131 443 417 1,283
New York 7,411 22,705 1,551 4,705 348 1,146 1,191 3,550
North Carolina 2,777 8,442 461 1,432 111 398 346 1,033
North Dakota 1,358 4,073 220 602 70 181 149 420
Ohio 4,053 12,134 479 1,488 116 376 358 1,112
Oklahoma 1,595 4,951 332 999 104 311 228 688
Oregon 1,469 4,250 247 709 56 181 191 526
Pennsylvania 4,528 13,445 526 1,507 121 330 402 1,175
Rhode Island 1,102 3,138 129 372 29 69 97 302
South Carolina 1,170 3,670 196 652 52 198 141 454
South Dakota 1,376 4,257 229 589 70 164 158 425
Tennessee 1,498 4,365 207 636 44 158 160 477
Texas 7,037 20,961 2,019 5,963 649 1,928 1,363 4,028
Utah 1,747 5,225 258 765 73 240 185 524
Vermont 1,060 3,259 113 357 21 60 92 297
Virginia 1,661 4,987 258 704 60 164 193 540
Washington 1,582 4,627 227 644 51 143 173 501
West Virginia 1,313 3,987 265 762 36 105 228 657
Wisconsin 1,530 4,661 203 485 44 99 157 385
Wyoming 1,470 4,466 288 768 85 209 200 559

Source: Author estimates from the March 1997–1999 Current Population Survey.
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each state using the March 1999 CPS and the merged
March 1997–1999 CPS used to generate three-year
moving averages.

The CPS has undergone a number of changes
over the years that affect the comparability of data in the
time series. In the March 1988 CPS, the questionnaire
was substantially changed. Among the changes that
were made, questions were added that inevitably picked
up more people with health insurance coverage and
reduced the number of uninsured in the survey (Moyer,
1989; and Swartz and Purcell, 1989). Prior to the March
1988 CPS, only employed persons were asked about
employment-based health insurance. Starting with the
March 1988 CPS, all persons ages 15 and older were
asked about employment-based coverage. This change
resulted in the identification of coverage for persons (and
their families) covered by former employers through
either retiree health benefits or COBRA (the Consoli-
dated Omnibus Budget Reconciliation Act of 1985).
Another major change affected the health insurance
coverage of children. Questions were added about
coverage from sources outside the household. Imputation
methods for children’s coverage were also revised to
collect more accurate information about coverage type
and policyholder. An additional set of questions was
added to get more accurate information about children
on Medicaid and those covered by a plan purchased
directly from an insurer. Finally, weighting, program-
ming, and processing improvements were made to the
survey (Levit et al., 1992).

Starting with the March 1995 CPS, the question-
naire was revised again. The Census Bureau utilized a
more detailed set of health insurance questions designed
to take advantage of computer-assisted survey interview-
ing collection (CASIC) technology.  The order of the
questions was changed, and the wording in some of the
questions was changed. In addition, the sampling frame
was changed, potentially complicating comparability of
the estimates prior to March 1995 with those starting in
or after March 1995. The new questions appear to have

affected responses regarding the total number of respon-
dents covered by employment-based health insurance
coverage, individually purchased coverage, and Tricare.
Questions on Medicare and Medicaid were also revised,
but because estimates of Medicare and Medicaid from
the CPS do not vary much from year to year even when
the survey is unchanged, it is difficult to know how much
the estimates were affected by changes to the survey and
how much represents true changes. The longer-term
trends in coverage are likely to be representative of the
true change, because the estimates do not change much
from year to year. Swartz (1997) documents these data
issues in greater detail.

Recently, the Census Bureau made another
change in the CPS that had a very small effect on the
health insurance trend data. Starting with the March
1998 CPS, the Census Bureau modified its definition of
the population with Medicaid coverage. Previously, an
individual reporting only coverage from the Indian
Health Service (IHS) was counted as part of the Medic-
aid population. Beginning with the data in the March
1998 CPS, individuals covered solely by IHS are counted
as uninsured. This methodological change involved
roughly 300,000 individuals. If this change had not taken
place, the Medicaid population would have fallen by
0.9 percentage points between 1996 and 1997, instead of
by 1.1 percentage points, and the uninsured would have
increased to only 18.1 percent instead of 18.3 percent.

A number of changes can be expected in the CPS
over the next few years. First, in March 2000, a question
was added to the CPS that directly asks respondents
whether they were uninsured in the previous year. This
question was designed to pick up individuals who fail to
report health insurance coverage when first asked. As
will be discussed below, other surveys include this type
of question. Second, the sample size of many small states
will eventually be doubled, and in some cases even
tripled. However, as can be seen in table 4, some states
may continue to have a small sample of uninsured
individuals even after the sample size is tripled.
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Survey of Income and
Program Participation (SIPP)
The Survey of Income and Program Participation (SIPP)
has been conducted by the Census Bureau since October
1983. The purpose of the survey is to collect data on
income sources and amounts, labor force participation,
program eligibility and participation, and general
demographic characteristics in order to measure the
effectiveness of existing federal, state, and local pro-
grams; to estimate future costs and coverage for
government programs; and to provide improved statistics
on income distribution in the United States.

SIPP is a longitudinal survey based on a con-
tinuous series of national panels, with sample size
ranging from approximately 14,000 to 36,700 inter-
viewed households. Households are followed between two
and one-half years to four years in each panel. For the
1984–1993 panels, a new panel of households was
introduced each year in February. A new four-year 1996
panel was introduced in April 1996.

The SIPP sample is a multistage-stratified
sample of the U.S. civilian noninstitutionalized popula-
tion. Like the CPS, the adults followed in each panel of
the survey are determined by a nationally representative
survey of households in the civilian noninstitutionalized
population. However, SIPP differs from the CPS in one
respect: If persons initially interviewed move from their
original address to another address, they are interviewed
at the new address, although there are certain excep-
tions, for example, when a person leaves the
noninstitutionalized population. If, after the first inter-
view, the respondents move into households with other
people not previously in the survey, the new people are
interviewed as long as they continue living with the first
interview respondents. Over a series of interviews a
record is built up for most of the sample members of
their moves to different locations and of how their
households change. Thus, SIPP provides cross-sectional
views of respondents’ lives at discrete points in time, as
well as a longitudinal history of changes in their eco-

SIPP is a longitudinal
survey based on a

continuous series of
national panels, with
sample size ranging
from approximately
14,000 to 36,700

interviewed households.
nomic circumstances and household
relationships.
              All household members

age 15 and older are interviewed when possible, although
proxy response is permitted when household members
are not available for interviewing. All interviews are
conducted in person, with follow-ups, when needed,
conducted by telephone. The survey uses a four-month
recall period, with approximately the same number of
interviews being conducted in each month of the four-
month period for each wave.

Even though it is possible to identify some states,
SIPP was not designed to be representative at the state
level, and the Census Bureau warns that SIPP should not
be used to produce state-level estimates. Prior to 1996,
41 individual states and the District of Columbia could be
identified. The nine other states were combined into
three groups:
• Maine, Vermont.
• Iowa, North Dakota, South Dakota.
• Alaska, Idaho, Montana, Wyoming.

In the 1996 Panel, the survey allows identifica-
tion of 45 states and the District of Columbia. The
remaining five states were combined as follows:
• Maine, Vermont.
• North Dakota, South Dakota, Wyoming.

SIPP tracks individuals’ health insurance
coverage on a monthly basis. Specifically, SIPP respon-
dents are asked about health insurance coverage during
the four months prior to the interview. Consequently, in
addition to point-in-time estimates, the length of time
that an individual has or does not have health insurance
coverage can be examined.

SIPP currently asks detailed questions about
health insurance coverage. Questions pertaining to
employment-based coverage (current employer, former
employer, or union), Tricare, CHAMPVA, military health
care, Medicare, and Medicaid are asked. Questions are
also asked about why workers were not covered by health



                                    September 2000 • EBRI Issue Brief10

insurance through their own job. Like the CPS, estimates
of the uninsured are calculated as a residual. Medicaid
also appears to be under-reported in the SIPP.

According to Census Bureau officials, SIPP may
be better suited than the CPS to measure insurance
coverage and the uninsured (Lewis et al., 1998). First,
SIPP may have less recall error than the CPS: Respon-
dents in SIPP have a shorter recall period (four months)
than respondents in the CPS (up to 14 months). Second,
SIPP questions are more detailed than the CPS questions.
For example, respondents to SIPP are asked to show their
Medicare and Medicaid cards. Third, SIPP attempts to
interview each person in the household age 15 and older
while the CPS interviews only one person, who may not
provide accurate information about the other household
members.

Because SIPP tracks the same individuals over
time, the survey suffers from sample attrition. Attrition
bias will occur if one type of individual is more likely to
leave the survey than another. For example, if the
uninsured are more likely to leave the survey than
insured individuals, the sample will have to be properly
re-weighted in later waves to account for the increasing
nonrandomness of the sample. In general, attrition tends
to be more common for minorities, lower-income groups,
and the uninsured.

While the four-month interview window is one of
the strengths of SIPP, it is also one of SIPP’s weaknesses.
Respondents typically respond with the same answer for
each month about which they are being interviewed. For
example, persons interviewed in July would often offer
the same answers for their health insurance status in
February, March, April, and May, even if their health
insurance status had changed during those four months.
It is likely that persons are responding with their health
insurance status in July for February and March, even
when their insurance status had changed in April. The
effect of this example is that when lengths of uninsured
spells are examined, these spells are clustered at four
months, eight months, and 12 months. This limitation is
often called the “seam” effect.

While the Census Bureau conducts both the CPS
and SIPP, the estimates of the uninsured from these two
surveys vary greatly. Overall, SIPP estimates of the
uninsured population are much lower than the CPS
estimates. SIPP estimates show that in 1994, the most
recent full-calendar year of data available from the
survey, only 19 million Americans were uninsured for
the entire calendar year (Bennefield, 1998). By compari-
son, according to the CPS, 39.4 million nonelderly
Americans were uninsured for the entire calendar year
in 1994 (table 2).

The difference in the CPS and SIPP estimates of
the uninsured can be attributed to many general differ-
ences between these surveys. First, SIPP attempts to
interview each adult in the household, while the CPS
often uses a single household respondent to provide data
for all adults in the household. Second, the recall time is
much shorter in the SIPP than it is in the CPS: four
months versus as many as 14 months, respectively.
Third, CPS respondents may be answering the health
insurance questions based on their current status, as
opposed to referring to the previous calendar year. There
is evidence that CPS respondents are simply under-
reporting coverage from the previous calendar year,
although more research still needs to be done before
definitive statements can be made (Bennefield, 1996).

Another statistic that is often quoted from SIPP
is the number of Americans who were uninsured for at
least one month over the course of a year. According to
estimates from SIPP, 53.2 million Americans were
uninsured for at least one month in 1994 (Bennefield,
1998). This number is often confused with the average
number of Americans who were uninsured in any given
month. In fact, estimates from SIPP suggest the average
number of uninsured Americans in any given month was
approximately 35 million between October 1994 and
September 1995.2

2  Employee Benefit Research Institute estimates from the Survey of Income
and Program Participation. These findings are available upon request.
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Behavioral Risk Factor
Surveillance System (BRFSS)
The Behavioral Risk Factor Surveillance System
(BRFSS) is a data collection program run collaboratively
by the Centers for Disease Control and Prevention
(CDC), part of the U.S. Department of Health and
Human Services, and the individual states and territo-
ries. The objective of the BRFSS is to gather data on
health risk behaviors at the state level in order to
promote healthy personal behaviors. Data from the
BRFSS are used to educate the public, to improve public
health strategies, and to identify variations in health
risk behaviors and in emerging and critical health
issues. The survey is administered and supported by the
Behavioral Surveillance Branch (BSB) of the CDC, while
field operations for the BRFSS are managed by the state
health departments under guidelines provided by the
BSB. These health departments participate in the
development of the survey instrument and conduct the
interviews. Data are sent to the BSB for editing, process-
ing, weighting, and analysis.

The BRFSS was initiated in 1984 with 15 states.
Currently all 50 states, the District of Columbia, Puerto
Rico, Guam, and the U.S. Virgin Islands participate in
the survey. Data are collected monthly via telephone
surveys conducted by state health departments. States
make calls for about two weeks out of every month,
completing between 125 and 625 interviews per month,
resulting in an annual total of more than 150,000
interviews.

There are two key differences between the CPS
and the BRFSS. In the BRFSS, households are selected
using a random sampling of telephone numbers, and one
adult (age 18 years and older) per selected household is
interviewed. In contrast, the CPS scientifically identifies
households for inclusion in the sample, and also gathers
information on every resident in the household.
The sampling technique in the BRFSS is intended to
result in a probability sample of all households with
telephones in the state. Ninety-five percent of U.S.

The objective of the
BRFSS is to gather
data on health risk

behaviors at the state
level in order to
promote healthy

personal behaviors.
households have telephones, ranging

from 87 percent to 98 percent across states. Also, certain
subgroups of the population, such as ethnic minorities,
persons living in the South, and those in lower socioeco-
nomic groups, tend to have lower telephone coverage.
The post-stratification weighting of the data may correct
partially for telephone noncoverage, as it adjusts for
differences in probability of selection and nonresponse,
although it may not fully adjust for the greater likelihood
that persons without phones may be uninsured. The
median response rate for 1997, the most recent year for
which data are available, was 76.5 percent, with a range
from 45.6 percent to 92.7 percent.

Health insurance coverage rates are estimated
in the BRFSS using a group of questions on health care
access, which have varied and changed over time. Health
insurance status was first queried in 1991. The section
on health insurance coverage begins with a question
about whether the respondent has any kind of health
care coverage, including health insurance, prepaid plans
such as health maintenance organizations (HMOs), or
government plans such as Medicare.

Starting in 1996, respondents who answered
positively to the question about having health insurance
were then asked what type of coverage they used to pay
for most of their medical care and about how long they
had had this coverage. The latter question regarding the
length of time covered by that plan was dropped in the
1998, 1999, and 2000 surveys.

Since 1993, a follow-up question has been asked
of the respondents who answered negatively to the
question about having health insurance, in order to
gather information on how long they have been without
coverage. Also, starting in 1996, respondents who said
they did not have health insurance coverage were then
read a list of health coverage types and were asked if
they, in fact, were covered by any of them.

Starting in 1998, a question asking if the
respondent had at any time during the past 12 months
been without any health insurance or coverage was
added to the main portion of the survey. This question



                                    September 2000 • EBRI Issue Brief12

was previously included only in an
optional module.

Using the BRFSS to analyze
uninsured numbers has limitations.
Like many surveys that collect data on
health insurance coverage, the primary
focus of the BRFSS was not designed to measure the
levels of the uninsured. A major shortcoming is the fact
that the survey collects information only on the adult
who answers the telephone, and it does not include
information on children, so it cannot be used to measure
effectiveness of S-CHIP programs.

Only one adult per household is interviewed.
The person interviewed is not necessarily representative
of the other adults or children in the household. This
may result in underestimating the number of uninsured
by capturing only one person in a household in which all
the residents may be uninsured, or in which the resi-
dents not interviewed are uninsured, while the person
being interviewed is insured. Also, only households with
phones are captured in this survey. And as mentioned
earlier, those groups identified as having lower tele-
phone coverage are also some of the groups with higher
than average rates of uninsurance, so the telephone
interviewing technique again may underestimate
uninsurance rates.

Every year, the survey questionnaire is changed
by adding new questions, deleting questions, rewording
questions, and rotating various groups of questions. This
may affect the comparability of the results from year to
year. In one calendar year, however, the core part of the
questionnaire remains intact and is used by all the
states, so across-state comparisons in one year remain
valid, assuming that their interviewing techniques are
comparable.

The length of time that a person is uninsured is
subject to significant recall bias and may be misreported.
This number also does not represent a calendar year
estimate of the uninsured, since people are interviewed
in every month of the year and are asked how long (up to
that point) they have been without coverage.

The survey contains very few
employment-related variables. It
asks whether or not the respondent
is working at the time of the inter-
view and the household income from
all sources. However, household

income is an inappropriate lens through which to view
health insurance. Household income often includes the
income of unrelated persons, or related persons from
whom an individual cannot obtain health insurance
(Fronstin and Christensen, 2000).

Overall, more adults are interviewed in the
BRFSS than in the CPS. In the 1998 BRFSS, 118,348
adults ages 18–64 were interviewed in the United States
(table 5), compared with 79,973 interviews in the March
1999 CPS. While the total number of interviews is much
larger in the BRFSS, the total number of uninsured
interviews is smaller, resulting in a big difference in the
uninsured rates reported by the two surveys. According
to estimates from the BRFSS, 13.8 percent of the popula-
tion ages 18–64 was uninsured when they were
interviewed in 1998, while the uninsured estimate from
the 1999 CPS is 19.7 percent. The differences in the
uninsured estimates are even larger in some of the
states.

Community Tracking Study
The Community Tracking Study (CTS) was first con-
ducted by the Center for Studying Health System
Change in 1996 and 1997, with funding from the Robert
Wood Johnson Foundation. The CTS is a nationally
representative household survey designed to obtain
information on access to health care, use of care, finan-
cial burden, satisfaction with care, and health insurance
coverage. More than 60,466 individuals responded to the
survey, most of whom were from 60 communities across
the nation. Another round of the survey was conducted
during 1998–99, and the survey is expected to be re-
peated on a two-year cycle.

The CTS is primarily a telephone survey of

The CTS is a nation-
ally representative
household survey
designed to obtain

information on access
to health care, use of

care, financial burden,
satisfaction with
care, and health

insurance coverage.
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Rosenbach and Lewis (1998): The CTS excluded house-
holds in Alaska and Hawaii, persons residing in group
quarters, and certain categories of children. Second, as
mentioned above, the CTS also included a follow-up
question to the health insurance questions when persons
appeared to be uninsured. Third, there were differences
in the characteristics of the CTS and CPS samples: The
CTS had a higher proportion of one-person families, a
lower proportion of Asians, a lower proportion of high-
income families, and a lower proportion of children than
the CPS. Fourth, coverage of households without tele-
phones was different in the two surveys: The CTS had a
smaller weighted population of nontelephone households
than the CPS. Fifth, the response rate in the two surveys
was different, although it is unclear how this difference
may affect the uninsured estimate. Sixth, there were a
number of differences in the way in which participation
in the Medicaid program was counted or identified.

It is important to understand how the differ-
ences between the CPS and CTS affect the uninsured
estimates. As an example, take the first difference
mentioned above, that the CTS excludes Alaska and
Hawaii, persons residing in group quarters, and certain
categories of children. In order to see how this affects the
uninsured estimate, researchers would need to exclude
the same groups for a fair comparison. Rosenbach and
Lewis (1998) found that when the CPS universe is
limited to the CTS universe, the CPS uninsured estimate
falls by about 0.4 million. Using adjusted data from 1996
to match the CTS estimate suggests that the uninsured
rate would be 40.9 million in the CPS, compared with the
CTS estimate of 35.4 million.

As a second example given in Rosenbach and
Lewis (1998), consider the effect of the follow-up unin-
sured probe in CTS for individuals appearing to be
uninsured. The uninsured probe is not included in the

Table 5
Uninsured Sample Size, Comparison of

March 1995 Current Population Survey (CPS)

and 1998 Behavioral Risk Factor Surveillance

Survey (BRFSS), Adults Ages 18–64

Number of Nonelderly Interviews
March 1999 CPS 79,973
1998 BRFSS 118,348

Uninsured Interviews
March 1999 CPS 16,023
1998 BRFSS 14,789

Percentage Uninsured
March 1999 CPS 19.7%
1998 BRFSS 13.8%

Difference in Uninsured Estimates 5.9%

Source: Author estimates from the March 1999 CPS and the 1998 BRFSS.

3  This affects the ability of researchers to do comprehensive family-level
analysis of insurance coverage. Because only one child is randomly selected,
estimates from the survey must be weighted to provide unbiased estimates of
the uninsured rate among children.

33,000 households in the contiguous 48 states. Surveys
were conducted between July 1996 and July 1997. The
telephone sample was supplemented with a sample of
large metropolitan area households that do not have
telephones. Information was collected on all adults in the
household. In addition, information was gathered for one
randomly selected child in each household.3  The overall
response rate of the survey was 65 percent.

Detailed questions were asked about employ-
ment-based health insurance, insurance purchased
directly from an insurance company, insurance from
outside the household, and public sources of health
insurance, such as Medicare, Medicaid, military, Indian
Health Service, and other state and local plans. State-
specific names for Medicaid and state-only plans were
used.

Unlike the other surveys on health insurance
coverage, the CTS does not count data on the uninsured
as a residual from other questions. Instead, a question
was asked of individuals not reporting any type of
insurance to verify that they were in fact uninsured.
This last question helps to explain why the CTS reports
fewer uninsured than the CPS and MEPS.

While the CTS is nationally representative, it
cannot be used to estimate the number of uninsured by
state. The survey focused on sampling individuals in
only 60 areas of the United States, with a large enough
sample in 12 of those areas to make small-area estimates
of health insurance coverage.

According to the 1996–1997 CTS household
survey, 35.4 million Americans were uninsured. This
compares with a 41.4 million estimate from the CPS
during the same time period. There are some factors that
may account for the different estimates, as presented
comprehensively in Rosenbach and Lewis (1998).
First, there were differences between the CTS and the
CPS in the universe of the two surveys, as discussed in
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4  The effect of the differences not fully discussed in this paper can be found in
Rosenbach and Lewis (1998).

CPS, so it must be removed from the
calculation of the uninsured estimate
from the CTS in order to make a fair
comparison. When the question is not
used to calculate the CTS uninsured
estimate, the estimate increases from
35.4 million to 37.5 million.

In summary, estimates from
the CPS indicate that 41.4 million nonelderly Americans
were uninsured in 1996, while estimates from the CTS
indicate that 35.4 million were uninsured, a raw differ-
ence of 5.9 million. After the two differences highlighted
above are factored into the comparison, the difference in
the estimates falls to 3.4 million. As noted above, there
are a number of other differences between the CPS and
CTS.4  After all of the differences were taken into
account, the uninsured rates for the sample as a whole
and for nonelderly adults were not different in the two
surveys. However, the uninsured rate for children
continued to remain significantly different in the two
surveys.

The differences described above do not take into
account the fact that the CPS is a calendar year estimate
and the CTS is a point-in-time estimate. Because the
CTS is a point-in-time estimate and the CPS is a calen-
dar year estimate, we would expect the number of
uninsured Americans to be higher in the CTS than in the
CPS. As previously mentioned, more research needs to
be done to understand whether the CPS actually is a
point-in-time or a calendar year estimate.

Medical Expenditure Panel Survey
(MEPS)
The Medical Expenditure Panel Survey (MEPS) is the
third in a series of national surveys conducted by the
Agency for Healthcare Research and Quality (AHRQ),

formerly known as the Agency for
Health Care Policy and Research
(AHCPR) and a part of the U.S.
Department of Health and Human
Services.  The previous surveys were
the National Medical Care Expendi-
ture Survey (NMCES), which was
conducted in 1977, and the National

Medical Expenditure Survey (NMES), conducted in 1987.
The purpose of MEPS is to provide nationally represen-
tative estimates of health care utilization, expenditures,
sources of payment, and insurance coverage for the U.S.
civilian noninstitutionalized population. The survey is
co-sponsored by the National Center for Health Statistics
(NCHS).

MEPS was first conducted in 1996. Panel 1 of
the survey was conducted in 1996–1997. Panel 2 covers
1997–1998. More than 10,000 households were sampled,
representing more than 20,000 individuals.

Respondents to MEPS are interviewed six times
over the course of two and one-half years, resulting in
two complete calendar years of data for each household.
Like SIPP, MEPS collects data on a monthly basis. Data
are collected through a combination of computer-assisted
in-person interviews and telephone interviews. House-
holds that do not have a telephone are contacted by mail
and respondents are asked to return a postcard identify-
ing a telephone number where they can be contacted.
The response rate was 78 percent. The sampling frame is
drawn from the National Health Interview Survey
(NHIS), conducted by the NCHS. NHIS provides a
nationally representative sample of the U.S. civilian
noninstitutionalized population, with oversampling of
blacks and Hispanics.

Detailed questions are asked about Medicare,
Medicaid, Tricare, employment-based coverage, union
coverage, former employer coverage, coverage from
outside the household, and coverage purchased in the
individual market. In general, MEPS focuses on hospital
and medical coverage. It does not consider VA coverage,
dread disease coverage, or single-service plans such as

The purpose of MEPS
is to provide nationally

representative
estimates of health

care utilization, expen-
ditures, sources of

payment, and
insurance coverage
for the U.S. civilian
noninstitutionalized

population.
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vision-only or dental-only to be health insurance cover-
age if that is the only source of coverage reported by a
respondent. A question about being uninsured is never
asked. Instead, similar to the CPS and SIPP, the unin-
sured data are calculated as a residual.

Each MEPS interview collects health insurance
information pertaining to a specific time period, known
as the “reference period.” The reference period for the
first round of the 1996 survey started Jan. 1, 1996. It
ended on the date that each person was interviewed. For
some persons, that date was sometime in March, for
others it was as late as June. As a result, the MEPS
uninsured estimate should reflect the number of persons
who were uninsured, on average, during the first six
months of 1996.

State identifiers are not included on the public-
use file for confidentiality reasons, although they can be
accessed at a data center. Furthermore, the sampling
technique, while ensuring a nationally representative
sample, results in data that are not representative of the
states.

A summary of findings from the MEPS data can
be found in chart 1. Unlike estimates of the uninsured
from the CPS, estimates from MEPS show that both the
number of uninsured and the percentage of uninsured
declined between 1996 and 1998. While the declines are
not large, the changes between 1996 and 1998, and 1997
and 1998, are outside the margin of error. The difference
in the uninsured estimates between 1996 and 1998 is
significant at the 10 percent level and was very close to
being significantly different at the 5 percent level.
Furthermore, the difference in the uninsured estimates
between 1997 and 1998 is also significant at the 10 per-
cent level.5

There are some differences between the CPS and

5  Agency for Healthcare Research and Quality publications written by Vistnes
and Zuvekas (1999) and Rhoades et al. (2000) concluded from the same data
that the uninsured population had not declined between 1996 and 1998. As a
rule, the authors of those papers used a significance level of 5 percent. The
authors have confirmed that the change in the uninsured rate between 1996
and 1998 was significant at the 10 percent level.

Chart 1
Estimates of the Uninsured Population

From the Medical Expenditure Panel Survey,

Nonelderly Americans, 1996–1998

MEPS that may account for the different size of the
uninsured estimates. The primary difference is due to
the time period examined. CPS examines a calendar
year, while MEPS examines the first part of the year. As
a result, the number of uninsured in MEPS would be
expected to be larger than it is in the CPS. However,
recently released data from MEPS that examined
calendar year 1996 found that about 13 percent, or
31.6 million nonelderly Americans, were uninsured
during the entire calendar year. While the difference
between the results may be due to recall error, more
research needs to be conducted to determine why the
calendar year estimates from MEPS and CPS are vastly
different.

National Health Interview Survey
The National Health Interview Survey (NHIS), con-
ducted annually since 1957 by the National Center for
Health Statistics (NCHS), is the principal source of
information on the health of the civilian noninsti-
tutionalized population of the United States. NHIS data
are used by the Department of Health and Human
Services to monitor trends in illness and disability and to
track progress toward achieving national health objec-
tives. The data are also used by the public health
research community for epidemiological and policy
analysis of such timely issues as characterizing those
with various health problems, determining barriers to
accessing and using appropriate health care, and evalu-
ating federal health programs.

The NHIS is a cross-sectional household inter-
view survey. Sampling and interviewing are continuous
throughout each year. The sampling plan follows a
multistage area probability design that permits the
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representative sampling of households. The NHIS data
are collected annually from approximately 43,000
households, including about 106,000 individuals.

In 1995, the survey was revised to cover all
50 states, although representative estimates cannot be
drawn from all states due to small sample sizes. The
most recent data come from 1997. State-level data can be
accessed only from the NCHS Research Data Center.
Questions are asked about who in the family is covered
by health insurance and the kind of coverage (private,
Medicare, Medicaid, military, Tricare, CHAMPVA,
Indian Health Service, state-sponsored, or government
plan). In addition, the name of the health plan is re-
corded, and membership cards are inspected when the
respondent cannot provide the plan name. Information is
provided by an adult knowledgeable about the family’s
health insurance, when available; otherwise, information
is collected from the family respondent. Prior to 1997,
the uninsured was calculated as a residual from other
questions, as is done by the CPS, SIPP, and MEPS.
Beginning in 1997, a question was added to verify that
persons not reporting health insurance coverage were
indeed uninsured.

NHIS has not been used often to make estimates
of the uninsured because there is a long lag time be-
tween the time of data collection and release of the data.
In addition, the insurance questions were not asked on a
regular basis in the past. However, beginning in 1997,
the health insurance questions were moved to the core
set of questions, and they may be used more frequently.
Findings from the 1997 NHIS indicate that 41 million
Americans were uninsured during the time of the
interview.

National Survey of America’s Families
(NSAF)
The National Survey of America’s Families (NSAF) is
conducted by The Urban Institute with funding from
numerous foundations as part of its “Assessing the New
Federalism” project. The survey was designed to examine

employment, earnings and income, education, job
training, economic hardship, family structure, housing
arrangements and cost, health insurance coverage,
access to and use of health services, health status, and
other areas.

The survey was first conducted in 1997. More
than 44,400 households were interviewed, including
110,000 individuals under age 65. The survey was
conducted over the telephone, and a sample of house-
holds without telephones was also included. The
response rate was 62 percent for adults and 65 percent
for interviews about children. Results from the survey
suggest that 36 million nonelderly Americans were
uninsured during the time of the survey.

While the survey is nationally representative of
the noninstitutionalized population under age 65, state
estimates can be derived for only 13 states: Alabama,
California, Colorado, Florida, Massachusetts, Michigan,
Minnesota, Mississippi, New Jersey, New York, Texas,
Washington, and Wisconsin.

NASF uses a series of questions similar to those
in the CPS and, like the CTS and the BRFSS, it has
added a question to verify whether individuals were in
fact uninsured. CTS and NSAF use similar methodolo-
gies and get similar estimates of the uninsured.

A number of
states have
started to
question the
validity of the
uninsured

estimates from the CPS because of the small sample size
in many states. States desire accurate estimates of
income and uninsured levels for children in order to
evaluate state and local initiatives to reduce the unin-
sured and to properly budget expenditures for the State
Children’s Health Insurance Program (S-CHIP). Some
states have begun to conduct their own surveys to
determine the number of uninsured residents. States
that regularly conduct their own surveys include Florida,

State Surveys
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Massachusetts, Minnesota, New Mexico, Oregon, Ver-
mont, and Wisconsin.

Unfortunately, the various state surveys are not
easily comparable. There is no standard for individual
state surveys. For illustrative purposes, three state
surveys are discussed below.

Florida
In 1998, the Florida legislature authorized funding for
the Florida Health Insurance Study (FHIS), a multi-year
project designed specifically to provide a detailed under-
standing of health insurance coverage. In 1999, the first
year of the study, more than 37,000 individuals were
interviewed by telephone between March and Septem-
ber. The survey used health insurance questions similar
to those found in the CPS and other surveys in which
each type of coverage is probed. The survey’s main
question and answer section also included a probe for
persons in the household without health insurance
coverage. The survey found that there were 2.1 million
uninsured Florida residents in 1999 (16.8 percent of the
nonelderly), almost 500,000 fewer than the estimate
derived from the March 1999 CPS. While there are
issues related to conducting a telephone survey using a
randomly assigned population, as discussed above, the
real strength of the survey is its ability to derive unin-
sured estimates by voting district and for some
individual counties.

Minnesota
Researchers at the University of Minnesota conducted
the Minnesota Health Access Survey (MNHA) in 1990,
1995, and 1999 to count the uninsured population in that
state. Nearly 9,600 individuals were interviewed in 1999.
The same methodology was used in all three years:
Individuals were interviewed by telephone, and they
were asked to provide information on all members of the
household. The survey used health insurance questions
similar to those found in the CPS and other surveys in

which each type of coverage is probed. The MNHA also
included a probe in the main question and answer
section for persons in the household without health
insurance coverage.

The MNHA found that 5.2 percent of the popula-
tion in Minnesota was uninsured in 1999 (Call et al.,
1999). This number is much lower than the uninsured
estimate derived from the March 1999 CPS of 9.6 per-
cent (the uninsured estimate for the nonelderly
population was 10.3 percent).6  The researchers who
conducted the MNHA are preparing an analysis of the
discrepancy between the CPS and the MNHA estimates.

Oregon
The state of Oregon has conducted the Oregon Popula-
tion Survey (OPS) every other year since 1990. In 1998,
the state used random digit dialing to collect information
on 11,176 nonelderly individuals, with an oversample of
the minority population. The survey found that 12 per-
cent of the nonelderly population was uninsured in 1998.
This compares with an uninsured estimate of 16 percent
from the CPS.

There are three main differences between the
two surveys. First, the Oregon survey collected data from
a much larger sample of the population than the CPS. As
mentioned above, the Oregon survey collected data from
more than 11,000 individuals, while the CPS collected
data on only 1,469. Second, the OPS used random digit
dialing with an oversample of minority households, while
the CPS assigns households to be included in the survey.
Third, the OPS collected data for a point in time, while
the CPS asked about the previous calendar year.

The main advantage that the OPS has over the

6  The Minnesota Health Access Survey presents data based on the full
population in the state. Persons age 65 and older are therefore included in the
uninsured estimates. Since very few elderly persons are uninsured because
most qualify for Medicare, the uninsured estimates are lower relative to
estimates based on the nonelderly population. For comparison purposes, this
section presents the uninsured estimate from the CPS based on the entire
population.
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CPS, as indicated above, is sample size.
The large sample size allows the OPS
to provide detailed information for
eight smaller regions in the state.

Perhaps the biggest difference
between the OPS and the CPS is the
questionnaire. As mentioned above, the
CPS asks a series of explicit questions
about various types of health insurance
coverage, and then lists who in the
household has that type of coverage. The OPS first asks
if anyone has coverage and then what type of coverage
they have. If persons report that they were uninsured, no
other probes are asked about coverage. This difference
may result in an overestimate of the uninsured popula-
tion in the OTS, as people are more likely to report
health insurance coverage when asked a series of explicit
probes than when they are asked a simple yes-no
question.

Researchers
have been
collecting data
on the unin-
sured
population in

the United States for many years. The CPS has been
used extensively by researchers to examine the unin-
sured, and it is the most well-known survey on health
insurance coverage. Currently, 44 million nonelderly
Americans are uninsured, according to estimates from
the CPS. While the CPS has many strengths, it also
suffers from many weaknesses. As a result, a number of
other surveys have begun to collect data on health
insurance coverage and the uninsured on a nationally
representative basis.

While these surveys offer an alternative to the
CPS, they also come with a number of disadvantages.
One issue that arises is the extent to which a short
telephone survey obtains accurate information about

While the CPS has
many strengths, it also

suffers from many
weaknesses. As a result,

a number of other
surveys have begun

to collect data
on health insurance

coverage and the
uninsured

on a nationally
representative basis.

Conclusion

health insurance coverage. In-person
surveys, such as the CPS, SIPP,
MEPS, and NHIS, allow interviewers
to check the accuracy of enrollment
in health insurance programs. They
also permit time to collect informa-
tion on types of public programs and
to check enrollment cards. Previous
studies have found that vulnerable
populations are often undercounted

in telephone surveys, leading to a lower estimate of the
uninsured (Aday, 1996; Berk and Schur, 1998; and Corey
and Freeman, 1990). Furthermore, none of the surveys
that use questions to validate whether a person is
uninsured has done methodological work to explore why
respondents change their insurance status response.
However, even after acknowledging that the different
surveys have various strengths and weaknesses, the
determinants of coverage are generally consistent across
the surveys.

A number of states also are starting to collect
their own data on health insurance coverage. While state
surveys may enhance the accuracy of uninsured esti-
mates, they may also cause more confusion and fuel the
debate over the correct number of uninsured individuals
in the United States.

Research needs to continue to increase under-
standing of the differences among the surveys and to
improve on methodologies to count the uninsured, as the
future of public programs, such as S-CHIP and other
state and local initiatives to expand health insurance
coverage, depends on the accuracy of these estimates.

While future research needs to address many
questions, we know the answer to one question: What-
ever survey is used, the results show that a substantial
number of Americans do not have any health insurance
coverage, and the number has been growing. The chal-
lenge of reducing the number of uninsured in the United
States likely will continue for years to come.
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