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Section II: The Evidence-Based Case for Single-Payer National Health Insurance

Talking Point 1
Medical bills contribute to nearly two-thirds of all
bankruptcies; three-quarters of those bankrupted
had health insurance at the time they got sick or
were injured.
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ABSTRACT
BACKGROUND: Our 2001 study in 5 states found that medical problems contributed to at least 46.2% of
all bankruptcies. Since then, health costs and the numbers of un- and underinsured have increased, and
bankruptcy laws have tightened.
METHODS: We surveyed a random national sample of 2314 bankruptcy filers in 2007, abstracted their court
records, and interviewed 1032 of them. We designated bankruptcies as “medical” based on debtors’ stated
reasons for filing, income loss due to illness, and the magnitude of their medical debts.
RESULTS: Using a conservative definition, 62.1% of all bankruptcies in 2007 were medical; 92% of these
medical debtors had medical debts over $5000, or 10% of pretax family income. The rest met criteria for
medical bankruptcy because they had lost significant income due to illness or mortgaged a home to pay medical
bills. Most medical debtors were well educated, owned homes, and had middle-class occupations. Three
quarters had health insurance. Using identical definitions in 2001 and 2007, the share of bankruptcies attributable to medical problems rose by 49.6%. In logistic regression analysis controlling for demographic factors,
the odds that a bankruptcy had a medical cause was 2.38-fold higher in 2007 than in 2001.
CONCLUSIONS: Illness and medical bills contribute to a large and increasing share of US bankruptcies.
© 2009 Elsevier Inc. All rights reserved. • The American Journal of Medicine (2009) 122, 741-746
KEYWORDS: Bankruptcy; Health care costs; Health economics

METHODS

As recently as 1981, only 8% of families filing for bankruptcy did so in the aftermath of a serious medical problem.1
By contrast, our 2001 study in 5 states found that illness or
medical bills contributed to about half of bankruptcies.2
Since then, the number of un- and underinsured Americans has grown;3 health costs have increased; and Congress
tightened the bankruptcy laws.4
Here we report the first-ever national random-sample
survey of bankruptcy filers.

We used 3 data sources: questionnaires mailed to debtors
immediately after bankruptcy filing; court records; and telephone interviews with a sub-sample of debtors.

Sample Design
Between January 25 and April 11, 2007, we obtained from
Automated Access to Court Electronic Records, a list of all
118,308 bankruptcy petitions filed in the US. We excluded
filings in Guam and Puerto Rico, nonpersonal bankruptcies,
and cases missing a name or address. Within 2 weeks of
their filings, we mailed introductory letters to 5251 randomly selected debtors; 275 were returned as undeliverable.
We then mailed self-administered questionnaires to the
4976 debtors with valid addresses; 2314 (46.5%) were completed and returned; 124 were returned incomplete (2.5%);
and 83 (1.7%) declined to participate; 2455 (49.3% of those
with valid addresses) did not respond.
We compared court records (described below) of respondents with a random sample of 99 nonrespondents. Nonre-
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spondents resembled respondents in income, assets, debts,
net worth, market value of homes, and history of prior
bankruptcy.

ance, and diagnoses were obtained. Two physicians grouped
diagnoses into 14 categories.
Telephone survey participants resembled other respondents on most financial and demographic characteristics.
They were slightly older and better educated.

Questionnaire

Introductory letters described the
Data Analysis
study and offered debtors the option of obtaining a Spanish-lanWe used data from the questionCLINICAL SIGNIFICANCE
guage version of the questionnaires and court records to analyze
naire. The questionnaire and $2
demographics, health insurance
● 62.1% of all bankruptcies have a mediwere mailed a few days later. Noncoverage at the time of filing, and
cal cause.
respondents received replacement
gaps in coverage.
● Most medical debtors were well eduquestionnaires, another $2, and were
The questionnaires were the
cated and middle class; three quarters
invited to respond via telephone or
basis for our 2001-2007 time trend
had health insurance.
on-line. Subsequently, we offered
analysis. For this analysis, we repnonrespondents $50 to complete the
licated the most conservative de● The share of bankruptcies attributable
questionnaire.
finition employed in the 2001
to medical problems rose by 50% beThe questionnaire asked about
study, which designated as “medtween 2001 and 2007.
demographics, health insurance,
ically bankrupt” debtors citing illand gaps in coverage, occupaness or medical bills as a specific
reason for bankruptcy; OR reporttion, employment, housing, and
ing uncovered medical bills $1000 in the past 2 years; OR
efforts to cope financially before filing. It also asked
who lost at least 2 weeks of work-related income due to
about specific reasons for filing for bankruptcy; the range
illness/injury; OR who mortgaged a home to pay medical
of out-of-pocket medical expense (none, $1-$999, $1000bills. Debtors who gave no answers regarding reasons for
$5000, or $5000); loss of work-related income; and
their bankruptcy were excluded from analyses.
borrowing to pay medical bills. Finally, it asked responFor all other analyses (ie, those not reporting time trends)
dents if, for $50, they would be willing to complete a
we
adopted a definition of medical bankruptcy that utilizes
follow-up interview.
the more detailed 2007 data. We altered the 2001 criteria to
include debtors who had been forced to quit work due to
Court Records
illness or injury. We also reconsidered the question of how
We obtained the public bankruptcy court records of responlarge out-of-pocket medical expenses should be before
dents and the sample of nonrespondents from the federal
those debts should be considered contributors to the facourt’s electronic filing system. Research assistants (mainly
mily’s bankruptcy. Although we needed to use the threshold
law students) abstracted each record.
of $1000 in out-of-pocket medical bills for consistency in
The court records included the chapter of filing, income,
the time trend analyses, we adopted a more conservative
assets, and debts outstanding at the time of filing. These
threshold—$5000 or 10% of household income—for all
records indicate the creditor to whom money is owed, but
other analyses. Adopting these more conservative criteria
not why the debt was incurred.
reduced the estimate of the proportion of bankruptcies due
to illness or medical bills by 7 percentage points.
Telephone Interviews
To arrive at nationally representative estimates, we
There were 2314 debtors who completed questionnaires,
weighted the data to adjust for the slight underrepresenta2007 of whom were willing to be interviewed. By February
tion of respondents who filed under Chapter 13 (bankrupt2008, research assistants had completed telephone intercies with repayment plans). In calculating mean out-ofviews (in English or Spanish) with 1032 of them; 69 debtors
pocket medical expenses from our telephone interviews, we
no longer wished to be interviewed. We were unable to
trimmed outliers at $100,000.
reach 906.
Chi-squared and 2-tailed t tests were used for univariate
Interviewers collected additional detail about employanalyses. We used forward stepwise logistic regression
ment, finances, housing, borrowing to pay medical bills, and
analysis on the 2007 cohort to assess predictors of medical
whether medical bills or income loss due to illness had
bankruptcy and predictors of home loss or foreclosure
contributed to their bankruptcy (questions we used to verify
among homeowners. Finally, we performed logistic regreswritten questionnaire responses from the entire sample of
sion using the combined 2001 and 2007 cohorts to examine
2314 debtors).
whether the odds of a bankruptcy being medical were higher
The 1032 telephone interviews identified 639 patients
in 2007 than in 2001, after controlling for demographics,
(debtors or dependents) whose health problems contributed
income, and insurance status. SAS Version 9.1 (SAS Institute Inc., Cary, NC) was used for all analyses.
to bankruptcy; details about medical expenses, health insur28
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Demographic Characteristics of 2314 Bankruptcy Filers and Comparison of Medical and Nonmedical Filers, 2007*

Mean age
Debtor or spouse/partner male
Married
Mean family size—debtors  dependents
Attended college
Homeowner or lost home within 5 years
Current homeowner
Occupational prestige score 20
Mean (median) monthly household income
at time of bankruptcy filing
Debtor or spouse/partner currently employed
Debtor or spouse/partner active duty
military or veteran
Market value of home (mean)
Mean net worth (assets—debts)

All Bankruptcies

Medical
Bankruptcies

Nonmedical
Bankruptcies

P Value
Medical vs
Nonmedical Bankruptcies

44.4 years
44.5%
43.9%
2.71
61.9%
66.7%
52.3%
87.3%
$2676 ($2299)

44.9 years
44.9%
46.3%
2.79
60.3%
66.4%
52.0%
86.1%
$2586 ($2225)

43.3 years
44.3%
40.1%
2.63
65.8%
67.8%
53.2%
89.8%
$2851 ($2478)

.01
NS
.02
.02
.02
NS
NS
.01
.002

79.2%
19.4%

75.5%
20.1%

85.0%
18.4%

.001
NS

$147,776
$41,474

$141,861
$44,622

$159,145
$37,650

.03
NS

*Bankruptcies meeting at least one of the following criteria: illness, injury or medical bills listed as specific reason for filing OR uncovered medical bills
$5000 or 10% of annual family income OR, lost 2 weeks of work-related income due to illness/injury, OR depleted home equity to pay medical bills.

cited medical or drug costs, and 37.8% blamed income loss
due to illness. Overall, 68.8% cited at least one of these
medical causes. An additional 6.8% had recently borrowed
money to pay medical bills.

Human subject committees at Harvard Law School and
The Cambridge Health Alliance approved the project.

RESULTS
The demographic characteristics of our sample are shown in
Table 1. Most debtors were middle aged, middle class (by
occupational prestige),5 and had gone to college. Their
modest incomes reflect the financial setbacks common in
the peri-bankruptcy period. Two thirds were homeowners.
Compared with other debtors, medical debtors had
slightly lower incomes, educational attainment, and occupational prestige scores; more were married and fewer were
employed (reflecting more disability). Medical debtors were
older and had larger families. Although similar proportions
were homeowners, medical debtors’ homes had 11% lower
market value. The average net worth was similar (and negative) for medical and nonmedical debtors ($44,622 vs
$37,650, P .05).

Insurance Status of Debtors and Dependents
Less than one quarter of debtors—whether medical or nonmedical—were uninsured when they filed for bankruptcy;
an additional 7% had uninsured family members (Table 3).
Medically bankrupted families, however, had more often
experienced a lapse in coverage during the 2 years before
filing (40.0% vs 34.1%, P  .005).
Table 2

Medical Causes of Bankruptcy, 2007*
Percent of All
Bankruptcies

Debtor said medical bills were reason for
bankruptcy
Medical bills $5000 or 10% of annual
family income
Mortgaged home to pay medical bills
Medical bill problems (any of above 3)
Debtor or spouse lost 2 weeks of income due
to illness or became completely disabled
Debtor or spouse lost 2 weeks of income to
care for ill family member
Income loss due to illness (either of above 2)
Debtor said medical problem of self or spouse
was reason for bankruptcy
Debtor said medical problem of other family
member was reason for bankruptcy
Any of above

Medical Causes of Bankruptcy
Illness or medical bills contributed to 62.1% of all bankruptcies in 2007 (Table 2).
Unaffordable medical bills and income shortfalls due to
illness were common; 57.1% of the entire sample (92% of
the medically bankrupt) had high medical bills, proportions
that did not vary by insurance status; 5.7% of homeowners
had mortgaged their homes to pay medical bills; 40.3% of
the entire sample had lost income due to illness; 95% of the
lost-income debtors also had high medical bills.
Data from the detailed telephone survey yielded confirmatory results. When asked about problems that contributed
very much or somewhat to their bankruptcy, 41.8% of
interviewees specifically identified a health problem, 54.9%

29.0%
34.7%
5.7%
57.1%
38.2%
6.8%
40.3%
32.1%
10.8%
62.1%

*Percentage based on recent homeowners rather than all debtors.
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tary coverage. For patients who initially had private coverage but lost it, the family’s out-of-pocket expenses averaged
$22,568.
Among common diagnoses, nonstroke neurologic illnesses such as multiple sclerosis were associated with the
highest out-of-pocket expenditures (mean $34,167), followed by diabetes ($26,971), injuries ($25,096), stroke
($23,380), mental illnesses ($23,178), and heart disease
($21,955).
Hospital bills were the largest single out-of-pocket expense for 48.0% of patients, prescription drugs for 18.6%,
doctors’ bills for 15.1%, and premiums for 4.1%. The remainder cited expenses such as medical equipment and
nursing homes. While hospital costs loomed largest for all
diagnostic groups, for about one third of patients with pulmonary, cardiac, or psychiatric illnesses, prescription drugs
were the largest expense.
Our telephone interviews indicated the severity of job
problems caused by illness. In 37.9% of patients’ families,
someone had lost or quit a job because of the medical event;
24.4% had been fired, and 37.1% subsequently regained
employment. In 19.9% of families suffering a job loss, the
job loser was a caregiver.

Table 3 Health Insurance Status of Debtor Households With
and Without Medical Causes of Bankruptcy

Debtor or a dependent
uninsured at time of
bankruptcy filing
Debtor or a dependent had
a lapse in coverage during
2 years before bankruptcy
filing

Medical
Bankruptcy

Nonmedical
Bankruptcy

P Value

30.8%

30.7%

.93

40.0%

34.1%

.005

In multivariate analysis, being uninsured at filing did not
predict a medical cause of bankruptcy, while a gap in coverage
did (odds ratio [OR]  1.35, P  .002). Other predictors
included: older age (OR  1.016/year, P  .0001), married
(OR  1.59, P  .0001), female (OR  1.34, P  .002), larger
household (OR  1.97/household member, P  .01), and
lower income quartile (OR  1.30, P  .0001).
Medical debtors’ court records identified more debt owed
directly to doctors and hospitals than did nonmedical debtors’,
a mean of $4988 vs $256, respectively (P .0001). Medical
debtors with coverage gaps owed providers a mean of
$8338, vs $2740 (P .0001) for medical debtors with continuous coverage. Nonmedical debtors had few medical
debts, averaging under $300 regardless of insurance status.
(Medical debts financed through credit cards or other borrowing, or owed to collection agencies are not included
because they cannot be identified through court records.)

Changes in Medical Bankruptcy, 2001 to
2007
In our 2007 study, 69.1% of the debtors met the legacy
definition of medical bankruptcy employed in our 2001
study, a 22.9 percentage point absolute increase (49.6%
relative increase) from 2001, when 46.2% met this definition (P .0001). Inflation, which might edge families over
our $1000 medical debt threshold, did not account for this
change. An analysis that used all criteria except the size of
medical debts found a 48.7% relative increase. An analysis
limited to the 5 states in our 2001 study yielded virtually
identical findings.
In multivariate analysis, a medical cause of bankruptcy
was more likely in 2007 than in 2001 (OR  2.38,
P .0001) (Table 4).

Patients Whose Illness Contributed to
Bankruptcy
Telephone interviews identified 639 patients whose illness
contributed to bankruptcy: the debtor or spouse in 77.9% of
cases; a child in 14.6%; and a parent, sibling or other adult
in 7.5%. At illness onset, 77.9% were insured: 60.3% had
private insurance as their primary coverage; 10.2% had
Medicare; 5.4% had Medicaid; and 2% had Veterans Affairs/military coverage. Few of the uninsured lacked coverage because of a preexisting condition (2.8%) or belief that
coverage was unnecessary (0.3%); nearly all cited economic
reasons.
By the time of bankruptcy, the proportion of patients
with private coverage had fallen to 54.1%, while the percentage with Medicare and Medicaid had increased to
16.4% and 9.9%, respectively. The proportion whose employers contributed to coverage decreased from 43.2% to
36.6%.
Out-of-pocket medical costs averaged $17,943 for all
medically bankrupt families: $26,971 for uninsured patients, $17,749 for those with private insurance at the outset,
$14,633 for those with Medicaid, $12,021 for those with
Medicare, and $6545 for those with Veterans Affairs/mili-

DISCUSSION
In 2007, before the current economic downturn, an American family filed for bankruptcy in the aftermath of illness
every 90 seconds; three quarters of them were insured.
Since 2001, the proportion of all bankruptcies attributable to medical problems has increased by 50%. Nearly two
thirds of all bankruptcies are now linked to illness.
How did medical problems propel so many middle-class,
insured Americans toward bankruptcy? For 92% of the
medically bankrupt, high medical bills directly contributed
to their bankruptcy. Many families with continuous coverage found themselves under-insured, responsible for thousands of dollars in out-of-pocket costs. Others had private
coverage but lost it when they became too sick to work.
Nationally, a quarter of firms cancel coverage immediately
when an employee suffers a disabling illness; another quar30
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The number of filings spiked in mid-2005 in anticipation of
the new law, then plummeted. Since then, filings have
increased each quarter. They are likely to exceed one million households in 2008, representing about 2.7 million
people.
BAPCPA’s effects appear nonselective. Current filers
differ from past ones mainly in having struggled longer with
their debts.7 New restrictions fall equally on medical and
nonmedical bankruptcies, with no preferences for medical
debts or sick debtors. It is implausible to ascribe the growing predominance of medical causes of bankruptcy to
BAPCPA.
Conversely, there is ample evidence that the financial
burden of illness is increasing. The number of under-insured
increased from 15.6 million in 2003 to 25.2 million in
2007.3 Of low- and middle-income households with credit
card balances, 29% use credit card borrowing to pay off
medical expenses over time.8 Collection agencies contacted
37.2 million Americans about medical bills in 2003.9 Between 2005 and 2007, the proportion of nonelderly adults
reporting medical debts or problems paying medical bills
rose from 34% to 41%.10

Table 4 Multivariate Predictors of Medical Causes of
Bankruptcy, 2001 and 2007 Combined
Odds 95% Confidence
Ratio Interval
P Value
Age
Married
Own home now or in past 5
years
All family members insured at
time of filing
Gap in health insurance
coverage for any family
member within past 2 years
Income quartile
Attended college
Year of bankruptcy filing,
2007 vs 2001

1.02
1.32
1.10

1.01–1.02
1.13–1.55
0.93–1.30

.0001
.0006
NS

1.23

1.03–1.46

.02

1.64

1.38–1.94

.0001

.99
1.02
2.38

.82–1.07
.87–1.18
2.05–2.77

NS
NS
.0001

ter do so within a year.6 Income loss due to illness also was
common, but nearly always coupled with high medical bills.
The present study and our 2001 analysis provide the only
data on large cohorts of bankruptcy filers derived from
in-depth surveys. As with any survey, we depend on respondents’ candor. However, we also had independent checks—
from court records filed under penalty of perjury— on many
responses. Because questionnaires and court records were
available for our entire sample, we used them for most
calculations. The lowest plausible estimate of the medical
bankruptcy rate from these sources is 44.4%—the proportion who directly said that either illness or medical bills
were a reason for bankruptcy. But many others gave reasons
such as “aggressive collection efforts” or “lost income due
to illness” and had large medical debts. Indeed, detailed
telephone interview data available for 1032 debtors revealed
an even higher rate of medical bankruptcy than our 62.1%
estimate—at least 68.8% of all filers.
Our current methods address concerns expressed about
our previous survey. We assembled a random, national
sample and asked far more detailed questions. In addition,
we adopted more stringent criteria for medical bankruptcy.
Adopting an even more stringent threshold for medical
debts (eg, eliminating those with medical debts below 10%
of family income) would reduce our estimate by 1%.
Teasing causation from cross-sectional data is challenging. Multiple factors push families into bankruptcy.
Yet, our data clearly establish that illness and medical
bills play an important role in a large and growing proportion of bankruptcies.

Adding to Other Studies
We have reviewed elsewhere the older studies on medical
bankruptcy.2,11 Most rely exclusively on court records
where many medical debts are invisible, disguised as credit
card debt or mortgages. In our cohort, most medical debtors
had charged unaffordable medical care to credit cards.
Similarly, debts turned over to collection agencies by doctors or hospitals may be unrecognizable on court records.
Moreover, income loss due to illness cannot be identified. In
short, even though such studies find substantial rates of
medical bankruptcy,12,13 estimates based solely on court
records understate medical bankruptcies.9
Population-based studies also are problematic because
many debtors are unwilling to admit to filing. Thus, a study
based on the Panel Survey of Income Dynamics could
identify only 74 bankruptcies (0.4% of respondents), half
the actual filing rate among the national population from
which the sample was drawn.13
A few studies employed novel methods to analyze medical bankruptcy. One found a high bankruptcy filing rate in
a cohort of patients with serious neurologic injuries.14 A
survey of cancer patients documented a 3% bankruptcy rate;
7% had taken a second mortgage to pay for treatments.15 A
questionnaire-based study found medical contributors to
61% of Utah bankruptcies; 58% of families seeking help at
bankruptcy clinics in upstate New York reported outstanding medical debts.16
Medical impoverishment, although common in poor nations,17,18 is almost unheard of in wealthy countries other
than the US.19 Most provide a stronger safety net of disability income support. All have some form of national
health insurance.
The US health care financing system is broken, and not
only for the poor and uninsured. Middle-class families fre-

Changes in the Law
Between our 2001 and 2007 surveys, Congress enacted the
Bankruptcy Abuse Prevention and Consumer Protection Act
(BAPCPA), which instituted an income screen and procedural barriers that made filing more difficult and expensive.
31
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quently collapse under the strain of a health care system that
treats physical wounds, but often inflicts fiscal ones.
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Medical Bankruptcy – Q&A
David U. Himmelstein, M.D., Deborah Thorne, Ph.D., Elizabeth Warren, J.D., Steffie Woolhandler, M.D., M.P.H.
1- What is a “medical bankruptcy”?
A number of medical factors can contribute to a family’s financial collapse, including high medical bills or lost
time from work. Because different researchers use different definitions, we supplied a detailed analysis of debtors
who:
• Specifically identified medical problem of the debtor or spouse (32.1%) or another family member (10.8%)
as a reason for filing bankruptcy.
• Specifically said medical bills were a reason for bankruptcy. (29.0%)
• Lost two or more weeks of wages because of lost time from work to deal with a medical problem for
themselves or a family member. (40.3%)
• Mortgaged their homes to pay medical bills. (5.7%)
• Spent more than $5,000 or 10% of annual household income in out-of-pocket medical bills (34.7%)
•

Total, one or more of the above criteria: 62.1%

The vast majority (92%) of bankruptcies that we classified as medical had medical bill problems as indicated by:
listing medical bills as a specific reason for their bankruptcy; or having medical bills of bills $5,000 or 10% of
household income or that forced them to mortgage their home. The remaining 8% whose bankruptcy was
classified as “medical” indicated that a medical problem or income loss due to illness was a cause of
bankruptcy.
2- Why do only 29% of bankrupt people identify medical bills as a reason for filing bankruptcy, but you
say the total percentage of medical bankruptcies is 62.1%?
Families characterize their problems differently. Someone may mortgage a home to pay for surgery, then be
unable to pay off the mortgage, describing the reason for filing bankruptcy as “unable to pay the mortgage.”
Similarly, some people explain that they have lost too much time from work when they have taken off to care for a
child who has been hospitalized. We believe that multiple ways of asking about medical bankruptcies give the most
complete picture, but we publish the breakdown in responses so that any other research or commentator can draw
his or her own conclusions.
Finally, it should be noted that many people who are financially ruined by illness are undoubtedly too ill, too
poor or demoralized to pursue formal bankruptcy, and are not counted in our study.
3- What is the impact of health insurance?
More than three-quarters (78%) of the families that met the criteria for medical bankruptcy had health insurance
at the onset of their illness or accident. By comparison, 80% of the non-elderly adult population and 85% of the
entire U.S. population had health insurance in 2007. Hence, it appears that health insurance offers only modest
protection against medical bankruptcy.
4- Is the problem of medical bankruptcies just because of the recession?
No. The families in this study filed for bankruptcy between January-April of 2007, before the recession began.
Since then, the financial stress on families has grown.
5- Is this a national sample of all families filing for bankruptcy?
Yes. The sample was drawn from bankruptcy filings across the country.

33

6- How did you get your information?
We contacted a random sample of all personal bankruptcy filers in the U.S. during the winter of 2007. Written
questionnaires were returned by 2,314 debtors, and we also analyzed their bankruptcy court records. We also carried
out extensive telephone interviews with 1,032 of these debtors.
Finally, to be sure that the debtors who returned our survey were similar to those who did not, we also analyzed
the court records of 99 of the non-respondents. They were almost identical to those who returned the survey in
terms of debts, income, assets and other characteristics.
7- What’s the basis for saying that the proportion of bankruptcies that are medical rose by 50% between
2001 and 2007?
In order to compare the medical bankruptcy rates in 2007 and in our 2001 study we had to use the same
definitions in both years. Our 2001 study had used a less stringent (“legacy”) definition of medical bankruptcy that
included families with more than $1000 in unpaid medical bills. Using this “legacy” definition, the medical
bankruptcy rate rose from 46.2% in 2001 to 69.1% in 2007 – a 49.6% increase. The 2001 estimate relied on data
collected from bankruptcy filers in five states. Analysis of the 2007 data confirmed that the five states included in
the 2001 survey also saw a 50% increase in medical bankruptcies.
8- Would health reform eliminate the problem of medical bankruptcy?
Many debtors described a complex web of problems involving illness, work, and family. Separating medical
from other causes of bankruptcy is difficult. Hence, we cannot presume that eliminating the medical antecedents of
bankruptcy would have prevented all of the filings we classified as “medical bankruptcies.” The high rate of
insurance among the medical bankrupts suggests that any health reform that fails to improve existing private
coverage is unlikely to make a major impact on medical bankruptcy. Moreover, our data also highlight the need for
improved disability coverage.
9- Why do some others claim that medical bankruptcy rates are much lower?
Ours is the only study based on direct surveys and interviews with a large sample of families filing for
bankruptcy. Others have based their findings on bankruptcy court records alone (with no direct surveys or
interviews) or on surveys of the general public that inquire about bankruptcy filings. Court records fail to identify
medical bankruptcies because many medical bills are charged to credit cards and hence cannot be identified as
“medical” in court records. Similarly, when medical providers turn debts over to collection agencies they would not
appear as “medical.” Because bankruptcy carries a substantial stigma, about half of all respondents who are bankrupt
deny that fact. As a result, surveys of the general public are an unreliable source of information on medical
bankruptcy. For these reasons, the only way to accurately assess medical bankruptcy is to directly survey families
who file for bankruptcy.
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Section II: The Evidence-Based Case for Single-Payer National Health Insurance

Talking Point 2
The uninsured do not receive all the medical care
they need: 45,000 die annually, and one-third of
uninsured adults have a chronic illness and don’t
receive needed care.
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Health Insurance and Mortality in US Adults
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and David U. Himmelstein, MD

The United States stands alone among industrialized nations in not providing health coverage to all of its citizens. Currently, 46 million
Americans lack health coverage.1 Despite repeated attempts to expand health insurance,
uninsurance remains commonplace among US
adults.
Health insurance facilitates access to
health care services and helps protect
against the high costs of catastrophic illness.
Relative to the uninsured, insured Americans are more likely to obtain recommended
screening and care for chronic conditions2
and are less likely to suffer undiagnosed chronic
conditions3 or to receive substandard medical
care.4
Numerous investigators have found an association between uninsurance and death.5–14
The Institute of Medicine (IOM) estimated that
18314 Americans aged between 25 and 64
years die annually because of lack of health
insurance, comparable to deaths because of
diabetes, stroke, or homicide in 2001 among
persons aged 25 to 64 years.4 The IOM estimate
was largely based on a single study by Franks
et al.5 However, these data are now more than
20 years old; both medical therapeutics and
the demography of the uninsured have changed
in the interim.
We analyzed data from the Third National
Health and Nutrition Examination Survey
(NHANES III). NHANES III collected data on
a representative sample of Americans, with
vital status follow-up through 2000. Our objective was to evaluate the relationship between uninsurance and death.

METHODS
The National Center for Health Statistics
(NCHS) conducted NHANES III between
1988 and 1994. The survey combined an
interview, physical examination, and laboratory testing. NHANES III employed a complex
sampling design to establish national estimates of disease prevalence among the

Objectives. A 1993 study found a 25% higher risk of death among uninsured
compared with privately insured adults. We analyzed the relationship between
uninsurance and death with more recent data.
Methods. We conducted a survival analysis with data from the Third National
Health and Nutrition Examination Survey. We analyzed participants aged 17 to
64 years to determine whether uninsurance at the time of interview predicted
death.
Results. Among all participants, 3.1% (95% confidence interval [CI] = 2.5%,
3.7%) died. The hazard ratio for mortality among the uninsured compared with
the insured, with adjustment for age and gender only, was 1.80 (95% CI = 1.44,
2.26). After additional adjustment for race/ethnicity, income, education, self- and
physician-rated health status, body mass index, leisure exercise, smoking, and
regular alcohol use, the uninsured were more likely to die (hazard ratio = 1.40;
95% CI = 1.06, 1.84) than those with insurance.
Conclusions. Uninsurance is associated with mortality. The strength of that
association appears similar to that from a study that evaluated data from the
mid-1980s, despite changes in medical therapeutics and the demography of the
uninsured since that time. (Am J Public Health. 2009;99:2289–2295. doi:10.2105/
AJPH.2008.157685)
noninstitutionalized civilian population in the
United States.15 Staff performed interviews in
English and Spanish.
The NHANES III Linked Mortality File
matched NHANES III records to the National
Death Index (NDI). The NCHS’s linkage, which
uses a probabilistic matching strategy through
December 31, 2000, is described elsewhere.16
The NCHS perturbed the file to prevent reidentification of survey participants. Vital status was
not altered in this process. The publicly released
data yield survival analysis results virtually
identical to the restricted-use NHANES III
Linked Mortality File.17
In designing our analysis, we hewed closely
to Franks’5 methodology to facilitate interpretation of time trends. We analyzed data for individuals who reported no public source of
health insurance at the time of the NHANES III
interview. First, we excluded those aged older
than 64 years, as virtually all are eligible for
Medicare. Of the 33 994 individuals participating, 14 798 were aged between 17 and 64 years
at the time of the interview. In keeping with
earlier analyses,5–7,13 we also excluded nonelderly Medicare recipients and persons covered by
Medicaid and the Department of Veterans
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Affairs/Civilian Health and Medical Program
of the Uniformed Services military insurance
(n =2023), as a substantial proportion of those
individuals had poor health status as a prerequisite for coverage. Of the 12 775 participants
not covered by government insurance, we excluded 663 (5.2%) who lacked information on
health insurance. We excluded 974 of the
remaining 12112 who were covered by private
insurance or uninsured at the time of the interview because of failure to complete the interview and physical examination. Of the
remaining 11138, we included only the 9005
with complete baseline data from both the interview and physical examination in our final
analysis (Figure 1). Among those with complete
insurance data, those with complete interview
and examination data were both less likely to be
uninsured (16.4% vs 21.6%; P <.001) and less
likely to die (3.0% vs 4.5%; P <.001).
NHANES III staff interviewed respondents
in their homes regarding demographics (including health insurance). Participants
responded to questions about race, ethnicity,
income, and household size. The sample design
permits estimation for 3 racial/ethnic groups:
non-Hispanic White, non-Hispanic Black, and
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Note. NHANES III = National Health and Nutrition Examination Survey; VA/CHAMPUS = Veterans Affairs/Civilian Health and
Medical Program of the Uniformed Services.

FIGURE 1—Study population and exclusions.

Mexican American. The NCHS created a variable that combined family income and the
poverty threshold during the year of interview
(the poverty income ratio), allowing income to
be standardized for family size and compared across the 6 years of data collection.18
NHANES III interviewers also collected
data on education, employment, tobacco use,
alcohol use, and leisure exercise. We analyzed education dichotomously, comparing
those with 12 years or more education to
those with less than 12 years. We considered

respondents to be unemployed if they were
looking for work, laid off, or unemployed. All
others, including the employed, students,
homemakers, and retirees were considered
‘‘not unemployed.’’ We considered smokers
in 3 categories: current smokers, former
smokers (those who had smoked more than
200 cigarettes in their lifetime), and nonsmokers. We labeled those drinking more than
6 alcoholic beverages per week as regular
drinkers. We analyzed exercise in 2 groups:
those achieving greater than or equal to 100
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metabolic equivalents (METs) per month, versus those achieving less than 100 METs per
month.19,20
NHANES III measured participants’ selfperceived health in 5 categories: excellent, very
good, good, fair, and poor. We combined the
last 2 groups because of small numbers.
NHANES physicians performed physical examinations on all participants and provided an
impression of overall health status rated as
excellent, very good, good, fair, and poor.21 We
combined the final 2 groups because of small
numbers. We analyzed body mass index (BMI;
weight in kilograms divided by height in meters
squared) in 4 categories: less than 18.5; 18.5 to
25; more than 25 to less than 30; and 30 and
higher.
NHANES III oversampled several groups,
including Black persons, Mexican Americans,
the very young (aged 2 months to 5 years), and
those aged older than 65 years. To account for
this and other design variables we used the
SUDAAN (version 9.1.3, Research Triangle
Institute, Research Triangle Park, NC) SURVIVAL procedure and SAS (version 9.1, SAS
Institute Inc, Cary, NC) PROC SURVEYFREQ
to perform all analyses. We (as did Franks
et al.5) employed unweighted survival analyses
and controlled for the variables used in determining the sampling weights (age, gender, and
race/ethnicity) because of the inefficiency of
weighted regression analyses.22
We analyzed the relation between insurance,
demographics, baseline health status variables,
and mortality by using c2 tests. We then used
a Cox proportional hazards survival analysis
controlling only for age and gender to determine
if lack of health insurance predicted mortality.
We repeated the analysis of the relationship of
insurance to mortality after forcing all covariates
in the model. In this Cox proportional hazards
analysis, we controlled for gender, age, race/
ethnicity (4 categories), income (poverty income
ratio), education, current unemployment,
smoking status (3 categories), regular alcohol
use, self-rated health (4 categories), physicianrated health (4 categories), and BMI (4 categories). We tested for significant interactions
between these variables and health insurance
status (i.e., P < .05). We handled tied failure
times by using the Efron method.
We performed multiple sensitivity analyses to analyze the robustness of our results.
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We developed a propensity score model and
controlled for the variables in our previous
models (with the exception of health insurance status), as well as marital status;
household size; census region; number of
overnight visits in hospital in past 12
months; number of visits to a physician in
past 12 months; limitations in work
or activities; job or housework changes or
job cessation because of a disability or
health problem; and number of self-reported
chronic diseases, including emphysema,
prior nonskin malignancy, stroke, congestive
heart failure, hypertension, diabetes, or
hypercholesterolemia. Next, we included
the propensity score in the multivariable
model with the indicator for insurance status. In addition, we tested for the effect of
including those covered by Medicaid by
using our original Cox model and the propensity score adjusted analysis. In a subsidiary analysis, we excluded employment
and self- and physician-rated health, as
these covariates may be a result of limited
access to health care because of uninsurance.
To facilitate interpretation of our hazard
ratio, we first replicated the calculation in the
IOM report to estimate the number of US
adults who die annually because of lack of
health insurance. This approach applies the
overall hazard ratio to 9-year age strata and
sums these figures to arrive at an annual
number of deaths attributable to lack of health
insurance. We then recalculated this figure by
using the slightly different approach utilized
by the Urban Institute, which does not age
stratify when calculating total mortality. We
believe this approach to be more accurate
than that used to produce the IOM estimate, as
it calculates mortality from the entire age
range that the hazard ratio was calculated
from, as opposed to calculating mortality over
10-year age strata.23

RESULTS
We display baseline characteristics of the
sample in Table 1; 9004 individuals contributed 80 657 person-years of follow-up time
between 1988 and 2000. Of these, 16.2%
(95% confidence interval [CI] =14.1%, 18.2%)
were uninsured at the time of interview.

TABLE 1—Insurance and Mortality Among Nonelderly US Adults Aged 17 to 64 Years:
NHANES III (1986–1994) With Follow-Up Through 2000
Characteristic

No. (weighted %)

% Uninsured (SE)

% Died (SE)

8653 (96.9)

16.2 (1.0)

0

351 (3.1)

17.2 (2.8)

100

6655 (83.8)
2350 (16.2)

0
100

3.0 (0.3)
3.3 (0.6)

Female

4695 (50.2)

15.1 (1.1)

2.6 (0.3)

Male

4311 (49.8)

17.3 (1.3)

3.5 (0.4)

17–24

1750 (17.1)

28.5 (2.5)

0.7 (0.2)

25–34

2338 (27.1)

19.7 (1.5)

1.4 (0.4)

35–44
45–54

2177 (26.2)
1529 (16.8)

11.6 (1.2)
10.8 (1.4)

1.7 (0.3)
5.1 (0.9)

55–64

1344 (12.7)

8.9 (1.4)

10.7 (1.1)

Non-Hispanic White

3484 (78.1)

12.3 (0.8)

3.1 (0.4)

Non-Hispanic Black

2567 (9.9)

22.6 (2.1)

4.1 (0.5)

Mexican American

2598 (5.1)

45.5 (1.9)

3.1 (0.4)

Other

355 (6.9)

29.5 (7.3)

0.9 (0.4)

Education, y
< 12

2917 (19.6)

37.4 (3.0)

4.1 (0.5)

‡ 12

6087 (80.4)

11.0 (0.7)

2.8 (0.3)

Vital status as of December 31, 2000
Alive
Deceased
Insurance statusa
Privately insured
Uninsured
Gender

Age, y

Race/ethnicity

Employment
Unemployedb
All others

511 (4.0)

49.8 (3.9)

5.3 (1.3)

8493 (96.0)

14.8 (0.9)

3.0 (0.3)

0–1

1678 (9.2)

56.2 (2.7)

4.3 (0.9)

> 1–3
>3

4171 (39.7)
3155 (51.2)

22.1 (1.7)
4.4 (0.5)

3.0 (0.3)
3.0 (0.4)

Poverty income ratioc

Smoking status
Current smoker

2465 (29.1)

22.8 (1.8)

4.6 (0.5)

Former smokerd

1794 (22.3)

10.4 (1.1)

4.2 (0.7)

Nonsmoker

4745 (48.6)

14.9 (1.1)

1.7 (0.3)

7193 (78.3)

15.3 (1.1)

4.3 (0.7)

1811 (21.7)

19.6 (1.5)

2.8 (0.4)

‡ 100

3475 (42.0)

13.7 (1.1)

2.9 (0.4)

< 100

5529 (58.0)

18.0 (1.1)

3.2 (0.4)

Drinking status, alcoholic drinks/wk
<6
‡6
Exercise, METs/mo

Self-rated health
Excellent

1675 (23.4)

9.3 (1.3)

2.0 (0.4)

Very good

2499 (34.9)

12.0 (0.9)

1.4 (0.4)

Good

3288 (31.7)

20.5 (1.9)

3.3 (0.4)

Fair or poor

1542 (9.9)

33.6 (2.5)

10.8 (1.2)
Continued
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TABLE 1—Continued
Physician-rated health on examination
Excellent

4627 (54.2)

16.8 (1.2)

1.8 (0.3)

Very good

2179 (24.4)

13.3 (1.2)

2.6 (0.5)

Good

1858 (18.4)

17.2 (1.4)

4.9 (0.7)

340 (3.0)

21.7 (4.8)

19.0 (2.6)

Measured BMI
< 18.5

205 (2.7)

19.8 (4.0)

4.0 (1.4)

18.5–25

3764 (46.8)

16.4 (1.2)

2.4 (0.3)

> 25–< 30

2853 (30.4)

14.9 (1.2)

3.3 (0.7)

‡ 30

2182 (20.0)

17.2 (1.8)

4.3 (0.8)

Fair or poor

Notes. BMI = body mass index (weight in kg divided by height in meters squared); METs = metabolic equivalents;
NHANES = National Health and Nutrition Examination Survey.
For those with complete data for all characteristics; excludes those covered by any government insurance.
b
Looking for work, laid off, or unemployed.
c
Combines family income, poverty threshold, and year of survey to allow analysis of income data across the 6 years of
NHANES III; less than 1 indicates less than the poverty threshold.
d
Smoked more than 200 cigarettes in lifetime.
a

Uninsurance was associated with younger age,
minority race/ethnicity, unemployment,
smoking, exercise (less than 100 METs per
month), self-rated health, and lower levels of
education and income (P < .001 for all comparisons). Regular alcohol use and physicianrated health were also associated with higher
rates of uninsurance (P < .05 for both comparisons).
By the end of follow-up in 2000, 351 individuals, or 3.1% (95% CI = 2.5%, 3.7%) of
the sample, had died (Table 1). Significant
bivariate predictors of mortality included male
gender (P = .04), age (P < .001), minority race/
ethnicity (P < .001), less than 12 years of
education (P = .008), unemployment (P = .02),
smoking (P < .001), regular alcohol use
(P = .04), worse self-rated health status
(P < .001), and worse physician-rated health
status (P < .001).
In the model adjusted only for age and
gender, lack of health insurance was significantly associated with mortality (hazard ratio
[HR] =1.80; 95% CI =1.44, 2.26). In subsequent models adjusted for gender, age, race/
ethnicity, poverty income ratio, education,
unemployment, smoking, regular alcohol use,
self-rated health, physician-rated health, and
BMI, lack of health insurance significantly
increased the risk of mortality (HR =1.40;
95% CI =1.06, 1.84; Table 2). We detected no
significant interactions between lack of health

insurance and any other variables. Our sensitivity analyses yielded substantially similar
estimates.
Replicating the methods of the IOM panel
with updated census data24,25 and this hazard
ratio, we calculated 27424 deaths among
Americans aged 25 to 64 years in 2000
associated with lack of health insurance. Applying this hazard ratio to census data from
200526 and including all persons aged 18 to 64
years yields an estimated 35 327 deaths annually among the nonelderly associated with lack
of health insurance. When we repeated this
approach without age stratification, (thought by
investigators at the Urban Institute to be an
overly conservative approach)23 we calculated
approximately 44 789 deaths among Americans
aged 18 to 64 years in 2005 associated with
lack of health insurance.

DISCUSSION
The uninsured are more likely to die than
are the privately insured. We used a nationally
representative data set to update the oft-cited
study by Franks et al. and demonstrate the
persistence of increased mortality attributable
to uninsurance. Our findings are in accord
with earlier research showing that lack of
health insurance increases the likelihood of
death in select illnesses and populations.5–7,13
Our estimate for annual deaths attributable to
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uninsurance among working-age Americans is
more than 140% larger than the IOM’s earlier
figure.23
By using methodologies similar to those used
in the 1993 study, we found that being uninsured is associated with a similar hazard for
mortality (1.40 for our study vs 1.25 for the
1993 study). Although the NHANES I study
methodology and population were similar
to those used in NHANES III, differences exist.
The population analyzed in the original study
was older on average than were participants in
our sample (22.8% vs 55.6% aged 34 years or
younger). The maximum length of follow-up
was less (16 years vs 12 years), and the earlier
analysis was limited to White and Black persons, whereas the present study also includes
Mexican Americans.
The relative youthfulness and shorter
follow-up in our study population would be
expected to reduce our power to detect an
elevated risk of death. In addition, if gaining
Medicare reduces the effect of uninsurance
on mortality, then the younger age and
shorter length of follow-up in our study
might strengthen the association between
uninsurance and mortality compared with
the earlier study. It is less clear how the
differences in the racial and ethnic make-up
of our study population would affect our
ability to detect difference in risk of death.
In fact, the increased likelihood of uninsurance among Mexican Americans who were
nonetheless no more likely to die than nonHispanic Whites might also be expected to
reduce our power compared with the earlier
study.
The original analysis confirmed vital status
by review of decedents’ death certificates.
The NCHS had developed a probabilistic
matching strategy to establish vital status. A
subsample underwent death certificate review
and verification; 98.7% were found to be
correctly classified following this review.16
Again, it is not clear how any misclassification
would bias our results. Moreover, Congress
extended Medicare coverage in 1972 to 2
nonelderly groups: the long-term disabled and
those with end-stage renal disease.27 So, although both studies excluded Medicare enrollees, only ours entirely excluded disabled nonelderly adults who are at particularly high risk of
death.
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TABLE 2—Adjusted Hazards for
Mortality Among US Adults Aged
17 to 64 Years: NHANES III,
1988–2000
Characteristic
Insurance status
Privately insureda (Ref)
Uninsured
Ageb

Hazards Ratio
(95% CI)

1.00
1.40 (1.06, 1.84)
1.06 (1.05, 1.07)

Gender
Female (Ref)

1.00

Male

1.37 (1.13, 1.68)

Race/ethnicity
Non-Hispanic White (Ref)
Non-Hispanic Black

1.00
1.32 (0.98, 1.79)

Mexican American

0.88 (0.64, 1.19)

Other

0.46 (0.24, 0.90)

insurance not only improves health, but also may
be cost effective.36

TABLE 2—Continued
> 25–< 30

0.87 (0.66, 1.15)

‡ 30

0.89 (0.69, 1.15)

Poverty income ratioe

1.03 (0.95, 1.12)

Notes. BMI = body mass index (weight in kg divided by
height in meters squared); CI = confidence interval;
METs = metabolic equivalents.
a
For those with complete data for all characteristics;
excludes those covered by any government insurance.
b
Hazard ratio reflects risk for every 1-year increase in
age.
c
Smoked more than 200 cigarettes in lifetime.
d
Looking for work, laid off, or unemployed.
e
Combines family income, poverty threshold, and year
of survey to allow analysis of income data across the 6
years of NHANES III; less than 1 indicates less than
the poverty threshold. Entered into regression model
as a continuous variable. Hazard ratio represents
change for every 1 unit increase in the poverty income
ratio.

Exercise, METs/mo
‡ 100 (Ref)

1.00

< 100

1.05 (0.80, 1.38)

Smoking status
Nonsmoker (Ref)
Current smoker
Former smokerc
Drinking status,

1.00
2.02 (1.43, 2.85)
1.42 (1.09, 1.85)

alcoholic drinks/wk
< 6 (Ref)

1.00

‡6

1.38 (0.99, 1.92)

Education, y
‡ 12 (Ref)
< 12

1.00
0.98 (0.75, 1.27)

Employment
Not unemployedd (Ref)
Unemployed

1.00
1.40 (0.92, 2.14)

Self-rated health
Excellent (Ref)

1.00

Very good

0.67 (0.42, 1.09)

Good
Fair or poor

1.27 (0.84, 1.90)
2.26 (1.40, 3.64)

Physician-rated health
Excellent (Ref)

1.00

Very good

0.99 (0.77, 1.27)

Good

1.17 (0.90, 1.52)

Fair or poor

3.22 (2.26, 4.58)

Measured BMI
< 18.5
18.5–25 (Ref)

1.26 (0.69, 2.29)
1.00
Continued

The mechanisms by which health insurance
affects mortality have been extensively studied.
Indeed, the IOM issued an extensive report
summarizing this evidence.29 The IOM identified 3 mechanisms by which insurance improves
health: getting care when needed, having a
regular source of care, and continuity of coverage.
The uninsured are more likely to go without
needed care than the insured. For instance,
Lurie et al. demonstrated that among a medically indigent population in California, loss of
government-sponsored insurance was associated with decreased use of physician services
and worsening control of hypertension.28,29
The uninsured are also more likely to visit the
emergency department30 and be admitted to
the hospital31 for ‘‘ambulatory care sensitive
conditions,’’ suggesting that preventable illnesses
are a consequence of uninsurance.
The chronically ill uninsured are also less
likely to have a usual source of medical care,32
decreasing their likelihood of receiving preventative and primary care. Discontinuity of insurance is also harmful; those intermittently uninsured are more likely to die than the insured.13
All of these factors likely play a role in the
decline in health among middle-aged uninsured persons detected by Baker et al.33,34 This
trend appears to reverse at age 65, when the
majority gains access to Medicare coverage.35
Other studies suggest that extending health
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Limitations
Our study has several limitations.
NHANES III assessed health insurance at
a single point in time and did not validate
self-reported insurance status. We were unable to measure the effect of gaining or losing
coverage after the interview. Point-in-time
uninsurance is associated with subsequent
uninsurance.6 Intermittent insurance coverage
is common and accelerates the decline in health
among middle-aged persons.33 Among the nearelderly, point-in-time uninsurance was associated with significant decline in overall health
relative to those with private insurance.13 Earlier
population-based surveys that did validate insurance status found that between 7% and 11%
of those initially recorded as being uninsured
were misclassified.13 If present, such misclassification might dilute the true effect of uninsurance in our sample. We excluded 29.5% of the
sample because of missing data. These individuals were more likely to be uninsured and to
die, which might also bias our estimate toward
the null.
We have no information about duration of
insurance coverage from this survey. Further,
we have no data regarding cost sharing
(out-of-pocket expenses) among the insured;
cost sharing worsened blood pressure control
among the poor in the RAND Health Insurance Experiment, and was associated with
decreased use of essential medications, and
increased rates of emergency department use
and adverse events in a random sample of
elderly and poor Canadians.37,38
Unmeasured characteristics (i.e., that individuals who place less value on health eschew both health insurance and healthy
behaviors) might offer an alternative explanation for our findings. However, our analysis controlled for tobacco and alcohol use,
along with obesity and exercise habits. In
addition, research has found that more than
90% of nonelderly adults without insurance
cite cost or lack of employer-sponsored coverage as reasons for being uninsured,
whereas only 1% percent report ‘‘not needing’’ insurance.39 In fact, the variables included
in our main survival analysis may inappropriately diminish the relationship between
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insurance and death. For example, poor physician-rated health, poor self-rated health, and
unemployment may result from medically preventable conditions. Indeed, earlier analyses
suggest that the true effect of uninsurance is
likely larger than that measured in multivariate
models.13,40 In addition, Hadley found that
accounting for endogeneity bias by using an
instrumental variable increases the protective
effect of health insurance on mortality.40

Conclusions
Lack of health insurance is associated with
as many as 44 789 deaths per year in the
United States, more than those caused by
kidney disease (n = 42 868).41 The increased
risk of death attributable to uninsurance
suggests that alternative measures of access
to medical care for the uninsured, such as
community health centers, do not provide the
protection of private health insurance. Despite widespread acknowledgment that
enacting universal coverage would be life
saving, doing so remains politically thorny.
Now that health reform is again on the
political agenda, health professionals have
the opportunity to advocate universal coverage. j
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Millions of chronically ill, lacking insurance, can't get
needed care
Over 11 million Americans with chronic physical illnesses like heart disease, diabetes
and asthma are not getting the medical care they need because they don’t have health insurance,
a new study shows. The study provides the first national estimate of the number of uninsured
adults with these potentially serious but treatable conditions.
According to an article published in the Aug. 5 edition of Annals of Internal Medicine, a
leading medical journal, working-age adults with one or more chronic illnesses who reported
they were uninsured were nearly four times more likely than their insured counterparts to have
not seen a health professional within the past year (22.6 percent versus 6.2 percent). They were
also six times more likely to identify a hospital emergency room as their standard site for care
when sick (7.1 percent versus 1.1 percent).
“We have made dramatic advances in treatment of chronic illnesses like heart disease and
high blood pressure,” said Dr. Andrew Wilper, the study’s lead author. “But many Americans are
locked out of the system because they are uninsured and cannot afford this life-saving care.
“Many of these individuals end up with preventable emergency room visits,
hospitalizations, amputations, kidney failure or worse because their chronic condition has gotten
out of control,” he said.
Wilper’s team analyzed data from surveys conducted by the National Center for Health
Statistics. The team found that there are 11.4 million nonelderly adults with one or more chronic
conditions who lack health insurance, including 1.3 million who survived a heart attack or
stroke, 5.9 million with high blood pressure, 1.4 million with diabetes and 3.5 million with
asthma or emphysema. Individuals with at least one of these conditions, or with high cholesterol
or prior cancer (excluding minor skin cancers), were considered to have a chronic illness.
The 11.4 million figure represents about one-third of the total number of uninsured
people in the United States between the ages of 18 and 64. Altogether, about 47 million
Americans lacked health insurance in 2006, according to the U.S. Census Bureau.
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The authors say they may have underestimated the number of chronically ill persons who
lack insurance because the survey did not query participants about depression or other chronic
mental illnesses, and because undiagnosed physical diseases among the uninsured may be
common.
Uninsured people with chronic illnesses face serious obstacles to getting needed care,
Wilper said. But he also observed that people who are enrolled in high-deductible health plans
often face similar barriers to getting regular medical attention.
“Some plans, for example, require people to pay medical bills of $5,000 out-of-pocket
before their insurance kicks in,” he said. “These plans put people in the precarious state of being
underinsured, which is not that much better than lacking health insurance altogether.”
Wilper, who currently teaches at the University of Washington School of Medicine in
Seattle, was a fellow at Harvard University and the Cambridge Health Alliance when the study
was carried out.
Dr. Steffie Woolhandler, a co-author of the study, is an associate professor of medicine at
Harvard and a primary care physician in Cambridge, Mass. Woolhandler noted: “Some claim
that uninsured Americans can get the care they need in emergency rooms. But emergency rooms
may provide too little, too late for the millions of uninsured with chronic conditions. They need
regular medical monitoring, and a steady supply of medications to control their illnesses, and a
whole array of services that are out of reach for the uninsured.
“Only national health insurance can fix this broken system and save thousands of lives
each year,” she said.
####
Copies of the study are available at http://www.annals.org/cgi/content/abstract/149/3/170
“Chronically Ill and Uninsured: A National Study of Disease Prevalence and Access to Care in
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