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ABSTRACT 
 
 

President Barack Obama recently signed into law the most ambitious reform of 

the United State’s health insurance system since the creation of Medicaid and Medicare 

in the 1960s.  As a result, approximately 30 million currently uninsured Americans are 

expected to have access to affordable insurance in the coming years, and are 

consequently expected to have better access to needed health care services.   

Reform is unlikely to simplify the fragmented health insurance system.  Most 

Americans receive insurance through their or a family member’s employer.  Those who 

do not must seek insurance on the private market, where coverage is often only available 

to the young and healthy who can afford to pay.  Some low-income families may qualify 

for public coverage, as do nearly all of the nation’s seniors.  Often, different members of 

a family will receive coverage from different sources due to the fragmented nature of 

eligibility.  For example, some low-income children may qualify for public health 

coverage but their parents do not.     

While possessing insurance is an important predictor of access to health care 

services, the characteristics of insurance matter.  Individuals with unstable access to 

insurance – either those who experience periods of uninsurance or frequently change 
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insurance – have reduced access.  So do those whose insurance is inadequate, either 

because it does not have a robust provider or does not protect from financial risk. 

This analysis uses data from the nationally-representative 2007 Medical 

Expenditure Panel Survey in logistic regression models to compare individuals in 

families where all members are insured, but are insured through different sources of 

insurance, to individuals in families where all members are covered through the same 

source of insurance – as well as to individuals in families where some or all members are 

uninsured.  Access to health care services is measured by whether an individual was able 

to access needed care in the previous 12 months, whether an individual has a usual source 

of care other than the hospital, and whether an individual visited a medical provider 

during the year.   

The findings indicate that individuals in fully insured families with multiple 

sources of insurance do not have significantly different access to care than individuals in 

families with a single source of insurance.  However, the findings do indicate that 

children in partially or fully uninsured families are less likely to have a usual source of 

care than children in fully insured families, including those with mixed sources of 

insurance.  The findings suggest that expanding coverage through health reform, even 

without a focus on increasing family-based insurance, could improve basic access to 

health care.  More research on family insurance status may be warranted to determine if 

there are more subtle effects of having multiple sources of coverage on the quality of 

access to care.   
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INTRODUCTION 

For most Americans, insurance is what makes health care accessible and 

affordable.  There are many reasons why some individuals and groups have better access 

to the health care system than others: personal characteristics such as income and 

education, delivery system characteristics such as the availability of physicians, and 

health insurance characteristics (see for example Zuvekas and Taliaferro 2003; Fiscella et 

al. 2002; Newacheck et al. 2000).  While having insurance helps improve access, 

research has shown that the characteristics of health insurance also matter – from the 

ability of health insurance to protect individuals from financial risk to the stability of 

coverage over time (Schoen et al. 2008; Frederico et al. 2007).   

This study will look at whether an individual’s access to care is influenced by 

their family’s collective health insurance status.  A family’s eligibility for insurance in 

determined through a patchwork of private and public coverage sources, and this aspect 

of insurance may also be related to access to care.  The tax treatment of employer-based 

health insurance made it the bedrock of coverage for America’s families throughout 

much of the second half of the 20th century.  However, rising costs have led some 

employers to end subsidies for family coverage or raise employee premium contributions 

to unaffordable levels (Kaiser Family Foundation and Health Research & Educational 

Trust (HRET) 2009).  Public health insurance programs operate with complex eligibility 

rules based on age, income, disability and family status.  An increasing number of 

Americans – 46.3 million as of 2008 – are uninsured and outside the system (DeNavas-

Walt, Proctor and Smith 2009).  The result is that many families have mixed sources of 
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health coverage, with some members covered by private insurance, others by public 

coverage, and, all too often, some members of the family are left uninsured.   

This study hypothesizes that the increased administrative hassles of mixed sources 

of insurance – including family members potentially having different provider networks, 

cost sharing, premium payments and renewal requirements – diminish access to care.  

This analysis looks at how family insurance status influences the likelihood an individual 

has access to care.  Using data from the 2007 Medical Expenditure Panel Survey 

(MEPS), the study population is individuals under the age of 65 who live in families of at 

least two individuals with at least one adult.  Access to care is measured several ways: 

first, how likely an individual was to receive medical care or prescription drugs that they 

or their doctor believed was necessary in the previous 12 months.  Second, how likely an 

individual is to have a usual source of care provider other than a hospital emergency 

room.  Finally, this analysis looks at how likely an individual was to have visited a 

medical provider in the previous year.  The analysis holds constant an individual’s 

insurance characteristics, individual and family demographics and the individual’s health 

status.   
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BACKGROUND 

There are three primary sources of health coverage in the United States: the 

private group market (predominately employer-based insurance), the private non-group 

(or individual) market and public programs.  The recently enacted health reform 

legislation will not change this basic structure.  Health reform expands access to public 

programs, encourages employers to continue to provide coverage to employees, and 

improves access to individual insurance coverage through the creation of insurance 

exchanges. 

Approximately 60 percent of Americans under age 65 had employer-sponsored 

coverage in 2008 (Kaiser Family Foundation and HRET 2009).  Employers decide if they 

want to offer insurance, which types of employees are eligible, and if they will also offer 

coverage to employees’ families.  Whether or not an employer will offer insurance varies 

greatly by the characteristics of the employer.  Larger firms are more likely to offer 

coverage, as are firms that employ more full-time, high-wage or union employees (Kaiser 

Family Foundation and HRET 2009).  This means that part-time workers, low-wage 

workers and non-union employees are less likely to have access to coverage through their 

employer. 

While insurance is available on the private market for individuals to purchase, 

that market is difficult to access for those with pre-existing conditions or whose weight, 

age or gender make them appear a higher risk to insurance companies.  In most states, if 

these individuals are not denied coverage outright, they face higher premiums or 

exclusion riders that limit their coverage for the medical conditions for which they most 
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need coverage (Collins et al. 2006).  This can leave some members of a family better able 

to access care on the individual market than others. 

Public coverage programs provide coverage specific categories of individuals.  

Medicaid and the Children’s Health Insurance Program (CHIP) primarily cover low-

income children and families, but also low-income seniors and disabled individuals.  

Medicare has succeeded in creating nearly universal coverage among those over age 65, 

and also provides coverage for some disabled individuals of all ages (Kaiser Family 

Foundation 2009).  However, eligibility rules for programs targeted at low-income 

individuals have further fragmented coverage availability.  The federal government sets 

minimum eligibility rules for Medicaid and CHIP based on family income and category.  

Thus, the minimum income eligibility level is often different for pregnant women, 

working parents, children of different ages and the disabled.  Those rules vary by state as 

many states have chosen to raise income eligibility levels for at least some categories of 

beneficiaries.  Both Medicaid and CHIP programs are also only available to citizens or 

certain categories of documented immigrants.  While many of these policies have 

expanded coverage for low-income families, they have made it more likely that all 

members of the same family are not eligible for the same program.  This fragmentation in 

public programs will continue under health reform. 
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LITERATURE REVIEW  

Existing research has documented the fragmentation in the U.S. health insurance 

system, and the relationship that has with a family’s likelihood of having insurance from 

multiple sources.  While a number of studies have investigated the link between an 

individual’s insurance status and type and his or her health care access, research on the 

influence of family health insurance status on an individual’s health care access and 

utilization is limited.  Most of this work has centered around children and how their 

access and utilization is largely dependent on their parents’ characteristics, such as a 

parent’s insurance status, care utilization, and familiarity and comfort with the health care 

system.   

Fragmented Eligibility Rules Lead to Mixed Sources of Insurance for Families 

Millions of Americans live in families where they are eligible for or receive 

health insurance from a different source than the other members of their families, largely 

because of public program eligibility rules and the changing dynamics of employer-based 

coverage.   

Hudson (2009) used the Medical Expenditure Panel Survey (MEPS) data from 

1996 to 2005 to look at mixed eligibility of children in American families using KIDSIM, 

a microsimulation model.  KIDSIM was developed using MEPS data by the Agency for 

Healthcare Research and Quality’s (AHRQ) Division of Modeling and Simulation in the 

Center for Financing, Access, and Cost Trends, which also conducts the MEPS survey.  

In 1996 (prior to the CHIP program), nearly 2 million families had children with mixed 

eligibility primarily because one (usually younger) child was eligible for pubic insurance 
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through Medicaid and another (usually older) was not.  After the introduction of the 

CHIP program, mixed eligibility was more often defined by eligibility for both Medicaid 

and CHIP among a family’s children.  This was the case for 62 percent of the 1.43 

mixed-eligibility million families in 2005.  For the remaining 38 percent of mixed-

eligibility families, at least one child was ineligible for public coverage, often due to 

immigration status.  State public coverage program rules play a large role, as states with 

more eligibility categories tend to have higher rates of mixed eligibility families.   

The patterns of mixed eligibility among children and their parents vary because 

parents are more likely to be eligible for employer-based coverage and less likely to be 

eligible for public coverage compared to their children.  Monheit and Vistnes (2005) 

found that employer-based coverage for dependents declined significantly from the mid-

1980s to mid-1990s, largely due to the rising cost of care and this rising availability of 

public coverage for children.  Using MEPS, Schone and Vistnes (2008) found that while 

the proportion of families that were fully insured remained fairly steady between 1997 

and 2005, private insurance declined and public insurance increased.  Often, parents 

enroll themselves in private insurance and their children in public coverage programs.   

Davidoff and colleagues (2001) found that 11 percent of children had a different 

insurance status than their primary parent (the one most knowledgeable about their 

child’s insurance status); most were covered with an uninsured primary parent (7.3 

percent), some had a different source of insurance than their insured primary parent (2 

percent), and others were uninsured with an insured primary parent (1.7 percent).   The 

study also found that parents and children in low-income families were twice as likely to 
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have different insurance sources or types of coverage compared to higher income 

families. 

Fragmented sources of coverage among siblings and among children and their 

parents can be a barrier to insurance.  Kronebusch and Elbel (2004) found that in states 

with separate Medicaid and CHIP programs, eligible children took up public coverage at 

rates that were 2 to 3 percentage points lower than for states that provided Medicaid and 

CHIP coverage in the same program.  Hudson (2009) also found that separate Medicaid 

and CHIP programs and additional eligibility categories increase the likelihood of 

uninsurance among children eligible for those programs.  Reducing fragmentation in 

eligibility rules increases take-up and stability of public coverage.  Dubay and Kenney 

(2003) found a 20 percent increase in participation when Medicaid programs cover 

parents and children compared to programs covering just children, controlling for the 

structure of the program, and characteristics of the children, parents and family.   

Retention rates are also affected by fragmented eligibility between Medicaid and 

CHIP programs.  Sommers (2006) found that when both parents and children are enrolled 

in Medicaid, eligible children are much less likely to drop out of coverage, while 

controlling for geographic and demographic characteristics.  In an earlier study, Sommers 

(2005) found that in states with separate Medicaid and CHIP programs, children were 45 

percent more likely to drop out of coverage despite continued eligibility.  Somers 

controlled for demographics and other characteristics of states’ public coverage 

programs, including the difficulty and frequency of a state’s program renewal 

requirements. 
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Insurance and Access to Care 

Research has documented the importance of health insurance generally in 

determining access to care.  In 2009, the Institute of Medicine published a survey of 

research comparing insured and uninsured individuals.  Of adults with a number of 

chronic and acute medical conditions, those with insurance are more likely to have good 

health outcomes.  Children with insurance are more likely to have a usual source of care, 

to have regular well-child care visits and to receive preventative care.  Both insured 

adults and children are more likely to receive a timely diagnosis of health conditions.  

However, research has also shown that unstable or incomplete insurance coverage can 

impede access to coverage.   

However, the characteristics of health insurance have also been found to affect 

access.  Newacheck and colleagues (1998) found that children with Medicaid have 

improved access to care across many dimensions compared to poor uninsured children, 

but that in some ways they still lag behind nonpoor children with private insurance.  For 

example, Medicaid improves utilization of care, but still leaves children more likely to 

have unmet health needs and less likely to have a usual source of care.  Coughlin and 

colleagues (2005) compared Medicaid beneficiaries to low-income privately insured 

individuals and again found that Medicaid did as well in some but not all measures of 

access.  Research has shown several reasons why patients may not have as broad access 

to care through Medicaid as through private insurance, including low physician payment 

rates (Zuckerman et al. 2004), payment delays and other administrative burdens 

(Cunningham and O’Malley 2009).    
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If the richness of an insurance program’s provider network matters in influencing 

access to care, so does the richness of its coverage.  Research on the phenomenon of 

underinsurance shows that if insurance does not protect individuals from high out-of-

pocket costs, it does not improve access to care.  Schoen and colleagues (2008) found 

that 25 million adults in the United States are underinsured, meaning that they have high 

financial exposure to health care costs relative to income.  Underinsured adults are just as 

likely as uninsured adults to delay care due to costs, controlling for other characteristics 

such as income and health status.   

Discontinuity of coverage can also create barriers to care for patients.  Cummings 

and colleagues (2009) found that even short periods of uninsurance for children can 

reduce access to care, including reducing the likelihood of having a usual source of care 

and increasing the likelihood of delaying care.  Longer periods of uninsurance also are 

associated with lower utilization, including a reduced likelihood of receiving preventative 

care and having visited a doctor and an increased likelihood of delaying care.  

This study will analyze another characteristic of insurance: whether being in a 

family where members have insurance from multiple sources influences an individual’s 

access to and utilization of health care.  What little research exists on the connection 

between insurance status for a family and access to care for members of that family has 

focused on the influence of parental uninsurance on a child’s access to care.   The 

following studies are most similar to the analysis presented in this paper, but do not 

directly address the relationship between access to care and having mixed sources of 

insurance within a fully insured family. 
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Davidoff and colleagues (2003) used data from the 1999 National Survey of 

America’s Families to look at families below 200 percent of the federal poverty level and 

found that a parent’s insurance status was a predictor of their child’s access to care.  The 

probability that low-income children with any type of insurance whose parents were 

uninsured had seen a medical provider in the previous year was reduced by 4.1 

percentage points compared to low-income, insured children with insured parents.  The 

effect is even stronger among privately insured low-income children whose likelihood of 

having seen a medical provider in the previous year decreases by 9.6 percentage points if 

they have uninsured parents.  The likelihood of a child having a usual source of care 

other than an emergency department was not significantly related to a parent’s insurance 

status.  Gifford and colleagues (2003) found similar results in looking at utilization of 

well-child care.   

A study of California children eligible for public programs by Guendelman and 

colleagues (2006) compared access and utilization for children with uninsured parents 

with those whose parents had some type of coverage.  The analysis found that children 

with uninsured parents were less likely to have a usual source of care but just as likely to 

have utilized care as children with insured parents.  However, this study did not consider 

the stability or history of insurance for children, and did not distinguish between families 

where children and parents are insured but have the same or different sources of 

insurance. 

The connection between a parent’s use of health care and their children’s suggests 

that it is not just a parent’s insurance status but their own utilization of care that matters.  
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Hanson (1998) found a positive relationship between parents’ and children’s utilization 

of services for both insured and privately insured children, although the relationship was 

stronger for privately insured, while controlling for a number of demographic 

characteristics, health status and parents’ insurance status.   

 

 



12 
 

CONCEPTUAL FRAMEWORK AND HYPOTHESIS 

This study seeks to better understand whether individuals in fully insured families 

with multiple sources of health insurance are more or less likely to have easy access to 

sources of primary care and needed medical care compared to individuals in fully insured 

families with a single source of insurance.   

Access to Care 

At the very basic level, access can be understood as whether or not an individual 

receives the care they need.  However, access to care is multidimensional and complex in 

practice, including the ease and convenience of accessing care, the timeliness of care, and 

the quality of care received.  Access can be understood as not just access to a provider, 

but to the provider of choice as well as the treatments an individual wants or needs, and 

the information and follow-up individuals need to get and stay healthy. 

Factors Influencing Access and Utilization 

There are a wide range of factors that influence whether an individual has access 

to health care in the United States.  Those factors have generally been grouped into two 

broad categories: individual characteristics and the characteristics of the health care 

system (Aday and Andersen, 1974).  The focus of interest for this study is the enabling 

individual characteristic of health insurance coverage.  This is not to say that these factors 

are not interrelated.  In fact, an individual’s personal and cultural characteristics likely 

have a strong correlation with their health insurance status and the health care system 

available to them.  Together, understanding these factors can give us a strong picture of 

the likelihood of an individual’s having access to care and using it as needed. 
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Individual Characteristics 

Certain individual characteristics are associated with better access to and 

utilization of health care.  For example, individuals with higher family income and higher 

education status are more likely to have access to primary care (Roberts 2006).  Those 

who have more positive attitudes about medical care or who believe that they need health 

care (such as those with medical conditions) may be more likely to seek out medical care 

(Rhoades 2005).  Other relevant factors include race, employment, age, immigration 

status, language abilities and family composition (Culica et al. 2002; Liang 2006, Roberts 

2006).  For children, their parents’ individual characteristics likely matter as well (Flores 

et al. 1999). 

Health System Characteristics 

The resources available in the delivery system and how well they are organized 

likely influence how well individuals are able to access and use health care services.  

These factors include the availability of appropriate providers – both primary care and 

specialists – in one’s community, in one’s insurer’s provider network, or in the safety net 

for the uninsured (Cunningham and Nichols 2004).  This would also include the 

proximity of providers, and wait times to get appointments to see those providers, 

although some research has found delivery system characteristics to matter less in 

predicting access than individual characteristics (Grumbach et al. 1997).   

Health Insurance Characteristics 

As noted, these delivery system characteristics vary for many Americans by their 

health insurance status.  In the United States, health insurance is a critical vehicle for 
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most individuals in accessing the health care system.  Health insurance lowers the 

financial costs of seeking health care for patients, making it more likely an individual will 

seek care.  Health insurance also makes patients more attractive to providers, who then 

face a lower financial risk of not receiving payment for services rendered.  Studies have 

documented the relationship between insurance and access, showing that health insurance 

is strongly correlated with having a usual source of care, having fewer unmet health 

needs and having recently seen a doctor – all typical indications of care access and 

utilization.   

However, not all health insurance has an equal effect on access to care.  The 

stability of health coverage matters, with even brief periods of uninsurance correlating to 

reduced access and utilization (Cummings 2009; Frederico et al. 2007).  In addition, the 

type of health insurance an individual possesses also influences their access and 

utilization of care.  Private health coverage is correlated with the highest levels of access 

and utilization (Berk and Schur 1998; IOM 2009).  This may be because private coverage 

reimburses providers at higher rates, or because individuals who are more likely to have 

private coverage are more likely to use it in seeking care.  Safety net public coverage 

programs, with often low provider reimbursement rates and lower-income and less 

educated enrollees, are associated with lower access than private insurance, but higher 

access than uninsured.  The quality of an insurance plan also matters – if it covers needed 

services and adequately protects policyholders from financial burdens.   

This study tests the hypothesis that even if all members of a family have health 

insurance, if they receive their insurance from multiple rather than a single source, this 
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will create sufficient barriers that will reduce an individual’s access to health services.  

Families with multiple sources of insurance may have reduced access for a number of 

reasons.  The complexity of juggling multiple insurance plans – including different cost 

sharing structures, provider networks and administrative rules – may mean that they have 

less confidence in navigating the health care system or are less willing to navigate the 

system even if they need care.  Alternatively, families which have made the effort to 

obtain coverage from multiple sources may be more motivated to obtain coverage 

because they highly value access, and thus more likely to seek out care. 
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DATA AND ANALYSIS PLAN 

Data Source 

This project uses data from the 2007 consolidated data file of the household 

component of the Medical Expenditure Panel Survey (MEPS) produced by the Agency 

for Healthcare Research and Quality (AHRQ).  MEPS is a nationally-representative 

survey of the U.S. civilian, non-institutionalized population.  MEPS collects data on 

utilization, expenditures, and payments in the health care system, as well as health 

insurance status and a number of individual and family health status, demographic and 

socioeconomic characteristics.  

MEPS uses an overlapping panel design, where each panel is a subsample of the 

families that participated in the previous year’s the National Health Interview Survey 

(NHIS) conducted by the National Center for Health Statistics.  The survey oversamples 

for subsections of the population, such as racial and ethnic minorities and low-income 

households, and uses weighting to provide nationally representative data.  Once a family 

is selected, one adult with the best knowledge of their family members is interviewed to 

collect information on all members of the family, including children.  Each panel of 

families is interviewed, in person, five times in two and a half years.  The MEPS data file 

used in this analysis consolidates the results from the three in-person interview sessions 

which were conducted over the course of 2007 for each of two panels: for panel 11, 

rounds 3, 4 and 5 were used; for panel 12, rounds 1, 2 and 3 were used.  The MEPS 2007 

full year consolidated data file contains information on a total of 30,964 individuals of all 

ages, with a response rate of 56.9 percent (AHRQ 2009). 
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Study Population 

The level of analysis for this study is the individual and the study population is 

individuals under age 65 living in families of two or more individuals where at least one 

family member is 18 years old or older.  The total study population is 20,930 individuals, 

including 11,956 adults between the ages of 19 and 64 and 8,974 children under age 19. 

The study population is limited first to individuals in families of at least two 

people in order to analyze the effects of a family’s insurance status – whether all 

members have the same insurance, different sources of insurance, or are uninsured – on 

an individual’s access to and utilization of health insurance.  This study defines families 

using the MEPS “health insurance eligibility unit” (HIEU) groupings.  HIEUs generally 

are groups of individuals living together whose family relationships would make them 

likely to be eligible for dependent coverage.  For example, unmarried couples may be 

linked in an HIEU if they have a child together.  In addition, young adult college students 

are linked to their parents’ HIEU even if they do not live in the same home.  This study 

further restricts the definition of a family to groups where at least one member was over 

age 18; this excludes families of just children, for example siblings in foster care. 

The study population is also restricted to those under age 65.  As the analysis is 

focused on the influence of varying sources of insurance, those over age 65 are excluded 

as they are overwhelmingly likely to have Medicare as their primary insurance.  Although 

not included in the analysis, individuals over age 65 are considered in the creation of 

family-level variables.  This allows individuals under age 65 in families with individuals 
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over age 65 to be included in the sample, and for the insurance status of those over 65 to 

be included in the family insurance status variable. 

Family Health Insurance Status 

The study population was divided into four different groups based on their family 

health insurance status.  For this analysis, family health insurance status was constructed 

by determining if individuals had the same or different sources of insurance using the 

eight different categories of insurance for an individual recorded by MEPS.  These 

categories are: employer or union-sponsored insurance, TRICARE and CHAMPVA 

(insurance plans for military and veteran’s families), self-employed insurance (for groups 

of one), Medicaid and CHIP, Medicare, non-group/individual insurance, non-employer 

group insurance, and private insurance from an unknown source.     

Although individuals can report more than one source of health insurance, for this 

analysis individuals with multiple sources of insurance were assigned to one insurance 

source.  Insurance type was assigned hierarchically.  Medicare was considered to be a 

primary source of health insurance, as individuals are likely to hold only wrap-around 

coverage in addition.  Then individuals were assigned by whether they had employer-

based insurance, private insurance and lastly Medicaid or CHIP.  Individuals with 

unknown source of private insurance and another source of insurance were categorized 

based on the type of known insurance.  Individuals with none of these types of insurance 

were categorized as uninsured.    

The four categories of family insurance status are: 
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• Single Source: Families where every member of the family is insured, and 

every member of the family has insurance through the same source (based 

on the eight insurance categories). 

• Mixed Source: Families where every family member is insured, but at 

least two members of the family have insurance through different sources. 

• Insured and Uninsured: Families where at least one member of the family 

is uninsured and at least one is insured.   

• Uninsured: Families where every member is uninsured. 

While the MEPS consolidated data file contains insurance information for each 

individual for each month of 2007, individual insurance status and family insurance 

status are constructed as point-in-time estimates for December 2007.   

The MEPS individual insurance data held several limitations for this study.  For 

example, individuals with Medicaid and individuals with CHIP are considered to have 

the same type of insurance.  Also, MEPS does not provide enough information to 

determine if two family members with employer-based insurance have insurance through 

the same or different employers.   

Regression Models 

This study uses the logistic regression model technique to test the effect of a 

single set of independent variables on the probability an individual has a particular 

outcome for three different dependent variables measuring access to and utilization of 

health care.  The basic regression model used is: 
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Dependent Variable = β1Family Health Insurance Status + β2Individual Insurance Status 

Characteristics + β3Individual Demographic Characteristics + β4Family Demographic 

Characteristics + β5Health Status Characteristics 

The three dependent variables in this analysis are: able to get needed medical care 

and prescription medicines in the past 12 months, has a usual source of care other than 

the hospital ER, and visited a medical provider during the year.   

For each dependent variable a separate model was run for children (under age 19) 

and adults (between 19 and 64 years of age) because the populations have different health 

care needs, and their access is differently influenced by the independent variables.  The 

adult and child models also contained several different independent variables.  For 

example, an adult’s own education was used in the adult model.  In the children’s model, 

the child’s own educational level was not hypothesized to have an influence on access to 

care and was highly correlated with the child’s age.  Instead, the children’s model 

included a variable constructed based on the highest level of education attained by any 

member of the family to capture the effect of parental education on a child’s access to 

care.  Also, for the  medical condition diagnosis variables included in the adult model, 

MEPS collected data for children only for asthma, and thus this was the only medical 

condition diagnosis variable included in the children’s model.   

Dependent Variables 

Ability to Get Needed Care: This variable indicates whether an individual, over 

the previous 12 months, was unable to receive “medical care, tests, or treatments they or 
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a doctor believed necessary” or “prescription medicines they or a doctor believed 

necessary” (MEPS Questionnaire 2007).   

Usual Source of Care: This variable indicates whether an individual has a usual 

source of care provider or not.  Individuals who indicated they used an emergency room 

in a hospital as their usual source of care were coded as not having a usual source of care.   

Visited Medical Provider: This variable indicates whether or not an individual 

visited a medical provider in 2007.  For this variable, medical providers are defined as 

physicians or non-physicians such as chiropractors, nurses, nurse practitioners, 

optometrists, physician’s assistants, physical therapists, psychologists, social workers and 

others (AHRQ 2009). 

Health Insurance Status Variables 

Family Health Insurance Status:  The four categories of family insurance status 

are: 

• Single Source: Families where every member of the family is insured, and 

every member of the family has insurance through the same source (based 

on the eight insurance categories). 

• Mixed Source: Families where every family member is insured, but at 

least two members of the family have insurance through different sources. 

• Insured and Uninsured: Families where at least one member of the family 

is uninsured and at least one is insured.   

• Uninsured: Families where every member is uninsured. 
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Having all members of a family insured is expected to increase the likelihood an 

individual has access to care, although a family with a sole source of insurance is 

hypothesized to have better access than a family with mixed sources of coverage.  

Likewise, while any uninsurance in a family is expected to decrease access, having all 

members of a family uninsured should have a bigger effect. 

Health Insurance Transitions: This variable indicates whether or not an individual 

has changed their health insurance source or status in the past year.  The variable was 

constructed using the monthly insurance variables in MEPS, both monthly type of 

insurance source categories and whether an individual was uninsured.  Any movement 

from one type of insurance to another, or from being insured to uninsured or vice versa, 

was counted as a transition.  Transitioning between health insurance sources or status is 

expected to reduce the likelihood of an individual having access to care as an individual 

may need to change provider networks, or may face a new deductible. 

Individual Demographic Characteristics 

Race:  This is a set of binary variables indicating whether an individual is white, 

black or other.  The other category includes American Indians/Alaska Natives, Asians, 

Native Hawaiians/Pacific Islanders and those reporting multiple races.  Whites are 

expected to have a higher likelihood of access to care than others based on previous 

literature (IOM 2009). 

Hispanic Ethnicity:  This variable indicates whether an individual reported being 

Hispanic.  Hispanics are expected to have a lower likelihood of access to care based on 

findings in previous literature (IOM 2009). 
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Age:  For each individual, age is calculated as of December 31, 2007 using the 

individual’s reported birthday and birth year, or a birthday and birth year imputed by 

MEPS.  Younger children are expected to have a higher likelihood of access to care than 

older children because of the need for vaccinations and other well-child care.  Older 

adults are expected to have a higher likelihood of access to care than younger adults as 

they are more likely to need and be motivated to seek out care. 

Sex:  As women tend to use health care more often than men, women are expected 

to have a higher likelihood of access to care (ARHQ 1996). 

Education: Adults in the sample were grouped into four education categories 

based on the highest level of education attained.  Those categories are: did not complete 

high school, general equivalency or high school diploma, bachelor’s or other degree, and 

advanced degree.  This variable is only included in the model for adults.  More highly 

educated individuals are expected to be more likely to have access to care.  

Family Demographic Characteristics 

Poverty Status: Individuals are grouped into categories based on their family 

income as a percentage of the federal poverty level (FPL).  MEPS calculates an 

individual’s poverty using the income, family and poverty characteristics, which account 

for total family income from multiple sources as well as family size and composition.  

Families are grouped as poor (below 100 percent of the FPL), near poor (100 to less than 

125 percent of the FPL), low income (125 to less than 200 percent of the FPL), middle 

income (200 to less than 400 percent of the FPL), and high income (400 percent of the 
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FPL and higher).  Individuals with low incomes are expected to have a reduced 

likelihood of having access to care compared to higher income individuals. 

Language Spoken in the Home: This variable indicates whether the primary 

language spoken in an individual’s home is English or not.  MEPS differentiates between 

Spanish-language households and households speaking all other languages, but those 

categories are combined in this analysis.  English speakers are expected to have higher 

likelihood of access to care. 

Family Size: This variable indicates the number of individuals living in a family 

as defined by the MEPS HIEU.  Individuals in larger families may have reduced 

likelihood of access to care due to the time constraints imposed on members of large 

families. 

Parental Education Status:  This variable indicates the highest level of education 

achieved by any member of a family.  As described above, those categories are less than 

high school, high school or equivalent, bachelor’s or other degree and advanced degree.  

This variable is only used in the model for children.  Children with more highly educated 

parents are expected to have a higher likelihood of access to care. 

Health Status Characteristics 

Perceived Health Status:  MEPS participants were asked to rate their health status 

compared to others of their age as excellent, very good, good, fair and poor.  This 

analysis uses responses from the middle panel interview, and groups the responses into 

three categories: one for those in excellent, very good and good health, one for those in 

fair health and one for those in poor health.  Individuals with lower health status are 



25 
 

expected to be more likely to have visited a medical provider in 2007 and to have a usual 

source of care other than an emergency department.  However, given that individuals 

with reduced health status are more likely to seek care, they also may be more likely to 

have not received needed care or prescription medicines.  

Medical Conditions:  This is a set of variables indicating whether an individual 

has ever been diagnosed with a chronic medical condition, which may increase the need 

for health care services.  Those medical conditions are asthma, diabetes, high blood 

pressure, high cholesterol, heart disease and emphysema.  Diagnosis information for most 

of those conditions was not collected for children, and asthma is the only medical 

condition included in model for children.  Having medical conditions is expected to have 

a similar influence on access to care as reduced health status. 
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RESULTS 

Descriptive Statistics 

This study’s sample includes 20,930 individuals – 11,956 adults between the ages 

of 19 and 64 and 8,974 children under age 19 – who represent a population of 

approximately 195 million Americans who live in families of at least two individuals (see 

Table 1).  Among the adult population, 64.2 percent live in families where every member 

is insured and has the same source of health insurance.  A smaller proportion of the child 

population, 59.3 percent, lives in families with a single source of coverage for all family 

members.  For 11.1 percent of adults and 10.3 percent of children the family had “mixed 

sources of insurance” – that is, every member of their family is insured but at least two 

members have different sources of insurance.  A higher proportion of children – 23.6 

percent – live in families where some members of their family are insured and some are 

uninsured than adults (17.4 percent).  Similar rates of adults (7.1 percent) and children 

(6.7 percent) live in families where every family member is uninsured. 

Only a small proportion of adults and children – 3.7 and 1.5 percent, respectively 

– were unable to receive medical care or prescription medicines they or their doctors 

believed they needed over the previous 12 months.  Of children in the study population, 

89.4 percent have a usual source of care other than the hospital emergency room 

compared to 76.7 percent of the adult population.  Similar proportions of the adult study 

population (72.5 percent) and the child study population (71.8 percent) visited a medical 

provider in the previous year.   
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Adults in the study population are uninsured at a higher proportion (17.9 percent) 

than children (12.4 percent).  Insured adults are more often insured through an employer 

(70.5 percent) than children (53.3 percent) and less likely to have public insurance (5.7 

percent) than children (28.8 percent).  Most adults and children in the population had the 

same insurance all year (87.5 and 82.1 percent, respectively). 

While most of the adult and child study populations are white, the child study 

population was more racially diverse, which higher proportions of children reporting 

being black or another race or of Hispanic ethnicity.   

The most common level of education reported by adults (48.3 percent) was 

having graduated high school or received a general equivalency diploma (GED), 

followed by having a bachelor’s or other degree (28.8 percent).  The highest level of 

education in families for children largely tracked those proportions.  Nearly half of adults 

in the study population have a family income over 400 percent of the FPL (47.4 percent), 

compared to just 30.0 percent of children.  Children in the study population live in 

poverty at much higher rates (17.8 percent) than adults (9.1 percent).  Children are also 

more likely to live in homes where the primary language is not English (15.9 percent 

compared to 12.8 percent of adults) and more likely to live in large families, with an 

average of 4.1 family members compared to an average family size of 3.1 people for 

adults. 

While most adults and children in the study population are in good or better health 

(89.7 and 97.9 percent, respectively), adults are more likely to be in poor (2.3 percent) or 

fair health (8.0 percent).  Of the child study population, 10.5 percent have been diagnosed 
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with asthma compared to 8.6 percent of the adult population.  The medical conditions 

adults were most likely to have been diagnosed with are high blood pressure (22.0 

percent) and high cholesterol (23.1 percent).    
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Table 1: Distribution of Adult and Child Study Populations, by Characteristics 
Un-weighted Weighted 

 Characteristic Adults Children Adults Children 
Total Study Population (Number) 11,530 8,614 1,19 

million 
75 

million 
Total Study Population (Percent) 100 100 100 100 
     

Access and Utilization Outcomes         

Able to Receive Necessary Medical Care  
or Prescription Drugs 

 

Yes 95.9 98.6 96.4 98.7 
No 4.1 1.4 3.7 1.5 

Has Usual Source of Care Provider  
Other than Emergency Department 

Yes 73.7 87.5 76.8 89.4 
No 26.3 12.5 23.2 10.6 

Visited Medical Provider in Prior 12 Months    
Yes 69.5 67.3 72.5 71.8 
No 30.5 32.7 27.5 28.2 

     

Health Insurance Status Variables         

Family Health Insurance Status     
Same Source of Insurance 58.4 51.4 64.3 59.4 
Mixed Sources of Insurance 10.9 10.5 11.1 10.2 
Insured and Uninsured 22.2 30.5 17.4 23.6 
All Uninsured 8.5 7.6 7.1 6.8 

Individual Health Insurance Status    
Employer-Sponsored Insurance 62.2 40.6 70.5 53.3 
Medicaid or CHIP  8.7 40.8 5.7 28.8 
Medicare  2.5 1.0 2.0 0.9 
Individual or Private Insurance 2.3 1.9 2.7 2.5 
Uninsured 23.4 13.7 17.9 12.4 
Missing 1.0 2.0 1.1 2.1 

Health Insurance Transition in 2007    
Same Insurance  86.1 80.0 87.5 82.1 
Changed Insurance  13.9 20.0 12.5 18.1 
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Individual Demographic Variables         

Age (in Years)     
0 to 4 Years 0.0 23.7 0.0 24.7 
5 to 18 Years 0.0 100.0 0.0 75.3 
19 to 24 Years  8.6 0.0 8.5 0.0 
25 to 44 Years 48.2 0.0 46.8 0.0 
45 to 64 Years 43.3 0.0 44.8 0.0 

Sex     
Female 57.5 48.8 55.2 49.1 
Male 42.5 51.2 44.8 51.0 

Race     
White 77.9 71.8 82.0 76.9 
Black 13.8 19.5 10.1 14.9 
Othera 8.3 8.6 7.9 8.4 

Hispanic Ethnicity     
Hispanic 25.3 34.6 14.6 20.8 
Non-Hispanic 74.7 65.4 85.4 79.3 

Education (Own for Adults;  
Highest in Family for Children) 

 

Less than High School 19.7 21.4 12.7 11.8 
High School Diploma or GED 47.8 44.6 48.3 43.2 
Bachelor’s or Other Degree 24.3 24.6 28.8 31.3 
Advanced Degree 8.2 9.4 10.3 13.7 

     

Family Demographic Variables         

Family Poverty Status      
Poor (< 100% FPL) 14.0 28.0 9.1 17.8 
Near Poor (100-125% FPL) 4.7 7.3 2.8 5.2 
Low Income (125-200% FPL) 14.8 19.2 10.8 15.0 
Middle Income (200-400% FPL) 29.5 26.7 29.7 32.1 
High Income (> 400% FPL) 37.1 18.8 47.4 30.0 

Language Spoken in Home     
English 79.3 74.3 87.2 84.1 
Language Other than English 20.7 25.7 12.8 15.9 

Number of People in Family (Mean) 3.2 4.2 3.1 4.1 
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Health Status Variables         

Perceived Health Status     
Excellent, Very Good or Good 87.6 97.4 89.7 97.9 
Fair 9.6 2.3 8.0 2.0 
Poor 2.9 0.3 2.3 0.3 

Ever Diagnosed with Medical Conditions 
Asthma 8.4 11.0 8.6 10.5 
Diabetes 7.1 0.0 6.3 0.0 
High Blood Pressure 22.9 0.0 22.0 0.0 
High Cholesterol 22.7 0.0 23.1 0.0 
Heart Disease 6.5 0.0 6.6 0.0 
Emphysema 0.8 0.0 0.7 0.0 

Source: Author analysis of data from the 2007 Household Component of the Medical 
Expenditure Panel Survey. 
Notes: FPL is federal poverty level.  

a. Other race category includes American Indians, Alaska Natives, Asians, Native 
Hawaiians, Pacific Islanders and those reporting multiple races.   
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Descriptive Statistics for Adults by Family Insurance Status 

Adults in families with mixed sources of insurance do not appear to differ greatly 

in their access to care from adults in families with a single source of insurance for any of 

the three measures (see Table 2).  However, there was a difference in access to care for 

adults in families where all members were insured (through a single or mixed source) 

compared to adults in families where some or all members were uninsured.   

Of adults in families where every member had insurance from the same source, 

97.7 percent reported being able to access needed care and medicine, which is similar to 

adults in families where all members have insurance, but from mixed sources (96.1 

percent).  Individuals from families where some or all members are uninsured are less 

likely to report having access to needed care and medicine (92.6 and 91.5 percent, 

respectively). 

Having a usual source of care provider other than the hospital emergency 

department (ED) differs more noticeably among adults with different family health 

insurance status.  Most adults in fully insured families – whether or not family members 

have the same or mixed sources of insurance – are much more likely to have a usual 

source of care provider (82.7 and 82.8 percent, respectively) than adults in families where 

some or all members are uninsured (58.7 and 57.0 percent, respectively).  Likewise, 

adults in families where all members were insured were more likely to have visited a 

medical provider in the prior 12 months (77.0 to 78.1 percent, respectively) compared to 

adults in families where some or all family members are uninsured (59.4 and 54.3 

percent, respectively). 
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Table 2: Distribution of Access to Care for Adults by Family Insurance Status 
 Same 
Source  

Mixed 
Sources  

Insured & 
Uninsured 

All 
Uninsured 

Total (Number in Millions) 77 13 21 9 
Total (Percent) 100 100 100 100 
     

Able to Receive Necessary Medical Care or Prescription Drugs 

Yes 97.7 96.1 92.6 91.5 
No 2.2 3.9 7.3 7.4 

     

Has Usual Source of Care Provider Other than Emergency Department 

Yes 82.7 82.8 58.7 57 
No 17.1 17.1 41.2 42.8 

     

Visited Medical Provider in Prior 12 Months 

Yes 77 78.1 59.4 54.3 
No 22.9 21.8 40.5 45.5 

Source: Author analysis of data from the 2007 Household Component of the Medical 
Expenditure Panel Survey. 

Notes: Based on data weighted to reflect the national population. FPL is federal poverty 
level. 

a. Other race category includes American Indians, Alaska Natives, Asians, Native 
Hawaiians, Pacific Islanders and those reporting multiple races.   
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Descriptive Statistics for Children by Family Insurance Status 

Unlike in the adult study population, children in families with mixed sources of 

insurance had less access to care than children in families with a single source of 

insurance on one measure – whether or not the child had visited a medical provider in the 

prior 12 months (see Table 3).  On the other two measures of access, children in families 

with mixed sources of insurance had similar access as children in families with a single 

source of insurance.  On all measures, children in fully insured families (whether with a 

single or mixed sources of insurance) have better access than children in partially or fully 

uninsured families. 

Nearly all children are able to receive necessary medical care or prescription 

drugs, although children in families where all members have some type of insurance have 

slightly better access than children in families with some or all members uninsured.  

Having a usual source of care provider other than a hospital ED varies more by a child’s 

family insurance status.  More than 92 percent of children in fully insured families (with 

either the same or mixed sources of insurance) have a non-ED source of care compared to 

84.6 percent of children in partially insured families and 71.5 percent of children in fully 

uninsured families.  A smaller proportion of children in families with mixed source of 

insurance report having visited a medical provider in 2007 (69.5 percent) compared to 

children from families with a single source of insurance (76.9 percent), but even fewer 

children in partially or fully uninsured families reported a medical provider visit in 2007 

(65.7 and 52.8 percent, respectively). 
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Table 3: Distribution of Access to Care for Children By Family Insurance Status  

 Same 
Source  

Mixed 
Sources  

Insured & 
Uninsured 

All 
Uninsured 

Total (Number in Millions) 48 8 18 5 
Total (Percent) 100 100 100 100 
     

Able to Receive Necessary Medical Care or Prescription Drugs 

Yes 99.1 99.4 97.8 97.0 
No 0.9 12.1 2.1 2.8 

     

Has Usual Source of Care Provider Other than Emergency Department 

Yes 92.8 92.6 84.6 71.5 
No 7.2 7.8 15.4 28.3 

     

Visited Medical Provider in Prior 12 Months 

Yes 76.9 69.5 65.7 52.8 
No 23.1 31 34.3 47.1 

Source: Author analysis of data from the 2007 Household Component of the 
Medical Expenditure Panel Survey. 

Notes: Based on data weighted to reflect the national population. FPL is federal 
poverty level. 

a. Other race category includes American Indians, Alaska Natives, Asians, Native 
Hawaiians, Pacific Islanders and those reporting multiple races.   
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Regression Results 

Using logistic regression analysis, this study looked at whether family health 

insurance status is related to an individual’s access to care as measured through three 

outcomes – whether an individual was able to access needed care, whether an individual 

has a usual source of care other than a hospital emergency department (non-ED usual 

source of care), and whether an individual visited a medical provider in 2007.  Logistic 

regressions were run for two different populations – children under age 19 and adults 

aged 19 through 64 – who live in families of at least two people.  This study found that 

individuals in families with mixed sources of health insurance do not have different 

access to health care than individuals in families with a single source of health insurance.  

This was true for both adults and children, across all three access measures.  However, in 

four of the six models, individuals in partially or fully uninsured families were found to 

have reduced access compared to individuals in families fully covered with a single 

source of insurance.   

Full regression results for all six models are available in the Appendix. 

Adults 

Across all three measures of access, adults in families with mixed sources of 

insurance do not have different access to health care than adults in families with a single 

source of insurance (see Table 4).  However, adults in partially uninsured families were 

less likely to have been able to obtain needed care and medicines (43 percent reduction in 

odds) and less likely to have a usual source of care (17 percent reduction in odds).   
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The most important factors in predicting likelihood of access to care for adults 

were whether or not the individual is insured and their health status, measured either by 

reported health status or whether they have ever been diagnosed with a medical 

condition.  Individual insurance status had a smaller relationship compared to health 

status and/or disease diagnoses, which had a larger magnitude effect in all three models.  

Being uninsured reduced access across all three measures, with the largest relationship 

with whether an individual had a usual source of care (with 65 percent reduction in odds).  

Having changed insurance status reduced the odds of having a non-ED usual source of 

care by 18 percent, but increased the likelihood of having seen a medical provider.  

Reporting a good or better health status decreased the likelihood an adult was unable to 

access needed care or medications, and also decreased the likelihood an adult saw a 

medical provider in 2007.  Adults diagnosed with many of the medical conditions tested 

were more likely to have a non-ED usual source of care and more likely to have visited a 

medical provider. 

Among men, blacks, other non-Whites and Hispanics, individuals were generally 

more likely to be able to access needed care, but less likely to have a usual source of care 

or have visited a medical provider in 2007.  The lower an adult’s family income, the less 

access they had along all three measures of care.  Surprisingly, education only influenced 

whether an adult had visited a medical provider in 2007 and not other outcomes, with the 

unsurprising result that lower-educated adults were less likely to have had a provider 

visit. 
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Table 4: Logistic Regression Results for Adults (Odds Ratios) 

Variable (Reference Group) 

Able to 
Obtain 
Care 

Usual 
Source 
of Care 

Medical 
Provider 

Visit 

    Health Insurance Status Variables     

Family Health Insurance Status (Same Source of Insurance)  
Mixed Sources of Insurance 0.86 0.94 0.98 
Insured and Uninsured 0.57*** 0.83** 1.02 
All Uninsured 0.70 1.00 0.98 

Uninsured 0.53*** 0.35*** 0.44*** 
Changed Insurance Status in Year 0.78 0.82** 1.23*** 
  

  Individual Demographic Variables     

Age (in Years) 1.01* 1.02*** 1.00 
Male 1.38*** 0.55*** 0.39*** 
Race (White)    

Black 1.70*** 0.77*** 0.70*** 
Othera 1.19 0.69*** 0.64*** 

Hispanic 1.50* 0.65*** 0.74*** 
Education (Advanced Degree)    

Bachelor’s or Other Degree 0.75 1.02 0.82* 
High School Diploma or GED 0.75 1.01 0.57*** 
Less than High School 0.82 1.03 0.52*** 

 

  

 

Family Demographic Variables       

Family Poverty Status (High Income (> 400%FPL))  
Middle Income (200-400% FPL) 0.79 0.83*** 0.81*** 
Low Income (125-200% FPL) 0.52*** 0.71*** 0.65*** 
Near Poor (100-125% FPL) 0.42*** 0.73** 0.51*** 
Poor (< 100% FPL) 0.46*** 0.63*** 0.78** 

Non-English Language Spoken in Home 1.09 0.86* 0.85* 
Number of People in Family 1.19*** 1.08*** 0.94*** 
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Health Status Variables       

Perceived Health Status (Poor)    
Fair 1.59** 0.79 0.47*** 
Good, Very Good and Excellent 5.33*** 0.82 0.26*** 

Ever Diagnosed with Asthma 0.63*** 1.37*** 1.79*** 
Ever Diagnosed with Diabetes 0.78 1.75*** 2.82*** 
Ever Diagnosed with High Blood Pressure 0.95 1.72*** 1.99*** 
Ever Diagnosed with High Cholesterol 1.08 1.91*** 2.29*** 
Ever Diagnosed with Heart Disease 0.78 0.96 1.69*** 
Ever Diagnosed with Emphysema 0.33*** 1.66 1.00 

Source: Author analysis of data from the 2007 Household Component of the 
Medical Expenditure Panel Survey. 

* statistically significant at the 90% level; **statistically significant at the 95% 
level; *** statistically significant at the 99% level 
Notes: N is 11,530.  FPL is federal poverty level.   

a. Other race category includes American Indians, Alaska Natives, Asians, Native 
Hawaiians, Pacific Islanders and those reporting multiple races.   
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Children 

Children in families that are fully insured but through mixed sources of insurance 

do not have different access to care than children in fully insured families with a single 

source of insurance along the three measures used in this study.  However, family health 

insurance status does matter for children in partially uninsured and fully uninsured 

families, who are less likely to have a non-ED usual source of care than children in fully 

insured families, whether they have one or mixed sources of insurance.  Children in fully 

uninsured families also are less likely to have visited a medical provider in 2007 than 

children in fully insured families. 

The sole exception was for children in partially or fully uninsured families, who 

are less likely to have a non-ED usual source of care than children in families with mixed 

insurance (at the 99 percent significance level) and children with a single source of 

insurance (at the 90 percent significance level).   

The factors which influence access to care varied across the three measures of 

access studied.  In accessing needed care, race and poverty status have the largest 

magnitude effects.  In the likelihood that a child has a non-ED usual source of care, the 

child’s individual insurance status and whether or not they had ever been diagnosed with 

asthma have the largest magnitude effects.  And in predicting the likelihood a child had 

visited a medical provider in 2007, reported health status and an asthma diagnosis have 

the largest magnitude effects. 

Unlike in the models for the adult population, where individual insurance status 

had a substantial influence on an individual’s access to care, individual insurance status 
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did not have a consistently substantial effect in the models for the child population.  As 

stated, being uninsured has the biggest effect on whether a child had a non-ED usual 

source of care, lowering their odds by 54 percent.  Being uninsured lowers a child’s odds 

of having seen a medical provider in 2007 by 36 percent but does not influence the odds 

that a child will be able to access necessary care or medications.   

Like with adults, black children were more likely to be able to access needed care, 

and non-whites and Hispanics were less likely to have a usual source of care or have had 

a medical provider visit in 2007.  Where family income was a predictor for all three 

measures of access among adults, lower family income only uniformly influenced the 

likelihood a child was able to access care or have seen a medical provider in 2007.  

Reported health status had less predictive power for children than adults, although an 

asthma diagnosis more than doubled the odds that a child had a non-ED usual source of 

care and the odds that a child visited a medical provider in 2007. 
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Table 5: Logistic Regression Results for Children (Odds Ratios) 

Variable (Reference Group) 

Able to 
Obtain 
Care 

Usual 
Source of 

Care 

Medical 
Provider 

Visit 

    Health Insurance Status Variables     

Family Health Insurance Status (Same Source of Insurance)  
Mixed Sources of Insurance 1.16 1.27 0.88 
Insured and Uninsured 0.69 0.79*b 0.88 
All Uninsured 0.73 0.67*b 0.68** 

Uninsured 0.65 0.46*** 0.64*** 
Changed Insurance Status in Year 0.72 0.56*** 1.00 
    

Individual Demographic Variables   

Age (in Years) 0.95*** 0.91*** 0.92*** 
Male 1.02 1.05 1.00 
Race (White)    

Black 2.27*** 0.54*** 0.55*** 
Othera 1.29 0.57*** 0.73*** 

Hispanic 1.44 0.79** 0.73*** 
Highest Level of Education in Family (Advanced Degree) 

Bachelor’s or Other Degree 1.98 0.81 1.01 
High School Diploma or GED 1.7 0.69* 0.70*** 
Less than High School 1.39 0.69* 0.56*** 

    

Family Demographic Variables     

Family Poverty Status (High Income (> 400% FPL)) 
Middle Income (200-400% FPL) 0.37** 0.84 0.75*** 
Low Income (125-200% FPL) 0.22*** 0.58*** 0.64*** 
Near Poor (100-125% FPL) 0.14*** 0.75 0.68*** 
Poor (< 100% FPL) 0.20*** 0.74* 0.72*** 

Non-English Language Spoken in Home 1.21 0.59*** 0.89 
Number of People in Family 1.20** 1.04 0.88*** 
 

 

  

Health Status Variables     

Perceived Health Status (Poor)   
Fair 0.75 0.68 0.81 
Good, Very Good and Excellent 1.79 0.59 0.23* 

Ever Diagnosed with Asthma  0.75 2.56*** 2.01*** 
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Source: Author analysis of data from the 2007 Household Component of the Medical 
Expenditure Panel Survey. 

* statistically significant at the 90% level; **statistically significant at the 95% level; *** 
statistically significant at the 99% level 
Notes: N is 8,614.  FPL is federal poverty level.   

a. Other race category includes American Indians, Alaska Natives, Asians, Native 
Hawaiians, Pacific Islanders and those reporting multiple races.   

b. Statistically different from Mixed Source of Insurance at the 99% level. 
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DISCUSSION 

This study looks directly at the influence of mixed sources of family insurance on 

an individual’s access to care.  The question is critical for recently enacted health reform 

which builds on the existing fragmented health insurance system.  This means that even 

under health reform, there will be many families where members receive health insurance 

through different sources.   

The study found that there is no difference along three widely used measures of 

access to care for individuals in families where every member is insured through a single 

source and for individuals in families where every member is insured, but through 

multiple sources.  More work needs to be done to better understand and measure access 

to care for those with insurance and the influence having one member of a family 

uninsured has on access to care for the whole family. 

Family Insurance Status and Access to Care 

Many studies have established that access to health care is affected by whether or 

not an individual has health insurance, and often whether their insurance is through a 

public program or employer.  This study used logistic regression analysis to examine 

whether an individual’s access to health care is also affected by the health insurance 

status of their family by comparing individuals in fully insured families with a single 

source of insurance, individuals in fully insured families with mixed sources of insurance, 

individuals in partially uninsured families, and individuals in fully uninsured families.   

Overall, the results of this study indicate that individuals in fully insured families 

with mixed insurance sources do not have different access to care than individuals in 
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fully insured families with a single source of insurance.  Access to health care was 

measured three different ways.  The first was whether or not an individual was able to 

access care or prescription medicines that they, or their doctor, believed they needed in 

the previous 12 months.  Other measures of access were whether an individual had a 

usual source of care other than a hospital emergency department and whether an 

individual visited the doctor in the previous 12 months.  Given the different health and 

developmental needs of adults and children, the study analyzed the relationship between 

family health insurance and these three measures separately for adults (aged 19 through 

64) and children (under age 19).   

Having mixed source of insurance may not have a detrimental influence on access 

to care if there may in fact be some benefits to having children enrolled in different health 

insurance products than their parents.  This may be particularly true for children enrolled 

in public coverage programs.  Medicaid and CHIP have benefit structures which are 

designed to support the developmental needs of children, while most private health 

insurance plans do not (First Focus 2009).  An analysis of the Massachusetts health 

reform plan, which like national reform built on existing health insurance structures, 

concluded that coordinating across separate programs designed for adults and children 

has been an effective way to quickly expand coverage (Waldman 2009).  While many 

Massachusetts families have coverage through multiple sources, more families are 

insured and more children are eligible for the substantive benefits offered by the state’s 

Medicaid and CHIP programs.  More research could be done in Massachusetts to 

determine if the findings of this study hold for those families. 
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Impact of Uninsurance in a Family 

Several models did indicate that individuals in partially uninsured or fully 

uninsured families are less likely to have access to care than individuals in fully insured 

families with a single source of care.  Just one model, looking at children’s likelihood of 

having a non-ED usual source of care, indicated that children in partially uninsured or 

fully uninsured families are less likely to have access to care than children in fully 

insured families with mixed sources of care.   

Among adults, those in partially uninsured families have 43 percent lower odds of 

being able to access needed care and less likely to have a non-ED usual source of care 

than adults in fully insured families with a single source of insurance.  Children in 

partially uninsured families had 21 percent lower odds and children in fully uninsured 

families had 33 percent lower odds of having a non-ED usual source of care than children 

in fully insured families – whether or not those families receive insurance through a 

single or mixed source of insurance.  Children in fully uninsured families had 32 percent 

lower odds than children in fully insured families to have visited a medical provider in 

2007.   

These findings are generally consistent with the existing literature, which 

primarily has focused on whether parental uninsurance affects a child’s access to care.  In 

some previous studies, researchers found that insured children with uninsured parents 

were less likely to have seen a medical provider in the past year but no less likely to have 

a usual source of care than children with insured parents.  Other studies found the 
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opposite, that children with uninsured parents were less likely to have a usual source of 

care but no less likely to have seen a medical provider.   

Policymakers should continue to be concerned about the influence of uninsurance 

on access to care.  The Congressional Budget Office has estimated that health reform will 

leave approximately 23 million residents uninsured (2010).  Not only with those 

uninsured individuals face reduced access to care, but these findings suggest that their 

insurance status is related to reduced access for others in the family.  Many of those who 

will remain uninsured will be undocumented immigrants who do not have access to the 

public coverage programs or insurance tax credits designed to facilitate access to lower-

income individuals who cannot afford care on their own.  Given the political climate, 

these individuals are unlikely to gain access to the publicly-funded reforms.  Better 

understanding how an individuals’ uninsurance impacts their family members’ access to 

care will be critical to ensuring that the expansion of coverage through health reform does 

lead to the intended expansion of access to care. 

Other Influences on Access 

The results also generally follow the findings of the broader literature on access to 

health care.  As would be expected, whether or not an individual has health insurance 

themselves is an important factor, as are race, family income, and health status.  

Interestingly, whether or not an individual changed their health insurance coverage 

source or status in the previous year did not have a consistent effect on access to care.  

While both adults and children with average characteristics who had an insurance 

transition were less likely to have a usual source of care, adults who changed insurance 
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were more likely to have visited a provider (and there was no effect for children on that 

measure).  This could indicate that adults are more likely to visit a provider if they are 

about to lose their insurance, but less likely to find a new usual source of care after the 

transition.   

Limitations 

In defining access to care, this study used three of the most widely used measures 

in the existing literature.  Although they are broadly accepted, these measures may not be 

the best way to understand access to care.  In particular, having a usual source of care and 

having seen a medical provider are fairly blunt measures which do not fully answer the 

question of whether an individual could get the quality of care they need when they need 

it.  While the third measure in this study directly asks individuals if they were able to get 

needed care, it is in some ways incomplete.  The question cannot capture the true level of 

access for individuals who wouldn’t be able to access care they need but do not know that 

as they don’t know they need care or do not yet need care.   

Further, none of these measures directly address the types of access barriers 

individuals in families with mixed sources of insurance may face – the administrative 

hassles and barriers which may affect the quality of access to health care.  These 

individuals may be more likely to delay care, may have to see different providers than 

their family members or may be less satisfied with their access to care or quality of care.   

Better and more nuanced measures of access to care are needed.  For example, 

access to care can be influenced by the richness of a benefit package, the size of a 

provider network, and the availability of specialists.  Likewise, are providers available at 
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times that families can see them, such as in the evenings or on weekends?  When 

individuals do see their providers, do they receive all the time and attention they need to 

address their medical conditions and general health?  Do they receive appropriate 

diagnosis and follow-up care? 

The second important limitation was the precision with which the study 

distinguished between the effects of an individual’s own insurance status and that of their 

family.  Moving forward, researchers may wish to divide individuals into more 

categories, and look at the effects of individuals who are insured compared to individuals 

who are uninsured in partially uninsured families.  Researchers may also wish to look 

more closely at the significance of families fully insured through employer compared to 

public insurance.  As previously mentioned, the data did not allow for distinctions to be 

drawn between children in Medicaid and CHIP, and whether families received employer-

based insurance through a single plan or through multiple employers.  Previous research 

has shown that there is some difference in access to care based on an individual’s type of 

insurance.  It is possible access to care may differ for individuals in a family with 

multiple sources of employer insurance compared to individuals in a family where 

members have public and employer insurance.   

Conclusions 

There are two potential conclusions to draw from these findings with regards to 

the importance of family insurance status.  While this study found no statistical difference 

in access to care for individuals in families with multiple source of coverage, although 

the study had several limitations which suggest further research is necessary.  One 
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interpretation of this finding could be that the motivation which would drive individuals 

in a family to cobble together insurance for every member from multiple sources may be 

related to a motivation for accessing health care.  Families willing to navigate multiple 

insurance bureaucracies – whether private or public – likely highly value health 

insurance, and thus likely highly value health care.  While it may not be as 

administratively easy for individuals in these mixed-insurance families to navigate the 

health care system compared to individuals in families with a single source of insurance, 

they manage to overcome those barriers.   

As policymakers work to implement health reform, they should continue to be 

concerned about uninsured individuals – and individuals in partially uninsured families.  

A compelling finding of this study is that having family members who are uninsured 

affects an individual’s access to care beyond the individual’s own health insurance status.  

However, this study does not definitively resolve the question of whether it is important 

to encourage family-based coverage expansions or to simply move individuals into any 

type of coverage.  Having insurance oneself improves the likelihood of access to care, but 

so does having every member of one’s family insured.  Do individuals who are in 

partially uninsured families, or who are uninsured themselves, face additional challenges 

to accessing care that go beyond the simple fact of not having health insurance?  Will 

their access be improved just by providing them some type of insurance?  More research 

is clearly needed which delves more deeply into this question, and which is able to more 

precisely distinguish between the effects of an individual’s insurance status and their 

family insurance status. 
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APPENDIX – Complete Regression Results 

Table A1: Logistic Results Predicting Ability to Obtain Necessary Medical Care and 
Prescription Medicines for Adults (> 18 years) 

Variable (Reference Group) Coefficient 
P 

Value 
Odds 
Ratio 

95 Percent 
Confidence 

Interval 

Health Insurance Status Variables         

Family Health Insurance Status (Same Source of Insurance)    

Mixed Sources of Insurance -0.15 0.43 0.86 0.58 1.26 
Insured and Uninsured -0.56*** 0.01 0.57 0.37 0.89 
All Uninsured -0.36 0.23 0.7 0.39 1.26 

Individual Health Insurance Status (Insured)    

Uninsured -0.63*** 0.01 0.53 0.33 0.85 
Missing Insurance Status -0.01 0.99 0.99 0.25 3.91 

Changed Insurance Status in Year -0.25 0.11 0.78 0.58 1.06 
       

Individual Demographic Variables         

Age (in Years)  0.01* 0.06 1.01 1.00 1.02 
Male  0.32*** 0.01 1.38 1.07 1.76 
Race (White) 

     
Black  0.53*** 0.01 1.7 1.12 2.58 
Othera  0.17 0.44 1.19 0.76 1.86 

Hispanic  0.41* 0.06 1.5 0.98 2.31 
Education (Advanced Degree) 

     
Bachelor’s or Other Degree -0.29 0.39 0.75 0.38 1.46 
High School Diploma or GED -0.29 0.36 0.75 0.40 1.41 
Less than High School -0.20 0.57 0.82 0.41 1.64 
Missing Education Level   0.21 0.77 1.24 0.29 5.36 
      

Family Demographic Variables        

Family Poverty Status (High Income (> 400% FPL))    

Middle Income (200-400% FPL) -0.24 0.17 0.79 0.56 1.11 
Low Income (125-200% FPL) -0.66*** <.01 0.52 0.35 0.78 
Near Poor (100-125% FPL) -0.89*** <.01 0.42 0.25 0.71 
Poor (< 100% FPL) -0.79*** <.01 0.46 0.31 0.68 

Non-English Language Spoken in Home  0.09 0.68 1.09 0.72 1.65 
Number of People in Family  0.18*** <.01 1.19 1.07 1.33 
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Health Status Variables           

Perceived Health Status (Poor)     

Fair   0.46** 0.03 1.59 1.04 2.44 
Good, Very Good and Excellent   1.67*** <.01 5.33 3.48 8.15 

Ever Diagnosed with Asthma -0.46*** 0.01 0.63 0.45 0.89 
Ever Diagnosed with Diabetes -0.25 0.19 0.78 0.54 1.13 
Ever Diagnosed with High Blood Pressure -0.05 0.72 0.95 0.71 1.27 
Ever Diagnosed with High Cholesterol  0.08 0.62 1.08 0.79 1.48 
Ever Diagnosed with Heart Disease -0.24 0.18 0.78 0.55 1.12 
Ever Diagnosed with Emphysema -1.11*** <.01 0.33 0.17 0.67 

     

Intercept  1.72*** <.01       

Source: Author analysis of data from the 2007 Household Component of the Medical 
Expenditure Panel Survey. 

* statistically significant at the 90% level; **statistically significant at the 95% level; *** 
statistically significant at the 99% level 

Notes: N is 11,530.  FPL is federal poverty level.  Some data missing for education and 
individual insurance status. 

a. Other race category includes American Indians, Alaska Natives, Asians, Native Hawaiians, 
Pacific Islanders and those reporting multiple races.   
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Table A2: Logistic Results Predicting Having a Usual Source of Care Other than a 
Hospital Emergency Department for Adults (>18 years) 
  

Odds 
Ratio 

95 Percent 
Confidence 

Interval Variable (Reference Group) Coefficient 
P 

Value 

     
Health Insurance Status Variables     

Family Health Insurance Status (Same Source of Insurance) 

Mixed Sources of Insurance -0.06 0.56 0.94 0.76 1.16 
Insured and Uninsured -0.19** 0.09 0.83 0.67 1.03 
All Uninsured -0.003 0.98 1.00 0.74 1.34 

Individual Health Insurance Status (Insured) 
  

Uninsured -1.06*** <.01 0.35 0.27 0.44 
Missing Insurance Status 0.54* 0.08 1.71 0.95 3.09 

Changed Insurance Status in Year -0.20** 0.02 0.82 0.70 0.97 
 

     
Individual Demographic Variables       

Age (in Years)  0.02*** <.01 1.02 1.02 1.03 
Male -0.60*** <.01 0.55 0.49 0.62 
Race (White) 

    
Black -0.26*** <.01 0.77 0.66 0.90 
Othera -0.37*** <.01 0.69 0.56 0.85 

Hispanic -0.43*** <.01 0.65 0.55 0.77 
Education (Advanced Degree) 

   
Bachelor’s or Other Degree 0.02 0.89 1.02 0.81 1.28 
High School Diploma or GED 0.01 0.96 1.01 0.80 1.26 
Less than High School 0.03 0.81 1.03 0.80 1.34 
Missing Education Level -0.81** 0.04 0.45 0.21 0.95 

 
     

Family Demographic Variables       

Family Poverty Status (High Income (> 400% FPL)) 
   

Middle Income (200-400% FPL) -0.19*** <.01 0.83 0.71 0.96 
Low Income (125-200% FPL) -0.34*** <.01 0.71 0.59 0.85 
Near Poor (100-125% FPL) -0.32** 0.03 0.73 0.55 0.96 
Poor (< 100% FPL) -0.46*** <.01 0.63 0.52 0.77 

Non-English Language Spoken in 
Home 

-0.15* 0.10 0.86 0.73 1.03 

Number of People in Family  0.08*** <.01 1.08 1.03 1.14 
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Health Status Variables       

Perceived Health Status (Poor) 
   

Fair -0.23 0.28 0.79 0.52 1.21 
Good, Very Good and Excellent -0.2 0.31 0.82 0.55 1.21 

Ever Diagnosed with Asthma  0.31*** 0.01 1.37 1.09 1.72 
Ever Diagnosed with Diabetes  0.56*** <.01 1.75 1.31 2.35 
Ever Diagnosed with High Blood 
Pressure 

 0.54*** <.01 1.72 1.47 2.02 

Ever Diagnosed with High Cholesterol  0.65*** <.01 1.91 1.62 2.26 
Ever Diagnosed with Heart Disease -0.05 0.73 0.96 0.73 1.24 
Ever Diagnosed with Emphysema  0.51 0.16 1.66 0.82 3.37 
 

     

Intercept   0.89*** <.01       

Source: Author analysis of data from the 2007 Household Component of the Medical 
Expenditure Panel Survey. 

* statistically significant at the 90% level; **statistically significant at the 95% level; 
*** statistically significant at the 99% level 

Notes: N is 11,530.  FPL is federal poverty level.  Some data missing for education and 
individual insurance status. 

a. Other race category includes American Indians, Alaska Natives, Asians, Native 
Hawaiians, Pacific Islanders and those reporting multiple races.   
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Table A3: Logistic Results Predicting Whether an Individual Visited a Medical 
Provider in 2007 for Adults (>18 years) 

Variable (Reference Group) Coefficient 
P 

Value 
Odds 
Ratio 

95 Percent 
Confidence 

Interval 

     
Health Insurance Status Variables     

Family Health Insurance Status (Same Source of Insurance) 

Mixed Sources of Insurance -0.02 0.84 0.98 0.81 1.19 
Insured and Uninsured 0.02 0.83 1.02 0.83 1.26 
All Uninsured -0.02 0.91 0.98 0.73 1.33 

Individual Health Insurance Status (Insured) 
  

Uninsured -0.83*** <.01 0.44 0.34 0.55 
Missing Insurance Status 0.11 0.72 1.11 0.62 1.99 

Changed Insurance Status in Year  0.25*** <.01 1.28 1.08 1.51 

     
Individual Demographic Variables       

Age (in Years) 0.002 0.36 1 1 1.01 
Male -0.94*** <.01 0.39 0.35 0.44 
Race (White) 

    
Black -0.36*** <.01 0.7 0.6 0.82 
Othera -0.45*** <.01 0.64 0.52 0.78 

Hispanic -0.30*** <.01 0.74 0.63 0.87 
Education (Advanced Degree) 

   
Bachelor’s or Other Degree -0.20* 0.08 0.82 0.65 1.03 
High School Diploma or GED -0.56*** <.01 0.57 0.46 0.72 
Less than High School -0.66*** <.01 0.52 0.4 0.67 
Missing Education Level -0.66* 0.08 0.52 0.25 1.08 

 
     

Family Demographic Variables       

Family Poverty Status (High Income (> 400%FPL)) 
   

Middle Income (200-400% FPL) -0.22*** <.01 0.81 0.70 0.92 
Low Income (125-200% FPL) -0.43*** <.01 0.65 0.54 0.78 
Near Poor (100-125% FPL) -0.67*** <.01 0.51 0.39 0.68 
Poor (< 100% FPL) -0.25** 0.02 0.78 0.64 0.95 

Non-English Language Spoken in Home -0.16* 0.08 0.85 0.71 1.02 
Number of People in Family -0.06*** 0.01 0.94 0.90 0.99 
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Health Status Variables       

Perceived Health Status (Poor) 
   

Fair -0.76*** 0.01 0.47 0.27 0.81 
Good, Very Good and Excellent -1.33*** <.01 0.26 0.16 0.45 

Ever Diagnosed with Asthma 0.58*** <.01 1.79 1.44 2.24 
Ever Diagnosed with Diabetes 1.04*** <.01 2.82 2.03 3.91 
Ever Diagnosed with High Blood Pressure 0.69*** <.01 1.99 1.69 2.35 
Ever Diagnosed with High Cholesterol 0.83*** <.01 2.29 1.96 2.68 
Ever Diagnosed with Heart Disease 0.53*** <.01 1.69 1.27 2.25 
Ever Diagnosed with Emphysema 0.00 0.99 1.00 0.42 2.4 

     

Intercept 3.28*** <.01       

Source: Author analysis of data from the 2007 Household Component of the Medical 
Expenditure Panel Survey. 

Notes: N is 11,530.  FPL is federal poverty level.  Some data missing for education and 
individual insurance status. 

* statistically significant at the 90% level; **statistically significant at the 95% level; *** 
statistically significant at the 99% level 

Notes: N is 11,530.  FPL is federal poverty level.  Some data missing for education and 
individual insurance status. 

a. Other race category includes American Indians, Alaska Natives, Asians, Native 
Hawaiians, Pacific Islanders and those reporting multiple races.   
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Table A4: Logistic Results Predicting Ability to Obtain Necessary Medical Care and 
Prescription Medicines for Children (< 19 years) 

Variable (Reference Group) Coefficient 
P 

Value 
Odds 
Ratio 

95 Percent 
Confidence 

Interval 

     
Health Insurance Status Variables     

Family Health Insurance Status (Same Source of Insurance) 
   

Mixed Sources of Insurance 0.15 0.81 1.16 0.36 3.72 
Insured and Uninsured -0.37 0.24 0.69 0.38 1.28 
All Uninsured -0.32 0.59 0.73 0.22 2.36 

Individual Health Insurance Status (Insured) 
  

Uninsured -0.43 0.34 0.65 0.27 1.58 
Missing Insurance Status 0.43 0.63 1.54 0.26 9.13 

Changed Insurance Status in Year -0.33 0.29 0.72 0.39 1.33 
 

     
Individual Demographic Variables       

Age (in Years) -0.05*** 0.01 0.95 0.91 0.99 
Male 0.02 0.94 1.02 0.63 1.67 
Race (White) 

    
Black   0.82*** 0.01 2.27 1.19 4.33 
Othera 0.25 0.56 1.29 0.55 3 

Hispanic 0.37 0.28 1.44 0.74 2.8 
Highest Level of Education in Family, Adults (Advanced Degree) 

  
Bachelor’s or Other Degree 0.68 0.16 1.98 0.76 5.17 
High School Diploma or GED 0.53 0.31 1.7 0.61 4.71 
Less than High School 0.33 0.6 1.39 0.41 4.66 

 
     

Family Demographic Variables       

Family Poverty Status (High Income (> 400% FPL)) 
   

Middle Income (200-400% FPL) -0.98** 0.03 0.37 0.15 0.92 
Low Income (125-200% FPL) -1.54*** <.01 0.22 0.09 0.53 
Near Poor (100-125% FPL) -1.98*** <.01 0.14 0.05 0.35 
Poor (< 100% FPL) -1.62*** <.01 0.2 0.07 0.54 

Non-English Language Spoken in Home 0.19 0.69 1.21 0.48 3.06 
Number of People in Family   0.18** 0.04 1.2 1.01 1.43 
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Health Status Variables       

Perceived Health Status (Poor) 
   

Fair -0.28 0.74 0.75 0.14 3.97 
Good, Very Good and Excellent 0.58 0.45 1.79 0.4 8.12 

Ever Diagnosed with Asthma  -0.3 0.31 0.75 0.42 1.31 

     

Intercept  4.19*** <.01       

Source: Author analysis of data from the 2007 Household Component of the Medical 
Expenditure Panel Survey. 

* statistically significant at the 90% level; **statistically significant at the 95% level; *** 
statistically significant at the 99% level 

Notes: N is 8,614.  FPL is federal poverty level.  Some data missing for education and 
individual insurance status. 

a. Other race category includes American Indians, Alaska Natives, Asians, Native 
Hawaiians, Pacific Islanders and those reporting multiple races.   
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Table A5: Logistic Results Predicting Having a Usual Source of Care Other than 
Emergency Department for Children  

Variable (Reference Group) Coefficient P Value 
Odds 
Ratio 

95 Percent 
Confidence 

Interval 

     
Health Insurance Status Variables     

Family Health Insurance Status (Same Source of Insurance) 
   

Mixed Sources of Insurance 0.24 0.19 1.27 0.89 1.8 
Insured and Uninsured -0.23*b 0.06 0.79 0.62 1.01 
All Uninsured -0.40*b 0.06 0.67 0.45 1.01 

Individual Health Insurance Status (Insured) 
    

Uninsured -0.79*** <.01 0.46 0.34 0.61 
Missing Insurance Status   0.58* 0.1 1.79 0.9 3.57 

Changed Insurance Status in Year -0.58*** <.01 0.56 0.45 0.7 
 

     
Individual Demographic Variables       

Age (in Years) -0.10*** <.01 0.91 0.89 0.92 
Male 0.05 0.58 1.05 0.88 1.25 
Race (White) 

    
Black -0.62*** <.01 0.54 0.42 0.68 
Othera -0.57*** <.01 0.57 0.41 0.78 

Hispanic -0.23** 0.04 0.79 0.63 0.99 
Highest Level of Education in Family, Adults (Advanced Degree) 

   
Bachelor’s or Other Degree -0.22 0.28 0.81 0.55 1.19 
High School Diploma or GED -0.36* 0.06 0.69 0.47 1.02 
Less than High School -0.38* 0.09 0.69 0.44 1.06 

 
     

Family Demographic Variables       

Family Poverty Status (High Income (> 400% FPL)) 
   

Middle Income (200-400% FPL) -0.18 0.26 0.84 0.62 1.14 
Low Income (125-200% FPL) -0.55*** <.01 0.58 0.42 0.8 
Near Poor (100-125% FPL) -0.29 0.18 0.75 0.49 1.15 
Poor (< 100% FPL) -0.30* 0.08 0.74 0.53 1.04 

Non-English Language Spoken in Home -0.53*** <.01 0.59 0.46 0.74 
Number of People in Family 0.03 0.27 1.04 0.97 1.1 
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Health Status Variables       

Perceived Health Status (Poor) 
   

Fair -0.39 0.64 0.68 0.14 3.39 
Good, Very Good and Excellent -0.52 0.47 0.59 0.14 2.49 

Ever Diagnosed with Asthma    0.94*** <.01 2.56 1.82 3.59 

     

Intercept 4.63*** <.01 

Source: Author analysis of data from the 2007 Household Component of the Medical 
Expenditure Panel Survey. 

* statistically significant at the 90% level; **statistically significant at the 95% level; *** 
statistically significant at the 99% level 

Notes: N is 8,614.  FPL is federal poverty level.  Some data missing for education and individual 
insurance status. 

a. Other race category includes American Indians, Alaska Natives, Asians, Native Hawaiians, 
Pacific Islanders and those reporting multiple races.   

b. Statistically different from Mixed Source of Insurance at the 99% level. 
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Table A6: Logistic Results Predicting Whether an Individual Visited a Medical 
Provider in 2007 for Children (< 19 years) 

Variable (Reference Group) Coefficient P Value 
Odds 
Ratio 

95 Percent 
Confidence 

Interval 

 
     

Health Insurance Status Variables     

Family Health Insurance Status (Same Source of Insurance) 
   

Mixed Sources of Insurance -0.13 0.24 0.88 0.71 1.09 
Insured and Uninsured -0.13 0.12 0.88 0.75 1.04 
All Uninsured -0.39** 0.03 0.68 0.48 0.96 

Individual Health Insurance Status (Insured) 
    

Uninsured -0.45*** <.01 0.64 0.50 0.83 
Missing Insurance Status -0.3 0.17 0.74 0.48 1.13 

Changed Insurance Status During 
Year 

-0.003 0.97 1.00 0.84 1.18 

 
     

Individual Demographic Variables       

Age (in Years) -0.09*** <.01 0.92 0.91 0.93 
Male 0.00 0.98 1.00 0.89 1.13 
Race (White) 

    
Black -0.61*** <.01 0.55 0.46 0.64 
Othera -0.32*** <.01 0.73 0.58 0.9 

Hispanic -0.31*** <.01 0.73 0.62 0.87 
Highest Level of Education in Family, Adults (Advanced Degree) 

Bachelor’s or Other Degree 0.01 0.94 1.01 0.79 1.29 
High School Diploma or GED -0.36*** <.01 0.70 0.55 0.89 
Less than High School -0.59*** <.01 0.56 0.42 0.73 

 
     

Family Demographic Variables       

Family Poverty Status (High Income (> 400% FPL)) 
   

Middle Income (200-400% FPL) -0.29*** <.01 0.75 0.62 0.91 
Low Income (125-200% FPL) -0.44*** <.01 0.64 0.52 0.80 
Near Poor (100-125% FPL) -0.38*** 0.01 0.68 0.51 0.90 
Poor (< 100% FPL) -0.33*** <.01 0.72 0.57 0.90 

Non-English Language Spoken in 
Home 

-0.12 0.20 0.89 0.74 1.07 

Number of People in Family -0.13*** <.01 0.88 0.84 0.92 
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Health Status Variables       

Perceived Health Status (Poor) 
   

Fair -0.21 0.81 0.81 0.14 4.62 
Good, Very Good and Excellent -1.46* 0.08 0.23 0.05 1.19 

Ever Diagnosed with Asthma 0.70*** <.01 2.01 1.64 2.47 

 
     

Intercept 4.52*** <.01 

Source: Author analysis of data from the 2007 Household Component of the Medical 
Expenditure Panel Survey. 

* statistically significant at the 90% level; **statistically significant at the 95% level; *** 
statistically significant at the 99% level 

Notes: N is 8,614.  FPL is federal poverty level.  Some data missing for education and 
individual insurance status. 

a. Other race category includes American Indians, Alaska Natives, Asians, Native Hawaiians, 
Pacific Islanders and those reporting multiple races.   
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