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ABSTRACT 

 
 The non-group health insurance market currently serves as a long-term source of 

coverage for some individuals without access to employer or publicly-sponsored insurance, and 

as a transitional source of coverage between periods of employer coverage.  In recent years 

policymakers have proposed increasing the number of people insured through this market to meet 

two different goals.  Some advocate that the non-group insurance market can be used to decrease 

the number of individuals who are uninsured.  Others focus on the market as a means to decrease 

health care costs to both individuals and society.  The theory that the market can decrease health 

care costs is based on the assumption that if individuals chose from many health insurance plans 

they will be price sensitive and pick less expensive plans, and plans will have an incentive to keep 

costs down to attract customers.  

The need to address the problems of access for people with health problems, and for 

those who cannot afford premium prices in the non-group market, have been recognized in the 

debate over implementing public policies that encourage purchase of insurance in this market. 

Less attention has been paid to other factors such as individuals’ ability to navigate the 

complexities of the non-group market.   

Using data from the 2005 Medical Expenditure Panel Survey, this paper uses logistic 

regression to examine whether possessing knowledge about health insurance and having the 
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ability to navigate the non-group market impact purchase decisions.  These factors are not 

directly measurable, and this study will focus on education level, ethnic and racial minority group 

status, and English language ability as factors that may be correlated with knowledge about 

insurance.  The results indicate that those who are black or Hispanic, those with limited ability to 

speak English, and those with lower education levels are less likely to purchase non-group health 

insurance, controlling for other demographic characteristics and health status.  The results of this 

study indicate that policies aiming to use the non-group market to expand insurance coverage 

could exacerbate existing disparities in health insurance coverage.  If policies do attempt to use 

the non-group market to extend health insurance coverage to the uninsured special outreach to the 

populations examined in this study could help mitigate any negative effects.  
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INTRODUCTION 

Health insurance coverage for people under age 65 in America is predominately provided 

through employers (Fronstin, 2008).  For individuals without ties to the workforce, or with jobs 

that do not provide insurance, options are limited to public programs, for those who qualify, or 

finding insurance in the non-group market.  The non-group market is rarely chosen as a source for 

obtaining insurance by those with the opportunity to get health insurance through an employer, 

leading the non-group market to be described as a residual market (Rogal, 2008). 

In the non-group market, before making an enrollment decision an individual must first 

navigate multiple options based on price and benefits to choose a suitable policy.  There are many 

factors for a purchaser to consider: reputation of the insurance company, cost sharing through 

deductibles and co-payments, the provider network, and their own expected costs.  While some 

individuals obtain the aid of an insurance agent in evaluating policies, many individuals complete 

the selection process independently (United States General Accounting Office, 1996).  In 

addition, typically in the large-employer market individuals are not denied insurance or charged 

more due to health condition while in the non-group market underwriting is common.1  

Past health insurance reform plans have proposed motivating more people to buy 

insurance in the non-group market with mechanisms such as tax credits, as a strategy for 

expanding coverage and decreasing costs to both individuals and society.2  However, there are 

well recognized problems with this market in terms of access and affordability; many studies 
                                                 
11 In the small-employer group market insurers cannot exclude coverage for a particular individual or deny 
coverage to the group.  However, in many states policies can be medically underwritten making premiums 
very expensive for small groups with any members with health problems.  In some cases premiums are so 
unaffordable that in effect it is the same as small groups being denied coverage (Nichols, 2006). 
2 During his administration President Bush made several proposals which would have encouraged 
individuals to purchase insurance in the non-group market.  John McCain’s health care reform plan during 
his Presidential Campaign would have encouraged non-group insurance. (The White House, 2007; 
McCain-Palin 2008, 2008)  
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have focused on the difficulties individuals in poor health face when purchasing non-group 

insurance.  These studies focus on the barriers to obtaining insurance that individuals in poor 

health may face because insurers will not sell to them, will only sell a restricted policy, or will 

charge prohibitively high prices.  Far fewer studies have looked at the choice to purchase 

insurance for reasons other than price, and factors that might affect that decision.  Two studies 

found that minorities and individuals with lower education levels were less likely to purchase 

non-group insurance after considering health status and income (Saver and Doescher, 2000; Saver 

et al., 2003). 

 This paper analyzes factors that are associated with the decision to purchase non-group 

insurance by individuals who do not have access to the employer-sponsored insurance system and 

who are not publicly insured.  Conceptually the paper aims to examine if possessing knowledge 

about how to purchase insurance, and the value of health insurance, along with potential barriers 

to obtaining that knowledge and to navigating the market, impact purchase decisions.  These 

factors are not directly measurable, and this study will focus on education level, ethnic and racial 

minority group status, and English language ability as factors that may be correlated with 

knowledge about insurance and ability to navigate the market.  The study hypothesizes that lower 

education levels, being a racial or ethnic minority, and limited ability to speak English are all 

independently associated with a lower likelihood of purchasing non-group insurance, holding 

health, income, risk attitudes, and demographic factors constant.  The analysis is conducted with 

the 2005 Household Component of the Medical Expenditure Panel Survey (MEPS), a national 

survey.   
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BACKGROUND 

The majority of Americans who have health insurance receive that insurance through the 

employer-sponsored system.  In 2007 63.2% of non-elderly adults, ages 19-64, were covered in 

the employer market, 11% were covered under public programs, and 6% held non-group 

coverage.  Almost twenty percent of non-elderly adults (19.7%) were uninsured (The Henry J. 

Kaiser Family Foundation, 2008).  The market share of the non-group market has remained stable 

since 1994 at 6% to 7% of the non-elderly population (EBRI, 2008).  Although policymakers talk 

about “the non-group insurance market” in reality it is 51 separate markets, regulated by the states 

and the District of Columbia.  In states where regulations are weak insurers can deny or limit 

coverage, or charge higher premiums based on the individual’s risk profile.  This makes it hard 

for older individuals and those with health conditions to find affordable coverage (Fuchs, 2004.) 

In the early 1990s, officials in every state imposed regulations on the non-group market 

to make coverage more affordable and to enable higher-risk people to purchase coverage.  These 

reforms varied by state and included requirements that insurers offer insurance to anyone who 

applies (guaranteed issue), prohibiting insurers from refusing to renew an individual’s policy 

(guaranteed renewal), and limiting insurers ability to refuse to cover health conditions individuals 

had at the time they obtained coverage (limiting pre-existing condition exclusions).  Some states 

also imposed rules on the prices that insurers could charge people through rules that all applicants 

have to be charged the same premium or in modified form that all individuals of the same age or 

gender have to be charged the same rate (community rating), and limits on price ranges that 

insurers can charge for given policies (rate banding) (Fuchs, 2004).  More recently some of these 

states revised their reforms decreasing protection for consumers after their non-group insurance 

markets collapsed or suffered other setbacks (Abbe, 2006). 
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In addition, 32 states run high-risk pools as a source of coverage for residents with health 

conditions that make it hard to buy policies on the non-group market.  In some states high-risk 

pools are independent bodies, and in others they are part of the state’s insurance department 

(National Association of Health Underwriters, 2008).  In general, individuals qualify based on an 

inability to buy adequate private coverage that is affordable.  In some states individuals with 

certain medical conditions are automatically eligible to purchase insurance from the high-risk 

pool, in other states an individual must show proof that they have been denied private coverage or 

offered insurance that is considered inadequate where inadequate is defined by the high-risk 

pool’s rules.  High-risk pools incur significant expenses since claims are higher than premium 

payments by members.  Costs above what pool members pay in premiums are subsidized by a 

variety of sources including taxes on insurance companies operating in the state and direct 

funding from state governments.  Due to the need for subsidies, in some states there are caps on 

enrollment in the pool (Pollitz and Bangit, 2005).  

The nature of a state’s regulatory structure and whether a high-risk pool exists impact the 

supply of health insurance as well as demand for it.  Typically having a high-risk pool is in place 

of having strong insurance market regulations, although some states have neither a high-risk pool 

nor strong regulations.  For example, in New York insurance is strongly regulated: insurers must 

sell to all buyers, and can only vary premiums by geographic regions and whether coverage is 

individual or family (New York State Department of Insurance, 2008).  Since insurers cannot 

deny people coverage based on health status or charge them higher prices a high-risk pool isn’t 

needed.  In contrast, in Texas insurers are allowed to medically underwrite policies, and a high-

risk pool makes insurance available to people who cannot otherwise purchase it because of 

medical underwriting (State of Texas, 2008).  In Arizona insurers are allowed to medically 
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underwrite policies, and no high-risk pool exists, likely making it difficult for older and sicker 

individuals to obtain insurance (State of Arizona, 2008). 
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LITERATURE REVIEW 

Few quantitative studies have analyzed the relationship between demographic 

characteristics and purchase of non-group health insurance.  In a 1996 study, the U.S. General 

Accounting Office (GAO), now the Government Accountability Office, analyzed data from the 

Bureau of the Census.  The authors found that the likelihood of having non-group insurance 

varied widely by race and ethnicity.  Whites were twice as likely to have non-group insurance as 

blacks or Hispanics (other variables were not controlled for).  The GAO hypothesized that this 

difference was due to the higher median income of whites. 

Saver and Doescher (2000) also examined demographic factors associated with 

purchasing non-group insurance.  In contrast to the GAO study their analysis controlled for 

income, wealth, health status, and other factors using multivariate regression methods.   Using 

data from the 1987 National Medical Expenditure Survey, and a logistic model, they found that 

Hispanics, Non-Hispanic blacks, and other minorities had less than half the odds of non-Hispanic 

whites of purchasing non-group insurance.  They also found that individuals with less than a high 

school education had less then half the odds of college graduates of purchasing non-group 

insurance.  These results persisted even after responses to questions on the value of health 

insurance and healthcare were added to the analysis.   

In another study Saver and colleagues (2003) analyzed the roles of community-level and 

family-level factors in the purchase of non-group health insurance using data from the 1996-1997 

Community Tracking Survey.3  The community-level factors were the role of the local social 

safety net (measured by factors such as the percentage of medically-underserved persons served 

                                                 
3The survey was of 60,446 individuals in sixty communities from across the country, 51 urban and 9 rural, 
using stratified sampling. 
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with federal and state funds), social measures of income equality and housing segregation, and 

the percentage of residents of the community who were uninsured.  Family-level factors included 

health and insurance status of all family members.  Their analysis, conducted at the family level, 

confirmed the earlier results that being a minority, or having a lower education level, makes one 

less likely to purchase non-group health insurance. They also found that among Hispanic 

respondents those who were interviewed in Spanish were less likely to purchase insurance 

compared to those who were interviewed in English.  Safety-net factors were not found to be 

significant, with one exception: the annual per capita number of teaching and public hospital 

outpatient department visits in the community, which was associated with somewhat lower odds 

of purchasing non-group insurance.   

Many studies have examined the impact of price and health status on the decision to 

purchase insurance in the non-group market.  Susan Marquis and Stephen Long (1995) used 

national data from the Current Population Survey and the Survey of Income and Program 

Participation to estimate the price elasticity of demand for non-group insurance among workers 

who do not have employer-sponsored insurance.  They found that a 10 percent decrease in price 

would lead to an increase of about 3 to 4 percent in the number of individuals who would 

purchase non-group insurance.  They estimated that a subsidy that reduced the price of insurance 

by 40% would increase the number of families who purchase non-group insurance by 8 

percentage points.  Pauly and Nichols (2002) used multiple regression analysis to look at the 

probability of having non-group insurance for people in poor health using data from the 

Community Tracking Study household survey conducted in 2000-2001.  Their somewhat 

contradictory results were that being in a household with a member who reports his or her health 

status as poor decreases the likelihood of having coverage, but that being in a household with a 
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member with a chronic condition increases the likelihood of buying insurance controlling for age, 

gender, race, income, education, marital status, and other factors.  The authors concluded that 

those in families with a member with a chronic condition are willing to pay for insurance even at 

a high price, while those who have a family member in overall poor health are less likely to be 

willing to pay the price they are asked to pay.   

Another study which used data from the 1991 and 2001 Community Tracking Survey 

found that the probability of buying non-group health insurance decreases significantly with 

declining health status controlling for education, race, ethnicity, income, and other factors 

(Hadley and Reschovsky, 2003).  The predicted probability of a person in fair or poor health 

being a policyholder was half that of a similar person in excellent health with no chronic 

conditions. In addition, the study found that the probability of purchasing non-group insurance 

decreases somewhat when other family members are reported to be in fair or poor health in 

comparison to being in excellent health.  The study also found that racial and ethnic minorities 

are less likely to purchase non-group insurance, and that increasing education levels make one 

more likely to purchase non-group insurance. 
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CONCEPTUAL FRAMEWORK AND HYPOTHESES 

 An individual who does not have access to employer-sponsored insurance makes a 

decision about whether to buy non-group health insurance based both on the supply of insurance 

and the individual’s demand for insurance.  Insurance supply includes the types of policies 

available; and for the policies available, the generosity of benefits, price, and any exclusions.  An 

example of an exclusion is a policy issued to someone with a history of carpal tunnel syndrome 

stating that the hands and arms are not covered, so any claims related to the hands or arms would 

be denied.  Insurance supply for an individual is largely determined by state level regulations, 

such as whether the insurance company can medically underwrite policies, in addition to 

individual characteristics such as health status, medical history, and age. 

Demand for health insurance can be expected to vary based on individual and family 

characteristics such as financial resources, health status, employment status, parenthood status, 

and attitudes about the value of insurance and towards risk.  The price a person would be willing 

to pay will vary based on characteristics of available policies.    

Additional barriers exist to the purchase of non-group health insurance beyond well 

recognized factors such as financial resources and health status.  Knowledge of the value of 

insurance, and the ability to understand how to purchase it, including ability to navigate the health 

insurance market place, play roles in purchase decisions.  Knowledge of the value of insurance 

would be expected to increase one’s interest in obtaining insurance, while lack of this knowledge 

could be a reason for not purchasing.  Knowledge of the value of insurance includes 

understanding how insurance works, and the benefits of obtaining it.  In addition to providing 

benefits, insurance acts as a price discounter for obtaining health services since medical providers 

typically charge lower rates to those with insurance than those who pay independently.  Insurance 
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also provides protection against the risk of incurring high medical bills.  If individuals do not 

understand the advantages of having insurance they may not consider purchasing it or may chose 

not to purchase it once they are quoted a premium.  The argument here is not that some people do 

not place as much value on insurance as others think they should, but that some people would 

value insurance differently if they had more comprehensive knowledge about it.  Potential 

barriers to obtaining that knowledge include logical reasoning or intelligence, education level, 

and English language ability.   

Differences in the decision to purchase insurance based on racial and ethnic group status 

are well documented.  In the context of the framework outlined above, ethnic and racial group 

status impacts the level of health insurance knowledge through education and language, but may 

also independently play a role through cultural norms and values. For example, racial and ethnic 

groups may vary in their attitudes towards medical care.  If the typical experience when using 

insurance differs by racial and ethnic group, minorities may be less willing to purchase insurance 

based on their own past experience or knowledge of the experiences of others.  In addition, if 

demand for medical care varies by racial or ethnic group demand for health insurance would vary 

as well.  Prior research has shown that among those who are insured racial and ethnic minorities 

are less likely to use medical care (Fiscella et al., 2002).  Therefore, any differences in the 

decision to purchase non-group insurance based on racial and ethnic group status may be due to 

knowledge, navigation, or cultural norms and values.    

This study focuses on education level, English language ability, and racial and ethnicity 

minority group status, as factors that impact the ability to obtain knowledge about insurance, 

individuals’ actual knowledge level, and ability to navigate the insurance market.  This study tests 

the hypotheses that lower education levels, racial and ethnic minority group status, and limited 
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English language ability are independently associated with a lower probability of purchasing non-

group health insurance after controlling for other demographic factors, health status, and attitudes 

towards insurance and risk.  
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DATA 

 This project uses the 2005 full-year consolidated data file of the household component of 

the Medical Expenditure Panel Survey (MEPS) produced by the Agency for Health Care 

Research and Quality (AHRQ).  MEPS, initiated in 1996, is the third in a serious of national 

surveys conducted by AHRQ and its predecessors on healthcare financing and utilization 

(AHRQ, 2008).  Data collected, at the person level, include information on demographic 

characteristics, health status, health insurance status on a monthly basis, healthcare utilization, 

and healthcare expenditures.  The MEPS sample is representative of the non-institutional civilian 

U.S. population. 

 MEPS is designed as a panel survey where each panel is a sub-sample of household 

respondents to the previous year’s National Health Interview Survey, a survey sponsored by the 

National Center for Health Statistics.  MEPS is a set of surveys including a household survey of 

the civilian non-institutionalized population, a survey of medical providers, and an independent 

survey of employers and unions.  Each panel of the MEPS household survey is administered 

through five in-person interviews, called rounds, over a two and a half year period.    

This analysis uses the 2005 consolidated person-level data file for the household 

component.  The 2005 file combines data from rounds 3, 4, and 5 of panel 9 and rounds 1, 2, and 

3 of panel 10.  The overall combined response rate was 61.3% (AHRQ, 2007).  The combined 

data in the 2005 file has a sample size of 12,810 families and 32,320 individuals (AHRQ, 2008).  

The sample design is based on a complex stratified multi-stage probability design.  The survey 

design includes over sampling of low-income individuals, African Americans, and people with 

Asian and Hispanic backgrounds.  Sample weights are provided to enable the production of 

nationally-representative estimates. 
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ANALYSIS PLAN 

Study Population 

Due to the complexity of studying purchase decisions across multiple types of insurance 

options, e.g. employer sponsored, public programs, non-group market, this study aims to evaluate 

the decision to purchase non-group insurance when that is the only insurance option available.  

Information available in the data was used to approximate the population of adult non-elderly 

individuals who faced the option of purchasing non-group insurance or being uninsured.   

This project uses a sub-sample of individuals from the MEPS Household Component 

consisting of non-elderly adults ages eighteen to sixty-four, who were uninsured all year or who 

exclusively held non-group health insurance for two or more months.  Monthly insurance status 

variables available in the data were used to identify those who held only non-group insurance 

(that is, no other private or public insurance alongside non-group) on a monthly basis.  The 12 

monthly non-group insurance indicators were summed to create an index of the number of 

months of non-group insurance for each person. 

The study population was then restricted to those who either were: uninsured all year, 

held non-group insurance all year, or purchased non-group during the year and held it for at least 

two months.  This last group was constructed by including people with at least two months of 

non-group insurance who did not hold the insurance in January.   

People who were ever offered employer-sponsored insurance during the year were 

excluded from the study population.  Specifically, respondents were asked at three points during 

the year whether they had the option of obtaining insurance through their employer.  Information 

on whether individuals could obtain insurance through their spouse’s employer was not available.  
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In addition, information on whether people were eligible for publicly-sponsored programs but did 

not enroll was not available.  The study population consists of 4,066 individuals.  

Regression Model 

This study uses the following logistic regression model: 

Log (odds of non-group insurance purchase) = β1Race + β2Ethnicity + β3Education Level + 

β4English Language Ability + β5 Other Demographic Characteristics + β6Health Status 

Characteristics + β7Attitudional Characteristics 

Dependent Variable 

Covered by Non-group Insurance: This is a binary variable indicating that the individual had non-

group insurance for the entire year or newly-acquired it during the year (as defined in the 

description of the study population above).   In the study population, anyone who does not have 

non-group insurance is uninsured.   

Key Demographic Variables 

English Language Difficulty: This is a binary variable indicating difficulty with the English 

language.  Language difficulty may hinder one’s ability to navigate the choices in the non-group 

market, leading the person to not purchase insurance. 

Hispanic ethnicity: The model includes a binary variable indicating Hispanic ethnicity, which is 

expected to be associated with a lower probability of purchasing non-group insurance compared 

to non-Hispanics. 

Education: This set of binary variables measure the highest degree an individual obtained 

(reference group no degree):  general equivalency diploma, high school diploma, bachelor’s 

degree, and advanced degree.  Higher education levels are expected to be associated with a higher 
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probability of purchasing insurance since education increases an individual’s ability to understand 

the value of insurance and to navigate the market to purchase insurance.   

Race: This is a set of binary variables with the categories of white and other and the reference 

group of black.  Because of small sample sizes, American Indian/Alaska Native, Asian, Native 

Hawaiian/Pacific Islander, and multiple races reported were placed in the “other” category.  

Being a minority, black or other, is expected to be associated with a lower likelihood of 

purchasing non-group insurance in comparison to whites. 

Other Demographic Variables 

Age: Age is included in the model as a set of categories, 18-24, 25-44, 45-64, with 18-24 serving 

as the reference group.  This variable is based on a continuous variable edited by MEPS 

administrators that provides the individual’s age on the last day of the data year (that is, 

12/31/05).  Age is an important factor in the model since prior research shows that age influences 

insurance purchasing.  On a bivariate level younger individuals are less likely to purchase 

insurance, in spite of the fact that it is typically cheaper for them (Fronstin, 2008). 

Employment Status: This is a binary variable indicating whether an individual is working or not 

working.  This variable was created from a variable with the following responses: currently 

employed, has a job to return to, employed during the reference period, and not employed with no 

job to return to.  Those who were currently employed or had a job to return to were considered 

working, and everyone else was considered not working.  Employment status was based on the 

employment variable from the mid-year round (round 4/2).4   

                                                 
4 For those missing information in round 4/2, information from round 3/1 was used to assign a status (13 
people); for those who were also missing information in round 3/1 information from round 5/3 was used 
(103 people).  Seven people whose status remained missing after this process were assigned to not working. 
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Gender: The model includes the binary variable female to indicate respondent’s gender.  Past 

studies have shown that women are more likely to utilize medical care than men, which would 

make them more likely to buy health insurance (Bertakis et al, 1999)  

Poverty Category: Poverty category is included in the model as a series of binary variables (with 

poor as the reference category): near poor (100% to 125%), low income (125% to less than 

200%), middle income (200% to less than 400%), and high income (greater than or equal to 

400%).  These variables are based on a variable constructed by MEPS administrators that 

combines income for all members of an identified family, and then places families into poverty 

categories.  The categories are based on the family size and income in relation to the poverty line.   

Marital Status: This is a binary variable with categories of married or not married.  This is marital 

status as of 12/31/05.  Single people and married couples may have different opinions about 

insurance which influence purchasing.  For example, married individuals may be more likely to 

purchase insurance since they have responsibilities to someone other than themselves. 

Health Status/Health Insurance Status Variables 

Health Condition Indicator Variables: Binary variables are included for the following health 

conditions (numbers in parenthesis indicate the number of individuals who were missing data and 

who were reassigned to never diagnosed): arthritis (45), asthma (29), diabetes (27), emphysema 

(28), high blood pressure (30), high cholesterol (83), heart disease (31), and joint pain (44).  All 

condition variables indicate having ever been diagnosed with the condition, except for joint pain 

which indicates experiencing joint pain in the last 12 months.     

Perceived Health Status: Perceived health status is included in the model as a series of binary 

variables (with excellent as the reference category): very good, good, fair, and poor.  Individuals 

were asked what they perceive their health status to be in all three rounds.  This variable is 
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primarily based on round 4/2 information.5  An individual’s perception of their health status 

likely impacts their decision to purchase insurance, with those in poor health more likely to 

purchase insurance since they feel they need it.    

Smoker: This is a binary variable indicating if an individual currently smokes.  Smokers may be 

less likely to purchase insurance since insurance companies may deem them high risk, and 

therefore charge them more or deny them coverage.  In addition, those who smoke may be more 

willing to take risks, making them less likely to buy insurance.  Individuals who were missing 

data on this variable were reassigned to non-smoker (455). 

Attitudinal Characteristics 

Don’t Value Health Insurance: How strongly individuals agreed or disagreed with the statement 

“I don’t value health insurance” is included in the model as a series of binary variables (with 

strongly agree as the reference category): agree somewhat, uncertain, disagree somewhat, 

disagree strongly.  This variable indicates attitudes that likely have a strong impact on buying 

insurance.  Individuals who were missing data on this variable were reassigned to uncertain (482). 

Willingness to take risks: How strongly individuals agreed or disagreed with the statement “I am 

more likely to take risks” is included in the model as a series of binary variables with the 

reference category of strongly agree.  It is measured on the same scale as “don’t value health 

insurance.”  Individuals willing to take risks would be expected to be less likely to purchase 

insurance, as they would value it less.  Individuals who were missing data on this variable were 

reassigned to uncertain (487). 

                                                 
5 For those missing information in round 4/2 values were assigned based on values from round 3/1 (1 
value), and round 5/3 (115 values).   
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Both of these questions were asked on a self-administered questionnaire which may 

explain the high level of missing information.  

 Factors included in the conceptual framework that are not available in the data include 

availability of charity care, eligibility for public programs, generosity of benefits, contact with 

insurance agents, intelligence level, state regulations or presence of high risk pool, and price.   
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RESULTS 

Descriptive Statistics  

The study’s sample of 4,066 people represents 31.25 million people ages 18-64 who did 

not have access to employer sponsored insurance, and among whom 11.6% have non-group 

health insurance and 88.4% are uninsured (see Table 1).  Twenty-eight percent of individuals 

have no degree, 6.4% have a GED, and 44% have a high school degree as their highest degree 

obtained.  Hispanics make up 27.7% of the study population, and 12.8% of individuals have 

limited ability to speak English.  The racial break down of the study population is 78.5% white 

and 12.7% black.  In comparison, in 2005 among the general civilian population under age 65, 

15.8% of individuals were Hispanic, 64.6% of individuals were white, and 12.7% of individuals 

were black (AHRQ, 2005). 

The subpopulation of those who are uninsured have lower education levels on average 

than those with non-group insurance, with 31% of the uninsured having no degree  comparison to 

9.5% of the insured (see Table 2).  Thirty one percent of individuals who are uninsured are 

Hispanic and 14% have limited ability speaking English, while these percentages are 4% and 2% 

respectively for those who are insured.  Differences between the racial make up for the insured 

and uninsured are also present.  78% of the uninsured are white and 14% are black, while 86% of 

those with non-group insurance are white and 2% are black. 

Perceived health status differs noticeably between the two groups in spite of the fact that 

the proportions of individuals with selected chronic conditions do not.  Among people with non-

group health insurance, 39% are in excellent health, in comparison to 24% of those who are 

uninsured, Similarly, 6% of those who are insured are in fair or poor health while 13% of the 

uninsured are.   
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Table 1: Characteristics of Study Population   
      
  Un-weighted Weighted 
      
Variable  Number Percent   Number Percent 
      (in 1000s)   
      
Total 4,066 100.0% 31,254 100.0%
      
Dependent Variable     
Has non-group health insurance     
 Yes 301 7.4% 3,625 11.6%
 No 3,765 92.6% 27,629 88.4%
      
Key Demographic Variables     
Education (Highest degree obtained)     
 No degree 1,622 38.9% 8,906 28.5%
 GED 236 5.8% 2,002 6.4%
 High school diploma 1,607 39.5% 13,738 44.0%
 Bachelor's degree 283 7.0% 3,322 10.6%
 Advanced Degree 288 7.1% 3,076 9.8%
 Missing 30 0.7% 210 0.7%
      
Ethnicity     
 Hispanic 1,875 46.1% 8,664 27.7%
 Not Hispanic 2,191 53.9% 22,590 72.3%
      
Limited Ability to Speak English   
 Yes 890 21.9% 3,998 12.8%
 No 3,176 78.1% 27,256 87.2%
      
Race     
 White 3,241 79.7% 24,547 78.5%
 Black 552 13.6% 3,981 12.7%
 Other 273 6.7% 2,726 8.7%



21 

Table 1 Continued 
 
Variable  Number Percent Number Percent 

Other Demographic Variables     
Age      
 18-24 787 19.4% 6,147 19.7% 
 25-44 1,958 48.2% 14,460 46.3% 
 45-64 1,321 32.5% 10,646 34.1% 
      
Employment Status     
 Working 2,486 61.1% 20,226 64.7% 
 Not Working 1,573 38.7% 10,978 35.1% 
 Missing 7 0.2% 50 0.2% 
      
Gender     
 Male 2,117 52.1% 17,637 56.4% 
 Female 1,949 47.9% 13,617 43.6% 
      
Marital Status     
 Married 1,856 45.7% 12,726 40.7% 
 Not Married 2,210 54.4% 18,528 59.3% 
      
Poverty Category     
 Poor 1,128 27.7% 6,884 22.0% 
 Near Poor 405 10.0% 2,180 7.0% 
 Low Income 960 23.6% 6,276 20.1% 
 Middle Income 1,028 25.3% 9,453 30.3% 
 High Income 545 13.4% 6,461 20.7% 
      
Health Status Variables     
Perceived Health Status      
 Excellent 932 22.9% 8,060 25.8% 
 Very Good 1,218 30.0% 10,146 32.5% 
 Good 1,353 33.3% 9,240 29.6% 
 Fair 443 10.9% 2,888 9.2% 
 Poor 120 3.0% 919 2.9% 
      
Smoker     
 Yes 945 23.2% 8,363 26.8% 
 No 2,666 65.6% 19,528 62.6% 
 Missing 455 11.2% 3,317 10.6% 
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Table 1 Continued 
 
Variable  Number Percent Number Percent 
Asthma (Ever Diagnosed)     
 Yes 227 5.6% 2,023 6.5%
 No 3,810 93.7% 29,045 92.9%
 Missing 29 0.7% 186 0.6%
      
Arthritis (Ever Diagnosed)     
 Yes 380 9.4% 3,293 10.5%
 No 3,641 89.6% 27,640 88.4%
 Missing 45 1.1% 321 1.0%
      
Diabetes (Ever Diagnosed)     
 Yes 190 4.7% 1,270 4.6%
 No 3,849 94.7% 29,814 95.4%
 Missing 27 0.7% 170 0.5%
      
Emphysema (Ever Diagnosed)     
 Yes 33 0.8% 285 0.9%
 No  4,005 98.5% 30,796 98.5%
 Missing 28 0.7% 173 0.6%
      
Heart Disease (Ever Diagnosed)     
 Yes 41 1.0% 369 1.2%
 No 3,994 98.2% 30,694 98.2%
 Missing 31 0.8% 191 0.6%
      
High Blood Pressure (Ever Diagnosed)    
 Yes 572 14.1% 4,303 13.8%
 No 3,464 85.2% 26,751 85.6%
 Missing 30 0.7% 200 0.6%
      
High Cholesterol (Ever Diagnosed)     
 Yes 462 11.4% 3,886 12.4%
 No 3,521 86.6% 26,829 85.8%
 Missing 83 2.0% 540 1.7%
      
Joint Pain (In last 12 months)     
 Yes 931 22.9% 7,812 25.0%
 No 3,091 76.0% 23,147 74.1%
 Missing 44 1.1% 295 0.9%
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Table 1 Continued 
 
Variable  Number Percent Number Percent
Attitudinal Variables     
Don't Value Health Insurance     
 Disagree Strongly 965 23.7% 7,315 23.4%
 Disagree Somewhat 614 15.1% 4,791 15.3%
 Uncertain 804 19.8% 5,522 17.7%
 Agree Somewhat 664 16.3% 5,821 18.6%
 Agree Strongly 537 13.2% 4,429 14.2%
 Missing 482 11.9% 3,375 10.8%
   
More Likely to Take Risks  
 Disagree Strongly 1,021 25.1% 7,583 24.3%
 Disagree Somewhat 756 18.6% 6,094 19.5%
 Uncertain 761 18.7% 5,542 17.7%
 Agree Somewhat 696 17.1% 6,085 19.5%
 Agree Strongly 345 8.5% 2,602 8.3%
 Missing 487 12.0% 3,347 10.7%
 Disagree Strongly 1,021 25.1% 7,583 24.3%

Source: Authors analysis of data from the 2005 Household Component of the Medical 
Expenditure Panel Survey 
 
Note:  
a. Advanced Degree includes Masters Degrees, Doctorate Degrees, and Other Degrees 
b. Other includes American Indian/Alaskan Native, Asian, Native Hawaiian/Pacific Islander, and 
multiple races 
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Table 2: Characteristics by Insurance Status 
 

Insured Uninsured 
    

  
Number 
(in 1000s) Percent 

Number 
(in 1000s) Percent 

Total 3,625 11.6% 27,629 88.4% 
      
Key Demographic Variables     
Education (Highest degree obtained)a    
 No degree 343 9.5% 8,563 31.0% 
 GED 48 1.3% 1,954 7.1% 
 High school diploma 1,551 42.8% 12,187 44.1% 
 Bachelor's degree 898 24.8% 2,424 8.8% 
 Advanced Degree 777 21.4% 2,299 8.3% 
 Missing 9 0.2% 201 0.7% 
      
Ethnicity      
 Hispanic 150 4.2% 8,513 30.8% 
 Not Hispanic 3,474 95.9% 19,116 69.2% 
      
Limited Ability to Speak English    
 Yes 80 2.2% 3,918 14.2% 
 No 3,545 97.8% 23,711 85.8% 
      
Raceb      
 White 3,129 86.3% 21,418 77.5% 
 Black 69 1.9% 3,912 14.2% 
 Other 427 11.8% 2,299 8.3% 
      
Other Demographic Variables     
Employment Status      
 Working 2,504 69.1% 17,721 64.1% 
 Not Working 1,120 30.9% 9,858 35.7% 
 Missing 0 0.0% 50 0.2% 
      
Gender      
 Male 1,701 46.9% 15,937 57.7% 
 Female 1,924 53.1% 693 42.3% 
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Table 2 Continued 
Variable  Number Percent Number Percent 
Marital Status      
 Married  2,198 60.6% 10,529 38.1% 
 Not Married 1,427 39.4% 17,101 61.9% 
     
Poverty Category     
 Poor/Negative  262 7.2% 6,622 24.0% 
 Near Poor 112 3.1% 2,068 7.5% 
 Low Income 383 10.6% 5,893 21.3% 
 Middle Income 1,204 33.2% 8,249 29.9% 
 High Income 1,664 45.9% 4,797 17.4% 
      
Health Status Variables     
Perceived Health Status      
 Excellent 1,400 38.6% 6,660 24.1% 
 Very Good 1,261 34.8% 8,886 32.2% 
 Good 734 20.2% 8,507 30.8% 
 Fair 210 5.8% 2,678 9.7% 
 Poor 21 0.6% 899 3.3% 
 Missing 0 0.0% 0 0.0% 
      
Smoker      
 Yes 21 13.3% 7,883 28.5% 
 No 2,871 79.2% 16,702 60.5% 
 Missing 274 7.6% 899 11.0% 
      
Asthma (Ever Diagnosed)     
 Yes 236 6.5% 1,968 6.5% 
 No 3,384 93.4% 27,629 92.9% 
 Missing 5 0.1% 181 0.7% 
      
Arthritis (Ever Diagnosed)     
 Yes 455 12.5% 2,839 10.3% 
 No 3,318 86.6% 24,502 88.7% 
 Missing 32 0.9% 289 1.1% 
      
Diabetes (Ever Diagnosed)     
 Yes 128 3.5% 1,142 4.1% 
 No 3,492 96.3% 26,322 95.3% 
 Missing 5 0.1% 165 0.6% 
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Table 2 Continued 
Variable  Number Percent Number Percent 
Emphysema (Ever Diagnosed)     
 Yes 36 1.0% 249 0.9% 
 No  3,584 98.9% 27,212 98.5% 
 Missing 5 0.1% 168 0.6% 
      
Heart Disease (Ever Diagnosed)     
 Yes 62 1.7% 307 1.1% 
 No 3,558 98.2% 27,137 98.2% 
 Missing 5 0.1% 186 0.7% 
      
High Blood Pressure (Ever Diagnosed)    
 Yes 481 13.3% 3,822 13.9% 
 No 3,139 86.6% 23,612 85.5% 
 Missing 5 0.1% 195 0.7% 
      
High Cholesterol (Ever Diagnosed)     
 Yes 738 20.4% 3,148 11.4% 
 No 2,882 79.5% 23,946 86.7% 
 Missing 5 0.1% 535 1.9% 
      
Joint Pain (In last 12 months)     
 Yes 1,079 29.8% 6,733 24.4% 
 No 2,541 70.1% 20,606 74.6% 
 Missing 5 0.1% 290 1.1% 
      
Attitudinal Variables     
Don't Value Health Insurance     
 Disagree Strongly 1,066 29.4% 6,249 22.6% 
 Disagree Somewhat 648 17.9% 4,142 15.0% 
 Uncertain 414 11.4% 5,108 18.5% 
 Agree Somewhat 745 20.5% 5,076 18.4% 
 Agree Strongly 477 13.2% 3,952 14.3% 
 Missing 274 7.6% 3,102 11.2% 
      
More Likely to Take Risks     
 Disagree Strongly 1,123 31.0% 6,459 23.4% 
 Disagree Somewhat 779 21.5% 5,316 19.2% 
 Uncertain 651 17.96% 4,891 17.7% 
 Agree Somewhat 594 16.4% 5,491 19.9% 
 Agree Strongly 204 5.6% 2,398 8.7% 
 Missing 274 7.6% 3,074 11.1% 
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Table 2 Continued  
 
Source: Author’s analysis of data from the 2005 Household Component of the Medical 
Expenditure Panel Survey. 
 
Note: 
a. Advanced degree includes masters degrees, doctorate degrees, and other degrees.   

b. Other includes American Indian/Alaskan Native, Asian, Native Hawaiian/Pacific Islander, and 
multiple races. 
 

Looking at specific chronic health conditions, 93% percent of both groups have never 

been diagnosed with asthma, 98% of both groups have never been diagnosed with heart disease, 

and 86% of both groups have never been diagnosed with high blood pressure.   

There are moderate differences between the insured and uninsured in their attitudes towards risk 

and the value of health insurance.  Thirty-one percent of those who are insured, and 23% of those 

who are uninsured, disagree strongly with the statement, “I am more likely to take risks,” while 

6% of the insured and 9% of the uninsured agree strongly with the statement.  The insured are 7 

percentage points more likely than the uninsured to state that they strongly disagree with the 

statement, “I don’t value health insurance.” 
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Regression Analysis 

The logistic model gives the odds of purchasing non-group insurance.  In the model, 

being a member of a racial or ethnic minority group, having a lower education level, and having 

limited ability to speak English all have a negative statistically significant influence on the odds 

of purchasing non-group insurance.  Race has the biggest effect for the four key demographic 

factors studied.   

The odds of purchasing non-group insurance are 85% less for those who are Hispanic 

compared to those who are non-Hispanic.  Those with limited ability to speak English have odds 

56% lower than those without a language limitation of purchasing non-group insurance.  The 

odds of purchasing non-group insurance for whites are 7.56 times the odds for blacks.  In 

addition, the odds of purchasing non-group insurance for those in the other category for racial 

group, a category which includes American Indian/Alaskan Native, Asian, Native 

Hawaiian/Pacific Islander, and multiracial, are 6.7 times the odds for blacks.  

Education, measured as the highest degree obtained, influences the odds of purchasing 

non-group insurance in the expected direction, that those with more education are more likely to 

buy insurance, with the exception of those with GEDs.  Individuals with GEDs have odds 68% 

lower than those without any degree of purchasing non-group insurance.  Compared to those 

without any degree, the odds for individuals with bachelor’s degrees, and advanced degrees are 

2.31 and 2.60 times the odds for no degree.  The result for individuals with high school diplomas 

is not statistically significant (p=.13).   
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Table 3: Logistic Results Predicting the Purchase of Non-Group 
Health Insurance       

Variable (reference group) Coefficient
Odds 
Ratio P Value 

90% 
Confidence 
Interval of  
Odds Ratio 

      
Key Demographic Variables      
      
Highest Degree Obtained (No Degree)     
   GED -1.13* 0.32 0.063 0.12 0.88 
   High School Diploma 0.38 1.46 0.131 0.97 2.21 
   Bachelor's Degree 0.84*** 2.31 0.009 1.37 3.90 
   Advanced Degree 0.95*** 2.60 0.002 1.56 4.31 
   Unknown -0.83 0.44 0.483 0.06 3.07 
      
Hispanic -1.90*** 0.15 0.000 0.08 0.28 
      
Limited Ability to Speak 
English -0.81* 0.44 0.053 0.22 0.88 
      
Race (Black)      
   White 2.02*** 7.56 0.000 3.40 16.80 
   Other 1.90*** 6.70 0.001 2.69 16.66 
      
Other Demographic 
Variables      
      
Age (18-24)      
   25-44 -0.05 0.95 0.868 0.60 1.52 
   45-64 0.57* 1.77 0.056 1.08 2.90 
      
Working -0.13 0.88 0.453 0.66 1.17 
      
Female 0.14 1.15 0.289 0.92 1.44 
      
Married 0.61*** 1.84 0.003 1.32 2.55 
      
Poverty Category (Poor)      
   Near Poor 0.41 1.51 0.424 0.65 3.52 
   Low Income 0.25 1.28 0.513 0.69 2.38 
   Middle Income 0.94*** 2.57 0.008 1.44 4.58 
   High Income 1.13*** 3.11 0.002 1.69 5.73 
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Table 3 Continued 

Variable (reference group) Coefficient
Odds 
Ratio P Value 

90% Confidence 
Interval of 
Odds Ratio 

Health Status Variablesc      
      
Perceived Health Status (Excellent)     
   Very Good -0.40* 0.67 0.066 0.47 0.96 
   Good -0.58*** 0.56 0.008 0.39 0.80 
   Fair -0.69* 0.50 0.056 0.28 0.91 
   Poor -2.34*** 0.10 0.008 0.02 0.41 
      
Smoker  -0.68*** 0.51 0.003 0.35 0.73 
      
Asthma 0.11 1.12 0.728 0.66 1.90 
      
Arthritis -0.02 0.98 0.950 0.62 1.56 
      
Diabetes -0.54 0.58 0.200 0.29 1.17 
      
Emphysema 0.31 1.36 0.647 0.45 4.10 
      
Heart Disease -0.17 0.84 0.753 0.35 2.05 
      
High Blood Pressure  -0.45* 0.64 0.072 0.43 0.96 
      
High Cholesterol 0.51* 1.67 0.018 1.17 2.37 
      
Joint Pain 0.11 1.11 0.508 0.85 1.46 
      
Attitudinal Variablesd      
      
Don't Value Health Insurance (Agree strongly)    
   Disagree strongly 0.33 1.39 0.220 0.89 2.16 
   Disagree somewhat 0.35 1.42 0.211 0.90 2.24 
   Uncertain -0.17 0.85 0.598 0.50 1.43 
   Agree somewhat 0.06 1.06 0.815 0.69 1.65 
      
More Likely to Take Risks (Agree strongly)     
   Disagree strongly 0.33 1.39 0.380 0.75 2.60 
   Disagree somewhat 0.21 1.24 0.571 0.66 2.31 
   Uncertain 0.28 1.32 0.500 0.67 2.61 
   Agree somewhat 0.01 1.01 0.983 0.56 1.83 
      
Constant  -5.06 -------- 0.000 ---------- ---------- 
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Table 3 Continued 

Source: Author’s analysis of data from the 2005 Household Component of the Medical 
Expenditure Panel Survey.  
 
N =4,066) 
 
* indicates statistically significant at the 90% confidence level, *** indicates statistically significant 
at the 99% confidence level. 
 
a. Advanced Degree includes masters degrees, doctorate degrees, and other degrees.  

b. Other includes American Indian/Alaskan Native, Asian, Native Hawaiian/Pacific Islander, and 
multiple races. 
 
c. People with missing information for health status variables were assigned to not having the 
conditions. 
 
d. People with missing information for attitudinal variables were assigned to uncertain 
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 Perceived health status is also statistically significant.  In comparison to people who state 

that they are in excellent health, those in very good and good health have odds 33% lower and 

64% lower respectively of purchasing non-group insurance.  Those in fair and poor health have  

odds 50% lower and 90% lower respectively of purchasing non-group insurance.  However, out 

of the chronic conditions included in the model only having high blood pressure and high 

cholesterol were statistically significant.  Those with high blood pressure have odds 36% lower of 

purchasing non-group insurance than those who do not have the condition.  Surprisingly, those 

with high cholesterol have odds 65% higher than those who do not have high cholesterol for 

purchasing non-group insurance.  It is interesting to note that the value individuals place on health 

insurance and their likelihood of taking risks were not statistically significant.  

 These results can be used to illustrate predicted probabilities of purchasing non-group 

insurance for individuals with certain characteristics.  The model predicts that a person with 

average characteristics, who is Hispanic and who has an English language limitation, has only a 

1.3% chance of purchasing non-group insurance.  In comparison, a person with average 

characteristics, who is non-Hispanic and who has no language limitation, has a 16.2% chance of 

purchasing non-group insurance.  This is a 14.9 percentage point difference.  In addition, 

someone who is Hispanic and does not have a language limitation is 13.2 percentage points less 

likely to purchase non-group insurance than someone who is non-Hispanic without a language 

limitation.   

When looking at race, the model predicts that people who are black have a much lower 

predicted probability of purchasing insurance than individuals of other races.  A person with 

average characteristics who is black has a 2.5% chance of purchasing non-group insurance.  
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Conversely, a person with average characteristics who is white or falls into the other racial 

category has a 16.2% chance and a 14.7% chance respectively.   

Holding all characteristics at their most frequent value, in comparison to someone with a 

high school diploma having no degree reduces a person’s probability of having non-group 

insurance by 4.5 percentage points.  Those with bachelors degrees are 7.4 percentage points more 

likely to purchase non-group insurance compared to those with high school degrees (25.5%-

16.2%).
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Predicted Probability of Purchasing Non-
Group Insurance by Differences in 

Ethnicity and English Language 
Limitation
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Figure 1

 

Notes: 
Person 1= non-Hispanic, no language limitation 
Person 2= non-Hispanic, language limitation 
Person 3= Hispanic, no language limitation 
Person 4= Hispanic, language limitation 
 
Illustrative people are identical in all other characteristics.  Specifically: high school diploma,  
white, 25-44, employed, male, single, middle income, with very good perceived health status,  
no chronic conditions, disagrees strongly with the statement’s that they don’t value health 
insurance and that they are more likely to take risks. 
 
Source: Author’s analysis of data from the 2005 Household Component of the 
Medical Expenditure Panel Survey. 
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Predicted Probability of Purchasing 
Non-Group Insurance by Race
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Note: 
Illustrative people are identical in all other characteristics.  Specifically: high school diploma, 
 non-Hispanic, no English language limitation, 25-44, employed, male, single,  
middle income, with very good perceived health status, no chronic conditions, 
 who disagrees strongly with the statement that they don’t value health insurance 
 and that they are more likely to take risks. 
 
Source: Authors analysis of data from the 2005 Household Component of the  
Medical Expenditure Panel Survey 
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Predicted Probability of Purchasing Non-
Group Insurance by Education Level
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Notes: 
Person 1= No degree 
Person 2= general equivalency degree (GED) 
Person 3= high school diploma 
Person 4= bachelors degree 
Person 5= advanced degree 
 
Illustrative people are identical in all other characteristics.  Specifically:  White, 
 non-Hispanic, no English language limitation, 25-44, employed, male, single, 
middle income, with very good perceived health status, no chronic conditions, 
 who disagrees strongly with the statement that they don’t value health insurance 
 and that they are more likely to take risks 
 
Source: Author’s analysis of data from the 2005 Household Component of the  
Medical Expenditure Panel Survey. 
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DISCUSSION 
 

This study used logistic regression to examine whether factors beyond health status and 

income affect the decision to purchase non-group health insurance.  The study examined if 

possessing knowledge about health insurance and having the ability to navigate the non-group 

market impact purchase decisions.  These factors are not directly measurable, and this study 

focused on education level, ethnic and racial minority group status, and English language ability 

as factors that may be correlated with knowledge about insurance.  The results indicate that those 

who are black or Hispanic, those with limited ability to speak English, and those with lower 

education levels are less likely to purchase non-group health insurance, controlling for other 

demographic characteristics and health status.   

Most interestingly the results of this study indicate that language limitations are not the 

cause of lower rates of non-group insurance purchases by Hispanics.  The results indicate that 

being of Hispanic ethnicity has a statistically significant negative effect on purchasing non-group 

health insurance, after controlling for English language limitations.  The odds of purchasing non-

group insurance are 85% less for Hispanics compared to non-Hispanics.  When looking at 

someone with average characteristics, someone who is Hispanic and does not have a language 

limitation is 16.2 percentage points less likely to purchase non-group insurance than someone 

who is non-Hispanic without a language limitation.   

Interestingly individuals’ attitudes about how much they value health insurance and how 

likely they are to take risks were not statistically significant in the regression model.  As 

insurance is a product that gives one protection against unknown outcomes, attitudes on 

willingness to take risk would be expected to play a role in purchasing decisions.  In addition, 

indicating that one values insurance would be expected to be strongly correlated with purchase 
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decisions.  However, these results may have been affected by the significant amount of missing 

data on these variables.   

This analysis is limited as it was not able to control for several demographic 

characteristics that likely impact the decision to purchase non-group insurance.  These 

characteristics include parenthood status, assets, and family members’ insurance status (if one’s 

spouse or child has coverage).  In addition, the variables used to control for health status are 

imperfect measures.  The analysis only included the presence of eight chronic conditions, 

whereas the severity of the conditions may influence decisions, and many other health conditions 

exist which may influence decisions.  The analysis is also limited due to the lack of information 

on supply side factors that affect purchase decisions.  Information on state level regulations that 

impact the availability, generosity, and price of benefits offered was not available.  The study 

does not include information about price, including the price of premiums quoted to individuals if 

they shopped for insurance and the price of premiums those insured paid.  

Previous studies that came to similar conclusions about the lower likelihood of ethnic and 

racial minorities, and those with lower education levels, to purchase non-group insurance 

hypothesized that unmeasured attitudes towards medical care and the health insurance system, or 

discrimination against minorities in health insurance marketing, may explain these results (Saver 

and Doescher, 2000).  Research showing that among insured individuals minorities are less likely 

to use medical care supports this hypothesis (Fiscella et al., 2002).  Another possible explanation 

may be that disadvantaged groups have less exposure to health insurance, and how to navigate the 

health insurance marketplace, and that if they had the same level of exposure as other groups they 

would be equally likely to purchase insurance. 
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The fact that this study found similar results as one using 1987 data shows the persistence 

of the unmeasured underlying factors that lead to differences in purchasing rates.  Future research 

to uncover these unknown factors would provide an important foundation for policymakers to 

address gaps in insurance coverage between advantaged and disadvantaged groups.   

The results of this study indicate that policies aiming to use the non-group market to 

expand insurance coverage could exacerbate existing disparities in health insurance coverage.  As 

of 2007, 21% of black non-Hispanic individuals were uninsured, and 34% of Hispanic individuals 

were uninsured, in comparison to 12% of white individuals (The Henry J. Kaiser Foundation, 

2008).  Policies that rely on subsidies to encourage purchase of insurance in this market, and that 

do not address non-economic factors that contribute to purchase decisions, will be unlikely to 

induce disadvantaged groups to purchase insurance.  Furthermore, this suggests that any efforts to 

extend health insurance coverage to the uninsured by utilizing the non-group market should 

consider special outreach to these groups of individuals who otherwise may be more likely to 

remain uncovered. 
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