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• No prior study has examined health characteristics (e.g., self-

reported health status, chronic diseases or risk behaviors) of those 

who are covered privately, publically, and those who are 

uninsured and likely to qualify for coverage under the ACA 

enactment.

• Considering the recognized relationship between health 

insurance and health outcomes along with the increased 

newly insured populations, it is essential to examine the 

differences in general health status and health service use 

between these groups. 

Introduction
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• The purpose of this study is to assess health disparities 

and inequalities in regards to the insurance status: 

private, public, the uninsured but likely eligible for 

Medicaid expansion (EME), and the uninsured but likely 

required to purchase health plans through the health 

exchange market (RPIE).

Purpose
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• Primary: The uninsured population would have poorer 

health outcomes and access to care than the insured, and 

that these relationships would hold firm regardless of the 

type of insurance.

• Secondary:

1) Different types of insurance would be associated with 

differences in overall level of health and health inequalities

2) Disparities and inequalities in health would be smaller 

within the insured (private vs. public) than between the 

insured and the uninsured (private vs. RPIE and public vs. 

EME).

Hypotheses
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• Data from the Household Survey Component (HC) of 

the Medical Expenditure Panel Survey (MEPS) 2012

• Sample: adults aged 27 to 64 years

 Those 65 years and older were excluded to avoid 

confounding with individuals using Medicare 
(near-universal coverage; Franks, Clancy, Gold, & Nutting, 1993; Shi, 2000). 

 Those younger than 27 were also excluded to avoid possible 

effects of changing insurance status 
(47% of US young adults ages 19-25 stayed or joined their parent’s health plan in 2011 [Collins, 

Robertson, Garber, & Doty, 2012]). 

Data 
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• A series of bivariate analyses were used to examine 

insurance type differences in socio-demographic and health 

characteristics. 

• In order to achieve a joint significance level of  < 0.05 for 

multiple comparisons, Bonferroni adjustments were made.

• Multiple logistic regression models were used to assess the 

independent effects of type of health insurance with primary 

health indicators.  All regression models were controlled for 

selected socio-demographics and the frequency of visits to 

health service.

Statistical Analyses
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Results  Demographic characteristics-1

Insured Uninsured

Characteristics
Private Public RPIE EME

n= 9,428 n= 2,371 n=2,172 n=2,894

Age (years)

27-45 48.8% 48.8% 54.5% 66.0%

46-64 51.2% 51.2% 45.5% 34.0%

Sex

Male 47.3% 35.1% 54.1% 44.8%

Female 52.7% 64.9% 45.9% 55.2%

Race/Ethnicity

Hispanic 19.2% 31.3% 43.0% 54.2%

White /

Non-Hispanic
51.4% 29.6% 30.4% 18.6%

Black /

Non-Hispanic
17.6% 31.4% 17.3% 22.7%

Asian 9.7% 5.1% 7.4% 3.7%

Others 2.1% 2.6% 1.9% 0.8%



Results

Insured Uninsured

Characteristics
Private Public RPIE EME

n= 9,428 n= 2,371 n=2,172 n=2,894

Education, 

College or Higher

(more than 12 years)

67.0% 29.1% 40.5% 26.5%

Married 68.4% 33.9% 53.6% 42.2%

Not married 31.6% 66.1% 46.4% 57.8%

Employed 85.1% 28.6% 73.5% 52.0%

Unemployed 14.9% 71.4% 26.5% 48.0%

Family Income

Low income
(< 200% FPL)

17.5% 82.0% 33.8% 100%

34.5% 14.2% 47.9% .

48.0% 3.8% 18.3% .
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Insured Uninsured

Characteristics
Private Public RPIE EME

n= 9,428 n= 2,371 n=2,172 n=2,894

Family Size

< 3 41.1% 42.6% 38.7% 31.4%

3 to 4 42.4% 36.0% 37.8% 33.9%

5 to 7 15.8% 19.4% 21.2% 30.7%

> 7 0.7% 2.0% 2.3% 4.0%

Region

Northeast 16% 26.7% 12.6% 10.9%

Midwest 21.2% 17.0% 14.3% 12.4%

South 35.6% 31.2% 42.0% 49.8%

West 27.3% 25.2% 31.1% 26.9%

Results  Demographic characteristics-3



Results  
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Figure 1.  General Health 
Status 

Private Public RPIE EME
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Figure 2.  Had a Routine 
Checkup in 2012

Private Public RPIE EME



Results  Adjusted Odds Ratios of Health Characteristics

Private vs. 

Public

RPIE vs. 

EME

Private vs. 

RPIE

Public vs. 

EME

Adjust odd ratios (95% CI)

General Health

Fair/Poor, self-reported 

health

0.469*** 

(0.400, 0.550)

0.856

(0.699, 1.048)

0.823**

(0.719, 0.942)

2.020***

(1.727, 2.363)

Chronic Conditions

Heart Diseases
0.693***

(0.566, 0.849)

0.715

(0.507, 1.009

1.304**

(1.089, 1.561)

2.221***

(1.767, 2.792)

Diabetes
0.548***

(0.448-0.671)

1.019

(0.751, 1.382)

1.464***

(1.216, 1.761)

2.439***

(1.951, 3.050)

Cancer
1.060

(0.812, 1.384)

0.913

(0.569, 1.466)

1.412**

(1.121, 1.777)

1.773**

(1.270, 2.475)

Note. * p < .05, ** p < .01, *** p < .001
Adjusted odds ratios were obtained from the multiple logistic regression controlling for age, gender, race/ethnicity, 

family income, education, marital status, region and family size.



Results  Adjusted Odds Ratios of Health Utilization

Private vs. 

Public

RPIE vs. 

EME

Private vs. 

RPIE

Public vs. 

EME

Adjust odd ratios (95% CI)

Access to care

Routine Check-up, 
in the past 12 months

0.720***

(0.620, 0.835)

1.081

(0.914, 1.279)

2.908***

(2.638, 3.205)

3.929***

(3.383, 4.563)

Women’s Screenings

Pap test, 
in the past 3 years

1.094

(0.849, 1.411)

1.102

(0.834, 1.456)

2.436***

(2.036, 2.914)

1.889***

(1.490, 2.393)

Breast exam,
in the past 2 years

1.047

(0.841, 1.305)

1.186

(0.933, 1.508)

2.746***

(2.348, 3.210)

2.045***

(1.674, 2.498)

Mammogram, 
in the past 2 years

1.066

(0.868, 1.309)

1.089

(0.837, 1.416)

2.665***

(2.269, 3.130)

1.848***

(1.500, 2.277)

Note. * p < .05, ** p < .01, *** p < .001
Adjusted odds ratios were obtained from the multiple logistic regression controlling for age, gender, race/ethnicity, 

family income, education, marital status, region and family size.



Results  Correlations between the number of visits to care and health status

y = -0.5224x + 3.6646
R² = 0.0749
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The Number of Visits to Health Care

Figure 3.  Linear Regression: The 

Number of Visits & Health Status
Insured Uninsured

# of visits to 

care
Private Public RPIE EME

0 29.00% 22.40% 59.30% 62.60%

1 19.20% 12.90% 13.70% 11.80%

2 16.00% 13.30% 8.90% 9.10%

3 11.30% 11.20% 6.20% 5.30%

4 8.20% 11.60% 4.70% 3.40%

5 to 9 10.70% 15.50% 5.00% 4.60%

10 or more 5.60% 13.10% 2.20% 3.20%

Type of Insurance Variable Self-Reported Health

Private # of visits to health care – 0.194***

Public # of visits to health care – 0.348***

Uninsured with RPIE # of visits to health care – 0.216***

Uninsured with EME # of visits to health care – 0.222***



Findings

 The publicly insured reported worse health outcomes than the 

privately insured, RPIE, and EME on most health indicators despite 

better access to care.

 In the group comparison within the insured and uninsured, multiple 

logistic regression results indicated that all prevalence of chronic 

conditions except cancer differed significantly between the privately 

insured and publicly insured population, while it did not between RPIE 

and EME.

 In terms of the number of visit to medical offices, more than half of 

the both RPIE (59.3%) and EME (62.6%) had no visit in the past 12 

months, compared with 29% of the privately insured and 22.4% of the 

publicly insured.

 For the women’s cancer screening, women covered through private 

insurance were more likely to report having had all three screenings 

than were women with other insurance status. 



Conclusion
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• Based on our findings, it appears that the general health 

outcomes of those who are publicly insured are the worst 

despite the higher rates of visits to health care and better 

accessibility.

• Overall, having insurance coverage does not seem to 

contribute to better self-reported health.  

• This study also suggests that effect of health coverage on 

health status may vary according to the type of insurance. 



Implications
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• Although policy interest has centered on narrowing the gap 

between the uninsured and the insured, increased access to 

healthcare with the Medicaid expansion under the ACA may 

not play as significant a role improving the general health 

status among the uninsured as much as anticipated.

• Given the discrimination, low profitability for public 

insurance, policy makers who must justify the ACA 

enactment should address the low physicians’ acceptance of 

the publicly insured patients, and need to establish policies 

to ensure newly insured population can receive quality care, 

not quantity. 
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