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DOE #1 V. TRUMP
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Before: Sidney R. Thomas, Chief Judge, and Marsha S.
Berzon and Daniel A. Bress, Circuit Judges.
Order by Chief Judge Thomas;
Dissent by Judge Bress

SUMMARY*

Immigration / Preliminary Injunction
The panel denied the government’s motion for a stay
pending appeal of the district court’s preliminary injunction
enjoining Presidential Proclamation No. 9945, Suspension of
Entry of Immigrants Who Will Financially Burden the United
States Health Care System.
Issued on October 4, 2019, the Proclamation barred, with
some exceptions, individuals seeking to enter the United
States on an immigrant visa from entering unless they could
demonstrate that they will be covered by certain approved
health insurance within 30 days of entry or that they have the
resources to cover foreseeable healthcare costs. Individual
Plaintiffs are seven U.S. citizens who are sponsoring family
members for immigrant visas and whose applicant family
members have successfully completed the traditional steps for
obtaining an immigrant visa, but would be barred from
entering the United States under the Proclamation. The
*

This summary constitutes no part of the opinion of the court. It has
been prepared by court staff for the convenience of the reader.
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organizational Plaintiff provides programs aimed at educating
and empowering a community of Latinos in Oregon and
provides services to navigate the immigrant visa process.
First, the panel concluded that the government failed to
meet its burden of showing irreparable harm absent a stay,
explaining that: 1) the government’s perceived institutional
injury is not “irreparable” because the government may yet
vindicate its interests in this litigation; 2) the government’s
claim of harm in the form of costs to healthcare providers and
taxpayers by uninsured immigrants was not supported by the
record, and the court was not required to accept the
Proclamation’s conclusory findings as true; and 3) the harm
asserted by the government is purely monetary, and such
injury is not normally considered irreparable.
The panel also concluded that the record amply supported
the district court’s conclusion that Plaintiffs would suffer
irreparable harm absent preliminary injunctive relief. The
panel explained that, based on findings that Plaintiffs and
60% of visa applicants would be unable to satisfy the
requirements of the Proclamation, the district court concluded
that the Proclamation would result in prolonged separation
from family members, a factor that this court has held
constitutes sufficient irreparable harm.
The panel noted that its analysis could conclude here,
given that if a stay applicant cannot show irreparable harm,
a stay may not issue, regardless of the petitioner’s proof
regarding the other stay factors, but concluded that the
context of this case suggested that the panel should proceed
with examining the remaining factors.
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Second, the panel concluded that the government had not
met the high standard of showing a strong likelihood of
success on the merits. In doing so, the panel observed that,
as a motions panel, it must take care not to prejudge the
merits of the appeal, but rather to assess the posture of the
case in the context of the necessity of a stay pending
presentation to a merits panel. Further, the panel concluded
that the government had not shown a strong likelihood of
success on Plaintiffs’ claim that the Proclamation conflicts
with the Violence Against Women Act’s amendments to the
Immigration and Nationality Act (“INA”), the Affordable
Care Act, and the “public charge” provision of the INA.
The panel also considered 8 U.S.C. § 1182(f), the section
of the INA that provides that the President may, under certain
circumstances, “for such a period as he shall deem necessary,
suspend the entry of all aliens or any class of aliens . . . or
impose on the entry of aliens any restrictions he may deem to
be appropriate.” The panel acknowledged that the President
is owed broad deference with respect to this provision, but
nonetheless concluded at this juncture, for two reasons, that
the Plaintiffs are likely to succeed in refuting the
government’s contention that § 1182(f) legitimizes the
Proclamation: 1) the Proclamation’s perfunctory time
limitations do not comport with the textual limits of
§ 1182(f); and 2) § 1182(f) does not provide the President
with limitless power to deny visas to immigrants based on
purely long-term economic concerns.
Third, the panel concluded that a stay would substantially
injure Plaintiffs, as well other parties, including Twenty-one
states, the District of Columbia, and the City of New York, all
of which filed amici briefing describing the significant harm
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they and other governmental entities will suffer if the
Proclamation goes into effect.
Fourth, the panel concluded that the public interest lies
with maintaining the status quo while the appeal is pending,
explaining that for countless decades, a stable immigration
system has provided for families to be united through a visa
system that did not require purchase of selected insurance
products. Given the irreparable harm to the Plaintiffs, the
lack of irreparable harm to the United States for maintaining
the status quo pending resolution of this appeal, and the
injury to other parties if the Proclamation is immediately
implemented, the panel concluded that the public interest
favors preserving the status quo.
Finally, the panel concluded that the district court did not
abuse its discretion in entering a nationwide injunction. The
panel noted that, subsequent to the preliminary injunction, the
district court certified two nationwide subclasses and that the
government had not yet sought to appeal that certification.
Because the class here is nationwide, and because a
nationwide injunction is necessary to provide the class
members with complete relief, the panel concluded that the
scope of the injunction is appropriate at this juncture,
regardless of whether or not it was when originally issued.
Thus, the panel concluded that, because the certified class is
nationwide and promotes uniformity in administering federal
immigration law, the district court did not abuse its discretion
as to the scope of the injunction.
Accordingly, the panel denied the motion and directed the
Clerk of Court to expedite the appeal.
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Dissenting, Judge Bress wrote that the majority’s decision
is yet the latest example of this court allowing a universal
injunction of a clearly constitutional Executive Branch
immigration policy. First, as to success on the merits, Judge
Bress concluded that the majority erred in concluding that the
Proclamation is likely unconstitutional and that it conflicts
with the INA and other statutes. Second, Judge Bress
concluded that the government established irreparable harm
to the interests the Executive seeks to promote through the
Proclamation and to the core separation of powers principles
that make the Proclamation lawful, and established harm in
the form of costs while the injunction remains in effect.
Third, as to harm to the opposing party, Judge Bress wrote
plaintiffs had not established that their relatives are entitled
to visas but for the Proclamation. Fourth, Judge Bress
concluded that the public interest strongly supports staying
the injunction, stating that the majority added a new,
unauthorized stay factor: preservation of the status quo.
Judge Bress also wrote that, even if maintenance of the status
quo were among the factors that courts consider in this
context, the actual status quo is a legal environment in which
the Proclamation is authorized.
Finally, as to the scope of the injunction, Judge Bress
wrote that the majority’s reliance on the district court’s recent
class certification decision was a concession that the scope of
the injunction was invalid when issued. Judge Bress also
concluded that the problem with many nationwide
injunctions, as here, is that they are premised on class
certification orders that are themselves infirm. Further, Judge
Bress wrote that this circuit has co-opted the policy of
promoting uniform immigration laws as a justification for
courts issuing nationwide injunctions of Executive Branch
immigration policies.
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ORDER

THOMAS, Chief Judge:
In this case, we consider the government’s motion to stay
the district court’s preliminary injunction enjoining a
Presidential Proclamation restricting family-sponsored
immigrants from entering the United States without acquiring
specified health insurance. We deny the motion. We direct
the Clerk of Court to expedite the appeal.
I
The Immigration and Nationality Act (“INA”), Pub. L.
No. 82-414, 66 Stat. 163 (1952), allows noncitizens to apply
for an immigrant visa to permit them to permanently reside in
the United States. 8 U.S.C. §§ 1101(a)(15), 1181(a),
1182(a)(7), 1201(a). Before an individual may apply for an
immigrant visa, a prospective employer or a family member
who is a United States citizen or lawful permanent resident
must file a sponsorship petition on behalf of the individual.
Id. §§ 1151(a)–(b), 1153. The petition is submitted to and
approved by U.S. Citizenship and Immigration Services,
which forwards the approved petition to the National Visa
Center. See id. § 1201. The immigrant must then complete
visa processing and schedule an in-person interview before a
consular officer at a U.S. embassy or consulate. See id.
§ 1202(a), (e); 22 C.F.R. § 42.62. The consular officer then
makes a determination to issue or refuse the visa application.
See 8 U.S.C. § 1201(a)(1), (g); 22 C.F.R. §§ 42.71, 42.81(a).
If an immigrant falls into one of the ten categories
enumerated in 8 U.S.C. § 1182(a), they are deemed ineligible
for a visa and ineligible for admission into the United States.
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Currently, insured status is not one of the criteria for
eligibility. See 8 U.S.C. § 1182(a).
On October 4, 2019, the President issued the
Proclamation in dispute, Proclamation No. 9945, entitled
Suspension of Entry of Immigrants Who Will Financially
Burden the United States Healthcare System, in Order to
Protect the Availability of Healthcare Benefits for Americans,
84 Fed. Reg. 53,991. The Proclamation identified the
perceived problem of uncompensated medical expenses in the
United States, stating, without citation to any source, “data
show that lawful immigrants are about three times more
likely than United States citizens to lack health insurance.”
To address this issue, the Proclamation barred, with some
exceptions, individuals seeking to enter the United States on
an immigrant visa from entering the United States unless they
could demonstrate that they will be covered by certain
approved health insurance within 30 days of entry or that they
have the resources to cover foreseeable healthcare costs. Id.
at 53,992.
The Proclamation identified a narrow definition of what
constitutes “an approved health insurance plan,” namely:
(i) an employer-sponsored plan, including a
retiree plan, association health plan, and
coverage provided by the Consolidated
Omnibus Budget Reconciliation Act of 1985;
(ii) an unsubsidized health plan offered in the
individual market within a State;
(iii) a short-term limited duration health
policy effective for a minimum of
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364 days—or until the beginning of planned,
extended travel outside the United States;
(iv) a catastrophic plan;
(v) a family member’s plan;
(vi) a medical plan under chapter 55 of title
10, United States Code, including coverage
under the TRICARE program;
(vii) a visitor health insurance plan that
provides adequate coverage for medical care
for a minimum of 364 days—or until the
beginning of planned, extended travel outside
the United States;
(viii) a medical plan under the Medicare
program; or
(ix) any other health plan that provides
adequate coverage for medical care as
determined by the Secretary of Health and
Human Services or his designee.

Id.
By the terms of the Proclamation, Medicaid does not
constitute “approved health insurance” for individuals over
the age of 18. Id.
The President directed that the Proclamation become
effective at 12:01 a.m. eastern daylight time on November 3,
2019. On October 30, Plaintiffs filed this action. The
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individual Plaintiffs are seven U.S. citizens who are
sponsoring family members for immigrant visas and whose
applicant family members have successfully completed the
traditional steps for obtaining an immigrant visa, but would
be barred from entering the United States under the
Proclamation. The organizational Plaintiff is the Latino
Action Network, an organization that provides programs
aimed at educating and empowering Latinos in Multnomah
County, Oregon. The Latino Action Network also provides
services to navigate the immigrant visa process.
On November 2, 2019, the district court issued a
temporary restraining order precluding the Proclamation from
taking effect. See Doe # 1 v. Trump, 414 F. Supp.3d 1307
(D. Or. 2019). On November 26, before the expiration of the
temporary restraining order, the district court issued a
nationwide preliminary injunction prohibiting
implementation of the Proclamation. Doe v. Trump, 418 F.
Supp. 3d 573, 604 (D. Or. 2019). In doing so, the district
court applied the familiar Winter factors, concluding that the
Plaintiffs had shown that (1) they were likely to succeed on
the merits; (2) they were likely to suffer irreparable harm in
the absence of preliminary relief; (3) the balance of equities
tipped in their favor; and (4) that a preliminary injunction was
in the public interest. Id. at 579 (citing Winter v. Nat. Res.
Defense Council, Inc., 555 U.S. 7, 22 (2008)). The United
States filed this emergency motion to stay the district court
order pending appeal.
While this stay motion was pending, on April 7, 2020, the
district court certified the following two subclasses:
The U.S. Petitioner Subclass: Individuals in
the United States who currently have or will
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have an approved or pending petition to the
United States government to sponsor a
noncitizen family member for an immigrant
visa; and whose sponsored family member is
subject to the Proclamation and unable to
demonstrate to a consular officer's satisfaction
that he or she “will be covered by approved
health insurance” within 30 days after entry or
will be able “to pay for reasonably foreseeable
medical costs;” and
The Visa Applicant Subclass: Individuals
who are foreign nationals who (I) have
applied for or will soon apply to the United
States government for an immigrant visa;
(ii) are otherwise eligible to be granted the
visa; but (iii) are subject to the Proclamation
and unable to demonstrate to the satisfaction
of a consular officer that they “will be covered
by approved health insurance” within 30 days
after entry or will be able “to pay for
reasonably foreseeable medical costs.”
II

A request for a stay pending appeal is committed to the
exercise of judicial discretion. Virginian Ry. Co. v. United
States, 272 U.S. 658, 672 (1926). A party requesting a stay
pending appeal “bears the burden of showing that the
circumstances justify an exercise of that discretion.” Nken v.
Holder, 556 U.S. 418, 433–34 (2009). In considering
whether to exercise our discretion in granting the
Government’s motion to stay the preliminary injunction, we
apply the familiar standard set forth by the Supreme Court in

(15 of 338)
Case: 19-36020, 05/04/2020, ID: 11678889, DktEntry: 65-1, Page 15 of 97

DOE #1 V. TRUMP

15

Nken, namely: (1) whether the Government has made a strong
showing of the likelihood of success on the merits;
(2) whether the appellants will be irreparably injured absent
a stay; (3) whether a stay will substantially injure other
parties; and (4) where the public interest lies. Id. at 426. “The
first two factors . . . are the most critical.” Id. at 434. We
consider the last two factors if the first two factors are
satisfied. Id. at 435. We review the scope of the district
court’s preliminary injunction for abuse of discretion.
California v. Azar, 911 F.3d 558, 568 (9th Cir. 2018), cert.
denied sub nom. Little Sisters of the Poor Jeanne Jugan
Residence v. California, 139 S. Ct. 2716 (2019).
III
A
Nken instructed “that if the petition has not made a certain
threshold showing regarding irreparable harm . . . then a stay
may not issue, regardless of the petitioner’s proof regarding
the other stay factors.” Leiva-Perez v. Holder, 640 F.3d 962,
965 (9th Cir. 2011) (per curium) (citing Nken, 556 U.S.
at 433–34). We therefore begin our Nken analysis with
consideration of irreparable harm. Cf. Al Otro Lado v. Wolf,
952 F.3d 999, 1007 (9th Cir. 2020) (listing the Nken factors
and explaining, “We first consider the government’s showing
on irreparable harm, then discuss the likelihood of success on
the merits under the sliding scale approach”).
The government has failed to meet its burden of showing
irreparable harm. In the context of a stay request, “simply
showing some possibility of irreparable injury” is
insufficient. Nken, 556 U.S. at 434 (citation and internal
quotation marks omitted). Rather, at this juncture, the
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government has the burden of showing that irreparable injury
is likely to occur during the period before the appeal is
decided. Leiva-Perez, 640 F.3d at 968. The government did
not satisfy its burden.
The government first argues that it will suffer irreparable
harm because the preliminary injunction prevents “the
President from taking action effectuating an Act of
Congress.” But the question of whether the Proclamation
conflicts with congressionally set qualifications for
immigrant visas or exceeds the President’s authority to
change these qualifications is at the core of this dispute, to be
resolved at the merits stage of this case. Thus, the harm of
such a perceived institutional injury is not “irreparable,”
because the government “may yet pursue and vindicate its
interests in the full course of this litigation.” Washington v.
Trump, 847 F.3d 1151, 1168 (9th Cir. 2017) (per curium),
cert. denied sub nom. Golden v. Washington, 138 S. Ct. 448
(2017). Indeed, if we were to adopt the government’s
assertion that the irreparable harm standard is satisfied by the
fact of executive action alone, no act of the executive branch
asserted to be inconsistent with a legislative enactment could
be the subject of a preliminary injunction. That cannot be so.
The government next argues that it will be irreparably
harmed during the pendency of the appeal because of the
alleged substantial cost to healthcare providers and taxpayers
by uninsured immigrants. For support, the government
simply cites to the statement in the Proclamation that recent
immigrants are three times more likely than citizens to lack
health insurance. There is no citation in the Proclamation for
this statistic, nor is one to be found anywhere in the record.
Nor could the government provide any source for this
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assertion in briefing or at oral argument. And the
Proclamation contains no further cost quantification.
By contrast, the Plaintiffs placed into the record evidence
that uninsured immigrants represent only 0.3% of American
adults and only 2.9% of uninsured adults. The record
evidence also shows that uninsured immigrants use less than
0.06% of total American medical resources and only 0.08%
of emergency service expenditures. These statistics include
illegal as well as legal immigrants, so the numbers pertinent
here may be considerably lower. The record further indicates
that immigrants are more likely to represent “favorable
insurance risk[s]” in Affordable Care Act (ACA)
marketplaces because they tend to be relatively healthier than
the normal insured population and use fewer healthcare goods
and services. For instance, in California, immigrants who are
insured through an ACA-compliant plan (which, if
subsidized, are not permitted under the Proclamation) have
10% lower medical claims than citizen enrollees in the same
plans. As a result of excluding low-risk consumers, the
overall health of the risk pool will decrease, resulting in
increased premiums for all consumers using state
marketplaces.
The government claims that we are precluded from
reviewing the Proclamation’s conclusory findings and must
accept them as true. This assertion runs afoul of Nken, which
places the burden on the government, and instructs us only to
exercise our discretion to enter a stay when irreparable harm
is probable, not merely possible. 556 U.S. at 434. The
government cannot meet this burden by submitting
conclusory factual assertions and speculative arguments that
are unsupported in the record. See Azar, 911 F.3d at 581. In
this respect, this Proclamation’s findings stand in stark
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contrast to the proclamation’s findings in Trump v. Hawaii,
138 S. Ct. 2392 (2018). That case involved a proclamation
that set forth “extensive findings,” which the President found
after ordering the relevant agencies to “conduct a
comprehensive evaluation” of the countries affected by the
proclamation, and the proclamation then tailored its findings
to the agencies’ recommendations. See id. at 2408. Thus, in
assessing whether the government has met its burden, we
must examine and review the entire record, not simply rely on
one unsupported conclusory statement. See Washington,
847 F.3d at 1162–63.
Even if we credit the Proclamation’s assertions, the
government has not demonstrated that the healthcare system
will be irreparably burdened while this appeal is pending.
The record evidence shows that many of the immigrants
affected by the Proclamation could obtain some form of
insurance that would reduce their already minimal
contribution to healthcare costs, but these immigrants are
nonetheless inadmissible under the Proclamation because
they cannot obtain an “approved” health insurance plan or
cannot obtain a plan within the 30-day deadline. In short, the
record evidence shows that the impact of uninsured
immigrants on uncompensated healthcare costs is minimal,
and that many of the affected immigrants could obtain health
insurance if permitted to look beyond the plans and 30-day
limitation in the Proclamation. The government has
submitted no evidence disputing these points.
Further, the harm asserted by the government is purely
monetary, and “‘monetary injury is not normally considered
irreparable.’” hiQ Labs, Inc. v. LinkedIn Corp., 938 F.3d
985, 993 (9th Cir. 2019) (quoting Los Angeles Mem’l
Coliseum Comm’n v. Nat’l Football League, 634 F.2d 1197,
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1202 (9th Cir. 1980)). In addition, monetary injury to third
parties, such as health care providers, or to the economy in
general provides an even weaker justification for a finding of
“irreparable harm.” After all, the Nken irreparable harm
standard is “whether the applicant will be irreparably injured
absent a stay.” 556 U.S. at 426 (emphasis added).
By contrast, the district court concluded that the evidence
demonstrated that Plaintiffs would suffer irreparable harm
absent preliminary injunctive relief and that the government
was unlikely to succeed in showing otherwise. Doe, 418 F.
Supp. 3d at 599. The Plaintiffs submitted evidence that all
seven individual Plaintiffs are either unable to afford an
“approved” plan, unable to add the immigrant family member
to an existing employer-sponsored plan, unable to acquire an
approved plan within the 30-day deadline, or lack the
resources to demonstrate they could independently pay for
foreseeable medical costs. See id. at 584–86.
The district court concluded that the Proclamation likely
would negatively affect approximately 60% of all immigrant
visa applicants. Id. at 597. Plaintiffs aver, citing data from
the United States Census Bureau, that approximately 375,000
immigrants each year—primarily those seeking to enter the
United States on family-sponsored petitions—would be
affected, and potentially precluded from obtaining an
immigrant visa, by the Proclamation.
Based on the evidence in the record, the district court
found that the approved insurance plans delineated in the
Proclamation were “legally or practically unavailable to
intending, or prospective, immigrants.” Id. at 583. The
district court found that employer-based plans often had a
waiting period that exceeded the Proclamation’s 30-day
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deadline and highlighted the fact that the prohibition against
obtaining subsidized insurance under the Affordable Care Act
rendered that market, for the most part, inaccessible to
arriving immigrants. Id. It also highlighted the fact that
Short Term Limited Duration Insurance plans, which were
among the Proclamation’s “approved” plans, are banned in
California, and that Oregon’s contract term requirements
make such plans ineligible under the Proclamation there. Id.
The district court underscored that reliance on Medicaid for
any immigrant over the age of 18 is prohibited by the
Proclamation.
As to the other “approved” plans, the district court
explained that:
Family-member plans are only available to
applicants younger than 27 years old.
Visitor’s insurance plans are designed for
short-term visits, have caps on individual
coverage and lifetime benefits, and often
exclude preexisting conditions, mental health
conditions, and maternity care. Such plans
often result in significant uncompensated
care. People who receive insurance through
state Medicaid programs may not be able to
add their family members to their plan.
Catastrophic plans are only available to
people who are already legally present. Even
then, only people under 30 (or who obtain a
special hardship exemption) are eligible to
enroll. TRICARE is available only to
members of the United States military and
their close relatives. Medicare is perhaps the
least feasible option—only intending [that]
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immigrants older than 65 who have already
been living continuously in the United States
for five years may enroll.
Doe, 418 F. Supp. 3d at 583–84.
The district court concluded, based on the record
evidence, that the Proclamation would result in prolonged
separation from family members, a factor that we have held
constitutes sufficient irreparable harm. Hawai’i v. Trump,
878 F.3d 662, 699 (9th Cir. 2017), rev’d on other grounds
and remanded, 138 S. Ct. 2392 (2018); see also Washington,
847 F.3d at 1168–69. For example, the district court found
that one of the Plaintiffs risks having his wife’s I-601A
waiver automatically revoked if she is denied a visa at her
interview. See Doe, 418 F. Supp. 3d at 598. The district
court further found that Plaintiffs who have already secured
I-601A waivers through their family member sponsors had a
high risk of being forced to leave the United States for an
indefinite period of time. Id. Based on the record, the district
court determined that the Plaintiffs were unlikely to acquire
one of the “approved health insurance” plans set forth in the
Proclamation, but were otherwise likely qualified for entry
under § 1182(a). Id. In sum, without reciting all of the
record evidence, the record amply supported the district
court’s conclusion that the Plaintiffs would suffer irreparable
harm.
Ultimately, the government has failed to sustain its
burden of establishing that it would suffer irreparable harm
absent a stay of the preliminary injunction pending a hearing
by a merits panel. The record supports the district court’s
conclusion that the Plaintiffs would suffer irreparable harm
absent a preliminary injunction.
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Our Nken analysis could conclude here, given that if a
stay applicant cannot show irreparable harm, “a stay may not
issue, regardless of the petitioner’s proof regarding the other
stay factors.” Leiva-Perez, 640 F.3d at 965. However, the
context of this case suggests that we should proceed with
examining the remaining Nken factors.
The second most important Nken factor is whether the
applicant has made a strong showing of the likelihood of
success on the merits. See Nken, 556 U.S. at 426. As a
motions panel, we must take care not to prejudge the merits
of the appeal, but rather to assess the posture of the case in
the context of the necessity of a stay pending presentation to
a merits panel. See Washington, 847 F.3d at 1168. Thus, we
will not address the merits in detail, but only as necessary to
apply the Nken factors. Here, the government has not met the
high standard of showing a strong likelihood of success on
the merits.
1
The government has not shown that it has a strong
likelihood of success on the Plaintiffs’ claim that the
Proclamation conflicts with the Violence Against Women
Act’s (“VAWA”) amendments to the INA. See 8 U.S.C.
§ 1182(a)(4)(E). Indeed, on this claim the government has
made no showing at all.
The VAWA amendments exempted from the public
charge exclusion certain immigrant relatives of victims
of violent crimes, such as felony assault, sexual assault,
incest, kidnapping, or human trafficking.
8 U.S.C.
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§ 1101(a)(15)(U)(iii). These amendments also exempted
victims of battering and extreme cruelty. 8 U.S.C.
§ 1154(a)(1)(A)(iii)–(vi). Congress expressly provided that
these immigrants—including the spouses, children, and
parents of violent crime victims—were categorically exempt
from the financial burden or “public charge” provisions of the
INA. Id.
The Proclamation makes no such exemption. Rather, it
effectively prohibits family members of violent crime victims
from obtaining visas and joining their families in the United
States by declaring them to be financial burdens and
ineligible, directly contradicting VAWA. This preclusion
contravenes the well-settled principle that the President’s
powers are executive, not legislative, in nature. “[T]he
President’s power to see that the laws are faithfully executed
refutes the idea that he is to be a lawmaker.” Youngstown
Sheet & Tube Co. v. Sawyer, 343 U.S. 579, 587 (1952). The
President’s authority to act “must stem either from an act of
Congress or from the Constitution itself.” Id. at 585. Here,
Congress has enacted the VAWA amendments specifically to
enable the subject immigrants to qualify for admission and
visas, see 8 U.S.C. § 1154(a)(1)(A)(iii)–(vi), and “[t]here is
no provision in the Constitution that authorizes the President
to enact, to amend, or to repeal statutes.” Clinton v. City of
New York, 524 U.S. 417, 438 (1998).
The government does not respond to the merits of this
challenge; it only suggests that the statutory conflict does not
affect many people. Of course, this consideration is
irrelevant to the determination of whether the government has
demonstrated a strong likelihood of success of prevailing on
the VAWA issue. By contrast, Plaintiffs point out that
immigrant family members of victims of violent crimes
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comprise at least 20 categories of noncitizens seeking to enter
the United States with an immigrant visa. See 22 C.F.R.
§ 42.11.
At this stage, the government has failed to make a strong
showing that it is likely to prevail on Plaintiffs’ claim that the
Proclamation conflicts with the Violence Against Women
Act.
2
The government has also not sustained its burden of
showing that it has a strong likelihood of success of
prevailing on Plaintiffs’ claim that the Proclamation violates
the ACA. See 42 U.S.C. §§ 18021 to 18024, 18031; see also
26 U.S.C. § 36B. The government has not submitted any
evidence to indicate that it is likely to succeed on this claim.
In enacting the ACA, Congress authorized the creation of
state-based markets that present consumers with multiple
insurance coverage choices so that consumers can compare
and purchase plans in an effort to “increase the number of
Americans covered by health insurance and decrease the cost
of health care.” Nat’l Fed’n of Indep. Bus. v. Sebelius, 132 S.
Ct. 2566, 2580 (2012). To purchase insurance in a state’s
marketplace, an individual must prove that they reside in the
United States or a territory thereof and that they are “lawfully
present.” 42 U.S.C. § 18032(f)(1)(A)(ii); 45 C.F.R.
§ 155.305(a)(1)–(3). To incentivize the purchase of insurance
plans through ACA marketplaces, Congress provided
premium tax credits to offset the costs of purchasing an
insurance plan and expressly extended the availability of
those credits to any taxpayer who “is an alien lawfully present
in the United States.” 26 U.S.C. § 36B(c)(1)(B)(ii).
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Despite Congress’s clear intent to extend these tax credits
to legal immigrants, the Proclamation explicitly excludes
such “subsidized plans” from the list of approved health
insurance plans. As a result, an immigrant attempting to
legally enter the United States will not have access to ACA
tax credits as Congress intended. Compare 84 Fed. Reg. at
53,992 to 26 U.S.C. § 36B(c)(1)(B)(ii). And, unless an
immigrant succeeds in searching for, finding, and paying for
eligible insurance—which is unlikely—they will not be able
to legally immigrate, even if otherwise eligible under the
criteria Congress established.
Additionally, the government’s contention that an
immigrant may satisfy the Proclamation by purchasing a plan
that does not include tax credits (i.e., an “unsubsidized” plan)
under the ACA is, in practice, nearly impossible, even though
such plans are technically “approved” under the
Proclamation. See 84 Fed. Reg. at 53,992. An immigrant
may only participate in the ACA marketplace after they have
established both their residency and lawful presence, but the
immigrant cannot reside in and be legally present in the
United States under the Proclamation without first
purchasing “approved” health insurance. See 42 U.S.C.
§ 18032(f)(1)(A)(ii); 45 C.F.R. § 155.305(a)(1)–(3). The
immigrant is consequently left in a Catch-22: they cannot
obtain an “approved” unsubsidized insurance plan unless they
have been legally admitted, but they cannot be legally
admitted unless they have obtained an “approved” insurance
plan. Thus, the Proclamation bars immigrants from accessing
subsidized insurance plans despite Congress’s express intent
to extend those plans to legal immigrants, 26 U.S.C.
§ 36B(c)(1)(B)(ii), and it essentially prohibits immigrants
from obtaining an unsubsidized plan despite such plans being
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“approved” under the Proclamation. The government has not
seriously contested this claim.
In sum, given that the evidence in the record supports a
conclusion that the Proclamation prevents otherwise eligible
immigrants from accessing either subsidized or unsubsidized
health insurance plans as Congress intended and instead
requires them to obtain—if they can—different, lower quality
insurance to be eligible for a visa, we conclude that the
government has not shown that it is likely to succeed on this
claim.
3
The government has also not sustained its burden of
showing that it has a strong likelihood of success of
prevailing on Plaintiffs’ claims that the Proclamation violates
the INA. Although we leave a complete analysis of these
claims to the merits panel, several of these claims are worthy
of discussion at this stage, in light of the serious questions on
the merits Plaintiffs raise. See All. for the Wild Rockies v.
Cottrell, 632 F.3d 1127, 1137 (9th Cir. 2011).
First, the Proclamation is connected in its avowed purpose
to the INA’s “public charge” provision. That provision states
that “[a]ny alien who, in the opinion of the consular officer at
the time of application for a visa, or in the opinion of the
Attorney General at the time of application for admission or
adjustment of status, is likely at any time to become a public
charge is inadmissible.” 8 U.S.C. § 1182(a)(4)(B)(i). The
statute lists various factors that the consular office can
consider. Health insurance is not among them.
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More importantly, the statute requires that all of the
specified factors should be considered in determining whether
an applicant should be deemed a financial burden and
consequently inadmissible. 8 U.S.C. § 1182(a)(4)(B). The
Proclamation eviscerates the statutory scheme by making the
acquisition of designated forms of health insurance the sole
consideration of whether an applicant should be excluded
from consideration for a family visa. See 84 Fed. Reg. at
53,992. Any argument contending that the Proclamation
complements the public charge statutory scheme is therefore
incorrect.
Regarding § 1182(a)(4)(B), we have recognized that this
provision establishes “factors [that] are to be considered ‘at
a minimum,’” but “[o]ther factors may be considered as well,
giving officials considerable discretion in their decisions.”
City & Cty. of San Francisco v. USCIS, 944 F.3d 773, 972
(9th Cir. 2019). The Proclamation does not permit any
exercise of official discretion, as the enumerated
§ 1182(a)(4)(B) factors do, but instead imposes an absolute
bar on the entry of uninsured immigrants. For instance, one
of the individual Plaintiffs has submitted evidence that he
could add his wife to his employer’s healthcare plan once she
obtained a social security card, but social security cards are
not mailed quickly enough to meet the 30-day deadline
mandated by the Proclamation. Even in this situation, the
consular officer has no discretion to consider that the
Plaintiff’s wife can obtain an approved health insurance plan
and that this factor would weigh against finding that she is
likely to become a public charge under § 1182(a)(4)(B).
Instead the officer must find that she is inadmissible because
she cannot obtain this insurance within 30 days. Without the
Proclamation, the officer would have the discretion to
consider her admissible, as § 1182(a)(4)(B) intended. In sum,
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the Proclamation’s health insurance requirement supplants
the discretion afforded to consular officers in
§ 1182(a)(4)(B).
Second, the Plaintiffs raise serious questions related to
§ 1182(f) of the INA. This section of the INA provides that,
when “the President finds that the entry of any aliens or any
class of aliens into the United States would be detrimental to
the interests of the United States,” then he may, “for such a
period as he shall deem necessary, suspend the entry of all
aliens or any class of aliens . . . or impose on the entry of
aliens any restrictions he may deem to be appropriate.”
8 U.S.C. § 1182(f). Section 1182(f) “exudes deference to the
President.” Hawaii, 138 S. Ct. at 2408. We acknowledge
this broad deference, but nonetheless conclude at this
juncture, for two reasons, that the Plaintiffs are likely to
succeed in refuting the government’s contention that
§ 1182(f) legitimizes the Proclamation: first, the
Proclamation’s perfunctory time limitations do not comport
with the textual limits of § 1182(f); and second, § 1182(f)
does not provide the President with limitless power to deny
visas to immigrants based on purely long-term economic
concerns.
We first consider whether the Proclamation comports
with the temporal limitations of § 1182(f) established by the
statute itself: that the President has the power to “suspend”
the entrance of aliens “for such period as he shall deem
necessary.”
“[A]s with any statute, ‘we look first to its language,
giving the words used their ordinary meaning.’” Roberts v.
Sea-Land Servs., Inc., 566 U.S. 93, 100 (2012) (quoting
Ingalls Shipbuilding Inc. v. Dir., Office of Workers’ Comp.

(29 of 338)
Case: 19-36020, 05/04/2020, ID: 11678889, DktEntry: 65-1, Page 29 of 97

DOE #1 V. TRUMP

29

Progs., 519 U.S. 248 (1997)). Ordinarily, to “suspend”
means to “cause to stop temporarily,” Suspend, MERRIAMWEBSTER DICTIONARY (2019), or “connotes a deferral till
later,” Hawaii, 138 S. Ct. at 2409 (citation omitted). The
Proclamation summarily states that the entrance of “aliens
who will burden the healthcare system is hereby suspended,”
but the mere use of the word “suspend” does not remedy the
fact that the Proclamation omits any indication that the health
insurance requirement is temporary. See 84 Fed. Reg.
at 53,992. Instead, the Proclamation ties the putative
suspension to the problem of uncompensated healthcare costs,
a speculative argument given that this problem has no
apparent resolution under the current healthcare system.
By the Proclamation’s own terms, it does not have an
endpoint. Rather, it only requires periodic status reports and
merely provides that if the Secretary of State, after consulting
other officials, “determines that circumstances no longer
warrant the continued effectiveness of the suspension . . . the
Secretary shall immediately advise the President.” See
84 Fed. Reg. at 53,993. There is no requirement that the
President act on the advice. Although § 1182(f) does not
require an explicit duration, see Hawaii, 138 S. Ct. at 2410,
the lack of an explicit time limitation is problematic in light
of the absence of any language that suggests even an implicit
limitation, such as a limit measured by the occurrence of
some future event or condition. The Proclamation here is
therefore distinguishable from the Proclamation at issue in
Hawaii, which “ma[de] clear that its ‘conditional restrictions’
will remain in force only so long as necessary to ‘address’ the
identified ‘inadequacies and risks’ within the covered
nations.” Id. To achieve its goal, the Hawaii Proclamation
established “an ongoing process to engage covered nations
and assess every 180 days whether the entry restrictions
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should be modified or terminated,” and the Proclamation
stated that it aimed to “‘relax[ ] or remove[ ]’ the entry
restrictions ‘as soon as possible.’” Id.
By contrast, the Proclamation here includes no suggestion
that the health insurance requirement is temporally limited by
anything, including the overall reduction in uncompensated
healthcare costs. Although the Secretary of State will review
the effectiveness of the program in 180 days and, from then
on, on a yearly basis, see 84 Fed. Reg. at 53,993, there is no
language that suggests that the requirement will be removed
“as soon as possible,” or when any specified circumstance
changes. Cf. Hawaii, 138 S. Ct. at 2410. Furthermore, unlike
the Proclamation in Hawaii, which was promulgated after
DHS and other agencies “conducted a comprehensive
evaluation of every single country’s compliance with the
information and risk assessment baseline,” id. at 2408, the
Proclamation here was not issued following any sort of
comprehensive agency review supported by data-driven
analysis. Indeed, the government has submitted no evidence
to suggest that the health insurance requirement will reduce
uncompensated healthcare costs in such a way as to render
the limitation feasibly temporary.
For example, the Proclamation states that uncompensated
healthcare costs have “exceeded $35 billion in each of the last
10 years,” and suggests that this figure could be lowered by
refusing to admit immigrants who lack approved health
insurance. See 84 Fed. Reg. at 53,991. However, data in the
record indicates that uncompensated health care costs have
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remained around $35 billion since at least 2001.1 As stated
above, we credit the Plaintiffs’ evidence that uninsured
immigrants contribute minimally to this amount. These facts
call into question whether the Proclamation is consistent with
the direction to “suspend” immigration for so long as
necessary to effectuate the government’s goal of decreasing
uncompensated healthcare costs.
The Proclamation’s longevity is contingent upon the
diminishment of uncompensated healthcare costs—costs that
have remained stable for at least two decades—which it
purports to reduce by restricting entry of a class of
immigrants that has been shown not to significantly affect
that figure, and whose dollar impact on uncompensated costs
will likely remain static, whatever happens to uncompensated
costs in general. Consequently, the likely ineffectiveness of
the health insurance requirement suggests that
uncompensated care costs will remain high, and the perceived
“necessity” of the Proclamation could therefore continue in
perpetuity. Cf. Hawaii, 138 S. Ct. at 2410 (“[W]hen a
president suspends entry in response to a diplomatic dispute
or policy concern, he may link the duration of those
restrictions, implicitly or explicitly, to the resolution of the
triggering condition.”). In short, the Proclamation’s failure
to explicitly or implicitly establish any time constraints on the
health insurance prohibition raises serious questions as to
1

See INSTITUTE OF MEDICINE (US) COMMITTEE ON THE
CONSEQUENCES OF UNINSURANCE, HIDDEN COSTS, VALUES LOST 47
(2003) (available at https://www.ncbi.nlm.nih.gov/ books/NBK221662/);
see also American Hospital Association, Uncompensated Hospital Care
Cost Fact Sheet 3 (January 2019) (https://www.aha.org/system/files/201901/uncompensated-care-fact-sheet-jan-2019.pdf) (establishing that
uncompensated healthcare costs totaled approximately $21.5 billion in
2001, which is roughly $32 billion when adjusted for inflation).
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whether the Proclamation is a “suspension” according to the
plain meaning of the term in § 1182(f).
We turn now to Plaintiffs’ second challenge to the
government’s arguments concerning § 1182(f)—namely, that
the President exceeded even the broad authority prescribed to
him in § 1182(f) when he issued the Proclamation. Based on
the evidence in the record and the stated objectives of the
Proclamation, we conclude that the government is not likely
to succeed on this issue either.
We acknowledge that “[b]y its plain language, § 1182(f)
grants the President broad discretion to suspend the entry of
aliens into the United States.” Hawaii, 138 S. Ct. at 2408.
Nonetheless, the substantive scope of this power is not
limitless. The “sole prerequisite set forth in § 1182(f) is that
the President ‘find[ ]’ that the entry of the covered aliens
‘would be detrimental to the interests of the United States.’”
Id. The President satisfied this prerequisite in Hawaii
because “the entry policy [in the Proclamation was] plausibly
related to the Government’s stated objective to protect the
country and improve vetting processes.” Id. at 2420. Thus,
there, the President acted within the traditional spheres
authorized by § 1182(f): in the context of international affairs
and national security, and working in tandem with the
congressional goals of vetting individuals from countries
identified as threats through an agency review. See id.
at 2409, 2412.
By contrast, the Proclamation here deals with a purely
domestic economic problem: uncompensated healthcare costs
in the United States. See 84 Fed. Reg. at 53,991. We reject
the government’s argument that the Proclamation implicates
the President’s foreign affairs powers simply because the
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Proclamation affects immigrants. Cf. E. Bay Sanctuary
Covenant v. Trump, 950 F.3d 1242, 1279 (9th Cir. 2020)
(“Broadly citing to the Rule’s immigration context is
insufficient to invoke the foreign-affairs exception” so that
the President does not have to follow the traditional pathways
of public rulemaking.). Therefore, while the “President
[may] adopt[ ] ‘a preventive measure . . . in the context of
international affairs and national security,’” and he is then
“‘not required to conclusively link all of the pieces in the
puzzle before [courts] grant weight to [his] empirical
conclusions,’” Hawaii, 138 S. Ct. at 2409 (quoting Holder v.
Humanitarian Law Project, 561 U.S. 1, 35 (2010)), his power
is more circumscribed when he addresses a purely domestic
economic issue, see E. Bay Sanctuary Covenant, 950 F.3d
at 1279.
Indeed, in domestic economic matters, the national
security and foreign affairs justifications for policy
implementations disappear, and the normal policy-making
channels remain the default rules of the game. For instance,
the “public charge rule” discussed above attempts to resolve
similar concerns related to the perceived financial burden of
immigrants without resorting to § 1182(f) for justification.
See City & Cty. of S.F., 944 F.3d at 779–80 (explaining that
the proposed rule interpreting this provision of the INA went
through the typical notice-and-comment period under the
Administrative Procedure Act). In contrast, the Proclamation
here was issued with virtually no factual findings, minimal
reasoning, and an extremely limited window for public
comment, raising serious questions as to whether the
President has effectively rewritten provisions of the INA. We
therefore find it unlikely that the government will succeed in
its broad reliance on § 1182(f).
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Again, we do not prejudge the resolution of the merits of
this issue because the question is whether the government has
shown a strong likelihood of success on the merits. The
Plaintiffs have raised sufficiently serious questions on the
merits of their INA claim, including on the government’s
defenses, that we cannot conclude that the government has
sustained its high burden of showing a strong likelihood of
success of the merits.
4
The district court issued a lengthy, thoughtful, and
forceful opinion focusing on whether the Proclamation
violated the nondelegation doctrine. In deference to the
merits panel, we decline to address the probable likelihood of
success for either party on this claim. See Washington,
847 F.3d at 1168.
In addition, the Plaintiffs have raised a number of issues
not addressed by the district court, such as the violation of the
Administrative Procedure Act, which also may present
serious questions on the merits.
C
The third Nken factor is whether a stay will substantially
injure other parties, on which we touch only briefly given the
government’s failure to satisfy the two most important Nken
factors. See Nken, 556 U.S. at 435. We have already
explained that the plaintiffs have established irreparable
injury. See Part III.A, supra. In addition, the record
demonstrates the significant effect of the Proclamation on
other parties. Twenty-one states, the District of Columbia,
and the City of New York filed amici briefing describing the
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significant harm they and other governmental entities will
suffer if the Proclamation is allowed to go into effect. These
amici explain that immigrants “are vital to the economic,
civic, and social fabric of our states and city.” Indeed, the
evidence in the record indicates that in 2014, immigrant-led
households paid more than $26 billion in state and local taxes
in California,2 and $736 million in state and local taxes in
Oregon.3 Plaintiffs and amici provided further evidence
credited by the district court to satisfy this factor. See Doe,
418 F. Supp. 3d at 599–600 (crediting evidence that the
implementation of the Proclamation will interrupt family
reunification, detrimentally affect job sectors that
disproportionately employ immigrants, and increase the
number of underinsured immigrants who will be prohibited
from purchasing subsidized ACA insurance plans). The
government does not seriously contest this evidence. This
factor favors the Plaintiffs.
D
The final Nken factor is where the public interest lies.
“The purpose of a preliminary injunction is always to prevent
irreparable injury so as to preserve the court’s ability to
render a meaningful decision on the merits. It often happens
that this purpose is furthered by the status quo, but not
always.” Golden Gate Restaurant Ass’n v. City & Cty. of San
Francisco, 512 F.3d 1112, 1116 (9th Cir. 2008) (quoting

2
Am. Immigration Council, Immigrants in California 4 (2017)
(https://tinyurl.com/CAP-Immigrants-in-CA).
3

Am. Immigration Council, Immigrants in Oregon (2017)
(https://www.americanimmigrationcouncil.org/research/immigrantsoregon).
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Canal Authority of Florida v. Callaway, 489 F.2d 567, 576
(5th Cir. 1974)). In this case, the public interest lies with
maintaining the status quo while the appeal is pending. For
countless decades, a stable immigration system has provided
for families to be united through a visa system that did not
require purchase of selected insurance products for entry into
the United States.
The government contends this factor weighs in its favor
because the Proclamation as implemented constitutes the
status quo, which would be upended if a stay is not issued.
But it was the Proclamation that altered the status quo for the
Plaintiffs, whose family members had qualified for entry
under established immigration policy, but are now
inadmissible under the Proclamation. The “purpose of a
preliminary injunction is merely to preserve the relative
positions of the parties until a trial on the merits can be held.”
Univ. of Tex. v. Camenisch, 451 U.S. 390, 395 (1981). This
observation has even more force here, where we are
considering only a stay pending appeal of a preliminary
injunction. In the government’s re-imagining of the status
quo in this context, this factor would always tip in the
government’s favor, effectively rendering the Court
powerless to exercise its discretion on this factor in such
instances.
Given the irreparable harm to the Plaintiffs, the lack of
irreparable harm to the United States for maintaining the
status quo pending resolution of this appeal, and the injury to
other parties if the Proclamation is immediately implemented,
the public interest favors preserving the status quo. This
factor falls to the Plaintiffs.
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IV
We finally consider the scope of the district court’s
preliminary injunction. In this case, the district court
determined that a nationwide injunction was appropriate.
Based on evidence in the record, the district court concluded
that the Proclamation would cause significant harm to
21 states, the District of Columbia, and New York City if
allowed to go into effect there. Accordingly, the court
enjoined the Proclamation across the country to preserve
uniformity in immigration policies. Doe, 418 F. Supp. 3d at
603. Subsequently, the district court certified the two
nationwide subclasses noted above: the United States
Petitioner subclass and the Visa Applicant subclass. The
government has not yet sought to appeal that certification.
In the present procedural posture—a request for a stay
pending the appeal of a preliminary injunction—a
provisionally certified nationwide class is sufficient
justification for a nationwide injunction.4 See Al Otro Lado,
952 F.3d at 1004 n.4. Because the class here is nationwide,
and because a nationwide injunction is necessary to provide
the class members with complete relief, we conclude that the
scope of the injunction is appropriate at this juncture,
regardless of whether or not it was when originally issued.
“The scope of an injunction is ‘dependent as much on the
equities of a given case as the substance of the legal issues it
presents,’ and courts must tailor the scope ‘to meet the
exigencies of the particular case.’” Azar, 911 F.3d at 584
(quoting Trump v. Int’l Refugee Assistance Project, 137 S. Ct.
4

Should the government ultimately prevail in reversing the class
certification, then the scope of the injunction should be revisited.
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2080, 2087 (2017)). Here, the balance of the equities tips in
favor of protecting the certified class: the government has not
shown that it will be irreparably injured absent enforcement
of the Proclamation, while the Plaintiffs have shown that the
immediate implementation of the Proclamation will affect the
long-standing practice of how immigration visas are
processed and will prevent class members from reuniting with
their families. Plaintiffs have raised serious concerns that
class members will be seriously injured if the Proclamation
is implemented immediately, and thus the exigencies of this
case indicate that an injunction protecting the certified class
is “not more burdensome than necessary” to provide relief
while the merits of this case are pending. See id. (citing
Califano v. Yamasaki, 442 U.S. 682, 702 (1979)).
In addition, “there is no bar against class-wide, and
nationwide relief in federal district or circuit court when it is
appropriate,” Bresgal v. Brock, 843 F.2d 1163, 1170 (9th Cir.
1987), and here the class-wide, nationwide relief is necessary
to afford the class members the relief to which they are
entitled. Many of the typical circumstances that counsel
against the nationwide scope of an injunction are absent from
this case. No litigation challenging this Proclamation is
pending elsewhere, alleviating concerns occasionally
associated with nationwide injunctions that such injunctions
deprive other courts from offering diverse perspectives on the
legal issues while similar litigation is ongoing in multiple
forums. See Azar, 911 F.3d at 583. Moreover, the district
court here has not stayed the preparation of this case for trial
pending the appeal of the nationwide injunction, removing a
consideration that “magnifies” the concerns associated with
nationwide injunctions. See id. The nationwide scope of the
injunction is also based on the certified subclasses, which
eliminates some concern that a nationwide injunction is
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overly burdensome. Cf. id. at 582–83 (“[I]njunctive relief
generally should be limited to apply only to named plaintiffs
were there is no class certification”) (quoting Easyriders
Freedom F.I.G.H.T. v. Hannigan, 92 F.3d 1486, 1501 (9th
Cir. 1996)).
Further, “[t]he INA was designed to implement a uniform
federal policy,” Kahn v. INS, 36 F.3d 1412, 1414 (9th Cir.
1994), and we have underscored the need for a
“comprehensive and unified” immigration policy, Arizona v.
United States, 567 U.S. 387, 401 (2012); see also, e.g.,
Regents of the Univ. of Cal. v. United States Dep’t of
Homeland Sec., 908 F.3d 476, 511 (9th Cir. 2018) (“Allowing
uneven application of nationwide immigration policy flies in
the face of [uniformity] requirements”); Hawaii v. Trump,
878 F.3d 662, 701 (9th Cir. 2017) (“Because this case
implicates immigration policy, a nationwide injunction was
necessary to give Plaintiffs a full expression of their rights”),
rev’d on other grounds, — U.S. —, 138 S. Ct. 2392 (2018).
The provisions of the INA that are affected by the
Proclamation represent the current “national immigration
policy, and an injunction that applies that policy to some
individuals while rescinding it as to others is inimical to the
principle of uniformity.” Regents of the Univ. of Cal.,
908 F.3d at 512. Consequently, a more limited injunction of
the Proclamation would “needlessly complicate agency and
individual action in response to the United States’s changing
immigration requirements,” E. Bay Sanctuary Covenant,
950 F.3d at 1284, and so the nationwide injunction of the
Proclamation is justified.

and

Thus, because the certified class is nationwide in scope
promotes uniformity in administering federal
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immigration law, the district court did not abuse its discretion
in entering a nationwide injunction.
V
In sum, the government has not established the requisite
irreparable harm necessary to justify a stay pending appeal.
Its rights may be vindicated upon completion of this
litigation. The alleged monetary harms to third parties upon
which the government relies do not constitute irreparable
harm. While that sole factor is dispositive, we also conclude
that the government did not meet its high burden to satisfy the
other Nken factors. It has not demonstrated likelihood of
success. Staying the injunction would injure both the plaintiff
class and third parties, and the public interest weighs against
entering a stay. The preliminary injunction preserves the
status quo during the pendency of this appeal. The district
court did not abuse its discretion in determining the scope of
the preliminary injunction.
For these reasons, we deny the motion to stay the
preliminary injunction pending appeal. We do not prejudge
the consideration of the merits appeal.
MOTION DENIED.

BRESS, Circuit Judge, dissenting:
Today’s decision is yet the latest example of our court
allowing a universal injunction of a clearly constitutional
Executive Branch immigration policy. This time, the
President in Proclamation No. 9945 imposed certain
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restrictions on the entry of immigrants who, in the President’s
judgment, will unduly burden the American healthcare
system. In what unfortunately has become standard operating
procedure, the district court enjoined the Proclamation on a
nationwide basis before it could take effect. While declining
to endorse the district court’s central rationale, my fine
colleagues in the majority find a way to justify the district
court’s decision, while refusing to stay or limit its blanket
injunction.
The majority gravely errs in concluding that the
Proclamation is likely unconstitutional. There is no legal
basis to impose novel and unjustified restrictions on what the
Supreme Court has described as “the President[’s] sweeping
authority to decide whether to suspend entry, whose entry to
suspend, and for how long.” Trump v. Hawaii, 138 S. Ct.
2392, 2413 (2018). The President issued Proclamation No.
9945 based on his constitutional powers and his statutory
authority in 8 U.S.C. § 1182(f). The Supreme Court has held
that this provision “[b]y its terms” “exudes deference to the
President in every clause.” Id. at 2408. Yet the majority
opinion gives deference to everyone but the President—the
district court, whose analysis was deeply flawed; States who
joined an amicus brief and who are not even parties to this
case; and plaintiffs’ expert, Dr. Leighton Ku, who candidly
admits he performed “not an ideal analysis.”
It is a bad day for the separation of powers when the
Executive—operating at the apex of his constitutional
mandate—loses out to players who lack the authority that the
Constitution and Congress entrusted to him. And it is an
equally bad day for the rule of law when the majority opinion
endorses arguments that the Supreme Court expressly
rejected two years ago in Trump v. Hawaii. As with many
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immigration policies, reasonable minds will differ as to
whether Proclamation No. 9945 is good or bad policy. But
the great policy debates of our time should be resolved in the
halls of Congress, the public square, and at the ballot box, not
by a district court in Oregon or a three-judge panel in San
Francisco. What I know is that Proclamation No. 9945 is
valid as a matter of law. And that is what matters here.
The majority’s unjustified intrusion on presidential
prerogative is, however, only made more problematic by the
scope of the injunction that the court allows. The district
court, as noted, issued a nationwide injunction, and one that
in fact operates worldwide. Injunctions such as this raise
many issues, as the Supreme Court has signaled in repeatedly
staying lower courts’ (and our court’s) universal injunctions.
See Wolf v. Innovation Law Lab, No. 19A960, 2020 WL
1161432 (U.S. Mar. 11, 2020); Dep’t of Homeland Sec. v.
New York, 140 S. Ct. 599 (2020); Barr v. E. Bay Sanctuary
Covenant, 140 S. Ct. 3 (2019); Trump v. Int’l Refugee
Assistance Project, 138 S. Ct. 542 (2017); Trump v. Hawaii,
138 S. Ct. 542 (2017).
Not heeding these signals, the majority allows another
universal injunction to remain in place, but with new and
unfortunate twists. When the district court enjoined
Proclamation No. 9945, it did so without certifying any class.
Just recently, however, and many months into this appeal of
its injunction, the district court certified two classes, one of
persons in the United States and one of “foreign nationals”
around the world. The sequence of events here is cause for
concern, and the majority’s reliance on the belated class
certification decision confirms that the district court’s
universal injunction was not justified when issued. But what
the class certification ruling also shows is that the excesses

(43 of 338)
Case: 19-36020, 05/04/2020, ID: 11678889, DktEntry: 65-1, Page 43 of 97

DOE #1 V. TRUMP

43

of universal injunctions stem in large part from a failure
to abide by the rigorous requirements for class
certification—requirements that the district court
unfortunately did not observe.
If there is any solace here, it is that the majority has only
denied a stay of the injunction. I hope the merits panel that
receives this case will see things differently. But that
decision will be issued many months from now, if not longer.
There is no reason for the Executive to have his chosen and
plainly constitutional Proclamation put on ice in the
interim—a delay that inflicts real damage on our
constitutional system. For the reasons expressed here and in
my prior dissent in this matter, see Doe #1 v. Trump, 944 F.3d
1222, 1223–29 (9th Cir. 2019) (Bress, J., dissenting), I would
have stayed the district court’s injunction. I therefore
respectfully dissent.
I
On October 4, 2019, the President issued Presidential
Proclamation No. 9945, Suspension of Entry of Immigrants
Who Will Financially Burden the United States Healthcare
System, in Order To Protect the Availability of Healthcare
Benefits for Americans. 84 Fed. Reg. 53991 (2019).
Invoking the President’s authority under 8 U.S.C. § 1182(f)
and the Constitution, the Proclamation restricts the entry of
certain immigrants who cannot show that, within 30 days of
arriving in the United States, they “will be covered by
approved health insurance” or “possess[] the financial
resources to pay for reasonably foreseeable medical costs.”
Id. at 53992.
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The Proclamation is founded on the President’s
determination that uninsured immigrants impose unwarranted
costs on the American healthcare system. The Proclamation
references “data show[ing] that lawful immigrants are about
three times more likely than United States citizens to lack
health insurance,” noting the “substantial” burden that the
uninsured impose on healthcare providers and taxpayers. Id.
at 53991. The President found that this burden—which takes
the “form of higher taxes, higher premiums, and higher fees
for medical services”—has contributed to uncompensated
care costs in excess of $35 billion for each of the last
10 years. Id. The Proclamation also identified other burdens
that the uninsured impose, including “reliance on publicly
funded programs” and overreliance on emergency room care,
which creates “delays for those who truly need emergency
services.” Id. The President concluded that “[c]ontinuing to
allow entry into the United States of certain immigrants who
lack health insurance or the demonstrated ability to pay for
their healthcare would be detrimental” to the national interest.
Id.
To address these problems, the Proclamation requires visa
applicants to show they “will be covered by approved health
insurance . . . within 30 days of the alien’s entry into the
United States, . . . unless the alien possesses the financial
resources to pay for reasonably foreseeable medical costs.”
Id. at 53992. The Proclamation defines “approved health
insurance” by reference to a lengthy list of coverage options.
Id. These include employer-sponsored and retiree plans,
family plans, visitor health insurance plans, unsubsidized
health plans offered on State exchanges, Medicare, or “any
other health plan that provides adequate coverage for medical
care as determined by the Secretary of Health and Human
Services.” Id. Plans need not be purchased prior to entry;
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rather, the immigrant must only show that he or she will have
the required coverage within 30 days of entry. Id.
Enforcement of the Proclamation takes place all over the
world at the consular officer level. An immigrant must
“establish that he or she meets [the Proclamation’s]
requirements, to the satisfaction of a consular officer, before
the adjudication and issuance of an immigrant visa.” Id. at
53993. The Proclamation also empowers the Secretary of
State to “establish standards and procedures [to] govern[]
such determinations.” Id. This review is distinct from other
requirements that the law otherwise imposes. As the
Proclamation makes clear, its review process “is separate and
independent from the review and determination required by
other statutes, regulations, or proclamations in determining
the admissibility of an alien.” Id. That would include, for
instance, the public charge provisions of the Immigration and
Nationality Act (INA). 8 U.S.C. § 1182(a)(4).
Importantly, the Proclamation “shall apply only to aliens
seeking to enter the United States pursuant to an immigrant
visa.” 84 Fed. Reg. at 53992. The Proclamation thus “does
not affect the entry of aliens entering the United States
through means other than immigrant visas.” Id. at 53993.
That includes persons seeking nonimmigrant visas or
refugees. Nothing in the Proclamation “affect[s] any
individual’s eligibility for asylum, refugee status, withholding
of removal, or protection under the Convention Against
Torture and Other Cruel, Inhuman or Degrading Treatment or
Punishment.” Id.
The Proclamation contains various other exceptions as
well. It does not apply to “any alien holding a valid
immigrant visa issued before the effective date of this
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proclamation,” or “any alien under the age of 18, except for
any alien accompanying a parent who is also immigrating to
the United States and subject to this proclamation.” Id.
at 53992. The Proclamation does not cover “any alien who
is the child of a United States citizen or who is seeking to
enter the United States pursuant to” specified visas for
children. Id. Also excepted are business travelers, foreign
students, temporary agricultural workers, and various others.
Id. On a “case-by-case basis,” the Secretary of State may
exempt from the Proclamation “any alien whose entry would
be in the national interest.” Id. at 53993.
“[W]ithin 180 days” of the Proclamation’s effective date
and each year thereafter, the Secretary of State, “in
consultation with the Secretary of Health and Human
Services, the Secretary of Homeland Security, and the heads
of other appropriate agencies, shall submit” a report to the
President. Id. This report must address “the continued
necessity of and any adjustments that may be warranted to the
suspension and limitation on entry” imposed, as well as
“other measures that may be warranted to protect the integrity
of the United States healthcare system.” Id. The
Proclamation makes clear that “[i]f the Secretary of State, in
consultation with the heads of other appropriate executive
departments and agencies, determines that circumstances no
longer warrant the continued effectiveness of the suspension
and limitation on entry,” the President is to be “immediately”
advised. Id.
Two days before the Proclamation was set to take effect,
plaintiffs—a Multnomah County, Oregon advocacy
organization and several U.S. citizens with family members
seeking visas—obtained a temporary restraining order
blocking enforcement of the Proclamation worldwide. On
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November 26, 2019, and leading with the non-delegation
doctrine, the district court granted plaintiffs’ request for a
universal preliminary injunction and refused to stay its order.
Doe #1 v. Trump, 418 F. Supp. 3d 573 (D. Or. 2019). After
the government sought a stay of the injunction pending
appeal, our court denied the government temporary
emergency relief. Doe #1 v. Trump, 944 F.3d 1222–23 (9th
Cir. 2019); see also id. at 1223–29 (Bress, J., dissenting).
Four months after the government sought a stay in this
court and three months after we heard argument on that
motion (and while the motion was under submission), the
district court granted class certification. Doe #1 v. Trump,
2020 WL 1689727 (D. Or. Apr. 7, 2020). The district court
issued this class certification decision four and a half months
after entering its nationwide preliminary injunction, and over
five months after entering the temporary restraining order that
blocked the Proclamation from taking effect anywhere.
The district court certified two classes under Federal Rule
of Civil Procedure 23(b)(2), one covering persons in the
United States and one covering persons all over the world:
(1) U.S. Petitioner Subclass:
Individuals in the United States who currently
have or will have an approved or pending
petition to the United States government to
sponsor a noncitizen family member for an
immigrant visa; and whose sponsored family
member is subject to the Proclamation and
unable to demonstrate to a consular officer’s
satisfaction that he or she “will be covered by
approved health insurance” within 30 days
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after entry or will be able “to pay for
reasonably foreseeable medical costs”; and
(2) Visa Applicant Subclass:
Individuals who are foreign nationals who
(i) have applied for or will soon apply to the
United States government for an immigrant
visa; (ii) are otherwise eligible to be granted
the visa; but (iii) are subject to the
Proclamation and unable to demonstrate to the
satisfaction of a consular officer that they
“will be covered by approved health
insurance” within 30 days after entry or will
be able “to pay for reasonably foreseeable
medical costs.”

Id. at *17. The government’s time to seek leave to appeal the
district court’s class certification decision has not yet expired.
Fed. R. Civ. P. 23(f) (45-day deadline “if any party is the
United States, a United States agency, or a United States
officer or employee sued for an act or omission occurring in
connection with duties performed on the United States’
behalf”).
Today, our court now denies the government’s request for
a stay pending appeal, allowing the universal injunction to
remain in place. The court’s decision is quite wrong, and so
I respectfully dissent.
II
The following canonical factors control the government’s
request for a stay pending appeal:
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(1) whether the stay applicant has made a
strong showing that he is likely to succeed on
the merits; (2) whether the applicant will be
irreparably injured absent a stay; (3) whether
issuance of the stay will substantially injure
the other parties interested in the proceeding;
and (4) where the public interest lies.
City & Cty. of S.F. v. USCIS, 944 F.3d 773, 789 (9th Cir.
2019) (quoting Nken v. Holder, 556 U.S. 418, 433–34
(2009)).
The majority opinion begins with the government’s
irreparable harm and only later turns to its likelihood of
success on the merits, the supposedly “second most important
Nken factor.” Maj. Op. 22. I have elsewhere explained how
a tactical deviation from the normal sequence of the stay
factors “waters down the merits analysis.” See Al Otro Lado
v. Wolf, 952 F.3d 999, 1022 (9th Cir. 2020) (Bress, J.,
dissenting). That is the case here, where the government’s
asserted harms follow from its strong likelihood of success on
the merits. See id. (“The sequencing of today’s opinion can
only reflect the majority’s implicit acknowledgement that the
government’s case is strongest where it most matters, namely,
the likelihood of success on the merits.”). Inversion of the
stay factors is a recent trend and one that produces distortion
in the stay analysis.
I thus begin, as we usually do, with the merits.
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A

The majority concludes that the President has likely
exceeded his powers on the theory that Proclamation No.
9945 conflicts with statutes that supposedly forbid it, while
failing to fall within 8 U.S.C. § 1182(f). This is seriously
mistaken.
Under Trump v. Hawaii, the government has made a
strong showing that Proclamation No. 9945 is a lawful
exercise of the President’s vast constitutional and statutory
powers in this space. I address § 1182(f) first because, in
combination with his innate powers under the Constitution,
§ 1182(f) creates the high-water mark for the President’s
ability to place limits on who enters this country. Under
§ 1182(f) and the President’s inherent powers, Proclamation
No. 9945 is plainly valid.
Section 1182(f) provides:
Whenever the President finds that the entry of
any aliens or of any class of aliens into the
United States would be detrimental to the
interests of the United States, he may by
proclamation, and for such period as he shall
deem necessary, suspend the entry of all
aliens or any class of aliens as immigrants or
nonimmigrants, or impose on the entry of
aliens any restrictions he may deem to be
appropriate.
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8 U.S.C. § 1182(f). Just two years ago, the Supreme Court in
Trump v. Hawaii held that § 1182(f) “exudes deference to the
President in every clause” and “grants the President sweeping
authority to decide whether to suspend entry, whose entry to
suspend, and for how long.” 138 S. Ct. at 2408, 2413. Based
on this “broad discretion to suspend the entry of aliens into
the United States,” the Supreme Court upheld against
constitutional and statutory challenges a presidential
proclamation suspending entry of persons from specified
countries. Id. at 2408.
The “sweeping authority” that justified the proclamation
in Trump v. Hawaii clearly allows the President to do what he
did here in Proclamation No. 9945. As the Supreme Court
has held, the “sole prerequisite set forth in § 1182(f) is that
the President ‘find[]’ that the entry of the covered aliens
‘would be detrimental to the interests of the United States.’”
Id. at 2408 (quoting 8 U.S.C. § 1182(f)). The President made
that finding in Proclamation No. 9945. 84 Fed. Reg. at
53991. In Trump v. Hawaii, moreover, the plaintiffs argued
that the proclamation there conflicted with provisions of the
INA, which the plaintiffs believed “already specified”
Congress’s approach to the issue. Id. at 2411. But the
Supreme Court expressly rejected this theory because
“[f]airly read,” § 1182(f) “vests authority in the President to
impose additional limitations on entry beyond the grounds for
exclusion set forth in the INA.” Id. at 2412. Proclamation
No. 9945 is another such “additional limitation[] on entry.”
Id. It is therefore plainly valid under § 1182(f), as interpreted
by the Supreme Court.
Against all of this, the majority offers two bases for
distinguishing Trump v. Hawaii and for concluding that the
President has likely exceeded his powers under § 1182(f).
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But Trump v. Hawaii considered and squarely rejected the
very arguments that the majority credits.
First, the majority concludes that “the Proclamation’s
failure to explicitly or implicitly establish any time
constraints on the healthcare prohibition raises serious
questions as to whether the Proclamation is a ‘suspension’
according to the plain meaning of the term in § 1182(f).”
Maj. Op. 31–32. The Supreme Court considered and rejected
this same argument in Trump v. Hawaii. While the majority
opinion complains that Proclamation No. 9945 “does not
have an endpoint,” Maj. Op. 29, Trump v. Hawaii rejected the
plaintiffs’ argument that a § 1182(f) “suspension” “mean[t]
that the President is required to prescribe in advance a fixed
end date for the entry restrictions.” 138 S. Ct. at 2410.
Citing past proclamations, Trump v. Hawaii concluded it was
sufficient that the proclamation “makes clear that its
‘conditional restrictions’ will remain in force only so long as
necessary to ‘address’ the identified ‘inadequacies and risks’
within the covered nations.” Id. In particular, the Supreme
Court noted that the proclamation “establishes an ongoing
process to engage covered nations and assess every 180 days
whether the entry restrictions should be modified or
terminated.” Id.
The majority here claims that Proclamation No. 9945 is
different because it supposedly “omits any indication that the
health insurance requirement is temporary.” Maj. Op. 29.
Indeed, the majority claims the Proclamation lacks “even an
implicit” time limitation, “such as a limit measured by the
occurrence of some future event or condition.” Id. at 29.
That is an uncommonly unfair reading of the Proclamation.
An entire section of Proclamation No. 9945 provides for
ongoing review of its “suspension” on entry.
The
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Proclamation requires that a report be submitted to the
President on “the continued necessity of and any adjustments
that may be warranted to the suspension and limitation on
entry.” 84 Fed. Reg. at 53993 (emphasis added). The first
report must be submitted to the President within 180 days of
the Proclamation’s effective date, and “annually thereafter.”
Id. If “circumstances no longer warrant the continued
effectiveness of the suspension or limitation on entry,” the
President must “immediately” be advised. Id. (emphases
added). The review process here is not materially different
from the one at issue in Trump v. Hawaii. The majority
opinion blinks reality in suggesting otherwise.
Instead, the majority claims the Proclamation is not a
temporary limitation on entry because while agency officials
can advise the President that the suspension is no longer
warranted, “[t]here is no requirement that the President act on
the advice.” Maj. Op. 29. That is a rather remarkable
statement. When exercising his vast powers under § 1182(f)
and Article II of the Constitution, nothing requires the
President to bind himself to the mast and pre-commit to the
recommendations of inferior officials. And like the
Proclamation here, the proclamation in Trump v. Hawaii also
did not require the President uncritically to accept the advice
of his subordinates. See Pres. Procl. No. 99645, 82 Fed. Reg.
45161, 41169–70 (2017) (describing inter-agency
“recommendations to the President” and stating “the
Secretary of Homeland Security may recommend to the
President the removal or modification of any or all such
restrictions and limitations”) (emphases added). The
majority’s insistence that the fatal flaw in the Proclamation is
the President’s unwillingness to agree in advance to advice he
has not yet received reflects an untenable theory of Executive
power with no basis in principle or common sense.
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Even more unsettling is the majority’s determination that
Proclamation No. 9945 is not a temporary “suspension”
because of its “likely ineffectiveness.” Maj. Op. 31. The
majority asserts that “the likely ineffectiveness of the health
insurance requirement suggests that uncompensated care
costs will remain high,” so that “the perceived ‘necessity’ of
the Proclamation could therefore continue in perpetuity.” Id.
In other words, the majority concludes that because the
Proclamation will not successfully “reduce uncompensated
healthcare costs,” those costs will remain high, meaning that
the Proclamation will continue in effect forever. Id. at 30.
The majority’s conclusion about the “likely
ineffectiveness” of the Proclamation turns on plaintiffs’
expert’s self-described “not . . . ideal analysis.” I will have
more to say on that later. What matters here is that the
majority’s reasoning again defies Trump v. Hawaii. The
plaintiffs there similarly maintained that a proclamation
would not adequately resolve “the President’s stated
concern.” 138 S. Ct. at 2409. In rejecting this view, the
Supreme Court could not have been clearer that “a searching
inquiry into the persuasiveness of the President’s
justifications is inconsistent with the broad statutory text [of
§ 1182(f)] and the deference traditionally accorded the
President in this sphere.” Id. Indeed, the Supreme Court
went on, “‘[w]hether the President’s chosen method’ of
addressing perceived risks is justified from a policy
perspective is ‘irrelevant to the scope of his [§ 1182(f)]
authority.’” Id. (quoting Sale v. Haitian Ctrs. Council, Inc.,
509 U.S. 155, 187–88 (1993)) (emphasis added).
The Supreme Court in Trump v. Hawaii in no uncertain
terms rebuffed the plaintiffs’ effort to “challenge the entry
suspension based on their perception of its effectiveness.” Id.
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at 2421. The majority’s armchair conclusion about the
“likely ineffectiveness” of Proclamation No. 9945 is thus
precisely what the Supreme Court told us not to do. The
Supreme Court reiterated in Trump v. Hawaii that “we cannot
substitute our own assessment for the Executive’s predictive
judgments.” Id. Yet the majority opinion does just that.
Today’s decision is therefore a serious affront to the core
separation of powers principles that Trump v. Hawaii
reaffirms and reinforces.
The majority’s suggestion that the outcome might have
been different if the President had engaged in a more “datadriven analysis,” Maj. Op. 30, reflects an equally serious
misunderstanding of our role. Since when does this court
know health policy better than the President of the United
States and the other Executive Branch officials whom the
Proclamation requires to be involved—the Secretary of State,
the Secretary of Health and Human Services, the Secretary of
Homeland Security, and “the heads of other appropriate
agencies”? 84 Fed. Reg. at 53993. The majority’s
conclusion that Proclamation No. 9945 is not a time-limited
“suspension” on entry is nothing more than a policy
disagreement with the Executive on a matter constitutionally
and statutorily committed to his authority.
Second, the majority concludes that Proclamation No.
9945 likely exceeds the President’s § 1182(f) powers because
the Proclamation “deals with a purely domestic economic
problem: uncompensated healthcare costs in the United
States.” Maj. Op. 32. Once again, the majority opinion
disregards Supreme Court precedent, mischaracterizes the
Proclamation, and improperly treads on the President’s
constitutional and statutory powers. Indeed, no court has ever
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adopted the foreign/domestic distinction that the majority
tries to engraft onto § 1182(f).
Proclamation No. 9945 places restrictions on the entry of
immigrants into this country. For over a century, the
Supreme Court has been clear that “[t]he exclusion of aliens
is a fundamental act of sovereignty” that “is inherent in the
executive power to control the foreign affairs of the nation.”
United States ex rel. Knauff v. Shaughnessy, 338 U.S. 537,
542 (1950); see also, e.g., Hawaii, 138 S. Ct. at 2418; INS v.
Aguirre-Aguirre, 526 U.S. 415, 425 (1999) (“[W]e have
recognized that judicial deference to the Executive Branch is
especially appropriate in the immigration context where
officials exercise especially sensitive political functions that
implicate questions of foreign relations.”) (quotations
omitted); Harisiades v. Shaughnessy, 342 U.S. 580, 588–89
(1952) (“[A]ny policy toward aliens is vitally and intricately
interwoven with contemporaneous policies in regard to the
conduct of foreign relations . . . .”). The majority’s notion
that the exclusion of persons from this country can be
recharacterized as “a purely domestic economic issue,” Maj.
Op. 33, thus contradicts settled Supreme Court case law.
Given the source of authority that the President invoked,
it is therefore unsurprising that Proclamation No. 9945 on its
face has an obvious international valence. If it ever goes into
effect, the Proclamation will be implemented by consular
officials abroad, who must interview aliens seeking visas.
84 Fed. Reg. at 53993; Notice of Info. Collection Under OMB
Emergency Review: Immigrant Health Ins. Coverage, 84 Fed.
Reg. 58199 (2019). The Proclamation allows the Secretary
of State to “establish standards and procedures governing
such determinations.” 84 Fed. Reg. 53993. It enables the
Secretary of State to exempt aliens from the Proclamation.
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Id. And it entrusts the Secretary of State with lead
responsibility for preparing regular reports to the President.
Id. The idea that the Proclamation concerns matters “purely
domestic,” Maj. Op. 33, is clearly belied by the text and
intended operation of the Proclamation itself.
There are also obvious reasons why no court has forced
a foreign/domestic distinction on § 1182(f). The text of
§ 1182(f) allows the President to suspend the entry of aliens
who “would be detrimental to the interests of the United
States”—without defining what those interests may be and
without distinguishing between foreign and domestic
interests. Many (if not most) immigration policies naturally
implicate domestic interests as well as foreign ones. This is
to be expected for a provision that governs entry of persons
“into the United States.” 8 U.S.C. § 1182(f) (emphasis
added); see also, e.g., Pres. Procl. No. 4865, 46 Fed. Reg.
48107 (1981) (suspending entry to preserve “law enforcement
resources” and promote the “welfare and safety of
communities” in the southeastern United States).
In fact, many of the INA’s express grounds for
inadmissibility could be said to involve “domestic” concerns,
or even “purely domestic” ones. See, e.g., 8 U.S.C.
§ 1182(a)(1)(A)(i) (aliens with communicable diseases); id.
§ 1182(a)(1)(A)(ii) (aliens who have not been vaccinated); id.
§ 1182(a)(2)(A) (aliens with a criminal history); id.
§ 1182(a)(4) (aliens who are likely to become public
charges); id. § 1182(a)(5) (aliens who would disrupt domestic
labor markets or wages). Since § 1182(f) “vests authority in
the President to impose additional limitations on entry
beyond the grounds for exclusion set forth in the INA,”
Hawaii, 138 S. Ct. at 2412, it would be bizarre if § 1182(f)
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reflected a foreign/domestic limitation that appears nowhere
in the text or structure of the INA as a whole.
This manufactured distinction is also inconsistent with
everything the Supreme Court has told us about § 1182(f).
That provision “exudes deference to the President in every
clause” and “grants the President sweeping authority to
decide whether to suspend entry, whose entry to suspend, and
for how long.” Hawaii, 138 S. Ct. at 2408, 2413. The
majority’s unprecedented effort to recast § 1182(f) wrongly
deprives the President of authority that is rightfully his and
will lead to endless problems of administration as courts
debate whether a given immigration policy is really more
foreign or domestic in nature. This is not the § 1182(f) that
Congress enacted or that the Supreme Court construed in
Trump v. Hawaii.
B
If Proclamation No. 9945 is a valid exercise of § 1182(f),
what is the problem? The district court’s primary answer was
that § 1182(f) was itself an unconstitutional delegation of
legislative power to the President. In the district court’s
view, “[t]here is no ‘intelligible principle’ provided as to
what it means to be ‘detrimental,’ what the ‘interests’ of the
United States are, what degree of finding is required, or what
degree of detriment is required.” Doe #1, 418 F. Supp. 3d
at 590. The majority opinion tellingly declines to endorse
this rationale. Maj. Op. 34 its description of the district
court’s non-delegation analysis as “thoughtful” and
“forceful,” id., fails to acknowledge—and if anything,
compliments—the district court’s remarkable departure from
settled law.
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I addressed the non-delegation issue at some length in my
prior dissent at the administrative stay stage. See Doe #1,
944 F.3d at 1226–27 (Bress, J., dissenting). But in brief: the
district court’s non-delegation holding is clearly incorrect.
On just two occasions in our country’s history has the
Supreme Court struck down a congressional statute under the
non-delegation doctrine. See Gundy v. United States, 139 S.
Ct. 2116, 2129 (2019). Section 1182(f) does not present just
the third occasion for doing so. That statute “has for decades
been the noted source of statutory authority for presidential
proclamations involving immigration matters.” Doe #1,
944 F.3d at 1226–27 (Bress, J., dissenting). It does not suffer
from a mortal constitutional defect hiding in plain sight.
Far from lacking an intelligible principle, the Supreme
Court in Trump v. Hawaii held that “the language of
§ 1182(f) is clear” and that § 1182(f) is a “comprehensive
delegation” of authority to the President. 138 S. Ct. at 2408,
2410; see also id. at 2408 (“clear statutory language”); id.
at 2410 (“clear text”). Section 1182(f), the Supreme Court
has told us, reflects “textual limits.” Id. at 2409. This is not
a quarry from which a non-delegation challenge can be
mined.
Indeed, the President’s power in this area does not derive
solely from Congress, because “[t]he exclusion of aliens” is
“inherent in the executive power to control the foreign affairs
of the nation.” Knauff, 338 U.S. at 542; see also Hawaii, 138
S. Ct. at 2424 (Thomas, J., concurring) (“Section 1182(f)
does not set forth any judicially enforceable limits that
constrain the President. Nor could it, since the President has
inherent authority to exclude aliens from the country.”)
(emphasis in original and citation omitted). That is why “the
strict limitation upon congressional delegations of power to
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the President over internal affairs does not apply with respect
to delegations of power in external affairs.” Youngstown
Sheet & Tube Co. v. Sawyer, 343 U.S. 579, 636 n.2 (1952)
(Jackson, J., concurring); see also Gundy, 139 S. Ct. at 2137
(Gorsuch, J., dissenting) (“[W]hen a congressional statute
confers wide discretion to the executive, no separation-ofpowers problem may arise if the discretion is to be exercised
over matters already within the scope of executive power.”)
(quotations omitted). This was, in fact, the Supreme Court’s
exact explanation when it rejected a non-delegation challenge
to a precursor to § 1182(f). See Knauff, 338 U.S. at 542.
Just last Term, the Supreme Court reiterated that it has
“almost never felt qualified to second-guess Congress
regarding the permissible degree of policy judgment that can
be left to those executing or applying the law.” Gundy,
139 S. Ct. at 2129 (quotations omitted). Engaging in such
second-guessing in the context of a longstanding statute in the
area of foreign affairs, as the district court did, would
fundamentally reorder our constitutional system. I wish the
majority had said this instead of implying that the district
court’s ruling warranted further consideration in this court.
C
The majority opinion instead holds that the government
has not made a strong showing of success because
Proclamation No. 9945 supposedly “conflicts” with: (1) the
Violence Against Women Act’s (VAWA) amendments to the
INA, 8 U.S.C. § 1182(a)(4)(E); (2) the Affordable Care Act
(ACA), 42 U.S.C. § 10821, et seq.; and (3) the INA’s public
charge provision, 8 U.S.C. § 1182(a)(4)(B)(i). Maj. Op.
22–28. I list these grounds in the order the majority presents
them.
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The district court, however, devoted only a few sentences
to VAWA. See Doe # 1, 418 F. Supp. 3d at 597. The district
court did not rely at all on any perceived conflict with the
ACA. See id. at 597 n.6 (“The Court expresses no opinion at
this stage of the litigation about whether the Proclamation
also contravenes or overrides various healthcare laws.”). And
while the district court did rely on a claimed conflict with the
public charge provision, allegedly rendering the Proclamation
“unconstitutional under separation of powers,” id. at 593, this
was secondary to its central non-delegation theory.
It therefore is apparent that the majority justifies the
district court’s injunction on quite different legal bases than
the district court itself. But any uneasiness with the district
court’s rationales should have led to the injunction being
stayed, not reliance on new rationales with yet more legal
deficiencies. Regardless, the majority’s central theory that
Congress in various enactments foreclosed Proclamation No.
9945, rendering it unconstitutional, is plainly wrong.
1
I begin with the INA’s public charge provisions, because
on this point the majority once again flouts Trump v. Hawaii.
The INA renders inadmissible any alien who “is likely at any
time to become a public charge.” 8 U.S.C. § 1182(a)(4)(A).
Consular officers make this determination using a series of
non-exhaustive “minimum” factors: age; health; family
status; assets, resources, and financial status; and education
and skills. Id. § 1182(a)(4)(B)(i)(I)–(V). The majority tells
us that Proclamation No. 9945 “eviscerates th[is] statutory
scheme by making the acquisition of designated forms of
health insurance the sole consideration of whether an
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applicant should be excluded from consideration for a family
visa.” Maj. Op. 27.
The majority’s “evisceration” theory is wrong. And
Trump v. Hawaii—which the majority does not mention in
this portion of its opinion—tells us why. Nothing in
Proclamation No. 9945 “eviscerates” the public charge
provision, for the obvious reason that these are simply two
different grounds for inadmissibility. One can meet the
public charge provisions but not the Proclamation, and vice
versa. See 84 Fed. Reg. at 53993 (explaining that the review
the Proclamation requires “is separate and independent from
the review and determination required by other statutes,
regulations, or proclamations in determining the
inadmissibility of an alien”).
In fact, the Supreme Court in Trump v. Hawaii rejected
the very type of argument the majority adopts. There, the
plaintiffs argued that a proclamation nullified parts of the
INA because Congress in that statute had already addressed
“the problem of aliens seeking entry from countries that do
not share sufficient information.” 138 S. Ct. at 2411. The
Supreme Court held there was no such conflict with the INA
because § 1182(f) “vests authority in the President to impose
additional limitations on entry beyond the grounds for
exclusion set forth in the INA.” Id. at 2412 (emphases
added); see also id. at 2408 (“It is therefore unsurprising that
we have previously observed that § 1182(f) vests the
President with ‘ample power’ to impose entry restrictions in
addition to those elsewhere enumerated in the INA.”)
(quoting Sale, 508 U.S. at 187).
There is nothing unusual about Proclamation No. 9945
creating an independent—and yes, dispositive—ground for
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inadmissibility, when that is the whole point of § 1182(f).
What the majority treats as a “violat[ion] of the INA,” Maj.
Op. 26, is just § 1182(f) of the INA in operation, as Trump v.
Hawaii makes plain. The majority today simply resurrects
the same “cramped” reading of § 1182(f) that Trump v.
Hawaii rejected. 138 S. Ct. at 2412.1
Implicit in the majority’s reasoning is the view that each
public charge factor must be given some weight, so that if any
one consideration is dispositive, it unravels the statutory
scheme. This interpretation has no basis in the statute. The
INA does not assign the public charge factors any weight
among themselves or in relation to independent eligibility
requirements. And as we recently explained, the public
charge “factors are not exhaustive,” and the Executive “may
add to them.” City & Cty. of S.F., 944 F.3d at 798. “Other
factors may be considered as well, giving officials
considerable discretion in their decisions.” Id. at 792; see
also id. at 796 (“[D]ifferent factors have been weighted more
or less heavily at different times.”).

1
Unsurprisingly, prior proclamations have addressed grounds of
inadmissibility that the INA already provided for to some extent.
Compare 8 U.S.C. § 1182(a)(2)(h) (rendering inadmissible “[a]ny alien
who commits or conspires to commit human trafficking offenses”), with
Pres. Procl. No. 8342, 74 Fed. Reg. 4093 (2009) (barring entry of certain
government officials who have “impeded” or “failed to implement”
antitrafficking efforts); compare also 8 U.S.C. § 1182(a)(3)(E) (rendering
inadmissible Nazi-affiliated aliens who “ordered, incited, assisted, or
otherwise participated in the persecution of any person because of race,
religion, national origin, or political opinion”), with Pres. Procl. No. 8697,
76 Fed. Reg. 49277 (2011) (barring entry of any alien who “ordered,
assisted, aided and abetted, committed or otherwise participated in . . .
widespread or systematic violence” based on protected characteristics).
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The majority complains that the public charge statute
“lists various factors that the consular office can consider”
and “[h]ealth insurance is not among them.” Maj. Op. 26.
But again, that is the expected result of a statutory scheme
that allows the President to impose “additional limitations on
entry.” Hawaii, 138 S. Ct. at 2412. The majority’s quarrel is
thus really with § 1182(f) itself, not any actual distortion of
the INA. There is no conflict between a public charge
provision that is “flexible” and “ambiguous,” City & Cty. of
S.F., 944 F.3d at 798, and a Proclamation premised on the
“clear” and “comprehensive delegation” that Congress
conferred on the President in § 1182(f), Hawaii, 138 S. Ct. at
2408–09.
2
Unlike the district court, the majority’s lead point is that
Proclamation No. 9945 “conflicts with the Violence Against
Women Act’s (‘VAWA’) amendments to the INA.” Maj.
Op. 22. These amendments provide that the INA’s public
charge provisions “shall not apply” to an alien who is the
victim of certain crimes. 8 U.S.C. § 1182(a)(4)(E); see also
id. § 1154(a)(1)(A)(iii)–(vi). Once again, the majority fails
in its effort to save the district court’s injunction.
As an initial matter, no plaintiff in this case claims that
their relatives are subject to the VAWA exemption. VAWA
is thus irrelevant to this litigation and plaintiffs would lack
standing to invoke it. E.g., Easter v. Am. W. Fin., 381 F.3d
948, 962 (9th Cir. 2004); Halet v. Wend Inv. Co., 672 F.2d
1305, 1309 n.2 (9th Cir. 1982). But in any event, the
Proclamation does not conflict with VAWA for the obvious
reason that a petitioner who meets VAWA’s eligibility
requirements is not thereby entitled to admission into the
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United States. Rather, that person is merely exempted from
the public charge limitations. 8 U.S.C. § 1182(a)(4)(E).
Nothing in VAWA or the INA requires the President to
impose a VAWA-like carve-out on other grounds for
inadmissibility, and nothing in the INA imposes such a
restriction on the President’s broad authority under § 1182(f).
The majority thus badly errs in concluding that the
Proclamation “contravenes the well-settled principle that the
President’s powers are executive, not legislative in nature,”
because the President cannot “repeal statutes.” Maj. Op. 23
(quotations omitted). Such conclusory statements of
constitutional law have nothing to do with what the President
has done here. VAWA is a limited exception to one ground
for inadmissibility, not an overarching limit on the
President’s expansive authority under § 1182(f) or his
independent constitutional powers in this area. 2
3
The majority also holds that “[t]he government has not
submitted any evidence” of likely success on the plaintiffs’

2

I also find unfortunate the majority’s attempt to boost its holding by
asserting that the government “has made no showing at all” on VAWA
and “does not respond to the merits of this challenge.” Maj. Op. 22, 23.
The district court, as noted, devoted only a few scant sentences to VAWA.
Even so, the government expressly argued in this court that the
Proclamation did not conflict with VAWA because Trump v. Hawaii
“rejected this argument, holding that ‘§ 1182(f) vests the President with
‘ample power’ to impose entry restrictions in addition to those elsewhere
enumerated in the INA.’” Reply Br. 5 (quoting 138 S. Ct. at 2408)
(emphasis omitted). Moreover, VAWA is part of the public charge
provision and the government has argued at length why the Proclamation
does not conflict with that provision as a whole.
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assertion that “the Proclamation violates the” Affordable Care
Act (ACA). Maj. Op. 24. That is rather harsh, considering
that the district court did not reach this issue. Doe #1, 418 F.
Supp. 3d at 597 n.6. The plaintiffs devoted less than a page
of their stay opposition to the ACA, and the government then
addressed the issue in its reply brief. All the same, the notion
that the Proclamation conflicts with the ACA is manifestly
incorrect.
The ACA authorized the creation of State-based health
insurance markets, called “exchanges,” “where people can
shop for insurance, usually online.” King v. Burwell, 135 S.
Ct. 2480, 2487 (2015) (citing 42 U.S.C. § 18031(b)(1)).
Under the ACA, “individuals with household incomes
between 100 percent and 400 percent of the federal poverty
line” may purchase subsidized insurance plans with the help
of “refundable tax credits.” Id. These tax credits are
available to “lawfully present” aliens whose incomes are less
than 100 percent of the poverty line and who are also
ineligible for Medicaid. 26 U.S.C. § 36B(c)(1)(B). Neither
subsidized insurance nor Medicaid satisfy the Proclamation’s
requirements. Under the ACA, consumers can also purchase
unsubsidized insurance on State exchanges. 42 U.S.C.
§§ 18031(d)(2)(A), 10832(b). Such unsubsidized plans do
satisfy Proclamation No. 9945. See 84 Fed. Reg. at 53392.
In all cases, however, an immigrant must be “lawfully
present” and a resident of a State before he can purchase any
health insurance from that State’s exchange, whether
subsidized or not. 26 U.S.C. § 36B(c)(1)(B); 42 U.S.C.
§ 18032(f)(1)(A)(ii); 45 C.F.R. 155.305(a)(1), (3).
The majority claims that because the Proclamation
excludes subsidized plans under State exchanges, “an
immigrant attempting to legally enter the United States will
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not have access to ACA tax credits as Congress intended.”
Maj. Op. 25. That is a non sequitur. As the majority
acknowledges, under the ACA, subsidized plans are
only available to individuals “lawfully present” in the
United States. 26 U.S.C. § 36B(c)(1)(B); 42 U.S.C.
§ 18032(f)(1)(A)(ii). The ACA thus does not cover persons
who are subject to the Proclamation, who are not lawfully
present here. Nor does the Proclamation prevent individuals,
once they are “lawfully present,” from seeking subsidized
insurance under State exchanges. And the ACA says nothing
about who may or may not enter this country. That Congress
has created a benefit for individuals who have “lawfully”
entered the United States does not then give persons a right
to enter the country to obtain those benefits.
The apparent suggestion in the majority opinion is that the
Proclamation will prevent the entry of all persons who could
then later take advantage of the subsidized plans that the
ACA makes available to immigrants who are “lawfully
present.” But as discussed above, the Proclamation only
covers a subset of immigrants. There are many other
immigrants, including persons already lawfully present in the
United States, who can try to take advantage of subsidized
insurance options. And that is to say nothing of the persons
who are subject to the Proclamation, who can meet its
eligibility requirements, and who can then pursue subsidized
health insurance once they arrive. The suggestion that the
Proclamation somehow drains an aspect of the ACA of all
function is thus obviously not true.
The majority next claims that although immigrants can
satisfy the Proclamation by purchasing unsubsidized
insurance on State exchanges, because immigrants must be
“lawfully present” in the United States to buy such insurance,
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these immigrants are placed in “a Catch-22.” Maj. Op. 25.
By the majority’s reasoning, such persons “cannot obtain an
‘approved’ unsubsidized insurance plan unless they have
been legally admitted, but they cannot be legally admitted
unless they have obtained an ‘approved’ insurance plan.” Id.
This theory collapses because the latter part is not true.
Under the Proclamation, the immigrant must only show that
he “will be covered by approved health insurance . . . within
30 days of the alien’s entry into the United States.” 84 Fed.
Reg. 53992 (emphasis added). The majority’s “Catch-22”
thus relies entirely on a misreading of the Proclamation.
IV
The government has not only made an overwhelming
showing of likely success on the merits, it has also shown that
it will be irreparably harmed absent a stay of the district
court’s injunction. Nken, 556 U.S. at 433–34. The majority’s
determination otherwise depends on it placing plaintiffs’
expert and an amicus brief on higher footing than the
President of the United States.
A
The harm that the court’s injunction inflicts is irreparable
and real—to the interests the Executive seeks to promote
through the Proclamation and to the core separation of
powers principles that make the Proclamation lawful. The
injunction is a severe affront to the President’s authority,
itself an irreparable injury. See Maryland v. King, 133 S. Ct.
1, 3 (2012) (Roberts, C.J., in chambers) (“[A]ny time a State
is enjoined by a court from effectuating statutes enacted by
representatives of its people, it suffers a form of irreparable
injury.”) (quotations omitted).
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The majority downplays the government’s institutional
injury on the theory that the Proclamation’s lawfulness “is at
the core of this dispute, to be resolved at the merits stage.”
Maj. Op. 16. But by this logic, a court of appeals could never
stay a district court’s injunction until the merits were finally
adjudicated, which is not the law. The merits of a case of
course are at issue at the “merits stage.” But the merits are
relevant now too, because we are required to evaluate the
likelihood of success on the merits at the stay stage. See
Nken, 556 U.S. at 434. In this case, the “clear statutory
language” of § 1182(f) reflects a “comprehensive delegation”
of “sweeping authority” to the Executive, Hawaii, 138 S. Ct.
at 2408, 2413, who Congress entrusted with the important
mission of suspending the entry of aliens who “would be
detrimental to the interests of the United States.” 8 U.S.C.
§ 1182(f). The court’s deprivation of this fundamental power
is an acute institutional injury that is not made more palatable
by telling the government it must wait many months, if not
much longer, for a final decision on the merits. See
Maryland, 133 S. Ct. at 3.
The majority discounts the government’s institutional
injury on the theory that if such injury were credited, “no act”
of the President could be enjoined because “the irreparable
harm standard [would be] satisfied by the fact of executive
action alone.” Maj. Op. 16. That is a mischaracterization.
The majority can make this suggestion only because it took
the stay factors out of order and addressed the harms before
the merits. Where, as here, the government has shown an
overwhelming likelihood of success on the merits, enjoining
it from enforcing its plainly lawful policy is a constitutionally
significant injury.
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Institutional injury aside, the government has
demonstrated that its inability to enforce the Proclamation
pending appeal will cause irreparable harm. See City & Cty.
of S.F., 944 F.3d at 806 (finding irreparable harm where “the
preliminary injunctions will force DHS to grant status to
those not legally entitled to it”). The President determined in
Proclamation No. 9945 that immigrants “who have not
demonstrated any ability to pay for their” medical care
impose significant and unwarranted costs on the American
healthcare system. 84 Fed. Reg. 53991. The Proclamation
does not apply once an immigrant has been admitted to the
United States, so it can never apply to aliens admitted during
the pendency of this litigation.
See 84 Fed. Reg.
at 53992–93. The costs they impose while the injunction
remains in place are thus unrecoverable, creating irreparable
harm. See California v. Azar, 911 F.3d 558, 581 (9th Cir.
2018).
The scope of the injunction here only confirms both the
fact of irreparable harm and its magnitude. The injunction
applies worldwide and, by the majority’s estimation, “would
negatively affect approximately 60% of all immigrant visa
applicants” and “375,000 immigrants each year.” Maj.
Op. 19. This only “prove[s] [the government’s] point,”
confirming that the harm “is not only irreparable, but
significant.” City & Cty. of S.F., 944 F.3d at 806. Nor is the
resulting injury limited to “third parties,” as the majority
suggests. Maj. Op. 19. The government funds considerable
aspects of our healthcare system, and it is undeniable that the
uninsured would require the government to “incur some
otherwise avoidable financial costs if a stay is denied.”
Golden Gate Rest. Ass’n v. City & Cty. of S.F., 512 F.3d
1112, 1125 (9th Cir. 2008); see also Azar, 911 F.3d at 581
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(explaining that “economic harm” is “irreparable” when the
government “will not be able to recover monetary damages”).
Contrary to the majority opinion, the harms here are also
not “purely monetary.” Maj. Op. 18. The Proclamation
identifies non-monetary harms that the uninsured impose,
such as increased strain on “publicly funded programs” and
overreliance on emergency rooms, “causing overcrowding
and delays for those who truly need emergency services.”
84 Fed. Reg. 53991. These too are irreparable harms that
cannot be avoided absent a stay of the injunction. See Golden
Gate Rest. Ass’n, 512 F.3d at 1125 (granting stay because
“individuals without health coverage are significantly less
likely to seek timely medical care than those with health
coverage,” and consequently are more likely to “seek
emergency treatment” from government-funded hospitals and
clinics).
B
The majority opinion disbelieves the government’s
asserted harms because while the Proclamation states that
“immigrants are about three times more likely than United
States citizens to lack health insurance,” 84 Fed. Reg 53991,”
there is, the majority complains, “no citation in the
Proclamation for this statistic.” Maj. Op.16. This is of a
piece with the majority’s criticism that the Proclamation lacks
“data-driven analysis” or a “further cost quantification” (an
apparently technical requirement that the majority opinion
leaves undefined). Id. at 17, 30. The majority’s failure to
give the Executive any deference is clear legal error.
A presidential proclamation is not a second-grade math
assignment, where a student must “show his work” to get
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credit. In Trump v. Hawaii, the Supreme Court found it
“questionable” whether the President operating under
§ 1182(f) was in any way required to “explain [his] finding[s]
with sufficient detail to enable judicial review.” 138 S. Ct.
at 2409. But “even assuming that some form of review is
appropriate,” the Supreme Court still rejected “plaintiffs’
request for a searching inquiry into the persuasiveness of the
President’s justifications,” which would be “inconsistent with
the broad statutory text and the deference traditionally
accorded the President in this sphere.” Id.
The majority’s demand that the government explain the
Proclamation’s factual findings, Maj. Op. 15–16, is thus
directly contrary to the Supreme Court’s admonition that the
President is “‘not required to conclusively link all of the
pieces in the puzzle before [courts] grant weight to [his]
empirical conclusions.’” Hawaii, 138 S. Ct. at 2409 (quoting
Holder v. Humanitarian Law Project, 561 U.S. 1, 35 (2010)).
The Constitution does not require the President to engage in
the majority’s preferred “data-driven analysis” or “cost
quantification,” nor does § 1182(f). Maj. Op. 17, 30. The
court today thus shows a profound disrespect to the
Executive, contrary to precedent. And the majority’s token
acknowledgement that § 1182(f) “‘exudes deference to the
President,’” Maj. Op. 28 (quoting Hawaii, 138 S. Ct.
at 2408), is no substitute for the actual deference owed to the
President’s findings when those findings are under review.
The majority opinion also errs in attempting to distinguish
Trump v. Hawaii on the ground that the proclamation at issue
there contained “extensive findings” following a
“comprehensive” inter-agency review.
Maj. Op. 18
(quotations omitted). As discussed above, Trump v. Hawaii
rejected the premise that these findings were even necessary.
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See 138 S. Ct. at 2409 (rejecting “plaintiffs’ request for a
searching inquiry into the persuasiveness of the President’s
justifications”). Nor did the Supreme Court in Trump v.
Hawaii suggest that the quantum of findings at issue there
represented a constitutional or statutory floor. Instead, Trump
v. Hawaii referenced prior presidential proclamations that
were just several sentences long. Id. As was the case with
the proclamation in Trump v. Hawaii itself, Proclamation No.
9945 is “more detailed” than those. Id. The notion that
Trump v. Hawaii somehow supports today’s decision is thus
plainly incorrect.
Finally, the majority seriously errs in suggesting that
because the government is seeking a stay of an injunction,
which is an exercise of the court’s “discretion,” the
government is not entitled to the deference that Trump v.
Hawaii commands. Maj. Op. at 17. The procedural posture
of a case is not a license to disregard the fundamental
principle that “‘it is not the judicial role . . . to probe and test
the justifications’ of immigration policies.” Hawaii, 138 S.
Ct. at 2419 (quoting Fiallo v. Bell, 430 U.S. 787, 799 (1977)).
The court’s approach loads the dice against the government
any time a district court enjoins a government policy. Simply
put, the deference that § 1182(f) “exudes,” id. at 2408, does
not evaporate whenever a single district court has enjoined a
presidential policy and the government is seeking a stay.
In any event, for all the court’s refusal to accept the
Proclamation’s determination that immigrants are three times
more likely than citizens to lack health insurance, the
plaintiffs do not even contest this point. In fact, a report that
plaintiffs’ own expert authored (which is referenced in his
expert materials in this case) makes the very same
observation: “[A]lmost half of all immigrants—here defined
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as noncitizen immigrants—are uninsured, a level that is about
three times higher than for native-born citizens.” Leighton
Ku, Why Immigrants Lack Adequate Access to Health Care
and Health Insurance (Migration Policy Inst., Sept. 1, 2006).
C
Instead of giving the President any deference, the
majority makes some findings of its own and then treats those
as authoritative. Contrary to the Proclamation, the majority
tells us there is no irreparable harm because, in fact, “the
impact of uninsured immigrants on uncompensated healthcare
costs is minimal.” Maj. Op. 18. For this, the majority relies
on only a single source: the declaration of plaintiffs’ expert,
Dr. Leighton Ku. See id. at 17. But exuding deference to
Dr. Ku is not what the law allows.
Dr. Ku is a professor of health policy. The only prior
expert work he discloses is on behalf of plaintiffs who are
challenging various immigration policies from the current
presidential administration. Without any basis at all, Dr. Ku
opines that “the President and the State Department, which is
charged with implementing the [P]roclamation, failed to
conduct a careful and reasoned analysis of the policy.”
Dr. Ku criticizes the President for acting “without a reasoned
approach to administrative rulemaking,” faulting the
Executive for “fail[ing] to carefully consider the ramifications
of this policy.” Dr. Ku further maintains that “if the President
is concerned about reducing uncompensated care as
expressed in the [P]roclamation, then it would make more
sense to . . . expand[] Medicaid or other forms of health
insurance, such as the health insurance marketplaces.” It
should go without saying that the Constitution does not
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enshrine the unsupported legal opinions and transparent
policy preferences of an unelected academic.
The majority’s fealty to Dr. Ku is even more remarkable
when one examines his conclusion that uninsured immigrants
do not burden the American healthcare system. Dr. Ku asks
in his declaration: “[W]hat is the value of uncompensated
care provided to legally admitted immigrants who might have
been affected by this [Proclamation]?” Dr. Ku then admits
that “I am not aware of any information that accurately
answers this question.” Id. (emphasis added). That is enough
to disregard his opinion.
Dr. Ku then proceeds to come up with an answer to the
question on his own. But in arriving at the figures that the
majority treats as definitive, Maj. Op. 16, Dr. Ku compares
“recent immigrants” (those “who entered the U.S. within five
years” of 2017) to “not recent immigrants” (“U.S. borncitizens and immigrants who have been in the U.S. for five
years or more” (emphasis added)). This comparison does not
even try to measure the cost of care provided to uninsured
immigrants in the United States. No wonder even Dr. Ku in
his own declaration “recognize[s] that this is not an ideal
analysis.”
An expert who has disqualified himself under Daubert v.
Merrell Dow Pharmaceuticals, Inc., 509 U.S. 579 (1993),
through his own admissions should not be the basis for
enjoining a lawful presidential proclamation. If nothing else
is clear under the Constitution and Supreme Court case law
interpreting § 1182(f), it is that a professor’s self-described
“not . . . ideal analysis” should not win out over the
conclusions of the President. The majority’s elevation of
Dr. Ku’s declaration over the Executive’s determinations in
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the Proclamation is a radical departure from settled law and
a serious threat to the democratic process.
The majority also refuses to give deference to the
President based on its determination that “immigrants are
more likely to represent favorable insurance risk[s] in [ACA]
marketplaces because they tend to be relatively healthier than
the normal insured population and use fewer healthcare goods
and services.” Maj. Op. 17 (quotations omitted). The
majority purports to locate this conclusion in “[t]he record”
in this case. Id.
But what the majority cites on this point, and what it calls
“the record,” is really just an amicus brief from twenty-one
States, the District of Columbia, and New York City, which
was submitted in the district court. And what that amicus
brief cites are the comments these same States submitted in
response to a State Department notice describing how the
Department would implement the Proclamation. These
comments did not disclose any underlying data or undertake
any apparent study of immigrant healthcare costs. See, e.g.,
Covered Cal. Cmt. On DOS-2019-0039-0001 (Oct. 31, 2019),
available at: https://www.regulations.gov/document?D=DOS2019-0039-0241 (California’s three-and-a-half page letter).
But regardless, it is quite circular for administrative
comments that unsuccessfully “urge[d] the withdrawal” of
Proclamation No. 9945, id., to wind up as authoritative when
cited in the same commenters’ amicus brief challenging that
very Proclamation.
In short, the majority’s determination that the government
has not made a showing of irreparable harm depends on its
refusal to give the President any deference at all, contrary to
precedent.
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V
The government has shown an overwhelming likelihood
of success on the merits, as well as irreparable harm. These
factors are “the most critical” in the stay analysis, and only
“[o]nce an applicant satisfies” these factors will the court
consider “harm to the opposing party and weighing the public
interest.” Nken, 556 U.S. at 434–35. Considering those third
and fourth stay factors only confirms that the court should
have issued a stay.
A
The majority opinion strives to create the impression that
the named plaintiffs’ relatives were on the cusp of entering
the United States and that only the Proclamation is holding
them back. The majority thus asserts that “[t]he individual
[p]laintiffs are seven U.S. citizens” whose “family members
have successfully completed the traditional steps for
obtaining an immigrant visa.” Maj. Op. 12–13. But that is
untrue: most of plaintiffs’ relatives do not even have visa
interviews scheduled and some have not submitted required
documentation.3 The majority further states that plaintiffs’
“family members had qualified for entry under established
immigration policy.” Id. at 36. That is also untrue. Nor is
there any basis for the majority’s scaled back assertion that
the named plaintiffs’ relatives were “otherwise likely
3

The only exception is the relative of one named plaintiff who
received an immigrant visa after the district court issued its injunction.
Plfs.’ Notice of Additional Facts, Doe #1 v. Trump, Case No. 3:19-cv01743-SI (D. Or.), ECF No. 123. But neither the Proclamation nor the
district court’s injunction now have any bearing on this person. This
section will thus discuss only the plaintiffs with any potential future harm,
even if that harm is ultimately speculative.
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qualified for entry under § 1182(a)” for admission into the
United States. Id. at 21. With the one exception noted above,
see ante at 77 n.3, it is entirely speculative whether the named
plaintiffs’ relatives will meet the numerous eligibility
requirements and would be allowed to enter this country at
all, regardless of Proclamation No. 9945.
The majority fails to disclose that the named plaintiffs
have only received approved I-130 petitions. A United States
citizen files an I-130 petition with the U.S. Citizenship and
Immigration Services (USCIS) or a consular official, on
behalf of a relative who is seeking to become a permanent
resident in the United States. 8 U.S.C. § 1154(a)(1)(A)(i);
8 C.F.R. § 204.1(a)(1). Approval of an I-130 petition is “only
the first step in the process” toward becoming a lawful
permanent resident. Montoya v. Holder, 744 F.3d 614,
616 (9th Cir. 2014); see also Vasquez de Alcantar v. Holder,
645 F.3d 1097, 1103 (9th Cir. 2011).
Only then, after the alien proceeds through the queue,
does the alien apply for a visa and the United States begin its
review of any request for admission. Kerry v. Din, 135 S. Ct.
2128, 2131 (2015) (plurality op.) (“If and when a petition is
approved, the alien may apply for a visa by submitting the
required documents and appearing at a United States
Embassy or consulate for an interview with a consular officer.
Before issuing a visa, the consular officer must ensure the
alien is not inadmissible under any provision of the INA.”)
(citations omitted); Montoya, 744 F.3d at 616. As we have
recognized, “[t]he wait time for these immigrant visas can be
considerable.” Landin-Molina v. Holder, 580 F.3d 913, 920
n.8 (9th Cir. 2009); see also Scialabba v. Cuellar de Osorio,
573 U.S. 41, 50 (2014) (plurality op.) (“All of this takes
time—and often a lot of it . . . . A family-sponsored
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immigrant may stand in line for years—or even decades—just
waiting for an immigrant visa to become available.”). There
are also myriad reasons why a person may ultimately be
denied entry. See 8 U.S.C. § 1182(a); 22 C.F.R. § 42.62. The
Proclamation, of course, ensures that all these other
requirements for admission remain intact.
As the foregoing confirms, approval of an I-130 petition
“cannot be the equivalent of inspection and authorization to
enter and remain in the United States.” Vasquez de Alcantar,
645 F.3d at 1103. It “does not confer any change in status.”
Id.; see also Ngongo v. Ashcroft, 397 F.3d 821, 823 (9th Cir.
2005). Instead, we have explained, approval of an I-130
petition “does not raise [an] alien’s expectations” for
permanent residence “above the level of hope.” Montoya,
744 F.3d at 617 (quotations omitted). The majority therefore
errs in suggesting that plaintiffs’ relatives were qualified to
become lawful permanent residents or were about to reach
that status, but for the Proclamation.
The named plaintiffs’ declarations only confirm this.
When the district court issued its injunction, none of the
plaintiffs’ relatives had consular interview dates scheduled,
and seven such relatives are still awaiting interview dates.
Doe #1, 2020 WL 1689727, at *6–7. Interviews aside,
various plaintiffs were still working to submit the appropriate
paperwork to apply for a visa when the injunction was issued.
See Doe #2 Decl. ¶ 7 (“[W]e are currently working on the
collection of information and documents . . . .”); id. ¶ 9 (“I
will need a joint sponsor in order to complete the affidavit of
support section of my parents’ immigrant visa.”); Doe #3
Decl. ¶ 9 (“[M]y husband and I have been working to gather
the documents required for consular processing. Several
times, we thought we had all of the paperwork submitted, but
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the government then requests additional, and different
information from us.”); Ramos Decl. ¶ 12 (explaining that she
is “in the process of gathering all the documents required by
the consulate”). And many months later, at least two of
plaintiffs’ relatives are still “collecting the necessary
information.” Doe #1, 2020 WL 1689727, at *6. This only
confirms that plaintiffs’ relatives are still in the middle of the
visa process.
Equally misplaced is the majority’s emphasis on certain
family members who have received provisional I-601A
waivers. See Maj. Op. 21. I-601A waivers are available to
aliens in the consular visa process who have been unlawfully
present in the United States and who are immediate relatives
of U.S. citizens. See 8 U.S.C. § 1182(a)(9)(B)(i); 8 C.F.R.
§ 212.7(e). The I-601A waiver was developed to expedite the
interview process by allowing applicants “who require a
waiver of inadmissibility for unlawful presence to apply for
such a waiver in the U.S. before they depart for an immigrant
visa interview at a U.S. embassy or consulate abroad.”
Romero v. Barr, 937 F.3d 282, 287 n.2 (4th Cir. 2019)
(emphasis added).
The grant of an I-601A waiver, like the approval of an I130 petition, is thus a prefatory mechanism to facilitate the
visa application process. It does not mean that plaintiffs’
relatives were “otherwise likely qualified” for admission to
the United States. Nor can the majority reasonably maintain
that the Proclamation will result in family separation for
persons with I-601A waivers. Maj. Op. 21. Once again,
because there is no indication that plaintiffs’ relatives are
otherwise admissible, it is impossible to say that any family
separation is due to the Proclamation, as opposed to the
numerous other requirements that our immigration laws
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impose. Given that plaintiffs’ relatives have not completed
the visa process, the Proclamation is not the immediate (or
future) cause of any alleged family separation.
Finally, it also is not apparent that plaintiffs’ family
members will be unable satisfy the Proclamation. The district
court enjoined the Proclamation before it could take effect,
allowing no chance for any person to even attempt to satisfy
the Proclamation’s requirements. The Proclamation allowed
the Secretary of State to “establish standards and procedures”
to govern consular officers’ application of the Proclamation,
84 Fed. Reg. 53993; due to the injunction, we cannot know
how any such guidance would affect consular officers’
determinations.
Although the majority claims the plaintiffs “submitted
evidence” that their relatives are unable to meet the
Proclamation’s requirements, Maj. Op. 19, many of the
plaintiffs’ declarations provide no details about their finances,
the amount of income they or their relatives have available,
or the prices of qualifying plans under the Proclamation. The
Proclamation also gives the Secretary of State or his designee
the ability to exempt aliens “whose entry would be in the
national interest,” as determined on a “case-by-case basis.”
84 Fed. Reg. 53993. For all these reasons, it is entirely
speculative how the Proclamation will affect anyone who is
still going through the immigration process.
In short, the sincere “hope” that plaintiffs’ relatives will
qualify for legal status is no substitute for actual evidence that
plaintiffs’ relatives are entitled to visas but for the
Proclamation. On that issue, there is no evidence at all.
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The majority creates another misimpression in purporting
to justify the injunction “based on evidence in the record” that
the “Proclamation would cause significant harm to 21 states,
the District of Columbia, and New York City if allowed to go
into effect there.” Maj. Op. 37. The majority tells us that
“[t]he record demonstrates” the “significant harm” these
jurisdictions would suffer if the Proclamation is allowed to go
into effect. Id. at 34–35 (emphasis added). And the majority
opinion further informs us this “evidence [was] credited by
the district court, and that “[t]he government does not
seriously contest this evidence.” Id. at 35 (emphases added).
These statements are, regrettably, quite misleading. The
only source for the cited “evidence” is the amicus brief that
twenty-one States, the District of Columbia, and New York
City filed in the district court. The Supreme Court has
instructed that “the stated desires of amici are no substitute
for a class action, are not evidence in the case, and do not
influence our decision; we examine an amicus curiae brief
solely for whatever aid it provides in analyzing the legal
questions before us.” Sony Corp. of Am. v. Universal City
Studios, Inc., 464 U.S. 417, 434 n.16 (1984). The majority
opinion violates these fundamental precepts. But it is,
unfortunately, more problematic than that.
The “evidence” of “significant harm” to the jurisdictions
that joined the amicus brief consists of the following:
thousands of persons in these States become lawful
permanent residents each year, and immigrants “are vital to
the economic, civic, and social fabric of our states and city.”
Maj. Op. 35 (quotations omitted). These assertions cannot
justify the district court’s injunction. It is of course true that
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immigrants are vital to the economic and cultural life of our
States and cities. But by this logic, any federal policy that
reduces immigration could be enjoined on that basis, giving
States and localities the power to negate federal immigration
policy. The acknowledged contributions that immigrants
make to our States are thus not grounds for enjoining the
Executive Branch from recalibrating immigration rules in line
with the President’s lawful policy goals. And it cannot be
that State or local governments that oppose a presidential
policy can have the policy enjoined through the commonplace
act of joining a State-led amicus brief.
C
For all the reasons I have set forth, the public interest also
strongly supports staying the injunction. Nken, 556 U.S.
at 434. As we have recognized, the government’s interests
and the public interest tend to merge since “responsible
public officials . . . have already considered” the public
interest in enacting the policy at issue. Golden Gate, 512 F.3d
at 1127. Our review of the public interest is thus
“constrained,” and “it is beyond our province to evaluate the
wisdom” of the Proclamation that the President chose to put
in effect. Id.
That is the result that the four stay factors require. The
majority, however, adds a new, unauthorized stay factor:
preservation of the status quo. Maj. Op. 35–36. The majority
reasons that the “public interest lies with maintaining the
status quo while the appeal is pending,” and that the status
quo is a world without the Proclamation. Id. at 36. The
majority is wrong on two levels. Circuit precedent is clear
that maintenance of a “status quo” is not among the factors
that courts consider in resolving a request to stay an
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injunction. And even if it were, the majority is wrong on
what the status quo is.
In Golden Gate Restaurant Association v. City and
County of San Francisco, 512 F.3d 1112 (9th Cir. 2008), we
granted a motion to stay pending appeal a district court’s
injunction of a San Francisco ordinance that required
employers to make minimum healthcare expenditures to or on
behalf of their employees. The employers argued that the
City, in seeking a stay of the injunction and reinstitution of its
ordinance pending appeal, “must meet a higher standard,”
because “in [the employers’] view, a stay would change the
status quo.” Id. at 1116. We disagreed. We held that the
Supreme Court “did not include preservation of the status quo
among the factors regulating the issuance of a stay.” Id.
(quotations omitted). And we noted that “several of our sister
circuits, in reviewing preliminary injunctions enjoining
implementation of new legislation, have granted motions for
stays of those injunctions pending appeal without weighing
whether a stay would disturb or preserve the status quo.” Id.
at 1117.
Our decision in Golden Gate also demonstrates that the
majority misperceives the status quo, even if it were a
relevant consideration. As we explained in Golden Gate,
“granting a stay” of the injunction “would, in a real sense,
preserve rather than change the status quo,” because “[i]n the
absence of the district court injunction” the ordinance “would
now be part of the status quo.” Id. at 1116. The rules
governing stays should be no different for an ordinance that
requires employers to confer healthcare benefits (Golden
Gate) than a rule requiring immigrants to demonstrate they
will have qualifying health insurance (this case). As in
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Golden Gate, in the absence of the district court’s injunction,
Proclamation No. 9945 would be part of the status quo.
The true status quo is thus not a judicially created one.
As I previously explained, “while the plaintiffs assume that
the status quo is a world without the Presidential
Proclamation, . . . the actual status quo is a legal environment
in which the President possesses ‘sweeping proclamation
power in § 1182(f),’ Hawaii, 138 S. Ct. at 2408 (quotations
omitted), and in which Proclamation No. 9945 is therefore
authorized.” Doe #1, 944 F.3d at 1229 (Bress, J., dissenting).
A stay “simply suspend[s] judicial alteration of the status
quo,” Nken, 556 U.S. at 429, which is all the government is
requesting here.
The majority is therefore wrong to assert that “[i]n the
government’s re-imagining of the status quo in this context,
this factor would always tip in the government’s favor,
effectively rendering the Court powerless to exercise its
discretion on this factor in such instances.” Maj. Op. 36.
That is not correct, because the government must meet the
traditional Nken factors to earn a stay. See Planned
Parenthood of Greater Tex. Surgical Health Servs. v. Abbott,
134 S. Ct. 506, 507 (2013) (Scalia, J., concurring) (explaining
that no “accepted standard” “require[s] a court to delay
enforcement of a state law that the court has determined is
likely constitutional on the ground that the law threatens
disruption of the status quo”) (quotations omitted). It is
instead the majority that is “re-imagining” the status quo and
creating a rule that, contrary to Golden Gate, would require
denying a stay of any injunction that blocks new policies
from going into effect, because anything new can always be
described as changing the status quo.
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We arrive at last at the scope of the injunction, which
applies nationwide and to persons around the world seeking
entry into the United States. My view, of course, is that there
should be no injunction in the first place. But the extreme
scope of the district court’s injunction presents new and
troubling issues of its own.
In a brief section, the court today blesses the district
court’s injunction based on a class certification order entered
months after the fact and the purported need for uniformity in
immigration policy. See Maj. Op. 37–40. The majority’s
approach—and the class certification decision it implicitly
endorses—are procedurally and substantively flawed.
Nationwide injunctions raise many fundamental questions
about the proper use of judicial power. Perhaps for that
reason, the Supreme Court has repeatedly stayed such
injunctions pending appeal. See Innovation Law Lab, 2020
WL 1161432, at *1; New York, 140 S. Ct. at 599; E. Bay
Sanctuary Covenant, 140 S. Ct. at 3; Int’l Refugee Assistance
Project, 138 S. Ct. at 542; Hawaii, 138 S. Ct. at 542. We
should have done that ourselves in this case. Today’s
decision unfortunately reflects yet another example of the
misuse of universal injunctions and the misunderstanding of
class certification on which they are so frequently premised.
A
Let’s begin with the sequence of events here, which
should be cause for concern. When the district court issued
its injunction in November 2019, no class had been certified
and any putative “class members” were not parties to the
case. See Smith v. Bayer Corp., 564 U.S. 299, 313–14
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(2011). Under what I had thought was the law of our circuit,
nationwide relief is only appropriate where “necessary to give
prevailing parties the relief to which they are entitled.” Azar,
911 F.3d at 581 (emphasis in original and quotations
omitted); see also New York, 140 S. Ct. at 600 (Gorsuch, J.,
concurring) (“Equitable remedies, like remedies in general,
are meant to redress the injuries sustained by a particular
plaintiff in a particular lawsuit.”); Zepeda v. INS, 753 F.2d
719, 728 n.1 (9th Cir. 1983) (“Without a properly certified
class, a court cannot grant relief on a class-wide basis.”).
The district court’s injunction was thus vastly overbroad
when issued. At that time, any injunction could at most have
extended to the named plaintiffs, because no further
injunction would have been necessary to give these plaintiffs
relief. Azar, 911 F.3d at 581. As I thus wrote many months
ago when we were considering the government’s request for
temporary emergency relief pending appeal, the district
court’s universal injunction could not stand because it “shortcircuits the procedures for class certification by giving
thousands of persons not before the court the relief that the
class certification process is designed to evaluate.” Doe #1,
944 F.3d at 1228–29 (Bress, J., dissenting).
Now fast-forward many months later. Months after
briefing and argument in this court on the government’s
motion for stay pending appeal—and nearly half a year after
the district court first blocked the Proclamation from taking
effect nationwide—the district court issued its class
certification decision, certifying nationwide and worldwide
classes. Doe #1, 2020 WL 1689727, at *17. The majority
today relies on this later class certification decision to leave
in place the district court’s earlier universal injunction. Maj.
Op. 37.
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This is quite unsettling. The majority’s reliance on the
district court’s recent class certification decision is a
concession that until a short time ago, there was no valid
basis for the district court to enjoin the Proclamation as to
anyone but the named plaintiffs. Maj. Op. 37 (“[T]he
injunction is appropriate at this juncture, whether or not it
was when originally issued.”). Yet when the issue was
presented to us four months ago, we refused to stay any
portion of the nationwide injunction. See Doe #1, 944 F.3d
at 1228–29 (Bress, J., dissenting). That, in turn, allowed the
district court to catch up to our deliberative process and issue
the class certification ruling that supposedly justifies a
universal injunction and without which the injunction could
not stand.
The problems with this course of events are innumerable.
Blocking a presidential policy for many months nationwide,
without justification, is no small thing. And by ratifying the
scope of the district court’s injunction, the majority invites
district courts to issue overbroad injunctions up front, only to
be followed some months later by the class certification
decisions that supposedly undergird them. This has it
backwards. The scope of a preliminary injunction should be
supported at the time it is issued, not months later and while
the injunction is on appeal. The inversion of operations that
the court tacitly approves today will only lead to pathdependency in the district courts, creating hydraulic pressure
to certify a class in order to justify a previously issued
nationwide injunction that is now on appeal. That is not how
this process should work. Indeed, the government has not
even yet had the opportunity to appeal the district court’s
class certification ruling, which is now, per the majority’s
opinion, the linchpin of the district court’s injunction. See
Fed. R. Civ. P. 23(f).
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The majority opinion treats the district court’s disordered
approach as “no harm, no foul” because this is the only case
challenging Proclamation No. 9945. The majority tells us
that “[n]o litigation challenging this Proclamation is pending
elsewhere, alleviating concerns occasionally associated with
nationwide injunctions,” namely, “that such injunctions
deprive other courts from offering diverse perspectives on the
legal issues while similar litigation is ongoing in multiple
forums.” Maj. Op. 38.
But why is there no other case challenging Proclamation
No. 9945? The most likely reason is because the district
court in this case blocked the Proclamation before it could
even take effect. With an all-encompassing injunction in
hand, no putative class member had any reason to bring suit
elsewhere. Far from showing that the district court’s
injunction poses no threat to the percolation of legal issues,
the absence of parallel litigation on Proclamation No. 9945
confirms that nationwide injunctions can, in fact, stymie the
development of legal challenges. See E. Bay Sanctuary
Covenant v. Barr, 934 F.3d 1026, 1029 (9th Cir. 2019); Azar,
911 F.3d at 583. All of this was made possible by the district
court’s decision to enjoin the Proclamation first and certify
classes many months after the fact.
B
The district court’s universal injunction fails not only as
a matter of procedure, but on substantive grounds as well.
Nationwide injunctions of federal policies are increasingly
common yet highly controversial. Some members of the
Supreme Court have raised important concerns about them.
See New York, 140 S. Ct. at 600–01 (Gorsuch, J., concurring);
Hawaii, 138 S. Ct. at 2425–29 (Thomas, J., concurring). This
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case underscores that the problem with nationwide
injunctions often lies not merely in their equitable excess, see
New York, 140 S. Ct. at 600–01 (Gorsuch, J., concurring), but
with a failure to take seriously the restrictions on class
certification that Rule 23 imposes. The problem with many
nationwide injunctions, in other words, is that they are
premised on class certification orders that are themselves
infirm. That is the case here.
Class certification, “an exception to the usual rule that
litigation is conducted by and on behalf of the individual
named parties only,” is “proper only if the trial court is
satisfied, after a rigorous analysis, that the prerequisites of
Rule 23(a) have been satisfied.” Wal-Mart Stores, Inc. v.
Dukes, 564 U.S. 338, 349–51 (2011) (quotations omitted).
Most challenges to federal policies like the one before us seek
injunctive relief classes under Rule 23(b)(2). But such
classes are still subject to the strictures of Rule 23(a),
including the core requirement that a case present “questions
of law or fact common to the class.” Fed. R. Civ. P. 23(a)(2).
That provision requires “not the raising of common
‘questions’—even in droves—but rather, the capacity of a
class-wide proceeding to generate common answers apt to
drive the resolution of the litigation.” Wal-Mart, 564 U.S.
at 350 (emphasis in original and quotations omitted).
The majority states without analysis that the universal
injunction here “is also based on the certified subclasses,
which eliminates some concern that a nationwide injunction
is overly burdensome.” Maj. Op. 38–39. But even an initial
glance at the two classes the district court certified shows that
the class certification here was anything but proper. The first
certified class, consisting of persons in the United States
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petitioning for a family member to receive an immigrant visa,
was defined as follows:
(1) U.S. Petitioner Subclass:
Individuals in the United States who currently
have or will have an approved or pending
petition to the United States government to
sponsor a noncitizen family member for an
immigrant visa; and whose sponsored family
member is subject to the Proclamation and
unable to demonstrate to a consular officer’s
satisfaction that he or she “will be covered by
approved health insurance” within 30 days
after entry or will be able “to pay for
reasonably foreseeable medical costs”; and
Doe #1, 2020 WL 1689727, at *17.
The central problem with this class definition is that
whether the Proclamation will have any effect on putative
class members depends on two determinations that are highly
individualized: (1) whether the class member’s relative would
be otherwise qualified for an immigrant visa but for
Proclamation No. 9945; and (2) whether the class member’s
relative could satisfy the Proclamation. Classwide injunctive
relief under Rule 23(b)(2) is appropriate “only when a single
injunction or declaratory judgment would provide relief to
each member of the class.” Wal-Mart, 564 U.S. at 360. And
commonality under Rule 23(a) “requires the plaintiff to
demonstrate that the class members have suffered the same
injury.” Id. at 350 (quotations omitted). “That common
contention, moreover, must be of such a nature that it is
capable of classwide resolution—which means that
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determination of its truth or falsity will resolve an issue that
is central to the validity of each one of the claims in one
stroke.” Id.
In this case, this analysis cannot be done on a classwide
basis, turning instead on highly individualized determinations
about whether a given person would meet the INA’s various
requirements for eligibility and whether, based on a person’s
financial, family, medical, and employment situation, he
would be able to satisfy the Proclamation. Indeed, the class
definition on its face does not even require that the class
members’ relatives be otherwise qualified for immigrant
visas, and it ties class membership to the mere filing of a
“petition,” which (as the district court acknowledged) is just
“[t]he first step” in the visa application process. Doe #1,
2020 WL 1689727, at *3. Persons in this situation have not
even submitted the required documentation. In fact, the class
is not even limited to persons who have “filed” a petition at
all, but extends to anyone who “will” file one.
It is no answer, as the district court suggested, id. at *12,
that plaintiffs in this case are not seeking visa determinations.
The premise of this entire lawsuit—and the asserted
immediate need for the injunction—is that Proclamation No.
9945 is the “but for” cause preventing plaintiffs’ relatives
from obtaining immigrant visas. That is why the majority
opinion goes to great lengths to assert, albeit inaccurately,
that plaintiffs’ relatives were “otherwise likely qualified
under § 1182(a)” for admission into the United States and had
family members who “had qualified for entry under
established immigration policy.” Maj. Op. 21, 36. Plaintiffs
cannot make this point in seeking an injunction, but then
ignore it when it comes to class certification.
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The district court’s second class of “foreign nationals”
has, if possible, even more problems under Rule 23. That
class is defined as follows:
(2) Visa Applicant Subclass:
Individuals who are foreign nationals who
(i) have applied for or will soon apply to the
United States government for an immigrant
visa; (ii) are otherwise eligible to be granted
the visa; but (iii) are subject to the
Proclamation and unable to demonstrate to the
satisfaction of a consular officer that they
“will be covered by approved health
insurance” within 30 days after entry or will
be able “to pay for reasonably foreseeable
medical costs.”
Doe #1, 2020 WL 1689727, at *17.
The enormity of this class should be apparent: it includes
persons in countries all over the world. The same
individualized determinations described above for the U.S.
class will be necessary for each member of this foreign
nationals class, except the determinations will be even more
difficult to accomplish when class members applying for
admission are located outside this country. In fact, this class
is not even limited to persons who have applied for visas, but
extends to those who “will soon apply”—a term of uncertain
scope that requires consideration of yet more individualized
issues. It is impossible to know today who, if anyone, will
actually benefit from class certification since we do not know
who otherwise qualifies for a visa to the United States or who
will be unable to satisfy the Proclamation’s requirements.
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In short, the idea that “class certification” is the
incantation needed for a nationwide injunction misses the
point that Rule 23 is designed to impose limits on broad
relief, not to grease it. The above discussion is not intended
to exhaust the problems with the district court’s class
certification decision. But it shows that in this case, the
injunction’s extraordinary and improper scope depends on a
class certification ruling that does not withstand scrutiny
under Rule 23. One suspects that many of the current issues
with nationwide injunctions can be traced to misapplications
of Rule 23. That is, at least, the case here.4
C
Finally, the majority opinion errs in justifying the district
court’s universal injunction based on “the need for a
comprehensive and unified immigration policy.” Maj. Op. 39
(quotations omitted). It is of course true that many cases
from the Supreme Court and this court emphasize the
importance of a uniform immigration policy. E.g., Arizona
v. United States, 567 U.S. 387, 401 (2012); Lemus v. Lynch,
842 F.3d 641, 649 (9th Cir. 2016). But the original context
of these statements was the interpretation of federal
immigration law. That is true of the lead cases the majority
cites as well. See Maj. Op. 39 (citing Arizona and Kahn v.
INS, 36 F.3d 1412, 1414 (9th Cir. 1994)).
4

The majority suggests that “provisional” class certification is a basis
for nationwide relief at the preliminary injunction stage. Maj. Op. 37.
Despite its softer-sounding name, provisional class certification is still
governed by the requirements of Rule 23. E.g., Meyer v. Portfolio
Recovery Assocs., LLC, 707 F.3d 1036, 1041–42 (9th Cir. 2012);
Valentino v. Carter-Wallace, Inc., 97 F.3d 1227, 1234–35 (9th Cir. 1996).
In any event, the district court had not certified a class—provisionally or
otherwise—when it entered the injunction in this case.
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In more recent times, however, our circuit has co-opted
the policy of promoting uniform immigration laws as a
justification for courts issuing nationwide injunctions of
Executive Branch immigration policies. See, e.g., East Bay
Sanctuary Covenant, 950 F.3d 1242, 1283–84 (9th Cir. 2020).
The fit is not a good one. That there can be an interest in
having uniform immigration policies does not mean it is the
courts that can set those uniform policies. That is a decidedly
different question.
Whether Congress intended a uniform policy in statutes
like the INA says nothing about whether—when courts are
enjoining the immigration policies of democratically elected
officials—it is preferable to go big instead of small. Indeed,
if uniform immigration policy is the value to be prized above
all else, nationwide injunctions will always be necessary,
contrary to our cases. See E. Bay Sanctuary Covenant,
934 F.3d at 1029 (rejecting the view that a nationwide
injunction is appropriate “any time an enjoined action has
potential nationwide effects,” which “would turn broad
injunctions into the rule rather than the exception”). Perhaps
unsurprisingly, when we recently invoked the interest in
uniform immigration laws in allowing a nationwide
injunction, the Supreme Court stepped in and stayed the
injunction. Innovation Law Lab v. Wolf, 951 F.3d 1073,
1094–95 (9th Cir. 2020), stay granted, 2020 WL 1161432,
at *1.
In this case, the majority opinion tells us that “a more
limited injunction of the Proclamation would needlessly
complicate” immigration enforcement, whereas a nationwide
injunction “promotes uniformity in administering federal
immigration law.” Maj. Op. 39–40 (citing East Bay
Sanctuary Covenant, 950 F.3d at 1284). But it is the
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Executive Branch, not the courts, that are charged with
enforcing the immigration laws. And in this court, the
government maintains it is better policy for the injunction to
be narrowed, preferring a more limited enforcement of the
Proclamation to none at all. If the scope of an injunction
should turn on which approach is superior for “administering
federal immigration law,” Maj. Op. 39–40, why should our
view on that question prevail? It is unfortunate that courts
have injected themselves into debates such as this, which are
far outside our role and competence.
It is thus somewhat fitting that the majority opinion
invokes as authority for the district court’s nationwide
injunction and the “uniformity of immigration law” rationale
our circuit’s decision in Hawaii v. Trump, 878 F.3d 662 (9th
Cir. 2017). Maj. Op. 39 (citing the decision for the
proposition that “[b]ecause this case implicates immigration
policy, a nationwide injunction was necessary to give
Plaintiffs a full expression of their rights”). As the majority
must quickly acknowledge, the cited decision was then “rev’d
on other grounds” by the Supreme Court in Trump v. Hawaii,
Maj. Op. 39—a decision that vacated our court’s nationwide
injunction and the very case that confirms Proclamation No.
9945 is a valid exercise of the President’s authority. In fact,
the referenced decision from this court in the Trump v.
Hawaii litigation, and this court’s discussion of uniformity in
immigration law, was handed down after the Supreme Court
had already stayed the nationwide injunction in full pending
appeal. Hawaii, 138 S. Ct. at 542; Hawaii v. Trump, 878 F.3d
675, 701 (9th Cir. 2017).
The uniformity we should have pursued is the uniformity
of decision with Trump v. Hawaii. That would have required
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staying in full the district court’s improper and overbroad
injunction. Because we do not do so, I respectfully dissent.
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“Knowing is not enough; we must apply.
Willing is not enough; we must do.”
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Preface

Hidden Costs, Value Lost: Uninsurance in America consolidates and builds on
previous Committee work in order to develop estimates of the costs to our society
of tolerating a large and shifting population who lack health insurance—more
than
S
XPcoverage
U
41 million in any single year. Nearly twice as many
lack
at
some
point

7



Y

over a 2-year period. Lack of coverage R
among
H Americans
ULOunder age 65 exacts a
S
'
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Q

RK
RQ
number of costs that are borne
LQ-by uninsured
YHGpeople themselves, by their families,
L
G
K
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F
W
L
U
by communities and health
careinstitutions,
and by the nation at large; ultimately,
F
D
form

we all bear these costs
in
one
or
another.



1R by the Committee on the Consequences of Uninsurance
This fifth report
immediately precedes our sixth and final analysis, in which we will articulate
principles that should guide policy reforms to pursue and ideally achieve universal
coverage. In this final report, we will also assess prototypical strategies and gauge
their impact in light of these principles. While previous reports have focused on
health and social consequences of uninsurance, Hidden Costs, Value Lost considers
the financial impact of this problem for the nation overall. In part, this is done by
“cashing out” what the Committee has learned and reported in its first four studies
(in dollar terms when feasible, qualitatively when not). In this report, the Committee considers not only the costs created by uninsurance but frames these costs
in terms of the potential benefits that might be realized by providing health
insurance to the entire population. These benefits are then evaluated in light of the
projected costs of the additional health care services that the uninsured would use
if they had coverage and could therefore afford these services.
Hidden Costs, Value Lost takes the broadest societal view of the economic and
social costs that our nation incurs as a result of our current health care financing
policies—approaches that leaves tens of millions without coverage at any point in
ix
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PREFACE

time and most adults under age 65 at risk over time of losing their coverage. As
with its investigation of community-level effects of uninsurance in A Shared
Destiny, the Committee again faces the limitations of research addressing many of
the costs throughout society that accompany the lack of health insurance. The
Committee contended with the problem of limited data by using analytic approaches such as estimating the economic value of healthier life years forgone due
to uninsurance. This strategy can be compared with that of governmental agencies
that assess the risks and benefits to health and longevity of a variety of safety,
environmental and health care interventions. Viewed from the broadest perspective, the lack of health insurance is a health risk at the population level. Likewise,
universal coverage, however achieved, can be considered a health intervention at
the population level.
We encourage readers of this report to adopt a societal perspective as they
consider the costs of uninsurance and to balance these costs against the potential
benefits of various reform strategies. Historically, many have argued that we
cannot afford to cover the uninsured. Perhaps, after reading this report, many will
conclude that we can no longer afford not to cover the uninsured.

Mary Sue Coleman, Ph.D.
Co-chair
Arthur L. Kellermann,
M.D., M.P.H.
S
Co-chair7UXP
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Executive Summary

The discontinuity of coverage and complete lack of health insurance among
tens of millions of Americans every year entail costs for our society in

S

XP to developmen• lost health and longevity, including health deficits
Y 7U leading





tal and educational losses for children; RH
ULO
S
'

$
Q

RK anxiety
RQ
• financial risk, uncertainty
LQ- and
YHG within families with one or more
L
G
K
H
F
W
L
U
uninsured members; F
D
instability
and

• financial stresses
for
of health care providers and institutions


R relatively high uninsured rates that reduce the scope and
in communities1with
amount of available health services, including public health services; and
• lost workforce productivity.
As a nation and as public law, we invest in the health of those who have
health insurance, through tax subsidies and publicly sponsored coverage. About 85
percent of the U.S. population benefit from this investment. As a society, we also
spend substantial public resources for health care services to the remaining 15
percent of Americans—the more than 41 million people who lack coverage every
year. Despite this public spending on health services for the uninsured, those who
lack coverage have worse health outcomes than do similar individuals with insurance, because dollars alone do not confer the health benefits that continuous
coverage does. If all members of society bear certain risks and costs from spillover
effects of uninsurance, all should realize some benefit, at least indirectly, from a
public policy ensuring that everyone has coverage.
Hidden Costs, Value Lost: Uninsurance in America tallies some of the most
clearly identifiable economic and social costs of uninsurance, as described in the
1
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2

HIDDEN COSTS, VALUE LOST: UNINSURANCE IN AMERICA

Committee’s previous four reports. The Committee concludes that maintaining
an uninsured population of 41 million results in a substantial loss of economic
value that improved health would provide uninsured individuals. The Committee
also believes that, as health care interventions become ever more effective in
improving health and extending life, unequal access to such care, as documented
in Care Without Coverage and Health Insurance Is a Family Matter, becomes increasingly unjust.
Americans devote more economic resources to health care than people in any
other nation in the world, both in total dollars spent ($1.236 trillion for personal
health care services in 2001) and as a percent of the gross domestic product (14
percent) (Levit et al., 2003). Access to health care is valued highly and widely
throughout American society. In this report, the Committee takes a broad, societal perspective as it examines the performance of economic resources devoted to
health care, health insurance, and alternative uses for these resources, which include personal resources, firms’ investments, and public monies.
The societal perspective allows the Committee to evaluate our society’s failure to invest in health insurance for 15 percent of the population from the
standpoint of the public interest, rather than the interest of any particular individual or group within society. Practically, the societal perspective reflects the
kind of aggregate, population-based information and national data sets that the
Committee was able to use in its analyses. More importantly, as a matter of
principle or ethical choice, the societal perspective values the interests of each
XPS 
individual member of society equally and allows the
to examine the
7UCommittee


Y

policies and invest ofULOpublic
benefits

fairness of the distribution of the costs and

H
R
Q' RQ$S
ments in health (Gold et al.,LQ1996a).
-RK
HG
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 ARE COSTS OF UNINSURANCE?
1RWHAT

What do we mean by cost? This report draws on information developed
within several different analytic frameworks because of the breadth of the issues
encompassed by the “costs of uninsurance.” When uninsured people obtain coverage, their use of health services would be expected to increase as a result of
improved financial access. The majority of the costs due to being uninsured that
the Committee has identified are not health services costs (that is, uncompensated
care or expensive hospitalizations because of delayed treatment) but rather result
from the poorer health outcomes of uninsured individuals.
Families with uninsured members bear costs resulting from the financial burdens and risks of out-of-pocket health care spending and, because children’s
receipt of health care in practice depends on their parents’ coverage status, children in families with uninsured parents are less likely to receive adequate services.
The spillover costs of uninsurance experienced within communities result
from both the poorer health of uninsured populations and the demands made on
local public budgets and on providers to support care for those without coverage.
Thus, this report considers both the extent and the source of resources devoted to
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EXECUTIVE SUMMARY

3

the care of people without health insurance and the economic cost implications of
the poorer health they experience because they lack coverage.
THE VALUE LOST IN POORER HEALTH
Given the key role of health coverage in improving health outcomes, how
much health is lost with a population of more than 41 million uninsured? In this
report, the Committee adapts an analytic strategy that has been used to assess the
value of life-saving and health-improving medical interventions, imputing a monetary value to the years of expected life that an individual is estimated to have in
particular states of health (e.g., excellent, fair, poor; with controlled hypertension,
or prostate cancer in remission, or no functional limitations).
The present value in money terms of the “stock” of years of life in certain
expected states of health has been coined “health capital” (Grossman, 1972; Cutler
and Richardson, 1997). This analytic concept of health capital is related to the
approach used by government agencies that regulate public health and safety (e.g.,
Food and Drug Administration, Department of Transportation, Environmental
Protection Agency) to evaluate and compare alternative public policies that mitigate risk and improve health. This approach involves estimating the value of
averted risk as expressed by the expected number of lives saved (statistical or
anonymous lives when the policy is implemented) to determine whether the
benefit of reducing a particular risk or harm justifies the costsinvolved in adopting
PS ofhealth
such a policy. The Committee has applied the analytic
capital to
7UXconcept
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lation had health insurance
 coverage, compared with the status quo, which leaves
Rpopulation
16.5 percent of1
the
under age 65 without coverage.
The Committee commissioned an analysis estimating the value of diminished
health and longevity within the U.S. population as a result of uninsurance. Economist Elizabeth Richardson Vigdor combined information on the longevity, prevalence of health conditions, and health-related quality of life for insured and uninsured populations. The relative mortality rates for insured and uninsured
populations were drawn from the Committee’s earlier systematic literature review
of health outcomes as a function of health insurance status and reflect a 25 percent
higher mortality rate within the uninsured population (IOM, 2002a,b). Vigdor’s
estimates constitute a range of values for the forgone health of uninsured individuals, based on different assumptions about the relative health status of insured and
uninsured populations.
Imputing a value of $160,000 to a year of life in perfect health and calculating
the present value of future years with an annual discount rate of 3 percent, Vigdor
estimated that the economic value of the healthier and longer life that an uninsured child or adult forgoes because he or she lacks health insurance ranges
between $1,645 and $3,280 for each additional year spent without coverage
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(Vigdor, 2003). This value differs for people of different ages and for men and
women because of differences in underlying health status and life expectancy.
These estimated benefits could be either greater or smaller if unmeasured personal
characteristics were responsible for part of the measured difference in morbidity
and mortality between those with and those without coverage.
The Committee’s best estimate of the aggregate, annualized cost of
the diminished health and shorter life spans of Americans who lack
health insurance is between $65 and $130 billion for each year of health
insurance forgone. These are the benefits that could be realized if extension of coverage reduced the morbidity and mortality of uninsured
Americans to the levels for individuals who are comparable on measured
characteristics and who have private health insurance. This estimate does
not include spillover losses to society as a whole of the poorer health of the
uninsured population. It accounts for the value only to those experiencing poorer
health and subsumes the losses to productivity that accrue to uninsured individuals
themselves.
These estimates constitute an initial effort to develop an integrated and coherent framework for evaluating a number of economic costs attributable to the lack
of health insurance; they are not definitive but suggest the direction that further
research and analysis might take. Figure ES.1 illustrates the costs of uninsurance
that the Committee has documented in its work to date. The bracket to the left of
the pyramid shows the costs that are captured in the estimate
 of the economic
XPSthe costs
U
value of forgone health by those who lack coverage,
and
 that are addi7


Y LO
tional to that estimate.
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R

1 of the costs of health care now used by those who lack health
In its analysis
coverage, the Committee finds that
• Uninsured children and adults are less likely to incur any health
care expenses in a year and, on average, incur health care costs well
below half of average spending for services by all those under age 65.
• People who lack health insurance for an entire year have out-ofpocket expenditures comparable, in absolute dollar amounts, to those of
people with private coverage. Uninsured individuals pay for a higher
proportion of the total costs of care rendered to them out of pocket,
however, compared to insured individuals under age 65 (35 percent,
compared with 20 percent), and they also have much lower family
incomes. Out-of-pocket spending for health care by the uninsured is
more likely to consume a substantial portion of family income than outof-pocket spending by those with any kind of insurance coverage.
• The total cost of health care services used by individuals who are

Copyright © National Academy of Sciences. All rights reserved.

(123 of 338)
Case: 19-36020, 05/04/2020, ID: 11678889, DktEntry: 65-2, Page 26 of 241

Hidden Costs, Value Lost: Uninsurance in America
http://www.nap.edu/catalog/10719.html

5

EXECUTIVE SUMMARY

18,000
die
prematurely.

The value of health
capital forgone each
year due to uninsurance
is estimated at between
$65 and $130 billion

Acutely ill uninsured
children and adults receive
fewer and less timely services,
leading to increased morbidity
and worse outcomes.
8 million
uninsured people with chronic
illnesses receive fewer services and
have increased morbidity and worse outcomes.
41 million
uninsured adults and children are less likely to receive
preventive and screening services. All of them are at risk for the
health consequences shown above.
60 million
uninsured individuals and members of their families have less financial
security and increased life stress due to lack of insurance.
People living in communities with a higher than average uninsured rate
are at risk for reduced availability of health care services and overtaxed public
health resources.
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1
All Americans

uninsured for either part of or the entire year is estimated to be $98.9
billion for 2001.
• The best available estimate of the value of uncompensated health
care services provided to persons who lack health insurance for some or
all of a year is roughly $35 billion annually, about 2.8 percent of total
national spending for personal health care services.
The direct costs of uncompensated care provided to uninsured
people are largely borne by those who pay taxes. Public support from the
federal, state, and local governments accounts for between 75 and 85 percent of
the total value of uncompensated care estimated to be provided to uninsured
people each year (Hadley and Holahan, 2003a). Public subsidies to hospitals are
paid through
• federal Medicaid and Medicare disproportionate share hospital (DSH) payments and other financing mechanisms, and
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• state Medicaid DSH payments and other state and local subsidies and
budget allocations for hospital care and institutional operating costs.
These subsidies amounted to an estimated $23.6 billion in 2001, approximately the same as the value of hospital bad debts and charity care projected for
that year from the American Hospital Association’s annual financial survey results.
The Committee finds mixed evidence that private payers subsidize uncompensated hospital care. Analysts have proposed that possibly $1.6 to $3 billion annually
in hospital revenues from private payers are used to cover hospitals’ uncompensated care costs (Hadley and Holahan, 2003a). The Committee concludes that the
impact of any such “shifting” of costs to privately insured patients and insurers is
unlikely to affect the prices of health care services and insurance premiums.
Even with the considerable federal support for uncompensated care
(particularly to hospitals), when states provide health care in kind to
medically indigent residents rather than through insurance programs
like Medicaid and the State Children’s Health Insurance Program, the
costs of direct provision fall disproportionately on the local communities where care is provided (IOM, 2003a). Given the lower average incomes of
uninsured Americans and the associated socioeconomic profiles of the communities in which rates of uninsurance are higher than average, these communities have
relatively little capacity to support the provision of health care services. Financing
the health care of those who now lack health insurance through
 federal or federal
XPSof publicly
U
and state coverage mechanisms would spread theburden
7
 supported
Y

supports

care over a broader tax base than that R
which
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care for
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OF LIFE AND SECURITY FOR FAMILIES
1RQUALITY

Uninsured individuals and families bear the burden of increased
financial risk and uncertainty as a consequence of being uninsured.
Although the estimated monetary value of the potential financial losses
that those without coverage bear is relatively small (compared to the full
cost of their services) because of uncompensated care, the psychological
and behavioral implications of living with financial and health risks and
uncertainty may be significant. The Committee estimates that the financial
risk borne by those without coverage has an economic cost of $1.6 to $3.2 billion.
This would be the value, to those now lacking coverage, of the financial protection provided by health insurance.
Even in families in which all members are insured, the concern about losing
coverage remains genuine. One, some, or all members can lose health insurance at
some point, because of lifecycle events such as leaving school or retiring or
because of economic conditions that result in the loss of income or workplace
benefits, such as becoming unemployed or changing jobs. This lack of social and
economic security, experienced by virtually all Americans except for those who
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have gained Medicare coverage on a permanent basis (i.e., those over age 65 or
with end-stage renal disease), is truly a hidden cost of our patchwork approach to
health insurance.
OTHER COSTS OF UNINSURANCE
Developmental Losses for Children
Uninsured children are at greater risk than children with health
insurance of suffering delays in development that may affect their educational achievements and prospects later in life. Good health and meeting developmental milestones in infancy and childhood affect individuals’ educational attainment, earning capacity, and long-term health. The
Committee’s estimate of health capital forgone by uninsured children and adults
that was presented earlier subsumes these developmental losses. The Committee
includes its review of studies and earlier findings regarding worse health outcomes
among uninsured children to provide an empirical underpinning to its approach to
estimating health capital losses resulting from the lack of health insurance.
Costs to Public Programs
The Committee considered other costs that are attributable
to uninsurance

XPSof morbidity
U
without attempting to quantify them. Although the
costs
and pro
7
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public program and workforce
impacts of health insurance status that can be

1R evidence about the effects of health status on disability and
inferred from related
productivity and the effects of health insurance on health status, largely based on
the Committee’s reports Care Without Coverage and Health Insurance Is a Family
Matter.
Based on its findings and conclusions about health outcomes as a
function of health insurance status in its earlier reports, the Committee
concludes that public programs, including Medicare, Social Security
Disability Insurance, and the criminal justice system almost certainly
have higher budgetary costs than they would if the U.S. population in its
entirety had health insurance up to age 65. It is not possible, however, to
estimate the extent to which such program costs are increased as a result
of worse health due to lack of health insurance.
As calculated for this study, the value of healthy years of life forgone by those
without health insurance does not include any health and longevity impacts that
occur after age 65, when Medicare covers virtually the entire population. The
Committee’s conservative assumption in estimating the value of health lost likely
underestimates the health benefits enjoyed by individuals who would gain addi-
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tional health and longevity after age 65 if they had health insurance continuously
prior to that age. It is also likely to underestimate the potentially reduced costs to
the Medicare program of financing services for persons with pent-up demand for
care or health “deficits” as a result of having been without coverage previously.
For example, individuals who have poorly controlled hypertension or diabetes or
undetected high cholesterol because of irregular or no medical attention to their
condition enter the Medicare program with more comorbidities and worse health
status than do persons whose conditions have been treated over time.
Likewise, increasing disability among the working-age population (even as
the disability rate has decreased over the past two decades for those older than 65),
suggests that health and functional status improvements that health insurance
provides could reduce disability insurance claims.
In the case of serious mental illness, for example, there can be substantial
spillover costs of uninsurance to society. More than 3 million adults in the United
States have either schizophrenia or bipolar disorder (manic-depressive disease),
which can involve psychosis and aberrant behavior. Fully 20 percent of the adults
with one of these conditions who do not reside in institutions lack health insurance. Although being insured is no guarantee that mental health services are a
covered benefit or that one will be treated appropriately for mental health problems, persons with either public or private health insurance are more likely to
receive some care for their condition than are those without any coverage. Between 600,000 and 700,000 persons with severe mental illness
are jailed each year.
PS the
Xincreases
U
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7
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1R

Workforce Participation, Productivity, and Employers
Illness and functional limitations impair people’s abilities to work and consequently impose the costs of forgone income and productive effort on those who
are sick and disabled, their families, and potentially on their employers as well.
The costs for employers of productivity losses on the job for workers with particular illnesses have been increasingly well studied within the past decade. The impact
that providing workers with health insurance has on workplace productivity,
however, is less well documented. What evidence exists suggests that, although
workers’ health status may improve as a result of having coverage, individual
employers probably do not lose financially, on net, as a result of impaired productivity on the job if they do not currently offer their workers health insurance
benefits. Any systemic, regional, or national losses of productivity or productive
capacity as a result of uninsurance among nearly one-fifth of the working-age
population cannot be measured with the data now available.
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Costs for Communities
Not only those who lack coverage but others in their communities
may experience reduced access to and availability of primary care,
specialty, and hospital services resulting from relatively high rates of
uninsurance that imperil the financial stability and viability of health
care providers and institutions. Communities that have higher than average
rates of uninsurance are more likely to experience reduced availability of hospitalbased services and critical community benefits such as emergency services and
advanced trauma care (IOM, 2003a; Gaskin and Needleman, 2003; Needleman
and Gaskin, 2003).
In addition, population health resources and programs, including disease surveillance, communicable disease control, emergency preparedness, and community immunization levels, have been undermined by the competing demands for
public dollars for personal health care services for those without coverage. Because
uninsured individuals and families are much less likely than are those who have
coverage to have a regular health care provider, they are not well integrated into
systems of care. Consequently, population-level disease surveillance and health
monitoring is reduced in communities with large uninsured populations.
THE COST OF THE HEALTH CARE THAT
UNINSURED PEOPLE WOULD USE
IF THEY HAD
PS 
COVERAGE
7UX


Y
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they
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F
DUthe
of

reviewed estimates of the value
additional health services that would be


provided to the1uninsured
R once they became insured. Estimates of the incremental costs of health services that the population that now lacks insurance could be expected to use if they gained coverage range from $34 to
$69 billion (in 2001 dollars). These estimates should not be construed as the
costs of any particular plan to reform health care financing to provide health
insurance to those now without it. This range of estimates, derived from three
independent analyses, assumes no other structural changes in the systems of health
services delivery or finance, scope of benefits, or provider payment (Long and
Marquis, 1994; Hadley and Holahan, 2003b; Miller et al., 2003). The ultimate
cost of any reform will depend on the specific features of the approach taken.
These estimated costs amount to 2.8–5.6 percent of national spending for personal
health care services in 2001, equivalent to roughly half of the 8.7 percent increase
in personal health care spending between 2000 and 2001.
COSTS AND BENEFITS CONSIDERED TOGETHER
Table ES.1 summarizes the Committee’s estimates of the amounts and sources
of payment for the health care currently provided to uninsured Americans, the
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TABLE ES.1 Estimates of Current Annual Cost of Health Care Services for
Full- and Part-Year Uninsured Individuals, Projected Incremental Annual Costs
of Services If Insured, and Economic Value Gained by Uninsured Individuals If
Insured, Annualized
Billions $,
estimated for 2001
Current cost of care for full- and part-year uninsured
Amount paid out of pocket by full- and part-year uninsured
Insurance payments (for part-year uninsured only) and
workers’ compensation
Private
Public
Uncompensated care

98.9
26.4

24.2
13.8
34.5

Projected annual costs of additional utilization with coverage

34–69

Benefits of insuring the uninsured
Aggregate value of health capital forgone by the
uninsured, annualized

65–130

Aggregate annual value of risk borne by uninsured

1.6–3.2
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expenditures
substantial health
made on their behalf.
1Rcare
SOURCES: Hadley and Holahan, 2003a,b; Vigdor, 2003.

The next step in the Committee’s analysis is to consider the potential benefits
of providing the uninsured with coverage in conjunction with the new economic
costs of the additional health services that would improve their health. In order to
do this, both the average per capita gain in health due to an additional year of
health insurance for the uninsured population and the average per capita annual
cost of the additional health services that the uninsured population would use if
they had coverage must be made comparable. Because the estimate of the value of
health gained with an additional year of coverage is calculated as a discounted
present value of the gain for a cohort of uninsured people over the course of their
lives (with a range of $1,645 to $3,280 as presented earlier), the estimate of the
annual cost of the additional health care that the uninsured would use if insured
also must be calculated as the present value for an uninsured cohort over the
course of their lives.
Using the projected annual cost of the additional utilization by those without
coverage from Hadley and Holahan (2003b), the Committee estimated that the
discounted present value of the cost of an additional year of health insurance
ranges from $1,004 to $1,866, depending on whether the incremental service costs
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are based on the cost of public or private health insurance. The range of estimated
benefits from the incremental coverage ($1,645 to $3,280) is higher than the range
of estimated incremental service costs ($1,004 to $1,866) and, for most values
within each range, results in a benefit-cost ratio of at least one.
REALIZING SOCIAL VALUES AND IDEALS
Finally, the Committee reflected on several other benefits that our national
community and local communities within the United States might gain if health
insurance coverage were extended throughout the population. Economic goods
that can be valued in monetary terms are not the only kinds of goods that we value
having. Providing certain important goods like health care to all members of
society has its own value (Walzer, 1983; Coate, 1995). In addressing normative
questions, the Committee has attempted to start from values that are widely
endorsed throughout American society, such as equality of opportunity, and then
to make judgments about whether public policy and economic practices in health
care accord with a reasonable characterization of those values. The Committee
does not attempt to make a freestanding argument about objective morality but
rather claims that collective actions can express or achieve existing social norms
and ideals.
Because health care relieves pain and suffering and enhances our ability to
function and achieve over the course of a lifetime, making sure that everyone in
PS and
society has adequate access to this good is a matter7
ofUXfairness
social decency
Y

 obligates us as a
equal opportunity
to

(Daniels, 1985; Sen, 1993). A commitment
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-RK haveLYH
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Q
L

G
K
they are not disadvantaged
FLWH in pursuing
DUF the career and other opportunities offered



by American society.
1R contributes essentially to obtaining the kind and quality of
Health insurance
health care that can express the equality and dignity of every person. Despite the
absence of an explicit Constitutional or statutory right to health care (beyond
access to emergency care in hospitals, required by the Emergency Medical Treatment and Labor Act), disparities in access to and the quality of health care of the
kind that prevail between insured and uninsured Americans contravene widely
accepted, democratic cultural and political norms of equal consideration and equal
opportunity. The increasing effectiveness of medical interventions in improving
health and survival (Cutler and Richardson, 1997; Murphy and Topel, 1999;
Heidenreich and McClellan, 2003) make considerations of equity in access to
effective care through health insurance more urgent.
Uninsurance in America not only has hidden costs, it represents lost opportunities to more fully realize important social and political ideals that account for our
nation’s political stability and vitality (Dionne, 1998; NASI, 1999). Extending the
social benefit of health insurance would help us make our implicit and explicit
democratic political commitments of equal opportunity and mutual concern and
respect more meaningful and concrete.
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Introduction

As a nation, we invest in the health of some (85 percent) of the population by
providing tax subsidies for the purchase of private health insurance or direct
coverage through Medicare, Medicaid, and the State Children’s
Health Insurance
PS andsocial
Program. What does it cost us as a society, in terms
ofUXhealth
 equity, as
7
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sively from the perspective
 of the national economic costs and financial transfers
1Rof
incurred as a result
our current policies regarding health insurance coverage.
Hidden Costs, Value Lost: Uninsurance in America consolidates information that
the Committee has developed over the course of its examination of personal,
familial, and community outcomes and considers these findings within the context
of the national economy and political culture. In this report, the Committee
presents aggregate estimates in monetary terms of
• the costs of health care provided to those who lack health insurance that
are borne both by uninsured individuals and their families and by the public and
private programs and providers that subsidize uncompensated care and donate
services;
• the value of additional years of healthier life that would be gained by those
without health insurance in the United States if health insurance coverage were
extended to everyone; and
• the cost of the additional health care that would be provided to the
uninsured if they gained health insurance.

12
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Hidden Costs, Value Lost attempts to answer another fundamental question:
Who ultimately bears the costs consequent to uninsurance within the U.S. population? Understanding who eventually pays for the health care that uninsured
people receive and the economic value lost as a consequence of not receiving
adequate care are important to evaluating alternatives for expanding coverage.
CONTEXT
This report is the fifth in a series of studies that constitute a systematic
assessment of the ramifications of failing to include millions of people each year in
the predominant organizational form and financing mechanisms for health care
services in the United States, private and public health insurance. The Committee
has approached its task in a stepwise fashion. It has analyzed the highly complex
and interactive health services and insurance sectors and government health and
social welfare programs by focusing on different parts of the overall picture in each
of its reports to date. Figure 1.1 displays this sequential and cumulative analytic
approach as concentric rings spreading out from individual health outcomes,
through families and communities, to the social and economic effects of
uninsurance in the aggregate, at the national level. This report “slices” through
each of these layers and consolidates information about the costs related to each
one.
The rest of this section recaps in broad terms the subjects and general concluS
UXPfindings
sions from the previous four reports and notes how
7their


are used in this
Y

 SULO
report.
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coverage in the United
States and estimates of the number and characteristics of
Rlacks
the population 1
that
coverage. It also highlighted discrepancies between the
Committee’s findings based on empirical research and popular beliefs and understanding of the causes and implications of uninsurance in order to promote greater
public awareness of and greater insight into the persistent national problem of
uninsurance.
The second report, Care Without Coverage: Too Little, Too Late (IOM, 2002a),
was a critical review of clinical and epidemiological health outcomes research that
evaluated the effect of health insurance status on a variety of general and condition-specific indicators and outcomes for American adults younger than 65. The
Committee concluded in this report that health insurance is associated with better
health outcomes for adults and with the receipt of appropriate care across a range
of preventive, chronic, and acute care services. Adults without health insurance
have shorter lives and greater declines in health status over time than those with
continuous coverage. Care Without Coverage developed illustrative estimates of
excess deaths associated with being uninsured for the adult population under age
65, both overall and for several specific diseases. Overall, the Committee estimated
that the uninsured adult population under age 65 experiences roughly 18,000
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FIGURE 1.1 Levels of analysis for examining the effects of uninsurance.

premature deaths annually that can reasonably be attributed to the lack of coverage
and the less adequate health care received as a result (IOM, 2002a). The Committee also developed illustrative estimates for deaths among nonelderly uninsured
adults due to hypertension, breast cancer, and HIV/AIDS. The studies and findings of differential health outcomes for insured and uninsured adults contained in
the second Committee report are used in this report to estimate the economic
value of the healthier years of life forgone due to uninsurance within the U.S.
population.
The Committee’s third report broadened the focus of analysis to the social
and economic unit of the family. Health Insurance Is a Family Matter (IOM, 2002b)
considers the impact of a lack of health insurance for individuals within a family on
the family as a whole, including the financial consequences of burdensome medi-
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cal expenses, psychosocial stress, and the dependence of children’s coverage and
health care on their parents’ coverage status. The third report also reviewed the
extensive body of health outcomes research for pediatric, prenatal, and maternity
care as a function of health insurance status. It documented the gains in access to
appropriate health care and better health outcomes for children and pregnant
women with coverage. The Committee concluded in Health Insurance Is a Family
Matter that all members of the family face financial risk and may imperil their
physical and emotional well-being if anyone in the family lacks coverage. Fully
one-fifth of the U.S. population, approximately 60 million people, is affected by
the lack of health insurance within their immediate family. The findings and
conclusions of the Committee’s third report are represented in Hidden Costs, Value
Lost by the estimates of the value of health forgone due to uninsurance and in the
costs of diminished financial security for families and the anxiety and stress that
accompany the lack of health insurance within the family.
A Shared Destiny: Community Effects of Uninsurance (IOM, 2003a), the
Committee’s fourth report, adopts yet a broader perspective on the phenomenon
of uninsurance within the United States. It looks at how communities are affected
by the lack of coverage that some of its members endure, through mechanisms
such as the poorer health of uninsured people, their needs and use of health care
services and the sources of payment for that care, and the social and economic
disparities within communities that are deepened by a lack of health insurance.
This report breaks new ground in the analysis of how uninsured
 populations affect
XPS generally, and
U
the quality and accessibility of health services within
communities
7
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 cohesiveness, and
the overall character of communities in Rterms
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economic vitality. The Committee
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YHG in A Shared Destiny that high levels
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H
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L
of uninsurance within
F communities
D disrupt local systems of public health and
 affect the availability and quality of services

personal health care and
adversely


1R Furthermore, the stability and financial viability of comwithin the community.
munity institutions and health care resources are threatened by the amount of
uncompensated care that health care practitioners and facilities render. Finally, the
national goal of attaining community-wide a high quality of personal health care
services across the spectrum of services and providers cannot be met while those
without health insurance rely on ad hoc delivery of services.
A Shared Destiny identifies several of the costs of uninsured populations that
are borne by others. Some of these spillover costs and economic transfers, such as
uncompensated or charity care provided when someone without health insurance
or the means to pay for care directly is hospitalized, are readily measured in dollars.
Other spillover costs of uninsured populations, such as the loss for an urban
neighborhood or rural community of a primary care clinic because too many
among its clientele have no source of payment for their care, are theoretically
quantifiable in monetary terms but the information that would be needed to
measure these costs is not available. Still other societal consequences resulting from
inequalities manifested in disparate access to health care because of uninsurance
within a local community or the national population cannot be represented in
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monetary terms. The Committee hypothesizes that uninsurance weakens social
cohesiveness and exacerbates other social inequalities. Disparities among neighbors and fellow citizens in health insurance status and thus in access to highly
valued medical care and attention may erode feelings of social belonging and trust
within communities. Thus, with A Shared Destiny, the Committee began its
investigation of some of the potential spillover costs of uninsurance.
PURPOSE
Hidden Costs, Value Lost continues this examination of the impacts of
uninsurance from a national perspective and considers the benefits for American
social and political life that could be achieved by guaranteeing health insurance
coverage to all throughout their lives. It builds on the evidence presented in the
Committee’s earlier reports and anticipates the concluding report, which will
articulate core principles that derive from these studies and use them to analyze
strategies for achieving complete health insurance coverage of the U.S. population. By estimating the resources now devoted to health care for 41 million
uninsured Americans, the losses in terms of health and longevity that they experience, and some of the costs and benefits of extending coverage to them, this report
provides a baseline against which health insurance reform strategies can be assessed.
The Committee hopes to reach a broad audience—including
the voting
S and attempts to
XPreport,
U
public, legislators, and other policy makers—with
this
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1Raudiences.
understood by lay
The Committee believes this lack of awareness of the
powerful analytic tools of the social and health sciences, and of the information
developed by using these tools, fosters a narrow understanding of the costs of
having a large uninsured population. By discussing its assumptions, methods, and
sources of information, along with its findings and conclusions, the Committee
hopes to raise awareness of some of the real costs incurred as a result of widespread
uninsurance and to inform policy debates. The analytic approach and estimates of
costs presented in the report should be useful to those who are developing their
own policy alternatives and strategies.
In preparing this report, the Committee and its Subcommittee on Societal
Costs of Uninsured Populations reviewed economic research and policy analysis
that offered models for evaluating the costs and benefits of various health interventions. Providing health insurance to those who now lack it can be viewed as one
such health-enhancing intervention. Conversely, maintaining a population of 41
million uninsured people can be viewed as a health risk at the population level.
The Committee followed the general approach taken by government agencies that regulate health and safety (e.g., the Food and Drug Administration, the
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Department of Transportation, the Environmental Protection Agency, and the
Consumer Product Safety Commission) to assess investments in life-saving, healthenhancing, and risk-reducing endeavors. These agencies use an analytic methodology that involves estimating the value of a “statistical” or anonymous life in
order to determine if the benefit of a particular risk-reducing or health-enhancing
intervention or policy justifies the costs it imposes or entails. The Committee’s
choice of approach was guided in large part by the highly aggregate nature of the
information available on health outcomes dependent on insurance status and its
conceptualization of uninsurance as a population-level risk factor. Chapter 2 discusses the Committee’s approach further, along with other analytic frameworks,
such as those used in studies of the economic costs of discrete illnesses.
The Committee commissioned an analysis by economist Elizabeth Richardson
Vigdor to estimate the economic value to those who now lack health insurance of
their diminished health and longevity as a result of their lack of coverage. The
results of this analysis are described and used in the body of the report, and
Vigdor’s more technical and complete monograph is included as Appendix B.
This analysis is the Committee’s major contribution in this report to the quantification of costs of uninsurance.
In addition to presenting quantitative and qualitative information about some
of the costs that follow from uninsurance, the Committee reviews several sets of
estimates of the costs of providing the additional health care that the uninsured
would use once they became insured. This review of the
additional costs of
PS and premature
Xmorbidity
U
providing the benefits of coverage that would reduce
7



Y ofLOthe
mortality among the uninsured is an essential
RH part
U  consideration of the
S
'

$
Q

K made G
economic and ethical choices
universal health insurance
RQ
-Rbe
LQto
YHconcerning
L
G
K
H
F
W
L
U
coverage.
F
D



Finally, in this report
the Committee considers important, less tangible aspects


R
of the value of1the collective provision of health insurance, whether through
public or private mechanisms. The collective, social interests that are at stake when
we consider and make choices about health insurance policy in the United States
are best demonstrated through examples from our nation’s history. These are
previewed in the remainder of this section.
Both altruism and justice have been offered as reasons for extending with
public dollars health insurance benefits to those who cannot pay for their care or
coverage themselves. Altruistic interests in providing access to health care accounted for the establishment of hospitals in the United States, initially by religious and charitable organizations, in the 18th and 19th centuries as places for
caring for the poor who were ill and dying. This compassionate motivation was
joined with a social ethic of mutual support that became more explicit over the
course of the 20th century. By the time of the passage of Medicare and Medicaid
in the 1960s, the provision of health benefits to the elderly and to poor families
through the mechanism of social insurance was widely understood as a fair and
compassionate way to distribute the burdens of ill health and to spread risk across
generations and social classes (NASI, 1999). These programs, which now account
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for 36 percent of national spending for personal health care services, are central
features of the social contract in the United States.
Congress enacted Medicare’s End-Stage Renal Disease (ESRD) Program in
1972 in recognition that, without such a program, patients dependent on kidney
dialysis would die in the near term (Starr, 1982; Bulger et al., 1995). The creation
of Medicare benefits for this especially vulnerable group of Americans was perhaps
foremost an expression of collective altruism. The ESRD program, however, was
enacted without an accurate idea of how costly this expansion of life-preserving
benefits would quickly become.1
Equity across members of a single society also motivates American social
insurance programs. As medical interventions have become more effective in
improving health and extending life (Cutler and Richardson, 1999; Murphy and
Topel, 1999; Cutler and McClellan, 2001; Heidenreich and McClellan, 2003),
the losses associated with not having health insurance also have increased. The
Committee documented these losses in Care Without Coverage and Health Insurance
Is a Family Matter. Questions about the equity of access to medical interventions
for all members of society regardless of health insurance status have become more
urgent as coverage affords access to increasingly effective services (IOM, 2003c).
Recently expanded access to public health insurance illustrates these principles well. The Breast and Cervical Cancer Prevention and Treatment Act of
2000 (P.L. 106-354) allows states to extend Medicaid coverage to women whose
disease is identified through a publicly sponsored screening
 program (a federal
XPS eligibility
U
program that began in 1990), regardless of meeting
other
 criteria for
7
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being


R
public resources1 have been expended to identify the disease. This legislation
recognizes the futility of screening for disease if treatment is not available. It also
expresses compassion for those with these life-threatening diseases.
ORGANIZATION
Five chapters follow. Chapter 2 presents the analytic context and conceptual
grounding for this report. It also articulates the Committee’s understanding of the
incentives and motivations embedded in private health insurance and public coverage arrangements. Last, it provides a rationale for the particular measures of costs
that the Committee adopted.

1Over the past 30 years, however, the art and science of (and data for) projecting the likely costs of
changes in health benefits policies have advanced considerably, and the Committee makes use of these
advances in this report.
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The third chapter assesses the costs of care now provided to those who lack
health insurance and identifies who pays these costs. These include out-of-pocket
payments for health care by the uninsured and uncompensated care costs supported by public appropriations and subsidies and by philanthropic support. The
chapter also reviews evidence for uncompensated care as a factor contributing to
inflation in health care costs and insurance premiums. Last, it considers the distribution of spending across the federal, local, and state governments to support
services for uninsured people.
Chapter 4 considers the opportunity costs of extensive uninsurance. The first
section presents estimates of the additional value of health and longevity that
coverage could provide to those now uninsured. The second section considers the
financial risks and other stresses that individuals and families bear when they lack
coverage. The remaining four sections discuss in qualitative terms
• impaired developmental outcomes for children,
• the demands placed on Medicare, disability income support, and other
public programs,
• workplace productivity and labor force participation, in particular from
the employer’s standpoint, and
• effects on the availability and quality of health care and on public health.
Chapter 5 provides estimates of the likely increase in health
 care expenditures
XPSwhonow
U
that would result from providing health insurance to
those
7
 lack it. This

 lower)
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In conclusion, Chapter
 6 brings together the estimates and analyses from the
R
1
earlier chapters and considers the cost-effectiveness of the increased services that
would likely accompany coverage of those currently uninsured in the context of
other investments in health that American society chooses to make. Here the
Committee addresses the unquantifiable but critically important contribution that
providing health insurance coverage to everyone would make to the fulfillment of
values and norms deeply embedded in American history and culture: mutual
caring, equal opportunity, and equal respect. Last, it summarizes the Committee’s
conclusions regarding the national social and economic burdens of uninsurance
and the costs and benefits of providing coverage throughout the U.S. population.
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2
Costs, Benefits, and Value:
Context, Concepts, and
Approach

This chapter outlines the Committee’s approach to identifying the costs and
lost value consequent to uninsurance and to estimating the resources that would
be needed to bring the utilization of health care among the uninsured population
PS The
in the United States in line with that of those with
coverage.
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work:

1R

• Health insurance is more than a mechanism for spreading financial risks; it also
promotes appropriate use of preventive and routine health care services that otherwise may be
underutilized (IOM, 2002a,b).
• Uninsurance is not usually voluntary; most individuals and families that lack
coverage do so because they do not have a workplace offer or cannot afford the coverage
available to them (IOM, 2001a).
• The lack of health insurance by some has adverse spillover effects on those with
health insurance (IOM, 2002b, 2003a).
• The prevalence of uninsurance sits uneasily beside the favorable tax treatment of
employment-based health insurance and the health insurance programs of the Social Security
Act (Medicare, Medicaid, and the State Children’s Health Insurance Program [SCHIP]),
which are funded by federal income and payroll taxes and broad-based state taxes (IOM,
2001a, 2003a).
These aspects of health insurance and the role it plays in the American health care
enterprise and the economy more broadly, and its potential impacts on social and
20
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political culture, shape the discussion of the costs of uninsurance throughout this
report.
This chapter defines and exemplifies the kinds of costs that the Committee
considers.1 Some of these are quantified and expressed in monetary terms, some
have not been quantified because the data and analyses needed for quantification
are not available, and some have no ready monetary equivalents.
The first section sets out the context for the analysis of costs, benefits, and
value presented in the report, including the conceptual framework that has guided
the Committee’s work in its previous reports. The second section presents definitions and a categorization scheme for the types of costs referred to throughout the
report. The third section describes the Committee’s approach to determining the
costs of uninsurance and the costs and benefits of coverage. Finally, the last section
reviews the limitations of the Committee’s analysis and of the data and research
base used to evaluate these costs and benefits.
ANALYTIC CONTEXT
This section (1) explains the Committee’s reasons for adopting the societal
perspective in this report and what that perspective entails, (2) reviews the conceptual framework that has guided the Committee’s assessment of the consequences of uninsurance, and (3) considers the features of health insurance that
account for its value as an economic and social good and thus
illuminate the costs
S
incurred when all members of society do not have7
it.UXP
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 explicitly takes a broad societal perspective in

In this report theCommittee

1R
assessing the performance
of the private and public economic resources devoted to

health care, health insurance, and alternative uses for these resources. These resources include family resources, firms’ investments, and tax revenues. This perspective dictates that the Committee’s calculus take into account costs and outcomes beyond those that accrue to economic actors such as individuals, families,
and firms as evaluated by these actors individually (Culyer, 1991; Weinstein and
Manning, 1997). Health care is valued highly and widely throughout American
society. Providing health care to those who need it not only expresses compassion
and norms of mutual assistance, but it is also a form of social and political recognition. In the Committee’s analysis, the societal perspective implicitly incorporates
an assessment of the fairness of the distribution of these costs and benefits across
individuals, as members of one national community, as taxpayers, and as business
owners because it accounts for all health effects and costs that flow from a particu-

1In this chapter, terms used in a technical sense are printed in italics the first time they appear, and
can be found in the Glossary in Appendix A.
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lar intervention (e.g., health insurance coverage) regardless of who would experience these effects.
In adopting the societal perspective, the Committee follows the guidance of
the Panel on Cost-Effectiveness in Health and Medicine, a nonfederal panel
convened by the U.S. Public Health Service that developed consensus-based
recommendations for guiding the conduct of cost-effectiveness analysis in health
and medicine. The objective of the Panel was to improve the comparability and
quality of studies that inform the allocation of health care resources. The Panel
argued for adopting the societal perspective because it represents the public interest rather than the particular interest of any one group within society. It also
argued that adopting the societal perspective was a practical choice that provides a
benchmark against which more particularistic perspectives (e.g., those of employers or population subgroups such as young adults) can be evaluated:
If an employer adopts an intervention that reduces the employer’s health insurance costs but increases costs for Medicare, or if a public health intervention
improves the health of one group but causes unwanted side effects for another,
the societal perspective includes both changes. No perspective has a stronger
claim to be the basis for comparability across studies (Russell et al., 1996, p.
1174).

Conceptual Framework for Identifying Consequences of
Uninsurance
PS

X

Y7U



 four reports, has
 in itsLOprevious
The Committee’s investigation, as presented
RH $
U 
S
'

Q
K
Q
been guided by an overarching
Q-Rconceptual
HGRframework introduced in Coverage
Lconceptual
Yframework
L
G
K
H
F
W
L
Matters (IOM, 2001a).
This
adapted a widely applied beU
F
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havioral model of access
to
health

 in Andersen and Davidson (2001). In summary, the
1Rpresented
and more recently
model posits and illustrates how individual and social factors, that is, both individual and community-level characteristics and resources, affect receipt of health
care and how individual, familial, and community health, financial, and social
outcomes follow from the extent and nature of the care received. The outcomes,
which ultimately result from individual health insurance status and coverage rates
within communities, cascade from the individual and family to the community
level. Figure 2.1 illustrates the conceptual framework, and the right side of the
diagram includes the three main consequences of uninsurance examined in this
report:
• The economic costs (worse health, developmental, and functional outcomes for children and adults) that result from their lack of health insurance;
• The impact on family economic stability and psychosocial well-being
when any member of a family lacks coverage;
• The spillover effects within communities of relatively high uninsured rates
on health care services and institutions, local economies, and population health.
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Community Level
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FIGURE 2.1 A conceptual framework for evaluating the consequences of uninsurance—a cascade of effects.
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The costs and consequences of uninsurance are, conversely, the potential
benefits of universal health coverage. Where possible, the Committee describes
the lost value due to uninsurance in monetary terms. The report also considers the
lost economic value and social and political opportunities that have not been or
cannot be quantified in monetary terms, including the realization of social values
and ideals like equality of opportunity, social and political equity, and mutual
concern among members of a local community or the national polity.
Health Insurance as an Economic and Social Good
In order to appreciate the costs associated with the absence of health insurance, it is important to understand why and how we, both as consumers and as
citizens, value coverage. Americans have long considered health care to be both a
market commodity and a social good, a view that has fostered the development of
variegated and complex arrangements for the delivery of health care (Fuchs, 1996;
IOM, 2001a). This dual identity of health insurance as both a market good and a
social good is reflected in the Committee’s two-part analysis in this report; the
analysis is both positive and empirical, and normative.
Health insurance provides financial protection against uncertain and potentially catastrophic health expenses and also facilitates access to health care services
(IOM, 2001a). In the early 20th century in the United States, a private market in
health insurance developed concurrently with the increasing
cost and increasing
S
XPalongside
U
effectiveness of medical care and, in the 1960s, continued
governmental
7
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and individually valued
 health services when individuals fall ill. Additionally,
R
1
private and public coverage afford enrollees some degree of peace of mind in the
knowledge that care that might be needed at some future time will be accessible
and affordable.
The following discussion compares and contrasts the features and aspects of
value of private health insurance and public coverage through social insurance and
social welfare programs.
Private Health Insurance
Private group and individual health insurance are like other kinds of insurance
(e.g., fire, accident) in that they protect against financial catastrophes resulting
from bad luck; health insurance mitigates the financial burdens of being sick.

2The Committee’s fourth report, A Shared Destiny, includes a more extensive history of American
health insurance over the 20th century (IOM, 2003a).
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Unlike with other kinds of insurance, however, most health insurance policy
holders can expect to make claims against their policies.3 Individuals and policy
makers also value health insurance because it facilitates access to services that
promote health, such as preventive measures and screening, in addition to those
that remedy illness and injury. Health insurance also offers its enrollees the advantages of realizing economies through group purchasing and improving information about health services and providers. Thus health insurance has value beyond
that entailed by most other kinds of risk insurance.
Private health insurance, by pooling the risks of many individuals, can improve the economic efficiency with which a fixed amount of resources, namely, the
dollars that a group of people could devote either to medical care or health
insurance, is spent. The utility or welfare of the individuals contributing to the
insurance pool is greater than it would be if each retained their premium dollars
and faced uncertain and risky health expenses. Health insurance premiums incorporate a loading fee, a charge above the actuarial value of the benefits provided that
includes an allowance for risk (the risk premium), administrative costs, and profit.
The larger the group, the smaller the loading fee per capita, because of economies
of scale both in administrative costs and in the risk premium, because the variance
in expected expenditures decreases as the size of the group whose risks are pooled
increases. Premiums for private health insurance must reflect average spending by
enrollees, so in most years, people get back less than the full premium payment,
but those with major illness benefit from coverage of expenses
 that may be well in
XPS 
U
excess of their annual income.
7
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1R to insurance coverage by offering and providing more serservices also respond
vices than they would otherwise. Low out-of-pocket costs for insured health care
result in people getting more care than they would have if they had to pay the full
costs out of pocket.
Much of this increased utilization is desirable. Preventive and screening services, for example, are used more frequently and appropriately by the insured than
by those without health insurance (IOM, 2002a,b). Insured people are less likely
than uninsured people to delay seeking care for potentially serious conditions
(Baker et al., 2001). Delayed care is often more expensive and less effective. The
differences in use of services between insured and uninsured individuals is reported in Chapter 3, and evaluated in monetary terms in Chapter 5.
Some of the additional medical attention and treatment that insured people

3This generalization may no longer hold if extremely high-deductible plans continue to increase in
the private and group health insurance markets (Christianson et al., 2002).
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receive, however, may be worth less than their total costs or even harmful (IOM,
2001b). The increases in premiums due to incurred costs that are not highly
valued result in a welfare loss for those purchasing the insurance (Currie and
Madrian, 1999). Because enrollees would not want or be able to pay the premiums
that would result if all care were free and without restrictions, health insurance is
structured to limit the use of care through patient cost sharing (deductibles,
copayments and coinsurance), provider payment arrangements like capitation, and
administrative mechanisms like prior authorization.
Recent work in the theory of demand for health insurance has led to a
reconsideration of the extent of welfare losses resulting from “too much” health
insurance (de Meza, 1983; Nyman, 1999a,b). This theoretical work assumes that
people value certain kinds of (costly) health care more when they are sick than
when they are well. Because we do not know with certainty what our health will
be in a future time period, we tend to pay a lot to ensure that, if we turn out to
need or be able to benefit from such (costly) health care, it is available to us then
(Glied and Remler, 2002).
In addition to costs of care following acute crises to apparently healthy people,
such as a heart attack or a car crash, other health care costs are predictably larger for
some people, such as those with one or more chronic conditions. Insurance is
particularly valuable to such people and they are more likely to try to obtain more
extensive coverage than those who do not anticipate using the benefits. This
phenomenon is called adverse selection. Individual insurance is particularly likely to
S
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1 Kirk, 1998; Pauly and Percy, 2000).
ums (Chollet and
Insurance offered through large employer groups is less subject to adverse
selection because there is a large pool of insured people who have come together
for some purpose other than to obtain coverage. Employees are also more likely to
elect workplace health insurance because it is tax subsidized and comes with the
job rather than because they perceive an immediate need for it. In most large
companies, employees with the same type of coverage pay the same out-of-pocket
premium. (The full premium price negotiated for the group overall will likely
reflect at least the age and gender composition of the workforce and, if available,
prior years’ claims experience.) When someone (a worker or the worker’s dependent) who has group-based health insurance develops a potentially costly health
condition, the worker may be particularly reluctant to leave her job because the
job-related health insurance has become particularly valuable and health insurance
may not be obtainable or affordable either individually or through another employer. This tendency to stay with a job when it is no longer the optimal work
situation because of a health benefit that might not be available elsewhere at a
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comparable price introduces an inefficiency in the labor market referred to as job
lock (Madrian, 1994).
The private individual and group health insurance markets in the United
States fail to offer policies to all who might want coverage, and there are only
limited regulatory consumer protections for maintaining private coverage once
someone has it. First in 1985, with the Consolidated Omnibus Budget Reconciliation Act (COBRA), and again in 1996 with the Health Insurance Portability and
Accountability Act (HIPAA), Congress enacted statutory measures to help individuals who have coverage continue it after leaving or losing their jobs. Still, all
Americans, except those who turn 65 and qualify for Medicare on the basis of age
or those who have end-stage renal disease (and thus also have Medicare lifelong),
are at risk for being without health insurance at some point in their lives (IOM,
2001a, 2002b). While state regulation of health insurance and the creation of
high-risk pools in some states have attempted to improve the availability of policies for those in poor health, these efforts are limited and have not resulted in
sufficient access to affordable insurance (Chollet, 2000; Nichols, 2000; Pauly and
Percy, 2000).4 Government programs have filled some of the gaps, particularly
programs such as Medicare and Medicaid, which provide health care through
insurance mechanisms to identified populations with an entitlement to specific
services.
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social welfare programs
 features such as mandatory contributions, benefits
through


R
from earmarked1sources or funds, qualification for benefits under a uniform set of
Public Coverage

rules, and a perception by beneficiaries that they have earned or are entitled to
benefits (NASI, 1999). In market-based economies, social insurance programs
contribute to social stability by providing some degree of economic security by
spreading certain kinds of risks broadly across society (Dionne, 1998; NASI,
1999).
The motivations for extending social insurance and social welfare benefits to
specific groups within the population or to all members of a society or nation
differ by the type of good or benefit provided (e.g., health care or income), among
countries (and states within the United States) and by beneficiary group (children,
retired persons, citizens). In the United States, the federal government provides
health benefits through Medicare and, along with the states, through Medicaid

4See these and other articles on the individual health insurance market and regulatory efforts in the
special issue of Journal of Health Politics, Policy and Law devoted to these topics (vol. 25, no.1; 2000).
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and SCHIP to people for whom private health insurance markets do not exist or
do not work well (the disabled and elderly) or who cannot afford premiums or
health services (children and parents in low-income families, low-income disabled
and elderly adults).
Medicare was enacted in 1965 to relieve the elderly and their families of the
financial burden of catastrophically high medical care expenses, in the face of an
inadequate and failing private market for individual health insurance for retirees.
Medicaid was enacted at the same time to ensure that women and children
receiving income support (and very low-income elderly and disabled persons) had
access to needed health care, which included screening, prevention, and treatment
of childhood diseases and developmental conditions after 1967. Beginning in the
mid-1980s and culminating with the enactment of SCHIP in 1997, a series of
expansions in Medicaid income-eligibility standards for pregnant women and
children emphasized the public and national interest in and responsibility for
investing in healthy starts for infants and children (see IOM, 2002b, for a fuller
discussion of these expansions).
In 1994, vaccines for children (VFC) also became an entitlement for uninsured, Medicaid-enrolled, and other lower-income and underinsured children as
part of Title 19 of the Social Security Act, a notable broadening of the Medicaid
statute (Johnson et al., 2000; Rosenbaum, 2000). The motivation for and commitment to providing public support for children’s health coverage include both the
recognition by federal and state legislators that children are a particularly vulnerPS without
able population who would suffer great harm overtheir
adequate
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Summary


1R

Whether provided through the private individual and group markets or as
public benefits, health insurance coverage is inherently a collective good, valued
because it increases individual and collective well-being in a number of distinct
ways. It is one aspect of contemporary social and economic life by which we share
in each other’s fates in important ways and reduce the exposure to health and
financial risks that each of us would otherwise face alone.
CONCEPTS OF COST
“Cost” has both everyday and more technical meanings. Without further
specification, in some contexts its meaning is ambiguous. In this report, unless
otherwise noted, a “cost of uninsurance” refers to an economic cost, the value of
resources devoted to a given activity measured by their value if deployed elsewhere, also called the opportunity cost of the resources (Dranove, 1995). Economic
costs can be incurred without explicit payments being made. Economic costs are
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distinguished from cost or money transfers, which do not reflect an increase or
decrease in economic cost or value but rather a redistribution of resources between individuals or other economic agents. For example, Social Security Disability Insurance payments to beneficiaries are a transfer of resources from the federal
program (from taxpayers’ dollars) to entitled and enrolled individuals. This is
sometimes referred to as a “program cost,” but the transfer payment itself is not an
economic cost.
This report categorizes costs under two additional typologies, health services
costs and other costs, and internal (private) costs and external (societal) costs. The costs
of health care services that those without health insurance use do not, for the most
part, represent economic costs attributable to being uninsured. The level of per
capita expenditures for those without coverage is important, however, for measuring the difference in health care costs and utilization between otherwise similar
insured and uninsured populations. Furthermore, the distribution of these costs
among payers and sponsors of uncompensated care is also important. Figure 2.2
presents a matrix of these categories, and locates the particular elements of economic costs and transfers within its cells. Costs that are transfers are noted in the
figure. The remainder of the section describes the classifications.
Cost-of-illness studies, which estimate the total value of resources expended
as a result of the incidence or prevalence of a particular health condition, typically
distinguish direct medical costs incurred from other costs, such as losses of productivity and premature death. The Committee follows this general
 distinction in the
XPS the
U
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R
with insurance 1
use.
This report also distinguishes economic costs that are borne privately by
individuals, families, and particular firms (internal costs) from those that “spill over”
and affect others in the society or economy (external costs). Following Manning and
colleagues (1989, 1991), the total social costs of an individual behavior (such as
smoking) or a condition (such as having tuberculosis or being uninsured) can be
categorized as internal and external costs. Internal costs include the costs of medical services resulting from the behavior or condition for which the individual pays,
lost earnings that result from poorer health, and other out-of-pocket expenses
incurred as a result of the behavior or condition. The poorer health and reduced
longevity associated with being uninsured is an internal cost of uninsurance because it affects the uninsured individual. Conversely, the incremental value of the
better health status and longer life expectancy of that same individual if insured is
an internal or private benefit of providing health insurance.
External or spillover costs are the costs imposed on others by the behavior or
condition. An external cost of an untreated case of tuberculosis, for example,
includes the infection of others with the disease. The costs of uncompensated care
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Internal Costs
(for individuals, families,
and firms)
Health Care
Service Costs

Other Costs

• Out-of-pocket expenditures
for health care services

External Costs
(to society)

• Expenditures for
uncompensated care
(primarily transfer
costs)

• Greater morbidity and
premature mortality
• Developmental losses for
children
• Diminished sense of social
equality and of self-respect
• Family financial uncertainty
and stress, depletion of assets
(resource and transfer costs)
• Lost income of uninsured
breadwinner in ill health
• Workplace productivity losses
(absenteeism, reduced
efficiency on the job)

• Diminished quality and
availability of personal
health services
• Diminished public
health system
capacity
• Diminished population
health (e.g., higher
rates of vaccinepreventable disease)
• Higher taxes, budget
cuts, loss of other
uses for public
revenues diverted to
uncompensated care
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FIGURE 2.2 Classification of the costs consequent to uninsurance.

borne by providers of services and taxpayers are external costs (transfers) of an
individual’s uninsured status. The external costs associated with uninsurance include not only aggregated individual-level costs such as uncompensated care proximately borne by providers, but also community-level costs, such as the impact of
relatively high uninsured rates on local hospitals and primary care providers and
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the local economy generally. The costs discussed in Chapters 3 and 4 include both
internal and external (resource and transfer) costs of uninsurance. Chapter 5,
which projects the incremental utilization and resources that would be required if
those without coverage used services as does the insured population, does not
attempt to identify how these incremental costs would be distributed between the
uninsured themselves and others.
APPROACH TO ESTIMATING THE COSTS OF
UNINSURANCE AND THE COSTS AND BENEFITS
OF COVERAGE
The methodological considerations that are important for the analyses presented in this report differ from those of the Committee’s earlier work. The
Committee established the nature of and, in some cases, estimated the probable
magnitude of a number of health, financial, and institutional consequences of
uninsurance in the earlier reports. This section outlines the Committee’s approach
to calculating and aggregating the economic value of these effects, and describes
and gives the rationale for the approach taken. Whenever possible, the Committee
has relied on consensus recommendations (such as those of the Panel on CostEffectiveness in Health and Medicine mentioned earlier) in the treatment and
reporting of costs and benefits and on analytic practices in cost-effectiveness and
cost-benefit studies in health care and cost-of-illness studies.5
S
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7UXP analysis
 continue to


Y

  The Committee
 SULOdebates.
be the subject of lively methodological and
philosophical
H
R
'
Q$
RKQ HGtoRexamine
has drawn from each of these
the issue of the value of
-approaches
Q
L

Y
L
G
UFK of perspectives and to gain insight from
insurance for the uninsured
aDvariety
FLWH from



each.



R
1 of this section describes (1) the analytic structure within which
The remainder
the Committee developed its estimates of the value of health forgone as a result of
the lack of coverage and (2) the resources that would be needed to provide the
currently uninsured population with the amount and kind of health care that those
with either public or private coverage now use. It is important to keep in mind
that imputing a monetary value to the reduced health and life expectancy that
accompanies being uninsured is a different kind of analytic exercise from the
calculation of actual expenditures incurred (or projected to be incurred) by or on
behalf of those who lack coverage.

5For principles for and examples of cost-evaluative studies in health care see Rice (1966); Cooper

and Rice (1976); Rice et al. (1985); Scitovsky and Rice (1987); Manning et al. (1991); Rice et al.
(1991); Sloan (1995b); Gold et al.(1996b); Russell et al. (1996); USPSTF (1996); Drummond et al.
(1997); Messonier et al. (1999), and Glied et al. (2002).
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Estimating the Value of Longer Life and Improved Health
As a polity and a society, we make decisions about the economic value of life
all the time in evaluating health and safety risks and the costs of reducing those
risks. Being uninsured likewise can be thought of in terms of the risks of poorer
health and shorter life faced by those without coverage (IOM 2002a,b). The
Committee has posed the following question: How much health is lost within the
U.S. population due to the lack of universal health insurance coverage? Conversely, what is the value of the increased health across the population that would
be gained if those without health insurance coverage were to gain it, across the
board? To answer these questions, the Committee adapted a common approach
used in government rulemaking on health, safety, and environmental issues to
determine the value of the difference in health outcomes, morbidity and mortality, that can be attributed to health insurance status.
Economists have used evidence of actual marketplace transactions that involve implicit tradeoffs between risk and money to estimate the value of a statistical (i.e., not identifiable) life (VSL) (Viscusi and Aldy, 2002). Such estimates have
been used by governmental regulatory agencies such as the Environmental Protection Agency (EPA), the Food and Drug Administration, the Consumer Product
Safety Commission, and the Department of Transportation. In conducting costbenefit analyses to guide regulation and investment in health and safety, these
agencies, under the guidance of the Office of Management and Budget, have
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ment of EPA regulations
1R that set emissions standards for trucks and buses under the
Clean Air Act (USEPA, 2001).
Health Capital and Human Capital
Health capital can be understood as the present value of the stock of health that
an individual is expected to have over the course of his or her future lifetime. This
concept is derived from the earlier notion of human capital, which posits that an
individual’s stock of knowledge raises his or her productivity in the market sector
of the economy and also in the nonmarket or household sector (Becker, 1964;
Grossman, 1972; Cutler and Richardson, 1999). Analogous to education in the
human capital model, an investment in health care in the health capital model adds
to one’s stock of health, increasing time spent in a healthier state than otherwise.
Both human capital and health capital are analytic constructs based on the
concept of personal utility in welfare economics. Each can be converted into
monetary terms. The value of an individual’s stock of human capital is often
expressed as the discounted present value of future earnings as a function of
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BOX 2.1
An Example of Evaluating Costs and Benefits:
Regulations for Clean Air and Vehicle Emissions Standards
Federal agencies are required to evaluate the costs and benefits of regulations
that have costs of at least $100 million. This information is part of the regulatory
impact analysis that the Environmental Protection Agency (EPA) conducted prior
to issuing new vehicle emissions standards.
In 2001, EPA issued air pollution control rules to reduce emissions of particulate matter and nitrogen oxides from new heavy-duty trucks and buses by at least
90 percent below current standard levels by 2030 (USEPA, 2001).1 These standards require not only engine-based technology changes, but also diesel fuel production requirements to reduce fuel sulfur content by 97 percent. The engine manufacturing and refining changes imposed by the regulation are expected to have
an aggregate annual economic cost of just over $3 billion in 2007, rising to $4.2
billion annually by 2030 (all values in 1999 dollars) (USEPA, 2001).
When fully in place (2030), the new standards will reduce emissions of nitrogen
oxides, nonmethane hydrocarbons, and particulate matter by a projected 2.6 million tons, 115,000 tons, and 109,000 tons, respectively, each year. The cleaner air
that will result from these emissions controls is expected to avoid 8,300 premature
deaths among adults aged 30 and older each year, 5,500 cases of chronic bronchitis, and 9,600 hospitalizations for respiratory or cardiovascular reasons. These
health outcomes account for over 90 percent of the health and productivity gains of
more than $70 billion annually that EPA estimates would be achieved with reduced
emissions and improved air quality under the new standards for heavy engines
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educational attainment, something that is easily calculated. Sometimes the value of
nonmarket or household production is incorporated into the total value of human
capital.
Estimating the value of a healthy life using human capital methods has two
major problems. First, people value healthy life years for more reasons than their
ability to earn income (Cutler and Richardson, 1997, 1999). Second, this approach values individuals’ lives differently depending on their education and income-producing potential, which violates widely held ethical and political principles of valuing the lives of all members of a democratic society alike. Although
this second objection could be addressed by imputing the national mean or median human capital estimate to everyone, the first objection cannot be overcome.
The Committee judged that the health capital approach better reflected the demonstrated value placed on better health and longer life.
Health capital takes into account people’s valuing of their own lives beyond
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their ability to be productive and earn income over their working lifetime. The
health capital approach, however, can be misleading because it is based on workers’ or consumers’ revealed preferences through their choices in the marketplace for
small changes in the risks to their health and safety that they face. Although people
are willing to pay substantial amounts for small reductions in risk, by buying
smoke detectors or bicycle helmets (even if not required to by law), because of
limits on their income they would not be able to “scale up” these amounts for
slightly better health and safety in a statistical sense to the value equivalent that
represents the value of their entire remaining life. It thus appears that people
cannot “afford” their own lives, in the sense of being able to “pay” for the value
ascribed to life through earnings capacity. At the same time, valuing life at more
than earnings capacity has contributed to public policy decision making over the
past 30 years and is based on empirical evidence of consumers’ implicit willingness
to pay to reduce risks to life and health. Approaches using revealed preferences
(through market transactions) can be contrasted with stated preferences approaches
like contingent valuation, which is a survey-based approach to eliciting individuals’
preferences and priorities, described further below.
Valuing life at more than earnings capacity is consistent with how individuals
and society as a whole make decisions. When insured people get seriously sick,
they expect their insurance to pay substantial amounts if necessary, to purchase
services that can provide a cure or ease their symptoms (de Meza, 1983; Nyman,
1999a,b). These amounts are often more than the insured could
afford, sometimes
PS individuals
Xmany
U
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life and quality-adjusted
life years, which the Committee has employed in its
analysis of health capital. These metrics are frequently used in clinical medical
research and public health analysis to evaluate the effectiveness of particular health
care interventions.
Valuing Different Health Outcomes
Converting the multiple dimensions of health status into a single metric that
reflects the quality of life associated with a particular health profile poses a formidable challenge for economic and policy analysts. Health outcomes can be characterized more or less precisely and specifically. The most basic distinction in states
of health is between being alive and being dead. The measure of premature
mortality provides information about a determinant of health outcomes in terms
of death prior to achieving an expected lifespan. The metric of years of life (YOL)
lost converts this all-or-nothing measure of premature deaths into a proportionate
measure, but one that is relatively crude. Health has many dimensions: physical,
psychological, social, and functional.
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One widely accepted scale measure of health status that attempts to build in
these dimensions of health is the quality-adjusted life year (QALY) (Patrick and
Erickson, 1993; Gold et al., 1996a). QALYs combine the length of life and the
health-related quality of life (HRQL) that can be attributed to a given health state
(CDC, 2000). QALY values or weights are derived empirically by researchers
from population surveys that elicit individuals’ ordering of their preferences for
different health states or disease conditions in any of several different ways, including responses to hypothetical time or health-state tradeoffs (Gold et al., 1996a).
Developing QALY weights through survey research of this kind is a form of
contingent valuation, a stated preference technique to establishing value.
Contingent valuation is “a survey-based methodology for eliciting consumers’ willingness to pay for benefits from a particular policy, usually expressed as a
small change in risk” (Appendix B, p. 137). Because it directly measures the value
someone places on the benefit, it most closely approximates the actual measure
sought. Studies of contingent valuation can be conducted from different perspectives, such as that of a community (e.g., the average of the values given by a
statistically valid population sample) or that of a single individual. The particular
perspective adopted determines how the information is interpreted and should be
used.
The Committee’s Approach to Valuing Health Capital
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of life in perfect health.
The Committee has chosen, in the analysis presented in
1Reach year of life in perfect health at $160,000, in 2001 dollars.
this report, to value
This is the median value ascribed to such a healthy year of life in a recent review
of contingent valuation studies. The range of values from contingent valuation
studies in this review extended from $59,000 to $1,176,000 per year of life (Hirth
et al., 2000). Many researchers and policy makers remain reluctant to convert life
years and health-related quality of life into monetary terms because they are
skeptical that these very different kinds of goods, life and money, can be
commensurated. Thus QALYs themselves often serve as the final unit of value
(instead of dollars) for studies of the relative cost effectiveness of alternative health
interventions. In her commissioned analysis, Elizabeth Richardson Vigdor uses the
information about the relative health outcomes of similar people with and without
health insurance that the Committee reported in Care Without Coverage and Health
Insurance Is a Family Matter to estimate the value of years of life, and of qualityadjusted years of life (QALYs) that would be gained if the uninsured had coverage
over the course of their lives. This analysis is summarized in Chapter 4 and
presented in full as Appendix B. Additional methodological issues and choices the
Committee made for this analysis are discussed in Chapter 4.
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Approach to Estimating Additional Costs from Added
Insurance Coverage
The increases in life expectancy and quality of life underlying the health
benefits from health insurance estimated in Chapter 4 are the result of increases in
health care utilization—more preventive care, more appropriate care, and improvements in access. In Chapter 5, the Committee examines the costs that would
result from the additional use of health care induced by insurance. The chapter
reports the results of three analyses that compare utilization and expenditures by
those with and without health insurance for the full year. Because the uninsured
differ from the insured in a number of characteristics that influence health and
health care beyond their different insurance status, any analysis of the costs of
insuring the uninsured must account for observable differences in health status,
age, gender, race, education, and other factors. Each of the three studies reviewed
in Chapter 5 make adjustments to account for systematic differences between
insured and uninsured populations. The two more current studies also predict the
cost of additional services to the uninsured under two different scenarios. The first
scenario assumes that the uninsured acquire the patterns of care of those with
private health insurance and the second assumes the uninsured have the patterns of
care and expenditures of a similar group with public coverage.
These two benchmarks assume that what happens to the uninsured is similar
to the experience of the currently insured as a group. If the scope of the benefits
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of universal coverage.
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1
LIMITATIONS OF THE EVALUATION OF COSTS
AND BENEFITS RELATED TO COVERAGE
The Committee’s analysis in this report rests largely on the findings and
conclusions related to health outcomes, family impacts, and community-level
effects of uninsurance contained in its previous reports. The strengths and limitations of the evidence base for the particular findings are included in Care Without
Coverage, Health Insurance Is a Family Matter, and A Shared Destiny. The estimates
and discussion of costs and benefits presented in this report have additional important limitations and qualifications.
First, the Committee has quantified only some of the costs of uninsurance,
and these estimates are based on a single analysis that the Committee commissioned. The Committee believes that its estimation of the health capital forgone
takes a justifiedly narrow and conservative approach to quantifying societal costs
and probably underestimates the value lost through uninsurance. The potential for
economy-wide and employer-specific costs are discussed qualitatively, but are not
quantified in monetary terms.
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Second, the estimate of the value of health capital that would result from
universal coverage is dependent on the value imputed to a QALY through the
stated-preference technique of contingent valuation. Although the value the Committee uses is consistent with current practice in many government agencies
reflecting implicit tradeoffs between money and safety, this technique and the
value ascribed are both subject to development and revision with further study and
application. Again, the Committee believes that the analysis presented here makes
reasonably cautious and conservative assumptions.
Third, although the estimate of the direct health care costs now incurred by
uninsured Americans has been derived from two independent sources and is well
documented and based on reasonable assumptions (see Hadley and Holahan,
2003a), it should not be assumed that these costs necessarily would be offset or
eliminated by universal coverage. The extent to which a program of universal
coverage would “capture” any of these current subsidies and expenditures depends
on the specific provisions of the approach adopted.
Fourth, the resource costs projected in Chapter 5 for increasing the utilization
of health care services by uninsured Americans to the level of utilization by those
who have coverage should not be construed as the cost of any particular program
or set of policies resulting in universal health insurance coverage. Furthermore, the
costs of such expansions of insurance coverage are likely to be distributed quite
differently from the incidence of costs and burdens associated with the status quo.
These projections answer a much narrower question than
 the questions that
XPSfor any
U
would need to be addressed in developing cost estimates
7
policy reform
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tional services that would
 allow them to achieve better health.
Rand the estimates and analyses it contains are initial efforts
Finally, this1report
at developing an integrated and coherent framework for evaluating a variety of
economic costs attributable to the lack of health insurance across the U.S. population. It should not be the last word on the subject. Throughout the report, the
Committee notes important questions that cannot be answered adequately because
of the lack of data or research. Although this report does not explicitly develop an
agenda for further research, the limits of what can be said about the costs due to
uninsured populations implicitly point to such an agenda.
SUMMARY
This chapter has presented the analytic context, concepts, and approach that
the Committee employs in the remainder of the report and acknowledged the
limitations of the analysis. The following chapter considers the health care services
costs incurred by uninsured Americans and identifies who ultimately bears these
costs.
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3
Spending on Health Care for
Uninsured Americans:
How Much, and Who Pays?

This chapter considers estimates of expenditures for health care services used
by uninsured Americans, both the out-of-pocket spending of those without insurance and the value of the health care services they use that are
uncompensated or
S less for health care
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donated. Persons without health insurance, on average,
spend 
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have high medical expenses
 relative to income (IOM, 2002b).
R
1
The health care services received by uninsured individuals that they do not
pay for themselves are picked up or “absorbed” by a number of parties, including:
• practitioners and institutions, both public and private, that serve the uninsured at no charge or reduced charges;
• the federal government, localities, and states that support the operation of
hospitals and clinics, both through direct appropriations and implicit subsidies like
the Medicare and Medicaid disproportionate share hospital payments; and
• philanthropic donations.
The claim is often made that hospitals and physicians shift the costs of uncompen1The differences in service utilization costs between uninsured and insured individuals reported in
this chapter have not been adjusted for differences between the two groups in age composition and
family income, which also affect health services use and spending. In contrast, the projections reviewed in Chapter 5 of service use and expenditures for those without insurance if their utilization
was the same as for those with coverage do adjust for demographic and socioeconomic factors.
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sated care onto the bills of insured patients, and the Committee also considers the
evidence for such cost shifting.
The chapter is organized as follows. The first section briefly compares the
average overall health expenditures for uninsured and privately insured populations. The following section examines the out-of-pocket spending by the uninsured and the distribution of their out-of-pocket expenses by service. The third
section presents estimates developed by Jack Hadley and John Holahan of the
Urban Institute of the amount of uncompensated health care services used by
people uninsured for part or all of a year. The fourth and last section examines the
incidence of the burden of uncompensated care costs across public and private
payers, and more specifically how it is shared among the federal, state, and local
governments.
UNINSURED PEOPLE USE LESS MEDICAL CARE
THAN DO THOSE WITH COVERAGE
Finding: Uninsured children and adults are less likely to incur any
health care expenses in a year than their counterparts who have
coverage. On average, those without any form of coverage over the
course of a year incur health care costs less than half of per capita
health care spending for those under age 65 who have coverage.2
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R
The Committee1does not mean to imply by this comparison, however, that all of
the additional use of services by those with coverage is effective and appropriate,
but simply that the greater amounts of services used by insured populations are
associated with and contribute to their better health outcomes, relative to those of
uninsured populations.
Table 3.1 presents data from the 1996 Medical Expenditure Panel Survey
(MEPS), comparing the experience of full-year uninsured and full-year privately
insured individuals under age 65 who used any health services of a particular kind
in that year.3 Sixty-two percent of full-year uninsured persons incurred any health
care expenses, compared with 89 percent of those with private insurance for the

2This reflects the statistics reported in Table 3.2 that are not adjusted for differences in the age and
sex composition of insured and uninsured populations. It is also consistent with analyses that are
adjusted for demographic differences, as illustrated by the statistics in Table 5.3 in Chapter 5.
3The 1996 MEPS is a two-year panel of about 22,000 respondents that is nationally representative
of the U.S. noninstitutionalized population.
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TABLE 3.1 Use of Services by Full-Year Uninsured and FullYear Privately Insured Individuals Under Age 65, 1996
(percentage with use)
Service

Uninsured

Privately Insured

Any service
Inpatient hospital
Outpatient hospital
Emergency room
Office-based physician
Office-based nonphysician
Prescription medications
Dental

62.0
2.9
6.2
11.5
41.3
13.6
40.6
20.4

89.0
4.6
13.4
11.0
71.3
25.8
66.1
53.1

SOURCE: Taylor et al., 2001. MEPS 1996.

full year (Taylor et al., 2001). Except for emergency room services, which are used
comparably by about 11 percent of privately insured and uninsured persons, the
proportion of the uninsured population using any other kind of health service is
one-half to two-thirds of the proportion of the privately insured population using
each type of service.
Persons uninsured for the full year incur total average annual expenses for
S
health care services that are less than two-fifths of those
 with either
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count these interactions
1R within families.
Table 3.2 presents estimated expenditures for full- and part-year uninsured
individuals and compares them with those for persons covered the entire year. For
2001, estimated per capita spending for the population under age 65 overall was
$2,163.4 For the full-year uninsured, per capita spending was $923, 43 percent of
the overall average and just 37–38 percent of the average for those with any kind
of coverage for the entire year. Those with private health insurance for the full
year and those with public coverage (Medicaid) for the full year had roughly
comparable estimated spending of $2,484 and $2,435, respectively. Those uninsured for part of the year and with either private or public coverage part of the
year had estimated per capita expenditures that ranged from $1,331 for those with
private coverage for 5 or fewer months to $2,511 for those with public coverage
for between 6 and 11 months.

4This excludes payments for nursing home and long-term hospital care (which are not standard
benefits in private health insurance) and disabled and end-stage renal disease Medicare beneficiaries.
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BOX 3.1
Health Insurance and Use of Services Within Families
Health insurance status affects families’ relationships with health care providers and the delivery system. One way families with uninsured members manage
health care expenses is by not using services. The data comparing use of services
and spending on health care for insured and uninsured individuals and families
demonstrates this vividly. This discussion illustrates the mechanisms by which
children with uninsured parents are harmed by the lack of coverage within the
family.
Among adults under age 65, 59 percent who were uninsured throughout 1996
did not have a physician office visit that year, twice the 29 percent of those who
had private insurance (Taylor et al., 2001). Among children under age 18 who
were uninsured throughout 1996, 49 percent did not have a physician office visit,
twice the 24 percent of children with private insurance. Among children who had
visits, the average number of visits among those who were uninsured was 2.7.
Among children with private coverage, the average was 4.2 visits, half again as
many as among uninsured children (McCormick et al., 2001).
Children without health insurance are less likely to have a usual source of care
than children with health insurance. The parent of a child without health insurance
is less likely to have an answer to the question, “Where do I go if my child becomes
sick?” An evaluation of a Pennsylvania program to expand health insurance for
children found the share of children with a regular source of care increased from
89 percent at baseline to 99 percent at 12 months, and the share with a regular
dentist increased from 60 percent to 85 percent (Lave et al., 1998).
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R
health services,
1 even if the child has health insurance (Newacheck and Halfon,
1986; Hanson, 1998; Minkovitz et al., 2002). In one comparison, having an uninsured parent decreased the probability that a child had any visit with a medical
provider by 6.5 percent and a well-child visit by 6.7 percent, compared to children
whose parent had health insurance (Davidoff et al., 2002).
If all parents had health insurance, a larger share of children could be expected
to receive the regular medical attention that is of proven value for children’s health
and development.

When people who lack insurance do obtain care, it is paid for by a number of
parties, including the uninsured themselves. The remainder of this chapter examines who provides and also pays for this care, and the economic implications of
uncompensated care burdens on health care providers, payers, governments, and
taxpayers.
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TABLE 3.2 Total and Per Capitaa Medical Care Spending, by Insurance
Status, 2001 (estimated)
Insurance Status

Total Spending
($ billions)

Per Capitaa
Spending ($)

Private Insurance, Full Year
Public Insurance, Full Year

375.1
42.5

2,484
2,435

Uninsured, Part Year
Private insurance for 1–5 months
Private insurance for 6–11 months
Public insurance for 1–5 months
Public insurance for 6–11 months

10.4
25.9
5.0
12.0

1,331
1,796
1,729
2,511

Uninsured, Full Year

30.0

923

Total Uninsured (full and part year)

83.1b

Total Population a,c

500.9

1,335b
2,163

aCivilian, noninstitutionalized population under age 65, excluding people with any Medicare
coverage, nursing home, and long-term hospital care.
bNo adjustment for MEPS undercount of uncompensated care.
cEntries do not sum to total because of rounding.
SOURCE: Hadley and Holahan, 2003a. Pooled data from the 1996, 1997, and 1998 MEPS, proS
jected to 2001 levels.
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Finding: People who lack health insurance for an entire year have
out-of-pocket expenditures comparable to those of people with private coverage, but they also have much lower family incomes. Outof-pocket spending for health care by the uninsured is more likely to
consume a substantial portion of family income than out-of-pocket
spending by those with any kind of insurance coverage.
Families with members who do not have health insurance face substantial
financial risks. The nature and consequences of those risks were addressed in the
committee’s third report, Health Insurance Is a Family Matter. While the mean outof-pocket expenses for someone uninsured for the full year is only slightly higher
than for someone privately insured for the full year ($426, compared with $402 in
1996), the average family income of someone without health insurance is substantially lower than that for the privately insured.5 In 2001, the median annual family
5These comparisons are not age adjusted. Those without health insurance are disproportionately
young adults, whose per capita health spending is lower on average than that of older adults.
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income of uninsured persons was between $20,000 and $29,000 and that for those
with private coverage was over $50,000 (Fronstin, 2002). In addition, the average
for those without insurance includes a higher proportion of families that have not
incurred any costs than does the average for those with health insurance, so the
expense is spread less evenly across the population. Fifteen percent of families in
which all members were without health insurance for all of 1996 had health costs
that exceeded 5 percent of their income and 4 percent of uninsured families had
expenses that exceeded 20 percent of their annual income (compared with 1
percent of privately insured families). Among uninsured families with incomes of
less than 125 percent of the federal poverty line, however, between 8 and 9
percent had health care expenses greater than 20 percent of income (Taylor et al.,
2001).
Families with some or all members uninsured for longer than a year are more
likely to experience a period in which their medical expenses are substantial.
Assuming for simplicity that years in which medical expenses are high are statistically independent (not likely to be true because these expenses are correlated
across time), a family with no members insured for 5 years would be slightly more
likely than not to have at least one year with health care costs that exceeded 5
percent of its income (Merlis, 2001).
Food, shelter, transportation, and clothing account for 85 percent on average
of the expenditures of families without health insurance. With few assets to use up,
medical expenses lead to a lower standard of living. For some
 families, medical
XPSare the
U
costs may mean bankruptcy (IOM, 2002b.) Hospital
stays
most expensive
7
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R
reviews some of1the implications for individuals and families of receiving care for
which they cannot pay.
Uninsured individuals pay for a larger share of services received on an ambulatory basis than they do for inpatient care. Figure 3.1 displays the proportion of
costs that uninsured individuals pay out of pocket for various kinds of services and
the share of total health expenditures represented by each kind of service.
Both the chances of substantial illness and asset levels tend to increase with
age. Older persons without health insurance are both more likely to experience
illness and have fewer years until retirement to replace assets depleted by the costs
of illness. One in every six people ages 51 to 61 participating in the Health and
Retirement Survey who were initially uninsured experienced a new diagnosis of
cancer, heart disease, or stroke within the next 6 years (Levy, 2002). Those who
did not have health insurance had substantially lower levels of wealth than those
who did at the start of the study. Median nonhousing wealth totaled $61,000 for
those with health insurance and $19,000 for those without health insurance.
Liquid assets, such as amounts in checking, savings, or money market accounts,
amounted to $7,000 for the median insured person who went on to experience a
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BOX 3.2
Charity Care and Bad Debts
A person or family that seeks charity care must submit to probing questions
about their financial means, and may feel stigmatized or shamed by having to
accept charity. Stigma is one reason those who are eligible for assistance often do
not apply (Moffitt, 1983).
If an individual or family does not apply for charity care when the patient obtains
hospital services, they receive a bill that asks for payment of the hospital’s charges. The amount billed to patients without insurance coverage is not reduced by any
“contractual allowances,” reductions from the hospital’s charges that payers negotiate (or in the case of public payers like Medicaid or Medicare, set unilaterally)
(Wielawski, 2000; Lagnado, 2003a,b).
In time, a hospital may write off as bad debt the amount that an uninsured
patient does not pay. But between initial receipt of a bill and a bad debt writeoff, the
patient and family receive monthly billings that may exceed the family’s income.
Even if the collection process ends with a hospital or collection agency writing off
the unpaid amount, a family faces ongoing consequences. A report by a hospital or
other health care provider that a family did not pay for its health care remains part
of the family’s credit report for up to 7 years (Federal Trade Commission, 1999). A
person who while uninsured experienced a costly episode of health care can find
that years later his or her or another family member’s health care shapes whether
he or she obtains credit to buy a house or lease a car or rent an apartment. If a
family has a home, it may find that a health care provider has placed a lien on the
home to satisfy an unpaid health care bill (Lagnado, 2003a; Schneider, 2003). A
S separating the
lien must be satisfied at the time the property is sold, potentially
UXP
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 Lagnado, 2003a,b). These repeat billings also add to
bad debt (Herkimer, 1993;
costs.
hospitals’ administrative
1R

new diagnosis and just $900 for the median uninsured person who similarly had a
new diagnosis (Levy, 2002.)
Public subsidies for coverage make health insurance financially more feasible
for lower-income persons and families, yet many who are eligible are not enrolled
in public programs or cannot afford to take up workplace offers. Public coverage
through Medicaid offers health insurance without paying a premium for those
with very low income.6 State Children’s Health Insurance Programs (SCHIPs)
and state-only insurance programs may require income-related premiums for families with incomes above the Medicaid or SCHIP full-subsidy level (SCHIP limits

6Health Insurance Is a Family Matter presents state-by-state income eligibility standards for Medicaid
and the State Children’s Health Insurance Program in Appendix D.
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SOURCE: Agency for Healthcare Research and Quality, 2001. Data from 1997 Medical
Expenditure Panel Survey.

cost sharing to less than 5 percent of income). The tax treatment of health
insurance allows workers to obtain health insurance without paying income or
payroll tax on the premium paid by the employer. Despite Medicaid requiring no
premiums and SCHIP relatively modest ones, if any, many who are eligible for
these programs are not enrolled. Based on eligibility simulations by the Urban
Institute, in 2001 an estimated 5.26 million children were eligible for either
SCHIP or Medicaid but not enrolled, and an estimated 3 million lower-income
(family income less than 200 percent of the federal poverty level) adults under age
65, both parents and those without children, were eligible for but not enrolled in
Medicaid (Schneider, 2002). Among children who are eligible for Medicaid but
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not enrolled, nearly 85 percent live in families that had some health costs over a
one-year period, and 29 percent had out-of-pocket costs that were greater than
$500 (Davidoff et al., 2000). Although the reasons why so many children are
eligible but not enrolled vary, their lack of coverage entails both health and
financial losses within the family (IOM, 2002b).
If people without health insurance were to gain coverage, the change in their
out-of-pocket costs for health care would depend both on the scope of benefits of
and the cost sharing required by the policy or program they enrolled in, and on
any increase in the amount or cost of care they received as a result of being
insured. The change in the financial circumstances of persons without health
insurance who gained health insurance would also depend on how their careseeking behavior changed. The Committee’s second report, Care Without Coverage, addressed the adverse health consequences for persons who do not have health
insurance from not obtaining preventive and regular chronic disease care. If the
previously uninsured were to use services more frequently, approximating the use
patterns of those with coverage, their out-of-pocket costs could increase, depending on the nature of their plan’s coverage and cost-sharing requirements because
of the increase in their average spending on health care, including insurance
premiums. (See Chapter 5 for benchmark estimates of the expected increase in
health services costs if those without insurance gained coverage similar to that of
the currently insured population.) Whether or not enrollees’ out-of-pocket costs
for health care, including insurance premium payments, are higher or lower than
S considered, their
UXPperiod
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Finding: The best available estimate of the value of uncompensated
health care services provided to persons who lack health insurance
for some or all of a year is roughly $35 billion annually, about 2.8
percent of total national spending for personal health care services.
The Committee’s fourth report, A Shared Destiny, provided an overview of
the level and sources of uncompensated health care in the United States in order
to elucidate the mechanism by which uninsurance affected communities, their
health care agencies and institutions, and economic resources. This information is
also a central component of this report because it bears on how the costs of care
received by those without coverage are distributed. Most of the costs of uncompensated care provided to those without coverage do not represent new economic
costs attributable to uninsurance per se, but are instead transfers of resources from
public and private sources to those receiving health care.
To the extent that individuals who lack coverage receive less effective or
more costly health care than do those with coverage, the overall costs of their care
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will include some amount of true economic costs attributable to the condition of
lacking coverage. These economic costs are borne by taxpayers and others that
support the provision of uncompensated services, as well as by the out-of-pocket
payments of uninsured individuals. Box 3.3 presents studies that have documented
and attempted to estimate the relative magnitude of one aspect of inefficient and
costly care among uninsured populations—potentially avoidable hospitalizations.
A recent analysis and comprehensive set of estimates of the value of health
care services provided to Americans without health insurance were prepared by
economists Jack Hadley and John Holahan of the Urban Institute (2003a). They
used two independent approaches and sources of data for their estimates of the
value of free hospital, physician, and clinic services the uninsured use annually,
adjusted to reflect estimated spending in 2001.
The first estimate used pooled data from the 1996, 1997, and 1998 Medical
Expenditure Panel Survey (MEPS) of the civilian, noninstitutionalized population
to calculate the volume of services provided to individuals who were uninsured
for part or all of the year.7 From this source the authors were able to distinguish
between the expenditures on behalf of full- and part-year uninsured. Combining
periods without coverage for those uninsured for only part of the year to calculate
full-year-equivalent periods of uninsurance and adding these uninsured years to
those of individuals uninsured for the full year resulted in an overall average of 45
million person-years of uninsurance for each year, 1996–1998. To offset MEPS’
systematic undercounting of uncompensated services by private
hospitals and other
S payments to hospiXPand
U
private facilities and of general government appropriations

7
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Services
(Selden et al., 2001).



1Restimate
The authors’
for 2001 of the value of uncompensated health care
services received by people uninsured for either part or all of a year was $34.5
billion, $24.6 billion of which was for those uninsured for the entire year and $9.9
billion for those uninsured part of the year (see Table 3.3). Free or uncompensated
care accounted for 61 percent of the value of services used by those uninsured for
the full year and 17 percent of the value of services provided to those uninsured
for part of the year.8 This amount represents 2.8 percent of the projected total
personal health care expenditures nationally for 2001 (Hadley and Holahan, 2003a).

7MEPS is an annual national household survey conducted by the Agency for Healthcare Research
and Quality that includes information on health insurance, medical care use, and charges and payments for care received. Household responses about payments for care are corroborated by querying
providers.
8MEPS imputes the cost of uncompensated care provided by public hospitals and clinics, and the
estimate for private hospitals and other private providers was based on an imputation of what the
provider would have been paid for that care if rendered to those with private health insurance.
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BOX 3.3
Potentially Avoidable Hospitalizations:
Costs of Inefficient Utilization
While uninsured individuals bear the direct costs to health of inappropriate (including inadequate) use of health care services, when care is received too late or
in settings such as hospital emergency departments, additional economic costs
are created. These economic losses are subsumed in the estimates of both out-ofpocket spending and uncompensated care expenditures for the uninsured.
One avenue by which these costs are introduced is potentially avoidable hospitalization for conditions that, if medical attention is prompt and appropriate, can
often be effectively managed on an outpatient basis. Measured across areas or
population groups, rates of potentially avoidable hospitalizations not only serve as
an indicator of the acuity of illness experienced within a population, these rates
also reflect the efficiency with which health care is provided. If some hospitalizations could be avoided with earlier, more appropriate, and less costly care, then
some portion of uncompensated care costs could be eliminated. Because uninsured persons themselves pay less than 7 percent of the expenditures for hospital
care that they incur, public programs and other sources of support pay the rest
(AHRQ, 2001).
Uninsured patients are more likely to experience avoidable hospitalizations
than are privately insured patients when measured as the proportion of all hospitalizations (Pappas et al., 1997). Nationally, the proportion of hospitalizations that
were potentially avoidable for persons younger than 65 have grown more substantially over the past two decades for uninsured persons than for those with Medicaid
or private insurance: from 5.1 to 11.6 percent between 1980
S and 1998 for the
7UXPfrom
uninsured, compared with increases for MedicaidYenrollees
to9.8 percent


7
(Kozak
to7.5 percent


and for those with private insurance fromR4.1
et al., 2001).
H
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KQexamined
Q$Sof hospitalization for diagPappas and colleagues (1997)
rates
R
R

G
Q
H
Las potentially
KLYtreatable
noses1 that they identified
on an outpatient basis (adjusted
FLWHG to
DUFincome


for age and sex) in relation
median
within ZIP-code areas. They estimat


 accounted for between 3 million and 5 million hospitalizaed that these conditions
1R
tions in 1990 (12 to 19 percent of all hospitalizations in that year, excluding those
related to childbirth and for psychiatric conditions). They used the rates of hospitalization for these designated conditions that residents in areas with the highest
median household incomes ($40,000 or more) experienced as the baseline rates
below which such hospitalizations presumably could not be reduced. The authors
then calculated that nearly 30 percent of such hospitalizations (between 844,000
and 1.4 million nationally) could represent excessive prevalence and severity of
illness, and poorer access to ambulatory care, within lower-income neighborhoods.
Age-adjusted rates of potentially avoidable hospitalizations per 1,000 population
were higher for uninsured compared with privately insured groups (4 per 1,000 for
the uninsured group and 3 per 1,000 for the privately insured population). Less
than 6 percent of the uninsured had household incomes of $40,000 or more, so
their experience is reflected almost entirely in the differentially high rates of avoidable hospitalizations. Notably, the differences in rates of hospitalization by income
class diminished substantially after age 65, when everyone gained Medicare coverage (Pappas et al., 1997).
1 The diagnoses were pneumonia, cellulitis, asthma, malignant hypertension,
congestive heart failure, diabetes, perforated or bleeding ulcer, pyelonephritis, ruptured appendix, hypokalemia, vaccine-preventable conditions, and gangrene.
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TABLE 3.3 Medical Care Expendituresa and Sources of Payment for People
Under Age 65 Uninsured for at least Part of the Year, 2001 ($ billions,
estimated)
Source of Payment

Uninsured
Full Yearb

Uninsured
Part Yearc

All
Uninsured

Free Carea
Other public sources
Other private and unknown sources
In-kindd

24.6
5.0
8.9
10.8

9.9
1.5
3.4
5.0

34.5
6.5
12.3
15.8

Out of Pocket

14.1

12.3

26.4

Private Insurance

1.9 e

22.3

24.2

Public Insurance

0.0

13.8

13.8

40.6

58.3

98.9a

All Sources

aAdjusted for MEPS undercount of uncompensated care relative to National Health Accounts.
bAverage of 32.4 million people per year from 1996–1998 MEPS.
cAverage of 29.9 million people per year from 1996–1998 MEPS.
dEstimated from the difference between payments and charges.
ePayments by workers’ compensation.

SOURCE: Hadley and Holahan, 2003a. Derived from pooled data from the 1996, 1997, and 1998
PS 
MEPS projected to 2001 levels.
7UX


Y
RH $SULO
'

Q
Q
RK
LQ- UFKLYHGR
G
H
W
L
F of estimates,
D
In their second set
 Hadley and Holahan calculated the value of
uninsured



uncompensated care
to
the
from private provider surveys (e.g., by the

1RAssociation
American Hospital
and the American Medical Association) and public
provider budgets and appropriations (for clinics and other government direct care
programs, such as Department of Veterans Affairs services). In this calculation, the
authors also estimated the proportion of uncompensated or charity care that was
provided to uninsured patients by each provider type (e.g., hospitals, clinics,
physicians in private practice).
Uncompensated Hospital Care
In 1999, hospitals reported $20.8 billion in expenses for all services to all
patients who did not pay their bills in full, an amount representing 6.2 percent of
total hospital expenses in that years (MedPAC, 2001).9 Because hospitals apply

9This amount represents the sum of charges reported by each hospital as bad debt or charity care,
reduced by the hospital’s cost-to-charge ratio.
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different billing policies for patients in similar circumstances, this amount represents both charity care and bad debt reported by the hospitals in the annual
American Hospital Association (AHA) survey. This amount is certainly an overestimate of the uncompensated care costs of the uninsured because some proportion
of bad debt is attributable to insured patients who do not pay some part of the
hospital bill for which they are responsible—the deductible, coinsurance, or
noncovered services. Increasing this 1999 estimate to projected Medicare payment
increases by 2001 yields an estimate of $23.6 billion in uncompensated care in the
latter year.
Clinics and Direct Care Programs
The Committee’s previous report, A Shared Destiny, provided an overview of
the federal, state, and local governmental programs involved in the direct provision of personal health care services to underserved and vulnerable populations,
including those Americans who lack health insurance. Hadley and Holahan (2003a)
estimate the value of health care services that the various governmental grant and
direct care programs provide to those without health insurance, including
• the community health center and other programs of the federal Bureau of
Primary Health Care,
• Maternal and Child Health clinics and services,
S
• National Health Service Corps,
7UXP 


Y



• HIV/AIDS care,
'RH Q$SULO

Q
K
R
R
• Indian Health Service,
QYHG
WHGL Affairs
UFKL(VA),
• Department ofFLVeterans
and
D



• local health departments.




1R

Table 3.4 presents the budgets or expenditures for each of these service
categories or providers, an estimate of the proportion of total program clients or
expenditures that the uninsured represent, and the authors’ resulting estimate of
total expenditures on care to the uninsured. The authors note that these separate
program appropriation and expenditure figures may double count some expenditures for the uninsured because many clinics and health centers are grantees of
multiple federal and state programs. For local health departments, for which client
health insurance status is not available, the authors assumed that the same proportion of local public health clinic expenditures were attributable to uninsured users
as for Bureau of Primary Health Care programs, 32 percent. As shown in Table
3.4, the estimate of expenditures for care to the uninsured from community health
and other providers of direct care is $7.11 billion, of which the VA accounts for
more than half of the total.
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TABLE 3.4 Estimated Expenditures for Care for the Uninsured, Community
Health Care Providers and Government Direct Care Programs, FY2001

Source

Total
Expenditures
($ billions)

Bureau of Primary Health Care
Maternal and Child Health Bureau
National Health Service Corps
HIV/AIDS Bureau
Indian Health Service
Veterans Affairs
Local Health Departments
Total

3.46 a
2.45 d
0.65 f
1.75 g
1.86h
18.5j
1.81k
30.48

Uninsured
(%)
31.8b
12.7 e
18.3b
39.0 e
37.0i
21.0
32.0

Total
Expenditures
on Care to
Uninsured
($ billions)
0.84 c
0.31
0.12 c
0.68
0.69
3.89
0.58
7.11

aCY2001 data on medical and other professional health services (excluding dental), “Uniform Data
System (UDS) Rollup Report,” ftp.hrsa.gov/bphc/pdf/uds.
bSelf-pay patients’ share of total charges.
cNet of payments collected from self-pay patients.
dFY2000 data on direct medical services, trended forward, “Federal-State Title V Block Grant
Partnership Budget,” http://www.mchdata.net/reports.
eShare of users who were uninsured.
fCY2000 data trended forward, “NHSC UDS National Rollup Report.”
S
gFY2001 appropriation for Emergency Relief-Part A and Comprehensive
B, “HRSA
7UXP Care-Part



Y

FY 2002 Budget,” http://newsroom.hrsa.gov/NewsBriefs.
Includes 
$0.24
billion in state spending




RH (NASBO),
ULO
reported by National Association of State Budget
KQ'Officers
Q$S 2001.
R
R


hFY2001 appropriation for clinical
G
Q
services,
http://www.ihs.gov/adminmngrresources/budget.
InH
WHGL from
UFKLY (2001).
D
cludes $0.06 billion in stateFLspending
NASBO



iPercent of Native Americans
reporting only Indian Health Service or no insurance coverage,



R
calculated from the1
1997–1999 Current Population Surveys.
jFY2001 appropriation for medical care, excluding nursing home, subacute, and residential care.
kNASBO, 2001.
SOURCE: Hadley and Holahan, 2003a.

Physicians
By waiving or reducing their fees to uninsured patients and volunteering their
time in free clinics and similar settings, physicians provide a significant amount of
charity care. One American Medical Association (AMA) survey reports that physicians provided about equal amounts of reduced-price and free care (Emmons,
1995). Unlike the case with hospitals and publicly supported clinics, physicians
and others in individual and small-group practices usually do not receive explicit
subsidies for uncompensated care nor do they have the organizational superstructure and capacity of larger providers to absorb and balance the financial burdens of
uncompensated care.
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The Committee’s previous report, A Shared Destiny, reviews the several
sources of information about physicians’ provision of charity care, primarily the
American Medical Association’s periodic surveys of practicing physicians
(Emmons, 1995; Kane, 2002) and the Center for Studying Health System Change’s
Community Tracking Study (CTS) (Cunningham et al., 1999; Reed et al., 2001;
Cunningham, 2002). These two sources provide similar estimates of the proportion of practicing physicians who provide any charity care and quite different
estimates of the average amount of charity care provided by those physicians who
provide any.10 One factor that may contribute to the high estimate from the
AMA surveys is that salaried physicians who provide uncompensated care within
an institutional setting report it as charity care.
Hadley and Holahan based their estimate of the value of uncompensated care
physicians provide to uninsured persons on the midpoint of the range of average
weekly hours of charity care reported for the 1994 AMA survey (7.2 hours,
Emmons, 1995) and the 1999 CTS estimate. The authors used the earlier AMA
survey because it included estimates of physicians’ average gross earnings per hour
for that year ($105) and a breakdown of charity care into that which was entirely
free and that for which physicians reduced their prices. They assumed that all of
the free care and one-third of the reduced-price care were provided to uninsured
patients. Applying the same estimate of gross hourly earnings (updated to 2001 by
the medical care consumer price index) to the hours per week of charity care
reported by the AMA and CTS surveys, Hadley and Holahan estimated a range of
PS care
values from $4.5 to $9.1 billion in physician-provided
7UXcharity


Y
 in 2001. The

toeliminate
adjustment

midpoint of the range is $6.8 billion. As aRfinal
the double
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used the CTS surveyestimate
 that 25 percent of the time physicians reported as


R
spent providing1
charity care was as salaried employees to reduce the $6.8 billion to
$5.1 billion.
Sum of Provider Budget Estimates of Uncompensated Care
Combining the estimates of uncompensated care reported by hospitals through
the AHA survey ($23.6 billion), services to uninsured clients by clinics and community health care providers ($7.1 billion), and charity care by physicians in
private practice and as volunteers ($5.1 billion), the overall estimate of uncompensated care provided to uninsured Americans based on providers’ financial and

10The 1999 AMA survey found that 65 percent of responding physicians reported providing some
charity care, and those physicians who reported any such care reported an average of 8.8 hours
weekly, representing 14.4 percent of their total patient hours (Kane, 2002). The CTS surveys in 1999
and 2001 found that 72 percent of responding physicians reported providing any charity care and in
1999 they reported providing an average of 10.6 hours per month (2.65 hours per week) of such care
(Reed et al., 2001; Cunningham, 2002).
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practice information is $35.8 billion for 2001, $1.3 billion more than the estimate
based on the MEPS (Hadley and Holahan, 2003a).
The Committee concludes that $35 billion is a reasonable, “ballpark” estimate
of the monetary value of the uncompensated care that uninsured individuals used
in 2001. The study’s authors derived their estimates from two sets of data sources
independently and thoroughly documented and justified the assumptions they
made in developing the estimates. Nonetheless, the point estimate of $35 billion is
simply the approximate midpoint of a range of values that could be used with
equal confidence.
WHO BEARS THE COSTS OF UNCOMPENSATED
CARE FOR THOSE WHO LACK COVERAGE?
Finding: Public subsidies to hospitals amounted to an estimated
$23.6 billion in 2001, closely matching the cost of uncompensated
services that hospitals reported providing. Overall, public support
from the federal, state, and local governments accounts for between
75 and 85 percent of the total value of uncompensated care estimated to be provided to uninsured people each year.
Spending for personal health care services and supplies amounted to $1.236
trillion nationally in 2001 (Levit et al., 2003). An estimated $99
 billion (8 percent
XPSpeople
U
of all personal health care spending) was for the 62million
estimated to be
7
 Of this total,
Y Holahan,
2003a).
and

uninsured for all or part of the year (Hadley
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those with some period
FLWH of uninsurance
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(primarily Medicaid)paid
  $13.8 billion for services used by the part-year unin1RThe
sured (Table 3.3).
estimated $35 billion burden of uncompensated care is
shared among governments and private sponsors, although ultimately individuals
bear the costs of these uncompensated services as taxpayers, providers, employees,
and health care consumers.
Table 3.5 summarizes the distribution of funding that Hadley and Holahan
estimate is available from public and private sources. The amounts available from
these sources for uncompensated care exceed the authors’ point estimate of $34.5
billion derived from MEPS by $3 to $6 billion annually, as shown in the table.
Federal, state, and local governments support uncompensated care to uninsured Americans and others who cannot pay for the costs of their care, primarily as
hospital ($23.6 billion) and clinic services ($7 billion). Sixty percent of governmental support for uncompensated care in hospitals is federal, through Medicare
and Medicaid disproportionate share hospital (DSH) payments to general hospitals, a portion of Medicare payments for indirect medical education that supports
services to medically indigent patients, and other supplemental Medicaid financing
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TABLE 3.5 Sources of Funding Available for Free Care to the Uninsured,
2001 ($ billions)
Provider

Private

Federal

Hospitals
Philanthropy
Private payer
surplus
Direct support/
indigent care
Medicare
(DSH + IME)
Medicaid
(DSH + UPL)
Clinics
Physicians
Total

2.3–4.6
0.8–1.6

14.2

Total
Government

Total Available
for Free Care

9.4

23.6

25.9–28.2

7.4

7.4

State/Local

1.5–3.0

6.6

0.1
5.1
7.5–9.8

6.6

7.6
5.7

2.0
1.3

9.6
7.0

19.9

10.7

30.6

7.1
5.1
38.1–40.4

NOTE: DSH = disproportionate share hospital payments; IME = indirect medical education payments; UPL = upper-payment limit payments.
SOURCE: Hadley and Holahan, 2003a.
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care programs, and
in Medicaid DSH and UPL payments (Hadley and
R$2.0
111
Holahan, 2003a).
Although hospitals reported uncompensated care costs in 1999 of $20.8
billion (projected to increase to $23.6 billion in 2001), it is difficult to determine
how much of this cost ultimately resides with the hospitals (MedPAC, 2001;
Hadley and Hollahan, 2003a). As just discussed, federal, state, and local subsidies of
various kinds appear to equal the estimate of hospital uncompensated care costs.
Philanthropic support for hospitals in general accounts for between 1 and 3 percent of hospital revenues (Davison, 2001) and, because much of this support is
dedicated to other purposes (e.g., capital improvements), only a fraction is available for uncompensated care, estimated to fall in the range of $0.8 to $1.6 billion

11The authors of this analysis reduced the amount of nominal state DSH and UPL payments based

on separate analyses of the proportions of these state contributions that are retained by hospitals. The
Committee’s previous report, A Shared Destiny, contains a more extensive discussion of Medicare and
Medicaid DSH payments and policies.
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for 2001. Another $1.5 to $3 billion in hospitals’ own-source funds (from payments from private payers in excess of hospital costs) may be available to support
uncompensated services, according to Hadley and Holahan.
Hospitals had a private payer surplus of $17.4 billion in 1999 (based on AHA
and MedPAC reporting). These surplus payments, however, tend to be inversely
related to the amount of free care that hospitals provide. A study of urban safetynet hospitals in the mid-1990s found that safety-net hospitals’ case loads on average included 10 percent self-pay or charity cases and 20 percent privately insured,
whereas among nonsafety-net hospitals, just 4 percent were self-pay or charity
cases and 39 percent were privately insured (Gaskin and Hadley, 1999a,b). Thus,
those hospitals with private payer surplus revenues (and revenues from sources
other than patient care, such as parking fees) are not the hospitals that bear most of
the load of uncompensated care. Based on this reasoning, Hadley and Holahan
assume that between 10 and 20 percent of these surplus revenues subsidize care to
the uninsured. The issue of cross-subsidies of uncompensated care from private
payers and the impact of uninsurance on the prices of health care services and
insurance are discussed in the following section.
Physicians in private capacities, within their own practices and as volunteers
in clinics, are the predominant source of private contributions to uncompensated
care for the uninsured, with an estimated $5.1 billion in donated services accounting for 15 percent of the $35 billion total.
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dized by private
1R payers. The impact of any such shifting of costs to
privately insured patients and insurers is unlikely to be so large as to
affect the prices of health care services and insurance premiums.

Have the 41 million uninsured Americans contributed materially to the rate
of increase in medical care prices and insurance premiums through cost shifting?
Health care prices and health insurance premiums have increased more rapidly
than other prices in the economy for many years. In 2002, medical care prices rose
by 4.7 percent, while all prices rose by only 1.6 percent. Since the last benchmarking of the series between 1982 and 1984, overall prices have risen by about
80 percent, while medical care prices have risen by 185 percent (BLS, 2002).

12The discussion of cross subsidization (cost shifting) in this section focuses only on the relationship

between uncompensated care for uninsured patients and private health insurance premiums and
providers’ charges; it does not address or draw conclusions about the existence or impact of cost
shifting between public programs like Medicaid and private insurance payments or premiums.
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Health insurance premiums rose by 12.7 percent between 2001 and 2002, the
largest increase since 1990 (Kaiser Family Foundation and HRET, 2002). These
high rates of increases in medical care prices and health insurance premiums have
been attributed to a number of factors, including medical technology advances
(e.g., prescription drugs), aging of the population, multiyear insurance underwriting cycles, and, more recently, the loosening of controls on utilization by managed
care plans (Strunk et al., 2002).
If people without health insurance paid the full bill when they were hospitalized or used physician services, there would seem to be no reason to believe that
they contributed any more to the large increases in medical care prices and
insurance premiums than insured persons. Although uninsured patients are not the
only people who account for uncompensated care, the estimates presented assume
that they are responsible for much of it. It is certainly an overestimate to attribute
all hospital bad debt and charity care to uninsured patients, as Hadley and Holahan
acknowledge, because patients who have some insurance but cannot or do not pay
deductible and coinsurance amounts account for some of this uncompensated
care. Of those physicians reporting that they provided charity care, about half of
the total was reported as reduced fees, rather than as free care (Emmons, 1995). To
reach their final estimate, Hadley and Holahan assumed that all of the free care by
physicians and one-third of the reduced price care were provided to uninsured
patients. Although 60 to 80 percent of the users of publicly funded clinic services,
such as provided by federally qualified community health centers, the VA, and
S
local public health departments are publicly or privately
7UXPinsured,
these providers


Y


 payers.
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R
1 are disproportionately served by safety-net facilities, which
uninsured patients
serve relatively low proportions of privately insured patients (Gaskin and Hadley,
1999a,b; Lewin and Altman, 2000; IOM, 2003a), the opportunity for crosssubsidy is limited. Using the example of South Carolina, about seven-eighths of
the private subsidies for uninsured care from nongovernmental sources came from
philanthropies and other hospital (nonoperating) revenue, while the remaining
one-eighth came from surpluses generated from private-pay patients (Conover,
1998).
It is difficult to interpret the changes in hospital pricing because published
studies have examined individual hospitals rather than the overall relationships
among uncompensated care, high uninsured rates, and pricing trends in the hospital services market overall. If for-profit hospitals are presumed to be profit maximizers (as standard economic theory predicts), they would have little or no opportunity to raise prices to private payers to compensate for providing services to the
uninsured (Needleman, 1994; Zwanziger et al, 2000). One analyst argues that
there has been little or no cost shifting during the 1990s, despite the potential to
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do so, because of “price sensitive employers, aggressive insurers, and excess capacity in the hospital industry,” which suggests a relative lack of market power on the
part of hospitals (Morrisey, 1996). Finally, the total burden of utilization and
expenses by uninsured people has remained quite stable over the past decade or so
(Taylor et al., 2001). For uncompensated care utilization by the uninsured to affect
the rate of increase in service prices and premiums, the proportion of care that was
uncompensated would have to be increasing as well.
There is somewhat more evidence for cost shifting among nonprofit hospitals
than among for-profit hospitals because of their service mission and their location
(Hadley and Feder, 1985; Dranove, 1988; Frank and Salkever, 1991; Morrisey,
1993; Gruber, 1994; Morrisey, 1994; Needleman, 1994; Hadley et al., 1996).
Private hospitals have become less able to shift costs as health services markets have
become more competitive (Morrisey, 1993; Bamezai et al., 1999; Keeler et al.,
1999), although some analysts argue that the ability to shift costs remains substantial (Zwanziger et al., 2000). Some studies have demonstrated that the provision of
uncompensated care has declined in response to increased market pressures
(Gruber, 1994; Mann et al., 1995).
The concern with cost shifting from the uninsured to the insured population
as a phenomenon may be changing to a focus on the transference of the burden of
uncompensated care from private hospitals to public institutions due to decreased
profitability of hospitals overall (Morrisey, 1996). Instead of shifting costs, private
hospitals are cutting costs and reducing uncompensated care (Campbell
and Ahern,
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to provide the 20 to 40 percent of uncompensated care in


R
1 that they do because they are supported or subsidized by their
rural communities
community’s hospital. For employers in rural areas, the seriousness of the question
of cross-subsidy is a function of scale. It is a greater burden in small towns, where
there are fewer employers across whom to spread the cross-subsidy when it occurs
in the form of higher costs for health care and for health insurance premiums. As
a result, there is a competitive disadvantage that accrues to employers who offer
more generous or greater subsidies of their employment-based coverage.
The extent to which cost shifting exists and thus the extent to which it
influences medical care price increases are probably quite small. As reported in the
previous section, the uninsured used an estimated $35 billion in uncompensated
care in 2001. Hospitals received an estimated $23.6 billion in government subsidies basically earmarked for the care of the uninsured. Philanthropic support for
hospital care to the uninsured has been estimated at another $800 million to $1.6
billion. Hadley and Holahan (2003a) assume that cross-subsidies from private
insurance revenues to cover the costs of care provided to uninsured patients
amount to 10 to 20 percent of the profit from hospital care provided to privately
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insured patients ($1.5 to $3 billion). Physician charity care to uninsured patients
accounted for 1.6 percent of national spending on physician and clinical services in
2001 (Hadley and Holahan, 2003a; Levit et al., 2003).
The Committee concludes that there is little reason to believe that uncompensated hospital and physician care appreciably inflates the prices that providers
charge their private patients.
Comparing Public Financing of Direct Services with Insurance
Programs
Finding: The costs of direct provision of health care services to
uninsured individuals fall disproportionately on the local communities where they reside.
Most of the costs of care for uninsured Americans are passed down to taxpayers and consumers of health care in the forms of higher taxes and fewer resources
available for other public purposes. A high uninsured rate locally may both reflect
and contribute to an area’s economic challenges because the rate reflects the lack
of employment-based coverage. Such coverage is less likely to be available in areas
with a lower-waged labor force (IOM, 2001a). The tax burden of funding care for
uninsured residents is more concentrated locally than is the burden of Medicaid
finance or other insurance-based public programs in which the federal governS
ment participates (IOM, 2003a).
7UXP 


Y

 given
differences in scope of
As the Committee noted in A SharedRDestiny,
SULOthe
' H Q$

Q
K
R
R
public finance arrangementsLQand
- the Lrange
HG of strategies employed to finance
G
UFK Y
uncompensated care and
arrangements
from community to community,
FLWHsafety-net
D


relationship between a community’s uninsured rate

there is no generalized,
simple



1R One would expect an increasing uninsured rate to create
and its tax burden.
pressures to increase taxes and reallocate public funds devoted to other activities, if
the legal structures of taxation and spending allow. Thus, a relatively greater or
rapidly increasing uninsured rate may result in higher local and state tax burdens
than in areas with proportionately fewer uninsured residents. On the other hand,
states and localities are constrained in their ability to raise additional revenues
through taxes to subsidize care for uninsured persons (Desonia, 2002). States with
low per capita income or depressed economies, characteristics that are positively
associated with uninsurance, experience even more fiscal stress financing care than
do more prosperous states (Holahan, 2002; IOM, 2003a).
During the middle to late 1990s, the fiscal capacity and resources of all levels
of government for spending on health programs grew. Starting in 1999, states
increasingly have been experiencing hard times, with economic recession, federal
cuts to Medicare and Medicaid, and public resistance to raising taxes (Dixon and
Cox, 2002; Lutzky et al., 2002). Many states plan to cut Medicaid spending in
2003 and in the coming years (NASBO, 2002; Smith et al., 2002). The consequences of these responses are likely to result simultaneously in lower public
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funding for health insurance, fewer public funds available for other purposes, and
higher taxes.
The entitlement nature of most state government support for health financing
means that these programs tend to absorb discretionary revenues (Hovey, 1991).
Once funding levels for health entitlement programs have been decided, substantial pressure is placed on the remaining items in state and local budgets, including
direct financing of public hospital and clinic services. States’ ability to levy taxes
and their tax structures constrain revenue increases to support care for uninsured
persons. Box 3.4 illustrates the health services funding crisis recently faced by Los
Angeles County, a metropolitan area with approximately 8.7 million people under
the age of 65, of whom nearly one-third lack any form of coverage.
Medicaid represents 20 percent, on average, of states’ budgets, and the financial incentives of the federal match as well as federal program requirements draw
state funds away from more discretionary spending on the uninsured and into the
Medicaid program (Miller, 2002b).13 Changes in a state’s spending on Medicaid
are likely to affect its uninsurance rate and the demand for uncompensated care.
Fifty-seven percent of national Medicaid expenditures are paid for by the federal
government and 70 percent of SCHIP spending nationally has been paid for by
the federal allocation.14 Health care provided through federally matched insurance programs like Medicaid and SCHIP are supported by a broader public
financing base than is direct support for uncompensated care programs, which rely
primarily on local or a combination of local and state financing
 (IOM, 2003a).
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care services for uninsured
 people, both those borne out of pocket by the unin1Rand
sured themselves
uncompensated care costs borne by a variety of public

programs, providers of services, philanthropy, and possibly by other payers as well.
The full costs of being uninsured for uninsured individuals themselves, however, are not limited to their own payments for the services that they do receive.
Uninsured persons, and children in families with uninsured members, on average
use less health care than do insured persons and members of fully insured families.
This “lost” utilization is hidden from view, yet it can prove costly in terms of
subsequent ill health, disability, and premature death (IOM, 2002a). When uninsured persons do use health services, they and their families bear a disproportion-

13Forty-four percent of total Medicaid spending is for nursing home and other institutional care
services, primarily for those over age 65 and for younger, permanently disabled individuals (HCFA,
2000).
14SCHIP estimate based on unpublished analysis of Vic Miller, Federal Funds Information for
States, Washington, DC, 2002.
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BOX 3.4
Los Angeles County, CA
California is home to the greatest number of uninsured people of any state in
the nation. Los Angeles County, with nearly a third of its 8.7 million population
under age 65 uninsured, has more uninsured people than do each of 46 states.
About three-quarters of the 800,000 patients seen annually through the county
public health system are believed to be uninsured. Over the past year, county
officials have responded to the prospect of a large projected budget shortfall by
2005 by closing health clinics and hospitals and by laying off health care workers.
Financial strains on the county health department’s budget, attributable to the
sheer number of uninsured persons and their need for health care (which has been
only partially met) have pressed the county to reduce its capacity to provide uncompensated care and safety net services. In the face of threatened cuts in emergency medical services and trauma care, Los Angeles voters took the unusual
step in November 2002 of approving a property-tax increase, the first property-tax
referendum since 1978, to raise about $170 million in additional revenues annually
to secure these services.
The economic downturn in the state, mirroring national trends, and rising costs
for health care and for health insurance premiums have increased demand for
uncompensated care. In the mid-1990s, a 5-year federal Medicaid waiver allowed
the county to continue operating its public hospitals and to promote the use of
outpatient, primary care rather than hospital emergency departments for nonurgent needs. This waiver was renewed for a second 5 years in 2000. Without the
continued support of federal and state dollars, public-sector health care services
S
for both insured and uninsured low-income county residents
simply to
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1 within the county to date in response to budget shortfalls include
16 clinics and 2 public hospitals (High Desert in Lancaster, which will reopen as an
outpatient clinic, and Rancho Los Amigos National Rehabilitation Center in
Downey). Because these two hospitals did not have emergency departments, they
were considered less central to the preservation of safety net arrangements in the
county.
SOURCES: Brown et al. (2002); Cardenas and Briscoe (2002); Cohn (2002); Riccardi (2002); Riccardi and Ornstein (2002); Rundle (2002); Sanchez (2002);
Briscoe and Ornstein (2003); IOM (2003a); Ornstein (2003).

ately higher proportion of the cost of care in relationship to their often lower
incomes, in comparison to insured families and their higher incomes, on average.
For uninsured persons and families, utilization is more likely to lead to higher outof-pocket expenditures and greater financial stress (IOM, 2002b).
Health care services used by uninsured people often are uncompensated in
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part or whole, resulting in costs to providers, communities, and society, as well as
being a source of financial stress, anxiety, and possibly shame for recipients. The
burden of uncompensated care is distributed widely and unevenly across providers
and sponsors, depending on local configurations of health care services and institutions and on the structure of state and local revenue sources (IOM, 2003a).
Uncompensated care costs may beget additional external costs in the forms of
higher local taxes to subsidize or reimburse uncompensated care, diversion of
public funds from other public programs, and reduced availability of certain kinds
of services within communities. These costs are discussed in the following chapter.
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BOX 4.1
Organization of Chapter
The Value Lost in Healthy Life Years
•
Estimating Health Capital
•
Imputing a Value for a Year of Life
•
Results
Quality of Life and Security for Families
•
The Value of Avoiding Risk and Uncertainty
•
Peace of Mind
Developmental Outcomes for Children
Uninsurance and Public Programs
•
Savings to Medicare
•
Disability Income Support
•
Reductions in Justice System Costs for Uninsured Persons With Severe
Mental Illness
Workforce Participation, Productivity, and Employers
•
Workforce Participation
•
Employment-based Health Insurance
Health Systems Impacts
S
•
Access to and Quality of Health Care
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4
Other Costs Associated with
Uninsurance

In this chapter the Committee considers costs other than the direct costs of
health care—opportunity losses—that uninsured individuals, their families, local
communities, and the nation bear due to the lack of continuous
and permanent
PS with
health insurance coverage for the entire population.
InUXcontrast
the estimates
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private opportunity losses:
 the worse health attributable to lacking coverage and
1R faced by uninsured individuals that would be eliminated
the financial “exposure”
by health insurance.
The Committee reserves one important, noneconomic opportunity loss for
consideration in Chapter 6. In its conclusion to the report, the Committee examines the implications of extensive uninsurance nationally for American social and
political values and ideals, including those of mutual caring and concern, equality
of respect among members of a democracy, and equality of opportunity. This
normative discussion is cast in terms of the benefits that could be expected if
everyone had comparable financial access to care and the security afforded by
health insurance.
Box 4.1 provides a roadmap to the organization of the chapter.
Following the schema of consequences of uninsurance that are presented in
Figures 2.1 and 2.2, here the Committee relates its findings from previous reports
and considers additional information from cost-of-illness and productivity studies
to draw qualitative conclusions about certain economic impacts of lacking coverage and of relatively high rates of uninsurance within communities. The first two
sections present quantified findings and the last four sections qualitative findings.
63
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The first section focuses on the findings from Care Without Coverage and
Health Insurance Is a Family Matter concerning health and health care deficits among
uninsured adults and children and excess morbidity among uninsured adults resulting from a lack of health insurance. The Committee estimates the value of the
increased lifespan and better health that uninsured persons could be expected to
experience if they had continuous health insurance coverage over the course of
their lives. This estimate is based on a commissioned analysis that is included as
Appendix B of the report (Vigdor, 2003). The presentation of the qualitative
findings notes when this quantified estimate of the probable value of healthier
years of life forgone encompasses and subsumes the costs described qualitatively
later in the chapter and when it does not.
The second section considers the quality of family life and financial security,
building on the Committee’s investigation of these issues in Health Insurance Is a
Family Matter. Here the Committee presents its estimate of the monetary value of
the financial risk protection that health insurance would provide to those now
without coverage, both per capita and in the aggregate.
The third section reviews findings from Health Insurance Is a Family Matter on
children’s health and developmental outcomes as they depend on receipt of adequate services facilitated by insurance coverage. The fourth section looks at the
implications of uninsurance for public program spending, including those that
represent economic transfers as well as those that entail real resource costs. The
fifth section considers productivity and workforce participation
as related to health
S
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THE VALUE LOST IN HEALTHY LIFE YEARS

Finding: The Committee’s best estimate of the aggregate, annualized economic cost of the diminished health and shorter life spans of
Americans who lack health insurance is between $65 and $130 billion
for each year of health insurance forgone. These are the benefits that
could be realized if extension of coverage reduced the morbidity
and mortality of uninsured Americans to the levels for individuals
who are comparable on measured characteristics and who have
private health insurance. These estimated benefits could be either
greater or smaller if unmeasured personal characteristics were responsible for part of the measured difference in morbidity and
mortality between those with and those without coverage. This
estimate does not include spillover losses to society as a whole of the
poorer health of the uninsured population. It accounts for the value
only to those experiencing poorer health and subsumes the losses to
productivity that accrue to uninsured individuals themselves.

Copyright © National Academy of Sciences. All rights reserved.

(183 of 338)
Case: 19-36020, 05/04/2020, ID: 11678889, DktEntry: 65-2, Page 86 of 241

Hidden Costs, Value Lost: Uninsurance in America
http://www.nap.edu/catalog/10719.html

OTHER COSTS ASSOCIATED WITH UNINSURANCE

65

The Committee approached placing a value on the difference in health outcomes that health insurance would make for those who lack it using the concept
of health capital. As described in Chapter 2, health capital is the value to the
individual of the “stock” of health that he or she can expect to have over the
remaining course of life. Health capital encompasses and subsumes the marketbased valuation of an individual’s productive capacity over the years of labor force
participation that is represented by the notion of human capital. The capacity to be
economically productive and to earn income is some, but not all, of the reason
that we value good health. In order to account more fully for the value of better
health, the Committee chose to base its estimates on the broader metric of health
capital.
The value ascribed to health capital, the present value of the stock of health
that one will experience over the remainder of one’s lifetime, is the value the
individual herself places on life in particular states of health. Most of the benefits
that can be expected to accrue to uninsured individuals themselves if they were to
gain health insurance, including increased productivity and labor force participation, and improved developmental outcomes among children (with whom the
formation of human capital begins), are represented in the single estimate of gains
in health capital. It does include, but goes beyond, the value we attach to being
alive rather than being dead. It does not, however, include the value that others
may ascribe to an individual’s particular state of health. The benefits realized by
families, such as greater financial security and less stress and worry about health
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Vigdor to estimate the
 of diminished health and longevity among the 40value
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1
some million persons who lack health insurance.1 Vigdor measures health capital
empirically by combining data on length of life, the prevalence of adverse conditions among those alive, and the health-related quality of life conditional on
having these conditions for insured and uninsured populations. She used the
Current Population Survey (CPS) for determining the size and demographic
composition of the uninsured population and the National Health Interview
Survey (NHIS) for morbidity information.
Relative mortality rates for insured and uninsured populations were taken
from the Committee’s systematic literature review of health outcomes as a function of health insurance status presented in Care Without Coverage and Health
Insurance Is a Family Matter (IOM, 2002a, 2002b). Based on its earlier work, the
Committee chose to use a point estimate of a 25 percent greater mortality risk for
1This analysis used the latest Current Population Survey (CPS) estimates of uninsurance available at

the time, which were for 2000, reported in September 2001 (Fronstin, 2001b). For 2001, CPS
reported increased numbers and age-specific proportions of uninsured Americans (Fronstin, 2002;
Mills, 2002).
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uninsured individuals between ages 1 year and 65 years compared with those
insured. This value reflects the results of two observational longitudinal studies
(Franks et al., 1993; Sorlie et al., 1994) that adjusted for demographic and socioeconomic characteristics (and in the former for multiple health status and health
behaviors as well). The confidence intervals around the mortality differentials
found in these two studies are large; hence the point estimate of 25 percent is
uncertain. However, these two studies’ results are reinforced by multiple crosssectional studies of disease and condition-specific mortality rates as a function of
health status that are also part of the literature review, and the Committee believes
this assumption is reasonable.
Estimating Health Capital
In her analysis, Vigdor uses alternative assumptions that bound the range of
likely values of health capital. In the first set of estimates, the years of life (YOL)
approach, everyone who is alive is assumed to be in perfect health. Thus the
difference in health capital for the insured and the uninsured is due exclusively to
the differences between their adjusted mortality rates, as reported previously by
the Committee in Care Without Coverage (IOM, 2002a).
The second approach incorporates morbidity information to determine quality-adjusted life years (QALYs), but assumes that the insured and uninsured populations have the same disease prevalence and health-related quality
of life (HRQL).
PS 
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inUXmorbidity-adjusted
health
7


Y
 morbidity as a
to

capital because, in fact, the uninsured areRH
likely
have
additional

O
L
U
$S
KQ' HRQL
result of lacking coverage. Vigdor
-Rderived
GRQ weights empirically from popuQ
H
L

Y
L
G
K conditions (from the NHIS and the SurH
lation-wide prevalence
FLWestimates
DUF15
for



veillance, Epidemiology
and End Results databases).
R took into account variations in disease prevalence and
The third 1
approach
HRQL by insurance status. Because the uninsured differ from the insured across
several characteristics, however, the observed difference in morbidity is unlikely to
be entirely caused by lack of health insurance. Even after controlling for differences between the two populations in terms of age, gender, race and ethnicity, and
educational attainment, unobserved differences that are correlated with higher
morbidity among the uninsured likely remain. Therefore this estimate serves as an
upper bound to the possible health gains from insurance. In this upper-bound
approach, age and sex-specific prevalence estimates were obtained from the NHIS,
controlling for insured status, race, ethnicity, income, urbanicity, and region of
the country. In age-sex groups where the insurance status coefficient was not
statistically significant at p = 0.10, no difference in prevalence by insurance status
was assumed for that condition. The HRQL weights were also allowed to vary by
insurance status, although most of these interactions were not significant. Notably,
being uninsured had a significant negative effect on HRQL even after controlling
for other factors. This result is reflected in the health capital estimates as well.
After calculating health capital as a function of insurance status under each set

Copyright © National Academy of Sciences. All rights reserved.

(185 of 338)
Case: 19-36020, 05/04/2020, ID: 11678889, DktEntry: 65-2, Page 88 of 241

Hidden Costs, Value Lost: Uninsurance in America
http://www.nap.edu/catalog/10719.html

OTHER COSTS ASSOCIATED WITH UNINSURANCE

67

of assumptions, Vigdor determined how much health would be gained if the
current population of uninsured individuals had coverage. The analysis assumes
that those without coverage acquire the same mix of insurance policies as those
currently insured and that the previously uninsured maintain coverage until turning 65 and becoming eligible for Medicare. The coverage scenario presented in
this chapter assumes that each individual faces the average probability of being
insured each year until reaching age 65. This results in a conservative estimate
because it assumes (1) that there is no correlation between current insurance status
and insurance status next year, and (2) that the overall rate of uninsurance does not
increase in the future. If being uninsured currently increases the probability of
being uninsured in the future, and if length of uninsured spell has an adverse
impact on health outcomes, this scenario underestimates the potential gains from
health insurance.
The actual mortality differential between insured and uninsured individuals
could be either less than or greater than the estimated 25 percent, and the economic value estimated for health insurance is approximately proportional to this
estimate. If unmeasured personal characteristics account for some of the mortality
differential, this would lower the estimate of health capital attributable to health
insurance. On the other hand, several disease- and condition-specific outcomes
studies, including studies of breast and prostate cancer and HIV infection report
higher mortality differentials (Ayanian et al., 1993; Lee-Feldstein et al., 2000;
Roetzheim et al., 2000a,b; Goldman et al., 2001).
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per year of life in perfect
 health. As noted in Chapter 2, the value of a life year is
1R of the literature by Hirth and colleagues (2000) and is the
taken from a survey

mean value of the estimates they obtained from a number of contingent valuation
studies. Contingent valuation is a survey-based methodology that captures the value
of intangible benefits (such as the intrinsic value of having good health) and
benefits that are not traded in a competitive market. The results from contingent
valuation studies are not driven solely by the respondent’s ability to pay. Vigdor
notes that ascribing a value of $160,000 to a year of life in perfect health corresponds to an average value of $4.8 million for a statistical life, assuming a 3 percent
discount rate and a life expectancy at birth of 76 years. This places the $160,000
value in the mid-range of values ($3 to $7 million for a statistical life) used by
federal regulatory agencies to evaluate the economic costs and benefits of risk
reduction and life-saving interventions (Vigdor, 2003).
In this analysis, contingent valuation measures the entire health benefit to an
individual (and thus incorporates gains in productivity or productive capacity that
accrue to the individual), but does not capture any external effects that an
individual’s improved health might have for society. The analysis gives equal value
to every life year across people, ages, and time. Thus, by assuming that a year of
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each person’s life is equally valuable, this approach builds in a substantial element
of equity.
Following the recommendations of the Panel on Cost-Effectiveness in Health
and Medicine (Gold et al., 1996b), the analysis uses a 3 percent annual discount
rate for costs and benefits occurring in future years. Tables in Appendix B also
present results using 0 and 6 percent annual discount rates, producing a wider
range of estimated values.
Results
Table 4.1 presents the summary results of the commissioned analysis. Using
the benchmark assumptions just described, the approximate present value of future
forgone health to an uninsured 45-year-old male is $10,300 using the YOL
approach, and between $8,300 and $12,600 when morbidity is incorporated
(QALY approach, upper and lower bounds). For a male newborn, the figures are
$7,700 under the years of life method, and $6,600 to $15,600 using the QALY
approach. The value of future forgone health to an uninsured 45-year-old female
is $7,800 for the YOL method, and between $6,200 and $10,500 once morbidity
is incorporated. An uninsured baby girl forgoes health worth $4,600 under the
YOL method and $3,900 to $11,600 under the QALY method. The differences in
estimates by sex reflect differences in life expectancy and morbidity, not differences in earnings. These numbers add up to a very large aggregate
cost across the
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analysis. It is not possible to select a single set of assumpR
1
tions to represent the adverse health consequences of uninsurance. The lowerbound number likely underestimates the size of the effect that health insurance
status has on health outcomes and the higher-bound number likely overstates this
effect.
These estimates can also be construed in terms of the expected gain in value
of statistical healthy years per year of additional insurance provided. Because health
insurance is an investment in future health, and most adverse health outcomes
occur at older ages, the benefit per year of insurance provided rises quite sharply
with age. In this exercise, the value of future health gains is discounted to the
present annual value. The benefit per year of insurance for a 45-year-old male
ranges from approximately $3,100 to $4,800 under the different scenarios, while
for a 45-year-old woman it ranges from $2,100 to $3,600. In contrast, the health
capital gain per year of additional insurance for a newborn boy (discounted to
present value at 3 percent per year) ranges from $1,200 to $2,800, and for a
newborn girl the gain is between approximately $750 and $2,300.2 It is important
2These values are presented in Tables B.9 and B.10 in Appendix B.
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to remember that these annualized values are predicated on continuous health
insurance coverage. Based on its previous review of studies, the Committee found
that health measures and outcomes for those with intermittent coverage are more
similar to those for uninsured than to insured counterparts (Schoen and
DesRoches, 2000; Baker et al., 2001; IOM, 2002a).
Using the actual age distribution of those who reported being uninsured in
2000, the average value of health capital (i.e., quality-adjusted years of life) that
could be gained with a year of insurance for a member of this population ranges
from $1,645 to $3,280. (See the next-to-last row in Table 4.1.) Aggregating over
the population of uninsured individuals (40 million individuals × $1,645 or $3,280),
the annualized value of health capital lost through uninsurance is in the range of
$65–$130 billion. (See the last row in Table 4.1.)
QUALITY OF LIFE AND SECURITY FOR FAMILIES
Finding: Uninsured individuals and families bear the burden of
increased financial risk and uncertainty as a consequence of being
uninsured. Although the estimated monetary value of the potential
financial losses that those without coverage bear is relatively small
(compared to the full cost of their services) because of uncompensated care, the psychological and behavioral implications of living

with financial and health risks and uncertainty
XPSmay be significant.
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tradeoffs that familiesmust
make between health care and other uses of their


R
money. Even if1
all members are healthy today, health insurance reduces the stress
and uncertainty about future medical care needs and financial demands that can
accompany the lack of coverage. Families in which all members have health
insurance do not experience the worries, demands, and indignities that accompany
illness without coverage (Kaiser, 2000; Andrulis et al., 2003).
The lower incomes of families who are uninsured further constrain their
financial choices. As incomes rise, families have more to spend both on necessities
and on discretionary purchases. The lower income among families with uninsured
members means the payment for a doctor visit represents a larger share of income
than it does for the typical family where all members have health insurance.
Gaining health insurance would relieve some of the impact of health expenses on
family budgets.
The Value of Avoiding Risk and Uncertainty
Health insurance reduces families’ risks and uncertainty regarding future health
care costs. People with health insurance benefit from less unpredictability and
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0
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Change in Health Capital

15,572
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17,680
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1,408
1,841
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2,952
3,872
4,466
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Approach

1,198
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2,403
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3,565

Lower-Bound
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TABLE 4.1 Increases in Health Capital with Health Insurance for Those Currently Uninsured, by Sex and Agea
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2,273
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3,780
3,280

754
920
1,164
1,624
2,131
2,594
1,645

2,014

893
1,120
1,427
2,009
2,661
3,267

SOURCE: Vigdor, 2003.

aCalculations assume a value of a life year of $160,000 and a real discount rate of 3 percent.
bAssumes that uninsured individuals face the average probability of being uninsured until reaching age 65.
cCalculated by summing the average difference in health capital by age and sex over all uninsured people under age 65 in the United States in 2000.

Total for 40 million uninsured

Overall average per uninsured personc
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variability in their out-of-pocket spending for health care. Lower variability itself
is a benefit to people who do not like to face financial risks. Those who are “risk
averse” care both about the expected cost of a risky event as well as about how
variable those expected costs are. The value of the reduction in the risk of financial
loss that health insurance provides is calculable empirically (Buchanan et al., 1991).
The Subcommittee on the Societal Costs of Uninsured Populations followed the
methodology of Buchanan and colleagues to construct an estimate of the value of
the risk borne by the uninsured.3 The insurance value of coverage was estimated
by applying a constant relative risk aversion parameter (0.00024) to the reduction
in the variance of out-of-pocket spending obtained through insurance coverage.4
While risk reduction is one consideration in valuing health benefits, it turns out to
have a small value for those without health insurance because of the kinds of outof-pocket costs the uninsured actually pay. (See the discussion in Chapter 3 and
Figure 3.1 on out-of-pocket costs among uninsured individuals.)
There is much more variance in the total expenses incurred by persons
without health insurance than there is in their out-of-pocket payments. In the
sample of respondents to the Medical Expenditure Panel Survey (MEPS), the
highest total annual health expense observed for an uninsured individual was
nearly $500,000. The highest amount reported paid out of pocket by an uninsured
individual, however, was $26,000 (although less than 1 percent of those without
insurance spent $5,000 or more).5 If buffering mechanisms such as charity care,
bad-debt writeoffs, and bankruptcy did not exist, and each uninsured
person was

XPS loans,
U
compelled to pay for the health care he or she used
(through
for
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proportionately lower.
predominant source of variation, inpatient costs, is not
The
R
1
being paid out of pocket by uninsured individuals. They tend, instead, to pay out
of pocket for the smaller elements, and inpatient costs are borne by a combination
of public and charitable support and absorbed as hospital bad debt. In effect, a large
share of the overall “financial exposure” has been shifted to those who ultimately
pay for uncompensated care. For this reason, the estimated value of the risk that
uninsured individuals bear (and that they would not have if insured) is between
$40 and $80. This modest amount represents an annual aggregate cost borne by
families with uninsured members of $1.6 to $3.2 billion.

3Calculations by Sherry Glied, Columbia University, from merged MEPS files for 1996, 1997 and
1998 prepared by Jack Hadley, Urban Institute.
4This value represents the midpoint of the range identified by Szpiro (1986) and is comparable to
the estimate used by Manning and Marquis (1996).
5These annual expenses measured by MEPS do not include fees and interest charges that may be
added by collection agencies for late payment. See Lagnado (2003a) for a recent account of such
cumulative billings.
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This finding of the relatively small value of the reduction in financial risk that
health insurance would bring to those who lack it helps to explain why some
individuals who could afford insurance or who are eligible for public coverage but
not enrolled forgo it. The “cost” of the extra financial risk that such individuals
bear may be outweighed by the value of personal resources (money, time and
effort, personal dignity) that is conserved by not purchasing health insurance or
applying for public program benefits.
Peace of Mind
Even for families that have health insurance now, the prospect of not having
health insurance in the future can be a source of anxiety and uncertainty. While
the annual estimate of the number of uninsured Americans is more than 41
million, a study of insurance status over a longer time (from the 1996 to 1997
MEPS panel) found that 80.2 million people experienced some period of time
without health insurance over that 2-year period (Short, 2001.) For many persons
who currently have health insurance, the prospect of losing it is a very real fear
(Ehrenreich, 1989; Rubin, 1994; Sullivan et al., 2000; Kaiser Family Foundation,
2003). Box 4.2 describes federal legislation over the past 15 years that has attempted to address the problem of loss of coverage. Some have referred to such
provisions as “uninsurance insurance.”
If health insurance were universal and effectively permanent,
as Medicare
S
XP
U
now is for those over age 65, not only would those7
who
now live
without
it have
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it,
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insurance coverage not
 only exacts costs in terms of disruptions in care and
1R risks, it distorts personal choices about employment (includexposure to financial
ing those about retirement and changing jobs), affects whether children participate
in school sports (both schools and parents may prohibit uninsured children from
playing), and amplifies the distress of unemployment and impoverishment. It is
difficult for Americans to imagine how major life choices might be affected if
maintaining coverage or anticipating its loss were not something to be considered
in weighing important personal and family decisions.
DEVELOPMENTAL OUTCOMES FOR CHILDREN
Finding: Uninsured children are at greater risk than are children
with health insurance of suffering delays in development that may
affect their achievements and opportunities in later life.
Development in infancy and childhood shapes individuals’ opportunities and
prospects in later life. The health and health care of infants and children are
investments that affect their future life chances, just as education does. The dimin-
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BOX 4.2
Federal Initiatives to Prevent the Loss of Coverage
Congress responded to the demands for more certainty of future coverage for
those currently insured with several pieces of legislation, as follows:
• The Consolidated Omnibus Reconciliation Act of 1985 (COBRA) requires
firms employing more than 20 employees that provide health benefits to make
health insurance coverage available to former employees for up to 18 months
following departure, and to those losing dependent status for up to 36 months, at
full cost to the former employee or dependent.
• The Health Insurance Portability and Accountability Act of 1996 (HIPAA)
protects the ability of workers to obtain health insurance when they move from one
job to another by prohibiting insurers from excluding coverage for preexisting conditions for individuals who have been insured continuously over the previous 12
months.
• Most recently, in August 2002, Congress enacted a health insurance tax
credit for eligible workers as part of the Trade Adjustment Assistance Reform Act.
This provision provides for an advanceable, refundable tax credit of 65 percent of
the cost of health insurance for laid-off workers and their dependents who are
qualified for Trade Adjustment Assistance.
Although each of these programs is limited in scope or impact, they represent
policy initiatives to increase the continuity and security of health insurance coverage among workers and their families.
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1R
illustrates the mechanisms
by which this loss of value occurs.
The Committee concluded in Health Insurance Is a Family Matter that children
who do not have health insurance have less access to health care and use appropriate, recommended medical and dental care less than do children who have coverage. As a result, uninsured children often receive care late in the development of
a health problem or do not receive any attention for problems that could be
resolved or ameliorated with prompt attention (IOM, 2002b).
In 2000, about 7.6 percent of all newborns had low birthweight (Martin et al.,
2002). Uninsured newborns are more likely than insured newborns to have low
birthweight. Health insurance expansions accompanied by enhanced prenatal services have shown some efficacy in reducing low birthweight, although expanded
coverage alone may not be effective (IOM, 2002b).
One study of 8,000 children ages 6 to 15 participating in the Child Health
Supplement of the NHIS that adjusted for sex, race, education of the head of
household, poverty status, and geographic region found that children that were
low weights (< 2,500 grams) at birth were 50 percent more likely to be enrolled
in special education classes than were children with higher birthweights (Chaikind
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and Corman, 1991). The authors of this study estimated that the incremental
effect of low birthweight on special education costs amounted to $370 million in
1990.
Less access to care and use of fewer services could follow many paths in
reducing children’s future chances. In the most severe cases, health insurance
provides access to care that prevents premature death. Coarctation of the aorta, a
relatively common congenital cardiovascular malformation that can be treated
with surgery or medical management, is one condition for which outcomes have
been found to differ starkly for insured and uninsured infants. One study reported
that infants with this condition who did not have health insurance coverage were
more likely to die, in part but not solely due to a failure to identify the condition
timely (33 percent compared with 3.8 percent of children with any kind of health
insurance) (Kuehl et al., 2000).
For many more children, the connections between health insurance and life
chances relate to their ability to achieve normal developmental milestones and to
benefit from schooling. A path can be traced from lack of health insurance to a
child not fulfilling his or her academic potential. Some pieces of the chain of
evidence have been established. There is a body of evidence that show a relationship among illness, school absence, and learning (Wolfe, 1985). Extensive research
literatures have developed around a number of common and treatable childhood
conditions, including iron deficiency anemia, dental disease, otitis media (ear
infection), asthma, and attention deficit hyperactivity disorder (IOM, 2002b). The
PS health
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improved
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7UX
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Asthma is the most common chronic illness among U.S. children, affecting
roughly 5 million under the age of 18 nationally (CDC, 1996). It accounts for
between 3.6 and 11.8 million lost school days every year (Smith et al., 1997; Weiss
et al., 2000). For children with poorly controlled asthma, absences may lead to
poor performance in school. In time, the child could be reading below grade level
and beginning to experience frustration that culminates in a decision to drop out
of high school or a decision not to pursue higher education. In an evaluation of a
health insurance expansion in New York State prior to the establishment of the
State Children’s Health Insurance Program (SCHIP), parents of children with
asthma reported that their child’s severity level and quality of care for the condition had improved following enrollment in the program, and about half of the
surveyed parents reported that their child’s overall health had improved (Szilagyi
et al., 2000).
Although the discrete contribution of uninsurance to poorer health among
children and their diminished academic achievement as a result cannot be measured, these costs should not be ignored. These worse outcomes have long-term
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implications for the productive capacity of the American workforce, which is
discussed later in this chapter.
UNINSURANCE AND PUBLIC PROGRAMS
Finding: Public programs, including Medicare, Social Security Disability Insurance, and the criminal justice system almost certainly
have higher budgetary (transfer and economic) costs than they would
if the U.S. population in its entirety had health insurance up to age
65. It is not possible, however, to estimate the extent to which such
program costs are increased as a result of worse health due to lack of
health insurance.
This section explores the potential for savings due to improved health outcomes to accrue to public programs such as Medicare, disability income support
programs, and the criminal justice system, if those who now lack health insurance
were to gain continuous coverage. We assume spending implications for the
Medicare program of the increases in longevity beyond age 65 that would result
from health gains among the currently uninsured population are negligible. Recent studies of the impact of improved health on Medicare expenditures have
found that healthier people have similar discounted costs over their remaining
lifetime to sicker people because the savings from reduced expenditures
with good
S
XP
U
health in the years before death and from postponing
the
high costs
associated
with

7



Ythe additional
years (Singer and
in

death are large enough to pay for medical
care

H
O
L
R
U
'
$S included in its estimates of
RKQ HGhas
Manton, 1998). Likewise, the
RQnot
-Committee
Q
L

Y
L
G
H
increased health capital
FLWchanges
DUFK age 65.
beyond



Some of the potential
 budgetary savings, such as reduced income support
1Rfrom
payments resulting
lower rates of disability, represent changes in the transfer
of resources (i.e., from taxpayers, to the Social Security Disability Insurance [SSDI]
program, to disabled beneficiaries) rather than the conservation of economic
resources. Other potential savings, however, such as a reduction in crimes, prosecution, and incarceration of uninsured people with severe mental illnesses whose
symptoms might be better controlled if they had coverage and appropriate care,
represent resources conserved (i.e., costs avoided), and thus reduced societal economic costs.
Savings to Medicare
The projections presented at the beginning of this chapter of improved longevity and health status among the uninsured do not take into account any
benefits of insuring the uninsured that might extend past age 65 and the acquisition of Medicare coverage (Vigdor, 2003). This is a conservative assumption, one
that most likely underestimates both the health benefits enjoyed by the individuals
who gain additional years and health-related quality of life after age 65 and the
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potential savings to the Medicare program of uninsured individuals entering the
program in poorer health and with health care deficits that demand costly “catch
up” services. The question of whether uninsured adults incur such “catch up”
costs upon gaining Medicare at age 65 is one that researchers and health policy
analysts have speculated about, but one that has not yet been subjected to systematic analysis. The Committee hypothesizes that, based on the evidence that it has
considered of
• health and functional status declines in late middle age among those who
are uninsured or who lose coverage (Baker et al., 2001), and of
• the greater disease severity found among uninsured persons with end-stage
renal disease (ESRD) who enter the Medicare program (Obrador et al., 1999;
Kausz et al., 2000),
uninsured persons gaining Medicare coverage at age 65 use health care services
more intensively and incur program costs higher than they would have had they
been continuously insured prior to age 65. This question is one that merits further
investigation. One obstacle to such research that has stymied researchers so far is
the absence of any information about prior health insurance status in Medicare
beneficiary records and data files. While it is relatively straightforward to analyze
utilization of and expenditures for services by Medicare beneficiaries with the
Medicare Current Beneficiary Survey, a cohort analysis comparing
beneficiaries
PS 
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on the Medicare program.
 Such an analysis could possibly be conducted by


R
1 data sets such as the National Health Interview Survey and the
matching existing
Current Beneficiary Survey.
Disability Income Support
In 2001, the SSDI Program paid benefits to 6.2 million people. Disability
insurance payments to disabled workers and their dependents amounted to $60
billion (SSA, 2002). Disabled workers account for approximately 85 percent of
disability insurance beneficiaries (others are widow[er]s and adult children). The
average age of a disabled worker receiving SSDI payments is 51. About one out of
seven low-income SSDI beneficiaries also receive Supplemental Security Income
(SSI), which is primarily federally funded.6 Unlike SSDI, SSI does not require that
its beneficiaries previously participated in the labor force.

6See Box 4.3 for the Social Security Act definition of disability, which applies to both SSDI and
SSI.
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Although the rate of disability among those over age 65 has declined over the
past several decades (Manton et al., 1997; Freedman and Martin, 1998), the rate
among the working-age population has increased. Lakdawalla and colleagues constructed a model using National Health Interview Survey (NHIS) data from 1970,
1978, 1984, 1990, and 1996 that produced age-specific estimates of disability
prevalence with a smoothing technique that allowed them to avoid the problem of
small sample sizes within each age band. Between 1984 and 1996, the rate of
disability reported in the NHIS, defined in terms of needing help with personal
care or other routine needs, has increased nearly 40 percent among those in their
40s, from 2 percent of the population to nearly 3 percent (Lakdawalla et al.,
2001).7 This increase has coincided with the increasing prevalence of asthma and
diabetes among younger Americans. The researchers found that the increase in
asthma prevalence alone was enough to account for the change in reported disability. Between 1990 and 1996, the proportion of people in the NHIS who report
that their health status was good, fair or poor (in contrast to very good or excellent) grew significantly for people under age 50, remained constant for those
between 50 and 60, and decreased for those older than 60. The authors also
present an alternative but compatible hypothesis to explain increasing rates of
reported disability: changing incentives for disability insurance claims.
The Committee has not attempted to calculate what proportion of disability
income support payments might be avoided with universal health insurance coverage of the population under age 65. Based both on the evidence
of worse health
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one out of every fiveworking
age adults without health insurance had continuous

1R
coverage.
Reductions in Justice System Costs for Uninsured Persons
with Severe Mental Illness
About 1 percent or 2 million adults in the United States have schizophrenia,
a serious and chronic mental illness whose symptoms may include psychosis, and
another 0.7 percent or 1.4 million adults have bipolar disorder (also referred to as
manic-depressive disease), also a chronic mental illness that may involve psychotic
symptoms (Narrow et al., 2002). Fully 20 percent of noninstitutionalized adults
with these severe illnesses lack health insurance (McAlpine and Mechanic, 2000).
Although having health insurance does not guarantee that mental health services
are covered, persons with either public or private insurance are more likely to
receive some kind of care for their condition than are those without coverage

7The NHIS excludes people living in institutions, who are the most disabled.
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(Rabinowitz et al., 1998, 2001; Cooper-Patrick et al., 1999; McAlpine and Mechanic, 2000; Wang et al., 2000). People with severe mental illnesses are particularly vulnerable to losing coverage, either when they can no longer work or
because maintaining enrollment in Medicaid presents major challenges, given
their reduced capacity to navigate complex administrative procedures (Sturm and
Wells, 2000; IOM, 2002a).
One of the consequences of the inadequate treatment of persons with severe
mental illness is their disproportionate and potentially avoidable involvement with
the criminal justice system (Arons, 2000; President’s New Freedom Commission
on Mental Health, 2002). In mid-1998, according to surveys conducted by the
Department of Justice, more than 280,000 mentally ill persons were incarcerated
in U.S. prisons and jails, 16 percent of state prison and local jail inmates, and 7
percent of federal prison inmates (Ditton, 1999). More than half a million probationers (16 percent) also reported a mental condition or an overnight stay in a
mental hospital. Altogether, between 600,000 and 700,000 persons with severe
mental illnesses are jailed each year, primarily for nonviolent offenses (Bazelon
Center for Mental Health Law, 2003). An evaluation of the societal costs of
schizophrenia based on 1991 data and dollars calculated that approximately $2
billion was spent on jailing, prosecuting, and imprisoning schizophrenic offenders
in that year, about 10 percent of the estimated cost of treatment-related services
provided to persons with schizophrenia in that year (Wyatt et al., 1995). Ironically, contact with the criminal justice system increases the chances
that someone
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Perversely, theRdrift
1  of people with mental illnesses into criminal justice has
benefited public mental health systems by shifting their financial burden for
“hard to serve” groups to the budgets of state corrections departments. As a
result, taxpayers’ resources are wasted on expensive and counterproductive incarceration instead of financing more appropriate and effective community mental health and supportive services (2003, p. 2).

Although health insurance coverage alone will not remedy the inadequacies
of treatment of those who have severe mental illness, continuous and permanent
health insurance coverage would improve the chances that persons with severe
mental illness receive appropriate treatment that maintains their ability to function
and reduces symptoms that lead to arrest.
WORKFORCE PARTICIPATION, PRODUCTIVITY,
AND EMPLOYERS
Finding: Individual employers who do not currently provide health
insurance benefits to their employees are unlikely to be economi-
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cally worse off—taking the cost of providing insurance into account—as a result. Any systemic, regional, or national losses of
productivity or productive capacity as a result of uninsurance among
almost one-fifth of the working-age population cannot be measured
with the data now available.
This section considers one aspect of the value of health to individuals: its
impact on work and productivity. Although the information necessary to measure
the impact of uninsurance on these indicators is not available, the Committee
presents analyses that have evaluated discrete aspects of the multiple connections
among the workplace, health insurance, health, and productivity to illuminate the
decisions made about health insurance and the workplace by both employers and
employees. Almost two-thirds (65.6 percent in 2001) of Americans under age 65
have health insurance through their own or a family member’s job (Fronstin
2002). Although the Committee has for the most part adopted the societal perspective in this report, the motivations of and incentives facing employers and
employees are important for understanding labor market outcomes involving
health insurance and for evaluating alternative policy reforms for the financing and
organization of health insurance coverage.
The first section considers workforce participation and the productive capacity of the workforce overall as it is related to health and functional status. The
second section considers evidence relating to incentives for employers to offer

health insurance to their workforce.
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are sick or disabled, their families, and potentially on their employers as well. In
1994, among the 159 million adults aged 18–64, 78.6 percent were in the labor
force. That is, they were employed, just laid off, or actively looking for work.
Among those without any activity limitation, 83 percent were in the labor force. Of
those with any activity limitation, however, only 52 percent were in the labor
force (1994 NHIS, reported in Kraus et al., 1996). Box 4.3 presents estimates of
the population affected by functional limitations and work disabilities.
The lack of health insurance among 18.5 percent of U.S. residents aged 18–
64, almost one out of every five, is one factor contributing to the burden of
disease, functional limitations, and reduced health status of those without coverage. The extent to which the lack of coverage contributes to workforce participa-

8See Janet Currie and Brigitte Madrian’s article, “Health, Health Insurance and the Labor Market”
(1999) for a review of research examining the impact of health status on earnings, productivity and
participation in the work force.
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BOX 4.3
Estimates of Functional Limitations and Work Disability
The size of the U.S. working-age population that is disabled or has health problems that limit their performance of work can be estimated only over a fairly wide
range of values because of the various definitions of disability and health and
functional limitations that are used in different national surveys and analyses of
program and economic data.
The most restrictive definition of the disabled, working-age population is people
who receive benefits from either Social Security Disability Insurance or Supplemental Security Income.1 In 2001, 8.8 million persons between the ages of 18
and 65, 5 percent of the working-age population, received benefits from one or
both of these programs (SSA, 2002).
An alternative source of national data is the Current Population Survey (CPS),
which estimates, from self-reports of work limitations, the proportion of workingage people who are unable to work or who work restricted hours or for limited
periods within the year for reasons of health at 7.6 percent of the working-age
population in 1988, or 11.1 million people (Haveman et al., 1995).
A broader measure of the economic impact of functional limitations and disabilities is that of lost earnings capability, which reflects losses in the productive
capability of the workforce. Haveman and colleagues (1995) define this as the
difference between the actual earnings capability of the working-age population
and what the earnings capability of the population would be in the absence of
health and disability limitations. This broader measure, unlike the calculation of
lost earnings in most cost-of-illness studies, is not influencedby individual prefPS limitations
erences to work and also accounts for the impact7ofUXfunctional
on
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 received disability payments from a public program
health problems or
they
that
1Rresponses to the Survey of Income and Program Participation
and, separately,
[SIPP] on labor force participation and health status and functional limitations).
Depending on how health problems and disabilities were defined (e.g., whether
fair or poor health, or number of limitations in activities of daily living are used),
the SIPP yielded estimates of the population with health limitations that range
from 8.5 million (7 percent of the working-age population) to 24 million people
(nearly 20 percent of the same population.)

1 The Social Security Act defines disability for adults as the inability to engage
in any substantial gainful activity because of a medically determinable physical or
mental impairment that can be expected to result in death or that has lasted or is
expected to last for at least 12 months and is of such severity that not only is the
individual unable to perform his or her previous work, but cannot (considering age,
education, and work experience) engage in any other kind of substantial gainful
work in the national economy (Wunderlich et al., 2002).
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tion, however, has not been studied directly. Conversely, although better health
status is associated with higher incomes and longer working lives, the contribution
that health insurance coverage makes to workplace productivity has not been well
documented.
Although estimates of the prevalence of work disability vary widely depending on both its definition and measurement, the overall economic losses to the
U.S. economy are substantial across the entire range of estimates. For a period in
the mid-1980s, Haveman and colleagues estimated that the economic loss in
earnings capability and productivity for the U.S. working-age population fell
within a range of from $131 billion annually for a narrowly defined health-limited
and disabled population (7 percent of the working-age population) to $285 billion
annually for a more broadly defined population with health limitations (including
up to 20 percent of the working-age population). These amounts represent a loss
of about 5 to 10 percent of the potential earnings capacity of the entire U.S.
working-age population (Haveman et al., 1995).
Whether and how employers or the economy at large captures any of the
benefits of increased worker productivity due to improved health (in addition to
the benefits reaped by individual workers) is another question that cannot be
resolved with research to date. In international comparisons of economic productivity, Bloom and colleagues (2001) conducted a cross-sectional study of national
economic performance as a function of population health. They hypothesized that
the positive individual productivity impacts of education and
 good health could
XPS The
U
have positive spillover effects on the productivity of
coworkers.
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contributing to1
a R4-percent increase in aggregate national output. Although this
study tells us nothing about impacts of health insurance coverage per se, it suggests
that not only direct but also spillover productivity effects can be investigated.
Employment-based Health Insurance
This section explores the economic implications for employers of the decision
to offer employees health insurance as a benefit of employment. As discussed in
Box 4.4, most economists conclude that employees as a group ultimately bear the
cost of employer contributions to health insurance premiums through reduced
cash wages. Federal and state tax subsidies, however, make it relatively more
attractive for employees to receive compensation as health benefits than as wages
and thus serve to encourage employers to include health insurance as a benefit of
employment.
Employer offers of health insurance benefits to employees need not be all or
nothing; employers may legally limit the offer of benefits to employees who work
a minimum number of hours per week and to those who have been employed for
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BOX 4.4
The Incidence of the Employer Premium Contribution
Standard economic theory posits that employers do not, in most instances,
bear the costs of premiums paid for their employees’ health insurance, but rather
that employers reduce cash wages dollar-for-dollar (adjusted for tax treatment) for
any premium payments made on behalf of their employees (Pauly, 1997; Currie
and Madrian, 1999). Employees often benefit from having their pretax earnings
decreased because they get health insurance at an advantageous group rate and
because their wages after taxes fall by only a fraction of the pretax reduction. On
average, the marginal federal tax rate on wage income is about 26 percent and
the Social Security tax is 15.3 percent up to $87,000 annual earned income in
2003 (or 7.65 percent if the employee share is excluded).1,2 State income tax for
all but the 9 states without one adds another 3 to 10 percent.2
For each $100 decrease in pretax wages associated with health insurance,
then, the average employee only sees a decline in after-tax earnings of between
$50 and $60. For workers with lower incomes and thus lower marginal tax rates,
this decline in after-tax income is smaller and the subsidy is smaller. For workers
with higher wages and higher marginal rates, the decline is larger and the subsidy
is larger. Because many of the taxes are flat, have caps, or are regressive, the
overall progressivity is less than indicated here. The distribution of benefits across
workers within a firm depends on how the costs of health insurance are allocated
among the workers, as well as on the workers’ marginal tax rates.
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1This includes the 2.9 percent (1.45 percent excluding the employee share)

a minimum length of time such as 6 months or a year. They may not, however,
discriminate among classes of workers with respect to offering health insurance
benefits by characteristics such as level of compensation (Farber and Levy, 2000;
Christensen et al., 2002).
Could employers who do not offer health insurance benefits to any of their
employees improve their profitability if they did so? (The same question could be
asked of employers that exclude certain groups of employees, such as part-time
workers or recent hires, but the calculus of the employer’s advantage would have
different parameters in the marginal case.) Are there benefits that accrue to the
particular employers who do offer health insurance that make the costs of doing so
worthwhile? More narrowly, is there empirical evidence of such benefits? Would
these benefits accrue to other employers that currently do not offer health insurance if they were to provide health benefits? Box 4.5 describes recent trends in
employment-sponsored health insurance.
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BOX 4.5
Recent Trends in Employer Health Insurance Coverage
Even though the number of firms offering health insurance to at least some of
their workers has increased in recent years, the proportion of workers with an offer
of coverage has decreased. Between 1979 and 1998, the proportion of workers
with insurance provided by their own employer fell from 66 percent to 54 percent
(Medoff et al., 2001). This decline accompanied a shift in that 20-year period from
manufacturing jobs to service jobs and from large employers to small employers,
who in either case are less likely to offer insurance to their employees. Shifts in
industry and occupation accounted for about 30 percent of the decline in employment-based coverage. The rest was the result of a widespread drop in coverage in
nearly all industries. See Figure 4.1 for changes in employment-based coverage
over time.
The decline in coverage among wage earners is not distributed uniformly
across the labor force, however. Over the period 1979–1998, the percentage of
private-sector workers aged 21–64 with insurance from their own employer fell
from 72 to 60 percent.1 The percentage of workers with such insurance in the
highest income quintile fell from 90 to 80 percent. The percentage of workers with
such insurance in the lowest 20 percent of the wage distribution fell from 42 to 26
percent. As posited by economic theory, the decline in the insurance status among
workers is larger for the low-wage workers whose productivity increases are likely
to be smaller than the increase in premiums.
Several studies have confirmed that declining take-up rates of employmentbased coverage are a major component of overall declines S
in coverage (Cooper
P  the
XExamining
U
and Schone, 1997; Farber and Levy, 2000; Cutler, 2002).
7
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R
1 constant between 1988 and 2001 at about 80 percent, and the
remained roughly
eligibility for coverage in firms offering benefits declined only slightly from 93 to 91
percent over the same period, the take-up rate among eligible workers declined
from 88 to 85 percent. Among full-time, full-year male workers, for whom offers of
and eligibility for coverage are higher than for other workers, the take-up rate
among those eligible declined even more over this period, from 94 to 90 percent.
Cutler’s analysis attributes 61 percent of decline in workers’ coverage from their
own employer to changes in take-up and the remainder to changes in eligibility.
Among full-time male workers, changes in take-up accounted for 80 percent of the
decline in own-employer coverage. Using data from employer surveys over this
period to model the change in take-up rates as a function of the health insurance
premium price faced by the employee, Cutler concluded that nearly all of the decrease in the take-up of insurance coverage between 1988 and 2001 could be
attributed to increases in employee share of premiums over this same period.

1This calculation does not take into account those with health insurance
through a family member’s employment benefit.
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FIGURE 4.1 Percent of private-sector employees with insurance from own employer, by
hourly wage quintile, 1979–1998.
NOTE: In 1998, the lowest 20 percent earned less than $7 per hour and the highest 20
percent earned more than $21 per hour.
SOURCE: Medoff et al., 2001. Data from the Current Population Surveys: May 1979,
1983, 1988; March 1996, 1999.
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Although employees
have reasons to want health insurance as part of their
1
compensation package and employers also have reasons to provide this workplace
benefit, the extent to which employers realize tangible financial benefit from
having an insured workforce is not well documented. Two recent surveys of
health services and economics research identify the possible reasons that employers
might be willing to accept higher production costs in order to provide health
insurance to their employees and review the evidence for this proposition
(Buchmueller, 2000; O’Brien, 2003). These review articles encompass and expand
on much of the discussion that follows.
Having health insurance as part of the offered wage may help employers to
attract employees more easily. However, employment situations that provide
health insurance benefits may attract workers in relatively worse health or those
with sick dependents, which can increase an employer’s group premium rate. Still,
even healthy employees may value health insurance at more than the forgone
wages. Second, health insurance may also help employers to retain workers once
they are recruited, although insurance may not be more effective in retaining
employees than the equivalent wage (Gruber and Madrian, 2001). Because chang-
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ing jobs often entails an interruption in or loss of coverage during which the
employee or his family may be financially exposed to uninsured health expenses,
an aversion to this risk may help keep workers in a firm. This phenomenon, called
job lock, may or may not benefit the employer. If it increases retention of valued
workers, it is positive for the employer. On the other hand, if an employer is
unable to attract a desired worker from another firm because of the preferred set of
health insurance benefits offered by the current employer, the recruiting employer
may feel disadvantaged, and offering benefits can be viewed as providing an
advantage to the current employer.
Health insurance may enhance worker effort and productivity because workers may feel that insurance is part of the package that makes a job a desirable one.
Employees may work harder if they believe it would be difficult to find an
equivalent or better paying job that included health insurance. Health insurance,
then, may be considered an employer investment in employees along with education and training, services offered to employees, and general workplace environment for the purpose of maintaining morale and retaining workers. As Buchmueller
notes, however, a particular employer will not necessarily reap the benefits of her
investment in the better health consequent to offering health insurance to employees; to the extent the worker has the ability to move between employers,
another employer may benefit from the worker’s enhanced productivity. If longterm health gains can be realized from having health insurance, the benefits would
only accrue to the employer if employees were retained for
a number of years.
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XinPtheir
U
Employers that experience relatively high turnover
7



Y health
insurance
offered

likely continue to do so even if they
coverage

H
O
L
R
U
KQ' GRQ$S
R
(Buchmueller, 2000).

Q
H
L


Y
FLWHG DUFKL



Employer Surveys
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Employer surveys and business management literature reveal that employers
believe that health insurance contributes positively to firm performance. Threequarters of small employers that offer health benefits reported in one national
survey that these benefits had a positive effect on recruitment, on employee
retention, or on employee attitudes and performance. About two-thirds believed
that health benefits contributed to better employee health, and more than half
reported that the benefits helped reduce absenteeism (Fronstin and Helman, 2000).
The Employee Benefit Research Institute and the Consumer Health Education Council recently conducted a Web-based, nonrepresentative survey of 800
firms of all sizes (representing 3 million full- and part-time workers) to determine
employer attitudes and policies regarding workplace health benefits (Christensen
et al., 2002). Virtually all respondents (97 percent) represented firms that offered
health insurance to full-time employees and a third of them to part-time employees. Eighty percent of the respondents identified health benefits as “extremely” or
“very important” in recruiting and retaining workers. Forty percent thought that
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such benefits were extremely or very important for improving worker productivity.
Health Benefits and Workplace Productivity Studies
Although employers who offer health benefits view them positively, the
evidence for improved employee health and productivity as a result of health
insurance is limited and mixed. Studies of absenteeism rarely include health insurance as an explanatory variable and provide little support for the notion that
absenteeism is decreased by health insurance. One simulation study indicates that
physician visits and work absences substitute for each other. That is, ill workers
have fewer days absent if they receive medical attention, which requires taking
time off from work, and they are more likely to receive medical attention if they
have health insurance. Health insurance coverage and sick leave benefits together,
however, increase both the number of workers taking sick days and the number of
sick days taken (Gilleskie, 1998). Thus, having health insurance cannot be shown
to reduce absenteeism.
Studies have demonstrated that impaired health is related to absenteeism and
reduced productivity (Chirikos and Nestel, 1985; Greenberg et al., 1995; Berndt
et al., 1997; Bound et al., 1999; Druss et al., 2001; Fronstin and Holtmann, 2000;
Blau and Gilleskie, 2001; Kessler et al., 2001a,b; Ramsey et al., 2002). Particular
health care interventions have been demonstrated to make a difference for indiUXPS hours worked,
vidual labor market outcomes, including labor force
7participation,
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1REttner
Berndt et al., 1997;
et al., 1997; Greenberg et al., 1999; Kessler et al., 1999;
Berndt et al., 2000; Birnbaum et al., 2002). Other studies have found that workers
in poor health are more likely to quit work or retire early than are workers in
better health (Diamond and Hausman, 1984; NAAS, 2000). Still, the measurement of workplace productivity in relation to health and as a function of particular
health interventions is a relatively young field.
Greenberg and colleagues (1995) suggest that employers can take either a
narrow view of illness-related costs in the workplace or a much broader view. In
the former case, employers focus only on their out-of-pocket costs related to
illness and health care, including employer health insurance premium contributions, employer contributions to the Medicare trust fund, workers’ compensation
and temporary disability insurance, and in-house health services. In the latter case,
adopting a broader view, employers take into account indirect costs related to
their decisions about health care. These indirect costs include productivity effects,
in terms of both performance on the job and health-related absences. These
authors propose a model to estimate the value of employee productivity lost to
illness rates, based on both the prevalence of the illness in the workforce (the
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impairment rate) and the annual percentage of work time affected by the illness.
Obviously, both of these factors vary by the illness in question. Particular employers also must consider the wage profiles of the employees affected in order to
calculate their specific costs.
A number of management tools for the measurement of workplace productivity are currently under development (Lynch and Riedel, 2001). Experts in the
field of health and productivity management stress the importance of focusing
analyses relatively narrowly on particular health conditions and job performance
requirements and criteria if these tools are to be useful to managers. Although this
field of inquiry is promising, it has little to contribute at this time to informing an
employer’s decision to offer workers health insurance benefits.
The benefits of having healthier workers may include reductions in other
labor costs, especially long-term and short-term disability insurance rates and
workers compensation costs. Studies of workers compensation and health insurance fail to show significant reductions in these related costs, however (Card and
McCall, 1996; Buchmueller, 2000). Experience rating of workers compensation
premiums for large firms might show small reductions, but virtually all those firms
offer health insurance to at least some of their employees anyway. Small firms that
do not offer health insurance are also not paying workers compensation premiums
that vary with their own employees’ claims experience.
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1 to curb the more extreme of these practices. These reforms
enacted legislation
The Small Group Market

have neither resulted in the increase in coverage of workers hoped for by the
reformers, nor in the decrease feared by the critics of those reforms. Overall, the
impacts of reform legislation have not been large. One reason for this may be that
small employers are not aware of the reforms and may continue to have a distorted
impression of the barriers to their offering insurance (Fronstin and Helman, 2000;
Mulkey and Yegian, 2001). Education of small employers might help to expand
coverage, although its potential impact is limited.
Many small employers are also employers of relatively low-waged workers.
The cost of health insurance benefits represents a proportionately larger share of
low-waged workers’ total compensation package than it does for higher-waged
workers. Both the employers of low-waged workers and low-waged workers
themselves may be reluctant to trade off take-home pay for health benefits (Hadley
and Reschovsky, 2002).
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Summary
Evidence shows that, other things being equal, having health insurance improves the health of working-age Americans (Hadley, 2002; IOM, 2002a). Nonetheless, the information available does not lead to the conclusion that any productivity benefits accruing to individual employers of insured workers are sufficient to
induce them to offer health insurance when offering it increases their payroll costs.
Worker demand for health insurance is the primary determinant of whether or not
a firm offers it (Buchmueller, 2000; Christensen et al., 2002). Those employers
that provide this workplace benefit have demonstrated the value that they ascribe
to it through their action. The “business case” probably cannot be made, however, for the group of employers that now do not offer it to any workers, predominantly smaller and lower-wage firms. It is unlikely that additional small
employers can be induced to offer health insurance to their workers without
additional public subsidies.
HEALTH SYSTEMS IMPACTS
Finding: Not only those who lack coverage but others in their
communities may experience reduced access to and availability of
primary care and hospital services resulting from relatively high
rates of uninsurance that imperil the financial viability of health care
providers and institutions. In addition, population
S health resources
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1
Uninsurance throughout the United States at its present level (16.5 percent of
the population below the age of 65) has deleterious effects on the financial stability
of health care providers and institutions and may affect the availability and quality
of health care services not only to those who lack coverage but also to others who
share common health care facilities and community resources (IOM, 2003a).
Although extensive insurance coverage has led to excess capacity in the health care
system over the past three decades, this trend has recently been countered by its
converse. In this section, the Committee summarizes its findings, presented in A
Shared Destiny: Community Effects of Uninsurance, regarding two aspects of health
care services that are adversely affected by uninsurance: the availability and quality
of personal health care services within communities and the ability of public health
agencies to perform their core mission of protecting population health.
Access to and Quality of Health Care
As discussed in Chapter 3, health care practitioners and institutions provide
substantial amounts of uncompensated care to uninsured patients. The cost of this
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care is ultimately borne by providers themselves as bad debt and donated services,
local, state, and federal taxpayers; and, to a much lesser extent, organized philanthropy. Where support and subsidies for care provided to uninsured patients is not
adequate, physicians, clinics and hospitals may cut back or withdraw services from
areas with large uninsured populations, affecting access to and quality of care to
local residents more broadly. A Shared Destiny assesses available evidence about
what happens, and lays out the Committee’s hypotheses about what reasonably
can be expected to happen within communities when one factor, the local rate of
uninsurance, is relatively high or rising. This section reviews the findings from that
report and suggests how health insurance coverage for the whole population could
improve the availability and quality of health care within communities.
The effects of uninsurance at the community level are components for assembling the national picture of spillover costs. These effects are often easier to detect
locally than nationally, where the aggregation of information averages out marked
local variation in the organization, financing, and delivery of health care. One key
causal pathway by which uninsurance affects communities is lower provider revenues resulting from the combination of less use of services by the uninsured
compared with that of insured persons and the costs of uncompensated care that
providers incur when uninsured patients receive services for which they cannot
pay.
Uninsurance may affect the availability of health services within communities.
In an effort to avoid the burden of uncompensated care or to minimize its impact
XPScut back
on the financial bottom line, health care providers
7Umay
 on services,


Y

 emergency de SULOhospital
reduce staffing, relocate, or close. Already
overcrowded
H
R
' increasingly
$ serve as the provider of first
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partments may be further strained
-Ras
GRQ
Q
H
L

Y
L
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K
and last resort for uninsured
FLWH patients.
DUF Physicians’ offices or even hospitals may



relocate away from areas
of towns or entire communities that have concentrations
1R Especially for institutions that serve a high proportion of
of uninsured persons.
uninsured patients such as center-city community hospitals or academic medical
centers, a large or growing number of uninsured persons seeking health care may
“tip” a hospital’s or clinic’s financial margin from positive to negative.
The quality of care for both uninsured and insured persons may be adversely
affected by uninsurance within the community. The IOM Committee on the
Quality of Health Care in America describes the goals for health care in the
United States as a systematic approach to care that is safe, effective, patient centered, timely, efficient, and equitable for all Americans, irrespective of insurance
status (IOM, 2001b). While the Committee’s second and third reports, Care
Without Coverage and Health Insurance Is a Family Matter, have documented the
lesser effectiveness of health care received by the uninsured, its fourth report
considers how high uninsured rates undermine the capacity of health care institutions to provide high-quality care more generally. A Shared Destiny documents
reduced availability within the community to clinic-based primary care, specialty
services, and hospital-based care, particularly emergency medical services and
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trauma care, in areas with relatively large uninsured populations (Gaskin and
Needleman, 2003; Needleman and Gaskin, 2003).
Reduced access to primary care increases the demand for services by both
insured and uninsured persons in already overcrowded hospital emergency departments (EDs) (Derlet, 1992; Grumbach et al., 1993; Baker et al., 1994; Billings et
al., 2000). In 1986, the Emergency Medical Treatment and Labor Act (EMTALA),
which was conceived to counter the practice of hospitals turning away or inappropriately transferring patients who did not have the means to pay for their care,
established a right to medical screening and stabilization and hospitalization, if
necessary, for all patients presenting to EDs for treatment regardless of ability to
pay (Bitterman, 2002). Thus hospital EDs may be one of the few health care
providers to whom uninsured patients can turn when they seek routine or urgent,
as well as emergency care.
Large metropolitan areas and multicounty rural areas depend on highly specialized and resource-intensive care provided by trauma centers affiliated with
EDs. The lack of adequate financing for the emergent care of uninsured ED and
trauma patients risks diminished access for all residents of a region. In many urban
and rural areas, hospital emergency departments are often filled beyond capacity,
affecting all who rely on them (Richards et al., 2000; Derlet et al., 2001; Lewin
Group, 2002).
Relatively high uninsured rates are associated with the lessened availability of
on-call specialty services to hospital emergency departments
 and the decreased
XPS forpatients
U
ability of primary care providers to obtain specialty
referrals
who are

7


 2001; Bitterman,
Y and

members of medically underserved groups
(Asplin
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2002). One strategic response
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GRQto such cost pressures has been to
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L
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eliminate specialty services
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DUFK high levels of uncompensated care, such
relatively



as burn units, traumacare,
  pediatric and neonatal intensive care, emergency psy1Rservices,
chiatric inpatient
and HIV/AIDS care (Gaskin, 1999; Commonwealth
Fund Task Force on Academic Health Centers, 2001). In rural areas, all residents
may experience lessened access to specialty care (as with primary care) if providers
leave the community because of financially unviable practice conditions (Ormond
et al., 2000).
The health sector is a critical component of many local economies, particularly in rural areas, where hospitals serve as social, historic, and civic anchors, as
well as economic engines. A high uninsured rate and the corresponding burden of
uncompensated care on the local health care system may reduce the economic
base of the community. The economic role of local hospitals is particularly influential in rural areas (Cordes et al., 1999; Colgan, 2002). Rural hospital closings
result in the loss of community physicians and the jobs and tax revenues that
private practices generate (Hartley and Lapping, 2000; Doeksen et al., 1997).
Public financing, particularly through Medicare and Medicaid, is also especially
important for the rural health services infrastructure (Cordes, 1998). Universal
health insurance coverage could be expected to reinforce the health services
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infrastructure similarly because it would provide a stable source of revenues for
providers and one that corresponds to the size of the population served.
Public Health System Capacity
The sheer number of uninsured persons in an area adds to the community
burden of disease and disability. Uninsured children and adults have diminished
health status and greater likelihood of premature mortality, in part because they
receive less timely and appropriate care. Geographic differences in self-reported
health status across the states and across urban, suburban, and nonmetropolitan
communities are negatively correlated with the local uninsured rate, suggesting
unmet health needs (Cunningham and Ginsburg, 2001; Holahan, 2002).
Areas with higher uninsured rates and correspondingly higher burdens of
disease place relatively greater demands on the population-based public health
services that health departments provide, because uninsured residents are more
likely to rely on these services (e.g., immunization and well-baby clinics, treatment for sexually transmitted and other communicable diseases) than are residents
with public or private health insurance (IOM, 2003b). Health departments in
communities with higher uninsured rates, however, are also likely to face higher
demands to provide personal health services to uninsured persons, in their role as
providers of last resort. Budgets for population-based public health, including
disease and immunization surveillance, emergency preparedness,
environmental

XPS ofacommunity,
U
health, and restaurant inspections, which benefit allmembers
can

7

or
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pay for safety-net
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D (IOM, 1988, 2003b). In many parts of the



country, health department
 officials have expressed their perceptions of being
Rincreasing
caught between1the
demand and need for care of growing numbers of
uninsured persons and diminished budgets (Goldberg, 1998; Lewin and Altman,
2000). Some health departments have tried to address the unmet health needs of
sizable or growing uninsured populations by shifting discretionary funds toward
the delivery of health services at the expense of population-based public health
programs (IOM, 2003a,b).
One result of the cutting back in population-based public health activities is
the risk of higher incidence and prevalence of vaccine-preventable and communicable diseases, especially in areas where health departments have been chronically
short of funding. Communicable disease control is a core health department
function that helps prevent the spread of disease through the screening, tracing and
notification, and for some diseases, treatment, of persons with whom an infected
individual has come into contact. For example, underimmunization increases the
vulnerability of entire communities to outbreaks of diseases such as measles, pertussis (whooping cough), and rubella (IOM, 2000). Both categorical immunization efforts and public and private health insurance that provide these services to
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their enrollees are needed to ensure adequate levels of immunization among
children and adults (DeBuono, 2000; Fairbrother et al., 2000; Sisk, 2000). Uninsured children and adults are both the primary clientele of health department
immunization programs and substantially tax the capacity of these public agencies
to serve them.
To give another example, tuberculosis (TB) is a preventable and treatable
contagious disease whose spread may be exacerbated by community uninsurance.
In past years linked with HIV/AIDS, substance abuse, and life in institutional
settings (e.g., homeless shelters, prisons), TB more recently has been associated
with low-income, foreign-born communities in urban areas, along the southwestern U.S. border, and in other medically underserved communities with high
uninsured rates (Geiter, 2000; CDC, 2001; Kershaw, 2002). Timely diagnosis and
appropriate treatment are integral to stemming the transmission of TB. Inadequate
access to primary and follow-up care has contributed to the increase in drugresistant tuberculosis, which poses a public health threat (CDC, 1999). Screening
for TB, contact tracing, notification, and oversight of the daily medical treatment
that the disease requires are all part of the communicable disease control activities
carried out by health departments. The diversion of resources from communicable
disease control to the provision of personal health care services to uninsured and
other medically indigent residents has been cited by health department officials as
likely to result in increased numbers of persons with tuberculosis (Geiter, 2000).
The diversion of resources from public and population
 health activities to
XPS
U
personal health care for uninsured persons is particularly
dangerous
7
 because this
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those who now lack itwill
  certainly require public resources in addition to those
R
1
that health departments spend on personal health care for the same populations.
Financing the personal health care of uninsured Americans through insurance
mechanisms instead of as direct services would, however, make public resource
allocations and programmatic tradeoffs more transparent than they are at present.
SUMMARY
In this chapter the Committee has examined a variety of internal (private) and
external (societal) economic implications of the lack of insurance within the
United States. Many of these cannot be quantified. The Committee has undertaken an innovative approach to gauging the probable magnitude of the opportunity costs associated with uninsurance within the American populace. By estimating the monetary value of the diminished health and longevity among uninsured
children and adults, consistent with the practices of federal agencies that make
policy choices about investments in health and safety, the Committee has exposed
some of the hidden costs of uninsurance.
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The following chapter presents estimates of the resources that would be
needed to increase the health services utilization of uninsured children and adults
to the levels used by their insured counterparts. These estimates of resource
demands will be used in the concluding chapter, along with the estimates of the
value of forgone healthy life years presented in this chapter, to consider the costeffectiveness of providing health insurance to those currently uninsured.
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5
The Cost of the Additional
Care That the Uninsured
Would Use If They Had
Insurance Coverage

Providing health insurance would increase the life expectancy and reduce the
morbidity of those who now lack it. In Care Without Coverage, the Committee
concluded that those without coverage have higher morbidity
 and decreased life
XPS the
U
expectancy as a result of being uninsured. Insurance
improves
 and well7
health


Y LOservices,
 timely care, and
preventive

being of the insured by increasing accessRto
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 D those without coverage would be expected



to use if they had coverage.
 The more timely care, better prevention, and better
R are the mechanisms by which insurance improves the
access to health1services
health and well-being of the insured.
Here the Committee considers estimates of the costs of the additional care
that would be provided if everyone in the United States had continuous health
insurance coverage. The costs of this “additional care,” the difference between the
amount of health care services that the uninsured actually use and what they might
be expected to use if they had coverage, are new economic costs of expanding
coverage to the entire U.S. population. The Committee reviews and compares the
results from one earlier and two recent statistical analyses of differences in utilization and expenditures among those who are uninsured, have private health insurance, and have public coverage, adjusting for observable differences among these
populations. These analyses help predict the new costs (at the societal level) of the
additional services that those who are now uninsured would use if they gained
health insurance. The cost projections do not speak to the distribution of new
costs among taxpayers, enrollees, and other payers nor do they make any assumptions about redistribution of present cost burdens for care provided to the uninsured among payers and providers of that care. Each set of projections of the
95
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increase in costs is predicated on there being no major structural changes or
reforms in the way health care is financed and delivered. The forecasts also assume
no major differences in the mix of plans that would cover the uninsured from
those which now cover the privately or publicly insured populations, in terms of
scope of benefits, extent of coverage (levels of deductibles, copayments, stop
losses, and other cost-sharing elements), or utilization review and other care
management practices.
In addition, the estimates that follow assume that the current capacity of the
health care system is sufficient to meet the increased demand without generating
additional inflation in health care prices. This assumption may not hold in those
localities with particularly large uninsured populations and limited health care
delivery resources. In any case, estimates of inflation in health care prices would
depend on the particular features of a proposed health care reform, including any
explicit cost control elements. The possible alternatives are too numerous to be
considered in this report.
In what follows, the Committee presents results from the studies by Long and
Marquis (1994), by Miller, Banthin, and Moeller (2003), and by Hadley and
Holahan (2003b). We do not review the older literature on comparisons of
alternative health plans because the estimates depend on very specific features and
are usually targeted at the cost of the entire reform proposal, not just the increase
in cost for covering those currently uninsured. Typically, the latter is much smaller
than the former. We also do not review studies of the effects
of cost sharing on
S
XofPreviews
U
demand for health services because there are a number
 the literature
7


in
and
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 AND MARQUIS ESTIMATES, 1994
1RLONG

Stephen Long and Susan Marquis (1994) predicted the additional ambulatory
and hospital care that the population without health insurance could be expected
to use if they had health insurance. Their work was based on data from the middle
to late 1980s from three nationally representative surveys: the National Medical
Expenditure Survey (NMES), the Survey of Income and Program Participation
(SIPP), and the Health Interview Survey (HIS). Based on their estimates of differences in use, they predicted the utilization experience that uninsured people
would be expected to have if they were in a typical employment-based plan. The
1987 NMES provided the uninsured population sample, updated by the Census
Bureau’s Current Population Survey (CPS) to account for changes in the size and
mix in the uninsured population between 1987 and 1992. The authors termed the
difference in utilization for this standard population in the uninsured and insured
states as the “access gap” attributable to lacking coverage. The model assumed that
other aspects of health care financing and delivery, such as the mix of prepaid and
fee-for-service health plans, cost-sharing provisions, and scope of benefits, re-
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mained unchanged. The model assumed no changes in unit prices for services as a
result of the increased coverage or any cost-containment efforts.
Long and Marquis reported that uninsured adults have approximately 60
percent of the outpatient visits and 70 percent of the hospital days annually as they
would if they had been insured. Uninsured children were estimated to use ambulatory services at about 70 percent of the rate that they would have if insured, and
to use hospital days at 80 percent of the insured level. Adults and children in fair
or poor health had a greater “access gap” than those with good or excellent health
(i.e., with health insurance coverage they could be expected to increase their use
of services relatively more than those in better baseline health).
Long and Marquis estimated that the incremental cost of ambulatory and
hospital inpatient services to the population gaining health insurance would amount
to $20 billion in 1993 dollars (about $ 28.6 billion in 2001 dollars), nearly a 50
percent increase in the spending for this population (the uninsured) for these
services. This amount represented 2.2 percent of total national spending for health
care in 1993. Adjusting the estimates for the difference in the number of uninsured
in 2001 and in 1993, the estimate grows to $35 billion, assuming no differences in
the mix of demographic, health, and socioeconomic characteristics of the uninsured between the late 1980s and 2001.
MILLER, BANTHIN, AND MOELLER ESTIMATES

S
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more recent data to
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uninsured updated toF2002.
Dmodel estimates reflect the health status, utiliza


tion, and expenditures
of respondents in the 1996, 1997, and 1998 Medical
1RSurvey
Expenditure Panel
(MEPS). In order to produce current cost estimates, the
sample population weights from the 3 years were adjusted to those of the March
2002 CPS, and 1996, 1997, and 1998 expenditures were calibrated by type of
service and source of payment to the 2002 National Health Accounts to reflect the
growth in expenditures between the sample year and 2002. This pooled MEPS
sample produced estimates of roughly 34 million persons under age 65 uninsured
for the entire year and 31 million additional persons uninsured for some part of the
year.
Because the uninsured, privately insured, and publicly insured differ in many
characteristics beyond their insurance status, the authors adjusted differences in the
estimated costs of services for differences in their age, race, sex, proportion of
women of child-bearing age, family income and size, education, region, urbanicity,
disability, health and decedent status, body mass index, and number of chronic
conditions. They used a standard set of models that are employed to deal with the
very skewed nature of expenditure data in order to make their estimates robust to
extreme cases (Duan et al., 1983).
The authors developed alternative models to produce upper- and lower-
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bound estimates of the incremental service costs of expanding coverage to the
uninsured. The lower-bound model was based on the experience of those who
lacked health insurance for a full year and were not eligible for either private or
public insurance. To study this case, they limited the “uninsured” sample to
respondents who were uninsured for the full year, who had no offer of workplace
coverage, and who were not eligible for Medicaid. The authors used the experience of this subgroup that did not have an opportunity to obtain coverage to
minimize the correlation of unobserved differences in the propensity to use health
care services with actual health insurance status. The authors reasoned that, because the population of uninsured individuals who had an offer of or eligibility for
coverage includes individuals who are least likely to use health care (and thus forgo
an opportunity to take up coverage), averaging in their utilization experience with
that of the “insured” group reduces the difference between the utilization of the
uninsured group and the insured group. This makes the estimated incremental costs
of insuring the uninsured less than they would be otherwise. Those uninsured
without an offer of or eligibility for coverage accounted for just one-third (32
percent) of all persons who were uninsured for all or part of the year. The
remaining uninsured were included in either a private insurance (group or individual) or Medicaid category if they had that coverage for at least one month or if
they had an offer of workplace coverage or qualified for but were not enrolled in
Medicaid. In order to predict the incremental expenditures under universal private
or public health insurance, the authors “scaled up” the projected
expenditures for
PS for
Xeligibility
U
the subgroup of uninsured without an offer ofor
7
  coverage to
Y
part
for
uninsured

account for the entire population of individuals
or all of a year.
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viduals who were uninsured
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R
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for private or Medicaid coverage. Their predicted utilization was based on the experience of only those individuals covered for the full year
by either private group insurance or Medicaid, thus maximizing the differences in
service use and costs between the model’s uninsured and insured groups. From
these models, the authors estimated the cost of expanding coverage to each of four
subgroups of the uninsured: full-year uninsured, who either had or did not have
an offer or eligibility for coverage, and part-year uninsured, who either had
coverage for less than 6 months or for 6 through 11 months.
Expenditures for those uninsured for part of the year only, who started off
with much higher annual health care spending, increased much less over the
baseline, ranging from a 3 percent decrease in spending for those uninsured for less
than 6 months assuming Medicaid coverage, to a 58 percent increase in baseline
spending for those uninsured 6 months or more, assuming private coverage.
Providing private coverage to those who currently are not eligible for either
public or private coverage would increase their per capita annual expenditures by
205 percent (by $1,911 in 2002 dollars) of their baseline (uninsured) expenditures
of $934. Alternatively, expanding Medicaid coverage to include these uninsured
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TABLE 5.1 Simulated Medical Spending per Uninsured Person: Two
Alternative Benchmarks by Length of Time Uninsured and Existence of an
Offer or Eligibility for Coverage (2002 dollars)
Simulated Spending
Baseline
Insurance
Status

Baseline

“Average” Private
Group Coverage

“Average”
Medicaid

All Uninsured

$1,217

$2,302 (89%)a

$1,962 (61%)

Part-Year Uninsured
< 6 months
≥ 6 months

$1,779
$1,350

$2,028 (14%)
$2,128 (58%)

$1,732 (-3%)
$1,815 (35%)

Full-Year Uninsured
With offer or eligibility
No offer or eligibility

$778
$934

$1,978 (154%)
$2,844 (205%)

$1,685 (117%)
$2,421 (159%)

aPercentage increase from baseline spending level.
SOURCE: Miller et al., 2003. Data from 1996, 1997, and 1998 MEPS.
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Table 5.2 shows the projected
increases
in the aggregate for the


uninsured
four subgroups1ofRthe
and overall. The estimated incremental health
expenditures for all groups of the uninsured, assuming a pattern of utilization and
spending that matched the average of all group private insurance, range from
$44.9 to $57.4 billion for 2002 and, assuming utilization and spending comparable
to the national average per capita Medicaid experience, range from $35.1 to $38.1
billion. These estimates deduct the estimated value of in-kind uncompensated care
(that is, uncompensated care for which no revenue support stream can be identified) provided to the uninsured of $13.5 billion under the private plan alternative
and of $10.6 billion under the Medicaid alternative.
Miller and colleagues also estimated a range of values for the new costs that
would be associated with administering the newly insured health services. They
base their estimates on national health account estimates of the percentages of
public and private health expenditures spent on insurance administration (4.5 and
8.3 percent, respectively). Administrative costs for the incremental services that
the uninsured would use with health insurance range from $3 billion based on a
Medicaid expansion to $9–$10 billion with an expansion based on private coverage.
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TABLE 5.2 Simulated Incremental Spending for All Uninsured:
Two Alternative Benchmarks (2002 dollars, in billions)
Simulated Spending

All Uninsured
Lower bound
Upper bound

“Average” Private
Group Coverage

“Average”
Medicaid

$44.9a
$57.4a

$35.1b
$38.1b

aIncremental medical spending includes a reduction of an estimated $13.5 billion in in-kind uncompensated care.
bIncremental medical spending includes a reduction of an estimated $10.6 billion in in-kind uncompensated care.
SOURCE: Miller et al., 2003. Data from 1996, 1997, and 1998 MEPS.

HADLEY AND HOLAHAN ESTIMATES
Jack Hadley and John Holahan (2003b), economists at The Urban Institute,
conducted a similar analysis using somewhat different modeling and working
assumptions. These authors used the same 3-year pooled sample of MEPS reS
spondents for 1996–1998 to simulate the costs ofcoverage
 uninsured as
7UXP for
the
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they had used to estimate actual healthRexpenditures
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literature suggests that
patterns
of
utilization
for children and adults respond



1Rsharing
differently to cost
(Valdez et al., 1986; Newhouse et al., 1993). Hadley
and Holahan made adjustments to the MEPS data comparable to those the
AHRQ economists had made. They inflated the expenditures to 2001 levels and
adjusted for undercounting of uncompensated care in MEPS using National
Health Accounts statistics.
Unlike the analysis by Miller and colleagues, Hadley and Holahan limited
their sample of privately insured people to those with family incomes less than 400
percent of the federal poverty line. Thus, they assumed that the uninsured’s
response to insurance will be the same as that for other low- to moderate-income
individuals. They used a similar set of covariates to adjust for observable differences between the insured and uninsured. Their statistical model was based on the
generalized linear model version of the two-part model (introduced by Blough et
al., 1999). They treated an individual as uninsured if he or she was uninsured for
any part of the year and they explicitly controlled for the fraction of the year
without insurance. Thus, they made no distinctions based on being eligible for but
not taking up public or private coverage.
Hadley and Holahan considered two different scenarios for health insurance

Copyright © National Academy of Sciences. All rights reserved.

(219 of 338)
Case: 19-36020, 05/04/2020, ID: 11678889, DktEntry: 65-2, Page 122 of 241

Hidden Costs, Value Lost: Uninsurance in America
http://www.nap.edu/catalog/10719.html

101

THE COST OF THE ADDITIONAL CARE

coverage for the currently uninsured. In the first, they assumed that the uninsured
would be covered by the same mix of private health insurance plans as those of
low- to moderate-income people with private insurance coverage for the full year.
In the second, they assumed that the uninsured would have the same experience
as people with public insurance coverage (e.g., Medicaid or the State Children’s
Health Insurance Program) for the full year. In both cases, the estimation and the
predictions assumed that observable differences, other than insurance status, did
not change. For each alternative, they pooled the data from the uninsured with
either the publicly insured or the privately insured to estimate the parameters of
the model, but they did not pool all three groups simultaneously. This analysis
accounted for the length of time those who were uninsured during the year had
any public or private insurance coverage, demographic characteristics (including
age, race, sex), education, family income relative to poverty, marital status, and
census region, and health-related characteristics including health status, mental
health status, functional status, acute and chronic conditions, and whether the
respondent died or was institutionalized during the year.
Table 5.3 presents the per capita spending projected for the uninsured in 2001
assuming that they had either the same mix of private insurance policies or the
same mix of public insurance coverage as their insured counterparts. Based on
their estimates, Hadley and Holahan predict that per capita expenditures for adults
uninsured for a full year would increase to 265 percent of their baseline amount
(from $1,158 annually to $3,069) modeled on private group coverage utilization
S
UXPpercent
and spending experience, and would increase to
7209
of baseline (to
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TABLE 5.3 Simulated
 Spending per Uninsured Person: Two



 by Age and Baseline Insurance Status (2001 dollars)
Alternative Benchmarks,
1R
Simulated Spending
Age and Baseline
Insurance Status

Baselinea
(Actual)

“Average” Private
Coverage

“Average” Public
Coverage

All Uninsured
Full-year uninsured
Part-year uninsured

$1,383
989
1,813

$2,676
2,650
2,705

$2,121
2,068
2,178

Uninsured Adults
Full-year uninsured
Part-year uninsured

$1,644
1,158
2,240

$3,187
3,069
3,331

$2,568
2,419
2,751

$733
475
943

$1,408
1,374
1,434

$1,008
996
1,016

Uninsured Children (<18)
Full-year uninsured
Part-year uninsured

aDoes not include value of uncompensated care.
SOURCE: Hadley and Holahan, 2003b. Data from 1996, 1997, and 1998 MEPS.
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TABLE 5.4 Simulated Total Spending: Two Alternative Benchmarks by
Baseline Insurance Status (2001 dollars, billions)
Simulated Spending
Baseline
Insurance
Status

Baseline
Spendinga

All Uninsured
Full-year uninsured
Part-year uninsured

$98.9
40.6
58.3

“Average” Private
Coverage

“Average” Public
Coverage

Total

Change in
Spending,
$ (%)

Total

Change in
Spending,
$ (%)

$167.6
86.7
80.9

$68.7 (69.5)
46.1 (113.5)
22.6 (38.8)

$132.8
67.6
65.2

$33.9 (34.3)
27.0 (66.5)
6.9 (11.8)

aIncludes value of uncompensated care.
SOURCE: Hadley and Holahan, 2003b. Data from 1996, 1997, and 1998 MEPS.

$2,419) modeled on average national Medicaid experience. Likewise, for children
who are uninsured for the full year, spending would more than double from $475
per capita to between $996 and $1,374 per capita, depending on whether utilization and spending is modeled on Medicaid or private group
 insurance. Although
UXPS toinclude
7adjusted

the baseline estimates of per capita spending areY
not
the value
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The projectedRincreases
 in spending for children and adults who are uninsured
1
only part of the year are smaller. They range from an 8 percent increase for partyear uninsured children based on Medicaid experience to a 49 percent increase for
adults uninsured for part of the year if they had the average private group experience.
Overall, health care expenditures for individuals uninsured for any amount of
time during the year are projected to increase to $132.8 billion, 134 percent of the
baseline of $98.9 billion in 2001, if their utilization and spending followed the
experience of those with Medicaid coverage, and to $167.6 billion, 170 percent of
baseline, if at average private group insurance levels.
If we consider the increased (i.e., new economic) costs over the uninsured
alternative rather than the total cost of additional benefits to the uninsured under
universal coverage, then the increase in health care spending would be $33.9
billion for the public alternative and $68.7 billion if the private plan alternative is
used (see Table 5.4). Hadley and Holahan note that their estimates can vary by as
much as 10 to 20 percent based on issues of sample and model specification.
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COMPARING RESULTS
Finding: Estimates of the cost of the additional health care that
would be provided to the uninsured once they became insured range
from $34 to $69 billion per year, assuming no structural changes in
the systems of health care financing or delivery, average scope of
benefits, or provider payment. This incremental cost of services
amounts to 2.8 to 5.6 percent of national spending for personal
health care services in 2001.
These three studies provide a range of estimates of what additional health care
services for the uninsured will cost when they become insured. Adjusting the
Long and Marquis estimates for differences in the cost of medical care between
1993 and 2001, and prorating the expenses for the larger number of uninsured in
2001, the Long and Marquis estimate amounts to about $35 billion per year. The
Long and Marquis estimates are based on differences in visit rates and hospital days
per capita, assuming that there are no differences in the cost per visit or the cost
per inpatient day between the insured and uninsured.
The two studies that used much more current data from the MEPS differed
from the earlier analysis by Marquis and Long in that they looked directly at health
care expenditures (including uncompensated care) rather than estimating costs
from differences in outpatient and inpatient use rates. Thus the two MEPS-based

studies allow for the possibility of differences in intensity
ofStreatment
per encounUXP

7approach.




Y

ter, a possibility ruled out by the Long and Marquis




ULO in important aspects,
Sdiffered
'RH studies
Although the details of the two
MEPS
$
Q

K
Q
R
R
HG
LQ- Fboth
the range of estimates from
LWHGthe two
U KLY suggest that the cost of providing those
F
D

health services used by those with coverage could
now uninsured with the extra
 to about $69 billion (Hadley and Holahan, 2003b;
billion


range from about
$34
R
1
Miller et al., 2003). Locating a more specific estimate within that range would
depend on whether the new coverage was like current public insurance plans or
current private insurance plans. The range of estimates largely reflects differences
between the expanded coverage through private and public plans, which in turn
reflects significant differences in provider payment rates between private and
public health plans, on average (Hadley and Holahan, 2003b; Miller et al., 2003).
The differences among the sets of estimates are quite small and may be due to
differences in statistical modeling. Long and Marquis used separate two-part models for inpatient and outpatient care to allow for differences in responses to insurance status. Hadley and Holahan used a similar two-part model and the AHRQ
economists used a four-part model. Although no attempt has been made to find
how much of the difference is due to differences in model specification, Hadley
and Holahan note that their own results could change by as much as 10–20
percent based on alternative specifications.
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CONCLUSION
This chapter has addressed the cost implications of expanding coverage to
those without insurance. This is the correlate to the costs of uninsurance: What
might it cost society to provide health insurance coverage to the roughly 41
million Americans who lack it? A precise answer to this question would require
specifying many features of the proposed scheme for universal health coverage,
including the administrative framework, the scope of benefits covered, the level of
cost sharing, the level of provider payments for covered services, and the mechanism that would finance the insurance coverage (e.g., general revenues, payroll
tax, employer mandate). Different choices in each of these areas could dramatically
change the estimates of the costs of providing universal coverage. The Committee’s
objective here is not, however, to provide a precise estimate of the net new costs
of covering the uninsured population. Rather, it is to provide a range of the likely
new real resource costs, based on the best evidence to date, of extending to the
uninsured coverage similar to that of individuals who now have public or private
health insurance.
These estimates should be treated as benchmarks. The Committee presents a
range of estimates of the projected costs of covering those now uninsured that are
plausible, generic, and illustrative. The incremental service costs are based on the
costs of the coverage that accounts for the differences in morbidity and mortality
between otherwise similar insured and uninsured Americans (IOM, 2002a,b).

If these benchmarks are appropriate, then the evidence
that the costs
XPSsuggests
 once they
7Uto
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 systems. This amounts to a 2.8 to 5.6 percent
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increase in spending
health care services for 2001. It is equivalent to
R
1
between one-third and two-thirds of the 8.7 percent growth in national expenditures for personal health care services between 2000 and 2001 (Levit et al., 2003).
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Social and Economic Costs of
Uninsurance in Context

In the previous chapters of Hidden Costs, Value Lost, the Committee
• developed an analytic structure for examining the societal
economic im
XPS 
U
pacts of uninsurance,
7


Y
who lack coverage
• reviewed estimates of the costs ofRhealth
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• estimated the Fexpected 
gain
D in health capital that insuring the uninsured


would achieve,



1Radditional,
• considered
unquantified costs that uninsurance imposes on uninsured individuals and families, and society at large, and
• presented estimates of the costs of the additional health care that the
uninsured could be expected to use if they gained coverage.
This concluding chapter brings these various elements of costs consequent to
uninsurance together, along with the anticipated costs and benefits of expanded
coverage. Consolidating this information allows the Committee to consider
whether allocating scarce social resources to expanding coverage to the more than
41 million uninsured Americans is worthwhile, and how it compares with other
investments our society already makes in health- and life-enhancing services and
interventions.
The Committee has also reserved for this final chapter an important discussion of the nonmaterial consequences of our nation’s policies regarding health
insurance and access to health care. It is difficult to make claims about what our
national tolerance of uninsurance is costing us ethically and politically because
health insurance and even health care have never been recognized as rights of
105
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citizenship or social membership that apply universally in the United States. Thus
the Committee asks the converse question: What do we as a nation stand to gain
by ensuring that all Americans have health insurance coverage? The Committee
concludes that adopting a policy of universal health insurance coverage would be
a societal expression of values and norms that are deeply, if sometimes obscurely,
embedded in American culture and history.1
Box 6.1 at the end of the chapter consolidates the Committee findings from
previous chapters as well as this one.
SUMMARIZING COSTS AND COMPARING
INVESTMENTS IN HEALTH
Conclusion: The estimated benefits in terms of the value of healthy
life years gained by providing coverage to those currently uninsured
are likely greater than the incremental societal costs of the additional
health care services that they would receive if insured. The costeffectiveness of the additional health care that the uninsured population would use with coverage is comparable to that of many other
health-enhancing and life-extending interventions.
In its reports and analyses so far, the Committee has thought about and
depicted the relationships among the various hypothesized and
 documented conXPS circles,
U
sequences of uninsurance in terms of a series of concentric
7
 broadening
 health insurance
Y has

outward, as in Figure 1.1. Because the Committee
considered
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receipt
GRQ care by individuals, the health
Q
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consequences for individuals
FLWH are
atDthe center of the circle. Immediately “ringing”



the circle of uninsured
individuals
are their family members, a greater number of

R themselves who are at risk for adverse health, psychopersons than the1uninsured
social, and economic impacts related to the uninsured status of a family member.
One ring further out from families represents the communities in which uninsured
persons and their families reside. Communities with higher-than-average uninsured rates comprise a larger population than that of the families that have at least
one uninsured member. Residents of these communities may experience reduced
access to health services even when they are insured themselves. Finally, ringing
the communities is American society overall, where all members who pay taxes,
purchase goods and services, and benefit from the presence of an educated and

1See Habits of the Heart: Individualism and Commitment in American Life by Robert Bellah and
colleagues (1985). Through in-depth interviewing and qualitative analysis, these social scientists explore Americans’ articulations of cultural and ethical values related to civic and political life. They
conclude that, while the values of freedom of action and self-reliance were readily invoked by
respondents, collective responsibility and mutual concern among neighbors and fellow citizens were
also deeply held values that guided conduct, as described by respondents, but were not as clearly
articulated.
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18,000
die
prematurely.

The value of health
capital forgone each
year due to uninsurance
is estimated at between
$65 and $130 billion

Acutely ill uninsured
children and adults receive
fewer and less timely services,
leading to increased morbidity
and worse outcomes.
8 million
uninsured people with chronic
illnesses receive fewer services and
have increased morbidity and worse outcomes.
41 million
uninsured adults and children are less likely to receive
preventive and screening services. All of them are at risk for the
health consequences shown above.
60 million
uninsured individuals and members of their families have less financial
security and increased life stress due to lack of insurance.
People living in communities with a higher than average uninsured rate
are at risk for reduced availability of health care services and overtaxed public
health resources.
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FIGURE 6.1 Consequences of uninsurance.
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R
1
productive workforce
are likely to experience the adverse consequences of
All Americans

uninsurance socially and economically, even those who live in communities with
relatively few uninsured persons.
Figure 6.1 presents a wedge sliced out of the concentric circles just described.
This slice or pyramid helps visualize the numbers of people affected in different
ways by uninsurance. It illustrates the ever greater numbers of Americans adversely
affected at each ring or band from the cross-section of the circle. The tip or
smallest band indicates the number of uninsured individuals who die prematurely
because of their uninsured status, an estimate from the Committee’s second report,
Care Without Coverage. The next two bands add in the number of acutely and
chronically ill persons under age 65 who receive less adequate and effective care
because of their lack of coverage, as documented in the Committee’s second
report and its third report, Health Insurance Is a Family Matter. Yet the uninsured
people who fall ill or suffer injury are only some of the over 41 million persons
who lack coverage, all of whom are at risk for adverse health and economic
consequences. The 41 million uninsured persons are members of families, leading
to an estimated total of 60 million persons who also bear some of the adverse
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financial, psychosocial, and utilization effects of lack of coverage within the family.
The 60 million members of families with at least one uninsured person are in turn
residents and members of communities that may experience spillover effects of a
relatively large uninsured population. Whether through residence in a community
with a disproportionately large or growing uninsured population, or as a taxpayer
and citizen, uninsurance touches the lives of all 284 million Americans.
Table 6.1 lists the elements of costs related to uninsurance that were examined in Chapters 3 and 4 and presents estimates for a few of them: expenditures for
uncompensated care, forgone health capital, and the risk borne by uninsured
people. Even though these are all expressed in monetary terms, they are not
simply additive. The cost of uncompensated care provided to uninsured patients,
a transfer, is meaningful only in terms of who is bearing this cost—ultimately,
primarily taxpayers at all levels of government. (The cost of covering the uninsured will undoubtedly require additional transfers from taxpayers to those newly
covered.) Both the value of the stock of health that those without coverage forgo
as a result and the burden of financial risk that they are exposed to represent
economic opportunity costs or losses to uninsured individuals themselves. These
quantified values reflect only some of the very real costs of uninsurance.
Table 6.2 presents in summary form estimates of the current costs of care for
the uninsured and projected costs and benefits of coverage. The annual incremental cost of the services the current uninsured population would use if health
insurance coverage were universal cannot be compared directly
with the annualPS because
ized present value of the cumulative future benefits
ofUXcoverage
they are
7
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incremental costs of the
 health services that would improve their health.
additional


R
1 both the average per capita gain in health due to an additional
In order to do this,
year of health insurance for the uninsured population and the average per capita
annual cost of the additional health services that the uninsured population would
use if they had coverage must be made consistent with each other. The estimate of
the value of health gained with an additional year of coverage is calculated as a
discounted present value of the gain for a cohort of uninsured people over the
course of their lives (with a range of $1,645 to $3,280, as presented in Table 4.1),
and thus the estimate of the cost, for each additional year of insurance, of the
additional health care that the uninsured would use if insured must be calculated as
the present value for an uninsured cohort over the course of their lives.
The Committee calculated the present value of incremental costs for an
uninsured population of the current size and demographic composition based on
the Hadley and Holahan (2003b; see Chapter 5) analysis of projected incremental
health care costs using a 3 percent discount rate. The cost per additional year of
health insurance provided to the otherwise uninsured is the expected lifetime
increase in service costs with continuous coverage up to age 65, divided by the
additional years of coverage provided over the lifetime. The estimated range of per
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capita costs for the incremental services calculated in this fashion is $1,004 to
$1,866, depending on whether the incremental service costs are calculated based
on public or private health insurance expenditures.2 The estimated benefits
($1,645–$3,280, from Table 4.1) fall in a higher range than the estimated incremental, societal costs ($1,004–$1,866). Because not all of the care that the insured
population use is likely to be effective and contributing to their better health
outcomes (i.e., some insured care is wasteful and even harmful [IOM, 2001b]), the
comparative value of the estimated health benefit achieved with these incremental
services, which represent both effective and marginal or ineffective care, is even
more notable.
Another way to help judge whether investing in health insurance for the
uninsured is “worth it” to Americans as a society is to compare this investment
with other investments in health that we do make. Table 6.3 arrays cost-effectiveness ratios, with the costs of adopting the intervention expressed in terms of the
cost for each additional quality-adjusted life year (QALY) gained, for selected lifesaving and health-improving measures. This array includes the Committee’s estimate for the intervention of providing continuous health insurance across the
population in boldface type. Dual passenger airbags in autos (compared with
airbags on the driver side only), for example, has a cost for every quality-adjusted
life year gained of $75,000. Compared to an annual clinical breast exam, an annual
mammography for women between ages 55 and 65 carries a cost of $186,000 for
every QALY gained. Among women ages 20 to 75, the cost
of every additional
S every 2 years) is $2
XPone
U
QALY gained with annual Pap smears (compared7
with

Y SULO
million (Graham, 1999).
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provided by the change
in
QALYs
per
additional
year of insurance provided (see


R in QALYs per additional year of insurance provided is the
Table 6.4). The1change
total lifetime increase in QALYs from gaining insurance, divided by the number
of years of insurance provided over the remaining lifespan. The expected lifetime
gain in QALYs is the expected gain in health capital divided by the imputed value
of a life year ($160,000).
Converting the Committee’s benefit-cost figures for the health value gained
relative to the incremental cost of additional health services with coverage yields
an incremental cost per QALY of between $50,000 and $180,000. This range
reflects two different upper and lower bounds: one is the difference between the
cost based on public versus private coverage and the other the high- and lowbound assumptions about differences in the underlying health status of demographically similar insured and uninsured populations. Providing health insurance

2Calculations made by Committee consultant Elizabeth Vigdor.
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Assets; bankruptcy

Depletion of assets

Absenteeism
Value of lost production

Value of risk borne by
uninsured individual

Stress and financial
uncertainty

Time lost from work; reduced
productivity on the job

Differential coverage and
utilization effects for children
by parental coverage status

Interactive health
effects

Firms

Educational attainment

Developmental losses for children

Families

Disease prevalence rates
Decreased life expectancy
QALYs

Units

Morbidity
Premature mortality

Consequence

Individuals

Internal Costs

Who Is Affected

TABLE 6.1 Costs of Uninsurance, Estimated (Annual) and Hypothesized

Unknown

$40–$80 annually per
uninsured individual

$160,000/year of life
in perfect health

Value per Unit

(Transfer)

$1.6–$3.2 billion
(Forgone benefits of
coverage)

(Subsumed in health capital)

(Subsumed in health capital)

$65–$130 billion
(Forgone benefits of
coverage)

Total Estimate
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Nation

Communities

External Costs
Uncompensated care: Diverted
public resources or additional taxes
to pay for care to uninsured
Local tax burdens for
uncompensated care
Allocational decisions for
public budgets
Losses from inefficient care
for the uninsured

Unrealized social norms

Workforce productivity
Labor force participation
Disability rates

Immunization rates;
contagious disease rates;
disability rates

Diminished population health, costs
to other public programs

1
Community-wide
unavailability of specialty
services
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R

Diminished quality, availability of
health services

Not quantifiable

Unknown

Unknown

Unknown

$35 billion
(Current expenditures;
primarily transfers)
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TABLE 6.2 Estimates of Current Annual Cost of Health Care Services for
Full- and Part-Year Uninsured Individuals, Projected Incremental Annual Costs
of Services If Insured, and Economic Value Gained by Uninsured Individuals If
Insured, Annualized
Billions $,
estimated for 2001
Current cost of care for full- and part-year uninsured
Amount paid out of pocket by full- and part-year uninsured
Insurance payments (for part-year uninsured only) and
workers’ compensation
Private
Public
Uncompensated care

98.9
26.4

24.2
13.8
34.5

Projected annual costs of additional utilization with coverage

34–69

Benefits of insuring the uninsured
Aggregate value of health capital forgone by the
uninsured, annualized

65–130

Aggregate annual value of risk borne by uninsured

1.6–3.2
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to those who now lack
itis likely to be at least as cost-effective in enhancing health


R
and longevity as1some other common health care practices.
SOURCES: Hadley and Holahan, 2003a,b; Vigdor, 2003.

The final section of the chapter presents the Committee’s reflections on the
ethical and political significance of health insurance within American society.
Claims about cultural values and implicit social norms are particularly likely to be
challenged as lacking adequate empirical grounding; nonetheless, the Committee
believes it would be irresponsible to remain silent on normative issues and attempts to articulate American cultural and political normative underpinnings and
their implications for the health policy choices Americans now face. That some of
the benefits of expanding health insurance coverage to the entire population are
not quantifiable makes them no less important to our strength and integrity as a
democratic national community.
REALIZING SOCIAL VALUES AND IDEALS
Conclusion: Health insurance contributes essentially to obtaining
the kind and quality of health care that can express the equality and

Copyright © National Academy of Sciences. All rights reserved.

(231 of 338)
Case: 19-36020, 05/04/2020, ID: 11678889, DktEntry: 65-2, Page 134 of 241

Hidden Costs, Value Lost: Uninsurance in America
http://www.nap.edu/catalog/10719.html

113

SOCIAL AND ECONOMIC COSTS OF UNINSURANCE IN CONTEXT

TABLE 6.3 Cost-Effectiveness Ratios for Selected Life-Saving Measuresa
Intervention

Comparator

Target Population

Cost per
QALY Saveda

Annual colorectal
screening

No screening

People 50–75

$22,000

Frontal airbags with
manual belts

Manual belts
(50% use)

Drivers of
passenger cars

$30,000

Radon mitigation
in homes

No testing or
mitigation

Home residents with
radon levels above
20 pCi/liter

$71,000

Dual passenger airbags

Driver side only

Front right passenger

$75,000

Coronary angioplasty

No
revascularization

Patients with mild angina $136,000
and one-vessel disease

Universal coverage

16.5% uninsured
population
under age 65

Currently uninsured

$50,000–$180,000

Annual mammography

Annual clinical
breast exam

Women ages 55–65

$186,000
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Annual mammography

Annual clinical
breast exam

$235,000

Solvent-detergent to
eliminate AIDS virus
and other infectious
diseases

No solventdetergent

Patients undergoing
plasma transfusion

$384,000

Screening to prevent
HIV transmission to
patients

Universal
precautions

Health care workers
in acute care setting

$606,000

Annual Pap smear

Pap smear every
2 years

Women ages 20–75

$2,000,000

Lap/shoulder belts
(9% use)

No restraints

Rear-center seats of cars

$3,000,000

aAll dollars have been adjusted to 2001 dollars by the medical care price index.
SOURCES: Graham, 1999; Estimate for universal coverage is by the Committee.
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2,014
1,645
3,280

1,004

Public coverage
YOL
QALY lower bound
QALY upper bound

SOURCES: Committee estimates, from Vigdor, 2003, Hadley and Holahan, 2003b.

2,014
1,645
3,280
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1,866

Average gain in health
capital per additional
year of insurance, $

S
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Private coverage
YOL
QALY lower bound
QALY upper bound

Average change in cost
per additional year of
insurance, $

0.013
0.010
0.020

0.013
0.010
0.020

Average gain in health
capital per additional
year of insurance, QALYs

79,769
97,650
48,972

148,257
181,489
91,018

Incremental
cost/QALY, $

TABLE 6.4 Incremental Cost-Effectiveness Analysis of Continuous Health Insurance Coverage for the Uninsured (Estimates for
2001)
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dignity of every person. Despite the absence of an explicit Constitutional or statutory right to health care (except for emergency care in
hospitals), disparities in access to and the quality of health care of
the kind that prevail between insured and uninsured Americans
contravene widely accepted democratic cultural and political norms
of equal consideration and equal opportunity.
Any kind of accounting of societal costs and benefits from the investment of
economic resources in a policy like universal health insurance relies on some kind
of unit of value: money, years of life, QALYs, or personal utility.3 Health care is
valued for its contribution to personal health. Likewise, health insurance is valued
instrumentally because it facilitates receipt of health care, an additional step removed from health itself. We value health insurance in part because it gives us
access to services from which we expect to benefit, even for services far beyond
our means to pay out of income and personal savings (de Meza, 1983; Nyman,
1999a,b). Because of the value of health and longevity is not something that we (in
American society in the 21st century) readily trade off against other goods that can
be purchased in the market place, there is good reason to account for it separately
(Culyer, 1991; Weinstein and Manning, 1997).
In addition to the aggregate of costs and benefits calculated for individual
lives, collective experiences and circumstances also depend on societal choices
about health care and the distribution of health insurance coverage among mem
bers of society. In the following discussion, the Committee
some of these
UXPSreviews

7about




Y

irreducibly collective implications of policy
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and health
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pression of central
values of equality of opportunity and mutual re1Rdemocratic
spect.
Altruism, Mutual Concern, and Health Care
Americans share a somewhat vague consensus that everyone should be able to
obtain at least some forms and amount of health care under certain circumstances.
Just how much health care, paid for by whom, and under what circumstances are
contended.
In A Shared Destiny, the Committee reviewed the history of collective provision of health care in the United States, beginning with hospital charities in the
18th and 19th centuries to care for the poor and, by the middle of the 20th
century, instituting public health insurance programs for particularly vulnerable

3The economic concept of utility reflects the ordering of a single person’s preferences for alternative outcomes or states of the world.
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groups including the elderly, very low-income mothers and children, and the
disabled. Despite numerous amendments to and expansions of the original Medicare and Medicaid statutes enacted in the mid-1960s, and greater state and federal
regulation of commercial health insurance and employment-based health benefits
to allow Americans to secure and maintain insurance coverage and financial access
to health care, as a society we have stopped short of guaranteeing the benefits of
health insurance to everyone and have tolerated endemic uninsurance.
Some argue that the growth of public provision in care and coverage “crowds
out” charitable provision, depriving some of the opportunity to express their
altruistic interests by donating to others (Epstein, 1997). On the other hand, some
economists have argued that, because so many consider health care to be a good
that should be provided to (at least some) people on the basis of need and not
ability to pay, personal health care is actually a special kind of public good, a merit
good (Musgrave, 1959, Fuchs, 1996). The externalities or spillover effects of providing merit goods are not material, but psychological. They are the utility or
satisfaction one gets from knowing that others obtain the good one wants them to
have. By providing health care or coverage through public provision, taxpayers
benefit from knowing that others are receiving needed care, that suffering is
reduced, or that families are not becoming impoverished by medical bills (Coate,
1995).
Experimental studies of distributional choices in health care suggest that people
favor equity of some form in this arena.4 Egalitarian distributive
 choices in experiXPS health
U
mental settings have been demonstrated for goods,including
care, to which
7

Y
(Yaari and Barapplies
preference,
or

the notion of need, rather than that of taste
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Q$S in which respondents were
Hillel, 1984). Presented withLQthe
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Y
L
G
H
UFK
asked to allocate a fixed
FLWamount
ofDpain medication between two people, identical



in all respects, including
level of pain—except that one could not metabolize the
pain medication1asR well as the other, more than three-quarters of the respondents
chose to allocate the medication so as to equalize the pain experienced by each of
the individuals (Kahneman and Varey, 1991).
Compassionate attitudes and expectations of mutual trust and concern among
neighbors and fellow citizens are not static. They interact with and develop in
response to particular features of civic life and the reasonable expectations that
members of a society have regarding the collective provision of important social
goods, such as health care. The strength and resiliency of communities as social,
political and economic entities depend in part on intangible social resources sometimes referred to as social capital. Social capital is reflected in the extent of civic
engagement, in the expression of norms of reciprocity among members of a
community, and in the degree of trust among people who are social strangers.
In A Shared Destiny, the Committee considered the implications that differential access to health care based on insurance status might have for social cohesive-

4See Hurley, 2000, for a brief overview of this literature.
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ness and social capital. Because this relationship had not been explored in empirical studies, the Committee only formulated hypotheses about the possible interactions between uninsurance and social capital. Widespread uninsurance within a
community may erode residents’ beliefs or confidence in their ability to take care
of themselves or those they care about because of the real or perceived barriers to
obtaining care. Conversely, the security or guarantee of financial access to needed
care that health insurance offers may enhance the sense of both individual and
collective efficacy (Lochner et al., 1999).
Conditions for Achieving Equality of Opportunity and
Democratic Equality
Just what the essential equality among members of a democratic society
consists of is contested in American political life. Nonetheless, equality in some
sense stands with freedom of individual action as a bedrock value of our way of
life. Two kinds of equality, however, are particularly fundamental and widely
shared: equality of opportunity and equality of respect. The guarantee of health
care or the provision of health insurance throughout society can make a unique
contribution to the more complete realization of these values.
The state of our health affects what we can do or be in life (Sen, 1993).
Building on John Rawls’ (1971) highly influential and more generally constructed
theory of justice, political philosopher Norman Daniels (1985)
developed an
S health care needs of
XPthe
U
account of the special priority that we place on meeting
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1Rmembers
and ambitions that
of that society generally consider open to them. Poor
health or disability reduces the range of opportunities and life choices open to us,
while health care can restore to us a wider range of opportunities and reasonable
plans for life than we might have without it. Because equality of opportunity to
realize our own life plans and ambitions is a widely shared American ideal, Daniels’
account is particularly helpful as a way to explain and to justify giving health care
and, derivatively, health insurance coverage, a special place in collective provision.
A second set of arguments for equality in the distribution of some kinds of
highly valued goods (such as health care) draws on another widely shared ideal in
American culture, that of democratic or political equality. Also following Rawls’
original argument, Elizabeth Anderson (1999) proposes that the ultimate goal of
equal access to certain valued goods is “to create a community in which people
stand in relations of equality to others” (p. 289). Such goods must be made
available in ways that express respect for each member of society and not shame or
demean those who receive the valued goods. Obtaining health care from public
clinics and under charitable arrangements is better than having no access to health
care, but for those with no alternatives because of the lack of financial means, it
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can be a degrading experience that conveys a sense of one’s social inferiority and
political ineffectuality.
When a highly valued social good like health care or health insurance is not
available to all members of society, it belies nominal claims that everyone is
deemed to have equal political and social worth (Walzer, 1983). Conversely,
ensuring that all in society have the means to obtain health care on comparable
terms expresses equality of concern and respect and thus can encourage and
reinforce participation in social and political activities. Yet it is clear that we have
repeatedly chosen not to act to expand health insurance coverage to all. Is this
because of a conflict of political and ethical principles, a difference in the interpretation of basic principles, or a failure to recognize what is at stake in the policy
choice we have and have not made?
Have We Chosen the Status Quo as a Matter of Principle?
Libertarians, those who place the highest priority on freedom of individual
action and personal control over resources and property, believe the state that
governs least governs best. Thus, the social contract among a group of equals
committed first and foremost to liberty would be a “night-watchman state,” a
minimal government that provides for mutual physical security and little else,
according to political philosopher Robert Nozick (1974). The night-watchman
state is not, however, an accurate characterization of the nature of the social
S
contract that has developed over more than two centuries
States, as
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associations and as public
 institutions, as collective resources and expressions of
R concern for the most unfortunate members in society,
compassion and1altruistic
those who were both sick and impoverished (IOM, 2003a). Medical science
progressed rapidly over the course of the 20th century, the value and cost of health
care and hospital services rose commensurately with advances in efficacy, and both
private and public (social) insurance schemes were established to make these
increasingly valuable services within the reach of everyone. The federal tax subsidy for workplace health benefits amounts to between $120 and $160 billion for
fiscal year 2003 (Burman, 2003; see also Sheils et al., 1999).
Medicare, Medicaid, and the State Children’s Health Insurance Program
enjoy widespread public support and approval (NASI, 1999). Three-quarters of
Americans responding in recent nationally representative opinion polls identified
increasing the number of Americans covered by health insurance as a “very
important” goal for Congress and the President (Kaiser Family Foundation, 2003).
Surveys in both 1993 and 2000 found that more than 80 percent of respondents
agreed with the statement that health care should be provided equally to everyone,
with more than half agreeing “completely” or “strongly.” Two-thirds agreed with
the statement that the federal government should guarantee health insurance
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coverage for every American (Kaiser Family Foundation, 2003). A February 2003
opinion poll with a national sample of 1,200 asked adults whether they would be
willing to pay more in higher insurance premiums or taxes to increase the number
of Americans with health insurance. Fifty-two percent said that they would and 42
percent responded that they would not be willing to pay more (Kaiser Family
Foundation, 2003). When these same respondents were asked in a separate question whether they would be willing to pay a specific amount more in premiums or
taxes each month, the results were somewhat more positive. Forty-six percent said
that they would be willing to pay $50 more monthly and 12 percent were willing
to pay $30 extra monthly to increase the number of insured Americans.
Despite popular opinion favoring coverage expansions, over the past 30 years
national efforts at health care reform extensive enough to provide coverage to
everyone—to close the gap of the 15 to 20 percent of the American population
without it at any given time over this period—have failed repeatedly. Does this
mean that the values of equity, compassion, and mutual respect are not deeply
held across American society or that equity in access to valuable health care is not
important to the realization of these values?
The Committee concludes that these are not the correct conclusions to draw
from our policy inaction at the national level. We believe instead that as a society
and as a polity, Americans have failed to recognize just how important equitable
access to care and coverage has become in honoring long-held ethical and political
commitments. Comprehensive health reform has failed for reasons other than to
S
reject the goal of universal coverage (Vladeck, 2003).
The Committee
believes
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1RCONCLUSION

This report and the work of the Committee on the Consequences of
Uninsurance not only provide information about the costs resulting from the lack
of coverage and some of the costs and benefits of expanding it to everyone, it also
presents us with an ethical dilemma. In light of the information and analyses that
the Committee has developed about choices we have not made as a society, as
well as those that we have made to invest heavily in health care, we cannot excuse
the unfairness and insufficient compassion with which our society deploys its
considerable health care resources and expertise. Providing all members of American society with health insurance coverage would contribute to the realization of
democratic ideals of equality of opportunity and mutual concern and respect. By
tolerating a society in which a significant minority lacks the health care and
coverage that most Americans enjoy, we are missing opportunities to become
more fully the nation we claim to be.
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BOX 6.1
Findings and Conclusions
Spending on Health Care for Uninsured Americans
3.1 Uninsured children and adults are less likely to incur any health care expenses in a year and, on average, incur health care costs well below half of average
health care spending by all those under age 65.
3.2 People who lack health insurance for an entire year have out-of-pocket expenditures comparable to those of people with private coverage, but they also
have much lower family incomes. Out-of-pocket spending for health care by the
uninsured is more likely to consume a substantial portion of family income than
out-of-pocket spending by those with any kind of insurance coverage.
3.3 The total cost of health care services used by individuals who are uninsured
for either part of or the entire year is estimated to be $98.9 billion for 2001.
3.4 The best available estimate of the value of uncompensated health care services provided to persons who lack health insurance for some or all of a year is
roughly $35 billion annually, about 2.8 percent of total national spending for personal health care services.
3.5 Public subsidies to hospitals amounted to an estimated $23.6 billion in 2001,
closely matching the cost of uncompensated services that hospitals reported providing. Overall, public support from the federal, state, and local
S governments ac
7UXofPuncompensated
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value
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1
ance premiums.
3.7 The costs of direct provision of health care services to uninsured individuals
fall disproportionately on the local communities where they reside.

Other Costs Associated with Uninsurance
4.1 The Committee’s best estimate of the aggregate, annualized cost of the diminished health and shorter life spans of Americans who lack health insurance is
between $65 and $130 billion for each year of health insurance forgone. These are
the benefits that could be realized if extension of coverage reduced the morbidity
and mortality of uninsured Americans to the levels for individuals who are comparable on measured characteristics and who have private health insurance. These
estimated benefits could be either greater or smaller if unmeasured personal char-
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acteristics were responsible for part of the measured difference in morbidity and
mortality between those with and those without coverage. This estimate does not
include spillover losses to society as a whole of the poorer health of the uninsured
population. It accounts for the value only to those experiencing poorer health and
subsumes the losses to productivity that accrue to uninsured individuals themselves.
4.2 Uninsured individuals and families bear the burden of increased financial risk
and uncertainty as a consequence of being uninsured. Although the estimated
monetary value of the potential financial losses that those without coverage bear is
relatively small (compared to the full cost of their services) because of charity care,
the psychological and behavioral implications of living with financial and health
risks and uncertainty may be significant.
4.3 Uninsured children are at greater risk than are children with health insurance
of suffering delays in development that may affect their achievements and opportunities in later life.
4.4 Public programs, including Medicare, Social Security Disability Insurance,
and the criminal justice system almost certainly have higher budgetary (transfer
and economic) costs than they would if the U.S. population in its entirety had
health insurance up to age 65. It is not possible, however, to estimate the extent to
which such program costs are increased as a result of worse health due to lack of
health insurance.
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Not only
1those who lack coverage, but others in their communities as well,

4.6
may experience reduced access to and availability of primary care and hospital
services resulting from relatively high rates of uninsurance that imperil the financial
viability of health care providers and institutions. In addition, population health resources and programs, including disease surveillance, communicable disease
control, emergency preparedness, and community immunization levels, have been
undermined by the competing demands for public dollars for personal health care
services for those without coverage.

Additional Costs of Care If Uninsured Gained Coverage
5.1 Estimates of the cost of the additional health care that would be provided to
the uninsured once they became insured range from $34 to $69 billion per year,
assuming no structural changes in the systems of health care financing or delivery,
average scope of benefits, or provider payment. This incremental cost of services
amounts to 2.8 to 5.6 percent of national spending for personal health care services in 2001.
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BOX 6.1 Continued
Social and Economic Costs in Context
Conclusion 1: The estimated benefits in terms of the value of healthy life years
gained by providing coverage to those currently uninsured are likely greater than
the incremental societal costs of the additional health care services that they would
receive if insured. The cost-effectiveness of the additional health care that the
uninsured population would use with coverage is comparable to that of many other
health-enhancing and life-extending interventions.
Conclusion 2: Health insurance contributes essentially to obtaining the kind and
quality of health care that can express the equality and dignity of every person.
Despite the absence of an explicit Constitutional or statutory right to health care
(except for emergency care in hospitals), disparities in access to and the quality of
health care of the kind that prevail between insured and uninsured Americans
contravene widely accepted democratic cultural and political norms of equal consideration and equal opportunity.
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Glossary

Activities of Daily Living (ADLs) Defined by the National Health Interview
Survey (NHIS) as bathing, dressing, eating, and getting around the home.

S

XP limitations
Activity Limitation The NHIS classifies individuals’
due to
Y7U activity
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other activities; (4) not
 in any way. A major activity is play (for children
limited
R
1
under 5); attending school (for those 5–17); working or keeping house (for persons 18–69); and the capacity for independent living (for persons 70 and older).
Adverse Selection The disproportionate enrollment of individuals with poorer
than average health expectations in certain health plans.
Capital (physical, private, human) Physical capital is land and the stock of
products set aside to support future production and consumption. In the national
income and product accounts, private capital consists of business inventories, producers’ durable equipment, and residential and nonresidential structures. Human
capital is the education, training, work experience, and other attributes that enhance the ability of the labor force to produce goods and services.
Contingent Valuation (CV) A method for estimating the monetary value or
willingness to pay for an intervention or policy that reduces risk or enhances
health, utility, or longevity based on responses to survey questions about hypothetical choices.
123
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Cost (direct, indirect) Direct costs include the value of all goods, services, and
other resources that are consumed in the provision of an intervention or in dealing
with the side effects or other current and future consequences linked to it. These
costs are often thought of as involving—or potentially involving—a monetary
transaction. Indirect costs refer to productivity gains or losses related to illness or
death (Luce, 1996, pp. 178-179).
Cost, Economic Cost The amount paid or payable for the acquisition of
materials, property, or services. Economic cost is defined as the minimum payment necessary to keep a resource in its present employment.
Cost, External Costs not directly assumed by the entity that owns and operates
a product or service.
Cost, Internal or Private A direct effect, either positive or negative, on profit
or welfare arising from a person’s or institution’s activity.
Cost, Productivity Costs that are associated with morbidity and mortality,
excluding the intrinsic value of health (Luce, 1996, p. 178).
Cost-Benefit Analysis Comparison of benefits measured in terms of monetary
UXPS whether
value and costs of a medical intervention in order to
determine
7
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doing (Sloan, 1995a, p. 3).
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1R life years compared to the costs of a medical intervention
life, or quality-adjusted
to establish whether or not the intervention is merited (Sloan, 1995a, p. 3).
Disability A general term referring to any long- or short-term reduction of a
person’s activity as a result of an acute or chronic condition.
Efficiency, Economic The “right” goods are being produced.
Efficiency, Technical Technical efficiency is achieved when, for a given output,
the amount of inputs used is minimized or when, for a given combination of
inputs, the output is maximized (Culyer, 1991, p. 66).

Entitlement A legal obligation on the federal government to make payments to
a person, business, or unit of government that meets the criteria set in law.
Congress generally controls entitlement programs by setting eligibility criteria and
benefit or payment rules—not by providing budget authority in the appropriation
act (CBO, 2002).
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APPENDIX A

Equity Equity concerns fairness and justice, the idea of balancing legitimate,
competing claims of individuals in society in a way that is seen as impartial or
disinterested. Distributional equity, which concerns the fair distribution of some
good or service of interest, has been the dominant equity concern both of normative economic analysis and of health policy makers (Hurley, 2000).
Fiscal Policy The government’s choice of tax and spending program that
influences the amount of growth in government debt as well as the level, composition, and distribution of national output and income (CBO, 2002).
Functional Limitation Difficulty in performing any of the following activities:
(1) reading newspaper print (with corrective lenses, if used); (2) hearing normal
conversation (using aids, if used); (3) speaking understandably; (4) lifting or carrying 10 pounds; (5) walking a quarter mile without resting; (6) climbing a flight of
stairs without resting; (7) getting around outside; (8) getting around inside; (9)
getting out of bed. These criteria are used to report functional limitations in the
Survey of Income and Program Participation (SIPP).
Gross Domestic Product (GDP) The total market value of goods and services
produced domestically during a given period. The components of GDP are consumption (both household and government), gross investment
(both private and
PS 
government), and net exports (CBO, 2002).
7UX
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R
1 Quality of Life (HRQL) A measure of those aspects of
Health-Related
overall quality of life that can be clearly shown to affect health, either physical or
mental. On the individual level, this includes physical and mental health perceptions and their correlates, including health risks and conditions, functional status,
social support, and socioeconomic status. Normally scaled so that death = 0 and
excellent health = 1 (CDC, 2000).
Human Capital The education, training, work experience, and other attributes
that enhance the ability of the labor force to produce goods and services.
Instrumental Activities of Daily Living (IADLs) Used by the National
Health Interview Survey (NHIS) to determine need for assistance. IADLs include
performing household chores, doing necessary business, shopping, and getting
around for other purposes.
Job Lock A distortion in job mobility attributed to employer-provided health
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insurance when employees keep jobs they would rather leave for fear of losing
coverage (from Madrian, 1994).
Loading Fee The amount added to the actuarial value of the covered benefit
(i.e., to the expected or average amounts payable to the insured) to cover all
additional administrative costs and contingencies of issuing the policy, including
any profit for the insurer.
Lost Earnings Capability The difference between the actual earning capability
of the working age population and what this capability would be in the absence of
health and disability limitations. This measure takes into account the effect of
functional limitations on wage rates in addition to the amount of time worked
(Haveman et al., 1995).
Merit Good A concept describing situations where the social evaluation of a
commodity derives not simply from the standard of consumer autonomy, but
implies that individual preferences are either neglected or supplemented by other
considerations for the community as a whole. Thus, the common interests and
values of the community may give rise to shared needs that individuals feel obliged
to support as a member of that community (Musgrave, 1959).
Moral Hazard The incentive for people to seek more care
when they have
S
health insurance (Cutler and Zeckhauser, 2000). 7UXP
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insurance
programs), corporate profits, net interest, rental


1R
income, and proprietors’
income (CBO, 2002).
Nominal Value The nominal level of income or spending measured in current
dollars (CBO, 2002).
Opportunity Cost The value of resources devoted to a given activity measured
by their value if deployed elsewhere.
Present Value A single number that expresses a flow of current and future
income (or payments) in terms of an equivalent lump sum received (or paid) today
(CBO, 2002).
Productivity The amount of output (what is produced) per unit of input (labor,
equipment, capital) used.
Public Good A good that all individuals can consume despite not having

Copyright © National Academy of Sciences. All rights reserved.

(245 of 338)
Case: 19-36020, 05/04/2020, ID: 11678889, DktEntry: 65-2, Page 148 of 241

Hidden Costs, Value Lost: Uninsurance in America
http://www.nap.edu/catalog/10719.html

127

APPENDIX A

contributed to its production, and if one individual consumes the good, utilization
by others is not reduced.
Quality-Adjusted Life Year (QALY) A measure of health outcomes used to
combine mortality and morbidity effects of an intervention. It is calculated by
assigning a health-related quality of life weight ranging from 0 to 1 to each period
of time. The number of quality-adjusted life years represents the number of
healthy years of life that are valued equivalently to the actual health outcome. A
weight of 1 translates to perfect health and a weight of 0 translates to a health state
deemed equivalent to death (Garber et al., 1996, p. 29).
Risk Responsibility for paying for or otherwise providing a level of health care
services based on unpredictable need for these services (Academy for Health
Services Research and Health Policy, 2000).
Risk Premium The additional return that investors require to hold assets whose
returns are more variable than those of riskless assets. The risk can arise from many
sources, such as the possibility of default (in the case of corporate or municipal
debt), the volatility of earnings (in the case of corporate equities), or changes in
interest rates (CBO, 2002). The risk premium is that part of an insurance policy
premium that accounts for the riskiness of the policy to the issuer—see Loading
Fee.
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1
Social Cohesion The degree of perceived or operationalized social connectedness or integration among a group of people, sometimes measured as social capital
(Kawachi and Kennedy, 1997).
Spillover Effect A direct effect, either positive or negative, on a person’s or
institution’s profit or welfare developing as a byproduct of some other person’s or
firm’s activity. Also referred to as an economic externality.
Transfer, Transfer Payment Payments made to an individual or organization
for which no current or future goods or services are required in return. Federal
transfer payments include welfare, Social Security, and unemployment benefits
(CBO, 2002).
Uncertainty When the likelihood of future events is indefinite or incalculable.
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Utility The capacity of a commodity or a service to satisfy human wants.
Satisfaction and utility are generally interchangeable terms. Marginal utility is the
satisfaction gained through consumption of a single additional unit of any consumption good.
Value of a Statistical Life (VSL) A measure of how much wealth people are
willing to forgo for a small reduction in mortality risk. The total amount that a
large group of people would pay to avoid one expected fatality among them, not
the amount one person would pay to avoid certain death.
Welfare Gain or Loss The change in total or net human satisfaction or utility
occurring through any action by a consumer, a producer, or a government. The
difference between the benefit derived from the action and the cost of the action
is the gain or loss.
Willingness to Pay (WTP) Either demonstrated (revealed) preference through
market transactions or stated preference in survey responses of the maximum
amount consumers would be willing to pay for a program or intervention.
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Coverage Does Matter:
The Value of Health Forgone
by the Uninsured
Elizabeth Richardson Vigdor

In the United States, 16.5 percent of the nonelderly population lacks health
insurance (Fronstin, 2002). This translates into approximately 41 million people
who are exposed to the potential risks of being uninsured. This
problem has not
S population has been
XofPthe
U
attenuated over time. In fact, the uninsured proportion
7
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 individuals may end up consuming unnecessarily
medical care. Without
latter,
the


R
1 at a later date, and productivity may be adversely affected if
costly medical care
individuals are unable to work. One factor that is often overlooked, however, is
the cost of forgone health experienced by the uninsured individuals. This paper
examines the loss in health capital—the imputed dollar value of health that individuals will have over their remaining lifetimes—that accrues to society from this
lack of health insurance.
To measure this, I apply a variation of the methodology previously developed
by Cutler and Richardson (1997) to measure “health capital,” following Grossman
(1972). This measure combines several different dimensions of health to estimate
the present value of the stock of present and future quality-adjusted life years. This
analysis measures health capital empirically, using data on the length of life, the

1At the time this analysis was conducted, the latest Current Population Survey estimates of insurance coverage were for calendar year 2000. Henceforth, this paper refers to those data, as presented in
Fronstin (2001b).
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prevalence of various health conditions, and the quality of life conditional on
having those conditions. I estimate the average health capital of the insured and
the uninsured first assuming perfect health, then incorporating morbidity. I calculate a lower-bound estimate of morbidity-adjusted health capital assuming no
difference in morbidity between the two groups, and an upper-bound estimate
using observed cross-sectional differences in morbidity. I then estimate the amount
of health capital lost by not insuring the uninsured. I examine this under two
scenarios. One assumes that everyone who is uninsured today will remain so until
age 65, and another assumes that the uninsured face the average probability of
being uninsured in a given year.
Using benchmark assumptions of a 3 percent discount rate and a $160,000
value of a life year, I estimate that the value of future forgone health to an
uninsured 45-year-old is between $7,800 and $83,000 using the years of life
(YOL) approach, and between $6,000 and $102,000 using the quality-adjusted life
year (QALY) approach. The value of future forgone health to an uninsured infant
is between $4,600 and $50,000 with the years of life approach, and between
$3,800 and $98,000 when morbidity is incorporated. These numbers add up to an
extremely large social cost. Reasonable, conservative estimates of the total cost to
society of forgone health are between $250 billion and $3.3 trillion, depending on
the assumptions about lifetime insurance status. If health insurance were extended
to the currently uninsured population, the average gain in healthier years of life
would be between $1,600 and $4,400 per additional year of coverage provided.
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This analysis addresses
of how much health is lost due to a lack
FLWHG thequestion
D
 Another way to frame that question is to ask how

of universal insurancecoverage.


1R be gained if we were to suddenly provide coverage to the
much health would

uninsured. In order to do this, there are several steps that one must take. First, one
must identify the population of interest. Second, one must determine the precise
intervention to be undertaken. Many individuals transition in and out of insurance, remaining uninsured for only a short spell. Others remain uninsured for a
long time. Clearly, the impact of granting universal coverage will have a very
different impact on the two groups. Similarly, there is a difference between
insuring someone for the rest of their life and giving them insurance for a short
period of time, such as a year. Indeed, there are an infinite number of permutations for such an intervention when one considers timing, degree of coverage,
cost-sharing arrangements, and so on. Next, we need to determine the differences
in the underlying components of health capital that arise from being uninsured.
Finally, we must calculate health capital before and after the intervention, and sum
the difference over the relevant population.
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TABLE B.1. Percentage of Population
Uninsured by Age Category, 2000

Under 18
18–24
25–34
35–44
45–54
55–64

Male

Female

11.6
30.1
23.9
16.9
12.0
12.0

11.6
24.4
18.9
14.3
12.1
15.2

SOURCE: Fronstin, 2001b.

Identifying the Population
The population comprises the uninsured from ages 0 to 64 in 2000 as estimated by the March Current Population Survey (CPS) (Fronstin, 2001b). The
March CPS health insurance questions refer back to the previous year. If people
are answering the questions correctly, the Fronstin estimates represent people who
were uninsured for the whole year.2 The percentage of the population without
health insurance by age category is presented in Table B.1. Men are more likely to
be uninsured than women until about age 45, at which point
women have a
PSwomen,
Xand
U
higher likelihood of lacking insurance. For both men
one is most

7
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the population of interest,
 multiplying the proportion of individuals without
1Rage by the sex- and year of age-specific population for 2000
insurance at a given
(CPS, 2001). I assume that the age-group probability of being uninsured applies to
the midpoint of the age range, and extrapolate linearly for individual years within
categories.3 The comparison group of interest is individuals with private health
insurance coverage.
Determining the Intervention
This analysis assumes that the intervention is to provide lifetime health insurance to each uninsured person at a given age. That is, the individual will be
covered from his or her current age until age 65, at which time Medicare coverage

2See Fronstin (2001a, pp. 25–28) for a discussion of the questions and their limitations.
3An alternative specification would be to assume that the percentage remains constant for indi-

vidual years within age-group categories. Using this specification does not substantially alter the
results; the extrapolation method leads to slightly more conservative estimates.
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begins. Because not all insurance plans are alike, the actual impact on health is
likely to vary with the design of the particular plan. Without the detailed data to
construct health capital measures that vary by plan feature, the effective comparison is that uninsured individuals have the “average” private health plan.
In order to determine accurately the impact of the intervention of providing
health insurance, one needs to know the counterfactual. This is problematic
because of great heterogeneity in the duration and frequency of spells without
insurance. Some people are uninsured for only a short period of time, and others
lack coverage more often than not (IOM, 2001a; Short, 2001). Not surprisingly,
the impact on health is greater for those who are uninsured for longer periods of
time (Ayanian et al., 2000; Kasper et al., 2000). Although there is a fairly large
literature that examines duration and frequency of periods without coverage,4
there is not enough information to map out expected patterns of insurance over a
lifetime and incorporate the differential effect of duration of uninsurance on health
outcomes.5
Given the practical need to make some generalizing assumptions, I will measure the difference in health between the insured and uninsured under two scenarios. In the first, the counterfactual is that the individual would have otherwise
remained uninsured until age 65, at which point Medicare coverage would begin.
In the second, I assume that being uninsured in time t is independent of the
probability of being uninsured in period t + 1. Thus the counterfactual for the
individual receiving the intervention is that his expected health
in the year occurS
U
ring at age a is pr(uninsureda) *Hunins + (1 – pr(uninsured
))X*P
Hins, where
7
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viduals will actually remain
 uninsured until age 65 in the absence of the intervenR obtain private or public insurance coverage and realize
tion. Many will1
eventually
health benefits from doing so. Therefore this approach will overestimate the
impact of providing lifetime insurance, assuming that there are health gains to be
made that in fact have already occurred as people transition back into the insured
state. On the other hand, insurance status is not a random draw every year. The
latter scenario captures the fact that the probability of being without health insurance is not constant across the lifespan. It does not, however, account for any
difference in the probability of being uninsured in the future conditional on being
uninsured now. It also ignores any residual effects on health of being uninsured in
the previous period. If the effect of insurance status were instantaneous and nonpersistent, this method would accurately capture the average difference in health
capital by insurance status. However, if being uninsured now increases the prob-

4See Institute of Medicine (2001a) and Short (2001) for summaries of this literature.
5Even if we did have this information, such a mapping would be a monumental undertaking.
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ability of being uninsured in the future and the length of uninsured spell has an
adverse impact on health outcomes, this scenario will lead to an underestimate of
the benefit from providing health insurance. Furthermore, if rates of uninsurance
continue on an upward trend, this scenario will provide a conservative estimate of
the gains from providing insurance.6
I compute health capital under three sets of assumptions, which will be
described. I calculate each set of estimates for the two alternative insurance scenarios. Because one approach will overestimate the health gains from insurance
and the other will underestimate these gains, we can use the results from each
scenario to bracket the actual effect we would expect to see under each set of
assumptions.
HEALTH CAPITAL: A FRAMEWORK FOR
MEASURING HEALTH
We are interested in measuring the gains in health from insuring the uninsured. But “health” has many dimensions, and is a difficult concept to define and
measure. One component of health is generally straightforward: Is the person
alive? Health has other physical and mental attributes as well. Is the person in pain?
Does the person need help caring for herself, or is she unable to work or otherwise
function normally? Is the person happy and well adjusted? We need to combine
all of these elements into a single measure of health.
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0 is death and 1 is perfect health. Any diseases or impairments the person has will
reduce his quality of life so that it falls somewhere in the 0 to 1 range. This
definition of H is frequently referred to as a health-related quality of life (HRQL)
weight (Gold et al., 1996a). A year in a health state with a particular HRQL
weight is referred to as a “quality-adjusted life year,” or QALY (Zeckhauser and
Shepard, 1976). Because a dead person has H = 0, expected health is simply
Pr[alive at a]*Q(a) where Q(a) is the average quality of life among those who are
alive at that age.
We then defined health capital as the utility7 resulting from the stock of current
and future quality-adjusted life years:

6Conversely, if rates of uninsurance go down, the gains from insurance estimated under this
approach will be biased upward. Given historical patterns, however, it seems unlikely that rates of
uninsurance will decline dramatically in the future.
7Utility is an economic term meaning the satisfaction or benefit that people receive from consuming goods and services.
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⎡ ∞ H (a + k ) ⎤
HealthCapital(a ) = V • E ⎢ ∑
k ⎥
⎣k =0 (1 + r ) ⎦
where r is the discount rate and V is the marginal rate of substitution between
health and other goods and services. Because health is measured in life years, V is
the value of an additional year in perfect health. The bracketed term in the above
equation is simply the discounted value of the expected number of QALYs that a
person has remaining at age a.
Health capital can be thought of as analogous to human capital, a concept
frequently used in labor economics. Human capital is the present value of the
income one can expect to receive over the course of one’s life as a function of
educational attainment. Having a better education allows a person to earn more in
the future. Similarly, having more health makes a person happier (and possibly
more productive). Health capital is the present value of the utility resulting from a
person’s health.
For this paper, we are interested in finding the difference between the health
capital of an insured person and an uninsured person at age a, and summing these
differences over the current population of the uninsured. Note that in theory we
want to isolate the difference in average health capital that is caused by lack of
insurance, and not differences that arise as a result of different distributions of
underlying characteristics, such as gender or income. In other
S words, we want to
XP
U
hold constant individual and environmental factors,
and
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7
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 We are making two different assumptions about future
value of those life years.
R
insurance status1
without the intervention. In the first case, we are assuming that an
uninsured person would have remained in that state until he or she reaches age 65.
For a person at age a, the difference in health capital is:
⎡ ⎡ ∞ H (a + k ) ⎤ ⎡ ∞ H UI (a + k ) ⎤ ⎤
HealthCapitalI (a ) – HealthCapitalUI (a ) = V • ⎢ ⎢ ∑ I
– ⎢∑
⎥ ⎥.
k
k ⎥
⎢⎣ ⎣k =0 (1 + r ) ⎦ ⎣k =0 (1 + r ) ⎦ ⎥⎦
In the second case, we are assuming that the uninsured person has a probability less than 1 of being uninsured at any given year in the future. In that case the
difference in health coverage from the intervention is:8

8In our previous work (Cutler and Richardson, 1997), we raised an important concern that can
arise when determining changes in the average health capital for a population. If the health of the
marginal survivor is worse than average, it will appear that health capital is declining when in fact it is
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HealthCapitalI (a ) – HealthCapitalUI (a ) =
⎡ ⎡ ∞ H (a + k ) ⎤ ⎡ ∞ [Pr(UI ) * H UI (a + k )] + [1 − Pr(UI ) * H I (a + k )] ⎤ ⎤
V • ⎢⎢ ∑ I
– ⎢∑
⎥⎥
k ⎥
(1 + r )k
⎢⎣ ⎣k =0 (1 + r ) ⎦ ⎣k =0
⎦ ⎥⎦
The Discount Rate
Which discount rate to use is a longstanding issue in economics. The appropriate discount rate is the one that trades off utility across different years. Although
market interest rates are often very high, these are discount rates for dollars rather
than utility. Interest rates will be higher than the discount rate for utility for a
number of reasons, including taxes and risk. I use a range of discount rates that are
in line with the range considered appropriate in the health literature (Lipscomb et
al., 1996): 0 percent, 3 percent, and 6 percent. The benchmark assumption is a
discount rate of 3 percent.
The Value of a Life Year
In addition to measuring years of life, we need to value them in dollars. The
value of a human life or a quality-adjusted life year is a subject of much debate.9
Although there is an extensive literature on the value of life, remarkably little
PSis truedespite the fact
work has been done to date on the value of a life year.
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Rproblem with this, of course, is that it does not fully solve the
value on health.1The
problem of how to allocate resources efficiently (Johannesson and Jonsson, 1991).
What is frequently done in evaluation studies is to compare the cost per QALY to
commonly used medical technologies and draw a conclusion relative to accepted
practice (Mason et al., 1993). One widely used benchmark (Tolley et al., 1994) set
forth by Kaplan and Bush (1982) is that a policy is cost-effective if the cost per
QALY is less than $34,000, updated to 1999 dollars, which is not always done

going up—someone is now alive who formerly was not, so the actual health of every person in the
population is the same or better. To address this, we calculated average health capital over the
population that is potentially alive, rather than actually alive. This is not an issue here because the focus
changes to the health capital of people who are already alive, and we are examining the issue crosssectionally. For simplicity, I will use the average health capital of those who are actually alive in each
group.
9See Viscusi (1993) for a review.
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when used as a benchmark (Hirth et al., 2000), and questionable if it is greater than
$238,000 (1999 dollars). The area in between was deemed controversial, but
acceptable by the standards of currently employed technologies. Another commonly used benchmark of acceptability is $40,000 (Bala and Zarkin, 2000). Of
course, using a benchmark value for determining what is “cost-effective” is implicitly assigning a value to a life year, albeit a range of acceptable values. However, these and other benchmarks are quite arbitrary, and there is no evidence that
they represent societal willingness to pay for a life year (Hirth et al., 2000;
Johannesson and Meltzer, 1998).
From a welfare economics perspective, the theoretically correct way to determine whether a policy should be adopted is to compare the total benefit that
would accrue to society from the policy with the total cost to society of implementing the policy (Mishan, 1972). If an individual will receive a total benefit of
X from the consumption of a good, it follows that he will be willing to pay a
maximum of X to obtain that good. Therefore to value the social benefit from
health outcomes such as QALYs, one would need to sum each individual’s willingness to pay for the QALYs gained by them and by others (i.e., any external
effects that someone else’s improved health might have on a particular individual).
With market-produced goods, the consumer’s maximum willingness to pay is the
area under the demand curve for the units consumed. It is difficult enough to
construct a demand curve when a market exists, but for most health outcomes
there is no direct market. Thus the challenge is to determine
the maximum
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approaches to measuring
 the value of life: the human capital method, revealed
R valuation. The human capital approach (e.g., Rice and
preference, and 1
contingent
Cooper, 1967) uses the labor market to estimate the value of life. A life is worth
the sum of expected future earnings. Although it is relatively easy to measure,
principal limitations of this approach are as follows: indirect costs will be zero for
individuals not participating in the labor market, such as retirees, homemakers, or
children; it fails to consider any disutility from illness over and above forgone
earnings; and it does not allow for altruism (Mishan, 1971). Furthermore, people
value leisure time as well as time spent in the labor force. Keeler (2001) shows that
if the average worker places the same value on leisure time and time spent in the
labor force, the value of his life is 5 to 10 times the value of future earnings.10
Thus the human capital method does not capture an individual’s full willingness to
pay and is likely to underestimate social benefits.

10Keeler (2001) also points out that correcting for the value of leisure time brings human capital
estimates of the value of a life close to estimates obtained from the revealed preference and contingent
valuation methods.
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An alternative approach is to measure willingness to pay for reduction in
health risks through revealed preference. By observing individuals’ behavior in
existing markets, we can evaluate willingness to pay indirectly for features such as
automobile safety or lower risk of mortality on the job. A great deal of work has
been done in examining compensating wage differentials to estimate willingness to
pay for lower risk of fatal and nonfatal injury in the labor market (see Viscusi,
1993, for a review). Consumer market studies have also examined implied willingness to pay for reduced morbidity and mortality risk through the purchase of
products such as smoke detectors (Dardis, 1980).
Because the consumer market studies are limited, much of what is known
about the value of a statistical life comes from the labor market literature. However, this is problematic in that it represents a subset of society—primarily workers
in blue-collar jobs. How much these results can be generalized to the overall
population is unknown. These studies also assume unlimited job mobility, which
may not be the case for workers in low-paying jobs (Lanoie et al., 1995). Furthermore, both labor and consumer market studies suffer from possible omitted variable bias due to the inherent difficulty in identifying other job or product amenities that may be highly correlated with lower risk jobs or products (Viscusi, 1993;
Gerking et al., 1988). For example, someone who buys a smoke detector is not
simply purchasing a reduction in the risk of death, but also a decreased chance of
injury, property damage, and psychological harm. All of these elements have
value, making it difficult to isolate the actual value of a life. Finally, many health
XPSin an
interventions that need to be valued are not traded
market

7Ueven


implicit
Y

 SULO
(Viscusi, 1993).
H
R
'
Q$theoretical foundations of costThe approach that is most
-RKQ LYwith
consistent
GRthe
Q
H
L

G
LWH
benefit analysis is to Fmeasure
willingness
DUFK to pay through contingent valuation




(CV) (Diener et al.,
 O’Brien and Gafni, 1996). CV is a survey-based
 1998;
1Reliciting
methodology for
consumers’ willingness to pay for benefits from a particular policy, usually expressed as a small change in risk. The advantage of this
approach is that it directly elicits total willingness to pay for a benefit, which is
precisely the theoretically desirable measure. CV studies can be conducted from
different perspectives, which determine how the results are interpreted. A societal
perspective asks all individuals affected by a policy about their willingness to pay
for that policy. This gives the total societal benefit of the policy. On the other
hand, asking an individual how much she is willing to pay for a reduction in
personal risk provides that individual’s valuation of her life, but theoretically will
not capture any impact of this change on others.
Developed originally in environmental economics, CV is now a widely accepted tool for assessing the benefits of environmental programs (Mitchell and
Carson, 1989). In the health field, CV studies have been conducted to measure a
wide range of benefits, including blood donation (Lee et al., 1998; Eastaugh,
1991), arthritis treatment (Thompson et al., 1984; Blumenschein and Johannesson,
1998; Thompson, 1986), in-vitro fertilization (Neumann and Johannesson, 1994),
and hypertension therapy (Johannesson and Jonsson, 1991).
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Although CV provides a direct and theoretically appealing way to measure
willingness to pay for a risk reduction, it can be difficult to implement in practice.
It suffers from all the standard limitations of survey questions, such as anchoring,
framing, and interviewer bias. In addition there may be concern about the validity
of people’s responses to questions that have no real implications for their lives.
There is also the issue of whose willingness to pay should be considered in an
analysis. For example, do we survey only those directly affected or a representative
sample of the whole population, because some people may have an altruistic
interest in a policy? These issues are real, but much can be done to address them.
For example, O’Brien and Gafni (1996) have set forth a valuable conceptual
framework for contingent valuation studies in the health field. Among their recommendations are that (1) the entire population (or a representative sample) be
surveyed; (2) an ex-ante insurance framework be utilized; and (3) the question be
framed as a tax referendum or some other type of compulsory payment scheme.
One criticism of both the human capital and contingent valuation methods is
that they value individuals with low income or wealth less than those with high
income or wealth. Indeed, how one “should” value a life year within a lifetime or
across individuals is a controversial and extremely subjective subject. A good
illustration of the inherent challenges is the administration of the Victim’s Compensation Fund established for victims of the September 11 attacks. The grand
master of the fund, Kenneth Feinberg, was directed by Congress to consider the
economic loss to a victim’s family in making awards. Recent articles in the popular
PS the
press have documented his controversial attemptto
lost economic
7UXbalance
Y

 by capping
example,
ofequity—for

potential of each victim with some degree

H
O
L
R
U
S
'
RKQ HGRQ$
awards (Kolbert, 2002; Belkin,
-2002).
Q
L

Y
L
G
Aside from an individual’s
FLWH valuation
DUFK of her own life, there are other reasons



why the value of a year
 of perfect health might vary across people. Society has
1Rsome
invested more in
people than in others, and some contribute more back to
society than others. Thus, one might vary the value of a life year with the amount
that one contributes to society or that society has invested in a person. This is
essentially the approach taken in the literature on disability-adjusted life years. In
that methodology, it is assumed that society values young adults more than children or older adults, but there is no variation by other factors such as income or
the number of dependents an individual is supporting.11
The type of weights to use, let alone the values to employ, are questions
about the social welfare function. Because there is not a standard social welfare
function, the choice of weights in this context does not have clear theoretical
rationale. In this paper, as in previous work, I do not vary the value of a life across
people, age, or time. This assumes that society values a healthy year of life the

11Murray and Lopez (1996). This is based on the empirical observation that many people express a
preference for saving the lives or life years of middle-aged people more than the very young or very
old. The exclusion of other criteria in valuing people is made on a priori grounds.
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same for everyone, at any point in their life. Another way to think of this is that it
defines the social value of a life year to be the average of all individual values.12 If
as a society we value equity, this is a perfectly reasonable assumption.
In previous work, we used $100,000 as the value of a life year (Cutler and
Richardson, 1997). This value came from a brief synthesis of the literature done
by Tolley et al. (1994), which concluded that a range of $70,000 to $175,000 per
life year is reasonable. A subsequent study by Hirth and colleagues (2000), however, reviewed the value-of-life literature more thoroughly and with the express
purpose of determining the value of a QALY. Hirth and colleagues identified 42
studies that used one of the three valuation methods described earlier and were
appropriate for inclusion in their analysis. To estimate the value of a QALY from
this literature, they first converted all the values to 1997 dollars and determined
the average remaining life expectancy of the sample population. If age was not
reported in the study, they assumed an average age of 40, with a sensitivity analysis
ranging from 35 to 45. They then applied age-specific HRQL weights from the
literature and assumed a 3 percent discount rate (with sensitivity analysis using 0,
5, and 7 percent).
Not surprisingly, Hirth and colleagues found that the median value of a life
year varied tremendously. Not only were there large differences based on the
methodology used, but within methods values also varied greatly. They found that
the median value per life year was approximately:
•
•
•
•

S

XP
$25,000 in the human capital studies;
Y7U 




$93,000 in the revealed preference
ULO
Sstudies;
'RHfor safety

$
Q

K
Q
R
R
$161,000 in the contingent
- valuation
G studies; and
GLQ preference
KLYH for job safety studies.
$428,000 in the
FLWHrevealed
DUF





R
1 presented their sensitivity analysis in terms of the percentage
The authors

change to the life year value of the relevant studies; for example, changing the
assumption about the average age from 40 to 35 lowered the value per life year in
those studies by 7 percent. I recalculated the median value per life year for each
methodology, incorporating the high and low ends of the range of estimates they
tested for the discount rate and the average age of the population (when it was
assumed). These numbers, along with their benchmark median values, are presented in Table B.2. Under the assumption of no discounting and an average study
age of 35, the value per life year ranges from $14,000 for the human capital
approach to $256,000 for the revealed-preference-for-job-risk method. Under the
looser assumptions of 7 percent discounting and an average study age of 45, the

12One additional problem with the value of a life literature is that market-based values of a life are

marginal rather than average. Similarly, if people value their own life years unequally, the average
value of a life year will depend on the number of years of life remaining. These are issues that need to
be explored further in future research.

Copyright © National Academy of Sciences. All rights reserved.

(258 of 338)
Case: 19-36020, 05/04/2020, ID: 11678889, DktEntry: 65-2, Page 161 of 241

Hidden Costs, Value Lost: Uninsurance in America
http://www.nap.edu/catalog/10719.html

140

HIDDEN COSTS, VALUE LOST: UNINSURANCE IN AMERICA

TABLE B.2 Estimates of the Value of a Life Year
Median
Estimate

Human
Capital

Revealed
Preference:
Job Risk

Contingent
Valuation
Safety

3% discount rate
(3% discount rate, average age 40)

$24,777

$428,286

$93,402

$161,305

Low assumptions
(0% discount rate, average age 35)

$14,142

$255,718

$54,123

$85,492

$40,710

$685,258

$151,909

$272,605

High assumptions
(7% discount rate, average age 45)

SOURCE: Author’s calculations from Hirth et al. (2000), 1997 dollars.

human capital method yields a value per life year of $41,000, while the revealedpreference-for-job-risk studies have a median value of $685,000 per life year.
As discussed earlier, I believe that the contingent valuation is the theoretically
correct methodology for valuing life and health changes and use a benchmark
value of $160,000 for a year in perfect health.13 Assuming a 3 percent discount
rate and a life expectancy at birth of 76 years, this translates into a value of $4.8
PS that reasonable
million for a life. This is in line with Viscusi’s (1993)
7UXconclusion


Y


clustered
value of life estimates using any approach
LOin the $3 to $7 million
RHare
U
S
'

$
Q

RK government
RQ agencies use a range of values
dollar range.14 For comparison,
LQ- U.S.
YHG
L
G
K
H
F
W
L
U
for a life, with most falling
within
F
DViscusi’s spectrum. For example, the Environ
recommends

mental Protection Agency
a baseline estimate of $6.1 million (in



1R
1999 dollars) for
benefit calculations (USEPA, 2000); the Department of Transportation (which includes the Federal Aviation Administration) recommends a
value of $3 million for all its economic evaluations (U.S. Department of Transportation, 2002)15 ; and the Food and Drug Administration and Consumer Product
Safety Commission use a value of $5 million (U.S. Department of Transportation,
2002).

13In reality, deriving the value of a life year from the value of life yields the value of a year in

average health rather than a year in perfect health because people are presumably not assuming they
will spend the rest of their life in perfect health when they respond to survey questions or make
consumption decisions. Because a year in average health is worth less than a year in perfect health, my
estimates are biased downward.
14Note that although these numbers may seem very large relative to lifetime earnings, they are
typically imputed from measurements of the value of a small reduction in mortality risk. Therefore the
income effects are likely to be small and wealth constraints are unlikely to be binding.
15In January 2002 this was raised from $2.7 million, the value that had been used since 1996
(United States Department of Transportation, 2002).
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MEASURING THE CHANGE IN HEALTH CAPITAL
EMPIRICALLY: YEARS OF LIFE APPROACH
To measure health capital empirically for the insured and the uninsured, we
must measure expected quality-adjusted life years for each group over a lifetime,
value those years in monetary terms, and discount them to the present. A simple
way to start is to dichotomize the quality-adjusted life year variable H. In this
scenario there are only two values of H: 1 for someone who is alive, and 0 for
someone who is dead. When the discount rate is 0, the last term in the health
capital equation is simply the standard measure of life expectancy conditional on
reaching age a.
Determining the probability of survival in a given year is relatively straightforward. I start with the 1999 period life table generated by the Social Security
Administration (SSA). The SSA life tables are available for men and women.
However, we need separate life tables by insurance status. To construct these, I use
data on mortality differences by insurance status. The Committee’s earlier report,
Care Without Coverage: Too Little, Too Late (IOM, 2002a), presented a systematic
review of the literature on health outcomes as a function of insurance status, and
concluded that individuals without insurance experience a 25 percent higher
mortality risk in future years than individuals with insurance. This conclusion is
based primarily on two long-term longitudinal studies. The first study, by Franks
and colleagues (1993), followed a cohort of adults for 13 to 17 years. Those that
were uninsured at baseline had cumulative mortality Xthroughout
PS the follow-up
7U those


 were privately
Y
period that was approximately 25 percent higher
than

who

RH $interval
ULO ranging from 0 to 55
S
'

insured at baseline (with a 95 percent
confidence
Q
K
RQ
-RSorlie
HGcolleagues
LQby
Yand
percent). The second Lstudy,
(1994), followed a large
L
G
K
H
F
W
U
F
Dperiod and found mortality rates were 20 to 50

sample of adults over a 2- to
5-year

uninsured at baseline, depending on sex and race (with 95
percent higher for
1Rthose
percent confidence intervals ranging from about 0 to more than 200 percent).
Since the confidence intervals around the mortality estimates in these two
studies are wide, it is possible that the true impact of insurance on mortality is
substantially greater or less than 25 percent. Furthermore, if the uninsured differ
systematically from the insured along unmeasured dimensions that are associated
with higher or lower mortality, then these studies will overestimate or underestimate the impact of insurance, respectively. Theoretically, it is not clear which way
this bias will go. On one hand, people may opt out of insurance because they are
relatively healthy and believe they do not need coverage; on the other hand,
people may lose their health insurance as a result of being sick.
Evidence from two studies that explicitly try to control for unobserved heterogeneity suggests that there is some causal effect of insurance status on mortality.
A recent study by Doyle (2001) uses severe automobile accidents to examine
treatment patterns by insurance status. Controlling for patient, crash, and hospital
characteristics, he found that the uninsured receive 20 percent less treatment and
have a 37 percent higher risk of mortality. The RAND Health Insurance Experi-
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ment, which placed individuals randomly into different categories of cost sharing
for health insurance, found that high-risk individuals with very high cost sharing
had a 10 percent higher risk of dying than those with free care. This effect came
entirely through the adverse effect of cost sharing on high blood pressure
(Newhouse et al., 1993).
Several studies have also documented higher rates of infant mortality among
the uninsured (Foster et al., 1992; Moss and Carver, 1998; Currie and Gruber,
1996; Howell, 2001). However, the evidence is mixed on the effectiveness of
interventions designed to provide insurance to pregnant women or improve access
to prenatal care, suggesting that other factors may account for the difference.
Studies of individual states have found effects of various programs ranging from
zero (Piper et al, 1990; Coulam et al., 1995) to declines of more than 30 percent
(Foster et al., 1992). Two national studies of Medicaid expansions have also found
contradictory results. Currie and Gruber (1996) found that infant mortality
dropped by 8.5 percent following coverage expansions to pregnant women. However, Howell (2001) finds no significant difference in infant mortality among
unmarried mothers. She argues that the differences can be explained by better
hospital resources overall, rather than better access to prenatal or postnatal care.16
To incorporate mortality into the life tables, I assume that the cumulative risk
of mortality is 25 percent higher for the uninsured of both sexes from age 1 until
age 65.17 Because of the uncertainty in the literature about the causes of the infant
mortality differential, I make the conservative assumption that
there is no differS
XP
U
ence in infant mortality by insurance status. At age
65,
I assume
7
that the annual


 declines). The
Y risk

mortality rate equalizes (and thus the cumulative
difference

H
O
L
R
U
'
$S on reaching age 65 or any
implication of this is that life
-RKQ LYHconditional
expectancy
GRQ
Q
L

G
LWH the two
UFK
older age is the sameFfor
Dgroups, although fewer of the uninsured will



have lived to that age.

1Rlikely
In fact it seems
that differences in the annual mortality rates persist even
after Medicare coverage begins. Individuals who enter Medicare from an uninsured state are more likely to have conditions that have not been treated appropriately (or at all, particularly in the case of diseases that are diagnosed late as a result).
Therefore, we would expect a lag before any realization of health status improvements. Although I do not have the data necessary to model such a process in this
paper, this omission will bias downward the estimate of the gap in mortality. In
other words, this analysis overestimates the extent to which the life expectancy

16However, as Howell (2001) notes, the improvement in neonatal intensive care is likely to be an
indirect effect of Medicaid expansions to newborns, which have allowed hospitals to finance capital
and staffing improvements. Needleman and Gaskin (2003) obtain a similar result for intensive care
units and other services in rural hospitals.
17Note that the annual relative risk will vary with age. It increases from 25 percent at age 0 to 30
percent and 33 percent at age 64 for men and women, respectively.
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gap narrows at age 65 without any intervention, and thus underestimates the
potential gains to be made from giving insurance to the uninsured. If in fact the
uninsured continue to experience higher mortality upon entering Medicare, and if
the mortality estimates are not picking up any unobserved factors correlated with
higher mortality for the uninsured, then the life expectancy differences presented
here are too low.
Table B.3 presents life expectancy conditional on reaching selected ages, by
sex and insurance status. The first column is the comparison group, individuals
who have private insurance coverage from age a until they reach 65. The next two
columns represent the two sets of assumptions about coverage in the absence of
the intervention. The second column is life expectancy for individuals who have
no insurance coverage until they reach age 65. The third column assumes that for
each year in the future, the individual faces the average probability of being
uninsured. That is, the expected annual mortality rate at age a is pr(insa)*
pr(death|insureda) + (1 – pr(insa))*pr(death|uninsureda). Recall that these are conditional estimates; current year mortality depends only on current insurance status
and everyone is assumed to have Medicare coverage at age 65. Thus life expectancy conditional on surviving to age 65 is the same for all groups.

TABLE B.3 Conditional Life Expectancy by Insurance
S
XPStatus

Men
Years of life
remaining at age:
0
18
25
35
45
55
65
Women
Years of life
remaining at age:
0
18
25
35
45
55
65

U
Y7 



Insured
Average pr(Ins)
RH Uninsured
ULO
KQ' GUntil
Q$65S
Until
65
Until 65
R
R

Q
L
YH
L
G
K
H
F
W
L
U
F
D






1R

73.2
56.1
49.6
40.2
31.1
22.5
15.0

71.5
54.6
48.2
39.0
30.1
21.8
15.0

73.0
55.9
49.4
40.1
31.0
22.5
15.0

78.6
61.4
54.5
44.9
35.4
26.4
18.1

77.5
60.4
53.6
44.0
34.7
25.9
18.1

78.5
61.2
54.4
44.7
35.3
26.3
18.1
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A newborn boy with no insurance coverage until he is age 65 can expect to
live 1.7 fewer years than his counterpart with continuous private insurance coverage. A newborn boy facing the average annual probability of being uninsured only
loses 0.3 life year relative to a boy with lifetime private insurance coverage. For
both groups the gap narrows with age. By age 55, a male who will remain
uninsured for the next 10 years and then be covered under Medicare can expect
0.7 fewer years of future life than someone who will remain privately insured until
age 65, while a male with an average chance of insurance from age 55 to 65 loses
0.1 life year. For females, the amount of life expectancy lost is lower: 1.1 and 0.2
years for newborns in the continuously uninsured and average probability groups,
respectively. As with males, the gap narrows with age.
Converting these life expectancy numbers into health capital under this approach simply requires multiplying by the value of a life year and discounting.
Table B.4 shows the health capital estimates by insurance status and sex at certain
ages using the years of life approach, and the differences in health capital between
the comparison group and the two groups who lack coverage. For all groups,
health capital is large, between $4.6 and $4.7 million at birth, and around $2
million for someone age 65. Women have higher health capital than men at all
ages, simply reflecting the higher life expectancy for women.
In contrast, the difference in health capital between a continuously insured
individual and someone who is uninsured for all or part of her life seems relatively
small. Recall that we can think of the two counterfactuals as
bracketing the true
S
XPuninsured.
U
difference in health capital between the insured and
the
7


 For a newY $5,000
$50,000.
from

born, the difference in health capital ranges
to
The differ
H
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$S to $83,000. The difference
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ranging
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Q
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older. At younger ages,
discounting places less weight on this higher mortality
the
R
1
risk in the future. For the people facing the average probability of being uninsured, the peak is not as dramatic; in fact, it is barely perceptible in Table B.4. This
is because the increasing annual mortality risk for the uninsured is offset by the fact
that one is much less likely to be uninsured at age 45 than at ages 18 to 34.
Are these differences large or small? Relative to the level of health capital,
they are small. However, the present value of lifetime earnings for a newborn who
works from ages 18 to 64 and earns the 2001 mean annual income of $32,000
(CPS, 2001) is just under $500,000. Thus the value of lost health from being
uninsured is equal to between 1 and 10 percent of expected lifetime earnings for
an infant, which seems considerably less trivial.
Naturally the differences in health capital vary with the discount rate used.
The first two columns of Table B.5A show the differences using discount rates of
0 and 6 percent under this scenario. With no discounting, an uninsured infant has
between $27,000 and $270,000 less health capital than an insured infant. The
magnitude of the difference declines with age because remaining life expectancy
also declines with age. Using a 6 percent discount rate, an insured infant has
between $1,000 and $14,000 more health capital than an uninsured infant. As with
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4,733
4,382
4,178
3,811
3,345
2,768
2,110

Women
0
18
25
35
45
55
65
4,701
4,345
4,136
3,762
3,291
2,723
2,110

4,567
4,141
3,914
3,504
2,994
2,404
1,811

4,728
4,377
4,172
3,804
3,337
2,761
2,110

4,609
4,194
3,972
3,572
3,067
2,465
1,811

(3)
Average
pr(Ins)
Until 65

32
37
42
50
53
45

50
64
69
78
83
69

Difference
(1) – (2)

S
7UXP 


Y



'RH RQ$SULO
Q
K
R
LQYHG
FLWHG DUFKL

R
5
6
6
7
8
7

8
11
11
11
10
8

Difference
(1) – (3)

1,108
1,474
1,818
2,530
3,576
5,285

1,752
2,568
3,039
4,069
5,691
8,244

Uninsured
Until 65

893
1,120
1,427
2,009
2,661
3,267

1,408
1,841
2,197
2,952
3,872
4,466

Average
pr(Ins)
Until 65

Benefit per Year of Insurance (dollars)

NOTE: Calculations assume a value of a life year of $160,000 and a real discount rate of 3 percent. Benefit per year of insurance is calculated by dividing the gain in
health capital by the discounted years of insurance coverage provided (sees Tables B.5A, B.5B).

4,617
4,205
3,983
3,583
3,077
2,473
1,811

Uninsured
Until 65

(2)

1

Men
0
18
25
35
45
55
65

Insured
Until 65

(1)

Health Capital Levels and Differences (thousands of dollars)

TABLE B.4 Health Capital by Insurance Status, Sex, and Age: Years of Life Approach
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TABLE B.5A Differences in Health Capital by Discount Rate, YOL
Approach (thousands of dollars)
0% discount rate

6% discount rate

Difference,
InsuredStay Unins.

Difference,
InsuredPr(Unins)

Difference,
InsuredStay Unins.

Difference,
InsuredPr(Unins)

Men
0
18
25
35
45
55

270
238
222
199
167
113

41
37
32
26
21
14

14
21
26
35
45
45

2
4
5
5
7
6

Women
0
18
25
35
45
55

180
152
145
133
113
77

27
24
22
20
17
12

9
11
15
21
28
29

1
2
2
3
4
4

NOTE: Calculations assume a value of a life year of $160,000.
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$45,000.


about the gain in health capital from insurance is to
A useful wayRto
think


compare it with1the additional years of health insurance that we are providing to
obtain this benefit.18 For an individual at age a, this is the total number of years
that she can expect to be uninsured for the rest of her life, discounted to make it
comparable to our baseline estimates.19 This can be written as:
∞

∑
t =0

pr (uninsured a+t ) * pr (alive a+t |alive a )
.
(1 + r )t

Under the scenario assuming a counterfactual of no insurance prior to Medicare, pr(uninsured) is equal to one before age 65, so the estimate is simply the
discounted years of expected life between now and age 65. Table B.6 shows the
discounted years of insurance coverage provided at different ages under the two

18I would like to thank Emmett Keeler for suggesting this approach.
19Recall that we assume individuals are covered by Medicare starting at age 65, so pr(uninsured)=0

from that point on.
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147
122
117
107
90
61

Women
0
18
25
35
45
55
22
19
18
16
13
10

34
30
26
21
17
11

Difference,
InsuredPr(Unins)

8
10
12
17
22
23

12
18
22
29
36
36

Difference,
InsuredStay Unins.

6% discount rate
Difference,
InsuredPr(Unins)

1
2
2
3
3
4

2
3
4
4
5
4
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'RH RQ$SULO
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R
LQYHG
FLWHG DUFKL

R

1

NOTE: Calculations assume a value of a life year of $160,000.

222
193
180
160
134
90

Men
0
18
25
35
45
55

Difference,
InsuredStay Unins.

0% discount rate

QALY Approach: Lower Bound

268
213
195
168
131
80

40
34
29
24
19
12

55
48
40
31
22
14

38
39
41
46
47
37

43
50
55
63
64
53

Difference,
InsuredStay Unins.

Difference,
InsuredStay Unins.

354
294
269
230
180
112

6% discount rate

0% discount rate
Difference,
InsuredPr(Unins)

QALY Approach: Upper Bound

TABLE B.5B Differences in Health Capital by Discount Rate, QALY Approach (thousands of dollars)

5
7
6
7
7
6

7
10
10
9
8
6

Difference,
InsuredPr(Unins)
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TABLE B.6 Discounted Years of Insurance Provided Under Different
Scenarios
Uninsured
Until 65

Average pr(Ins)
Until 65

28.4
24.8
22.8
19.2
14.5
8.4

5.5
5.8
4.8
3.6
2.7
1.9

28.8
25.3
23.3
19.6
14.9
8.6

5.1
5.2
4.5
3.6
2.9
2.2

Men
Years of life remaining at age:
0
18
25
35
45
55
Women
Years of life remaining at age:
0
18
25
35
45
55

S
7UXP 


Y



'RH RQ$SULO
Q
K
R
HG require 28.4 years of insurance in
LQ- FItKwould
scenarios, discountedFat
LWH3Gpercent.
U LY
D



present-value terms to insure
 a newborn boy who otherwise would be uninsured



R
until age 65, and
1 28.8 years of insurance to do the same for a newborn girl. For
NOTE: Assumes real discount rate of 3 percent.

newborns facing the average probability of being uninsured in each year up to age
65, it would take 5.5 years of insurance for a boy and 5.1 for a girl.
The last two columns of Table B.4 show the gain in health capital per year of
health insurance provided for various ages, using the years of life approach. For a
25-year-old male, the gain in health capital for each year of insurance is $2,200
under the average probability of insurance scenario, and $3,000 under the continually uninsured scenario. For a 25-year-old female, the corresponding estimates
are $1,400 and $1,800, respectively. Because we are now normalizing the change
in health capital by the amount of time one otherwise would have been uninsured,
the ratios are much closer than the raw differences under the two insurance
scenarios. They are still quite different, however, due to the uneven distribution of
mortality and insurance status over the lifespan. Specifically, there are large health
benefits from being insured later in life when overall levels of mortality are higher.
Yet the probability of being uninsured at this stage is much lower than at younger,
healthier ages. Therefore we would expect lower estimates from the scenario that
assigns a much lower probability to receiving these health benefits later in life.
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Not surprisingly, the benefit per year of insurance increases substantially with
age. This is true because mortality rates are larger at older ages, and therefore gains
from a reduction in mortality are larger as well. The estimates for younger uninsured individuals are lowered by the years in which insurance coverage is provided, but mortality simply is not very high. Furthermore, the gains that these
individuals will receive in the future take on smaller weight due to the discounting. For older people, these gains are closer and therefore the discount factor has
a smaller effect. The health gains for women remain quite a bit smaller than for
men, even when controlling for the fact that women are more likely to be insured.
Again, this is because women have lower overall mortality, so a proportional
reduction in the mortality rate simply will not have as large an impact as it will for
the men.
MEASURING THE CHANGE IN HEALTH CAPITAL
EMPIRICALLY: THE QALY APPROACH
The next step is to incorporate morbidity into our estimates. To compare the
difference in morbidity-adjusted health capital that arises from a lack of insurance,
we need to calculate the expected differences in disease presence and quality of life
by insurance status. Several factors make this very difficult. First, the uninsured
have different characteristics than the insured. If we observe in the population that
the uninsured are more likely to have diabetes, for example, this might simply be
UXPSto be
explained by the fact that the uninsured are more
and men

7likely
male,


Y

avariety
for
ifwe control

report a higher prevalence of diabetes. Even
of
charac
H
O
L
R
U
S
'
KQthe
Q$equalizing
R
R
teristics, however, it is not necessarily
case
that
insurance
status
will


G
Q
GL
KLYH capital. One reason for this is that we
UFhealth
eliminate the remaining
in
FLWHdifference
D


 effects of going without coverage to persist or
might expect some ofthe
adverse


R
have long-term1implications. If someone with diabetes receives inadequate treatment because she lacks insurance, she may have a higher risk of developing
complications later on, even after she starts receiving appropriate care. Unfortunately this is extremely complicated to model and we lack sufficient data to do so.
Another reason we would not expect to eliminate the entire difference in health
capital by insuring the uninsured is that there may be factors correlated with lack
of insurance and worse health outcomes that are difficult or impossible to measure,
such as an aversion to doctors. Therefore, if we assume that the entire health
capital differential will vanish once an individual receives insurance coverage, we
will overestimate the true impact of the intervention.
The issue of selection bias makes it impossible to draw inferences about
causality when comparing the health of the insured and the uninsured in the crosssection. Theoretically, the direction of any measurable difference in health by
insurance status is unclear. On one hand, we might expect the uninsured to have
more chronic conditions due to a lack of adequate prevention (e.g., more untreated hypertension leading to more heart disease). On the other hand, they may
have a lower rate of reported prevalence at a given age if diagnosis occurs at a later
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stage of the disease (e.g., cancer). The uninsured may also have a lower prevalence
of disease if they are more likely to die; we may observe less cancer in the
uninsured at older ages because most of them (and perhaps the sickest) have
already died from heart disease. Finally, we may see a difference in health status
because of adverse selection and “cream skimming.” In the first case, we would
expect to see better health in the uninsured if individuals choose not to buy
insurance because they are healthier and do not need it. In the latter case, patients
with chronic disease who lose their insurance may subsequently be unable to find
affordable coverage, and we will observe worse health. Which of these effects will
dominate in practice is an empirical question. However, the conclusion of the
Committee (IOM, 2002a) is that overall, the uninsured suffer worse health outcomes than the insured.
Literature on the Impact of Lacking Coverage on Health
A reasonable approach toward estimating the difference in health capital
caused by a lack of insurance coverage would be to examine the literature and
incorporate information from well-designed studies that control for selection bias.
Care Without Coverage (IOM, 2002a) thoroughly evaluated and synthesized the
literature on this topic. The report concludes that being uninsured leads to increased mortality, lower health status, less appropriate medical care, and lower
rates of screening for many conditions.
PS is not good for
Despite the overwhelming evidence that being
7UXuninsured


Y


specifically
literature
overall health or access to care, however,
that
addresses
RHthe
ULO
S
'

$
Q
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R
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disease by insurance status,
 or differences in quality of life for a particular disease or


R
1 of the disease-specific studies focus on outcomes such as treatcondition. Many
ment patterns, utilization of services, and timely access to medical care. These
types of outcomes are important for understanding the problems faced by the
uninsured, but they are not the final outcome of interest here. Rather, they are the
mechanisms through which health might be adversely affected. The magnitude of
the effect of these particular mechanisms on quality of life, functional status, and
disease prevalence are rarely measured.
One outcome that is often examined in disease-specific studies is mortality.
For some diseases, such as cancer, the increased mortality the uninsured face due
to later diagnosis provides clear evidence that the uninsured suffer worse health
outcomes (see Roetzheim et al., 1999; Ayanian et al., 1993; Lee-Feldstein et al.,
2000, among others). This is something we could easily incorporate into our
measure of health capital. However, in practice the usefulness of these studies is
diminished by several studies that examine overall mortality differences between
the uninsured and those with coverage. Because the studies that measure total
mortality should in theory incorporate all the mortality differences documented in
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the disease-specific measures, disease-specific mortality is not needed to conduct
this analysis.
There are outcomes studies that we could incorporate into measures of health
capital. For example, blood pressure levels increase when hypertensive patients
lose coverage (Lurie et al., 1984; Lurie et al., 1986) and vice versa (Keeler et al.,
1985). Diabetics without insurance are less likely to receive appropriate monitoring and care, putting them at higher risk for serious complications (Palta et al.,
1997; Beckles et al., 1998; Ayanian et al., 2000). This information could be used
to simulate an expected disease path. For example, we could determine from the
literature the increased probability over one’s lifetime of a cardiac event from
higher blood pressure or the increased probability of future blindness from untreated diabetes. Given the limitations of the literature, however, there are relatively few diseases for which this could be done, and for many diseases the
population effects would be small. This would be a very complicated exercise for
an estimate that would by necessity omit many of the effects we are trying to
measure.
As an alternative, I use a pair of approaches to bound the differences in the
value of health capital for the uninsured. First, I assume that there is no difference
in morbidity between the insured and the uninsured and calculate health capital
for the insured. To generate the health capital measures for the uninsured, I simply
adjust the mortality risk as in the above section. As long as the uninsured are on
average less healthy than the insured, and if they do have some
 higher morbidity
XPSa lower
U
that could be alleviated with coverage, this will provide
7
 bound of the

Y


potential gains from the intervention. RH
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Q'National
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Q
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L
G
to determine the differences
FLWH indisease
DUFKprevalence and quality of life by insurance



status. I control for age,
sex, and a number of other demographic and socioeco1Restimating prevalence and health-related quality of life. Nevnomic factors when
ertheless, there may be unobservable characteristics that confound the relationship between insurance status and health outcomes. If the uninsured differ from
the insured along dimensions that are correlated with worse health, then this
approach is likely to yield estimates of the difference in health capital by insurance status that are too large. Providing insurance will not completely eliminate
the gap in observed health outcomes between the two groups. Therefore this
approach can be considered an upper bound to the gains from extending coverage to the uninsured.
Incorporating Morbidity Empirically
Incorporating morbidity empirically is complex because it is hard to measure.
It is useful to consider a schematic framework for various types of disease. Diseases
arise as a result of environmental and behavioral factors, often combined with
some random event. A disease can progress to death, complete recovery, or a
chronic state. Chronic disease can result in reduced quality of life through lower
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physical and mental well-being, and it can also increase future risk of death or
other diseases. It is useful to distinguish three health conditions: acute conditions,
chronic conditions, and risk factors. Acute conditions are characterized by short
bouts of illness followed by complete recovery. Death may follow an acute illness,
but in general acute disease has become less salient to people over time. The
prevalence of acute illness is difficult to measure because it fluctuates considerably
from year to year or even month to month (flu season, for example). This analysis
ignores short-term illnesses. Chronic diseases, on the other hand, can affect mortality, long-term quality of life, or both. Because chronic conditions persist over
time, they are relatively easy to measure. The health capital framework employed
here focuses on chronic conditions.
The NHIS and the Surveillance, Epidemiology and End Result (SEER)
database are nationally representative sources of disease prevalence for measuring
chronic conditions. The NHIS offers a cross-sectional sample of the noninstitutionalized U.S. population, approximately 100,000 people each year. It is designed in part to measure disease prevalence and asks about a large number of
conditions. Mental health and HIV/AIDS are conditions that are not consistently
measured in the NHIS; however, SEER is a nationally representative registry of all
cancers reported at nine sites, covering a population of about 40 million.
I incorporate 14 diseases or conditions from the NHIS: heart disease (defined
as coronary heart disease, angina, heart attack, other heart condition), stroke,
diabetes, emphysema, asthma, bronchitis, joint pain or swelling,
other pain (neck,
S
XPblindness,
U
back, jaw, or head), kidney disorder, liver condition,
 poor vision,
7


the 1998, 1999,
from
Yobtained
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deafness, and bad hearing. Prevalence data
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R
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and 2000 NHIS. The data were
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Y
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SEER data report cancer
incidence
and
survival
by year after diagnosis. From this



1R of prevalence defined as having been diagnosed with cancer
I construct a measure
in the past five years.20 I use SEER data from 1994 to 1999 to calculate the
combined 1998 and 1999 prevalence of cancer under this definition.21, 22
In previous work, one important category of disease that we were unable to
include was mental disorders (Cutler and Richardson, 1997). The current NHIS
does ask some mental health questions; however, the scope and nature of these

20As part of the redesign, the NHIS greatly improved the questions about cancer prevalence.

However, the questions ask if you have ever been diagnosed with one of approximately 30 cancers. In
1999 and 2000, respondents were also asked the age at first diagnosis for each cancer. Here, we want
to measure diagnosis with cancer in the previous 5 years, regardless of whether it is an initial diagnosis
or a recurrence. These questions do not adequately capture that information.
212000 SEER data are not yet available.
22Although the data sources are the same, there are several reasons why the health capital estimates
produced in this paper are not comparable to those in previous work (Cutler and Richardson, 1997).
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questions are not consistent throughout the 1998–2000 surveys. Few studies have
produced reliable measures of the prevalence of mental health disorders, and the
few studies that do exist generally do not provide age- and sex-specific rates
(Narrow et al., 2002). In any case, there is no way to examine whether prevalence
varies by insurance status, and the appropriate HRQL weights for the relevant
conditions are not available. As a result, information on mental health is not
included in these calculations on health capital.
One question of interest in this analysis is whether the observed burden of
disease varies by insurance status. We can use the NHIS to observe net differences
in reported disease prevalence by insurance status, although there is not enough
information to examine the underlying mechanisms in detail. To incorporate
differences in disease prevalence into this measure of health capital, I take the
following approach. First, one needs to control for the fact that the uninsured
population differs from the insured in many ways. For example, the uninsured are
more likely to be younger and male. To address this I calculate prevalence by
insurance status, sex, and age, using the following age categories: under 18, 18–
24, 25–34, 35–44, 45–54, and 55–64. I also control for race (Black), Hispanic
origin, income (less than $5,000, $5,000–$9,999, $10,000–$14,999, $15,000–
$24,999, $25,000–$34,999, $35,000–$44,999, $45,000–$54,999, and over
$55,000), residing in an urban area, region of the country (Northeast, South,
Midwest, West), and insurance status. I exclude individuals with public insurance
from this analysis because the proper comparison is the privately
insured and the
S
XP
U
uninsured. For the elderly, I use sex and 10-year
age
categories,
 but I do not
7
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Q
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Next I calculate Fthe
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age-sex category anduse
  a t-test to determine whether the prevalence rates are
R
1
significantly different. If the difference is statistically significant at the 10 percent
level, I use the insurance status-specific prevalence for that disease for that age-sex
group.24 If the difference is not significant, I use the combined prevalence. I use
linear interpolation to calculate prevalence by year of age, with the estimated
prevalence representing the middle of the age range. The SEER data do not

This analysis does not require diseases that are free from time-variant reporting issues. Therefore it
includes some additional conditions and produces more complete measures of health capital. In
addition, the NHIS questionnaire was substantially redesigned in 1997, and many conditions are not
directly comparable to those reported in previous years.
23Certainly we might expect to see health differences between elderly individuals with supplemental private insurance and those solely on Medicare; we might also expect health differences according
to prior insurance coverage status. I ignore the former in this analysis, and have no way to measure the
latter with these cross-sectional data.
24Using insurance status-specific prevalence only when the difference is significant at the 5 percent
does not have a substantial impact on the results.
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TABLE B.7 Condition Prevalence per 1,000 Population, by Age and Insurance Status
18–24

Heart disease
Stroke
Emphysema
Asthma
Cancer
Diabetes
Bronchitis
Kidney disorder
Liver disease
Joint pain
Deaf
Bad hearing
Blind
Bad vision
Pain

25–34

Insured

Uninsured

Insured

Uninsured

32.9
0.6
0.8
130.4
1.0
8.4
35.2
5.5
2.3
153.7
1.0
53.9
0.9
40.2
330.0

32.5
0.6
0.8
96.3
1.0
4.1
34.4
5.2
2.3
154.3
0.2
59.9
0.2
39.3
325.9

38.0
1.5
1.2
86.0
3.2
11.8
31.6
6.9
4.4
187.4
0.8
62.7
1.4
40.0
373.8

33.2
1.4
1.2
92.6
3.7
11.6
29.9
6.7
4.6
169.2
0.8
70.7
1.4
58.5
366.1

NOTE: Pairs in bold significantly differ from each other at the 10 percent level.
SOURCE: Author’s calculations from the NHIS, 1998–2000.
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the NHIS.
R
1

Disease prevalence differed significantly by insurance status in approximately
one-quarter of the age-sex cells. In about half the significant cases the uninsured
were significantly less likely to have a particular disease. This may reflect later
diagnosis amongst the uninsured due to reduced access to medical care. For several
diseases, the uninsured were less likely than the insured to report prevalence at
younger ages, but equally or more likely to report it at older ages. For example,
this was true for diabetes and asthma in both genders, and stroke for women. This
is the pattern we would expect to see if the uninsured are diagnosed at a later stage
with diseases for which early treatment reduces severity, or if they are not receiving adequate preventive care at younger ages. All significant differences in prevalence were incorporated into the analysis, regardless of direction.
Table B.7 shows the overall prevalence of the conditions used in this analysis,
by age and insurance status category. Men and women are combined for ease of
presentation. Some of the statistically significant differences by insurance status are
confounded when men and women are combined, but the same general conclusions can be drawn. Because I assume that everyone over age 65 is insured, overall
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35–44

45–54

55–64

Insured

Uninsured

Insured

Uninsured

Insured

Uninsured

Over 65

49.6
4.7
2.9
77.8
6.6
23.3
32.5
7.1
9.1
255.7
1.1
100.4
1.6
55.5
388.4

49.1
4.3
3.0
77.1
6.5
23.1
47.8
7.1
9.2
255.3
1.1
99.6
1.6
82.4
404.9

89.9
7.5
7.7
78.1
17.0
54.1
42.9
10.8
14.0
350.0
1.0
159.1
2.4
89.8
405.9

89.9
14.7
12.3
77.9
13.0
54.2
42.7
10.1
14.0
349.7
1.0
141.2
2.4
121.2
405.2

145.3
21.5
20.1
80.0
38.4
96.2
50.6
14.9
12.4
410.6
2.0
221.7
2.9
81.8
384.2

128.6
21.3
19.8
81.7
38.5
95.4
50.1
15.0
12.4
390.8
1.9
174.9
2.9
124.0
389.6

297.4
77.1
52.7
76.0
82.5
142.9
60.8
28.5
11.0
484.3
7.6
370.1
10.3
146.6
372.3
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heart disease, bad hearing,bad

 prevalent diseases for the 18–24 age group, especially
most
Asthma is one of
1Rthe

for the insured, but the prevalence decreases somewhat with age. I was not able to
detect a statistically significant difference in prevalence by insurance status for most
of the diseases, but the table generally supports the theory that the uninsured are
more likely to have diseases that could be prevented or minimized with appropriate care. Stroke and emphysema are both much more common among the uninsured ages 45 to 54, and pain and bronchitis are more prevalent among the
uninsured ages 35 to 44. Asthma is more common among the uninsured at ages 25
to 34. Bad vision tends to be more prevalent in the uninsured. Interestingly, there
is very little difference between the two groups for heart disease, except that it is
more prevalent in the insured for the 55 to 64 age group.
Measuring Quality of Life
In addition to knowing the prevalence of the conditions, we also need to
know quality of life conditional on having the disease. In particular, for this
measure we need a HRQL weight to assign to each condition. In theory, one
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would want to measure the HRQL weight using standard gamble or time tradeoff
methods, which have the theoretical underpinnings of von Neumann-Morganstern
utility theory (Gold et al., 1996a). In practice, conducting these surveys in the
population is time consuming and methodologically difficult. As a result, there are
relatively few studies that measure disease-specific HRQL weights that could be
used in this analysis. Furthermore, one of the concerns that frequently surfaces
with this survey methodology is the difficulty that people have in answering
hypothetical questions. The QALY literature often demonstrates that people in
poor health rate their health status higher than do healthy people who are asked
how they would rate their health if they were in that state (for example, see
Epstein et al., 1989; Najman and Levine, 1981; and Sackett and Torrance, 1978).
In previous work, both of these problems were addressed by taking a different
approach toward estimating the HRQL weights (Cutler and Richardson, 1997).
We compared the self-reported health of people with and without a particular
condition, controlling for demographics and other conditions that the person may
have. Essentially what this is doing is measuring how far a particular condition
moves you along the self-reported health scale, which gives you the reduction in
the HRQL weight for that particular disease. A similar methodology is employed
in this paper to obtain the HRQL weights.
I use data from the NHIS to calculate the HRQL weights. The NHIS
contains a question on self-reported health status that asks, “Would you say your
health in general is excellent, very good, good, fair or poor?” 25 I then order these
PSpeople
responses from 1 (poor) to 5 (excellent). I assume
7UXthat


 have a latent
Y

 individual’s
conditions

measure of health h*, which is relatedRH
tothe
(c) and

O
L
U
'
Q$S
R
demographics (X) as follows:LQ-RKQ

G
H


Y
FLWHG DUFKL

 h* = cβ1 + Xβ2 + ε,
R

1

where ε is a random error term. This is then estimated as an ordered probit, under
the assumption that the error term is normally distributed.
I control for sex, age, age squared, race, ethnicity, education, income, marital
status, urbanicity, and region of the country in the model, as well as all the
conditions that the individual reports having. Included in this are some conditions
that are not included in Table B.7. In addition to asking chronic condition
questions, the NHIS also has a section that asks about activity limitations. If
someone reports a limitation, they are asked whether certain conditions caused the
limitation. These questions are not designed to measure prevalence, so I cannot
incorporate them in the overall measure of health capital. However, I include any

25Note that this question is different from previous versions of the NHIS, which asked, “How
would you rate your health as compared with other individuals your age?”
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information captured in these variables to avoid spurious correlation between the
conditions in which we have an interest and the other conditions someone may
have. Some of the additional conditions included in the probit model are disorders
of the digestive system, injuries, and mental disorders.
In order to produce an HRQL weight that falls between 0 and 1 from our
regression, we must normalize the βs. It is not clear how to do this because any
endpoints one chooses are somewhat arbitrary. In a previous analysis, we used the
highest and lowest cut points—the values of h* at which a person will move into
a different category—estimated by the model. This effectively assumes that excellent health is better than 1 and poor health is worse than death, which is obviously
not the case. In this paper, I adopt a different approach.26 Instead of using the cut
points, I bound the scale with the highest and lowest predicted values (h~) from the
probit equation. This approach assumes that the person with the worst predicted
health in the sample is in a near-death state, and the person with the best predicted
health is in near-perfect health. This improves greatly on previous methodology.27 We can then estimate the HRQL weight for disease i as HRQLi = β1/
(h~max – h~min).
One important factor that must be considered with this methodology is the
role of interactions between the conditions. We do not want to assume linearity of
the HRQL weight reductions. Having heart disease and stroke will probably not
be as bad as one would predict by looking at the two conditions separately because
many of the implications for quality of life are the same.
To address this, I
S in Table B.7 and
XP
U
calculated the joint prevalence of pairs of conditions
listed 
7



Y fit the
 model, including
Ithen

selected those with a high joint prevalence.
probit

H
O
L
R
U
$S at the p = 0.05 level were
KQ'not significant
these condition pairs. Pairs Lthat
-Rwere
GRQ
Q
H

Y
L
G
LWH the model.
UFK
subsequently droppedFfrom
 D The condition pairs that were included in



the final model were
 disease and joint pain, heart disease and other pain,
 heart
1Rstroke,
heart disease and
diabetes and stroke, joint pain and other pain, poor
hearing and poor vision, poor hearing and diabetes, and poor hearing and cancer.
It is also possible that the HRQL weights could vary by insurance status. To
test this, I interact each of the single and joint conditions with a dummy variable
for not having insurance. Interactions that were not significant at the p = 0.05
level were dropped from the model. Only cancer and the diabetes/stroke pair
turned out to differ significantly by insurance. Notably, the main effect of not
having insurance was significant and negative and is discussed below.
I also estimate the HRQL reduction associated with aging and gender. These

26I am very grateful to Will Manning for suggesting this method.
27This assumes that the sickest person in the sample considers his or her health state as equivalent to

being dead, which is probably not the case. This has the effect of shrinking the HRQL scale, which
will produce overestimates of the reduction in the HRQL weight for a given condition. However,
because my estimates are rather high compared with the literature, this is probably not a major
concern here.
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HRQL weights are capturing any omitted disease factor, as well as any age
norming that people may be doing. I include in the model age, age squared, a
dummy for male, and the interaction between the male dummy and both the age
variables.
The coefficients from the probit model and the estimated HRQL weight for
the condition are presented in Table B.8. The direction of the coefficient estimates seems quite reasonable. All the main disease effects are negative and significant, while most of the disease interaction coefficients are positive as expected.
The only disease pairs that have a negative coefficient are poor vision with poor
hearing, and joint pain with other pain. It seems plausible that these could be
situations in which the effect of having both conditions is actually worse than
additive HRQL weights would suggest. For example, people with poor vision or
poor hearing often use their other senses to compensate; having both conditions
limits one’s ability to do that.
The last column of Table B.9 shows the implied HRQL weights (the marginal increase or decrease in the HRQL weight is shown for the interaction terms
and the uninsured dummy). Because there is no gold standard for disease-specific
HRQL weights, it is difficult to compare these estimates with the existing literature. Tengs and Wallace (2000) compiled 1,000 disease- and limitation-specific
HRQL weights reported in the literature. The range for most of these weights is
quite large (stroke, for example, has reported weights ranging from 0.37 to 0.92).
My estimates are within the reported range for nearly every condition, but they
PS of the HRQL
tend to fall at the high end of the range. The relative
7UXmagnitudes


Y



weights look plausible. More serious conditions
RH $such
ULOas diabetes, stroke, and
S
'

Q
RK lower
mental health disorders tendLQto-have
RQ weights than less severe con
YHGHRQL
L
G
K
H
F
W
L
U
ditions such as poorFvision orpoor
 D hearing. For the28 diseases included in this
range

analysis, the HRQL 
weights
from 0.91 to 0.99.


1Rinteraction terms are both negative and significant, implying
The uninsured
that quality of life for cancer patients and those with both diabetes and stroke is
worse for those who are uninsured. This is consistent with the literature that
suggests that cancer and diabetes are two of the chronic conditions that are most
adversely affected by lack of insurance. Although none of the other interactions
with the uninsured dummy variable were significant, the coefficient on the dummy
variable itself is significant and negative. It is associated with a reduction in the
HRQL weight of 0.01, which is similar to having asthma. Unless there is a direct
impact of simply being uninsured on one’s perception of health, this variable is

28One possible explanation for the high HRQL weights is poor fit of the probit model. Pregibon’s
link test and the modified Hosmer-Lemeshow test confirmed that model does not fit the data particularly well. Several variants were tried to correct this, including ordered logit, generalized ordered
logit, and polytomous logit models, but none was successful. Further analysis of the modified HosmerLemeshow test suggested that the misspecification would lead to an overestimate of the impact of
health insurance, but that the magnitude of this estimate is likely to be quite small.
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TABLE B.8 Relationship Between Chronic Conditions and Self-Reported
Health
Coefficient

Standard Error

–0.459
–0.577
–0.070
–0.129
–0.439
–0.279
–0.630
–0.500
–0.536
–0.205
–0.113
–0.412
–0.172
–0.242
–0.255

(0.024)
(0.043)
(0.034)
(0.031)
(0.042)
(0.022)
(0.022)
(0.041)
(0.047)
(0.067)
(0.015)
(0.066)
(0.019)
(0.014)
(0.012)

QALY

Disease
(Conditions included in health capital)
Heart disease
Stroke
Asthma
Bronchitis
Emphysema
Cancer
Diabetes
Kidney disorder
Liver disease
Deaf
Bad hearing
Blind
Bad vision
Joint pain
Head/back/neck pain
Interactions
(Change in QALY weight)

0.93
0.91
0.99
0.98
0.93
0.96
0.91
0.92
0.92
0.97
0.98
0.94
0.97
0.96
0.96

S

7UXP



Heart disease*joint pain
0.084 Y(0.029) 

Joint pain *other pain
–0.051
SULO
'RH RQ$(0.019)
Q
K
R
Heart disease*other pain
0.105 G
(0.029)
GLQ DU–0.097
FKLYH
Poor hearing* poor visionFLWH
(0.032)



Poor hearing *diabetes
0.092
(0.038)




Heart disease*stroke
0.186
(0.060)
1R
Lung disease *diabetes
0.146
(0.044)
0.143
(0.040)
Poor hearing *cancer
Diabetes *stroke
0.203
(0.070)
Cancer *uninsured
–0.293
(0.086)
Diabetes *stroke*
uninsured
–1.254
(0.495)

0.01
–0.01
0.02
–0.01
0.01
0.03
0.02
0.02
0.03
–0.04
–0.19

Control conditions
Hypertension
Other circulatory
Other lung disease
Other endocrine
Nervous system
Ulcer
Digestive disorders
Skin conditions
Blood conditions

–0.321
–0.612
–0.185
–0.678
–0.748
–0.190
–0.863
–0.492
–0.771

(0.011)
(0.076)
(0.036)
(0.094)
(0.047)
(0.016)
(0.081)
(0.221)
(0.194)

0.95
0.91
0.97
0.90
0.89
0.97
0.87
0.93
0.88
continued on next page

Copyright © National Academy of Sciences. All rights reserved.

(278 of 338)
Case: 19-36020, 05/04/2020, ID: 11678889, DktEntry: 65-2, Page 181 of 241

Hidden Costs, Value Lost: Uninsurance in America
http://www.nap.edu/catalog/10719.html

160

HIDDEN COSTS, VALUE LOST: UNINSURANCE IN AMERICA

TABLE B.8 Continued
Coefficient

Standard Error

QALY

Amputee
Injuries
Other musculoskeletal
Genitourinary disorders
Mental health disorders

–0.259
–0.496
–0.565
–0.709
–0.821

(0.138)
(0.061)
(0.048)
(0.092)
(0.038)

0.96
0.93
0.92
0.89
0.88

Uninsured (change in QALY weight)

–0.075

(0.027)

–0.01

Age
–0.019
(0.002)
Age2
0.00011
(0.00002)
Male
0.309
(0.077)
Male* Age
–0.011
(0.003)
Male* Age2
0.00009
(0.00003)
White
0.179
(0.020)
Black
–0.072
(0.023)
Hispanic
–0.133
(0.015)
High school graduate
0.301
(0.013)
Some college
0.545
(0.015)
College graduate
0.739
(0.020)
Income $5–10,000
–0.060
(0.034)
Income $10–15,000
–0.007
(0.034)
Income $15–20,000
0.059
(0.034)
S
Income $20–25,000
0.078
7UXP

(0.034)
Income $25–35,000
0.144 Y (0.032) 


H
O
L
R
U
S
'
Income $35–45,000
Q0.194
$(0.033)
-RK 0.259
GRQ (0.033)
Income $45–55,000
Q
H
L

Y
L
G
K
FLWH DUF0.281
Income >$55,000
(0.031)


Married
0.032
(0.010)




Lives in urban area1R
0.088
(0.012)
Lives in urban area*uninsured
–0.053
(0.031)
Northeast region
–0.038
(0.014)
Midwest region
–0.053
(0.013)
South region
–0.064
(0.013)
N
Max predicted h
Min predicted h

84,738
0.985
–5.67

NOTE: Model is an ordered probit of self-reported health, with categories of excellent (5), very
good, good, fair, and poor (1).
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4,356
3,842
3,605
3,215
2,757
2,229
1,660

Women
0
18
25
35
45
55
65
4,329
3,811
3,570
3,175
2,715
2,193
1,660

4,265
3,654
3,389
2,959
2,469
1,941
1,434

4,352
3,837
3,600
3,209
2,751
2,223
1,660

4,301
3,698
3,437
3,014
2,527
1,989
1,434

(3)
Average
pr(Ins)
Until 65

27
31
34
40
43
36

42
53
57
64
67
55

Difference
(1) – (2)

S
7UXP 


Y



'RH RQ$SULO
Q
K
R
LQYHG
FLWHG DUFKL

R
4
5
5
6
6
6

7
9
9
9
8
7

Difference
(1) – (3)

941
1,208
1,481
2,047
2,868
4,198

1,490
2,121
2,491
3,304
4,584
6,582

Uninsured
Until 65

754
920
1,164
1,624
2,131
2,594

1,198
1,536
1,812
2,403
3,119
3,565

Average
pr(Ins)
Until 65

Benefit per Year of Insurance (dollars)

NOTE: Calculations assume a value of a life year of $160,000 and a real discount rate of 3 percent. Benefit per year of insurance is calculated by dividing the gain in
health capital by the discounted years of insurance coverage provided (see Tables B.5A, B.5B).

4,308
3,707
3,446
3,023
2,535
1,996
1,434

Uninsured
Until 65

(2)

1

Men
0
18
25
35
45
55
65

Insured
Until 65

(1)

Health Capital Levels and Differences (thousands of dollars)

TABLE B.9 Health Capital by Insurance Status, Sex, and Age: Lower-Bound QALY Approach
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HRQL weights by insurance status, age 0– 64
1
0.98
Insured
0.96

Uninsured

0.94

HRQL Weight

0.92
0.90
0.88
0.86
0.84
0.82

S
7UXP 


Y



0
5
10 15
20 25
'RH 30RQ35$S40ULO 45 50 55
Q
K
R
LQYHGAge
FLWHG DUFKL

FIGURE B.1 HRQL weights
 by insurance status, age 0–64.


R
1
0.80

60

65

picking up the impact of omitted factors that are correlated with insurance status
and health. This could be omitted chronic conditions, acute conditions, or personal characteristics. This negative impact of being uninsured is included in the
overall HRQL weight for the uninsured state. As in previous work, I also include
age factors for men and women.
Figure B.1 shows the overall expected HRQL weight for the insured state
and the uninsured state from ages 1 to 64. The insured have a slightly higher
HRQL weight in any given year, with a difference of about 0.01 to 0.02. The gap
between them narrows throughout childhood and then gradually starts to widen a
bit in the early twenties.
The QALY Approach: Lower-Bound Estimates
Table B.9 shows health capital at certain ages by sex and insurance category.
In these estimates, the HRQL weights and disease prevalence are assumed to be
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the same for the uninsured and the insured. These estimates differ from those in
Table B.4 only in that they are adjusted for morbidity. If morbidity were evenly
distributed by age, this would only affect the level of health capital and not the
relative difference in health capital between the uninsured and the insured. Because the disease burden is not constant over the lifespan, however, the difference
is likely to change as well.
Because we are incorporating morbidity, the levels of health capital should be
lower at every age for every group. Table B.9 shows that they are lower, but still
very high. Health capital for an insured infant is about $4.3 million, slightly lower
than it was using the years of life method. There are much larger decreases in
health capital as one ages, however, compared with the Table B.4 estimates. At
age 65, health capital is $1.4 million for men, and $1.7 million for women, quite
a bit lower than the YOL method. Again, this is because the burden of disease
increases with age. At birth the decrease in health capital once morbidity has been
incorporated gets relatively little weight once we discount, whereas the decline in
QALYs is more imminent at older ages.
Incorporating morbidity under this conservative approach actually decreases
the differences in health capital between the insured and the uninsured. For a
newborn, the forgone health capital from lacking insurance ranges from $4,000 to
$42,000. As before, the difference is greatest in late middle age, reaching $6,000 to
$67,000 at age 45. The left-hand columns of Table B.5B show the impact on the
health capital differences by insurance of using a range of
 interest rates. The
XPS With
U
pattern is exactly like that observed under the YOL
approach.
 no discount7


 the difference
while
Ywith

ing, the magnitude of the difference declines
age,

H
O
L
R
U
Q' discount
$S
increases slightly with age when
-Ra Khigher
GRQ rate is used. The health capital
Q
H
L

Y
L
G
difference between insured
45-year-olds is between $3,000 and
FLWH and
DUFK
uninsured



$36,000, using a 6 percent
discount
rate,
and
between $13,000 and $134,000 with



a discount rate 1
ofRzero.
The last two columns of Table B.9 show the gain in health capital per year of
insurance coverage provided. Because the increases in health capital from insurance are lower with this approach than with the years of life method, the gain per
year of insurance will be correspondingly lower as well. A 25-year-old male
realizes an improvement in health capital of between $1,800 and $2,500 per
incremental year of coverage. A 25-year-old female experiences gains of between
$1,200 and $1,500 for each additional year of health insurance provided. A large
difference in the health gains for men and women remains. The improvements in
health capital are still driven by mortality because morbidity does not vary by
insurance status.
Health Capital Estimates: Upper-Bound QALY Approach
Table B.10 shows the analogous results to Table B.9 when we allow the
HRQL weight to differ by insurance status. As expected, the differences in health
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4,356
3,842
3,605
3,215
2,757
2,229
1,660

Women
0
18
25
35
45
55
65
4,276
3,763
3,526
3,135
2,684
2,176
1,660

4,210
3,602
3,337
2,912
2,433
1,921
1,434

4,344
3,828
3,593
3,204
2,747
2,220
1,660

4,292
3,688
3,428
3,007
2,523
1,987
1,434

(3)
Average
pr(Ins)
Until 65

79
78
79
81
74
52

98
105
109
111
102
75

Difference
(1) – (2)

S
7UXP 


Y



'RH RQ$SULO
Q
K
R
LQYHG
FLWHG DUFKL

R
12
13
12
12
11
8

16
19
18
15
13
9

Difference
(1) – (3)

2,759
3,090
3,400
4,099
4,958
6,134

3,435
4,239
4,753
5,758
7,012
8,879

Uninsured
Until 65

2,273
2,482
2,705
3,191
3,610
3,780

2,842
3,288
3,646
4,286
4,766
4,806

Average
pr(Ins)
Until 65

Benefit per Year of Insurance (dollars)

NOTE: Calculations assume a value of a life year of $160,000 and a real discount rate of 3 percent. Benefit per year of insurance is calculated by dividing the gain in
health capital by the discounted years of insurance coverage provided (see Tables B.5A, B.5B).

4,308
3,707
3,446
3,023
2,535
1,996
1,434

Uninsured
Until 65

(2)

1

Men
0
18
25
35
45
55
65

Insured
Until 65

(1)

Health Capital Levels and Differences (thousands of dollars)

TABLE B.10 Health Capital by Insurance Status, Sex, and Age: Upper-Bound QALY Approach
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capital between the insured and the uninsured increase dramatically; they are
generally 2 to 3 times larger once morbidity is allowed to vary. For an uninsured
newborn, the reduction in health capital relative to an insured newborn ranges
from $12,000 to $98,000. At age 35, the difference is between $12,000 and
$111,000. The distribution of the difference over the lifespan changes as well. The
difference in health capital is now greater at the younger ages and generally
declines with age. This reflects the differences in the relative risk of disease by age
as well as the fact that the decreased quality of life from being uninsured is felt
more heavily at the younger ages. The last four columns of Table B.5B show that,
without discounting, the value of health capital is between $40,000 and $354,000
greater for an insured newborn; the difference shrinks to $5,000 to $43,000 with
a 6 percent discount rate.
Looking at the last two columns of Table B.10, we see some big differences in
the health capital benefits per year of insurance under this approach compared
with the previous two approaches. First, the gains are much larger, reflecting the
improvements in morbidity from obtaining insurance coverage. Now a 25-yearold male has a gain in health capital of between $3,600 and $4,800 per year of
coverage, while a 25-year-old female has an increase in health of between $2,700
and $3,400 per year of insurance. Now that morbidity gains are incorporated, the
change in women’s health capital is much closer to the change in the health capital
of men.
To summarize, our benchmark estimates of the reduction
in health capital
S
XP
U
from being uninsured range from $27,000 to $98,000
for a newborn
who will

7



for an uninsured
Y toULO$16,000
$4,000

remain uninsured until age 65 and from

H
R
$S uninsured each year. These
KQ' Gof
newborn who faces the average
RQbeing
-Rprobability
Q
H
L

Y
L
G
results are quite sensitive
FLWH to the
DUFK rate. The overall range of estimates we
discount



get by varying the discount
 rate from 0 to 6 percent widens to $8,000 to $354,000
1Rwill remain uninsured until age 65, and to a range of $1,000
for a newborn who
to $55,000 for an uninsured newborn who faces the average probability of being
uninsured each year. This is obviously an extremely wide range of estimates.
Figure B.2 shows the pattern of health capital across the lifespan using the different
approaches and scenarios. This simply presents more clearly the patterns that were
visible in the tables.
If we normalize the gains in health capital from insurance by the number of
years of insurance coverage provided, a newborn who will remain uninsured until
age 65 sees an increase in health of between $940 and $3,400 per year. An
uninsured newborn facing the average probability of being uninsured realizes a
gain in health capital of $750 to $2,800 per year of coverage. For a 25-year-old,
the corresponding increases per year of insurance range from $1,500 to $4,800 and
from $1,200 to $3,600, respectively.
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Difference in health capital by insurance scenario and age
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FIGURE B.2 Difference in 
health
 capital by insurance scenario and age.



R
1
Age

CONCLUSION: TOTAL COST OF HEALTH
FORGONE BY THE UNINSURED
The previous section presented a range of estimates for the difference in
health capital between the insured and the uninsured at various ages. If we suddenly gave a lifetime of health insurance to the 40 million people who are
currently uninsured, how much health would we gain? One key question is how
much of the difference in health capital or other measures of health status would
disappear and how much would persist. In constructing the health capital measures
described earlier, I have tried to focus only on the difference that arises purely
from a lack of insurance. The two measures of health capital using the QALY
approach should provide an upper and lower bound to this impact.
If that is the case, then to estimate the total value of the health that society
would gain from insuring the uninsured, we simply multiply the average gain in
health capital at age a by the number of uninsured at that age and sum over all ages.
Table B.11 presents the results of that exercise. The total value of forgone health
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TABLE B.11 Total Cost of Health Forgone by Lack of Insurance
Assume
Otherwise
Remain
Uninsured

Assume
Faces
Average
pr(Unins)

3% discount rate
Total cost ($ millions)
Health capital, YOL approach
Health capital, lower-bound QALY approach
Health capital, upper-bound QALY approach

2,087,157
1,698,366
3,266,083

306,097
250,049
498,595

Cost per year of insurance ($)
Health capital, YOL approach
Health capital, lower-bound QALY approach
Health capital, upper-bound QALY approach

2,783
2,265
4,356

2,014
1,645
3,280

0% discount rate
Total cost ($ millions)
Health capital, YOL approach
Health capital, lower-bound QALY approach
Health capital, upper-bound QALY approach

6,269,248
5,053,450
7,771,782

913,831
738,543
1,157,662

6% discount rate
Total cost ($ millions)
S
Health capital, YOL approach
895,041
7UXP



Health capital, lower-bound QALY approach
735,379
Y


 SULO1,777,432


H
R
Health capital, upper-bound QALY approach
'
$

141,256
109,174
277,677

Q

-RK LYHGRQ
Q
L

G
K
NOTE: Calculated by summing
FLWH theaverage
DUFdifference in health capital by age over all uninsured


people under age 65 in the 
United
States
in
2000.
Assumes value of a life year of $160,000.

 
1R
is extremely large. Using the benchmark discount rate of 3 percent, the conservative estimate of the value of this health is between $250 billion and $499 billion.
This assumes that each uninsured individual faces the average probability of being
uninsured each year in the future. If they otherwise would have remained uninsured until age 65, the value of this health would be between $1.7 and $3.3
trillion. In reality, the value probably falls somewhere in between. This corresponds to an average increase in health capital per year of insurance coverage
provided of between $1,600 and $4,400. Using a range of discount rates from 0 to
6 percent, the conservative estimate of the total value of health is between $109
billion and $1.2 trillion. The highest upper-bound estimate is nearly $7.8 trillion.
Even using the most conservative measures, the estimates of lost health capital
are substantial. There is no doubt that this forgone health imposes tremendous
disutility on our society. Furthermore, it is important to remember that measure of
health capital only captures the value of an individual’s health to that individual. It
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does not include any possible spillover effects to others in society from that one
person being in better health.
There are numerous limitations to a study such as this one. Obviously, great
uncertainty is inherent in all the numbers presented. Many implicit and explicit
assumptions could shift the numbers in either direction. For example, the results
are sensitive to the choice of discount rate, the value of a life year, the magnitude
of any mortality reduction, and estimates of the HRQL weight. Also, we cannot
be certain how much of the difference in observed health capital can truly be
attributed to lack of insurance coverage. There may be omitted variable bias from
unobservable differences between the insured and uninsured that are correlated
with health outcomes. Even if there were a causal relationship, there is no guarantee that providing coverage will restore health outcomes to a preuninsured state. A
related point is that this analysis also assumes that expanding coverage to a large
number of people will not have any macroeconomic effects that would influence
health outcomes. In reality, a large-scale expansion might have a measurable
impact on access to care by insured individuals, incomes of health-sector workers,
the productivity of society in general, and any number of other things, all of which
might in turn affect population health.
Another limitation is the assumption that differences in mortality and morbidity by insurance status are eliminated once someone turns 65 and becomes eligible
for Medicare. In fact, individuals who lack insurance suffer morbidity consequences that cannot be rectified immediately. Therefore, providing insurance
S
coverage prior to Medicare is likely to lead to additional
gains after
7UXP


age 65 that are
Y

 SULO
not measured in this analysis.
H
R
Q'under-65
$
This assumption is trueLQfor
-RKthe
GRQ population as well. Permanent
H

Y
L
G
K
decreases to health capital
result
FLWH as a 
DUofF previous spells of uninsurance are not taken



into account. Conditional
 on reaching a certain age, any adverse events prior to
1Rbearing
that age have no
on future health. This is an unrealistic but necessary
assumption, given the data limitations. Consequently, the levels of health capital
for individuals with a history of being uninsured are overestimated, although it is
unclear a priori what effect this will have on changes in health capital.
I also make several assumptions about the uninsured population. I extrapolate
rates of uninsurance within age categories to obtain uninsurance rates by year of
age. The specification in which each individual faces the average probability of
being uninsured assumes that rates of uninsurance will not change, when in fact
they appear to be on an upward trend. Wherever possible, all these assumptions
were made conservatively, that is, to understate the loss in health capital to the
uninsured.
The estimates of health capital depend heavily on the value assigned to a life
year. In this analysis, $160,000 per life year is the value used, which is derived
from the literature on stated willingness to pay for a statistical life. This value falls
in the middle of the range of estimates considered appropriate in the literature and
used by government agencies. However, one feature of this measure of health
capital is that it is quite straightforward to revise the value of a life year. One need
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only divide the health capital estimate of interest by $160,000 and multiply it by a
different value for a single life year.
Even by conservative estimates, the lost health capital due to lack of health
insurance is substantial. Further research is necessary to increase the precision of
each component of this analysis. This will better enable us to examine changes in
population health from public policies, improvements in medical technology, or
any number of health-related interventions.
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Mary Sue Coleman, Ph.D.,
Co-chair, is president of the University of Michi



gan. She is professor
1R of biological chemistry in the University of Michigan Medi-

cal School and professor of chemistry in the College of Literature, Science and the
Arts. She previously was president of the University of Iowa and president of the
University of Iowa Health Systems (1995–2002). Dr. Coleman served as provost
and vice president for academic affairs at the University of New Mexico (1993–
1995) and dean of research and vice chancellor at the University of North Carolina at Chapel Hill (1990–1992). For 19 years, she was both faculty member and
Cancer Center administrator at the University of Kentucky in Lexington, where
her research focused on the immune system and malignancies. Dr. Coleman is a
member of the Institute of Medicine (IOM) and a fellow of the American Association for the Advancement of Science and of the American Academy of Arts and
Sciences. She serves on the Life Sciences Corridor Steering Committee for the
State of Michigan, the Executive Committee of the American Association of
Universities, and other voluntary advisory bodies and corporate boards.
Arthur L. Kellermann, M.D., M.P.H., Co-chair, is professor and director,
Center for Injury Control, Rollins School of Public Health, Emory University,
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and professor and chairman, Department of Emergency Medicine, School of
Medicine, Emory University. Dr. Kellermann has served as principal investigator
or co-investigator on several research grants, including federally funded studies of
handgun-related violence and injury, emergency cardiac care, and the use of
emergency room services. Among many awards and distinctions, he is a fellow of
the American College of Emergency Physicians (1992), is the recipient of a
meritorious service award from the Tennessee State Legislature (1993) and the Hal
Jayne Academic Excellence Award from the Society for Academic Emergency
Medicine (1997), and was elected to membership in the Institute of Medicine
(1999). In addition, Dr. Kellermann is a member of the Editorial Board of the
journal Annals of Emergency Medicine, and has served as a reviewer for the New
England Journal of Medicine, the Journal of the American Medical Association, and the
American Journal of Public Health.
Ronald M. Andersen, Ph.D. is the Fred W. and Pamela K. Wasserman Professor of Health Services and professor of sociology at the University of California at
Los Angeles School of Public Health. He teaches courses in health services organization, research methods, evaluation, and leadership. Dr. Andersen received his
Ph.D. in sociology at Purdue University. He has studied access to medical care for
his entire professional career of 30 years. Dr. Andersen developed the Behavioral
Model of Health Services Use that has been used extensively nationally and
internationally as a framework for utilization and cost studies
 of general populaXPSpopulations,
U
tions as well as special studies of minorities, low-income
children,
7



 and oral health.
Y SUpopulation,

women, the elderly, the homeless, the HIV-positive
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RKQ ofHGaccess
He has directed three national
RQ$to care and has led numerous
-surveys
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L
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evaluations of local and
and programs designed to promote
FLWHregional
DUFK
populations



access to medical care.
Dr.
Andersen’s
other
research interests include interna


1Rof health services systems, graduate medical education curtional comparisons
ricula, physician health services organization integration, and evaluations of geriatric and primary care delivery. He is a member of the Institute of Medicine and was
on the founding board of the Association for Health Services Research. He has
been chair of the Medical Sociology Section of the American Sociological Association. In 1994 he received the association’s Leo G. Reeder Award for Distinguished Service to Medical Sociology; in 1996 he received the Distinguished
Investigator Award from the Association for Health Services Research; and in
1999 he received the Baxter Allegiance Health Services Research Prize.
John Z. Ayanian, M.D., M.P.P. is associate professor of medicine and health
care policy at Harvard Medical School and Brigham and Women’s Hospital,
where he practices general internal medicine. His research focuses on quality of
care and access to care for major medical conditions, including colorectal cancer
and myocardial infarction. He has extensive experience in the use of cancer
registries to assess outcomes and evaluate the quality of cancer care. In addition, he
has studied the effects of race and gender on access to kidney transplants and on
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quality of care for other medical conditions. Dr. Ayanian is deputy editor of the
journal Medical Care, director of the general internal medicine fellowship at
Brigham and Women’s Hospital, and a fellow of the American College of Physicians.
Norman Daniels, Ph.D.* is professor of ethics and population health at Harvard
School of Public Health, formerly having served as Goldthwaite professor and
former chair of the Tufts Philosophy Department and professor of medical ethics
at Tufts Medical School. He has written widely in the philosophy of science,
ethics, political and social philosophy, and medical ethics. His most recent books
include Seeking Fair Treatment: From the AIDS Epidemic to National Health Care
Reform (Oxford, 1995); (with Donald Light and Ronald Caplan) Benchmarks of
Fairness for Health Care Reform (Oxford, 1996); (with Allen Buchanan, Dan Brock,
and Dan Wikler) From Chance to Choice: Genetics and Justice (Cambridge, 2000);
(with Bruce Kennedy and Ichiro Kawachi) Is Inequality Bad for Our Health? (Beacon Press, 2000); and (with James Sabin) Setting Limits Fairly: Can We Learn to
Share Medical Resources? (Oxford, 2002). He is also working on Just Health, a
substantial revision and expansion of Just Health Care. Professor Daniels is a fellow
of the Hastings Center, a member of the Institute of Medicine, and a founding
member of the National Academy of Social Insurance and of the International
Society for Equity in Health.
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 is the founder and chair of the Cardiovascular Risk
ethnic populations. Dr.
Davis


R
1
Reduction in Children
Committee at the University of Mississippi. This is a
multidisciplinary committee committed to reducing cardiovascular risks in children. Dr. Davis is a member of the American Nurses Association and has written
numerous publications on the profession and the experiences of ethnic minorities
in the health professions. She is author of a faith-based program, Healthy Kid’s
Seminar, which is used to promote adoption of healthy lifestyle choices by children. Dr. Davis serves on the editorial review board of the Journal of Cultural
Diversity and the Association of Black Nursing Faculty Journal. She is also founder and
editor in chief of the Online Journal of Health Ethics.
George C. Eads, Ph.D. is vice president of Charles River Associates (CRA)
Washington, D.C., office and is an internationally known expert in the economics
of the automotive and airlines industries. Prior to joining CRA, Dr. Eads was vice

*Member, Subcommittee on the Societal Costs of Uninsured Populations.
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president and chief economist at General Motors Corporation. He frequently
represented the corporation before congressional committees and federal regulatory agencies. He has served as a member of the President’s Council of Economic
Advisers and as a special assistant to the assistant attorney general in the Antitrust
Division of the U.S. Department of Justice. Dr. Eads has published numerous
books and articles on the impact of government on business and has taught at
several major universities, including Harvard and Princeton.
Sherry Glied, Ph.D.* is associate professor and chair of the Department of
Health Policy and Management of Columbia University’s Joseph L. Mailman
School of Public Health. In 1992–1993, she served as a senior economist for
health care and labor market policy to the President’s Council of Economic
Advisers. Dr. Glied’s principal areas of research are health policy reform and
mental health care policy. Her research on health policy has focused on the
financing of health care services in the United States. She is an author of recently
published articles and reports on managed care, women’s health, child health, and
health insurance expansions. Her book on health care reform, Chronic Condition,
was published by Harvard University Press in 1998. She is a recipient of a Robert
Wood Johnson Foundation Investigator Award through which she is currently
studying the U.S. employer-based health insurance system. Dr. Glied is also conducting research sponsored by the Commonwealth Fund on the characteristics of
uninsured Americans and on strategies to expand health insurance
coverage.
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 with HSC focuses on studies of the market for
of the journal Inquiry.
work
His


R
health insurance1and of physicians’ behavior. His research emphasizes the applica-

tion of econometric analysis to health care problems in physician and hospital
payment, medical education financing, hospital efficiency, access to care, assessment of the outcomes of medical treatment, and effects of managed care on health
delivery systems. Much of his work has analyzed large databases such as Medicare
claims and national hospital data in order to understand patient, provider, or
system responses to policy changes.
Ruby Hearn, Ph.D.* recently retired from her position as senior vice president
of The Robert Wood Johnson Foundation after 25 years. For most of her career,
her efforts have focused on children’s health. She was the leading developer of the
Infant Health and Development Program, the first randomized trial to look for
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interventions to improve outcomes for low-birthweight infants. Dr. Hearn also
played a key role in formulating Foundation programs on AIDS, substance abuse,
and minority medical education. Her interests and influence have helped inform
the Foundation’s approach to health. Dr. Hearn is a member of the Institute of
Medicine (IOM) and the National Academy of Sciences Committee on Science,
Engineering, and Public Policy. She currently serves on the IOM Board on
Health Care Services, the Board of Directors of the Council on Foundations, and
the Science Board for the Food and Drug Administration.
Sandra R. Hernández, M.D. is chief executive officer of the San Francisco
Foundation, a community foundation serving California’s five Bay Area counties.
It is one of the largest community foundations in the country. Dr. Hernández is a
primary care internist who previously held a number of positions within the San
Francisco Department of Public Health, including director of the AIDS Office,
director of community public health, county health officer, and director of health
for the City and County of San Francisco. She was appointed to and served on
President Clinton’s Advisory Commission on Consumer Protection and Quality
in the Healthcare Industry. She currently serves on the boards of the National
Alliance for Hispanic Health and the California Managed Risk Medical Insurance
Board, which is the governing body for the California Children’s Health Insurance Program. Among the many honors and awards bestowed on her, Dr.
Hernández was named by Modern Healthcare magazine as one of the top ten health
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Emmett B. Keeler, Ph.D.* is a senior mathematician who joined RAND in
1968. He is currently leading a large study of 40 organizations to evaluate interventions to improve care for chronic illness. He also leads a project that supplies
cost-effectiveness analyses to a variety of University of California at Los Angeles
(UCLA) geriatric interventions. Dr. Keeler teaches health economics for physicians at UCLA and analytic methods at The RAND Graduate School and has
taught at Harvard and the University of Chicago. Together with his RAND coauthors, he has received article-of-the-year awards three times from the Association for Health Services Research for papers on outlier payments, on the costs to
others of bad health habits, and on whether poor medical patients receive worse
care in hospitals than other patients. Dr. Keeler presently serves on the National
Research Council’s Panel to Review the Scientific Evidence on the Polygraph.
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Willard G. Manning, Ph.D.* is professor in the Department of Health Studies,
Pritzker School of Medicine, and in the Harris School of Public Policy at The
University of Chicago. His primary research focus has been the effects of health
insurance and alternative delivery systems on the use of health services and health
status. He is an expert in statistical issues in cost-effectiveness analysis and small
area variations. His recent work has included examination of mental health services use and outcomes in a Medicaid population, and cost-effectiveness analysis of
screening and treating depression in primary care. Dr. Manning is a member of the
Institute of Medicine.
James J. Mongan, M.D.† is president and chief executive officer of Partners
HealthCare, Inc., and was previously president of Massachusetts General Hospital.
Dr. Mongan served as assistant surgeon general in the Department of Health and
Human Services; as former associate director for health and human resources,
domestic policy staff, the White House; and as former deputy assistant secretary for
health policy, Department of Health, Education and Welfare. Dr. Mongan is chair
of the Task Force on the Future of Health Insurance for Working Americans, a
nonpartisan effort of the Commonwealth Fund to address the implications of the
changing U.S. workforce and economy for the availability and affordability of
health insurance. He is also a member of the Kaiser Commission on Medicaid and
the Uninsured and a past board member of the Kaiser Family Foundation.
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on whether nonprofit
for-profit hospitals have responded in similar ways to
and
R
1
tighter reimbursement; examined the extent and impact of changes in hospital
ownership from nonprofit or public to for-profit corporations; and examined the
influence of diagnosis and expected payment source on patient flows among
hospitals of differing ownership. Dr. Needleman is currently conducting two
studies examining nurse staffing and hospital quality issues. He also teaches and
conducts program evaluation. Other work under way includes studies of increased
competition for Medicaid patients between safety-net and community hospitals in
Florida, the impact of market change on hospitalization patterns for patients with
psychiatric conditions, and the relationship between nurse staffing and hospital
quality.
Christopher Queram, M.A. has been chief executive officer of the Employer
Health Care Alliance Cooperative (The Alliance) of Madison, Wisconsin, since

*Member, Subcommittee on the Societal Costs of Uninsured Populations.
†Chair, Subcommittee on the Societal Costs of Uninsured Populations.
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1993. The Alliance is a purchasing cooperative owned by more than 160 member
companies that contracts with providers; manages and reports cost and utilization
data; performs consumer education and advocacy; and designs employer and
provider quality initiatives and reports. Prior to his current position, Mr. Queram
served as vice president for programs at Meriter Hospital, a 475-bed hospital in
Madison. Mr. Queram is a member of the board of The Leapfrog Group and
serves as treasurer. He is also a member and past chair of the board of the National
Business Coalition on Health. Mr. Queram was a member of the President’s
Advisory Commission on Consumer Protection and Quality in the Health Care
Industry, served as a member of the Planning Committee for the National Quality
Forum, and continues as chair of the Purchaser Council and board member of the
Forum. He is a member of the Wisconsin Board on Health Information and the
Board of the Wisconsin Private Employer Health Care Coverage program. He
holds a master’s degree in health services administration from the University of
Wisconsin at Madison and is a fellow in the American College of Healthcare
Executives.
Shoshanna Sofaer, Dr.P.H. is the Robert P. Luciano Professor of Health Care
Policy at the School of Public Affairs, Baruch College, in New York City. She
completed her master’s and doctoral degrees in public health at the University of
California, Berkeley; taught for six years at the University of California, Los
Angeles, School of Public Health; served on the faculty of George Washington
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University Medical Center, where she was professor,
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care system; assessing
 impact of information on both consumers and the
the
1Rconsumer-relevant
system; developing
performance measures; and improving the
responsiveness of the Medicare program to the needs of current and future cohorts
of older persons and persons with disabilities. In addition, Dr. Sofaer studies the
role of community coalitions in pursuing public health and health care system
reform objectives and has extensive experience in the evaluation of community
health improvement interventions. She has studied the determinants of health
insurance status among the near-elderly, including early retirees. Dr. Sofaer served
as co-chair of the Working Group on Coverage for Low Income and NonWorking Families for the White House Task Force on Health Care Reform in
1993 and co-chair of the Task Force on Medicare of the Century Foundation in
New York City. She is a member of the Health Systems Study Section of the
Agency for Healthcare Research and Quality.
Gordon R. Trapnell, B.A.* is president of the Actuarial Research Corporation.
He is a nationally recognized expert in analyzing the feasibility and estimating the
*Member, Subcommittee on the Societal Costs of Uninsured Populations.
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cost of private and public insurance programs. Mr. Trapnell also has extensive
experience in analyzing the actuarial problems of existing public-sector insurance
and employee benefit programs, including Medicaid and Medicare. Mr. Trapnell
maintains a consulting practice for private health insurance programs, rate setting
by health maintenance organizations and other managed care organizations, prescription drug insurance programs, and long-term care insurance. Prior to forming
Actuarial Research, Mr. Trapnell was the senior actuary for Medicare in the Social
Security Administration.
Stephen J. Trejo, Ph.D.* is associate professor in the Department of Economics
at the University of Texas at Austin. His primary research focus has been in the
field of labor economics. He has examined the response of labor market participants to the incentives created by market opportunities, government policies, and
the institutional environment. Specific research topics include the economic effects of overtime pay regulation; immigrant labor market outcomes and welfare
recipiency; the impact of labor unions on compensation, employment, and work
schedules; the importance of sector-specific skills; and the relative economic status
of Mexican Americans.
Reed V. Tuckson, M.D. is senior vice president of consumer health and
medical care advancement at UnitedHealth Group. Formerly, he was senior vice
president, professional standards, at the American Medical
Association. Dr.
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and physician leadership. He currently serves on the
IOM Roundtable on Research and Development of Drugs, Biologics, and Medical Devices and is a member of the Institute of Medicine.
Edward H. Wagner, M.D., M.P.H., F.A.C.P. is a general internist–epidemiologist and director of the W.A. (Sandy) MacColl Institute for Healthcare Innovation at the Center for Health Studies, Group Health Cooperative. He is also
professor of health services at the University of Washington School of Public
Health and Community Medicine. Current research interests include the development and testing of population-based care models for diabetes, frail elderly, and
other chronic illnesses; the evaluation of the health and cost impacts of chronic
disease and cancer interventions; and interventions to prevent disability and reduce depressive symptoms in older adults. Dr. Wagner has written two books and
more than 200 journal articles. He serves on the editorial boards of Health Services
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Research and the Journal of Clinical Epidemiology and acts as a consultant to multiple
federal agencies and private foundations. He recently completed a stint as senior
advisor on managed care initiatives in the Director’s Office of the National Institutes of Health. Dr. Wagner directs Improving Chronic Illness Care (ICIC), a
national program of The Robert Wood Johnson Foundation. The overall goal of
ICIC is to assist health systems in improving their care of chronic illness through
quality improvement and evaluation, research, and dissemination. Dr. Wagner is
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AMERICAN HOSPITAL ASSOCIATION
UNCOMPENSATED HOSPITAL CARE COST FACT SHEET
Since 2000, hospitals of all types have provided more than $620 billion in
uncompensated care to their patients.
January 2019
Each year, the American Hospital Association (AHA) publishes aggregate information on the level of
uncompensated care – care provided for which no payment is received – delivered by all types of U.S.
hospitals. The data used to generate these numbers come from the AHA’s Annual Survey of Hospitals,
which is the nation’s most comprehensive source of hospital financial data. This fact sheet provides the
definition of uncompensated care and technical information on how this figure is calculated on a cost
basis.
Please note, this information includes only two components within the universe of benefits that hospitals
provide to their communities. While this fact sheet contains important information, it does not account
for the many other services and programs that hospitals provide to meet identified community needs. It
also may not fully account for other ways in which hospitals provide financial assistance to patients of

limited means. i
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Uncompensated care is
measure of hospital care provided for which no payment was received
Roverall
1an

from the patient or insurer. It is the sum of a hospital's bad debt and the financial assistance it provides.
Financial assistance includes care for which hospitals never expected to be reimbursed and care provided
at a reduced cost for those in need. A hospital incurs bad debt when it cannot obtain reimbursement for
care provided; this happens when patients are unable to pay their bills, but do not apply for financial
assistance, or are unwilling to pay their bills. Uncompensated care excludes other unfunded costs of care,
such as underpayment from Medicaid and Medicare.

Bad Debt and Financial Assistance
The AHA combines the hospital’s bad debt and financial assistance costs to arrive at the hospital’s total
costs of unreimbursed care provided to patients. In terms of accounting, bad debt consists of services for
which hospitals anticipated but did not receive payment. Financial assistance, in contrast, consists of
services for which hospitals neither received, nor expected to receive, payment because they had
determined the patient’s inability to pay. In practice, however, hospitals often have difficulty in
distinguishing bad debt from financial assistance.
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Hospitals provide varying levels of financial assistance, which must be budgeted for and
financed by the hospital depending on the hospital’s mission, financial condition, geographic
location and other factors. Hospitals have processes in place to identify who can and cannot
afford to pay, in advance of billing, in order to anticipate whether the patient’s care needs to be
funded through an alternative source. Hospitals also continue efforts to identify patients who
are unable to pay during the billing and any collection process. Depending on a variety of
factors, including whether a patient completes an application for financial assistance, care may
be classified as either financial assistance or bad debt. Bad debt is often generated by medically
indigent and/or uninsured patients, making the distinctions between the two categories arbitrary
at best.
Uncompensated care data are sometimes expressed in terms of hospital charges, but charge data
can be misleading, particularly when comparisons are being made among types of hospitals, or
hospitals with very different payer mixes. For this reason, the AHA data on hospitals’
uncompensated care are expressed in terms of costs not charges. It should be noted that the
uncompensated care figures do not include Medicaid or Medicare underpayment costs.
CALCULATING UNCOMPENSATED CARE COSTS
Uncompensated care is first calculated on a hospital by hospital basis. Bad debt and charity
care are reported as charges in the AHA Annual Survey. These two numbers are added together
and then multiplied by the hospital's cost-to-charge ratio, or the ratio of total expenses to gross
patient and other operating revenue.
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 Uncompensated Care
Costs
=
Care Charges x Cost-to-Charge Ratio

1R

Combining bad debt and financial assistance to arrive at the hospital’s total uncompensated
care cost allows for comparability across hospitals.
Please refer questions regarding this fact sheet to: Aaron Wesolowski, AHA Policy Division, at
awesolowski@aha.org or (202) 626-2356.
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National Uncompensated Care Based on Cost ii: 1995-2017 (in Billions),
Community Hospitals iii





Year
1995
2000
2001
2002
2003
2004
2005
2006
2007
2008
2009
2010
2011
2012
2013



Hospitals
5260
5012
4986
5020
5018
5104
5374
5350
5322
5396
5362
5371
5376
5367
5359

Uncompensated
Care Cost
$17.4 
$21.6 
$21.5 
$22.4 
$24.9 
$27.0 
$29.3 
$31.6 
$34.4 
$36.8 
$39.5 
$39.8 
$41.6 
$46.3 
$46.8 

2014

5308

$43.2 

2015

5280

$36.1 
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Financial assistance is included as a community
non-profit hospitals and health systems report on IRS





Form 990 Schedule H. Other Schedule
H
community
benefit
activities
include: participation in means-tested

1R health professions education; health services research; subsidized health
government programs, like Medicaid;
2016

5267

$38.4 

2017

5262

$38.4 

i

services; community health improvement activities; and cash or in-kind contributions to other community groups. A
2017 Ernst & Young study analyzed Schedule H filings to estimate the federal revenue foregone due to the tax
exemption of non-profit hospitals as well as the community benefits they provide. The analysis found that in 2013 the
estimated tax revenue foregone due to the tax exempt status of non-profit hospitals was $6.0 billion, but that the
associated community benefit provided by those hospitals was $67.4 billion – 11 times greater than the value of tax
revenue foregone. (https://www.aha.org/system/files/2018-02/tax-exempt-hospitals-benefits.pdf)
ii

The above uncompensated care figures represent the estimated cost of bad debt and charity care to the hospital. This
figure is calculated for each hospital by multiplying uncompensated care charge data by the ratio of total expenses to
gross patient and other operating revenues. The total uncompensated care cost is arrived at by adding together all
individual hospital values. The uncompensated care figure does not include Medicaid or Medicare underpayment
costs, or other contractual allowances. Moreover, the figure does not take into account the small number of hospitals
that derive the majority of their income from tax appropriations, grants and contributions.

iii

This analysis uses a revised methodology for defining hospitals. The AHA previously employed its own
methodology to classify hospitals as “registered”. Going forward, the AHA will use the more generally known and
accepted definition: “An institution is a hospital if it is licensed as a general or specialty hospital by the appropriate
state agency and accredited by one of the following organizations: the Joint Commission Healthcare Facilities
Accreditation Program, DNV Health Accreditation, Center for Improvement in Healthcare Quality Accreditation, or
Medicare certified as a provider of acute services under Title 18 of the Social Security Act.” As a result of the
application of the new, broader hospital definition, the number of hospitals included in this analysis increased by
approximately 700, with 400 of those being community hospitals.
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Immigrants in California
California has long been home to the largest number of immigrants in the United States, having accepted early
settlers along their seaports as far back as the 17th century. Immigrants now account for over one quarter of the
state’s population and comprise nearly 34 percent of the entire labor force. As workers, business owners,
taxpayers, and neighbors, immigrants are an integral part of California’s diverse and thriving communities and
make extensive contributions that benefit all.

More than a quarter of California residents are immigrants, while nearly one in four
residents is a native-born U.S. citizen with at least one immigrant parent.
 In 2015, 10.7 million immigrants (foreign-born individuals) comprised 27.3 percent of the population. 1
 California was home to 5.3 million women, 4.9 million men, and 449,878 children who were immigrants. 2

S
P
X
U
7
percent), China (5.9 percent), Vietnam (4.8 percent), and IndiaY
(4.5
 percent).


RH $SULO
'

Q
K
 In 2016, 9.3 million people in California
RofQ the state’s population)
-R (23.8LYpercent

G
Q
H
L

HGimmigrant
Americans who had at least
parent.
UFK
FLWone
D







1R
Nearly half of all immigrants
in California are naturalized U.S. citizens.

 The top countries of origin for immigrants were Mexico (40 percent of immigrants), the Philippines (8
3

were native-born

4

 5.3 million immigrants (49.7 percent) had naturalized as of 2015, 5 and 2.2 million immigrants were eligible
to become naturalized U.S. citizens in 2015. 6
 Two-thirds (66.7 percent) of immigrants reported speaking English “well” or “very well.” 7
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Immigrants in California are distributed across the educational spectrum.
 More than a quarter of adult immigrants had a college degree or more education in 2015, while over a
third had less than a high school diploma. 8
E ducation Level

Share (%) of All Immigrants

Share (%) of All Natives

College degree or more

27.4

35.1

Some college

18.6

35.3

High school diploma only

19.6

21.5

Less than a high-school diploma

34.4

8.0

Two million U.S. citizens in California live with at least one family member who is
undocumented.
 2.4 million undocumented immigrants comprised 22 percent of the immigrant population and 6 percent
of the total state population in 2014. 9
 4.7 million people in California, including 2 million born in the United States, lived with at least one
undocumented family member between 2010 and 2014. 10
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11

 As of 2016, 64 percent of DACA-eligible immigrants in California, or 242,339 people, had applied for DACA. 12

 An additional 120,000 residents of the state satisfied all but the educational requirements for DACA, and
another 62,000 would be eligible as they grew older. 13

Immigrants make up more than a third of the labor force in California and are integral to a
range of industries.
 6.6 million immigrant workers comprised 33.9 percent of the labor force in 2015. 14
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 Immigrant workers were most numerous in the following industries:
Industry

Number of Immigrant Workers

Manufacturing

930,261

Health Care and Social Assistance

874,169

Accommodation and Food Services

691,552

Retail Trade

663,977

Construction

524,665

Analysis of the U.S. Census Bureau’s 2015 American Community Survey 1-year PUMS data by the American Immigration Council.

 The largest shares of immigrant workers were in the following industries: 15
Immigrant Share (%)
(of all industry workers)

Industry
Agriculture, Forestry, Fishing & Hunting

66.9

Manufacturing

45.6

Administrative & Support; Waste Management; and Remediation
Services

43.2
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Immigrants are an integral part of the California workforce in a range of occupations.
 In 2015, immigrant workers were most numerous in the following occupation groups: 16
Occupation Category

Number of Immigrant Workers

Office and Administrative Support

675,184

Sales and Related

641,880

Production

596,157

Management

587,525

Building and Grounds Cleaning & Maintenance

580,164

Analysis of the U.S. Census Bureau’s 2015 American Community Survey 1-year PUMS data by the American Immigration Council.

Page 3 of 5

(321 of 338)
Case: 19-36020, 05/04/2020, ID: 11678889, DktEntry: 65-2, Page 224 of 241
Immigrants in California | American Immigration Council | 2017

 The largest shares of immigrant workers were in the following occupation groups:17
Immigrant Share (%)
(of all workers in occupation)

O ccupation Category
Farming, Fishing, and Forestry

77.1

Building and Grounds Cleaning & Maintenance

61.7

Production

53.3

Construction and Extraction

43.0

Computer and Mathematical Sciences

41.3

Analysis of the U.S. Census Bureau’s 2015 American Community Survey 1-year PUMS data by the American Immigration Council.

 Undocumented immigrants comprised 9 percent of the state’s workforce in 2014. 18

Immigrants in California have contributed tens of billions of dollars in taxes.
 Immigrant-led households in the state paid $56.5 billion in federal taxes and $26.4 billion in state and local
taxes in 2014. 19
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 Undocumented immigrants in California paid an estimated $3.2 billion in state and local taxes in 2014.
Their contribution would rise to $3.7 billion if they could receive legal status.20
21

 California residents in immigrant-led households had $238.7 billion in spending power (after-tax income)
in 2014. 22

Immigrant entrepreneurs in California generate billions of dollars in business revenue.
 Nearly 880,000 immigrant business owners accounted for 38.2 percent of all self-employed California
residents in 2015 and generated $21.8 billion in business income.23
 In the following California metropolitan areas in 2015, at least one in six business owners was an
immigrant. Immigrants accounted for:
 40.2 percent of business owners in the Los Angeles/Long Beach/Anaheim metro area,
 24.1 percent in Riverside/San Bernardino,
 17.4 percent in Sacramento/Arden/Arcade/Roseville,
 34.3 percent in San Diego/Carlsbad/San Marcos,
 31.2 percent in San Francisco/Oakland/Fremont, and
 42.4 percent in San Jose/Sunnyvale/Santa Clara. 24
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Census Bureau, 2015 American Community Survey 1-Year Estimates. The American Immigration Council elected to use data from the 2015
ACS 1-Year estimates wherever possible to provide the most current information available. Since these estimates are based on a smaller
sample size than the ACS 5-year, however, they are more sensitive to fluctuations and may result in greater margins of error (compared to 5year estimates).
2. Children are defined as people age 17 or younger. Men and women do not include children. Ibid.
3. Analysis of the U.S. Census Bureau’s 2015 American Community Survey 1-year PUMS data by the American Immigration Council.
4. Analysis of data from the 2016 Current Population Survey by the American Immigration Council, using IPUMS-CPS. Sarah Flood, Miriam
King, Steven Ruggles, and J. Robert Warren, Integrated Public Use Microdata Series, Current Population Survey: Version 5.0 [dataset]
(Minneapolis, MN: University of Minnesota, 2017).
5. 2015 ACS 1-Year Estimates.
6. Augmented IPUMS-ACS data, as published in “State-Level Unauthorized Population and Eligible-to-Naturalize Estimates,” Center for
Migration Studies data tool, accessed August 2017, data.cmsny.org/state.html.
7. Figure includes immigrants who speak only English. Data based on survey respondents age 5 and over. Analysis of 2015 ACS 1-Year
Estimates by the American Immigration Council.
8. Data based on survey respondents age 25 and older. Ibid.
9. Pew Research Center, “U.S. unauthorized immigration population estimates,” November 3, 2016,
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the Family Members of Unauthorized Immigrants” and IPUMS-USA. Steven Ruggles, Katie Genadek, Ronald Goeken, Josiah Grover,
and Matthew Sobek, Integrated Public Use Microdata Series: Version 7.0 [dataset] (Minneapolis, MN: University of Minnesota, 2017).
12. “DACA-eligible” refers to immigrants who were immediately eligible to apply for DACA as of 2016. Migration Policy Institute analysis
of U.S. Census Bureau data from the 2014 American Community Survey (ACS), 2010-14 ACS pooled, and the 2008 Survey of Income
and Program Participation (SIPP), as cited in “Deferred Action for Childhood Arrivals (DACA) Data Tools,” accessed June 2017,
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Oregon has a sizeable community of immigrants, many of whom hail
from Mexico. Roughly 10 percent of all Oregon residents are foreignborn, while over 12 percent are native-born Americans who have at
least one immigrant parent. More than a third of Oregon’s farmers,
fishers, and foresters are immigrants, as are nearly 23 percent of all
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1

immigrant parent.

In 2015, 397,293 immigrants (foreign-born individuals) comprised 9.9
percent of the population.
Oregon was home to 191,777 women, 180,488 men, and 25,028
children who were immigrants.
The top countries of origin for immigrants were Mexico (37 percent of
immigrants), China (6 percent), Vietnam (5.2 percent), India (4.1
percent), and Canada (3.6 percent).
In 2016, 498,875 people in Oregon (12.4 percent of the state’s
population) were native-born Americans who had at least one
immigrant parent.
More than a third of all immigrants in Oregon are naturalized U.S.
citizens.
167,977 immigrants (42.3 percent) had naturalized as of 2015, and
82,341 immigrants were eligible to become naturalized U.S. citizens in
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Download Infographic

2015.
Almost three-quarters (73.2 percent) of immigrants reported speaking
English “well” or “very well.”

Immigrants in Oregon are concentrated at both ends of the educational spectrum.
More than a quarter of adult immigrants had a college degree or more education in 2015,
while nearly a third had less than a high school diploma.
Education Level

Share (%) of All Immigrants

Share (%) of All Natives

College degree or more

28.2

32.7

Some college

20.2

36.5

High school diploma only

19.6

23.9

Less than a high-school diploma

32.0

7.0

Nearly 90,000 U.S. citizens in Oregon live with at least one family member who is
undocumented.
130,000 undocumented immigrants comprised 32 percent of the immigrant population and
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1RAction for Childhood Arrivals (DACA) recipients live in Oregon.
More than 10,000 Deferred
3.2 percent of the total state population in 2014.

As of 2016, 82 percent of DACA-eligible immigrants in Oregon, or 12,049 people, had applied
for DACA.
An additional 6,000 residents of the state satisfied all but the educational requirements for
DACA, and another 4,000 would be eligible as they grew older.
One in eight workers in Oregon is an immigrant, together making up an essential share of the
state’s labor force across industries.
260,001 immigrant workers comprised 12.8 percent of the labor force in 2015.
Immigrant workers were most numerous in the following industries:
Industry

Number of Immigrant Workers

Manufacturing

51,265

Accommodation and Food Services

36,540
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Health Care and Social Assistance

35,260

Retail Trade

23,826

Agriculture, Forestry, Fishing & Hunting

22,039

Analysis of the U.S. Census Bureau’s 2015 American Community Survey 1-year PUMS data by the American
Immigration Council.
The largest shares of immigrant workers were in the following industries:
Immigrant Share (%)

Industry

(of all industry workers)

Agriculture, Forestry, Fishing & Hunting

25.8

Manufacturing

19.7

Accommodation and Food Services

18.4

Administrative & Support; Waste Management; and Remediation Services

17.6
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Immigrants are an integralpart
Oregon workforce in a range of occupations.

1R
Management of Companies and Enterprises

In 2015, immigrant workers were most numerous in the following occupation groups:
Occupation Category

Number of Immigrant Workers

Production

32,818

Food Preparation and Serving Related

27,957

Management

24,891

Building and Grounds Cleaning & Maintenance

24,571

Sales and Related

19,375

Analysis of the U.S. Census Bureau’s 2015 American Community Survey 1-year PUMS data by the American
Immigration Council.
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The largest shares of immigrant workers were in the following occupation groups:
Immigrant Share (%)

Occupation Category

(of all workers in occupation)

Farming, Fishing, and Forestry

39.5

Building and Grounds Cleaning & Maintenance

25.2

Production

22.7

Computer and Mathematical Sciences

18.3

Food Preparation and Serving Related

17.5

Analysis of the U.S. Census Bureau’s 2015 American Community Survey 1-year PUMS data by the American
Immigration Council.
Undocumented immigrants comprised 4.8 percent of the state’s workforce in 2014.
Immigrants in Oregon have contributed billions of dollars in taxes.
Immigrant-led households in the state paid $1.7 billion in federal taxes and $736.6 million in
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1R
state and local taxes in 2014.

Oregon residents in immigrant-led households had $7.4 billion in spending power (after-tax
income) in 2014.

Immigrant entrepreneurs in Oregon generate hundreds of millions in business revenue.
28,567 immigrant business owners accounted for 11.2 percent of all self-employed Oregon
residents in 2015 and generated $470.6 million in business income.
In 2015, immigrants accounted for 23.2 percent of business owners in the
Portland/Vancouver/Beaverton metropolitan area, which spans Oregon and Washington.
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Immigrants in Oregon
Oregon has a sizeable community of immigrants, many of whom hail from Mexico. Roughly 10 percent of all
Oregon residents are foreign-born, while over 12 percent are native-born Americans who have at least one
immigrant parent. More than a third of Oregon’s farmers, fishers, and foresters are immigrants, as are nearly 23
percent of all production employees. As workers, business owners, taxpayers, and neighbors, immigrants are
an integral part of Oregon’s diverse and thriving communities and make extensive contributions that benefit
all.

One in 10 Oregon residents is an immigrant, while about one in eight residents is a nativeborn U.S. citizen with at least one immigrant parent.
 In 2015, 397,293 immigrants (foreign-born individuals) comprised 9.9 percent of the population. 1
 Oregon was home to 191,777 women, 180,488 men, and 25,028 children who were immigrants. 2
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 The top countries of origin for immigrants were Mexico (37 percent of immigrants), China (6 percent),
Vietnam (5.2 percent), India (4.1 percent), and Canada (3.6 percent). 3


4

More than a third of all immigrants in Oregon are naturalized U.S. citizens.

 167,977 immigrants (42.3 percent) had naturalized as of 2015,5 and 82,341 immigrants were eligible to
become naturalized U.S. citizens in 2015. 6
 Almost three-quarters (73.2 percent) of immigrants reported speaking English “well” or “very well.” 7

Immigrants in Oregon are concentrated at both ends of the educational spectrum.
 More than a quarter of adult immigrants had a college degree or more education in 2015, while nearly a
third had less than a high school diploma. 8
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E ducation Level

Share (%) of All Immigrants

Share (%) of All Natives

College degree or more

28.2

32.7

Some college

20.2

36.5

High school diploma only

19.6

23.9

Less than a high-school diploma

32.0

7.0

Nearly 90,000 U.S. citizens in Oregon live with at least one family member who is
undocumented.
 130,000 undocumented immigrants comprised 32 percent of the immigrant population and 3.2 percent of
the total state population in 2014. 9
 186,460 people in Oregon, including 80,451 born in the United States, lived with at least one
undocumented family member between 2010 and 2014. 10
 During the same period, 1 in 12 children in the state was a U.S.-citizen child living with at least one
undocumented family member (71,208 children in total). 11
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13

 An additional 6,000 residents of the state satisfied all but the educational requirements for DACA, and
another 4,000 would be eligible as they grew older. 14

One in eight workers in Oregon is an immigrant, together making up an essential share of
the state’s labor force across industries.
 260,001 immigrant workers comprised 12.8 percent of the labor force in 2015. 15
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 Immigrant workers were most numerous in the following industries:
Industry

Number of Immigrant Workers

Manufacturing

51,265

Accommodation and Food Services

36,540

Health Care and Social Assistance

35,260

Retail Trade

23,826

Agriculture, Forestry, Fishing & Hunting

22,039

Analysis of the U.S. Census Bureau’s 2015 American Community Survey 1-year PUMS data by the American Immigration Council.

 The largest shares of immigrant workers were in the following industries:16
Immigrant Share (%)

Industry

(of all industry workers)
Agriculture, Forestry, Fishing & Hunting

25.8

Manufacturing

19.7

Accommodation and Food Services

18.4
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Administrative & Support; Waste Management; and Remediation
Services

Immigrants are an integral part of the Oregon workforce in a range of occupations.
 In 2015, immigrant workers were most numerous in the following occupation groups: 17
Occupation Category

Number of Immigrant Workers

Production

32,818

Food Preparation and Serving Related

27,957

Management

24,891

Building and Grounds Cleaning & Maintenance

24,571

Sales and Related

19,375

Analysis of the U.S. Census Bureau’s 2015 American Community Survey 1-year PUMS data by the American Immigration Council.
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 The largest shares of immigrant workers were in the following occupation groups:18
Immigrant Share (%)
(of all workers in occupation)

O ccupation Category
Farming, Fishing, and Forestry

39.5

Building and Grounds Cleaning & Maintenance

25.2

Production

22.7

Computer and Mathematical Sciences

18.3

Food Preparation and Serving Related

17.5

Analysis of the U.S. Census Bureau’s 2015 American Community Survey 1-year PUMS data by the American Immigration Council.

 Undocumented immigrants comprised 4.8 percent of the state’s workforce in 2014. 19

Immigrants in Oregon have contributed billions of dollars in taxes.
 Immigrant-led households in the state paid $1.7 billion in federal taxes and $736.6 million in state and
local taxes in 2014. 20
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 Undocumented immigrants in Oregon paid $80.8 million in state and local taxes in 2014. Their
contribution would rise to $119.4 million if they could receive legal status.21
22

 Oregon residents in immigrant-led households had $7.4 billion in spending power (after-tax income) in
2014. 23

Immigrant entrepreneurs in Oregon generate hundreds of millions in business revenue.
 28,567 immigrant business owners accounted for 11.2 percent of all self-employed Oregon residents in
2015 and generated $470.6 million in business income. 24
 In 2015, immigrants accounted for 23.2 percent of business owners in the Portland/Vancouver/Beaverton
metropolitan area, which spans Oregon and Washington.25
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Endnotes
1.

“Foreign born” does not include people born in Puerto Rico or U.S. island areas or U.S. citizens born abroad of American parent(s). U.S.
Census Bureau, 2015 American Community Survey 1-Year Estimates. The American Immigration Council elected to use data from the 2015
ACS 1-Year estimates wherever possible to provide the most current information available. Since these estimates are based on a smaller
sample size than the ACS 5-year, however, they are more sensitive to fluctuations and may result in greater margins of error (compared to 5year estimates).
2. Children are defined as people age 17 or younger. Men and women do not include children. Ibid.
3. Analysis of the U.S. Census Bureau’s 2015 American Community Survey 1-year PUMS data by the American Immigration Council.
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King, Steven Ruggles, and J. Robert Warren, Integrated Public Use Microdata Series, Current Population Survey: Version 5.0 [dataset]
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Migration Studies data tool, accessed August 2017, data.cmsny.org/state.html.
7. 7 Figure includes immigrants who speak only English. Data based on survey respondents age 5 and over. Analysis of 2015 ACS 1-Year
Estimates by the American Immigration Council.
8. Data based on survey respondents age 25 and older. Ibid.
9. Pew Research Center, “U.S. unauthorized immigration population estimates,” November 3, 2016,
www.pewhispanic.org/interactives/unauthorized-immigrants/.
10. Silva Mathema, “State-by-State Estimates of the Family Members of Unauthorized Immigrants,” University of Southern California’s Center
for the Study of Immigrant Integration and the Center for American Progress, March 2017,

www.americanprogress.org/issues/immigration/news/2017/03/16/427868/state-state-estimates-family-members-unauthorizedimmigrants/.
11. American Immigration Council analysis of data from the 2010-2014 ACS 5-Year, using Silva Mathema’s “State-by-State Estimates of the
Family Members of Unauthorized Immigrants” and IPUMS-USA. Steven Ruggles, Katie Genadek, Ronald Goeken, Josiah Grover, and
Matthew Sobek, Integrated Public Use Microdata Series: Version 7.0 [dataset] (Minneapolis, MN: University of Minnesota, 2017).

12. The “Deferred Action for Childhood Arrivals” (DACA) initiative began in 2012 and provides certain immigrants (those who were
brought to the United States as children and meet specific requirements) with temporary relief from deportation, or deferred
action. American Immigration Council, “Deferred Action for Childhood Arrivals: A Q&A Guide,” August 17, 2012,
www.americanimmigrationcouncil.org/research/deferred-action-childhood-arrivals-qa-guide. U.S. Citizenship and Immigration
Services, “Number of Form I-821D, Consideration of Deferred Action for Childhood Arrivals” as of March 31, 2017, published June
2017,
https://www.uscis.gov/sites/default/files/USCIS/Resources/Reports%20and%20Studies/Immigration%20Forms%20Data/All%20Fo
rm%20Types/DACA/daca_performancedata_fy2017_qtr2.pdf.
13. DACA-eligible” refers to immigrants who were immediately eligible to apply for DACA as of 2016. Migration Policy Institute analysis
of U.S. Census Bureau data from the 2014 American Community Survey (ACS), 2010-14 ACS pooled, and the 2008 Survey of Income
and Program Participation (SIPP), as cited in “Deferred Action for Childhood Arrivals (DACA) Data Tools,” accessed June 2017,
www.migrationpolicy.org/programs/data-hub/deferred-action-childhood-arrivals-daca-profiles.
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6LQFHWKHODXQFK RIWKH$IIRUGDEOH&DUH$FW&DOLIRUQLDKDVPDGHUHPDUNDEOHSURJUHVV
LQUHGXFLQJWKHUDWHXQLQVXUHG LQGLYLGXDOV ZKLFKKDVUHDFKHGKLVWRULFORZV2YHU
PLOOLRQ&DOLIRUQLDFRQVXPHUV DUHHQUROOHG LQFRYHUDJHWKURXJK &RYHUHG&DOLIRUQLD7KH
VWURQJVWDEOHHQUROOPHQW LQ&RYHUHG&DOLIRUQLDKDVFRQWULEXWHG WRWKHVWDWH¶VVWDQGLQJ
DVKDYLQJ RQHRIWKHKHDOWKLHVW ULVNSRROVLQWKHQDWLRQ DQGVRPHRIWKHORZHVWDYHUDJH
SUHPLXPUDWHFKDQJHVLQWKHFRXQWU\ 7KLV\HDU&DOLIRUQLDHQDFWHGDODQGPDUN
SDFNDJHRIKHDOWK UHIRUPV FUHDWLQJDVWDWHVXEVLG\SURJUDPIRUORZDQGPLGGOHLQFRPH
LQGLYLGXDOV LQFOXGLQJ ODZIXOO\ SUHVHQWLPPLJUDQWV DQGUHVWRULQJWKHLQGLYLGXDOPDQGDWH
DQGSHQDOW\ DWWKHVWDWHOHYHOZKLFK LVDOVRDSSOLFDEOHWRODZIXOO\ SUHVHQWLPPLJUDQWV
7KHVHLQYHVWPHQWV GHPRQVWUDWH&DOLIRUQLD¶VFRQWLQXHG FRPPLWPHQWWRH[SDQGLQJ
DFFHVVWRDIIRUGDEOHFRYHUDJH

:HDUHVWURQJO\ FRQFHUQHGWKDWWKHIHGHUDOSROLF\VHWIRUWK LQWKH33ZRXOGQRW
RQO\ WDNH&DOLIRUQLDEDFNZDUGEXWDOVRWKHQDWLRQDVDZKROH 7KH33ZLOO
XQGHUPLQH DQGLQWURGXFH VLJQLILFDQWULVNVWRHIIRUWVPDGHWRHQVXUHDOOODZIXO UHVLGHQWV
KDYHDFFHVVWRFRPSUHKHQVLYH DIIRUGDEOHKHDOWK FDUHLQ&DOLIRUQLDDQGVWDWHVDFURVV
WKHFRXQWU\ 
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%HORZLVDQRXWOLQH RIVLJQLILFDQWLPSOLFDWLRQVRIWKH33WKDWPHULWVHULRXV
FRQVLGHUDWLRQ

 33HIIHFWLYHO\ SUHFOXGHV YLVDVHHNLQJLPPLJUDQWV IURPJDLQLQJDFFHVV
WRKHDOWKLQVXUDQFHFRYHUDJHWKURXJK0DUNHWSODFHVGLUHFWO\ FRQWUDYHQLQJ
WKH$IIRUGDEOH&DUH$FWDQGWKHVWDWHGSXUSRVHRIWKH3URFODPDWLRQLWVHOI
33GRHVQRWFRQWHPSODWH LWVSUDFWLFDOGHWDLOVRIKRZVXFKDSROLF\ZRXOGEH
FDUULHGRXWDQGGRHVQRWGHPRQVWUDWH VXIILFLHQWFRQVLGHUDWLRQIRUWKHSURFHGXUDO
QRUPVDQGUHTXLUHPHQWV WKDWPXVWEHFDUULHGRXWLQWKHKHDOWK FRYHUDJHDUHQD
)RUH[DPSOH ZKLOHWKH3URFODPDWLRQFRQWHPSODWHV WKDWXQVXEVLGL]HG FRPPHUFLDO
FRYHUDJHREWDLQHGWKURXJK D0DUNHWSODFHOLNH&RYHUHG&DOLIRUQLDZRXOG TXDOLI\
DVDGHTXDWHFRYHUDJHLWIDLOVWRUHFRJQL]HWKHSUDFWLFDOFKDOOHQJHV LIQRW
LPSRVVLELOLW\RIHVWDEOLVKLQJSURRIRIVXFKFRYHUDJHZKLOHDEURDG8QGHUIHGHUDO
ODZDQGUHJXODWLRQVDVVRFLDWHGZLWKWKH$IIRUGDEOH&DUH$FWDQLQGLYLGXDO
DSSO\LQJIRUFRPPHUFLDOXQVXEVLGL]HG FRYHUDJHWKURXJK D0DUNHWSODFHPXVW
VKRZSURRIRIUHVLGHQF\LQWKDW VWDWHDVZHOODVODZIXO SUHVHQFH7KLV
FRQWUDGLFWV33¶VVXSSRVLWLRQWKDWWKHLQGLYLGXDOFRXOGKDYH DOUHDG\REWDLQHG
VXFKFRYHUDJHRUEHDEOHWRSURYHWKDW LWLVIRUWKFRPLQJ LQRUGHUWRREWDLQDYLVD
WRHQWHUWKHFRXQWU\

33DOVRFUHDWHVDFDWFK8QGHUH[LVWLQJIHGHUDOODZLPPLJUDQWVFDQQRW
DFFHVVLQVXUDQFH WKURXJK 0DUNHWSODFHVZLWKRXW YHULI\LQJ UHVLGHQF\DQGODZIXO
S
SUHVHQFHWKURXJK DVWULFWHOLJLELOLW\SURFHVV+RZHYHU
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 33GRHVQRWKROGUHJDUG IRUWKHHFRQRPLFDQGKHDOWKEHQHILWVRI
HQVXULQJKHDOWKLQVXUDQFHFRYHUDJHIRUDOOLPPLJUDQW UHVLGHQWVLQFOXGLQJ
WKHZRUNLQJSRRUZKRDUHZRUNLQJWRZDUGHFRQRPLFVHFXULW\&DOLIRUQLDKDV
DORQJVWDQGLQJ DUUD\RISXEOLFFRYHUDJHSURJUDPVLQFOXGLQJ WKHUHFHQWO\ HQDFWHG
,QGLYLGXDO 0DUNHW$VVLVWDQFH3URJUDPZKLFK UHGXFHVSUHPLXPFRVWVIRUHOLJLEOH
LQGLYLGXDOVZLWKKRXVHKROG LQFRPHVDWRUEHORZSHUFHQWRIWKHIHGHUDO
SRYHUW\ OHYHO )3/ 7KLVDIIRUGDELOLW\ VXSSRUWLVDYDLODEOHWRODZIXOO\ SUHVHQW
LPPLJUDQWVDWWKHGLUHFWLRQRIWKH$IIRUGDEOH&DUH$FWDQGQRZXQGHU WKH
GLUHFWLRQRI&DOLIRUQLDVWDWHODZ33ULVNVXQGHUPLQLQJ WKRVHOHJDOULJKWVE\
LQWURGXFLQJ FRXQWHUYDLOLQJ UHTXLUHPHQWV SRWHQWLDOO\ EORFNLQJDFFHVVWRVXFK
FRYHUDJH7RGRVRXQGHUPLQHV WKHKHDOWK DQGHFRQRPLFVHFXULW\RIWKRVH
LPPLJUDQWVWKHLUFRPPXQLWLHVDQGWKHVWDWHHFRQRP\DWODUJH&RYHUHG
&DOLIRUQLD¶VH[SHULHQFHGHPRQVWUDWHV WKDWSURYLGLQJDIIRUGDEOH FRYHUDJH
RSSRUWXQLWLHVDORQJZLWKUHTXLULQJFRYHUDJHLVDQHIIHFWLYHZD\WRUHGXFH
XQFRPSHQVDWHG FDUHFRVWV7KH3URFODPDWLRQIDLOVWRDFNQRZOHGJHWKHFULWLFDOLW\
RIDIIRUGDEOHRSWLRQVWRLQFUHDVLQJLQVXUDQFH FRYHUDJHUDWHV
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 %HFDXVHLPPLJUDQWV ZLOOQRWEHDEOHWRVHHNKHDOWKLQVXUDQFHWKURXJK
0DUNHWSODFHV33XQGHUPLQHVWKHKHDOWKRI&DOLIRUQLD¶VLQVXUDQFH
PDUNHWSRWHQWLDOO\ DIIHFWLQJ FRYHUDJHIRULPPLJUDQWVDQGQRQLPPLJUDQWV
DOLNH%H\RQGWKHLPPHGLDWHKDUPVWRODZIXOO\ SUHVHQWLPPLJUDQWVEHLQJEDUUHG
IURPDFFHVVLQJLQVXUDQFH WKURXJK 0DUNHWSODFHVOLNH&RYHUHG&DOLIRUQLDWKH
3URFODPDWLRQXQGHUPLQHV RXUFRPPHUFLDOLQVXUDQFH PDUNHWE\VHHNLQJWRH[FLVH
ODZIXOO\ SUHVHQWLPPLJUDQWVIURPWKHFRYHUDJHWRZKLFKWKH\ DUHOHJDOO\ HQWLWOHG
/DZIXOO\ SUHVHQWLPPLJUDQWVLQ&DOLIRUQLDDUHPRUHOLNHO\WRUHSUHVHQW³IDYRUDEOH´
LQVXUDQFH ULVNEHFDXVHWKH\DUHRIWHQ\RXQJHU KHDOWKLHU RUORZHUWKDQDYHUDJH
XWLOL]HUV RIKHDOWK FDUHVHUYLFHVZKHQ FRPSDUHGWRWKHJHQHUDOLQVXUHG
SRSXODWLRQ 6HYHUDOVWXGLHVKDYHFRQFOXGHGWKDWLPPLJUDQWVDUHQHWFRQWULEXWRUV
WRERWKSULYDWHFRYHUDJHDQG0HGLFDUHSD\LQJPRUHLQLQVXUDQFHSUHPLXPVWKDQ
WKH\ UHFHLYHLQEHQHILWV

6LPLODUO\&RYHUHG&DOLIRUQLD¶VRZQGDWDGHPRQVWUDWHV WKDWLWVLPPLJUDQW
HQUROOHHV RQDYHUDJHKDYH SHUFHQWORZHUPHGLFDOFODLPVWKDQ LWVFLWL]HQ
PHPEHUVDYDULDQFHDWWULEXWDEOH ERWKWRWKHORZHUDJHRILPPLJUDQWHQUROOHHVDV
ZHOODVORZHUXWLOL]DWLRQ RIPHGLFDOVHUYLFHV$VDUHVXOW GHFOLQHVLQWDNHXSRU
UHWHQWLRQ RILPPLJUDQWFRYHUDJHUHODWHGWRWKHSURSRVHGUXOHV FRXOGKDYHD
QHJDWLYHLPSDFWRQWKHRYHUDOOULVNSRRO²LQWXUQ OHDGLQJWRFRPPHUFLDOPDUNHW
SUHPLXPLQFUHDVHVIRUFLWL]HQVDQGLPPLJUDQWVDOLNH,QFUHDVHG SUHPLXPVZLOO
OHDGWRKLJKHUXQLQVXUHG UDWHVDPRQJDOO$PHULFDQVLQFUHDVLQJWKH
S
XQFRPSHQVDWHG FDUHEXUGHQWKH3URFODPDWLRQSXUSRUWVWRDGGUHVV%\
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2IIXUWKHU FRQFHUQ
RWKHSURFODPDWLRQVHHNVWRSHUPLW6KRUW7HUP /LPLWHG
1
'XUDWLRQ,QVXUDQFH 67/', FRYHUDJHZKLFKGRHVQRWFRPSO\ZLWKWKH$IIRUGDEOH
&DUH$FW¶VFRQVXPHU SURWHFWLRQV&DOLIRUQLDODZSURKLELWVFDUULHUVIURPRIIHULQJ
RUVHOOLQJ67/',LQ&DOLIRUQLDEHFDXVHVXFK SURGXFWVKDYH EHHQZLGHO\
GHPRQVWUDWHGWRODFNFULWLFDOFRPSUHKHQVLYH FRYHUDJHDQGFDQEHSURKLELWLYHO\
H[SHQVLYH IRULQGLYLGXDOVZLWKSUHH[LVWLQJFRQGLWLRQVDQGRIWHQH[FOXGH
FRYHUDJHRISUHH[LVWLQJFRQGLWLRQVDOWRJHWKHU 33ZLOOGLYHUWTXDOLILHGOHJDO
LPPLJUDQWVIURPPHDQLQJIXO FRPSUHKHQVLYH FRYHUDJHWRZKLFK WKH\ DUHOHJDOO\
HQWLWOHGDQGGLUHFWWKHPWRZDUGVFRPSDQLHVWKDWHQJDJHLQPHGLFDOXQGHUZULWLQJ
VSHQGWKHPDMRULW\RISUHPLXPUHYHQXH RQQRQPHGLFDO H[SHQVHV DQGDUH
NQRZQ WRH[FOXGHFRUHEHQHILWVOLNHPDWHUQLW\ PHQWDO KHDOWK DQGVXEVWDQFHXVH
GLVRUGHUWUHDWPHQW WKUHDWHQV ERWKWKH LQGLYLGXDOKHDOWK DQGILQDQFLDOZHOOEHLQJ RI
WKLVSRSXODWLRQ 67'/,FDQDOVROHDGWRLQFUHDVHGXQFRPSHQVDWHG FDUHFRVWV
ZKHQ WKHFDUHFRQVXPHUV QHHGLVQRWFRYHUHGRUH[FHHGVWKHLUFRYHUDJHOLPLWV 


%HFDXVHYLVD DSSOLFDQWV UHVLGLQJ DEURDG FDQQRW REWDLQ HYHQ

XQVXEVLGL]HG KHDOWK LQVXUDQFH WKURXJK WKH
0DUNHWSODFH XQWLO WKH\DUULYH LQWKH8QLWHG 6WDWHV67'/, PD\ZHOOEH WKHRQO\RSWLRQ DYDLODEOH WR
FRQVXPHUV LQVWDWHVWKDWDOORZ VXFKSODQV
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 $WZRGD\FRPPHQWSHULRGLVQRWVXIILFLHQW IRUD3UHVLGHQWLDO3URFODPDWLRQ
RIWKLVPDJQLWXGH 33ZRXOGSURIRXQGO\ DIIHFWRXULPPLJUDWLRQDQGKHDOWK
FDUHV\VWHPV7ZRGD\VLVZKROO\ LQDGHTXDWHWRDOORZIRUVXIILFLHQWSXEOLF
FRQVLGHUDWLRQ RIDSROLF\ZLWK RIWKLVVLJQLILFDQFH7KHSROLFLHVVHWIRUWKLQWKH
3URFODPDWLRQDUHQRWURRWHGLQDQHPHUJHQF\ DQGJLYHQLWVVZHHSLQJLPSDFWV
DQGOLNHO\GHWULPHQWVWRDFFHVVWRFRYHUDJHDQGPDUNHWLPSDFWWKHSXEOLF
GHVHUYHVWRKDYHVXIILFLHQW WLPHWRXQGHUVWDQG DQGDFFRUGLQJO\ FRPPHQWRQ33


*LYHQDOORIWKHVHFRQFHUQV &RYHUHG&DOLIRUQLDXUJHVWKHZLWKGUDZDO RI33IRU
UHFRQVLGHUDWLRQRIWKHSROLFLHVWKHUHLQ 7KLVSROLF\ ZRXOGVLJQLILFDQWO\ DQGQHJDWLYHO\
LPSDFW&DOLIRUQLDDQGWKHUHVWRIWKHQDWLRQE\GHWHUULQJHOLJLEOHLQGLYLGXDOV IURPJHWWLQJ
WKHKHDOWK FDUHFRYHUDJHWKH\QHHG
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