
May 2002 


I N S T I T U T E O F M E D I C I N E 
Shaping the Future for Health 

CARE WITHOUT COVERAGE: 
TOO LITTLE, TOO LATE 

n the United States, too many working-age people lack insurance cover-
age and when they do get necessary medical care, it is too little and too 
late. One national study found that, over a 17-year follow-up period, 

adults who lacked health insurance at the outset had a 25 percent greater 
chance of dying than did those who had private health insurance. Health in-
surance is a key that provides access to high quality health care and conse-
quently to better health. It is not the only key that opens these doors nor is 
access to them guaranteed if one has coverage. But health insurance is the 
mechanism that most Americans rely upon to obtain the care that they want 
and need. The health benefits of insurance are strongest when coverage is con-
tinuous rather than sporadic. 

This report, the second in a series issued by the Institute of Medicine 
(IOM) Committee on the Consequences of Uninsurance, summarizes the re-
search evidence contrasting the health of insured and uninsured adults. The 
main findings are that working-age Americans without health insurance are 
more likely to: 

• Receive too little medical care and receive it too late; 
• Be sicker and die sooner; 
• 	 Receive poorer care when they are in the hospital even for acute situa-

tions like a motor vehicle crash. 

The health and length of life of working-age Americans would improve if 
they obtained coverage. Like those who are now insured, the newly insured 
would use preventive services more often and would be less likely to delay 
seeking care, thus making early detection and treatment of problems more fea-
sible. The best health outcomes are possible only if the uninsured obtain cov-
erage before the onset of any illness or injury. 

Roughly 30 million 
working-age adults 
are uninsured. 

I 
The uninsured 
have poorer health 
and shortened 
lives. 



People without health insurance often go without appropriate care. For exam-
ple, the uninsured more often 

• 	 Go without cancer screening tests, delaying diagnosis and leading to pre-
mature death; 

• 	 Do not receive care recommended for chronic diseases, like timely eye 
and foot exams to prevent blindness and amputations in persons with dia-
betes; 

• 	 Lack regular access to medications to manage conditions such as hyper-
tension or HIV infection; 

• 	 Receive fewer diagnostic and treatment services after a traumatic injury or 
a heart attack, resulting in an increased risk of death even when in the 
hospital. 

Assessing the Impact of Health Insurance on Health-Related Outcomes 

The Committee reviewed 130 research studies that consider (1) health insur-
ance status as an independent variable, and (2) its effect on health-related out-
comes for adults ages 18 through 64. Studies focusing on older adults were ex-
cluded because virtually all have coverage through Medicare. The next Commit-
tee report will review the effects of coverage for children and pregnant women. 
For this report, “insured adults,” means those with general medical and hospitali-
zation insurance while “uninsured adults” are without any health insurance. 

Most of the evidence about the value of coverage comes from observational 
rather than experimental studies. Therefore, research studies adjust for variations 
among study subjects in types of health insurance coverage and characteristics of 
study participants. Three personal characteristics—health status, race and ethnic 
identity, and socioeconomic status—are closely related to both having health in-
surance and the source of coverage. The most informative studies separate the ef-
fects of these personal characteristics from those attributable to having coverage. 
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Effects of Health Insurance on Health 

The quality and length of life are distinctly different for insured and uninsured 
populations. Even the most acutely ill or seriously injured adults, when uninsured, 
cannot always obtain needed care. Having health insurance will not just increase 
access in times of crisis but will also facilitate use of essential health screening 
services and chronic disease care. 

Health insurance does not eliminate all racial and ethnic disparities in health. 
This is confirmed by this study as well as by the recent IOM report, Unequal 
Treatment: Confronting Racial and Ethnic Disparities in Health Care. However, 
having insurance does facilitate access to preventive services, a regular source of 
care, and better quality care for minority populations. 

Primary Prevention and Screening Services 
Uninsured adults are less likely than insured adults to receive recommended 

health screening services (e.g., mammograms, clinical breast exams, Pap tests, 
colorectal screenings). And when they do receive these preventive services, it is 
not as often as recommended by the U.S. Preventive Services Task Force. The 
disparities in whether someone uses these vital services holds even after account-
ing for the possible influence of age, race, education or having a regular source of 
care. 

Some health insurance plans cover preventive health care and others do not. If 
your plan covers preventive services, you are more likely to get them, particularly 
if the service is costly, like a mammogram. If your plan does not cover preventive 
services, you are still more likely to receive preventive services than anyone who 
is uninsured. Why? Most people with insurance have a regular medical provider 
who looks out for their health. 

Cancer Care and Outcomes 
Uninsured cancer patients generally have poorer outcomes and die sooner than 

persons with insurance. Without timely preventive screenings, diagnosis is de-
layed. As a result, when cancer is found, it is relatively advanced and more often 
fatal than it is in persons with health insurance coverage. For example, uninsured 
women with breast cancer have a 30 to 50 percent higher risk of dying than 
women with private health insurance. Furthermore, once diagnosed, treatment 
disparities persist. For example, uninsured women are less likely to receive 
breast-conserving surgery. 

Chronic Disease Care and Outcomes 
Uninsured adults are less likely to have regular checkups and a usual source of 

care to help manage their disease than is a person with coverage. For the five 
chronic conditions that the Committee examined (diabetes, cardiovascular dis-
ease, end-stage renal disease, HIV infection and mental illness), uninsured pa-
tients have worse clinical outcomes than insured patients. 

Health coverage 
increases your 
chances for care 
by fostering an on-
going relationship 
with a medical pro-
fessional. 

Uninsured patients 
with breast, cervi-
cal, colorectal and 
prostate cancer or 
melanoma are 
more likely to die 
prematurely be-
cause of delayed 
diagnosis. 

Without insurance, 
persons with 
chronic conditions 
like diabetes and 
heart disease are 
less likely to have 
regular check-ups 
or get medications 
that control their 
disease. 
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Diabetes:  Uninsured adults with diabetes are less likely than those insured to re-
ceive the professionally recommended standard of care for monitoring blood glu-
cose levels and other complications. Uncontrolled blood glucose levels puts per-
sons with diabetes at increased risk of hospitalization and additional complica-
tions (e.g., heart and kidney disease) and disability (e.g., amputations and blind-
ness). It is hard to imagine, but 25 percent of persons with diabetes go without a 
checkup for two years if they have been without health insurance for a year or 
more. 
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Diabetes management among insured and uninsured adults, ages 18–64. 
NOTE: Proportions adjusted to demographic characteristics of study cohort. 
SOURCE: Ayanian et al., 2000; Table 5. 

Cardiovascular Disease:  Despite the fact that having a usual source of care im-
proves medical management, 19 percent of uninsured adults diagnosed with heart 
disease and 13 percent with hypertension lack this ongoing relationship. Their 
blood pressure and cholesterol levels are monitored less frequently, and they are 
less likely to begin or stay on drug therapy than insured adults. These deficits in 
care place the uninsured at further risk of deteriorating health. For example, stud-
ies in emergency departments show that patients admitted with severe uncon-
trolled hypertension are disproportionately uninsured. 

End-Stage Renal Disease (ESRD): The clinical goals for treatment of kidney 
disease are to slow the progression of renal failure, and prevent or manage com-
plications and co-existing diseases (e.g., heart disease). Uninsured patients have 
more severe renal failure when they begin dialysis, and their health is often al-
ready compromised because they did not receive treatment for anemia before ini-
tiating dialysis. Virtually all ESRD patients qualify for Medicare once dialysis or 
transplantation becomes necessary. What is the effect of obtaining this insurance? 
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Differences in the care received by women and men and by members of different 
racial and ethnic groups (for example, hospital-based treatments for heart disease) 
among patients with kidney disease are essentially eliminated. 

Human Immunodeficiency Virus (HIV) Infection: One positive effect of health 
insurance for HIV-infected adults is obtaining a regular source of care. Without 
health insurance, many wait more than three months after diagnosis to have their 
first office visit. The uninsured wait an average of four months longer than pri-
vately insured patients to receive newer drug therapies. Once started on medica-
tions, the uninsured are less able to maintain the necessary but costly and compli-
cated drug regimen. Having health insurance appears to reduce mortality in HIV-
infected adults by 71-85 percent over a 6-month period. The greatest reductions in 
mortality were found more recently when effective drug therapies came into 
widespread use. 

Mental Illness: Mental illness represents a major but often underestimated source 
of disability. It contributes as much to disability as does cancer or heart disease. 
As is the case with other diseases, the uninsured are less likely than those with 
coverage to receive the desirable level of mental health care. 

Without specific coverage for mental health visits, patients diagnosed with de-
pression, panic disorder, or generalized anxiety disorder are less likely to receive 
mental health services. Having general health insurance, even without mental 
health benefits, increases the likelihood of receiving some care and that the care 
meets professional practice guidelines. 

Severe mental illnesses (schizophrenia, other psychoses and bipolar depres-
sion) require the attention of specialty mental health professionals and perhaps 
more extensive services (e.g., inpatient services, partial or day hospitalization). 
Persons with a severe mental illness face difficulties in obtaining and then keep-
ing insurance after diagnosis. They also experience delays in obtaining specialty 
mental health services and receive less appropriate care until they qualify for pub-
lic insurance coverage (Medicare or Medicaid). Notably, those with public insur-
ance are more likely to receive specialty services than are severely ill persons 
with private insurance, which may have more restrictive benefits. 

Hospital-based Care 
The poorer health status of uninsured adults at the time of hospitalization is 

compounded by experiences as inpatients. They receive fewer needed services, 
worse quality care, and have a greater risk of dying in the hospital or shortly after 
discharge. For example, uninsured patients are less likely to receive an endoscopy 
and, when they finally do receive it, the pathology is more likely to be abnormal. 
Because the uninsured are more likely to delay seeking care, their risks of poor 
outcomes are greater (e.g., rupture in acute appendicitis). 

Traumatic injuries: Surprisingly, provider response to traumatic injury can be 
influenced by insurance status. Uninsured trauma victims are less likely to be 
admitted to a hospital, receive fewer services when admitted, and are more likely 
to die than are insured trauma victims. One statewide study showed that while un-

One statewide study 
of auto crash victims 
determined that the 
uninsured had a 37 
percent higher death 
rate than the pri-
vately insured. 
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Uninsured adults 
with a heart attack 
have a greater 
chance of dying in 
the hospital or 
shortly after release 
than those who have 
private insurance. 

insured trauma patients were as likely to receive intensive care unit services as 
privately insured patients, they were less likely to undergo surgical procedures or 
receive physical therapy. 

Acute Cardiovascular Disease: Uninsured patients with acute cardiovascular 
disease are: 

• less likely to receive angiography or revascularization procedures, 
• 	 less likely to be admitted to a hospital that performs these diagnostic and 

treatment procedures, and 
• more likely to die in the short term. 

Health insurance not only improves access, but it also lessens disparities in car-
diovascular procedures between men and women and among racial and ethnic 
groups. 

General Health Outcomes 
What happens to adults’ health when they remain uninsured? It depends on a 

person’s age, underlying health, and the length of time uninsured. Adults in late 
middle age (especially between 55 and 65 years of age) and adults with low in-
comes are particularly susceptible to deteriorating health if they never had or lose 
health insurance coverage. 

Relatively short (1-4 year) longitudinal studies document decreases in general 
health for adults who are uninsured or lose coverage. Changes may include wors-
ening control of blood pressure, decreased ability to walk or climb stairs, reduced 
overall self-perceived wellness and ability to perform daily activities. 

Longer population-based studies (over 5 to 17 years) show that adults under 
age 65 who were uninsured at the beginning of the study face a 25 percent higher 
risk of dying than those with private coverage. This pattern is found when com-
paring deaths of uninsured and insured patients from heart attack, cancer, trau-
matic injury, and HIV infection. 

The Difference Coverage Could Make to the Health of Uninsured Adults 

Health insurance enhances access to appropriate care for a range of preven-
tive, chronic and acute care services. Based on the substantial consistency of the 
more than one hundred research studies reviewed and evaluated, the Committee 
reached the following conclusions: 

• 	 Health insurance is associ
their receipt of appropriat
care services. Adults with
clines in health status and

• 	 Adults with chronic cond
most from health insuranc
because of their generally
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