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Abstract Because states have primary responsibility for the implementation of pub-
lic health insurance programs, states need timely, good quality data to evaluate pro-
grams, monitor trends in the number and characteristics of the uninsured, and better
understand the dynamics of health insurance coverage. This article provides a syn-
thesis of the data sources available to states for monitoring rates of health insurance
coverage. Information was collected through a comprehensive review of state and
national health surveys and in-depth interviews with state analysts in all fifty states.
Our findings suggest that national surveys do not meet states’ needs for data, and in
response, states have initiated their own household surveys. We provide information
on thirty-six household surveys that are used to estimate state levels of health insur-
ance coverage. We recommend that national and state efforts be better coordinated
to facilitate efficient use of resources to achieve good state-level date.

Background

Having quality data is key to a state’s ability to evaluate past access ini-
tiatives, monitor trends in the number and characteristics of the uninsured,
and provide support for the development and implementation of new
health coverage programs. Health care reform in the early 1990s and the
later implementation of the State Children’s Health Insurance Program
(SCHIP) provided the incentive for states to document the number of
uninsured using a variety of data sources (Bailey 1997; Call et al. 1999;
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Cautley 1999; Duncan et al. 2000; Haggard 1999; Kahn 1998; McAlear-
ney 1999; Roman 1998; Weinstein 1998; Yegian 1999). Despite the avail-
ability of national survey data, at least thirty-seven states have conducted
or are conducting large-scale household surveys to collect detailed state-
specific data on health insurance coverage.

With the recent economic downturn, there are even greater pressures
for states to monitor changes in the numbers and characteristics of unin-
sured. Rises in the unemployment rate have led to increases in Medicaid
enrollment and decreases in state tax revenues (Wachino 2002; Smith and
Lanoye 2001). Many state budgets are currently under duress as legisla-
tors try to balance increasing demands for public services with decreas-
ing public revenues. For most states, Medicaid is the second largest item
in their state budgets and therefore a likely candidate for cuts. In a recent
survey of state officials conducted by the Kaiser Commission on Medic-
aid and the Uninsured, forty-one of fifty states reported they had plans
to reduce their Medicaid spending (Wachino 2002).

While reduction in Medicaid may relieve some strain on state budgets,
it may also introduce new financial pressures on other state programs.
For example, welfare leavers who lose their Medicaid benefits have an
increased likelihood of returning to the welfare program (Davidson and
Moscovice 1989; Loprest 2002). States who reduce enrollment in their
Medicaid programs may also expect to see increases in hospital uncom-
pensated care.

Although low-income working adults continue to be the most at risk
of being without coverage, those in the middle class are becoming more
concerned about the security of their health benefits (Rowland 2002; Scott
2002: 28). The National Coalition on Health Care predicted that 600,000
to 750,000 individuals could lose their health insurance if premiums rise
as sharply as expected (9 to 12 percent), forcing some employers to shift
the cost to their employees or eliminate health benefits altogether (Miller
2000).

These trends increase pressure for states to better understand the
dynamics of insurance coverage. State, as well as national, policy makers
need unbiased, valid, state-specific data to meet the needs of those with-
out access to health insurance coverage.

New Contribution

State-level data on the uninsured are limited despite increasing pressures
to understand issues related to insurance coverage in greater depth. This
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is not to say that data do not exist. The federal government sponsors at
least six national household surveys that ask questions about health insur-
ance status. However, only the Current Population Survey (CPS) routinely
produces annual estimates of state uninsurance rates. In this article we
examine the national surveys from the perspective of state analysts and
policy makers. While several studies provide summaries of national house-
hold surveys (Bindman and Gold 1998; Eden 1998; Fronstin 2000; Gold
1998; Lewis, Ellwood, and Czajka 1998; Liska, Brennan, and Bruen 1998;
Project HOPE 2000), only a few have discussed the value of the data gen-
erated from these surveys to states (Fronstin 2000; Project HOPE 2000).
Based on interviews with analysts across the fifty states about the data
they use to monitor the uninsured, as well as a discussion of their needs
for ongoing data collection, we suggest that while states have unique and
varied needs for data, there is increasing interest in having data that are
representative of their states.

In this article, we present a description of the national surveys along with
a comparative analysis of these surveys based on criteria states use to eval-
uate their usefulness and relevance. Because states’ needs for data are not
fully met by national surveys, at least thirty-six states have developed and
implemented their own state household surveys (Blewett 2001). We pro-
vide here the first comprehensive compilation of state surveys and their
key characteristics. We conclude with a discussion of the implications of
these varied state and national data collection activities and the future of
survey efforts to provide more useful data for state policy applications.

Methods and Approach

To gain a better understanding of states’ needs for data to monitor the unin-
sured and current use of national and state surveys, we conducted three key
activities: (1) telephone interviews with policy analysts from all fifty states
to assess their use of existing state and national survey data, (2) a critical
evaluation of national surveys based on their ability to meet states’ data
needs, and (3) documentation of existing state household surveys used to
estimate health insurance coverage, describing how these state surveys go
beyond what national surveys are currently able to deliver.

State Analyst Survey

To identify the appropriate person in each state to interview, we called the
department of health or the state health commissioner’s office in each state
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and asked to speak to the person responsible for data on uninsured resi-
dents. We followed up with additional analysts if referred by the initial
respondent. We used a structured interview guide to ask respondents about
their knowledge of existing national data and resources available on the
uninsured, the data and information that they used to inform state pol-
icy, and information about state data needs for monitoring the uninsured.
The intent of the state analyst survey was to get an overview of analysts’
use of national survey data and the range of data collection activities going
on in their state, as well as to document state data needs with regard to
monitoring health insurance coverage. The results of these interviews are
included in the following two sections where we outline the criteria states
use to evaluate the usefulness of national survey data and provide a criti-
cal evaluation of the ability of national surveys to meet states’ data needs.

Usefulness of National Data for State-level
Monitoring of the Uninsured

Based primarily on our interviews with state analysts, we identified cri-
teria state analysts use when evaluating the usefulness of national survey
data to monitor the uninsured. These criteria are critical to understand-
ing state data needs and the use of national survey data as well as the need
for additional coordination between federal and state data collection activ-
ities. When reviewing the data that are available on the uninsured, states
use the following key criteria:

= A good survey design to produce policy relevant information on
health insurance coverage that has been tested, evaluated, and vali-
dated over time

= Sufficient sample to produce state-level estimates

= Timely and routine release of estimates of health insurance coverage
(i.e., within one year of data collection with regular follow-up releases
scheduled)

= Available public use files that include state identifiers

= Sufficient sample for some direct state subpopulation estimates,
including
= Children

Racial and ethnic groups

= Geographic region

We use these criteria to describe and evaluate national surveys that
address health insurance coverage. We assume that all the national sur-
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veys presented in our analysis meet the first criterion in that they are
based on good survey design and use well-tested questionnaires. While
the issue of timely and routine release of data is clearly relevant to gen-
eral data users, the remaining criteria are of particular relevance for state
analysts. For example, having state identifiers in the public use file is an
important component, but it is critical that the survey sample be repre-
sentative of the state’s population. If a state-representative sample is not
available, the second best option would be to have support in developing
model-based estimates of coverage at the state level using population or
demographic weights to support the analysis. We found that while state
identifiers may be available in the public use files, the sample may not be
representative of the state, thus making any use of those identifiers vir-
tually meaningless from a state policy perspective. The National Health
Interview Survey (NHIS) is one example of a national survey that has
attempted to develop state estimates to maximize the potential use of
national data at the state level. These state estimates, however, were for
the early 1990s only.

We present below a brief review of the key national surveys and their
ability to meet state data objectives with regard to monitoring health insur-
ance coverage. Table 1 provides an overview of each of these surveys and
their key characteristics, including the entity conducting the survey, sam-
ple size, and basic survey method. We then evaluate the utility of these
surveys from a state policy perspective. To help guide our analysis of the
national surveys we use two summary charts. Table 2 compares the abil-
ities of six federal surveys and two privately funded surveys to meet state
data needs, using the state data criteria described above. Table 3 provides
an overview of each state’s use of the national surveys to measure and
monitor state rates of health insurance coverage. Information on states’
use of national survey data was obtained through our interviews with fifty
state analysts. Not surprisingly, the national surveys with low ratings based
on the data criteria (Table 2) are used by fewer states to monitor health
insurance coverage (Table 3), and the national surveys that meet more of
the state criteria were used by more states.

Current Population Survey (CPS)

The Demographic Supplement to the CPS, administered annually by the
Census Bureau, is the most commonly used data source for estimating
rates of health insurance coverage at both the national and the state lev-
els. Direct state estimates of health insurance coverage rates are produced
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each year based on a sample that is designed to be representative of each
state, plus the District of Columbia (U.S. Bureau of the Census 2000).
The Census Bureau routinely releases state data tables and data on all fifty
states with identifiers in its Public Use File (U.S. Bureau of the Census
2002a). These data are generally available on the Census Bureau’s Web
site immediately after the fall release of the health insurance coverage
estimates, which is six months after data collection is completed. The CPS
provides the only source of comparative information for broad categories
of state populations. In addition, the Census Bureau created an algorithm
for state-specific adjustments to state-level standard errors. The Census
Bureau has made and continues to make adaptations to the CPS that have
the potential to increase its usefulness to state policy makers, especially
to those in states without the resources to collect their own state-specific
data.

An example of a recent improvement to the CPS was the expansion of
its sample. Appropriations to the Census Bureau included in the Balanced
Budget Act (Public Law 106—113) were designed to improve the preci-
sion of CPS state-level estimates of insurance coverage. Beginning in
2000, the Census Bureau expanded the sample size within each state
(Davern and Blewett 2001). The increase in the sample size of the CPS
has increased the precision of state estimates of health insurance cover-
age for all states, with the greatest impact on states with small and/or
diverse populations. In general, the amount of error associated with an
annual state estimate of coverage decreased by a range of approximately
49 percent (Maine) to 15 percent (Mississippi) with an average decrease
of 33 percent per state (Davern et al. 2003). The CPS sample expansion
provides more precise state-level estimates of uninsurance and less vari-
ation from year to year. Single-year estimates based on the expanded sam-
ple were first available with 2001 data; three-year rolling average esti-
mates using the expanded sample will be possible when the 2003 data are
available.

Although CPS sample expansion will improve the precision of the
state-level estimates, it should be noted that the sampling design itself has
not changed. Because a sample is not drawn from all counties in a state,
estimates for all counties are not possible. Even with recent state sample
expansions, the Census Bureau still recommends that states combine
three years of CPS data for reporting or monitoring coverage rates in an
effort to reduce the sampling error associated with the smaller sample size
(Mills 2002).

Other improvements to the CPS enhance its relevance to state analysts,
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such as the inclusion of state-specific program names in the survey (e.g.,
Medicaid is referred to as Medi-Cal in California and Medical Assistance
in Minnesota), as well as the addition of a question asking about partici-
pation in some state-run programs (e.g., TennCare, BadgerCare, Min-
nesotaCare).

The CPS is of particular importance to states because its state estimates
of low-income uninsured children are used in the formula to allocate fed-
eral SCHIP dollars to the states (Health Care Financing Administration
2000). Although nearly all of the state analysts we interviewed were
aware of the CPS, only forty states reported routine use of the CPS esti-
mates to inform state health policy (Table 3). It is interesting to note that
eight of the ten states reporting nonuse of the CPS have conducted or are
developing their own state household surveys for state policy purposes.

Overall, the CPS met all six criteria for usefulness in state-level moni-
toring of the uninsured. Its sample size is sufficient for estimating rates of
coverage at the state level, and it can be used for some direct county-level
estimates (counties over 100,000 population) as well as estimates for 242
select Metropolitan Statistical Areas. The CPS may also be used to esti-
mate rates of coverage among some state subpopulations of interest (e.g.,
children, racial/ethnic groups, and geographic regions). CPS data are rou-
tinely released and provided in public use files with state identifiers.

Medical Expenditure Panel Survey-Household
Component (MEPS-HC)

The MEPS-HC is conducted by the Census Bureau for the Agency for
Healthcare Research and Quality (AHRQ). It is a nationally representa-
tive subsample of households that participated in the prior year’s National
Center for Health Statistics (NCHS) National Health Interview Survey
(NHIS) (AHRQ 2002a). MEPS-HC data can be used to make comparisons
over time and study changes in the relationship among measures of health
status, access to care, health care use and expenditures, and health insur-
ance coverage (AHRQ 2002b).

The MEPS-HC does not meet any of the criteria outlined in Table 2 for
state-level monitoring of the uninsured. While state identifiers exist, they
are not available on the public use file; moreover, there is not a large enough
sample in each state to produce reliable state estimates. Only eight states
reported having used the publicly released MEPS-HC data (Table 3).
National data on medical expenditures could be used to model state expen-
ditures in select categories using model-based simulation techniques, but
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states have not pursued the use of MEPS-HC in this regard. There is cur-
rently no readily available analytic support from AHRQ to use the MEPS-
HC to pursue model-based estimates for state policy purposes. State iden-
tifiers exist only on restricted microdata files, and the potential for state
policy research is largely untapped because these data are only available
at one of the six Research Data Centers (RDCs) located across the coun-
try (U.S. Bureau of the Census 2002b). The process of accessing these
data is costly and cumbersome and largely outside of the reach of state
policy analysts, particularly when state-specific analysis is likely not pos-
sible.

National Health Interview Survey (NHIS)

The NHIS is conducted by the Bureau of the Census for the NCHS to
monitor trends in illness and disability and track progress in reaching
national health objectives (Fronstin 2000). The advantage of NHIS is that
it is an established and tested ongoing national survey supported by fed-
eral funding. It is more likely to reach low-income populations as it includes
surveys of households with and without telephones and it oversamples
blacks and Hispanics (NCHS 2000a).

The NHIS met only three of the five state-level criteria (Table 2). Pub-
lic use files are available and are relatively easy to obtain. The NHIS
microdata are now available through NCHS’s own Research Data Center,
which was modeled after the Census Bureau’s RDCs and follows a simi-
lar process for accessing data (NCHS 2000b). Release of data is compa-
rable to other federal surveys that appear to be, on average, two years from
data collection.

The key disadvantage of NHIS from a state policy perspective is that
it is not specifically designed to be state representative. NCHS has, in the
past, made “state” files available. These State Data Files include statisti-
cal adjustments to state-level estimates to address confidentiality issues,
and states with a small sample size are included in groups of three to five
states. These files are publicly released with state identifiers, but currently,
only the files for 1990—1994 are available (Madans et al. 2001).

NCHS also made efforts in the 1995 NHIS redesign to facilitate state-
level estimates. The vehicles for this effort included making the primary
sampling units (PSUs) respect state boundaries and increasing the num-
ber of PSUs from 198 to 358. Nonetheless, direct state estimates are only
possible when the prevalence rates are fairly high (p = 0.15 and p = 0.20)
and the design effects are relatively small (1.0—1.5) (ibid.). For subpop-
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ulation estimates, such as children under eighteen, the number of states
with a large enough sample is very small. Currently, there is limited infor-
mation on the sample size per state and what state-specific estimates would
be possible through NHIS analysis.

As presented in Table 3, only five states have used survey information
from the NHIS in state health policy discussions, and no state analyst has
pursued the model-based estimation of state rates. We also learned that at
least one state considered buying additional state samples as part of the
ongoing NHIS. However, specific issues related to the key components
of the sampling frame for NHIS prevented the state from pursuing this
further.

State and Local Area Integrated
Telephone Survey (SLAITS)

SLAITS was the response of the NCHS to the need for more detailed
information at the state and local levels to support state-level policy appli-
cations of survey data. SLAITS allows researchers to collect data using
customized questionnaires and the National Immunization Survey sam-
pling frame of nearly one million households (NCHS 2001b). The fund-
ing for SLAITS does not come from ongoing core NCHS federal funds,
but rather through nongovernment and nonprofit sponsors. Sponsors may
implement existing SLAITS survey modules or fund the development of
new SLAITS modules (NCHS 2001a). There are presently four SLAITS
survey modules: Health (Iowa and Washington State, 1997), Child Well-
Being and Welfare (Texas and Minnesota, 1998—1999), National Survey
of Early Childhood Health (national sample, 2000), and Children with
Special Health Care Needs (national and state samples, 2000-2001).
Although the sampling frame is quite large, the sample size needed for
each survey module is substantially smaller and varies by module. For
example, for the Children with Special Health Care Needs module, the
target sample was 750 completed child interviews in each state (Blumberg
2002). SLAITS has the potential to meet state data needs, and it currently
meets five of the six criteria in Table 2. The key advantage of SLAITS is
that it was designed specifically to produce representative state-level esti-
mates of health characteristics. Yet, for the first large national SLAITS
survey (i.e., the module for children with special health needs), the state
sample sizes are too small for subpopulation analyses. For example, only
fifteen states had sample sizes large enough to produce reliable estimates
of uninsured low-income children. The timing of the data release also is
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a drawback. The interviews commenced in October 2000; as of Septem-
ber 2003, the data still had not been released. It is anticipated that a pub-
lic use file will be available with state identifiers, but the timing of this
release is uncertain.

Microlevel data will be made available through the NCHS Research
Data Center with some remote access possible, which will increase state
analysts’ interest in and use of the data. A key concern is ongoing fund-
ing and follow-up surveys that will vary depending on federal priorities
and outside funding. Nonetheless, SLAITS has the flexibility to accom-
modate state-specific needs and has the potential as a mechanism for state-
level comparisons. Because the data have not been released, we did not
find any analysts who were using this survey for state policy purposes.

Survey of Income and Program
Participation (SIPP)

SIPP is currently the best data set for analyzing the dynamics of coverage
over time and may provide a starting point for states interested in learn-
ing more about the episodic nature of uninsurance (Swartz 1994). SIPP
is conducted by the Census Bureau and is designed to collect data on
income, labor force participation, and program participation. SIPP’s pur-
pose is to measure the effectiveness of existing federal, state, and local
programs, as well as to estimate future costs and coverage for government
programs. The survey design is a series of national panels tracking health
insurance coverage on a monthly basis with the duration of each panel
ranging from 2.5 to 4 years (U.S. Bureau of the Census 2002c). The
release of SIPP data is approximately eighteen months from the end of
data collection, which is relatively good given the complex design of this
longitudinal survey, but still somewhat long from a state policy perspec-
tive. Because of its national focus, SIPP meets very few of the state crite-
ria (Table 2).

SIPP was not designed to be representative at the state level and does
not allow for state-level estimates (Kalton 1998). While state identifiers
are available for forty-eight states in the 1996 panel, the Census Bureau
warns against using SIPP to produce state-level estimates (Fronstin 2000).
The availability of state identifiers makes model-based estimation an
option using SIPP, but we are not aware of any state analysts pursuing this
work. Neither are we aware of any Census Bureau agency technical sup-
port for model-based estimates for state policy work. Our survey results
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indicate that very few states are aware of SIPP and only seven states
reported using SIPP estimates in their state health policy work (Table 3).

Behavioral Risk Factor Surveillance
System (BRFSS)

The BRFSS was established based on the perceptions (1) that data on health
status and risk behaviors collected at the national level were not available
to state officials, who have the primary role of targeting resources to address
behavioral risks, and (2) that state and local agency participation is essen-
tial to achieve national health goals (Centers for Disease Control and Pre-
vention 1999). As implementers of the BRFSS, states conduct rolling
monthly telephone surveys based on a common sampling methodology and
a list of core questions to allow comparisons across states. An advantage for
state analysts is that the states conduct the surveys themselves. Conse-
quently, states have control over questions included in the state-specific
modules and have access to the person-level survey data for ongoing state
analysis. Some states have pursued additional funding to increase sample
size and have developed stratification that allows them to derive estimates
for regions and subpopulations within their respective states.

The BRFSS meets five of the six criteria identified by states. All fifty
state identifiers, plus the District of Columbia, are included on the pub-
lic use files that are readily available and accessible to state analysts.
States have pursued the development of model-based estimates for sub-
populations of interest, primarily for geographic areas such as county-
based estimates, using demographic weights. These statistical approaches
are developed locally for state and local policy applications, but currently
there is not a large enough sample for direct estimates.

There are several disadvantages to the BRFSS that have led to its being
underused. The central drawback is that this is a survey of working-aged
adults. Although some states have added a child component, the focus of
BRFSS has not been on children. In recent years, many national and state
health access initiatives have primarily focused on children, so BRFSS
is not very useful for evaluation of these coverage expansions. Another
criticism of the BRFSS is its lack of specificity regarding insurance cov-
erage type, as well as the limited number of questionnaire items devoted
to this issue.

Although the time lag for data release is better than some national sur-
veys, it still takes one year to collect the data (continuous sampling over
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the one-year period) and one year to create estimates. Concerns have also
been raised about the potential for undersampling low-income households
because this is strictly a telephone survey. The BRFSS has also been crit-
icized for its lack of sufficient data on specific subpopulations, including
populations of color and city- or county-specific data needed for state
health policy initiatives (Figgs et al. 2000). Another concern voiced by
those doing cross-state comparisons is inconsistent monitoring of data
quality. It is difficult to oversee fifty state data collection processes and
assess the impact of varied methods on the states’ estimates. Because of
its availability and accessibility at the state level, BRFSS was used by half
of the states in their efforts to monitor health insurance coverage rates
(Table 3). This survey was the second most widely used survey by the states.

Community Tracking Study Household Survey

The Community Tracking Survey (CTS) is a privately sponsored nation-
ally representative survey conducted in sixty communities across the United
States (Center for Studying Health System Change 1997). The CTS pro-
vides data on access to care, use of care, financial burden, and health
insurance coverage (Fronstin 2000). For twelve of the sixty communities,
the CTS provides local and regional estimates of uninsurance to help iden-
tify pockets of concern or needed local intervention.

The CTS falls short from the state perspective (Table 2) as it cannot
produce state-level estimates because it is not a state-representative sur-
vey. The communities in the CTS may be compared to other communities
in the sample, but there is no direct link to state applications. The CTS did
sample enough individuals to make small-area estimates of health insur-
ance coverage for twelve of the areas included in the study. But, again,
there are no comparable state-level estimates.

Public use files are available for researchers interested in analyzing data
from the CTS, and while there are state identifiers on the public use file,
they are not very useful in developing estimates of state health insurance
coverage, as the survey sample is not state representative. Our interviews
found that only three state analysts used information from the CTS for
policy purposes (see Table 3).

National Survey of America’s Families (NSAF)

The NSAF is a nationally representative household survey that provides
more detailed information for thirteen states (AL, CA, CO, FL, MA, MI,
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MN, MS, NJ, NY, TX, WA, and WI) on health insurance coverage,
employment, income, education, housing, and other related health issues.
It was fielded in 1997, 1999, and again in 2002. A timely, well-designed sur-
vey conducted by the Urban Institute, it is second only to the CPS in rat-
ings on the state criteria (Table 2).

Public use files and microdata (1997 and 1999) are available for state-
level analyses. These data are attractive to state analysts due to the over-
sampling of low-income households, the efforts made to include house-
holds without telephones, and the large sample in some states to provide
estimates for some populations of color and immigrants. In addition, the
Urban Institute recently released a software interface tool to provide addi-
tional access to those interested in analyzing the state data, and it also pro-
vides training opportunities for state analysts (SHADAC 2002). Our sur-
vey of state analysts indicates that thirteen states have used the NSAF
data. Notably, ten of the thirteen states represented in the NSAF reported
having used the data as a resource in state policy discussions (Table 3).

Summary of State Use of National Survey Data

Although the analysts we talked to varied in their knowledge and levels
of interest in data on the uninsured, we found common issues and con-
cerns that cut across states. As seen in Table 2, only one of the national
surveys fully met all of the state-level criteria. It is fairly clear that the
national surveys are for national, rather than state, policy making. Out-
side of CPS and NSAF, the surveys reviewed lacked an adequate sample
for direct state estimates, did not have a state-representative sample, or
did not have the sample needed for direct health insurance coverage esti-
mates of subpopulations. This assessment of the monitoring capabilities
of available national survey data highlights the challenges facing states as
they look for data and information to monitor rates of health insurance
coverage. The following represents a summary of our key findings:

States question the validity of national survey estimates. Each of the
national surveys described above produces a different estimate of the num-
ber of uninsured. The estimates are routinely and independently released,
creating some confusion about the estimate itself. This inconsistency
leaves many states doubting the integrity of the data and frustrated when
attempting to make sense of discrepant estimates. A number of states
voiced a desire for a single reliable estimate. For example, Wisconsin’s
CPS estimate of the size of its uninsured population had been tracked with
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their own state estimate for several years. When the CPS estimate jumped
by approximately 50 percent between 1997 and 1998 (U.S. Bureau of the
Census 1998), it created a great deal of mistrust in the CPS estimates,
decreasing the use of the CPS for monitoring trends over time by Wis-
consin analysts.

States’ levels of technical sophistication vary. The analysts we talked to
differ in their technical proficiency required to understand the complex
issues involved in survey research and the development of population esti-
mates. Some states take advantage of access to multiple sources of data
and conduct sophisticated analyses of the factors associated with unin-
surance. Other state analysts had access to the CPS and other data but
lacked the time, resources, and technical capacity to conduct relevant
analyses. Other states’ policy interests were varied and health insurance
coverage information was not a priority. Clearly, states have varied needs
for both data and technical assistance.

States are interested in efforts to increase the availability of relevant infor-
mation on the uninsured. Several states are responding to the inadequacy
of national data on the uninsured by conducting their own surveys. Unfor-
tunately, many states lack the necessary financial resources and technical
skills to pursue this option and are left trying to use national survey data
to the best of their abilities. The one-time funding provided by the Health
Resources Services and Administration (HRSA) State Planning Grant pro-
gram dramatically increased state data collection activities (HRSA 2000b).
However, to assess the effectiveness of expansion initiatives, the impact
of changes in the market, and trends over time, states need more than one-
time funding for repeated cross-sectional surveys. The challenge will be
to amass the funding and the expertise within states to support additional
data collection.

States report similar needs for subpopulation analyses. Many states are
interested in examining disparities in insurance coverage by race, income
level, and geographic region. Additional state and local policy concerns
related to subpopulations include the economic impact of uninsurance,
subsidies to local providers for uncompensated and/or charity care, and
increasing needs for translation services and culturally sensitive medical
and social services related to access to health care. Local communities are
interested in these data for planning purposes, and many state analysts are
required to provide it. The design and size of national surveys’ samples
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do not support these subanalyses. However, many of the state-initiated
surveys also lack the sampling design and size needed to provide estimates
of various subpopulations.

State Survey Initiatives

In response to the need for more detailed state-specific and subpopulation
data on health insurance coverage, thirty-six states are conducting their
own household surveys. State analysts prefer collecting their own data
because they can design their sampling strategy to support subpopulation
analyses, tailor the survey instrument to address unique policy interests,
and control what analyses are conducted and when the results are released
(paying attention to the state legislative calendar when necessary). They
can also have more control over the budget.

Table 4 provides an overview of the thirty-six states that have con-
ducted or are in the process of conducting household surveys, as of Sep-
tember 2003. It describes the sample size, survey methodology, and sam-
pling design of each state’s most recent survey.

As presented in Table 4, all states but three used a random digit dialing
(RDD) telephone household survey alone. Minnesota conducted supple-
mentary in-person interviews for select subpopulation samples, Wyoming
added mail and in-person components, and North Dakota conducted only
a mail survey of its farm and ranch operators. Neither, however, combined
the additional survey data with the telephone survey data. Sample sizes
ranged from 1,500 individuals in Iowa to over 60,000 in California. Costs
were comparable and ranged from $25,000 in North Dakota and Oregon
to $11.6 million for California’s omnibus survey. On average, state surveys
cost $250,000-$500,000 and have sample sizes between 5,000 and 10,000
individuals.

One advantage of state surveys is their ability to increase sample size
above what is provided in the national surveys. Another is their ability to
adjust the sampling design to target and derive estimates for specific sub-
populations. For example, Indiana’s current household survey has a sam-
ple of 10,126 households with an oversample of low-income households
and African Americans. The CPS sample size for Indiana with the recent
sample expansion was 1,740. Other typical state sampling frames included
oversampling for rural or other geographic areas, racial and ethnic groups,
low-income populations, and children.

Several states have had ongoing state-initiated and supported surveys
that have been conducted annually or on a periodic basis. Examples of
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these ongoing state surveys include the Wisconsin Family Health Survey,
conducted annually since 1989, and the Utah Health Status Survey, con-
ducted every four years starting in 1986. In addition, state survey activ-
ity has been stimulated by the HRSA State Planning Grant program. As
of September 2003, this program has awarded $36.8 million in grants to
states to develop plans to increase access to affordable health insurance
coverage to all citizens. Thirty-one states and one territory (the U.S. Vir-
gin Islands) have received an average of $1.15 million for planning pur-
poses (HRSA 2000a, 2001). The majority of these states have conducted
both household (twenty-eight states) and employer (eighteen) surveys in
their state planning activities (Blewett 2002). These grants have provided
an opportunity for both experienced and inexperienced states to collect
data on the uninsured. Several experienced states enhanced their exist-
ing surveys by directing their HRSA funds to survey redesign or sample
expansion (e.g., MA, MN, WI). Other states are fielding surveys for the
first time. Without additional federal support, these states are unlikely to
conduct follow-up surveys (e.g., AL, AR, IL, TX), thereby limiting the
usefulness of the data for program planning and evaluation. All states face
the difficult task of securing ongoing support for survey work in the face
of limited state financial resources.

State Survey Issues

Conducting a state-level household survey is a new and difficult task for
many states. As mentioned, states vary in their analytic capacity and abil-
ity to manage the complexities of survey design and implementation.
States that partner with local university-based statisticians and survey
experts have been more successful in survey implementation. Partnering
with local experts builds in-state capacity and collaborative relationships
that can contribute to future efforts if additional survey funds are avail-
able. States contracting with outside vendors were less successful in build-
ing state capacity. Vendors typically have no ongoing or vested interests
in providing the state continued technical assistance over time.

A key methodological issue states struggle with is getting response
rates at acceptable levels. Those partnering with reputable survey research
firms and local university-based survey experts are able to implement more
sophisticated designs and achieve adequate response rates. Those with
limited access to survey experts, limited funds, and short time frames have
more difficulty. For the surveys supported by the HRSA State Planning
Grant program, the response rates ranged from 39 percent in Oregon to 73
percent in New Hampshire (ibid.).
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Funding is another major issue facing states that conduct surveys. Some
states can only afford a one-shot, cross-sectional survey, while others have
an ongoing commitment of funds to support a survey every two to five
years. Wisconsin’s survey, for example, enjoys both legislative and finan-
cial support and produces annual estimates based on data from a continu-
ous monthly interview schedule. On the other hand, some states are con-
ducting one-time surveys using HRSA funds. Unfortunately, the State
Planning Grants are not being renewed, so many states (e.g., AL, AR, GA)
will not conduct follow-up surveys.! Furthermore, current state budget con-
straints are also likely to reduce the number of state-initiated survey efforts,
resulting in limited opportunities for capacity building at the state level.

The HRSA State Planning Grant program was successful in getting
more data into the state policy arena. The key to this successful strategy
was combining data collection with a policy development process. In apply-
ing for these grants, states were required to describe how their analytic
efforts would be used to support the development of policy options. In
addition, states were directed to describe the process for decision mak-
ing and for proposing policy recommendations for coverage options. They
were also directed to describe the process for gaining collaboration across
all relevant agencies necessary to implement options. The State Planning
Grant program was successful in that there were tight time lines (one-year
grants) to collect and analyze state survey data creating a vehicle for real-
time data applications. States with ongoing data collection activities (e.g.,
CA, HI, MA, MN, WI) routinely use data to inform policy decisions. The
expertise and confidence in the data grows over time creating a demand
for updates and new information to inform decisions.

The State Health Access Data Assistance Center (SHADAC), a Robert
Wood Johnson Foundation—funded state policy research center, works
with states on collecting data on the uninsured. Over the past two years,
staff at SHADAC have fielded calls from states on several technical sur-
vey issues including request-for-proposal development, vendor selection,
sampling, survey design, development of valid and reliable measures, and
data collection methodologies, as well as strategies for item nonresponse
and weighting. The efforts at SHADAC have helped to improve state sur-
veys and to connect state analysts with national survey experts. SHADAC
continues to work with states to document activities and provide techni-
cal assistance to improve surveys over time. The center’s main efforts are
to document survey activities, to determine what works and what does not,

1. In federal fiscal year 2004, ten new SPGs were awarded. Activities conducted under these
awards are not included in this analysis.
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and to bring states together with state and national survey experts to con-
tinue to improve state data collection activities.

Practical Implications of Multiple Surveys

There is no lack of estimates on the numbers of uninsured. There are,
however, myriad surveys at both the state and national level that produce
estimates of insurance coverage, characteristics of the uninsured, and bar-
riers to coverage. Trouble is, states are left with the complex problem of
trying to sift through the data and discern what rate of coverage they
should use in their state. What is the correct number of uninsured and
which survey is closer to the truth? These questions should not be taken
lightly, as they affect state policy decisions and the design of programs for
the uninsured.

Table 5 shows state uninsurance estimates among nonelderly adults
(ages eighteen to sixty-four) for five states from four independent sources:
the state-initiated survey, the Current Population Survey, the Behavioral
Risk Factor Surveillance System, and the National Survey of America’s
Families.

The BRFSS estimate is typically released without any discussion of
how and why it may differ from the CPS estimate. By contrast, when a
state conducts its own survey, the state analysts must field questions about
how their estimates were derived, as well as why the state survey estimate
differs from national survey estimates. Consequently, these state analysts
must have specific knowledge of the national surveys and their idiosyn-
crasies so they can make sense of discrepancies across estimates.

State analysts are often put in the position of defending the estimates
produced by their state-specific surveys, even if the discrepancies between
estimates are small and statistically insignificant. In Massachusetts, for
example, the BRFSS rate of 10 percent is a point-in-time estimate and is
close to the estimate provided by Massachusetts’s state-specific survey.
However, a difference of only one percentage point translates into over
38,000 residents in the small state of Massachusetts and can have a siz-
able impact on the projected costs of a coverage expansion.

In Minnesota, differences in survey estimates led to an interesting pol-
icy debate. The CPS estimate of uninsurance in Minnesota has remained
relatively stable, fluctuating between 8—11 percent since 1988 (Bureau of
the Census 2002d). Some legislators interpreted this to mean that Min-
nesotaCare, enacted in the early 1990s, had not reduced the number of
uninsured in the state. The state’s own survey, conducted in partnership
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with the University of Minnesota, had a larger sample than the CPS
(approximately 10,000 each year versus approximately 1,500 in the CPS
March Supplement), allowing a comparison of rates by age and income
category in 1990 and 1995, thereby providing detailed information about
the changing composition of the uninsured in the state. The Minnesota
state survey demonstrated that while the overall rate of uninsurance has
been stable over time, according to both the CPS and the Minnesota sur-
vey, MinnesotaCare reduced the percentage of uninsured children by 31
percent between 1990 and 1995 and reduced the percentage of low-income
(under 200 percent of poverty) uninsured by over 20 percent. Data from
the state survey helped to convince many policy makers that Minneso-
taCare was, indeed, reaching its intended target population.

States without access to their own data or one of the larger, privately
funded surveys must rely on CPS, which has both strengths and weak-
nesses (Lewis et al. 1998; Liska, Brennan, and Bruen 1998). The Min-
nesota experience demonstrates that there are benefits to complement-
ing the CPS data with more specific state-level information.

Each perspective has its own advantages and unique contributions. The
best information for state health policy may lie somewhere in the middle
where the two perspectives come together, providing detailed information
that is comparable across states. The information generated should include
the numbers of uninsured, but also their characteristics and reasons for
uninsurance. The goal is to collect data and generate estimates that can be
used to inform policy makers in an effort to increase health insurance cov-
erage and improve the health status of all Americans.

Conclusion and Summary
Recommendations

As more responsibility for programs (such as SCHIP) shifts to the state
level, there is an increasing need for better and more consistent compar-
ative data to enable states to understand the dynamics of health insurance
coverage. The national surveys provide valuable information on trends in
health care coverage, as well as on access and use for the nation as a whole.
But national data are not sufficient in the state policy arena. State-specific
information is critical as state policy makers allocate scarce resources
across programs and populations, develop and implement new programs,
and evaluate existing programs and services.

Responding to this need for data, many states have developed and
implemented their own household surveys. These state-level data collec-
tion efforts are independent activities, not coordinated across states or with



Blewett et al. = Monitoring the Uninsured 139

national survey efforts. Consequently, we have a series of at least thirty-six
state and nine national surveys asking similar questions about health insur-
ance coverage, with limited overlap in survey methodology. Better coordi-
nation of these activities is needed to make the best use of information for
both state and national policy purposes. Ten years ago, the need for coor-
dination was less pressing, with only a handful of states conducting state-
specific household surveys. Today, over half the states are expending
resources to obtain state-level data on health insurance coverage.

The advantage of the national surveys, both federal and privately funded,
is that they have an infrastructure with ongoing financial support. The
core set of statisticians, methodologists, and survey experts at the Census
Bureau, the Agency for Healthcare Research and Quality, the National
Center for Health Statistics, the Urban Institute, and other organizations
cannot be matched in terms of sheer size and numbers at the state and
local levels. The advantage of surveys conducted at the state level is that
they generate direct estimates and can be tailored to meet a state’s unique
data and policy needs. In addition, when the data collection is locally
designed and controlled, analysts have greater access to the data and sam-
ple sizes can be increased to allow for subpopulation estimates.

The mechanism for coordinating data collection about health insurance
coverage and access could be either centralized or decentralized. The cur-
rent federal approach has been a centralized data collection strategy with
only a few surveys designed to be state-representative and to allow for
direct state estimates. Along this line, we suggest that federal resources
be realigned to adequately fund a state-representative national survey with
an adequate sample for subpopulation estimates. The CPS is one vehicle,
but current limitations preclude additional state policy work without sig-
nificant changes to the sampling strategy and increases in state sample
sizes. SLAITS is another potential centralized survey mechanism, but there
is currently no ongoing federal financial support. States have had limited
involvement in the development of the survey and in the dissemination of
data. Significant improvements would be required if a centralized strat-
egy were pursued relying on existing surveys.

A second strategy would involve a decentralized model to coordinate
state data collection activities by enhancing the standardization of survey
methodologies across states. This approach would allow cross-state com-
parisons and perhaps eventually national estimates as well. This model
improves the utility of the data to participating states by allowing more
state-level control over survey content and greater access to data (Cam-
burn and Hughes 2001). This approach could be pursued through enhance-
ments to the BRFSS, which is based on this decentralized model. But



140 Journal of Health Politics, Policy and Law

again, significant changes would need to be made to expand the required
sample to include children and increase the inclusion of the health insur-
ance coverage and use questions.

Given that both the CPS and the BRESS are lengthy, time-intensive sur-
veys devoted primarily to other topics (i.e., labor force participation and
personal health behavior, respectively), we argue that it is time to con-
solidate surveys and resources to fully fund a state-representative survey
devoted solely to health coverage, use, and trends. This could be pursued
through the centralized model of a fully funded SLAITS module or through
a federal-state cooperative decentralized data collection approach.

Models of federal-state cooperative data collection agreements to pro-
vide national and state estimates have been well established for agri-
culture and economic issues in this country (Lepkowski 2001). A recent
example is the Workforce Information Council, a federal-state data col-
lection initiative that facilitates the collaboration between the Bureau of
Labor Statistics and local state economic analysts to collect and dissem-
inate quality workforce data. This initiative uses states as the data col-
lection entities through agreed-upon standardized methods to allow cross-
state comparisons and national estimates (Workforce Information Council
2003).

If such an arrangement were pursued, the federal government or other
independent entity could spearhead a collaborative effort among existing
state data collection entities to collect and disseminate state estimates of
health insurance coverage. As of September 2003, twelve of the thirty-six
states conducting household surveys are using SHADAC’s Coordinated
State Coverage Survey tool as their base survey instrument with the goal
of potentially pooling data to provide cross-state comparison and conduct
joint data analysis across states. There is interest in better coordinated data
at the state level and improvements in data collection methods overall.

Short of a change in state and national funding priorities, at the very
minimum national survey expertise should be more readily available to
states to enhance survey design, reduce nonsampling errors, and improve
the precision of state-level estimates. SHADAC is promoting these link-
ages by encouraging communication between state and national experts
through survey workshops, conference calls, and one-on-one technical
assistance. Finally, joint state-federal collaborative research should be
undertaken to improve item nonresponse and noncoverage through the
use of telephone surveys to improve survey methods overall (Lepkowski
2001). State surveys provide an opportunity to test different approaches
and methods that benefit both state and national survey researchers.



Blewett et al. = Monitoring the Uninsured 141

We submit that privately funded surveys play a unique role in examin-
ing the impact of programs and policies on populations. Surveys such as
the CTS and NSAF provide more specific information that would be dif-
ficult to obtain in a state or national survey effort. These surveys should
continue to be used to provide additional information on relevant policy
topics of interest. NSAF is a good example of an effort to understand the
health and social needs of low-income families, as well as the impact of
welfare reform and SCHIP programs. While this in-depth data collection
process is too expensive to be done in every state, the NSAF approach pro-
vides additional information and detail on programs and policies that are
not provided by federally sponsored ongoing surveys.

Finally, we encourage a dialogue between national and state survey
researchers and policy analysts on the best use of survey resources to meet
state and national data needs. The federal perspective may be seen as com-
ing from the top down, focusing on national data and estimates that drive
national policy. The state perspective may be seen as coming from the
ground up, focusing on state- and local-level data initiatives that drive
state policy. Due to the established need for information on health care
coverage and access, substantial resources are being devoted to data col-
lection in many venues. It is time to rethink our national data collection
strategy on health access and refocus our efforts to more effectively
inform policy decisions on the uninsured at the level where they occur—
the state policy level. Now more than ever, good data are needed to make
informed policy decisions in an increasingly constrained state budget
environment.
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