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What People Really Know About Their
Health Insurance: A Comparison of
Information Obtained From Individuals

and Their Insurers

David E, Nelson, MD, MPH, Betsy L. Thompior, MD, ME3PH, Nancy J. Davenpor,

i Limada X Peralnza, MA

A growing number of Americans re-
ceive health services through managed care
planz,' and individuals commonly switch
plans.” Because of the changing nature of
health care delivery in the United States,
there are mmcresed demands oo individuals o
kmow the details of their health care plans.

Much of the informatton on health in-
surance status, tvpe and source of insumnce,
receipt of health care $ervices, patient satis-
faction, and health cutcomss is obtained
from surveys of individuals.™ Suely data are
commonly used in policy discussions, Ob-
taining state-specific data about health cane
coverage information beyond health insur-
amce stams 15 impartant, especially becaase
health care and health insurance refonm con-
tinue to pocur ab the state kel

There kas been limiied research on ihe
validity of self-reported health insurance
chiata. A feoe todies have exomined the extent
to which peopls co rc]}-:lrt SETVICES Coy-
ered by their insurance™ ™ and their general
knowledge about health care delivery, ™" but
litile research has heen condocted on health
insurance status™' or type of health plan
{e.g.. fee-for-service or managed care).™

Tt wondd be wseful w compare enrallees
in monaged care with thoss in Fee-for-service
plans on imsues swch as acoess to and receipt
of preventive services, Population-based self-
reported data on charasteristics of health
plans can be readily obiained from represen-
tative smlph:-s. at the local, state, or national
level*H ; such data can be collected
rapidly and inexpensively through mail or
telephane :‘iLIn"L'}'ﬁ.'I

The Wisconsin Survey Bessarch Labo-
rabery, the Centers for Disease Control and
Prevention, and the Wisconsin Department of
Healih and Family Services condueted a
population-based Sudy 10 determine whether
individuwals' reparts about their health care in-
surdnce could be confirmed by their bealth
insarers on the presence of health insuance,
source of msurance, length of enrollment,

and enrollment in managed cire or feesfor-
service plans.

Methads

Drata for this study were collected in
3 phases: (1) a telephong survey of randomby
selected adults in 3 Wisconsin counties,
{2} household visits fo respondents to oltain
wrilten permission o contact their health in-
surers and obain copies of health insurance
cards, and {3} mail surveys with telephons
follow-ugp to respondents” heahth insusers.

Development af Telephane Survey

Chusstions about health care coverage
for the telephons survey were taken from
the 1997 Behavigeal Risk Factor Surveil-
lance System (BRFSE) survey. Details of
the BREFSS have been published elsewhere. '

An cxpert panel was convered By the
Centers for Disease Control and Preventiom
in 1995 to help salect bealth care coverage
questions for the BRFSS. Parel members in-
cluaded representatives from academic institw.
tionz, health plans, the MNatonsl Commission
For Cneality Assurance, the Mational Center
for Health Statstics, the Minnesotn Busmess
Action Group on Hzalth, and state health
ddeparirmenis.

Dirvid E. Welson and Betsy L. Thoenpson are with 2
Divisioa of Adult =5 Commvonicy Healtb, Wationz]
Cenber for Cheonic DHseass Prevention and Health
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The biggest challenge was classifying
irdividuzls by type of health plan (L., fee-
for-service or managed carc). The panel be-
lieved that the 2 most readily undemstandable
features of managed care for the general
papulation were the presence of o list of
providers (provider nebwork) and a coquire-
meent to select a specific provider or health
care facility for routine care.

Bazed on panel recornmendations, the
Centers for Disease Control and Prewention
staff developed questions on the presence of
ary tvpes of health insurance, source of health
cars coverape, length of ime with the current
health plan, and type of health plan (the ques-
tions used in the telephones survey are oail-
able frgan the u-:}:n:sqx_m-;l.ing author). Most
guestions had been used in other national sur-
vers and wene slightly modified foruseina
telephone survey. Cheestions weee cognitively
and Fiebd tested 1sefone wee,

rara Codfeciton

FPilar stwdy. A pilot study was con-
ducied from December 1996 dwoush Febm-
ary 1997, O the basis of the pilot phase, we
provided a 510 incentive to respondents who
aoreed o complete phase 2

Phage ! Telephone survey. The tele-
phons survey was conducted between Marnch
and September 1997, To obtain data from a
chiversity of geographic arsas, the study was
conducted in 3 Wisconsin counties: a large
metropolitan area (Mibvaukes County], a
mediume-sized county (Dane County, which
contains the city of Madizon), and a meral
county in north-central Wisconsin, These
countigs contmin 27% of the state's popu-
lation." We randomly selected telaphone
rumbers to select respomalents, with a goal
of completing 200 interviews in each
COHIRITY

Phase 2: Household visits. Respon-
denis swwho agreed to househald visits were
wistled within 3 weeks of the selephone inter-
view. If houschold visits were mcommenient
or indivicheals objected to a home visit, alter-
native sites for intervicews weee arrangesd,
During the visils, interviewers obfained pho-
tographs of health insuranes cards and wat-
ten consent to contact health insurers. Per-
wans with more than 1 health plan were asked
t provide information on e plan they con-
sidesed o e their enain lealth insurer. Our
gostl was to complete as many bowschald vis
itz a5 passible ameng persans wha reported
having health insurmee,

Phraze 3! Verlflcation of infarmaltion
Jrewm health plang, We deneloped an insur-
ance coverage verification form for healih in-
surers (e verification questions for health
mearers are svailable from the correspording

Jums 2000, ¥ol, 90, Ma, 4§

author). Release-of-information forms,
copics of inswrance cards, and the verifica-
tien form and survey were mailed to all
health insurers. If the forms were not re-
turned within 3 weeks, the investigators con-
tacied the healih insuress’ staff,

Definitions for Time af naurance
(Maraged Care or Fee-for-Sevvice)

For the telephone survey, we classified
prersans as enrolled in I'IEI'I.HE:En:l caTe ':I:"[h:::,-'
reported that they had to (1) choose from a
list of doctors (netwoek) or (2) use & promany
health care provider or clinic for routine cane;
otherwise, they were considened o be in fee-
for-service plans, We conducted analyses
defining enroliment in managed care with
the network question only or with the pri-
mury care provider of clinic question anly to
determine the validity of using éither ques-
tion alone, For the insurcrs’ surviey, we con-
sidered individuals 1 be enrolled in managed
care of fee-for-service iF they wese classified
as such by their msurance company. We con-
ducted additional anatyses of insurers" survey
data classifying respondents as enrolled in
maniged care ar fee-for-service by using
nearly identical guestions and definiions as
inn the population survey (i, managed care
defined as a requirement fo choose from a
netwark l.'|f'|:u1:'|-.-'irl|1'ni o select o Pﬁrnar}' Care
pronvider or clinic).

Slafistical Analyses

We compared demegraphics fior tele-
phone susvey respondents with those in the
insurers” survey with P values. Information
from health insurers was congidersd to be
the “gold standard™ for all comparisons csti-
mating the validity of self-reported health in-
surance data. We uged |1|_1$:i|!1'.-'4: p:e:djcti_vc
vahes™* to determine whether individuals
accurately reported §F they had health insur-
ance, identified their primary insarance cov-
crage, of had a comprehensive policy, We
cormgaered overall esttmates from self-reponts
with imsurers’ reports for sousce of nsur=
ance, length of enroliment, and type of cov-
emge; we used sensitivity and specificity to
aszess the validity of the selfreports. ™=

We restoicted analyses of source of in-
surancs data to persons aged L8 to 64 years
Source wag classified ag pr.i'.'.al:g InsuraAnRLe
{emplover-provided or individual policy pur-
chased separately) or public insurance
(Medicare, Medicad, CHAMPUS, Veterans
Administration, CHAMP-VA, military, o
the In<hian Health Service), Length of enrcll-
ment was classified as | year or less, greater
than | vear but bess than or equal fo 5 vears,
and preater than 5 years. We conducted addi-

Heualth Insurance

tienal anabyses stratified by zoe, sox, edica-
tion lewel, and whether individuals zaw a
pirysician in the past veae When sample saze
was sufficient (1., denomimator of 30), we
anabyred data by source of insurance.

Resulis

Of the 1015 persong contacted I:g,-' tele-
phone, 611 (60%4) agreed to participate, with
lirtle \'a.riﬂ.li-ﬁ-n. b:." county, .-";:n;:lng TCERDN-
dents, 552 had health insurance and wees eli-
gible for phases 2 amd 3.

A total of 352 of 332 eligible persons
(64%) consented (o the household vasit,
Health msurers provisded information on all
352 persons; verification data oa carollment
were missing for 1 person, leaving 351 re-
spondents in the final data set. Data were ob-
tained from &7 different health insurers, Ex-
cept for county of residence, demographics
of phase 1 respondents wens sirmlar o those
i phases 2 and 3 (Table 1.

Individuals were wery accumate im iden-
tifyamyr that they were currendly insured (pos-
itive predictive value =97 8%+ 160, amd this
was similar by demographics, b whedher ne-
spondents saw a physician in the past year,
and by source of insurance (data not shown
in tables). A total of 97.6%E 1.9 of the re-
spondents correctly identified their primary
health plan and 98, 7% 1.3 identified a
comprelensive plan.

Overall estimates differed for source of
imsurance, with &.8% of the telephone re-
spondents reporting coverage through public
sources compared with 19.1% based on
health insurers” data (Table 2). Estimates
from the teleplons survey were higher than
insurers’ data for emplover-bazed health in-
surance. Validity of individwal self~reports
was Jow, |“:.°a|‘r£|‘:.i:'||.|'_|.' for those covered oy Fu:lb-
lic msyrance (sensitivity =6.7%). Sensitivity
and specificity of self-reported data were
consistently low for coverage through indi-
viduals® own or someone else’s employern.
Women were mors likely than men 10 accu-
mately report that they did not have coverape
through their own emplover Gpecificity =
I A% E 104 for women, 27.8% 2 for men)
of that they were insused through someons
else's emplover (sensitivity=581%113.3
for women, 17.5%£ 10,1 for men} (data not
showm in tableg)

Estimates for lzngth of enrollment dif-
fered substantially between the 2 data
sources for enrollment of 1 year or less or
greater than 5 years (Table 2} Sonsitivity
and specificity of self-reported dara on
length of enroflment were Low, because most
parsons oversstimated heow long they hadl
been enrolled in their current plan.
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TAELE 1—Demographic Characteristics of Study Participants Who Completed
the Telaphone Survey (Phase 1) and of Those Whe Agreed to
Househald Visits [Phases 2 and 3} Wisconsin, 1997

Phasze 253
Fiespondents, % (n=351) &

Phaza 1
Respandents, % (n=611)
&,
hgmfﬂd- a4
A5-54 41.9
55—t 106
=65 14,5
| Sex
Farmale 556
tala 0.4
Raca
White g9.5
Mop-YWhite BT
Lirkrwr 1.8
County
Crars 5
Bdibwrakio 5.2
Morth-central na@l cownty &5.4
Education evel
=High schaol 1.2
=High schoal SB.T
LInknowm 0.1
Emplyment stabus
Emgloyad T4T
Lnermployed 4.5
Linabie 1o work 2.1
Fetired 1.2
Crihgsr 3.3
LInkrgsn 0.2

.
413
LEE
1348 .an

61,1
368 TR

87.5
10,3
2.2 A2

4.3
438
218 .01

385
B1.5
0.z JGE

Tha
i3
1.8
4.9
9.1

s

On the basis of the insurers” survey,
T3% of e persons were In managed care
plans, and 2%, 7% were in fee-for-3ervice
plans (Table 3). Overall estimates from self-
reports based on the network question only
and fram eombined rezponses from the net-
work and primary ¢are provider or clinic
ueestion were similar b the overall insurers’
estimate, but defining managed care baszed

solely on the primary care provider or clinic
quastion produced a managed care estimate
af onmby S007%.

The validity of self-reports for enroll-
ment in managed care was low (Table 4). Al-
though sensitivity exceeded 70% for the net-
work definition snly and for the network and
primary care provider or clinic definition,
specificity for both of teese definitions was

less than 20%%. Values for sensitivity and
specificity of self-reports for ¢nrellment in
managed cire were similar when compared
with data that used nearly identical questions
on networks and primary care provider or
elinie in the insurers” survesy (daty s shoswa),

Stated somewhat diffesenthy. about thres
fowrths of the persons who were m managed
care correctly identified themselves as such,
but £4.2% of the persons in fee-for-service
plans incorrectly believed that they were in
managed care. Sensitivity did not improve
when the anabysis was restricted to ennollees in
health maintenance organizations or preferred
provader organdeations. The validity of the self-
reported data on type of coverage did not diffier
significinthy when exsmined by demographic
and ather characteristics (data not shown).

Discussion

Although adults in this popukation pro-
vided valid information about their geneml
health insurance status, validity of self-
reported data on source of insurance, length
of enrollment, and type of coverage was ko
Onr findings complement those of previous
siadies indicating that indivaduals bave a poos
undlerstanding of fheir bealth insurance bene-
fite. ¥ ™7 Although it is umclear whether our
findings can be generalized, they cast
doubts on the validity of detailed data about
health insurance obdained from individaals
in surveys, and they suggest that policymak-
erz should rely on information from other
sources, such as health plan administrative
records.

Because the vast majorily of persons
wisil & lealth care provider at least once a
year and because of the potentizlly high cost

TABLE 2—Agreement Between Sell-Aeports and Insurers’ Reports for Source of Insurance and Length of Enraliment:
Wisconsin, 1997
Selt-Faports Healh Fians Sansithity Speciicily |
Cwverall Estimatas (85% CI) (55% CI) {95% CI] (5% 1)
Sournce of insurance”

Privata® H3.4 (81,1, 95.7) 809 (75.4, 85.4) 93,8 (80,5, §7.1) E.7 (0.0, 13.4)
Chwm emplenar E7.6 |55.1, B2.1] 45.4 (3.8, 51.0) &0.4 (51.5, §9.3) 44.7 [I6.7, 52.7}
Someans alsa's emaleyer 295 (254, 35.6) #1.5 (26.2, 36.8) 427 (322, 533) T (59,8, 82.2)
Arry ampliyed B7.1 (84,0, 90,1} 8.8 ({720, 61.6) 20,1 (B4.8 53.4) 17.5 (B.2, 26.4)

Public® BB 4.3, B.3) 191 (14,8, 238 6.7 (4.3, 8.9 3.8 (50.5, 87.1)

Length of anralimant, ¥

i1 13.6 (109, 16,7 355 (284, 41.5) 159 (7.6, 24.2) 100.0 (B9.9, 1000}
-5 271 (23.4, 30.8) 314254, 374) 522 (208, 436 74,9 (678, B2.0)

=5 54,1 [B5,0, 63.2) A% [27.1, 33.1) 2.9 (41.0, 64.8) 39.9 (30.4, 47.0)

Crhererall agreserment A MA 3301 (26,7, 35.5) 7.4 (723, 78.5)
Mofe. Gl =confidance interdal; Ma=nat appicabls,

*Respardents aged 16 10 &4 years only.

"Employer or seli-paid; becausa af small numbers, comparisons for self-paid respondents wena nol fegsite.

“wbadicald, Medicana, milileny, CHAMPLES, Indan Health Service, Yatarans Acministration, or CHAMP-VS

ara  American Journal of Pablic H=alith
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TABLE 3—0verall Estimates of Enrollment in Managed Care and Foo-for-
Service Based on Self-Reports and Insurers’ Reports: Wisconsin,

Foe for service

14T
Progartion Enroliad, %
(B5% CI)
Type of health nsurance based on salf-rapors

List (network) definiion onby (M=518")

Managed cane 75.E[F2.1,70.5)

Fea far sarvica 242 [20.5, 27 .5}
Primary cans provider o dinke definilion arily [M=540"

Managed s SO [46.5, B4.5)

Eithar list (networkh or primary care pravider ar dlinks (M= E25Y)

Managed carg 74.7 (75.2, B2.2)
Foo for senvice 213 (178, 24.8)
Typa of health insurance bazad on insurers' reports (MN=314%)
Managed cane 703 (BR2, T5.4)
Faa for sarvice 20,7 (24,6, 34.8)

493 (45,1, 555)

Made, O = conlidencs intoreal,

*M i leas than 552 bacause of unknown and missing responsas,
"M i5 bags than 351 because of unknown and missing responsas.,

TABLE 4—Sensitivity and Specificity of Self-Reported Data Compared With
Insurers’ Data for Length of Enroliment and Type of Health Care

prervidar or clind:

Coverage: Wisconsin, 1007
itk Specificity
Maraped care
List of coctons (nebwiork) T3 {658, TET) 17.8 (2.5, 26.1)
Frimary care prosider of clinic S2.0 {450, 5500 A3.7 (ELQ, BO.4)
Eithar network of primary TEQ RO, B2.0) 16.8 (F.4, 23.7)
cane pravides ar dinie
Managed cang (HMO cahy)
Lzt of doctors (netwark) TH.2 (6.5, B3.9) MA
Frimary cane paovider or clinkc 46,7 (35.4, 56.6) MA
Either mabwark or primary cane F7. (BT, 05 5) M
pravider ar clink:
Maraged care (FPO enly)
List of doctons (nabwork) T (81,4, 86.8) Pl
Primiry cana prosider of clinic 50.0 (35,8, B4.2) HA,
Eithar network or peimary care TA.T (G222, 872 MA

managed cana armangament.

L

ore. NA = nat applicable; specificity for health maintenance organization (HMO) ar
prafered providar organization (FPO) enmlless cannat be calcitated because caly
parsons repodied by health insurers as being in menaged can ware askad about v of

J

assoeiated with medical visits, it was nof sur-
prizing that individuals accurately identifed
that they hiacl health insurance. Qur findings
comfinm those from a 1983 study, which also
found that 98% of the respondents comestly
reported health insurance stams *
Ezlf-reports substantially overestimated
the extent of private inswrance coverape and
crnployer-based coverage, Validity for source
of imsnrnee was Jow, especially when exam-
ined by whether insurance was provided
through the respondents” oon emplover or
through someone elses cmployer. Women

June B0, Vol 50, Mo 6

were more likely than men to accurately re.
port that their source of insurance was based
o coverage through either their own or
someon: else's employer. This sugeests thas
women may be a better souree than men for
this type of information, perhaps becauss
wormen are mores likely than men to visit
health care peoviders’ and need to know this
information,

Validity for length of enroliment data
also was low. Ressons may include telescop-
ing (remembering cvents a8 oceurring more
tecently than they actually did).*' frequent

Health Imsurance

changing of health plans, mistaking enroll-
ment in & health plan for length of time with
current health care provider, or changing type
of health eare delivery mode (e.z., switchmg
froen a fee-for-service 10 @ preferred provider
organization arrangement within the same
bealth plar).

Dur study found that overall estimatas
for enrollment in managed care from selfs
reports | 7% =T were fairly similar fo re-
ports from health insurers {70%5), provided
that the defmition of managed care from self-
repaats included 2 guestion on network of
providers. The estimate that 70% of the in-
sured indivicheals were in managed care and
nearly 30%% were in fes-for-service plans
from this survey of insurers was similar to
1997 data for the state of Wisconsin.™

T our knowledge, only 1 other study has
examined the validity of the overall cstinmates
of managed care enrollment from self-reports
with employer data, [n a national survey,
Blendon and colleagees'® used several ques-
tions to classify persons as being in managed
care o fee-for-senvice, inclhuding questions on
choosing dectors from a list and having to pay
muore for doctors not on a list, selecting a pri-
mary care dector or medical group, and ob-
taining a refermal before seeing a doctor out-
sie the plan. Respondents wers classified as
being in “heavy™ managed care if they an-
swired “yes' 1o all questions, in “light” man-
aped care if they answered “yes™ 1o at beasy |
question, or in traditional {fee-for-service)
plans if they answersd “no™ to all questions,
Blendon et al." reported that 7994 of the in-
sured respondents wers in “heavy™ o *light”
mansged cane and that 21% were i iraditional
plans and that these findngs were comparable
b eatimates oblained in a national survey of
ernplovers. Thus, our overall estimates of man-
aged care enrollment from self-reports wers
similar S0 those in this rational study:

The individual-level validity of selfre-
ported data on enrollment in managed care o
fes-for-service, however, tells a different
story. Our work showed that defining and
measuring managed care status is, at best,
diffcult, even when a fairly simple definitien
of managed care iz used for the peneml popu-
lation. We think it i unlikely that the average
Americin would better understand mone spe-
cific managed care tenms such as prefemed
provider arganization, independent practice
assprigtion, of point-of-service plan, Thus,
the quality of data comparing cnrollees in
managed care with thase in fee-forservice
for cutcomes, satisfaction, sk factors, and
reccipt of proventive services is of concerm i
the type of coverage iz based om selfireports.

The study had limitations, Persons in
househalds without telephanes were not eli-
gible, although this had only a small effect
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because houschold elephons coverage in
Wisconsin 15 97%.% As is typical of tele-
phone surveys, " study participans were
slighely more likely than the general popala-
tion in their respective counties (o be fermale,
tix be White, and to have higher levels of edu-
catien.'® The overall response rie, based on
the estimated oumber of individozls with
health insurance™ for whom data were ob-
taired from the felephone and the inguwer sue-

wvey, was only an estimated 40%%. However,

[eTsons participating in phases 2 and 3 of the
stedy were demopraphically similar fo partic-
ipants in tbe telephone surveyr

Prevalence estimates for uninsurance,
privitte insurance, and comployrment=hased i
surance were slightly higher for the study
population than for satewids estimales from
the Census Burean.™™ The averall member of
respondents was sufficient, for our purposes,
but the sample size was not barge encugh 1o
allew for extensive subpopulation analyses.

it &5 unclear how generalizable our find-
ings are o data oblained via other survey
erescdes, but uss of o dlephone survey probably
would ot subsmatially alter the avemll find-
angs. A mone ownprehensive sst of guestions
than is usad in the BEFSS coudd produce mone
valid resalts than the guestions used in this
shady, although we recommend that such ques-
tions undesgo extensive valudity testing,

Althowph we used health ingurers' data
a5 a gold standsrd, administotive data also
have limitabions. Because data were obixined
fromn enuliaple Bealth insurers {many of which
were based out of state) and gaining indepen.
dent access 1o 50 many propretry Gt sys-
terms woth hewve been problematic, it was lo-
gistically impossible to verify insurers’
responscs. Administrative data obtained
threagh a sunvey of insurers may not be come
pletely accurate, but it is logical to assume
that they are mors accurate than data ob-
tained from individuals for iems associated
walh enrollment and reimbursement issees.

Thiz study also had several notable
sirengibs. We beliove that this is the Firss snsdy
b examine the validios of data oo somce of
healih insurance and length of enrollment.
Tha questions used in the survey were devel-
oped with substantizl inpet foosn a panel of
cxperts End wenz cognitively and Ficld tessed
betore actual use. Dhata were ohined frvwn 2
represeniative sample of adults who resided in
counties coninining mone than one fourth of
the saare’s pepulation,’ and information was
reczived from meltiple bealth mzmers,

Aldwugh the BRFES survey instrument
meluded 2 lEmited number of bealth e cov-
CAZE QUESEONE, 1t 15 the only annual, nation-
wide source of standandized and comparable
stase data for health cars coverage topics be-
vomel health insurance stans. As a result of

these findings. questions on choosing frea a
list or heavimgr o single provider of clinic are po
longer mcluded in the core BRFSS instr-
micnt, and researchers are advised not to use
these questions to classify respondents as
managed care or fee-for-service ennolles.
The findings presented in this study have
importnt implications. In light of the dramatic
shift toward managed carg in the US health
cire gyitem, obtaining acourate information
about aceess to bealih care and health aut-
comes &5 necessary, Clearly, other studies are
peeded that examing isswes of the validity of
self-reparted data on health insurance, The
findings presented here sugpest that preat cau-
tion should be used in interpreting self-
reported information from individuals about
the basic charzcteristics of their health msur-
ance olher than pressncs or absence of inur-
ance. However, collecting such daty from ad-
ministrative databases can be expensive and
time-consuming and ofien i5 mot representa-
tive, To obéain acturate miormation sbout te
fumdamental characteristics of ealth insur=
ance in e United States, povaie health orga-
nizations and the public sector et fird mooe.
vative ways to collaborate and shame dats, T
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