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POVERTY THEORY AND NATIONAL HEALTH INSURANCE

Richard Senter, Central Michigan University
Michael L’'Esperance, Oakland University

INTRODUCTION become a condescending version of lower-
National Health insurance programs have class life concocted by upper-middle-class
been debated in this country for decades (Coe, people, and used by the latter to justify pallia-
1970, p. 357). Public policy research can con- tive measures that often created quite a few
tribute to the debate by estimating the changes jobs for upper-middie-class and middle-class
in Americans’ health that will result from such a\_professional care-workers. On another level,
program. We will outline three theories of pov- when deductions from the theory were put to
erty that offer ideas about the relationships be- empirical test, they often failed, suggesting
tween poverty and ill-health. Some gains could that the theory has serious limitations (Vanfos-
flow from a national health insurance program. sen, 1979: 357-365).
In 1974, several proposals to enact a national
health insurance program were debated seri- SITUATION THEORY
ously in Congress (Time, 1974: 741-2; Kotel-  This theory denies that the poor have at-
chuck and Bodenheimer, 1974: 26; Rivlin, titudes fundamentally different from those of
1974: 8-9). Then national health insurance as- other classes. It denies that the children of the
sumed a much lower priority on the national poor are doomed irrevocably to poverty be-
agenda. It has repeatedly resurfaced as an cause of their socialization to a particular set of
issue, butthere is no likelihood that the present  attitudes and behaviors. Instead, it claims that
government will institute such a program since  poverty compels people to act differently than
President Reagan opposes it and is reducing they would if they held stable middle-class
social services. status. For example, the poor may neglect
their own ill-health because they don’t have
POVERTY CULTURE THEORY the money to pay for good care, and they don’t
This theory suggests that poor people have the middle-class jobs that aimost always
develop a set of attitudes and behaviors that include extensive medical insurance as a
are adaptive for living in poverty, that prevent fringe benefit. This theory would deny the
escape from poverty. The attitudes and be- types of predictions one would make using a
haviors supposedly include, among others, in-  culture of poverty perspective, namely that the
ability to defer gratification, the use of violence poor have been deeply socialized to use inex-
to settle disputes, fatalism, and matriarchal pensive but ineffectual home remedies, or
families. Poor people use violence to settle have been deeply socialized to rely on
disputes, the theory says, because they have amateur but untrained and unlicensed health
no other means; this behavior leads to an ar- care workers. Instead, the situational theory
rest and conviction record, which in turn would predict that poor people will readily turn
makes getting a good job very difficuit. The away from home remedies and amateur health
theory claims that the behaviors and attitudes care workers when they have a better choice.
are passed from one generation to the next, The situational theory tends to be optimistic.

thus trapping children in their parents’ poverty.
The social policies the theory gives rise to in-
clude attempts to change the attitudes and
some of the behaviors of the poor, particularly
the attitudes and behaviors of poor children —
because adults are presumably so completely
socialized that they cannot change. The fed-
eral government’s Head Start program is an
example of such a policy.

The theory is especially associated with
Oscar Lewis, a cultural anthropologist who ex-

It suggests that poverty can be temporary, and
can be alleviated if a nation commits itself to a
full-employment economy and to educational
opportunity for all. The reasoning is that if a
person gets an adequate education and ob-
tains a steady job, the security the person has
then found will readily enable him to cast aside
one set of behaviors (of the poor) and take up
another (of the middle-class). It provided the
rationale of many of the federally funded social
programs of the 1960’s.

tensively documented the plight of poor people This theory cannot explain very well what
(Lewis, 1966). Subsequently, Lewis’ versionof the culture of poverty theory at least tries to un-
the theory was expanded and elaborated by a derstand: the persistence of poverty for gener-
number of other writers, but the theorybecame ations among a good-sized fraction of the
vulnerable. On one level, the theory tended to  poor. Second, it overlooks the fact that many of
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the poor are elderly or are in single-parent
_ families. Educational opportumtlesoremploy-
ment changes are unlikely,

STRUCTURAL THEORY

This theory derives from Marx’ analysis of
society, and from conflict theory. It claims that-
poverty is inevitable in capitalist societies. Ac-
cording to the theory, the higher classes try to
sieze and control all the wealth and power that

capitalist economies force the upper classes
to make vast reinvestments in their enter-

prises. It points out a variety of ways in which
the very existence of a large number of im-
poverished people serves the interests of the
higher classes. For example, the poor perform

undeslrable jobs, consume unwanted (sec-
ond-hand) goods, and provide the psychologi-
cal benefit of allowing others to feel smug and
satisfied with themselves. ‘

Two predictions can be made onthe baS|s of i

this theory. 1) there will generally be a mass of
people too poor to afford adequate health
care: 2) the greater amount of ill-health suf-
fered by the poor as a result of neglect will help
to lock them into poverty, by makmg it harderf
for themtoretainjobs.

The structural theory of poverty overlooks

~ search (1976) exemphﬁes thls she used thisf .
they can, it part because inherent problems of . - ‘ ] fe :

~Persons with health insurance are mt
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: theory and in part the structural theory of | pov— B
erty. Dutton notes thatthe entire system forde-
livering health care to the poor is different from
- ‘and inferior to those whlch deiwer health care‘

to other classes.
One so%utnon has been ]

termed restﬂcted actrvﬁy “days‘ Ad:

health care delivery system disadvantages ‘
peop&e whether they have i msurance or not f

‘THE DATA

A second solutlon taken here, is te exarmne "

can get ttmeiy and'adequate medleal(care

R

hkelytoreoeweearlyand- care than p

some of the evidence detailing what gains the  De

poor have made in the post-war era. It a!soof-f ;
fers few policy recommendations and less

hope. It often condemns the social welfare =
measures such as housing ‘subsidies, job
training programs that poor people wdhngly
and gladly accept. It suggests only major re-
construction of the society, at some vague
point in the future. This is no comfort to the el-
derly retiree ekmg by ona Iow somal secunty
‘pension.

Dutton (1978) tries to welgh the relatlve
explanatory power of some of these theories.
She tries to understand causes of the use of
health-care tacilities; and points out that many
studies have tried to explain use of health-care

facilities from a culture of poverty perspective.

Still other studies have tried to test the idea

to the situational theory of poverty. The notion
is to have the government. provrde health in-
surance: Dutton’s'own argument is that, even
taken together, these two approaches do not
fully explain differentials in health care use.

 factors already mentioned with a third: the or-
ganizational nature of the health care services.
This third factor reflects in part the situational

of mortahty w;thm
~each of suxteen census areas withi

: enough to discredit our estimats

.census area of Detroit
: forms ef heahh msuranee* -
that lack of financial coverage explains diffe- -
rential use rates. This idea is probably closest of pe
‘health msurance;

: ca!cmated the medaan mccme raci
She prefers an explanation that combines the -

':p%y proportion newhnte Fer Detroi! thls :

pubhc heafth sources

Errors of reportmg, were probably r

areas varied in popuiatnon size from 62‘
190 000.
From the Mmhfgan Heaith Suwey (Meoh;gan
Depanment of Healith, 72}, Were ableto
determine the proporti ) ‘

Fmakky, from census afe (Deti'oit ftyPlan ;
Commission Research Division, 1 ' .

largely means proportion Black.



FREE INQU‘IRY in CREATIVE SOCIOLOGY ‘ Volume10No1May1982 40

CAVEATS i s ~ FIGURE 1: PATHDIAGRAMFOR -
1) The data come from a la:gs and  EFFECTS ON CRUDE DEATH RATE

neous city, but unfortunately are not (2 decimal places)

_national sample, so inferences to

ation de not rest ona ﬁrm statfstlcai

Non-
White -

=63 ;
. lIncome :
130

Health

s for a retatwely small |
a; Because we are deahng; 1=

: 65 +
presents a model of the variaMes :
, is anatysxs The ratlonsle and

‘TABLE 1 DEsCRIPTIVE STATISTICS
Varigble - Mean . - 8D.
Deamﬁate 124 C 3.0

NS insured 89.8% 21.8%
ﬂlnwme(waﬂ) $104 $22 .
Non-Whﬁe . 38.8% 28.9%
5 ‘AgeGS ﬂ 9% 23%
T‘ABLE2 CﬁRRELATIQN RAGE AGE,
'INCOME, IN uRANCE&DEATH RATE

3. 28 -4

=49
3. Income -55 .14 :
4, Insured 223 .24 .02 :
5. Death Rate 19 .62 -67 .02

ﬁ heaith msurance to aII cmzens, but a national
it health insurance sysmm could. Second, it is
, important to examine the partial relationships
i‘ 'between health insurance and mortality rates,
~ while controlling for income. If the partial re-
iaﬁonsmps are quite small, then it would seem
f thathealthinsurance coverage s not as impor-
id tantas wmfely believed in assuring health, and
in= - that wealth or income may be quite important.
riy, A small partial reiattonsh&p might indicate that
t health ~ improvements in Americans’ health might
d, come from income redistribution plans as well
ne  as from national health insurance.
' ~ Two other variables were included in the
Y, model. Age was added as a variable prior to
thevamws aiready discussed. 1) Agmg :tself
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is amajor cause of ill health, and it should have
a direct effect on mortality rates. 2) It may have
an effect on health insurance. Because ill-
health assumes great importance for the aged
population, it might be expected that every-
thing else being equal, older Americans would
be more likely to make sure they had health in-
surance than other age groups of Americans.
3) Age should have a negative relationship
with income; generally, older Americans exist
in modest circumstances. Finally, 4) Age
should be related to racial composition; the
non-white population in Detroit and nationally
is younger than the white population, on the
average.

The other exogenous variable is racial com-
position. Non-whites have different diseases
and death rates than do whites, so it is impor-
tant to estimate the direct effect of racial com-
position of a census area on its desease and
death rates. It is likely that race had some ef-
fect on health insurance. Blacks for example
may find it more difficult than whites to get
health insurance — this at least seems to be
the pattern for insurance on real property.
Race does have a strong relationship with in-
come, and it seems important to estimate that
relationship for the populated at hand. In addi-
tion, it may be that after the differences in in-
come between the two racial groups are taken
into account, differences between them in
terms of proportion covered by health insur-
ance or in terms of disease or death rates will
greatly diminish. This could justify additional
efforts to aid non-whites to overcome occupa-
tional discrimination.

ANALYSIS

The zero-order correlation coefficients pre-
sented in Table Two show no real relationship
between income and health insurance, or be-
tween health insurance and the crude death
rate. The standardized regression coefficients
from a path analysis of our variables are pre-
sented in Figure One; these help us to under-
stand the zero-order correlations. To repeat,
the dependent variable employed was the
crude death rate for census areas in Detroit,
and the insurance variable measured all forms
- of health insurance, including Medicare and
Medicaid. This model explains 90 percent of
the variation in the dependent variable. First,
the partial coefficients do provide support for
the initial hypothesis that the higher the prop-
ortion of people having health insurance
coverage in a census area, the lower is the
death rate. When race, age, and income are
controlled, the relationship is -.24 This
suggests that the background variables are
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acting as suppressor variables, masking the
relationship between health insurance and the
crude death rate.

Second, the analysis supports the
hypothesis that income is positively related to
health insurance coverage, once age and race
are controlled; the coefficientis .30. This is true
despite the availability of Medicare and
Medicaid. This suggests that the financially
less advantaged are not as well covered by
health insurance as other Americans, and pro-
vides support for the argument that any form of
national health insurance should be estab-
lished with the needs of the poor receiving spe-
cial attention.

Income has a fairly strong direct negative ef-
fect on the crude death rate (coefficient of -
.62). This has two implications. 1) It means that
those who are financially advantaged may
both engage in more health-seeking behavior
than the poor, and in addition, have better ac-
cess to medical care when they do get ill than
the poor. 2) The provision of national health in-
surance will not of itself change these factors.
Because income has such a strong direct ef-
fect on the death rate, even when, as the
model indicates, variables such as race, age,
and the possession of health insurance are
controlled, further reductions in the death rate
will in part depend on providing the poor with
the health care advantages the well-off enjoy.
This means a long-run commitment to improv-
ing the health environment of the poor. It also
means enabling the poor to get access to med-
ical care.

The relationships between the two exogen-
ous variables — race and age — and the other
variables in the model are as predicted. 1) The
death rate for the census areas increases as
the proportion of older citizens increases. 2)
Age does have a positive direct effect on insur-
ance; the path coefficient is .52. One interpre-
tation is that in part older citizens have reason
to be much more concerned about their health
than younger citizens, hence they probably
are more careful about making sure they have
coverage. In part, however, the positive effect
may be due to the ease of purchasing Medi-
care and to the factthat older Americans have
had decades to become convinced of the idea
that health insurance is one of those posses-
sions that all Americans should have. 3) Age is
negatively related to race; the path coefficient
is -.49. As hypothesized, the non-white popu-
lation in Detroit is younger than the white popu-
lation. 4) Age does have a negative direct ef-
fect on income, though it is not large; the path
coefficient is -.17. Because older citizens have
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lower incomes than younger citizens, they are
at a moderate disadvantage when it comes to
obtaining insurance; the model demonstrates
a positive effect of income on insurance. Older
Americans do have quite high rates of insur-
ance coverage.

- We can trace another effect of age on the
death rate through the income variable. Be-
cause age has a negative effect on income,
and income a negative effect onthe death rate,
we see that to some extent the higher death
rates of older Americans are due to their im-
poverished circumstances. Given the close
size of this indirect effect (.105) to the one im-
plied above (age-health insurance-crude
death rate: -.125), it is probable that the death
rates of older Americans could be reduced by

_ alleviating their penury as much as by making

“sure they have adequate health insurance. As
predicted, there is a positive net effect of the
proportion non-white in an area on the death
rate; the more non-whites there are, the higher
is the death rate. The path coefficient is .29. As
predicted, race has a strong negative effect on
income. The path coefficient is -.63. Thus the
non-white death rate must be higher than the
white death rate in part because of the nega-
tive direct effect of income on death rates, and
because low income people are less likely to
have health insurance coverage.

The most surprising relationship in the
model involves the effect of race on insurance.
Non-whites, when contrasted to whites of the
same age and similar income, are much more
likely to have health insurance coverage. In an
attempt to understand this relationship, the
path coefficient was recalculated, employing
another health insurance variable; this vari-
able measured the proportion of a census
area’s population with health insurance of any
kind, except for Medicaid. This reduced the
path coefficient from the .65 depicted in Figure
2 to .30. What this indicates is that, for what-
ever reasons, non-whites are more likely to be
covered in part because they are more likely
than whites to have Medicaid. The implication
is that the health of whites could be improved
by locating those whites eligible for, but not
taking advantage of, Medicaid. Nevertheless,
even after this adjustment in the health insur-
ance variable was made, it seemed that cer-
tain whites were less likely than non-whites to
have health insurance. There is no obvious ex-
planation for this.
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