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Abstract

The objective of this study is to illuminate the relationship be-
tween employment-based health insurance and uncompensated
health care costs, with particular emphasis on the construction in-
dustry and on differences between non-Hispanic and Hispanic work-
ers. The findings suggest that the organization of work in the con-
struction industry leads to comparatively low rates of
employment-based health insurance, especially among non-union
workers and those reporting Hispanic ethnicity. Furthermore, data
from a major urban hospital and its constellation of clinics shows that
the lack of insurance coincides with a disproportionate use of un-
compensated health care among construction workers. Such a dis-
proportionate use of uncompensated care is a concrete example of
how employers in industries such as construction pass costs of health
care onto communities and their workers.

Introduction

Workers in the construction industry are at greater risk of occupational
injuries and deaths than their counterparts in other industries. The incidence
of on-the-job fatalities is particularly severe among Hispanic workers (Cen-
ter to Protect Workers’ Rights [CPWR] 2002, pp. 33–34). Not only is construc-
tion work more dangerous than work in other industries, but the incidence of
employer-based health insurance (EBHI) is generally lower as well, especial-
ly for Hispanic workers. The preponderance of the evidence suggests that
individuals with inadequate health insurance coverage experience poorer
health outcomes than their insured counterparts (e.g. Hadley 2002).

Besides personal costs borne by construction workers and their families
from dangerous work and inadequate access to health care financing, the com-
munity also incurs costs when uninsured workers and their dependents con-
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sume health care that remains uncompensated and must be subsidized from
other sources. Such costs are manifested through higher taxes, higher prices
of health care to paying patients, higher-priced insurance premiums, and,
because employers treat EBHI as a cost of doing business, through a combi-
nation of higher prices, lower wages, and diminished profits. Thus, the com-
munity can be thought of as subsidizing low-wage employers that do not of-
fer practically affordable EBHI.

The objective of this study is to illuminate the relationship between EBHI
and uncompensated health care costs to a community, with particular emphasis
on the construction industry and on differences between non-Hispanic and
Hispanic workers. To study the issues, I focus on data drawn from Clark Coun-
ty, Nevada. The area consists of Las Vegas and surrounding municipalities, with
a population of nearly 1.5 million. Population in Nevada increased by 66.3
percent between 1990 and 2000 (U.S. Bureau of the Census 2002). Not sur-
prisingly, the growth has been accompanied by a relatively large concentra-
tion of employment in construction. Mirroring an emerging national trend,
Hispanic workers are proportionately more likely to be employed in the in-
dustry than their non-Hispanic counterparts (CPWR 2002, p. 16).

The health care infrastructure includes a public hospital with a comple-
ment of clinics, which are the region’s safety-net health care providers and
deliver a majority of uncompensated health care in the area. Although the
study focuses on a single community, the literature on EBHI and health care
finance suggests that the issues addressed in the article are common to many
communities in the United States.

The Incidence of EBHI by Industry and Ethnicity

Universally held EBHI would render uncompensated health care costs
among the employed a nonissue, but EBHI is not universal among the em-
ployed or their dependents. I used data from the Current Population Survey
(CPS), March supplement, to estimate the incidence of health insurance cov-
erage. The CPS is a common data source for making such estimates. In the
March CPS, respondents provide information on their employment and health
insurance status. If respondents report coverage through their own or a rela-
tive’s employer or union, it is recorded as “employment based.” Other possi-
bilities include privately purchased insurance or insurance obtained through
government-sponsored programs, such as Medicaid, Medicare, the military,
and/or the Veterans Administration.

Although the CPS data can be used to estimate the proportion of residents
with health insurance at the state level, the sample design does not ensure un-
biased estimates for smaller geographic areas such as counties. Thus, I report
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the incidence of health insurance coverage at the state and county levels, keep-
ing in mind that the county results must be treated with some caution.

Another consideration for the precision of the estimates is sample size. The
State Health Access Data Assistance Center (SHADAC 2001) suggests com-
bining three years of state level CPS data to obtain sufficiently large samples.
Following SHADAC, I estimated the incidence of health insurance by loca-
tion, industry, and Hispanic ethnicity, using 1998–2000 CPS data. The results
are presented in Table 1.

Table 1 reveals substantial differences in EBHI and the category of “any
coverage” by industry and ethnicity. Non-Hispanic respondents in the con-
struction industry are covered by EBHI at a similar rate to “trade” at the state
level and “services” at the county level. Rates of EBHI for Hispanics are uni-
formly lower in construction and other major industries except the hotel in-
dustry, which is highly unionized in southern Nevada (Waddoups 1999). If the
consequence of low health insurance coverage rates is poorer health outcomes,
then construction workers (and their dependents), and in particular those of
Hispanic ethnicity, appear to face a relatively higher risk of such negative
outcomes.

Employment-Based Any Coverage
Industry* Non-Hispanic Hispanic Non-Hispanic Hispanic
Nevada
Construction 65.7 39.0 75.3 44.2
Wholesale, Ret. Trade 64.2 48.5 75.7 62.2
Hotel, Recreation, Gaming 81.5 77.1 86.8 80.5
Services 73.6 66.6 85.6 80.5
Comm, Trans, Pub. Ut., Manuf. 82.3 44.9 87.2 50.9
Clark County
Construction 70.1 41.3 77.7 47.4
Wholesale, Ret. Trade 63.4 46.9 76.9 57.3
Hotel, Recreation, Gaming 80.5 78.0 86.2 82.3
Services 71.2 63.8 83.6 76.5
Comm, Trans, Pub. Ut., Manuf.** --- --- --- ---
Source: Current Population Survey, March Supplement 1998-2000 (data from 
Nevada and Clark County).
*Industry groups Public Administration and Agriculture/Mining were excluded
because of the low number of observations.
**Small numbers of observations make the estimtes unreliable

TABLE 1
Percent with Health Insurance by Location, Ethnicity, Type of Coverage, and Industry:

Individuals Reporting Employment, Years 1997–1999

estimates unreliable
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Distribution of Uncompensated Health Care Costs by
Industry and Ethnicity

One would expect workers employed in industries with lower rates of
EBHI to have fewer financial resources to finance health care and thus to
consume a disproportionately large share of uncompensated care. I tested the
expectation using the safety-net provider’s account data on patients and their
guarantors (i.e., those responsible for payment). When treatment is received,
officials in the hospital or clinics record a guarantor’s employment status, which
I used to allocate accounts into industry categories. I then computed expect-
ed uncompensated care costs for each industry, assuming uncompensated care
account balances are proportional to employment shares of the industries.
Next, I estimated the actual uncompensated care costs attributable to each
industry. Finally, I calculated the deviation of expected from actual costs to
reveal the industries that contribute disproportionately large (or small) shares
to uncompensated care costs.

Briefly referring back to Table 1, the low incidence of EBHI among work-
ers in construction would lead one to expect the industry to be overrepresented
in uncompensated care consumption. Indeed, results in Table 2 indicate that
both non-Hispanic and Hispanic guarantors contribute a disproportionate
share to uncompensated care costs. Non-Hispanic guarantors employed in
construction contribute 81 percent more to uncompensated care costs than
expected, given their share of employment. The figure for Hispanic guaran-
tors is 90.4 percent. The larger figure for Hispanic workers corresponds to a
lower incidence of insurance coverage as reported in Table 1.

Combining the findings in Tables 1 and 2, one can clearly see the relation-
ship between the lack of EBHI and the disproportionate representation in the
uncompensated care categories. The disproportionate representation is a con-
crete example of how employers in the construction sector are particularly
likely to employ workers who use uncompensated health care at the public’s
expense. It also demonstrates how the community directly subsidizes employ-
ers who do not provide practical access to EBHI for its workers.

Organization of Work, EBHI, and Collective Bargaining

The organization of work in construction, combined with the U.S. system
of EBHI for providing health care financing, makes workers in the construc-
tion industry less likely to be covered than workers in most other industries.
Previous research has shown that workers in small firms and who change
employers frequently are among those least likely to have health insurance
through work (Henderson 1999). The construction industry is disproportion-
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ately composed of small contractors and is characterized by an organization
of work that practically ensures that most workers will change employers fre-
quently (Grob 1994). Thus, institutional characteristics of the industry tend
to restrict construction workers’ access to EBHI.

Collective bargaining, however, reduces the importance of such obstacles
by tying eligibility for EBHI to a union rather than an employer. Thus, among
unionized construction workers, employment in small firms and frequent
changes of employer are less likely to prevent access to EBHI (e.g., Petersen
2000). A challenge to reliance on collective bargaining to increase EBHI in
construction is low union density. Although the union density is higher than
in most industries, only 20 percent of workers are covered by collective bar-
gaining contracts (Hirsch and MacPherson 2002).

To evaluate the potential impact of collective bargaining on EBHI cover-
age, I used national CPS data from the years 1998–2000 to estimate the prob-
abilities that nonmanagerial, nonprofessional/technical workers in five major
industry categories were covered by EBHI. The results in Table 3 are computed
from logistic regression models. They show that workers covered by a union
contract are more likely to have EBHI, which has been demonstrated elsewhere
(e.g., Wiatrowski 1994). Perhaps more surprising, however, is the difference

Percent Expected (Exp.) Actual (Act.) Percent
Industry Employment Acct. Balance ($)* Acct. Balance ($) Difference ($) Act.>Exp.

Non-Hispanic
Construction 7.9 2,320,538 4,200,095 (1,879,558) 81.0            
Trade 19.8 5,832,160 7,431,167 (1,599,006) 27.4            
Hotel,Gam., Rec. 11.8 3,460,025 5,660,121 (2,200,097) 63.6            
Comm, Transp., etc. 10.6 3,110,416 2,121,263 989,153 (31.8)           
Services 41.9 12,332,929 8,698,419 3,634,510 (29.5)           
Govt. 5.6 1,634,202 962,629 671,573 (41.1)           
Agric./Min. 2.5 739,586 356,161 383,425 (51.8)           
Total Non-Hispanic 29,429,856 29,429,856

Hispanic
Construction 14.2 1,110,515 2,114,283 (1,003,767.5) 90.4
Trade 24.2 1,893,140 2,058,157 (165,016.7) 8.7
Hotel,Gam., Rec. 25.9 2,024,307 1,391,680 632,626.8 (31.3)
Comm, Transp., etc. 7.6 590,204 407,141 183,062.7 (31.0)
Services 23.7 1,849,543 1,434,149 415,393.8 (22.5)
Govt. 0.7 53,025 131,779 (78,754.2) 148.5
Agric./Min. 3.7 291,473 275,018 16,455.0 (5.6)
Total Hispanic 7,812,207 7,812,207
Combined Total 37,242,063 37,242,063
Source: hospital administrative data and Current Population Survey, March Supplement, 1998-2000.
*All account balance figures are adjusted to reflect the cost-to-charge ratio.

TABLE 2
Expected Uncompensated Care Account Balances Relative to Actual Balances:

Inpatient, Emergency Room, and Outpatient (Fiscal Years 1998–2000)
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in rates of EBHI in construction by union status compared to differences in
other industries. Unionized construction workers are covered by EBHI at a rate
of .894, whereas the rate for nonunion workers is only .615. Trade has the next
largest gap, with .842 and .729 for union and nonunion workers.

It appears that institutional obstacles to obtaining EBHI affect construc-
tion workers to a greater degree than workers in other industries and that
collective bargaining could be an effective mechanism to break down such
obstacles. The results in Table 3 demonstrate that health insurance coverage
among unionized construction workers approaches the higher rates found in
other industries. By inference, one may conclude that the high rates of un-
compensated care attributable to the construction sector probably originate
from the nonunion sector of the industry because of its lower incidence of
EBHI. One may also conclude that rates of uncompensated care could be
substantially reduced if collective bargaining became more prevalent.

Conclusion

The findings suggest that the organization of work in the construction in-
dustry leads to comparatively low rates of EBHI, especially among nonunion

Industry Union* Non-Union Difference
Construction 0.894 0.615 0.279
Trade 0.842 0.729 0.113
Comm, Transp., Pub. Util, Manuf. 0.912 0.846 0.065
Services 0.874 0.774 0.100
Government 0.930 0.845 0.085
Source: Current Population Survey, March (1998-2000).
Note: probabilities were estimated using logistic regression models
where the dependent variable is the probability of employment-based
health insurance. Controls for age, race, gender, ethnicity, foreign born,  
citizenship status, managerial or professional/technical occupation,
part-time employment, household income relative to poverty,
educational attainment, employer size, and union status are included 
in the models.
*The union status parameter estimates are positive and statistically
significant in the five models.  The Hispanic parameter estimates
are negative and statistically significant in all models but "Construction."
and "Government." Parameter estimates on citizenship status (1=non-
citizen) negative and statistically signficant in all models but "Government."
Full results of the estimations are available upon request.

TABLE 3
Probability of Employment-Based Health Insurance of Non-Managerial

Non-Professional/Technical Workers by Industry and Union Status

"Construction"
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workers and those reporting Hispanic ethnicity. Low rates of coverage, in turn,
appear to result in disproportionately high levels of uncompensated health care
costs, which are eventually financed by the community.

In place of traditional EBHI, the community is providing access to health
care through its public hospital and clinics. It is not, however, the kind of ac-
cess that necessarily leads to the more positive health outcomes that have been
found to occur among those covered by health insurance. Uninsured workers
and their dependents treated at the public hospital and clinics are billed for
services rendered. Thus, even partial payments to cover bills often lead to
financial hardship. Rather than face the prospect of financially ruinous bills
for health care, treatment is often delayed until the health event has either
resolved itself or reached emergency status. Emergency treatment provided
to the uninsured is often quite expensive and is thus likely to become uncom-
pensated care. Among the employed, it appears that workers in construction
(and their dependents) are disproportionately subject to such financial and
health insecurity.

Although I have focused the present study on the experience of the con-
struction industry in southern Nevada, workers, safety-net health care provid-
ers, and communities across the United States face similar issues. It appears
that the present system of voluntary EBHI as the cornerstone of health care
financing does not provide a subsistence level of health care for many work-
ers in construction and other industries. Furthermore, one may envision a
number of plausible scenarios that could further destabilize the already pre-
carious positions of workers and safety-net health care providers. For exam-
ple, consider the consequences of a significant downturn in economic activi-
ty that reduces the incidence of EBHI, an increased reluctance of decision
makers and taxpayers to subsidize costs of uncompensated health care, or a
continued decline in union density.
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