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Disclaimer 

 
The findings and conclusions in this presentation are those of 

the author and do not necessarily represent the views of the 

Agency for Healthcare Research and Quality or the Centers for 

Disease Control and Prevention. 
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Medical Expenditure Panel Survey (MEPS) 

 History 

1977 National Medical Care Expenditure 

Survey (NMCES) 

 

1987 National Medical Expenditure 

Survey (NMES) 

 

1996 Medical Expenditure Panel Survey 

(MEPS) 



www.meps.ahrq.gov 



MEPS Survey Components 

 
MEPS-HC: Household Component 

 
MEPS-MPC: Medical Provider 

Component 
 Follow-back survey of medical providers linked to 

respondents of the MEPS-HC 

 2016 MEPS Medical Organization Survey (MOS) 

 
MEPS-IC: Insurance Component 

 Independent survey of employers and unions not 

linked to the MEPS-HC 

 



MEPS-HC 

 
Annual Survey of 14,000 households  

 Provides national estimates of health care use, 
expenditures, insurance coverage, sources of 
payment, access to care and health care quality 

 
Uses of the MEPS  
 Trends in annual health care use, expenditures and 

insurance coverage 

 Expenditures for specific conditions 

 Policy-related and behavioral research on the 

determinants of health care use, spending, and 

insurance coverage 

 Microsimulation models to analyze alternative health 

care delivery proposals 
 



MEPS-HC Survey Design 

Sub-sample of respondents from the previous 

year’s National Health Interview Survey (NHIS), 

sponsored by NCHS 

Representative of the civilian non-

institutionalized population of the US 

Collects 2 years of healthcare use in each panel 

5 in-person interviews over 2 ½ year period 

using CAPI 

One respondent per household 

Person and family level data collected 

 Interviews average 90 minutes with a range of 

one to four hours 



MEPS-Medical Provider 

Component (MPC) 

 Survey of medical providers linked to respondents of the 

MEPS-HC. 

 Collects data that household respondents cannot 

accurately provide, such as dates of visit, diagnosis and 

procedure codes, charges and payments. 

 The Pharmacy Component (PC), a subcomponent of the 

MPC, collects drug detail information, including National 

Drug Code (NDC) and medicine name, date filled and 

sources and amounts of payment. 

 The MPC is not designed to yield national estimates.  It is 

primarily used as an imputation source to supplement 

household reported expenditure information. 
 



MEPS-IC 

Nationwide, annual survey of both private and public 
sector employers 

An independent survey of employers and unions not 
linked to the household survey 

Collected for AHRQ by the Census Bureau annually 
since 1996 (no data for 2007) 

The sample contains information from about 40,000 
establishments and supports national and state-level 
estimates for all 50 states.   

Employer-sponsored health insurance measures: 
 Availability 

 Enrollment 

 Benefit and payment provisions 

 Cost 

 



Offer rate: Percentage of private-sector employees in establishments 

that offer health insurance, overall and by firm size, 2008–2015 

2008 2009 2010 2011 2012 2013 2014 2015

United States 87.7% 87.6% 86.5% 85.3% 84.7% 84.9% 83.2% 83.8%

Small (< 50 employees) 61.6% 59.6% 57.8% 54.7% 52.9% 53.1% 49.8% 47.6%

Medium (50-99 employees) 90.7% 89.6% 87.3% 85.6% 84.1% 87.0% 83.0% 85.3%

Large (100+ employees) 98.2% 98.8% 98.5% 98.1% 98.2% 98.0% 97.3% 98.8%
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Source: Center for Financing, Access, and Cost Trends, AHRQ, Medical Expenditure Panel Survey-Insurance Component, private-sector establishments, 

2008–2015. 



Percentage change in total premiums per enrolled private-sector 

employee for single, employee-plus-one, and family coverage, 2008–

2015 

2009 2010 2011 2012 2013 2014 2015

Single 6.5% 5.8% 5.7% 3.1% 3.5% 4.7% 2.2%

Employee-plus-one 6.1% 6.7% 6.9% 2.8% 3.5% 4.7% 2.6%

Family 5.9% 6.5% 8.3% 3.0% 3.6% 3.9% 4.0%
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Source: Center for Financing, Access, and Cost Trends, AHRQ, Medical Expenditure Panel Survey-Insurance Component, private-sector establishments, 

2008–2015. .  
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  Information about all datasets  

  can be found on the NCHS website:   

  http://www.cdc.gov/nchs/ 



 Four Major NCHS Data Systems 

• National Vital Statistics System and 

surveys 
 

• National Health Interview Survey 
 

• National Health and Nutrition   

Examination Survey 
 

• National Health Care Surveys 



 National Vital Statistics System 

• Birth and death records 

 

►National Vital Statistics 

System Cooperative 

Program—partnership with 

registration areas (State and 

Territories) 

 

►Information at the State and 

local level 

 



   National Survey of Family Growth   

 Data source and sample 
► In-person interviews in the home  
► Annual sample of 7,600 women and 5,000 

men, representative of the civilian US 
population, ages 15-44 

  
 Findings  

► Reproductive health 
o Fertility/infertility 
o Contraception 
o Pregnancy  
o Sexual activity 

► Family formation 
o Marriage, divorce, cohabitation  
 



 National Health Interview Survey 

• Data source 
 
► Representative in person, in home survey of 

87,500 respondents   

 

• Data applications 
 
►Health status and disability 
►Insurance coverage 
►Access to and use of health services 
►Extent of illness and disability 
►Immunization 
►Health behaviors 
           



 National Health and Nutrition 

 Examination Survey (NHANES) Mobile 

 Exam Center 

 



 National Health and Nutrition 

 Examination Survey (NHANES) 

• Data source 
 

► Standardized physical examinations, laboratory 
tests, personal interviews with annual sample 
of 5,000  

 
• Data applications 

 
► Disease or condition prevalence 
► Risk factors 
► Nutrition monitoring 
► Anthropometry 
► Growth and development 
► Disease monitoring 



 

NHANES 
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 National Health Care Surveys 

• Hospital Discharge Survey  (NHDS) 

• Ambulatory Medical Care Survey 

(NAMCS) 

• Hospital Ambulatory Medical Care Survey 

(NHAMCS) 

• Survey of Ambulatory Survey 

• Nursing Home Survey (NHHS) 

• Home and Hospice Care Survey (NHHCS) 

• Residential Care Survey 
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NCHS RDC - https://www.cdc.gov/rdc/ 



 

Geocodes  

https://www.cdc.gov/rdc/b1datatype/dt123geocod.htm 



 

For example, National Health and Nutrition  

Examination Survey (NHANES) 



 

National Health Care Surveys - NAMCS 



 

NHIS 



NHIS and NHIS Early Release 

Program 

● Annual puf released in late June of the following year.  E.g., NHIS 2015 released 
in September 2016  

 

        --Restricted data with state IDs usually available about  one week later  

  --Income imputations for that year usually available in August-September 

 

● Quarterly files  

 

       --Only select variables (see website) 

 

       --Q1 available September of same year, Q2 available   
 November of same year, Q3 available February   
 of following year, Q4 available May of following year  

 

       --For example, 2014 Q1 data available September 2014…full-year 2014 data  

 available June 2015… 
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NCHS Data Linkage 

https://www.cdc.gov/nchs/data-linkage/  

 



  NDI 

 



Medicare link 

 



Medicare Variables 

 



Feasibility files 

 



Medicaid Link  

 



HUD Link 
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Example of use of NHIS and 

NHANES restricted data 

 



Background and Objective 

● Medicaid coverage of dental services for adults is optional 

 

● Most states cover emergency services, but only 26 states 
provided preventive and/or restorative services in 2012 

 

● Dental health is associated with systemic health: 
cardiovascular disease (e.g., Oliveira et al. 2010), respiratory 
infections (Sjogren et al. 2008), metabolic control for diabetes 
patients (Simpson et al. 2010) 

 

The objective of this paper is to assess the relationship 
between optional coverage of adult dental services and the 
use of dental care and oral health outcomes for adults on 
Medicaid 

 

 

 

 

 

 

 

 



State dental coverage policies in 2012 



          Our contribution 

• One published national study estimates the effect of 
Medicaid dental coverage on the likelihood of having 
a dental visit (Choi, 2011) 

 

• We expand this analysis by using changes within 
states over time to identify the effect of dental 
coverage on dental utilization 

 

• In addition, we are the first to: 
 Analyze the effect of payment rates to dentists on dental 

utilization outcomes  

 Analyze the effect of coverage on dental health outcomes 
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Data and Outcome Measures 

• NHIS (2000-2012) 

 Main analysis includes 14,673 Medicaid beneficiaries aged 
22-64 and 89,496 low income adults aged 22-64 not on 
Medicaid as a control group 

 

• NHANES (2000, 2001/2002, 2003/2004, 2005/2006, 2007/2008, 
2011/2012) 

 Main analysis includes 756 Medicaid beneficiaries aged 22-
64 and 6,580 low income adults not on Medicaid as a control 
group 

 

• Medicaid coverage of adult dental 2000-2012 

 

• Medicaid reimbursement of adult prophylaxis 

 Lewin Group (2000/2001), Urban Institute (2008/2009) 
 

 

 

 

 



Data and Outcome Measures 

• Dental utilization  

 NHIS 2000-2012: Seen dentist past 6 mos., seen dentist 

past year, needing but not receiving dental care due to 

cost 

 NHANES 2000-2004, 2011-2012: Seen dentist past 6 

mos., seen dentist past year 

• Dental Health 

 NHIS 2008: broken/missing teeth, stained teeth, loose 

teeth, broken/missing fillings 

 NHANES: untreated caries (2000-2008, 2011-2012), 

teeth missing without replacement (2000-2004, 2011-

2012) 

 



Methodology – Effect of Dental 

Coverage on Outcomes 

Y𝑖𝑠𝑡 = 𝛽1Dental𝑠𝑡 + 𝛽2Medicaid𝑖𝑡 + 𝛽3Dental𝑠𝑡

× Medicaid𝑖𝑡 + 𝛽4X𝑖𝑠𝑡 + 𝛾0𝑠 + 𝛾1𝑠𝑡 + 𝜏𝑡 + 𝜀𝑖𝑠𝑡 

• 𝛽𝟏 estimates the effect of dental coverage for the control group 

• 𝛽𝟐 estimates the effect of having Medicaid coverage in states without dental 

coverage 

• 𝛽3 is the DDD estimate 

• X𝑖𝑠𝑡 is a vector of controls including age, age squared, race, sex, education, 

marital status, health status, ratio of family income to the poverty level, an 

urban area indicator, local supply of dentists per 1,000 population, and the 

annual local unemployment rate  

 

 



  Regression estimates of the effect of Medicaid 

 coverage of adult dental services on dental 

 utilization outcomes, NHIS and NHANES (2000- 

 2012) 

 



Regression estimates of the effect of Medicaid 

coverage of adult dental services on dental health 

outcomes, NHIS (2008) and NHANES (2000-2012) 

 



Conclusions 

• Our study found that Medicaid coverage of adult dental was 

associated with increased utilization of dental services and 

reduced the likelihood of negative oral health outcomes.  

• Further, payment rates to dentists were associated with the size 

of the effect of dental coverage. 

• Effective January 2014, 26 states expanded Medicaid eligibility, 

and 20 of these states offer at least limited dental services. 

• The positive association between coverage and utilization of 

dental services will increase Medicaid spending in the short 

run, while the reduction in oral health problems may reduce 

spending in the long run.  

► This work may aid in determining the magnitude of these 

opposing effects 

 

 



Example of use of NHIS linked to 

Medicare claims 

 



 

 

 

 

 

 

 

 

 

 
 

 

 

Is Medicare spending after age 65 higher for those who 
were uninsured prior to age 65? 
 

 

If so, then maybe Medicare spending for these individuals 

beginning at age 65 would be lower if they had been 
insured before the age of 65.  
 

Research Question and Motivation 



Policy Considerations 

   Medicare eligibility that begins at age 65 does 

 imply that some of the uninsured before the 

 age of 65 go untreated for certain conditions  

 until they become Medicare eligible 

 

   This problem would be exacerbated if the 

 age of Medicare eligibility were raised 

 

   This problem would be alleviated if the age of 

 Medicare eligibility were lowered 

 

 

 



 



 



 



Example of use of MEPS restricted 

data 

 



 



Example of use of restricted data - 

NAMCS 
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RDC Proposal 

 



RDC Proposal 

 



RDC Proposal 
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