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While Medicare is most popularly

known as a program for people over
age 65, 13 percent of its beneficia-

ries are under age 65 and qualify because
they have a disability. These individuals
qualify for Social Security disability pay-
ments and are automatically eligible for
Medicare after a two-year wait; there are
limited exceptions to the waiting require-
ments (KFF, 2001). The proportion of 

disabled is growing, and by 2015, they are
expected to account for 16 percent of
Medicare beneficiaries (Davis and O’Brien,
1996). Relatively little research on Medicare
has focused on this population, even though
it has characteristics and needs that differ
substantially from those of the aged (Gold et
al., 1997; Gold et al., 2001). Educational
strategies to encourage choice of Medicare
plans by disabled beneficiaries also have
received relatively little attention (Stevens
and Mittler, 2000). This Operational Insights
provides a statistical profile of Medicare’s
disabled population, highlighting key charac-
teristics that policymakers need to consider. 

Demographics of Disabled
Beneficiaries
Disabled Medicare beneficiaries represent a
substantially different population from aged
beneficiaries. The disabled are far more likely
to be male and African American or Hispanic.
They also tend to have low incomes and lim-
ited education: 43 percent have incomes
under $10,000 a year, and 36 percent have
not graduated from high school (see Table 1).

Literacy is a particular
issue for this group: 72
percent of disabled ben-
eficiaries with less than
a high school degree say
they have trouble read-
ing books, directions for

medicine, food labels, newspapers, or
recipes, and almost half (45 percent) have
trouble with three or more of these common
items. This is more than triple the rate
among similarly educated over-age-65 ben-
eficiaries. 

These demographics raise issues for
organizations trying to communicate with
beneficiaries:
• With more ethnic diversity among disabled

beneficiaries, trust and cultural appropri-
ateness may be more of an issue in reach-
ing them than in reaching the aged.

• Because of their low incomes, the cost of
supplemental coverage and out-of-pocket

medical care is especially important to
disabled beneficiaries. 

• Their less extensive education and greater
difficulty reading mean that written forms
of communication may be less effective,
and that tailoring information to an indi-
vidual’s circumstances may be needed. 

Health Care a High Priority
Overall, disabled beneficiaries are more likely
than aged beneficiaries to have conditions
that make health care a priority. Moreover,
because they are less independent in their
daily lives, many of their needs involve the
melding of medical and support services,
such as help with household chores, trans-
portation, or personal care (see Table 2). 

They are also far less positive about their
health status. Only 3 percent of the disabled
say their health status is excellent, and 62
percent say it is fair or poor, compared with
14 and 33 percent of the aged, respectively.
While the disabled often have chronic condi-
tions that cause them to take medicine and
consult with physicians on an ongoing basis,
they are only a little more likely than the aged
to be hospitalized. Mental disorders, howev-
er, are much more common among the dis-
abled: 34 percent of disabled beneficiaries
report a mental disorder, four times as high
as the 8 percent for Medicare beneficiaries
overall (Liu et al., 2000). 

Disabled Medicare beneficiaries differ
substantially from aged beneficiaries.
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Supplemental Insurance Coverage 
Disabled Medicare beneficiaries are much
more likely than aged beneficiaries to be
without insurance that supplements their
Medicare coverage (31 percent and 15 
percent, respectively), and, when they do,
they rely much more on Medicaid (see Figure
1). Coverage patterns are highly intertwined
with socioeconomic status (see Table 3). 

Private Supplementary Coverage. Only 33
percent of disabled beneficiaries rely on just
private supplementary coverage from a for-
mer employer or products available in the
individual private market. Notably, only 9
percent have Medigap, compared with 22
percent of the aged. This disparity is not sur-
prising. Disabled beneficiaries not only have
lower incomes, but most of them also do not

have access to the guaranteed issue of
Medigap policies as the aged do when they
first qualify for Medicare. 

Medicaid Coverage. Medicaid covers 36
percent of disabled Medicare beneficiaries,
which is three times more than the propor-
tion of the aged who are covered.
Beneficiaries who qualify for the full
Medicaid program have comprehensive 
benefits that include pharmaceuticals and
long-term care benefits. Others have only
limited Medicaid coverage, which pays for
Medicare cost sharing or Part B premium
only. Nationally, most dual-eligibles qualify
for full Medicaid benefits, though more may
be eligible but not enrolled for more limited
Medicaid benefits (O’Brien et al., 1999) 
(see box: Dual-Eligible Program Income
Standards and Benefits, 2000).  

Managed Care. Managed care plans are an
especially important source of supplemental
coverage for disabled Medicare beneficiaries
without access to group coverage through an
employer and not on Medicaid. Although only
11 percent of the disabled are in Medicare
managed care plans (compared to 17 per-
cent of the aged), more than half of the dis-
abled with coverage outside of groups or
Medicaid are in such plans, a larger propor-
tion than among aged beneficiaries. 

Choice Salient, Options Limited
Because they are much less likely to have
supplemental coverage, especially on a sub-
sidized basis, disabled Medicare beneficia-
ries were much more likely than the aged to
find choice “salient” in the enrollment period
between September 15, 1999, and the time
of the survey in March-June 2000 (see Table 4).
Salience refers to active or serious 
consideration of choice of health plan. The
salient group includes (1) new beneficiaries
who must choose among Medicare coverage
options; (2) current beneficiaries who switch
to, from, or among HMOs (switchers); and
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All Under-Age-65 Aged
Beneficiaries Disabled

Less than high school 26% 36% 25%
High school graduate 39 38 39
Some college or more 35 26 36

$10,000 or less 27% 43% 24%
$10,001-$20,000 33 27 34
$20,001-$35,000 19 22 18
$35,001 or more 21 9 23

White 87% 75% 88%
African American 9 18 8
Other races 5 8 4

Hispanic 4% 8% 4%

Language other than English spoken at home 4% 5% 4%

Male 40% 57% 38%
Female 60 43 62

Difficulty reading books, directions for medicine, 
food labels, or recipes*

At least one 41% 72% 36%
Three or more 17 45 13

SOURCE:  MPR Survey of Medicare Beneficiaries, 2000
*Asked only of those who had not graduated from high school. Excludes those who are blind or have impaired vision.

Medicare Disabled Population: Key Socioeconomic Statistics, 2000

Table 1

All Under-Age-65 Aged
Beneficiaries Disabled

Health status 
Excellent 13% 3% 14%
Very good 51 35 53
Fair/poor 36 62 33

Needs help 
Personal care needs 14% 14% 14%
Routine needs (e.g., household chores) 30 54 27
Condition that interferes with independence 29 73 23
Any of the above 37 77 31
All of the above 11 13 10

Hospital admission in past year 27% 32% 27%

Condition with prescription taken for more than three 48% 68% 45%
months, and doctor seen at least twice a year for it 

SOURCE:  MPR Survey of Medicare Beneficiaries, 2000

Health and Functional Characteristics, 2000

Table 2



(3) beneficiaries who report they had consid-
ered making a change since September 15,
1999, and who also characterized their con-
sideration as serious, even if they ultimately
did not make a change.

More than one-third of the disabled ben-
eficiaries with no coverage outside the group
market or Medicaid thought choice was
salient, while only 14 percent of those with
employer-based coverage did. And a third of
this latter group were new beneficiaries.
Those with Medicaid fell in the middle.
Overall, most disabled beneficiaries who
considered choice ended up not making a
change, probably because of the limited
options available. 

Information Needs 
Like the aged, disabled beneficiaries tend to
rely on informal sources to help them decide
which Medicare supplementary insurance
they should choose. For the disabled, the
most important sources are their physicians
or other providers, a current health plan or
employer, Medicare/Social Security, and
family and friends (in that order). However
there are some distinctions between the two
groups, both in which sources they use and
which are most important (see Table 5). 

Probably because of the ongoing arrange-
ments they have for care, disabled beneficia-
ries are almost twice as likely to get informa-
tion from a local hospital or clinic when they
are considering choice than are the aged.
They are slightly less likely to rely on family
(especially a spouse), but more likely to rely
on friends, though friends are rarely the most
important source of information. TV and radio
are also more common sources for the dis-
abled, as are the library and newspapers. 

Much of the formal infrastructure for
educating Medicare beneficiaries about their
choices is not well targeted to the needs of
the disabled (see box: Disabled Beneficiaries
in Six Communities). In spite of this, a fair
number of the disabled seem to find these
sources, perhaps because their need for 
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Sources of Supplemental Coverage: Medicare Disabled vs. Aged, 2000

SOURCE:  MPR Survey of Medicare Beneficiaries, 2000
*Includes Medigap, Medicare HMO, and other sources.

Figure 1

Characteristics of Disabled Medicare Beneficiaries by Source of Supplemental
Coverage, 2000

All No Source Medicaid Employer/ All
Military Other

In an HMO 11% NA 4% 3% 51%
Had Medigap 9 NA 2 13 32

$10,000 or less 43% 41% 70% 8% 23%
$10,001-$20,000 27 36 19 24 31
$20,001 or more 30 23 10 69 46

Less than high school 36% 38% 41% 28% 27%
High school or more 64 62 59 72 73

White 75% 71% 77% 75% 76%
African American 18 17 20 19 13
Other races 8 12 3 5 11

Hispanic 8% 11% 7% 6% 8%

Health status
Excellent 3% 5% 1% 2% 5%
Very good/good 35 39 33 33 32
Fair/poor 62 56 66 65 63

SOURCE:  MPR Survey of Medicare Beneficiaries, 2000
NA: Not applicable

Table 3

Salience of Choice for Disabled by Type of Supplemental Coverage, 2000
DISABLED

All All No Medicaid Employer/ All
Beneficiaries Coverage Military Other

Choice salient 14% 26% 35% 21% 14% 33%
New beneficiary 1 3 3 1 5 3
Switcher 4 4 1 3 3 12
Thought seriously, but no change 9 20 30 17 6 18

Experience with current coverage
10 (best) 32% 23% 9% 33% 35% 17%
8-9 36 42 50 35 44 42
7 or less 32 35 41 32 21 41

SOURCE:  MPR Survey of Medicare Beneficiaries, 2000

Table 4

None 31%

Employer 19%
Employer 36%

Other* 38%Other* 14%

Medicaid 36%

Medicaid 11%

None 15%

DISABLED AGED



coverage is so extensive. Almost two-thirds
make some use of information from
Medicare/Social Security, compared to 43
percent of the aged.  Curiously, the disabled
are more likely to consult with senior groups
than are the aged. This probably reflects the
need for information because of the greater
salience of choice for the disabled and the
fact that so few beneficiaries—whether dis-
abled or aged—use these groups. 

Gaps in Meeting the Needs of
Disabled Beneficiaries
With low incomes, limited education, and
extensive and varied health care needs,
Medicare’s under-age-65 disabled popula-
tion finds health care coverage, and deci-
sions about that coverage, particularly
salient. Currently, this population’s need for
supplemental coverage and information
about Medicare is not well met. 

Medigap coverage is highly limited for the
disabled, largely because of cost and health
screening, since they do not have a period of
guaranteed issue when they become eligible
for Medicare, as do the aged. With Medicare
HMOs becoming less available in many com-
munities, there is a concern that supplemen-
tal coverage for the disabled will only get
more limited. 

At the same time, relatively few organiza-
tions address the information needs of
Medicare beneficiaries—the disabled and
the aged. Those that do are mostly designed
to serve the elderly (Stevens and Mittler,
2000). While many organizations serve the
disabled community, their focus is on issues
such as transportation, personal care, and
advocacy, not Medicare, because many dis-
abled are not eligible for the program. Even
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Dual-Eligible Program Income Standards and Benefits, 2000
INCOME LIMITS*

Individual Couple Benefits Medicaid Pays For 

Qualified Medicare Beneficiary Meets state-specific Medicaid Meets state-specific Medicaid Medicare’s Part A and B premiums, deductibles,
with full Medicaid (QMB Plus) income and asset eligibility criteria income and asset eligibility criteria and coinsurance and full Medicaid benefits

as well as federal QMB requirements as well as federal QMB requirements

QMB <100% FPL ($716) <100% FPL ($958) Medicare’s Part A and B premiums, deductibles,
and coinsurance

Specified Low-Income Medicare Meets state-specific Medicaid Meets state-specific Medicaid Medicare’s monthly Part B premiums and full
Beneficiaries with full Medicaid (SLMB Plus) income and asset eligibility criteria income and asset eligibility criteria Medicaid benefits

as well as federal SLMB requirements as well as federal SLMB requirements

SLMB Between 100% and 120% FPL Between 100% and 120% FPL Medicare’s monthly Part B premiums
($855) ($1,145)

Qualifying Individulals 1 (QI-1) Between 120% and 135% FPL Between 120% and 135% FPL Medicare’s monthly Part B premiums
($960) ($1,268)

Qualifying Individulals 2 (QI-2) Between 135% and 170% FPL Between 135% and 170% FPL A small part of Medicare’s monthly Part B 
($1,238) ($1,661) premiums

SOURCES:  Health Care Financing Administration, 1999; Health Care Financing Administration, 2000
*An individual or couple cannot have resources that exceed twice the limit for Social Security Income eligibility. In addition, slightly higher income limits are allowed in Alaska and Hawaii.

Much of the formal 
infrastructure for educating

Medicare beneficiaries
about their choices is not
well targeted to the needs 

of the disabled. 

Sources of Information Used in Making Choices for Those for Whom Choices 
Are Salient*

ANY USE MOST IMPORTANT SOURCE
Disabled Aged Disabled Aged

Current health plan 49% 49% 19% 9%
Medicare/Social Security 62 43 13 15
Former employer/union 16 23 11 3

Local hospital/clinic 35 16 1 6
Doctor/other medical 51 46 38 38
AARP/senior group 14 8 4 2

Spouse 17 26 3 7
Other family 25 26 6 11
Friends 35 18 1 4

Library/newspapers 29 18 0 2
Television/radio 32 18 1 3
Internet 5 2 3 0

Attended in-person meeting 9 12 NA NA
Used Medicare handbook 31 34 NA NA

SOURCE:  MPR Survey of Medicare Beneficiaries, 2000
NA: Not applicable; not included in the list used for most important source.
*Includes new beneficiaries; those switching to, from, or among HMOs; and other beneficiaries who say they seriously considered making a change.

Table 5



for disease-specific advocacy groups that
deal with the disabled, Medicare is often rel-
egated to the sidelines due to other priorities. 

By working together, organizations for
seniors and those for the disabled could
combine their expertise and leverage their
resources to develop stronger structures for
meeting the information needs of all
Medicare beneficiaries. For example, most
senior organizations know how to access
detailed information on the intricacies of
Medicare regulation. Organizations repre-
senting the disabled, meanwhile, are knowl-
edgeable about getting coverage for medical
care and social services, which is useful to
the elderly, as well. 

More attention needs to be given to how
disabled beneficiaries get information about

Medicare. For example, the disabled are
younger and more likely to use the Internet as
a way to get information than are the elderly.
Also, one-on-one counseling is likely to be
particularly important for disabled beneficia-
ries because of concerns associated with
their particular disabilities and conditions. It
is also important to know their regular chan-
nels for getting information. Disabled individ-
uals are less likely to have a strong informal
infrastructure to provide support for making
decisions about issues such as insurance
coverage and health care. Forty-five percent
of disabled beneficiaries are divorced, sepa-
rated, or have never been married, compared
with 8 percent of those age 65-84 and 7 per-
cent of those age 85 and over. Among the

disabled for whom choice was salient, 78
percent made the decision alone, compared
with 56 percent of those age 65-84 and 42
percent of those age 85 and older. When they
do seek help in making decisions about
health care coverage, the disabled rely heav-
ily on their providers, including hospitals. 

Disabled Medicare beneficiaries have
unique characteristics and needs that are
not well recognized or addressed. With the
number of such beneficiaries growing, and
choice for them becoming increasingly 
complex, more attention to their information
needs is vitally important if Medicare is 
to fulfill its responsibilities to all the benefi-
ciaries it covers.                                      ❏

About the Data

The data presented are from a national sur-
vey of Medicare beneficiaries age 18 and
older conducted by MPR between March and
June 2000. Nationally, 6,620 responded, a 64
percent response rate. The results are
weighted to provide unbiased estimates for
Medicare beneficiaries nationally and for
selected subgroups. Of the sample, 1,887
were disabled adult beneficiaries under age
65. The response rate for disabled beneficia-
ries was 61 percent. Information on current
practice is based on site visits to
Albuquerque, Baltimore, Detroit, New
Orleans, Orange County (CA), and Orlando.
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Disabled Beneficiaries in Six
Communities 
Organizations that serve disabled communities operate largely separately from the
senior network, according to site visits to Albuquerque, Baltimore, Detroit, New
Orleans, Orange County, and Orlando. The overriding concern of many people with
disabilities is how to survive the two-year wait between their eligibility for Social
Security Disability Insurance and eligibility for Medicare. “The disabled are holding
their breath waiting for Medicare,” one New Orleans educator noted. They have
particularly pressing needs for home health, personal care assistance, case man-
agement, and pharmacy coverage. (Some individuals—such as those with end-
stage renal disease or certain other conditions such as HIV/AIDS—are eligible
without having to wait.)

Advocates for the disabled differentiate between beneficiaries with long-term dis-
abilities, who tend to be more sophisticated about ensuring that their needs are
met, and beneficiaries with recent disabilities, who have relatively more difficulty
navigating programs. Neither group feels that Medicare works for it, in part
because education and marketing are aimed primarily at seniors. Even the names
of Medicare managed care products commonly contain the words, “senior” and
“65.” Advocates for the disabled and Medicare managed care organizations
(MCOs) noted that most mainstream Medicare educators and Medicare MCOs
make only minimal efforts to reach out to people with disabilities. Despite the lack
of targeted education and/or marketing, some disabled beneficiaries are enrolling in
Medicare MCOs.
SOURCE:  Stevens and Mittler, 2000

Organizations for seniors
and for the disabled could
combine their expertise to
better meet information

needs of Medicare 
beneficiaries of all ages.
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