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Summary
What is already known on this topic?

People from low-income families are disproportionately affected by dia-
betes and have higher medical expenditures due to greater health care
needs. They also face significant barriers to accessing quality care.

What is added by this report?

We examined the relationship between income and medical spending.
Adults from households with incomes below 125% of the federal
poverty level had significantly higher medical expenditures than those
from higher income households. This difference was largely driven by
increased spending on prescriptions and home health care services.
High rates of disability and poor physical health among the low-income
group contributed to these elevated costs.

What are the implications of our findings?

Efforts to improve the health of adults with diabetes from low-income
households may help lower overall health care expenditures.

Abstract

Introduction

Significant differences exist in the risk of diabetes and diabetes-
related complications by income level in the United States. We as-
sessed 1) to what extent medical expenditures in total and by
health service type differ by income levels, and 2) how demo-
graphic and socioeconomic factors and health status are associ-
ated with these differences.

Methods

Data from the 2017 through 2021 Medical Expenditure Panel Sur-
vey were analyzed to estimate annual per-person medical ex-
penditures for adults with diabetes. These expenditures were cat-

egorized by service type (inpatient, outpatient, prescription, home
health care services, emergency department, or other) and com-
pared across income groups based on the federal poverty level
(FPL): poor (<125% FPL), low (125% to <200% FPL), middle
(200% to <400% FPL), and high (>400% FPL). One-way analysis
of variance was used to test group differences, and a regression-
based decomposition identified factors driving expenditure dispar-
ities. All expenditures were adjusted to 2021 US dollars.

Results

Mean total medical expenditures were significantly higher for the
poor-income group compared with the low-income, middle-
income, and high-income groups, though no significant differ-
ences were observed among the latter 3 groups. Prescription drugs
and home health care services in the poor-income group accoun-
ted for most of this difference. Key factors associated with the
higher expenditures in this group included elevated disability
rates, poorer physical health status, and dual Medicaid—Medicare
coverage.

Conclusion
Adults with diabetes from the poorest households incurred the
highest medical expenditures, largely driven by poor physical
health and higher rates of disability. Reducing disability and im-
proving health outcomes for this group may help lower their med-
ical expenses.

Introduction

Significant differences exist in the risk of diabetes and diabetes-
related complications by income level in the US. People with
lower incomes are disproportionately affected by diabetes (1);
adults with a family income below the federal poverty level (FPL)
have the highest prevalence of diabetes. In 2019 through 2021, for
example, 13.1% of people having a family income below the FPL
had diabetes compared with 5.1% of people with a family income
of 500% or greater of the FPL (2). Low-income people with dia-
betes also face more challenges with diabetes management, with a
higher rate of uncontrolled hemoglobin A, high blood pressure,
and high lipid levels (3-5), as well as higher rates of diabetes-
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related complications and premature death (6,7) and barriers to
quality care (8,9).

For people with diabetes, the relationship between income and
medical spending is complex. Low-income people with diabetes
may have poorer health status (10), requiring more health services
leading to higher expenditures. Yet their barriers to accessing
quality care or new treatments could result in underuse of services
and lower expenditures (8). Benefit coverage of insurance and so-
cial programs for poor people could also affect their spending. In
some countries, people with high incomes have high medical ex-
penditures (11), while in other countries people with the lowest in-
come have the highest medical expenditures (12,13). The pattern,
magnitude, and factors associated with income-related differences
in medical expenditures in people with diabetes have not been as-
sessed in the US.

In this study, we examined differences in medical expenditures by
income level among US adults with diabetes. We hypothesized
that US adults with diabetes from low-income households may in-
cur higher annual per-person medical expenditures than those in
higher-income households, potentially due to poorer physical
health status, but that the composition of their spending will differ.
Specifically, we assessed 1) to what extent medical expenditures
in total and by health service type differ by income levels and 2)
how demographic and socioeconomic factors and health status are
associated with these differences.

Methods

Data source and study population

We used data from the 2017 through 2021 Medical Expenditure
Panel Survey (MEPS), Household Component. MEPS is a nation-
ally representative household survey of the US civilian noninstitu-
tionalized population that contains information about health condi-
tions, health care service usage, and expenditures (14). The study
population included adults aged 18 years or older with self-
reported diabetes. We identified people with diabetes by the ques-
tion, “Have you ever been told by a doctor or other health profes-
sional that you had diabetes?” Adults who answered yes to this
question were included in the analysis. We pooled 5 years of data
to achieve a sufficient sample size for the study.

Measures

Income groups

We defined 4 income categories based on FPL. FPL is a measure-
ment that describes the minimum income a person or a family
needs to pay for bare living essentials specific to family size and is
updated by the US government yearly (15). Percentage of FPL

was calculated by dividing the total family income with the offi-
cial FPL for that family size; this calculation is often used to de-
cide whether the income level of the person or family qualifies for
certain federal benefits and programs (15). Four household in-
come levels were defined: poor income (<125% FPL), low in-
come (125% to <200% FPL), middle income (200% to <400%
FPL), and high income (>400% FPL). We used 125% of the FPL
as the threshold for poor income because it is an income that
would qualify a person or a family for many federal support pro-
grams, including Medicaid in most states, Supplemental Nutrition
Assistance Program, and legal aid. Low income was defined as
125% to less than 200% of the FPL to capture households that are
still economically vulnerable and qualify for some federal support
programs, including childcare subsidies and the Children’s Health
Insurance Program. At 400% of the FPL, income is where people
would not receive federal support on health insurance premiums
under the Affordable Care Act and, thus, is defined as the starting
point of high income.

Variables

The primary outcome was total annual medical expenditures per
person, which is the sum of the direct payments for care provided
during the year, including out-of-pocket payments and payments
by private insurance, Medicaid, Medicare, or other sources. We
also examined annual per-person expenditure components by type
of health service: inpatient, outpatient, prescription, home health
care services, emergency department, or others (eg, glasses or con-
tact lenses, ambulance, disposable supplies, long-term use of
equipment). Differences were defined as the difference in average
annual per-person expenditures between each pair of income cat-
egories by subtracting the average expenditure for adults from the
higher income group from the average expenditure for adults from
the lower income group. All expenditures were adjusted to 2021
US dollars by using the Personal Consumption Expenditures in-
dex (16).

We used a regression-based decomposition method to examine the
association of differences in each pair of income categories where
their difference in medical expenditures was significant with
demographic and socioeconomic factors and health status (17).
The factors included in the regression models were age group
(18-44 y, 45-54 y, 55-64 y, >65 y), sex (female, male), race and
ethnicity (non-Hispanic White, non-Hispanic Black, Hispanic, oth-
er [including American Indian or Alaska Native, Asian, Native
Hawaiian or Pacific Islander, or multiple races]), insurance (Medi-
caid—Medicare dual coverage, Medicare only or with private,
Medicaid only, private insurance only, uninsured, other), educa-
tion (less than a college degree, college degree or higher), disabil-
ity status (yes, no), perceived physical health (good, poor), and
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perceived mental health (good, poor). Disability was defined by
any self-reported daily living, functional, or activity limitations.

Statistical analyses

Characteristics of people in the 4 income groups were summar-
ized as number and percentage with standard error (SE) for cat-
egorical variables and mean with SE for continuous variables. Dif-
ferences in demographic and socioeconomic factors and health
status between income groups were compared using x? tests for
categorical variables and ¢ tests for continuous variables. We used
the 1-way analysis of variance (ANOVA) method to test if ex-
penditure differences between adults from poor versus low, poor
versus middle, poor versus high, low versus middle, low versus
high, and middle versus high household income groups were stat-
istically different. A P value of .05 or less was used to define sig-
nificant differences. All variables were weighted according to the
MEPS guideline.

For income groups with significant expenditure differences, we
used the Blinder—Oaxaca decomposition method to examine how
each demographic and socioeconomic factor and health status
variable was associated with the difference (17). Blinder—Oaxaca
decomposition is a regression-based method that predicts the mean
expenditure of a group by using the mean value of each included
factor and its estimated regression coefficient. This method spe-
cifies how much of the difference in the mean expenditures
between 2 groups is explained by the difference in the mean val-
ues of included factors. The remaining discrepancy cannot be ex-
plained by factors in the model (18). A factor can contribute posit-
ively or negatively to the difference in the mean value of the ex-
penditure between 2 income groups. Elevating factors are defined
as factors associated with higher difference; offsetting factors are
associated with lower difference. It is possible that the explained
difference could be larger than the actual difference, which indic-
ates that there should be an even bigger difference between the
groups based on the factors included in the model alone. This dis-
crepancy could be due to limitations in the model or unobserved
factors that neutralize the expected effect.

Sensitivity analysis

We conducted 2 additional analyses. First, we applied the same
analytical approach to people without diabetes and compared these
results to the corresponding results for people with diabetes to ex-
plore the effect of diabetes on expenditure difference. Second, we
conducted an analysis of utilization and per-unit expenditure for
medical services where the difference in expenditure of this ser-
vice divided by the difference of the total medical expenditure
between income groups was greater than 20%. This analysis

aimed to better describe how utilization, either individually or in
combination, explained the observed difference.

Results

The study included 14,227 adults with self-reported diabetes, ran-
ging from 2,741 in 2017 to 3,125 in 2021. Demographic and so-
cioeconomic characteristics and health status differed signific-
antly across the 4 income groups. The adults from poor-income
households, compared with those in other income groups, had the
highest proportion of young people (aged 18—44 y); women; Black
and Hispanic people; people with dual Medicaid—Medicare cover-
age, Medicare only, or uninsured; people without a college degree;
people reporting poor physical or mental health status; and people
with a disability (Table 1).

Differences in medical expenditures

Mean total annual medical per-person expenditures were highest
in adults from the poor-income households ($19,071), followed by
the low-income ($16,143), high-income ($15,961), and middle-
income ($14,930) households (Figure 1). The largest annual per-
person expenditure difference, which was between adults from
poor-income households and those from the middle-income house-
holds, was $4,141 (Table 2). ANOVA showed the expenditures of
adults from poor-income households significantly exceeded ex-
penditures in the other 3 groups; other group differences were not
significant.
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Figure 1. Mean per person per year medical expenditures in US dollars,
by income level among people with diabetes, Medical Expenditure Panel
Survey, 2017-2021. Income categories were defined based on federal
poverty level (FPL), which incorporates both household income and size:
poor income (<125% FPL), low income (125% to <200% FPL), middle
income (200% to <400% FPL), and high income (=400% FPL).
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Annual inpatient service expenditures per person ranged from
$3,522 (middle-income) to $4,022 (low-income), with no signific-
ant differences. Outpatient expenditures ranged from $3,991 (low-
income) to $4,897 (high-income), with expenditures for adults
from poor-income and low-income households significantly lower
than for high-income households. Prescription drug expenditures
ranged from $4,989 (middle-income) to $7,481 (poor-income),
with expenditures for adults from poor-income households signi-
ficantly higher than for the others; other differences were not sig-
nificant. Expenditures for home health care services ranged from
$471 (high-income) to $2,494 (poor-income), decreasing with de-
creasing income, with significant differences between all pairs ex-
cept middle-income and high-income. Emergency department ex-
penditures ranged from $328 (high-income) to $409 (poor-
income), significant only between these 2. Other medical ex-
penditures ranged from $748 (poor-income) to $1,141 (high-
income), with adults from high-income households significantly
higher than the others (Figure 1; Table 2).

Decomposition Analysis

Total medical expenditures

For total annual per-person medical expenditures, decomposition
analyses were performed on the 3 comparison groups whose dif-
ferences were significant in the ANOVA models (adults from
poor-income households vs adults from each of the other income
level households) (Figure 2). Among adults from the poor-income
households relative to the low-income households, 99.7% of the
difference of the higher expenditure could be explained by the
factors included in the model. Significant elevating factors were a
higher percentage of Medicaid—Medicare dual coverage (43%), a
higher disability rate (41%), and a higher proportion reporting
poor physical health (27%). For the poor-income versus middle-
income and high-income comparisons, the model predicted an
11% higher difference than was observed, indicating the existence
of offsetting factors that were not included our model. Dual cover-
age, disability, and poor physical health were again the significant
elevating factors. For the poor income versus high income com-
parison, the model predicted a 43% higher difference than was ob-
served, indicating the effect of offsetting factors beyond our mod-
el; a lower proportion of the White population, a higher propor-
tion of Black population, and a lower college education rate were
significant factors, in addition to Medicaid—Medicare dual cover-
age, disability, and poor physical health.

Figure 2. Decomposition results between income groups in total and by
health service types, in US dollars, among adults with diabetes, Medical
Expenditure Panel Survey, 2017-2021. Each bar represents the total
difference in expenditures between the respective income groups, with the
label underneath indicating the specific comparison (eg, Outpatient: poor
vs high). A positive bar segment means that the factor is associated with
increase in the difference in medical expenditures between the income
groups. Conversely, a negative bar segment indicates that the factor is
associated with decrease in the difference in expenditures. The total bar
height (or depth) represents the net difference in medical costs,
accounting for both positive and negative contributions. The unexplained
portion may include factors not accounted for by the selected variables,
representing residual disparities beyond what the model can explain.
Income categories were defined based on federal poverty level (FPL),
which incorporates both household income and size: poor income (<125%
FPL), low income (125% to <200% FPL), middle income (200% to <400%
FPL), and high income (=400% FPL). Abbreviation: Dual coverage,
coverage with both Medicaid and Medicare.

Outpatient expenditures

Adults from the high-income households had higher annual per-
person outpatient care expenditures than either adults from the
poor-income or low-income households. However, in decomposi-
tion analysis the model predicted higher outpatient expenditures
for adults from the poor-income and low-income households than
the high-income households. Thus, variables included in the re-
gression analyses could not explain the higher outpatient medical
expenditure in adults from the high-income households.

Prescription drug expenditures

Decomposition analysis was able to explain 63% of the higher ex-
penditures on prescription drugs for adults from the poor-income
versus the low-income households, 64% for adults from the poor-
income versus middle-income households, and 72% for adults
from the poor-income versus high-income households.
Medicaid—Medicare dual coverage, poor physical health status,
and disability were significant factors for all 3 comparisons. In ad-
dition, the higher proportion of the population aged 55 to 64 years
from poor-income households was associated with higher pre-

The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health and Human Services,

the Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions.

4 Centers for Disease Control and Prevention ¢ www.cdc.gov/pcd/issues/2025/25_0153.htm



PREVENTING CHRONIC DISEASE

PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY

VOLUME 22, E50
AUGUST 2025

scription expenditure when compared with adults aged 55 to 64
years from low-income and middle-income households. Offset-
ting factors included a lower proportion of White population
among adults from poor-income households compared with adults
from high-income households, a lower Medicare-only insurance
population from poor-income households compared with adults
from the low-income and middle-income households, and a high-
er uninsured population from poor-income households compared
with adults from the middle-income and high-income households.

Home health care services expenditures

Decomposition analysis explained 95% of the difference between
expenditures of adults from the poor-income and low-income
households and 77% between adults from the poor-income and the
middle-income households, and it overestimated the difference in
expenditures between adults from the poor-income versus high-
income households by 2%. The top elevating factors to explain the
difference between adults from poor-income and both the low-
income and middle-income households included a higher Medi-
caid—Medicare dual coverage rate, a higher disability rate, a lower
Medicare-only rate, and a higher rate of perceived poor mental
health. In contrast, a higher proportion of people aged 55 to 64
from the poor-income households was an offsetting factor. Higher
Medicaid—Medicare dual coverage and disability rates were the 2
elevating factors to explain the difference in home health care ser-
vices expenditure between adults from poor-income households
and adults from high-income households.

For adults from low-income versus the middle-income and high-
income households, 61% and 93%, respectively, of the differ-
ences were explained by the factors included in our model. The
factors significant in explaining the differences were similar
between adults from the poor-income and high-income house-
holds, except that a higher rate of poor physical health was also a
significant elevating factor.

Emergency department expenditures

Our model explained 74% of the difference in emergency depart-
ment expenditures between adults from the poor-income and high-
income households. Higher disability rates and higher rates of re-
ported poor mental and physical health were significant elevating
factors, while higher Medicaid—Medicare dual coverage rate was
the only significant offsetting factor.

Other medical expenditures

Our model explained only a small portion of the difference in oth-
er medical expenditures among adults from the poor-income, low-
income, and middle-income households versus the high-income
households, indicating that factors not included in the model may

play a more important role than the factors included in the model
regarding group differences.

Sensitivity analyses

In US adults without diabetes, annual per-person medical ex-
penditures ranged from $5,769 (middle income) to $6,663 (high),
significantly lower than for those with diabetes in the same in-
come groups. Unlike the descending order in total medical ex-
penditure (poor, low, high, middle) in the population with dia-
betes, the order is high, poor, low, middle in the population
without diabetes. Total medical expenditure was significantly
higher in adults from the poor-income ($553) and high-income
($894) households compared with middle-income group, with no
significant differences for other pairs. The annual per-person ex-
penditure gap was $894 between the income groups with the
highest and lowest expenditure among the population without dia-
betes, versus $4,141 for the population with diabetes. The differ-
ence between adults from the middle-income and high-income
households was mainly from higher outpatient expenditures in
adults from the high-income households, while the difference
between adults from middle-income and poor-income households
was mainly from higher inpatient expenditure in the poor-income
group in the population without diabetes. But in the population
with diabetes, the difference in annual per person costs was from
prescription and home health care services expenditure differ-
ences between the poor-income group and the other 3 income
groups.

Prescription and home health care services accounted for more
than 20% of expenditure differences (prescription: poor vs low
67%, poor vs middle 60%, poor vs high 67%; home health: 35%,
45%, 65%, respectively). Usage and per-unit expenditure analyses
compared prescription drugs and home health care services
between adults from the poor-income households and others. For
prescription drugs, the unit expenditure per refill was significantly
higher for adults from the high-income households compared with
adults from the other 3 income level households; unit expenditure
per refill was higher in adults from the poor-income than the low-
income households. The total number of prescription refills in a
year decreased as income level increased, and the differences were
significant between all comparison pairs.

The expenditure per home health care visit was highest in adults
from the high-income households, followed by low-income,
middle-income, and poor-income households. Expenditure per
home health care visit was significantly lower for adults from
poor-income households compared with adults from low-income
and high-income households. The total number of home health
care services in a year decreased as income level increased, and
the differences were significant for all comparison pairs.
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To better understand the relationship between income and health,
we conducted an additional analysis comparing comorbidity pro-
files across income levels. Most chronic conditions — such as
high blood pressure, arthritis, high cholesterol, asthma, coronary
heart disease, myocardial infarction, and stroke — were more pre-
valent among adults from lower-income households, with signific-
ant differences observed between adults from the poor-income or
low-income households and adults from the high-income house-
holds. Overall, these findings are consistent with our main results,
which indicate poorer physical health among adults from the
lowest-income households.

Discussion

We examined differences in medical expenditures among US
adults with diabetes by income level and found that adults from
the lowest income (poor) households faced significantly higher ex-
penditures — $2,928 to $4,141 or 15% to 22% more than adults
from higher income households. This discrepancy primarily stems
from spending on prescription drugs and home health care ser-
vices. Higher disability rates, poor physical health status, and
Medicaid—Medicare dual coverage were the most important
factors explaining the difference between adults from the lowest
income households and other income level households. Our study
is the first to describe expenditure differences by income level and
to explore the associated factors in US adults with diabetes. Our
cost estimates by income group could serve as a measure for plan-
ning the budget needed for social programs targeting low-income
people. By identifying cost sources and factors behind expendit-
ure gaps, our findings may help inform efforts to ease the finan-
cial burden of diabetes across income levels.

Our results align with studies focused on the general US popula-
tion, showing that people from families with lower incomes use
more health care services and face higher medical costs (19,20),
primarily due to poorer health status and higher rates of disability
(19-21). Poor health and disabilities increase care needs but can
also limit work, reducing income and worsening financial strain.
In our study, the rate of disability in adults from the poor-income
households was nearly twice as high as for adults from the high-
income households, which explains a large proportion of higher
medical expenditures among adults from the poorest income
households (22). Previous studies have also found that disability
status is strongly associated with elevated medical expenditures in
people with diabetes (23). Despite the availability of various gov-
ernment benefit programs, many people still face long-term in-
come loss due to disability (24). Diabetes increases the risk of
physical disability by 50% to 90% (25). Preventing disability
among people with diabetes could therefore offer a twofold bene-

fit: improving health outcomes and preserving peoples’ ability to
maintain stable employment and income, thus reducing health care
needs.

Dual Medicaid—Medicare coverage status was significantly associ-
ated with the income-related medical expenditure difference in our
study, highlighting the role of the dual-coverage policy in support-
ing people with greater needs. Dually covered beneficiaries have
low incomes and are either elderly or have long-term disabilities,
leading to higher medical care needs and a larger share of ex-
penditure from both programs (26,27). Among the
Medicaid—Medicare dually covered population with diabetes,
higher rates of diabetes-related complications and comorbidities
were observed compared with people with other insurance types.
Dual coverage helped address barriers to health care access (28)
and was shown to be effective in meeting the complex health
needs of eligible people.

Diabetes influenced both the magnitude and pattern of income-
related differences in medical expenditure. People without dia-
betes had 34% to 42% lower annual per-person medical expendit-
ures than those with diabetes (Table 2). Furthermore, the income-
related expenditure gap was much greater among people with dia-
betes. The difference in medical expenditures between income
groups was $905 (13%) for those without diabetes compared with
$4,141 (22%) for those with diabetes (Table 2).

Our findings suggest that efforts to improve health status and pre-
vent disability in the lowest income group could yield financial
benefits due to their high medical expenditures. For instance, stud-
ies evaluating the health and economic impact of diabetes preven-
tion programs in Medicaid populations showed that such pro-
grams were cost-effective, could result in cost savings over a 25-
year horizon, and could improve health equity (29). Additionally,
as diabetes is a strong risk factor for disability, preventing dia-
betes at a population level would also be effective in reducing dis-
ability rates, further lowering medical expenditures in the lowest
income group. Among people with diagnosed diabetes, manage-
ment education programs aimed at reducing complications have
been particularly cost-effective and even cost-saving, especially
for low-income patients (30,31).

Limitations

This study has several limitations. First, MEPS is limited to the ci-
vilian noninstitutionalized population, so expenditures for people
in long-term care for disability-related reasons were not included,
potentially underestimating medical expenditure differences.
Second, results from our decomposition analyses should be inter-
preted with caution, as the associations between factors and ex-
penditures are not causal. Medical expenditures may be affected

The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health and Human Services,

the Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions.

6 Centers for Disease Control and Prevention ¢ www.cdc.gov/pcd/issues/2025/25 _0153.htm



PREVENTING CHRONIC DISEASE

PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY

VOLUME 22, E50
AUGUST 2025

by other factors not included in our model, such as health insur-
ance policies, purchaser options, national and state policies, and
drug patents. Third, self-reported health status may not accurately
reflect actual health care needs. The large portion of the expendit-
ure difference explained by Medicaid—Medicare dual coverage
does not suggest that eliminating these benefits would reduce dis-
parities; rather, dual coverage provides the financial means neces-
sary to meet health care needs for the poor. Lastly, while we at-
tempted to use specific comorbidities and complications as prox-
ies, sample size limitations and missing data prevented further
analysis.

Conclusion

Significant differences in medical expenditures per person per year
exist by income level among US adults with diabetes, with the
poorest income group incurring 15% to 22% higher expenditures
than higher income groups. Higher spending on prescription drugs
and home health care services were the 2 main drivers. Higher dis-
ability rates, poor reported physical health status, and
Medicaid—Medicare dual coverage largely explain these expendit-
ure differences. Programs aimed at improving health status and
preventing disability in low-income populations with diabetes may
help reduce medical expenditure disparities between income
groups in the US.
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Table 1. Characteristics of US Adult Population With Diabetes, by Income Level, 2017-2021 Medical Expenditure Panel Survey®

Poor income Low income Middle income High income

Characteristic (<125% FPL) (125% to <200% FPL) (200% to <400% FPL) (=400% FPL) P value
Sample size 4,009 2,386 3,913 3,919

Weighted sample 28,508,850 21,108,144 39,644,109 48,866,689

Mean age, y 61.2 (0.4) 63.4 (0.5) 61.7 (0.4) 61.9 (0.4) <.001
Age, %

18-44 15.0 (1.0) 14.3 (1.3) 13.7 (1.1) 8.4 (0.8) <.001
45-54 12.8 (1.0) 10.3 (1.1) 15.5 (1.1) 15.5 (1.3)

55-64 27.6 (1.2) 20.3 (1.5) 22.3(1.2) 28.8 (1.4)

265 44.6 (1.5) 55.1 (2.2) 48.4 (1.6) 47.3(1.7)

Sex, %

Female 59.4 (1.4) 53.1 (1.8) 47.6 (1.2) 40.9 (1.4) <.001
Male 40.5 (1.4) 46.9 (1.8) 52.4 (1.2) 59.1 (1.4)

Race and ethnicity, %

Non-Hispanic White 45.6 (2.1) 53.8 (2.0) 60.2 (1.6) 68.9 (1.5) <.001
Non-Hispanic Black 22.0 (1.6) 17.3 (1.6) 13.8 (1.0) 11.0 (1.0)

Hispanic 23.0 (1.9) 20.7 (1.7) 17.5 (1.3) 10.2 (0.9)

Other® 9.4 (1.0) 8.2 (0.8) 8.5(0.8) 9.9 (0.9)

Insurance, %

Medicaid—Medicare dual 30.6 (1.3) 17.0 (1.2) 6.7 (0.6) 3.1 (0.6) <.001
coverage

Medicare only or with private [28.7 (1.1) 46.3 (1.7) 45.2 (1.3) 43.8 (1.4)

Medicaid only 27.4 (1.4) 145(1.2) 7.8 (0.6) 2.4(0.3)

Private only 6.3(0.7) 15.2 (1.1) 35.7 (1.3) 48.0 (1.4)

Uninsured 5.8 (0.6) 5.6 (0.7) 3.4 (0.4) 1.3(0.3)

Other insurance® 1.2(0.3) 1.4 (0.4) 1.2(0.2) 1.4 (0.3)

Education, %

College degree or higher (8.7 (0.8) [12.4 (1.3) 1196 (1.1) 138.7 (1.4) <.001
Self-reported health status, %

Poor physical health 49.6 (1.1) 37.2(1.4) 30.2 (1.1) 23.2(0.9) <.001
Poor mental health 26.8 (1.0) 17.8 (1.1) 12.1(0.7) 8.1 (0.6) <.001
Disability 64.6 (1.4) 54.4 (1.4) 42.3 (0.4) 35.8 (1.2) <.001

Abbreviation: FPL, federal poverty level.
& Unless otherwise noted, the data are weighted means (standard errors).
® American Indian or Alaska Native, Asian, Native Hawaiian or Pacific Islander, or multiple races.
¢ Other public insurance and other hospital or physician coverage.
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Table 2. Total Mean Per Person Per Year Medical Expenditure (US Dollars) and Comparisons by Health Service Type and Income Level Among the US

Adult Population With Diabetes, 2017—2021 Medical Expenditure Panel Survey?

Home health Emergency
Difference Total Inpatient Outpatient Prescription care services department Other
Poor income 19,071 (767) 3,921 (343) 4,017 (264) 7,481 (379) 2,494 (298) 409 (24) 748 (44)
Poor vs Low 2,928 (926) —100 (544) 102 (362) 1,964° (383) 1,019° (363) 62 (48) -118 (83)
Poor vs Middle |4,141° (872) 400 (395) -546 (382) 2,492° (375) 1,878° (299) 19 (47) -101 (63)
Poor vs High  |3,110° (909) 204 (482) -875° (339) 2,069° (412) 2,022° (301) 82° (39) ~393° (66)
Low income 16,143 (743) 4,022 (438) 3,991 (78) 5,517 (276) 1,475 (216) 348 (42) 866 (77)
Low vs Middle  |1,213 (848) 500 (502) -648 (343) 528 (293) 860° (212) -43 (56) 16 (88)
Low vs High 181 (994) 304 (535) —977° (340) 105 (320) 1,004° (234) 20 (48) _275° (94)
Middle income |14,930 (543) 3,522 (239) 4,533 (267) 4,989 (177) 616 (68) 391 (38) 850 (45)
Middle vs High |-1,031 (693) -196 (382) -328 (314) -423 (238) 144 (234) 63 (46) -291° (58)
High income 15,961 (515) 3,718 (316) 4,897 (216) 5,412 (193) 471 (100) 328 (29) 1,141 (45)

@ The presented numbers are mean (standard error).
b Significantly different at P < .05.
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