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INTRODUCTION

Since its passage in 2010, the Affordable Care Act (ACA) has helped cut the U.S. uninsured
rate nearly in half while significantly reducing racial and ethnic disparities in both
insurance coverage and access to care — particularly in states that expanded their
Medicaid programs.!

While much of that progress occurred between 2013 and 2016, federal data show that more
than 5 million people gained coverage between 2020 and early 2022, driving the uninsured
rate down to a historic low of 8 percent.? This recent progress has been driven by federal

and state policy actions that increased Medicaid and ACA marketplace coverage, primarily:

e arequirement in the Families First Coronavirus Response Act of 2020 that states keep
people with Medicaid coverage continuously enrolled during the COVID-19 public
health emergency,® in exchange for greater federal funding

e additional states expanding eligibility for their Medicaid programs
e enhanced marketplace premium subsidies.*

In this brief, we update our 2020 and 2021 analyses of coverage and access inequities for
Black and Hispanic adults in the U.S. using 2013-2021 data from the American Community
Survey and the Behavioral Risk Factor Surveillance System. (For more detail, see “How We
Conducted This Study.”) With a focus on the effects of Medicaid expansion and pandemic-
era coverage policies, our update examines trends among and disparities between Black,
Hispanic, and white adults across the following measures:

e adults ages 19 to 64 who are uninsured
e adults ages 18 to 64 who went without care in the past 12 months because of cost

e adults ages 18 to 64 who report having a usual health care provider.
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HIGHLIGHTS

Insurance coverage rates improved for Black, Hispanic, and white
adults between 2013 and 2021. The coverage gap between Black and
white adults dropped from 9.9 to 5.3 percentage points, while the gap
between Hispanic and white adults dropped from 25.7 to 16.3 points.

Uninsured rates for adults in all three groups improved during the
first two years of the COVID-19 pandemic, a finding that held true in
states that had expanded Medicaid and those that had not. Black and
Hispanic adults experienced larger gains in Medicaid and individual-
market coverage than white adults between 2019 and 2021.

Between 2013 and 2021, states that expanded Medicaid eligibility
had higher rates of insurance coverage and health care access,
with smaller disparities between racial/ethnic groups and larger
improvements, than states that didn’t expand Medicaid.

commonwealthfund.org

After Virginia expanded Medicaid in 2019, its uninsured rate
for lower-income adults dropped substantially in comparison
to neighboring North Carolina, a nonexpansion state, and the
disparities between Black and white adults narrowed.

Compared to lower-income white adults, larger percentages of lower-
income Black adults and lower-income Hispanic adults live in states
that haven't expanded Medicaid.
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Coverage inequities between Black, Hispanic, and white adults have
narrowed substantially since 2013. All groups reported improvements
between 2019 and 2021.

Percentage of U.S. adults ages 19—64 who are uninsured, by race/ethnicity Black and Hispanic adults had higher uninsured rates than
white adults in 2013, before the ACA took full effect. The
50 disparities reflected lower access to employer-sponsored

—All =—Black ——Hispanic —White insurance® among people with low incomes, an unregulated

and unsubsidized individual insurance market, and lack
of Medicaid coverage for adults except for very low income
40 parents in most states.

The ACA attempted to improve coverage rates in several
ways, including: 1) by allowing states to expand Medicaid
30 eligibility to everyone below 138 percent of the federal
poverty level (in 2023, $20,120 for an individual and $41,400
24.4 for a family of four), funded nearly fully by the federal
20 20.4 government; and 2) by subsidizing and regulating coverage

149 purchased through the individual market.

14.5 13.5 Uninsured rates for adults in each of the three racial/ethnic
. \ 12.9 121 groups fell after the coverage expansions went into effect
8.2 in 2014, and Black and Hispanic residents reported the
9.0 largest gains. Uninsured rates for Hispanic adults fell by

15.7 percentage points between 2013 and 2021. The Black

0 adult uninsured rate dropped by 10.9 points, and the white
2013 2014 2015 2016 2017 2018 2019 2020~ 2021 uninsured rate declined by 6.3 points (Table 1).

These gains reduced coverage disparities considerably. The
gap between white and Black adults has dropped from 9.9
percentage points to 5.3 points, and the gap for Hispanic
adults has declined from 25.7 to 16.3 points (Table 6).

While the largest coverage gains occurred from 2013 to 2016,

The 2020 ACS PUMS q | | | h ford g adult uninsured rates for these three groups, and for the
*The was created using alternative “experimental” sample weights to account for disruptions to data . .

collection resulting from the COVID-19 pandemic. Because the Census Bureau advises against comparing 2020 data nation overall, d.rf)ppe.zd again betw?en 2019.and 2021, as

to previous years, the 2020 data point has been omitted from this chart. new federal policies aimed at boosting coverage took effect.

Data: American Community Survey Public Use Microdata Sample (ACS PUMS), 2013-2021. Infact, they reached historic lows, despiFe modest.declines in
employer-based coverage from pandemic-related job losses.
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Uninsured rates for Black and Hispanic adults improved considerably in
several states between 2019 and 2021, while white adults experienced modest
gains in most regions.

Percentage-point change in uninsured rate for U.S. adults ages 19—64 from 2019 to 2021, by state and race/ethnicity A wide range of states saw coverage
gains for Black, Hispanic, and white
adults between 2019 and 2021 during
the first two years of the pandemic
(Table 2).° Uninsured rates for Black

Black Hispanic White adults fell at least two percentage points
in 14 states, with Nebraska (which
expanded Medicaid in 2020) seeing an
11-point improvement. Large coverage
gains occurred in several southern states
with large Black populations such as

Virginia, which expanded Medicaid in

2019, and nonexpansion North Carolina

and Florida.

In 19 states, uninsured rates for Hispanic
adults declined at least two points as
well, with notable progress in Florida as
well as California, an expansion state.

White adults experienced modest

Increase or no change @ 0-2% point decrease @ 2%+ point decrease 1rlrllprovements in coverage in nearly
all states.

Notes: No shading indicates ACS sample size did not support an estimate for group in that state. An improvement of 2 percentage points
(dark green) is considered a high level of improvement, and is greater than or equal to one half (0.5) standard deviations of the state
distribution in uninsured rates between the two time periods.

Data: American Community Survey Public Use Microdata Sample (ACS PUMS), 2019 and 2021.
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Medicaid and individual-market coverage gains helped drive lower uninsured
rates for each of the three racial and ethnic groups between 2019 and 2021.

Percentage-point change in insurance by coverage source for U.S. adults ages 19—64 between 2019 and 2021,
by race/ethnicity and Medicaid expansion status

B Black Hispanic [l White
Medicaid Individual/Nongroup Uninsured
0.7
0.2 . .
o Expansion Nonexpansion
Expansion Nonexpansion Expansion Nonexpansion

Notes: Values represent the percentage-point change in the share of a group’s total nonelderly adult population that
reported having a certain coverage source or no coverage source. Changes in employer-based insurance, Medicare,
or other insurance types are not shown. Expansion states are those that expanded Medicaid by January 1, 2021. As of
that date, there were 14 states that had not yet expanded Medicaid. Oklahoma and Missouri implemented in mid-to-
late 2021 and are considered nonexpansion states for this analysis.

Data: American Community Survey Public Use Microdata Sample (ACS PUMS), 2019 and 2021.
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Coverage improvements during the pandemic between 2019
and 2021 have been attributed to several factors:

e Jower-than-expected declines in employer coverage

e the ACA’s coverage expansions, which acted as a safety-
net for those who did lose employer coverage

e increased Medicaid coverage, as states implemented the
Families First Coronavirus Response Act’s continuous
enrollment requirement and more states expanded
Medicaid’

e increased marketplace coverage resulting from the
American Rescue Plan Act’'s enhanced premium
tax credits as well as federal and state outreach and
enrollment efforts.®

We examined how these policies may have affected racial and
ethnic groups differently during the 2019-21 period. We also
looked for differences between adult residents of states that
had expanded eligibility for their Medicaid program under
the ACA as of January 1, 2021 (36 states plus the District of
Columbia), and residents of the 14 states that had not.

We found that the percentage of adults in both expansion
and nonexpansion states who reported having Medicaid or
individual market coverage increased between 2019 and 2021,
with Black and Hispanic adults seeing the largest coverage
gains. Medicaid enrollment for each of the three groups
increased the most in expansion states, while individual-
market increases were larger in nonexpansion states. These
coverage gains helped mitigate the loss of employer health
benefits and lower uninsured rates overall in both expansion
and nonexpansion states (Tables 1 and 3).
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Uninsured rates were lower and racial and ethnic disparities were smaller in

states that expanded Medicaid.

Percentage of U.S. adults ages 19-64 who are uninsured, 2021, by race/ethnicity and Medicaid expansion status

mExpansion  ENonexpansion

All Black Hispanic White

Notes: Expansion states are those that expanded Medicaid by January 1, 2021. As of that date, there were 14 states that had not yet
expanded Medicaid. Oklahoma and Missouri implemented in mid-to-late 2021 and are considered nonexpansion states for this analysis.

Data: American Community Survey Public Use Microdata Sample (ACS PUMS), 2021.
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Recent policies during the pandemic have
improved coverage in states that have and
have not expanded Medicaid. However,
uninsured rates for Black, Hispanic, and
white adults continue to be much lower in
expansion states — nearly half those for
nonexpansion states.

Residents of Medicaid expansion states
also have made greater coverage gains
since 2013, even though these states
already had higher coverage rates than
nonexpansion states prior to the ACA’s
insurance reforms in 2014 (Table 1).

These lower uninsured rates are associated
with greater Medicaid coverage. Within
each of the three racial/ethnic groups, the
percentage of adults enrolled in Medicaid
isaround two to three times higherin
expansion states (Table 3).

Coverage disparities were also much lower
in Medicaid expansion states, and they
decreased more over the 2013-21 period.
For example, the difference between Black
and white adult uninsured rates was 3.3
percentage points in Medicaid expansion
states but 5.7 points in nonexpansion
states. The difference between Hispanic
and white adults was 13.1 points in
expansion states but 21.4 pointsin
nonexpansion states (Table 6).
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After Virginia expanded Medicaid in 2019, uninsured rates for lower-income
Black and white adults fell more than they did in nonexpansion North Carolina.

Percentage of U.S. adults ages 19—64 who are uninsured, Virginia and North Carolina, 0—199% FPL, by race/ethnicity

40 N.C. Black
N.C. White
Va. Black
eeeee Va. White

371

30

20

10

2013 2014 2015 2016 2017 2018 2019 2020* 2021

*The 2020 ACS PUMS was created using alternative “experimental” sample weights to account for disruptions to data collection resulting
from the COVID-19 pandemic. Because the Census Bureau advises against comparing 2020 data to previous years, the 2020 data point
has been omitted from this chart.

Data: American Community Survey Public Use Microdata Sample (ACS PUMS), 2013-2021.
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We also examined the effects of
expanding Medicaid eligibility by looking
attwo neighboring states, Virginia and
North Carolina. Neither state expanded
Medicaid in 2014, when the ACA coverage
expansions went into effect. But Virginia
opted to expand its program in 2019,
while North Carolina had not done so

as of January 2021. However, the North
Carolina legislature recently reached

an agreement to expand, with a vote
expected this summer."

The uninsured rate for Black and white
adults with incomes below 200 percent of
the federal poverty level (in 2023, $29,160
for anindividual and $60,000 for a family
of four) declined in both states after 2013
but remained flat beginning in 2016.

After Virginia expanded Medicaid in
2019, uninsured rates for both Black and
white lower-income adults dropped
another 10 to 11 percentage points.

By contrast, rates in North Carolina
dipped modestly between 2019 and 2021
reflecting pandemic-related Medicaid and
marketplace policy changes.

Because Black Virginians have lower
incomes than white residents on average,'!
Medicaid expansion has helped narrow
the state’s overall Black-white coverage
disparity from 6.1 percentage points in
2018 to 2.9 pointsin 2021 (Table 4).
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More than two of five low-income Black adults in the U.S. live in the 12 states
that have not expanded Medicaid.

Percentage of low-income U.S. adults (<138% FPL) ages 19-64 who live in Medicaid nonexpansion states, by race/ethnicity While Medicaid expansion has helped

produce greater coverage gains and
All

smaller disparities, the impact of the
policy has been unevenly distributed
Notes: Calculation based on whether states have expanded Medicaid; currently, 12 states have not yet expanded. FPL = federal poverty
level.

because many states, including some of
the most populated in the country, have
Data: American Community Survey Public Use Microdata Sample (ACS PUMS), 2021.

yet to expand their programs.

Particularly concerning is the fact thata

37 disproportionate share of low-income
Black adults — 44 percent— live in the
12 states that had not yet expanded
during the study period.”? This includes
four states that have among the highest
number of Black residents: Texas, Florida,
Georgia, and North Carolina. Thirty
percent of low-income white adults live in
those 12 states.

Black Hispanic White
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Costrelated problems accessing health care declined for working-age adults
across racial and ethnic groups since 2013, and disparities between white

adults and Black and Hispanic adults narrowed.

Percentage of U.S. adults ages 18—-64 who avoided care because of cost in the past 12 months, by race/ethnicity

40
——All =—Black

Hispanic ===White

30

23.2

15.1 \

20

10

/\ 14.2
\ 11.8

9.5

2013 2014 2015 2016 2017 2018 2019 2020 2021

Data: Behavioral Risk Factor Surveillance System (BRFSS), 2013-2021.
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By expanding coverage options and lowering the risk for
incurring high out-of-pocket costs, the ACA reduced the
financial barriers that previously had prevented many
Americans from getting needed health care at the right
time."

Black and Hispanic adults have experienced a greater
reduction in cost-related access problems than white
adults since 2013 (Table 5). Still, since Black and
Hispanic adults had much higher rates of cost-related
access problems than white adults did in 2013, those
improvements have not fully eliminated disparities in
access.

The percentage of Hispanic adults who said they avoided
care because of cost dropped by 9.5 percentage points
from 2013 to 2021. Cost-related access barriers for Black
adults fell by 9.0 points and for white adults by 5.6 points.

While the initial reduction in cost-related access problems
occurred between 2013 and 2016, adults

within these three groups reported significantly fewer
problems after 2019 — perhaps driven by pandemic-
related restrictions that deterred people from seeking
care altogether."

The reduction in cost barriers has helped narrow
disparities in access to care. The Black-white disparity
in cost-related access problems dropped from 8.1 to 4.7
percentage points, while the Hispanic-white disparity
declined from 12.7 to 8.9 points (Table 6).
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Adults living in Medicaid expansion states had lower cost-related access
barriers and narrower racial/ethnic disparities in access to care.

Percentage of U.S. adults ages 18—-64 who avoided care because of cost in the past 12 months, 2021,
by race/ethnicity and Medicaid expansion status

®m Expansion  mNonexpansion

Black Hispanic White

Notes: Expansion states are those that expanded Medicaid by January 1, 2021. As of that date, there were 14 states that had not yet
expanded Medicaid. Oklahoma and Missouri implemented in mid-to-late 2021 and are considered nonexpansion states for this analysis.

Data: Behavioral Risk Factor Surveillance System (BRFSS), 2021.
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Within each of the three racial/ethnic
groups, proportionately fewer adults

in Medicaid expansion states reported
costrelated barriers to getting care, and
differences between groups were smaller.

Black and Hispanic adults in Medicaid
expansion states have seen cost barriers
reduced more since 2013 compared to
their counterparts in nonexpansion
states, even though they were starting
from a baseline of lower access problems
(Tables 5 and 6).
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Adults living in Medicaid expansion states report having a usual care provider
at higher rates along with smaller differences between racial and ethnic groups.

Percentage of U.S. adults ages 18-64 who reported a usual source of care, 2021, by race/ethnicity and Medicaid expansion status

®m Expansion  mNonexpansion

All Black Hispanic White

Notes: Expansion states are those that expanded Medicaid by January 1, 2021. As of that date, there were 14 states that had not yet
expanded Medicaid. Oklahoma and Missouri implemented in mid-to-late 2021 and are considered nonexpansion states for this analysis.

Data: Behavioral Risk Factor Surveillance System (BRFSS), 2021.
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Having a usual source of care, like a
regular primary care doctor, is also
considered a strong indicator of health
care access. Being insured makes this
more likely."

The gap between Black and white adults
who reported having a usual health care
provider was fewer than 2 percentage
points in 2021 (82.0% vs. 83.7%)."° In
contrast, just 65.7 percent of Hispanic
adults, who are uninsured at higher rates,
reported having a usual care provider
(Table 5).

Across each of these three groups,
larger shares of adults living in
Medicaid expansion states compared to
nonexpansion states reported having a
usual source of care (Table 5).
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POLICY IMPLICATIONS

The Affordable Care Act has been a powerful force for racial equity in
health and health care over the past decade. The expansion in access to
affordable coverage has served as the backbone for this progress, helping
to remove financial barriers and increase access to primary care clinics and
other providers where people can get the care they need to stay healthy.”
This access has become even more critical during the COVID-19 pandemic.

An important part of these improvements is the law’s Medicaid eligibility
expansion. As we've shown here, Medicaid expansion continues to be
associated with greater coverage gains, better access, and narrower racial/
ethnic disparities across states. A growing body of research also points to
a wide array of improved clinical outcomes, including mortality.'®

Seven new states have expanded their Medicaid programs since 2019
(Idaho, Maine, Missouri, Nebraska, Oklahoma, Utah, and Virginia). South
Dakota recently passed a ballot initiative to expand Medicaid, while
several other states, including North Carolina, Wyoming, and Kansas, are
considering legislative action or a ballot initiative."

Medicaid, along with marketplace coverage, has helped maintain and
improve coverage levels during the pandemic, in large part because of
the continuous enrollment requirement of the Families First Coronavirus
Response Act, which has increased enrollment by more than 21 million
people.” In line with federal data, our analysis points to the critical

role of Medicaid in recent coverage gains across both expansion and
nonexpansion states, especially for Black and Hispanic adults.*!

Along with enhanced premium subsidies in the ACA marketplaces (now
extended through 2025) and increased federal funding for marketplace
outreach and enrollment activities that lifted enrollment to a record 16
million this year, these policies have helped lower-income Americans,
particularly people of color, get affordable health insurance and remain
enrolled.”
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Despite this progress, key health outcomes such as life expectancy and
maternal mortality have worsened during the pandemic, particularly
for people of color.?® Achieving full equity in insurance coverage is
critical to reversing those trends, particularly since certain COVID-19
treatment and testing benefits are scheduled to sunset when the public
health emergency ends in May.* Protecting progress made and avoiding
further coverage gaps will require action on the part of state and federal
legislators, including:

¢ Filling the Medicaid coverage gap. Despite increased financial
incentives during the pandemic, 11 states have yet to expand
Medicaid, including some of the most populous and racially/
ethnically diverse states. Congress could create a federal fallback
option for Medicaid-eligible people in these states.” The Urban
Institute estimates that this reform would cover nearly half a million
additional Black residents and shrink the Black-white coverage
disparity among nonelderly people to a single percentage point.?

¢ Minimizing coverage loss during Medicaid eligibility
redeterminations. Black and Hispanic people are disproportionately
enrolled in Medicaid and thus are especially at risk of losing coverage
as states begin to redetermine eligibility on April 1, 2023.” The Biden
administration has emphasized the need for states to do this slowly,
allowing them 14 months to complete the process and requiring them
to use up-to-date information to ensure against disenrolling people
who remain eligible. While the federal omnibus bill phases down the
federal matching funds and gives the federal government leverage
to stop disenrollment in states that don’t follow federal guidelines,
the phase-down is rapid, ending in nine months.?® This gives states
an incentive to move quickly.?* As many as 15 million people are
projected to be disenrolled, nearly half of whom will likely lose
coverage because of administrative churn.*
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¢ Allowinglonger continuous eligibility within Medicaid. Disruption
in Medicaid coverage because of eligibility changes, administrative
errors, and other factors can leave people uninsured and unable to
get care. Congress could apply the lessons of the pandemic and give
states the option to maintain continuous enrollment eligibility for 12
months without the need to apply for a waiver, just as they have for
children in Medicaid and the Children’s Health Insurance Program.*

¢ Permanently extending enhanced marketplace premium subsidies
beyond 2025. The primary reason people give for not enrolling
in marketplace plans is the cost of the premium.*> A permanent
extension of the enhanced marketplace subsidies is needed to keep
people enrolled in plans and encourage new enrollment in the future.

e (Creating an autoenrollment mechanism. Research shows that
many uninsured people are eligible for Medicaid or subsidized
marketplace coverage. Congress could allow people to autoenroll in
comprehensive health coverage. The Urban Institute has shown thata
comprehensive autoenrollment option has the potential to move the
nation to near-universal coverage, and less-comprehensive reforms
could still cover millions more.
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HOW WE CONDUCTED THIS STUDY

Indicators and Data Sources

e Percentage of uninsured adults and insurance coverage type
distribution for ages 19-64: U.S. Census Bureau, American
Community Survey Public Use Microdata Sample (ACS PUMS),
2013-2021.

e Percentage of adults ages 18—-64 who went without care because
of cost during the past year and percentage of adults ages 18—64
who had a usual source of care: Centers for Disease Control and
Prevention, Behavioral Risk Factor Surveillance System (BRESS),
2013-2021.

The ACS PUMS and BRESS are large federal surveys used to track
demographic and health characteristics of the U.S. population.

The ACS samples approximately 3.5 million individuals each year,
with annual response rates typically above 90 percent. The Census
Bureau makes a portion of the ACS response records available to
researchers in the Public Use Microdata Sample. Of note, the 2020
ACS PUMS was created using alternative “experimental” sample
weights to account for disruptions to data collection resulting from
the COVID-19 pandemic; because the Census Bureau advises against
comparing 2020 data to previous years, the 2020 data point has been
omitted from trend charts in this report.

The Centers for Disease Control and Prevention conducts the BRFSS
each year in partnership with implementing agencies in each state.
The 2021 BRFSS had a response rate just below 50 percent, with
approximately 439,000 completed responses; similar response rates
were seen in previous years. Florida did not meet inclusion criteria
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for the 2021 BRFSS dataset. In the 2021 survey, BRFSS introduced a
notable change to its annual question about whether people have

a provider that they consider to be their usual source of care by
specifying that it could be either one person “or a group of doctors.”
The change appears to have had a significant impact on survey
responses, with respondents much more likely to give an affirmative
answer. Because of this impact, we did not include 2013-2020 trend
data for the metric within this report.

Analytical Approach

We stratified survey respondents by their self-reported race and
ethnicity: Black (non-Hispanic); Hispanic (any race); and white
(non-Hispanic). We calculated national and state annual averages
from 2013 to 2021 for each of the indicators listed above, stratified
by race/ethnicity. We also calculated the average annual rate for
Black, Hispanic, and white adults from 2013 to 2021 across two
categories of states: the Medicaid expansion group, which included
the 36 states that, along with the District of Columbia, had expanded
their Medicaid programs under the ACA as of January 1, 2021; and
the nonexpansion group, which comprised the 14 states that had
not expanded Medicaid as of that time (Oklahoma and Missouri
implemented in mid-to-late 2021 and are considered nonexpansion
for this analysis). Reported values for expansion/nonexpansion
categories are averages among survey respondents, not averages of
state rates.

Subpopulation rates based on small samples were suppressed.
Estimates derived from ACS PUMS and BRFSS were suppressed if
the measures’ relative standard error (standard error divided by the
estimate) were less than 30 percent.
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TABLE1
Uninsured Rates by Demographics, 2013-2021 (adults ages 19-64)

United States Expansion states Nonexpansion states
Net Net Net
change change change
2013 2016 2019 2021 (% points) 2013 2016 2019 2021 (% points) 2013 2016 2019 2021 (% points)
TOTAL 20.4 121 129 121 -8.3 18.3 9.4 9.9 9.1 -9.2 24.8 174 18.8 18.0 -6.8
Race/Ethnicity
Black 24.4 137 142 135 -10.9 21.5 10.2 103 9.4 -121 27.8 179 189 18.2 -9.6
Hispanic 40.2 255 257 245 -15.7 36.5 206 203 19.2 -17.3 472 348 355 339 -13.4
White 14.5 8.2 9.0 8.2 -6.3 131 6.4 7.0 6.2 -7.0 17.5 1.9 133 125 -4.9
Income
0-199% FPL 379 231 239 225 -15.4 34.7 17.8 178 16.3 -18.4 436 324 342 328 -10.8
200%-399% FPL 200 129 150 14.2 -5.8 18.8 1.0 126 1.6 -7.2 224 164 193 18.7 -3.7
400%+ FPL 6.7 41 5.2 5.0 -1.7 6.2 3.4 4.3 4.0 -2.2 8.0 5.7 7.2 7.2 -0.8
Race/Ethnicity, by income
0-199% FPL
Black 344 203 206 194 -15.0 306 144 136 123 -18.3 386 26.8 28.0 270 -11.6
Hispanic 540 367 378 36.0 -18.0 49.0 290 290 275 -21.6 63.0 501 51.8 49.8 -13.3
White 31.2 175 186 16.9 -14.3 28.8 13.3 187 12.0 -16.8 359 255 276 26.1 -9.8
NOTES
200%-399% FPL Expansion states are those
that expanded Medicaid by
Black 20.5 1.9 139 13.2 -7.3 19.3 10.2 1.0 10.3 -9.0 219 138 16.8 16.2 -5.7 January 1, 2021. As of that
date, there were 14 states
Hispanic 355 232 253 246 -11.0 328 195 212 205 -12.3 40.8 300 325 316 -9.2 that had not yet expanded
Medicaid. Oklahoma and
White 15.3 9.6 1.4 105 -4.8 14.5 8.2 9.6 8.5 -6.0 170 124 149 14.2 -2.8 Missouri implemented in
mid-to-late 2021 and are
400%+ FPL considered nonexpansion for
this analysis. FPL = federal
Black 102 56 6.8 68 -3.4 97 47 59 57 -4.0 111 71 81 84 27 poverty level.
Hispanic 15.0 9.5 1.3 1.2 -3.8 13.9 8.2 9.4 9.3 -4.6 173 122 154 15.2 -2.1 DATA
American Community Survey
White 5.2 3.1 4.0 3.7 -1.5 4.8 2.6 3.3 3.0 -1.9 6.2 4.4 5.7 5.4 -0.8 Public Use Microdata Sample

(ACS PUMS), 2013-2021.
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TABLE 2
Uninsured Rates by State and Race/Ethnicity, 2013-2021 (adults ages 19-64)
All Black Hispanic White
83 23 3 5y 23 3 g3 23 % ¢y 29 €
2 8 2 § g¢ 5E82 B 2 B § go 5EN2 B 2 B8 § sc 5EN2 B B 8 § sg 5ERé
N N N o 2 EsNE N o N 2 ESNE N N o 2 ESANE N o o 2 EsaNE
United States 20 12 13 12 -8 23544 24 14 14 13 -1 3138 40 26 26 24 -16 9049 14 8 9 8 -6 9218
Alabama 20 14 15 15 -5 440 24 7 7 16 -8 121 59 43 39 45 14 57 17 N 13 13 -4 240
* Alaska 24 18 15 14 -0 60 29 - — - - - 24 w7 29 W 1 5 18 13 10 N -7 27
* Arizona 24 14 15 15 -9 604 23 1 13 13  -10 25 38 23 25 24 -4 325 16 8 10 9 7 186
* Arkansas 24 12 13 13 N 228 28 10 12 13 -5 32 51 34 33 37 -4 52 21 10 M 10 - 121
* California 24 10 M 10 -4 2334 21 8 8 8 -3 101 38 18 18 17 -21 1583 14 5 6 5 -9 392
* Colorado 19 10 10 N -8 386 20 8 10 11 -9 14 35 23 20 23 -12 73 14 7 8 17 7 164
* Connecticut 13 7 8 7 -6 58 18 8 8 9 -9 21 29 18 19 18 -1 68 9 4 5 4 -6 51
* Delaware 14 8 10 8 -6 49 14 8 N 8 -6 10 32 24 25 24 -7 4 12 6 7 6 -6 20
* District of Columbia 8 5 4 4 -4 9 1 5 7 6 -5 0 15 14 7 8 4 4 2 2 2 2 3
Florida 29 18 19 18 N 2218 33 19 21 19 -4 363 43 27 26 23 -20 849 22 14 15 14 7 856
Georgia 26 18 19 18 -8 1156 28 18 19 18 -0 364 60 47 46 42 -18 250 19 14 15 14 -5 449
* Hawaii 10 5 6 5 -5 s - - - - - - 8 8 7 9 1 7 12 4 7 5 7 8
* Idaho 23 15 16 12 N 12 - - - = - — 44 35 28 27 -7 39 20 12 14 9 - 76
* llinois 18 9 10 10 -8 752 26 10 12 11 -15 109 39 24 22 23 -6 34 12 6 7 6 -5 271
* Indiana 9 1 12 10 -9 396 27 13 14 12 -5 42 4 29 24 22 -9 63 177 9 10 9 -8 263
* lowa 12 6 77 -5 27 21 9 12 14 -6 9 3 21 19 23 -8 26 N 5 6 5 -6 80
Kansas 18 12 138 14 -4 226 24 24 19 20 -4 18 42 30 32 30 -12 62 14 8 10 10 -4 124
* Kentucky 21 7 9 8 -3 204 26 7 N 9 -6 7 53 30 28 31 -21 30 19 6 8 7 -3 144
* Louisiana 25 15 13 1N -4 200 31 1 138 11 20 91 53 44 39 34 -18 47 19 12 10 9 -0 130
* Maine % 1 N 8 -8 64 - - - - - - 34 22 - 9 24 2 % N N 8 -8 57
* Maryland 14 8 8 8 -6 207 15 8 7 7 7 80 41 31 30 29 -13 M5 9 5 4 4 -4 71
* Massachusetts 5 4 4 3 2 146 10 6 7 6 -4 % 12 7 8 7 -5 37 4 3 3 2 2 66
* Michigan 16 8 8 7 9 431 ‘24 9 9 10 -5 74 30 18 18 16 -4 52 4 6 7 6 -8 269
* Minnesota 1 6 7 6 -5 195 21 10 14 6 -5 14 39 25 21 19 -20 36 8 4 5 5 -4 19
Mississippi 25 18 19 18 7 205 30 21 22 20 -0 120 50 41 43 43 7 22 20 1B 1 15 -6 135
Missouri 18 13 14 13 -5 474 27 16 17 18 -9 69 40 33 20 29 N 45 16 1N 13 12 -4 319
* Montana 23 12 12 1 -3 67 - - - - - - 31 21 1 19 -12 5 20 1 10 9 - 49
* Nebraska B 12 110 -6 106 30 23 23 1 -19 6 38 32 30 28 -10 3 N 9 8 6 -5 55
* Nevada 27 15 16 15 -2 284 31 12 N 13 -8 21 4 29 27 26 -5 45 20 9 19 - 75
* New Hampshire 16 9 9 7 -9 56 - - - - - - 24 M 22 14 -0 5 15 9 8 6 -9 45
* New Jersey 9 1 1 10 -9 563 22 12 12 10  -12 70 41 28 26 25 -16 303 N 5 6 5 -6 130
* New Mexico 28 13 14 14 -4 B9 31 10 14 - - - 3 15 16 17 -7 104 15 7 9 7 -8 27
* New York 15 9 8 7 -8 874 17 9 8 8 -9 128 29 17 15 14 15 328 10 5 4 5 -5 284
North Carolina 23 15 17 15 -8 923 27 1B 17 15 -2 190 59 44 45 41 -8 245 17 M 12 N -5 417
* North Dakota 14 9 9 10 -4 43 - - - - - - - 33 18 20 - 4 1 6 6 8 -3 29
* Ohio 16 8 9 9 7 603 22 10 12 12 -0 95 34 22 22 19 15 52 14 7 8 8 -6 408
Oklahoma 25 20 22 20 -4 457 27 22 22 19 -8 30 51 42 41 38 -13 95 19 14 1 1B -3 228
* Oregon 21 9 10 9 -13 221 20 8 10 7 -13 3 43 21 24 20 -22 71 18 7 8 7 -2 124 NOTES
* Pennsylvania 14 8 8 7 -6 556 22 10 9 9 -3 65 28 20 18 18 -1 M 1 6 6 6 -5 333 * State had expanded its
* Rhode Island 17 6 6 6 -10 41 22 7 7 12 -10 3 43 16 14 13 -30 15 12 4 4 4 -7 19 Medicaid program under the
South Carolina 23 15 16 15 -8 a4 27 6 1 15 15 56 47 43 40 -6 74 18 12 138 12 -6 222 Affordable Care Act as of
South Dakota 7 12 14 13 -5 63 — 24 — 40 - 3 49 28 27 23 -27 4 13 8 10 9 -4 35 January 1, 2021,
Tennessee 20 14 15 15 -5 605 23 15 16 16 -6 104 60 49 51 43 A7 00 17 N 12 12 -5 364
Texas 30 23 24 24 5 4228 27 19 20 21 -6 438 47 37 38 38 -9 264 1 13 15 14 3 963 = e
* Utah 18 12 12 1 -6 218 20 - 27 18 2 4 42 31 29 31 -1 8% 14 8 9 8 -6 112 sufficient sample size to
* Vermont o 5 7 5 5 v o - - - - - - - - = - 0 5 6 5 -5 17 SSIMELS TS .
* Virginia 7 12 n9 -8 472 22 13 12 9 A3 83 44 34 33 28 -15 45 12 9 8 6 -6 185
* Washington 20 9 9 9 N 426 23 9 12 N -2 20 47 26 28 26 -21 54 16 6 6 6 -9 190 DATA
* West Virginia 20 8 10 9 N 94 21 13 13 8 -3 2 54 22 — 22 -32 4 20 7 10 9 - 83 American Community Survey
Wisconsin 13 7 8 7 -6 249 22 12 12 1 -1 21 35 23 30 23 -12 57 10 5 6 5 -5 146 Public Use Microdata Sample
Wyoming 18 15 7 16 =2 51 - - - - - - 28 21 29 22 -6 7 16 14 14 14 -3 37 (ACS PUMS), 2013-2021.
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TABLE 3

Coverage Source Percent Distribution, by Race/Ethnicity, 2013-2021 (adults ages 19-64)

TOTAL (ALL)
Employer-based
Individual purchase
Medicaid
Medicare
Other
Uninsured

TOTAL (Black)
Employer-based
Individual purchase
Medicaid
Medicare
Other
Uninsured

TOTAL (Hispanic)
Employer-based
Individual purchase
Medicaid
Medicare
Other
Uninsured

TOTAL (White)
Employer-based
Individual purchase
Medicaid
Medicare
Other

Uninsured

commonwealthfund.org

2013
100.0
59.7
6.8
8.3
31
1.7
20.4
100.0
49.8
3.4
15.3
4.8
23
24.4
100.0
41.5
3.6
1.6
21
1.1
40.2
100.0
66.5
8.0
6.0
3.2
1.8
14.5

United States

2019
100.0
62.9
8.0
1.6
3.2
1.5
12.9
100.0
55.2
5.3
18.3
4.8
21
14.2
100.0
491
6.4
15.6
2.2
1.0
25.7
100.0
68.8
8.6
8.8
3.3
1.6
9.0

2021
100.0
62.3
8.4
12.8
3.0
1.5
121
100.0
54.2
6.3
19.6
4.6
1.9
13.5
100.0
47.9
7.4
171
2.1
1.0
24.5
100.0
68.6
8.9
9.8
3.1
1.5
8.2

2013
100.0
61.4
6.8
9.2
2.9
14
18.3
100.0
50.5
33
18.2
46
2.0
215
100.0
431
3.4
14.0
21
0.9
36.5
100.0
68.0
7.9
6.4
31
1.5
131

Expansion states

2019
100.0
64.4
75
14.0
3.0
1.3
9.9
100.0
55.2
46
237
47
17
10.3
100.0
50.7
5.3
20.8
21
0.8
20.3
100.0
70.0
8.2
10.4
3.2
1.3
70

2021
100.0
63.7
7.8
15.4
2.8
1.2
9.1
100.0
53.9
5.3
25.5
4.4
1.4
9.4
100.0
49.6
5.9
22.3
2.1
0.8
19.2
100.0
69.7
8.4
1.6
2.9
1.2
6.2

Nonexpansion states
2013 2019 2021
100.0 100.0 100.0
56.1 60.1 59.5
6.7 8.9 9.7
6.5 6.8 7.5
3.5 3.5 3.2
2.3 2.0 2.0
24.8 18.8 18.0
100.0 100.0 100.0
48.9 55.3 54.5
3.7 6.2 7.5
11.8 12.0 12.7
5.1 5.0 4.7
2.7 2.5 2.4
27.8 18.9 18.2
100.0 100.0 100.0
384 46.1 44.9
3.8 8.5 101
6.9 6.4 7.8
21 2.2 2.0
1.5 1.3 1.4
47.2 35.5 33.9
100.0 100.0 100.0
63.3 66.2 66.2
8.2 9.4 9.8
5.0 5.4 6.0
3.6 3.6 383
2.4 21 21
17.5 13.3 12.5

NOTES

Expansion states are those
that expanded Medicaid by
January 1, 2021. As of that
date, there were 14 states
that had not yet expanded
Medicaid. Oklahoma and
Missouri implemented in
mid-to-late 2021; they are
considered nonexpansion for
this analysis.

DATA

American Community Survey
Public Use Microdata Sample
(ACS PUMS), 2013-2021.
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TABLE 4
North Carolina and Virginia Uninsured Rates by Demographics, 2013-2021 (adults ages 19-64)

North Carolina Virginia
Net Net
change change
2013 2018 2019 2021 (Yo points) 2013 2018 2019 2021 (% points)
TOTAL 227 15.7 16.5 15.0 77 17.3 12.2 11.1 9.4 7.9
Race/Ethnicity
Black 27.0 16.0 17.4 15.3 1.7 22.2 14.8 12.1 a1 -13.1
Hispanic 59.4 43.9 454 41.5 -17.9 437 32.3 33.2 28.2 -15.5
White 16.5 1.8 12.3 11.1 -5.4 12.3 8.7 77 6.2 -6.0
Income
0-199% FPL 42.0 29.9 31.0 27.9 -14.1 38.3 27.8 23.4 18.7 -19.6
200%-399% FPL 18.9 15.5 17.0 16.5 -25 18.4 14.3 14.6 12.9 -5.5
400%+ FPL 6.0 5.0 5.8 5.5 -0.4 5.7 4.3 4.4 41 1.6
Race/Ethnicity, by income
0-199% FPL
Black 38.4 231 251 22.9 -15.6 371 24.8 18.6 1311 -24.0
Hispanic 73.2 60.3 60.4 55.9 -17.2 67.0 54.1 52.7 475 -19.5
White 357 25.3 26.6 22.5 -13.2 31.6 23.2 18.0 13.6 -17.9
200%-399% FPL
Black 20.4 14.0 16.4 14.4 -6.0 18.0 13.7 13.3 10.2 7.9
Hispanic 472 34.3 391 37.6 -9.6 42.6 33.8 37.6 31.2 1.4
White 14.9 13.4 13.8 13.4 1.5 14.2 10.7 10.9 9.4 -4.8
400%-+ FPL NOTE
Black 10.0 8.0 76 6.4 36 8.8 6.9 5.8 5.5 3.4 FPL = federal poverty level.
Hispanic 16.3 13.5 23.0 18.4 21 16.3 1.5 137 12.8 -3.5 Erﬁgﬁcan Communty Suney
White 4.8 41 4.6 4.6 -0.2 4.0 3.3 3.2 27 1.3 Public Use Microdata Sample

(ACS PUMS), 2013-2021.
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TABLE 5
Rates for Additional Access Indicators by Race/Ethnicity, 2013-2021 (adults ages 18-64)
United States

Expansion states Nonexpansion states

Net Net Net
change change change
2013 2016 2019 2021 (%points) 2013 2016 2019 2021 (% points) 2013 2016 2019 2021 (% points)

Care avoided because of cost in previous 12 months

TOTAL

Race/Ethnicity

Black

Hispanic

White

Usual source of care

TOTAL

Race/Ethnicity

Black

Hispanic

White

commonwealthfund.org

1.8

14.2

18.3

9.5

79.5

82.0

65.7

83.7

N/A

N/A

N/A

N/A

13.4

15.2

19.9

1.3

13.9 103
142 1.2
206 164
120 83
81.0
83.5
69.3
84.6

-5.7

N/A

N/A

N/A

N/A

18.6

21.2

25.7

15.5

19.6

20.8

26.6

16.7

15.6

18.4

23.0

12.4

76.0

80.0

56.8

81.5

N/A

N/A

N/A

N/A

NOTES

Expansion states are those
that expanded Medicaid by
January 1, 2021. As of that
date, there were 14 states
that had not yet expanded
Medicaid. Oklahoma and
Missouri implemented in
mid-to-late 2021 and are
considered nonexpansion
for this analysis. In 2021,
BRFSS changed the
wording to its question on
whether a respondent has

a usual source of care. This
change appears to have
had a significant impact on
respondent answers and
increased the percentage of
people who answered “Yes.”
Because of this change, we
did not include 2013-2020
trend data for the metric
within this report. Florida did
not meet inclusion criteria for
the 2021 BRFSS dataset.

DATA

Behavioral Risk Factor
Surveillance System (BRFSS),
2013-2021.
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TABLE 6
Disparity Trends in Insurance Coverage and Access, 2013-2021

Black-white disparity Hispanic-white disparity
(percentage points) (percentage points)
Net change Net change
2013 2021 (% points) 2013 2021 (% points)
Uninsured rates (adults ages 19-64)*

U.S. average 9.9 5.3 -4.6 25.7 16.3 -9.5
NOTES

Expansion states 8.4 3.3 -5.2 23.4 131 -10.3 Expansion states are those
that expanded Medicaid by
January 1, 2021. As of that
date, th 14 stat

Nonexpansion states 10.3 5.7 47 208 214 8.4 o, Tnore Wers  se'es

that had not yet expanded
Medicaid. Oklahoma and
Missouri implemented in
Care avoided because of cost (adults ages 18-64)** mid-to-late 2021 and are
considered nonexpansion
for this analysis. In 2021,
BRFSS changed the
U.S. average 8.1 4.7 -3.4 12.7 8.9 -3.9 wording to its question on
whether a respondent has
ausual source of care. This
. change appears to have
Expansion states 6.8 2.9 -4.0 12.3 8.1 -4.2 had a significant impact on
respondent answers and
increased the percentage of
Nonexpansion states 8.5 6.0 2.5 13.3 107 2.6 people who answered "Yes.
Because of this change, we
did not include 2013-2020
trend data for the metric
Usual source of care (adults ages 18-64)** within this report. Florida did
not meet inclusion criteria for
the 2021 BRFSS dataset.

U.S. average 1.7 N/A 18.0 N/A
DATA

* American Community
Survey Public Use Microdata

Expansion states 1.1 N/A 15.3 N/A Sample (ACS PUMS),
2013-2021.

N/A ** Behavioral Risk Factor
Surveillance System (BRFSS),
2013-2021.

Nonexpansion states 1.5 N/A 24.6
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