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The insurance coverage expansion ushered in by the Affordable Care Act (ACA) has 
significantly increased Americans’ ability to get the health care they need since the law’s 
main provisions went into effect in 2014. Research also indicates that the ACA narrowed 
racial and ethnic disparities in insurance coverage1 — a key objective of the law, and one 
that enjoys substantial public support.2

In this brief, we examine how much the ACA also has reduced disparities in access to 
health care among black, Hispanic, and white adults. Using data from the federal American 
Community Survey (ACS) and the Behavioral Risk Factor Surveillance System (BRFSS) for 
the years 2013 to 2018, we review:

•	 differences in the share of black, Hispanic, and white adults who are uninsured  
(ages 19 to 64)

•	 differences in the share who went without care because of cost in the past 12 months 
(ages 18 to 64)

•	 differences in the share with a usual source of care (ages 18 to 64).

We examine the degree to which racial and ethnic differences have narrowed since the 
ACA went into effect, what differences exist between states that have expanded Medicaid 
and those that have not, and which policy options might further reduce disparities.

We hope these findings will help guide policymakers as they consider options for moving 
the nation closer to a more equitable, higher-performing health care system.

KEY HIGHLIGHTS

	� The ACA’s coverage expansions have led to historic reductions in racial disparities in 
access to health care since 2013, but progress has stalled and, in some cases, eroded 
since 2016.

	� The gap between black and white adult uninsured rates dropped by 4.1 percentage 
points, while the difference between Hispanic and white 
uninsured rates fell 9.4 points.
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	� Disparities narrowed in both states that expanded Medicaid 
eligibility and in those that did not. In expansion states, all 
three groups had better overall access to care than they did in 
nonexpansion states, and there were generally smaller differences 
between whites and the two minority groups.

	� Five years after the ACA’s implementation, black adults living in 
states that expanded Medicaid report coverage rates and access 
to care measures as good as or better than what white adults in 
nonexpansion states report.

	� While black working-age adults have benefited significantly from 
Medicaid expansion, they disproportionately (46%) reside in the 15 
states that haven’t yet expanded their programs.

HOW WE CONDUCTED THIS STUDY

Indicators and Data Sources
•	 Percent of uninsured adults ages 19–64: U.S. Census Bureau, American 

Community Survey Public Use Microdata Sample (ACS PUMS), 2013–
2018.

•	 Percent of adults ages 18–64 who went without care because of cost 
during past year and Percent of adults ages 18–64 who had a usual 
source of care: Centers for Disease Control and Prevention, Behavioral 
Risk Factor Surveillance System (BRFSS), 2013–2018.

•	 Demographics, adults ages 19–64: American Community Survey Public 
Use Microdata Sample (ACS PUMS), 2018.

The ACS PUMS and BRFSS 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 over 90 percent.3 The Census Bureau makes approximately 
two-thirds of ACS response records available to researchers in the Public 
Use Microdata Sample. The Centers for Disease Control and Prevention 
conduct the BRFSS each year in partnership with implementing agencies in 
each state. The 2018 BRFSS had a response rate just under 50 percent, with 
approximately 437,500 completed responses; similar response rates were 
seen in previous years.4

Analytical Approach

We stratified survey respondents by their self-reported race or ethnicity: 

white (non-Hispanic), black (non-Hispanic), or Hispanic (any race). We 

calculated national annual averages from 2013 to 2018 for each of the 

indicators listed above, stratified by race/ethnicity. We also calculated the 

average annual rate for white, black, and Hispanic individuals from 2013 to 

2018 across two categories of states: the Medicaid expansion group included 

the 31 states that, along with the District of Columbia, had expanded their 

Medicaid programs under the ACA as of January 1, 2018; the nonexpansion 

group comprised the 19 states that had not expanded Medicaid as of that 

time (Maine and Virginia are considered nonexpansion states in this analysis 

because they both implemented their Medicaid expansions in 2019). 

Reported values for expansion/nonexpansion categories are averages across 

survey respondents, not averages of state rates.

In addition, for certain subpopulations in Louisiana and Georgia we 

calculated average annual state-specific uninsured rates from 2013 to 2018. 

Subpopulation rates based on small samples were suppressed. Estimates 

derived from ACS PUMS were suppressed if unweighted cell counts were less 

than 50; estimates derived from BRFSS were suppressed if the measures’ 

unweighted cell count was less than 50 or the relative standard error 

(standard error divided by the estimate) was under 30 percent.
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Source: Jesse C. Baumgartner et al., How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care
(Commonwealth Fund, Jan. 2020).

Exhibit 1. Adult uninsured rates have decreased for all groups since 2013, and disparities 
have narrowed significantly among whites, blacks, and Hispanics.

Data: American Community Survey Public Use Microdata Sample (ACS PUMS), 2013–2018.
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Data: American Community Survey Public Use Microdata Sample (ACS PUMS), 2013–2018.

Adult uninsured rates have decreased for all groups since 2013, and disparities have 
narrowed significantly among whites, blacks, and Hispanics.

FINDINGS
Black, Hispanic, and white adults have all made 
historic insurance coverage gains under the 
ACA (Table 2).5 According to the U.S. Census 
Bureau’s American Community Survey, the 
U.S. working-age adult uninsured rate fell from 
20.4 percent in 2013, just before the law’s main 
provisions took effect, to 12.4 percent in 2018.6 
This improvement occurred between 2013 and 
2016; since then, the rate has risen slightly.

Blacks and Hispanics had the highest uninsured 
rates prior to the law’s passage and have made 
the largest gains. The uninsured rate for black 
adults dropped from 24.4 percent in 2013 to 14.4 
percent in 2018, while the rate for Hispanic adults 
decreased from 40.2 percent to 24.9 percent.

This progress reduced the difference between 
the two groups and white adults (Table 3). The 
black–white disparity in coverage dropped 
from 9.9 percentage points in 2013 to 5.8 points 
in 2018. The gap between uninsured Hispanics 
and whites, meanwhile, declined from 25.7 
points to 16.3 points.

But the insurance gains made by blacks and 
Hispanics have stalled, and even eroded, since 
2016 — much as they have for the overall 
population. Black adults have seen their 
uninsured rate tick up by 0.7 percentage points 
since 2016, while white adults have seen a 
half-percentage-point increase. This has largely 
halted the improvement in coverage disparities. 
Hispanic adults continue to report significantly 
higher uninsured rates than either white or 
black adults.
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All groups are experiencing fewer financial barriers to accessing care, with black and 
Hispanic adults showing the largest reduction.

Source: Jesse C. Baumgartner et al., How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care
(Commonwealth Fund, Jan. 2020).

Exhibit 2. All groups are experiencing fewer financial barriers to accessing care, with black 
and Hispanic adults showing the largest reduction.

Data: Behavioral Risk Factor Surveillance System (BRFSS), 2013–2018.
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The coverage gains under the ACA made it 
easier for people to get health care.7 Adults 
with low income have benefited the most from 
the law’s insurance subsidies, out-of-pocket 
cost protections, and expansion in Medicaid 
eligibility.8

Black and Hispanic adults are almost twice 
as likely as white adults to have low income 
(less than 200% of the federal poverty level, or 
FPL) (Table 1) and, prior to 2013, they reported 
significantly higher rates of cost-related 
problems getting care. After the ACA’s major 
coverage expansions in 2014, they experienced 
the largest overall improvements in access 
(Table 4). Twenty-three percent of black adults 
reported avoiding care because of cost in 2013, 
compared to 17.6 percent in 2018. Cost-related 
access problems among Hispanic adults fell 
from 27.8 percent to 21.2 percent, while those 
reported by whites dropped from 15.1 percent 
to 12.9 percent.

As a result, differences narrowed between 
white adults and black and Hispanic adults 
in cost-related access problems. The black–
white disparity shrank from 8.1 percentage 
points in 2013 to 4.7 points in 2018, while the 
Hispanic–white difference fell from 12.7 points 
to 8.3 points (Table 3). Again, most of that 
improvement occurred between 2013 and 2016.

Data: Behavioral Risk Factor Surveillance System (BRFSS), 2013–2018.
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Data: Behavioral Risk Factor Surveillance System (BRFSS), 2013–2018.

Adults with a usual source of care have modestly increased for black and Hispanic 
groups since 2013.

Source: Jesse C. Baumgartner et al., How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care
(Commonwealth Fund, Jan. 2020).

Exhibit 3. Adults with a usual source of care have modestly increased for black and 
Hispanic groups since 2013.

Data: Behavioral Risk Factor Surveillance System (BRFSS), 2013–2018.
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Having a usual source of care — defined as a 
personal doctor or other health care provider 
like a health clinic where someone would 
usually go if they were sick — is generally seen 
as a strong indicator of health care access.9 
The share of black and Hispanic adults with 
a usual source of care climbed by about three 
percentage points between 2013 and 2018 
(Table 4). This modestly reduced disparities 
with white adults, who continue to be the most 
likely to have a usual source of care among the 
three groups (Table 3).

The black–white disparity for reporting a usual 
source of care decreased from 6.5 percentage 
points in 2013 to 2.8 points in 2018, and the 
difference between Hispanics and whites 
dropped from 22.4 points to 18.7 points. The 
improvement on this measure stalled for blacks 
and Hispanics after 2015.
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Black adults living in expansion states are now less likely to be uninsured than white 
adults in nonexpansion states.

Note: Expansion states are those that expanded Medicaid by January 1, 2018. As of that date, there were 19 states that had not yet expanded Medicaid. 
Maine and Virginia implemented Medicaid expansion in 2019 and are considered nonexpansion for this analysis.

Data: American Community Survey Public Use Microdata Sample (ACS PUMS), 2013–2018.

Source: Jesse C. Baumgartner et al., How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care
(Commonwealth Fund, Jan. 2020).

Exhibit 4. Black adults living in expansion states are now less likely to be uninsured than 
white adults in nonexpansion states.

Note: Expansion states are those that expanded Medicaid by January 1, 2018. As of that date, there were 19 states that had not yet expanded Medicaid. Maine and Virginia implemented Medicaid 
expansion in 2019 and are considered nonexpansion for this analysis.

Data: American Community Survey Public Use Microdata Sample (ACS PUMS), 2013–2018.
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Although Hispanic adults in both groups of states reported lower uninsured rates and 
reduced disparities, the gains were larger in Medicaid expansion states.

Source: Jesse C. Baumgartner et al., How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care
(Commonwealth Fund, Jan. 2020).

Exhibit 5. Although Hispanic adults in both groups of states reported lower uninsured 
rates and reduced disparities, the gains were larger in Medicaid expansion states.

Note: Expansion states are those that expanded Medicaid by January 1, 2018. As of that date, there were 19 states that had not yet expanded Medicaid. Maine and Virginia implemented Medicaid 
expansion in 2019 and are considered nonexpansion for this analysis.

Data: American Community Survey Public Use Microdata Sample (ACS PUMS), 2013–2018.
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The ACA offered states the opportunity to expand 
eligibility for Medicaid, with the federal government 
picking up most of the additional cost. We examined 
all three of our health insurance and access measures 
for individuals across two categories of states — those 
that had expanded their Medicaid program under the 
ACA as of January 1, 2018, and those that had not. The 
31 states that, along with the District of Columbia, 
had expanded their programs typically started from 
a stronger baseline and had smaller initial racial and 
ethnic disparities. This was likely because of state-
specific factors, such as more generous pre-ACA 
Medicaid eligibility standards.10

Uninsured rates for blacks, Hispanics, and whites 
declined in both expansion and nonexpansion states 
between 2013 and 2018. In addition, disparities in 
coverage between whites and blacks and Hispanics 
also narrowed over that time period in both sets 
of states. But progress has stalled and even slightly 
eroded (Table 2, Table 3).

People living in Medicaid expansion states benefited 
the most in terms of coverage gains. All three groups 
reported lower uninsured rates in expansion states 
compared to nonexpansion states, and larger 
coverage improvements between 2013 and 2018.

Coverage disparities in expansion states narrowed the 
most over the period, even though the disparities were 
smaller to begin with. The black–white coverage gap in 
those states dropped from 8.4 percentage points to 3.7 
points, while the difference between Hispanic and white 
uninsured rates fell from 23.2 points to 12.7 points.

Because of this progress, blacks in expansion states 
are now more likely to be insured than whites in 
nonexpansion states.
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Note: Expansion states are those that expanded Medicaid by January 1, 2018. As of that date, there were 19 states that had not yet expanded Medicaid. 
Maine and Virginia implemented Medicaid expansion in 2019 and are considered nonexpansion for this analysis.

Data: Behavioral Risk Factor Surveillance System (BRFSS), 2013–2018.

Black–white differences in cost-related access problems have narrowed in both 
expansion and nonexpansion states.

Source: Jesse C. Baumgartner et al., How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care
(Commonwealth Fund, Jan. 2020).

Exhibit 6. Black–white differences in cost-related access problems have narrowed in both 
expansion and nonexpansion states.

Note: Expansion states are those that expanded Medicaid by January 1, 2018. As of that date, there were 19 states that had not yet expanded Medicaid. Maine and Virginia implemented Medicaid 
expansion in 2019 and are considered nonexpansion for this analysis.

Data: Behavioral Risk Factor Surveillance System (BRFSS), 2013–2018.
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Source: Jesse C. Baumgartner et al., How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care
(Commonwealth Fund, Jan. 2020).

Exhibit 7. The Hispanic–white disparity for avoiding care because of cost has dropped 
significantly in both expansion and nonexpansion states.
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Note: Expansion states are those that expanded Medicaid by January 1, 2018. As of that date, there were 19 states that had not yet expanded Medicaid. Maine and Virginia implemented Medicaid 
expansion in 2019 and are considered nonexpansion for this analysis.

Data: Behavioral Risk Factor Surveillance System (BRFSS), 2013–2018.

The Hispanic–white disparity for avoiding care because of cost has dropped 
significantly in both expansion and nonexpansion states.

Since 2013, Hispanics, blacks, and whites in 
both expansion and nonexpansion states have 
become increasingly less likely to report that 
they went without health care because of cost 
in the past 12 months (Table 4). Disparities also 
have narrowed, resulting in more equitable 
access to care (Table 3).

Black adults in Medicaid expansion states 
experienced a larger reduction in cost-related 
access problems (6.6 percentage points) than 
those in nonexpansion states (4.7 points). Blacks 
in expansion states now report cost-related 
access problems at about the same rates as 
whites in nonexpansion states (Table 4).11

The gap between Hispanic and white adults 
reporting cost-related access problems 
narrowed in both expansion states (from 
12.1 percentage points to 8.3 points) and 
nonexpansion states (from 13.8 points to 8.3 
points). The larger decline in disparities in 
nonexpansion states was mainly because of a 
smaller improvement for whites in those states.
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Note: Expansion states are those that expanded Medicaid by January 1, 2018. As of that date, there were 19 states that had not yet expanded Medicaid. 
Maine and Virginia implemented Medicaid expansion in 2019 and are considered nonexpansion for this analysis.

Data: Behavioral Risk Factor Surveillance System (BRFSS), 2013–2018.

Source: Jesse C. Baumgartner et al., How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care
(Commonwealth Fund, Jan. 2020).

Exhibit 8. Black adults in expansion states are now almost as likely as white adults in 
those same states to have a usual source of care.
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Black adults in expansion states are now almost as likely as white adults in those 
same states to have a usual source of care.

Source: Jesse C. Baumgartner et al., How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care
(Commonwealth Fund, Jan. 2020).

Exhibit 9. Hispanics in both expansion and nonexpansion states reported modestly higher
rates for a usual source of care, while white adults largely maintained their higher rates.
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Data: Behavioral Risk Factor Surveillance System (BRFSS), 2013–2018.

Hispanics in both expansion and nonexpansion states reported modestly higher rates 
for a usual source of care, while white adults largely maintained their higher rates.

Regardless of whether they lived in a Medicaid 
expansion state or not, white adults did not 
report improvement in having a usual source of 
care between 2013 and 2018. Whites began the 
period at a comparatively higher baseline than 
blacks and Hispanics.

In contrast, blacks and Hispanics reported 
modest improvement in having a usual source 
of care, in both expansion and nonexpansion 
states (Table 4).12 Black adults in expansion 
states improved the most, with 73.5 percent 
reporting a usual care provider in 2013 versus 
77.2 percent in 2018. They are now more likely 
than white adults in nonexpansion states to 
have a usual source of care, and almost as likely 
as white adults in expansion states.

The gap between blacks and whites in having 
a usual source of care decreased in Medicaid 
expansion states (to 1.9 percentage points) 
and nonexpansion states (to 2.3 points). The 
difference between Hispanics and whites in 
expansion states dropped to 17.8 points, while 
in nonexpansion states it decreased to 20.2 
points. Disparities actually decreased more in 
nonexpansion states, mainly because white 
adults in those states became slightly less 
likely to have a usual source of care during the 
2013–2018 period (Table 3).
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Expanded Medicaid eligibility has been an 
important tool for improving racial equity in 
coverage and access to care. This is because blacks 
and Hispanics are disproportionately lower 
income.13 But an estimated 46 percent of black 
working-age adults live in the 15 states that have 
not expanded Medicaid — a much larger share of 
people than the national average — along with 36 
percent of Hispanics.14 The majority of Medicaid 
nonexpansion states are in the South.

To illustrate the potential effects of further 
Medicaid expansion, we analyzed two Southern 
states with large black adult populations. 
Louisiana chose to expand Medicaid in 2016, while 
Georgia has yet to do so. As the exhibit shows, 
white and black adults with incomes under 200 
percent of the federal poverty level (which is 
$24,980 for an individual and $51,500 for a family 
of four in 2020) experienced coverage gains from 
2013 to 2015 in both states. But after Louisiana 
expanded Medicaid in July 2016, uninsured 
rates for both groups dropped an additional 12.2 
points to 16.0 points. Georgia’s uninsured rates, 
meanwhile, did not improve after 2016 (Table 5).

Because an estimated 54 percent of black 
working-age adults in Louisiana have low 
incomes (Table 1), Medicaid expansion helped 
drive the state’s overall black adult uninsured 
rate down to 11.3 percent in 2018 (Table 5). This 
was lower than the rate for black adults (19.2%) 
and white adults (14.9%) in Georgia.

Note: FPL = federal poverty level.

Data: American Community Survey Public Use Microdata Sample (ACS PUMS), 2013–2018.

Source: Jesse C. Baumgartner et al., How the Affordable Care Act Has Narrowed Racial and Ethnic Disparities in Access to Health Care
(Commonwealth Fund, Jan. 2020).

Exhibit 10. After expanding Medicaid, Louisiana’s black–white insurance coverage disparity
dropped rapidly in comparison to Georgia— driven largely by lower-income adults.

Note: FPL = federal poverty level.

Data: American Community Survey Public Use Microdata Sample (ACS PUMS), 2013–2018.
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After expanding Medicaid, Louisiana’s black–white insurance coverage disparity 
dropped rapidly in comparison to Georgia — driven largely by lower-income adults.
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CONCLUSION

The ACA’s coverage expansions have led to nationwide improvements 
in coverage and access to care. As our analysis and other recent studies 
show, the law also has led to historic reductions in racial disparities 
in coverage and access since 2014. This is true across most states, and 
especially those that have expanded Medicaid.

Still, nearly 10 years after the law’s passage, notable gaps between 
people of color and whites remain across all regions and income levels.

Progress has also stalled for all three groups since 2016, and insurance 
coverage has slightly eroded for both black and white adults. That can 
be linked in part to congressional inaction: there has been no federal 
legislation since 2010 to enhance or reinforce the ACA. At the same 
time, recent legislation and executive actions have negatively affected 
Americans’ coverage and access to care, including: the repeal of the 
individual mandate penalty for not having health insurance; substantial 
reductions in funding for outreach and enrollment assistance for people 
who may be eligible for marketplace or Medicaid coverage; and the 
loosening of restrictions on health plans that don’t comply with the 
ACA’s rules.

Hispanic adults also experience much larger disparities, in part because 
undocumented immigrants can’t qualify for marketplace coverage, 
receive subsidies, or enroll in Medicaid.15 These disparities could be 
exacerbated by the Trump administration’s new “public charge” rule.16

Nevertheless, state and federal policymakers can take actions in the 
near term to further reduce the racial differences in health care access 
that persist:

•	 Expand Medicaid without restriction in the remaining 15 states. 
Medicaid expansion is a proven tool for reducing racial disparities, 
one that our data show benefits blacks and Hispanics the most. Yet 

expanded Medicaid eligibility is not available to nearly half of black 
adults and more than a third of Hispanics, causing an inordinately 
negative impact on these communities of color. If more states don’t 
choose to expand Medicaid, further reductions in racial disparities 
may be difficult to attain.

Our findings on the positive effects of expanding Medicaid also 
offer a window into the potential impact that current congressional 
reform bills and proposals could have on disparities. That includes 
not only “Medicare for all” approaches, but also reforms that seek to 
eliminate the Medicaid expansion gap and realize the ACA’s original 
intent.17 Alternatively, Republican proposals to end Medicaid 
expansion altogether would likely reverse the ACA’s historic 
improvements in racial disparities in health care access.18

•	 Make marketplace subsidies available to people with incomes 
under 100 percent of the poverty level or otherwise fill the 
Medicaid coverage gap. With significantly lower incomes, black and 
Hispanic adults in nonexpansion states are at high risk of falling 
into a coverage gap in which their income is too high for existing 
Medicaid but not high enough to qualify for marketplace premium 
subsidies (100%–400% of poverty).19

•	 Remove the income cap on marketplace subsidy eligibility. 
Premium contributions for marketplace plans are capped at a 
certain percentage of income for people between 100 percent and 
400 percent of poverty, with a maximum of 9.78 percent of income. 
Removing the upper income limit would provide relief to people 
who are currently spending more than this maximum share of their 
earnings on health insurance.20

•	 Enact targeted, state-specific Medicaid expansions beyond the 
ACA. For example, California recently expanded its Medicaid 
program to cover undocumented young adults.21
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•	 Allow undocumented immigrants to shop for coverage in the 
marketplaces. This group is currently ineligible for coverage 
through the ACA insurance exchanges.

All the policies presented here can help make the U.S. health care 
system more equitable. But they will need to be accompanied by efforts 
to address drivers of racial inequities in health that extend beyond 
access to health insurance. Those include inequities in educational 
opportunity and income22 and the fact that people of color are often 
perceived and treated differently by health care providers.23 A recent 
survey of Americans’ values with regard to health care shows that 
a majority do not believe that everyone in the U.S. receives equal 
treatment within the health system.24 And an overwhelming majority 
believe that everyone should.
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Table 1. U.S. Demographic Estimates, 2018 (base: adults ages 19–64)

United States Expansion states Nonexpansion states Louisiana Georgia

Total 
(millions) % Total 

(millions) % Total 
(millions) % Total 

(thousands) % Total 
(thousands) %

Total 193 100.0% 119 100.0% 74 100.0% 2,695 100.0% 6,245 100.0%

Race/Ethnicity

White 116 60.1% 72 60.6% 44 59.1% 1,599 59.3% 3,257 52.2%

Black 24 12.5% 12 10.1% 12 16.3% 854 31.7% 1,993 31.9%

Hispanic 35 18.1% 22 18.2% 13 18.0% 134 5.0% 573 9.2%

Income

0–199% FPL 53 27.5% 31 26.2% 22 29.6% 981 36.6% 1,823 29.5%

200%–399% FPL 56 29.2% 33 27.9% 23 31.2% 737 27.5% 1,855 30.0%

400%+ FPL 83 43.3% 54 45.9% 29 39.2% 959 35.8% 2,498 40.4%

Race/Ethnicity, by income

White

0–199% FPL 25 21.7% 15 20.8% 10 23.3% 423 26.6% 743 23.0%

200%–399% FPL 32 27.5% 19 26.2% 13 29.7% 445 28.0% 903 28.0%

400%+ FPL 58 50.8% 38 53.1% 20 47.0% 721 45.4% 1,581 49.0%

Black

0–199% FPL 9 39.5% 5 38.7% 5 40.3% 454 53.6% 716 36.4%

200%–399% FPL 8 31.6% 4 29.7% 4 33.5% 223 26.4% 644 32.8%

400%+ FPL 7 28.9% 4 31.6% 3 26.1% 170 20.1% 607 30.9%

Hispanic

0–199% FPL 14 38.9% 8 37.8% 5 40.6% 61 46.3% 249 43.8%

200%–399% FPL 12 34.7% 7 34.5% 5 35.0% 38 28.4% 194 34.2%

400%+ FPL 9 26.4% 6 27.7% 3 24.4% 33 25.2% 125 22.1%

NOTES

Expansion states are those 
that expanded Medicaid by 
January 1, 2018. As of that 
date, there were 19 states 
that had not yet expanded 
Medicaid. Maine and Virginia 
implemented Medicaid 
expansion in 2019 and are 
considered nonexpansion for 
this analysis.

FPL = federal poverty level.

DATA

American Community Survey 
Public Use Microdata Sample 
(ACS PUMS), 2018.
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NOTES

Expansion states are those 
that expanded Medicaid by 
January 1, 2018. As of that 
date, there were 19 states 
that had not yet expanded 
Medicaid. Maine and Virginia 
implemented Medicaid 
expansion in 2019 and are 
considered nonexpansion for 
this analysis.

Net change is percentage-
point change between 2013 
and 2018.

FPL = federal poverty level.

DATA

American Community Survey 
Public Use Microdata Sample 
(ACS PUMS), 2013–2018.

Table 2. Uninsured Rates by Demographics, 2013–2018 (base: adults ages 19–64)

United States Expansion states Nonexpansion states

2013 2016 2017 2018 Net change  
(% points) 2013 2016 2017 2018 Net change  

(% points) 2013 2016 2017 2018 Net change  
(% points)

Total 20.4 12.1 12.2 12.4 –8.0 18.4 9.2 9.1 9.2 –9.1 23.9 16.8 17.3 17.6 –6.3

Race/Ethnicity

White 14.5 8.2 8.4 8.6 –5.9 13.1 6.1 6.2 6.4 –6.7 16.9 11.6 12.1 12.3 –4.5

Black 24.4 13.7 13.9 14.4 –9.9 21.5 9.9 9.5 10.1 –11.4 27.3 17.5 18.3 18.7 –8.6

Hispanic 40.2 25.5 25.1 24.9 –15.3 36.3 20.0 19.3 19.1 –17.2 46.9 34.7 34.5 34.3 –12.6

Income

0–199% FPL 37.9 23.1 23.1 23.2 –14.7 34.6 17.1 16.6 16.6 –18.0 42.8 31.8 32.2 32.4 –10.4

200%–399% FPL 20.0 12.9 13.4 13.9 –6.1 18.9 10.8 10.9 11.3 –7.7 21.7 15.9 16.9 17.7 –4.0

400%+ FPL 6.7 4.1 4.5 4.8 –1.9 6.3 3.4 3.6 3.9 –2.4 7.7 5.4 6.1 6.6 –1.1

Race/Ethnicity, by income

0–199% FPL

White 31.2 17.5 17.8 18.0 –13.2 28.7 12.4 12.3 12.5 –16.1 35.0 25.1 25.8 25.9 –9.0

Black 34.4 20.3 20.5 20.8 –13.6 30.1 13.7 13.1 13.6 –16.5 38.5 26.7 27.5 27.7 –10.8

Hispanic 54.0 36.7 36.1 36.0 –18.0 48.5 28.1 27.3 26.9 –21.6 63.0 50.2 49.6 49.6 –13.4

200%–399% FPL

White 15.3 9.6 10.2 10.6 –4.7 14.5 8.0 8.3 8.5 –6.0 16.5 12.0 12.9 13.5 –3.0

Black 20.5 11.9 12.3 13.3 –7.2 19.3 10.0 9.6 10.3 –9.0 21.6 13.7 14.7 15.9 –5.7

Hispanic 35.5 23.2 23.1 23.7 –11.8 32.7 19.1 18.6 19.1 –13.6 40.4 30.0 30.5 31.0 –9.3

400%+ FPL

White 5.2 3.1 3.4 3.7 –1.5 4.8 2.6 2.8 3.0 –1.9 6.0 4.2 4.6 5.0 –1.0

Black 10.2 5.6 6.1 7.1 –3.2 9.8 4.7 4.9 5.6 –4.2 10.8 6.8 7.6 8.9 –2.0

Hispanic 15.0 9.5 10.4 10.7 –4.3 13.9 8.0 8.4 8.7 –5.1 17.0 12.1 14.1 14.1 –2.9
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NOTES

Expansion states are those 
that expanded Medicaid by 
January 1, 2018. As of that 
date, there were 19 states 
that had not yet expanded 
Medicaid. Maine and Virginia 
implemented Medicaid 
expansion in 2019 and are 
considered nonexpansion for 
this analysis.

DATA

* American Community 
Survey Public Use Microdata 
Sample (ACS PUMS), 
2013–2018.

** Behavioral Risk Factor 
Surveillance System (BRFSS), 
2013–2018.

Table 3. Trends in Black–White and Hispanic–White Disparities in Insurance Coverage and Access, 2013–2018

Black–White disparity 
(percentage points)

Hispanic–White disparity 
(percentage points)

2013 2018 Net change  
(% points) 2013 2018 Net change  

(% points)

Uninsured rates (base: adults ages 19–64)*

U.S. average 9.9 5.8 –4.1 25.7 16.3 –9.4

Expansion states 8.4 3.7 –4.7 23.2 12.7 –10.5

Nonexpansion states 10.4 6.4 –4.0 30.0 22.0 –8.0

Care avoided because of cost (base: adults ages 18–64)**

U.S. average 8.1 4.7 –3.4 12.7 8.3 –4.4

Expansion states 6.8 3.1 –3.7 12.1 8.3 –3.8

Nonexpansion states 8.6 5.2 –3.5 13.8 8.3 –5.5

Usual source of care (base: adults ages 18–64)**

U.S. average 6.5 2.8 –3.7 22.4 18.7 –3.6

Expansion states 5.6 1.9 –3.7 20.9 17.8 –3.1

Nonexpansion states 6.3 2.3 –4.1 24.8 20.2 –4.6
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NOTES

Expansion states are those 
that expanded Medicaid by 
January 1, 2018. As of that 
date, there were 19 states 
that had not yet expanded 
Medicaid. Maine and Virginia 
implemented Medicaid 
expansion in 2019 and are 
considered nonexpansion for 
this analysis.

Net change is percentage-
point change between 2013 
and 2018.

DATA

Behavioral Risk Factor 
Surveillance System (BRFSS), 
2013–2018.

Table 4. Rates for Access Indicators by Race/Ethnicity, 2013–2018 (base: adults ages 18–64)

United States Expansion states Nonexpansion states

2013 2016 2017 2018 Net change  
(% points) 2013 2016 2017 2018 Net change  

(% points) 2013 2016 2017 2018 Net change  
(% points)

Care Avoided Because of Cost in Previous 12 Months

Total 18.5 15.1 15.7 15.1 –3.4 17.0 13.3 13.7 13.2 –3.9 21.0 18.1 18.9 18.2 –2.8

Race/Ethnicity

White 15.1 12.7 13.3 12.9 –2.2 14.0 11.2 11.6 11.1 –2.9 16.9 15.1 16.0 15.7 –1.3

Black 23.2 17.9 18.8 17.6 –5.6 20.8 14.8 15.9 14.3 –6.6 25.5 21.0 21.7 20.8 –4.7

Hispanic 27.8 21.9 21.9 21.2 –6.7 26.2 19.6 19.7 19.5 –6.7 30.7 25.7 25.3 23.9 –6.7

Usual Source of Care

Total 72.0 73.8 73.1 72.6 0.6 73.9 76.4 75.7 75.0 1.0 68.9 69.6 68.9 68.8 0.0

Race/Ethnicity

White 77.6 78.6 77.5 77.0 –0.6 79.1 80.6 79.6 79.1 0.0 75.0 75.4 74.1 73.4 –1.6

Black 71.1 74.7 74.4 74.1 3.0 73.5 78.1 78.6 77.2 3.7 68.7 71.4 70.3 71.2 2.5

Hispanic 55.3 58.2 58.1 58.2 3.0 58.2 63.0 62.4 61.3 3.1 50.2 50.6 51.3 53.2 3.0
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NOTES

Net change is percentage-
point change between 2013 
and 2018.

FPL = federal poverty level.

DATA

American Community Survey 
Public Use Microdata Sample 
(ACS PUMS), 2013–2018.

Table 5. Louisiana/Georgia Uninsured Rates by Demographics, 2013–2018 (base: adults ages 19–64)

Louisiana Georgia

2013 2016 2017 2018 Net change  
(% points) 2013 2016 2017 2018 Net change  

(% points)

Total 24.7 15.4 12.5 11.8 –12.9 26.0 18.1 18.7 19.1 –6.9

Race/Ethnicity

White 18.9 11.8 9.7 9.5 –9.4 19.1 13.9 14.1 14.9 –4.2

Black 31.3 17.3 13.0 11.3 –19.9 28.4 18.0 19.0 19.2 –9.2

Hispanic 52.7 43.8 38.0 39.6 –13.2 60.1 46.8 45.3 45.5 –14.6

Income

0–199% FPL 41.8 25.9 19.7 17.8 –24.0 46.3 35.0 35.5 35.9 –10.4

200%–399% FPL 21.3 14.4 11.9 11.6 –9.7 21.9 16.4 17.6 18.8 –3.1

400%+ FPL 9.7 5.5 5.5 5.9 –3.8 8.1 5.6 6.5 7.3 –0.8

Race/Ethnicity, by income

0–199% FPL

White 37.7 24.3 18.0 16.5 –21.2 40.9 32.3 32.2 33.1 –7.9

Black 42.0 22.8 16.6 14.0 –27.9 41.4 29.4 30.1 30.4 –11.0

Hispanic 70.7 58.5 51.8 54.0 –16.7 75.5 62.6 62.7 63.4 –12.1

200%–399% FPL

White 19.0 12.0 10.6 10.9 –8.1 17.9 13.7 14.9 16.4 –1.5

Black 22.5 14.3 10.3 8.7 –13.8 21.0 14.1 14.9 16.4 –4.6

Hispanic 45.3 38.4 33.6 34.8 –10.5 50.0 40.4 38.9 40.7 –9.3

400%+ FPL

White 7.4 4.5 4.2 4.6 –2.7 5.9 4.5 5.1 5.7 –0.3

Black 14.6 6.4 7.5 8.0 –6.6 12.4 6.5 7.9 9.3 –3.0

Hispanic 31.4 20.0 20.3 20.4 –11.0 21.3 16.2 17.1 18.6 –2.6
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