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Objectives.Todocument howhealth insurance coverage changed forWhite, Black, and

Hispanic adults after the Affordable Care Act (ACA) went into effect.

Methods.We used data from the American Community Survey from 2008 to 2014 to

examine changes in thepercentageof nonelderly adultswhowere uninsured, coveredby

Medicaid, or covered by private health insurance. In addition to presenting overall trends

by race/ethnicity, we stratified the analysis by income group and state Medicaid ex-

pansion status.

Results. In 2013, 40.5% of Hispanics and 25.8% of Blacks were uninsured, com-

pared with 14.8% of Whites. We found a larger gap in private insurance, which was

partially offset by higher rates of public coverage among Blacks and Hispanics. After

the main ACA provisions went into effect in 2014, coverage disparities declined

slightly as the percentage of adults who were uninsured decreased by 7.1 per-

centage points for Hispanics, 5.1 percentage points for Blacks, and 3 percentage

points for Whites. Coverage gains were greater in states that expanded Medicaid

programs.

Conclusions. The ACA has reduced racial/ethnic disparities in coverage, although

substantial disparities remain. Further increases in coverage will require Medicaid ex-

pansion by more states and improved program take-up in states that have already done

so. (Am J Public Health. 2016;106:1416–1421. doi:10.2105/AJPH.2016.303155)

See also Galea and Vaughan, p. 1354.

Large disparities in health insurance
coverage related to race and ethnicity

are a long-standing feature of the US health
care system and a cause for concern among
policymakers and health care professionals.
Several studies have identified these differ-
ences in insurance coverage as an impor-
tant determinant of disparities in access to
care.1–5 In addition, a growing literature shows
that by reducing exposure to large medical
expenses, health insurance leads to better fi-
nancial outcomes, such as improved credit
scores and a reduced risk of bankruptcy.6–9

Thus, policies that reduce disparities in health
insurance coverage are likely to have a broader
effect on economic inequality.

The Affordable Care Act (ACA) has
made new health insurance options available
to uninsured individuals in low- and
middle-income households, a group in which
Blacks and Hispanics are overrepresented.
A recent study byMcMorrow et al.10 that used

data from the National Health Interview
Survey found that although the uninsured rate
declined overall between 2013 and 2014, it
decreased by a larger amount amongBlack and
Hispanic adults than among White adults
(8 percentage points vs 4 percentage points).
Theuninsured rate forBlack andHispanic adults
decreased significantly in states that embraced
theACA’sMedicaid expansion and also in those
that did not. For White adults, the percentage
uninsured declined in both sets of states, al-
though the estimated changewas not statistically
significant in nonexpansion states.

In this study, we used data from the
American Community Survey (ACS) span-
ning the years 2008 to 2014 to provide ad-
ditional evidence on how health insurance
coverage changed for Black and Hispanic
adults compared withWhite adults in the first
year after the implementation of health care
reform. We extended existing analyses in
several ways. First, in addition to doc-
umenting changes in the rate of uninsurance,
we investigated changes in the source of
coverage. This more detailed analysis in-
dicated that the significant disparities in the
percentage of adults with any insurance prior
to 2014 were driven by even larger disparities
in private coverage, which were partially
offset by the fact that minority adults were
more likely than Whites to have public in-
surance. We found that both types of cov-
erage increasedmore for Blacks andHispanics
than for Whites between 2013 and 2014.
As a result, disparities in both overall coverage
and private insurance coverage declined.

Second, we considered important sources
of heterogeneity within the different racial
and ethnic groups. In particular, it is impor-
tant to account for the fact that approximately
one third of all Hispanic adults living in the
United States are not citizens. Immigrants
who are not citizens have substantially lower
rates of health insurance coverage because
they are less likely towork in jobs that provide
employer-sponsored insurance,11 they face
restrictions onMedicaid eligibility,12 and they
may be less likely to take up coverage when
eligible. Because undocumented immigrants
are excluded from the ACA’s major coverage
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expansions,12 one concern is that this group
will become even more marginalized in the
post-ACA health care system.13

Third, in addition to documenting
changes in coverage rates, we investigated the
extent to which the disparities in coverage
that remained in 2014were related to income
and to state decisions regarding the ACA’s
Medicaid expansion.

COVERAGE PROVISIONS
OF THE ACA

The ACA includes provisions to expand
bothMedicaid and private coverage, with the
goal of reaching many of the 50 million in-
dividuals who were uninsured in 2010 when
the law was enacted. Prior to the ACA, states
covered low-income children and their
families throughMedicaid and the Children’s
Health Insurance Program. However, states
typically did not provide coverage for non-
elderly childless adults. In addition, some
low-income parents remained uninsured
because income eligibility levels for parents
were typically significantly lower than those
for children.14

The ACA created substantial new federal
funding for states to extend coverage to all
adults with family income below 138% of the
federal poverty level (FPL) (or about $33 000
for a family of 4 in 2014). Although the ACA
originally required states to extend their
Medicaid programs to this population, a June
2012 Supreme Court ruling essentially made
the expansion optional.15,16 As of January
2016, 31 states plus the District of Columbia
had decided to implement the Medicaid
expansion.17 In most of these states, the new
eligibility rules went into effect in January
2014.

The ACA also included some provisions
intended to make private health insurance
more accessible. One of the earliest to take
effect required health plans providing de-
pendent coverage for children to extend that
offer up to age 26 years. This requirement,
which went into effect in September 2010,
led to a significant increase in insurance
coverage among the target population of
those aged 19 to 25 years.18–22 Estimates of
the number of young adults who gained
coverage range from about 1 million18,22 to
3 million.21

The law also introduced a set of insurance
market reforms, such as prohibiting plans from
denying coverage or charging higher pre-
miums because of an applicant’s preexisting
health condition. It established an essential
benefits package and new health insurance
“marketplaces,” which are intended to facil-
itate individuals’ plan choices by standardizing
benefit options and providing a Web site
where enrollees can easily compare plans.
Importantly, the law provides premium tax
credits for families with incomes between
100% and 400% of the FPL to purchase
coverage through the marketplaces, provided
that they do not already have access to com-
prehensive coverage through an employer or
a public program. Families with incomes be-
low 250% of the FPL who are eligible for
premium tax credits are also eligible for ad-
ditional subsidies to cover cost sharing at the
point of service. Finally, the ACA incentivizes
health insurance enrollment by establishing
penalties for individuals who forgo coverage,
as well as for large employers that do not offer
affordable coverage to their employees.

Important exceptions apply to non-
citizens. Undocumented immigrants are ex-
cluded from the ACA’s major coverage
expansions.12,23 For example, they are barred
from purchasing coverage on the exchanges
(even unsubsidized coverage).12 By contrast,
lawfully present noncitizens are generally
permitted to purchase coverage on the ex-
changes, are eligible for premium tax credits
and cost-sharing subsidies based on family
income, and are subject to the individual
mandate.12,23 On the basis of rules that pre-
ceded the ACA, some groups of lawfully
present noncitizens are ineligible for full
Medicaid coverage, including most legal
permanent residents who have resided in the
United States for less than 5 years. Perhaps for
this reason, lawfully present noncitizens with
incomes below the poverty level who are
ineligible forMedicaidmay instead be eligible
for marketplace premium tax credits and
cost-sharing subsidies (a benefit unavailable to
other groups below the poverty level).12,24

AMERICAN COMMUNITY
SURVEY DATA

Our analysis was based on repeated
cross-sectional data from the ACS spanning

the years 2008 through 2014. Although the
ACS has been less widely used to study health
insurance coverage than another US Census
Bureau data set, the Annual Social and
Economic Supplement to the Current Pop-
ulation Survey (CPS), a significant redesign of
the CPS in 2014 presents challenges for using
that survey to analyze changes over time.25

Before the CPS redesign, the 2 surveys
produced slightly different estimates of in-
surance coverage because of differences in
question design. However, because these
differences were constant over time, estimates
of trends in insurance coverage were com-
parable.26 Another advantage of the ACS is
that it is much larger than other surveys,
making it possible to obtain precise estimates,
even for narrowly defined subpopulations.27

For our analysis, we had samples of nearly
1.7 million observations per year.

METHODS
The ACS asks about current health in-

surance coverage and provides a list of possible
sources: through an employer or union, di-
rectly from an insurance company, Medicare,
Medicaid, TRICARE, Department of
Veterans Affairs, Indian Health Service, or
other.Respondentsmay choose all that apply,
and those who state that they do not have
coverage through any of those sources are
coded as being uninsured.

In our analysis, we examined changes in
the percentage of individuals who were un-
insured as well as the percentage with private
and public coverage. For nonelderly adults,
Medicaid was the dominant source of public
insurance, but this category also includes
Medicare (covering disabled adults) and the
Department of Veterans Affairs. About 4% of
the adult respondents reported having both
public and private coverage during the year.
When we examined coverage by source,
we categorized these individuals as having
public insurance and limited the private
insurance category to individuals who
reported having only private coverage.

Because the coverage provisions of the
ACA taking effect in 2014 were targeted
mainly at nonelderly adults, we restricted our
sample to individuals between ages 19 and
64 years. We also focused on non-Hispanic
Whites, non-Hispanic Blacks, and Hispanics
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(who may be any race), in line with much of
the literature on health disparities. For sim-
plicity, we refer to these 3 groups as Whites,
Blacks, and Hispanics. In some analyses, we
further divided the Hispanic group into those
who were US citizens and those who were
not. Although, as noted earlier, some ACA
eligibility rules distinguish between un-
documented immigrants and those who are
lawfully present in the United States, legal
status is not recorded in the ACS.

It is important to note that the observed
magnitude of differences between groups
depends on the extent to which the analysis
controls for observable characteristics. Many
individual attributes that differ systematically
across racial and ethnic groups—such as in-
come and education levels—likely affect
health outcomes, and there is an active debate
aboutwhich attributes should beheld constant
when measuring disparities. Three common
approaches for evaluating health disparities
involve comparing (1) unadjusted differences
in means, (2) differences in means after con-
trolling for health needs and preferences (the
definition adopted in the 2003 Institute of
Medicine reportUnequal Treatment),28 and (3)
differences in means after controlling for as
many variables as possible (e.g., socioeco-
nomic status).29 Because our primary objec-
tive was to document population-level
changes in insurance coverage, much of our
analysis relied on the first approach, but we
also stratified results by income group and state
Medicaid expansion status.

RESULTS
Figure 1 presents trends from 2008

through 2014 in the percentage of White,
Black, and Hispanic adults who were un-
insured. For each group, the percentage of
adults who were uninsured increased be-
tween 2008 and 2010 before declining
slightly between 2010 and 2013. Over that
period, the average coverage gap between
Blacks and Whites was about 11 percentage
points, and the average gap between His-
panics and Whites was more than twice as
large (27 percentage points).

In 2014, the percentage without coverage
dropped significantly for all 3 groups but
more for minorities than for Whites. The
percentage uninsured fell by 7.1 percentage
points for Hispanics (a 17% decline relative
to 2013), by 5.1 percentage points for Blacks
(a 20% decline), and by 3 percentage points
forWhites (a 21% decline). As a result of these
differential changes, the White–Black cov-
erage gap decreased by 2 percentage points,
from 11 to 9 percentage points, and the
White–Hispanic gap decreased by 4.3 per-
centage points, from 26.5 to 22.2 percentage
points. This result is in line with the study
by McMorrow et al.,10 which also found
a reduction in the White–Black and
White–Hispanic coverage gaps.

Figure 2 shows that racial and ethnic dif-
ferences in the percentage of adults with any
insurance represent the combined effect of
very large disparities in private insurance that
are partially offset by the far greater public

coverage of minorities, especially Black
adults. For all groups, private coverage de-
clined between 2008 and 2013, before in-
creasing between 2013 and 2014 (Figure 2a).
Both the percentage point increase and the
percent gain (relative to the 2013 level) were
greater for minorities than forWhites. Private
coverage increased by 4.3 percentage points
for Hispanics (an 9.8% increase relative to
the 2013 rate of 43.9%), by 3 percentage
points for Blacks (a 6% increase), and by
1.5 percentage points for Whites (a 2.1%
increase). Thus, the gaps in both any coverage
and private insurance declined. However,
even with these gains, the percentage of
Whites and Blacks with private insurance was
lower in 2014 than in 2008.

In contrast to the case of private insurance,
the percentage of adults enrolled in public
insurance programs increased steadily be-
tween 2008 and 2013. Public coverage in-
creased even more between 2013 and 2014:
by 2.8 percentage points for Hispanics,
1.9 percentage points for Blacks, and
1.5 percentage points for Whites.

Table 1 provides more detailed in-
formation on how insurance coverage
changed between 2013 and 2014. Here, we
distinguish between Hispanics who are and
are not US citizens. The results show large
differences between these 2 groups. Just prior
to the ACA insurance expansions, more than
60% of Hispanic noncitizens were uninsured,
compared with 28% of Hispanic citizens. The
latter figure is just slightly higher than the
uninsured rate for Blacks. The percentage
point change between 2013 and 2014 was
similar for Hispanic noncitizens and citizens
(7.0 and 6.7 percentage points, respectively),
although the percent increase was much
larger for citizens (23.9% vs 10.9%) because
their baseline rate was much lower. In adults
with family income below 138% of the FPL,
the uninsured rate declinedmore forHispanic
citizens than for Hispanic noncitizens (9.3 vs
6.1 percentage points).

Dividing the data by state Medicaid ex-
pansion status, we found that the percent
uninsured was lower in expansion states in
2013 and declined more in those states than
in nonexpansion states. The percentage of
Blacks without health insurance decreased by
5.6 percentage points in expansion states and
by 4 percentage points in nonexpansion states.
For Hispanics, the uninsured rate decreased
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FIGURE 1—Percentage of US Nonelderly Adults (Aged 19–64) Uninsured, by Race and
Ethnicity: American Community Survey, United States, 2008–2014
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by more than 7 percentage points in expan-
sion states and by 5.1 to 5.4 percentage points
in nonexpansion states.

DISCUSSION
The data suggest that both before and after

the ACA coverage expansions went into ef-
fect, differences in income explain much—
but not all—of the coverage gap between
Blacks andWhites. For example, in 2014, the
gap was only 3.2 percentage points among
adults in the lowest income category, com-
pared with a gap of 9 points among all adults.
Income also appears to explain a sizable, al-
though smaller, portion of the coverage gap
between Whites and Hispanic citizens. By

contrast, even within income categories, the
coverage gap between Whites and Hispanic
noncitizens was extremely large. In the lowest
income category, the gap was more than
40 percentage points in both nonexpansion
and expansion states. Regarding the different
types of coverage, Hispanic noncitizens were
approximately half as likely to have public
insurance as Whites in this income category
(21% nationally vs 40%; data not shown). This
suggests that the eligibility restrictions facing
many Hispanic immigrants, along with lan-
guage barriers and a reluctance to use benefits
for which they qualify, have a substantial
negative effect on coverage for this group.

Other differences in individual charac-
teristics likely contributed to coverage dis-
parities but in different ways for Blacks and

Hispanics. One factor that is of particular
policy significance was the share of each
group living in an expansion state. In our
sample, the percentage of Blacks living in
expansion states was lower than the per-
centage of Whites—54% versus 69%—
whereas both groups of Hispanics were more
likely thanWhites to live in an expansion state
(73% for citizens and 71% for noncitizens).
However, simple simulation analyses sug-
gested that if coverage changes in non-
expansion states had been comparable to
those observed in expansion states, then the
national uninsured rate for Blacks would have
been only slightly lower than what we ac-
tually observed. For example, if we assumed
an equal percentage point change, then
22.3% of the Blacks in nonexpansion states
would have been uninsured in 2014, and the
national rate would have been 20.0% rather
than 20.7%. Alternatively, if we assumed
an equal percent decline, then the national
uninsured rate for Blacks would have been
19.5%, and the coverage gap relative to
Whites would have been 8.4 rather than
9 percentage points.

The fact that racial and ethnic disparities
remain among low-income adults in ex-
pansion states implies that further increases in
coverage will require not only the adoption
of Medicaid expansion by more states but
also an improvement in program take-up in
states that have already done so. Evidence
from a previous expansion for children
suggests that linguistically and culturally
targeted outreach strategies can be effective
in increasing program take-up among eligible
individuals.30,31

At the same time, other approaches will be
necessary to improve access to care for the
large portion of poor noncitizenswho remain
ineligible for Medicaid and exchange-based
subsidies. One such approach would be the
expansion of benefits to undocumented in-
dividuals using state funds. California re-
cently became the fifth and largest state to
provide health coverage to undocumented
children, and legislators in the state have
considered extending Medicaid coverage to
undocumented adults as well.32,33 Given
estimates that about half of California’s
2.7 million undocumented immigrants have
incomes below 138% of the FPL,34 such
a policy could significantly increase coverage
among this very disadvantaged population.
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With (a) Private and (b) Public Health Insurance Coverage: American Community Survey,
United States, 2008–2014
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We have provided a snapshot of how in-
surance coverage changed in thefirst year after
themain provisions of the ACAwere in place.
Consistent with evidence from other data
sources, our analysis of the ACS indicates that
the reform has not only increased the overall
rate of insurance coverage in theUnited States
but also led to a slight reduction in coverage
disparities related to race and ethnicity. His-
panics, who have the lowest rate of insurance
coverage among all racial/ethnic groups, ex-
perienced greater increases in private and
public coverage than did Blacks, who expe-
rienced greater gains than did Whites. For all
3 groups, coverage increased more in states
that implemented the Medicaid expansion
than in states that did not.However, evenwith
the gains in coverage brought about by the
ACA,more than 30millionAmericans remain
uninsured.35 Racial and ethnic minorities
continue to make up a disproportionate share
of both the overall uninsured population and
the uninsured with incomes below the
Medicaid eligibility threshold.
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