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Closing the Coverage Gap a Critical Step for 
Advancing Health and Economic Justice  

By Laura Harker 

 
One of the most important steps Congress can take to advance health equity in recovery 

legislation under consideration is to close the Medicaid “coverage gap.” More than 2 million adults, 
majorities of whom live in the South and are people of color, are uninsured and in the coverage gap, 
meaning they have incomes below the federal poverty line but no pathway to affordable coverage 
because their state is one of 12 that has refused to adopt the Affordable Care Act’s (ACA) Medicaid 
expansion. Budget reconciliation legislation passed by the House Energy and Commerce Committee 
would permanently close the Medicaid coverage gap, and Congress should ensure this solution 
remains permanent and comprehensive in the final recovery package. 

 
 People of color make up about 60 percent of those in the coverage gap, higher than their 41 
percent share of the adult, non-elderly population in non-expansion states. This reflects economic, 
educational, and housing injustices that lead to higher rates of poverty for people of color and over-
representation in low-paid jobs that don’t offer employer coverage. Moreover, many of the states 
that have refused to adopt the expansion have a long history of policy decisions, based on racist 
views of who deserves to get health services, that restricted access to coverage in the past and 
continue to do so today.   
 

Closing the coverage gap is an important step in undoing the effects of structural racism that 
continue to affect people’s health and well-being. A large body of evidence suggests that closing the 
gap would:  

 
• Help the people in the coverage gap afford and access health care. States that 

expanded Medicaid eligibility to more low-income adults showed a greater reduction in 
racial disparities in coverage and access to care, narrowing gaps in uninsurance rates 
between Black and Latino people and white people and decreasing racial disparities in 
screening rates for certain conditions and ability to afford care.  

• Improve outcomes for key conditions that have a greater impact on communities of 
color. Expanding Medicaid helped reduce disparities in certain chronic illnesses, improve 
maternal health outcomes for Black mothers, and remove barriers people of color face in 
accessing behavioral health care.  
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• Bring increased financial security and protection from medical debt, which affects 
people of color at a higher rate. Medicaid expansion states had smaller differences 
between communities of color and white communities in the share of medical debt than 
non-expansion states. 

• Improve stability of health systems that people of color rely on, including rural 
hospitals, safety net hospitals, and community health centers, which would see a 
reduction in uncompensated care. Rural hospitals that have closed in several non-
expansion states like Georgia, Florida, and South Carolina were more likely to be located in 
counties with shares of Black residents above the statewide average.  

 
Closing the coverage gap is only one step toward health equity, where everyone has a fair 

opportunity to achieve the best health possible. Additional work is needed to address critical health 
equity challenges, such as improving the cultural competency and diversity among the health care 
workforce, reducing bias among health providers, and responding to social factors such as food 
insecurity and housing instability that disproportionately affect marginalized racial and ethnic groups 
because of historic and ongoing racism and discrimination. But closing the coverage gap is an 
important component to achieving health equity. It would provide more than 2 million people 
health coverage so they can access needed health care services and receive critical care coordination 
services that can be vital to managing illnesses.1  

 
Many Non-Expansion States Have Long History of Restricting Access to Health 
Coverage 
 

Most of the states that have refused to adopt the Medicaid expansion — despite strong financial 
incentives for the states and clear health and economic benefits for individuals — are located in the 
South and have above-average shares of Black and brown residents. (See Figure 1.) Many of the 
same states choosing not to expand Medicaid coverage to low-income adults also have a long history 
of restricting access to health care to low-income people in their states. 

 
Before Medicaid’s enactment in 1965, states could opt into federal programs to pay for health care 

for low-income people. But many states in the South with larger Black populations opted not to 
participate; only 3.3 percent of program participants in 1963 came from Southern states.2  

 
Once Medicaid was established, states continued to have flexibility to make certain decisions 

related to the breadth of the program and these states often made choices that restricted access. For 
example, Medicaid eligibility for children and parents was originally linked to eligibility for cash 
assistance through the Aid to Families with Dependent Children (AFDC) program. States in the 
South typically had very limited AFDC programs and historically denied Black and brown people 

 
1 Judith Solomon, “Build Back Better Legislation Would Close the Medicaid Coverage Gap,” Center on Budget and 
Policy Priorities, updated September 13, 2021, https://www.cbpp.org/research/health/build-back-better-legislation-
would-close-the-medicaid-coverage-gap. 
2 Southern states in this study included ten states in the Deep South and neighboring states. 
LaShyra T. Nolen, Adam L. Beckman, and Emma Sandoe, “How Foundational Moments In Medicaid’s History 
Reinforced Rather Than Eliminated Racial Health Disparities,” Health Affairs, September 1, 2020, 
https://www.healthaffairs.org/do/10.1377/hblog20200828.661111/full/. 

https://www.cbpp.org/research/health/build-back-better-legislation-would-close-the-medicaid-coverage-gap
https://www.cbpp.org/research/health/build-back-better-legislation-would-close-the-medicaid-coverage-gap
https://www.healthaffairs.org/do/10.1377/hblog20200828.661111/full/
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access to aid through very restrictive eligibility rules and other discriminatory practices.3 Prior to the 
mid-1980s, the only way most parents and children could receive Medicaid was to receive assistance 
through AFDC; these restrictive policies meant that access to health coverage was also very limited. 
After Medicaid eligibility expanded for children starting in the mid-1980s, the eligibility restrictions 
in AFDC had less impact on children but continued to sharply limit Medicaid access for parents. 

 
In 1996, when the Temporary Assistance for Needy Families (TANF) program replaced AFDC, 

Medicaid eligibility was delinked from eligibility for cash assistance. In response to this “delinking,” 
some states chose to expand Medicaid eligibility to cover more parents (child eligibility was already 
being expanded through other mechanisms), but others, including many states that later refused to 
expand Medicaid, maintained low eligibility levels for parents that dated back to their old AFDC 
programs. 

 
The ACA called for expanding Medicaid to all non-elderly adults, parents and non-parents alike, 

with incomes below 138 percent of the federal poverty line. In states that refuse to adopt the 
expansion, adults without minor children at home continue to have no pathway to coverage if their 
incomes are below the poverty line (above that, they can purchase subsidized coverage in the 
marketplace). And, while states can increase the eligibility limits for parents, many non-expansion 
states continue to have very low eligibility limits for them — often only a fraction of the poverty 
line. In a typical non-expansion state, parents must have earnings of below about $9,000 a year (for a 
family of three) to qualify for Medicaid,4 compared to earnings below $30,300 (138 percent of the 
poverty line) in most expansion states. (Expansion states may also set their thresholds higher, as 
Connecticut and the District of Columbia do.) 

 
  

 
3 Ife Floyd et al., “TANF Policies Reflect Racist Legacy of Cash Assistance: Reimagined Program Should Center Black 
Mothers,” Center on Budget and Policy Priorities, August 4, 2021, https://www.cbpp.org/research/family-income-
support/tanf-policies-reflect-racist-legacy-of-cash-assistance.  
4 Center on Budget and Policy Priorities, “Policy Basics: Introduction to Medicaid,” updated April 14, 2020, 
https://www.cbpp.org/research/health/introduction-to-medicaid.  

https://www.cbpp.org/research/family-income-support/tanf-policies-reflect-racist-legacy-of-cash-assistance
https://www.cbpp.org/research/family-income-support/tanf-policies-reflect-racist-legacy-of-cash-assistance
https://www.cbpp.org/research/health/introduction-to-medicaid
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FIGURE 1 

 
 
 

Medicaid Expansion Has Reduced Racial Disparities in Health Coverage and 
Access to Care 

Racial health disparities are driven by many factors rooted in structural racism, such as 
discrimination and bias in the health care system; lack of investment in communities of color, which 
limits access to resources such as nutritious food and clean air; and educational disparities and 
employment discrimination, which result in a higher representation of people of color in jobs that 
don’t offer health coverage.  

 
Medicaid expansion and subsidized private coverage through the Affordable Care Act reduced 

racial disparities in coverage. Between 2013 and 2019, the ACA helped reduce the uninsured rate for 
Black adults by 10 percentage points and the uninsured rate for Latino adults by 14.5 percentage 
points nationally.5 But gaps persist: the uninsured rate for non-elderly white adults in the United 
States in 2019 was 9 percent, compared to 14 percent for Black adults, 26 percent for Latino adults, 
25 percent for American Indian and Alaska Native adults, and 14 percent for Native Hawaiian or 

 
5 Jesse C. Baumgartner, Sara R. Collins, and David C. Radley, “Racial and Ethnic Inequities in Health Care Coverage and 
Access, 2013-2019,” Commonwealth Fund, June 9, 2021, https://www.commonwealthfund.org/publications/issue-
briefs/2021/jun/racial-ethnic-inequities-health-care-coverage-access-2013-2019.  

https://www.commonwealthfund.org/publications/issue-briefs/2021/jun/racial-ethnic-inequities-health-care-coverage-access-2013-2019
https://www.commonwealthfund.org/publications/issue-briefs/2021/jun/racial-ethnic-inequities-health-care-coverage-access-2013-2019
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other Pacific Islander adults.6 Asian adults had a slightly lower uninsured rate (8 percent) than white 
adults, an improvement compared to before the ACA, when Asian adults were more likely to be 
uninsured. But uninsured rates vary among different groups of people of Asian descent, reflecting 
varying degrees of poverty, immigration-related barriers to coverage, language access barriers, and 
other factors.7 For example, between 2017 and 2018, people who are Korean or Vietnamese were 
significantly more likely to be uninsured than Indian, Chinese, or Filipino adults.8 

 
States that have adopted the Medicaid expansion have narrowed the gap in uninsured rates 

between Black and Latino people and white people more so than states that haven’t expanded.9 
Between 2013 and 2019, the gap between white and Black adults shrank by 5.1 percentage points in 
expansion states versus 4.6 percentage points in non-expansion states, while the gap between white 
and Latino adults shrank by 10.1 percentage points in expansion states versus 7.5 percentage points 
in non-expansion states.10  

 
Medicaid expansion has also helped lower non-elderly (aged 0 to 64) uninsured rates among 

American Indians and Alaska Natives, from 31 percent in 2013 to 20 percent in 2019 in expansion 
states, with a significantly smaller decline — from 29 percent to 25 percent — during the same 
period in non-expansion states.11 

 
Most people in the coverage gap in 2019 lived in Southern states; these states varied in the racial 

and ethnic make-up of people in the coverage gap.12 In Texas, people of color made up 74 percent 
of those in the coverage gap, with Latino adults alone comprising 55 percent. In Mississippi most of 
the coverage gap population was Black, and in both Georgia and South Carolina it was more than 40 
percent Black. Over 70 percent of Asian adults and 88 percent of Latino adults in the coverage gap 
lived in Texas and Florida.13 (See Figure 2 and Appendix Table 1.) 

 
6 Samantha Artiga et al., “Health Coverage by Race and Ethnicity, 2010-2019,” Kaiser Family Foundation, July 16, 2021, 
https://www.kff.org/racial-equity-and-health-policy/issue-brief/health-coverage-by-race-and-ethnicity/. 
Due to the COVID-19 pandemic’s impact on data collection, Census did not release its usual American Community 
Survey (ACS) estimates for 2020. Current Population Survey (CPS) health insurance data are not used here because 
multiple survey changes and data collection challenges over the past several years limit comparability over time. 
7 Asian & Pacific Islander Forum, “Health Care Access,” https://www.apiahf.org/focus/health-care-access/.  
8 Munira Z. Gunja et al.,  “Gap Closed: The Affordable Care Act’s Impact on Asian Americans’ Health Coverage,” 
Commonwealth Fund, July 2020, https://www.commonwealthfund.org/sites/default/files/2020-
07/Gunja_gap_closed_ACA_impact_asian_americans_coverage_db.pdf.  
9 Baumgartner, Collins, and Radley, op. cit. 
10 Ibid.  
11 2013 data from Kaiser Family Foundation, “Health and Health Care for American Indians and Alaska Natives 
(AIANs) in the United States,” May 10, 2019, https://www.kff.org/infographic/health-and-health-care-for-american-
indians-and-alaska-natives-aians/. 2019 data from Artiga et al. 
12 Includes uninsured adults aged 19-64, excluding the population lacking legal documentation. Due to the COVID-19 
pandemic’s impact on data collection, Census did not release its usual ACS estimates for 2020, and evidence shows that 
CPS data for 2020 suffered from non-response bias. In addition, the smaller sample size of the CPS relative to the ACS 
would constrain the reliability of these state-level estimates. 
13 Gideon Lukens and Breanna Sharer, ”Closing Medicaid Coverage Gap Would Help Diverse Group and Narrow 
Racial Disparities,” Center on Budget and Policy Priorities, June 14, 2021, 
https://www.cbpp.org/research/health/closing-medicaid-coverage-gap-would-help-diverse-group-and-narrow-racial.   

https://www.kff.org/racial-equity-and-health-policy/issue-brief/health-coverage-by-race-and-ethnicity/
https://www.apiahf.org/focus/health-care-access/
https://www.commonwealthfund.org/sites/default/files/2020-07/Gunja_gap_closed_ACA_impact_asian_americans_coverage_db.pdf
https://www.commonwealthfund.org/sites/default/files/2020-07/Gunja_gap_closed_ACA_impact_asian_americans_coverage_db.pdf
https://www.kff.org/infographic/health-and-health-care-for-american-indians-and-alaska-natives-aians/
https://www.kff.org/infographic/health-and-health-care-for-american-indians-and-alaska-natives-aians/
https://www.cbpp.org/research/health/closing-medicaid-coverage-gap-would-help-diverse-group-and-narrow-racial


6 
 

 
FIGURE 2 

 
 
 
Disparities in access to care — measured, for example, by whether people have a usual source of 

care or forgo care due to cost — between white and Black non-elderly adults and between white and 
Latino non-elderly adults narrowed across the country after the major coverage provisions of the 
ACA took effect. There is also evidence that states that took the Medicaid expansion saw larger 
reductions in disparities. For example, disparities between white and Black adults and white and 
Latino adults in the share of people who avoided care due to cost narrowed more in Medicaid 
expansion states than in non-expansion states. And expansion states nearly eliminated disparities 
between the share of white and Black adults with a usual source of care, but disparities remained in 
non-expansion states.14 While not all studies found that Medicaid expansion resulted in a reduction 
in disparities among racial and ethnic groups in particular care utilization, some showed smaller 
racial differences in access to certain health services after expansion, such as high-risk cancer surgery 
and HIV testing.15  

 

 
14 Baumgartner, Collins, and Radley, op. cit. 
15 Madeline Guth, Samantha Artiga, and Olivia Pham, “Effects of the ACA Medicaid Expansion on Racial Disparities in 
Health and Health Care,” Kaiser Family Foundation, September 30, 2020, https://www.kff.org/report-section/effects-
of-the-aca-medicaid-expansion-on-racial-disparities-in-health-and-health-care-issue-brief/.  

https://www.kff.org/report-section/effects-of-the-aca-medicaid-expansion-on-racial-disparities-in-health-and-health-care-issue-brief/
https://www.kff.org/report-section/effects-of-the-aca-medicaid-expansion-on-racial-disparities-in-health-and-health-care-issue-brief/
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Closing the coverage gap would also help narrow racial disparities in coverage among children. 
One in three people in the gap are parents with children at home. Extending coverage to parents 
increases enrollment among eligible children, research shows, so closing the coverage gap for adults 
would likely lead to coverage gains for children as well.16 Latino children in non-expansion states are 
2.5 times less likely to be insured than Latino children in expansion states and the gap between 
coverage rates for Latino and white children is growing faster in states without Medicaid 
expansion.17 

 
Closing Coverage Gap Would Help Address Health Crises Affecting 
Communities of Color 

Black and Latino adults are more likely than white adults to be diagnosed with a chronic disease.18 
This is influenced by factors such as racial inequities in health care access, unequal treatment people 
of color face in the health care system, and chronic stress from experiencing race-based 
discrimination. Medicaid expansion is associated with improved outcomes such as early diagnosis or 
treatment and fewer deaths related to chronic diseases, with people of color experiencing the 
greatest improvements. For example, expansion is associated with a reduction in mortality among 
people with end-stage renal disease, especially among Black people, and a reduction of disparities in 
timely treatment between Black and white people with advanced cancer diagnoses.19  

 
Some of the strongest evidence of the role of Medicaid expansion in reducing racial disparities in 

health outcomes comes from research on health outcomes for people who give birth. A recent study 
of maternal mortality from 2006 to 2017 found that while the overall maternal mortality ratio 
(deaths per 100,000 live births) worsened over the period, the increase was much less in expansion 
versus non-expansion states. The difference was significant for Hispanic mothers and was greatest 
among Black mothers. That makes closing the coverage gap key to addressing the United States’ 
Black maternal health crisis, in which Black mothers are three times more likely to die from 
pregnancy-related complications than white mothers.20  

 
The nation is also experiencing a behavioral health crisis, marked by rising deaths from overdose, 

sustained high levels of suicide, and a nationally declared public health emergency due to opioid 
misuse. The COVID-19 pandemic has exacerbated this crisis, especially for people of color. Black 

 
16 Julie L. Hudson and Asako S. Moriya, “Medicaid Expansion For Adults Had Measurable ‘Welcome Mat’ Effects On 
Their Children,” Health Affairs, September 2017, 
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2017.0347?journalCode=hlthaff.  
17 Kelly Whitener, Matthew Snider, and Alexandra Corcoran, “Expanding Medicaid Would Help Close Coverage Gap 
for Latino Children and Parents,” Georgetown University Center for Children and Families and UnidosUS, June 29, 
2021, https://ccf.georgetown.edu/wp-content/uploads/2021/06/Expanding-Medicaid-Would-Help-Close-Coverage-
Gap-for-Latino-Children-and-Parents.pdf. 
18 Michelle Odlum et al., “Trends in Poor Health Indicators Among Black and Hispanic Middle-aged and Older Adults in 
the United States, 1999-2018,” JAMA Network Open, November 11, 2020, 
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2772802.  
19 Blythe J.S. Adamson et al., “ACA Medicaid Expansion Association With Racial Disparity Reductions in Timely Cancer 
Treatment,” American Journal of Managed Care, July 19, 2021, https://www.ajmc.com/view/aca-medicaid-expansion-
association-with-racial-disparity-reductions-in-timely-cancer-treatment.  
20 Erica L. Eliason, “Adoption of Medicaid Expansion Is Associated with Lower Maternal Mortality,” Women’s Health 
Issues, February 25, 2020, https://www.whijournal.com/article/S1049-3867(20)30005-0/fulltext. 

https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2017.0347?journalCode=hlthaff
https://ccf.georgetown.edu/wp-content/uploads/2021/06/Expanding-Medicaid-Would-Help-Close-Coverage-Gap-for-Latino-Children-and-Parents.pdf
https://ccf.georgetown.edu/wp-content/uploads/2021/06/Expanding-Medicaid-Would-Help-Close-Coverage-Gap-for-Latino-Children-and-Parents.pdf
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2772802
https://www.ajmc.com/view/aca-medicaid-expansion-association-with-racial-disparity-reductions-in-timely-cancer-treatment
https://www.ajmc.com/view/aca-medicaid-expansion-association-with-racial-disparity-reductions-in-timely-cancer-treatment
https://www.whijournal.com/article/S1049-3867(20)30005-0/fulltext
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and Hispanic people have been more likely to report symptoms of anxiety and depression during the 
pandemic compared to non-Hispanic Asian and white people.21 Black people in the U.S. with an 
opioid use disorder have less access to the full range of treatment options compared to white 
people.22 

 
Medicaid expansion is associated with improved self-reported mental health and greater access to 

mental health and substance use disorder treatment.23 Expanding coverage can remove affordability 
barriers for people of color and work alongside efforts to increase provider capacity and diversity 
and reduce cultural stigma surrounding mental health care. 

 
Closing the Coverage Gap Can Reduce Medical Debt, Expand Economic 
Opportunity 

Closing the Medicaid coverage gap also has economic benefits both to individuals who receive 
coverage and to the broader community. Extending health coverage to people in the gap can protect 
more people from medical debt and provide more flexibility for people to pursue opportunities for 
economic mobility, such as participating in training programs and starting or building businesses.  

 
Medical debt is the top cause of bankruptcy in the United States and people of color are more 

likely to report trouble paying medical bills.24 In 2018, about 28 percent of households with a Black 
family member and 22 percent with a Latino family member had medical debt, compared to 17 
percent of households with a white family member and 10 percent with an Asian family member.25  

 
A CBPP analysis of medical debt by ZIP code shows that there are racial disparities in medical 

debt in both expansion and non-expansion states, but the share of medical debt is significantly more 
prevalent overall in non-expansion states. The data analyzed provides the share of people with 
medical debt in majority-white communities (defined as ZIP codes where at least 60 percent of the 
population is white) and majority communities of color (where at least 60 percent of the population 
is non-white). In expansion states, 18 percent of people in communities that are majority people of 
color had medical debt in collections, versus 11 percent of majority-white communities. In non-
expansion states the rates of medical debt and the racial gap in rates were higher: 28 percent of 

 
21 Nirmita Panchal et al., “The Implications of COVID-19 for Mental Health and Substance Use,” Kaiser Family 
Foundation, February 10, 2021, https://www.kff.org/coronavirus-covid-19/issue-brief/the-implications-of-covid-19-
for-mental-health-and-substance-use. 
22 Substance Abuse and Mental Health Services Administration, “The Opioid Crisis and the Black/African American 
Population: An Urgent Issue,” April 2020, https://store.samhsa.gov/product/The-Opioid-Crisis-and-the-Black-African-
American-Population-An-Urgent-Issue/PEP20-05-02-001.  
23 Jennifer Sullivan, Miriam Pearsall, and Anna Bailey, “To Improve Behavioral Health, Start by Closing the Medicaid 
Coverage Gap,” Center on Budget and Policy Priorities, September 9, 2021, https://www.cbpp.org/research/health/to-
improve-behavioral-health-start-by-closing-the-medicaid-coverage-gap.  
24 Brianna Wells, “Solving the Medical Debt Crisis,” Greenlining Institute, March 2021, https://greenlining.org/wp-
content/uploads/2021/03/Greenlining-Medical-Debt-Crisis-Report-2021.pdf. 
25 Neil Bennett et al., “Who Had Medical Debt in the United States?” U.S. Census Bureau, April 7, 2021, 
https://www.census.gov/library/stories/2021/04/who-had-medical-debt-in-united-states.html. 

https://www.kff.org/coronavirus-covid-19/issue-brief/the-implications-of-covid-19-for-mental-health-and-substance-use.
https://www.kff.org/coronavirus-covid-19/issue-brief/the-implications-of-covid-19-for-mental-health-and-substance-use.
https://store.samhsa.gov/product/The-Opioid-Crisis-and-the-Black-African-American-Population-An-Urgent-Issue/PEP20-05-02-001
https://store.samhsa.gov/product/The-Opioid-Crisis-and-the-Black-African-American-Population-An-Urgent-Issue/PEP20-05-02-001
https://www.cbpp.org/research/health/to-improve-behavioral-health-start-by-closing-the-medicaid-coverage-gap
https://www.cbpp.org/research/health/to-improve-behavioral-health-start-by-closing-the-medicaid-coverage-gap
https://greenlining.org/wp-content/uploads/2021/03/Greenlining-Medical-Debt-Crisis-Report-2021.pdf
https://greenlining.org/wp-content/uploads/2021/03/Greenlining-Medical-Debt-Crisis-Report-2021.pdf
https://www.census.gov/library/stories/2021/04/who-had-medical-debt-in-united-states.html
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people in majority communities of color had 
medical debt compared to 16.7 percent of 
people in white communities.26 (See Figure 3.) 

 
Further reducing disparities in medical debt 

by closing the coverage gap will help address the 
racial wealth gap and keep more money in the 
pockets of people of color to pay for other 
needs and boost their financial security. 
Furthermore, closing the coverage gap can 
reduce the geographic differences in medical 
debt. Among regions in the United States, the 
average amount of medical debt in collections 
was highest in the South — where many of the 
states haven’t adopted the Medicaid expansion. 
Also, the drop in new medical debt from 2013 
to 2020 was 34 percentage points greater in 
expansion than in non-expansion states, 
indicating the gains that closing the coverage 
gap may have.27 

 
Closing the Coverage Gap Will 
Strengthen Health Care Systems That 
Serve People of Color  

Expanding health coverage also plays a role in 
reducing disparities in the availability of health care providers that serve larger numbers of people of 
color. Most of the funds for closing the coverage gap go to payments for health care services, 
allowing more rural hospitals, safety net hospitals, and community health centers — many of which 
disproportionately serve people with low incomes and people of color — to stay open and even to 
provide more services in their communities.  

 
 Of the ten states with the most rural hospital closures since 2010, all but two are non-expansion 

states — and the two that have expanded Medicaid, Oklahoma and Missouri, only began the 
expansion in 2021.28 In some of the non-expansion states, closed rural hospitals were more likely to 
be in counties with a higher share of Black residents. (See Figure 4.) For example, six out of the nine 
rural hospitals that closed in Georgia since 2005 were in counties with higher shares of people of 
color compared to the statewide average: five had a higher share of Black residents and one a higher 
share of Latino residents. Five out of eight shuttered rural hospitals in Florida were in counties with 
shares of Black residents above the state average, as were all four shuttered rural hospitals in South 

 
26 CBPP analysis of data downloaded from the Urban Institute, “Debt in America: An Interactive Map,” updated March 
31, 2021, https://apps.urban.org/features/debt-interactive-map/?type=overall&variable=pct_debt_collections. 
27 Raymond Kluender et al., “Medical Debt in the US, 2009-2020,” JAMA, July 20, 2021,  
 https://jamanetwork.com/journals/jama/article-abstract/2782187. 
28 The top ten are Texas, Tennessee, Georgia, Kansas, Missouri, North Carolina, Oklahoma, Alabama, Florida, and 
Mississippi.  

FIGURE 3 

 

https://apps.urban.org/features/debt-interactive-map/?type=overall&variable=pct_debt_collections
https://jamanetwork.com/journals/jama/article-abstract/2782187


10 
 

Carolina (though that state’s closures were not in the top ten).29 While not all non-expansion states 
saw this kind of disparity, these examples show the importance of greater inclusion of communities 
of color in conversations about people’s access to health care in rural areas.  

 
Community health centers are also important sources of health services for people of color, who 

comprise 62 percent of community health center patients but 40 percent of the overall U.S. 
population.30 In a 2018 survey, community health centers in Medicaid expansion states were more 
likely to report financial stability improvements since 2010 and coordination of care with community 
social service providers, compared to centers in non-expansion states.31 Medicaid expansion was also 
associated with an increased share in community health center patients receiving screenings and 
treatment for conditions like asthma and hypertension, the latter condition seeing the greatest 
improvements for Hispanic patients in rural community health centers.32 

  
Medicaid expansion also helped bring new federal funding for services provided through Indian 

Health Services, tribal health programs, and urban Indian health facilities or facilities contracted to 
provide services for American Indians. With new revenue from Medicaid expansion, Indian Health 
Services in Montana was able to increase the amount of care they provide and to allow more people 
to receive critical preventive care.33 Medicaid is an important source of coverage for American 
Indians and Alaska Natives (AIAN); about 55,000 non-elderly AIAN adults would gain coverage if 
the remaining states expanded their Medicaid programs.34 
 
  

 
29 CBPP analysis using data on rural hospital closures from the Cecil G. Sheps Center for Health Services Research and 
county population information from American Community Survey 2019 5-year estimates. 
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-hospital-closures/. 
30 National Association of Community Health Centers, “Community Health Center Chartbook,” January 2021, 
https://www.nachc.org/research-and-data/research-fact-sheets-and-infographics/2021-community-health-center-
chartbook/.  
31 Corinne Lewis et al., “The Role of Medicaid Expansion in Care Delivery at Community Health Centers,” 
Commonwealth Fund, April 4, 2019, https://www.commonwealthfund.org/publications/issue-briefs/2019/apr/role-
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FIGURE 4 
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APPENDIX TABLE 1  
Uninsured Adults in the Coverage Gap, by Race/Ethnicity, 2019  

State  Total  Asian Black Latino Other White 
Total, non-expansion 
states  2,211,000  29,000 617,000 613,000 60,000 893,000 

Alabama  137,000  * 53,000 * * 75,000 
Florida  425,000  6,000 109,000 118,000 12,000 179,000 
Georgia  275,000  * 130,000 24,000 * 114,000 
Kansas  44,000  * * 8,000 4,000 26,000 
Mississippi  110,000  * 59,000 * * 44,000 
North Carolina  207,000  * 68,000 19,000 12,000 106,000 
South Carolina  105,000  * 42,000 * * 55,000 
South Dakota  16,000  * * * 6,000 9,000 
Tennessee  119,000  * 31,000 5,000 * 79,000 
Texas  766,000  14,000 118,000 422,000 12,000 200,000 
Wyoming  7,000  * * * * 5,000 

* Reliable estimates are not available due to small sample size.  
Note: Totals may not sum due to rounding. Estimates are for non-elderly adults aged 19 to 64. Income eligibility for Medicaid and ACA 
marketplace coverage is determined by grouping individuals into health insurance units for each program and applying state eligibility 
rules to modified adjusted gross income. Excludes estimated population lacking legal documentation. Latino category may include any 
race. All other categories are non-Latino. Other includes those who identify as multiple races. See Appendix II for more details. 
Source: CBPP estimates based on the 2019 American Community Survey 
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