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Health Coverage Rates Vary Widely Across — and 
Within — Racial and Ethnic Groups 

By Breanna Sharer and Gideon Lukens1 

 
The U.S. has made significant progress toward universal health coverage since the enactment of 

the Affordable Care Act (ACA). But over 26 million people remain uninsured,2 and uninsured rates 
vary substantially between racial and ethnic groups. (See Figure 1.) There’s even wider uninsured rate 
variation among the many racial and ethnic subgroups within the larger categories. 

 
The reasons for such differences are complex. Structural racism in historic and modern health 

coverage policy systematically creates racial and ethnic health coverage inequities.3 People of color 
tend to face greater challenges affording coverage, reflecting injustices that lead some groups to have 
lower incomes and reduced access to jobs that offer health benefits. Health coverage inequities are 
partly attributable to federal and state policy choices that determine who is eligible for coverage 
based on factors such as immigration status, whether one lives in a state that has opted to expand 
Medicaid, how accessible and affordable enrollment is, and whether outreach and enrollment 
assistance are robust enough to connect people to the coverage they are eligible for. Additional 
barriers exist for people with limited English proficiency.  

 
It is crucial to collect and analyze robust data to understand and address drivers of inequity related 

to race and ethnicity, and it is important to examine differences not only between racial and ethnic 
groups but also within those groups. Taking a close look at the data could illuminate ways to help 
expand health coverage to people who remain uninsured, from dismantling barriers to eligibility and 
enrollment to improving the scope and accessibility of outreach and enrollment assistance. The 
overall uninsured rate reached record lows in 2022, but to achieve further coverage gains and to 
reach racial equity in health coverage, it is essential to sustain and expand upon successful, more 
targeted policies. 

 
Uninsured Rates Vary Across and Within Racial and Ethnic Groups 

Uninsured rates are higher among Latino,4 American Indian and Alaska Native (AIAN), Black, 
and Native Hawaiian and Pacific Islander (NHPI) people than among Asian, white, and multiracial 
people.5 (See Figure 1.) Latino people experience particularly high uninsured rates –two to three 
times the rates experienced by Asian, white, and multiracial groups. (Unless otherwise specified, data 
in this report are for people under age 65, since the vast majority of people aged 65 and over are 
covered by Medicare.) 

1275 First Street NE, Suite 1200 
Washington, DC 20002 
 
Tel: 202-408-1080 
Fax: 202-408-1056 
 
center@cbpp.org 
www.cbpp.org 

 
 

 



 2 

FIGURE 1 

 

 
 
Uninsured rates fell across all racial and ethnic groups from 2010 to 2022, and disparities in 

uninsured rates narrowed, but the patterns of racial inequities in health coverage have persisted. (See 
Figure 2.). A marked decline in uninsured rates occurred from 2014 through 2016 during large-scale 
implementation of the ACA’s major provisions.  

 
Progress stalled and uninsured rates rose slightly beginning in 2017 and through 2019, in part due 

to the repeal of the individual mandate and Trump-era policies that took aim at the Affordable Care 
Act and made health coverage through the ACA marketplaces less affordable.6 The Trump 
Administration also depressed enrollment in the ACA marketplaces by reducing funding for 
outreach and enrollment assistance7 and by pursuing harsh immigration-related policies that deterred 
some people from enrolling out of fear and confusion.8 

 
Between 2019 and 2022, uninsured rates fell again and the overall uninsured rate reached a record 

low. This is largely thanks to federal relief provisions that spurred record levels of Medicaid and 
ACA marketplace enrollment, which included a temporary requirement to keep people enrolled in 
Medicaid, greater financial assistance to help people afford marketplace coverage, and dramatically 
increased funding for outreach and enrollment assistance.9  
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FIGURE 2 

 

 
 

Challenges in Collecting Adequate Race and Ethnicity Data 

Before discussing the data on racial and ethnic subgroups, it is worth noting the challenges to 
collecting such data, along with some potential ways to meet those challenges. While it is true that 
health coverage rates vary across racial and ethnic groups, limiting analysis to broad racial categories 
— as is often the practice — can conceal the diverse experiences of communities within them. 
Disaggregating race and ethnicity into smaller groups could improve response rates on 
race/ethnicity questions, shed further light on health inequities, and uncover community needs.10  

 
Reasons that data are often not disaggregated into racial and ethnic subgroups can include sample 

sizes that are too small for precise estimation, concerns over privacy and surveillance, and the risk 
that users of the data will misattribute differences between groups and not account for the context 
of inequities such as racism, discrimination, and other structural barriers to opportunity.11 The 
Office of Management and Budget (OMB), which sets national race and ethnicity reporting 
standards, cites a lack of consensus in terminology as an additional barrier to adding racial and ethnic 
categories to the minimum federal reporting requirements.12  

 
Standard race and ethnicity options do not always align with the way that individuals self-identify, 

leading to high rates of non-response to the questions or the selection of the “some other race” 
option.13 “Some other race” responses are often excluded from data analyses and reporting.14 
OMB recommends that questionnaires include options for locally relevant race and ethnicity groups 
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so that respondents are more likely to find their own identity reflected as an option.15 Additionally, a 
single category labeled “multiracial” or “more than one race” may mask valuable information that 
could be used in analyses.16 Racial data captured in the 2020 census show that 87 percent of white 
Americans, 88 percent of Black Americans, and 83 percent of Asian Americans are classified as one 
race alone, but only 39 percent of American Indians and Alaska Natives are classified as one race 
alone.17 This is, in part, an effect of the complex legacy of colonization. 

 
Disaggregating American Indian and Alaska Native data poses unique challenges and requires 

significant resources. AIAN data are often aggregated in research, if included at all.18 Federal 
agencies and other entities cite several reasons why Native people are excluded in data, including 
costs and other challenges to recruit a large enough sample given the relatively small, diverse, and 
geographically dispersed nature of the AIAN population.19 Additionally, roughly one-third of the 
AIAN population lives in hard-to-count census tracts.20 Past census undercounts have not only 
denied representation in non-tribal governments to hundreds of thousands of Indigenous citizens, 
but have limited appropriations for resources including infrastructure, housing, education, and 
community development programs administered by tribal governments.21 Even surveys with a 
sufficient sample size to include and disaggregate AIAN data may not disaggregate the data in a way 
that is useful. Potentially useful methods of disaggregation include by tribal nation, geography (such 
as on- or off-reservation or by region), or group membership status (enrolled or non-enrolled tribal 
member).22 Additionally, tribes have sovereignty over data collected from their citizens. As such, the 
collection of tribal-level data requires approval from tribal governments.23 

 
OMB recently updated its race and ethnicity standards for federal agencies to better align with 

available evidence.24 Among the major changes, the new standards add Middle Eastern or North 
African (MENA) as a minimum category. The new standards also incorporate a Hispanic or Latino 
category into a single combined question for race and ethnicity instead of the previous standard of a 
separate question for race and another question for Hispanic or Latino ethnicity.25 Finally, the new 
standards require federal agencies to disaggregate beyond the minimum categories unless they 
receive an exemption. Federal agencies will have up to five years to comply. 

 
While there has been some progress toward improved data disaggregation practices, further 

improvement requires political will, resource investment, and unified effort.26 Lack of visibility and 
representation in data renders the needs of racial and ethnic subgroups difficult to meet. Without 
reliable disaggregated data, the success of efforts to reduce inequity cannot be sufficiently measured 
or monitored. Substantial missing data, undercounting, and inconsistent response rates are common 
for race and ethnicity data. During 2024’s open enrollment period for the ACA marketplace, for 
example, nearly half of enrollees’ races and ethnicities were unknown.27  

 
Agencies can take measures to encourage responses, such as allowing for the selection of a 

“decline to answer” option and making the question mandatory, providing clear explanation of the 
uses of such data collection, improving question format, and leveraging other data sources for 
estimation. Several states have adopted promising practices in race/ethnicity data collection.28 New 
York found such efforts resulted in a 20 percent increase in response rates on race/ethnicity 
questions.29 
  



 5 

Variation Within Racial and Ethnic Groups 

The data used for this report come from the Census Bureau’s American Community Survey 
(ACS). The ACS is well suited for providing tabulations by race and ethnicity because it is the largest 
survey of U.S. households (over 3 million people are in the survey each year), it is nationally 
representative and has a relatively high response rate, and it contains detailed breakdowns of race 
and ethnicity. (See Appendix II for methodology.) The data in this report do not include people 
living in the U.S. Territories, such as Puerto Rico, only people living in the states and the District of 
Columbia.  

 
Disaggregated analysis reveals the diversity of uninsured rates within racial and ethnic subgroups. 

Many factors contribute to a person’s insurance status, including socioeconomic status, immigration 
rules and experiences, English language proficiency, and state laws and processes that limit or 
bolster access to Medicaid for those who need it.  

 
Asian Subgroups 

Uninsured rates among Asian subgroups fell between 2010 and 2022, reflecting the coverage gains 
experienced nationwide as a result of policies enacted in the ACA. (See Figure 3.) 

 
Based on their overall uninsured rate — 5.9 percent, lower than any other broad racial group — 

one might assume that Asian people face relatively low barriers to health coverage. But uninsured 
rates vary more than threefold across even just the ten Asian countries of origin with the largest U.S. 
populations, and much more when smaller population groups are included. (See Figure 3 and 
Appendix Table 3.)  

 
Disparate impacts of current and historical immigration policy as well as distinct sociopolitical 

histories factor into the varied rates of citizenship, English language proficiency, and income levels 
of Asian subgroups, all of which contribute to the likelihood of having health coverage. For 
example, differences among subgroups can be explained, at least in part, by employment and 
income.30 Immigrants engage in self-employment and entrepreneurship more than people born in 
the U.S,31 and self-employed workers are less likely than other workers to have health coverage.32 
Vietnamese and Korean people are more likely to be self-employed than other Asian subgroups.33 

 
Differences in uninsured rates also relate to the circumstances under which members of different 

groups immigrate. For example, people who immigrated from India are far more likely than other 
immigrant groups to have immigrated through employment-based pathways and not as refugees or 
asylees.34 In contrast, a large share of Cambodian people in the United States entered as refugees 
between 1975 and 1994, a period marked by devastating civil wars that killed a large share of the 
population in Cambodia, especially those with higher education and incomes.35 The median 
household income of Indian people in the U.S. is 79 percent higher than the median household 
income of Cambodian people, and the uninsured rate of Indian people is 48 percent lower than that 
of Cambodian people. (See Appendix Table 1.) 
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FIGURE 3 

 
 
 

FIGURE 4 
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Latino Subgroups 

As with Asian subgroups, disaggregation of Latino health coverage data reveals diverse 
experiences. In 2022, the uninsured rate among Latino people was 17.8 percent, but subgroup rates 
varied fivefold among the ten countries of origin with the largest U.S. populations.36 (See Figure 5 
and Appendix Table 4.)  

 
Puerto Rican people residing in U.S. states have a low uninsured rate relative to other Latino 

groups, likely due in part to Puerto Rico’s status as a U.S. territory, meaning its residents who are 
U.S. citizens don’t face immigration-related barriers to coverage. In contrast, people born in Central 
America’s “Northern Triangle” — El Salvador, Honduras, and Guatemala — often do not have a 
documented immigration status in the U.S., and therefore have less access to the educational and 
economic opportunities, and health insurance eligibility, associated with citizenship.37 Many 
immigrated to flee violence, food insecurity, and natural disasters worsening with continued climate 
change38 as well as displacement and economic instability.39  

 
FIGURE 5 

 
 
 
Like with Asian subgroups, uninsured rates among Latino subgroups fell between 2010 and 2022, 

but large disparities exist between subgroups. (See Figure 6.) 
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FIGURE 6 

 
 
 

The Data Suggest Reasons for Disparities in Uninsured Rates 
Economic, demographic, and policy factors are correlated with differences in uninsured rates to 

varying degrees within racial and ethnic groups. Understanding these factors can shed light on ways 
to dismantle structural barriers to health coverage and eliminate inequities. 

 
Immigration Restrictions Limit Coverage 

As of 2022, people who immigrated to the U.S. make up nearly 14 percent of the nation’s total 
population.40 Of the 46 million immigrants living in the United States, nearly 22 million are non-
citizens.41 People immigrate to the U.S. for diverse reasons, such as to reunite with family, pursue 
further education, accept employment, or to escape dangerous or oppressive circumstances, and a 
family’s reasons for immigration often affect their economic status and their access to health 
coverage.42 

 
People without a lawful immigration status are generally not eligible to enroll in ACA 

marketplaces, Medicaid, or the Children’s Health Insurance Program (CHIP). Medicaid and CHIP 
also have strict immigration-related eligibility requirements that bar many people who have lawful 
immigration statuses from enrolling. To qualify for these programs, people must have a “qualified” 
immigration status, and many must have this status for five years before being eligible to enroll. For 
example, people with lawful permanent resident status43 are barred from Medicaid and CHIP for 
five years after obtaining this status.44 
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Uninsured rates vary by immigrant group. Some 18 percent of immigrants who have a lawfully 
present status are uninsured, while half of immigrants without a documented status are uninsured.45 
An estimated 9.5 million immigrant adults are eligible for Medicaid based on income, but 45 percent 
(4.3 million) of these adults are ineligible due to the restrictive immigration-related requirements.46 
Latino people are heavily represented among income-eligible immigrants who are excluded from 
Medicaid because they do not have a documented immigration status, making up 76 percent of the 
group. Asian people are the most represented racial or ethnic group excluded from Medicaid among 
both people with lawful permanent resident status (who face a five-year bar from Medicaid) as well 
as foreign-born non-immigrants and people with non-immigrant visas (such as a Student Visa or 
Domestic Worker Visa), making up 38 percent and 57 percent of the groups, respectively.47 

 
Immigration-related barriers to health coverage go beyond Medicaid and the ACA marketplace. 

Structural racism in current and historic immigration policy systematically denies health coverage to 
immigrants. Because employers cannot legally hire people who are undocumented, many are 
relegated to work in the underground economy,48 where they face exploitation and have few 
pathways to better employment.49 Immigrants who are not citizens are often employed in low-wage 
jobs and industries that don’t offer employer-sponsored coverage, and are less likely to be able to 
afford employer-sponsored coverage when it is available.50  

 
Immigration status is a strong predictor of whether a person has health coverage. In a 2023 

survey, 50 percent of immigrant adults who are undocumented and 18 percent of lawfully present 
immigrant adults reported being uninsured, compared to 6 percent of naturalized citizen and 8 
percent of U.S.-born citizen adults.51 The Urban Institute estimates that 5.7 million uninsured non-
citizens would become eligible for Medicaid, CHIP, or marketplace premium tax credits if 
immigration-related restrictions were lifted.52  

 
Within each broad racial group, non-citizens are more likely to be uninsured than citizens. (See 

Figure 7.) The difference in uninsured rates between citizens and non-citizens is especially stark 
among Latino people. Citizenship is likely an important factor behind variation in uninsured rates by 
subgroup: the percent of people not having citizenship ranges from 1 percent for Puerto Rican 
people to 50 percent for Honduran people.53 (See Appendix Table 7.) 

 
  



 10 

FIGURE 7 

 
 
 
Following the ACA’s implementation, the uninsured rate among immigrants fell along with that of 

the total population. But from 2016 to 2019, the uninsured rate of immigrants rose more than the 
uninsured rate of U.S.-born persons. The disproportionate rise in the uninsured rate among 
immigrants coincided with reduced funding for marketplace outreach, which often includes 
immigrants as a target population for enrollment assistance.54 In addition, the Trump 
Administration’s harsh anti-immigrant rhetoric and policy pursuits created an atmosphere of fear for 
immigrants and their families. In particular, the Trump Administration’s changes to “public charge” 
policies that determine whether someone may enter and/or become a lawful permanent resident of 
the U.S. caused people to forgo health benefits for which they were eligible, due to concern over 
their ability — or their family members’ ability — to come to or stay in the U.S.55  

 
The Biden Administration ended the Trump Administration’s public charge rule and issued new 

rules that largely reflect decades of precedent.56 However, some immigrants and their family 
members continue to fear public charge and other immigration policies, and as a result, many 
continue to avoid public benefits due to immigration-related concerns.57  
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Some states have adopted policies that are more inclusive of immigrants. States have the option to 
use a less restrictive immigration-related eligibility standard — lawfully residing — for enrollment of 
children and/or people who are pregnant in Medicaid and CHIP.58 (As of March 2024, 37 states 
have taken this option for children and 30 for people who are pregnant.) States also have the option 
to provide CHIP coverage regardless of immigration status to people who are pregnant (22 states 
provide this coverage).59 Some states also use state-only funding to provide coverage to groups who 
cannot be covered under the strict federal immigration-related restrictions (12 states have done so 
for children and 11 for parents and/or other adults).60 Connecticut extended state-funded full 
Medicaid coverage to children and pregnant people from households with low incomes regardless of 
immigration status. California and Illinois built on previous state-funded Medicaid expansions by 
extending coverage to seniors with low incomes without imposing an immigration-related eligibility 
requirement.61 In 2023, Oregon extended state-funded Medicaid coverage without regard to 
immigration status.62 California did so beginning in 2024 and Minnesota will do so through its 
MinnesotaCare program in 2025.63 

 
Medicaid Expansion Boosts Coverage and Narrows Inequities 

The ACA extended Medicaid coverage to adults with incomes up to 138 percent of the federal 
poverty level, with subsidized marketplace coverage available to those with higher 
incomes.64 However, the Supreme Court allowed states to choose whether to enact the ACA 
Medicaid expansion. In the ten states that haven’t adopted expansion, more than 1.6 million 
uninsured adults are in the Medicaid coverage gap.65 Adults in this gap don’t qualify for Medicaid 
under their states’ rules, because their states have not enacted the expansion — or for subsidized 
health insurance coverage in the ACA marketplaces, because their incomes are below the federal 
poverty level (the minimum level to qualify for marketplace subsidies). 

 
The uninsured rate among low-income adults under age 65 fell from 35 percent in 2013 to 15 

percent in 2022 in states that had expanded Medicaid. In non-expansion states, the uninsured rate 
among this group fell much more modestly, from 44 percent in 2013 to 30 percent in 2022.66 Adults 
of all racial and ethnic groups experience higher rates of coverage in Medicaid expansion states, and 
there is evidence of narrowed inequities between groups in coverage and access after expansion.67 
(See Figure 8.) 
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FIGURE 8 

 
  
 The effects of states’ decisions not to expand Medicaid vary among and within racial and ethnic 
groups.68 For example, Black people have relatively high uninsured rates and are disproportionately 
in the coverage gap in part because they disproportionately reside in non-expansion states: 45 
percent of Black people under age 65 live in non-expansion states, compared to the 31 percent share 
of the total population under age 65 living in those states. (See Appendix Table 1.) However, even 
within non-expansion states, Black and Latino people are overrepresented in the coverage gap. (See 
Figure 9.)  
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FIGURE 9 

 
 
 Medicaid coverage is critical for eligible American Indians who have no insurance or who rely on 
the Indian Health Service (IHS). While IHS provides health care to eligible American Indians and 
Alaska Natives at no cost, it is not health insurance and is chronically underfunded through yearly 
budgets appropriated by Congress.69 Additionally, the majority of American Indians and Alaska 
Natives live in urban areas not served by IHS.70 AIAN people who are enrolled in Medicaid do not 
need to pay premiums or enrollment fees. And IHS, Tribal, and Urban Indian (ITU) providers can 
receive reimbursement for services provided to AIAN patients enrolled in Medicaid managed care, 
regardless of whether the ITU provider is in a Medicaid managed care plan’s network.71 

 
Medicaid expansion has recently boosted the coverage rates for American Indians and Alaska 

Natives. Before expanding Medicaid in July 2021, Oklahoma was home to among the country’s 
largest uninsured AIAN population.72 Of the approximately 243,000 Oklahomans who were 
enrolled under expansion in February 2024, over 40,000 (1 in 6) were American Indian.73 More 
recently, South Dakota expanded Medicaid on July 1, 2023, and there is likely to be meaningful 
improvement to AIAN health coverage in the state, given that about 1 in 3 uninsured South 
Dakotans identify as AIAN.74 As of February 2024, 37 percent of South Dakotans enrolled under 
Medicaid expansion were American Indians or Alaska Natives.75  
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Latino Subgroups 

For Latino people, Medicaid serves an important role for health coverage because, although their 
rate of employment is roughly average among the adult population, they are substantially less likely 
to receive employer-sponsored health coverage.76 The uninsured rate varies among Latino 
subgroups, but for nearly every subgroup, it is substantially lower in expansion states. (See Figure 8.) 
However, expansion status likely has a bigger impact on the uninsured rates for some subgroups 
than others: 73 percent of Cuban people live in non-expansion states compared to 17 percent of 
Ecuadorian people. (See Appendix Table 1.)    

 
Asian Subgroups 

In addition to having higher than average median household incomes, the ten most populous 
Asian subgroups are all more likely than average to live in expansion states, though there is still large 
variation among subgroups.77 (See Appendix Table 1). For example, 29 percent of Vietnamese 
people live in non-expansion states compared to 11 percent of Japanese people. Across nearly all 
Asian subgroups, coverage rates are higher in expansion states than in non-expansion states.  

 
Affordability 

Inability to pay for coverage remains the leading reason uninsured people cite when asked why 
they lack health coverage: in 2022, 64 percent of uninsured adults said they were uninsured because 
coverage was not affordable.78 Most insured people — 57 percent in 2022 — had coverage through 
their employer.79 But low-paid workers typically get less employer help with their premiums, are 
offered less robust coverage, and must pay a greater share of their income toward health care costs 
compared to higher-income workers. Employee premium contributions and deductibles accounted 
for about 10 percent of median household income on average in 2022, not including additional out-
of-pocket costs such as co-pays and co-insurance, and the burden of these premium costs and 
deductibles varies greatly among racial and ethnic groups. (See Figure 10.)  
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FIGURE 10 

 
 

Median household incomes are lower among Black people than other broad racial and ethnic 
groups. (See Appendix Table 11.) The unique harm caused by a history of enslavement along with 
persistent systemic racism contribute to comparatively low incomes and a relatively low rate of 
upward income mobility among Black households, and they manifest in residential segregation, labor 
market discrimination, and housing and educational inequities.80  

 
Black workers are disproportionately employed in lower-paid industries such as accommodation 

and food service and underrepresented in higher-paid industries such as financial services. Income 
gaps between Black and white workers persist within companies, with Black employees 
underrepresented in executive roles and less likely to report being supported or sponsored at work 
for advancement opportunities.81 

 
Due in large part to the lack of affordability of private coverage, uninsured rates are higher for 

people with lower household incomes, though inequities exist across income levels. (See Figure 11.)  
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FIGURE 11 

 
 
Improving health insurance affordability could reduce inequities in health coverage. The American 

Rescue Plan increased premium tax credits in the marketplace for 2021 and 2022, and the Inflation 
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Reduction Act extended these enhancements through 2025. Marketplace enrollees who signed up 
during open enrollment saw their average monthly premium costs fall by 32 percent from 2021 to 
2024.82 Partly as a result of premium tax credit increases, a record 21.4 million people enrolled in 
marketplace coverage for 2024, up 79 percent from the 12 million people who enrolled for 2021, 
prior to the enhancements.83 A Department of Health and Human Services study imputed missing 
race and ethnicity data for marketplace enrollment through the Healthcare.gov platform and found 
that Latino, Black, and AIAN people saw enrollment increases of 84, 83, and 45 percent, 
respectively, between 2021 and 2023. Enrollment gains for white and Asian American, Native 
Hawaiian, and Pacific Islander (AANHPI) people were 31 and 18 percent, respectively.84 
Breakdowns by subgroup are not available.  

 
Administrative Burdens in the Eligibility Process 

About a quarter of uninsured people are eligible for Medicaid, but perceptions of ineligibility, 
confusion about how to apply, and what is sometimes a complex application process deter many of 
them from enrolling.85 These administrative burdens disproportionately impact people of color.86 
State and local governments have opportunities to reduce burdens by, for example, using data 
sources to verify eligibility, communicating via text message, and reducing verification requests.87  

 
Administrative burdens are also a barrier to selecting optimal coverage in the marketplace. Many 

ACA marketplaces create complex choice environments where consumers are likely to select a plan 
that does not meet their health or affordability needs.88 Some consumers remain uninsured due to 
difficulty navigating the application process. Additionally, people without internet in the home face 
additional application burdens that could dissuade application and enrollment in the online 
marketplaces.89 Black and Latino adults are less likely than white adults to report owning a traditional 
computer or having high-speed internet at home.90 

 
In 2022, 22 percent of uninsured people said they lacked coverage because signing up was too 

difficult or confusing, and 19 percent said that they could not find a plan to meet their needs.91  
 

Outreach and Enrollment Assistance 

More than 1 in 3 people who were uninsured in 2022 were eligible for subsidized marketplace 
coverage, in addition to the 1 in 4 who were eligible for Medicaid or CHIP.92 Many of the remaining 
uninsured, even those who are eligible for generous subsidies or free coverage through Medicaid, 
don’t believe they can afford health insurance.93 

 
Few people have a complete understanding of health insurance terms and details.94 People 

without a strong understanding of health insurance terminology have greater difficulty accessing 
medical care and avoiding administrative hassles.95 Familiarity with health insurance terminology is 
disproportionately low among Latino, Black, and AIAN people.96 Lack of trust in the health care 
system is also a common barrier to enrollment.97 Factors that fuel medical mistrust, particularly 
among Black patients and other patients of color, include experiences of discrimination in health 
care and undertreatment by providers.98 Black people do not receive the same quality of care from 
their health providers that their white counterparts receive, which contributes to poorer health 
outcomes and shorter lives.99 Additionally, the medical establishment has a long history of 
mistreating Black people through both neglect and inhumane medical experimentation.100 
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 Outreach has proven effective in bolstering coverage.101 For example, the Centers for Medicare & 
Medicaid Services (CMS) estimated that outreach drove a full 37 percent of HealthCare.gov 
enrollment during the open enrollment period for 2017.102 And Kentucky’s television advertising 
was responsible for 40 percent of unique website visitors and web-based applications in the state’s 
marketplace in 2014 and 2015.103 

 
Another way to boost enrollment and build trust is through Navigators: people who raise 

awareness about the availability of marketplace plans, help people apply for federal subsidies, 
provide impartial information about plan options, provide language assistance, and help consumers 
with other important issues, including filing appeals and submitting documentation to prove their 
eligibility.104 Navigators can help simplify what many find to be a complex enrollment process, 
making health coverage more accessible and plan selection more consumer friendly.  

 
The Trump Administration reduced Navigator funding by 84 percent, contributing to the erosion 

of coverage during its term.105 The Biden Administration reversed course, making historic 
investments in enhanced outreach efforts and one-on-one consumer assistance which, along with 
other policy changes, coincided with increased rates of health coverage.106 

 
 AAPI people enroll in health plans through the marketplace at disproportionately high rates. In 

33 states using HealthCare.gov during the 2023 open enrollment period for ACA marketplace 
coverage, AAPI people constituted 7.6 percent of health plan selections but only 4.1 percent of the 
population in those states.107 High enrollment in marketplace plans is likely partially attributable to 
the efforts of non-profits that serve Asian Americans and provide tailored enrollment assistance.108 
Although AAPI people enroll in marketplace coverage at a high rate, considerable variation exists 
among AAPI subgroups: in 2022 survey data, the share of Vietnamese people with subsidized 
marketplace coverage was more than five times that of Hmong people, for example.109 

 
Language Access 

The United States is home to immense language diversity and has been since its founding.110 More 
than 1 in 5 people in the U.S. speak a language other than English at home.111 Federal law, including 
provisions of the ACA, protects people with limited English language proficiency by requiring 
meaningful access to federally funded programs and prohibiting discrimination on the basis of 
national origin. But language barriers to coverage remain.112 Lower English language proficiency is 
highly correlated with uninsured rates across groups, but language access potentially plays a bigger 
role for Latino and Asian groups’ uninsured rates due to larger shares of these groups having less 
English proficiency. However, there is large variation among subgroups: 3 and 5 percent of Filipino 
and Puerto Rican people report not speaking English well or at all, compared with 19 percent of 
Vietnamese people and 30 percent of Guatemalan and Honduran people. (See Appendix Table 1.) 

 
People who are more proficient in English have higher rates of health coverage among Latino as 

well as Asian populations. (See Figure 12.) This pattern is similarly evident for Asian and Latino 
subgroups as well as among broader racial and ethnic groups. (See Appendix tables 4-6.)  
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FIGURE 12 

 
 
Given higher uninsured rates among those who do not speak English or do not speak it well, 
providing culturally and language-specific outreach and enrollment assistance, including through 
Navigators and advertising, is important for improving health coverage equity. Studies have found 
Spanish-language ads are more likely to mention enrollment assistance than English-language ads,113 
and relatively high enrollment rates within AAPI subgroups in marketplace plans may be partially 
attributable to insurance agents that offer enrollment assistance in Asian languages.114 Where 
language access measures fail to provide in-language health insurance information, multilingual 
navigator services can help close the gaps.  

 
Looking Ahead 

Inadequate health coverage is one of the greatest barriers to accessing care, and the unequal 
distribution of coverage contributes to health inequities.115 Racial health coverage inequities are less 
stark in states that have expanded Medicaid eligibility, and closing the Medicaid coverage gap is key 
to reducing these coverage inequities in non-expansion states, particularly among people with low 
incomes. The removal of barriers to coverage based on immigration status would provide people 
across racial and ethnic groups — and subgroups — improved access to the financial security and 
improved health outcomes that come with having health insurance.  

 
Recent coverage gains in the ACA marketplaces show the promise of expanded outreach in 

spurring coverage gains among groups with high uninsured rates, and continued efforts can build 
upon those successes. Outreach and enrollment assistance, especially if language appropriate, can 
connect people who are uninsured with coverage they may not realize they are eligible for.  

 
However, eligibility for coverage is not enough without improving affordability. The high cost of 

coverage remains the most frequently cited barrier to health insurance, and the affordability of 
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health insurance varies tremendously across racial and ethnic groups. Making the Inflation 
Reduction Act’s marketplace subsidies permanent would improve access to health coverage in the 
long term. Combined policy efforts to improve availability, awareness, and affordability of coverage 
can move the United States closer to universal health coverage for all people and address racial and 
ethnic inequities.  
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Appendix I: Tables 
 

TABLE 1 
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TABLE 2 

Uninsured Rates by Racial/Ethnic Group, 2010-2022 
 

2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 

American Indian and 
Alaska Native 

26% 25% 24% 24% 20% 17% 16% 16% 16% 17% * 15% 14% 

Asian 17% 17% 16% 16% 11% 8% 7% 7% 7% 7% * 6% 6% 
Black 20% 19% 19% 19% 15% 12% 11% 11% 11% 11% * 11% 10% 
Latino 32% 31% 30% 30% 25% 20% 19% 19% 19% 20% * 19% 18% 
Multiracial 14% 14% 13% 13% 10% 8% 7% 7% 8% 8% * 8% 7% 
Native Hawaiian and 
Pacific Islander 

18% 17% 18% 18% 14% 10% 11% 11% 9% 13% * 11% 12% 

Some Other Race 21% 21% 19% 21% 16% 13% 12% 12% 13% 14% * 11% 10% 
White 13% 13% 12% 12% 10% 8% 7% 7% 8% 8% * 7% 7% 
Total 18% 17% 17% 17% 13% 11% 10% 10% 10% 11% * 10% 9% 

Note: Estimates are for people up to age 64, in non-institutionalized settings. See Appendix II for details. 
Source: CBPP analysis of American Community Survey, 2010-2022 
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TABLE 3 

Uninsured Rates Among Asian People, 2010-2022 

 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 

Cambodian 21% 22% 20% 20% 13% 11% 8% 9% 9% 10% * 11% 8% 

Chinese 15% 15% 15% 15% 11% 8% 7% 7% 6% 7% * 6% 5% 

Filipino 12% 12% 13% 13% 9% 7% 6% 6% 6% 6% * 6% 5% 

Hmong 16% 17% 15% 18% 10% 10% 6% 7% 8% 8% * 7% 7% 

Indian 12% 13% 12% 10% 7% 6% 5% 5% 4% 5% * 4% 4% 

Japanese 8% 9% 9% 9% 7% 4% 5% 4% 6% 4% * 5% 3% 

Korean 29% 27% 26% 26% 18% 13% 10% 10% 10% 11% * 9% 9% 

Pakistani 23% 23% 24% 22% 18% 14% 11% 10% 10% 9% * 8% 8% 

Thai 25% 25% 25% 21% 20% 13% 12% 15% 13% 11% * 14% 11% 

Vietnamese 22% 21% 21% 21% 14% 10% 8% 9% 8% 9% * 8% 8% 
Note: Estimates are for people up to age 64, in non-institutionalized settings. See Appendix II for details. 
Source: CBPP analysis of American Community Survey, 2010-2022 
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TABLE 4 

Uninsured Rates Among Latino People, 2010-2022 
 

2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 

Colombian 29% 28% 28% 26% 19% 16% 13% 15% 14% 15% * 14% 14% 
Cuban 29% 29% 27% 29% 21% 16% 16% 16% 16% 16% * 14% 14% 
Dominican 23% 22% 21% 22% 17% 13% 11% 12% 11% 13% * 10% 11% 
Ecuadorian 38% 34% 32% 33% 27% 23% 20% 19% 18% 18% * 19% 18% 
Guatemalan 49% 47% 44% 46% 40% 35% 34% 33% 35% 35% * 35% 33% 
Honduran 51% 47% 46% 46% 42% 38% 39% 36% 38% 39% * 41% 39% 
Mexican 35% 33% 33% 32% 27% 22% 21% 20% 20% 21% * 21% 19% 
Peruvian 31% 30% 30% 30% 22% 17% 15% 16% 14% 14% * 13% 13% 
Puerto Rican 16% 15% 15% 15% 12% 9% 8% 9% 9% 9% * 9% 8% 
Salvadoran 41% 39% 39% 38% 31% 26% 23% 25% 25% 26% * 25% 24% 
Note: Estimates are for people up to age 64, in non-institutionalized settings. See Appendix II for details. 
Source: CBPP analysis of American Community Survey, 2010-2022 
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TABLE 5 

Uninsured Rates by Citizenship Status, 2022 
 

Citizen Non-Citizen 

American Indian / Alaska 
Native 

12% 46% 

Asian 5% 9% 
Black 9% 22% 
Latino 11% 46% 
Multiracial 7% 24% 
Native Hawaiian / Pacific 
Islander 

10% 22% 

Some Other Race 8% 29% 
White 6% 14% 
Total 8% 32% 

Note: Estimates are for people up to age 64, in non-institutionalized settings. See Appendix II for details. 
Source: CBPP analysis of American Community Survey, 2022 

 
TABLE 6 

Uninsured Rates by Citizenship Status Among Asian People, 2022 
 

Citizen Non-Citizen 

Cambodian 8% 13% 
Chinese 4% 9% 
Filipino 4% 11% 
Hmong 7% 9% 
Indian 4% 5% 
Japanese 3% 3% 
Korean 7% 14% 
Pakistani 6% 15% 
Thai 9% 19% 
Vietnamese 7% 13% 

*Estimates not reported due to insufficient sample size. 
Note: Estimates are for people up to age 64, in non-institutionalized settings. See Appendix II for details. 
Source: CBPP analysis of American Community Survey, 2022 
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TABLE 7 

Uninsured Rates by Citizenship Status Among Latino People, 2022 
 

Citizen Non-Citizen 

Colombian 8% 34% 
Cuban 10% 29% 
Dominican 7% 23% 
Ecuadorian 7% 45% 
Guatemalan 12% 63% 
Honduran 13% 65% 
Mexican 13% 48% 
Peruvian 7% 33% 
Puerto Rican 8% 18% 
Salvadoran 11% 48% 

*Estimates not reported due to insufficient sample size. 
Note: Estimates are for people up to age 64, in non-institutionalized settings. See Appendix II for details. 
Source: CBPP analysis of American Community Survey, 2022 

 
TABLE 8 

Uninsured Rates by Race/Ethnicity and State’s Expansion Status, 2022 
 

Expansion Non-Expansion 

American Indian / Alaska 
Native 

12% 19% 

Asian 5% 9% 
Black 7% 13% 
Latino 14% 25% 
Multiracial 6% 11% 
Native Hawaiian / Pacific 
Islander 

10% 26% 

Some Other Race 9% 14% 
White 5% 9% 
Total 7% 14% 

Note: Estimates are for people up to age 64, in non-institutionalized settings. See Appendix II for details. 
Source: CBPP analysis of American Community Survey, 2022 
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TABLE 9 

Uninsured Rates by Race/Ethnicity and State’s Expansion Status Among Asian 
People, 2022 

 
Expansion Non-Expansion 

Cambodian 7% 16% 
Chinese 5% 9% 
Filipino 5% 7% 
Hmong 7% 5% 
Indian 4% 6% 
Japanese 3% 5% 
Korean 8% 12% 
Pakistani 6% 13% 
Thai 10% 15% 
Vietnamese 6% 13% 

Note: Estimates are for people up to age 64, in non-institutionalized settings. See Appendix II for details. 
Source: CBPP analysis of American Community Survey, 2022 

 
TABLE 10 

Uninsured Rates by Race/Ethnicity and State’s Expansion Status Among Latino 
People, 2022 

 
Expansion Non-Expansion 

Colombian 12% 17% 
Cuban 10% 15% 
Dominican 10% 14% 
Ecuadorian 19% 12% 
Guatemalan 27% 48% 
Honduran 30% 49% 
Mexican 15% 28% 
Peruvian 11% 17% 
Puerto Rican 6% 12% 
Salvadoran 19% 35% 

Note: Estimates are for people up to age 64, in non-institutionalized settings. See Appendix II for details. 
Source: CBPP analysis of American Community Survey, 2022 
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TABLE 11 

Average Employee Premium Contribution and Deductible as a Percent of Median 
Household Income 

 
Median Income Employee Contribution 

American Indian/ Alaska 
Native 

     $67,120  12.1% 

Asian    $118,300    6.9% 
Black      $54,200  15.0% 
Latino      $70,000  11.6% 
Multiracial      $78,200  10.4% 
Native Hawaiian / Pacific 
Islander 

     $75,000  10.9% 

Some Other Race      $78,200 10.4% 
White      $93,800   8.7% 
Total      $83,400   9.8% 

Note: See Appendix II for methodology. 
Source: CBPP calculations using Agency for Healthcare Research and Quality, Medical Expenditure Panel Survey-Insurance 
Component, 2022; and Census Bureau, American Community Survey, 2022 

 
TABLE 12 

Average Employee Premium Contribution and Deductible as a Percent of Median 
Household Income Among Asian People 

 
Median Income Employee Contribution 

Cambodian      $88,600  9.2% 
Chinese    $115,700  7.0% 
Filipino    $119,700  6.8% 
Hmong      $87,600  9.3% 
Indian    $159,000  5.1% 
Japanese    $107,500  7.6% 
Korean    $108,400  7.5% 
Pakistani    $113,600  7.2% 
Thai      $93,800  8.7% 
Vietnamese      $94,900  8.6% 

Note: See Appendix II for methodology. 
Source: CBPP calculations using Agency for Healthcare Research and Quality, Medical Expenditure Panel Survey-Insurance 
Component, 2022; and Census Bureau, American Community Survey, 2022 
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TABLE 13 

Average Employee Premium Contribution and Deductible as a Percent of Median 
Household Income Among Latino People 

 
Median Income Employee Contribution 

Colombian      $79,700  10.2% 
Cuban      $78,200  10.4% 
Dominican      $62,500  13.0% 
Ecuadorian      $76,100  10.7% 
Guatemalan      $62,500  13.0% 
Honduran      $56,900  14.3% 
Mexican      $69,800  11.7% 
Peruvian      $79,600  10.2% 
Puerto Rican      $64,700  12.6% 
Salvadoran      $73,000  11.2% 

Note: See Appendix II for methodology. 
Source: CBPP calculations using Agency for Healthcare Research and Quality, Medical Expenditure Panel Survey-Insurance 
Component, 2022; and Census Bureau, American Community Survey, 2022 

 
 

 
 

TABLE 14 

Uninsured Rates by English Language Proficiency, 2018-2022 
 

American 
Indian / 
Alaska 
Native Asian Black Latino 

Multi-
racial 

Pacific 
Islander 

Some 
Other 
Race White Total 

Speaks 
English 
Very 
Well 

16% 5% 13% 16% 8% 12% 13% 10% 13% 

Speaks 
English 
Well 

26% 9% 18% 28% 17% 17% 23% 17% 21% 

Doesn’t 
Speak 
English 
Well 

39% 13% 22% 42% 23% 28% 37% 18% 34% 

Doesn’t 
Speak 
English 

58% 17% 38% 54% 45% * 48% 31% 49% 

Note: Question includes those aged 5-64. See Appendix II for details. 
*Estimates not reported due to insufficient sample size. 
Source: CBPP analysis of American Community Survey, 2018-2022 
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TABLE 15 

Uninsured Rates Among Asian People by English Language Proficiency, 2018-2022 
 

Cambodian Chinese Filipino Hmong Indian Japanese Korean Pakistani Thai Vietnamese 

Speaks 
English Very 
Well 

10% 4% 5% 8% 4% 4% 9% 8% 9% 7% 

Speaks 
English Well 10% 7% 8% 9% 9% 5% 13% 14% 14% 8% 

Doesn't  
Speak English 
Well 

10% 13% 10% 9% 13% 8% 17% 17% 23% 10% 

Doesn’t 
Speak English 16% 17% 13% 8% 20% 6% 28% 13% * 14% 

Note: Question includes those aged 5-64. See Appendix II for details. 
Source: CBPP analysis of American Community Survey, 2018-2022 

 
TABLE 16 

Uninsured Rates Among Latino People by English Language Proficiency, 2018-2022 
 

Colombian Cuban Dominican Ecuadorian Guatemalan Honduran Mexican Peruvian 
Puerto 
Rican Salvadoran 

Speaks English 
Very Well 11% 13% 10% 10% 18% 24% 19% 11% 9% 17% 

Speaks English 
Well 20% 21% 12% 24% 38% 45% 31% 19% 11% 30% 

Doesn’t Speak 
English Well 31% 26% 18% 42% 59% 64% 45% 32% 14% 44% 

Doesn’t Speak 
English  47% 32% 24% 57% 76% 78% 55% 40% 17% 57% 

Note: Question includes those aged 5-64. See Appendix II for details. 
Source: CBPP analysis of American Community Survey, 2018-2022 
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Appendix II: Data and Methods 
Most of the data for this report are from the Census Bureau’s American Community Survey 

(ACS) 1-Year Estimates and cover 2010 through 2022. The Census Bureau did not release its 
standard 1-year ACS for 2020 due to pandemic-related disruptions in data collection that made 2020 
data unreliable; therefore, the tables and figures do not include estimates for 2020. After 2019, 
Census instituted improvements in question wording, processing, and methodology for race and 
ethnicity measures. Census recommends caution in interpreting changes in estimates by race and 
ethnicity from 2019 to later years.  

 
The racial and ethnic subgroups included are the ten largest by population up to age 64 in 2022. 

Estimates are for people up to age 64 in non-institutionalized settings unless stated otherwise. 
American Indian and Alaska Native (AIAN) people may be AIAN alone or in combination with 
other races and ethnicities. Latino people include people of any race who identify as being of 
Hispanic, Latino, or Spanish origin. The Black, Native Hawaiian and Pacific Islander (NHPI), and 
some other race categories include only people who identify as a single race and not Latino.  

 
Individuals who receive care through the Indian Health Service but do not have health insurance 

are considered uninsured.  
 
Questions on language proficiency include those aged 5-64, and data from years 2018-2022 are 

combined to increase sample sizes. Level of proficiency (e.g., very well, not well) was asked only of 
those who speak a language other than English at home. Expansion states are defined as those that 
had expanded as of January 1, 2022. Median household income is calculated from the ACS among 
households with heads under age 65. 

 
Estimates of average employee premium contributions and deductibles come primarily from the 

2022 Medical Expenditure Panel Survey – Insurance Component (MEPS-IC) and are measured for 
all enrolled employees at private-sector establishments that offer health insurance. These estimates 
are derived by weighting average premiums and deductibles (from MEPS-IC) for family and single 
coverage by the distribution of family and single households in the ACS with heads under age 65. 
Premium contributions and deductibles are not broken down by race and ethnicity so that they 
better represent average costs of coverage as opposed to reflecting the costs of the different plan 
choices by race and ethnicity.  
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