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Abstract 

Medicaid expansion, as part of the Patient Protection and Affordable Care Act (PPACA), 

was touted by many policymakers as a potentially powerful force for reducing ethnoracial 

disparities in health insurance coverage. Using a unique county-level dataset at two time points 

(before and after the passage of the PPACA), we test whether Medicaid Expansion predicted 

change in ethnoracial disparities. Specifically, we use fixed effect regression models to predict the 

Black-white, Hispanic-white, and Asian-white disparities in health insurance coverage. Using 

states that did not expand Medicaid as a counterfactual, our models show that this policy 

expansion was not significantly associated with a decrease in ethnoracial health insurance 

disparities. Overall, these findings suggest the need for scholars and policymakers to be more 

cautious and tempered about Medicaid expansion’s relationship with ethnoracial disparities in 

health insurance coverage. We discuss the implications of these findings for research on 

ethnoracial health insurance disparities, as well as policy efforts to increase coverage in minority 

communities. 
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Introduction 

Health insurance is critical for social and economic well-being. In addition to providing 

medical services, it protects people from debt and provides access to preventative care like 

vaccinations and routine check-ups (Baicker et al. 2014). For decades, ethnoracial minorities have 

had significantly lower levels of health insurance coverage compared to whites. These disparities 

contribute to economic inequality, as well as higher rates of preventable diseases among minorities 

(Smedley et al. 2002). For these reasons, scholars and policymakers have worked hard to 

understand and remedy ethnoracial disparities in health insurance coverage. To date, studies have 

uncovered a variety of sources of these disparities ranging from poverty (Geundelman et al. 2001) 

and discrimination (Williams and Jackson 2005) to health status (Wang et al. 2013) and the decline 

of employer-provided health insurance (Fronstin 2007).  

The implementation of the Patient Protection and Affordable Care Act (ACA) of 2010, 

however, has made it necessary to reexamine explanations of racial disparities in health insurance 

access. Specifically, the ACA changed the social structure of health insurance access by expanding 

Medicaid eligibility to single low-income adults and providing subsidies for the purchase of private 

health insurance (Wachino, Artiga, and Rudowitz 2014). These reforms helped 16.9 million people 

acquire health insurance between 2013 and 2015 (Carman 2015), and may have increased coverage 

in minority communities (Chen et al. 2016). In this article, we examine the consequences of one 

aspect of the ACA at the county level. Specifically, we ask: did Medicaid expansion significantly 

reduce racial disparities in health insurance coverage? 

Groups like the Kaiser Family Foundation (2014), Urban Institute (Clemens-Cope at al. 

2014), and the Commonwealth Fund (Hayes et al. 2015) published numerous reports touting the 

potential reductions that Medicaid expansion could bring to ethnoracial disparities in health 
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insurance coverage. These reports suggest that, because racial minorities are disproportionately 

low-income, Medicaid expansion would significantly expand insurance coverage to ethnoracial 

minorities. The bulk of these reports, however, are based upon projections and not solid data. Only 

one study, to our knowledge, has empirically examined the relationship between the ACA and 

health insurance disparities. Chen et al. (2016) found that ethnoracial disparities in health insurance 

coverage decreased after implementation of the ACA in 2014. Nevertheless, their research design 

is based on a simple comparison of disparities before and after 2014 and, thus, cannot rule out the 

existence of general temporal trends that are independent of Medicaid’s expansion. 

Using a fixed-effects regression approach with a sample of over 300 counties across the 

nation, we address this limitation by testing whether Medicaid expansion, a key component of 

PPACA, was correlated with change in ethnoracial disparities in health insurance coverage beyond 

general time trends. Our identification strategy is based on the fact that a group of states did not 

expand Medicaid in late 2013-early 2014.1 Therefore, these states provide us with a counterfactual: 

places with ethnoracial gaps in health insurance coverage that did not expand Medicaid. We find 

that ethnoracial inequalities in health insurance coverage shrank after the implementation of ACA 

in our sample of counties for all minority groups, but we find that Medicaid expansion was not 

significantly related to an independent reduction in these gaps. These findings are robust to the 

inclusion of multiple time-varying controls including measures of obesity prevalence, 

unemployment rates, local immigration policies, and anti-minority prejudice, among others. 

These findings make several contributions to the literature on racial disparities in health 

insurance access, as well as policy efforts to boost enrollment in ethnoracial minority communities. 

                                                      
1 Medicaid expansion’s start date ranged from Fall of 2013 for some states and January 1st 2014 

for others.  
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Our findings support recent research showing that ethnoracial inequalities in health insurance 

coverage appear to be shrinking after implementation of the ACA (2016), but we find no evidence 

suggesting that Medicaid expansion has significantly contributed to this changing pattern. This 

finding indicates that scholars, and the media more generally, need to be more cautious and apply 

more rigorous methodologies when assessing whether specific aspects of the ACA are shaping 

patterns in ethnoracial health insurance disparities. More broadly, our evidence suggests that 

scholars and policymakers may need to rethink whether colorblind social policies like Medicaid 

expansion are adequate for reducing racial disparities.  

 
The PPACA and Ethnoracial Disparities in Health Insurance Access 

 The PPACA expanded health insurance coverage in two ways (Wachino, Artiga, and 

Rudowitz 2014). First, it expanded Medicaid eligibility to include single, able-bodied adults 

without children who earn less than the Federal poverty level. The Medicaid expansion also 

funneled billions of dollars from Federal to state governments to help offset the cost of the 

expansion. To date, however, only 28 of 50 states expanded Medicaid, and the proportion of 

uninsured individuals is higher in states that have not expanded Medicaid (Kaiser Family 

Foundation 2016). Second, the PPACA created an online marketplace for uninsured consumers to 

purchase private health insurance plans with a Federal subsidy. Prices of plans and the size of 

subsidies vary from state to state, and citizens in states that refused to expand Medicaid can still 

purchase subsidized health insurance through the Federal exchange (a nationwide online 

marketplace). Together, these reforms reduced the rate of uninsurance in the U.S. overall from 16 

per cent in 2010 to 9.1 per cent in 2015 (Cohen et al. 2016).  

As the PPACA is just three years old, few studies have examined its correlation with 

ethnoracial disparities. A handful of studies, however, have shown some positive results. In an 
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analysis of Arkansas, Kentucky, and Texas, Sommers et al. (2013) found that African-Americans 

were more likely to perceive that the ACA helped them. Chen et al. (2016) found that rates of 

uninsurance dropped for all ethnoracial groups after PPACA implementation but, as mentioned 

earlier, did not adequately isolate the passage of this law from a general time trend. These studies, 

while insightful, use individual level survey data, which are prone to self-reporting errors and do 

not examine local contextual factors. In this paper, we build upon this literature by testing the 

salience of several county-level contextual factors associated with ethnoracial disparities in health 

insurance access before and after the implementation of the PPACA.  

 
Ethnoracial Disparities in Health Insurance Access 

Prior to the PPACA, researchers have shown that economic conditions, characteristics of 

local institutions, individual health status, and experiences with discrimination matter for 

understanding ethnoracial disparities in health insurance access. To date, no study (to our 

knowledge) has examined how the PPACA has mediated the relationship between these factors 

and racial disparities in health insurance access.  

 Whether measured by income, education, or unemployment, local economic conditions 

strongly predict variation in health insurance coverage (Adler and Newman 2002; Marmot 2002). 

We would expect this to be especially true prior to the passing of the PPACA. Before Medicaid 

expansion and the online marketplaces, working for an employer who provided health insurance 

was the most realistic route to coverage for the uninsured (Kaiser Family Foundation 2016). Thus, 

racial inequality in the labor market was understood to be critical for understanding ethnoracial 

disparities in health insurance coverage. For example, African Americans are disproportionately 

uninsured as jobs have gone overseas or to suburbs (Williams and Rucker 2000). Hispanic and 

Asian undocumented immigrants similarly lack access to employment in the formal labor market 
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and are, thus, disproportionately ineligible for employer or state provided health insurance 

(Marrow and Joseph 2015; Sanchez, Pedraza, and Vargas 2015). The Pew Research center 

estimates that Hispanics comprise 48 per cent of the 11.6 million undocumented immigrants living 

in the US, while Asians comprise 24 per cent (Pew Research Center 2016). As the PPACA 

expanded Medicaid to the poor, and offered subsidies to individuals living above the federal 

poverty rate, we expect the salience of economic factors for ethnoracial disparities to diminish.  

 Health status is another important predictor of health insurance, particularly in the context 

of the PPACA as individuals with health needs have the largest incentives to enroll in Medicaid 

or purchase subsidized insurance. Although studies conducted prior to the ACA show mixed 

evidence for the salience of health status for health insurance access (Wang et al. 2013; Zuvekas 

and Taliaferro), the PPACA may boost enrollment among groups with higher rates of chronic 

disease and multi-morbidity. This is likely because the PPACA prohibited health insurance 

companies from denying people coverage on the basis of pre-existing health conditions (Kaiser 

Family Foundation 2016). Studies indicate that, since 2014, more sick than healthy U.S. citizens 

have acquired health insurance through the ACA (Bluecross and Blueshield 2016; Cox et al. 2016). 

The PPACA may have diminished health status as a barrier to health insurance coverage. In fact, 

it is possible that the poorer health status of ethnoracial minorities may be associated with a 

decrease in health insurance disparities, as groups with poorer health may be the most eager and 

likely to acquire health insurance through the PPACA. 

 The characteristics of local policy contexts also predict ethnoracial disparities in health 

insurance. In the health insurance access literature, scholars tend to focus on the quality or quantity 

of health care delivery systems. Studies show low-income black and Hispanic neighborhoods have 

fewer hospitals, out-patient clinics, and social service centers, thereby making access to health 
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insurance more difficult (Allard 2008). Physicians and staff at local clinics and hospital may also 

shape access through their lack of cultural competency, especially language barriers, when serving 

ethnoracial communities (Betancourt et al. 2003). 

 In this paper, we include several underexplored dimensions of local policy contexts in the 

health insurance access literature, including local immigration policy. A growing literature 

documents the power of subnational laws to shape the experiences of immigrants and even U.S. 

born minorities (Ebert and Ovink 2014; Flores 2014; Flores 2017; Marrow and Joseph 2015). 

Researchers have found that punitive immigration policies passed by states may affect minorities 

in at least two ways. First, policies could directly reduce immigrants’ access to social services as 

Proposition 187, overwhelmingly passed by California voters in 1994, was designed to do. Second, 

restrictionist laws may affect immigrants’ health seeking behaviors. Prior research has found that 

after the passage of anti-immigrant laws, immigrants become fearful of interacting with police 

officers and other government representatives (Menjívar and Abrego 2012; Szkupinski-Quiroga, 

Medina, and Glick 2014). As such, immigrants change their lifestyles by ‘going underground’ to 

be less visible, which could lower their likelihood of seeking health insurance (Furuseth and Smith 

2010; Menjívar and Abrego 2012). On the other hand, inclusionary immigration laws could 

potentially reduce these ethnoracial disparities by providing immigrants access to health services 

and strengthening immigrants’ trust of public officials. 

 Finally, experiences of discrimination also limit health insurance access for ethnoracial 

minorities. Negative interactions with physicians or excessively long waits can erode individuals’ 

trust in health care institutions or professionals (Sewell 2015; Williams and Jackson 2005). 

Ethnoracial minorities also have higher rates of stigmatized health conditions like HIV or mental 

health illnesses, which may render them more likely to experience stigmatizing instances of 
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discrimination from staff or medical professionals (Watkins-Hayes 2014). Experiences with 

discrimination also have long-lasting effects. For example, scholars trace African-American 

distrust of physicians to particularly traumatic events like the Tuskegee syphilis experiment 

(Gamble 1997; LaVeist et al. 2000).  

 The PPACA has done little to reduce people’s prejudices toward ethnoracial minorities. In 

fact, the Republicans’ vigorous opposition to the PPACA and President Obama (a black man) may 

have boosted anti-Black sentiment. Using nationally representative data, political scientists have 

shown that anti-Black prejudice is associated with opposition to President Obama and his policies 

(Knowles, Lowery, and Schaumberg 2010; Tesler 2012). Race has been a key factor in how people 

perceive of the PPACA (Jacobs and Mettler 2016), and we expect race to remain a strong predictor 

of ethnoracial disparities in health insurance coverage. 

In the following sections, we describe the methods and results from our study of whether 

Medicaid expansion attenuated ethnoracial disparities in health insurance coverage at the county 

level.  

 
Data and Methods  

Dependent Variable 

Our dependent variable is the gap in health insurance between non-Hispanic whites and the 

three largest minority groups in the United States: Hispanics, African-Americans, and Asians.1 To 

calculate this statistic, we subtracted the level of insurance coverage of each minority group from 

the level of insurance coverage among non-Hispanic whites.  

We obtained data on health insurance coverage from the American Community Survey 

administered by the U.S. Census. Such data was collected in 2012 and 2014, which allows us to 

compare levels of race-based health insurance coverage inequality before and after the PPACA 
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was implemented. Data are broken down by race at the county level. Information is not available 

for all counties because the American Community Survey does not cover the entire U.S. territory 

every year and relies instead on sampling techniques. Levels of missing data are higher in the case 

of smaller groups like Asian Americans. Thus, the resulting sample are counties with a large 

enough minority population to conduct meaningful cross-race analyses. Therefore, our results 

should be interpreted as a case study using a sub-sample of US counties, and not a nationally 

representative study of US counties.   

 
Independent and Control Variables 

 Our primary independent variable is whether a state expanded Medicaid, which we capture 

using a binary measure. In our sample, 23 out of 48 states did not expand this policy, which 

provides significant heterogeneity.  

To measure local policy contexts that may shape racial disparities in health insurance 

coverage at the county level, we obtained data on county level immigration-related policy. 

Specifically, we obtained data on all immigration-related policies passed by state legislatures in 

2012 and 2014 from the National Conference of State Legislatures. We considered policies that 

were enacted, as opposed to merely proposed, by state governments.2 Policies that were supportive 

of immigrants, like increases in access to public services for immigrants, were given a positive 

score of 1. In contrast, restrictionist laws like employment limitations for immigrants were coded 

as -1. We then added up these scores for each state for 2012 and 2014 separately.  

To measure racial prejudice, we use a state level measure of social climate. Specifically, 

we employ state-level data on Google searches for pejorative ethnoracial terms for each minority 

group examined: African-Americans, Hispanics, and Asians. Prior sociological studies have 

validated the use of Google search data as a measure of local anti-minority sentiment (Massey and 
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Tannen 2016; Rugh and Massey 2014). Such data indicates the level of interest in a specific term 

by Google users relative to searches for other topics. Therefore, it is not necessarily a measure of 

the overall volume of searches. Instead, Google Trends data can be interpreted as a normalized 

indicator of relative search interest. For each state, we obtained a search ranking score for the most 

common ethnoracial slurs for each minority group (i.e. spic, gook). As Table 1 shows, the range 

for this variable goes from 0, indicating very low search interest in the pejorative terms in that 

state, to a 100, which signals a very high search interest in the terms. We use the google search 

term data as a proxy measure of discrimination. Counties in states with high interest in searching 

ethnoracial slurs, we argue, represent a social climate where discrimination is more likely to occur.  

- Table 1 about here – 

Control Variables 

We included several control variables in our models to account for unobserved 

heterogeneity across U.S. counties that may be associated with ethnoracial disparities in health 

insurance. We obtained obesity rates at the county level from the Center for Disease Control as a 

proxy measure of health status. We relied on the American Community Survey to obtain indicators 

of the median age and the ethno-racial composition of the population in each county for both years. 

We also include a control for baseline insurance coverage levels for each county that we obtained 

from the American Community Survey. Finally, to account for differences in economic conditions, 

a common explanation for the existence of ethnoracial disparities in health insurance coverage, we 

included an indicator of the annual unemployment rate at the county level for residents 16 years 

and over. These data were obtained from the Bureau of Labor Statistics. Table 2 shows the 

correlation matrix for all variables used in our analysis. To test for multicollinearity, we calculated 

the variance inflation factor (VIF) of all the variables that we employed in our regression models.3 
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- Table 2 about here - 

Statistical Modeling 

Our goal is to assess the correlation of Medicaid expansion with ethnoracial inequality in 

health insurance. To do so, we obtained health insurance data for two years: 2012 and 2014. This 

time range is ideal since it comprises the time period before Medicaid’s expansion and also the 

period after. Our identification strategy is based on the fact that not all states expanded Medicaid 

services. Therefore, states where Medicaid was not expanded provide us with the counterfactual 

scenario: how disparities would have looked in the absence of Medicaid expansion. Our statistical 

analysis is based on panel data regressions of the form, 

                                                                                             (1) 

where  is the gap in health insurance between non-Hispanic whites and each one of the minority 

groups we examine in county i at time t,   is an indicator of whether county i had an ACA-

related Medicaid expansion,  are county-level time-varying covariates, such as population size 

and obesity rates,  is a county fixed effect, and is a year fixed effect. To address serial 

correlation, we cluster the standard errors at the county level (Bertrand, Duflo, and Mullainathan 

2004). 

 The county fixed effects capture any unobserved county characteristics with little variation 

over time that could have influenced health insurance rates, such as geography and local 

infrastructure. Fixed effects models are not affected by potential differences across counties 

because they only rely on within-subject information to estimate the statistical influence of the 

independent variables on the outcome variable (Allison 2012; Brand and Xie 2007). Hence, they 

provide relatively unbiased estimates at the cost of some efficiency. We employ year fixed effects 

to control for any time-specific macro effects that shift the level of health insurance rates for all 
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counties. Such statewide or nationwide shocks could have included political elections or other high 

profile events reported by national or state media outlets.   

Lastly, we control for a number of county-specific time-varying factors that could have 

affected health insurance coverage rates, such as population size, median age, and unemployment. 

In summary, this model is able to tell us whether ethnoracial disparities in health insurance 

coverage changed significantly with the implementation of Medicaid expansion relative to each 

county’s 2012 levels after controlling for national trends, time-invariant characteristics of counties, 

and also time-varying factors at the county level that could have affected these disparities. 

 
Results 

 As mentioned above, our dependent variable is the gap in health insurance coverage 

between non-Hispanic whites and the three largest minority groups in the U.S.: Hispanics, African-

Americans, and Asians. Therefore, a positive score in the resulting variable means that the minority 

group has an insurance gap relative to non-Hispanic whites. Table 3 shows the calculated gap in 

health insurance for both 2012 and 2014 for each ethnoracial combination. The largest gap was 

between Hispanics and non-Hispanic whites in 2012 (16.8 per cent) and the smallest gap was 

between Blacks and whites (6.21 per cent). These gaps shrank for all ethnoracial groups after the 

PPACA was implemented in 2013. The Hispanic-White gap shrank by 1.3 per cent in the examined 

counties between 2012 and 2014. To test whether this change was driven by patterns in missing 

data, we also calculated this statistic only for counties in which we had health insurance data for 

both time periods. Nevertheless, we found that missing data patterns do not explain the reduction 

in inequality we found. The estimated reduction in this health disparity would actually be greater 

(2.04 per cent) if we only take into account counties with insurance coverage data in both 2012 

and 2014. 
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- Table 3 about here - 

Did Medicaid expansion contribute to these significant reductions in race-based disparities 

on health insurance between 2012 and 2014? To assess that, we turn to regression analysis.  

- Table 4 about here - 

Table 4 shows the results from the fixed-effects regression predicting the gap between 

Hispanics and Non-Hispanic whites. A positive coefficient in the independent variables indicates 

a positive correlation with a greater insurance gap between these two groups. In the first model, 

we include an indicator of whether a state implemented Medicaid expansion. This model also 

includes county fixed effects. It shows that this expansion was significantly associated with a 2.4 

per cent reduction in the Hispanic-white gap in health insurance coverage. Model 2 tests whether 

this significant association is robust to the inclusion of a 2014 dummy. After including this control, 

the Medicaid expansion dummy is still negative but the coefficient shrinks by 57 per cent and it is 

no longer statistically significant. In contrast, the 2014 dummy is negative and significant 

suggesting that the reduction in the Hispanic-white gap also occurred in states where Medicaid 

was not expanded, which calls into question this policy’s independent effect on racial disparities. 

In Models 3-5, we include controls for time-varying factors that may have shaped the relationship 

between Medicaid’s expansion and minority-majority gaps in health insurance. In Model 3, we 

include controls for population size, which we log, along with an adjustment for county median 

age. In Model 4, we keep these controls and also control for overall levels of insurance rates, 

unemployment levels, and obesity rates. Lastly, in Model 5, we include our indicators for the social 

and policy context of these counties: popularity of anti-Hispanic derogatory terms in the Internet 

along with immigration policies passed by state legislatures. We find that changing overall levels 

of insurance coverage are a significant positive predictor of the Hispanic-white gap. In contrast, 
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we find that increases in unemployment levels are a negative predictor of this gap. Perhaps losses 

in employment are associated with a shrinking gap in health care coverage as whites in industries 

covered by employer-mandated insurance lose their jobs. Nevertheless, despite these significant 

results, we find that the lack of an independent statistical effect of the Medicaid expansion on the 

Hispanic-white medical insurance gap is robust to the inclusion of these time-varying controls. 

- Table 5 about here - 

 Table 5, which shows the results for the regressions predicting black-white gaps in health 

insurance, tells a similar story. Though the black-white gap in insurance is smaller than in the case 

of Hispanics, Model 1 also shows that the Medicaid expansion was associated with a significant 

decrease (-1.5 per cent). Nevertheless, just as in the case of the Hispanic-White gap, this 

association shrinks in magnitude and becomes non-significant once we include a 2014 dummy in 

Model 2. This suggests that the Medicaid expansion did not have an independent association with 

the reduction of the black-white gap between 2012 and 2014. This lack of significance was also 

found in models 3-5, in which we include multiple controls for time-varying factors that could 

have shaped this black-white gap. 

- Table 6 about here - 

 Lastly, Table 6 presents the fixed-effects regression models predicting the Asian-white gap 

in health insurance. Model 1 shows that Medicaid expansion has a negative association with this 

gap, but unlike the Hispanic-White and Black-White gaps, it is not statistically significant. If 

anything, once we include a 2014 dummy in Model 2, Medicaid expansion dummy has a positive 

coefficient (though it is not significantly different from zero). This suggests that the Asian-White 

gap also did not decline at a faster rate in states where Medicaid expanded. The inclusion of time-

varying controls does not affect this result. 
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- Graph 1 about here - 

 To better grasp why Medicaid expansion did not seem to have had an independent effect 

on ethno-racial gaps in health insurance coverage between 2012 and 2014, we produce Graph 1. 

In this Graph, we plot the changes in these gaps for each minority group relative to the majority 

white group within this time period. We further break down these estimates by whether states 

eventually expanded Medicaid or not. Graph 1 shows that the average Hispanic-White gap in 

health coverage in states that did not expand Medicaid shrank by 0.7per cent between 2012 and 

2014. In contrast, such gap decreased by 2.4per cent within the same time period in states that 

eventually implemented the Medicaid expansion. With regards to the Black-White gap, it shrank 

by 0.9per cent in states that did not expand Medicaid and by 1.8per cent in states that did. The fact 

that ethnoracial gaps in health insurance coverage decreased in both types of states explains why 

in the regression analyses the Medicaid expansion was not independently related to a reduction in 

these gaps. Finally, the Asian-White gap actually decreased more in states that did not expand this 

program (-2.73 per cent) than in states that expanded it (-0.6 per cent), which explains why the 

Medicaid expansion regression coefficient was sometimes positive in the Asian-White models. 

 
Conclusion 

 This article is one of the first to examine ethnoracial disparities in health insurance 

coverage after the implementation of Medicaid expansion. It reveals several important insights. 

First, we find that ethnoracial disparities in health insurance coverage shrunk in the aftermath of 

the PPACA, but we find no evidence to suggest that Medicaid expansion significantly contributed 

to narrowing these gaps. To be clear, we are not arguing that the PPACA as a whole has had no 

consequences for ethnoracial disparities in health insurance coverage. Rather, our data focus 

specifically on Medicaid expansion. Several factors might help explain this null finding. It is 
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possible that low-income whites in Medicaid expansion states acquired health insurance at a rate 

similar to low-income Blacks, Hispanics, or Asians. Alternatively, other aspects of the PPACA 

such as increasing the age in which young adults can remain on their parents’ health insurance 

plans to 26, or access to health insurance through the state or federal exchanges, could be driving 

the decreasing ethnoracial disparities in health insurance coverage in states that did not expand 

Medicaid. In either case, our evidence suggests that Medicaid expansion, which has cost billions 

of dollars, may not be the great health insurance access equalizer that some anticipated.  

 This finding raises questions about whether flaws in the design of the PPACA have 

contributed to Medicaid expansion’s inability to reduce ethnoracial disparities. The largest flaw, 

according to many economists, is the absence of a larger tax penalty for the uninsured. By 

mandating all citizens to have insurance and creating avenues for lower-income people to acquire 

insurance, the PPACA sought to get more individuals to pay into the health insurance system and 

stop individuals from free-riding (using health care services without paying). The PPACA, 

however, has not created large enough tax penalties to compel uninsured individuals into 

purchasing their own insurance. In fact, many are opting to pay a financial penalty for remaining 

uninsured instead of purchasing health insurance (Pear 2016). This design has enabled a two-tier 

health care system to persist with those who have benefitted from the PPACA on top, and those 

who have chosen to remain uninsured on the bottom. As long as the two-tiered nature of the health 

care system remains intact, it’s strongly plausible that ethnoracial disparities in health insurance 

coverage will persist despite massive investments like Medicaid expansion.  

 Our findings raise a larger question about whether large scale changes to program 

eligibility are sufficient for reducing ethnoracial disparities in health insurance coverage, as 

opposed to more specific policies or programs aimed at building health care infrastructure (e.g. 
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hospitals and clinics) in minority communities. Medicaid expansion achieved an important goal of 

expanding eligibility for low-income individuals with little access to health insurance, but did very 

little with respect to building a physical infrastructure for enrolling and providing health care to 

this population. Although our research design cannot speak directly to this question, our study 

provides some evidence in favor of the latter. Despite proponents’ claims and projections that 

Medicaid expansion will reduce ethnoracial disparities, the reality is that the PPACA was never 

designed to construct a more equal local health care infrastructure for various ethnoracial groups. 

Thus, it may be best for scholars and policymakers to temper expectations of Medicaid expansion’s 

ability to reduce ethnoracial disparities.  

 Our findings also highlight several important implications for ethnoracial disparities in the 

context of a Republican repeal of the PPACA. Most important of all, a repeal of the PPACA would 

teach scholars and policymakers that policy efforts to reduce ethnoracial disparities in health would 

be best aimed at the level of city, county, or state government. With the U.S. political climate in a 

state of extreme polarization, it is unlikely that Congress would pass health care legislation to 

reduce ethnoracial disparities, nor allow such legislation to have a long enough lifespan to have 

their intended effects. A repeal of the PPACA would not be the first time in US history that social 

programs aimed at helping low-income or minority communities have been dismantled by the 

Federal government. For example, in the aftermath of President Lyndon B. Johnson’s “War on 

Poverty” programs targeting Blacks in the inner city, President Richard Nixon dismantled these 

programs and ushered in the era of mass incarceration (Hinton 2016). At the moment, the U.S. 

appears to be reproducing this historical cycle.  

 A Republican repeal of the PPACA also has implications for how scholars or policymakers 

think about designing future policies aimed at reducing ethnoracial disparities in health. Despite 
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being drafted in race-neutral terms and being modeled after Republican Governor Mitt Romney’s 

health care reforms in Massachusetts, Republican politicians still vigorously fought against the 

PPACA. Similarly, Republican voters who received life-saving medical treatment through the 

PPACA still voted for Republican candidates who promised to repeal the PPACA (Kliff 2016). If 

Republican voters and politicians oppose health policies they benefit from due to their own 

economic or racial ideologies, then scholars and policymakers should expect significant opposition 

to any future health legislation (race-conscious or not). This political context reveals that even the 

most conservative approaches to reducing ethnoracial health disparities are unlikely to garner 

Republican support. In the face of such harsh political realities, we contend that policymakers and 

scholars have little to lose and, thus, may as well experiment with and design health policies that 

openly seek to reduce ethnoracial disparities. Such policies may not become Federal legislation, 

but they might succeed and have a longer lifespan in local government contexts.  

 A repeal of the PPACA would make it critical for scholars of ethnoracial disparities in 

health to pivot in the direction of political sociology and political science for future research. As 

health policies like the PPACA may not live long enough to have an impact on ethnoracial 

disparities, it raises questions about what societal conditions are conducive to producing durable 

health policies that address ethnoracial disparities. For example, studies show that state policies 

expanding health insurance coverage to children at the state level reduce ethnoracial health 

disparities (Beal 2004). Future research ought to investigate how groups garnered the political 

support to pass such health legislation, and the factors contributing to the long-term sustainability 

of such health reforms. Lessons learned from battles to reduce ethnoracial disparities in health at 

the local level may be instructive for future efforts to craft similar legislation at the Federal level.  
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Finally, some caveats are in order. The study does not include variables on the size or 

quality of health care systems. Moreover, as certain ethnoracial groups are very small in some 

counties, we are only able to analyze health insurance disparities in counties with sizable minority 

populations. Thus, the study is not nationally representative. Lastly, to examine the effect of ACA 

on ethnoracial disparities, we used data from 2014 since later data were still not available. 

Therefore, it is plausible that our study may not be capturing the full effect of this law. However, 

since the ACA may be repealed under the Trump Administration, there may not be an opportunity 

to fully examine the impact of the PPACA. Despite these limitations, our findings have several 

important lessons for future research on ethnoracial disparities in health insurance coverage. 

Indeed, this article provides important data on the state of ethnoracial disparities in health 

insurance coverage, questions whether Medicaid expansion has left a footprint on these disparities, 

and charts several useful directions for future research in the current political climate. 
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1 We use the term “Hispanic” and “Latino” interchangeably to refer to individuals of Latin 

American descent living in the U.S. Nevertheless, these ethnic labels may vary in meaning 

depending on the context (Mora 2014).  
2 In addition, we do not include resolutions passed by state legislatures since many of them are 

mostly symbolic for example honoring the memory of a specific immigrant and may not receive 

significant diffusion in the enacting state. 
3 We had originally included the size of each minority population in our regression models but 

these measures were highly collinear so we dropped them from our final analysis.  
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