ISSUE BRIEF

DECEMBER 2015

The mission of The Commonwealth
Fund is to promote a high
performance health care system.
The Fund carries out this mandate by
supporting independent research on
health care issues and making grants
to improve health care practice and
policy. Support for this research was
provided by The Commonwealth
Fund. The views presented here

are those of the authors and

not necessarily those of The
Commonwealth Fund or its directors,
officers, or staff.

For more information about this brief,
please contact:

Susan L. Hayes, MPA.

Senior Research Associate

Tracking Health System Performance
The Commonwealth Fund
slh@ecmwf.org

To learn more about new publications
when they become available, visit the
Fund's website and register to receive
email alerts.

Commonwealth Fund pub. 1846
Vol. 34

The
COMMONWEALTH
FUND

The Changing Landscape of Health Care
Coverage and Access: Comparing States’
Progress in the ACA's First Year

Susan L. Hayes, Sara R. Collins, David C. Radley,
Douglas McCarthy, Sophie Beutel, and Jordan Kiszla

Abstract This analysis compares access to affordable health care across U.S. states after the
first year of the Affordable Care Act’s major coverage expansions. It finds that in 2014, unin-
sured rates for working-age adults declined in nearly every state compared with 2013. There was
at least a three-percentage-point decline in 39 states. For children, uninsured rates declined by
at least two percentage points in 16 states. The share of adults who said they went without care
because of costs decreased by at least two points in 21 states, while the share of at-risk adults
who had not had a recent checkup declined by that same amount in 11 states. Yet there was little
progress in expanding access to dental care for adults, which is not a required insurance benefit
under the ACA. Wide variation in insurance coverage and access to care persists, highlighting

many opportunmes fOI‘ states to improve.

INTRODUCTION

On January 1, 2014, the major health insurance reforms of the Affordable Care Act
(ACA) took effect. They represented the most significant expansion of health coverage
in the United States since Medicare and Medicaid were enacted more than 50 years
ago. By the end of 2014, the uninsured rate for the U.S. population under age 65

had declined to 13 percent from 17 percent a year earlier, and a dramatic shift in the
landscape of coverage had taken place across the country, according to data recently
released by the U.S. Census Bureau (Exhibit 1, Appendix Table 1).

This analysis takes a closer look at this shift by comparing states’ performance
on six indicators of access to care and affordability from The Commonwealth Fund’s
State Scorecard on Health System Performance, 2015 Edition. The scorecard is intended
to help policymakers, health system leaders, and the public identify opportunities, and
set targets, for improvement. The indicators include uninsured rates for working-age
adults and for children, and three others that assess adults” access to care (Exhibit 2).!
To gauge the affordability of care, we examine the percentage of individuals under age

65 in each state who have high out-of-pocket medical costs relative to their incomes.


http://www.commonwealthfund.org/publications/fund-reports/2015/dec/aiming-higher-2015
http://www.commonwealthfund.org/myprofile/myprofile_edit.htm
http://www.commonwealthfund.org/myprofile/myprofile_edit.htm
mailto:slh@cmwf.org
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Exhibit 1. Percent of Population Under Age 65 Uninsured, 2013 vs. 2014

O <10% (4 states plus D.C.)
10%-14% (18 states)

® 15%-19% (18 states)

® >20% (10 states)

O <10% (11 states plus D.C.)
10%-14% (25 states)

® 15%-19% (12 states)

® >20% (2 states)

® Expanded Medicaid as of 1/1/14

Data source: U.S. Census Bureau, 2013 and 2014 1-Year American Community Surveys, Public Use Microdata Sample (PUMS).

Exhibit 2. Change in Health System Performance by Access Indicator, 2014 Compared with Baseline
Number of states that: @ Improved Little or no change ® Worsened

Aduls ages 19-64 uinsured® 1

Adults who went without care because of cost
in past year?

Children ages 0-18 uninsured? 35

At-risk adults without a doctor visit? 11 38

Adults without a dental visit in past year 42 n
(baseline: 2012)

2 30

Notes: The exhibit measures change over the two most recent years of data available. The current data year for each indicator is 2014; baseline is 2013 unless otherwise noted. Improvement or worsening
refers to change between baseline and current time period of at least 0.5 standard deviations. The “little or no change” category includes the number of states with changes of less than 0.5 standard deviations,
as well as states with no change or without sufficient data to assess change over time. Adult uninsured rates declined in all states and D.C. from 2013 to 2014 except for Massachusetts where the rate did not
change; in the remaining 11 states, the decline was less than 0.5 standard deviations. See discussion of individual indicators for the minimum percentage point decline or increase needed to meet our definition
of change. High out-of-pocket spending indicator is not included because data are not comparable to prior years.

# Improvement also occurred at the national level.

b At-risk adults defined as all adults age 50 or older, and adults ages 18 to 49 in fair or poor health, or ever told they have diabetes or pre-diabetes, acute myocardial infarction, heart disease, stroke, or asthma.
Data source: Commonwealth Fund Scorecard on State Health System Performance, 2015 Edition.
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FINDINGS

Substantial Gains in Health Coverage for Adults

Uninsured rates for adults ages 19 to 64 declined in nearly all states from 2013 to 2014—dropping by three or more
percentage points in 39 states.” The largest declines were in states that had expanded their Medicaid programs as of
January 2014: Kentucky (decline of nine points); California, New Mexico, Oregon, Rhode Island, Washington, and West
Virginia (seven points); and Arizona, Arkansas, and Nevada (six points). Even some states that did not expand Medicaid
by January had four- to five-point declines, including Florida, Georgia, Idaho, Michigan,4 Montana,’ North Carolina,
Oklahoma, South Dakota, and Texas. Still, widespread variation in uninsured rates persisted, ranging from a low of 5
percent in Massachusetts to a high of 26 percent in Texas. Nevertheless, only 10 states had adult uninsured rates of 20

percent or higher in 2014, compared with 22 states in 2013 (Exhibit 3, Appendix Table 1).

Exhibit 3. Percent of Adults Ages 19-64 Uninsured, 2013 vs. 2014 2013
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Note: States are arranged in rank order based on their current data year (2014) value.
* Denotes states with at least -.5 standard deviation change (3 percentage point decline) between 2013 and 2014.
Data source: U.S. Census Bureau, 2013 and 2014 1-Year American Community Surveys, Public Use Microdata Sample (PUMS).

Uninsured Rates Among Low-Income Adults Decline in Every State
Historically, the overwhelming majority of the uninsured have lived in households with low incomes (below 200 percent
of the federal poverty level). From 2013 to 2014, the share of low-income adults who were uninsured dropped three
percentage points or more in every state except Maine, which had a two-point decline (Exhibit 4, Appendix Table 2). The
largest declines were in Kentucky (18 points), Washington (16 points), West Virginia (15 points), Oregon and Rhode
Island (14 points) and Nevada (13 points)—all states that had chosen to expand Medicaid eligibility by January 2014.
And in 2014, most expansion states had lower rates of uninsured low-income adults than did nonexpanding states.

There remained nearly sixfold variation across states in uninsured rates among low-income adults, however, rang-
ing from 8 percent in Massachusetts to 46 percent in Texas. But there was notable improvement in many states with high
rates of uninsured residents: by 2014, only three states had uninsured rates of adults with low incomes that were 40 per-

cent or more (Georgia, Alaska, and Texas), compared with 15 states in 2013.
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Exhibit 4. Percent of Low-Income Adults Ages 19-64 . gg}i e that had ot exoanded Medicatd as of Jansare 1 2014
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Notes: Low-income defined as living in a household with income <200% of the federal poverty level. States are arranged in rank order based on their current data year (2014) value.
Data source: U.S. Census Bureau, 2013 and 2014 1-Year American Community Surveys, Public Use Microdata Sample (PUMS).

Exhibit 5. Percent of Children Ages 0-18 Uninsured, 2009, 2013, and 2014 2009

2013
® 2014
5
wn
L X
= 000

000
0000
o000
00000000
w 0000000000000
0000000
o000

o
NIZ XK X X @O O T CKk X O D>0CCV>O0K% @ VX C%k X O Ok © O CKX S © DKk OO TX X =% k¥ X @O
zmm'c.gEa'scmm‘amax:x,:w-_ac-acut:'a_gomc'ac:'Em:*-':.g_:o“mmmmmmxm
=S g8 22 S8V EPNEOCGEL O CEETS LT a==ScS0L2FEo8xXx2CcCESETT QX
N BOBF o8 =2CE 9 S225%¢5s °’>8E§10‘—EC§'—EEg.gwmgl—ﬁwmﬁo:‘:"—“’ﬂw
2T 2253550238355 982 Z25Ec£325S°85858L828 =885 E2z<hH
S BZ<E =5:5238L3253 °255£%3 2227 =2gxo0 g3 <%=

= <} = T S~ (&) = S L 3
173 o
a 28 o = = < s™ 2 Sts S =z3 ©
S x= a o = ]
= % 2Zwn

Note: States are arranged in rank order based on their current data year (2014) value.
* States with at least -.5 standard deviation change (2 percentage point decline) between 2013 and 2014. Data for 2013 and 2014 not available for the District of Columbia or Vermont.
Data source: U.S. Census Bureau, 2009, 2013, and 2014 1-Year American Community Surveys, Public Use Microdata Sample (PUMS).
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Further Gains in Covering Children Across States

Even before the ACA’s passage, uninsured rates among children were much lower than for working-age adults in every

state because of action taken over two decades by federal and state policymakers to expand public health insurance pro-

grams for children.” In 2014, the percentage of uninsured children 18 years and younger declined still further in a major-

ity of states, and by at least two points in 16 states. Only two states (Alaska and Texas) had children’s uninsured rates

above 10 percent, compared with seven states in 2013 (Exhibit 5, Appendix Table 1).

As was the case with coverage gains among adults, coverage gains among children reflect both the ACA’s new

expanded coverage options and the so-called “woodwork effect,” in which people who were previously eligible for the pro-

gram but not enrolled “came out of the woodwork” and signed up for Medicaid, as a result of increased outreach efforts,

awareness of the law and its coverage options, and the requirement that everyone have health insurance.®

Fewer Adults Face Cost-Related Barriers to Care
Many people with no or inadequate insurance coverage skip needed
care or struggle to pay medical bills.” One of the central aims of the
ACA is to improve access to care by removing financial barriers.
From 2013 to 2014, the share of adults (age 18 and older) who said
they went without care because of costs declined by at least two per-
centage points in 21 states. This is likely a result of expanded insur-
ance coverage as well as improvements in the economy.

The percentage of adults reporting cost barriers to care
was lowest (7%-10%) in North Dakota, Massachusetts, Hawaii,
Iowa, Minnesota, Vermont, and South Dakota, in both 2014 and
2013. From 2013 to 2014, such rates declined by three points in
four states in the lowest performance quartile on this indicator:
Louisiana, Arkansas, Florida, and Mississippi (Exhibit 6, Appendix
Table 1). Fewer low-income adults reported that cost was a barrier
to care in 2014, with the greatest declines in Oregon (12 points);
Arizona, Kentucky, and New Hampshire (seven points); and

Washington (six points) (Appendix Table 2).
Many Still Face High Out-of-Pockets Costs

Many of those with no health coverage must pay the full amount
of medical bills."" But even many insured patients are paying an
increasing share of their medical care costs.'” We examined the share
of individuals under age 65 who, regardless of insurance status, lived
in households that spent a high share of annual income on medical
care. We used two thresholds to identify such individuals: People
living in households in which 10 percent or more of annual income
went toward medical care; or 5 percent or more, if annual income
was below 200 percent of the federal poverty level.

During 2013-14," at least one of 10 people under age 65
in every state lived in households where out-of-pocket spending
on medical care was high relative to annual income. In five states
this was true for at least one of every five nonelderly individuals:
Mississippi and Oregon (20%), Arkansas (21%), and Idaho and
Tennessee (22%) (Exhibit 6, Appendix Table 1).

Exhibit 6. State Variation: Cost-Related
Access Indicators, 2013 and 2014

» Percent of adults age 18 and older who went
without care because of costs in past year

2013 @2014

Top u.s Bottom
state average state

» Percent of individuals under age 65 with
high out-of-pocket spending?

@®2013-2014
15%
Top U.s. Bottom
state average states

@ Defined as out-of-pocket medical expenses equaling 10 percent or more of
annual household income, or 5 percent or more of income if low income (below
200% of the federal poverty level). To ensure adequate sample size, state-level
estimates are an average of the two years. Trend data not available because of
methodological changes.

Data sources: Behavioral Risk Factor Surveillance System, 2013 and 2014
(going without care) and U.S. Census Bureau, Current Population Survey Annual
Social and Economic Supplement, March 2014 and March 2015 (spending).
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KYNECT: CONNECTING KENTUCKIANS TO COVERAGE

From 2013 to 2014, the uninsured rate among Kentucky's working-age adults fell by almost half, from 21 percent
to 12 percent-the largest percentage-point drop in any state. Kentucky also led the country in absolute gains in
coverage among low-income working-age adults and saw a decline in the share of adult residents who went without
care because of cost (19% to 16%).

Much of Kentucky's success can be attributed to its health insurance marketplace, IKynect, and its outreach
efforts. During the ACA's first open-enrollment period, which ended in spring 2014, an estimated 440,000
Kentuckians selected individual health insurance plans or were determined to be eligible for Medicaid or the
Children’s Health Insurance Program through Kynect.'® To help consumers enroll in coverage during the ACA's
second open enrollment, Kynect opened a retail store in Lexington's Fayette Mall, enabling visitors to shop for and
purchase a plan with the assistance of trained navigators. Over the three-month period, more than 7,500 people
visited the store and nearly 6,000 submitted applications; the state opened a second store, in Louisville, during the
third open enrollment.

To further reduce the number of uninsured Kentuckians, Kynect is targeting marketing efforts at high-risk
populations. To reach people recently released from incarceration, for example, Kynect produced an informational
video with former inmates about the importance of health care coverage and how to enroll. Kynect also is helping
new and returning enrollees make informed purchasing decisions. For Kynect website visitors who are eligible for
cost-sharing reductions, silver-level plans appear first, along with an explanation that cost-sharing subsidies are
available only with silver-level plans.

Kentucky’s individual insurance market has become more competitive since the ACAs market reforms took
effect. Previously there were only two insurance companies operating in the market; for 2016, consumers are able
to choose from plans offered by seven different insurers.*

* Kentucky Governor-elect Matt Bevin has expressed a desire to adopt a federal marketplace in lieu of Kynect.

Better Access to Care for At-Risk Adults

We also assessed access to routine care for adults who could be at greater risk for adverse health outcomes if they do not
receive care. This at-risk group includes everyone age 50 and older, since many have chronic conditions and need preven-
tive care, as well as the subset of younger adults who report having chronic illnesses or being in fair or poor health.

From 2013 to 2014, 11 states experienced at least a two-percentage-point reduction in the share of at-risk adults
who did not visit a doctor for a routine checkup in a two-year period. The greatest improvement (four points) was seen in
Oregon and Rhode Island. Yet in 2014, greater than twofold variation in performance between eastern and western states
persisted. Rates were less than 10 percent in Rhode Island, Maryland, Massachusetts, the District of Columbia, New
Jersey, and West Virginia. In contrast, 19 percent to 22 percent of at-risk adults had not seen a doctor for two years for a
checkup in Oklahoma, Utah, Idaho, Wyoming, and Alaska (Exhibit 7, Appendix Table 1).

Improvements in access to routine care for these adults may be the result in part of the ACA’s insurance expan-
sions and market reforms, as well as the law’s Medicare provisions, including the introduction of free annual wellness visits

and the closing of the “doughnut hole,” or gap in coverage, for prescription drugs.

No Gains in Access to Dental Care for Adults
Many experts, including a former U.S. Surgeon General, have noted that oral health is integral to overall health and well-
being.'* In the U.S., however, dental care traditionally has been covered under a separate policy than medical coverage.
Under the ACA, health plans in the marketplaces must offer dental coverage for children, but are not required to do so for
adults. Similarly, Medicaid and the Children’s Health Insurance Program are required to provide dental benefits for chil-
dren, but states can choose whether to extend dental coverage to adults.

In 2014, in all states, at least one of nine adults age 18 and older (11%) had gone a year or more without vis-

iting a dentist, dental hygienist, or dental clinic. This is essentially unchanged from 2012 (the most recent year with
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comparable data). In the worst-performing states on this indicator in
2014 (Louisiana, Mississippi, Texas, and West Virginia), one of five
adults went without dental care for a year or more (Exhibit 7, Appendix
Table 1). According to the Staze Scorecard on Health System Performance,
2015 Edition, West Virginia and Mississippi had among the high-

est rates of adults under age 65 missing six or more teeth because of
tooth decay, infection, or gum disease (22% and 19%, respectively, in
2014).Y

How States Stack Up

In the area of health care access and affordability, the top-ranked states
in the 2015 scorecard (Massachusetts, Vermont, Minnesota, Rhode
Island, and Connecticut) have also all been leaders in one or more
previous scorecard editions (2014, 2009, 2007). Maryland moved into
the top quartile of performance in access for the first time this year.
However, even the leading states did not perform consistently well or
improve across all indicators (Exhibit 8).

Several states in the bottom quartile of performance showed the
greatest absolute improvement on some indicators. For example, New
Mexico, Arizona, Arkansas, and Nevada were among the states with the
largest percentage-point declines in the uninsured rate for working-age
adults (six to seven points), and Nevada and Arizona had among the
greatest reductions in uninsured rates for children age 18 and younger
(four- and three-point declines, respectively). In addition, Arkansas,
Florida, and Mississippi (along with Louisiana, ranked at the bottom of
the third quartile) were among only a handful of states that saw declines
of three points in the share of adults who went without care because of

costs.

CONCLUSION

During the ACA's first year of health coverage expansions, an estimated

8.8 million Americans gained health coveralge.16 The largest absolute

Exhibit 7. State Variation: Receipt-of-Care
Access Indicators, 2014 vs. 2013 or 2012

» Percent of at-risk adults without a routine
doctor's visit in past two years?

2013 @2014
22%
13%
Top U.S. Bottom
state average state

» Percent of adults age 18 and older without a
dental visit in past year

2012° @2014

16%
11%
Top u.s. Bottom
states average states

@ At-risk adults defined as all adults age 50 or older, and adults ages 18 to 49
in fair or poor health, or ever told they have diabetes or pre-diabetes, acute
myocardial infarction, heart disease, stroke, or asthma.

b Most recent comparable data year.
Data source: Behavioral Risk Factor Surveillance System, 2012, 2013, and 2014.

gains were in states that chose to expand eligibility for their Medicaid programs by January 2014. While more states have

done so since, several populous states have not—Ileaving them with some of the nation’s highest uninsured rates. If the 20

states that have still not expanded their Medicaid programs were to do so, an estimated 3.1 million fewer people would be

uninsured in 2016."

Despite the coverage gains in 2014 and the reduction in the number of adults who reported they went without

care because of costs, there remains wide variation among states in residents’ access to affordable care. If all states were

to achieve the benchmarks set by top-performing states, we estimate that an additional 24 million people under age 65

would gain coverage and nearly 17 million fewer adults would forgo care because of costs.'®

Continued monitoring of state trends in health care access and affordability will be necessary to determine

whether the ACA is achieving its goals of near-universal coverage and lower financial barriers to care.


http://www.commonwealthfund.org/publications/fund-reports/2015/dec/aiming-higher-2015
http://www.commonwealthfund.org/publications/fund-reports/2015/dec/aiming-higher-2015
http://www.commonwealthfund.org/publications/fund-reports/2014/apr/2014-state-scorecard
http://www.commonwealthfund.org/publications/fund-reports/2009/oct/2009-state-scorecard
http://www.commonwealthfund.org/publications/fund-reports/2007/jun/aiming-higher--results-from-a-state-scorecard-on-health-system-performance

THE COMMONWEALTH FUND

Exhibit 8. State Scorecard Summary of Health System Performance
Across the Access Dimension

[ 1 Top quartile
2nd quartile

B 3rd quartile
B Bottom quartile

) N
® Data not available © .&é\ N e@\& s{@o .
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o Massachusetts
2 Vermont [ J
3 Minnesota
4 Rhode Island
5 Connecticut
5 Maryland
7 District of Columbia () -
7 lowa
9 Delaware
9 New Hampshire
11 Hawaii
> 12 Pennsylvania
13 Wisconsin
14 New York
15 Michigan
16 Maine
16 Ohio
16 Washington
19 Illinois
19 Virginia
21 New Jersey
22 South Dakota
23 Kansas
23 Nebraska
25 North Dakota
26 Colorado
26 West Virginia
28 Kentucky
28 Oregon
30 California
30 North Carolina
32 Alabama
33 Missouri
34 Indiana
34 Tennessee
36 Utah
36 Wyoming
38 Louisiana
39 Montana
40 Florida
41 Georgia
41 South Carolina
43 Arizona
44 Alaska
44 Arkansas
46 Idaho
46 New Mexico
48 Mississippi
48 Oklahoma

50 Nevada
51 Texas

Data source: Commonwealth Fund Scorecard on State Health System Performance, 2015 Edition.
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NOTES

1

Throughout this brief, we report the number of states in which we found a change in performance from 2013 to 2014
(or 2012 to 2014, for the dental care indicator). We count changes that are at least one-half of a standard deviation
larger than the difference in rates across all states over the two years being compared. In addition, we treat the District
of Columbia as a state, unless indicated otherwise.

Trend data for our measure of health care affordability—the percentage of individuals under age 65 living in house-
holds that spent a high share of their annual income on out-of-pocket medical costs—are not available because of
recent changes in the federal survey questions from which this rate is derived.

The exception was Massachusetts, where the uninsured rate for adults ages 19-64 remained at 5 percent, already the
lowest in the country owing to insurance reforms enacted by the state in 2006.

Michigan implemented Medicaid expansion on April 1, 2014.

Montana’s Medicaid expansion waiver was approved in November 2015, with coverage under the expansion effective
January 1, 2016.

C. Schoen, S. L. Hayes, S. R. Collins, J. Lippa, and D. Radley, Americas Underinsured: A State-by-State Look ar Health
Insurance Affordability Prior to the New Coverage Expansions (New York: The Commonwealth Fund, March 2014).

U.S. Department of Health and Human Services, Centers for Medicare and Medicaid Services, Office of Information
Products and Data Analytics, 2013 CMS Statistics, CMS Pub. No. 03504 (Washington, D.C.: CMS, Aug. 2013).

D. Blumenthal and D. Squires, “Residents in the ACA’s Non-Participating States Still Benefiting,” The Commonwealth
Fund Blog, May 28, 2014.

S. R. Collins, P. W. Rasmussen, M. M. Doty, and S. Beutel, 7)e Rise in Health Care Coverage and Affordability Since
Health Reform Took Effect (New York: The Commonwealth Fund, Jan. 2015).

U.S. Department of Health and Human Services, Office of the Assistant Secretary for Planning and Evaluation (ASPE)
Issue Brief, Health Insurance Marketplace: Summary Enrollment Report for The Initial Annual Open Enrollment Period
(Washington, D.C.: ASPE, May 1, 2014). See Appendix E.

S. R. Collins, P W. Rasmussen, M. M. Doty, and S. Beutel, 7%e Rise in Health Care Coverage and Affordability Since
Health Reform Took Effect (New York: The Commonwealth Fund, Jan. 2015).

S. R. Collins, P W. Rasmussen, S. Beutel, and M. M. Doty, 7he Problem of Underinsurance and How Rising Deductibles
Will Make It Worse—Findings from the Commonwealth Fund Biennial Health Insurance Survey (New York: The
Commonwealth Fund, May 2015).

To ensure adequate sample size, the state-level estimates are an average of rates found in 2013 and 2014. This two-year
span includes the year before and the first year of the ACA’s major coverage expansions. This measure includes both
insured and uninsured individuals.

U.S. Department of Health and Human Services, Oral Health in America: A Report of the Surgeon General (Rockville,
Md.: DHHS, National Institute of Dental and Craniofacial Research, National Institutes of Health, 2000).

D. C. Radley, D. McCarthy, J. A. Lippa, S. L. Hayes, and C. Schoen, Aiming Higher: Results from a Scorecard on State
Health System Performance, 2014 (New York: The Commonwealth Fund, May 2014).

S. R. Collins, M. Gunja, and S. Beutel, “New U.S. Census Data Show the Number of Uninsured Americans Dropped
by 8.8 Million,” The Commonwealth Fund Blog, Sept. 16, 2015.

R. Garfield and A. Damico, The Coverage Gap: Uninsured Poor Adults in States That Do Not Expand Medicaid — An
Update (Menlo Park, Calif.: Henry J. Kaiser Family Foundation, Oct. 23, 2015).
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'8 See Appendix A3 in the 2015 state scorecard.

' B. Middel and E. van Sonderen, “Statistical Significant Change Versus Relevant or Important Change in (Quasi)
Experimental Design: Some Conceptual and Methodological Problems in Estimating Magnitude of Intervention-
Related Change in Health Services Research,” International Journal of Integrated Care, published online Dec. 17, 2002.


http://State Scorecard on Health System Performance, 2015 Edition

THE CHANGING LANDSCAPE OF COVERAGE AND ACCESS IN THE ACA’'S FIRST YEAR

METHODS

The Commonwealth Fund's State Scorecard on Health System Performance, 2015 Edition, evaluates 42 indicators
grouped into four dimensions. It also includes a fifth dimension that assesses equity in states” health systems, using
some of these indicators. The scorecard's access and affordability dimension, the focus of this brief, includes the six
indicators described below.

Indicators and Data Sources

1. Percent of uninsured adults ages 19-64. Source: Authors’ analysis of U.S. Census Bureau, 2013 and 2014 1-Year
American Community Survey Public Use Microdata Sample.

2. Percent of uninsured children ages 0-18. Source: Authors analysis of U.S. Census Bureau, 2013 and 2014 1-Year
American Community Survey Public Use Microdata Sample.

3. Percent of adults age 18 and older who went without care because of cost during past year. Source: Authors” analy-
sis of 2013 and 2014 Behavioral Risk Factor Surveillance System.

4.  Percent of at-risk adults (all adults age 50 and older and adults ages 18-49 who are in fair or poor health or who
were ever told they have diabetes or pre-diabetes, acute myocardial infarction, heart disease, stroke, or asthma)
without a routine doctor visit in past two years. Source: Authors analysis of 2013 and 2014 Behavioral Risk Factor
Surveillance System.

5. Percent of adults age 18 and older without a dental visit in the past year. Source: Authors analysis of 2012 and
2014 Behavioral Risk Factor Surveillance System.

6. Percent of individuals under age 65 with high out-of-pocket medical spending relative to their annual income.
Source: C. Solis-Roman, Robert F. Wagner School of Public Service, New York University, analysis of 2014,
2015 Current Population Survey, Annual Social and Economic Supplement.

Measuring Change over Time

We considered an indicator’s value to have changed if it was at least one-half (0.5) of a standard deviation larger
than the difference in rates across all states over the two years being compared—a common approach in social
science research.' For purposes of this analysis, we treat the District of Columbia as a state.

Scoring and Ranking

We averaged state rankings for the six indicators within the scorecard’s access and affordability dimension to
determine a state’s dimension rank.

For more information on scorecard methodology and indicator descriptions and source notes, see Aiming Higher:
Results from a Scorecard on State Health System Performance, 2015 Edition.



http://www.commonwealthfund.org/publications/fund-reports/2015/dec/aiming-higher-2015
http://www.commonwealthfund.org/publications/fund-reports/2015/dec/aiming-higher-2015
http://www.commonwealthfund.org/publications/fund-reports/2015/dec/aiming-higher-2015
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Appendix Table 1. Access and Affordability: Dimension Ranking and Indicator Rates

Adults age 18 At-risk adults®
or older who Individuals under without Adults age 18 or
Adults ages Children went without care | age 65 with high aroutine older without a
19-64 ages 0-18 Uninsured because of costs out-of-pocket doctor visit dental visit
uninsured uninsured ages 0-64 in past year medical spending | in past two years in past year
20132014 ] | 2013 2014| [2013]2014] [2013]2014] 2013-14 2013 [ 2014 | | 2012 | 2014 |
United States 20% 16% * 8% 6% * 17% 13% * 16% 14% * 15% 14%  13% 15% 16%
Alabama 20 18 5 4 16 14 * 16 17 16 12 12 18 18
Alaska 24 22 12 12 20 19 14 12 * 18 23 22 14 16 *
Arizona 24 18 13 10 * | 20 16 17 16 16 19 16 17 18
Arkansas 24 18 6 5 19 14 21 18 = 21 18 18 19 18
California 24 17 = 8 6 * 19 14 16 14 = 13 17 15 * 16 17
Colorado 19 14~ 9 6 > 16 12 = 15 13 = 15 18 17 16 15
Connecticut 13 9 * 4 4 1 8 * 12 1 13 10 1 1 12
Delaware 14 10 = 5 5 12 92 * 12 1 13 9 10 12 14 *
District of Columbia 8 7 - - 7 6 n 1 n 9 8 16 16
Florida 29 24 = 12 10 = 24 20~ 21 18 = 15 14 12 = 18 17
Georgia 26 22 - 10 8 * 21 18 = 20 19 15 14 13 16 17
Hawaii 10 7 * 3 3 8 6 * 9 9 14 14 15 15 14
Idaho 23 19 = 9 8 19 15 = 16 16 22 21 20 13 15 =
Illinois 18 14 * 5 4 14 1 * 14 12 * 13 14 13 15 16
Indiana 19 17 9 7 * 16 14 * 16 15 16 17 17 15 15
lowa 12 8 * 5 B * 10 7 * 10 9 15 14 12 * 12 13
Kansas 18 15 = 7 6 14 12 = 14 13 15 14 15 13 13
Kentucky 21 12 * 6 5 17 10 * 19 16 = 18 15 15 16 16
Louisiana 25 22 6 5 19 17 = 20 17 = 19 10 10 20 20
Maine 16 14 5 6 13 12 10 1 15 12 12 13 13
Maryland 14 1 * 5 4 1 9 * 13 10 = 10 10 7 * 13 15 *
Massachusetts 5 5 2 2 4 4 9 8 n 7 7 1 12
Michigan 16 12 * 5 4 13 10 = 15 15 15 13 1 * 14 14
Minnesota il 8 * 6 4 * 9 7 * 10 9 12 12 " il 13 =
Mississippi 25 22 - 8 6 * 20 17 = 22 19 * 20 15 14 19 20
Missouri 18 16 7 7 15 13 = 16 14 = 17 16 15 15 16
Montana 23 19 * 1 9 * 20 16 * 14 12 * 19 19 17 * 17 16
Nebraska 15 13 6 5 12 1 13 12 15 18 17 15 16
Nevada 27 Al > 14 10 ** 23 17 > 17 17 18 15 17 * 20 19
New Hampshire 16 13 * 4 5 13 1 * 12 1 12 n 1 10 12 *
New Jersey 19 16 = 6 5 15 13 = 15 14 13 10 9 15 16
New Mexico 28 Al o 9 8 22 17 * ] 18 17 16 17 18 18 18
New York 15 12 = 4 4 12 10 = 15 14 12 10 10 15 16
North Carolina 23 19 * 6 6 18 15 * 18 16 * 18 12 1 15 14
North Dakota 14 10 * 8 7 12 9 * 7 7 17 17 17 15 16
Ohio 16 12 * 5 5 13 10 * 15 13 * 15 13 12 14 15
Oklahoma 25 il * " 9 * 20 18 17 15 = 19 21 9 - 18 17
Oregon 21 14 7 5 * 17 12 ] 18 14 20 20 16 15 14
Pennsylvania 14 12 5 5 " 10 12 12 12 12 12 13 14
Rhode Island 17 10 * 6 3 > 14 8 > 14 12 = 13 10 6 > 12 12
South Carolina 23 20~ 7 6 18 16 * 19 18 17 16 15 18 18
South Dakota 17 13 * 7 8 14 12 * 10 10 16 14 16 * 1 1
Tennessee 20 17 6 5 16 14 18 16 * 22 n 12 17 18
Texas 30 26~ 13 12 24 il * 19 18 17 15 16 18 20 *
Utah 18 16 9 9 15 14 15 14 16 19 19 16 15
Vermont 10 7 * - - 8 5 * 9 9 12 " 12 " il
Virginia 17 15 6 6 14 12 = 15 13 = 12 12 12 12 14
Washington 20 13 > 7 D) * 16 1 > 15 12 * 13 17 16 14 14
West Virginia 20 13 > 5 3 * 16 1 > 18 17 17 12 9 * 18 20 *
Wisconsin 13 10 5 5 10 9 12 J\l 16 13 12 12 12
Wyoming 18 17 7 7 15 14 14 12 = 18 21 2 15 15
Change 39 16 42 Al 13 9
States Improved 39 16 42 Al n [0]
States Worsened (o] o] (o] o] 2 9

Notes: * Denotes a change of at least 0.5 standard deviations; ** denotes a change of 1.0 standard deviation or more.

- Data not available.

2 At-risk adults defined as all adults age 50 or older, and adults ages 18 to 49 in fair or poor health or ever told they have diabetes or pre-diabetes, acute myocardial infarction,

heart disease, stroke, or asthma.

Data source: Commonwealth Fund Scorecard on State Health System Performance, 2015 Edition.
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Appendix Table 2. Select Access Indicators by Income and by Race and Ethnicity
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Adults ages 19-64 uninsured

Adults age 18 or older who went without care
ecause of costs in past year

Low-income Black, White, Low-income Black, White,

(<200% FPL) non-Hispanic non-Hispanic Hispanic (<200% FPL) non-Hispanic non-Hispanic Hispanic

2013 ‘ 2014 | 2013 | 2014 | 2013 | 2014 | 2013 | 2014 | 2013 ‘ 2014 | 2012 ‘ 2014 | 2013 | 2014 | 2013 | 2014
United States 38% 31% 24% 19% 14% 1% 40%  33% 28% 26% 21% 19% 12% 1% 27% 24%
Alabama 37 33 24 22 17 15 59 47 31 33 21 21 14 16 22 23
Alaska 46 41 - - 18 15 - - 23 23 26 24 13 1 26 18
Arizona M 3 23 15 16 12 38 30 33 26 15 16 13 13 27 23
Arkansas 40 29 28 19 21 15 51 46 32 28 29 23 18 16 39 32
California M 30 21 13 14 10 38 28 26 24 13 14 " 9 23 19
Colorado 35 26 20 15 14 10 35 29 29 25 24 20 12 10 23 23
Connecticut 28 19 18 1 9 6 29 23 20 16 19 12 9 8 25 26
Delaware 26 18 14 9 12 9 32 25 21 19 18 12 10 9 19 23
District of Columbia 12 9 " 8 4 - - pil 15 16 14 13 6 8 15 14
Florida 46 39 33 26 22 18 43 35 34 30 25 pil 15 14 3 26
Georgia 46 40 28 24 19 16 60 53 35 38 25 25 16 14 3 32
Hawaii 21 14 - - 12 8 - 10 15 14 - 7 8 9 16 15
Idaho 37 33 - - 20 15 44 48 30 29 - - 14 15 23 25
Illinois 36 28 26 18 12 9 39 3 26 2 20 16 9 9 28 25
Indiana 37 32 27 23 17 14 4 36 31 27 23 20 13 14 30 27
lowa 26 17 21 - " 7 3 pil 20 20 10 18 9 8 25 27
Kansas 37 32 24 22 14 1 42 37 28 26 21 25 " 10 24 26
Kentucky 38 20 26 17 19 1 53 45 34 27 19 17 19 15 23 16
Louisiana 42 37 3 27 19 16 53 48 34 34 26 23 17 15 33 20
Maine 26 24 = = 16 14 = = 13 16 = = 10 10 16 Al
Maryland 30 24 15 1 9 7 41 38 26 23 15 12 9 8 36 22
Massachusetts n 8 10 9 4 12 10 17 15 10 1 7 7 21 18
Michigan 30 23 24 16 14 1" 30 24 26 25 23 19 14 13 23 30
Minnesota 23 18 21 15 8 6 39 37 20 18 22 pil 9 7 21 22
Mississippi 39 35 30 25 20 18 50 48 33 33 29 26 17 16 34 -
Missouri 36 32 27 25 16 14 40 33 30 28 22 18 12 13 28 23
Montana 40 33 - - 20 16 - - 24 2 - - 13 1 22 16
Nebraska 35 32 30 19 il 10 38 38 25 27 29 25 n 10 24 24
Nevada 47 34 31 18 20 14 4 35 27 25 24 21 14 14 23 24
New Hampshire 34 3 - - 15 12 - - 28 pil - - " 1" 3 10
New Jersey 43 36 22 18 " 9 M 35 29 27 20 18 10 9 3 28
New Mexico 43 33 3 - 15 12 35 25 28 25 23 14 13 12 24 23
New York 26 22 17 13 10 7 29 24 24 22 14 19 " 10 28 25
North Carolina 42 36 27 21 17 14 59 58 34 31 24 19 15 14 32 28
North Dakota 28 24 - - " 7 - - 15 14 - - 7 6 13 23
Ohio 30 22 22 17 14 10 34 25 23 24 21 18 13 12 22 16
Oklahoma 42 39 27 27 19 16 51 42 32 30 23 il 15 13 32 3
Oregon 37 23 20 - 18 12 43 32 35 23 - - 16 13 32 24
Pennsylvania 29 25 22 18 " 10 28 27 21 22 18 20 10 9 27 25
Rhode Island 32 18 22 = 12 7 43 24 25 20 15 14 " 32 27
South Carolina 39 36 27 23 18 16 56 53 32 3 22 22 16 15 28 30
South Dakota 36 29 - - 13 8 - - 19 18 - - 8 9 21 7
Tennessee 37 30 23 19 17 15 60 52 28 23 20 15 17 15 - 29
Texas 52 46 27 22 17 15 47 41 34 32 22 pil 13 1" 28 26
Utah 35 3 - - 14 12 42 41 29 29 23 pil 13 12 27 25
Vermont 14 1 - - 10 7 - - 15 14 - - 9 9 8 -
Virginia 38 33 22 19 12 10 44 36 28 27 19 16 12 1 34 25
Washington 40 24 23 1 16 10 47 32 31 25 23 1 14 1 30 24
West Virginia 35 20 21 18 20 13 - -- 31 27 31 21 18 16 18 3
Wisconsin 26 22 22 17 10 8 35 32 18 16 Ell 20 10 9 22 26
Wyoming 37 33 - - 16 15 28 29 27 24 - - 12 10 30 26

Note: FPL refers to federal poverty level.

- Data not available.

Data source: Commonwealth Fund Scorecard on State Health System Performance, 2015 Edition.
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