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INTRODUCTION
SIGNED INTO LAW IN MARCH 2010, THE PATENT PROTECTION AND 
AFFORDABLE CARE ACT (ACA) aimed to bring the uninsured more fully into 
the health care delivery system, improve access to health care providers,  
spur new approaches to patient well-being and disease prevention, attack 
racial disparities in health care and outcomes in communities of color,  
and hold providers accountable with respect to costs. By February 2015,  
11.4 million Americans had signed up for private health insurance coverage 
through marketplace exchanges. An additional 8.7 million people gained 
coverage through Medicaid and the Children’s Health Insurance Program 
(CHIP). The percentage of uninsured Americans dropped from 18 percent 
in 2013 to 12.9 percent at the end of 2014. By any standard, these numbers 
are impressive. But experience of the ACA at the ground level has been 
uneven across states and across communities. Reaching the ACA’s goals for 
enrollment and health care delivery reform will require learning from efforts to 
date and refining approaches to better meet the needs of all communities. 

METHODOLOGY
With support from the W.K. Kellogg Foundation, the Alliance for a Just Society 
conducted field research in 10 states (California, Florida, Idaho, Louisiana, 
Michigan, Mississippi, Montana, New Mexico, Oregon, and Texas) to explore 
how those who need health care the most – low-income people, immigrants, 
and people of color – are experiencing implementation of the Affordable Care 
Act. The methodology includes an examination of public data, interviews with 
state-based navigators, policy and health care professionals, and advocates, 
and 1,200 surveys in Spanish, Cantonese, and English with low- to moderate-
income health care consumers at food pantries, health clinics, and homeless 
service centers. This report examines the following questions: Who was able 
to sign up for health insurance? How effective was outreach to underserved 
communities? How accessible are health care services to newly enrolled 
patients? And finally, what changes might make the current health care 
delivery system more effective in serving low-income communities, immigrant 
communities, and communities of color?

SUMMARY OF FINDINGS
The first two ACA enrollment periods reflect an important start in the long 
road to affordable health care for all U.S. residents. Focusing on low-income 
communities and communities of color, this report identifies barriers to the 
ACA’s success based on experience to date in the states studied.

I. OBSTACLES TO ENROLLMENT 
A number of racial disparities appear in the initial ACA enrollment rollout. 
At the outset, sixty percent of uninsured African Americans and 40 percent 
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of Latinos live in states that have rejected Medicaid expansion, and lack 
of access to Medicaid is the largest determinant of prolonged uninsured 
status. Our study, which includes both expansion and non-expansion states, 
identified the following barriers to enrollment for people of color:

Language: Many of the websites, both state and federal, had most 
documents translated into Spanish but not other languages. This was 
particularly problematic for the Asian-Pacific Islander population. Even 
when sites claimed to offer translation, timely access to competent and 
knowledgeable translators was a consistent problem in a number of states.  

Technology: African American, Native American, and Latino respondents 
had significantly lower rates of Internet access at home than did whites, Asian-
Pacific Islanders, or mixed race respondents. The digital divide, evident in 
both enrollment and ongoing communications with providers and insurance 
companies, will continue to be an obstacle to enrollment.

Literacy: Health literacy issues presented additional barriers, both to 
enrollment and use of new health coverage. Less than half of African  
American and Latino respondents knew which services were included in 
their insurance, as did less than 20 percent of Native Hawaiian/Asian-Pacific 
Islander respondents. 

Legal and Cultural Barriers: Many interviewees cited cultural barriers 
undermining enrollment and access to care in immigrant communities. Some 
also cited legal barriers for immigrants. Difficulties with the identity verification 
system, along with fear of legal reprisals for mixed status families and lack of 
familiarity with culturally-specific insurance and medical terms, combined to 
pose a formidable barrier.

II. OBSTACLES TO ACCESS TO CARE 
While many of the enrollment obstacles are either short-term or correctable 
with redirection of resources, identified obstacles to care access are more 
structural. These include: 

Insurance Costs: A key barrier for both insured and uninsured people was 
premium costs and the subsequent costs of doctor visits and medication.

Supply of Health Care Providers, Particularly Doctors: Less than a 
third of survey respondents saw a doctor regularly; almost a quarter had no 
medical home. Even the best and most racially equitable enrollment system 
cannot address the potential unequal access to care when there are not 
enough providers to serve growing needs.

Failure to Incorporate Alternative Medical Modalities: Few insurance 
programs or primary care providers have integrated alternative modalities 
(acupuncture, chiropractic services, mental health counseling, etc.) into their 
caregiving repertoire.

Failure to Enforce the Directive to Reduce Racial Disparities: HHS has 
not actively enforced the ACA’s statutory provisions that require insurers to 
act to reduce racial disparities or taken steps to monitor insurers’ disparity-
reduction plans and programs.
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RECOMMENDATIONS
In order to improve enrollment and care delivery in the future, this report 
recommends the following:

I. SAFEGUARDING ACCESS TO HEALTH INSURANCE
Expand Medicaid in states that have not yet done so to maximize health 
coverage gains in low-income communities. 

Strengthen and enforce language access: Establish a right to enroll in 
the enrollee’s primary language and require plans give enrollees notice of their 
right to language services.  

Streamline enrollment: Require states to automatically enroll in Medicaid 
people who already receive need-based benefits like SNAP (food stamps), 
Supplemental Security Income (SSI), WIC, or free or reduced-price school 
meals, as well as people released from incarceration with no immediate 
source of income or assets.

Eliminate enrollment waiting lists and ensure that enrollment decisions 
are made within two weeks of filing.

Make shopping easier and more transparent: Simplify print and 
electronic descriptions of plans and benefits, make costs transparent, and 
ensure easy comparison of services available with no co-pay. Require  
up-to-date and complete information about in-network providers.   

II. MOVING CONSUMERS FROM COVERAGE TO CARE
Reduce racial disparities by enforcing and monitoring insurers’ quality 
improvement plans and penalizing plans that underperform.

Increase Medicaid beneficiaries’ access to doctors by setting Medicaid 
provider reimbursements at least at the Medicare level.  

Strengthen community-based health care infrastructure, including 
community clinics, individual physicians, and small community practices that 
have historically served patients of color.  

Make free translation and interpretation services available to all 
enrollees with limited English proficiency; publicize the availability of these 
services in all languages spoken by enrollees; ensure interpreter competence 
by using a reliable credentialing or licensing system.

Expand and extend the role of navigators to encompass teaching 
new enrollees how to use insurance coverage and recruiting enrollees to 
participate in marketplace-sponsored evening and weekend clinics  
focusing on health education, specific mobile services, and access to  
different medical modalities.
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Measure results: Require plans to track health outcomes, disaggregated by 
race, ethnicity, primary language, gender, disability, and sexual orientation.

Require health plans to have adequate networks and prioritize 
preventive care: Establish standards for network adequacy, including 
reasonable patient-to-provider ratios and limits on how long people have 
to wait for appointments and how far they have to travel. Give patients the 
opportunity to have a free physical exam and appropriate screening within 60 
days of enrollment, establish annual check-ups, immunizations, counseling, 
and screenings at no out-of-pocket cost, and reinforce women’s right to no-
cost “well-woman preventive” care.

III.  BUILDING AN INFRASTRUCTURE TO PROMOTE 

PREVENTIVE HEALTH CARE
Enforce requirements for Quality Improvement Plans: Offer incentives 
to plans that adopt a broad view of health benefits and tackle underlying social 
determinants of health.

Build a strong community-based health care system through a 
combination of innovative strategies, including: adopting home- and 
community-based services in the state Medicaid plan; directing Medicaid 
resources to care coordination and community support for high-risk 
individuals with chronic diseases; using Medicaid waivers to leverage federal 
funds to facilitate population-based promotion of public health; expanding 
medical-legal partnerships; expanding school-based health clinics; developing 
integrated care models for joint Medicare and Medicaid beneficiaries; and 
moving to delivering health care through accountable care organizations, 
which deliver population-based health care that includes social services.
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