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Profound racial and ethnic disparities in health and well-being have long been the norm in
the United States.

Black and American Indian/Alaska Native (AIAN) people live fewer years, on average, than
white people.  They are also more likely to die from treatable conditions; more likely to die
during or after pregnancy and to suffer serious pregnancy-related complications; and more
likely to lose children in infancy.  Black and AIAN people are also at higher risk for many
chronic health conditions, from diabetes to hypertension.  The COVID-19 pandemic has
only made things worse, with average life expectancies for Black, Latinx/Hispanic, and, in
all likelihood, AIAN people falling more sharply compared to white people.

People’s health also varies markedly across and within states, as does access to health
services and overall quality of care.  Large racial and ethnic health inequities, driven by
factors both inside and outside the health care delivery system, are common. In many
communities of color, poverty rates are higher than average, residents tend to work in
lower-paying industries, and residents are more likely to live in higher-risk environments
— all contributors to COVID-19’s disproportionate impact.

Issues around cost, affordability, and access to care also contribute to inequities. Black,
Latinx/Hispanic, and AIAN populations are less likely to have health insurance, more likely
to face cost-related barriers to getting care, and more likely to incur medical debt.  It is also
less common for individuals from these groups to have a usual source of care or to regularly
receive preventive services like vaccinations.  In addition, many people of color contend
with interpersonal racism and discrimination when dealing with clinicians and more often
receive lower-value or suboptimal care.

Decades of policy choices made by federal, state, and local leaders have led to structural
economic suppression, unequal educational access, and residential segregation, all of
which have contributed in their own ways to worse health outcomes for many people of
color.  The failure to ensure all Americans have reliable health coverage has paved the way
to inequitable access to health care. Dramatic disparities in the quality of health care,
meanwhile, are tolerated. And while the effects of structural racism persist in all states,
policy leaders in some states are reluctant to take actions that could mitigate health
inequities, like expanding eligibility for Medicaid as provided for under federal law.

The Commonwealth Fund’s Scorecard on State Health System Performance has long tracked
the functioning of each state’s health care system, with the goal of motivating actions to
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improve their residents’ health and health care. But assessing how well a state’s health
system performs on average can mask profound underlying inequities.

In this report, we evaluate health equity across race and ethnicity, both within and between
states, to illuminate how state health systems perform for Black, white, Latinx/Hispanic,
AIAN, and Asian American, Native Hawaiian, and Pacific Islander (AANHPI) populations.
Our hope is that policymakers and health system leaders will use this tool to investigate the
impact of past policies on health across racial and ethnic groups, and that they will begin to
take steps to ensure an equitable, antiracist health care system for the future.

Our measurement strategy was designed to produce a state health system performance
score for each of five racial and ethnic groups in every state where direct comparisons are
possible among those groups as well as among groups in other states.

We started by collecting data for 24 indicators of health system performance, stratified by
state and by race and ethnicity. Indicators were grouped into three performance
domains: 1) health outcomes, 2) health care access, and 3) quality and use of health care
services.

Scoring method. For each of the 24 indicators, we calculate a standardized z-score for
each state/population group with sufficient data. As an example, for adult uninsured
rates, we calculate standardized scores using point estimates for 191 pairs of state racial
and ethnic groups (51 white, 48 Latinx/Hispanic, 39 Black, 37 AANHPI, 16 AIAN) with
sufficient data.

Within each performance domain, we combined indicator values to create a summary
score. We then combined the domain summary scores to create a composite state health
system performance score for each racial and ethnic group within a state — Black (non-
Latinx/Hispanic), white (non-Latinx/ Hispanic), AIAN (non-Latinx/Hispanic), AANHPI
(non-Latinx/Hispanic), and Latinx/Hispanic (any race). The ability to generate these
scores is dependent on having a sufficient population sample size for analysis.

Based on the overall composite scores, each racial/ethnic group within each state
received a percentile score providing both national and state-level context on the
performance of a state health system for that population.

How We Measure Performance of States’ Health Care Systems for
Racial and Ethnic Groups



Both across states and within states, health care system performance varies widely by race
and ethnicity, as shown in Exhibit 1. Mirroring the nation as a whole, substantial health and
health care disparities exist between white and Black, Latinx/Hispanic, and AIAN
communities in nearly all states.

Even in states that achieve high performance overall, racial and ethnic disparities can be
dramatic. For example, Minnesota, which ranked third in the Commonwealth Fund’s most
recent State Scorecard on Health System Performance, has some of the largest disparities

The percentile scoring, from 1 (worst) to 100 (best), reflects the observed distribution of
health system performance for all groups measured in this report and enables
comparisons within and across states. For example, a state health system score of 50 for
Latinx/Hispanic individuals in California indicates that the health system is performing
better for those residents than Latinx/ Hispanic people in Florida, who have a score of 38,
but worse than white residents in California, who have a score of 89. It is important to
note that because scores are set relative to one another rather than to a predefined
benchmark, there is still room for improvement in health system performance at or near
the 100th percentile.

Use of racial/ethnic data categories. The five racial and ethnic data categories we include
in this report often group together populations with different experiences, cultures,
immigration barriers, and other socioeconomic factors. This includes a wide range of
culturally distinct Latinx/Hispanic communities and Asian American communities. Such
groupings are imperfect, as they mask significant and important differences. For example,
past research has shown variability in health insurance coverage rates among Asian
American subpopulations and between Asian Americans and Native Hawaiians or
Pacific Islanders.

Use of these categories is necessary to obtain sufficient sample sizes for analysis. But states
and localities should interpret the findings within the context of their own communities,
using them as a starting point to help guide more targeted research and policy solutions.

Refer to the appendix for complete study methods, list of indicators, and health system
performance scores for each state’s and racial and ethnic populations.
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Racial and ethnic inequities are pervasive across all state health systems.
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between white and Black, Latinx/Hispanic, AANHPI, and AIAN communities.  Some
states, like Mississippi, demonstrate relatively poor performance for all groups.

In the small number of U.S. states where AIAN communities represent a sizeable portion of
the nonwhite population — such as South Dakota and Alaska — wide performance gaps
are also apparent. While the health system in many states tends to perform better for
AANHPI populations, performance is lower in New York and Texas, home to two of the
country’s largest AANHPI populations.

The overall health system score for each group within a state represents the aggregate
performance across three dimensions: Health Outcomes, Health Care Access, and Quality
and Use of Health Care Services. Below we describe findings for each of these domains.
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Click through to see each race/ethnicity group on its own.

EXHIBIT 1

Profound racial and ethnic inequities in health and healt

within states.

Health system performance scores, by state and race/ethnicity

All

Race/Ethnicity AANHPI AIAN Black Latinx/Hispanic White



Health outcomes, as measured primarily by mortality rates and the prevalence of health-
related problems, differ significantly by race and ethnicity. In most states, Black and AIAN
populations tend to fare worse than white, Latinx/ Hispanic, and AANHPI populations.
While enduring lower life expectancies for Black and AIAN individuals in the U.S. can be
attributed in large part to generations of structural racism, oppression, and other factors
beyond health care delivery, the health care system nevertheless has a crucial and often
unfulfilled role in mitigating disparities.

We can get a glimpse of the care delivery system’s role in these unequal outcomes by
looking at the frequency of deaths before age 75 from preventable and treatable conditions
— a measure known as mortality amenable to health care that is highly correlated with life
expectancy.  In nearly every state, Black people are more likely than white people to die
early from preventable causes (Exhibit 2). Latinx/Hispanic individuals, however, generally
have lower preventable mortality rates, despite their comparatively poor access to health
care. These lower rates could be related to immigration factors, to a younger average age, or
to lower rates of risky health behaviors like smoking.  Still, recent research shows
increasing mortality and prevalence of chronic conditions for Latinx/ Hispanic
populations.  There are also differences in outcomes between different Latinx
communities.

We also see distinct regional patterns. For example, preventable mortality rates are higher
for both Black and white residents of many southeastern states compared to other parts of
the country, while rates among AIAN people tend to be higher in the upper Midwest and
northern Plains states. Among Latinx/Hispanic people, premature mortality rates are
higher — and align more closely with rates among white people — in several southwestern
and mountain states, including Arizona, Colorado, New Mexico, Oklahoma, Texas, and
Wyoming.

Health Outcomes
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EXHIBIT 2

In most states where data are available, Black people and

likely than white people to die early in life from conditio

with timely access to high-quality health care.

Mortality amenable to health care, deaths per 100,000 population, by state and race/

All

Race/Ethnicity Black Latinx/Hispanic White AANHPI AIAN

Diabetes is an example of a disease that can often be effectively managed — for example,
with consistent blood glucose monitoring and proven medications — but is nonetheless



associated with profound racial and ethnic disparities in outcomes. Black and AIAN
individuals are much more likely to die from diabetes-related complications (Exhibit 3)
than people of other races and ethnicities. Health systems striving for equity should bolster
disease management resources among these communities to achieve better outcomes.



EXHIBIT 3

In nearly all the states where data are available, Black peo

are more likely than AANHPI, Latinx/Hispanic, and whit

complications of diabetes.

Diabetes-related age-adjusted deaths per 100,000 population, by state and race/ethnicity

All

Race/Ethnicity AANHPI AIAN Black Latinx/Hispanic White

We also see sizeable disparities when looking at mortality rates for other treatable
conditions. Breast cancer, for example, is often considered treatable when detected early
but is more likely to be diagnosed at later stages in Black women, who have much higher
age-adjusted death rates for the disease across most states compared to other women



(Exhibit 4).  Across all education levels, infant and maternal mortality rates are higher for
Black and AIAN residents than for others.

States can perpetuate disparities by not removing barriers to people receiving preventive
services, getting effective treatment for chronic conditions like diabetes and high blood
pressure, and receiving coordinated care. These barriers range from poor insurance
coverage, lack of a usual source of care, and unaffordable medications, to clinicians who
prescribe less-effective services or fail to provide timely care for a chronic disease.
Sometimes differential outcomes also can reflect unequal access to higher-performing
providers, but disparities in care occur even within the same provider facilities.
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EXHIBIT 4

Black women are more likely than white women to be di

and to die, even though breast cancer is o�en considered

detected early.

Breast cancer age-adjusted deaths per 100,000 female population, by state and race

All

Race/Ethnicity AANHPI AIAN Black Latinx/Hispanic White

Health Care Access



Large disparities in access to care between white and most nonwhite populations are
apparent across states. Latinx/Hispanic people typically face the highest barriers to care,
although, as noted above, they also tend to have better health outcomes than many other
groups (despite variations by geographic region).

A key contributor to these access inequities is lack of comprehensive insurance coverage, or
any coverage at all. Insurance alone cannot guarantee access, but it is necessary for getting
needed health care without incurring substantial or even catastrophic financial risk.

Americans get their health coverage either from commercial insurance plans offered by
employers or sold in the individual market, or from public insurance programs like
Medicaid, Medicare, and the Children’s Health Insurance Program. Prior to the Affordable
Care Act (ACA)’s major coverage expansions in 2014, limited access to employer health
benefits, more restricted eligibility for Medicaid, and often unaffordable individual market
plans created significant inequities in coverage among adults.

After the health law’s coverage expansions, adult uninsured rates fell across all racial and
ethnic groups. Still, in nearly all states, uninsured rates continue to be higher for Black,
Latinx/Hispanic, and AIAN people than they are for white people (Exhibit 5).



EXHIBIT 5

Although the ACA’s coverage expansion improved inequ

rates are generally higher and more variable for Black, La

AIAN adults compared to AANHPI and white adults.

Percent of adults ages 19–64 who are uninsured, by state and race/ethnicity

All

Race/Ethnicity AANHPI AIAN Black Latinx/Hispanic White

Some Latinx/Hispanic and AANHPI populations continue to face immigration-related
barriers to getting enrolled in coverage through Medicaid or the ACA marketplaces. While
American Indians and Alaska Natives can obtain certain health care services through the



Indian Health Service (IHS), lack of insurance coverage can hinder access to needed care
outside of persistently underfunded IHS facilities.

The ACA created a federal standard for comprehensive insurance and provides for
subsidized coverage through marketplace plans and Medicaid. But 12 states have yet to
take advantage of the law’s expansion of Medicaid eligibility, which has significantly
improved equity in coverage and access and has helped health care facilities in underserved
communities (including IHS providers) become more financially stable.  Further, Black
and Latinx/Hispanic communities are disproportionally represented in states that have not
expanded Medicaid: 43 percent of Black and 36 percent of Latinx people live in the 12
nonexpansion states.

When people are uninsured, experience gaps in coverage, or are in private plans that do not
provide comprehensive coverage, they often avoid getting care when they need it or pay
high out-of-pocket costs when they do seek care.  This is particularly burdensome for
individuals with lower income and little wealth — disproportionately people of
color.  Because of these costs, Black, Latinx/Hispanic, and AIAN people are more likely to
avoid getting care when they need it, more often have higher out-of-pocket costs, and are
more prone to incur medical debt at all income levels.

The proportion of white people reporting cost as a barrier to receiving needed care ranges
from 6 percent in the District of Columbia and Hawaii to 14 percent in Georgia, Oklahoma,
Alabama, and Mississippi. But among Latinx/ Hispanic people, state rates vary between 10
percent in Hawaii to a high of 30 percent in Tennessee (Exhibit 6).

Many people of color in the U.S. are also less likely to have a usual source of care, an
important point of contact with the health system that can help people get treatment when
they need it. Lack of a regular care provider often goes hand in hand with high uninsured
rates and high patient cost sharing. But it also reflects low Medicaid payment rates that
limit the network of participating providers and hospitals, a lower concentration of
providers and health facilities in neighborhoods where people of color reside, and language
and cultural communication barriers.  For AIAN communities in rural areas, who are
among the least likely to have a usual source care, geographic barriers can also be a key
factor.
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EXHIBIT 6

White people are less likely than other population group

barriers in most states.

Percent of adults age 18 and older who went without care because of cost in the past 

All

Race/Ethnicity AANHPI AIAN Black Latinx/Hispanic White

Racial and ethnic disparities in the quality of care and the use of services have also been
extensively documented. Across and within most states, white populations overall receive

Quality and Use of Health Care Services



better care than Black, Latinx/Hispanic, American Indian/Alaska Native (AIAN), and, often,
Asian American, Pacific Islander, and Native Hawaiian (AANHPI) individuals.

Primary care clinicians play an especially critical role in providing people with high-value
services, including preventive care like cancer screenings and vaccines, as well as chronic
disease management. When there are barriers to obtaining primary care, people are more
likely to get care in more intense and costly care settings, particularly an emergency
department (ED).

On two measures of primary care effectiveness, Black Medicare beneficiaries are more likely
than white beneficiaries to be hospitalized for acute exacerbations of treatable and
manageable chronic illnesses and to seek and receive care in an ED for conditions that are
nonurgent or treatable by a primary care provider (Exhibit 7). For both Black and white
Medicare beneficiaries, more primary care spending is associated with less use of the ED for
treatable conditions and fewer hospital admissions.31



EXHIBIT 7

Black Medicare beneficiaries are more likely than white b

admitted to a hospital or to seek care in an emergency de

conditions typically manageable through good primary c

Per 1,000 Medicare beneficiaries

All

Primary care settings are also where the majority of vaccinations in the U.S. have taken
place, and they play an important role in COVID-19 vaccination efforts. On average, Black
and Latinx people are less likely than white people to have received recommended
vaccines. In 2019, Black and Latinx children were less likely than white children to have



received all of seven key vaccines by age 35 months, but differences were relatively small.
Conversely, less than half of all adults received an annual flu shot in 2019–20, and
racial/ethnic inequities are apparent (Exhibit 8). Strong federal policy can help close these
gaps. For example, the Vaccines for Children program run by the Centers for Disease
Control and Prevention (CDC) promotes early childhood vaccination and makes vaccines
available at no cost to a partner network of state and local health departments. This, along
with state polices regulating vaccination, have proven successful for raising vaccination
levels for all children.

Expanded access to primary care improves health outcomes. And given the relatively lower
use of primary care by Black, Latinx/Hispanic, and AIAN people, these groups in particular
are likely to see a greater health impact from improved access and quality.
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EXHIBIT 8

Black, AIAN, and Latinx/Hispanic adults are less likely th

adults to receive an annual flu shot.

Percent of adults age 18 and older with a seasonal flu shot in the past year

All

Race/Ethnicity AANHPI AIAN Black Latinx/Hispanic White

Racial and ethnic disparities in health outcomes and health care are pervasive both across
and within states. Transformative change will depend on policy and practice changes to
make access to care more equitable and to ensure equal treatment in the delivery of care.

Discussion



While health systems alone cannot address all the structural inequities that contribute to
differential health outcomes, there are a number of policy options for addressing unequal
access to care and unequal treatment within health care facilities.

We group these federal and state policy priorities into four areas:

Ensuring universal, affordable, and equitable health coverage. Nearly 30 million people in
the United States are still uninsured, and they are disproportionately people of color. Even
those who have some coverage face rising levels of financial risk. Policy options include:

What Policy Changes Are Needed to Bridge the Gap?

Make the marketplace premium subsidies provided by the American Rescue Plan Act
(ARPA) permanent and close the Medicaid coverage gap in the 12 states that have not
expanded eligibility for the program. These two reforms, which are included in the
Build Back Better bill currently before Congress, are estimated to reduce the number
of uninsured people overall by 7 million,  the number of uninsured Black Americans
under age 65 by 1.2 million, and the number of uninsured Latinx/Hispanic people
under age 65 by 1.7 million.

33

Reduce deductibles and out-of-pocket costs for marketplace insurance plans. The
pending legislation would reduce cost-sharing to almost zero for people with incomes
under 138 percent of poverty in the marketplaces, lowering household spending on
health care and improving access to needed care. Another bill, currently in the Senate,
would increase eligibility for marketplace subsidies and eliminate or reduce
deductibles for some marketplace plan enrollees by as much as $1,650.34

Allow more workers in expensive employer health plans to become eligible for subsidized
marketplace plans. Under current law, enrollees in employer coverage whose
premiums exceed 9.8 percent of income are eligible for subsidized marketplace plans.
The Build Back Better bill lowers that threshold to 8.5 percent of income.

Mount aggressive, targeted outreach and enrollment efforts to reach the remaining
uninsured, most of whom are eligible for Medicaid or subsidized private insurance.
Tracking low enrollment by demographic group, like California does, could help in
targeting outreach efforts more effectively.

35

Lower immigration-related barriers to coverage. An estimated 3 million uninsured
cannot enroll in Medicaid or subsidized marketplace plans because of their
immigration status.  The federal government could allow certain groups of36



Strengthening primary care and improving the delivery of services. Communities that are
predominantly Black and Latinx/Hispanic tend to have fewer primary care providers and
lower-quality health care facilities than communities that are mostly white.  Federal and
state policymakers could start to reverse these inequities by raising payment for primary
care providers and transitioning primary care reimbursement to value-based payment that
enables investment in health promotion, disease prevention, and chronic disease
management.  For example, North Carolina now has a prospective Medicaid payment
model that emphasizes primary care–based population health management, while Oregon
and Washington are linking Medicaid payments to performance on equity measures.

There are also opportunities to change how care is delivered and who delivers it:

Reducing inequitable administrative burdens affecting patients and providers. Americans
seeking health care face far higher administrative hurdles than residents of other high-
income nations.  Recent research points to the negative impact these barriers have on
access to care for lower-income individuals, including many people of color.
Autoenrollment is one reform that could reduce the application burden associated with
state Medicaid programs; it could help people get, and stay enrolled in, public coverage.  If
poorly designed, the quality reporting, care management, utilization review, and prior

undocumented, low-income immigrant adults and children to enroll in Medicaid or
other affordable coverage, as several states already have done.37

Promote more equitable treatment of enrollees in commercial insurance plans.
Policymakers could require commercial insurers to: collect and report information on
race and ethnicity during enrollment and make it linkable to claims data;  meet ACA
requirements for including essential community providers in their networks;  and
obtain health equity accreditation.
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Ensure that telemedicine remains an option. The pandemic has already shown that
telemedicine is an effective strategy for providing patients with convenient access to
care.43

Modernize medical licensing. Allow health care professionals to more easily practice
across state lines.44

Develop community-based health care workforces focused on team care. Offer financial
assistance, such as loan repayment, to providers who serve in medically underserved
communities. Expand community health worker programs to train individuals to
provide basic health-related services and support within their communities.
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authorization programs instituted by public and private insurers can create unnecessary
red tape and even financial penalties for underresourced providers. Administrators could
audit oversight and accountability programs for their disproportionate impact on
providers serving communities of color.

Investing in social services. The U.S. spends less on economic and social supports for
children and working- age adults than most other high-income countries, and the lack of
adequate investment in this area likely contributes significantly to racial and ethnic
inequities in health outcomes.  Federal and state policymakers could expand economic
support for lower-income families by implementing unemployment compensation and
Earned Income Tax Credit and child tax credit programs, as well as childcare, food security,
and targeted wealth-building programs.  Additional investments in affordable housing,
public transportation, early childhood development, and affordable higher education also
could help reduce racial and ethnic health inequities.

Racial and ethnic equity in health care should be a top priority of federal and state
policymakers. A good start would be to identify policies and proposed legislation that
impede progress toward health equity.

Given that structural racism has played a significant role in shaping those policies that have
spawned widespread health inequities, leaders at the federal, state, and local levels should
reexamine existing laws and regulations for their impact on people of color’s access to
quality care. And new reforms to ensure good insurance coverage and timely access to
primary and specialty care need to target communities across the United States that have
long been ignored.

Equally important is the development and use of equity- focused measures to monitor the
progress of efforts intended to advance health equity and to engender accountability for
achieving desired outcomes. And systems are needed to track whether states, health
systems, and health plans are reducing racial disparities in clinical outcomes, coverage,
access to clinicians, and a host of other health-related gaps.

Too often in the U.S., race and ethnicity are correlated with access to health care, quality of
care, health outcomes, and overall well-being. This is a legacy of structural, institutional,
and individual racism that predated the country’s founding and that has persisted to the
present day, in large part through federal and state policy. By pursuing new policies that
center racial and ethnic equity, expand access to high-quality, affordable care, and bolster
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the primary care workforce, we as a nation can ensure that the health care system fulfills its
mission to serve all Americans.
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