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ABSTRACT

The objective of this study was to examine whether disparities exist between Medicaid-insured adults
and uninsured adults regarding primary care utilization in Medicaid expansion states. Access to primary
care is essential to long-term health outcomes; therefore, detecting disparities is crucial. Analysis was
done through Excel using the 2024 Behavioral Risk Factor Surveillance System (BRFSS) with a sample
size ranging from 534 to 5186 respondents per variable. The cross-sectional analysis done by pivot tables
and independent (two-sample) t-tests found that Medicaid-insured recipients were statistically more
likely to utilize primary care compared to the uninsured population. Results were analyzed from 15
Medicaid expansion states: Colorado, Illinois, Indiana, lowa, Kentucky, Maine, Massachusetts, Michigan,
Minnesota, Nebraska, New Jersey, New York, Oregon, Utah, and Washington. These findings were
further examined for demographic factors: education level, employment status, and gender. Altogether,
the findings suggest that while Medicaid expansion improves access to primary care, significant effort is
needed to mitigate low primary care utilization amongst the uninsured population.
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INTRODUCTION

Primary care check-ups play a key role in maintaining
human health through early detection of diseases, disease
management, and supervision of chronic conditions.
In fact, primary care check-ups are linked to earlier
detection of cancer, hypertension, and diabetes, and are
associated with lower rates of mortality and morbidity.
A study by the National Cancer Institute found that
regular screening for colorectal cancer reduced the
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likelihood of the disease by 40% and mortality by 50%
(D). Furthermore, patients who have access to regular
primary care checkups are more likely to follow lifestyle
changes and effectively manage their conditions and
diseases. Primary care is defined as “the provision of
integrated, accessible health care services by clinicians
who are accountable for addressing a large majority
of personal health care needs, developing a sustained
partnership with patients, and practicing in the context
of family and community,” according to the National
Academies of Sciences, Engineering, and Medicine
(2). Primary care providers include: internists, family
physicians, pediatricians, or non-physician providers
(2). While primary care offers positive health benefits,
discrepancies in access to primary care exist. In 2023,
around 25.3 million people aged 0-64 were uninsured in
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the United States (3). This number, while reduced through
policies such as Medicaid, still represents a significant
gap in access to healthcare. Medicaid, created in 1965
and signed into law by President Lyndon B. Johnson, is
a public insurance program jointly funded by the states
and the federal government (4). Medicaid provides
insurance to low-income families and individuals. In
2018, Medicaid provided health coverage for 97 million
low-income Americans. In 2010, Medicaid was expanded
when President Barack Obama signed the Affordable
Care Act into law, which sought to expand Medicaid
coverage to nearly all non-disabled adults who earn up
to 138% of the federal poverty level (5). However, in
2012, the Supreme Court ruled that states could decide
whether they wanted to expand Medicaid under the
Affordable Care Act. As a result, 41 states have expanded
while ten states have not (Alabama, Florida, Georgia,
Kansas, Mississippi, South Carolina, Tennessee, Texas,
Wisconsin, and Wyoming). This study will examine
the extent to which disparities in routine primary
care utilization persist between Medicaid-insured and
uninsured adults within Medicaid expansion states,
arguing that while expansion has significantly increased
access to preventive care, disparities remain due to
socioeconomic barriers and administrative complexity.
This will be done by analyzing the 2024 BRFSS.

METHODS AND MATERIALS

Source

The data obtained for this study came from the
2024 Behavioral Risk Factor Surveillance System
(BRFSS). BRFSS is the largest continuously conducted
health survey in the world, and was established by the
Centers for Disease Control and Prevention (CDC) in
1984. It is a telephone survey conducted across all 50
states, the District of Columbia, Guam, Puerto Rico,
and the Virgin Islands. The full 2024 dataset contains
457,670 total records. The dataset was collected in a
single survey year from January l1st, 2024 to December
31st, 2024. Since the data was collected in the post—
COVID-19 period, primary care utilization patterns
may have been influenced by broader healthcare system
disruptions. These include reduced in-person visits,
cancellations of planned treatment, decreased resources,
and shifts in healthcare workers. Therefore, these factors
should be considered when interpreting the findings as
discrepancies in primary care utilization may reflect
lingering effects of post—-COVID-19 healthcare system
disruptions.
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Study Population

Data was selected to analyze from 15 Medicaid
expansion states: Colorado, Illinois, Indiana, Iowa,
Kentucky, Maine, Massachusetts, Michigan, Minnesota,
Nebraska, New Jersey, New York, Oregon, Utah, and
Washington. These states were chosen because they
expanded Medicaid under the Affordable Care Act,
which is relevant to the research question being studied.
Furthermore, these states had the largest sample size
for the Medicaid-insured and uninsured respondents in
the 2024 BRFSS data set. Specifically, the sample sizes
for the he Medicaid-insured population sample sizes
for Colorado, Illinois, Indiana, lowa, Kentucky, Maine,
Massachusetts, Michigan, Minnesota, Nebraska, New
Jersey, New York, Oregon, Utah, and Washington were
872, 1,035, 1,048, 569, 827, 1,157, 1,065, 1,004, 339, 911,
535, 5,186, 855, 585, and 961, respectively. The uninsured
population sample sizes for Colorado, Illinois, Indiana,
Iowa, Kentucky, Maine, Massachusetts, Michigan,
Minnesota, Nebraska, New Jersey, New York, Oregon,
Utah, and Washington were 883, 1,060, 688, 486,
380, 471, 278, 367, 812, 898, 813, 2,026, 283, 910, and
1,248, respectively. The total sample sizes for Colorado,
[llinois, Indiana, lowa, Kentucky, Maine, Massachusetts,
Michigan, Minnesota, Nebraska, New Jersey, New York,
Oregon, Utah, and Washington were 1,755, 2,095, 1,736,
1,055, 1,207, 1,628, 1,343, 1,371, 1,151, 1,809, 1,348,
7,212, 1,138, 1,495, and 2,209. Sample sizes varied across
states due to BRFSS state-level sampling variation. States
with smaller Medicaid-insured or uninsured subsamples
(Minnesota, lowa, Kentucky, Maine, Massachusetts, and
Oregon) were retained because their total analytic sample
sizes (Medicaid-insured plus uninsured) exceeded 1,000
respondents.

Variables and Statistical Analysis

The 2024 BRFSS dataset was imported into Microsoft
Excel to ensure an organized and clean analysis. The data
was arranged by variables and separated into different
sheets for analysis. The analysis was focused on five key
variables. Four of them were related to demographics,
while one was related to the utilization of primary
care check-ups. Each variable was used to compare
the Medicaid-insured population and the uninsured
population. Each variable corresponds to a question that
a respondent was asked. Each variable also corresponds
with a certain response, which is coded by a number.
Responses were chosen based on their relevance to the
study. In total, 10 different responses were analyzed
(Table 1).
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Table 1. Questions and Responses Used for Analysis.

Variable Description Response Used for Analysis
CHECKUPI Time since last routine check-up 1 = Within the past year (anytime less than 12 months ago)
SEXVAR Respondent gender 1 = Male; 2 = Female
_EDUCAG Education level 1 = Did not graduate High School; 2 = Graduated High School;
3 = Attended College or Technical School
PRIMINS2 Primary insurance type 5 = Medicaid; 88 = No coverage of any type
EMPLOY1 Employment status 1 = Employed for Wages; 2 = Self-employed;

3 = Out of work for 1 year or more

Each variable corresponds with a question and a response. Responses in this table were chosen based on relevance and

used for analysis.

Data was analyzed using pivot tables in Excel.
In total, four pivot tables were created. The first one
organized and grouped the primary care utilization
variable (CHECKUPI) and insurance type variable
(PRIMINS2), which showed the number of Medicaid-
insured and uninsured adults in each state who reported
having a routine check-up within the past year. The
second pivot table used the SEXVAR variable and the
PRIMINS2 variables to compare gender distributions
within Medicaid and the uninsured population per state.
The third pivot table grouped the ~EDUCAG variable
and the PRIMINS2 variable to examine education levels
between the Medicaid and uninsured populations in each
state. The fourth pivot table used the EMPLOY]I variable
and the PRIMINS2 variable to analyze employment
status between the Medicaid and uninsured populations.
Each pivot table noted the total amount of Medicaid-
insured population and uninsured population in each,
which was used to calculate percentages. All analyses
were conducted at the state level, and unweighted BRFSS
percentages were used. Percentages in each group were
calculated using these two formulas:

Number of respondents in a categoryyeicaa

Percentagenicia = - : ;
&ewedcid = rotal amount of Medicaid — Inisured Population

Number of respondents in a categoryuinre
Percentageviinur = e - X100
8 Cuninarea Total amount of Uninsured Population

The percentages were then organized into their own
pivot tables, which is what is featured in this study.
An independent (two-sample) t-test was conducted in
Excel to determine whether the differences between
the Medicaid Insured Population and the Uninsured
population were statistically significant. Each t-test
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compared the mean percentage of Medicaid-insured
adults to the mean percentage of uninsured adults within
the same category. When p <0.005, the difference was
significant, and when p > 0.05, the difference was not
considered statistically significant. Additionally, multiple
independent t-tests were conducted across demographic
strata to examine exploratory differences between groups.
The comparisons between the Medicaid-insured and
uninsured populations in each state included education
levels (did not complete high school, graduated from
high school, college or a technical school), employment
status categories (employed for wages, self-employed,
out of work for more than one year), gender (male vs.
female), and primary care utilization (received a routine
check-up within the past year).

RESULTS

Primary Care Utilization

Data from the 2024 Behavioral Risk Factor
Surveillance System (BRFSS) was analyzed from 15
states: Colorado, Illinois, Indiana, Iowa, Kentucky,
Maine, Massachusetts, Michigan, Minnesota,
Nebraska, New Jersey, New York, Oregon, Utah, and
Washington. This analysis compared the percentage of
Medicaid-insured adults per state to uninsured adults
who received a routine check-up within the past year,
as shown in Table 2. Overall, a higher percentage of
Medicaid users reported a routine checkup within the
past year than uninsured adults. On average, 78.36%
of Medicaid-insured adults reported visiting a doctor
within the past year. Whereas, on average, 41.30% of
uninsured adults reported visiting a doctor within the
past year.
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Table 2. Medicaid-Insured Adults vs. Uninsured Adults Who Have Reported a Visit to the Doctor within the Past Year, Per State.

Medicaid Recipients who Saw a Doctor
in the Past Year (%)

States

Colorado
I1linois
Indiana
Iowa
Kentucky
Maine
Massachusetts
Michigan
Minnesota
Nebraska
New Jersey
New York
Oregon
Utah
Washington

Uninsured who Saw a Doctor Difference
in the Past Year (%) pp)
38.62 32.25
46.79 33.50
42.30 38.71
43.83 37.54
42.89 40.66
39.50 41.58
43.89 33.21
40.33 40.45
40.40 38.37
42.21 37.16
43.79 39.02
42.99 38.21
32.51 37.78
38.57 32.03
40.95 35.43

The data follows a color gradient where white indicates the lowest percentages and dark orange represents the highest percentages.
The highest percentages are in the Medicaid column, while the lowest percentages are in the Uninsured column.

As shown in Table 2, the percentage point difference
between Medicaid and uninsured adults ranges from
32.03 to 40.66. Kentucky (83.56%) has the highest
percentage of Medicaid-insured adults who received a
primary care check-up within the past year, while Utah
(70.60%) has the lowest. Massachusetts (43.86%) has
the highest percentage of uninsured adults who received
a primary care check-up within the past year, while
Oregon (32.51%) has the lowest.

Gender

Across the selected Medicaid expansion states, it
was found that females made up a higher percentage of
the Medicaid population, while males made up a higher
percentage of the uninsured population. On average,
61.95% of Medicaid enrollees were female, while
around 38.35% were male. For the uninsured population,
around 58.52% were male, while 41.48% were female.
A state representing a large gender gap is New Jersey,
where 69.72% of Medicaid enrollees are female, while
only 30.28% are male. Furthermore, in lowa, 38.48%
of the uninsured population is women, while 61.52%
of the uninsured population is male. Additionally, the
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percentage point difference between female and male
Medicaid users ranged from 8.36 to 39.44 percentage
points. The percentage point difference between the male
and female uninsured population ranged from 2.09 to
28.52 percentage points. Furthermore, after conducting
the t-test value was 0, revealing the difference was
statistically significant as it is less than 0.05 (Table 3).

Level of Education

In general, a smaller percentage of Medicaid-insured
adults have not graduated from high school compared
to the uninsured population, which can be observed in
Table 4. The percentages of adults who have finished
high school do not differ significantly between the two
groups. Additionally, a higher percentage of Medicaid-
insured adults have graduated from college or a technical
school compared to uninsured adults. After conducting
a paired t-test, the difference between Medicaid-insured
and uninsured adults who did not graduate high school
was statistically significant (p = 0.00005). The difference
between Medicaid-insured and uninsured adults who
graduated high school was not statistically significant
(p=0.05). The difference between Medicaid-insured and
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Table 3. Gender of Medicaid-Insured Adults and Uninsured Adults, Per State.

State Male - Female - Male - Female - Difference - Difference -
Medicaid (%) Medicaid (%) Uninsured (%) Uninsured (%) Medicaid Uninsured (pp)

Colorado 22.94 19.37
Illinois 28.70 8.11
Indiana 10.76
lowa 23.05
Kentucky 14.21
Maine 25.27
Massachusetts 26.62
Michigan 13.90
Minnesota 15.27
Nebraska 8.02

New Jersey 2.09

New York 19.09 2241
Oregon 11.11 _
Utah 26.84 14.07
Washington 19.04 7.37

The data is organized by a color scale where white corresponds to the lowest percentages and dark orange corresponds to the
highest. The highest percentages are concentrated in the Female-Medicaid and Male-Uninsured columns.

Table 4. Education Level of Medicaid-Insured Adults vs. Uninsured Adults, Per State.

Did Not Finish Did Not Finish  High School Highschool  College/Technical College/
States High School- High School- Graduate- Graduate- School-Medicaid Technical School-
Medicaid (%) Uninsured (%) Medicaid (%) Uninsured (%) (%) Uninsured (%)
Colorado 9.75 21.86 23.33
Illinois 14.69 15.38
Indiana 15.17 21.80
Iowa 12.13 20.37
Kentucky 15.24 20.79
Maine 10.63
Massachusetts 19.62
Michigan 11.75
Minnesota 8.26
Nebraska 15.04
New Jersey 14.39
New York 15.29
Oregon 17.90
Utah 9.57
Washington 10.72

Data is color-coded from white (lowest percentage) to dark orange (highest percentage). The highest percentage in the “Did Not
Finish High School” section is in the uninsured column. The “High School Graduate” and “College/Technical School” sections
have the highest percentages in the Medicaid columns.
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uninsured adults who graduated from college/technical
school was statistically significant (p=0.00004).
Furthermore, the average percentage of Medicaid-
insured individuals who did not complete high school
is 13.34%, while the average percentage of uninsured
adults who did not complete high school is 23.88%.
Maine and Michigan are outliers, as the percentage
of Medicaid-insured and wuninsured individuals is
similar, but ultimately, the percentage is higher for
the uninsured who did not complete high school. The
average percentage of Medicaid-insured adults who have
attended college or technical school is 29.01%, while the
average of uninsured adults who have attended a college
or technical school is 21.63%. Oregon is an outlier to this
trend, as its percentage of Medicaid-insured individuals
who have attended college or a technical school versus
its uninsured individuals who have attended college or
a technical school is similar. However, the percentage is
higher for the uninsured individuals who have attended a
college or a technical school.

Data is color-coded from white (lowest percentage) to

dark orange (highest percentage). The highest percentage
in the “Did Not Finish High School” section is in the
uninsured column. The “High School Graduate” and
“College/Technical School” sections have the highest
percentages in the Medicaid columns.

Employment Status

Using variables EMPLOY1 and PRIMINS2, an
analysis of employment status regarding insurance
status was conducted. In general, the uninsured
population had a higher percentage of individuals who
were self-employed and employed for wages, while the
Medicaid-insured population had a higher percentage of
individuals who were out of work for over a year, which
is clearly shown in Table 5. After conducting a t-test,
the difference between Medicaid-insured and uninsured
adults who were employed for wages was statistically
significant(p = 0.000000002). The difference between
Medicaid-insured and uninsured adults who are self-
employed was statistically significant (p=0.0000001).
The difference between Medicaid-insured and uninsured

Table 5. Employment Status of Medicaid-Insured Adults vs. Uninsured Adults, Per State.

States fl::) T&:ggi fl::) T&gggi Self-Employed- Self-Employed- Out of Work-  Out of Work-

Medicaid (%):  Uninsured (%) Medicaid (%): Uninsured (%): Medicaid (%) Uninsured%o)
Colorado 28.33 45.19 13.42 20.05 9.17 4.30
Illinois 28.21 46.13 11.40 15.09 10.05 4.25
Indiana 29.01 45.20 8.68 17.59 7.54 5.67
Iowa 32.69 47.33 11.60 18.31 7.91 3.70
Kentucky 23.34 41.32 8.95 21.58 7.38 5.53
Maine 24.11 46.92 11.76 28.45 6.31 1.91
Massachusetts 30.89 48.56 14.18 17.99 9.01 3.24
Michigan 28.49 43.87 8.57 18.80 8.57 6.54
Minnesota 32.74 4421 11.50 20.94 5.02 3.82
Nebraska 29.42 43.65 11.75 15.92 5.71 4.34
New Jersey 28.97 39.36 8.60 18.45 10.47 6.40
New York 32.24 41.76 10.57 22.21 7.60 5.33
Oregon 29.94 43.82 13.45 23.32 7.14 3.18
Utah 20.00 49.45 9.57 20.44 8.21 3.96
Washington 18.52 44.79 11.86 15.87 10.93 4.41

The data follows a color scale from white (lowest percentage) to dark orange (highest percentage). In the “Employed for Wages”

and the “Self-employed” section, the highest percentages are in the uninsured columns, while in the “Out of wor

highest percentages are in the Medicaid column.
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adults who have been out of work for over a year was
statistically significant as well (p=0.0000004). The
average percentage of Medicaid-insured individuals who
are employed for wages is 27.85%, while the average
percentage of uninsured individuals who are employed
for wages is 44.75%. Moreover, the average percentage
of Medicaid-insured individuals who are self-employed
is 11.05%, while the average percentage of self-employed
uninsured individuals is 19.62%. Finally, the average
percentage of Medicaid-Insured Individuals who have
been out of work for more than a year is 8.06%, while the
average percentage of uninsured individuals who have
been out of work for more than a year is 4.45%. There
were no noticeable outliers to any of these trends.

DISCUSSION

This study examined primary care utilization and
demographics across 15 Medicaid expansion states using
the 2024 BRFSS dataset. Overall, the data reveal that
Medicaid recipients are more likely to utilize primary
care, which is associated with preventative healthcare
services. The data also revealed that in these states,
despite having expanded Medicaid under the Affordable
Care Act (ACA), disparities exist between the Medicaid-
insured and the uninsured population, raising debate
regarding Medicaid accessibility. A primary finding
was the large difference between Medicaid-insured and
uninsured individuals in primary care utilization. On
average, 78.36% of Medicaid-insured adults reported
visiting a doctor within the past year. Whereas, on
average, 41.30% of uninsured adults reported visiting
a doctor within the past year. These results are largely
supported by existing literature. Studies reveal that
Medicaid has reduced financial barriers to healthcare.
They have led to a reduction in unpaid bills and
medical debt. Specifically, a study found that medical
debt decreased by 12% in Medicaid-expansion states
compared to a 1% decrease in non-expansion states
(6). This suggests that Medicaid-insured individuals
have incentives—such as low bills—to see a primary care
provider. In contrast, uninsured individuals may not have
these same motivators. In fact, a 2019 report revealed
that uninsured individuals often assume medical costs
are unaffordable and delay or avoid going to the doctor
due to fear of high costs (7). The percentage point
difference between Medicaid and uninsured adults’
primary care utilization ranges from 32.03 to 40.66,
which is also a prominent finding of this study. Since
Medicaid status correlates to higher rates of primary
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care utilization, these individuals are more likely to
gain access to preventative care. A finding corroborated
by a 2020 study analyzing Stanford datasets, which
found that if a patient had >1 primary care visit per
year, the patients’ preventive services increased by 27%
for vaccination, 122% for colonoscopy, and 75% for
mammography (8). These findings highlight Medicaid’s
vital role in reducing healthcare-related financial barriers
and improving access to preventive care. However, they
also demonstrate that even in Medicaid expansion states,
a portion of the population remains uninsured and is
statistically less likely to visit a primary care provider,
and in turn receive reduced access to preventative
services. Further analysis suggests that demographic
factors may contribute to these disparities in Medicaid
accessibility.

Examining the gender of Medicaid-insured adults
and uninsured adults provides context for primary care
utilization disparities. It was found that females made
up a higher percentage of the Medicaid population,
while males made up a higher percentage of the
uninsured population. On average, 61.95% of Medicaid
enrollees were female, while around 38.35% were
male. Conversely, for the uninsured population, around
58.52% were male, while 41.48% were female. These
findings suggest that women correlate with Medicaid
enrollment, while men correlate with being uninsured,
which may illustrate possible hurdles in obtaining
Medicaid coverage. A key component is employment
patterns. Men are more likely to work in industries with
limited coverage options. A 2025 report by the United
States Census Bureau revealed that four occupational
groups— farming, fishing, and forestry; food preparation
and serving; construction and extraction; building and
grounds maintenance— had higher uninsured rates
compared to non-working individuals aged 19-64. These
groups, which are all male-dominated, had uninsured
rates 7.2-14.7 percentage points higher than nonworkers
(9). Another factor to explain the disparities in Medicaid
eligibility is that women are more likely to qualify
for Medicaid. One reason is that they are statistically
more likely to have a lower income than men. A 2024
study found that women are paid $1.86 less an hour, or
12.8% less than men (10). Furthermore, a 2023 report
by the U.S. Bureau of Labor Statistics found that 59%
of part-time workers were women (11). Prior to the
ACA, to be eligible for Medicaid, one had to meet a
specific categorization group, such as pregnant women
or low-income adults (12). This means most low-
income adults were not eligible for Medicaid. However,
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after the ACA, eligibility was expanded to 138% of the
poverty level. With all of these findings taken together,
since women are more likely to work part-time and
have lower incomes, this increases their chances of
being eligible for Medicaid. Medicaid is also a critical
provider of maternity care. Therefore, women may be
more incentivized to apply. While it varies from state to
state, Medicaid provides family planning services such
as contraceptive methods, breast and cervical cancer
testing, and testing for sexually transmitted infections
and HIV. Medicaid also pays for about 41% of births in
rural areas. Medicaid’s involvement in maternity care is
a key factor as to why % of Medicaid-insured women
are in their childbearing years. Additionally, Medicaid
programs like the Breast and Cervical Cancer Prevention
and Treatment Act extend limited coverage to uninsured
women for cancer treatment. As of 2021, 43,000 women
were enrolled in Medicaid through this program (13). In
sum, women dominating the majority of adult Medicaid
enrollment suggests that social factors may be an
obstacle preventing men from enrolling.

Another implication of the findings is the relationship
between educational attainment and Medicaid insurance
coverage. Specifically, it was found that the average
percentage of Medicaid-insured individuals who did
not complete high school is 13.34% while the average
percentage of uninsured adults who did not complete
high school is 23.88%.  Additionally, the average
percentage of Medicaid-insured adults who have
attended college or technical school is 29.01%, while
the average of uninsured adults who have attended a
college or technical school is 21.63%. Ultimately, these
varying statistics indicate that higher education may be
associated with Medicaid status, while lower education
could be linked with being uninsured. Furthermore, this
suggests that adults with higher education may be in a
better position to utilize healthcare services, whereas
those without it may face navigational barriers. A reason
lower education and uninsured status could be related is
due to the long and complex Medicaid application. In a
2020 study of Medicaid recipients, participants called
the application process “really stressful” and “very
challenging” when referring to the paperwork (14).
Additionally, the application process varies from state
to state, with some states requiring re-application, in-
person interviews, and asset tests. These are hurdles to
some as documents are hard to locate, and finding time
and transportation for interviews is difficult (15). The
readability and design of the Medicaid application add
to these barriers. In a survey of all 50 states, respondents
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noted that the application was at an 11th to 18th grade
reading level, a smaller font size than 12-point, and
the formatting was crowded (16). This is, in particular,
relevant, since a higher percentage of uninsured adults
did not complete high school or attend a college/
technical school; Their reading level could limit their
understanding of the application. In a cross-national
study, it was found that more-educated individuals have
higher literacy skill levels as opposed to less-educated
individuals (17).

Finally, the last variable analyzed in this study was the
employment status of the Medicaid-insured population
and the uninsured population. It was shown that the
average percentage of Medicaid-insured individuals who
are employed for wages is 27.85%, while the average
percentage of uninsured individuals who are employed
for wages is 44.75%. Moreover, the average percentage
of Medicaid-insured individuals who are self-employed
is 11.05%, while the average percentage of self-employed
uninsured individuals is 19.62%. Finally, the average
percentage of Medicaid-insured Individuals who have
been out of work for more than a year is 8.06%, while the
average percentage of uninsured individuals who have
been out of work for more than a year is 4.45%. These
findings reveal an association between employment
status and Medicaid status. Specifically, individuals who
are unemployed or are on long-term leave from work
may be related to Medicaid status. Furthermore, since
many uninsured individuals are employed, perhaps they
are not offered insurance benefits by their employers.
This inference is substantiated by previous literature.
For example, a 2020 study found that 24% of private
industry workers in the lowest 10% wage category have
access to employee-sponsored medical plans, while 94%
of workers in the highest 10% of wages have access to
medical plans (18). In other words, employment does not
guarantee insurance, and even in Medicaid-expansion
states, people still find themselves working without health
insurance. Additionally, many more Medicaid-insured
individuals are out of work compared to uninsured
individuals because they have a higher likelihood of
qualifying for Medicaid. A 2025 report found that the
median income for able-bodied non-working Medicaid
recipients was 0. This same study also found that the
majority of nonworking Medicaid recipients have health
problems, preventing them from working (19).

Limitations
The BRFSS data used for analysis in the study were
not weighted. Therefore, the unweighted percentages
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may not be fully representative of state populations.
Additionally, since multiple independent t-tests were
conducted across demographic groups, this increases the
risk of multiple-comparison error. However, no formal
adjustments were made as p-values were intended to be
exploratory rather than confirmatory. Still, statistical
significance findings should be interpreted with caution.

CONCLUSION

In essence, through analysis of the 2024 BRFSS
survey, it was found that despite Medicaid-expansion,
severe disparities exist in Medicaid-expansion states.
To be more specific, across Medicaid expansion
states, Medicaid-insured adults were, on average, 37
percentage points more likely to report a primary care
visit within the past year, compared to uninsured adults.
Furthermore, these disparities were found to correlate
with demographic factors such as gender, employment,
and education status. Uninsured status was associated
with lower education, being employed for wages,
and being a man. Whereas Medicaid-insured status
correlated to higher education, being unemployed, and
being a female. Therefore, while Medicaid has improved
access to coverage and, in turn, primary care utilization,
efforts are needed to make this applicable to broader
populations. However, this study was limited by the
demographic composition of the BRFSS sample, which
was disproportionately white. This prevented analysts
of racial disparities between the Medicaid-insured and
uninsured populations. Thus, these findings suggest that
policy efforts should go beyond eligibility expansion.
Examples include a simplified enrollment process and
outreach. These findings are particularly relevant due
to current policy changes that are affecting Medicaid.
For example, the passing of President Trump’s One Big
Beautiful Act of 2025 (OBBBA). OBBBA has cut around
$1 trillion from Medicaid and has increased paperwork
for applications (20). Starting in January 2027, states
are required to conduct eligibility checks for those
covered under Medicaid expansion every six months
(20). Furthermore, OBBBA will only grant Medicaid
expansion coverage if a recipient works, volunteers, or
participates in work-related activities for 80 hours per
week or is enrolled in school part-time, unless they
are exempt due to pregnancy, medical vulnerability,
caring for a disabled family member, or are a parent of
a child under 14 (20). In this study, it was revealed that
a significant portion of the uninsured population has not
graduated from high school. Therefore, a more complex

February 2026 Vol. 4 No. 1

application may act as a barrier. Additionally, new work
requirements could negatively affect the portion of
Medicaid users who are unemployed/out of work for over
a year.

CONFLICT OF INTEREST

The author declares that there is no conflict of interest
related to this work.

REFERENCES

1. Motairy SHA, Alanzi MA, Alenizi EAA, Alenezi
SKZ, Alotaibi MHa. The importance of regular check-
ups at the doctors and their impact on human health.
International journal of bio-medical informatics
and e-health. 2022 Nov 15; 10 (6): 28-32. https://doi.
org/10.30534/ijbmieh/2022/51062022

2. Access to Primary Care - Healthy People 2030 | odphp.
health.gov [Internet]. Health.gov. 2020. Available from:
https://odphp.health.gov/healthypeople/priority-areas/
social-determinants-health/literature-summaries/
access-primary-care#cit4 (accessed 2025-01-18).

3. Tolbert J, Drake P, Damico A. Key facts about the
uninsured population [Internet]. KFF. 2023. Available
from: https://www.kff.org/uninsured/key-facts-about-
the-uninsured-population/(accessed 2025-01-18).

4. Policy Basics: Introduction to Medicaid on JSTOR.
Jstororg [Internet]. 2024; Available from: https:/www.
jstor.org/stable/resrep24218?workspaceFolderld=ab0f9
39¢-1436-4b3a-ala2-e70889b7clcd&orderBy=updated
Oné&orderType=desc&index=5 (accessed 2025-01-18).

5. Affairs (ASPA) AS for P. Affordable Care Act (ACA)
Anniversary [Internet]. HHS.gov. 2022. Available
from:  https:/www.hhs.gov/healthcare/about-the-aca/
anniversary/index.html (accessed 2025-01-18).

6. Brevoort K, Grodzicki D, Hackmann MB. The credit
consequences of unpaid medical bills. Journal of
Public Economics [Internet]. 2020 Jul 1; 187: 104203.
https://doi.org/10.1016/j.jpubeco.2020.104203

7. Norman A. 4 Reasons People Don’t Go to the Doctor
[Internet]. VeryWell Health. Available from: https://
www.verywellhealth.com/reasons-people-dont-go-to-
the-doctor-4779661?(accessed 2025-01-18).

8. Hostetter J, Schwarz N, Klug M, Wynne J, Basson
MD. Primary care visits increase utilization of
evidence-based preventative health measures. BMC
Family Practice. 2020 Jul 28; 21 (1). https://doi.org/
10.1186/s12875-020-01216-8

9. Bureau UC. Most Workers Ages 19 to 64 Had Health
Coverage but Farmers’ Uninsured Rate Was Over
Nine Times Higher Than for Engineers. Census.gov.

American Journal of Student Research www.ajosr.org 533



10.

11.

12.

13.

14.

15.

Primary Care Use Among Medicaid-Insured and Uninsured Adults

2025. Available from: https://www.census.gov/library/
stories/2025/09/health-coverage-by-occupation.html?
(accessed 2025-01-18).

Gould E. Gender Wage Gap Persists in 2023.
Economic Policy Institute. 2024. Available from:
https://www.epi.org/blog/gender-wage-gap-persists-in-
2023-women-are-paid-roughly-22-less-than-men-on-
average/ (accessed 2025-01-18).

Women in the labor force: a databook. Bureau of Labor
Statistics. 2015. Available from: https://www.bls.gov/
opub/reports/womens-databook (accessed 2025-01-18).
Medicaid [Internet]. National Center for Health
Statistics. 2025. Available from: https:/www.cdc.gov/
nchs/hus/sources-definitions/medicaid.htm#:~:text=
Top%200f%20Page-,Nondisabled%20Adults,more%20
than%20138%25%200f%20FPL (accessed 2025-01-18).
Green H. Women Depend on Medicaid Across the
Lifespan. Center For Children and Families. 2025.
Available from: https://ccf.georgetown.edu/2025/06/24/
women-depend-on-medicaid-across-the-lifespan/
(accessed 2025-01-18).

Greene J, Gibson D. Medicaid At 57: Still Essential
And Needs Improvements As COVID-19 Emergency
Unwinding Looms. Forefront Group. 2022 Sep 29;
Available from https:/www.healthaffairs.org/content/
forefront/medicaid-57-still-essential-and-needs-
improvements-covid-19-emergency-unwinding-looms
(accessed 2025-01-18).

Journal H. Houston Journal of Health Law & Policy
[Internet]. Scholasticahq.com. 2021. Available from:

February 2026 Vol. 4 No. 1

16.

17.

18.

19.

20.

American Journal of Student Research www.ajosr.org

https://houstonhealthlaw.scholasticahq.com/#fn26
anrespondents (accessed 2025-01-18).

Jocelyn M. Wilson, Lorraine S. Wallace, Jennifer E.
DeVoe. Are State Medicaid Application Enrollment
Forms Readable? Journal of Health Care for the Poor
and Underserved. 2009; 20 (2): 423-31. https://doi.org/
10.1353/hpu.0.0127

Park H, Kyei P. Literacy Gaps by Educational
Attainment: A Cross-National Analysis. Social Forces.
2011; 89 (3): 879-904. https://doi.org/10.1353/s0f.2011.
0025

Lower-wage workers less likely than other workers to
have medical care benefits in 2019: The Economics
Daily: U.S. Bureau of Labor Statistics. Available from:
https://www.bls.gov/opub/ted/2020/lower-wage-workers-
less-likely-than-other-workers-to-have-medical-care-
benefits-in-2019.htm (accessed 2025-01-18).

Who’s Affected by Medicaid Work Requirements?
It’s Not Who You Think | Milbank Memorial Fund.
Milbank Memorial Fund. 2025. Available from: https://
www.milbank.org/quarterly/opinions/whos-affected-
by-medicaid-work-requirements-its-not-who-you-
think/ (accessed 2025-01-18).

Coffey A, Hahn H. Medicaid Cuts in the One Big
Beautiful Bill Act Leave 3 in 10 Young Adults
Vulnerable to Losing Health Care Access. Urban
Institute. 2025. Available from: https:/www.urban.org/
urban-wire/medicaid-cuts-one-big-beautiful-bill-act-
leave-3-10-young-adults-vulnerable-losing  (accessed
2025-01-18).

534



