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Abstract Across the country’s four largest states, uninsured rates vary for adults ages 19 to 
64: 12 percent of New Yorkers, 17 percent of Californians, 21 percent of Floridians, and 30 
percent of Texans lacked health coverage in 2014. Differences also extend to the proportion of 
residents reporting problems getting needed care because of cost, which was significantly lower 
in New York and California compared with Florida and Texas. Similarly, lower percentages of 
New Yorkers and Californians reported having a medical bill problem in the past 12 months or 
having accrued medical debt compared with Floridians and Texans. These differences stem from 
a variety of factors, including whether states have expanded eligibility for Medicaid, the state’s 
uninsured rate prior to the Affordable Care Act taking effect, differences in the cost protections 
provided by private health insurance, and demographics.

OVERVIEW
The Affordable Care Act has had profound implications for health insurance cover-
age in the United States. More than 25 million Americans now have coverage under 
its provisions, which include the expansion of Medicaid eligibility, subsidized pri-
vate plans purchased in the health insurance marketplaces, and—for young adults 
up to age 26—the opportunity to enroll in a parent’s plan.1 A recent analysis of the 
Commonwealth Fund Biennial Health Insurance Survey indicates that the percent-
age of uninsured adults has dropped from 20 percent in 2010 to 16 percent in 2014.2 
The law, however, gives states flexibility in implementing its provisions, including the 
choice of operating their own health insurance marketplace or leaving that task to the 
federal government. Moreover, in 2012, the U.S. Supreme Court gave states the power 
to decide whether or not to expand Medicaid eligibility to more lower-income adults. 
States’ policy choices, combined with each state’s unique demographic characteristics 
and history, have resulted in a wide range of experiences among Americans since the law 
took effect. In this brief we use data from the Biennial Survey to examine differences 
in health insurance coverage, cost-related problems getting needed care, and medical 
bill problems and debt among adults ages 19 to 64 in the nation’s four largest states.

The four largest states in the U.S.—California, Florida, New York, and 
Texas—fall into two distinct categories. The first group is represented by California 
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and New York, both of which are operating their own health insurance marketplaces and have expanded eligibility for 
Medicaid to adults who earn at or below 138 percent of the federal poverty level—about $16,000 for an individual or 
$32,000 for a family of four.3 Florida and Texas, the second group, are using the federal marketplace to enroll residents in 
health plans and have declined to expand Medicaid eligibility. In this new analysis of data from the Commonwealth Fund 
Biennial Health Insurance Survey, we find that, in 2014, there were larger shares of uninsured adults in Florida and Texas 
compared with California and New York. In addition, adults in Florida and Texas were more likely to report not getting 
needed care because of cost and to report having problems paying medical bills.

SURVEY FINDINGS IN DETAIL

Texas Has Highest Uninsured Rate of the Four Largest States
Among the four states, the proportion of working-age adults without health coverage in 2014 was highest in Florida and 
Texas, at 21 percent and 30 percent, respectively (Exhibit 1). California’s uninsured rate was 17 percent, while New York’s 
was 12 percent.4,5,6 While this study did not examine trends at the state level, federal survey data indicate that since the 
Affordable Care Act’s passage, uninsured rates declined in all four states, with California registering the greatest decrease.7

Young adults have experienced the largest gains in coverage nationally. According to the survey, by 2014, the 
national uninsured rate for 19-to-34-year-olds was 19 percent. This was down from 27 percent in 2010, the year adult 
children became eligible to remain on parents’ health plans to age 26.8 There are differences among the four states. In 
New York, 14 percent of young adults were uninsured in 2014, compared with 34 percent in Texas, 26 percent in Florida, 
and 23 percent in California.

There are also significant differences in coverage rates for adults with low incomes. Adults with incomes below 
100 percent of the federal poverty level—that is, $11,490 for an individual or $23,550 for a family of four—are faring 

Exhibit 1. Of the Four Largest States,  
Texas Has the Highest Uninsured Rate 

Source: The Commonwealth Fund Biennial Health Insurance Survey (2014). 
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best in New York and California (Table 1). Thirteen percent of low-income New Yorkers and 23 percent of low-income 
Californians are uninsured, compared with 33 percent of low-income adults in Florida and 51 percent in Texas. Even 
before the passage of the Affordable Care Act, both New York and California had established Medicaid eligibility levels 
that were more generous than most states. And under the health reform law, both states expanded eligibility for Medicaid 
up to 138 percent of poverty, while Florida and Texas did not.

In addition to policy decisions, demographics also likely contribute to differences in insurance coverage rates, 
although they do not explain the state differences completely. For example, undocumented immigrants are ineligible for 
subsidized coverage or Medicaid under the law. In Texas, adults below 100 percent of poverty are much more likely to 
be foreign-born than are adults with incomes between 100 percent and 399 percent of poverty (35% vs. 26%) (data not 
shown). People born outside the United States but who reside here now are much more likely to be uninsured than those 
born in the U.S. (31% vs. 12%) (data not shown).13

New York and California: Lower Rates of Problems in Getting Needed Health Care Because of Cost
Across the country, expanded insurance coverage is helping people get the care they need by reducing financial barriers to 
care. The survey asked adults about delaying or skipping needed care because of cost in the past 12 months. About three 
of 10 New Yorkers (30%) and Californians (31%) reported having at least one cost-related access problem, compared 
with 43 percent of Floridians and Texans (Exhibit 2).14 These differences remain statistically significant even after taking 
into account the states’ demographic profiles.

There was variation between states in all four cost-related areas asked about in the survey. In New York and 
California, 18 percent of residents reported having a medical problem but not going to a doctor or clinic because of cost, 
versus 29 percent in Florida and 26 percent in Texas. Residents in New York and California reported not getting needed 
specialist care at about half the rate as people in Florida and Texas.

There are likely a range of factors contributing to this variation, with insurance coverage playing a large role. 
Across the U.S., insured adults have historically reported cost-related access problems at much lower rates than uninsured 
adults.15 To some degree, California and New York’s higher rates of coverage likely translate into lower rates of reported 
problems. But the quality of health insurance coverage—particularly, how much people have to pay out-of-pocket relative 
to their income—also makes a difference. Insured adults in New York (27%) and California (28%) reported lower rates of 

HOW FLORIDA AND TEXAS ARE IMPLEMENTING THE AFFORDABLE CARE ACT

Neither Florida nor Texas has expanded eligibility for Medicaid under the Affordable Care Act. Both 
states opted to use the federal marketplace, HealthCare.gov, to enroll individuals in private plans. For 
their existing Medicaid programs, both states have very low income eligibility thresholds. In Florida, 
adults who are parents of dependent children are eligible for Medicaid if they make less than 34 percent 
of the poverty level—an annual income of about $8,000 for a family of four—but there is no coverage 
for childless adults.9 There is also no Medicaid coverage for childless adults in Texas and the eligibility 
threshold for parents is even lower at 19 percent of poverty, or an annual income of about $4,475 for a 
family of four.10

Both Florida and Texas have had successful enrollment in their marketplaces: about 1.6 million people 
have selected a 2015 marketplace plan in Florida and more than 1.2 million have done so in Texas.11 Both 
states have also seen increases in their Medicaid enrollment since October 2013, as more people have  
become aware that they are eligible for coverage: Florida’s Medicaid and Children’s Health Insurance Program 
enrollment has grown by about 300,000 people and Texas’ enrollment has grown by about 210,000.12
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U.S. Total New York California Florida Texas 

In the past 12 months: 

Had problems paying or unable to pay 
medical bills 23% 20% 16% 29% 28% 

Contacted by a collection agency about 
medical bills* 20% 17% 14% 22% 26% 

Contacted by collection agency 
for unpaid medical bills 15% 11% 9% 17% 21% 

Contacted by a collection agency 
because of billing mistake 4% 5% 4% 5% 4% 

Had to change way of life to pay bills 14% 12% 11% 18% 19% 

Any of three bill problems  
(does not include billing mistake) 29% 24% 21% 36% 37% 

Medical bills being paid off over time 22% 14% 13% 28% 23% 

Any of three bill problems or medical debt 35% 29% 24% 42% 41% 

Exhibit 3. Adults in New York and California Reported Lower Rates 
of Medical Bill Problems or Debt Than Those in Florida and Texas  

* Subtotals may not sum to total: respondents who answered “don’t know” or refused are included in the distribution but not reported. 
Source: The Commonwealth Fund Biennial Health Insurance Survey (2014). 

Percent of adults ages 19–64 

U.S. Total New York California Florida Texas 

In the past 12 months because  
of cost: 

Had a medical problem,  
did not visit doctor or clinic 23% 18% 18% 29% 26% 

Did not fill a prescription 19% 16% 15% 22% 24% 

Skipped recommended test, 
treatment, or follow-up 19% 17% 16% 25% 23% 

Did not get needed specialist 
care 13% 10% 11% 21% 18% 

Any of the above access problems 36% 30% 31% 43% 43% 

Exhibit 2. Adults in New York and California Reported Lower Rates 
of Cost-Related Access Problems Than Those in Florida and Texas 

Source: The Commonwealth Fund Biennial Health Insurance Survey (2014). 
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problems getting needed care in the past 12 months than did insured adults in Texas (36%) and Florida (39%) (data not 
shown). These differences persisted across the income distribution. One factor may be deductibles and other cost-sharing 
aspects of people’s insurance policies. Research has shown that people with high deductibles relative to their income are 
much more likely to report not getting needed care because of cost than those with lower deductibles.16 The survey found 
that a smaller share of insured Californians and New Yorkers (9 percent and 7 percent, respectively) had deductibles that 
were 5 percent or more of their income compared with Texans (18%) and Floridians (17%) (data not shown). Moreover, 
a recent analysis of federal data found that more people have health plans with deductibles in Florida and Texas: in 2013, 
62 percent of employees with single-person insurance plans in New York and California had a deductible, compared with 
84 percent in Florida and 90 percent in Texas.17

New York and California: Lower Rates of Medical Bill and Debt Problems
There were notable state variations in the percentage of adults reporting medically related financial difficulties in 2014. 
Fewer adults in New York and California said they had problems paying their medical bills in the past 12 months, or were 
paying off medical debt, than did adults in Florida and Texas (Exhibit 3). Twenty-nine percent of New Yorkers and 24 
percent of Californians said that, in the past 12 months, they had a problem or were unable to pay their medical bills, had 
been contacted by a collection agency for unpaid medical bills, had to change their way of life to pay medical bills, or were 

HOW NEW YORK AND CALIFORNIA ARE IMPLEMENTING THE AFFORDABLE CARE ACT

California was the first state to pass legislation to establish a state-based marketplace. The marketplace 
is an active purchaser, meaning it evaluates proposed plans based on factors like affordability and access 
to high-quality care, and may choose to limit the number of plans offered.18 The state also has a long 
history of setting more generous eligibility levels for Medicaid coverage than federal mandates and does 
not require a five-year waiting period for legal immigrants to be eligible for coverage, although the state 
pays all the costs of providing care for this population. The state also created the Low Income Health 
Program under a Section 1115 waiver, which provided coverage to adults under 200 percent of poverty in 
participating counties from July 2011 to December 2013.19 After that, 650,000 enrollees transitioned into 
the state’s expanded Medicaid program and more than 25,000 people purchased private plans offered 
through the state’s marketplace, Covered California.20 In the past year more than 1.4 million people have 
selected private plans through Covered California for 2015; more than 3 million individuals have gained 
Medicaid coverage since October 2013.21

New York has also expanded eligibility for Medicaid and is operating its own marketplace, the New York 
State of Health. New York has had more generous Medicaid eligibility levels than many states since it 
passed the Health Care Reform Act of 2000, well before national health reform was passed. The state’s 
Family Health Plus program expanded Medicaid eligibility to parents with incomes up to 150 percent of 
poverty and childless adults up to 100 percent of the poverty level.22 New York’s Medicaid program does 
not require a five-year waiting period for legal immigrants to be eligible for coverage, although the state 
does not receive any federal matching funds for this population. The 2000 law also created the Healthy 
NY program, which provided affordable health insurance options to small business owners and their 
employees. Under the Affordable Care Act, these programs have rolled their enrollees into expanded 
Medicaid or subsidized private plans from New York State of Health.23 About 570,000 individuals have 
enrolled in Medicaid since October 2013 and more than 400,000 have selected private coverage 
through the marketplace for 2015.24
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paying off medical bills over time. Rates were much higher in Florida and Texas: more than two of five adults in each state 
reported at least one of these problems.25 These differences remained after taking into account variations in the demo-
graphic compositions of the states’ populations. As with the cost-related access problems, states’ decisions that enhanced 
access to affordable health insurance coverage both before and after the Affordable Care Act as well as insurance design 
and cost-sharing likely contribute to differences.

CONCLUSION
The analysis suggests that the health policy decisions made by state leaders matter. Of the four states studied, New 
York has had the longest history of legislation aimed at enhancing the availability of affordable coverage. California also 
implemented an early expansion of Medicaid eligibility and, based on federal survey data, both states began achieving 
declines in their adult uninsured rate earlier than other states.26 Both have taken advantage of opportunities granted by 
the Affordable Care Act to further expand the reach of coverage and access. Alternatively, Florida and Texas, while experi-
encing robust enrollment in private plans through the federal health insurance marketplace, have not expanded Medicaid 
eligibility and have made less headway in reducing their uninsured populations.

While there have been significant declines in the number and share of uninsured adults since the major provisions 
of the Affordable Care Act went into effect in 2014, coverage gaps are leaving millions uninsured and without access to 
affordable coverage. An estimated 3.7 million people have fallen into the Medicaid coverage gap in states that have not yet 
expanded eligibility for Medicaid.27

In addition, the law does not provide access to any new coverage options for unauthorized immigrants. They are 
ineligible for Medicaid coverage and cannot purchase private plans through the marketplace, either subsidized or unsub-
sidized. The Congressional Budget Office estimates that by 2020, 30 percent of the remaining uninsured will be unau-
thorized immigrants, or about 9 million people.28 Another part of the law that is leaving people uninsured is the so-called 
“family coverage glitch,” which defines affordability—and eligibility for subsidies—based on the cost of individual, rather 
than family, coverage. Currently, an estimated 2 million to 4 million people are uninsured because of this issue.29

The analysis also indicates that expanded coverage is necessary to improve access to care and reduce medical 
financial burdens among U.S. families. But the quality and comprehensiveness of coverage across all sources of insurance 
(marketplace plans, individual plans, employer-provided coverage, and Medicaid), will ultimately determine the degree to 
which these problems are lessened for U.S. families.
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Methodology

The Commonwealth Fund Biennial Health Insurance Survey, 2014, was conducted by Princeton Survey Research 
Associates International, with a general population sample collected from July 22 to December 14, 2014, and an 
oversampling of the four largest states, California, Florida, New York, and Texas, collected until December 27, 2014. 
The survey consisted of 25-minute telephone interviews in either English or Spanish and was conducted among a 
random, nationally representative sample of adults age 19 and older living in the continental United States. A combi-
nation of landline and cellular phone random-digit dial (RDD) samples was used to reach people.

The general sample was designed to generalize to the U.S. adult population and to allow separate analyses 
of responses of low-income households. The majority of this report looks at adults ages 19 to 64 in the four largest 
states (California sample=758, Florida=659, New York=710, and Texas=714). Statistical results are weighted to cor-
rect for the stratified sample design, the overlapping landline and cellular phone sample frames, and disproportionate 
nonresponse that might bias results. Each state sample is weighted to match population parameters for sex by age, 
sex by education, age by education, race/ethnicity, population density, household telephone use, household size, and 
region, using the U.S. Census Bureau’s 2012 American Community Survey data.

The resulting weighted general population sample is representative of the approximately 182.8 million 
U.S. adults ages 19 to 64 and has an overall margin of sampling error of +/– 2 percentage points at the 95 percent 
confidence level. The California sample has a margin of error of +/– 4.2 percentage points at the 95 percent confi-
dence level; the Florida sample margin of sampling error is +/– 4 percentage points; the New York sample margin 
of sampling error is +/– 4.1 percentage points; and the Texas sample margin of sampling error is +/– 3.9 percentage 
points. The landline portion of the survey achieved an 11.5 percent response rate and the cellular phone component 
achieved an 11.3 percent response rate.
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Table 1. State Uninsured Rates by Poverty and Firm Size

U.S. Total New York California Florida Texas
Unweighted n 4,251 710 758 659 714
Total uninsured rate 16% 12% 17% 21% 30%
Poverty

<100% FPL 27 13 23 33 51
100%–399% FPL 16 16 21 22 28
400% FPL or more 3 3 3 4 7

Firm size (Base: full-time or part-time workers)
All workers 14 11 18 19 28
Small-firm workers (<50 employees) 26 19 31 31 44
Larger-firm workers (50+ employees 7 6 7 10 15

Note: FPL refers to federal poverty level.
Source: The Commonwealth Fund Biennial Health Insurance Survey (2014).
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Table 2. Demographics of State Populations

U.S. Total New York California Florida Texas
Unweighted n 4,251 710 758 659 714
Age

19–34 34% 37% 37% 33% 36%
35–49 31 31 31 30 32
50–64 35 32 32 38 32

Gender
Male 49 49 49 48 50
Female 51 51 51 52 50

Race/ethnicity
White, non-Latino 61 54 40 54 43
Black, non-Latino 13 15 6 15 11
Latino 17 19 36 25 39
Other, non-Latino 8 11 16 5 6

Education
Less than high school degree 11 13 17 12 19
High school degree or equivalent 30 24 19 27 26
Some college 25 28 33 32 28
College graduate or higher 33 34 30 28 25

Poverty
<100% FPL 22 25 26 24 27
100%–399% FPL 45 38 44 48 43
400% FPL or more 25 27 24 20 22

Insurance continuity
Insured now 84 88 83 79 70
Uninsured now 16 12 17 21 30
Insured all year 72 76 65 68 57
Insured now, uninsured during the year 13 12 18 11 13

Insurance type
Employer 53 51 46 45 48
Medicare 6 6 5 7 6
Medicaid 11 20 17 9 5
Marketplace 4 4 6 7 4
Individual 4 3 2 6 4
Other 5 3 6 4 4

At least one chronic condition* 42 40 34 42 41
Political affiliation

Republican 21 18 12 25 22
Democrat 28 34 31 29 24
Independent 23 21 24 21 22
Something else 17 14 18 16 17

Work status
Not working 35 38 35 38 35
Full-time worker 52 47 47 48 51
Part-time worker 13 14 18 14 13

Firm size (Base: full-time or part-time workers)
<20 employees 26 27 31 28 32
20–49 employees 8 8 11 13 9
50–99 employees 9 11 12 6 8
100 or more employees 54 52 40 52 49

Note: FPL refers to federal poverty level.
* Respondent reported having at least one of the following conditions: hypertension or high blood pressure; heart disease; diabetes; asthma, emphysema, or lung disease;  
or high cholesterol.
Source: The Commonwealth Fund Biennial Health Insurance Survey (2014).
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