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IMPORTANCE Medicare provides nearly universal health insurance to individuals at age 65
years. How eligibility for Medicare affects racial and ethnic disparities in access to care and
health is poorly understood.

OBJECTIVE To assess the association of Medicare with racial and ethnic disparities in access to
care and health.

DESIGN, SETTING, AND PARTICIPANTS This cross-sectional study uses regression discontinuity
to compare racial and ethnic disparities before and after age 65 years, the age at which US
adults are eligible for Medicare. There are a total of 2 434 320 respondents in the Behavioral
Risk Factor Surveillance System and 44 587 state-age-year observations in the US Centers for
Disease Control and Prevention Wide-Ranging Online Data for Epidemiologic Research Data
(eg, the mortality rate for individuals age 63 years in New York in 2017) from January 2008 to
December 2018. The data were analyzed between February and May 2021.

EXPOSURES Eligibility for Medicare at age 65 years.

MAIN OUTCOMES AND MEASURES Proportions of respondents with health insurance, as well as
self-reported health and mortality. To examine access, whether respondents had a usual
source of care, encountered cost-related barriers to care, or received influenza vaccines was
assessed.

RESULTS Of 2 434 320 participants, 192 346 were Black individuals, 104 294 were Hispanic
individuals, and 892 177 were men. Immediately after age 65 years, insurance coverage
increased more for Black respondents (from 86.3% to 95.8% or 9.5 percentage points; 95%
CI, 7.6-11.4) and Hispanic respondents (from 77.4% to 91.3% or 13.9 percentage points; 95%
CI, 12.0-15.8) than White respondents (from 92.0% to 98.5% or 6.5 percentage points; 95%
CI, 6.1-7.0). This was associated with a 53% reduction compared with the size of the disparity
between White and Black individuals before age 65 years (5.7% to 2.7% or 3.0 percentage
points; 95% CI, 0.9-5.1; P = .003) and a 51% reduction compared with the size of the disparity
between White and Hispanic individuals before age 65 years (14.6% to 7.2% or 7.4 percentage
points; 95% CI, 5.3-9.5; P < .001). Medicare eligibility was associated with narrowed
disparities between White and Hispanic individuals in access to care, lowering disparities in
access to a usual source of care from 10.5% to 7.5% (P = .05), cost-related barriers to care
from 11.4% to 6.9% (P < .001), and influenza vaccination rates from 8.1% to 3.3% (P = .01).
For disparities between White and Black individuals, access to a usual source of care before
and after age 65 years was not significantly different: 1.2% to 0.0% (P = .24), cost-related
barriers to care from 5.8% to 4.3% (P = .22), and influenza vaccinations from 11.0% to 10.3%
(P = .60). The share of people in poor self-reported health decreased by 3.8 percentage
points for Hispanic respondents, 2.6 percentage points for Black respondents, and 0.2
percentage points for White respondents. Mortality-related disparities at age 65 years were
unchanged. Medicare’s association with reduced disparities largely persisted after the US
Affordable Care Act took effect in 2014.

CONCLUSIONS AND RELEVANCE In this cross-sectional study that uses a regression
discontinuity design, eligibility for Medicare at age 65 years was associated with marked
reductions in racial and ethnic disparities in insurance coverage, access to care, and
self-reported health.
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T he COVID-19 pandemic, which has disproportionately
affected communities of color,1-3 and protests over ra-
cial injustice in the US have focused attention on health

care and health equity. Most proposals to expand access to care
are centered on expanding health insurance coverage. Dur-
ing the 2020 presidential campaign, President Biden, then the
Democratic candidate, proposed lowering the Medicare eligi-
bility age from 65 years to 60 years,4,5 in part to help workers
who lost employment-based health insurance during the pan-
demic. Some members of Congress have advocated expand-
ing Medicare to cover all US residents.6

Understanding the association of Medicare with access
to care and health outcomes nationally and by race and eth-
nicity informs the ongoing debate over Medicare expansion.
Prior studies show the introduction of Medicare was associ-
ated with increases in health care utilization,7 and entry
into Medicare at age 65 years increases access to care and
improves health for those previously without insurance.8-13

Earlier research also found reductions in racial and ethnic
disparities in access at the national level at age 65 years.14

However, evidence of Medicare’s associations with racial
and ethnic disparities in health outcomes, and on how asso-
ciations with health and access differ across the US, is lack-
ing. Moreover, it remains unclear whether Medicare’s
effects on disparities persisted after the US Affordable Care
Act (ACA) was implemented in 2014, given that the ACA is
associated with reduced racial and ethnic disparities in cov-
erage and access.15-18 Although Medicare’s association with
coverage disparities are partly mechanical owing to the
large preexisting racial and ethnic disparities in coverage, its
association with access to care and health depend on how
coverage translates into outcomes for different populations.
Identifying the policies that address racial and ethnic dis-
parities in access to care and health, which reflect the
effects of structural racism in the US,19-21 is essential as the
US reckons with racial injustice.

Using a “natural experiment” created by eligibility for
Medicare at age 65 years, we estimated the effect sizes asso-
ciated with entering Medicare using a regression discontinu-
ity design.22,23 By comparing individuals just before and af-
ter age 65, a narrow band of years in which observable and
unobservable characteristics of the populations are similar, we
estimated effect sizes for the associations between Medicare
eligibility with coverage, access to care, and health by race and
ethnicity and state.

Methods
Study Design and Population
A regression discontinuity design was used to estimate the as-
sociation between eligibilty for Medicare at age 65 and access
to care. The key assumption was that other determinants of
the outcome would be similar just before and after the thresh-
old age of 65 years, with the exception of Medicare eligibility,
which we test.22-24

We separately analyzed January 2008 to December 2018
data from the US Centers for Disease Control and Preven-

tion’s (CDC) Behavioral Risk Factor Surveillance System
(BRFSS) and the Wide-Ranging Online Data for Epidemio-
logic Research (WONDER) system. Although these data sets
could not be linked, both contained demographic data, which
allowed us to assess discontinuities at age 65 years by race and
ethnicity. The BRFSS is the largest annual health survey across
the 50 states, enabling estimates of Medicare’s effects at age
65 years at the national and state levels; between 2008 and
2018, the median response rate was 47.2% (range, 45.2%-
54.6%) (eMethods and eFigure 1 in the Supplement). Further
details about the BRFSS are available elsewhere.25 The CDC
WONDER multiple cause of death data are derived from US
death certificates and compiled from 57 vital statistics
jurisdictions.26

We limited our primary sample to US citizens ages 51 to 79
years from 2008 through 2018 in the 50 states and Washing-
ton DC. We removed observations with missing values for any
of the primary variables.27-30 The data were analyzed from Feb-
ruary to May 2021. Yale University’s institutional review board
deemed this study exempt from review because of the use of
deidentified, publicly available data.

Study Variables
We assessed outcomes in 3 key domains. First, we defined in-
surance coverage based on whether individuals had health in-
surance at the time of the interview.

Second, we studied access to care. We examined
whether respondents reported having access to a regular
source of care (eg, a personal physician). We also assessed
whether respondents reported cost-related barriers to see-
ing a physician during the past year. Additionally, we
assessed whether respondents reported receiving an influ-
enza vaccine during the past year. For each access measure,
respondents answered based on their experience over the
past year, not their situation at the time of the interview.
Because our regression discontinuity design observed age in
discrete years, we used a “donut” regression discontinuity
approach, removing observations at age 65 years for these
variables (because answers reflect respondent access at ages
64 and 65 years).31

Third, we examined self-reported health and mortality. We
assessed whether respondents reported being in poor health,
fair health, or good or better health (ie, good/very good/
excellent) in the BRFSS. We assessed all-cause mortality for US

Key Points
Question Is Medicare eligibility associated with reductions in
racial and ethnic disparities in access to care and health?

Findings In this cross-sectional study using a regression
discontinuity design, eligibility for Medicare at age 65 years was
associated with reductions in racial and ethnic disparities in
insurance coverage, access to care, and self-reported health across
the US, but not mortality.

Meaning Expanding eligibility for Medicare may be a viable means
to reduce racial and ethnic disparities and advance health equity
by closing gaps in insurance coverage.
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citizens ages 51 to 79 years using CDC WONDER data (eMethods
in the Supplement).

The racial and ethnic categories used in the BRFSS were:
White only, non-Hispanic; Black only, non-Hispanic; Ameri-
can Indian or Alaskan Native only, non-Hispanic; Asian only,
non-Hispanic; Native Hawaiian or other Pacific Islander
only, non-Hispanic; other race only, non-Hispanic; multira-
cial, non-Hispanic; and Hispanic. Respondents self-
identified their race and ethnicity. Participants who identi-
fied as non-Hispanic White adults (defined as White adults
herein) were assessed for how health insurance coverage,
access to care, and health changed for these respondents
compared with those who identified as non-Hispanic, Black
(defined as Black adults herein), or Hispanic. Together,
White, Black, and Hispanic respondents comprised 92.6% of
the population, with 7.4% belonging to other (American
Indian or Alaskan Native, Asian, Native Hawaiian or other
Pacific Islander, multiracial, or other) racial or ethnic groups
that were excluded because of smaller sample sizes. We also
included demographic characteristics from the BRFSS,
including state, sex, marital status, educational attainment,
employment status, and income. Consistent with prior
work, we defined disparities as age-adjusted mean differ-
ences in the level of outcomes between groups.14

Statistical Analysis
We use a regression discontinuity design to estimate the
association of the Medicare eligibility age with access to
care outcomes at the age 65 years threshold. We estimated
the adjusted discontinuity at age 65 years using a local lin-
ear regression with a uniform kernel. Our model allowed for
different age trends above and below the discontinuity. The
vertical difference between these 2 fitted lines quantified
the adjusted discontinuity at age 65 years. We used a data-
driven method that automatically selected a bandwidth (ie,
the age range around the cutoff that we used to run local
linear regression) that balanced bias and variance, and
accounted for discreteness in our running variable (age in
years).32 To account for additional extrapolation in discrete
regression discontinuity, we reported bias-adjusted confi-
dence intervals.32,33

We documented how estimates differed by race and eth-
nicity with separate analyses for Black, Hispanic, and White
populations. We computed differences in adjusted disconti-
nuities between racial and ethnic groups (eg, White vs Black
adults) at age 65 years and used the delta method to recover
bias-adjusted confidence intervals around that quantity
(eMethods in the Supplement).34

In sensitivity analyses, we assessed the robustness of
results in 3 ways: first, we reestimated our model using a tri-
angular kernel, which places more weight on observations
closer to the cutoff; second, we varied the sensitivity of the
approach to the extrapolation because of our discrete vari-
ables; and third, we estimated parametric regression discon-
tinuity models with linear or quadratic age trends, with and
without adjusting for covariates. For parametric sensitivity
tests, we varied the bandwidth around the cutoff. Lastly, we
restricted the data to the post-ACA period (2014 and later)

given evidence that the implementation of ACA was associ-
ated with reduced racial and ethnic disparities.15-18 In falsifi-
cation tests, we tested for discontinuities in respondent
characteristics at age 65 years, such as income or retiree sta-
tus (eMethods in the Supplement) and response rates. One
concern is that other life changes at age 65 years (in particu-
lar, retirement) may affect outcomes (eg, via increased lei-
sure time).35

We also assessed the associations between Medicare eli-
gibility and racial and ethnic disparities at the state level by
estimating our model within each state. State-level estimates
used smaller sample sizes, but allowed us to examine what
share of the national-level reduction in racial and ethnic dis-
parities associated with Medicare was also associated with re-
ductions in disparities within states (how much racial and eth-
nic minority groups closed the gap with the White population
in each state at age 65 years) as opposed to being a result of
Medicare having larger effect sizes in states with greater shares
of racial and ethnic minority groups (eMethods in the
Supplement).36-38 State-level estimates also pinpoint where
Medicare’s association with coverage, access, and health is geo-
graphically concentrated. This is important given evidence
from ACA that racial and ethnic disparities may be more per-
sistent in states that did not expand Medicaid.16 To assess
where reductions in racial and ethnic disparities were larg-
est, we grouped states into 4 census regions. To address noise
in the estimates of state-level disparities, we use shrinkage be-
fore plotting state-specific estimates (eMethods in the
Supplement).39

Statistical analyses were performed using R statistical soft-
ware (version 4.0.3; R Foundation), with the primary and sec-
ondary analyses using the RDHonest package.32 We used
2-tailed tests of statistical significance, with α set at .05.

Results
Study Population
The study samples included 2 434 320 respondents in the
BRFSS and 44 587 state-age-year observations (eg, individu-
als age 63 years in New York in 2017) of the mortality rate in
the CDC WONDER data (eMethods in the Supplement).
Demographic and socioeconomic characteristics did not dif-
fer markedly between individuals just younger and older
than the Medicare eligibility age (Table 1; eFigure 2 in the
Supplement).

Changes in Racial and Ethnic Disparities
at the National Level After Age 65 Years
Nationwide, individuals were significantly more likely to have
health insurance immediately after age 65 years compared with
just before age 65 years (Table 2 and Figure 1). Insurance cov-
erage increased more for Black respondents (from 86.3% to
95.8% or 9.5 percentage points [pp]; 95% CI, 7.6-11.4) and His-
panic respondents (from 77.4% to 91.3% or 13.9 pp; 95% CI,
12.0-15.8) than White respondents (from 92.0% to 98.5% or 6.5
pp; 95% CI, 6.1-7.0). There was a 53% reduction (from 5.7% to
2.7% or 3.0 pp; 95% CI, 0.9-5.1; P = .003), in the disparity be-
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tween White and Black adults and a 51% reduction (from 14.6%
to 7.2% or 7.4 pp; 95% CI, 5.3-9.5; P < .001) in the disparity be-
tween White and Hispanic adults.

Access to care improved at age 65 years for all racial and
ethnic groups. For each access measure, improvements
were larger for Black respondents and Hispanic respondents
compared with White respondents. The differential changes
in access at age 65 years was associated with a 29% (from
10.5% to 7.5% or 3.0 pp; P = .05) narrower disparity in the
share of White and Hispanic people with a usual source of
care, a 39% (from 11.4% to 6.9% or 4.5 pp; P < .001) nar-
rower disparity in the share of White and Hispanic people
unable to see a physician because of cost, and a 59% (from
8.1% to 3.3% or 4.8 pp; P = .01) narrower disparity in influ-
enza vaccination rates among White and Hispanic people
(Table 2 and Figure 1). For disparities between White and
Black respondents, changes in access to a usual source of
care (from 1.2% to 0%; P = .24), cost-related barriers to care
(from 5.8% to 4.3%; P = .22), and influenza vaccinations
(from 11.0% to 10.3%; P = .60) were not statistically signifi-
cant (Table 2 and Figure 1).

For self-reported health, the share of people in poor
self-reported health decreased sharply for Black respon-
dents and Hispanic respondents at age 65 years, consistent
with prior evidence on the association between health
insurance and self-reported health.40 The share of people in
poor self-reported health decreased by 3.8 pp (from 14.8%
to 11.0%; 95% CI, 1.4-6.1) for Hispanic respondents and 2.6
pp (from 10.3% to 7.7%; 95% CI, 1.2-4.0) for Black respon-
dents, but only 0.2 pp (from 5.8% to 5.6%; 95% CI, −0.7 to
0.3) for White respondents. This narrowed the disparity

between White and Black respondents by 2.4 pp (from 4.4%
to 2.0%; 95% CI, 0.8-4.0), a 55% reduction (P = .002), and
the disparity between White and Hispanic respondents by
3.6 pp (from 8.9% to 5.3%; 95% CI, 1.1-6.1), a 40% reduction
(P = .004). We did not detect changes in mortality-related
disparities (Table 2).

Within-State Reductions and Changes in Racial
and Ethnic Disparities After Age 65 Years
We found that 92% and 98% of the national-level reduction
in the disparities between White and Black adults and White
and Hispanic adults, respectively, in health insurance cover-
age was associated with within-state reductions in dispari-
ties (eTable 1 in the Supplement). For the access to care and
health measures we examined, within-state reductions in dis-
parities accounted for approximately 88% to 100% of the re-
ductions in national-level disparities.

To explore heterogeneity in the association between
entry to Medicare and racial and ethnic disparities by geog-
raphy, we grouped states into 4 census regions (Figure 2).
Hispanic respondents had the largest reductions in uninsur-
ance rates in the Midwest (16.7 pp) and South (20.0 pp)
regions. However, Black respondents had the largest reduc-
tions in uninsurance rates at age 65 years in the Northeast
(9.5 pp) and South (9.6 pp) regions. In all 4 regions, White
respondents had the smallest reductions in uninsurance
rates. In all regions (and nationally), coverage rates for Black
and Hispanic respondents lagged behind White respondents
before age 65 years. The disparities between White and His-
panic respondents decreased by more than the disparities
between White and Black respondents in each of the

Table 1. Characteristics of the Study Population

Characteristic

Sample means, No. (%)a Change at age 65 years

Age, 51-64 y Age, 65-79 y
Expected
mean, %b

Adjusted discontinuity, pp
(95% CI)c

Race

Black 115 779 (12) 76 567 (9) 10.1 0.5 (−0.2 to 1.2)

Hispanic 66 748 (11) 37 546 (8) 9.3 −0.2 (−1.0 to 0.6)

White 1 137 239 (77) 1 000 441 (83) 80.6 −0.3 (−1.3 to 0.7)

Women 820 598 (56) 721 545 (60) 57.0 0.7 (0.1 to 1.3)

Men 499 168 (44) 393 009 (40) 43.0 −0.7 (−1.3 to −0.1)

Married 804 334 (65) 602 405 (61) 65.9 −0.7 (−1.5 to 0.0)

Employed 813 908 (62) 210 094 (18) 35.0 −2.8 (−4.6 to −1.1)

Education

Less than high school 82 165 (11) 94 521 (14) 10.9 0.3 (−0.2 to 1.0)

High school 369 632 (28) 351 306 (31) 27.2 0.8 (0.3 to 1.3)

Some college 369 447 (30) 291 358 (29) 31.4 −0.6 (−1.1 to −0.2)

College graduate 495 160 (30) 374 196 (26) 29.9 0.0 (−0.6 to 0.7)

Income, $

<10 000 56 826 (5) 34 326 (3) 3.2 0.3 (−0.1 to 0.8)

10 000-24 999 214 648 (16) 251 030 (22) 18.4 0.0 (−0.4 to 0.5)

25 000-49 999 274 724 (20) 296 758 (26) 24.6 −0.8 (−1.6 to 0.1)

50 000-74 999 207 894 (15) 144 777 (13) 15.4 −0.0 (−0.4 to 0.3)

>75 000 412 265 (33) 190 585 (18) 23.7 −0.4 (−1.3 to 0.5)

Abbreviation: pp, percentage points.
a Columns present raw counts of

respondents and survey-weighted
shares in percentages.

b Column presents the expected
mean at age 65 years, the age
eligibility threshold for Medicare,
which is based on the local linear
association between age and the
outcome. The expected means
contain the counterfactual outcome
at age 65 years in the absence of the
treatment (ie, the expected
outcome at age 65 years without
Medicare).

c Adjusted discontinuity estimates
are in percentage points.
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regions, except the Northeast. In the Northeast, the dispar-
ity between White and Black respondents decreased by 5.9
pp (from 9.6% to 3.7%; 95% CI, 1.3-10.5), or 61%. Regional
differences in the other outcomes showed similar variation
between areas and racial and ethnic groups (eFigure 3 in the
Supplement). At the state level, the association between
entry to Medicare and reductions in racial and ethnic dis-
parities was largest in states where the disparities for those
younger than 65 years were greatest, including Midwestern
states such as Minnesota and Wisconsin, but also Northeast-
ern states, such as New Jersey and New York (eFigure 4 and
eTables 2 and 3 in the Supplement).

Sensitivity and Supplemental Analyses
Sensitivity analyses, including the use of alternative kernels
and bandwidths, parametric regression discontinuity de-
signs, adjustment for additional covariates, and testing for
smoothness in response rates at the discontinuity, generally
supported our primary conclusions (eTables 4-7 and eFig-
ures 5 and 6 in the Supplement), although estimates of the as-

sociation between entry to Medicare and disparities in access
to a usual source of care were sensitive to alterations in our sta-
tistical model. Our findings were qualitatively similar in the
pre- and post-ACA periods (Figure 3). However, disparities were
lower among those younger than 65 years in the post-ACA pe-
riod. The disparity between White and Black respondents in
cost-related barriers among those younger than 65 years was
so substantially reduced post-ACA that Medicare eligibility was
not associated with a further closure of the gap.

Discussion
By comparing individuals before and after age 65 years, we
found that eligibility for Medicare coverage was associated with
reductions in racial and ethnic disparities in insurance cover-
age, access to care, and self-reported health. Reductions in dis-
parities were associated with racial/ethnic minority groups clos-
ing gaps with the White population within states rather than
larger effect sizes observed with Medicare in states with greater

Figure 1. Medicare Eligibility Age-Related Discontinuities in Coverage, Access, and Health by Race and Ethnicity

40

Sh
ar

e 
of

 p
op

ul
at

io
n,

 %

30

20

10

0

50 70 80

Age
60

Share uninsuredA

40

Sh
ar

e 
of

 p
op

ul
at

io
n,

 %

30

20

10

0

50 70 80

Age
60

Share without a usual source of careB

30

Sh
ar

e 
of

 p
op

ul
at

io
n,

 % 20

10

0

50 70 80

Age
60

Share unable to see physician in the past year due to costC

20

Sh
ar

e 
of

 p
op

ul
at

io
n,

 %

15

10

5

0

50 70 80

Age
60

Share in poor self-reported healthD

White respondents
Black respondents
Hispanic respondents

For each panel, the share of the population that reported an outcome is plotted
by age in years separately for White, Black, and Hispanic respondents for the
study period (2008-2017). For illustrative purposes, the local linear line of best
fit based on the optimal bandwidth selected for our regression discontinuity
model is plotted for each racial and ethnic group. The White group is comprised

of non-Hispanic, White individuals. The black vertical dotted line denotes the
Medicare eligibility age threshold at 65 years. Scatter plots for covariates that
should not change but exhibit large changes because of entry to Medicare are
presented in eFigure 2 in the Supplement.
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Figure 2. Changes in Racial and Ethnic Disparities in Health Insurance Rates at the Medicare Eligibility Age by Region
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The left panel plots the size (and confidence intervals) of the immediate
reduction in uninsurance rates (ie, the adjusted discontinuity) at the national
level and separately by census regions for each racial and ethnic group. In the
right panel, regression discontinuity estimates the adjusted disparities for
individuals age 65 years right before Medicare eligibility (in solid) and right after
Medicare eligibility (in hollow). The black vertical dotted line is the 0 disparity

line; to the left a comparison of the mean outcome for White respondents and
racial and ethnic minority respondents indicates that White respondents were
better off.
a Adjusted discontinuity in the disparity (the difference between the 2 points) is

statistically significant at the 5% level.

Figure 3. Changes in Racial and Ethnic Disparities in Coverage, Access, and Health Around the Medicare Eligibility Age Pre-ACA vs Post-ACA
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For each outcome, regression discontinuity estimates the adjusted disparities
for individuals age 65 years right before Medicare eligibility (in solid triangles)
and right after Medicare eligibility (in open triangles) before and after the
implementation of the US Affordable Care Act (ACA). The black vertical dotted
line is the 0 disparity line; to the left a comparison of the mean outcome for
White respondents and racial and ethnic minority groups indicates that White
respondents are better off. Panel A shows how the disparity between White and

Black respondents changes at age 65 years; panel B shows how the disparity
between White and Hispanic respondents changed at age 65 years; and pp
indicates percentage points.
a Adjusted discontinuity in the disparity (the difference between the 2 points) is

statistically significant at the 5% level.

Changes in Racial and Ethnic Disparities in Access to Care and Health Among US Adults at Age 65 Years Original Investigation Research

jamainternalmedicine.com (Reprinted) JAMA Internal Medicine Published online July 26, 2021 E7

© 2021 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ by a Siriraj Med Libr Faculty of Medicine Siriraj Hosp User  on 08/22/2021

http://www.jamainternalmedicine.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2021.3922


shares of Black or Hispanic populations. States with the larg-
est preexisting disparities in insurance coverage before age 65
years had the greatest reductions in disparities associated with
Medicare eligibility. Notably, states with high levels of dispari-
ties between White and Black respondents were economi-
cally, politically, and geographically diverse, whereas states
with high levels of disparities between White and Hispanic re-
spondents tended to be concentrated in the South. The re-
sults highlight an underappreciated aspect of Medicare: it is
associated with sharp reductions in racial and ethnic dispari-
ties at age 65 years. However, racial and ethnic disparities were
not eliminated by Medicare, supporting the view that dispari-
ties are shaped not only by policy decisions but also other so-
cial determinants of health, such as structural racism, that per-
sist among elderly individuals.19,21

Although ACA reduced racial and ethnic disparities,15-18 we
found associations between Medicare eligibility and racial and
ethnic disparities in the post-ACA period. The disparities among
those younger than 65 years were generally reduced in the post-
ACA period, with the exception of disparities in self-reported
health. The persistence of self-reported health disparities may
reflect secular trends that complicate pre- and post-ACA com-
parisons or suggest that immediate improvements in self-
reported health at age 65 years reflect short-run gains that are
associated with changes in perception because of individuals
being newly insured. However, the disparity between White
and Black adults in cost-related barriers to care was substan-
tially reduced post ACA, and Medicare eligibility was not as-
sociated with a further closure of the gap.

Entry to Medicare was associated with the largest popu-
lation-level changes in coverage, access, and health in re-
gions where uninsurance rates were highest (ie, the South).41

However, Medicare was associated with geographically wide-
spread reductions in racial/ethnic disparities. For example, en-
try to Medicare was associated with large reductions in the dis-
parity between White and Black adults in coverage in
Midwestern states, such as Minnesota and Wisconsin, but also
Northeastern states, such as New Jersey and New York. Our
findings reveal that disparities in access and health among
those younger than 65 years were not confined to the South,
or to states that did not expand Medicaid, but remain wide-
spread, with Medicare eligibility reducing disparities at age 65
years in most regions of the country. These results highlight
the importance of understanding how the effects of public in-
surance programs differ by locality and race and ethnicity when
assessing their potential to advance health equity.42 Our find-
ings also suggest that expanding Medicare may be a viable

means to reduce racial and ethnic disparities and advance
health equity by closing coverage gaps across the US.

Limitations
Our study had several limitations. First, regression disconti-
nuity estimates assess the short-run (ie, immediate) out-
comes associated with Medicare eligibility. As such, the study
may have underestimated the associations between Medi-
care and outcomes that respond with a lag (eg, mortality de-
clines associated with the improved management of chronic
illnesses). Although we did not find evidence that entry to
Medicare was associated with reduced racial and ethnic dis-
parities in mortality, a growing body of evidence finds that
health insurance reduces mortality,43-45 suggesting that fur-
ther work is needed in this area. Second, other life changes that
occur around age 65 years may have confounded our results.
We present evidence that changes in covariates at age 65 years
are generally small and less robust to sensitivity analyses than
our primary results; nevertheless, there may be other con-
tributors (eg, retirement) to the changes in racial and ethnic
disparities at age 65 years. Third, we examined a limited set
of access to care and health measures, and associations with
racial and ethnic disparities may differ for other measures. Ad-
ditionally, our usual source of care measure may underesti-
mate access if respondents with multiple clinicians did not con-
sider themselves as having a usual source of care. Fourth,
nonresponse bias in the BRFSS may differ around the discon-
tinuity, biasing our results. However, response rates trend
smoothly at age 65 years, and studies suggest prevalence rates
in the BRFSS are comparable with those in other major
surveys46; nevertheless, low response rates remain a limita-
tion. Fifth, because of changing demographic patterns in the
US, state-level effects may not generalize to future periods.

Conclusions
In this study, eligibility for Medicare at age 65 years was asso-
ciated with reductions in racial and ethnic disparities in cov-
erage, access, and health, but not mortality. Reductions in dis-
parities were associated with racial and ethnic minority groups
closing gaps with the White population within states, rather
than Medicare having larger associations in states with greater
racial and ethnic minority populations or in states that did not
expand Medicaid under ACA. Eligibility for Medicare was as-
sociated with reductions in racial and ethnic disparities in eco-
nomically, politically, and geographically diverse states.
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