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OBJECTIVE

To examine trends in uninsured rates between 2012 and 2016 among low-income
adults aged <65 years and to determine whether the Patient Protection and
Affordable Care Act (ACA), which expanded Medicaid, impacted insurance coverage
in the Diabetes Belt, a region across 15 southern and eastern U.S. states in which
residents have high rates of diabetes.
RESEARCH DESIGN AND METHODS

Data for 3,129 U.S. counties, obtained from the Small Area Health Insurance
Estimates and Area Health Resources Files, were used to analyze trends in uninsured
rates among populations with a household income £138% of the federal poverty
level. Multivariable analysis adjusted for the percentage of county populations aged
50–64 years, the percentage of women, Distressed Communities Index value, and
rurality.
RESULTS

In 2012, 39% of the population in the Diabetes Belt and 34% in non-Belt counties
were uninsured (P < 0.001). In 2016 in states where Medicaid was expanded,
uninsured rates declined rapidly to 13% in Diabetes Belt counties and to 15% in nonBelt counties. Adjusting for county demographic and economic factors, Medicaid
expansion helped reduce uninsured rates by 12.3% in Diabetes Belt counties and by
4.9% in non-Belt counties. In 2016, uninsured rates were 15% higher for both
Diabetes Belt and non-Belt counties in the nonexpansion states than in the
expansion states.
CONCLUSIONS

ACA-driven Medicaid expansion was more signiﬁcantly associated with reduced
uninsured rates in Diabetes Belt than in non-Belt counties. Initial disparities in
uninsured rates between Diabetes Belt and non-Belt counties have not existed since
2014 among expansion states. Future studies should examine whether and how
Medicaid expansion may have contributed to an increase in the use of health
services in order to prevent and treat diabetes in the Diabetes Belt.
The Diabetes Belt is an important region for public health interventions to reduce
health disparities (1). It consists of 644 counties across the southern and eastern U.S.
with a prevalence of diabetes $11% in 2007–2008; throughout the rest of the country,
the prevalence was 8.5%. This area is populated by substantially more non-Hispanic
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African Americans than the rest of the
country (23.8% vs. 8.6%), and its population has a higher prevalence of obesity
(32.9% vs. 26.1%) and sedentary lifestyle
(30.6% vs. 24.8%) (1). The Diabetes Belt
roughly coincides with two of the “Eight
Americas” described by Murray et al.
(2,3) and the Institute of Medicine (4),
namely, low-income whites in Appalachia and blacks in the rural South. Populations in these two regions are known
to have shorter life expectancy at birth
than the rest of America: 71.8 and 67.7
years for men and 77.8 and 74.6 for
women in Appalachia and the rural South,
respectively, compared with 76.2 for men
and 81.1 for women in the rest of America
(2). Murray et al. (2,3) linked a high risk of
mortality in these areas to high chronic
disease burden.
Access to care and lack of health insurance coverage have been identiﬁed as
the main reasons for health disparities
in the Diabetes Belt. Care of diabetes is
often complicated and costly because
patients tend to have multiple coexisting conditions and complications and be
managed with multiple medications. Insurance coverage for patients with diabetes is important because it alleviates
the cost burden on patients and improves access to care (5–8). According
to the National Health Interview Survey,
84.7% of U.S. adults who have diabetes
and are ,65 years of age had health
insurance in 2009, and ;2 million adults
with diabetes were uninsured (9). Two
years after Medicaid expansion began
under the Patient Protection and Affordable Care Act (ACA), health insurance
coverage increased to 90.1% in this patient population (10). There are still no
data on how Medicaid expansion has
affected insurance coverage for lowincome adults ,65 years old who live in
the Diabetes Belt.
Our aim in this study was to investigate
the impact of Medicaid expansion on
insurance coverage among low-income
adults ,65 years of age who live in the
Diabetes Belt compared with those who
live outside the Belt.
RESEARCH DESIGN AND METHODS
Study Sample and Data Sources

All counties in the U.S. were designated
either as Medicaid expansion counties
or nonexpansion counties (see MEDICAID
EXPANSION). For all counties, we obtained
county-level estimates of health insurance
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coverage for 2012 through 2016 from the
Census Bureau’s Small Area Health Insurance Estimates (SAHIE) program (11). This
period represents 2 years before and 2
years after the year Medicaid expansion
was implemented under the ACA (2014).
Currently, SAHIE is the only source of
single-year estimates of health insurance coverage in the U.S. Since 2008,
SAHIE has used health insurance data
collected in annual American Community Surveys (ACS) and other sources to
produce consistent estimates for tracking annual changes in health insurance
coverage in the U.S. Estimation methods
and data sources are described in detail
elsewhere (12,13).
County-level demographic and socioeconomic data were obtained from the
Area Health Resources Files (AHRF) compiled by the Health Resources and Services
Administration, part of the Department of
Health and Human Services (14), and
from the Distressed Communities Index
(DCI) (15). The DCI is a data set that
includes information on the economic
well-being of U.S. communities; it combines seven metrics (percentage of the
population with no high school diploma,
housing vacancy rate, percentage of adults
who are not working, poverty rate, median
income ratio, change in employment,
and change in business establishments)
derived from ACS 5-year estimates and
county business patterns data into one
measure of community economic wellbeing (16).
Medicaid Expansion

Under the ACA, Medicaid eligibility was
expanded to cover all people with household incomes at or below 138% of the
federal poverty level (FPL). Twenty-six
states and the District of Columbia initially expanded Medicaid in 2014. Medicaid coverage became effective on
1 January 2014 in all of these states
except Michigan, which started coverage
on 1 April 2014, and New Hampshire,
which began coverage 1 August 2014.
Five more states expanded Medicaid by
the end of 2016: Pennsylvania, Indiana,
and Alaska in 2015; Montana and Louisiana in 2016. Among 15 states in the
Diabetes Belt, six (Arkansas, Kentucky,
Louisiana, Ohio, Pennsylvania, and West
Virginia) have expanded Medicaid and
nine have not. In this study, we deﬁned
the 24 states and the District of Columbia
that initially expanded Medicaid on

1 January 2014 as Medicaid expansion
states; we deﬁned all others as nonexpansion states. For the two states that
expanded Medicaid in 2014, we used the
majority rule in terms of the number of
months with expanded Medicaid coverage, given that ACS insurance coverage
data are collected throughout the year;
we included Michigan as an expansion
state and New Hampshire as a nonexpansion state. To test whether and how
the classiﬁcation of these and other
states that expanded Medicaid later
might have affected the trends in uninsured rates, we conducted sensitivity
analyses that 1) reclassiﬁed New Hampshire, Pennsylvania, Indiana, and Alaska
as expansion states; and 2) excluded
states that expanded after 1 January
2014 through 2016. Among the expansion states, Arizona, Arkansas, Iowa, New
Mexico, Ohio, and Michigan expanded
via Section 1115 waivers to operate their
Medicaid expansion programs through
private insurance. In addition, we conducted a sensitivity analysis to exclude
the ﬁve states (California, Connecticut,
Minnesota, New Jersey, and Washington) and the District of Columbia that
implemented comprehensive early
expansions (17–19).
Identiﬁcation of Diabetes Belt and
County Types

The Centers for Disease Control and Prevention include in the Diabetes Belt 644
counties across 15 southern and eastern states (1): Alabama, Arkansas, Florida, Georgia, Kentucky, Louisiana, North
Carolina, Ohio, Pennsylvania, South Carolina, Tennessee, Texas, Virginia, and West
Virginia, and the entire state of Mississippi.
We identiﬁed Diabetes Belt counties in
SAHIE and AHRF using the Federal Information Processing Standard state and
county codes. One Belt county and 21
non-Belt counties were excluded from this
study because AHRF or SAHIE did not
include data for them.
We placed all counties into four groups
according to their Medicaid expansion and Diabetes Belt status: Medicaid expansion/non-Belt counties, Medicaid
expansion/Belt counties, nonexpansion/
non-Belt counties, and nonexpansion/
Belt counties.
Covariates

For multivariable analyses, we included demographic covariates that could potentially
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inﬂuence uninsured rates in our multivariable models. Information on covariates including sex, age (18–49 vs. 50–64
years), and percentage of the county
population living at or below 138% of
the FPL (20) were obtained from the
SAHIE data ﬁles for 2012 through 2016.
We used county-level data from AHRF for
race (percentage of total adult population who were non-Hispanic white in
2010), marital status (percentage married in 2010), and urban/rural classiﬁcation. We used the Rural-Urban Continuum
Codes to classify counties into metropolitan, nonmetropolitan, and rural groups.
In addition, we used the DCI community
economic level to classify counties into
ﬁve groups (distressed, at risk, mid-tier,
comfortable, and prosperous), which we
used as indicators of economic well-being
in the counties.
Statistical Analysis

For unadjusted trends, we computed
weighted averages of uninsured rates for
each year for the four types of counties
(i.e., the Medicaid expansion and Diabetes Belt combinations) using county total
adult population as the weight. For multivariable analyses, we combined countylevel annual health insurance data for
2012 through 2016 to form repeated
data (ﬁve records per county). The number of uninsured adults in each county
during each year was modeled by using
a two-level random intercept Poisson
model with the logged total county population as the offset. The model controlled for potential confounders of the
combined data to account for autocorrelation and clustering at the county
level. We included interaction terms in
the model between year and county
types to obtain any differential effects of
Medicaid expansion in Belt and non-Belt
counties over time.
To obtain trends in adjusted uninsured
rates, we estimated marginal means
(commonly known as least squares means)
of the number of uninsured individuals
each year in the four types of counties from
the Poisson model (21). These means
were compared across county types and
years by using the x2 likelihood ratio test.
P values were adjusted by using Bonferroni correction for multiple comparisons.
The average treatment effects were computed separately for Diabetes Belt and
non-Belt counties as absolute differences
in the change in uninsured rates between
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2012 and 2016 in Medicaid expansion
and nonexpansion states (22).
Because of concerns about overdispersion and the robustness of our results,
we estimated identical two-level random
intercept models using negative binomial
and linear regressions. We used the
number and proportion of uninsured
people among the county population as
dependent variables for negative binomial and linear regressions, respectively. Estimated marginal means from
these regressions were very similar to
those obtained from the Poisson model,
and our conclusions were robust to the
estimation methods used. For this reason, we present results from the Poisson
regression. Full regression estimates and
their estimated marginal means are shown
in Supplementary Tables 4–6.
This study was approved by the University of Virginia Institutional Review
Board. We used Stata/SE version 15.1
(StataCorp, College Station, TX) for statistical analyses.
RESULTS

After exclusion, the study sample included 3,129 counties (99.3% of the
3,151 counties in the U.S.): 1,180 counties in Medicaid expansion states and
1,949 counties in nonexpansion states.
During 2012 through 2016, uninsured
rates in the U.S. declined by 8% among
the overall population and by 15%
among those with incomes at or below
138% of the FPL. Table 1 presents descriptive statistics of this low-income
population in the four county types.
Supplementary Table 1 has the same
information for all income levels. Figure 1 shows the unadjusted trends in
uninsured rates for the low-income population by Medicaid expansion and Diabetes Belt status for 2012 through 2016.
Henceforth we focus on the insurance
status of those with incomes at or below
138% of the FPLdthe intended target of
the Medicaid expansion policy. The sensitivity analysis showed that the results
were similar regardless of whether states
that expanded Medicaid in 2014–2016,
after the initial 1 January 2014 expansion
date, were included as expansion states
or nonexpansion states or were excluded
from the analysis (see Supplementary Figs.
4–6). Additional sensitivity analysis showed
that results remained similar when the
ﬁve states and the District of Columbia,
where comprehensive early expansion

occurred, were excluded from the analysis (Supplementary Fig. 7).
In 2012, expansion states had significantly lower crude uninsured rates than
did nonexpansion states (35% vs. 42%;
P , 0.001). The rate of decrease was
much greater in expansion states than
nonexpansion states. In 2016, the uninsured rate was 15% in the expansion
states and 29% in the nonexpansion
states (P , 0.001) after absolute reductions of 20% and 13%, respectively,
since 2012.
Of all county types, non-Belt counties
in expansion states had the lowest (34%)
and non-Belt counties in nonexpansion
states had the highest (43%) uninsured
rates in 2012. After 2014, uninsured rates
decreased in all four types of counties.
Among expansion states, Belt counties
had higher uninsured rates than non-Belt
counties before Medicaid expansion
(39% vs. 34% in 2012; P , 0.001). Initial
disparities in uninsured rates between
Belt and non-Belt counties were completely eliminated in 2014 (21% vs. 23%;
P , 0.001), with Belt counties enjoying
rates about 2% lower than those in nonBelt counties.
In nonexpansion states during the
same period, uninsured rates declined
signiﬁcantly but much more modestly
in both Belt (from 40% to 29%; P ,
0.001) and non-Belt (from 43% to 30%;
P , 0.001) counties than in expansion
states. Trends in Belt and non-Belt counties
paralleled each other, and no divergence
or crossing seemed to occur during this
period.
Counties in expansion states were similar to counties in nonexpansion states in
terms of age and sex distributions of
their populations. However, economic
well-being and rural/urban status differed considerably by Medicaid expansion status. The percentage of prosperous
counties was higher among expansion
states (23%) than nonexpansion states
(18%) (P , 0.001), whereas the percentage of distressed counties was higher in
nonexpansion states (23%) than in expansion states (15%) (P , 0.001). Interestingly, Belt counties were much
more likely to be distressed (57%) than
prosperous (1%) in expansion states,
whereas non-Belt counties were more
prosperous (26%) than distressed (9%)
in nonexpansion states. In expansion
states, 26% of the population resided in
rural areas in Belt counties and 17% in
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Table 1—Unadjusted uninsured rates and socioeconomic characteristics of the county population living at or below 138% of
the federal poverty line, by Medicaid expansion and Diabetes Belt status, 2012–2016
Medicaid expansion states
Nonexpansion states
Variables

Total

Diabetes Belt

Non-Belt

Total

Diabetes Belt

Non-Belt

Counties, n
Total population in 2012, n

1,180
21,286,925

143
758,213

1,037
20,528,712

1,949
20,122,367

500
3,917,968

1,449
16,204,399

Uninsured rates (%) by year, mean (SD)
2012
2013
2014
2015
2016

34.6
33.6
23.0
16.9
14.8

33.9
32.9
23.2
17.2
15.1

42.0
41.2
36.4
31.9
29.4

40.4
39.9
35.8
31.2
28.7

42.5
41.7
36.6
32.1
29.7

Demographic factors (%), mean (SD)
Age 50–64 years
Female sex

28.3 (5.5)
55.1 (2.1)

31.2 (3.4)
55.5 (2.1)

27.9 (5.7)
55.1 (2.1)

28.5 (5.5)
55.7 (2.5)

30.1 (4.4)
57.0 (2.2)

28.0 (5.8)
55.3 (2.5)

DCI, n (%)
Prosperous
Comfortable
Mid-tier
At risk
Distressed

272
264
258
209
177

1
3
23
34
82

271
261
235
175
95

353
362
368
417
449

(18.1)
(18.6)
(18.9)
(21.4)
(23.0)

16 (3.2)
31 (6.2)
58 (11.6)
124 (24.8)
271 (54.2)

337
331
310
293
178

Urban-rural classiﬁcation of counties, n (%)
Rural
Micropolitan
Metropolitan

210 (17.8)
519 (44.0)
451 (38.2)

424 (21.8)
812 (41.7)
713 (36.6)

92 (18.4)
232 (46.4)
176 (35.2)

332 (22.9)
580 (40.0)
537 (37.1)

(8.5)
(8.3)
(5.8)
(5.3)
(4.6)

(23.1)
(22.4)
(21.9)
(17.7)
(15.0)

39.3
38.5
21.4
15.0
13.1

(4.2)
(4.1)
(3.1)
(3.0)
(2.3)

(0.7)
(2.1)
(16.1)
(23.8)
(57.3)

37 (25.9)
75 (52.5)
31 (21.7)

(8.7)
(8.5)
(6.1)
(5.5)
(4.8)

(26.1)
(25.2)
(22.7)
(16.9)
(9.2)

173 (16.7)
444 (42.8)
420 (40.5)

(8.1)
(8.2)
(7.8)
(8.7)
(8.8)

(5.0)
(5.3)
(4.8)
(4.9)
(5.2)

(8.9)
(8.9)
(8.6)
(9.6)
(9.7)

(23.3)
(22.8)
(21.4)
(20.2)
(12.3)

Supplementary Table 1 shows the matching numbers for all income levels. DB, Diabetes Belt.

rural areas in non-Belt counties, whereas
18% and 23% lived in such areas, respectively, in nonexpansion states.
Table 2 shows adjusted least squares
means of county-level uninsured rates
estimated from a Poisson regression
model (see Supplementary Table 2 for

the full model). Adjusted uninsured rates
in Belt counties changed from 37.5% in
2012 to 13.3% in 2016 in expansion
states; they changed from 39.5% to 27.5%
in nonexpansion states. The average
treatment effect, or the net absolute
reduction in uninsured rates, due to

Medicaid expansion was 12.3% (95% CI
10.9–13.7%) in Belt counties and 4.9%
(95% CI 4.4–5.3%) in non-Belt counties.
It is noteworthy that this low-income
population in both Belt and non-Belt
counties in nonexpansion states experienced uninsured rates that were ;15%
higher than those in expansion states.
When all income levels were considered, however, the change was much
more modest. Medicaid expansion helped
to achieve an absolute reduction in uninsured rates of 4.8% (95% CI 4.0–5.6%)
in Belt counties and of 1.6% (1.4–1.9%)
in non-Belt counties in 2012–2016
(Supplementary Table 3).
CONCLUSIONS

Figure 1—Unadjusted uninsured rates for county adult populations living at or below 138% of the
federal poverty line, 2012–2016.

Our results show that Medicaid expansion was signiﬁcantly associated with
reductions in uninsured rates for all
countiesdover and above secular trends
in the uninsured rates in the U.S.din
2012 through 2016. During this period,
states that expanded Medicaid achieved
an absolute reduction of 20 percentage
points in uninsured rates, whereas states
that did not achieved a 13% absolute
reduction among the population with an
income at or below 138% of the FPL.
Adjusting for county demographic and
economic factors, Medicaid expansion
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Table 2—Adjusted marginal estimated means of county uninsured rates by Medicaid
expansion and Diabetes Belt status, income £138% of FPL, 2012 through2016
Year
County type

2012

2013

2014

2015

2016

ATE* (95% CI)

Diabetes Belt
Nonexpansion
Expansion

39.5
37.5

38.8
36.4

34.7
21.1

30.3
15.1

27.5
13.3

12.3 (10.9–13.7)

Non-Belt
Nonexpansion
Expansion

43.0
33.6

42.1
32.5

36.8
24.2

32.2
18.1

30.2
15.9

4.9 (4.4–5.3)

Data are percentages. *The average treatment effect (ATE) was computed as the difference in
uninsured rates between 2012 and 2016 between Medicaid expansion and nonexpansion states.
We estimated ATEs separately for Diabetes Belt and non-Belt counties. The 95% CIs were corrected
for multiple comparisons by using Bonferroni methods. P values are not shown because they
were ,0.001 for all pairwise comparisons between 2012 and subsequent years, and between
adjacent years within county type, and for all pairwise comparisons across county types within the
same year after Bonferroni correction. The full model from which these marginal means were
derived is shown in Supplementary Table 2.

helped reduce uninsured rates by 12.3
percentage points in the Diabetes Belt
counties and by 4.9 percentage points in
the non-Belt counties. Initial differences in
uninsured rates between Belt and nonBelt counties did not exist anymore the 1st
year the policy was in effect in Medicaid
expansion states, and uninsured rates
fell further during each successive year
in both Belt and non-Belt counties. By
2016, uninsured rates were almost 15 percentage points higher in both Belt and
non-Belt counties in the nonexpansion
states than in the expansion states. During the same period, overall uninsured
rates also dropped signiﬁcantly in all
income groups in expansion states.
Numerous studies have shown that
uninsured rates in the adult population
,65 years old signiﬁcantly declined after
the ACA was implemented in 2010 (23).
Since then insurance coverage has improved substantially among low-income
populations and ethnic minorities (24,25).
Medicaid expansion since 2014 has also
helped to further increase insurance coverage for the low-income population (26).
One study looking at the effect of expansion in Kentucky found that uninsured
rates decreased by 8.3 absolute percentage points between 2013 and 2015, and
disparities in uninsured rates between
blacks and other races did not exist in
2015 (27). Medicaid expansion also improved insurance rates among minority
groups, particularly Latinos in California
(28). These studies, along with our results, suggest that expansion had its
intended effect of increasing insurance
coverage among low-income populations
and racial/ethnic minorities in various

parts of the country. To the best of our
knowledge, this is the ﬁrst study to show
that the initial disparities in uninsured
rates between Diabetes Belt and nonBelt counties were completely eliminated in 2014, the 1st year of Medicaid
expansion.
Whether and how improved insurance
coverage in the Diabetes Belt would lead
to improved care and health for patients
in that region is still an open question.
Previous studies have shown that increased access to health care is generally
associated with improved diagnosis and
treatment of diabetes (29,30), greater
adherence to medication regimens, fewer
emergency room visits, and more outpatient visits (8). Greater access to care also
seems to improve medication use for
diabetes, hypertension, and hyperlipidemia and leads to improved laboratory
test results and blood pressure readings
(31).
According to some studies, increased
insurance coverage after Medicaid expansion had positive effects on access to
care. Luo et al. (32) showed that Medicaid
expansion helped increase insurance coverage for patients with diabetes, who
attended more annual checkups in expansion states than in nonexpansion
states. However, the same study found
that expansion did not lead to more
utilization of preventive care such as
eye exams, foot exams, A1C tests, or
inﬂuenza vaccinations. Other studies
have shown that access to care after
Medicaid expansion may be dependent
on race/ethnicity (33) and rurality (34).
Despite increases in insurance coverage
after Medicaid expansion, improvements

in access to care were not statistically
signiﬁcant among patients in rural areas.
More studies are needed in order to
determine whether better insurance coverage would ultimately lead to better
care and better health speciﬁcally for
patients in the Diabetes Belt.
Our results have implications for policy
and clinical practice. Medicaid expansion
has had its intended effect of increasing
insurance coverage among low-income
populations. In 2014, only 4 of the
15 states with Diabetes Belt counties
expanded Medicaid. Since 2014, eight
more states have expanded Medicaid,
three of which (Pennsylvania, Virginia,
and Louisiana) have counties that are
included in the Diabetes Belt (35). Eight
states that contain Diabetes Belt counties are not expanding Medicaid at this
time. Medicaid expansion may help realize more equity in insurance coverage
between Belt and non-Belt areas in these
states. It is yet to be seen whether
improved insurance coverage will eventually lead to more equity in diabetes
prevalence and diabetes complication
rates between Belt and non-Belt counties.
This study has several limitations. The
Diabetes Belt region was deﬁned on the
basis of data from 2007 to 2008; it is
possible that the boundaries would be
different if redeﬁned according to data
from the study period (2012 through
2016). The number of Diabetes Belt
counties that expanded Medicaid was
relatively small compared with the number of non-Belt counties that did so.
Because states made decisions to expand
Medicaid in part on the basis of awareness of the health care needs of the
population and the ﬁnancial burden on
the state, extrapolation of our results to
Belt and non-Belt counties in the nonexpansion states must be done carefully
(36,37). One concern with our approach
may be our decision to use a random
intercept model as opposed to a ﬁxed
effects speciﬁcation. We compared the
coefﬁcients obtained from the ﬁxed effects with our main results, and the
point estimates were nearly identical (see
SupplementaryTable7).Wealsoperformed
a Hausman test to judge the efﬁciency
gains from the random intercept model
against the potential reduction in bias
from using the ﬁxed effects approach
(38,39); we failed to reject the null,
allowing us to conclude that our random
intercept results are consistent. Because
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of data limitations, we cannot assess the
level of insurance coverage and actual
use of insurance, and as a result we are
unable to examine whether Medicaid
expansion has affected access to care
and utilization of services. However,
minimum insurance requirements established through the ACA ensure preventive care for all patients and other
important provisions for patients with
diabetes, including diabetes screening,
medication adherence assessment, and a
20% copay for all diabetes-related preventive care. Some expansion states had
partial or comprehensive expansion programs in place before 1 April 2014. These
states with early expansion might have
affected the trends in uninsured rates in a
way that we did not describe in this
report. To check this, we performed a
sensitivity analysis excluding the District
of Columbia and the ﬁve states with
comprehensive early expansion; the results were remarkably similar to those
reported in this article. Furthermore, this
study did not directly evaluate the effects
of the ACA on uninsured rates of lowincome people with diabetes, because
of a lack of available data. Last, only
2 years of data before the expansion
were available for this study. Given the
limited data, it is difﬁcult to assume
whether the trends in the counties we
found would have been the same in the
absence of expansion.
Conclusion

Before the ACA, individuals living in the
Diabetes Belt had higher uninsured rates
than those living in non-Belt counties in
Medicaid expansion states. Medicaid expansion was associated with its intended
effect on health insurance coverage for
the low-income population in the Diabetes Belt, consistent with the rest of the
country. The initial disparities between
Diabetes Belt and non-Belt counties in
the Medicaid expansion states did not
exist anymore after Medicaid expansion.
More studies are needed in order to
examine whether the improved insurance coverage among the low-income
population in the Diabetes Belt helped
reduce the prevalence of diabetes and
the number of diabetes complications.
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