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Community health centers (CHCs) provide primary care
for underserved children and adults. The Patient Protec-
tion and Affordable Care Act (ACA) aimed to strengthen
the CHC network by increasing federal funds and
expanding Medicaid eligibility. The ACA also aimed to
boost preventive andmental health services and to reduce
health and healthcare disparities. Here, we summarize
our results to-date as experts in investigating the impact
of ACA Medicaid expansion on CHCs and the patients
they serve. We found the ACA Medicaid expansion in-
creased access to care and preventive services, primarily
in Medicaid expansion states. Rates of physical and men-
tal health conditions rose substantially from pre- to post-
ACA in expansion states, suggesting underdiagnosis pre-
ACA. Disparities in health insurance coverage by
race/ethnicity decreased at CHCs, yet some remain.
These findings indicate that the ACA Medicaid expansion
significantly helpedCHCsand patients. Insurance expan-
sion buoyed CHCs’ financial viability by increasing reim-
bursement. Therefore, the ACA Medicaid expansion en-
hanced the health of underserved patients and repeal
would jeopardize these advances for CHCs and their
patients.
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INTRODUCTION

The community health center (CHC) program was created in
1965 to provide “comprehensive, high-quality preventive and
primary health care” to vulnerable populations regardless of
their ability to pay.1 Since inception, the program expanded to
provide services to over 28 million patients as of 2019 includ-
ing one in six Medicaid beneficiaries, one in three individuals
below the poverty line, and one in four rural Americans.2

The successes of the CHC program exist even as their
patients face significant health challenges. CHC patients tend
to be sicker than other low-income patients, reporting higher
rates of chronic conditions such as diabetes, hypertension, and

asthma.3 They also experience difficulty accessing specialty
services and diagnostic procedures.3 CHC patients are also
more likely to be unemployed and uninsured, have low-
income, and be from a nonwhite racial/ethnic group compared
with patients seen in non-CHC clinics.3 These socioeconomic
and demographic factors compound poor health status.
In addition to $11 billion in direct funding,1 the Patient

Protection and Affordable Care Act (ACA) indirectly
channeled funding into the health center program through
health insurance coverage expansions by expanding Medicaid
eligibility to adults in households earning ≤ 138% of the
federal poverty level (FPL).4 All told, overall CHC patient
panels grew 10% and the percentage of CHC patients with
insurance coverage increased to over 75%.4 The ACA Med-
icaid eligibility expansionwas the major driver of these chang-
es. In addition, the ACAwas designed to increase the quality
and scope of care provided to patients at CHCs and to reduce
health disparities. For example, the ACA aimed to improve
access to preventive care and mental health services and
prohibited insurance companies from discriminating against
patients with pre-existing conditions.5

Despite admirable goals, the ACA continues to receive
significant criticism.6 Critics emphasize excessive costs to
the system, employers, and individuals.7 Some also make
claims of lack of justice: the healthy and young should not
have to pay for the sick and old.7 From a consumer perspec-
tive, shifts in the healthcare marketplace since ACA imple-
mentation present new challenges. For example, several na-
tional insurers exited the market due to financial losses, which
likely limited consumer health insurance choices.8 From a
patient perspective, extra funding to support behavioral and
mental health has not overcome workforce shortages.9

Given these criticisms, it is imperative to evaluate the
ACA’s impact on CHCs and their patients. Exploring this
impact can offer patients, providers, and policymakers evi-
dence of how ACA policies, especially the ACA Medicaid
expansion, positively impacted many of the nation’s most
vulnerable populations to support advocacy for its continua-
tion. Thus, in this perspective, we summarize our results to-
date as experts in investigating the impact of ACA Medicaid
expansion on CHCs and the patients they serve.
To assess the impact of the ACA, our team utilized the
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Health Center Network (ADVANCE) clinical data research
network data of PCORNet.10 ADVANCE contains patient-
level electronic health record data from CHCs in states that
expanded Medicaid as well as those that did not. As of 2019,
14 states had decided not to implement Medicaid expansion
following the Supreme Court’s decision obviating the legal
requirement.11, 12 With these data from ADVANCE, we were
able to investigate the “natural experiment” of some states
expanding Medicaid while others did not using difference-
in-difference analyses.13

HEALTH INSURANCE COVERAGE INCREASED

While CHCs are committed to providing care to all patients,
they rely on insurance reimbursement to supplement federal
funding.4 The ACAMedicaid expansion, therefore, positively
impacted CHCs by increasing the percentage of their patients
with insurance coverage.14–16 The improvement was greater in
states that expanded Medicaid compared with states that did
not.14–16 In demonstration, expansion states experienced a
significant surge (60%) in Medicaid-insured visits but
remained unchanged in nonexpansion states.16 With a rise in
Medicaid coverage came increased access: for instance, CHCs
in expansion states experienced significant growth in new
patient and preventive visit rates as well as an increase in visits
for ancillary services (e.g., labs, X-rays), while rates in
nonexpansion states remained unchanged.14

Findings of increased coverage and visit rates suggest that
ACA Medicaid expansion boosted primary care access for a
large proportion of patients seeking care at CHCs in expansion
states. These changes were good for patients: increased access
to care means more opportunities for diagnosis and manage-
ment of mental and physical health conditions.17 These chang-
es were also good for CHCs: added insurance coverage means
more patients able to pay for services creating more opportu-
nities to expand service provision to all patients. In support, a
recent survey of CHCs by the Commonwealth Fund demon-
strated increased perceived financial stability among centers in
expansion states.9 In this way, the ACA Medicaid expansion
enhanced CHCs’ financial viability by augmenting
reimbursement.
Repeal or modification of the ACA Medicaid expansion

would risk these advances in access and jeopardize patients’
health. Without coverage, patients’ access to regular care and
preventive services will decline.18 With increased
uninsurance, CHCs could lose access to an important source
of revenue and face increased financial jeopardy. This poten-
tial risk is exacerbated because CHCs serve socially and
medically complex patients, for whom care is expensive.
Decreased access to care with repeal of the ACA Medicaid

expansion could also shift care back to the emergency depart-
ment (ED) and raise costs. Research shows that ED visits go
up when regular care is disrupted,19 while ED visits go down
with increased care continuity.20 Access to CHCs, specifically,

is associated with fewer uninsured visits to the ED.21 Care for
the uninsured in the ED is costly, an expense borne by other
patients, payers, and the community.21

ACCESS TO ESSENTIAL PREVENTIVE SERVICES
IMPROVED

Preventive care is one of the core services provided at CHCs
and an important part of staying healthy.2 CHCs provide high
levels of preventive services and in many cases exceed other
primary care settings.2 Yet, vulnerable patients face barriers to
receiving recommended services. Uninsured patients are par-
ticularly likely to lack receipt of important preventive
measures.18

The ACA Medicaid expansion was associated with growth
in the provision of preventive services, especially in states that
chose to expandMedicaid. For example, Hoopes et al. found a
41% surge in preventive visits in expansion states but no
significant increase in nonexpansion states.14 Huguet et al.
found a 15% increase in preventive medicine visits and an
11% rise in immunization rates in expansion states from pre-
to post-ACA.16 Huguet et al. also showed a higher rate ratio
for glycated hemoglobin screening post-ACA for patients
without diabetes and those with pre-diabetes in expansion
states.22 These findings suggest that the ACA Medicaid ex-
pansion had a positive impact on receipt of preventive services
in CHCs. Indeed, research previously demonstrated that pa-
tients’ access to regular care and preventive services declines
without coverage.18, 23 In this way, repeal of ACA Medicaid
expansion could reverse advances made in improving access
to preventive services.

PRE-EXISTING HEALTH CONDITIONS WERE
DIAGNOSED

CHCs care for a large proportion of patients with comorbidi-
ties.2 Historically, patients with pre-existing conditions faced
high premiums or coverage denial limiting affordability and
access to care.24 Huguet et al. found a large increase in the
prevalence of pre-existing conditions from pre- to post-ACA
among CHC patients residing in Medicaid expansion states
who were uninsured in the pre-period.25, 26 These findings
suggest that a large proportion of conditions were
underdiagnosed and undertreated pre-ACA Medicaid expan-
sion due to limited access. Underdiagnosis of chronic condi-
tions has significant health implications: the detection of
chronic conditions at the earliest stage possible is critically
important to ensure appropriate treatment, decrease risk of
complications, and reduce associated costs.17 These trends
also carry significant consequences for CHCs on a clinic level.
Care of patients with delayed diagnoses and comorbidities,
particularly if uncontrolled, is expensive.27While a significant
portion of health center funding is through federal grants, the
majority comes from health insurance reimbursement.4
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Consequently, interventions that increase health insurance
access enhance CHC viability. As a result, repeal of the
ACA Medicaid expansion would pose great consequences
for patients and CHCs by compromising access to healthcare
and CHC viability.17

MENTAL HEALTH PARITY MATTERS

Behavioral health and psychiatric care are central components
of CHC services despite historic underfunding.1 Huguet et al.
assessed the prevalence of pre-existing conditions post-ACA
Medicaid expansion among patients who had no insurance
coverage in the pre-ACA period, and demonstrated a high
prevalence of mental health diagnoses among CHC patients
in both states that expandedMedicaid and those that chose not
to.26, 28 Mental health disorders were shown to be the most
common conditions among CHC patients who gained Medic-
aid or private insurance following the ACA Medicaid expan-
sion.26, 28 Specifically, the diagnosis with the highest percent
increase from pre- to post-ACA Medicaid expansion was a
substance use disorder.26 The data also showed that non-
Hispanic Black and Hispanic patients experienced greater
increases in these diagnoses pre- to post-ACA Medicaid ex-
pansion. In these groups, diagnosis of substance use disorders
more than doubled.26

Patients with mental health diagnoses would face unique
consequences following repeal of the ACA Medicaid expan-
sion. Most CHCs in expansion states responded to high rates
of mental health diagnoses by increasing mental health and
substance use services following ACA implementation.4

Without another source of funding, these services would be
in jeopardy of closing or experiencing significant cutbacks.

HEALTH DISPARITIES HAVE BEEN REDUCED

The CHC programwas originally created to help reduce health
disparities due to income, education, and race/ethnicity.2 The
ACA also aimed to reduce health disparities. For example,
Cole et al. found that the ACA Medicaid expansion augment-
ed preventive service receipt in rural compared with urban
CHCs within expansion states.29 Angier et al., however, dem-
onstrated that the ACAMedicaid expansion helped reduce but
did not eliminate healthcare disparities in CHCs.30 For exam-
ple, CHCs in expansion states experienced a large increase in
Medicaid-insured visits for all race/ethnicity groups, but the
disparities between the groups did not improve.30, 31 For
patients with diabetes, Medicaid-insured visits were 17%
higher for Hispanics in expansion states compared with non-
Hispanic whites, yet the relative disparity in uninsured visit
rates actually increased 94% in expansion states.31 This pat-
tern reflects a large population of Hispanic patients who either
cannot afford or cannot access health insurance options due to
income or citizenship.

Residual disparities in health insurance coverage challenge
CHC financial viability because CHCs provide care for a
disproportionate share of uninsured patients and diverse racial
and ethnic groups. Disparities in insurance status also pose
increased health challenges to already vulnerable populations.
While the ACA Medicaid expansion helped minimize some
disparities, additional efforts are needed to improve access and
utilization in CHCs across racial and ethnic groups.With ACA
provision changes, progress made toward mitigating these
disparities would be lost.

CONCLUSION

Research from CHCs showed that the ACA Medicaid expan-
sion increased health insurance coverage, boosted provision of
preventive services, increased access to care for CHC patients
including those with pre-existing conditions and mental health
diagnoses, and reduced some racial/ethnic disparities. In ad-
dition, detection and treatment of chronic physical and mental
health conditions increased as insurance coverage expanded.
These patterns were particularly apparent in states that expand-
ed Medicaid. We know of no research contradicting the pos-
itive findings highlighted in this commentary.
These results carry important implications for the primary

care safety net. Even within the CHC system, which is de-
signed to care for uninsured patients, Medicaid expansion
increased access and revealed underdiagnosis and
undertreatment of chronic physical and mental health condi-
tions. Repeal of the ACA Medicaid expansion would signifi-
cantly jeopardize health insurance coverage, health care ac-
cess, and the health of many underserved patients seen in
CHCs.
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