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Abstract

Background: Medicaid expansion under the Affordable Care Act (ACA) is associated with increased insurance
coverage among patients with cancer. Whether these gains translate to improved survival is largely unknown. This study
examines changes in 2-year survival among patients newly diagnosed with cancer following the ACA Medicaid expansion.
Methods: Patients aged 18-62 years from 42 states’ population-based cancer registries diagnosed pre (2010-2012) and
post (2014-2016) ACA Medicaid expansion were followed through September 30, 2013, and December 31, 2017, respectively.
Difference-in-differences (DD) analysis of 2-year overall survival was stratified by sex, race and ethnicity, census tract–level
poverty, and rurality. Results: A total of 2 555 302 patients diagnosed with cancer were included from Medicaid expansion
(n¼1 523 585) and nonexpansion (n¼1 031 717) states. The 2-year overall survival increased from 80.58% pre-ACA to 82.23%
post-ACA in expansion states and from 78.71% to 80.04% in nonexpansion states, resulting in a net increase of 0.44 percent-
age points (ppt) (95% confidence interval [CI]¼0.24ppt to 0.64ppt) in expansion states after adjusting for sociodemographic
factors. By cancer site, the net increase was greater for colorectal cancer (DD¼0.90ppt, 95% CI¼0.19ppt to 1.60ppt), lung can-
cer (DD¼1.29ppt, 95% CI¼0.50ppt to 2.08ppt), non-Hodgkin lymphoma (DD¼1.07ppt, 95% CI¼0.14ppt to 1.99ppt), pancreatic
cancer (DD¼1.80ppt, 95% CI¼0.40ppt to 3.21ppt), and liver cancer (DD¼2.57ppt, 95% CI¼1.00ppt to 4.15ppt). The improve-
ment in 2-year overall survival was larger among non-Hispanic Black patients (DD¼0.72ppt, 95% CI¼0.12ppt to 1.31ppt) and
patients residing in rural areas (DD¼1.48ppt, 95% CI¼ -0.26ppt to 3.23ppt), leading to narrowing survival disparities by race
and rurality. Conclusions: Medicaid expansion was associated with greater increase in 2-year overall survival, and the
increase was prominent among non-Hispanic Blacks and in rural areas, highlighting the role of Medicaid expansion in reduc-
ing health disparities. Future studies should monitor changes in longer-term health outcomes following the ACA.

A major component of the Patient Protection and Affordable
Care Act (ACA) provides states financial incentives to increase
Medicaid eligibility to adults aged 18-64 years with household
income up to 138% federal poverty line regardless of parental
status. Upon Medicaid expansion becoming effective in January
2014, 24 states and the District of Columbia expanded Medicaid
eligibility, with more states opting in during later years. To date,
38 states and the District of Columbia have adopted Medicaid
expansion and 12 states have not (1).

Previous studies have found that Medicaid expansion was asso-
ciated with reduced uninsured rate, increases in cancer screening,
shifts to early-stage cancers at diagnosis, and declines in problems

affording health care among cancer survivors (2-5). Moreover,
Medicaid expansion narrowed socioeconomic disparities in insur-
ance coverage among cancer patients and survivors (2-6). Whether
these gains translate to improved survival, however, is largely un-
known. A few studies that examined the benefit of Medicaid
expansion on cancer survival only included a limited number
of states or selected cancer sites, and they reported mixed results
(7-10). Herein, using a recently available population-based cancer
registry dataset from 42 states, we examined the changes in 2-year
survival rates among newly diagnosed cancer patients following
the ACA Medicaid expansion by cancer site and key socioeconomic
factors.
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Methods

Data and Sample

We used the Cancer Incidence in North America (CiNA) Survival
dataset compiled by the North American Association of Central
Cancer Registries (NAACCR) (11). The dataset includes
population-based central cancer registries that meet quality
standards and completeness requirements (12). Deaths were
ascertained through either passive or active patient follow-up
and linkages with state death data and the National Death
Index (12). This CiNA Survival dataset provides vital status
through December 31, 2017, for cancer patients from the major-
ity of states and through December 31, 2016, for patients from
the District of Columbia, Michigan, Nevada, and Virginia. We
identified patients aged 18-62 years newly diagnosed with first
primary cancers in 2010-2012 and 2014-2016 residing in 24
states (AZ, AR, CA, CO, CT, DE, HI, IL, IA, KY, MD, MI, MN, NV,
NH, NJ, NM, NY, ND, OH, OR, RI, WA, WV) and the District of
Columbia that expanded Medicaid eligibility under the ACA in
2014 and 17 states (AL, FL, GA, ID, ME, MS, MO, NE, NC, OK, SD,
TN, TX, UT, VA, WI, WY) that had not expanded Medicaid eligi-
bility by the end of 2017. Patients from 5 states that expanded
Medicaid in 2015 or later (AK, IN, LA, MT, PA) were not included.
Also, patients from expansion states Massachusetts and
Vermont as well as patients from nonexpansion states Kansas
and South Carolina were not included in this study because
these state registries declined participation or their data were
not usable for survival analysis. As in conventional cancer sur-
veillance research (13,14), patients identified from only death
certificate or autopsy and in situ patients except for bladder
cancer were excluded (cancer registries in the United States rou-
tinely report in situ and invasive bladder cancers combined be-
cause of difficulties in differentiating the 2 groups of lesions).
Patients diagnosed in 2013 (n¼ 497 356) were excluded as 2013
was considered a phase-in period for the ACA (5); patients aged
63-64 years (n¼ 353 210) were excluded because they could be-
come age-eligible for Medicare during follow-up; patients with
unknown or invalid follow-up month (n¼ 37 906) or missing key
sociodemographic characteristics (race and ethnicity, census
tract poverty, rurality) (n¼ 85 491) were also excluded
(Supplementary Figure 1).

Patients were characterized by age at diagnosis, sex, race
and ethnicity, geographic region, census tract poverty, and ru-
rality based on the residence at the time of diagnosis. Cancer
type was coded according to the International Classification of
Diseases for Oncology–3 and World Health Organization 2008
definitions, and cancer stage at diagnosis was coded according
to the Surveillance, Epidemiology, and End Results (SEER)
Program Summary Stage (15). Cause of death was coded accord-
ing to the SEER cause-specific death classification definitions to
identify deaths attributable to the index cancer (15). The study
was based on deidentified data and was deemed exempt by the
NAACCR institutional review board.

Statistical Analyses

Two-year overall survival was our primary outcome because it
is clinically meaningful and represents the maximum follow-up
time currently available. We used a difference-in-differences
(DD) approach to examine the association of Medicaid expan-
sion with changes in survival, where patients diagnosed in
2010-2012 were pre-ACA and patients diagnosed in 2014-2016

were post-ACA; patients from 24 expansion states and the
District of Columbia were the treatment group, and those from
17 nonexpansion states were the control group. Patients were
followed through September 30, 2013, if diagnosed in 2010-2012
(because patients could become eligible for Medicaid or self-
purchased private insurance from Marketplace under the ACA
in January 2014 during their follow-up) and December 31, 2017,
if diagnosed in 2014-2016, or until death from any cause, 2 years
after diagnosis, or loss to follow-up if earlier. Alive patients
from the District of Columbia, Michigan, Nevada, and Virginia
were considered lost to follow-up after December 31, 2016.
Survival curves were drawn by pre- and post-ACA status and
Medicaid expansion status. Unadjusted and multivariable flexi-
ble parametric survival models (16,17) were fitted to calculate
the DD for 2-year overall survival, with state Medicaid expan-
sion status, pre- and post-ACA, and their interaction term as
the main independent variables and adjusting for age group,
sex, race and ethnicity, geographic region, census tract–level
poverty, and rurality. Insurance status and stage at diagnosis
were not included in multivariable models as they are consid-
ered to be in the causal pathway. Compared with the semipara-
metric Cox proportional hazards models, the flexible
parametric survival models allow direct estimation of the sur-
vival rates and differences in survival rates at a given follow-up
time and are not constrained by the proportional hazard as-
sumption (18). Analyses were conducted for all cancers com-
bined and for 19 specific common cancer types as shown in
Table 1 (19). Stratified analyses were conducted by sex, race and
ethnicity, census tract–level poverty, and rurality to examine
changes in disparities. To examine the role of stage at diagnosis
in the causal pathway, we first conducted a supplementary DD
analysis for diagnosis at local stage as the outcome in linear
probability models to examine the association of Medicaid ex-
pansion and changes in stage diagnosis and then included stage
as a covariate in adjusted flexible parametric models to exam-
ine if the observed associations of Medicaid expansion with 2-
year overall survival attenuated. Furthermore, supplementary
analyses were conducted for patients diagnosed with advanced
stage (regional or distant) cancers to characterize the potential
lead-time bias. Supplementary analyses were also conducted
using cause-specific survival for patients whose cause of death
information was usable for survival analysis, where death from
the first primary cancer was the event. Two sensitivity analyses
were conducted: 1) patients diagnosed pre-ACA (2010-2012)
were followed through the end of the study instead of censoring
on September 30, 2013; 2) patients from District of Columbia,
Michigan, Nevada, and Virginia were excluded, as their follow-
up time was available only through December 31, 2016, which
was 1 year less than patients from other states.

The parallel assumption of the DD methods pre-ACA was
tested by grouping the pre-ACA diagnoses into quarter intervals
and testing the statistical significance of an expansion-by-
quarter interaction term in the flexible parametric survival
models. P values for the interaction term were more than .05 for
nearly all cancer types except bladder cancer and leukemia
(Supplementary Table 1, available online), supporting the paral-
lel trend assumption generally.

SEER*Stat version 8.3.8 (National Cancer Institute and
Information Management Services, Inc) and SAS statistical soft-
ware version 9.4 (SAS Institute Inc, Cary, NC, USA) were used in
data preparation and descriptive analyses. The rstpm2 package
(17) in R Studio version 1.1.419 (2009-2018 RStudio, Inc, Boston,
MA, USA) was used to fit flexible parametric survival models.
A 2-sided P value less than .05 was considered statistically
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significant. With sample size of more than 2.5 million, the study
had greater than 90% power for detecting an increase in death
risk as small as 1% (20).

Results

A total of 2 555 302 patients diagnosed with cancer were identi-
fied from Medicaid expansion (n¼ 1 523 585) and nonexpansion
(n¼ 1 031 717) states. Non-Hispanic Black patients and patients
from high poverty areas and nonmetropolitan areas were dis-
proportionately represented in nonexpansion states (Table 1).
During 2-year follow-up, 453 487 deaths occurred, including
257 950 in expansion states and 195 537 in nonexpansion states.

As shown in the survival curves (Figure 1), patients in expan-
sion states generally had better survival than those in nonexpan-
sion states. For most cancer types, overall survival improved after
the ACA in both expansion and nonexpansion states, with the
improvements for certain cancer types such as the cancers of lung,
liver, and pancreas larger in the expansion states.

As shown in Table 2, the 2-year overall survival rate increased
from 80.58% pre-ACA to 82.23% post-ACA in Medicaid expansion
states and from 78.71% to 80.04% in nonexpansion states for both
sexes combined, resulting in a net increase of 0.44ppt (95% confi-
dence interval [CI]¼ 0.24ppt to 0.64ppt) in expansion states after
adjusting for sociodemographic factors. By cancer site and for
both sexes combined, the net increase was greater for cancers of
the colon and rectum (DD¼ 0.90ppt, 95% CI¼ 0.19ppt to 1.60ppt),
lung (DD¼ 1.29ppt, 95% CI¼ 0.50ppt to 2.08ppt), non-Hodgkin lym-
phoma (DD¼ 1.07ppt, 95% CI¼ 0.14ppt to 1.99ppt), pancreas

(DD¼ 1.80ppt, 95% CI¼ 0.40ppt to 3.21ppt), and liver (DD¼ 2.57ppt,
95% CI¼ 1.00ppt to 4.15ppt) (Table 2). When stratified by sex, the
net increase in adjusted 2-year overall survival associated with
Medicaid expansion was statistically significant for overall cancer
combined (DD¼ 0.42ppt, 95% CI¼ 0.17ppt to 0.68ppt), colorectal
cancer (DD¼ 0.66ppt, 95% CI¼ 0.07ppt to 1.25ppt), kidney cancer
(DD¼ 1.34ppt, 95% CI¼ 0.36ppt to 2.31ppt), non-Hodgkin lym-
phoma (DD¼ 1.17ppt, 95% CI¼ 0.26ppt to 2.08ppt), and pancreatic
cancer (DD¼ 2.55ppt, 95% CI¼ 0.33ppt to 4.76ppt) among women
and for overall cancer combined (DD¼ 0.48ppt, 95% CI¼ 0.16ppt to
0.79ppt), lung cancer (DD¼ 1.34ppt, 95% CI¼ 0.32ppt to 2.37ppt),
and liver cancer (DD¼ 3.58ppt, 95% CI¼ 1.82ppt to 5.34ppt) among
men (Supplementary Table 2, available online). The exception to
these patterns is a net decrease in 2-year overall survival for brain
cancer (DD ¼ �2.23ppt, 95% CI ¼ �4.11ppt to �0.35ppt) in expan-
sion vs nonexpansion states among women.

By sociodemographic characteristics (Figure 2; Supplementary
Tables 3-5, available online), the largest improvement in 2-year
overall survival rate following the ACA occurred in non-Hispanic
Black patients (difference ¼ 2.70ppt, 95% CI¼ 2.27ppt to 3.12ppt),
in those residing in the poorest areas (difference¼ 2.08ppt, 95%
CI¼ 1.77ppt to 2.38ppt), and in nonmetropolitan rural areas (differ-
ence¼ 3.25ppt, 95% CI¼ 1.93ppt to 4.57ppt) in expansion states,
resulting in narrowing disparities by race, area-level poverty, and
rurality in the expansion states but widening disparities between
states that did vs did not expand Medicaid eligibility. The adjusted
net increase in 2-year survival rate associated with Medicaid ex-
pansion was most prominent among non-Hispanic Black patients
(DD¼ 0.72ppt, 95% CI¼ 0.12ppt to 1.31ppt) and patients living in
the poorest areas (DD¼ 0.56ppt, 95% CI¼ 0.12ppt to 1.00ppt),
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Figure 1. Overall survival curves of patients newly diagnosed with cancer aged 18-62 years by Medicaid expansion status pre- and post–Affordable Care Act, in

24 months following diagnosis, North American Association of Central Cancer Registries 2010-2016. Patients diagnosed in 2011-2012 were followed up through

September 30, 2013, and patients diagnosed in 2014-2016 were followed up through December 31, 2017.
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richest areas (DD¼ 0.57ppt, 95% CI¼ 0.14ppt to 0.99ppt), and in ru-
ral areas (DD¼ 1.48ppt, 95% CI ¼ �0.26ppt to 3.23ppt) (Figure 3;
Supplementary Tables 3-5, available online). Two-year survival in-
creased in Hispanic patients similarly in expansion and nonex-
pansion states, leading to little net change associated with
Medicaid expansion.

The supplementary analyses for stage at diagnoses showed
that Medicaid expansion was associated with a shift to local stage
at diagnosis (Supplementary Table 6, available online), and includ-
ing stage at diagnosis in the survival models attenuated the ob-
served associations between Medicaid expansion and changes in
2-year overall survival (Supplementary Table 7, available online),
demonstrating the role of stage at diagnosis in the causal pathway.

When limiting the analyses to patients diagnosed with regional
and distant stages, patterns in 2-year overall survival were gener-
ally similar to the findings for all-stages combined (Supplementary
Table 8, available online). Increases in 2-year cause-specific sur-
vival also had a similar pattern with those in 2-year overall sur-
vival although the magnitude of the increases in cause-specific
survival were smaller (Supplementary Table 9, available online).

The sensitivity analysis without censoring pre-ACA patients
on September 30, 2013 (Supplementary Table 10, available online)
and the sensitivity analysis excluding patients from the District

of Columbia, Michigan, Nevada, and Virginia (Supplementary
Table 11, available online) both generated similar estimates as
our main analyses and did not change the conclusions.

Discussion

Using recently released nationwide population-based data, this
study provides evidence that Medicaid expansion under the
ACA was associated with improved survival among newly diag-
nosed cancer patients. The evidence was strongest for cancers
with poor prognosis such as cancers of the lung, pancreas, and
liver, as well as for colorectal cancer, which can be detected
through screening services. Moreover, the survival benefit asso-
ciated with Medicaid expansion was greater in non-Hispanic
Black patients and in people residing in rural areas, leading to
narrowing disparities in cancer survival by race and rurality in
the expansion states. It also led to widening of survival dispar-
ities between expansion and nonexpansion states. As such, our
findings of the positive effects of Medicaid expansion on cancer
survival provide further evidence for the importance of expand-
ing Medicaid eligibility in all states, particularly considering the
economic crisis and health-care disruptions caused by the
COVID-19 pandemic. The American Rescue Plan Act of 2021
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Figure 2. Changes in 2-year overall survival by Medicaid expansion status and sociodemographic factors among newly diagnosed cancer patients, North American
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provides new incentives for Medicaid expansion in states that
have yet to expand eligibility (21).

Since its implementation in 2014, Medicaid expansion under
the ACA has increased insurance coverage in the general popu-
lation and among cancer patients and survivors, particularly
among low-income and minority populations (2-6). Such gains
can lead to improved cancer survival through multiple path-
ways in the cancer care continuum. First, insurance coverage
can increase access to screening services and other preventive
services so that cancer can be detected at early stage, which is
strongly associated with better cancer prognosis and survival.
Several studies (4,22,23) have reported shifts to early stage can-
cer diagnosis associated with Medicaid expansion, which is also
confirmed in our supplementary analyses. Our supplementary
analyses also showed that the improved survival associated
with Medicaid expansion could partly be explained by the shift
to local stage diagnosis. Using lung cancer as an example, since

annual screening was first recommended to high-risk individu-
als in 2013, uptake has been slowly increasing, and insurance
coverage has been shown to be a strong correlate (24). Our data
suggest that for the 1.29ppt net improvement in 2-year survival
associated with Medicaid expansion among lung cancer
patients, part of it can be explained by increase in local-stage di-
agnosis (Supplementary Table 7, available online). Lead-time
bias may also account for a small portion of the improvement
(Supplementary Table 8, available online).

Second, insurance coverage may improve timely receipt, ad-
herence to, and/or completion of standard cancer treatments.
The cancers with improved survival associated with Medicaid
expansion in our study—lung cancer, liver cancer, and pancre-
atic cancer—are cancers with poor prognosis for which timely
treatment is a strong determinant of short-term survival.
Moreover, the availability of novel treatments, such as immuno-
therapy and targeted therapy, has increased for these cancers
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Figure 3. Associations of Medicaid expansion status with increases in 2-year overall survival by sociodemographic factors among newly diagnosed cancer patients,

North American Association of Central Cancer Registries 2010-2016. DD and their 95% confidence intervals are presented by (A) race and ethnicity, (B) census tract–level

poverty, and (C) rurality. Non-Hispanic Other included American Indian or Alaska Native, Asian or Pacific Islander, and unknown. Adjusted DD was calculated with

flexible parametric survival models adjusting for age group, sex, race and ethnicity, rurality, and region when applicable. DD ¼ difference-in-differences, measuring

the association between Medicaid expansion and changes in 2-year overall survival; ppt ¼ percentage point.

A
R

T
IC

LE

X. Han et al. | 1183

https://academic.oup.com/jnci/article-lookup/doi/10.1093/jnci/djac077#supplementary-data
https://academic.oup.com/jnci/article-lookup/doi/10.1093/jnci/djac077#supplementary-data


in recent years (25-27), and access to these new therapies, in-
cluding access to clinical trials, may also have contributed to
the improved survival. Previous studies that examined the asso-
ciation between Medicaid expansion and receipt of treatment
for various cancer types found mixed results (6,28,29), suggest-
ing the need for further examination. Third, insurance coverage
can improve access to cancer surveillance care and care for
other comorbid conditions among cancer survivors. Medicaid
expansion has been shown to be associated with reduced care
unaffordability among cancer survivors, with the largest reduc-
tions among people with low incomes and multiple comorbid
conditions and who were unemployed (3). This improvement
can be reflected in overall survival, which captures deaths from
other diseases in addition to cancer. Last, insurance coverage
may also increase access to palliative and end-of-life care.
Although not designed to prolong life, studies have shown that
cancer patients who received palliative care and hospice care
not only reported improved quality of life but also lived longer
(30). The effects of Medicaid expansion on receipt of end-of-life
care and quality of life among cancer patients represents an im-
portant area for additional research.

Unexpectedly, we found that the 2-year survival after diagno-
sis of brain or other nervous system tumors among women im-
proved more in nonexpansion states than in expansion states.
The classification and reporting for brain and other central ner-
vous system tumors have rapidly changed in recent years, and the
adoption of such changes may vary by states’ cancer registration
procedures (32,33). There were also expanding molecular under-
standing and advances in detection and diagnosis of these tumors
in recent years (31,32). Future research is warranted to elucidate
whether these changes affected expansion and nonexpansion
states differently and its implication to cancer survival.

The survival improvements associated with Medicaid
expansion vary substantially by sociodemographic factors.
Particularly, larger improvements among cancer patients who
were non-Hispanic Black and living in rural areas suggest
Medicaid expansion plays a role in mitigating health disparities
for socioeconomically disadvantaged populations. An unex-
pected finding is that the adjusted association of Medicaid ex-
pansion and survival improvement was found to be similarly
high for patients in the poorest areas and richest areas. It could
mean that Medicaid-eligible low-income patients who were liv-
ing in the richest areas might have better resources and access to
acquire Medicaid and health care afterward (eg, more treatment
options); however, we did not have individual-level income
information to gauge the possibility, which merits further inves-
tigation with adequate individual-level data. Nevertheless,
expanding access to care for socioeconomically disadvantaged
populations is exceptionally important now, because racial mi-
norities and low-income Americans are disproportionately
experiencing adverse effects of the COVID-19 pandemic (33-35).
Expanding Medicaid to all low-income individuals in those states
that have yet expanded Medicaid would mitigate the health dis-
parities from the pandemic in these states. Further, Medicaid ex-
pansion was shown to have spillover effects on reducing adverse
social determinants of health, such as housing evictions and re-
cidivism (36,37), which may be challenges faced by the socioeco-
nomically disadvantaged populations during and after the
economic downturn from the pandemic.

This study presents the first evidence on the benefit of
Medicaid expansion on cancer survival for a wide range of com-
mon cancer types with population-based nationwide data on
more than 2.5 million newly diagnosed cancer patients. The find-
ings on lung cancer are generally similar to 2 prior studies

conducted in a limited number of states and selected cancers (7,8).
Compared with previous studies using data from either the 13
states participating in the SEER program or the hospital-based
National Cancer Database and examining single type or group of
cancers (9,10), our sample has the least selection bias. Another
strength of the current study is the power to conduct stratified
analyses by sex, race and ethnicity, area-level income, and rurality
to further investigate the effect of Medicaid expansion on cancer
survival disparities. Moreover, the flexible parametric survival
models were used to directly estimate the difference in 2-year
survival, a more interpretable survival outcome compared with
differences in hazard ratios in previous studies. Given the cause-
of-death information provided in NAACCR CiNA data, we were
also able to examine changes in both overall and cancer-specific
survival associated with Medicaid expansion. As we enter the era
where COVID-19 is a new competing cause of death, patterns in
both overall survival and cause-specific survival among cancer
patients merit continued monitoring.

The main limitation of our study is the relatively short follow-
up time after the ACA Medicaid expansion implementation. With
data 3 years postimplementation, we were able to examine only
the changes in 2-year survival, with which differences for cancer
types with better prognosis may not be detectable. For example,
the adjusted DD were positive for 15 of the 19 investigated cancer
types, indicating a tendency of improved survival associated with
Medicaid expansion but statistically significant for only a few can-
cers with poor prognosis or possible early detection. The relatively
short follow-up time also prevented us from including states that
expanded Medicaid after 2015 in the study; examining the effects
of duration of expansion with all states warrants future research.
Improvements in 2-year survival may be partly explained by
shortened lead time for some cancers because of increased
screening or symptom surveillance services associated with gains
in insurance coverage. However, improvements in 2-year survival
were robust when we limited the sample to patients diagnosed
with regional and distant stage diseases, suggesting that any lead-
time bias has minimal effect on our findings. Moreover, we were
unable to include a small percentage (<1.5%) of patients whose
follow-up time was unknown or invalid; these patients tended to
be male, non-Hispanic Black, and from rural and poor areas.
Excluding them could result in slight overestimation of the sur-
vival rates and underestimation of disparities in our analyses.
Last, the parallel assumption in DD analyses appeared to not hold
for bladder cancer and leukemia; thus, findings for these cancers
should be interpreted with caution.

In conclusion, using a population-based dataset capturing
nationwide cancer patients, this study found that Medicaid ex-
pansion was associated with greater increase in 2-year overall
survival, largely driven by the improvements in survival for can-
cer types with poor prognosis, suggesting improved access to
timely and effective treatments. Improved survival associated
with Medicaid expansion was also found for cancers amenable
to screening services among females, suggesting increased ac-
cess to screening and preventive services for women.
Furthermore, the increase was largest among people who were
non-Hispanic Black and living in rural areas, highlighting the
promising role of Medicaid expansion in reducing health dispar-
ities. Future studies should monitor changes in longer-term
health outcomes following the ACA.
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