AFFORDABLE CARE ACT

By Thomas M. Selden, Brandy J. Lipton, and Sandra L. Decker

Medicaid Expansion- And

Marketplace Eligibility Both

Increased Coverage, With Trade-
Offs In Access, Affordability

ABSTRACT Affordable Care Act (ACA) provisions implemented in 2014
provide a valuable case study regarding the merits of using public versus
subsidized private insurance to help low-income people obtain and
finance health care. In particular, nonelderly adults with incomes of
100-138 percent of the federal poverty level gained Medicaid eligibility if
they lived in states that implemented the ACA’s Medicaid expansion,
whereas those in nonexpansion states became eligible for subsidized
Marketplace coverage. Using data for 2008-15 from the National Health
Interview Survey, we found that as of 2015, adults with family incomes
in this range had experienced large declines in uninsurance rates in
both expansion and nonexpansion states (the adjusted declines were

22 percentage points and 18 percentage points, respectively). Adults in
expansion and nonexpansion states also experienced similar increases in
having a usual source of care and primary care visits, and similar
reductions in delayed receipt of medical care due to cost. There were,
however, important differences: Adults in expansion states experienced
larger reductions in out-of-pocket spending but also faced greater
difficulty accessing physician care relative to adults in nonexpansion

states.

he ongoing debate over health care

reform includes important ques-

tions regarding the merits of using

public versus subsidized private in-

surance to help low-income people
access and finance health care. Our study took a
novel approach to assessing the effects of the
Affordable Care Act (ACA) to help shed light
on this issue. Numerous studies have explored
the ACA’s impact on families with incomes of up
to 138 percent of the federal poverty level in
states that did and those that did not expand
eligibility for Medicaid."” Our analysis narrowed
the focus to adults with family incomes of 100~
138 percent of poverty who lacked access to em-
ployer-sponsored insurance. These adults either
gained eligibility for Medicaid if they lived in

states that expanded eligibility under the ACA
or could obtain subsidized Marketplace coverage
if they lived in nonexpansion states. This pro-
vides a valuable case study of the differential
effects of offering public versus subsidized pri-
vate insurance.

Using data for 2008-15 from the National
Health Interview Survey (NHIS), we examined
how these very different strategies for covering
low-income families affected a range of out-
comes, including insurance coverage, access to
care, use of care, and financial burdens and
barriers. Adults in both groups experienced sub-
stantial reductions in uninsurance, increases in
having a usual source of care, and increases in
primary care use. However, we observed impor-
tant trade-offs between the two approaches with
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respect to out-of-pocket payments and access to
physician care,

Background

The ACA expanded Medicaid eligibility for most
adults younger than age sixty-five with incomes
up to 138 percent of poverty. It also established
subsidized private Marketplace coverage for
nonelderly people with incomes of 100-400 per-
cent of poverty if they did not have access to
Medicare, Medicaid, or affordable employer-
sponsored coverage. Furthermore, the ACA es-
tablished individual and employer mandates
that created financial incentives to promote
coverage. However, not all states implemented
the Medicaid expansion, and numerous studies
have used the resulting “natural experiment”
to compare outcomes before and after 2014
between states that did and those that did not
expand Medicaid." ™

The previous literature’s main focus was on the
population with incomes up to 138 percent of
poverty, and its goal was to inform state Medic-
aid expansion decisions.”” However, the popu-
lation with incomes up to 138 percent of poverty
combines two groups that were treated very dif-
ferently by the ACA in nonexpansion states.
Adults with incomes above poverty and without
access to affordable employer-sponsored insur-
ance became newly eligible for subsidized Mar-
ketplace coverage. In contrast, the ACA did not
provide subsidized Marketplace coverage to
those who fell into the “coverage gap” (that is,
those with incomes below poverty) or to those
who had affordable employer-sponsored insur-
ance. Narrowing our focus to the group with
incomes of 100-138 percent of poverty and with-
out offers of employer-sponsored coverage pro-
vided a more direct comparison between using
public insurance and using subsidized private
insurance to help low-income populations ob-
tain and finance health care.

Within this narrower income band, it would
not be surprising to see large increases in health
insurance coverage in both expansion and non-
expansion states, given that Medicaid coverage
had zero (or near-zero) premiums and that sub-
sidies limited Marketplace premiums to 2 per-
cent of income for the second-lowest-cost silver
plan (among nonsmoking adults with incomes
of 100-138 percent of poverty). However, we
expected very different changes in source of cov-
erage (public versus private) in the two groups of
states, as well as related differences in dimen-
sions of care. For example, despite cost-sharing
subsidies for Marketplace enrollees (which in-
creased the effective actuarial value of silver
plans to 94 percent for adults in this income
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group), extremely low Medicaid copayments
were predicted to result in lower out-of-pocket
spending in Medicaid compared to the Market-
place." Also, the two types of coverage generally
have very different provider payment rates,
which raises concerns about access to care in
Medicaid.”*® Our goal was to help quantify the
impacts of these two very different treatments.

Study Data And Methods

DATA SOURCE, SAMPLE, AND ouTcoMmEeEs The
NHIS is a nationally representative health survey
of the US civilian noninstitutionalized popula-
tion that is conducted by the National Center for
Health Statistics.” It collects information on a
wide variety of health topics, including insur-
ance coverage by type, access to care, financial
burdens, and barriers to care. Importantly for
our analysis, the NHIS also contains information
on the eligibility for employer-sponsored insur-
ance of respondents and their spouses. Qur data
came from a restricted-use version of the survey
that included information on state expansion
status.

We limited our sample to respondents ages 19-
64 whose family incomes were 100-138 percent
of poverty. We excluded from the sample people
who held Medicare coverage or had access to
employer-sponsored insurance (from either
their own or their spouses’ employers). This
allowed us to define a population of adults in
nonexpansion states who were eligible for Mar-
ketplace subsidies and a comparable group of
adults in expansion states.” We also excluded
from the sample noncitizens who had resided
in the United States for fewer than five years,
because this group is generally ineligible for
Medicaid. Finally, to simplify the comparison
between states that relied on public coverage
and those that relied on private coverage, we
excluded residents of Alaska, Indiana, and Penn-
sylvania, which expanded Medicaid in 2015 and
were therefore expansion states in 2015 but non-
expansion states in 2014. This yielded a sample
of up to 20,099 adults for questions asked of all
people and up to 8,383 for questions asked of
only one adult per household. However, precise
sample sizes by outcome varied due to differing
years of availability as well as item nonresponse.

We assigned members of our sample to health
insurance coverage using three hierarchical
categories: uninsured, any public (primarily
Medicaid), and private (primarily Marketplace
or other nongroup coverage, given that our sam-
ple excluded adults with access to employer-
sponsored insurance). Measures of access to
care were having a usual source of care other
than the emergency department (ED), having



trouble finding a doctor or provider, being
unable to find a doctor or provider, not being
accepted as a new patient, not having health
insurance accepted, delays in receiving care be-
cause the time to receive an appointment was too
long, and delays because the wait time to see the
doctor was too long. Data for all of these mea-
sures except for having a usual source of care
were available beginning in 2011 and referred
to access issues experienced during the past year.
Utilization measures were having had any
primary care doctor visit, any specialist visit,
any ED visit, and any hospitalization during
the past year.

Measures pertaining to out-of-pocket spend-
ing on medical care were delaying care due to
cost, not getting care due to cost, skipping or
taking less medication than prescribed due to
cost (if the respondent had been prescribed
medication), having any out-of-pocket spending
(excluding premiums), having out-of-pocket
spending (excluding premiums) that exceeded
$2,000, and being somewhat or very worried
about future ability to pay medical bills from
sickness or injury. All of these measures except
the last referred to the past year. Data about
skipping or taking less medication due to cost
and being somewhat or very worried about fu-
ture ability to pay medical bills were available
beginning in 2011. (For sample sizes by outcome
variable, see Appendix Exhibit 1.)*

We did not examine the use of particular pre-
ventive care services because some of the out-
comes were not measured consistently in all
years of our study period and because some types
of preventive care were recommended only for a
subset of adults (by age or sex), which further
reduced our already limited sample. (Sample
means for the pre- and post-2014 periods are
presented in Appendix Exhibits 2 and 3.)"®

STATISTICAL ANALYSIS We used a difference-
in-differences approach, comparing outcomes
in 2014 and 2015 to those in the period 2008-
13 for states that had expanded Medicaid as of
2014 versus states that did not expand Medicaid
in either 2014 or 2015. (For a list of included
states by expansion status, see Appendix Exhib-
it 4.)*® OQur approach assumed that trends in out-
comes would not have differed between expan-
sion and nonexpansion states absent the ACA. To
test the validity of this assumption, we examined
pre-2014 trends by estimating each outcome as a
function of a linear quarterly time trend inter-
acted with Medicaid expansion status (along
with other control variables). Prereform trends
were generally similar in expansion and non-
expansion states, with trends differing signifi-
cantly (p < 0.05) for only one outcome (havinga
usual source of care) and marginally significant-

ly (p < 0.10) for having any out-of-pocket spend-
ing and for delays in receiving care because the
appointment wait time was too long. (For differ-
ences in prereform outcome trends, see Appen-
dix Exhibit 5.)" These results suggest that diver-
gence in outcomes starting in 2014 was likely the
result of states’ choices regarding ACA reforms.

Following previous studies, we used linear
probability models for ease of interpretation.*"
These models included controls for age, sex,
race/ethnicity, education, marital status, em-
ployment status, parental status, residence in a
metropolitan area, and citizenship status; a lin-
ear quarterly time trend; and state fixed effects.”

State fixed effects helped control for preexist-
ing differences between expansion and non-
expansion states. For example, pre-ACA Medic-
aid eligibility rules tended to be more generous
in expansion compared to nonexpansion
states,” which led to lower uninsurance rates
among low-income adults in expansion states
even before 2014.%* In sensitivity analyses, we
tested whether our models accounted for this
particular difference by limiting the sample to
childless adults, who were far less likely than
parents to be eligible for Medicaid before the
ACA. This did not substantially affect our results.
(For regression results for childless adults, see
Appendix Exhibit 6.)'

The main coefficients of interest were 2014
and 2015 dummy variables and the interaction
between these variables and state Medicaid ex-
pansion status. Some outcomes, such as having a
usual source of care, would respond to changes
in insurance status only after some time had
passed. We therefore focused on results for
2015, which may provide a more complete repre-
sentation of ACA-related changes compared to
results in 2014.> (Results for 2014 are reported
in Appendix Exhibit 7.)* All estimates used sam-
ple weights, and standard errors allowed for clus-
tering at the state level. Differences reported
in the text were significant at p < 0.05 unless
otherwise noted.

LimitaTioNs Our study had several limita-
tions. First, all of our regression estimates con-
trolled for time trends and compositional
changes in the population of interest, and our
difference-in-differences estimates also ac-
counted for other events coinciding with the
ACA that influenced outcomes similarly in ex-
pansion and nonexpansion states. Nevertheless,
we cannot conclusively attribute causality to our
findings. Moreover, estimates for changes in
outcomes in expansion and nonexpansion states
did not account for other events that coincided
with the ACA and thus require stronger assump-
tions to be interpreted as causal.

Second, our study design relied heavily on the
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accuracy of the NHIS income data, which we used
to identify adults with family incomes of 100-
138 percent of poverty. In addition to household
reporting errors and imputed missing values,
the NHIS family income measures reflectincome
from the previous year and family units that may
differ from eligibility units used to calculate eli-
gibility for Medicaid and Marketplace subsidies.
Our sample may therefore include adults whose
incomes were actually below 100 percent or
above 138 percent of poverty. Errors of the for-
mer type could tend to accentuate changes in
expansion compared to nonexpansion states,
because adults with incomes below poverty were
not eligible for subsidized Marketplace coverage
in nonexpansion states. Errors of the latter type,
which might be more prevalent because of
households’ underreporting of income, could
tend to attenuate our difference-in-differences
estimates, because adults with incomes above
138 percent of poverty received the same “treat-
ment” of subsidized Marketplace coverage in
both groups of states.

As a sensitivity test, we recalculated our esti-
mates using a narrower income band, 110-
130 percent of poverty, which reduced the prob-
ability that adults in the sample were incorrectly
categorized. Doing so reduced the precision of
our estimates, but it did not substantially affect
most of the results. (For these regression results,
see Appendix Exhibit 8.)® As another sensitivity
test, we recalculated our estimates as the average
across samples defined using multiply imputed
income. This did not substantially affect our
coefficient estimates or standard errors.** (For
these regression results, see Appendix Exhib-
it9.)®

Third, although the ACA’s main insurance re-
forms occurred in 2014, some changes occurred
before that year. For example, some expansion
states implemented the ACA Medicaid expan-
sions before 2014. Also, some young adults
ages 19-25 may have gained access to employ-
er-sponsored insurance through their parents’
plans as aresult of the ACA’s dependent coverage
provision, which was implemented in 2010. We
included these cases in part because of evidence
that coverage grew substantially starting in 2014
in early expansion states and among adults youn-
ger than age 26.*%" As in previous studies," in
our analysis excluding early expansion states or
young adults had little impact on our results.
(For the results of these regressions, see Appen-
dix Exhibits 10 and 11.)" However, our study did
not account for differences in how the Medicaid
expansion was implemented in adopting states
(for example, Arkansas had a waiver that allowed
it to use expansion funds to subsidize Market-
place coverage).
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Study Results

Low-income adults in both expansion and non-
expansion states had experienced large reduc-
tions in uninsurance rates as of 2015, compared
to the 2008-13 baseline: reductions of 21.7 per-
centage points in expansion states and 17.8 per-
centage points in nonexpansion states; the dif-
ference in these declines was not significant
(Exhibit 1).

These results underline the importance of
studying this narrow subset of the population.
In comparison, adults with incomes below the
poverty level experienced a 20.2-percentage-
point decline in uninsurance in expansion states
from 2008-13 to 2015 but only a 9.9-percentage-
point decline in nonexpansion states—a differ-
ence-in-differences of —10.3 percentage points
(» < 0.01) (Appendix Exhibit 12).”® The findings
in Exhibit 1 are also consistent with our hypoth-
esis that uninsurance reductions in the two
groups of states would be accomplished in very
different ways, with expansion states experienc-
ing large increases in public coverage and non-
expansion states having large increases in pri-
vate insurance.

Despite the large differences in coverage mix
shown in Exhibit 1, adults in both groups of
states reported large increases (8-9 percentage
points) in having a usual source of care from the
2008-13 baseline to 2015 (Exhibit 2). (The dif-
ference in these estimates was small and not
significant, although caution in interpretation
is warranted because the prereform trends were
significantly different for this outcome.) The
other measures in Exhibit 2 seem to tell a differ-
ent story. Adults gaining eligibility for subsi-
dized Marketplace coverage experienced reduc-
tions in having trouble finding a provider
(marginally significant), being unable to find a
provider (significant), and not being accepted as
a new patient (marginally significant). We did
not find similar improvements on these dimen-
sions among adults gaining eligibility for Med-
icaid. (The differences-in-differences estimates
for these measures were not significant, with
the exception of being unable to find a provider.)
Furthermore, only in expansion states did we
observe increased reports of delays in receiving
care because wait times to get an appointment or
see a doctor were too long, with the difference-
in-differences being at least marginally signifi-
cant in both cases.

People in both groups of states experienced
large and significant increases in having seen
a primary care doctor in the past year
from 2008-13 to 2015, with increases of 6.9 per-
centage points in expansion states and 10.3 per-
centage points in nonexpansion states (the
difference-in-differences estimate was not signif-




EXHIBIT 1
— — S — e e e

Changes in insurance status for low-income adults before and after the expansion of eligibility for Medicaid and
implementation of the Marketplaces under the Affordable Care Act, by state expansion status

M Change in expansion states
M Change in nonexpansion states
M Difference-in-differences

No insurance

Public insurance

Private insurance

-25 -20 -15 -10 -5 0 5 10 15 20 25

Percentage-point change

source Authars’ analysis of data for 2008-15 from the National Health Interview Survey. noras The sample consisted of 19,917
survey respondents interviewed in the period 2008-15 whose family income was 100-138 percent of the federal poverty level.
Estimates were obtained from linear probability regression models, as explained in the text. States that expanded eligibility for their
Medicaid programs during 2014 were considered expansion states. States that expanded eligibility during 2015 were excluded from
the sample. Difference-in-differences shows the estimated change in each outcome from 2008-13 to 2015 for expansion states rela-

tive to the carresponding change in those time periods for nonexpansion states, ***p < 0.001

icant) (Exhibit 3). Estimated increases in having
seen a specialist were smaller and not signifi-
cant, as were increases in having had an ED visit
and an inpatient hospital stay.

For both groups of states, the large declines in
uninsurance translated into fewer adults having
delayed care or not gotten care due to cost.
Declines in these measures of access difficulties
were roughly 6-8 percentage points in both
groups of states from the 2008-13 baseline to
2015 (Exhibit 4). Only in expansion states, how-
ever, did we observe fewer adults taking less-
than-prescribed amounts of medicine due to
cost, with the difference-in-differences being
—7.8 percentage points. (The reduction in the
expansion states was not significant, although
the difference-in-differences was.) The pattern
of results was somewhat similar for skipping
prescribed medications due to cost, but in addi-
tion to the difference of —7.2 percentage points
in expansion states not being significant, the
difference-in-differences was imprecisely esti-
mated. The prevalence of having any out-of-
pocket spending declined in expansion states
but not in nonexpansion states, for a differ-
ence-in-differences of —6.9 percentage points.
We also found similar results for the prevalence
of having out-of-pocket spending in excess of
$2,000, with a difference-in-differences of —5.4
percentage points.

Despite this difference in out-of-pocket spend-
ing, we observed little change in either group of
states in the prevalence of having experienced
problems paying medical bills from 2008-13 to
2015 (data not shown). At the same time, there
was a sharp difference between the two groups in
being somewhat or very worried about future
ability to pay medical bills from sickness or inju-
ry. The prevalence of such concerns dropped by
7.9 percentage points in expansion states and
rose by 7.1 percentage points in nonexpansion
states (Exhibit 4). The latter change was not
significant, though the -15.0-percentage-point
difference-in-differences was.

Discussion

‘We examined a subset of the US population that
had little access to affordable insurance before
the ACA but became eligible in 2014 for two very
different types of affordable coverage, depend-
ing on residence in expansion or nonexpansion
states. Reductions in rates of uninsurance were
achieved in both groups of states, via increases in
public coverage through Medicaid expansion
states and increases in private coverage through
the Marketplaces in nonexpansion states. Our
results suggest that previously documented"™
larger declines in uninsurance in expansion
states were likely due to differences in coverage
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EXHIBIT 2

e — —
Changes in measures of access to providers for low-income adults before and after the expansion of eligibility for Medicaid

and implementation of the Marketplaces under the Affordable Care Act, by state expansion status, 2008-15

Has usual source of care

Trouble finding a provider *

Could not find a provider =

Not accepted as new patient

Health insurance not accepted

Wait time to see doctor too long

B Change in expansion states
B Change in nonexpansion states
B Difference-in-differences

6 -4 2 0

Percentage-point change

source Authors’ analysis of data for 2008-15 from the National Health Interview Survey. NoTes The sample consisted of up to 5,769
survey respondents interviewed in the period 2011-15 whose family income was 100-138 percent of the federal paverty level, except
for the sample for *has a usual source of care,” which consisted of 8,310 respondents. Appendix Exhibit 1 presents precise sample
sizes by outcome (see Note 18 in text). Estimates were obtained from linear probability regression models, as explained in the text.
States that expanded their Medicaid programs during 2014 were considered expansion states. States that expanded during 2015 were
excluded from the sample. Difference-in-differences shows the estimated change in each outcome for expansion states relative to the
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corresponding change for nonexpansion states. *p < 0.10 *™p < 0.05 ***p < 0.01

changes in the population with incomes below
poverty.We found no significant difference in the
magnitude of the decline in uninsurance rates
between the two groups of states when we fo-
cused on the population whose members had
incomes of 100-138 percent of poverty but did
not have offers of employer-sponsored coverage.
In contrast, we found a difference-in-differences
of —10.3 percentage points in uninsurance rates
in expansion relative to nonexpansion states
when we considered only the population with
incomes below poverty (Appendix Exhibit 12)."

Since we focused on the population with in-
comes of 100-138 percent of poverty, it might
not have been surprising that the magnitude of
the decline in uninsurance rates was similar in
both groups of states. This is likely because Med-
icaid coverage imposed zero or near-zero premi-
ums on enrollees, and adults in nonexpansion
states with incomes in this range were eligible for
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Marketplace subsidies—which limited premi-
ums to 2 percent of income for the second-low-
est-cost silver plan. More interesting, we believe,
were the changes in a range of other outcomes
that were associated with these large shifts in
coverage.

Increases in the probability of having had at
least one visit to a primary care doctor in the past
year were not significantly different between the
two groups of states. This result again implies
that differential impacts documented in other
work' " were likely due to differences in the pop-
ulation with incomes below poverty. We did not
find evidence of differentially lower use of spe-
cialty or ED care among adults who gained access
to Medicaid, compared to those who gained ac-
cess to subsidized Marketplace coverage.

Significant differences-in-differences were ob-
served, however, as we moved beyond general
measures of access to and use of health care.




EXHIBIT 3

Changes in measures of care use by low-income adults before and after the expansion of eligibility for Medicaid and
implementation of the Marketplaces under the Affordable Care Act, by state expansion status, 2008-15

M Change in expansion states
M Change in nonexpansion states
B Difference-in-differences

Seen a primary care doctor

Seen a specialist

Had an ED visit

Had a hospitalization

12

Percentage-point change

sourcE Authors' analysis of data for 2008-15 from the National Health Interview Survey. notes The sample consisted of up to 8,266
survey respondents interviewed in the period 2008-15 whose family income was 100-138 percent of the federal poverty level, except
for the sample for “had a hospitalization,” which consisted of 20,081 respendents. Appendix Exhibit 1 presents precise sample sizes by
outcome (see Note 18 in text). Estimates were obtained from linear probability regression models, as explained in the text. States that
expanded their Medicaid programs during 2014 were considered expansion states. States that expanded during 2015 were excluded
from the sample. Difference-in-differences shows the estimated change in each outcome for expansion states relative to the corre-

sponding change for nonexpansion states. **p < 0.05

Reductions in difficulty in finding a provider to
accept low-income patients from the 2008-13
baseline to 2015 were greater in nonexpansion
than expansion states. Increases in having de-
layed care because of long wait times for appoint-
ments and to see providers were greater in ex-
pansion than in nonexpansion states. These
results may in part reflect experiences arising
from increased attempts to find a provider and
make appointments among new Medicaid en-
rollees who had been uninsured before the ACA’s
Medicaid expansion. Previous research has
documented that Medicaid’s payments to pro-
viders were typically far below those of private
insurance or Medicare,” and our findings were
not surprising when viewed through that lens.
Low provider reimbursement undoubtedly re-
duces the budgetary cost of Medicaid but may
have implications in terms of access, as some
previous work has found.”*" It is also possible
that provider capacity could be constrained in
some areas within expansion states,”® although
at least one recent study found no evidence of
such effects.”

We also found important differences associat-
ed with patient cost sharing. Medicaid typically

provides broad coverage with zero or modest
cost sharing.* Private insurance offered through
the Marketplaces often entails significant cost
sharing, and—despite cost-sharing reductions
for adults with silver plans—was predicted to
impose higher out-of-pocket spending than
Medicaid for adults with incomes 0f100-138 per-
cent of poverty." Despite these differences, re-
ductions in reports of delaying or not getting
care due to cost were not significantly different
in expansion and nonexpansion states from
2008-13 to 2015. Moreover, results were similar
for problems paying medical bills. At the same
time, compared to adults in nonexpansion
states, those in expansion states experienced re-
ductions in taking less medicine than prescribed
due to cost and in having both any out-of-pocket
spending and out-of-pocket spending in excess
of $2,000. Moreover, we observed a large in-
crease in adults being somewhat or very worried
about their future ability to pay medical bills
from sickness or injury in nonexpansion relative
to expansion states.
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EXHIBIT 4
e e T e ==
Changes in cost-related access measures for low-income adults before and after the expansion of eligibility for Medicaid
and implementation of the Marketplaces under the Affordable Care Act, by state expansion status, 2008-15

CE SR

B Change in expansion states
M Change in nonexpansion states
M Difference-in-differences

Delayed care due to cost

Worry about medical bills if
get sick or have an accident

Have any out-of-packet spending

Out-of-pocket spending of $2,000 or more

T T T T T T 1
-20 -15 -10 -5 0 5 10

Percentage-point change

source Authors’ analysis of data for 2008-15 from the National Health Interview Survey. NoTes The sample consisted of up to 20,087
survey respondents interviewed in the period 2008-15 whose family income was 100-138 percent of the federal poverty level, except
for the sample for "worry about medical bills,” which consisted of 5,743 respondents, and the samples for “skipped medication” and
“took less medication” due to cost, which consisted of 4,158 and 4,157 adults, respectively, for whom medication had been prescribed.
Appendix Exhibit 1 presents precise sample sizes by outcome (see Note 18 in text). Estimates were obtained from linear probability
regression models, as explained in the text. States that expanded their Medicaid programs during 2014 were considered expansion
states. States that expanded during 2015 were excluded from the sample. Difference-in-differences shows estimated change in each
outcome for expansion states relative to the corresponding change for nonexpansion states. *p< 0.10 **p< 0.05 **p < 0.01
wep < 0001

Conclusion be taken when applying the results of any study

HEALTH AFFAIRS

Our study examined how one pair of public and
private insurance interventions affected the cov-
erage, access to care, utilization, financial bur-
den, and barriers to care for a narrowly defined
subset of adults. We found that the public and
private approaches were associated with similar
reductions in uninsurance rates and increases in
use of health care but had differing impacts on
some supply-related barriers to care and on fi-
nancial burdens. As a general rule, care should

to other policy settings. Applying our findings to
reform proposals with different combinations of
premium subsidies, patient cost sharing, provid-
er incentives, and eligible populations would be
no exception to this rule. In particular, we urge
caution in extrapolating our findings to lower-
income adults, who may have greater unmet
need, additional financial barriers, and different
responses to public versus subsidized private
insurance. m
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