
Article

Venkataramani et al
Spillover Effects of Adult Medicaid Expansions 
on Children’s Use of Preventive Services

2017

https://doi.org/10.1542/peds.2017-0953

6
Pediatrics
ROUGH GALLEY PROOF

December 2017

140

Spillover Effects of Adult Medicaid 
Expansions on Children’s Use 
of Preventive Services
Maya Venkataramani, MD, MPH,​a Craig Evan Pollack, MD, MHS,​a Eric T. Roberts, PhDb

BACKGROUND: Since the passage of the Affordable Care Act, Medicaid enrollment has increased 
by ∼17 million adults, including many low-income parents. One potentially important, 
but little studied, consequence of expanding health insurance for parents is its effect on 
children’s receipt of preventive services.
METHODS: By using state Medicaid eligibility thresholds linked to the 2001–2013 Medical 
Expenditure Panel Surveys, we assessed the relationship between changes in adult 
Medicaid eligibility and children’s likelihood of receiving annual well-child visits (WCVs). 
In instrumental variable analyses, we used these changes in Medicaid eligibility to estimate 
the relationship between parental enrollment in Medicaid and children’s receipt of WCVs.
RESULTS: Our analytic sample consisted of 50 622 parent-child dyads in families with 
incomes <200% of the federal poverty level, surveyed from 2001 to 2013. On average, a 
10-point increase in a state’s parental Medicaid eligibility (measured relative to the federal 
poverty level) was associated with a 0.27 percentage point higher probability that a child 
received an annual WCV (95% confidence interval: 0.058 to 0.48 percentage points, P = 
.012). Instrumental variable analyses revealed that parental enrollment in Medicaid was 
associated with a 29 percentage point higher probability that their child received an annual 
WCV (95% confidence interval: 11 to 47 percentage points, P = .002).
CONCLUSIONS: In our study, we demonstrate that Medicaid expansions targeted at low-income 
adults are associated with increased receipt of recommended pediatric preventive care 
for their children. This finding reveals an important spillover effect of parental insurance 
coverage that should be considered in future policy decisions surrounding adult Medicaid 
eligibility.
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What’s Known on This Subject: Cross-sectional 
studies have revealed inconsistent relationships 
between parental insurance coverage and children’s 
health care use. To our knowledge, no studies have 
investigated the link between parental insurance 
and pediatric care by using more robust quasi-
experimental methods.

What This Study Adds: We found that parental 
Medicaid enrollment is associated with a 29 
percentage point higher probability that low-
income children received annual well-child visits, 
highlighting a link between parents’ Medicaid 
coverage and their children’s health care use.
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Since the passage of the Affordable 
Care Act (ACA), 31 states and the 
District of Columbia have expanded 
Medicaid to adults earning <138% 
of the federal poverty level (FPL).‍1 
Medicaid expansions have been 
shown to increase preventive care 
use, improve health outcomes, 
and reduce the financial burden of 
obtaining care.‍2‍‍–5 The authors of 
several studies have also identified 
potential spillover effects in which 
increases in adult Medicaid coverage 
indirectly affect health care use in 
other populations, for example, by 
increasing insurance enrollment 
among children and improving family 
financial standing.‍5‍–‍7

One important but understudied 
effect of expanding access to health 
insurance for parents is its impact 
on well-child visit (WCV) use 
among children. Recommended 
annually for children 3 years of age 
and older, and more frequently for 
infants and toddlers,​‍8 WCVs serve 
as the primary platform for growth 
and developmental screening, 
vaccination, and provision of 
anticipatory guidance. Children who 
receive WCVs are more likely to 
complete immunization schedules 
and are less likely to have avoidable 
hospitalizations.‍9,​‍10 WCV use in the 
United States has been persistently 
suboptimal, particularly among racial 
and ethnic minorities and in low-
income families.‍11

Although the authors of previous 
studies have shown that parental 
health care use is correlated with 
children’s receipt of care,​‍12‍‍–‍15 
evidence regarding the relationship 
between parental insurance coverage 
and pediatric care use is mixed. The 
authors of several cross-sectional 
studies found a positive correlation 
between parents’ insurance status 
and children’s health care use in 
primarily low-income families,​16‍–‍18  
whereas analyses in mixed income 
populations did not.‍14,​‍15 A limitation 
of cross-sectional analyses is that 
insured and uninsured adults differ 

in unobserved ways that may be 
related to their child’s use of care, 
potentially biasing the estimated 
relationship between these 
variables.19

To address this bias, we used a 
quasi-experimental design that 
leveraged state-level variation in 
adult Medicaid eligibility over the 
period from 2001 to 2013 to assess 
the relationship between parents’ 
Medicaid coverage and children’s 
receipt of annual WCVs. Our findings 
reveal how changes in federal and 
state policies that affect Medicaid 
coverage for adults could indirectly 
affect low-income children’s use of 
recommended primary care services.

Methods

Data Sources

We analyzed data from the 2001–
2013 Medical Expenditure Panel 
Surveys (MEPS) linked to state 
Medicaid eligibility criteria from 
the Kaiser Family Foundation and 
county-level characteristics from 
the Area Health Resources File. The 
MEPS is a nationally representative 
survey of the noninstitutionalized 
US population and includes detailed 
information about family structure 
and demographic characteristics, 
health insurance status, and health 
care use.‍20

Our analytic sample consisted of 
children ages 2 through 17 linked 
to their biological, step, or adoptive 
parents living in the same household 
during the calendar year. We first 
selected children ages 2 through 17 
living in the household the entire 
year. We then linked each child to a 
parent or guardian (age 20–64) living 
in the household for the full year. 
Consistent with previous research, 
preference was given to the selection 
of the mother if more than 1 parent 
in the household was surveyed.‍15

Because Medicaid eligibility rules 
differ for pregnant women, we 
excluded children whose mothers 

met inclusion criteria but were 
pregnant at any point during the 
calendar year. Because pregnancy 
status was not uniformly reported in 
all years of the MEPS, we identified 
pregnant women as having either a 
child born in the same calendar year 
or by September of the next calendar 
year, or as having any pregnancy-
related inpatient visits over the same 
period. This measure was highly 
correlated with pregnancy status for 
the years in which this variable was 
included in the MEPS (Supplemental 
Table 5).

Consistent with the methods in 
previous studies,​‍16‍–‍18 our primary 
analyses were focused on low-income 
families, defined as those with 
incomes <200% of the FPL.

Measures

Outcome: WCV Use

We assessed whether a child received 
at least 1 WCV in the calendar year. 
WCVs were defined as outpatient 
visits for a “well-child examination,​”  
for a “general checkup,​” or for 
“immunization or shots” for children 
<17.‍21 We controlled for changes in 
the recommended WCV schedule 
over time (such as introduction of 
annual visit requirements for 7- and 
9-year-olds in 2007) by including 
year fixed effects in regression 
analyses.‍8

State-Level Medicaid Eligibility for 
Parents

We obtained state Medicaid 
eligibility thresholds from 2000 
through 2012 from the Kaiser 
Family Foundation’s surveys of state 
Medicaid programs.‍22‍‍‍‍‍‍‍–‍32 Because 
states may change their Medicaid 
eligibility limits at different points in 
a year, we used income thresholds 
from the preceding year in all 
regression analyses. Thresholds 
were based on eligibility criteria for 
unemployed parents with dependent 
children, reflecting (if applicable) the 
higher income limits allowed under 
federal expansion waivers, and were 
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expressed in percentage points of the 
FPL.‍33 We used linear interpolation 
to approximate thresholds in years in 
which data were not reported (2002, 
2007, and 2010).

Parental Enrollment in Medicaid

We constructed a binary indicator 
for whether an adult had Medicaid 
coverage at any point in the study 
year.

Covariates

In our primary analyses, we 
controlled for parental, family, child, 
and county-level characteristics 
that are associated with children’s 
health care use.‍11,​‍16‍–‍18,​21 Parental 
characteristics included age, sex, 
race, Hispanic ethnicity, comfort 
speaking English, education, and 
smoking status. Family level variables 
were total income, size, and parental 
structure (mother and father both 
present in household versus not). We 
additionally controlled for the child’s 
age and sex, the density of physicians 
in the patient’s county (total active 
MD physicians divided by the county 
population), the county-level poverty 
rate, and an indicator for whether the 
family lived in an urban area (defined 
as a Metropolitan Statistical Area).

Statistical Analyses

We first examined the association 
between the changes in a state’s 
parental Medicaid eligibility 
thresholds and WCV receipt. 
Specifically, we estimated a 
multivariable logistic regression 
model in which our outcome was 
the probability that a child received 
at least 1 WCV during the year by 
using parental Medicaid eligibility 
thresholds (lagged by 1 year) as the 
main independent variable. In this 
intention-to-treat framework, we 
used within-state changes in the 
Medicaid eligibility threshold for 
parents as the exposure of interest. 
The models controlled for state and 
year fixed effects, in addition to the 
covariates described above. We ran 

models for our full sample of parent-
child dyads (the unit of analysis) 
and stratified by category of family 
income (<100% of the FPL and 100% 
of the FPL to <200% of the FPL). We 
used these regression analyses to 
estimate the change in probability 
of receiving a WCV because of state 
Medicaid expansions for adults, 
holding all other covariates at their 
sample means.

We then examined the relationship 
between a parent’s enrollment 
in Medicaid and WCV usage by 
using an instrumental variable (IV) 
analysis. This approach addresses 
bias from unmeasured factors that 
could impact a parent’s insurance 
status and their children’s health 
care use by using within-state 
changes in Medicaid eligibility 
for parents as an instrument for 
parental Medicaid enrollment. We 
estimated a binary probit model for 
the probability that a child received a 
WCV as a function of his/her parent’s 
Medicaid enrollment status, which 
we instrumented by using within-
state changes in Medicaid eligibility 
thresholds for parents. Our IV models 
controlled for state fixed effects, 
year fixed effects, and the covariates 
described above (see Supplemental 
Information for details). By using 
these models, we calculated a 
predicted change in the probability 
that a child would receive a WCV if 
their parent enrolled in Medicaid, 
holding all covariates at the sample 
means. The IV models were run on 
our full sample of families and by 
stratum of family income.

We performed 4 sensitivity analyses. 
First, because a child’s insurance 
status may change in response 
to changes in parental access to 
insurance‍34 (eg, “welcome mat” 
effects), and because children’s 
insurance status is known to be 
an independent determinant of 
health care use,​‍11,​‍16,​‍18 we ran 
models additionally controlling for 
the child’s Medicaid or Children’s 
Health Insurance Program (CHIP) 

status to determine if our findings 
could be explained by changes in 
children’s health insurance status. 
Second, because states may also 
undergo concurrent expansions in 
children’s Medicaid eligibility over 
time, which could in turn affect 
child insurance coverage status, we 
repeated our analyses for a subgroup 
of 29 large states (with observable 
state identifiers in the MEPS) whose 
income thresholds for child Medicaid 
or CHIP programs were consistently 
≥200% of the FPL during the study 
period. In these states, low-income 
children in our cohort would have 
remained consistently eligible for 
Medicaid, further isolating the impact 
of parental Medicaid expansions on 
WCVs.

Third, we limited the study period 
to 2001 to 2009 to ensure that our 
results were not driven by the ACA’s 
introduction of regulations requiring 
insurer coverage of preventive 
health care services. Fourth, we 
reestimated our models for families 
with incomes ≥400% of the FPL. 
Because we expected parents in these 
families to be relatively unaffected by 
Medicaid expansions, this serves as 
a falsification test (eg, we would not 
expect to see an impact of increasing 
parental Medicaid eligibility on 
children’s WCV receipt for this higher 
income sample).

We used family survey weights 
provided in the MEPS and variance 
estimates that accounted for 
clustering of observations at the state 
level. This study was approved by 
the institutional review board of the 
Johns Hopkins School of Medicine.

Results

Our analytic sample consisted of 
50 622 parent-child dyads across 
the 13 study years, representing 
266 557 804 weighted pairs through 
the study period (‍Table 1). Slightly 
less than half of the dyads (44.7%) 
had incomes <100% of the FPL. The 
mean age of children was 9.3 years, 
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and the mean age of linked parents 
was 35.8 years. The majority of 
parents were white (72.5%), non-
Hispanic (67.4%), and had earned 
at least a high school diploma or 
general education diploma (67.0%). 
The majority of dyads consisted of 
children linked to mothers (95.4%).

At the beginning of the study period 
(2001), mean adult Medicaid 
eligibility (weighted for the 
population across states in our 
sample and lagged by 1 year) for 
unemployed parents was 73.5% of 
the FPL, and increased to 107.7% 
of the FPL by 2013 (Supplemental 
Table 6). The proportion of states 
with parental Medicaid eligibility 
limits ≥200% of the FPL increased 
from 7.8% to 29.4% over the study 
period (Supplemental Table 6). The 
percentage of children in our sample 
receiving an annual WCV increased 
from 32.7% in 2001 to 47.9% in 2013 
(‍Table 2).

In the intention-to-treat analysis, 
we found that a 10-point absolute 
increase in a state’s adult Medicaid 
eligibility threshold (relative to the 
FPL) was associated with a 0.27 
percentage-point increase in the 
probability that low income children 
received an annual WCV (95% 
confidence interval [CI]: 0.058 to 0.48 
percentage points, P = .012; ‍Table 3).  
In stratified analyses, changes in 
adult Medicaid eligibility thresholds 
were positively associated with 
WCV use for families with incomes 
100% of the FPL to <200% of the 
FPL (0.38 percentage points, 95% 
CI: 0.10 to 0.66 percentage points, 
P = .008) and was positively but not 
significantly related to WCVs in the 
lowest (<100% of the FPL) income 
group (0.13 percentage points, 95% 
CI: −0.11% to 0.36% points, P = .284) 
(‍Table 3).

In IV analyses, we found that parental 
Medicaid enrollment was associated 
with a 29 percentage-point (95% 
CI: 11 to 47 percentage points; P = 
.002) increase in the probability that 
their child would have a WCV (‍Table 

4). This relationship was strongest 
in families with incomes 100% to 
<200% of the FPL. For these families, 
there was a 45 percentage point 
higher probability that a child would 
have a WCV if a parent was enrolled 
in Medicaid compared with the 
parent not being enrolled (95% CI: 
17 to 73 percentage points, P = .002). 
The relationship remained positive, 
but was not statistically significant, in 
the <100% of the FPL income group 
(11 percentage points, 95% CI: −7.4 

to 30 percentage points, P = .237) 
(‍Table 4).

In sensitivity analyses (summarized 
in Supplemental Table 9), controlling 
for child Medicaid and/or CHIP 
enrollment did not significantly 
affect our results, revealing that 
parental Medicaid enrollment 
affects WCV use independently of 
children’s insurance status. Limiting 
our analysis to large states in which 
child eligibility for Medicaid and 
CHIP remained ≥200% through the 
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TABLE 1 �Primary Sample Characteristics

% of Na,​b

Child sex
  Male 51.5
  Female 48.5
Child age in y (mean) 9.30
Child age in y, categories
  2–6 31.8
  7–11 32.9
  12–17 35.3
Parent sex
  Male 4.6
  Female 95.4
Parent age in y (mean) 35.8
Parental education
  Less than HS 33.0
  HS diploma or GED 35.6
  Any college 30.5
  Not specified 0.9
Parental race
  White 72.5
  Black 19.9
  Asian or Pacific Islander 4.7
  Other 2.9
Parental ethnicity Hispanic 32.6
Parent comfortable with English language 85.3
Parental smoking status
  Nonsmoker 70.0
  Current smoker 24.3
  Not specified 5.7
Family income (in dollars; mean) 24 593.61
Family income, percentage of the FPL
  <100% 44.7
  100% to <200% 55.3
Family size (no. of members)
  2 6.8
  3 15.6
  4 27.6
  5 24.3
  6 13.4
  7 or more 12.3
Parental structure
  Single parent 42.5
  Two parents 57.5

GED, general education diploma; HS, high school.
a N = 266 557 804 weighted dyads (50 622 unweighted dyads).
b Or mean as otherwise specified.
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study period revealed a positive 
relationship between parental 
Medicaid eligibility thresholds and 
WCVs for our primary analytic 
sample and a significantly positive 
relationship for a subset of this 
sample (families with incomes 

125%–200% of the FPL). Limiting 
our analysis to the pre-ACA 
period (2001–2008) also did not 
significantly affect our results. 
Finally, we did not find a significant 
association between parental 
Medicaid eligibility and WCVs in 

higher-income families (≥400% 
of the FPL), demonstrating that 
the effects of changes in Medicaid 
coverage were concentrated, as 
expected, among lower-income 
families.

Discussion

Leveraging 13 years of changes in 
state Medicaid eligibility for adults 
and performing an IV analysis, we 
found that increases in the income 
threshold for adult Medicaid 
eligibility were associated with a 
greater likelihood that children 
in low-income families received 
at least 1 annual WCV. With our 
results, we provide evidence of an 
independent relationship between 
parental Medicaid enrollment and 
children’s primary care use in low-
income families, and we illustrate 
the potential for adult Medicaid 
expansions to have positive spillover 
effects on children’s health care use.

We found the strongest relationship 
between adult Medicaid eligibility 
and WCVs in near-poor families 
(100% to <200% of the FPL). This 
likely reflects the fact that increases 
in parental Medicaid eligibility during 
the 2000s primarily affected families 
with incomes slightly >100% of the 
FPL, whereas states with the least 
generous Medicaid coverage for 
nonpregnant adults generally did 
not expand parental eligibility over 
the study period. Our analyses were 
therefore less able to detect effects 
of eligibility changes in the lowest-
income families.

Several mechanisms may underlie 
this spillover effect of parental 
Medicaid coverage on WCV receipt. 
One hypothesis, supported by the 
Behavioral Model of Health Services 
Use,​‍35 is that insurance enhances 
parents’ ability to navigate the health 
care system for themselves and 
for family members. This may lead 
to an increase in parental health-
seeking behaviors for their children 
(eg, scheduling WCVs). It may also 
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TABLE 2 �Proportion of Children Who Received a WCV, Overall and by Year

Year % Children With WCVa P b 

2001 32.7 <.001
2002 34.3
2003 34.6
2004 35.9
2005 35.8
2006 33.5
2007 35.1
2008 35.8
2009 39.5
2010 38.2
2011 41.1
2012 40.7
2013 47.9
All years 37.5

a Weighted percentage.
b Pearson’s χ2 test comparing outcome over years.

TABLE 3 �The Adjusted Association Between Changes in a State’s Medicaid Eligibility Threshold for 
Parents and Child’s Receipt of a WCV

Probability (95% CI)a Stratified Analysis by FPL Income Categories

<100% Probability (95% CI)a 100% to <200% 
Probability (95% CI)a

Parental Medicaid 
eligibility 
thresholdb

0.27 (0.058 to 0.48) 0.13 (−0.11 to 0.36) 0.38 (0.10 to 0.66)

Results represent the change in predicted probability of a WCV for every 10 percentage-point increase in the state parental 
eligibility threshold. Estimates are from a multivariable logistic regression of WCV receipt on Medicaid eligibility threshold. 
In addition to state and year fixed effects, covariates in the model included child sex, child age (y), parent sex, parent 
age (y), parent race, parent ethnicity, parent English-speaking status, parental smoking status, parental education level, 
parental structure of household, family income, family size, county poverty rate, county physician density, and county 
Metropolitan Statistical Area Status.
a Marginal predicted probability expressed in percentage points, calculated at the means of all other variables in model.
b In 10 percentage-point increments of FPL.

TABLE 4 �The Adjusted Association of Parental Medicaid Enrollment With Child’s Receipt of WCV (IV 
Analysis): Results Represent the Increased Probability of a WCV for a Child Whose Parent is 
Enrolled in Medicaid

Probability (95% CI)a Stratified Analysis by FPL Income Category

<100% Probability (95% CI)a 100%–<200% Probability 
(95% CI)a

Parental Medicaid 
enrollment

29 (11 to 47) 11 (−7.4 to 30) 45 (17 to 73)

Results represent the increased probability of a WCV for a child whose parent is enrolled in Medicaid. Estimates are 
from multivariable probit regression of WCV receipt on instrumental parental Medicaid enrollment. In addition to state 
and year fixed effects, covariates in the model included child sex, child age (y), parent sex, parent age (y), parent race, 
parent ethnicity, parent English-speaking status, parental smoking status, parental education level, parental structure of 
household, family income, family size, county poverty rate, county physician density, and county Metropolitan Statistical 
Area Status.
a Marginal predicted probability expressed in percentage points, calculated at the means of all other variables in model.
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function through a welcome mat 
effect in which eligible but previously 
uninsured children enroll in Medicaid 
after their parents gain coverage.‍6,​‍7,​‍34  
However, because our estimates 
were substantively unchanged 
after we controlled for children’s 
Medicaid and/or /State CHIP status, 
our analyses indicate that such a 
woodwork effect was not primarily 
responsible for changes in WCV use.

Another potential mechanism is that 
parental Medicaid coverage may 
improve families’ financial standing, 
freeing up resources to provide 
preventive services for children. 
Low-income families who enroll in 
public insurance have decreased out-
of-pocket medical spending and a 
reduced likelihood of bankruptcy.‍5,​‍36 
Studies have revealed that children’s 
health care use is sensitive to out-
of-pocket costs, particularly in low-
income families.‍37,​‍38

Our study has several limitations. 
First, our conclusions are not derived 
from a randomized controlled trial 
of Medicaid enrollment; however, 
we use a quasi-experimental design 
that leverages plausibly exogenous 
state-level policy changes to isolate 
the effect of parental Medicaid 
enrollment on WCVs from other 
family and person-level determinants 
of this relationship. Second, our 
analyses may not isolate the impact 
of changes in parental Medicaid 
eligibility and coverage on WCVs if 
states contemporaneously expanded 
Medicaid eligibility or increased 
coverage generosity for children. To 
address this concern, we conducted 
a sensitivity analysis in which we 
limited our analytic sample to states 
with CHIP or children’s Medicaid 
eligibility thresholds consistently 
>200% of the FPL. In this sensitivity 
analysis, we continued to find a 
positive relationship between 
parental eligibility for Medicaid and 
WCVs, particularly in near-poor 
families. Third, our study period 
encompasses several changes in 
the recommended WCV schedule, 

the introduction of the ACA’s 
requirement that insurance plans 
cover preventive services for 
children, and other efforts to increase 
pediatric preventive care.‍11 We 
incorporated year fixed effects into 
our models to control for temporal 
trends that may have resulted from 
these changes and verified that our 
results were unchanged when we 
limited the study period to years 
preceding these ACA mandates 
for pediatric care (2001–2009). 
Finally, many measures in the 
MEPS, including insurance status 
and health care use, are self-
reported and subject to recall and 
social desirability bias. However, 
respondents are aware that health 
care providers may be contacted to 
verify self-reported use, which may 
mitigate reporting error.‍15

These findings are of great 
significance given the current 
uncertainty surrounding the future 
of the ACA and Medicaid expansions 
authorized by the law. Our work 
highlights the potential for Medicaid 
expansions targeting low-income 
adults to mitigate disparities in the 
receipt of WCVs between low- and 
high-income families. Currently, 
19 states have not expanded adult 
Medicaid coverage to 138% of the 
FPL under the ACA. According to 
Current Population Survey data, ∼5.5 
million children in these 19 states 
live in families in which a parent 
would qualify for expanded Medicaid 
coverage. Our intention-to-treat 
estimates imply that the spillover 
effect of Medicaid expansion would 
result in ∼135 000 additional annual 
WCVs for low-income children in 
these 19 states (see Supplemental 
Information for calculation).

Likewise, our results reveal 
the potential for reductions in 
adult Medicaid coverage to have 
unintended spillover effects on 
children’s health care use. Recent 
proposals to reform the Medicaid 
program by using block grants or 
“per-capita caps” on federal financial 

support have raised the concern that 
states could curtail Medicaid benefits 
or eligibility, thereby significantly 
reducing parental enrollment.‍39,​‍40 
Given the evidence that increased 
access to pediatric care early in life is 
associated with improved health and 
lower hospital use in adulthood,​‍41‍–43 
changes in parental coverage may 
have long-term impacts on children 
that will be important to consider 
when modifying the Medicaid 
program.

Conclusions

In our study, we demonstrate that 
parental Medicaid enrollment is 
associated with increases in pediatric 
primary care use in low-income 
families. Given the suboptimal rates 
of WCV use in low-income families, 
our findings suggest that efforts to 
expand Medicaid for parents may 
help to promote their children’s 
receipt of recommended preventive 
care.
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Health Coverage for Parents and 
Caregivers Helps Children
Children’s healthy development depends to a large extent on the health and well-being of their parents and 
caregivers. Covering parents and caregivers helps children get the care and family financial stability they 
need to thrive.

Children’s positive development relies on healthy 
parents. Health coverage improves parents’ 
health and access to care.

zz Parent-child interactions are key to children’s healthy 

growth, including their brain development. Poor adult 

health associated with adverse childhood experiences 

cost the U.S. nearly $100 billion annually in expenses 

for cardiovascular care and more than $85 billion in 

mental health disorders.

zz Maternal depression, for example, has been shown 

to negatively impact young children’s cognitive 

and social-emotional development, as well as their 

educational and employment opportunities later 

on. More than half of infants born into poverty have 

a mother who is experiencing some depressive 

symptoms, yet these mothers have high rates of 

untreated depression due to barriers to successful 

treatment—including cost of care and lack of 

insurance. When Oregon extended access to Medicaid 

to adults, including parents, rates of depression 

decreased by 30 percent as a result of new coverage.

Covering parents provides financial security for 
the whole family. 

zz For millions of families, Medicaid is a lifeline that keeps 

them living above the poverty threshold: In 2010, 

Medicaid lifted an estimated 2.6 million to 3.4 million 

individuals out of poverty.

zz Medical bills have historically been a major cause of 

bankruptcy for families. Since more adults gained 

coverage under the Affordable Care Act, the share of 

low-income families having trouble paying medical 

bills decreased by almost 30 percent between 2011 

and the first half of 2016. 

zz In the Oregon Experiment, which used a lottery to 

determine randomly who would receive Medicaid, 

gaining Medicaid coverage led to significant 

reductions in out-of-pocket spending, borrowing 

money to pay bills, and the probability of having 

medical debt. In addition, catastrophic expenditures 

were nearly eliminated.

As parents gain health coverage, children are 
more likely to be covered as well.

Years of research show that extending health coverage to 

adults results in increased health coverage for children. 

Most uninsured children (62 percent) are eligible but not 

enrolled in Medicaid or the Children’s Health Insurance 

Program (CHIP). Their enrollment increases as their 

parents get covered.

zz Between 2013 and 2014, the first year of full 

implementation of the Affordable Care Act (ACA), 

children’s Medicaid and CHIP participation rates, the 

percentage of children eligible and enrolled, went 

up from 88.7 to 91 percent as more adults gained 

coverage through Medicaid or marketplaces. 
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zz States that expanded Medicaid to adults 

had higher children’s Medicaid/CHIP 

participation rates in 2014 (92 percent), 

compared to states that did not expand (89 

percent) that year. The 10 states with the 

largest participation gains for children all 

expanded Medicaid.

zz The reverse holds true as well: When 

parents lose coverage, children are at 

greater risk of becoming uninsured, even if 

they remain eligible for Medicaid and CHIP. 

For example, after Maine cut eligibility 

for parents in 2012, child enrollment 

dropped 13 percent among those in the 

same income bracket whose parents lost 

coverage. Children with uninsured parents 

have a greater risk of being uninsured, 

and are less likely to receive checkups, 

preventive care and other necessary health 

care services.

Fewer Uninsured Parents and Other Adults Thanks to  
ACA and Medicaid (Under Age 65)

Source: Urban Institute tabulations of 2008-2015 National Health Interview Survey data.

Notes: Parents are defined as adults ages 19 to 64 living with a biological child, adoptive child, 
or stepchild age 18 or under. Uninsured is at time of survey. All other adults age 19 to 64 are 
classified as childless.
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By Julie L. Hudson and Asako S. Moriya

Medicaid Expansion For Adults
Had Measurable ‘Welcome Mat’
Effects On Their Children

ABSTRACT Before the implementation of the Affordable Care Act (ACA),
most children in low-income families were already eligible for public
insurance through Medicaid or the Children’s Health Insurance Program.
Increased coverage observed for these children since the ACA’s
implementation suggest that the legislation potentially had important
spillover or “welcome mat” effects on the number of eligible children
enrolled. This study used data from the 2013–15 American Community
Survey to provide the first national-level (analytical) estimates of
welcome-mat effects on children’s coverage post ACA.We estimated that
710,000 low-income children gained coverage through these effects. The
study was also the first to show a link between parents’ eligibility for
Medicaid and welcome-mat effects for their children under the ACA.
Welcome-mat effects were largest among children whose parents gained
Medicaid eligibility under the ACA expansion to adults. Public coverage
for these children increased by 5.7 percentage points—more than double
the 2.7-percentage-point increase observed among children whose parents
were ineligible for Medicaid both pre and post ACA. Finally, we estimated
that if all states had adopted the Medicaid expansion, an additional
200,000 low-income children would have gained coverage.

I
nsurance coverage has increased dra-
matically for low-income Americans
since the implementation of the Afford-
able Care Act (ACA) in 2014.1 This in-
cludes gains among low-income chil-

dren, most of whom were already eligible for
public coverage through Medicaid or the Chil-
dren’s Health Insurance Program (CHIP) before
the ACA’s passage in 2010. Between 2013 and
2015, the percentage of children younger than
age eighteen who were uninsured in families
with incomes below 100 percent and between
100 percent and 199 percent of the federal pov-
erty level fell by 3.4 and 3.9 percentage points,
respectively, according to the National Health
Interview Survey (NHIS).1 While the decline in
uninsurance for children was smaller in magni-
tude than the decline precipitated by the ACA for

adults, coverage effects among low-income
children in this period were notable because
such children experienced very few changes in
eligibility when ACA provisions were imple-
mented in 2014. This suggests that the ACA po-
tentially had important “spillover” or “welcome
mat” effects, whereby new ACA policies led to an
increase in public insurance among children
who were already eligible for but not enrolled
in public coverage.
Welcome-mat effects could exist among pub-

licly eligible children for several reasons. The
ACA was associated with significant outreach
at both the federal and state levels to advertise
new insurance affordability programs, to inform
people about insurance coveragemandates (and
penalties for those who do not obtain coverage),
and to promote the benefits of enrolling in and
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maintaining insurance coverage over time.
Large-scale marketing efforts could lead to in-
creased enrollment among the already eligible
population by decreasing the stigma of public
coverage or by encouraging families to cover
their children continuously, instead of waiting
for a medical event. Outreach could also work to
educate familieswhowere previously unaware of
their children’s eligibility for public insurance.
In addition, several policieswere implemented

as part of the ACA to reduce hurdles and to
simplify application and eligibility determina-
tion processes. The ACA required states to adopt
the use of Modified Adjusted Gross Income
(MAGI) when determining eligibility for Medic-
aid, CHIP, and subsidies for private coverage
through insurance Marketplaces. This removed
the wide variation in income-counting methods
used before the implementation of the ACA to
determine eligibility across states and across
programs within states. States also adopted
“nowrongdoor”policies, underwhich eligibility
is determined for each applicant for all three
programs, regardless of which program they ap-
ply for. When combined with outreach efforts,
these factors can work to increase enrollment of
already eligible children by first attracting fami-
lies to seek insurance coverage through Medic-
aid, CHIP, or the Marketplace and then by
funneling children and their parents into the
correct program or programs. Similar factors
were credited for large increases in enrollment
among Medicaid-eligible children when states
implemented CHIP between 1997 and 2000.2,3

Finally, although the ACA did little to change
eligibility for public programs for already eligi-
ble children, parents of such children were
among the populations targeted for Medicaid
expansions to adults and subsidized Market-
place coverage. In sixteen of the twenty-six states
that expanded Medicaid coverage to adults, the
Medicaid eligibility threshold of 138 percent of
poverty implemented as part of the ACA was
larger than the Medicaid threshold applicable
to parents before the ACA, and in ten states it
represented an increase ofmore than50percent-
age points.4 Among low-income parents who re-
mained ineligible for Medicaid under the ACA,
many became eligible for subsidized Market-
place coverage. In the first year of the ACA,
parents with dependent children accounted for
a quarter of all adults gaining insurance cover-
age, with increases occurring in both public and
private coverage.5

Prior researchhas shown strong links between
children’s health insurance coverage and their
parents’ coverage and public insurance eligibili-
ty status. Some of these studies found that
children were more likely to be insured when a

parent was insured and that take-up ofMedicaid
among already eligible children increased dur-
ing prior Medicaid expansions to parents.6–9

Children were also more likely to maintainMed-
icaid coverage over time if their parents were
either enrolled in or eligible for the same public
program.10,11

Considered together, these factors identify
three potentially different sources for wel-
come-mat effects among already eligible chil-
dren: generalACAeffects associatedwith thevast
rollout of new health policies (including the in-
surance mandate); expansion policy effects as-
sociated with the potential for additional invest-
ment in outreach and coordination that may
have occurred in expansion states; and parental
effects associatedwith joint parent-child eligibil-
ity for and coverage by Medicaid.
To date, much of the discussion on post-ACA

coverage effects has focused on the first two
sources above. We hypothesize, however, that
when considering welcome-mat effects among
children, it is equally important to consider
the third.When the ACA was implemented, par-
ents experienced a wide range of Medicaid eligi-
bility pathways. Many parents gained eligibility
forMedicaid in states that adopted theMedicaid
expansion to adults, while many others living in
nonexpansion states remained ineligible for
Medicaid both before and after the ACA. Perhaps
less well known, however, is that a sizable num-
ber of parents living in both expansion and non-
expansion states had been eligible for Medicaid
even before the ACA and remained eligible after
its implementation. Prior research found that
public coverage increased among Medicaid-
eligible children as a result of Medicaid expan-
sions to parents in the 1990s.7,8 Those findings
suggests that coverage effects for children under
the ACA could differ depending onwhether their
parents gained Medicaid, had always been eligi-
ble for Medicaid, or had never been eligible.
Several studies have addressed welcome-mat

effects in Medicaid coverage under the ACA. De-
scriptive work observing data trends has shown
strong evidence of these effects, with the per-
centage of childrenwhoareuninsured at historic
lows12 and greater improvements in coverage
seen among low-income children and children
living in expansion states.13–15 Two analytic stud-
ies provide evidence of welcome-mat effects un-
der the ACA. The first studied the broader popu-
lationof all nonelderly individuals and identified
the relative impact that different ACA policies
(such as the coveragemandate,Medicaid expan-
sion, and subsidies for Marketplace coverage)
had on coverage increases observed between
2012 and 2015.16 The second focused on a more
narrow population of publicly eligible children
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living in California counties selected for an early
rollout of the ACA Medicaid expansion.17 But to
our knowledge, no analytic studies have mea-
sured ACA welcome-mat effects for the popula-
tion ofMedicaid-eligible children at the national
level, identified the effect that ACA Medicaid
expansions to adults who are parents has had
on their children’s enrollment, or attempted to
differentiate across the various sources of ACA
welcome-mat effects.
This article fills that void in the literature, ob-

serving changes in public coverage before and
after the implementation of the ACA for the pop-
ulation of children already eligible for Medicaid
and identifying the sources of those changes in
the first and second years of the program, while
controlling for a wide set of factors relevant to
enrollment decisions. As policy makers deter-
mine the future of US health policy, disentan-
gling and quantifying these separate effects can
help inform children’s health policy and budget
decisions at both the state and federal levels.

Study Data And Methods
Data Sample We used 2013–15 data from the
AmericanCommunity Survey (ACS), a nationally
representative, cross-sectional survey of the US
population containing rich information on indi-
viduals’ demographic and socioeconomic char-
acteristics. Conducted by the Census Bureau, the
ACS is the largest household survey in theUnited
States and releases timely estimates, providing a
unique advantage as we studied small subgroups
of children across all states through 2015, the
second year of ACA implementation. The anal-
yses used ACS weights and balanced repeated
replication for standard errors. All results re-
ported in the textweresignificantat the5percent
level or higher.
Our sample comprised nondisabled, citizen

children ages 0–18 who were eligible for Medic-
aid (including Medicaid-expansion CHIP) in
both the pre- and post-ACA periods. These
“already eligible” children faced no changes in
their owneligibility over the timeperiod studied.
Because a primary focus of our analysis was to
measure the impact of the ACA’s adult Medicaid
expansion on children’s coverage, we limited the
sample to children in families with incomes be-
low 138 percent of poverty with a parent present.
We also excluded married minors, children with
Medicare coverage, and children eligible for sep-
arate (as opposed toMedicaid-expansion) CHIP.
Separate CHIP–eligible children below 138 per-
cent of poverty in 2013 became eligible for CHIP-
funded Medicaid under the ACA and may have
exhibited different patterns of enrollment as
they transitioned between the two programs.

Our final sample contained 345,207 observa-
tions, representing 21.0 million children, or
84 percent of all children below 138 percent of
poverty in the ACS. Additional details are avail-
able in the online Appendix.18

Medicaid-eligible children were categorized
into three mutually exclusive groups based on
the Medicaid eligibility of their parents: “parent
always Medicaid eligible,” “parent newly Medic-
aid eligible,” and “parent never Medicaid
eligible.” Children in the “parent always Medic-
aid eligible” category had parents who were
Medicaid eligible in both the pre- and post-
ACA periods. “Parent newly Medicaid eligible”
contained children whose parents were Medic-
aid eligible only in the post-ACA period. Finally,
children whose parents were ineligible for Med-
icaid in both periods were defined as “parent
never Medicaid eligible.” Medicaid eligibility
for parents included eligibility through pro-
grams that predated the ACA (traditional Medic-
aid and Medicaid family expansions) as well as
adult eligibility gained through the ACA Medic-
aid expansion.
The never eligible category includes a small

number of children whose parents were eligible
for Medicaid in the pre-ACA period and lost eli-
gibility in the post-ACA period. It also includes
parents whomay have become eligible for subsi-
dized Marketplace coverage under the ACA.
Our results were not sensitive to alternative
treatments of these cases. Each child’s expan-
sion-state status was measured as of July 1, sepa-
rately for 2014 and 2015. (More details on
sensitivity tests and expansion-state status are
in the Appendix.)18

Eligibility Simulation Eligibility for Medic-
aid was simulated by comparing family-level in-
come in the American Community Survey inter-
view year to the ACA and state-specific income
eligibility thresholds applicable in 2013,19 2014,4

and 2015.20 Children’s eligibility was calculated
using age-specific MAGI-converted thresholds
forMedicaid basedon2013 rules. To standardize
eligibility determinations over the sample peri-
od, we used the 2013 state-reported MAGI-
converted thresholds for both parents and
children.
Model We used triple-difference linear proba-

bility models to identify welcome-mat effects,
observing public coverage among Medicaid-
eligible children before and after the implemen-
tation of the ACA while controlling for parental
Medicaid eligibility, expansion-state status,
state fixedeffects, andawide rangeof individual-
and family-level characteristics (for the child:
age, sex, race, and Hispanic origin; for the par-
ent: employment, education, and citizenship).
Insurance was measured using mutually exclu-
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sive categories in the following hierarchical or-
der: any public coverage, only private coverage,
and uninsured. Results were derived using two
separatemodels that bothdesignated2013 as the
base year (pre-ACA) and then used 2014 and
2015, respectively, as the post-ACA year. Results
were not sensitive to a specification that com-
bined 2013–15 into a single model, as shown in
the Appendix.18

Limitations Our study had the following lim-
itations. First, eligibility for public programs is
not available in survey data and thus was simu-
lated. We were unable to simulate changes in
Medicaid eligibility that would have resulted
from the transition to MAGI income-counting
rules under the ACA or to accurately identify
parents who would have been eligible for Mar-
ketplace subsidies. More discussion of these is-
sues is in the Appendix.18 Second, as is common
with difference models, we could not be certain
that year effects did not pick up additional
factors beyond the implementation of the ACA.
Finally, prior research has raised concerns that
some ACS respondents may misreport public
coverage as private.16 To address this point, we
supplemented our analysis with results for the
uninsured, thought to be a more reliable ACS
measure, and we relied on consistent patterns
in reporting of public/private coverage in the
ACS during the sample period 2013–15.

Study Results
Already Eligible Children By Parental Eli-
gibility For Medicaid At the time of ACA imple-
mentation in 2014, 21.0 million nondisabled,
citizen children living in families with incomes
below 138 percent of poverty were already eligi-
ble for Medicaid and faced no changes in eligi-
bility for public coverage between the pre- and

post-ACA periods (Exhibit 1). Already eligible
children were split relatively evenly across ex-
pansion and nonexpansion states, but greater
variationwas observed across parental eligibility
categories. Among already eligible children,
57.5 percent had parents who were also eligible
for Medicaid both before and after ACA imple-
mentation. These children lived in both expan-
sion and nonexpansion states but were far more
prevalent in expansion states (8.6 million com-
pared to 3.5 million).
The remaining 42.5 percent (8.9 million) of

already eligible children below 138 percent of
poverty had parents who were not eligible for
Medicaid before the ACA. Of these children,
2.1 million lived in expansion states and had
parents who became newly eligible through
the ACA’s Medicaid expansion to adults. The
other 6.8 million of these children lived in non-
expansion states and had parents who were
never eligible for Medicaid.
Trends In Public Coverage Among Already

Eligible Children Public coverage among our
sample of already eligible children increased sig-
nificantly between 2013 and 2015 (76.5 percent
to 79.8 percent; see Exhibit 2, alongwith Appen-
dix Exhibit A3 for standard errors).18 Children
living in expansion states experienced higher
rates of public coverage (both pre and post
ACA) and displayed a greater boost in coverage
after the ACA (see Appendix Exhibits A2 and
A3).18 These national-level (and state/expan-
sion-level) trends mask significant differences
that occurred at the family level based on wheth-
er a child’s parents were newly, always, or never
eligible for Medicaid. Although public coverage
increased between 2013 and 2015 for all chil-
dren, regardless of their parents’ eligibility,
those with always eligible parents had signifi-
cantly higher coverage rates both before and af-

Exhibit 1

Characteristics of the sample population of low-income, nondisabled, citizen children already eligible for Medicaid, by
parental eligibility category, 2013–15

Population of children

Alla By state expansion status Parent eligibility

No. % Expansiona Nonexpansiona Pre ACA Post ACA
Children already eligible for Medicaid 21.0 100.0 10.7 10.3
By parental eligibility category
(pre/post ACA)
Parent always Medicaid eligible 12.1 57.5 8.6 3.5 Medicaid Medicaid
Parent newly Medicaid eligible 2.1 10.1 2.1 0.0 Ineligible Medicaid
Parent never Medicaid eligible 6.8 32.5 0.0 6.8 Ineligible Ineligible

SOURCE American Community Survey, 2013–15. NOTES Low-income (less than 138 percent of the federal poverty level), nondisabled,
citizen children (ages 0–18) simulated to be eligible for Medicaid using 2013 Modified Adjusted Gross Income (MAGI)-converted
thresholds. State expansion status was defined as of 2014. Estimates using 2015 expansion status are in the online Appendix
Exhibit A1; see Note 18 in text. aMillions.
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ter ACA implementation. And in a comparison of
differences over time, children with the largest
changes in public coverage between 2013 and
2015 (parent newly eligible: 5.6 percentage
points) experienced increases almost two times
as large as those with the smallest changes (par-
entnevereligible: 3.0percentagepoints) (Exhib-
it 2, alongwithAppendixExhibit A3 for standard
errors).18

Patterns of change also varied. Children with
always eligible parents experienced a relatively
constant rate of increase in public coverage be-
tween 2013 and 2015 (Exhibit 2). Children with
newly eligible parents had a greater boost in
coverage in the first year of ACA implementation
(2013–14), while children with never eligible
parents exhibited lagged effects, with greater
increases seen in the second year (2014–15).

Welcome-Mat Effects By Source Exhibit 3
presents the results fromourmodels ofwelcome-
mat effects that simultaneously accounted for
the implementation of the ACA, variation in pa-
rental eligibility for Medicaid, and state-level
adult Medicaid expansion policy. Welcome-mat
effects are presented as percentage-point
changes in public coverage rates between the
base year 2013 and end years 2014 and 2015.
Our primary results are broken out by general
ACA effects (with 2013 as the base year) and
parental eligibility effects (with never eligible
as the base category). In our secondary model,
expansion policy effects can be observed by com-
paring children with always eligible parents
living in expansion and nonexpansion states.
(Full model results, including sample character-
istics of control variables, are available in the
Appendix.)18

In the first year of ACA implementation
(2014), welcome-mat effects were fully concen-
trated among children whose parents were also
eligible for Medicaid. Children with newly eligi-
ble and already eligible parents were 3.3 and
1.4 percentage points, respectively, more likely
to experience an increase in public coverage be-
tween 2013 and 2014 than children with parents
who were never eligible for Medicaid.
By the second year of ACA implementation

(2015), welcome-mat effects were more wide-
spread. Public coverage rates were 2.7 percent-
age points higher among all children in 2015
than in 2013, regardless of their parents’ eligi-
bility for Medicaid. Gains seen among children
with newly eligible parents in the first year of
implementation continued to outpace all others.
These children experienced an additional boost
in public coverage of 2.7 percentage points, for a
total of 5.4 percentage points between 2013 and
2015, resulting in 120,000 additional children
covered (see Appendix Exhibit A9).18

Exhibit 2

Changes in public coverage for low-income children already eligible for Medicaid, by
parental eligibility under the Affordable Care Act, 2013–15

SOURCE American Community Survey, 2013–15. NOTES Nondisabled, citizen children simulated to
be eligible for Medicaid using 2013 Modified Adjusted Gross Income (MAGI)-converted thresholds.
Public coverage measured at time of the interview. “Low-income” means income below 138 percent of
the federal poverty level. State expansion status was defined as of 2014. Estimates using 2015
expansion status are in online Appendix Exhibit A3; see Note 18 in text. aFor differences across time
within each category of parental eligibility; significantly different from 2013 (p < 0:01). bFor differ-
ences across time within each category of parental eligibility; significantly different from 2014
(p < 0:01).

Exhibit 3

Welcome-mat effects for children already eligible for Medicaid, by source, 2013 to 2014 and
2013 to 2015

Changea in any public coverageb

from 2013

Source of welcome-mat effectsc 2014 2015
General ACA effects 0.2 2.7***
Parental eligiblity effectsd

Parent never Medicaid eligible Base Base
Parent newly Medicaid eligible 3.3*** 2.7***
Parent always Medicaid eligible 1.4*** 0.5
In expansion statese 1.5*** 1.2**
In nonexpansion statese 1.2 −1.5

SOURCE American Community Survey, 2013–15. NOTES Low-income (less than 138 percent of
poverty), nondisabled, citizen children simulated to be eligible for Medicaid using 2013 Modified
Adjusted Gross Income (MAGI)-converted thresholds. aPercentage-point changes in any public
coverage obtained from difference in difference models that interact year and parental eligibility
of the sampled child. Ordinary least squares coefficients presented as percentage-point change.
bPublic coverage is measured at time of the interview. cWelcome-mat effects obtained from the
following variables: Year (general ACA effect), Year*Always, Year*Newly (parental eligibility
effects). dParental eligibility simulated using state-level MAGI-converted thresholds for 2013 and
post-ACA MAGI thresholds for 2014 and 2015. eWelcome-mat effects by expansion status
derived in a separate triple-difference model that controlled for state policy for ACA Medicaid
expansion to adults. **p < 0:05 ***p < 0:01
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By 2015 our primary model no longer exhib-
ited additional coverage effects for children
whose parents were already Medicaid eligible
before the ACA. However, once we controlled
for expansion state status, we found that chil-
dren with already eligible parents living in ex-
pansion states experienced an additional boost
of 1.2 percentage points, for a total of 3.9 per-
centage points compared to children with never
eligible parents. This resulted in 350,000 addi-
tional children being covered between 2013 and
2015 in expansion states (see Appendix A9).18

Their gains were also significantly larger than
those for children with already eligible parents
living in nonexpansion states (data not shown),
which suggests the presence of expansion policy
effects.
Using public coverage alone, we were unable

to distinguish between the relative sizes of the
welcome-mat effect for children whose parents
were newly eligible versus those with always eli-
gible parents living in expansion states. Howev-
er, corresponding changes in the percentage of
children uninsured and the percentagewith only
private coverage suggest that these two groups
experienced different coverage patterns under
the ACA (not shown, see Appendix Exhibit A8).18

Children with newly eligible parents were 4.1
percentage points less likely to be uninsured
than children with never eligible parents in
2015 than in 2013 but showed no significant
difference in private coverage over the same time
period. Alternatively, between 2013 and 2015,
children with always eligible parents in expan-
sion states were less likely than children with
never eligible parents to be uninsured (−3.0 per-
centage points) and to have private coverage

(−1.0 percentage points).
Impact Of Welcome-Mat Effects Quantify-

ing these effects (Exhibit 4), we estimated that
710,000 low-income children who were already
eligible for Medicaid before the ACA implemen-
tation gained public coverage between 2013 and
2015, despite having no changes in their own
eligibility. If nonexpansion states had adopted
the adult Medicaid expansion and experienced
similar effects to those in the model, we pre-
dicted that an additional 200,000 low income
children already eligible forMedicaid could have
gained public coverage by 2015.
A gain of 710,000 translates to 4.6 percent

nationwide growth in public coverage among
children in our sample, but increases varied sig-
nificantly when observed by parents’ eligibility
for Medicaid. Gains for already eligible children
with newly eligible parents (8.1 percent) were
more than twice the size of those experienced
by thosewithnever eligible parents (3.6percent)
(Exhibit 4). The growth in public coverage can
also be broken down into the relative impacts
from general ACA policies and parental eligibili-
ty effects.We estimated that by the second year of
ACA implementation, 76 percent of the increase
in public coverage among already eligible chil-
dren was the result of general ACA policies, and
24 percent was attributed to parental eligibility
(8 percent and 16 percent for newly eligible and
always eligible parents in expansion states; see
Appendix Exhibit A9 and discussion on pages 9–
10 of the Appendix).18

Sensitivity TestingOur resultswerenot sen-
sitive to a wide variety of specification tests
(available in the Appendix).18 These included
models that accounted for parents’ eligibility

Exhibit 4

Gains in public coverage under the Affordable Care Act, by parental eligibility and expansion status, for Medicaid-eligible,
nondisabled, citizen children in families with incomes up to 138 percent of poverty, 2013–15

Publicly insured Predicted additional
gainsa,d if all states
expanded Medicaid

Baseline,
2013a

Gains,
2013–15a,b Percent gainc

All Medicaid-eligible children 15.50 0.71 4.6% 0.20
By parental eligibility:
Parent never Medicaid eligible 4.40 0.16 3.6 0.16
Parent newly Medicaid eligible 1.48 0.12 8.1 –

e

Parent always Medicaid eligible 9.62 0.43 4.5 –
e

In expansion states 7.12 0.35 4.9 –
e

In nonexpansion states 2.49 0.08 3.2 0.04

SOURCES See below. NOTES aMillions. bObtained by multiplying population estimates (see Exhibit 1) by statistically significant relevant
coefficients shown in Exhibit 3 (and in Exhibit A9, column (d), in the online Appendix; see Note 18 in text). cObtained by dividing gains
(column 2) by the number of those publicly insured (column 1). dA gain for children with never eligible parents is obtained by multiplying
the population estimate by the estimated effect among children with newly eligible parents. A gain for children with always eligible
parents in nonexpansion states is obtained by multiplying the population estimate by the estimated effect for children with always
eligible parents in expansion states. eThere are no gains listed for these parental eligibility categories if additional states expand
Medicaid because all children in these rows live in states that have already expanded Medicaid.
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for Marketplace subsidies. Others tested the
treatment of states that in the pre-ACA period
had either already adopted generous (non-
ACA) parental Medicaid eligibility policies or
chosen to adopt the ACA adult Medicaid expan-
sion early.

Discussion
Our results showed clear evidence of welcome-
mat effects for children as the ACA was imple-
mented, measured as increased enrollment in
public coverage among children who were al-
ready eligible for Medicaid.We provide the first
national-level, analytical estimates for welcome-
mat effects among Medicaid-eligible children
and are the first to reveal that the parental eligi-
bility effects found in earlier Medicaid expan-
sions to parents were also present in the ACA
expansions. The largest effects in our sample
were found among children whose parents
gained eligibility for Medicaid through ACA-
related Medicaid expansions to adults. These
children had significant increases in both the
first (2014) and second (2015) years of ACA im-
plementation, outpacing coverage effects among
children in families without newly eligible par-
ents by more than double. Broader effects from
general ACA policies exhibited more of a lagged
pattern, with no significant effects found among
the entire population of children until the sec-
ond year of ACA implementation.
By 2015 the magnitude of ACA welcome-mat

effects on public coverage ranged from 2.7 to 5.4
percentage points, depending on children’s ex-
posure to expansion policies and parental eligi-
bility. The 5.4-percentage-point increase among
children with newly eligible parents aligned
perfectly with welcome-mat effects found for
children during the 1995–2002Medicaid expan-
sions to parents,7 which serves as additional evi-
dence of the strong link between children’s and
parents’ eligibility and coverage. Our overall

range was consistent with recent research that
focused on California during early ACA expan-
sions at the county level and that found public
coverage among low-income children increased
by approximately 3.2 percentage points.17 Our
estimates were also consistent with findings that
show that Medicaid coverage increased by 3.8
percentage points under the ACA in a broader
national-level population of nonelderly, previ-
ously eligible individuals.16

We also found measurable effects of the ACA
on overall insurance coverage. Insurance gains
were widespread by 2015. All Medicaid-eligible
children in our sample were less likely to be
uninsured, with the impact growing to −3.0 per-
centage points by the second year of ACA imple-
mentation (seeAppendix Exhibit A8).18 Children
with newly Medicaid-eligible parents had the
greatest improvements: Their likelihood of be-
ing uninsured dropped by 4.1 percentage points
between 2013 and 2015. Our primary results
showed little evidence that private coverage
was displaced by public coverage among our
sample ofMedicaid-eligible children (a phenom-
enon known as crowd-out). The one exception
was found for children with always eligible par-
ents in expansion states, whose 3.9-percentage-
point increase in public coverage by 2015 co-
incided with a 1.0-percentage-point decrease in
private coverage.
Our finding that enrollmenteffectswere larger

among children in families with joint parent/
child Medicaid eligibility speaks to the impor-
tance of factoring in family-level decision mak-
ing when crafting health policy. Consistent with
the literature, we found that children were more
likely to enroll in and retain public coverage
when a parent was eligible for or enrolled in
the sameprogram.9,11 Extending coverage to fam-
ilies versus individuals simplifies coverage and
access decisions for families and decreases hur-
dles associated with enrollment and renewal.
Policymakers recognized the importance of fam-
ily dynamics under the ACA, standardizing a
minimum Medicaid threshold of 138 percent
of poverty for all familymembers and transition-
ing separate state CHIP–eligible children below
138 percent of poverty into CHIP-funded Medic-
aid. Our results show that these efforts have
made a difference. However, with the future of
ACA-related programs currently under debate, it
is important to recognize that prior research also
predicts that the gains we found among Medic-
aid-eligible children could be lost if their parents
lose Medicaid eligibility or insurance coverage
(either public or private), even if there are no
changes to eligibility for children themselves.21

Identifying the presence of general ACA wel-
come-mat effects is also relevant for both current

Our findings speak to
the importance of
factoring in family-
level decision making
when crafting health
policy.
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and future policy. It highlights the importance of
accounting for the welcome-mat population in
fiscal planning and in the structure of funding
programs. For example, under the ACA, the rela-
tive cost to state and federal governments for
new enrollees varied by pre-ACA status. States
received a 100 percent federal match for newly
eligible adults, while lower pre-ACA match rates
applied to previously eligible adults and children
in thewelcome-mat population. And if insurance
coverage is correlated with access to and use of
services, state and local delivery systems should
be prepared for changes in demand for services
among both children and parents.
Future work on welcome-mat effects is war-

ranted.We restricted our analysis to the 21.0mil-
lion citizen children below 138 percent of pover-
ty whowere already eligible forMedicaid, to best
target the impact of joint parent/child Medicaid
eligibility. The overall welcome mat effect of the
ACA on already eligible children is likely to be
much larger when noncitizens and publicly eli-
gible children outside of our sample are consid-
ered. General ACAwelcome-mat effects are likely
to exist among noncitizen (1.0 million) and sep-
arate CHIP eligible (1.2 million) children below
138 percent of poverty as well as Medicaid- and

CHIP-eligible children above that income level
(14.4million citizen children). At higher income
levels, Marketplace policies and parental eligi-
bility for subsidized coverage could play a signif-
icant role in welcome-mat effects, just as adult
Medicaid expansionsdid inour low-incomesam-
ple. Finally, given the increase in welcome-mat
effects seen over time between the first and sec-
ond years of ACA implementation, it will be im-
portant to continue to observe children’s cover-
ageover time to see if additional gainsweremade
after 2015.

Conclusion
Several policy decisions are on the horizon
for children’s coverage, including the funding
of CHIP (2017); expiration of maintenance-of-
effort requirements for Medicaid and CHIP
(2019); and legislative changes to Medicaid,
CHIP, and components of the ACA. It is unclear
whether enrollment gains seen among Medic-
aid-eligible children would reverse if ACA
policies were rolled back—especially policies
affecting parental eligibility and coverage.None-
theless, our findings can informpolicymakers as
they craft future health care policy. ▪

An earlier version of this article was
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Health Economists, Sixth Biennial
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for Public Policy Analysis and
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official endorsement by the Department
of Health and Human Services or the
Agency for Healthcare Research and
Quality is intended or should be
inferred.
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QuickTake: Health Insurance Coverage for Children and 
Parents: Changes between 2013 and 2017

Michael Karpman and Genevieve M. Kenney
September 7, 2017

The health insurance coverage provisions of the Affordable Care Act (ACA) primarily targeted 
uninsurance among low-income nonelderly adults, including that of parents living with dependent 
children, which had far exceeded uninsurance among children before the ACA. Several ACA 
provisions were also expected to affect children’s coverage, and the expansion of coverage for 
parents was expected to have additional positive spillover effects on coverage for children who 
were already eligible for Medicaid or the Children’s Health Insurance Program, or CHIP (Aizer and 
Grogger 2003; Dubay and Kenney 2003; Ku and Broaddus 2000). Indeed, new research finds that 
Medicaid eligibility for parents was associated with greater coverage gains for children under the 
ACA (Hudson and Moriya 2017). The Urban Institute’s Health Reform Monitoring Survey (HRMS) is 
one of several surveys that found coverage gains for parents and children after the implementation 
of key ACA provisions in 2014 (Alker and Chester 2015; Gates et al. 2016; Karpman, Gates, et al. 2016; 
Karpman, Kenney, et al. 2016). Whether these improvements in health insurance coverage are 
sustained will depend on several important decisions facing policymakers this fall, including 
reauthorization of CHIP, passage of the fiscal year 2018 federal budget, and preparation for the 
upcoming Marketplace open enrollment period.

In this QuickTake, we provide updated estimates of changes in coverage for children ages 17 and 
younger and parents ages 18 to 64 who are living with dependent children through March 2017 
using data from the HRMS, including supplemental questions focused on children (HRMS-Kids). 
These estimates highlight the progress made in expanding coverage under the ACA and the risks of 
repeal and other policies that would reduce federal funding to provide health insurance for families 
with children. The data and methods used for this analysis are described in an earlier brief 
(Karpman, Kenney, et al. 2016), though estimates from that brief are not directly comparable to 
those from the current analysis because of changes in survey weighting procedures. 1

We find a 6.2 percentage point increase in the share of parents with coverage (at the time of the 
survey) and a 1.9 percentage point increase in the share of children with coverage between 
June/September 2013 and March 2017 (figure 1). The shares of parents and children who were 
insured for the full year before the survey increased 6.2 and 2.3 percentage points, respectively. 
These coverage gains were concentrated in 2014 and early 2015 after implementation of the ACA’s 
key coverage provisions and, consistent with data from the National Health Interview Survey, 
appeared to plateau by mid-2015 (Zammitti and Cohen 2017). Despite the larger coverage gains for 
parents, children remained more likely to have health insurance than parents in March 2017 (table 1).

We find a strong association between the coverage statuses of parents and children. Children with 
uninsured parents were significantly more likely to be uninsured than children whose parents had 
coverage. In March 2017, we find a 21.6 percent uninsurance rate among children with uninsured 
parents and a 0.9 percent uninsurance rate among children with insured parents (figure 2). Patterns 
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in children’s uninsurance by parental coverage status were similar to those found in 
June/September 2013.

These results highlight the sustained increase in health insurance coverage for parents and children 
after ACA implementation and the significant linkage between children’s coverage and their 
parents’ coverage. Additional findings from the March 2017 HRMS show that this increase in 
coverage among children and parents coincided with improvements in several measures of health 
care access and affordability (Karpman and Kenney 2017).

Efforts to repeal the ACA and reduce funding for Medicaid and CHIP threaten these recent gains in 
coverage and access to care for children and parents. For example, the American Health Care Act 
was projected to reduce coverage by 23 million—including an estimated 3 million children—by 2026 
relative to current law, primarily by lowering enrollment in Medicaid and nongroup coverage (Aron-
Dine 2017; CBO 2017). The president’s proposed budget for fiscal year 2018 included additional cuts 
to Medicaid beyond those in the American Health Care Act and would also cut funding for CHIP, 
which provided health insurance to nearly 9 million children at some point in 2016 (OMB 2017).2 If 
members of Congress do not reauthorize funding for CHIP by the end of September, states are 
projected to begin exhausting their federal funding for the program later this year (MACPAC 2017). 
Access to affordable coverage for parents and children may also be affected by other federal and 
state policies, particularly with respect to Medicaid. For instance, several states are seeking waivers 
to impose work requirements on Medicaid beneficiaries, which could reduce coverage for parents 
and their children.

Given the strong evidence base showing that health insurance coverage improves health care 
access and affordability and financial well-being, these reductions in coverage would expose many 
families to significantly higher health care costs and make parents and children more likely to forgo 
needed care (McMorrow, Gates et al. 2017; McMorrow, Kenney, et al. 2016; Finkelstein et al. 2012; 
Glied, Ma, and Borja 2017; Howell and Kenney 2012; Hu et al. 2016; Sommers, Blendon, and Orav 
2016; Wherry and Miller 2017).

Table 1. Health Insurance Coverage for Parents Ages 18 to 64 and Children Ages 17 and Younger, Table 1. Health Insurance Coverage for Parents Ages 18 to 64 and Children Ages 17 and Younger, 
June/September 2013 through March 2017June/September 2013 through March 2017

June/September 2013June/September 2013 March 2017March 2017

ParentsParents

Insured at time of surveyInsured at time of survey 83.2%83.2% 89.3%89.3% ******

Insured all of past 12 monthsInsured all of past 12 months 75.1%75.1% 81.3%81.3% ******

ChildrenChildren

Insured at time of surveyInsured at time of survey 94.8%94.8% 96.7%96.7% ******

Insured all of past 12 monthsInsured all of past 12 months 87.9%87.9% 90.3%90.3% ****

Sample size for parentsSample size for parents 4,8104,810 2,9772,977

Sample size for childrenSample size for children 5,1215,121 3,1533,153
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Source:Source: Health Reform Monitoring Survey, quarters 2–3 2013 through quarter 1 2017.Health Reform Monitoring Survey, quarters 2–3 2013 through quarter 1 2017.

Notes:Notes: Estimates are regression-adjusted.Estimates are regression-adjusted.

*/**/*** Estimate differs significantly from estimate for June/September 2013 at the 0.10/0.05/0.01 levels, using two-tailed tests.*/**/*** Estimate differs significantly from estimate for June/September 2013 at the 0.10/0.05/0.01 levels, using two-tailed tests.
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Notes

1 In January 2017, we reweighted all rounds of the HRMS from the first quarter of 2013 through the 
third quarter of 2016 because of a change to the Current Population Survey question on household 
Internet access that was used to create benchmarks for the original poststratification weights. 
Under the new procedure, the data are weighted to represent the nonelderly population’s lack of 
Internet access by age group (18 to 34, 35 to 44, 45 to 54, and 55 to 64 for adult weights; birth to 6, 7 
to 12, and 13 to 17 for child weights), based on benchmarks derived from a more stable set of 
questions on household Internet access from the American Community Survey. Other Current 
Population Survey and Pew Hispanic Survey questions used in the weighting process are 
unchanged. The transition to the updated weights has a small effect on national estimates. For 
instance, in the quarter 1 2016 round of the survey, the unadjusted estimated uninsurance rate is 
0.22 percentage points lower for children and 0.03 percentage points lower for parents under the 
new weights. The effect of reweighting on estimated changes in key outcomes over time is small 
because the new weighting procedure was applied to all previous rounds of the data. However, 
because of this change, estimates in this brief are not comparable to estimates in previous HRMS 
publications. In addition, the HRMS sample size was expanded to approximately 9,500 adults ages 
18 to 64 in March 2017, producing a sample size of over 3,000 children in the HRMS-Kids. In previous 
rounds, the HRMS sample size was about 7,500 adults, with approximately 2,400 children in the 
HRMS-Kids. ^

2 “Unduplicated Number of Children Ever Enrolled,” Centers for Medicare and Medicaid Services, 
accessed September 5, 2017; Edwin Park, “Trump Budget Cuts Medicaid Even More than House 
Health Bill, Showing Dangers of Per Capita Cap,” Off the Charts (blog), Center on Budget and Policy 
Priorities, May 23, 2017; Joan Alker, “Trump Budget Poses Even More Threats to Children’s Health,”
Say Ahhh! (blog), Georgetown University Center for Children and Families, May 23, 2017.^
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By Stacey McMorrow, Jason A. Gates, Sharon K. Long, and Genevieve M. Kenney

Medicaid Expansion Increased
Coverage, Improved Affordability,
And Reduced Psychological
Distress For Low-Income Parents

ABSTRACT Despite receiving less attention than their childless
counterparts, low-income parents also experienced significant expansions
of Medicaid eligibility under the Affordable Care Act (ACA). We used data
for the period 2010–15 from the National Health Interview Survey to
examine the impacts of the ACA’s Medicaid expansion on coverage, access
and use, affordability, and health status for low-income parents. We
found that eligibility expansions increased coverage, reduced problems
paying medical bills, and reduced severe psychological distress. We found
only limited evidence of increased use of care among parents in states
with the smallest expansions, and no significant effects of the expansions
on general health status or problems affording prescription drugs or
mental health care. Together, our results suggest that the improvements
in mental health status may be driven by reduced stress associated with
improved financial security from insurance coverage. We also found large
missed opportunities for low-income parents in states that did not
expand Medicaid: If these states had expanded Medicaid, uninsurance
rates for low-income parents would have fallen by an additional
28 percent.

W
hen the Affordable Care Act
(ACA) was passed in 2010,
it included aMedicaid expan-
sion that aimed to reduce un-
insurance among adults with

incomes at or below 138 percent of the federal
poverty level. However, the June 2012 Supreme
Court ruling inNational Federation of Independent
Business v. Sebelius made that expansion option-
al. As of April 2017, thirty-two states (including
the District of Columbia) had chosen to expand
eligibility for Medicaid under the ACA. Much
attentionhas been focusedonpotential coverage
gains for childless adults,1 but Medicaid eligibil-
ity for parents was also limited in many states
before passage of the ACA. Several states, includ-
ing Alabama, Arkansas, Louisiana, Missouri,
and Texas, had income eligibility thresholds be-

low 30 percent of poverty. As a result of this
limitedMedicaid eligibility in some states aswell
as other factors, over ten million parents were
uninsured in 2010.2 Studies have found signifi-
cant effects of previous Medicaid expansions on
parents’ coverage, access to care, use of services,
and mental health status,3–5 and those findings
suggest that uninsured parents are likely to ben-
efit from the ACA Medicaid expansions as well.
Furthermore, children may experience positive
spillover effects from their parents’ gains in cov-
erage and improved access to care, health, and
financial well-being.6,7

Parents with incomes at or below 138 percent
of poverty, but above their state’s pre-ACA Med-
icaid eligibility threshold, became newly eligible
for Medicaid coverage in states that opted to
participate in the ACAMedicaid expansion. Cov-
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erage options remained limited for low-income
parents in nonexpansion states, whereMedicaid
income eligibility thresholds were often well be-
low the poverty level (with an average threshold
of 52 percent of poverty). However, in non-
expansion states, parents with incomes of 100–
138 percent of poverty were eligible for federal
subsidies to purchase coverage in the health in-
surance Marketplaces, and in both expansion
and nonexpansion states parents who were al-
ready eligible for Medicaid may have had an in-
creased probability of enrollment after 2014 as a
result of publicity, outreach, and enrollment ef-
forts associated with the ACA expansions.
Strong and consistent evidence has emerged

that the ACA Medicaid expansions increased
Medicaid coverage and reduced uninsurance
rates for low-income adults.8–10 Several studies
have also found increases in access to care and
service use and reductions in out-of-pocket
spending.9,11,12 Descriptive evidence has shown
coverage and access improvements for all par-
ents under the ACA.13 However, findings on the
impacts of the Medicaid expansion for parents
have beenmixed.One study foundno significant
increases in insurance coverage or access to care
for low-income parents through 2015,14 while
another study found that the Medicaid expan-
sion reduced uninsurance rates for parents with
a high school education or less in 2014.15 Neither
of these studies accounted for the variation in the
magnitude of the expansion for parents across
states that resulted from states’ very different
Medicaid eligibility thresholds before imple-
mentation of the ACA Medicaid expansion.
In this article we describe changes in insur-

ance coverage, access to care, service use, afford-
ability of care, and health status for low-income
parents through 2015.We attempt to isolate the
impacts of the ACA Medicaid expansion using
variations in the Medicaid eligibility threshold
for parents within states over time. We also de-
scribe the missed opportunities for parents in
states that did not expand Medicaid under
the ACA.

Study Data And Methods
Data And SampleWeusedpublicusedata for the
period 2010–15 from the Integrated Health In-
terview Series of the National Health Interview
Survey (NHIS).16 These dataprovideharmonized
versions of NHIS variables across data years.We
also obtained access to state and county identi-
fiers through the Research Data Center of the
National Center for Health Statistics.
We defined parents as US citizen adults

ages 19–64 with a biological, step-, or adopted
child ages 0–18 years in their health insurance

unit—that is, a group of family members who
would be considered a family in determining
eligibility for Marketplace subsidies, Medicaid,
or family/dependent coverage through private
insurance (this is a more narrow definition of
family than that used for other purposes).Wealso
constructed a measure of income relative to pov-
erty for the health insurance unit using NHIS
earnings and income information, which in-
cludes imputed information for approximately
25 percent of the sample, and poverty guidelines
from the Department of Health and Human
Services.
Our sample included parents whose health in-

surance unit had an income at or below 138 per-
cent of poverty.We excludednoncitizensbecause
legal residents face additional restrictions on
Medicaid eligibility, and undocumented immi-
grants are not eligible for Medicaid.We also ex-
cluded people who were pregnant or covered by
Medicare at the time of the survey and thosewho
had received Supplemental Security Incomeben-
efits in the previous calendar year, because those
groups are subject to different Medicaid eligibil-
ity criteria.
We constructed a health insurance hierarchy

that had seven mutually exclusive categories:
Medicare, Marketplace insurance, insurance
sponsored by the employer (including the mili-
tary), other private insurance, Medicaid or the
Children’s Health Insurance Program (CHIP),
other public insurance, and no insurance. We
report data for four categories: employer-spon-
sored insurance;Medicaid orCHIP;Marketplace
or other private or other public insurance; and
no insurance. These categories are based on self-
reported information and reflect coverage at the
time of survey. We also examined whether par-
ents reported that their health insurance was
better, worse, or the same, compared to the pre-
vious year.
We constructed severalmeasures of access and

use: the percentages of parents who had a usual
source of care (other than the emergency depart-
ment [ED]) and who in the past twelve months
had seen a general doctor or any provider (a
general doctor, specialist, obstetrician/gynecol-
ogist, midlevel provider, or mental health pro-
vider).We also identified parents who in the past
year had had multiple ED visits or trouble find-
ing a provider who would see them, and those
who delayed care for noncost reasons (issues
with transportation, wait times for appoint-
ments or in the provider’s office, inconvenient
office hours, or trouble getting through on
the phone).
We measured affordability of care by identify-

ing parents who reported being very worried,
moderately worried, or not worried at all about
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paying either for the medical costs of a serious
illness or injury or for costs of routine health
care. We also measured the percentages of par-
ents who reported in the past year having had
trouble paying medical bills for themselves or
their family members; not receiving needed
medical care, prescription drugs, or mental
health care because of cost; and having delayed
care because of cost.
Finally, we measured self-reported general

health status (excellent or very good, good, or
fair or poor) at the time of the survey andmental
health status in theprevious thirty daysusing the
Kessler K6 Psychological Distress Scale.17 We
classified respondents into three categories of
psychological distress: none or mild (with a
score on the scale of 0–7), moderate (8–12), or
severe (13 or more).We also examined whether
parents reported that their health was better,
worse, or the same, compared to the previous
year. Additional details on sample sizes and var-
iable construction are available in the online
Appendix.18

Methods We chose the outcomes described
above based on the Andersen model of access
to care19 and previous work on Medicaid expan-
sions.20–22 Expanding Medicaid eligibility is ex-
pected to increase health insurance coverage,
which has the potential to strengthen patients’
access to affordable services, enhance their fi-
nancial security, and ultimately improve their
general and mental health status. Medicaid ex-
pansions can also crowd out employer-spon-
sored coverage, however, and improvements in
access, affordability, and health outcomes de-
pend on enrollees’ ability to navigate the health
care system and that system’s capacity to meet
increased demand for care.
While we generally hypothesized that there

would be increases in coverage and improve-
ments in access, affordability, and health status
under the Medicaid expansion, the expected ef-
fects on ED use, trouble finding a provider, and
delayed care for noncost reasons were less clear.
Medicaid expansion could reduce ED use if new
enrollees gained access to office-based pro-
viders, but it could also increase ED use if the
cost of that use declined for the newly insured.
Similarly, new enrollees might have less trouble
finding a provider after gaining coverage, but if
capacity is an issue, they might instead have
more trouble finding a provider.
We first estimated changes in insurance cover-

age, access and use, affordability, and health
status for low-income parents before and after
the 2014 Medicaid expansions, separately for
expansion and nonexpansion states. We classi-
fied as expansion states those twenty-six states
(including the District of Columbia) that had

expanded Medicaid by April 2014. We excluded
Indiana, New Hampshire, and Pennsylvania—
which expanded Medicaid in late 2014 or early
2015—from our main analyses so that we could
focus on the effects of the 2014 expansions over
two years.
We also estimated the simple (unadjusted) dif-

ference-in-differences between expansion and
nonexpansion states over time to begin to isolate
the effects of theMedicaid expansion fromother
changes occurring in the study period. However,
these estimates did not account for the variation
in themagnitude of the expansions across states
for parents or for other differences between the
populations in expansion and nonexpansion
states.
To address these issues, we used amultivariate

difference-in-differences approach with a con-
tinuous policy variable that reflected the Medic-
aid eligibility threshold for parents in a given
state and year. Specifically, we estimated amodel
with state and year fixed effects to exploit the
variation in the Medicaid eligibility threshold
within states over time. To increase the precision
of our estimates, we pooled NHIS data in two-
year intervals (2010–11, 2012–13, and 2014–15)
and assigned individuals their state Medicaid
eligibility threshold for the earlier year in each
pair. This approach allowed us to capture an
average effect of the 2014 Medicaid expansions
in 2014 and 2015.
We compiled information on state Medicaid

eligibility rules for working parents in 2010,
2012, and 2014 from the Henry J. Kaiser Family
Foundation (complete citations are in the Ap-
pendix).18 On average, the Medicaid eligibility
threshold for parents in expansion states in-
creased from 112 percent of poverty in 2012 to
146 percent in 2014, but this average obscures
substantial variation across states (Appendix
Table 2).18 The largest eligibility expansions oc-
curred in Arkansas,West Virginia, and Oregon—
whichhad increases in theeligibility thresholdof
122, 107, and 99 percentage points, respectively.
Importantly, the expansion states had much

Children may
experience positive
spillover effects from
their parents’ gains in
coverage.
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higher eligibility thresholds in 2012 than the
nonexpansion states did (112 percent versus
60percent), so thepotential gains fornonexpan-
sion states were considerably larger, on average,
than the actual gains in the participating states.
In addition, six expansion states and two non-
expansion states had expanded eligibility to par-
ents beyond the ACA threshold of 138 percent of
poverty before 2014.We top-coded the eligibility
threshold at 138 percent in all analyses because
changes at higher income thresholds were un-
likely to affect our sampleof low-incomeparents.
Additional details on the eligibility rules, includ-
ing our use ofworking rather than jobless parent
thresholds and the implications for our analysis,
are available in the Appendix.18

For ease of interpretation, we estimated linear
probability models on binary measures of cover-
age, access and use, affordability, and health
status, and we included parent-level controls
for age, sex, race/ethnicity, education, work sta-
tus, income as a percentage of poverty, marital
status, number of children, and presence of an
activity limitation. To further account for chang-
ing economic conditions, we also controlled for
the county employment rate.We clustered stan-
darderrors at the state level andadjusted themto
account for the multiple imputations of income.
Additional details and means for all covariates
are available in Appendix Table 3.18 Our key vari-
able of interest was the state Medicaid income
eligibility threshold for parents, measured as a
percentage of poverty, and the coefficient of in-
terest reflected the effect of a 100-percentage-
point increase in the eligibility threshold on
the outcome of interest.
The difference-in-differences approach relies

on the assumption that preexisting trends in the
outcomes of interest are similar in treatment and
comparison groups. In our case, with a continu-
ous policy variable, it required that the preexist-
ing trends not be correlated with changes in the
eligibility threshold. To test this assumption, we
estimated a model that included state-specific
linear trends in addition to state and year fixed
effects. We were unable to estimate this model
for our measures of worries about medical care
costs or psychological distress because we had
only one year of preexpansion data for these
measures.
Given the variety of methodological ap-

proaches available to estimate the impacts of
Medicaid eligibility expansions, we also tested
the sensitivity of our results by using the simu-
lated eligibility approach pioneered by Janet
Currie and Jonathan Gruber.23 We imputed indi-
vidual eligibility to our sample of low-income
parents based on state, year, and income. We
then drew a national sample of 3,000 parents

and applied the eligibility rules for each state
and year to the sample to generate the simulated
eligibility instrument, or the share of the nation-
al sample that would be eligible under each
state’s rules. We estimated the model using
two-stage least squares, with the endogenous
eligibility indicator as ourmain variable of inter-
est.We provide additional details on the advan-
tages and disadvantages of each approach and
discuss other robustness checks in the Ap-
pendix.18

To investigate nonlinearities in the relation-
ship between the eligibility threshold and our
outcomesof interest,we replaced the continuous
threshold with four categorical variables: in-
come eligibility thresholds of less than 50 per-
cent of poverty, of 50–99 percent of poverty, of
100–137 percent of poverty, and of 138 percent of
poverty and above.We then estimated the effect
of being in a state with an eligibility threshold of
138 percent of poverty and above compared to
each of the other categories, to capture the sepa-
rate effects of small, medium, and large eligibili-
ty expansions under the ACA.
Finally, we used the results of our threshold

model to predict the insurance coverage status
of low-income parents in nonexpansion states if
the eligibility threshold in their state had in-
creased to 138 percent of poverty. This approach
assumed that people in nonexpansion states
would respond to a Medicaid expansion as simi-
lar people in expansion states did.
Limitations This analysis had several limita-

tions. First, there is measurement error in the
eligibility thresholds, incomes, and types of
health insurance coverage. Specifically, we could
not reliably determine the appropriate threshold
for an individual parent based on the NHIS data
on work status, so we used the threshold for
working parents in our main specification and
tested the sensitivity of our results to using the
nonworking threshold. In addition, we allocated
income across the health insurance units that
made up a family, and NHIS income measures
refer to annual income in the previous calendar
year (for example, income reported in the 2014
survey refers to 2013 annual income). As a result,
using our income measure to approximate the
Medicaid target population was subject to error.
Furthermore, reports of the presence or absence
of coverage aregenerally valid, butmeasurement
error is more likely in reports of the type of
coverage and is likely to be increasing with the
changes introduced under the ACA.24

Second, we analyzed two measures that cap-
tured perceptions of coverage and health status
compared to the previous year. With respect to
coverage, we would expect any reported im-
provement to occur immediately after a respon-

May 2017 36:5 Health Affairs 811
Downloaded from HealthAffairs.org on June 26, 2019.

Copyright Project HOPE—The People-to-People Health Foundation, Inc.
For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.



dentgained coverage in either2014or2015.With
respect to health status, the likely timing and
persistence of any improvements are ambigu-
ous. Thus, pooling 2014 and 2015 data for health
insurance compared to the previous year might
understate reported coverage improvements if
coverage gains were concentrated in 2014. Any
likely bias in pooling data on health status com-
pared to the previous year would be less obvious,
but our estimates reflect an average of reported
changes in 2014 and 2015. Furthermore, all of
our outcome measures were self-reported and
could be subject to recall or social desirabili-
ty bias.
Third, there could be unobserved factors at the

individual or state level that were correlatedwith
the magnitude of the eligibility expansions and
the outcomes of interest. For example, if states
with larger expansions invested more resources
in outreach and education, compared to states
with smaller expansions, or if parents in states
with larger expansions differed from those in
stateswith smaller expansionson characteristics
not captured in the regression analysis (such as
severity of health care need), the estimates of
differences in outcomes by the size of the expan-
sion would also reflect the effects of these other
factors.
Fourth, relatively small sample sizes for some

analyses reduced our ability to detect small
changes, and the design of the NHIS makes it
likely that we underestimated the full effects of
the expansion at two years—given the continu-
ous fielding of theNHISover a given year and the
need to rely on many survey questions that are
based on experiences during the previous twelve
months.
Finally, we designed this analysis to detect the

overall effect of the eligibility expansion on the
outcomes of interest, not the effects of gaining
Medicaid coverage on access or affordability or
on health status. Thus, our ability to detect these
second-order effects was more limited than our
ability to detect effects on insurance coverage.

Study Results
All results reported in the text are significant at
the 5 percent level (p < 0:05) unless otherwise
noted.
Changes In Expansion And Nonexpansion

States Based on simple comparisons over time
in both expansion and nonexpansion states, we
found that insurance coverage for low-income
parents changed significantly after the ACA’s
2014 Medicaid expansions. The uninsurance
rate for parents in expansion states fell 13.0 per-
centage points from 2012–13 to 2014–15, and
there was a nearly corresponding increase in

Medicaid or CHIP coverage (Exhibit 1). The
share of parents in expansion states who re-
ported that their coverage was better than in
the previous year also increased (p < 0:10). In
nonexpansion states, the uninsurance rate fell
by 10.6 percentage points, a change driven by
increases in Medicaid or CHIP (4.0 percentage
points, p > 0:10), employer-sponsored coverage
(3.0percentagepoints, p < 0:10), andother cov-
erage (3.6 percentage points). When we com-
pared the unadjusted changes in coverage in ex-
pansion and nonexpansion states over time,
however, only the unadjusted difference-in-
differences for employer-sponsored coverage
was marginally significant (p < 0:10).
We also found significant increases in access

anduse among low-incomeparents in expansion
states. The share of parents in those states who
had a usual source of care and who had had a
general doctor visit or any provider visit in-
creased (Exhibit 1). There were also strong im-
provements in almost every affordability mea-
sure examined for parents in expansion states.
Changes in health status were mixed, with a de-
cline in the shares of parents who reported that
their health was better than in the previous year
and who reported severe psychological distress
following the expansions.
There were no significant changes in access

and use or health status in nonexpansion states,
but there were strong improvements in several
affordability measures. When we compared the
unadjusted changes in access and use, afford-
ability, and health status in expansion and non-
expansion states, only the unadjusted differ-
ence-in-differences on delayed care because of
noncost reasons was marginally significant
(p < 0:10). This finding suggests that there
was an increase in non-cost-related delays
among parents in expansion states relative to
nonexpansion states.
Impact Estimates Accounting For The Size

of Medicaid Eligibility Expansions For Low-
Income Parents To better isolate the impacts of
the Medicaid expansion on low-income parents,
we estimated multivariate models that ac-
counted for the characteristics of the parents
and the variation in the magnitude of the expan-
sions to parents across states. We found that a
100-percentage-point increase in the Medicaid
income eligibility threshold would result in an
11.0-percentage-point decrease in uninsurance
and a 14.6-percentage-point increase in Medic-
aid or CHIP coverage, if all else were equal (Ex-
hibit 2). The estimated effect on employer-spon-
sored coverage was a decline of 5.2 percentage
points (p < 0:10), which suggests some evi-
dence of crowd-out of employer-sponsored cov-
erage. These estimates suggest that the average
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Exhibit 1

Coverage, access and use, affordability, and health status for low-income parents, by state Medicaid expansion status, 2012–13 and 2014–15

Expansion states Nonexpansion states

2012–13
(%)

2014–15
(%) Changea

2012–13
(%)

2014–15
(%) Changea Unadjusted DD

Coverage

No coverage 24.4 11.4 −13.0** 44.3 33.7 −10.6** −2.3
Medicaid/CHIP 49.2 61.0 11.8** 28.6 32.7 4.0 7.7
Employer sponsored 19.1 18.3 −0.8 22.1 25.0 3.0* −3.8*
Other coverageb 7.3 9.3 2.0 5.0 8.6 3.6** −1.6
Coverage compared to previous year
Better 11.9 15.9 4.0* 17.6 17.3 −0.3 4.2
Same 78.2 76.2 −2.0 74.0 73.3 −0.8 −1.2
Worse 9.9 7.9 −2.0 8.4 9.5 1.0 −3.0

Access and use

At least one usual source of carec 76.7 83.3 6.6** 66.1 70.9 4.8 1.8
In past twelve months:
Had trouble finding a provider 5.2 5.9 0.8 6.6 5.2 −1.4 2.1
Delayed care for noncost reasonsd 12.6 14.2 1.6 12.6 9.7 −2.9 4.6*
Had a general doctor visit 59.5 68.8 9.3** 52.4 55.0 2.6 6.7
Had any providere visit 73.9 80.2 6.3** 68.6 71.4 2.8 3.5
Had more than one ED visit 16.9 16.5 −0.4 16.9 14.9 −2.1 1.7

Affordability

Worried about medical costs of serious
illness or accident
Very worried 41.0 31.2 −9.8** 45.7 37.7 −8.1** −1.8
Moderately worried 35.9 39.8 3.9* 33.9 38.1 4.3** −0.4
Not worried 23.0 29.0 5.9 20.4 24.2 3.8 2.1

Worried about costs of routine health care
Very worried 30.6 22.3 −8.3** 37.2 26.3 −11.0** 2.7
Moderately worried 40.7 41.4 0.7 40.5 42.7 2.2 −1.5
Not worried 28.8 36.4 7.6 22.2 31.0 8.8** −1.2

In past twelve months:
Had problems paying family medical bills 28.6 20.2 −8.3** 36.6 32.3 −4.3 −4.1
Delayed care because of cost 13.8 9.2 −4.6** 19.8 14.6 −5.2** 0.6
Because of cost, had unmet need for:
Medical care 12.9 7.5 −5.4** 18.0 14.0 −4.0** −1.3
Rx drugs 15.5 9.8 −5.7** 22.0 16.2 −5.8** 0.1
Mental health care 4.1 2.5 −1.6* 4.9 4.6 −0.3 −1.2
Any of the three 23.6 15.4 −8.2** 32.1 24.4 −7.8** −0.5

Health status

Self-reported general health status
Excellent or very good 50.0 50.6 0.7 52.8 53.8 0.9 −0.3
Good 33.2 32.9 −0.3 31.3 31.7 0.4 −0.7
Fair or poor 16.8 16.4 −0.4 15.9 14.5 −1.4 1.0

Health status compared to previous year
Better 21.8 17.9 −3.9** 18.2 15.3 −2.9 −1.0
Same 67.7 71.8 4.1** 70.6 73.6 3.0 1.1
Worse 10.6 10.3 −0.2 11.3 11.2 −0.1 −0.1

Psychological distressf,g

None or mild (0–7) 74.6 81.0 6.4** 78.3 81.9 3.6 2.8
Moderate (8–12) 13.2 11.4 −1.8 13.7 10.6 −3.1 1.3
Severe (13 or more) 12.2 7.6 −4.6** 8.0 7.5 −0.5 −4.1

SOURCE Authors’ analysis of data for 2012–15 from the National Health Interview Survey. NOTES Low-income parents are US citizen adults ages 19–64 whose health
insurance unit (defined in the text) income is no more than 138 percent of the federal poverty level and who were the biological, step-, or adoptive parent of a child ages
0–18 years in that unit. The sample excluded people who were pregnant or covered by Medicare at the time of the survey; those who had received Supplemental Security
Income benefits in the previous calendar year; and those living in Indiana, New Hampshire, or Pennsylvania (states excluded from our main analyses, as explained in the
text). Nonexpansion states are those that had not expanded eligibility for Medicaid by April 2014. Change and unadjusted difference in differences (DD) may not equal
difference in point estimates because of rounding. CHIP is Children’s Health Insurance Program. aPercentage points. bCoverage through the health insurance Marketplaces
and other public and other private coverage. cNot including the emergency department (ED). dTransportation, wait times for appointment or in office, inconvenient office
hours, or trouble getting through on phone. eGeneral doctor, specialist, mid-level provider, mental health provider, or obstetrician/gynecologist. fIn the previous thirty days.
gScore on the Kessler K6 Psychological Distress Scale (see Note 17 in text). *p < 0:10 **p < 0:05
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Exhibit 2

Effects of expanding Medicaid on coverage, access and use, affordability, and health status for low-income parents

Threshold
model

Threshold model with
state linear trends

Simulated
eligibility

Coverage

No coverage −0.110*** −0.105** −0.137***
Medicaid/CHIP 0.146*** 0.112* 0.188***
Employer sponsored −0.052* −0.032 −0.070*
Other coveragea 0.016 0.026 0.019
Coverage compared to previous year
Better 0.113*** 0.156** 0.151***
Same −0.107*** −0.148* −0.147***
Worse −0.007 −0.008 −0.004

Access and use

At least one usual source of careb 0.011 0.023 0.013
In past twelve months:
Had trouble finding a provider 0.010 0.027 0.011
Delayed care for noncost reasonsc 0.031 0.026 0.038
Had a general doctor visit 0.049 0.066 0.064
Had any providerd visit −0.010 0.019 −0.011
Had more than one ED visit 0.028 0.074 0.038

Affordability

Worried about medical costs of serious illness or
accident
Very worried −0.050 —

e −0.073
Moderately worried −0.014 —

e −0.016
Not worried 0.065 —

e 0.089
Worried about costs of routine health care
Very worried 0.003 —

e 0.001
Moderately worried −0.049 —

e −0.069
Not worried 0.046 —

e 0.067
In past twelve months:
Had problems paying family medical bills −0.099*** −0.122* −0.136***
Delayed care because of cost −0.028 −0.063* −0.036
Because of cost, had unmet need for:
Medical care −0.031 −0.065 −0.039
Rx drugs 0.000 −0.038 −0.003
Mental health care −0.008 −0.030 −0.012
Any of the three −0.018 −0.064 −0.027

Health status

Self-reported general health status
Excellent or very good −0.007 0.050 −0.014
Good 0.003 −0.012 0.011
Fair or poor 0.004 −0.038 0.004

Health status compared to previous year
Better −0.018 −0.032 −0.024
Same 0.021 0.071 0.032
Worse −0.003 −0.039 −0.008

Psychological distressf,g

None or mild (0–7) 0.062** —
e 0.084**

Moderate (8–12) 0.010 —
e 0.026

Severe (13 or more) −0.073* —
e −0.109**

SOURCE Authors’ analysis of data for 2010–15 from the National Health Interview Survey. NOTES Low-income parents and the sample
are explained in the Notes to Exhibit 1. In both threshold models, the coefficient reflects the effect of a 100-percentage-point change
in the state Medicaid eligibility threshold on the outcome of interest. For the simulated eligibility model, the coefficient reflects the
effect of a change in individual eligibility on the outcome of interest. CHIP is the Children’s Health Insurance Program. aCoverage
through the health insurance Marketplaces and other public and other private coverage. bNot including the emergency department
(ED). cTransportation, wait times for appointment or in office, inconvenient office hours, or trouble getting through on phone.
dGeneral doctor, specialist, midlevel provider, mental health provider, or obstetrician/gynecologist. eNot available because we had
only one year of pre-expansion data for these measures. fIn the previous thirty days. gScore on the Kessler K6 Psychological
Distress Scale (see Note 17 in text). *p < 0:10 **p < 0:05 ***p < 0:01
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change in income eligibility thresholds in expan-
sion states of 34 percentage points (Appendix
Table 2)18 decreased uninsurance rates by about
3.7 percentage points. Consistentwith these cov-
erage gains, an increase in the eligibility thresh-
old also increased the share of parents reporting
better coverage than in the previous year.
We found no significant overall improvements

in access and use for parents in response to an
increase in the Medicaid eligibility threshold.
Increasing the threshold reduced problems in
paying family medical bills, but we found no
other significant effects on affordability. Finally,
increasing the threshold reduced the share of
low-incomeparentswho reported severepsycho-
logical distress (p < 0:10) and increased the
share who reported no or mild psychological
distress.
When we added controls for state linear

trends, we generally found similar results with
reduced precision. However, we also found a
marginally significant decline in delayed care
because of cost. Using the simulated eligibility
approach also resulted in findings that were very
similar to those in our main specification.
Our investigation of nonlinearities in the rela-

tionshipbetween theMedicaid incomeeligibility
threshold and our outcomes revealed some in-
teresting patterns. The estimates can be inter-
preted as the effect of moving from a state with
one of the lower thresholds to a state with eligi-
bility of at least 138 percent of poverty. These
estimates thereby capture the separate effects
of small (from 100–137 percent of poverty), me-
dium (from 50–99 percent of poverty) and large
(from less than 50 percent of poverty) eligibility
expansions to 138 percent of poverty.
We found that expansions of all sizes had sig-

nificant effects on rates of uninsurance andMed-
icaid/CHIP coverage and that the magnitude of
the effects increased as the size of the expansion
did (Exhibit 3). These findings support the as-
sumption of linearity in our main specification.

Similarly, the patterns for quality of insurance
coverage compared to the previous year and hav-
ing problems paying medical bills support the
findings from our main model. On measures of
access and use, however, we found that small
expansions were associated with an increased
probability of having a usual source of care
(p < 0:10), and having had a general doctor visit
and any provider visit, compared to the larger
expansions. Small expansions were also associ-
ated with an increase in having trouble finding a
provider.
We also found evidence of reductions in unmet

needs and delayed care because of cost that re-
sulted frommedium-size expansions. Finally,we
found similar reductions in severe psychological
distress associated with large and medium-size
expansions, but large expansions were associat-
ed with a shift toward no or mild psychological
distress, while medium expansions were associ-
ated with a shift toward moderate distress.
Altogether, this analysis suggests that our main
specificationgenerally captured the effects of the
Medicaid expansion on coverage, affordability,
and psychological distress but did not capture
the effects of small expansionsonaccess anduse.
We explored a variety of additional subgroup

analyses and robustness checks on our main
specification. For example, we found that men
and women experienced similar coverage
changes in response to the Medicaid expansion,
but women had an increase in doctor visits and a
reduction in worries about costs, while reduc-
tions in psychological distress were concentrat-
ed among men (Appendix Table 4).18 We also
found results that were generally consistent,
but smaller in magnitude, when we included
noncitizens in the sample (Appendix Table 5).18

And we found additional evidence of reduced
affordability problems when we used the Medic-
aid income eligibility threshold for nonworking
parents (Appendix Table 6).18 These and other
sensitivity analyses are discussed in more detail
in the Appendix.18

As indicated above, the states that expanded
Medicaid under the ACA already had much
higher eligibility thresholds for parents, com-
pared to the states that did not expand. Non-
expansion states would have experienced, on
average, a 78-percentage-point increase in their
Medicaid eligibility threshold for parents if they
had opted to expand eligibility (Appendix Ta-
ble 2).18 If the nonexpansion states had expand-
edMedicaid in 2014, ourmodel suggests that the
uninsurance rate among low-income parents
would have fallen to an average rate of 24.3 per-
cent in 2014–15, compared to the actual 2014–15
uninsurance rate of 33.7 percent (Exhibit 4).We
estimate that the Medicaid/CHIP coverage rate

We found a
meaningful impact of
the Medicaid
expansion on mental
health for low-income
parents.
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Exhibit 3

Effects of small, medium, and large Medicaid expansions on coverage, access and use, affordability, and health status for
low-income parents

Small Medium Large

Coverage

No coverage −0.045** −0.071** −0.098**
Medicaid/CHIP 0.090*** 0.120*** 0.125***
Employer sponsored −0.032 −0.064*** −0.030
Other coveragea −0.012 0.016 0.002
Coverage compared to previous year
Better 0.009 0.043 0.116***
Same 0.028 −0.075*** −0.121***
Worse −0.037*** 0.033 0.004

Access and use

At least one usual source of careb 0.036* −0.012 0.023
In past twelve months:
Had trouble finding a provider 0.042** −0.002 0.019
Delayed care for noncost reasonsc 0.001 0.022 0.063*
Had a general doctor visit 0.093*** 0.032 0.024
Had any providerd visit 0.084*** −0.010 −0.025
More than one ED visit 0.027 0.016 0.024

Affordability

Worried about medical costs of serious illness or accident
Very worried −0.003 −0.061 −0.015
Moderately worried 0.011 0.010 −0.030
Not worried −0.008 0.051 0.045

Worried about costs of routine health care
Very worried −0.022 −0.037 0.052
Moderately worried 0.037 −0.021 −0.068
Not worried −0.015 0.058 0.015

In past twelve months:
Had problems paying family medical bills −0.012 −0.075*** −0.092***
Delayed care because of cost 0.005 −0.037** −0.013
Because of cost, had unmet need for:
Medical care −0.002 −0.032** −0.021
Rx drugs 0.030 −0.022 0.010
Mental health care −0.007 −0.012 0.006
Any of the three 0.013 −0.033 −0.007

Health status

Self-reported general health status
Excellent or very good 0.001 −0.022 0.006
Good −0.011 0.030 −0.017
Fair or poor 0.010 −0.008 0.011

Health status compared to previous year
Better −0.001 −0.003 −0.013
Same 0.004 0.027 −0.012
Worse −0.002 −0.024 0.025

Psychological distresse,f

None or mild (0–7) 0.028 0.014 0.067**
Moderate (8–12) −0.011 0.061** −0.007
Severe (13 or more) −0.017 −0.075*** −0.060**

SOURCE Authors’ analysis of data for 2010–15 from the National Health Interview Survey. NOTES Low-income parents and the sample
are explained in the Notes to Exhibit 1. The coefficients can be interpreted as the effect of moving from a state with one of the lower
eligibility thresholds to a state with a threshold of at least 138 percent of poverty. Thus, the estimates capture the separate effects of
small, medium, and large eligibility expansions (from 100–137 percent of poverty, from 50–99 percent of poverty, and from less than
50 percent of poverty, respectively, to at least 138 percent of poverty). CHIP is Children’s Health Insurance Program. ED is emergency
department. aCoverage through the health insurance Marketplaces and other public and other private coverage. bNot including the ED.
cTransportation, wait times for appointment or in office, inconvenient office hours, or trouble getting through on phone. dGeneral
doctor, specialist, mid-level provider, mental health provider, or obstetrician/gynecologist. eIn the previous thirty days. fScore on
the Kessler K6 Psychological Distress Scale (see Note 17 in text). *p < 0:10 **p < 0:05 ***p < 0:01

ACA Coverage & Access

816 Health Affairs May 2017 36:5
Downloaded from HealthAffairs.org on June 26, 2019.

Copyright Project HOPE—The People-to-People Health Foundation, Inc.
For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.



in 2014–15 would have increased to 47.0 percent
in nonexpansion states, compared to the actual
2014–15 rate of 32.7 percent. This would have
been offset by an estimated decline in employer-
sponsored coverage that was not significant.

Discussion
We estimated the effects of the ACA Medicaid
expansion on insurance coverage, access to care,
service use, affordability of care, and health sta-
tus for low-income parents. In contrast to previ-
ous studies of the ACA expansion,9–12 we ac-
counted for the wide variation in the size of
the expansion for parents across states to better
capture the average impact on parents, and we
specifically estimated the effects of expansions
of different sizes.
We found strong and consistent evidence that

the Medicaid expansion increased Medicaid
coverage and reduced uninsurance rates among
low-income parents in 2014–15. We also found
some evidence of a reduction in rates of employ-
er-sponsored coverage, but this result was more
sensitive to the model specification and disap-
peared when we focused on parents with in-
comes below poverty (Appendix Table 6).18

Our results suggest that low-income parents in
nonexpansion states would have experienced an
additional 9.4-percentage-point drop in their un-
insurance rate—a decline of 28 percent—if those
states had opted to participate in the ACA Med-
icaid expansion.
We found that only smaller Medicaid expan-

sions were associated with an increased proba-
bility of having a visit with a general doctor or
other provider in the previous year, compared to
larger expansions. However, smaller expansions
had no effects on affordability of care. In con-
trast, we found that both medium-size and large
expansions reduced problems paying medical
bills and that medium-size expansions also re-
duced delayed care and unmet need because
of cost.
It is important to remember that the size of the

expansion is explicitly tied to the income of the
target population. Thus, small expansions target
parents with somewhat higher incomes, while
largeexpansions target abroadergroup—includ-
ing those with very low incomes. This suggests
that expansions in different states reached par-
ents with different characteristics (for example,
varying degrees of financial resources andhealth
needs). While we included some controls for
these characteristics, there might still be un-
observed factors that could have contributed to
our results.
Finally, we found a meaningful impact of

the Medicaid expansion on mental health for

low-income parents, with significant reductions
in severe psychological distress concentrated
among states with medium and large expan-
sions. Given the lack of impacts on service use
and the significant improvements in affordabili-
ty of care in these states, the findings on psycho-
logical distress could suggest that the security of
having health insurance provides mental health
benefits beyond those obtained throughmedical
care. This is consistent with evidence on the
“warm glow” of health insurance from the Ore-
gon Health Insurance Experiment.22

Conclusion
We found strong and consistent evidence that
theACAMedicaidexpansion increased coverage,
reduced problems paying medical bills, and re-
duced psychological distress among low-income
parents.We also found important missed oppor-
tunities for coverage gains amongnonexpansion
states. Importantly, this analysis might under-
estimate the potential gains for nonexpansion
states because we had limited power to detect
the effects of largeexpansions.Only threeexpan-
sion states had eligibility levels below 50 percent
of poverty before implementation of the ACA
Medicaid expansion, but thirteen nonexpansion
states had thresholds that low (Appendix
Table 2).18

Exhibit 4

Percentages of low-income parents in nonexpansion states in 2014–15, by type of insurance
coverage, both actual and predicted if states had expanded eligibility for Medicaid

SOURCE Authors’ analysis of data for 2010–15 from the National Health Interview Survey. NOTES
Low-income parents, the sample, nonexpansion states, and “other coverage” are explained in the
Notes to Exhibit 1. Significance refers to the difference from the actual percentage. CHIP is Chil-
dren’s Health Insurance Program. **p < 0:05
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The benefits of theMedicaid expansion to low-
income parents also have the potential to pro-
duce spillover effects for low-income children.
Evidence suggests that children benefit when
their parents are insured, and the mental health
improvements for parents gaining coverage un-
der the ACA could have particularly strong ef-

fects on the health and well-being of their chil-
dren. As policy makers continue to debate the
future of the ACA, this study provides important
evidence on the benefits of expanding Medicaid
eligibility for low-incomeparents and themissed
opportunities for states not participating in the
ACA Medicaid expansion. ▪
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