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BACKGROUND: Medicaid expansion and subsidized pri-
vate plans purchased on the Affordable Care Act’s (ACA)
Marketplaces accounted for most of the ACA’s coverage
gains.
OBJECTIVE:Compare access to care and financial strain
between Medicaid and Marketplace plans, and bench-
mark these against employer-sponsored insurance (ESI)
plans.
DESIGN: Cross-sectional survey
PARTICIPANTS: A nationally representative, non-
institutionalized sample of 37,219non-elderly adults with
incomes up to 400% of the federal poverty level between
2015 and 2018, and a sub-group of individuals with
chronic diseases.
MAIN MEASURES: Self-reported barriers to accessing
care, cost-related medication non-adherence, and finan-
cial strain.
KEY RESULTS: Marketplace enrollees were more likely
than Medicaid enrollees to delay or avoid care due to cost
(19.3% vs 10.0%; adjusted difference (AD), 8.6 [95% CI,
6.8 to 10.4]) and report difficulties affording specialty care
(7.7% vs 6.6%; AD, 1.8% [95% CI, 0.3% to 3.3%]), while
there were no differences in having insurance accepted by
a doctor or ability to afford dental care. Marketplace
enrollees were also more likely to report cost-relatedmed-
ication non-adherence (21.5% vs 20.0%; AD, 4.0 [CI, 1.5
to 6.4]), be very worried about not being able to pay med-
ical costs in case of a serious accident (32.3% vs 25.8%;
AD, 6.4 [CI, 4.2 to 8.6]), have expenses exceeding $2000
(22.4% vs 5.4%; AD, 8.3 [CI, 6.2 to 10.3]), and have prob-
lems paying medical bills (18.4% vs 15.6%; AD, 1.8 [CI,
0.3 to 3.9]). Marketplace-Medicaid differences were larger
among persons with a chronic disease. Individuals in ESI
plans fared better for most, but not all, outcomes.
CONCLUSION: Medicaid offers better protections than
Marketplace plans onmostmeasures of access and finan-
cial strain.
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INTRODUCTION

The Affordable Care Act (ACA) resulted in substantial im-
provements in access to care and medically induced financial
hardships.1–6 Gains were largest for low- and moderate-
income Americans and those with chronic medical condi-
tions.7 The ACA’s Medicaid expansion, providing coverage
to individuals with incomes up to 138% of the federal poverty
level (FPL) (in states that implemented the expansion), and
subsidized privateMarketplace plans, available for individuals
with incomes between 138% (100% in non-expansion states)
and 400% of the FPL, accounted for most of its coverage
gains.8, 9 President Biden has proposed expanding health
insurance coverage for low- and moderate-income individuals
through a “public option”10 and has recently signed the Amer-
ican Rescue Plan (ARP) which temporarily extends premium
tax credits for Marketplace plans to higher-income groups and
increases subsidies to those who already qualify.11 Under-
standing how these coverage options affect enrollees’ access
to care and medically induced financial strain could inform
future decisions about whether to utilize public versus publicly
subsidized private insurance plans to expand coverage; it is
also salient as millions of Americans have lost employer-
sponsored insurance (ESI) during the COVID-19 pandemic12

and enrollment in both Marketplace plans and Medicaid has
increased substantially.13, 14

Medicaid generally requires no premium payments and no
or minimal cost sharing (i.e., deductibles and co-pays). Mar-
ketplace plans, in contrast, usually require premium payments
and cost sharing, as is typical of most private health plans.
Prior to the temporary augmentation of financial assistance for
Marketplace enrollees under the ARP, individuals with in-
comes below 400% of the FPL were eligible to receive pre-
mium tax credits (the amount depending on income) and those
with incomes between 100 and 250% of the FPL received
cost-sharing reduction subsidies. However, previous studies
have raised concerns about the affordability of care under such
plans.15–20 Medicaid and Marketplace enrollees differ in im-
portant ways. Marketplace enrollees typically have more
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assets and a lower burden of disease than those withMedicaid,
suggesting that Medicaid recipients may have a greater need
for care and find health care costs more burdensome. Howev-
er, the adverse effects of Marketplace plans’ design may
outweigh the advantages of greater wealth and better health.
Previous analyses comparing access to care and health care
spending before and after the ACA, for Medicaid- and
Marketplace-eligible individuals21, 22 and actual enrollees,23–
25 have yielded mixed results. These studies, however, have
only examined pre-post-ACA changes in a subset of low-
income individuals (those with incomes between 100 and
138% of the FPL),21, 22, 25 populations with moderate or
severe psychological distress,24 or residents of a single state.23,
25 We are unaware of nationally representative studies com-
paring health care accessibility and medical financial burdens
for Medicaid and Marketplace enrollees in the post-ACA
period across the income spectrum of individuals enrolled in
these plans (0–400% of the FPL) or among individuals with
chronic diseases, a group with significant health care needs
and greater health care spending.26

We analyzed nationally representative, cross-sectional data on
access to care andmedical financial strain of low- andmoderate-
income persons, comparing Medicaid and Marketplace plan
enrollees (at the time they were surveyed); we also compared
them to individuals with ESI, often considered to be the gold
standard for health insurance coverage. We replicated these
analyses examining individuals with chronicmedical conditions.

METHODS

Data Source and Study Population

We analyzed data from the National Health Interview Survey
(NHIS)27 from 2015 to 2018. The NHIS is an annual cross-
sectional, household in-person interview survey of a represen-
tative sample of the non-institutionalized US population. The
household response rate for the NHIS during the study years
ranged from 70.2% in 201528 to 64.2% in 2018.29 Details of
the structure, sampling frame, and survey items have been
published previously.30

Our study sample included adults ages 18–64with incomes of
up to 400% of the FPL, the income range that includes individ-
uals eligible for subsidizedMarketplace coverage andMedicaid.

Study Variables

Our exposure was insurance type at the time of the survey. To
provide a benchmark for Medicaid and Marketplace plans, we
also compared each of these insurance types to ESI.
We examined outcomes in three domains: (1) barriers to

health care access: having delayed or avoided care due to cost,
that a provider’s office would not accept the respondent’s insur-
ance, being unable to afford dental care, and being unable to
afford to see a specialist when needed; (2) cost-related medica-
tion non-adherence: defined as either being unable to afford

prescription medications, skipping medication doses to save
money, taking less medicine to save money, or delayed filling
of prescription to save money; and (3) financial strain: being
very worried about not being able to pay the medical costs of a
serious illness and of an accident, being very worried about not
being able to pay the medical costs of normal health care, and,
among those with continuous coverage under the same health
plan for the last 12months, having had problems payingmedical
bills in the last 12 months, having any out-of-pocket medical
expenditures in the past 12 months, and having out-of-pocket
medical expenditures exceeding $2000 in the last 12 months.
We also identified a sub-group of respondents in the study

sample who reported having at least one chronic medical
condition: high blood pressure, high cholesterol, COPD, em-
physema or chronic bronchitis, cerebrovascular disease or
stroke, arthritis, cardiovascular disease, kidney disease, liver
disease, diabetes, history of cancer, current asthma, or ulcer.
We obtained information on the following demographic

variables and treated them analytically as indicated in paren-
theses: age (18–34, 35–44, 45–54, 55–64), sex (male vs fe-
male), race/ethnicity (Hispanic,White, Black, Asian, or other),
marital status (currently married vs not married), educational
attainment (less than high school, high school degree, some
college, or more), annual family income as a percentage of the
federal poverty level in a given year (14 categories of income),
US census region (Midwest, Northeast, South, West), and
NHIS survey year.

Statistical Analyses

We tabulated the proportion of each insurance group (Medic-
aid, Marketplace, and ESI) experiencing each outcome, and
then estimated unadjusted and adjusted percentage point dif-
ferences between each pair of insurance types, Marketplace vs
Medicaid, Marketplace vs ESI, and Medicaid vs ESI. We
derived adjusted estimates (predictive margins) using multiple
linear probability regression models that included terms for
potential confounders: age, sex, race/ethnicity, marital status,
education level, employment status, FPL, census region, and
NHIS survey year. Each regression includes the entire sample
regardless of insurance type and includes dummy variables for
each insurance type (ESI, Medicaid, Marketplace, as well as
Uninsured, or Other). To obtain percentage point differences
from linear models, we calculated the difference in the coeffi-
cients between the relevant groups. We calculated confidence
intervals for these linear combinations of coefficients. We
replicated all analyses using the sub-group of respondents with
one or more chronic medical conditions. We excluded obser-
vations with missing data on model covariates from our anal-
ysis (Supplement Table 1).
Lastly, to examine more comparable groups, we conducted

a sensitivity analysis replicating our main analysis after ex-
cluding all respondents with disabilities (defined as receiving
supplemental security income). Additionally, because only
Marketplace enrollees with incomes up to 250% of the FPL
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were eligible for cost-sharing subsidies, we compared the
unadjusted prevalence of all outcomes between Marketplace
enrollees with incomes up to 250% of the FPL versus above
250% of the FPL.
For all analyses, we used survey weights, primary sampling

units and strata provided by the NHIS and procedures that
account for the NHIS’s complex sampling design to produce
nationally representative estimates. Statistical significance
was assigned at the p = 0.05 level. We analyzed categorical
variables using chi-square tests of independence. We used
STATA (version 16.1) for all analyses. The Cambridge Health
Alliance Institutional Review Board deemed this study ex-
empt from human subjects review.

Role of the Funding Source

This study received no external funding.

RESULTS

Sample Characteristics

Our study sample with the key insurance types in our analysis
(ESI, Medicaid, Marketplace) included 37,219 non-elderly
adults with incomes < 400% of the FPL; 18,923 individuals
had at least one chronic medical condition. Marketplace-
insured individuals were less likely than both those with
Medicaid and ESI to be continuously insured (continuous
coverage with any insurance plan for over 12 months) (Ta-
ble 1). Respondents with Marketplace coverage were older,
but otherwise more like those with ESI than Medicaid.

Access to Health Care

Marketplace enrollees were more likely thanMedicaid enrollees
to delay or avoid care due to cost (19.3% vs 10.0%; adjusted

Table 1 Characteristics of the Study Population by Insurance Type: 2015–2018 National Health Insurance Survey

ESI (n = 23,202) Medicaid (n = 10,963) Marketplace (n = 3054)

Age group, n (weighted %)
18–34 10,358 (47.7) 4166 (40.1) 815 (28.3)
35–44 4585 (19.0) 2183 (19.9) 542 (18.0)
45–54 4086 (16.6) 2253 (19.7) 671 (21.0)
55–64 4173 (16.7) 2361 (20.3) 1026 (32.8)

Male, n (weighted %) 10,555 (46.6) 3771 (35.4) 1262 (42.4)
Race/ethnicity, n (weighted %)
Non-Hispanic White 15,007 (64.1) 5239 (48.1) 1908 (62.1)
Non-Hispanic Black 3132 (14.9) 2476 (24.0) 366 (12.7)
Hispanic 3492 (14.8) 2448 (21.6) 552 (17.7)
Asian 1290 (5.2) 476 (4.2) 205 (6.8)
Other 281 (1.0) 324 (2.2) 23 (0.7)

Marital status, n (weighted %)
Married 9107 (38.0) 2513 (22.5) 1277 (42.6)
Other 14,095 (62.0) 8450 (77.5) 1777 (57.4)

Educational attainment, n (weighted %)
Less than high school graduate 1726 (6.9) 2814 (25.2) 314 (9.6)
High school graduate 5774 (24.6) 3667 (33.6) 845 (27.6)
Some college or more 15,674 (68.3) 4427 (40.8) 1886 (62.6)

Percentage of federal poverty level, n (weighted %)
0–100% 3251 (14.4) 5742 (51.7) 423 (12.6)
101–250% 8500 (36.2) 4303 (39.6) 1646 (53.9)
251–400% 11,451 (49.4)

49.4
918 (8.7)
8.7

985 (33.5)
33.5

Prescribed a drug in the past 12 months, n (weighted %) 13,589 (58.6) 7453 (68.0) 1864 (60.6)
Presence of 1 or more chronic conditions*, n (weighted %) 10,673 (45.0) 6563 (59.4) 1687 (54.5)
Region, n (weighted %)
Northeast 3235 (15.1) 2135 (20.7) 548 (17.5)
Midwest 6069 (27.2) 2303 (23.6) 602 (19.8)
South 8309 (37.1) 3263 (28.5) 1211 (41.9)
West 5589 (20.5) 3262 (27.1) 693 (20.9)

Gap in coverage over the last 12 months, n (weighted %)
Continuously insured with ANY plan 21,563 (93.1) 9791 (89.6) 2495 (82.2)
Continuously insured with THE SAME plan 901 (4.0) 643 (6.2) 316 (10.3)
6 months or longer gap in ANY coverage 693 (2.9) 488 (4.3) 236 (7.6)

Employment status, n (weighted %)
Employed 18,499 (79.6) 4403 (41.4) 2121 (69.4)
Unemployed 520 (2.4) 1149 (10.5) 160 (5.2)
Out of the labor force 4183 (18.0) 5411 (48.1) 773 (25.4)

Self-reported health status, n (weighted %)
Excellent/very good 15,090 (65.0) 4,147 (37.8) 1,817(59.5)
Good/fair/poor 8112 (35.0) 6816 (62.2) 1237 (40.5)

Disability (recipient of SSI), n (weighted %) 154 (0.7) 1895 (17.3) 30 (1.0)

Data source: 2015–2018 National Health Insurance Survey. Sample sizes for the total group include individuals with no insurance or insurance other
than employer-sponsored insurance, exchange insurance, or Medicaid/public
ESI employer-sponsored insurance
*Chronic condition is defined as ever been told you have hypertension (high blood pressure), high cholesterol, stroke, COPD, emphysema or chronic
bronchitis, cerebrovascular disease, arthritis, cardiovascular disease, kidney disease, liver disease, diabetes, history of cancer (excluding non-
melanomatous skin cancer), current asthma, or ulcer in the past 12 months
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difference (AD) in percentage points, 8.6 [95% CI, 6.8–10.4)
and were slightly more likely to report not being able to afford to
see a specialist when needed (7.7% vs 6.6%; AD, 1.8 [95% CI,
0.3–3.3]), while there were no differences in the proportions
whose insurance was accepted by a doctor or were unable to
afford dental care (Table 2). ESI enrollees were also more likely
to delay or forgo care due to cost than Medicaid enrollees in

adjusted analyses (AD, 2.3 [95% CI, 1.3–3.4]); however, for all
other measures, ESI enrollees less frequently reported access
barriers than either Marketplace or Medicaid enrollees.
Among the subset of individuals with at least one chronic

medical condition, the proportions of respondents experienc-
ing each barrier were higher for each insurance type than for
the overall study population, and Medicaid-Marketplace

Table 2 Percentage with Difficulty Accessing Health Care in the Last 12 Months by Insurance Type

Unadjusted % Adjusted difference % (95% CI)*

ESI Medicaid Marketplace ESI minus Medicaid ESI minus
Marketplace

Medicaid minus
Marketplace

All non-elderly adults n =
23202

n =
10963

n = 3054

Delayed or avoided care
due to cost

11.3 10.0 19.3 2.3 (1.3 to 3.4) − 6.2 (− 7.9 to − 4.6) − 8.6 (− 10.4 to − 6.8)

Insurance not accepted by
doctor or clinic†

2.8 8.8 10.1 − 5.5 (− 6.4 to − 4.6) − 6.9 (− 8.3 to − 5.5) − 1.4 (− 3.1 to 0.2)

Could not afford to get
dental care

10.1 19.8 20.0 − 6.0 (− 7.1 to − 4.8) − 7.1 (− 8.8 to − 5.4) − 1.2 (− 3.1 to 0.7)

Could not afford to see a
specialist when needed?†

4.0 6.6 7.7 − 0.6 (− 1.5 to 0.2) − 2.4 (− 3.7 to − 1.1) − 1.8 (− 3.3 to − 0.3)

Among those with 1 or
more chronic conditions‡

n =
10673

n = 6563 n = 1687

Delayed or avoided care
due to cost

15.3 12.2 24.1 5.1 (3.5 to 6.8) − 7.1 (− 9.6 to − 4.6) − 12.2 (− 14.8 to − 9.5)

Insurance not accepted by
doctor or clinic†

3.3 10.4 12.7 − 6.0 (− 7.4 to − 4.6) − 8.9 (− 11.0 to − 6.7) − 2.9 (− 5.3 to − 0.5)

Could not afford to get
dental care

13.6 24.4 23.1 − 5.8 (− 7.6 to − 4.0) − 6.8 (− 9.3 to − 4.4) − 1.1 (− 3.8 to 1.7)

Could not afford to see a
specialist when needed?†

6.2 8.9 9.9 0.4 (− 1.0 to 1.9) − 2.5 (− 4.5 to − 0.5) − 2.9 (− 5.1 to − 0.7)

Data source: 2015–2018 National Health Insurance Survey.
ESI employer-sponsored insurance
*Model adjusted for age, sex, race/ethnicity, employment status, marital status, educational attainment, federal poverty level (using 14 income
categories), region, and survey year
†Reduced samples sizes as survey question was not asked in 2018
‡Chronic condition is defined as ever been told you have hypertension (high blood pressure), high cholesterol, stroke, COPD, emphysema or chronic
bronchitis, cerebrovascular disease, arthritis, cardiovascular disease, kidney disease, liver disease, diabetes, history of cancer (excluding non-
melanomatous skin cancer), current asthma, or ulcer in the past 12 month

Table 3 Percentage with Cost-Related Medication Non-adherence in the Last 12 Months by Insurance Type (Defined as Either Not Being Able
to Afford Getting a Prescription Medication, Skipping a Medication to Save Money, Took Less Medication to Save Money, or Delaying Filling

a Prescription to Save Money)

Unadjusted % Adjusted difference % (95% CI)*

ESI Medicaid Marketplace ESI minus
Medicaid

ESI minus
Marketplace

Medicaid minus
Marketplace

Non-elderly adults prescribed
a medication in the last 12
months

n = 13,587 n = 7447 n = 1864

Could not adhere to prescribed
medications due to cost

15.4 20.0 21.5 0.5 (− 1.0 to 2.1) − 3.4 (− 5.7 to − 1.2) − 4.0 (− 6.4 to − 1.5)

Among those with 1 or more
chronic conditions†

n = 8216 n = 5481 n = 1335

Could not adhere to prescribed
medications due to cost

19.1 22.8 23.2 2.6 (0.6 to 4.7) − 1.7 (− 4.5 to 1.0) − 4.3 (− 7.4 to − 1.3)

Data source: 2015–2018 National Health Insurance Survey
ESI employer-sponsored insurance
*Adjusted for age, sex, race/ethnicity, employment status, marital status, educational attainment, federal poverty level (using 14 income categories),
region, and survey year
†Chronic condition is defined as ever been told you have hypertension (high blood pressure), high cholesterol, stroke, COPD, emphysema or chronic
bronchitis, cerebrovascular disease, arthritis, cardiovascular disease, kidney disease, liver disease, diabetes, history of cancer (excluding non-
melanomatous skin cancer), current asthma, or ulcer in the past 12 months
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differences generally larger (Table 2). Among enrollees with
chronic conditions, we also observed a pattern similar to the
overall study population: ESI enrollees were more likely to
delay or forgo care due to cost than Medicaid enrollees in
adjusted analyses, and there was no significant difference in
ability to afford a specialist. However, for all other measures,
ESI enrollees less frequently reported access barriers than
either Marketplace or Medicaid enrollees.

Access to Medications

In the overall study population, 21.5% of Marketplace and
20.0% of Medicaid enrollees experienced cost-related medi-
cation non-adherence (AD, 4.0 [95% CI, 1.5–6.4]) (Table 3).
ESI enrollees were less likely than Marketplace enrollees and
as likely as Medicaid enrollees to experience this outcome in
adjusted analyses. Among the chronic disease sub-group, we
found a similar pattern of differences by insurance type, but
larger proportions of enrollees in each insurance type
experiencing cost-related non-adherence (ESI, 19.1%; Medic-
aid, 22.8%; and Marketplace, 23.2%).

Financial Strain

Respondents enrolled in Marketplace plans experienced
higher levels of medical financial strain than Medicaid
enrollees for 4 of 5 of such measures in adjusted anal-
yses (Table 4). For example, Marketplace enrollees were
more likely than Medicaid enrollees to report being very
worried about not being able to pay medical costs in
case of a serious accident or illness (32.3% vs 25.8%;
AD, 6.4 [95% CI, 4.2–8.6]) or for normal care (19.4%
vs 16.8%; AD, 3.7 [95% CI, 1.8–5.5)]. ESI enrollees
reported lower levels of worry than the enrollees of
either of the other insurance types. A higher proportion
of Marketplace than Medicaid enrollees also reported
having any out-of-pocket medical expenses (86.3% vs
59.1%; AD, 16.1 [95% CI, 14.0–18.1]) and expenses
exceeding $2000 (22.4% vs 5.4%; AD, 8.3 [95% CI,
6.2–10.3]). In adjusted analyses, a higher proportion of
ESI than Medicaid enrollees also reported problems
paying medical bills, any out-of-pocket medical spend-
ing, and spending exceeding $2000 in the last 12
months. Finally, across all insurance groups, measures
of financial strain were amplified among those with
chronic conditions, in multivariable models. While we
observed similar patterns among those with chronic dis-
eases, insurance-type differences were typically even
larger.

Sensitivity Analyses

In analyses that excluded individuals with disabilities, we
found results similar to our main analyses (see Supplement
Table 2). In comparisons between Marketplace enrollees with
incomes up to 250% of the FPL versus over 250% of the FPL,

access to dental care and concerns about medical costs were
worse for those in the lower-income group; however, the
higher-income group had more out-of-pocket spending (see
Supplement Table 3).

DISCUSSION

Individuals with Marketplace coverage are substantially more
likely to delay or avoid medical care due to cost, forego
prescribed medications due to cost, and experience medical
financial strain compared to those with Medicaid. Among
individuals with at least one chronic medical condition, the
prevalence of access barriers and financial strain are higher,
and the differences between Medicaid and Marketplace
enrollees are larger. For most outcomes, ESI enrollees experi-
ence better outcomes than either Marketplace or Medicaid
enrollees, although for avoiding forgone care due to cost,
and the out-of-pocket spending measures, Medicaid enrollees
fare better than those with ESI.
Our findings are likely driven by several factors. First,

Medicaid typically requires no or minimal cost sharing,
whereas Marketplace plans often require considerable out-of-
pocket payments for care,15, 16, 31 particularly for people with
incomes above 250% of the FPL, who are ineligible for cost-
sharing subsidies.9, 17 Cost sharing, which has been shown to
discourage the use of health care services among Marketplace
enrollees in other studies,32 likely contributes to the greater
avoidance of or delays in care, medication non-adherence,
worry about medical bills, and out-of-pocket spending that
we observed. Our finding that lower-income Marketplace
enrollees eligible for cost sharing fared worse by some mea-
sures than higher-income Marketplace enrollees suggests that
cost-sharing subsidies were insufficient to offset financial
worries due to the lower income of this group. Second, many
Marketplace plans have narrow provider networks,33, 34 leav-
ing some enrollees with large medical bills for out-of-network
care, or compelling others to delay or forgo care when in-
network providers are inaccessible.35, 36 Third, since Market-
place plan enrollees had lower rates of continuous coverage,
health care costs incurred during gaps in coverage37 could
have increased their financial strain.20 Given that dental cov-
erage is not mandated as an essential health benefit in either
Medicaid or Marketplace plans,38–40 predictably, enrollees
from both plans had equal difficulty affording dental care in
our study.
Our results are generally consistent with previous studies

based on national samples, which demonstrated Medicaid’s
superior protections against experiencing cost-related medica-
tion non-adherence and financial strain. Two prior studies
examined pre-post-ACA changes in measures of access and
financial strain among individuals with incomes of 100% to
138% of the FPL—those who would have been eligible for
Medicaid inMedicaid-expansion states andMarketplace plans
in non-expansion states. These studies found that Medicaid-
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eligible individuals under the ACA had greater difficulty
finding a provider22 but also experienced greater reductions
in out-of-pocket payments21, 22 compared to Marketplace
coverage–eligible individuals. These studies employed strong
quasi-experimental methods that reduced confounding by fac-
tors associated with income differences between plan
enrollees. Other studies examining similar outcomes in the
post-ACA period have been limited to specific population
sub-groups. One study of individuals with psychological dis-
tress found that Medicaid enrollees were less likely to experi-
ence access barriers or financial strain. Another study found no
differences between Marketplace and Medicaid in California
in access to primary and specialty providers or getting a timely
doctor visit.23

In addition, while previous studies have suggested that ESI
plans provide better access to care than either Medicaid or
Marketplace plans,23, 24 our findings suggest that Medicaid
outperforms ESI for low- to moderate-income people for
several important outcomes related to expenditures:
delaying or avoiding care due to cost, difficulty paying
medical bills, and out-of-pocket medical spending. These
findings on expenditures likely reflect the fact that Medic-
aid requires only minimal out-of-pocket spending whereas
for ESI, at least some out-of-pocket spending for care is
nearly universal.41 Furthermore, the share of privately in-
sured Americans with high deductible health plans, and
thus a higher chance of experiencing out-of-pocket spend-
ing, has been growing.42

Our analysis adds to the existing literature in several impor-
tant ways. First, our study included individuals across the
entire income spectrum of those eligible for Medicaid or
Marketplace plans, rather than the narrow-income band used
in some prior studies, increasing the generalizability of our
findings. Inclusion of the full income spectrum also re-
vealed that despite Marketplace enrollees’ substantially
higher incomes than Medicaid enrollees, their levels of
financial strain and access were worse. Second, our study
focuses not on assessing the impact of the ACA as origi-
nally implemented in 2014, as other studies have done,21, 22

but rather on the recent effects of these plans as they have
evolved since ACA implementation. These differences be-
tween Medicaid and Marketplace plans are most relevant
for informing future health care coverage policies. Lastly,
our findings uniquely highlight the even larger contrasts in
access barriers and financial strain between Medicaid and
Marketplace for people with chronic diseases, a group for
whom barriers to care and financial strain may exact a
particularly large toll.
Several study limitations should be noted. First, we were

unable to control for characteristics of the Marketplace plans
we examined, such as type of plan or metal tier. The plan
definitions we used, however, have been used in prior re-
search.24 Second, because publicly available NHIS files do
not contain state identifiers, we could not control for state-
level fixed effects, Medicaid expansion status, or whether the

state had a federal or state-based Marketplace. Third, self-
reported outcomes in the NHIS are subject to recall bias.
Lastly, there are likely differences betweenMedicaid, Market-
place plan, and ESI enrollees that we were unable to adjust for.
For example, since Medicaid enrollees have reduced assets,
potentially increasing their susceptibility to cost barriers to
care and medical financial strain, our study may underestimate
the difference in access to care and financial strain between
Medicaid and Marketplace enrollees. While a substantially
higher proportion of Medicaid enrollees have a disability,
our sensitivity analysis excluding those with a disability
yielded results comparable to our main analysis.
During the ACA’s inception, proponents of private insur-

ance expansion argued that inclusion of a Marketplace would
result in better access to care because there was a perception
that doctors would be more likely to see privately insured
patients than those with Medicaid. Yet, our analysis suggests
that many low- and moderate-income Americans experience
barriers to seeing a doctor and substantial medical financial
burdens, but that Medicaid offers better protection than Mar-
ketplace plans against these adverse outcomes. Several policy
changes could be implemented within the current financing
system to improve access and medically induced financial
strain for enrollees. First, limiting the use of narrow networks
in Marketplace plans could improve access and limit financial
strain due to large out-of-pocket costs incurred at the point of
service, although this might lead to premium increases.43

Second, increasing provider reimbursement rates for Medicaid
(and potentiallyMarketplace plans), which are generally lower
than those for other insurance types,44–46 could improve ac-
cess.47 Third, policy makers could decrease out-of-pocket
spending by enrollees in Marketplace plans by permanently
increasing the cost-sharing subsidies for enrollees with in-
comes of 100–250% of the FPL, as some states have done,48,
49 and by extending these subsidies to higher-income (250% to
400% of the FPL) enrollees. The recently signed ARP tempo-
rarily expands Marketplace premium subsidies; however,
there is no impact on plan out-of-pocket costs or network
adequacy. Increased subsidies under ARP may reduce finan-
cial strain in the population we studied but are unlikely to
improve access to care. Fourth, states that have not yet opted to
expandMedicaid could do so, allowingmany individuals with
incomes of up to 138% of the FPL who currently have Mar-
ketplace plans (and those who are uninsured) to transition to
Medicaid.
Broader reforms such as a Public Option or lowering

the age of eligibility for Medicare are currently being
debated by congress. However, the details of such pro-
posals are not yet known, making the potential impact
difficult to predict. A comprehensive “Medicare for all”
plan, as proposed,50 would substantially reduce financial
burdens and improve access to care; however, it cur-
rently lacks support from the current administration.
While the ARP is likely to increase enrollment in Mar-
ketplace plans, our study suggests that these individuals
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would have better access to care and potentially less
financial strain if they were to receive Medicaid instead.
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