
Health Serv Res. 2020;55(Suppl. 2):841–850.     |  841

Health Services Research

wileyonlinelibrary.com/journal/hesr

 

DOI: 10.1111/1475-6773.13549  

T H E M E  I S S U E :  D R I V E R S  O F  H E A L T H

The impact of the Affordable Care Act on health care access 
and self-assessed health in the Trump Era (2017-2018)

Charles Courtemanche PhD1,2,3  |   James Marton PhD4  |   Benjamin Ukert PhD5  |   
Aaron Yelowitz PhD1  |   Daniela Zapata PhD6

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, 
provided the original work is properly cited.
© 2020 The Authors. Health Services Research published by Wiley Periodicals LLC on behalf of Health Research and Educational Trust

1Department of Economics, Gatton College 
of Business and Economics, University of 
Kentucky, Lexington, Kentucky
2National Bureau of Economic Research, 
Cambridge, Massachusetts
3Institute of Labor Economics (IZA), Bonn, 
Germany
4Department of Economics, Andrew Young 
School of Policy Studies, Georgia State 
University, Atlanta, Georgia
5Department of Health Policy and 
Management, Texas A&M University, 
College Station, Texas
6Impaq International, Washington, DC

Correspondence
James Marton, PhD, Department of 
Economics, Andrew Young School of Policy 
Studies, Georgia State University, P.O. Box 
3992, Atlanta, GA 30302-3992.
Email: marton@gsu.edu

Abstract
Objective: To estimate the impact of the major components of the ACA (Medicaid 
expansion, subsidized Marketplace plans, and insurance market reforms) on health 
care access and self-assessed health during the first 2 years of the Trump administra-
tion (2017 and 2018).
Data Source: The 2011-2018 waves of the Behavioral Risk Factor Surveillance System 
(BRFSS), with the sample restricted to nonelderly adults. The BRFSS is a commonly 
used data source in the ACA literature due to its large number of questions related to 
access and self-assessed health. In addition, it is large enough to precisely estimate 
the effects of state policy interventions, with over 300 000 observations per year.
Design: We estimate difference-in-difference-in-differences (DDD) models to sepa-
rately identify the effects of the private and Medicaid expansion portions of the ACA 
using an identification strategy initially developed in Courtemanche et al (2017). The 
differences come from: (a) time, (b) state Medicaid expansion status, and (c) local area 
pre-2014 uninsured rates. We examine ten outcome variables, including four meas-
ures of access and six measures of self-assessed health. We also examine differences 
by income and race/ethnicity.
Principal Findings: Despite changes in ACA administration and the political debate 
surrounding the ACA during 2017 and 2018, including these fourth and fifth years 
of postreform data suggests continued gains in coverage. In addition, the improve-
ments in reported excellent health that emerged with a lag after ACA implementation 
continued during 2017 and 2018.
Conclusions: While gains in access and self-assessed health continued in the first 
2 years of the Trump administration, the ongoing debate at both the federal and state 
level surrounding the future of the ACA suggests the need to continue monitoring 
how the law impacts these and many other important outcomes over time.
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1  | INTRODUC TION

In 2014, the major components of the Affordable Care Act (ACA), 
including the individual mandate, subsidized Marketplace coverage, 
and state Medicaid expansions, were implemented.1-3 A recently 
published review2 summarizes the growing literature on the impact 
of the ACA on insurance coverage,4-16 access to care,17-19 and self-
assessed health3,20-28 among other outcomes. This review suggests 
that the ACA, including the Medicaid expansions, increased coverage 
and access to care after one (2014) to four (2014-2017) postreform 
years, but did not have as clear an effect on self-assessed health. 
Some studies focusing on the ACA Medicaid expansions alone found 
mixed results, with some showing improvements in health, while 
others found no effect.2,3 One study examining both the Medicaid 
expansions and the non-Medicaid expansion components of the 
ACA found that an increase in health (as measured by the probability 
of reporting excellent health) emerged with a lag in 2015.28

In this paper, we estimate the causal effects of the ACA on ac-
cess to care and self-assessed health during 2017 and 2018, the first 
2 years of the Trump administration, using data from the Behavioral 
Risk Factor Surveillance System (BRFSS). Ours is among the first 
publications to include both 2017 and 2018 data.25,27-31 Our access 
outcomes are the likelihoods of having insurance coverage, costs 
being a barrier to seeking care, a primary care doctor, and a checkup 
in the past year. Our health outcomes include overall self-assessed 
health and days of the previous month not in good physical health, 
not in good mental health, and with health-related limitations.

There are multiple reasons why adding data from the first two 
years of the Trump administration to the prior analysis is important. 
First, even in the absence of any changes to the ACA, it would be 
interesting to see whether the lagged emergence of improved health 
continues into 2017 and 2018. This may be the case as enrollees 
become more familiar with their new coverage over time and how to 
best navigate the health care system. In addition, if upfront invest-
ments in medical care take time to translate into better health, then 
we might expect further improvement in self-assessed health in 2017 
and 2018.32 Second, 2017 marked a change in the administration of 
the ACA with a new president taking office in January. President 
Trump's first executive order encouraged the federal government to 
waive or delay the implementation of any components of the ACA 
that would impose a financial or regulatory burden.33 In addition, 
funding for ACA outreach and education programs, including funding 
for navigators, was reduced for open enrollment periods associated 
with 2017 and 2018 coverage.34 Potentially most consequential, in 
October 2017, the administration discontinued cost-sharing reduc-
tion (CSR) payments to insurers for silver Marketplace plans, at a 
time when insurers already submitted premium rates for the coming 
plan year with an expectation of receiving CSR payments in return 
for reducing the cost-sharing in plans for low income enrollees.35 
Political debate surrounding the ACA was prominently featured in 
the news, including the failed vote to repeal the ACA in July 2017 
and the vote to pass the tax reform package that included a repeal 
of the ACA individual coverage mandate in December 2018.36 Thus, 

the addition of 2017 and 2018 data allows us to examine the initial 
causal impact of these events. This is important as recent descriptive 
evidence suggests that the national coverage rate actually fell by 0.5 
percentage points between 2017 and 2018.37

Following a recently established literature, we estimate differ-
ence-in-difference-in-differences (DDD) models with the differ-
ences coming from time, state Medicaid expansion status, and local 
area pretreatment uninsured rate in order to estimate the impact 
of the full ACA.11,14-16,25,27,28,38 This approach stands in contrast to 
many studies that use a simpler difference-in-differences (DD) model 
comparing changes in expansion states to changes in nonexpansion 
states in order to identify the effect of the ACA Medicaid expansion 
alone. Identifying the impact of the national components of the ACA, 
such as the individual mandate and subsidized Marketplace cover-
age, requires a different approach because they were implemented 
in every state at the same time. The inclusion of a third difference 
in our model handles this issue because the national components of 
the ACA should provide the most intense “treatment” in local areas 
with the highest uninsured rates prior to the ACA.

2  | DATA AND METHODS

2.1 | Data

We use data from the BRFSS, an annual telephone survey of health 
and health behaviors conducted by state health departments in 
collaboration with the CDC. The BRFSS is the largest continuous 
health survey in the United States, collecting information on more 
than 300 000 adults per year. Having a large sample size is critical to 
obtaining meaningful precision because the ACA affected insurance 

What is already known on this topic

• The ACA led to significant improvements in coverage 
and access to care throughout 2014 to 2016, as well as 
a lagged emergence of improvements in self-assessed 
health.

• However, changes in ACA administration beginning in 
2017 could have negatively affect these gains.

• This study evaluates the impact of the ACA on insur-
ance coverage, access to care, and self-assessed health 
including 2017 and newly released 2018 data.

What this study adds

• Despite a political shift and changes in the administra-
tion of the ACA beginning in 2017, gains in coverage and 
access to care remained stable in 2017 and 2018 com-
pared to 2016.

• In addition, we also continue to observe improvements 
in excellent self-assessed health in 2017 and 2018.
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coverage for only a fraction of the population, limiting plausible ef-
fect sizes. The BRFSS is therefore a commonly used data source in 
the ACA literature on access and self-assessed health.23,25,27,28

Our sample period is 2011-2018. The sample starts in 2011 be-
cause this is the first year in which the BRFSS included cell phones 
in its sampling frame. The sample ends in 2018 because this is the 
last year currently available. This timeframe gives us three years 
of pretreatment data and five years of post-treatment data. We 
limit our sample to individuals 19- to 64 years old who were inter-
viewed between 2011 and 2018. As is common in the literature, we 
drop observations with missing values for the variables used in our 
analysis.23,39,40

Our outcome variables measure access to care and self-reported 
health status. Access outcomes include indicators for any health 
coverage, having a primary care doctor, having a regular physician 
checkup in the past 12 months, and having any care needed but fore-
gone because of cost in the past 12 months. Self-reported health 
status is based on a rating of overall health as poor, fair, good, very 
good, or excellent. We use this to construct indictors for whether 
overall health is good or better (ie, good, very good, or excellent), 
very good or excellent, and excellent. Other health measures in-
clude number of days of the last 30 not in good mental health, not in 
good physical health, and with health-related functional limitations. 
These sorts of subjective self-assessed health variables have been 
shown to be correlated with objective measures of health, such as 
mortality.41-43

We construct a Medicaid expansion indicator that is based on in-
formation collected by the Kaiser Family Foundation.44 A total of 31 
states and Washington, DC expanded Medicaid by 2016 and no state 
expanded in 2017 or 2018. The majority of states expanded Medicaid 
in January 2014, with some exceptions. Michigan expanded in April 

2014 and New Hampshire in August 2014. Pennsylvania, Indiana, 
and Alaska expanded in January, February, and September of 2015, 
respectively. Montana and Louisiana expanded in January and July 
of 2016, respectively. We classify states as part of the Medicaid ex-
pansion beginning the month-year of their expansion. Other state-
level variables include indicators for whether states set up their 
own insurance exchanges, whether these exchanges experienced 
glitches,44,45 and seasonally adjusted monthly state unemployment 
rate from the Bureau of Labor Statistics. The exchange glitch indica-
tor flags the six states that had severe upfront technology problems 
when they rolled out their state exchange in 2014.45

We measure the intensity of the non-Medicaid components of the 
ACA using the uninsured rate in the respondent's “local area” in the 
pretreatment year of 2013. This measure captures the “dose” of ACA 
treatment the local area could have received. We compute each re-
spondent's “local area” pretreatment uninsured rate within our BRFSS 
sample of nonelderly adults. The publicly available BRFSS does not 
include geographic identifiers narrower than the state, but does tell us 
whether the respondent resides in the center city of an MSA, outside 
the center city of an MSA but inside the county containing the center 
city, inside a suburban county of an MSA, or not in an MSA. We use 
this variable to construct four subgroups within each state: those liv-
ing within a central city, suburbs, non-MSA, and within-state location 
unavailable (this is the case for respondents interviewed on their cell 
phone). Based on these four geographic categories, we calculate the 
pretreatment average uninsured rates by “location” (considering “cell 
phone” to be a location for the sake of convenience) within a state. To 
ensure that each area contains enough respondents from our sam-
ple to reliably compute pretreatment uninsured rates, we follow the 
previous literature and combine the seven areas with fewer than 200 
respondents in 2013 with other larger areas. Specifically, we combine 

TA B L E  1   Means and standard deviations of dependent variables by state medicaid expansion status and pretreatment uninsured rate

Full sample

Medicaid expansion; 
≥Median baseline 
uninsured

Medicaid expansion; 
<Median baseline 
uninsured

Nonexpansion; 
≥Median baseline 
uninsured

Nonexpansion; 
<Median baseline 
uninsured

Any insurance coverage 0.788 (0.409) 0.732 (0.443) 0.855 (0.352) 0.686 (0.464) 0.831 (0.375)

Primary care doctor 0.741 (0.439) 0.650 (0.477) 0.816 (0.386) 0.634 (0.482) 0.814 (0.392)

Checkup 0.627 (0.234) 0.559 (0.497) 0.660 (0.473) 0.592 (0.491) 0.680 (0.467)

Cost barrier to care in past 
year

0.192 (0.394) 0.232 (0.421) 0.147 (0.125) 0.256 (0.436) 0.170 (0.376)

Overall health good or 
better

0.840 (0.367) 0.830 (0.376) 0.852 (0.355) 0.826 (0.379) 0.842 (0.363)

Overall health very good 
or better

0.536 (0.499) 0.518 (0.499) 0.559 (0.497) 0.506 (0.499) 0.544 (0.498)

Overall health excellent 0.204 (0.403) 0.200 (0.400) 0.209 (0.407) 0.200 (0.400) 0.197 (0.399)

Days not in good physical 
health in past month

3.648 (7.964) 3.738 (7.986) 3.547 (7.792) 3.630 (7.992) 3.807 (8.231)

Days not in good mental 
health in past month

4.108 (8.210) 4.560 (8.510) 3.864 (7.907) 4.269 (8.432) 3.905 (8.130)

Days with health-related 
limitations in past month

2.508 (6.779) 2.596 (6.808) 2.416 (6.647) 2.532 (6.849) 2.590 (6.999)

Note: Standard deviations in parentheses.
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the central city and suburban parts of Wyoming into one area, and do 
the same for Vermont, South Dakota, and Montana. In addition, we 
combine the suburban and rural parts of the states of Massachusetts, 
Arizona, and California. This process, which exactly mirrors that used 
in prior BRFSS studies of the ACA’s two- and three-year effects,25,27 
generates 194 areas with 2013 uninsured rates that are computed 
from 219 to 5,804 respondents, with the average being 1,475 respon-
dents and the median being 1,205.

We use responses from several other BRFSS questions to con-
struct individual-level controls. Specifically, we control for age using 
indicators for five-year increments (from 25-29 to 60-64, with 19-24 
as the reference group), female, race/ethnicity (non-Hispanic black, 

Hispanic, and other; non-Hispanic white as the reference), married, 
education (high school degree, some college, and college graduate; 
less than high school degree as the reference), household income 
($10 000-$15 000, $15 000-$20 000, $20 000-$25 000, $25 000-
$35 000, $35 000 $50 000, $50 000-$75 000, and >$75 000, with 
<$10 000 as the reference), indicators for the number of children in 
the household, whether primary occupation is student, and whether 
the respondent is unemployed.

Table 1 provides pretreatment means and standard deviations of 
our ten outcomes of interest between 2011 and 2013, and Appendix 
Table S1 reports the means and standard deviations for the controls. 
We stratified our entire analytic sample into four groups based on 
whether the respondent's state expanded Medicaid and whether 
the local area's pretreatment uninsured rate was above or below the 
median within the sample. According to Table 1, 79 percent of the 
sample had some form of coverage prior to 2014. Individuals in ex-
pansion states (columns 2 and 3) were slightly more likely to have 
insurance prior to 2014 than those in nonexpansion states (columns 
4 and 5). Residents who live in expansion states with prereform 
uninsured rates below the median (column 3) had, on average, bet-
ter health care access and self-assessed health than the rest of the 
sample even before 2014. Our DDD model will account for these 
baseline differences. Our online Appendix describes trends in our 
outcome variables over time.

2.2 | Methods

Our goal is to estimate the effects of both the fully implemented 
ACA (including the Medicaid expansion) and the ACA without the 
Medicaid expansion for each of our ten access and health out-
comes. Most previous studies in the ACA literature estimated only 
the effect of the Medicaid expansion using a difference-in-differ-
ences (DD) approach. Our goal is more ambitious in that we aim to 
also identify the causal effect of the ACA’s national treatment (ie, 
the package of reforms related mostly to private insurance), which 
creates the challenge of disentangling its impact from underlying 

year-to-year fluctuations in our outcomes that would have oc-
curred even in the absence of the ACA. To address this challenge, 
we adopt a difference-in-difference-in-differences (DDD) strat-
egy used in several recent ACA studies that also aimed to sepa-
rately identify the effects of the national and Medicaid portions of 
the law. The DDD strategy utilizes “differences” coming from time, 
state Medicaid expansion status, and local area pretreatment un-
insured rate, with the central idea being that coverage expansions 
provide the most intense treatments in areas with high baseline 
uninsured rates.11,14-16,25,27,28,38

Formally, the model with a simple combined five-year post pe-
riod (2014-2018) is

where

• y���� is a generic outcome for individual i in area type (central city, 
rest of MSA, non-MSA, cell phone) a in state s in month/year t,

• POSTt equals one in period t if it is in the postreform period of 
January 2014 or later,

• Xiast is a vector of controls,
• MEDICAIDs indicates state participation in the ACA’s Medicaid 

expansion,
• UNINSURED�� is the 2013 uninsured rate in area type a within 

state s,
• ��� denotes fixed effects for each time-by-area-type combination 

(eg, central city in April 2011),
• ��� denotes fixed effects for each area (eg, non-MSA in Kentucky),
• and ����� is the error term, which is clustered by state and 

heteroscedasticity-robust.

Note that POSTt is absorbed by the time-by-area-type fixed ef-
fects (���) so it is not separately included in Equation (1), while the 
terms UNINSURED��, MEDICAIDs, and UNINSURED�� ∗MEDICAIDs 
are absorbed by the area fixed effects (���). The time-by-area-type 
fixed effects (���) would subsume the inclusion of standard time 
fixed effects, which implies they control for national trends, such 
as changes in the national unemployment rate. We use sampling 
weights to account for the complex survey design.

In Equation (1), the effect of the national portion of the ACA 
alone is given by �1*UNINSURED��, which means it is assumed to 
be zero at a zero percent baseline uninsured rate and to increase 
linearly as this rate rises. This is meant to capture national aspects 
of the ACA outside of the Medicaid expansion, such as subsidized 
Marketplace coverage and the individual mandate. In addition to 
incentivizing purchase on the Marketplace, the mandate may have 
led to a “woodwork” effect where people previously eligible for 
coverage through their employer or Medicaid but not enrolled de-
cided to go ahead and enroll. Similarly, the effect of the Medicaid 
expansion alone is given by �3 ∗UNINSURED�� ∗MEDICAIDs, mean-
ing it is zero in nonexpansion states (where MEDICAIDs=0) and 
�3 ∗UNINSURED�� in expansion states (where MEDICAIDs=1).  

(1)y����= �0+�1(UNINSURED�� ∗POSTt)+�2(MEDICAID�� ∗POSTt)+�3(UNINSURED�� ∗MEDICAIDs ∗POSTt)+�4Xiast+���+���+�����



     |  845
Health Services Research

COURTEMANCHE ET Al.

Following prior literature, we consider �2 to represent unob-
served confounders rather than capturing part of the Medicaid 
expansion's causal effect, though we test the sensitivity of 
our results to changes in this assumption.11,14-16,25,27,28,38,46 
The effect of the “fully implemented” ACA, that is, in Medicaid 
expansion states, combines the impacts of the Medicaid expan-
sion and the national non-Medicaid components of the ACA: �1
*UNINSURED��+�3 ∗UNINSURED��. We report the predicted or 
implied effect of the ACA at the sample mean pretreatment un-
insured rate rather than the underlying regression coefficients. 
These implied effects are given by �1*−UNINSURED�� in nonex-
pansion states and �1*−UNINSURED��+�3 ∗−UNINSURED�� in ex-
pansion states.

While estimates based on Equation (1) provide average effects 
over the 2014-2018 time period, we are primarily interested in how 
the effects varied over time across these five years, especially in 
2017 and 2018. In order to analyze changes over time, we estimate 
event study models as our preferred set of specifications, where we 
replace POSTt with a set of year dummies. The event study DDD 
model is 

where Yt, is an indicator for whether year t is 2011, 2012, …, 2018, re-
spectively, for t = 1, 2,…,7, with 2013 being the reference year and the 
other terms being as described in Equation (1). Here, the effects of the 
ACA without the Medicaid expansion during 2014, 2015, …, 2018 are 
given by �3 ∗UNINSURED��, �4 ∗UNINSURED��,…, �7 ∗UNINSURED��, 
respectively, while the effects of the Medicaid expansion in 2014, 2015, 
…, 2018 are similarly given by �3 ∗UNINSURED��, �4 ∗UNINSURED��,

…�7 ∗UNINSURED��.
This event study model also allows us to test the identifying as-

sumptions from our main DDD specification.11,25 The first assump-
tion is that, in the absence of the ACA, any changes in the outcomes 
that would have occurred in 2014-2018 would not have been sys-
tematically correlated with local area uninsured rates, conditional 
on the controls. Second, differential changes in the outcomes in 
2014-2018 between expansion and nonexpansion states would not 
have been correlated with prereform uninsured rates. If the event 
study suggests evidence that changes in the outcomes from 2011 
to 2013 are correlated with pre-ACA uninsured rates (ie, �1 or �2 are 
significant) or the interaction of the local area uninsured rate with 
Medicaid expansion status (ie, �1 or �2 are significant), this would 
suggest problems with these assumptions.

3  | RESULTS

Tables 2 and 3 display the implied effects of the ACA based on the 
coefficient estimates from Equations (1) and (2) multiplied by the 
2013 average pretreatment uninsured rate. In the top panel, we 

display the results from the event study analysis on the year-by-year 
effects of the ACA based on Equation (2), providing the implied ef-
fects of the national components of the ACA alone (which is the ef-
fect we would expect to see in nonexpansion states) and the fully 
implemented ACA (which also includes the effect of the Medicaid 
expansion and is what we would expect to see in expansion states). 
In the bottom panel, we report the same implied effects over the 
combined 2014-2018 postperiod based on Equation (1). In Appendix 
Table S4 and S5, we discuss alternative specifications to Equation (1) 
and the robustness of our findings.

3.1 | Effects on access

The top panel of Table 2 suggests that, relative to 2013, in states 
that did not expand Medicaid, the national components of the ACA 
led to gains in insurance coverage of 3.8 percentage points in 2014, 
6.1 in 2015, 8.2 in 2016, 7.7 in 2017, and 7.6 in 2018. In expansion 
states, the fully implemented ACA led to coverage gains of 6.6 per-

centage points in 2014, 9.7 in 2015, 11.6 in 2016, 12.5 in 2017, and 
11.8 in 2018. Thus, we find no evidence that the administrative 
changes and political debate surrounding the ACA during 2017 and 
2018 led to significantly smaller coverage impacts as compared to 
2016.

Our event study model also suggests that the ACA led to in-
creases in the year-by-year likelihood of having a primary care 
doctor. For example, the fully implemented ACA led to a 2.8 per-
centage point increase in the likelihood of having a primary care 
doctor in 2014 and a 6.3 percentage point increase in 2018. These 
results are statistically significant in each year for our estimates of 
the fully implemented ACA and significant in almost all years for 
our estimates of the national components. We see a similar pattern 
in terms of reductions in reporting cost being a barrier to seeking 
care. With respect to the likelihood of having a checkup in the past 
year, we also see some growth over time though the estimates in 
the event study model are not statistically significant in any year 
and the 2017 and 2018 estimates are not statistically significantly 
different from 2016.

However, as reported in the bottom panel of Table 2, if we col-
lapse each postreform year into a single postreform time period, we 
see that the fully implemented ACA led to a statistically significant 
4.0 percentage point increase in the likelihood of having a checkup 
in the postperiod. The effects on insurance coverage and primary 
care access reported in the bottom panel of Table 2 over the com-
bined 2014-2018 postperiod are somewhat larger in size (by around 
1 percentage point) than those reported in a recent paper using only 
post-ACA BRFSS data from 2014 through 2016.28

(2)y����=�+

T
∑

t=1

�t
(

UNINSURED�� ∗Yt
)

+

T
∑

t=1

�t(MEDICAIDs ∗Yt)+

T
∑

t=1

�t(UNINSURED�� ∗MEDICAIDs ∗Yt)+�X����+���+�����
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3.2 | Effects on health

Similarly to previous work considering effects through 2016, our re-
sults reported in the top panel of Table 3 suggest that the emergence 
of an impact on the likelihood of having excellent self-assessed 
health appears particularly gradual.28 The effect of the fully imple-
mented ACA in expansion states was small and insignificant in 2014, 
1.5 percentage points in 2015, 2.4 in 2016, 1.3 in 2017, and 3.2 in 
2018. Thus, we do see a smaller increase in 2017 as compared to 
2016 and we also see a larger increase occurring in 2018, though 
none of these effects are statistically different from 2016. We also 
observe statistically increases in the likelihood of reporting excel-
lent health in some years (2016 and 2018) and very good or excel-
lent health in some years (2014, 2016, and 2018) due to the national 
components of the ACA.

The bottom panel of Table 3 reports the effects of the ACA on 
the health outcomes over the combined 2014-2018 postreform pe-
riod. For the binary outcomes, nonexpansion states saw a statistically 
insignificant change in reporting good or better health but a signifi-
cant 1.1 percentage point increase in very good or excellent health 
and a 1.2 percentage point increase in excellent health. In expansion 
states, we observe no statistically significant effect on reporting good 
or better health and very good or excellent health; however, the prob-
ability of reporting excellent health increased by a significant 1.3 per-
centage points. Finally, while we observe only 3 out of 30 statistically 

significant effects on the counts of days measures in our event study 
analysis, we do see a statistically significant reduction in the number 
of days with health-related limitations (−0.154 days) in nonexpansion 
states during the combined 2014-2018 postperiod.

3.3 | Testing identifying assumptions

Appendix Tables S2 and S3 present the event study results for the 
pre-ACA coefficients associated with our access to care and self-
reported health regressions, respectively. In total, the event study 
regressions provide 40 coefficients in the pretreatment period (four 
coefficients in the pre-ACA period for each of the ten outcomes). 
We observe only two statistically significant pre-ACA coefficients 
out of 40, or five percent, which is exactly what we would expect by 
chance with a 5 percent rejection rate. Both of the failures are for 
the checkup variable, suggesting that the results for that outcome 
should be interpreted with caution.

3.4 | Specification checks

The results of our many specification checks are described in de-
tail in the Appendix. These include dropping those in the catch-all 
cell phone “area type,” excluding 19- to 25-year-olds since they may 

TA B L E  2   Effects of ACA at mean pretreatment uninsured rate on health care access

Insurance coverage
Primary care 
doctor Checkup Cost barrier

Event Study Model

ACA without Medicaid Expansion in 2014 0.038*** (0.009) 0.023** (0.009) -0.003 (0.010) -0.025* (0.012)

ACA without Medicaid Expansion in 2015 0.061*** (0.014) 0.028 (0.025) -0.006 (0.019) -0.020 (0.010)

ACA without Medicaid Expansion in 2016 0.082*** (0.008) 0.030** (0.009) 0.014 (0.017) -0.038** (0.014)

ACA without Medicaid Expansion in 2017 0.077*** (0.015) 0.024* (0.011) -0.016 (0.026) -0.036 (0.024)

ACA without Medicaid Expansion in 2018 0.076*** (0.016) 0.031** (0.010) 0.008 (0.021) -0.040*** (0.008)

ACA with Medicaid Expansion in 2014 0.066*** (0.011) 0.028* (0.014) 0.009 (0.011) -0.029*** (0.008)

ACA with Medicaid Expansion in 2015 0.097*** (0.012) 0.047*** (0.013) 0.006 (0.012) -0.047*** (0.011)

ACA with Medicaid Expansion in 2016 0.116*** (0.013) 0.051*** (0.011) 0.021 (0.016) -0.055*** (0.012)

ACA with Medicaid Expansion in 2017 0.125*** (0.014) 0.051** (0.016) 0.016 (0.021) -0.038* (0.016)^^

ACA with Medicaid Expansion in 2018 0.118*** (0.012) 0.063*** (0.015) 0.038 (0.019) -0.056*** (0.011)

DDD Model

ACA without Medicaid Expansion 
2014-2018

0.067*** (0.007) 0.033*** (0.006) 0.024** (0.010) -0.034*** (0.007)

ACA with Medicaid Expansion 2014-2018 0.106*** (0.011) 0.043*** (0.009) 0.040*** (0.012) -0.045*** (0.007)

Sample size 2,035,809 2,034,073 2,034,758 2,035,820

Note: Standard errors, heteroscedasticity-robust and clustered by state, are in parentheses. *** indicates statistically significant at 0.1 percent level; 
** 1 percent level; * 5 percent level. BRFSS sampling weights are used. All regressions include state*location type and year*location type fixed 
effects as well as the controls. In addition, we denote statistically significantly different effect in 2017 and 2018 relative to 2016 by ^^^ at 1 percent 
level; ^^ at 5 percent level. Each column represents the results from a different regression. Each reported effect estimate represents results from a 
regression coefficient multiplied by 20.6 percent—the mean uninsured rate in 2013, the year prior to the implementation of the major components of 
the ACA. To give an example of the interpretation, the first effect in column 1 suggests that the ACA without the Medicaid expansion (ie, the national 
components of the ACA) led to a 3.8 percentage point increase in the likelihood of reporting any insurance coverage in 2014
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have been already treated by the ACA-dependent coverage expan-
sion, dropping early and late expanding states in order to better iso-
late the impact of the Medicaid expansion,11,47 and using state rather 
than local-area-type baseline uninsured rates with and without addi-
tional state-level controls for economic and labor market conditions. 
In addition, we explore the sensitivity of our results to treating the 
coefficient on the ���������� ∗���� t term as part of the causal 
effect of the Medicaid expansion. Appendix Tables S4 and S5 report 
the results of these specification checks. Taken as a whole, these 
estimates are broadly consistent with our baseline results.

4  | DISCUSSION

In this paper, we examine the impact of the ACA on access to care 
and self-assessed health during the first two years of the Trump 

administration (2017-2018). The addition of 2017 and 2018 data al-
lows us to examine whether gains in access and health continued 
beyond what was previously documented in the published literature 
using data through 2016. One reason why we might expect to see 
changes in trends after 2016 is the transition of political party in the 
White House in 2017, which led to a policy shift and several changes 
in the administration of the ACA (such as reductions in outreach 
funding and the duration of open enrollment as well as the discon-
tinuation of CSR payments), as well as a near repeal in the summer 
of 2017.

Relative to 2013, our results suggest that insurance coverage 
in Medicaid expansion states increased by 6.6 percentage points 
in 2014, 9.7 in 2015, 11.6 in 2016, 12.5 in 2017, and 11.8 in 2018. 
In states that did not expand Medicaid, gains in insurance cover-
age were 3.8 percentage points in 2014, 6.1 in 2015, 8.2 in 2016, 
7.7 in 2017, and 7.6 in 2018. Thus, we find no evidence that the 

TA B L E  3   Effects of ACA at mean pretreatment uninsured rate on self-assessed health

Good or better 
health

Very good or 
excellent health Excellent health

Days not in good 
physical health

Days not in good 
mental health

Days with 
health-related 
limitations

Event Study Model

ACA without Medicaid 
Expansion in 2014

−0.006 (0.008) 0.018* (0.007) 0.013 (0.009) −0.114 (0.240) −0.077 (0.176) −0.046 (0.126)

ACA without Medicaid 
Expansion in 2015

0.001 (0.007) 0.020 (0.015) 0.009 (0.009) 0.078 (0.182) 0.270 (0.137) 0.108 (0.159)

ACA without Medicaid 
Expansion in 2016

0.016** (0.005) 0.042*** (0.009) 0.031*** (0.008) −0.431 (0.269) −0.258 (0.177) −0.217* (0.096)

ACA without Medicaid 
Expansion in 2017

0.004 (0.013) 0.015 (0.018) 0.001 (0.013) −0.117 (0.390) 0.094 (0.222)^^^ 0.091 (0.248)

ACA without Medicaid 
Expansion in 2018

0.011 (0.008) 0.035*** (0.009) 0.020* (0.010) −0.065 (0.365)^^^ −0.343* (0.169) −0.070 (0.180)

ACA with Medicaid 
Expansion in 2014

−0.002 (0.008) 0.004 (0.011) 0.007 (0.007) 0.023 (0.166) −0.310* (0.125) 0.094 (0.189)

ACA with Medicaid 
Expansion in 2015

−0.005 (0.008) 0.005 (0.013) 0.015 (0.009) 0.061 (0.160) 0.102 (0.151) 0.267 (0.171)

ACA with Medicaid 
Expansion in 2016

−0.009 (0.008) 0.012 (0.014) 0.024* (0.010) 0.085 (0.184) −0.176 (0.155) 0.214 (0.153)

ACA with Medicaid 
Expansion in 2017

−0.005 (0.008) 0.013 (0.011) 0.013 (0.007) 0.008 (0.161) 0.42 (0.216) 0.131 (0.159)

ACA with Medicaid 
Expansion in 2018

−0.006 (0.008) 0.023 (0.014) 0.032*** (0.009) 0.360 (0.233) −0.012 (0.134) 0.288 (0.167)

DDD Model

ACA without Medicaid 
Expansion 2014-2018

−0.001 (0.005) 0.011* (0.005) 0.012* (0.006) −0.197 (0.112) −0.224 (0.130) −0.154* (0.077)

ACA with Medicaid 
Expansion 2014-2018

−0.002 (0.005) 0.006 (0.008) 0.013* (0.006) 0.001 (0.087) −0.080 (0.120) 0.127 (0.093)

Sample size 2,035,781 2,035,781 2,035,781 2,016,842 2,018,576 2,027,029

Notes: Standard errors, heteroscedasticity-robust and clustered by state, are in parentheses. *** indicates statistically significant at 0.1 percent 
level; ** 1 percent level; * 5 percent level. BRFSS sampling weights are used. All regressions include state*location type and year*location type fixed 
effects as well as the controls. In addition, we denote statistically significantly different effect in 2017 and 2018 relative to 2016 by ^^^ at 1 percent 
level; ^^ at 5 percent level. Each column represents the results from a different regression. Each reported effect estimate represents results from a 
regression coefficient multiplied by 20.6 percent—the mean uninsured rate in 2013, the year prior to the implementation of the major components of 
the ACA. To give an example of the interpretation, the first effect in column 1 suggests that the ACA without the Medicaid expansion (ie, the national 
components of the ACA) led to a 0.6 percentage point reduction in the likelihood of reporting good or better health in 2014.
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administrative changes and political debate surrounding the ACA 
during 2017 and 2018 led to significantly smaller coverage increases 
as compared to 2016. Given that many of these administrative 
changes focus on Marketplace coverage, it is interesting to note that 
the reported gains are only modestly larger in Medicaid expansion 
states than in nonexpansion states, implying that these persistent 
insurance gains are mostly attributable to the national components 
of the ACA, including subsidized Marketplace coverage.28

Another study12 examining the relative coverage impact of the 
Medicaid expansion versus the other components of the ACA found 
that 60 percent of the ACA coverage gains after two years (2014-
2015) can be causally attributed to the Medicaid expansion. While 
our results suggest closer to a 40 percent share attributable to the 
Medicaid expansion after five years, a 54 percent share sits within 
the 95 percent confidence interval for that point estimate. This im-
plies we cannot rule out a 54 percent coverage share coming from 
the Medicaid expansion. Thus, given differences in data, samples, 
time frames, and methods used in other work, we view our findings 
as broadly consistent with estimates from the literature.

Similarly to previous work considering effects through 2016, our 
results regarding self-assessed health suggest that the emergence 
of an impact on the likelihood of having excellent health was par-
ticularly gradual, with the effect of the fully implemented ACA in 
expansion states being small and insignificant in 2014, 1.5 percent-
age points in 2015, 2.4 in 2016, 1.3 in 2017, and 3.2 in 2018.28 The 
smaller increase in 2017 and the larger increase occurring in 2018 
are each not statistically different from the 2016 estimate. Thus, we 
do not observe an impact of administrative changes and the gen-
eral debate surrounding the ACA on the trend in reporting increased 
gains in excellent self-assessed health.

The literature has documented multiple potential reasons 
why the national components of the ACA might be more effec-
tive than the Medicaid expansion at improving access and self-as-
sessed health.28 For example, more generous reimbursement rates 
in Marketplace plans may make it easier for Marketplace enrollees 
to find a primary care doctor that accepts their policy as compared 
to Medicaid enrollees, despite growing evidence that Marketplace 
plans provide narrow networks.48-52 In addition, it has been doc-
umented that Marketplace enrollees are more health literate than 
those gaining coverage through prior expansions, a group that may 
be more representative of those gaining coverage through the ACA 
Medicaid expansions.53 Thus, Marketplace enrollees may be better 
initially positioned to make the most of their newly gained coverage.

Debate about the future of the ACA, a major driver of health, 
continues to be a dominant theme in both national and state pol-
itics. Several presidential candidates expressed support for differ-
ent versions of “Medicare for all,” while maintaining state Medicaid 
expansion status appeared to play a big role in recent gubernato-
rial elections in such states as Kentucky (that expanded Medicaid) 
and Mississippi (which did not). This ongoing debate, as well as the 
fact that multiple states have (Virginia and Maine) or are planning 
to (Idaho, Nebraska, and Utah) expand their Medicaid program sub-
sequent to 2018, suggests the need for future work that continues 

to examine the evolving impact of the ACA on access to care and 
self-assessed health, in addition to the other key outcomes that have 
been featured in the ACA literature.2 While the changes to the ACA 
we examined did not lead to short-run reductions in access to care or 
changes in the trend in reporting increased gains in excellent self-as-
sessed health in 2017 and 2018, that does not tell us whether the 
impact of these changes will differ in the long run or how the other 
potential changes described above will impact these outcomes.

ACKNOWLEDG MENTS
Joint Acknowledgment/Disclosure Statement: James Marton is an 
employee of Georgia State University, while Aaron Yelowitz and 
Charles Courtemanche are employees of the University of Kentucky, 
Benjamin Ukert is an employee of Texas A&M University, and 
Daniela Zapata is an employee of IMPAQ International. We received 
no external funding related to this paper. Any errors are, of course, 
our own.

ORCID
Charles Courtemanche  https://orcid.org/0000-0001-5422-5350 
James Marton  https://orcid.org/0000-0002-1875-8157 
Benjamin Ukert  https://orcid.org/0000-0002-2337-9573 
Aaron Yelowitz  https://orcid.org/0000-0001-8847-1437 
Daniela Zapata  https://orcid.org/0000-0001-6645-664X 

R E FE R E N C E S
 1. Obama B. United States health reform: progress to date and next 

steps. J Am Med Assoc. 2016;316(5):525-532.
 2. Gruber J, Sommers BD. The Affordable Care Act's effects on pa-

tients, providers, and the economy: what we've learned so far. J 
Policy Anal Manag. 2019;38(4):1028-1052.

 3. Soni A, Wherry LR, Simon K. How have ACA insurance expansions 
affected health outcomes? Findings from the literature. Health 
Affairs. 2020;39(3):371-378.

 4. Sommers BD, Kenney GM, Epstein AM. New evidence on the 
Affordable Care Act: coverage impacts of early Medicaid expan-
sions. Health Aff. 2014;33(1):78-87.

 5. Golberstein E, Gonzales G, Sommers BD. California's early ACA ex-
pansion increased coverage and reduced out-of-pocket spending for 
the state's low-income population. Health Aff. 2015;34:1688-1694.

 6. Courtemanche C, Marton J, Yelowitz A. Who gained insurance 
coverage in 2014, the first year of full ACA implementation? Health 
Econ. 2016;25:778-784.

 7. McMorrow S, Kenney GM, Long SK, Gates JA. Marketplaces helped 
drive coverage gains in 2015; Affordability problems remained. 
Health Affairs. 2016;35(10):1810-1815.

 8. Wherry LR, Miller S. Early coverage, access, utilization, and health ef-
fects associated with the Affordable Care Act Medicaid expansions: 
a quasi-experimental study. Ann Intern Med. 2016;164(12):795-803.

 9. Benitez JA, Creel L, Jennings J. Kentucky's Medicaid expansion 
showing early promise on coverage and access to care. Health Aff. 
2016;35(3):528-534.

 10. Buchmueller TC, Levinson ZM, Levy HG, Wolfe BL. Effect of the 
Affordable Care Act on racial and ethnic disparities in health insur-
ance coverage. Am J Public Health. 2016;106:1416-1421.

 11. Courtemanche C, Marton J, Ukert B, Yelowitz A, Zapata D. Early 
impacts of the Affordable Care Act on health insurance coverage in 
Medicaid expansion and non-expansion states. J Policy Anal Manag. 
2017;36(1):178-210.

https://orcid.org/0000-0001-5422-5350
https://orcid.org/0000-0001-5422-5350
https://orcid.org/0000-0002-1875-8157
https://orcid.org/0000-0002-1875-8157
https://orcid.org/0000-0002-2337-9573
https://orcid.org/0000-0002-2337-9573
https://orcid.org/0000-0001-8847-1437
https://orcid.org/0000-0001-8847-1437
https://orcid.org/0000-0001-6645-664X
https://orcid.org/0000-0001-6645-664X


     |  849
Health Services Research

COURTEMANCHE ET Al.

 12. Frean M, Gruber J, Sommers BD. Premium subsidies, the mandate, 
and Medicaid expansion: coverage effects of the Affordable Care 
Act. J Health Econ. 2017;53:72-86.

 13. Hinde JM. Incentive(less)? The effectiveness of tax credits and 
cost-sharing subsidies in the Affordable Care Act. Am J Health Econ. 
2017;3(3):346-369.

 14. Courtemanche C, Marton J, Ukert B, Yelowitz A, Zapata D, Fazlul I. 
The three-year impact of the Affordable Care Act on disparities in 
insurance coverage. Health Serv Res. 2019;54:307-316.

 15. Courtemanche C, Marton J, Yelowitz A. Medicaid coverage across 
the income distribution under the Affordable Care Act. In: Lanford 
D, ed. Medicaid: Enrollment, Eligibility, and Key Issues. Hauppauge, 
NY: Nova Science Publishers; 2020:211-257.

 16. Courtemanche C, Fazlul I, Marton J, Ukert B, Yelowitz A, Zapata 
D. The impact of the ACA on insurance coverage disparities after 
four years. In: Lanford D, ed. Medicaid: Enrollment, Eligibility, and Key 
Issues. Hauppauge, NY: Nova Science Publishers; 2020:21-52.

 17. Sommers BD, Blendon RJ, Orav EJ. Both the “private option” and 
traditional Medicaid expansions improved access to care for low-in-
come adults. Health Aff. 2016;35(1):96-105.

 18. Shartzer A, Long SK, Anderson N. Access to care and affordabil-
ity have improved following Affordable Care Act implementation; 
problems remain. Health Aff. 2016;35(1):161-168.

 19. Kirby JB, Vistnes JP. Access to care improved for people who 
gained Medicaid or marketplace coverage in 2014. Health Aff. 
2016;35(10):1830-1834.

 20. Sommers BD, Baicker K, Epstein AM. Mortality and access to 
care among adults after state Medicaid expansions. N Engl J Med. 
2012;367:1025-1034.

 21. Sommers BD, Gunja MZ, Finegold K, Musco T. Changes in self-re-
ported insurance coverage, access to care, and health under the 
Affordable Care Act. J Am Med Assoc. 2015;314(4):366-374.

 22. Abramowitz J. The effect of ACA state Medicaid expansions on 
medical out-of-pocket expenditures and perceived health. Working 
paper. 2016.

 23. Simon K, Soni A, Cawley J. The impact of health insurance on 
preventive care and health behaviors: evidence from the first 
two years of the ACA Medicaid expansions. J Policy Anal Manag. 
2017;36:390-417.

 24. Miller S, Wherry LR. Health and access to care during the first 2 years 
of the ACA Medicaid expansions. N Engl J Med. 2017;376:947-956.

 25. Courtemanche C, Marton J, Ukert B, Yelowitz A, Zapata D. 
Early effects of the Affordable Care Act on health care access, 
risky health behaviors, and self-assessed health. South Econ J. 
2018;84(3):660-691.

 26. Sommers BD, Maylone B, Blendon RJ, Orav EJ, Epstein AM. 
Three-year impacts of the Affordable Care Act: improved 
medical care and health among low-income adults. Health Aff. 
2017;36(6):1119-1128.

 27. Courtemanche C, Marton J, Ukert B, Yelowitz A, Zapata D. Effects 
of the Affordable Care Act on health behaviors after 3 years. East 
Econ J. 2019;45:7-33.

 28. Courtemanche C, Marton J, Ukert B, Yelowitz A, Zapata D. Effects 
of the Affordable Care Act on health care access and self-assessed 
health after 3 years. Inquiry. 2018;55:1-9.

 29. Graves JA, Hatfield LA, Blot W, Keating NL, McWilliams JM. 
Medicaid expansion slowed rates of health decline for low-income 
adults in Southern states. Health Aff. 2020;39(1):67-76.

 30. Borgschulte M, Vogler J.Did the ACA Medicaid expansion save 
lives? IZA Discussion Paper No. 12552. 2019. http://ftp.iza.org/
dp125 52.pdf. Accessed July 26, 2020.

 31. Griffith KN, Jones DK, Bor JH, Sommers BD. Changes in health 
insurance coverage, access to care, and income-based disparities 
among US adults 2011–2017. Health Aff. 2020;39(2):319-326.

 32. Grossman M. On the concept of health capital and the demand for 
health. J Polit Econ. 1972;80(2):223-255.

 33. White House. Federal Register Volume 82, Number 14, Executive 
Order 13765. https://www.govin fo.gov/conte nt/pkg/FR-2017-01-
24/pdf/2017-01799.pdf. Accessed November 13, 2019.

 34. United States Government Accounting Office. Health Insurance 
Exchanges: HHS should enhance its management of open enroll-
ment performance. https://www.gao.gov/asset s/700/693362.pdf. 
Accessed November 13, 2019.

 35. United States Department of Health and Human Services. Trump 
administration takes action to abide by the law and constitu-
tion, discontinue CSR payments. https://www.hhs.gov/about/ 
news/2017/10/12/trump -admin istra tion-takes -actio n-abide -law-
const ituti on-disco ntinu e-csr-payme nts.html. Accessed November 
13, 2019.

 36. Commonwealth Fund. The Affordable Care Act under the Trump 
Administration. https://www.commo nweal thfund.org/blog/2018/
affor dable -care-act-under -trump -admin istra tion. Accessed 
November 13, 2019.

 37. Berchick ER, Barnett JC, Upton RD.Health Insurance Coverage in 
the United States: 2018. https://www.census.gov/conte nt/dam/
Censu s/libra ry/publi catio ns/2019/demo/p60-267.pdf. Accessed 
July 26, 2020.

 38. Courtemanche C, Friedson A, Koller A, Rees DI. The Affordable Care 
Act and ambulance response times. J Health Econ. 2019;67:102213.

 39. Barbaresco S, Courtemanche C, Qi Y. Impacts of the Affordable 
Care Act dependent coverage provision on health-related out-
comes of young adults. J Health Econ. 2015;40:54-68.

 40. Cawley J, Soni A, Simon K. Third year of survey data shows continu-
ing benefits of Medicaid expansions for low-income childless adults 
in the U.S. J Gen Intern Med. 2018;33:1495-1497.

 41. Idler EL, Benyamini Y. Self-rated health and mortality: a re-
view of twenty-seven community studies. J Health Soc Behav. 
1997;38(1):21-37.

 42. DeSalvo KB, Bloser N, Reynolds K, He J, Muntner P. Mortality pre-
diction with a single general self-rated health question. J Gen Intern 
Med. 2006;21(3):267-275.

 43. Phillips AC, Der G, Carroll D. Self-reported health, self-reported fit-
ness, and all-cause mortality: prospective cohort study. Br J Health 
Psychol. 2010;15(2):337-346.

 44. Kaiser Family Foundation. State decisions on health insurance 
marketplaces and the medicaid expansion. http://kff.org/healt 
h-refor m/state -indic ator/state -decis ions-for-creat ing-healt h-insur 
ance-excha nges-and-expan ding-medic aid/. Accessed November 
13, 2019.

 45. Kowalski A.The early impact of the Affordable Care Act state-by-
state. NBER Working Paper 20597. 2014. https://www.nber.org/
paper s/w20597. Accessed July 26, 2020.

 46. Miller S. The effect of insurance on emergency room visits: An 
analysis of the 2006 Massachusetts health reform. J Public Econ. 
2012;96:893-908.

 47. Kaestner R, Garrett B, Chen J, Gangopadhyaya A, Fleming C. Effects 
of the ACA Medicaid expansion on health insurance coverage and 
labor supply. J Policy Anal Manag. 2017;36(3):608-642.

 48. Buchmueller T, Ham JC, Shore-Sheppard LD. The Medicaid program. 
In: Moffit RA, ed. Economics of Means-Tested Transfer Programs in the 
United States, vol. 1. Cambridge, MA: National Bureau of Economic 
Research; 2016:21-136.

 49. Polsky D, Cidav Z, Swanson A. Marketplace plans with narrow phy-
sician networks feature lower monthly premiums than plans with 
larger networks. Health Aff. 2016;35(10):1842-1888.

 50. Decker SL. In 2011 nearly one-third of physicians said they would 
not accept new Medicaid patients, but rising fees may help. Health 
Aff. 2012;31(8):1673-1679.

http://ftp.iza.org/dp12552.pdf
http://ftp.iza.org/dp12552.pdf
https://www.govinfo.gov/content/pkg/FR-2017-01-24/pdf/2017-01799.pdf
https://www.govinfo.gov/content/pkg/FR-2017-01-24/pdf/2017-01799.pdf
https://www.gao.gov/assets/700/693362.pdf
https://www.hhs.gov/about/news/2017/10/12/trump-administration-takes-action-abide-law-constitution-discontinue-csr-payments.html
https://www.hhs.gov/about/news/2017/10/12/trump-administration-takes-action-abide-law-constitution-discontinue-csr-payments.html
https://www.hhs.gov/about/news/2017/10/12/trump-administration-takes-action-abide-law-constitution-discontinue-csr-payments.html
https://www.commonwealthfund.org/blog/2018/affordable-care-act-under-trump-administration
https://www.commonwealthfund.org/blog/2018/affordable-care-act-under-trump-administration
https://www.census.gov/content/dam/Census/library/publications/2019/demo/p60-267.pdf
https://www.census.gov/content/dam/Census/library/publications/2019/demo/p60-267.pdf
http://kff.org/health-reform/state-indicator/state-decisions-for-creating-health-insurance-exchanges-and-expanding-medicaid/
http://kff.org/health-reform/state-indicator/state-decisions-for-creating-health-insurance-exchanges-and-expanding-medicaid/
http://kff.org/health-reform/state-indicator/state-decisions-for-creating-health-insurance-exchanges-and-expanding-medicaid/
https://www.nber.org/papers/w20597
https://www.nber.org/papers/w20597


850  |    
Health Services Research

COURTEMANCHE ET Al.

 51. Oostrom T, Einav L, Finkelstein A. Outpatient office wait times and 
quality of care for Medicaid patients. Health Aff. 2017;36(5):826-832.

 52. Kirby JB, Vistnes JP. Access to care improved for people who 
gained Medicaid or Marketplace coverage in 2014. Health Aff. 
2016;35(10):1830-1834.

 53. DeLeire T, Chappel A, Finegold K, Gee E. Do individuals respond 
to cost-sharing Subsidies in their selections of Marketplace health 
insurance plans? J Health Econ. 2017;56:71-86.

SUPPORTING INFORMATION
Additional supporting information may be found online in the 
Supporting Information section.

How to cite this article: Courtemanche C, Marton J, Ukert B, 
Yelowitz A, Zapata D. The impact of the Affordable Care Act 
on health care access and self-assessed health in the Trump Era 
(2017-2018). Health Serv Res. 2020;55(Suppl. 2):841–850. 
https://doi.org/10.1111/1475-6773.13549

https://doi.org/10.1111/1475-6773.13549

