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By Steven C. Hill, Salam Abdus, Julie L. Hudson, and Thomas M. Selden

Adults In The Income Range
For The Affordable Care Act’s
Medicaid Expansion Are Healthier
Than Pre-ACA Enrollees

ABSTRACT The Affordable Care Act (ACA) has dramatically increased the
number of low-income nonelderly adults eligible for Medicaid. Starting
in 2014, states can elect to cover individuals and families with modified
adjusted gross incomes below a threshold of 133 percent of federal
poverty guidelines, with a 5 percent income disregard. We used
simulation methods and data from the Medical Expenditure Panel Survey
to compare nondisabled adults enrolled in Medicaid prior to the ACA
with two other groups: adults who were eligible for Medicaid but not
enrolled in it, and adults who were in the income range for the ACA’s
Medicaid expansion and thus newly eligible for coverage. Although
differences in health across the groups were not large, both the newly
eligible and those eligible before the ACA but not enrolled were healthier
on several measures than pre-ACA enrollees. Twenty-five states have opted
not to use the ACA to expand Medicaid eligibility. If these states reverse
their decisions, their Medicaid programs might not enroll a population
that is sicker than their pre-ACA enrollees. By expanding Medicaid
eligibility, states could provide coverage to millions of healthier adults as
well as to millions who have chronic conditions and who need care.

T
he Affordable Care Act (ACA) seeks
to dramatically increase the num-
ber of low-income nonelderly
adults who are eligible for Medic-
aid. Eligibility for this federal-state

program has traditionally been restricted to low-
income pregnant women; poor children; elderly
people; people with disabilities; and, to varying
degrees, the parents of poor children. Little cov-
erage has been available to childless adults. In
2009 only six states provided full Medicaid ben-
efits to some childless adults, and twelve states
provided more-limited Medicaid benefits.1 How-
ever,many of these programswere closed to new
applicants. In 2009 an additional nineteen states
extended coverage to some people ages nineteen
and twenty.2

Beginning in 2014, states can elect to offer

Medicaid coverage to adults whose incomes do
not exceed an effective threshold of 138 percent
of the federal poverty level (133 percent of pov-
erty with a 5 percent income disregard). Adults
whose incomes are at or below 138 percent of
poverty and who were not eligible for full Med-
icaid benefits under their state’s eligibility rules
in December 2009 are termed newly eligible.3

Even if a state decides not to expand coverage
under the ACA, it may still experience increased
enrollment. This is because Medicaid, like all
public programs, has populations that are eligi-
ble but not enrolled. The outreach efforts related
to the ACA and the rollout of private insurance
through state and federal exchanges, also known
as Marketplaces, may prompt adults who had
been eligible before the ACA to enroll now.4

Thenewly eligible and adultswhowere eligible
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before the passage of the ACA but not enrolled
have different fiscal implications for states.
States and the federal government share the
costs of the Medicaid program. States pay for
none of the care for the newly eligible from
2014 through 2016, with states’ shares gradually
rising to 10 percent between 2017 and 2020. For
the pre-ACA eligible, including those not yet en-
rolled, each state generally must pay its usual
share of expenditures for care—which ranged
from 26 percent to 50 percent across the states
in fiscal year 2013—with the federal government
paying the remainder. The exception is the seven
or so states that expanded eligibility for both
parents and childless adults with incomes up
to or exceeding 100 percent of poverty prior to
March 2010: These states receive a highermatch
rate from the federal government for some
adults, but the federal government has not yet
determined which of those states will qualify.
States, the federal government, and providers

can use information about the characteristics of
adults who are newly eligible forMedicaid and of
those eligible before the ACA but not enrolled to
help implement the ACA. Pre-ACA insurance sta-
tus among these two groups of adults is a key
characteristic, because it will likely influence
their decisions about enrolling in Medicaid.
Knowing details about the demographic char-

acteristics of the target population could help
states, plans, providers, and advocates for eligi-
ble populations conduct outreach. Knowing the
health status of newly eligible adults could help
states understand what services those adults are
likely to need and the potential costs of the ser-
vices for the federal and state governments.5–8We
compared the target population with pre-ACA
enrollees—a population more familiar to state
policy makers.
In addition, comparing pre-ACA enrollees and

adults eligible before the ACA but not enrolled
can shed light on the extent towhich less healthy
members of an eligible population enroll. States
could be concerned about how enrollment pat-
terns by health status affect their share of the
costs of covering the ACA expansion population
after 2016, when the percentage of costs they
must pay will gradually rise from zero, reaching
10 percent in 2020.

Study Data And Methods
We used simulation methods and data from the
Medical Expenditure Panel Survey (MEPS) to
comparenonelderly adults enrolled inMedicaid,
those eligible before the ACA but not enrolled,
and those likely to be newly eligible. Simulation
methods have been used in previous studies to
inform state policy options under the ACA.9–11

Study Advantages Our study has four advan-
tages. First, it used a large number of health
status measures. Second, we built on previous
studies5,6 by better identifying newly eligible
adults, especially by distinguishing between
the newly Medicaid-eligible and those eligible
before the ACA but not enrolled.
Third,weexcludedadults enrolled inMedicaid

because of disability. The adults in this group
differ from other adults in numerous ways. For
example, compared to other adults in Medicaid,
their health status is poorer, and their per capita
Medicaid expenditures are five times higher, on
average.12 As we show below, both adults eligible
before ACA but not enrolled and adults who are
newly eligible have health profiles that are simi-
lar to—indeed, even better than—those of non-
disabled pre-ACA Medicaid enrollees. Thus, in-
cluding the adults enrolled because of disability
would lead to incorrect conclusions about the
extent to which sicker adults enroll inMedicaid.
Fourth, our results are for both the United

States as a whole—assuming that all states were
to expand Medicaid eligibility—and for states
that are expanding Medicaid eligibility to adults
targeted by the ACA and states that are not.
Medical Expenditure Panel Survey MEPS

is a nationally representative household survey
of the civilian noninstitutionalized population.13

Each year a new panel of households is sampled
and interviewed five times in a two-and-a-half-
year period to obtain annual data for two conse-
cutive years. To obtain larger samples, we pooled
data from six years, 2005–10.We report “point in
time” insurance and eligibility at the first inter-
view in each calendar year.
MEPS collects detailed information that facil-

itates simulating Medicaid eligibility, such as
amounts and types of income and assets, family
relationships, and pregnancy status. MEPS also
collects data on health, demographic character-
istics, and attitudes.
We measured general health with the widely

used twelve-item Short-FormHealth Survey (SF-
12) in MEPS.14 Physical and mental health sum-
mary components of the SF-12were created from
twelve questions on topics including general
health, pain, energy level, affect, and limitations
in physical and major activities. Higher scores
indicate better health.
To assessmental health, we used two validated

measures that are based on reported symptoms.
Serious psychological distress was assessed us-
ing a six-question scale.15 We used two screening
questions to measure the prevalence of depres-
sive symptoms.16

MEPS asks whether a doctor ever told the sam-
ple member that she or he had certain chronic
conditions, such as diabetes. MEPS calculates
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obesity from reported height and weight. For
details about the chronic conditions, see the on-
line Appendix.17

The PUBSIM Model The PUBSIM model uses
detailed, state-specific Medicaid eligibility rules
and MEPS to simulate adult eligibility for Med-
icaid. PUBSIM simulates the numerous path-
ways to pre-ACAMedicaid eligibility, which vary
across states and years. Eligibility under the ACA
was simulated using final federal regulations for
Medicaid eligibility based on modified adjusted
gross income (MAGI), assuming that all states
elected to expand coverage.18 Further details
about PUBSIM are available in the online Tech-
nical Appendix.17

Groups Of Adults We divided nonelderly
adults ages 19–64 who were not Medicare bene-
ficiaries into three groups. The first group con-
sisted of pre-ACA enrollees in Medicaid. As ex-
plained above, we excluded those who were
eligible because of disability. We also excluded
those who had only limited benefits, which were
typically offered through state-specific waiver
programs and eligibility because of pregnancy.
We classified adults as pre-ACA eligible but not

enrolled—our second group—if they were eligi-
ble for full Medicaid benefits and their MAGIs
did not exceed 138 percent of poverty. This cate-
gory also included adults with higher incomes
(above 138 percent of poverty but not exceeding
the pre-ACA eligibility threshold) in the two
states that will continue to offer eligibility for
full benefits to higher-income adults.
The third group consisted of adults who were

newly eligible for Medicaid under the ACA, in-
cluding those previously eligible for limited ben-
efits. Under the ACA, newly eligible adults are de-
fined as those whose MAGIs do not exceed
138 percent of poverty and who were not eligible
for full Medicaid benefits under their states’
rules as of December 2009. We included with

the newly eligible adults people who would be
newly eligible if their states expandedMedicaid.
Groups Of States Wecompared adults in two

groups of states. The first group consisted of the
states that were expanding Medicaid to cover
adultswithMAGIsof up to 138percent of poverty
in early 2014—as of this writing, twenty-five
states and the District of Columbia. The second
group consisted of the twenty-five states that
were not expanding Medicaid in early 2014 but
that might do so in the future.19

Statistics All of our estimates used sampling
weights to generate nationally representative,
average annual estimates for the period 2005–
10. All statistical tests and confidence intervals
accounted for the complex design of MEPS, but
not for additional variation associated with sim-
ulation.
Limitations The main limitations for our

study are as follows. First, PUBSIM generates
estimates for eligibility at a point in time, but
income—and thus Medicaid eligibility—can
change throughout the year.20 Second, we stud-
ied simulated eligibility because true eligibility
for Medicaid was not directly measured. Third,
our eligibility estimates could be sensitive to
macroeconomic conditions and demographic
trends that were not projected and to ACA rules
and state decisions that had not been finalized.
Two additional limitations were addressed in

sensitivity analyses and are described in detail in
the online Appendix.17 First, we did not simulate
enrollment decisions by individuals and fami-
lies. Instead, we focused on uninsured people
who were eligible for Medicaid and those who
had insurance through the nongroup market
and state and local programs.Wedid this because
those adultsmay bemore likely to enroll inMed-
icaid thanadultswith employment-related insur-
ance. However, our main results were robust
when we included newly eligible adults with em-
ployment-related insurance. Even among eligi-
ble adults without employment-related insur-
ance, differential participation by health status
could affect the results, particularly if adults who
are less healthy are more likely to enroll.6

Second, the total prevalence of chronic condi-
tions is likely to be higher than reported in
MEPS, because some conditions were not diag-
nosed. Evidence from another study5 suggests
that the prevalence of undiagnosed conditions
does not differ by insurance status.17 Further-
more, obesity, an important chronic condition,
was calculated from reported height and weight.
Weight could have been underreported, but it is
unlikely that such underreporting was correlat-
ed with insurance status. The prevalence of obe-
sity followed the same pattern as diagnosed con-
ditions across the three eligibility groups.

Knowing the health
status of newly
eligible adults could
help states
understand what
services those adults
are likely to need.
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Study Results
We used data from the period 2005–10. Our
point-in-time estimates indicate that on average,
4.4million adults (95%confidence interval: 4.0,
4.7) were eligible but not enrolled, compared
with 6.8 million (95% CI: 6.3, 7.3) enrolled in
Medicaid through a nondisability pathway. An-
other 23.3 million adults (95% CI: 22.3, 24.3)
were newly eligible. These estimates do not re-
flect changes in the economy, demographic char-
acteristics, or the health sector between the
study period and 2014.
Insurance Status Among newly eligible

adults, 60.9 percent were uninsured before the
ACA; 30.5 percent had employment-related in-
surance; 2.8 percent had Medicaid with limited
benefits; and 5.8 percent had other coverage,
either private insurance not through an employ-
er (individual or nongroup insurance) or anoth-
er government program (Exhibit 1). Among the
pre-ACA eligible but not enrolled, 71.0 percent
were uninsured, 24.0 percent had employment-
related insurance, and 5.0 percent had other
coverage.
Adults Without Employment-Related In-

surance The rest of our analysis focused on
uninsured eligibles and those with insurance
through the nongroup market and state and lo-
cal programs, because these adults may be more
likely to enroll in Medicaid than those with em-

ployment-related insurance. The average point-
in-time populations in 2005–10without employ-
ment-related insurancewere 3.3millionpre-ACA
eligible but not enrolled (95% CI: 3.0, 3.6) and
16.2 million newly eligible (95% CI: 15.4, 17.0).
Demographics Exhibit 2 compares the demo-

graphic characteristics of the newly eligible and
pre-ACA eligible but not enrolled with those of
the pre-ACA enrollees. The categories of pre-ACA
enrollees and those eligible before ACA but not
enrolled had small differences in their regional
distributions. In comparison, the newly eligible
were more concentrated in the South. Pre-ACA
enrollees and those eligible but not enrolled
were also similar in their age distribution, while
the newly eligible had a greater proportion of
adults ages 45 and older.
Both groups not enrolled before the ACA were

more likely than pre-ACA enrollees to be male
and to be single males (Exhibit 2). Among the
newly eligible, 28.9 percent had minor children,
in contrast with about three-quarters of pre-ACA
enrollees and those eligible but not enrolled. The
newly eligible were more likely than pre-ACA
enrollees to be non-Hispanic whites (54.2 per-
cent); nonetheless, Hispanics and non-Hispanic
blacks accounted for 21.3 percent and 17.4 per-
cent of the newly eligible, respectively. The pre-
ACAeligiblebutnot enrolledwere less likely than
pre-ACAenrollees to be non-Hispanic blacks and
more likely to be Hispanic. The newly eligible
were also slightly more likely than pre-ACA en-
rollees to be comfortable speaking English
(93.1 percent versus 90.8 percent); those eligible
before the ACA but not enrolled were similar to
pre-ACA enrollees in terms of their comfort
speaking English. The newly eligible tended to
havemore education thanpre-ACAenrollees did.
Attitudes Exhibit 2 also presents informa-

tion on attitudes about health insurance, risks,
and care seeking—factors that may affect a per-
son’s decision about enrolling inMedicaid. Com-
pared with pre-ACA enrollees, newly eligible and
pre-ACA eligible but nonenrolled adults were
more likely to believe that they did not need
health insurance, were “more likely to take risks
than the average person,” and could “overcome
illness without the help of a medically trained
person.”
These attitudes were held by only aminority of

adults likely to be eligible for Medicaid. Howev-
er, people with such attitudes may be less likely
than others to enroll.
Health Status On average, adults who were

newly eligible for Medicaid or pre-ACA eligible
but not enrolled had equal or better physical and
mental health and fewer depressive symptoms
thanpre-ACAenrollees (Exhibit 3). For example,
comparedwithpre-ACAMedicaid enrollees, peo-

Exhibit 1

Insurance Coverage Of Nonelderly Adults Not Enrolled In Medicaid Before Implementation
Of The Affordable Care Act (ACA), By Medicaid Eligibility

Pre-ACA eligible,
not enrolled

Newly eligible

Pe
rc

en
t

SOURCE Authors’ average annual estimates from the Medical Expenditure Panel Survey (MEPS),
2005–10. NOTES Ages 19–64. Adults with Medicare are excluded. Insurance coverage and Medicaid
eligibility are as of the first MEPS interview of the calendar year. “Newly eligible” are adults in the
income range targeted for the eligibility expansion, whether or not their state expands eligibility for
Medicaid. “Employment-related insurance” includes TRICARE, the Department of Defense’s health
care program. “Other insurance” is private insurance not through an employer (individual or nongroup
insurance) or government program other than Medicaid.
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ple who were pre-ACA eligible but not enrolled
had higher mean scores (indicating that they
were healthier) on the SF-12 physical andmental
health summary components andwere less likely
to report symptoms of serious psychological
distress.
Chronic conditions tended to be less prevalent

among adults who were newly eligible and pre-

ACA eligible but not enrolled than among pre-
ACAenrollees (Exhibit 3). For example, 35.3 per-
cent of pre-ACA enrollees were obese, compared
with 28.4 percent of the newly eligible and
28.8 percent of the pre-ACA eligible but nonen-
rolled. And 62.1 percent of pre-ACA enrollees
had at least one of the chronic conditions we
measured, compared to 57.1 percent of the newly

Exhibit 2

Demographic Characteristics And Attitudes About Health Of Nonelderly Adults, By Medicaid Enrollment And Eligibility

Characteristic
Pre-ACA
enrollees

Pre-ACA eligible,
not enrolled

Newly
eligible

Number of observations 6,005 3,352 12,559

Geographical location

Region
Northeast 28.3% 32.3% 10.0%***
Midwest 22.2 19.3* 19.7*
South 19.9 23.0* 46.7***
West 29.7 25.4* 23.6***

Metropolitan Statistical Area 84.9 85.8 81.3**

Age, years

19–29 42.8 42.1 42.5
30–44 37.8 39.1 26.1***
45–54 12.7 12.5 17.8***
55–64 6.7 6.3 13.5***

Sex

Men 28.9 42.1*** 50.5***
Women 71.1 57.9*** 49.5***

Marital status and sex

Married men 14.6 14.9 13.1**
Married women 19.2 14.5*** 13.7***
Single men 14.3 27.2*** 37.5***
Single women 51.9 43.4*** 35.7***

Parent or caretaker of minor children

Yes 76.5 72.3** 28.9***
No 23.5 27.7** 71.1***

Race or ethnicity

Non-Hispanic white 41.7 44.4 54.2***
Non-Hispanic black 25.3 19.0*** 17.4***
Non-Hispanic other 7.9 7.2 7.2
Hispanic 25.1 29.4** 21.3**

English proficiency

Comfortable speaking English 90.8 89.3 93.1***

Education

Did not complete high school or GED 31.7 30.8 24.9***
High school or GED 41.3 39.0 40.5
Some college 20.9 22.5 24.1***
College degree 6.1 7.7 10.4***

Agreed with the following statements

I am healthy enough that I do not need health insurance 9.4 14.5*** 16.1***
I am more likely to take risks than the average person 22.1 26.8*** 29.7***
I can overcome illness without the help of a medically trained person 20.1 27.5*** 26.8***

SOURCE Authors’ average annual estimates from the Medical Expenditure Panel Survey (MEPS), 2005–10. NOTES Adults with Medicare,
Medicaid because of disability, and employment-related insurance are excluded. Medicaid enrollment and eligibility are as of the first
MEPS interview of the calendar year. “Newly eligible” are adults in the income range targeted for the eligibility expansion, whether or
not their state expands eligibility for Medicaid. Some percentages may not sum to 100 because of rounding. Significance is compared
with pre–Affordable Care Act (ACA) Medicaid enrollees. GED is completed general education development or equivalent test.
*p < 0:10 **p < 0:05 ***p < 0:01

April 2014 33:4 Health Affairs 5

at ACADEMY HEALTH
 on April 14, 2014Health Affairs by content.healthaffairs.orgDownloaded from 

http://content.healthaffairs.org/
http://content.healthaffairs.org/


eligible and 52.7 percent of the eligible but non-
enrolled.
States Among adults whowere newly eligible

and not covered by employment-related insur-
ance, 53.7 percent lived in states that were not
expanding adult Medicaid eligibility. Compari-
sons of the demographics of the newly eligible
population in the two groups of states are pre-
sented in Appendix Table 6.17

We observed similar patterns of health status
and conditions across enrollment and eligibility
groupswhenwe focused on thenation as awhole
and when we grouped states by whether or not
theywere expandingMedicaid eligibility in early
2014 (Exhibit 4). For example, the health status
of the newly eligible was similar across the two
groupsof states.And inbothgroupsof states, the
newly eligible were generally healthier than pre-
ACA Medicaid enrollees. The newly eligible had
lower rates of obesity, active asthma, and diabe-
tes and were less likely to have one or more
chronic conditions. In the states that were ex-
panding Medicaid, however, the newly eligible
were more likely than pre-ACA enrollees to have
arthritis.
Although the newly eligible population had

better health than pre-ACA enrollees, the num-
ber of newly eligible adults will likely change the
volume of the Medicaid caseload with chronic
conditions because of the large increase in the
totalnumberof eligible adults. In states thathave
elected to expand Medicaid, if all eligible adults
without employment-related insurance enrolled
in the program, the number of adult Medicaid
enrollees who were not eligible through a dis-
ability pathwaywould be three times higher than
the number of adults who hadMedicaid with full
benefits before the ACA. In these states an addi-
tional 5.4 million (95% CI: 5.0, 5.9) adults with
diagnosed chronic conditions would have full
benefits, bringing the total to 2.8 times the num-
ber before the ACA, 3.0million (95%CI: 2.7 mil-
lion, 3.3 million).
Eligibility thresholds are low in states that are

not expanding Medicaid in early 2014.19 If all
eligible adults without employment-related in-
surance in these states enrolled in the program,
an additional 0.5 million (95% CI: 0.4 million,
0.6 million) adults with diagnosed chronic con-
ditions would have full benefits.
In these states, therewere8.7million (95%CI:

8.0, 9.4) adults in the income range targeted for
the eligibility expansion and lacking employ-
ment-related insurance. Based on their reported
incomes, we estimated that 34.0 percent were
eligible for subsidies in the Marketplaces, and
66.0percentwerenot eligible forMedicaidor for
Marketplace subsidies. There were 5.0 million
(95%CI: 4.6, 5.5) adults with diagnosed chronic
conditions who would not be eligible for Medic-
aid unless those states elected to expand
coverage.

Discussion
Adults who were eligible for Medicaid but not
enrolled before passage of the ACA and those in
the income range for the ACA’s Medicaid expan-
sion (“newly eligible”) had similar or better
health than adults enrolled inMedicaid through
a pathway other than disability before the ACA—
in spite of the fact that the newly eligible were
somewhat older than the currently enrolled.
The pattern of results was similar for physical

andmental health, and whether health wasmea-
sured with validated symptom-based scales or
reports of chronic conditions. Even in states that
are not expandingMedicaid in early 2014, adults
in the income range for the ACA’s Medicaid ex-
pansion were healthier than pre-ACA enrollees.
Moreover, in an alternative analysis described

in the Appendix,17 we found that the newly eligi-
ble were not less healthy than the pre-ACA eligi-
ble (combining both enrollees and those eligible
but not enrolled). The newly and pre-ACA eligi-

Exhibit 3

Health Status Of Nonelderly Adults, By Medicaid Enrollment And Eligibility

Health status
Pre-ACA
enrollees

Pre-ACA eligible,
not enrolled

Newly
eligible

General health, mean summary components of the Short Form 12a

Physical 49.4 50.8*** 49.8
Mental 48.0 49.2*** 48.5*

Percent with mental health symptoms

Depressive symptomsb 16.5% 12.6%*** 14.4%**
Serious psychological distressc 9.7 7.3*** 9.3

Percent with chronic conditions

Active asthma 7.8 5.3*** 5.6***
Arthritis 27.7 23.4*** 30.1**
Diabetes 7.7 5.1*** 5.9***
Emphysema 1.6 0.8** 1.6
Heart disease 8.8 5.7*** 7.9
High blood pressure 17.2 12.8*** 16.1
High cholesterol 16.8 12.2*** 16.4
Obesity 35.3 28.8*** 28.4***
Stroke 1.5 1.1 1.9*
1 or more conditions 62.1 52.7*** 57.1***

SOURCE Authors’ average annual estimates from the Medical Expenditure Panel Survey (MEPS),
2005–10. NOTES For number of observations, see Exhibit 2. Ages 19–64. Adults with Medicare,
Medicaid because of disability, and employment-related insurance are excluded. Medicaid
enrollment and eligibility are as of the first MEPS interview of the calendar year. “Newly eligible”
are adults in the income range targeted for the eligibility expansion, whether or not their state
expands eligibility for Medicaid. Significance is compared with pre–Affordable Care Act (ACA)
Medicaid enrollees. aTwelve-item short-form health survey (see Note 14 in text). The higher the
values of the summary components, the better the respondent’s health. bBased on the Patient
Health Questionnaire-2 (see Note 16 in text). cBased on the Kessler Index (see Note 15 in text).
*p < 0:10 **p < 0:05 ***p < 0:01
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ble were similar in globalmeasures of health and
in the percentage that had at least one chronic
condition.
Two other studies have also found that pre-

ACAenrolled adultswere less healthy thanadults
who would be eligible under the expansion
(combining the newly eligible and the pre-ACA
eligible butnot enrolled). Comparedwith a study
by Sandra Decker and coauthors that used data
from the National Health and Nutrition Exami-
nation Survey,5 we found smaller differences in
health between the two groups. Thiswas because
we excluded adults who were eligible because of
disability—apopulationwith considerablyworse
health than other Medicaid enrollees.12 We also
found smaller health differences than John
Holahan and colleagues reported,6 because they
measured the treated prevalence of chronic con-
ditions, whereas we used diagnosed prevalence.
Compared to people with coverage and the same
health status, the uninsured are less likely to be
treated. Thus, the treated prevalence of their
conditions is lower than the diagnosed prev-
alence.

Policy Implications
For States Expanding Eligibility Our find-
ings couldhave implications for the likely degree
of adverse selection amongnewly eligible adults.
Medicaid experiences adverse selection when
enrollment rates are higher among sicker people
than among healthier people.
Using the health status measures available in

MEPS, we found that before the ACA, Medicaid
experienced only modest adverse selection: En-
rollees were less healthy than people who were
eligible but not enrolled, but the differences—
although statistically significant—were not
large. Differences in the prevalence of most con-
ditions and symptoms were in the range of 2–5
percentage points. But 62.1 percent of Medicaid
enrollees had one or more chronic conditions,
compared with 52.7 percent of those eligible but
not enrolled (Exhibit 3).
These findingsmight appear to be at oddswith

findings reported by Stephen Somers and co-
authors.7 Using administrative data on the
health care costs of enrollees in state programs
and pre-ACA Medicaid expansions for childless

Exhibit 4

Health Status Of Nonelderly Adults In States That Are Expanding Medicaid Eligibility And States That Are Not, By
Medicaid Enrollment And Eligibility

States expanding eligibility States not expanding eligibility

Health status
Pre-ACA
enrollees

Pre-ACA
eligible, not
enrolled

Newly
eligible

Pre-ACA
enrollees

Pre-ACA
eligible,
not
enrolled

Newly eligible
if states were
expanding

Number of observations 4,392 2,457 5,608 1,613 895 6,951

General health, mean summary components of the Short Form 12a

Physical 49.6 51.3*** 50.0 48.8 49.5 49.6*
Mental 48.0 49.7*** 48.3 47.9 47.9 48.7*

Percent with mental health symptoms

Depressive symptomsb 16.3% 11.4%*** 14.6% 16.8% 15.8% 14.3%*
Serious psychological distressc 9.6 6.1*** 9.5 10.0 10.5 9.2

Percent with chronic conditions

Active asthma 7.9 5.0*** 5.8** 7.6 6.1 5.4**
Arthritis 26.4 21.3*** 30.2*** 30.9 29.4 30.0
Diabetes 7.2 5.3** 5.7** 8.8 4.6*** 6.1***
Emphysema 1.3 0.7 1.4 2.4 1.2*d 1.8
Heart disease 7.9 5.5*** 7.7 11.0 6.3*** 8.0**
High blood pressure 16.1 12.5*** 15.1 19.9 13.9*** 17.0*
High cholesterol 17.0 12.6*** 17.1 16.4 11.3** 15.8
Obesity 33.7 27.0*** 27.0*** 39.6 33.8** 29.7***
Stroke 1.3 1.0 1.5 1.9 1.6d 2.2
1 or more conditions 61.2 50.3*** 56.1*** 64.4 59.6 57.9***

SOURCE Authors’ average annual estimates from the Medical Expenditure Panel Survey, 2005–10. NOTES Ages 19–64. Adults with
Medicare, Medicaid because of disability, and employment-related insurance are excluded. Medicaid enrollment and eligibility are as of
the first MEPS interview of the calendar year. “Newly eligible” are adults in the income range targeted for the eligibility expansion,
whether or not their state expands eligibility for Medicaid. Significance is compared with pre–Affordable Care Act (ACA) Medicaid
enrollees in their group of states. aTwelve-item short-form health survey (see Note 14 in text). The higher the values of the summary
components, the better the respondent’s health. bBased on the Patient Health Questionnaire-2 (see Note 16 in text). cBased on the
Kessler Index (see Note 15 in text). dRelative standard error exceeds 0.3. *p < 0:10 **p < 0:05 ***p < 0:01
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adults, they found that childless adult enrollees
had much higher costs than other nondisabled
adult Medicaid enrollees. However, nearly all of
the states studied by Somers and colleagues had
enrollment caps, which the authors note might
have caused disproportionate enrollment by
adults with health problems.
Indeed, we also found more adverse selection

when we examined the subset of childless adults
(Appendix Table 5).17 The magnitude of the dif-
ferencewas similar to that found in ananalysis of
Connecticut’s recent expansion of Medicaid to
childless adults.21Our results suggest that expan-
sions of Medicaid to childless adults before the
ACA, which capped enrollment in some states,
could have different enrollment patterns than
the uncapped ACA expansion.We found less ad-
verse selection than Somers and colleagues did.
However, we did find more in our analysis of
programs for childless adults than in our main
analysis.
The potential growth in Medicaid enrollment

has implications for planning to meet the needs
of future enrollees. Of course, not all eligible
adults will enroll, and take-up could be particu-
larly low among the third of people who were
eligible for Medicaid before the ACA but who
were covered through employment-related in-
surance.
Nevertheless, if all adults without employ-

ment-related insurance who become eligible
for Medicaid in 2014 enroll, then the number
of nondisabled adults with chronic conditions
in the program will likely be 2.8 times the pre-
ACA numbers in the states that expand eligibili-
ty. This increase is entirely due to the growth in
the number of enrollees, because the newly eli-
gible are less likely than pre-ACA enrollees to
have chronic conditions. States might wish to
determine whether or not services are available
to meet the needs of these new enrollees.
For States Not Expanding Eligibility

States that are not expanding eligibility could
nonetheless experience increased enrollment
from a somewhat healthier pool of adults who
were eligible before the ACA. In 2014 states are
responsible for a portion of Medicaid expendi-
tures for this population.

There is amuch largergroupofadults—8.7mil-
lion (95% CI: 8.0, 9.4)—who are in the income
range targeted for the eligibility expansion and
who lack employment-related insurance.We es-
timated that 66 percent of this population had
incomes too low to participate in the health in-
surance Marketplaces. More than half of this
population had chronic conditions, and these
adults are likely to have difficulty paying for care
and may instead obtain uncompensated care.
Expanding Medicaid eligibility could help this
population.

Conclusion
Adults in the income range for the ACA’s Medic-
aid expansion had similar or better health than
adults enrolled in Medicaid through a pathway
other than disability before the ACA. As of Janu-
ary 2014, twenty-five states had decided not to
use the ACA to expand Medicaid eligibility for
adults. If these states reverse their decisions,
their Medicaid programs might be unlikely to
enroll a population that is sicker than their
pre-ACA enrollees. By electing to expand Medic-
aid eligibility, states could provide coverage to
millions of healthier adults as well as to millions
who have chronic conditions and who need
care. ▪

Preliminary results were presented at
the fall research conference of the
Association for Public Policy and
Management, Baltimore, Maryland,
November 9, 2012, and the
AcademyHealth Annual Research

Meeting, in Baltimore, June 22, 2013.
The views expressed in this article are
those of the authors, and no official
endorsement by the Agency for
Healthcare Research and Quality, the
Department of Health and Human

Services, or Social and Scientific
Systems is intended or should be
inferred. [Published online March 26,
2014.]

The number of newly
eligible adults will
likely change the
volume of the
Medicaid caseload
with chronic
conditions.
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