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ABSTRACT The significant gains in health insurance coverage and
improvements in health care access and affordability that followed the
implementation of the key coverage provisions of the Affordable Care Act
in 2014 have persisted into 2017. Adults in all parts of the country, of all
ages, and across all income groups have benefited from a large and
sustained increase in the percentage of the US population that has health
insurance. The gains have been particularly striking among low- and
moderate-income Americans living in states that expanded Medicaid. Our
latest survey data from the Urban Institute’s 2017 Health Reform
Monitoring Survey shows that only 10.2 percent of nonelderly adults are
now uninsured—a decline of almost 41 percent from the period before
implementation of the ACA. Nonetheless, repealing and replacing the ACA
remained under consideration during the summer of 2017, along with
more systematic changes to the financing of the Medicaid program. Many
people will be at substantial risk if key components of the law are
repealed or otherwise changed without carefully considering the health
and financial consequences for those projected to lose coverage. Though
the politics of health reform are challenging, opportunities exist to create
a more equitable and efficient health care system.

A
lthough the Affordable Care Act
(ACA) has its problems,1,2 there
was a sustained decline in uninsur-
ance following the 2014 implemen-
tation of its key coverage provi-

sions, benefiting adults across the country.3–10

These declines have been accompanied by im-
provements in access to and affordability of
health care.5,6,8,11 Efforts to repeal and replace
the ACA, which remained under consideration
during the summer of 2017, could roll back these
gains. While the details of the different repeal-
and-replace proposals vary,12 many would elimi-
nate the ACA’s Medicaid expansion and make
significant changes to the Marketplace and to
insurance regulations that would likely disad-
vantage older adults and adults with preexisting
health conditions.13–15 Under many of the repeal-

and-replace scenarios, which often include fun-
damental changes to the financing of theMedic-
aid program, millions of Americans would be at
risk of losing their health insurance coverage,
wiping out the coverage gains made since the
ACAwas enacted.14–16 But even if theACA remains
in place, the coverage gains for many low- and
moderate-income adults are at risk if the admin-
istration pursues strategies that undermine the
ACA’s Marketplace, such as refusing to pay for
cost-sharing reductions for low-income adults,
failing to enforce the individual mandate, and
eliminating support for outreach efforts.
These potential coverage losses are important,

especially when viewed in the broader context of
the changes in health care access and affordabil-
ity that have taken place under the ACA. As
shown in this analysis, which uses data from
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the Urban Institute’s Health ReformMonitoring
Survey (HRMS) through the first quarter of
2017, many adults face substantial risks if key
components of the law are repealed or otherwise
changed without careful consideration of the
health and financial consequences for those
losing coverage.

Study Data And Methods
The Health ReformMonitoring Survey has been
used to track the ACA since 2013. It is one of
several national surveys, including those con-
ducted by federal agencies and other private re-
search organizations,17 that have found a signifi-
cant decline in the share of nonelderly adults
without health insurance since the implementa-
tion of the ACA’s key coverage provisions. These
surveys include the American Community Sur-
vey,3,4 National Health Interview Survey,5–7 and
Gallup-Sharecare (formerly Healthways).8–10

While surveys like the Health Reform Monitor-
ing Survey andGallup-Sharecare havemuch low-
er response rates than federal surveys (roughly
5 percent for theHRMSand 7 percent forGallup-
Sharecare18 versus 67–96 percent for the federal
surveys),19,20 both surveys have tracked well with
the federal surveys while providing timely infor-
mation on the ACA with a rapid turnaround.21,22

Additional information on the HRMS is in the
online Appendix.23

In this article we used data from the Health
Reform Monitoring Survey to examine changes
in uninsurance at the time of the survey,24

changes in access to health care (measured by
the share of adults without a usual source of care
and the share without a routine checkup in the
past twelve months), and changes in health care
affordability (measured by the share with unmet
need for medical care25 because of affordability
problems in the past twelve months and the
share with problems paying family medical bills
in the past twelve months) for adults ages 18–64
overall andby family income, age, and stateMed-
icaid expansion status.26 We focused on regres-
sion-adjusted27 changes since the third quarter
of 2013, which was just before the ACA’s major
coverage provisions were implemented, that
were significantly different from zero at the
5 percent level. As described in the Appendix,23

the regression model controlled for the charac-
teristics of the survey respondents and their fam-
ilies, as well as the county employment rate,
which provided a control for changing economic
circumstances over time.
In presenting the regression-adjusted esti-

mates, we used the predicted rate for the out-
come in each round of the HRMS for the same
nationally representative population. For this

analysis, we based the nationally representative
sample on survey respondents for quarter 3 2015
through quarter 1 2017. The size of our analytic
sample was 98,855 adults for the study period.
This analysis had several limitations. Though

the HRMS estimates capture changes in out-
comes from the first ACA open enrollment peri-
od, the estimates cannot capture the full effects
of the ACA because they do not reflect the effects
of some important ACA provisions implemented
before 2013 (for example, early state Medicaid
expansions in six states and the ability to keep
dependents on a parent’s health plan until age
twenty-six). In addition, these estimates reflect
more than the effects of the ACA because, al-
though we included the county employment rate
in the regressionmodel, we could not control for
long-term trends in health insurance coverage
that predate the ACA, changes in the business
cycle, and other factors. However, as shown in
Appendix Exhibit A1,23 the drop in uninsurance
following theACA’s coverage expansions in2014
happened more quickly than the drop in the
unemployment rate as the economy improved
following the Great Recession. Finally, the dif-
ference in coverage gains between Medicaid ex-
pansion states and nonexpansion states should
not be entirely attributed to theMedicaid expan-
sion because other factors, including differences
in other ACA policy choices, likely affected cov-
erage as well.

Study Results
Trends In Uninsurance Three years after the
implementation of the ACA’s major insurance
coverage provisions in 2014, we found a large
and sustained reduction in the level of uninsur-
ance among nonelderly adults, particularly for
low- and moderate-income adults (Exhibit 1).
Uninsurance dropped steadily in the year follow-
ing the rollout of the ACA’s major coverage pro-
visions, declining from 17.6 percent for adults in
quarter 3 2013, just before the major coverage
provisions were implemented, to 10.4 percent
in quarter 1 2015—a decline of 40.9 percent.
Since that time, uninsurance has remained
low: In quarter 1 2017, uninsurance was at
10.2 percent.28

Adults with low and moderate incomes—the
target population for the ACA’s Medicaid expan-
sions and Marketplace subsidies—saw the larg-
est reductions in uninsurance under the ACA,
while uninsurance among higher-income adults
has remained quite low since 2013, at roughly
2 percent. Between quarter 3 2013 and quarter 1
2017, uninsurance among adults with family
incomes at or below 138 percent of the federal
poverty level decreased by 42.7 percent (from
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38.9percent to22.3 percent),while uninsurance
among adults with incomes of 139–399 percent
of poverty decreased by 49.4 percent (from
16.4 percent to 8.3 percent). As shown in Appen-
dix Exhibit A2,23 nearly all of the reduction in
uninsurance for low-income adults was due to
gains in Medicaid coverage, while the reduction
in uninsurance for moderate-income adults was
due to roughly equal gains inMedicaid and non-
group coverage.
Uninsurance also dropped under the ACA for

adults in all age groups, with the largest percent-
age reductions amongyounger adults ages 18–34
(down by 43.2 percent since quarter 3 2013) and
older adults ages 50–64 (down by 50.8 percent)
(Exhibit 2).29 For adults at all ages, increased
Medicaid coverage was the driving source of
muchof the reduction inuninsurance (Appendix
Exhibit A3).23 The increase in coverage among
younger adults represents an influx of largely
healthy people into the overall health insurance
risk pool, while the older adults who gained cov-
erage are more likely to have benefited from less
expensive nongroup coverage under the ACA,
with its limited age rating and preexisting con-
dition exclusions, alongwith access toMedicaid.
Not surprisingly, given the important role that

Medicaid played in reducing uninsurance, the
decline in uninsurance under the ACAwas stron-
gest amongadults in the states that implemented

the ACA’s Medicaid expansion, where uninsur-
ance declined by 56.7 percent between quarter 3
2013 and quarter 1 2017, from 15.7 percent to
6.8 percent (Appendix Exhibit A4).23 In states
that did not expand Medicaid, where uninsur-
ance rates started outmuch higher, uninsurance
dropped by 25.0 percent between quarter 3 2013
andquarter 1 2017, from20.4percent to 15.3per-
cent.30 As would be expected, larger gains in
Medicaid coverage in the Medicaid expansion
states explain much of the difference in the re-
duction in uninsurance between expansion and
nonexpansion states, although nonexpansion
states did have greater gains in nongroup cover-
age (Appendix Exhibit A5).23 This likely reflects,
at least in part, the availability of nongroup cov-
erage to adults with incomes of 100–138 percent
of poverty in nonexpansion states.
Health Care Access And Affordability As

uninsurance declinedunder theACA,health care
access and affordability improved (Exhibit 3). By
quarter 1 2017, the share of adults without a
usual source of care decreased to 24.7 percent,
and the share without a routine checkup in the
past twelve months decreased to 34.6 percent.
Fewer adults reported unmet need for medical
care because of affordability problems, which
decreased to 23.3 percent, while the share re-
porting problems paying family medical bills
decreased to 17.9 percent.

Exhibit 1

Trends in uninsurance among adults ages 18–64, overall and by family income, 2013–17

SOURCE Authors’ analysis of data from the Health Reform Monitoring Survey, quarter 1 2013 through quarter 1 2017. NOTES Esti-
mates are regression adjusted. Family is the health insurance unit. Significance denotes estimates that differ from the estimate for
quarter 3 2013, using two-tailed tests. aPercentage of the federal poverty level. *p < 0:10 **p < 0:05 ***p < 0:01
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Consistent with the large gains in insurance
coverage for low- and moderate-income adults,
we also found significant improvement in health
care access and affordability for those adults be-
tween quarter 3 2013 and quarter 1 2017 (Appen-
dix Exhibit A6).23 As with the overall population,
low- andmoderate-incomeadults sawsignificant
declines in the shares with problems accessing
care and with health care affordability. As would
be expected, given their larger gains in insur-
ance coverage, the improvements in access
and affordability were generally larger for low-
income adults than moderate-income adults.
There were also some gains in access to care
for high-income adults, for whom health insur-
ance coverage has remained fairly stable over
time. These gains likely reflect elements of the
ACA beyond expanded eligibility for coverage
(for example, the establishment of essential ben-
efits and expanded access to preventive care).

Persistent Gaps Despite the gains under the
ACAamong low-income adults, gaps in the levels
of health insurance coverage and health care
access and affordability between low-income
adults inMedicaid expansion andnonexpansion
states persisted in quarter 1 2017 (Exhibit 4).
These low-income adults are the population tar-
geted for the Medicaid expansion, but many
were trapped in a “coverage gap” in the nineteen
states that did not expandMedicaid.31 In quarter
1 2017, the uninsurance rate for this group was

almost 2.5 times higher in nonexpansion states
than in expansion states (33.2 percent versus
13.9 percent). Affordability problems were also
more pronounced in nonexpansion states, with
low-income adults in those states more likely to

Exhibit 2

Trends in uninsurance among adults ages 18–64, by age group, 2013–17

SOURCE Authors’ analysis of data from the Health Reform Monitoring Survey, quarter 1 2013 through quarter 1 2017. NOTES Esti-
mates are regression adjusted. Significance denotes estimates that differ from the estimate for quarter 3 2013, using two-tailed
tests. *p < 0:10 **p < 0:05 ***p < 0:01

Exhibit 3

Changes in health care access and affordability among adults ages 18–64, quarter 3 2013
and quarter 1 2017

SOURCE Authors’ analysis of data from the Health Reform Monitoring Survey, quarter 1 2013 through
quarter 1 2017. NOTES Estimates are regression adjusted. Significance denotes estimates that differ
from the estimate for quarter 3 2013, using two-tailed tests. *p < 0:10 **p < 0:05 ***p < 0:01
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report unmet need formedical care because they
could not afford it (37.1 percent versus 30.4 per-
cent in expansion states) and more likely to re-
port problems paying family medical bills
(32.5 percent versus 21.5 percent).
The Remaining UninsuredMany of the adults

who remained uninsured in quarter 1 2017 were
potentially eligible for financial assistance for
insurance coverage through the ACA, and most
lived in states that did not expandMedicaid (Ex-
hibit 5). Nearly all (92.5 percent) of the remain-
inguninsuredhadfamily incomesbelow400per-
cent of poverty. Even though this populationwas
targeted for financial assistance under the ACA
through either the Medicaid expansion or the
Marketplace subsidies, nearly two-thirds of the
uninsured adults cited cost as their reason for
being uninsured in quarter 1 2017. As shown in
Appendix Exhibit A7,23 the cost of coverage was
cited more often as the reason for being un-
insured among uninsured adults in states that
did not expand Medicaid (69.1 percent) than in
Medicaid expansion states (58.7 percent). Only
12.0 percent of the uninsured reported that they
were uninsured because they did not want cov-
erage (Exhibit 5). Even among younger adults,
who make up 46.2 percent of the remaining
uninsured, only 13.1 percent were uninsured
because they did not want coverage (Appendix

Exhibit A7).23

Although only nineteen states have not ex-
pandedMedicaid, 60.4 percent of the remaining
uninsured adults live in those states. Among
these adults, 65.6 percent have incomes at or
below 138 percent of poverty and are potentially
eligible for coverage if their state expands Med-
icaid. Thus, despite opportunities to further re-
duce uninsurance in the states that expanded
Medicaid, the potential is much greater in the
states that did not. In scoring proposals to repeal
and replace the ACA, the Congressional Budget
Office (CBO) baseline assumes that severalmore
states would expandMedicaid to take advantage
of enhanced federal matching funds.14–16 Howev-
er, to do so, those states would need to have
confidence in the continuation of federal sup-
port for traditional Medicaid and the ACA ex-
pansion.

Discussion
These findings highlight the sustained progress
that has been achieved under the ACA in reduc-
ing uninsurance and improving health care ac-
cess and affordability for adults, particularly for
those with low and moderate incomes and in
states that implemented the ACA’s Medicaid ex-
pansion. The findings also highlight what is at

Exhibit 4

Insurance coverage and health care access and affordability among adults ages 18–64 with family income at or below
138 percent of poverty, by Medicaid expansion status as of quarter 1 2017

SOURCE Authors’ analysis of data from the Health Reform Monitoring Survey, quarter 1 2013 through quarter 1 2017. NOTES Esti-
mates are regression adjusted. Family is the health insurance unit. Expansion states are those that expanded Medicaid by March 2016.
Significance denotes estimates that differ from the estimate for expansion states, using two-tailed tests. *p < 0:10 **p < 0:05
***p < 0:01
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stake if key elements of the ACA are repealed
without replacing those provisions with policies
that would preserve the ACA’s coverage gains or
if the administration withdraws federal support
for theMarketplace by not enforcing the individ-
ual mandate or refusing to pay for cost-sharing
reductions for low-income adults. Under the al-
ternative scenarios for repealing and replacing
the ACA that have been considered, and as a
result of actions thatundermine theMarketplace
in the absence of repeal and replace, low- and
moderate-income adults are the most likely to
lose their health insurance coverage and experi-
ence diminished access to health care.14–16,32–34

They are also the most likely to face increased
financial burdens when they do need health care
and, thus, the most likely to go without need-
ed care.
Scaling back the coverage options under the

ACA would have serious health and financial
consequences for some of the most vulnerable
Americans, including older adults and adults
with preexisting health conditions.13–15 Though
the politics of health reform are challenging,
there are opportunities to create a more equita-
ble and efficient health care system by recogniz-
ing the ACA’s achievements while addressing its
problems. These problems include the inadequa-
cy of financial assistance, the need for greater
consumer education about the program, the
high level of premiums before subsidies, and
insurers’ reluctance to participate in sufficient

numbers in some areas.1 Policy makers will need
to decidewhether theywant to build on the gains
documented in this study or put these gains
at risk. ▪

A previous version of this article was
presented at the AcademyHealth Annual
Research Meeting in New Orleans, LA,
June 25, 2017, as part of the Late-
Breaking Abstract series. This work was
funded by the Robert Wood Johnson
Foundation.
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