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SUPPLEMENTARY APPENDIX: eMethods 

Survey Methods and Additional Details 

All estimates from our survey were weighted using the 2012 American Community 

Survey (ACS) and the National Health Interview Survey (NHIS) for the following characteristics 

in each state’s population of low-income adult citizens: age, gender, education, race/ethnicity, 

marital status, geographic region, and population density (from ACS), and cell-phone versus 

land-line use (from NHIS).  Weights were adjusted for the number of household members and 

rates of dual cell phone and landline use among respondents, to account for the probability of 

inclusion in the sample.  In households with multiple respondents, the individual with the most 

recent birthday was chosen as the interview subject.  

For item non-response, we omitted from each regression any observation with a missing 

value for the outcome in question.  County of residence was missing for 3.8% of the sample 

(1.0% in Arkansas and Kentucky, 1.8% in Texas), and for these observations, we created an 

additional category of “missing county” within each state that we used for county-level 

clustering of standard errors.  For the unemployment rate covariate, when county of residence 

was not available, we used the statewide unemployment rate instead; our results are quite similar 

with or without adjustment for the unemployment rate.  For individual-level covariates, non-

response for race/ethnicity (0.6%) was treated as “other” and missing income (7.1%) was treated 

as its own category; note that all respondents in the sample reported incomes below 138% of 

FPL during the initial screening questions, but some did not provide any additional detail upon 

subsequent questioning – which is what we are calling the “missing income” group.  For 0.7% of 

the weighted sample with missing age, 0.4% with missing education, and 0.5% with missing 

marital status, we imputed these values based on multivariate regression models using 
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race/ethnicity, gender, income, family size, urban/rural location, cell phone usage, and political 

affiliation as predictor variables.  Our overall results were extremely similar if we omitted 

observations with imputed covariates (1.4% of the sample) from the analysis, as described in 

Appendix eTable 5. 

 We then compared the demographics of each state sample from 2013 to 2015 to detect if 

there were any significant changes in our sample composition over time.  This analysis compared 

our survey-weighted demographic estimates for each state in 2013 vs. 2015.  There were no 

significant changes in gender, race/ethnicity, education, income, marital status, family size, rural 

vs. urban residence, living in a county designated a HPSA shortage area, and presence of any 

chronic conditions.  The only significant change in any state was a modest decline in the 

proportion of adults ages 55-64 in Kentucky from 27.4% in 2013 to 22.3% in 2015 (p=0.04).  

This suggests that the sample composition in these three states over time was fairly stable.  

Although our study already adjusts directly for these potential confounders in the regression 

analysis, this stability in observable features is reassuring and reduces the likelihood of important 

unmeasured confounders changing differentially in these three state samples over time. 

 

Classification of Insurance Outcomes 

 Respondents were asked whether they had each of the following 6 coverage options 

(using state-specific names when appropriate): Medicaid, Medicare, military coverage, 

employer/union sponsored insurance, Marketplace coverage, or non-Marketplace private 

coverage purchased directly from an insurer.  For the 20.5% of respondents reporting more than 

one type of coverage, we assigned each person a primary form of insurance according to the 

following hierarchy: Medicaid, Medicare, employer-sponsored insurance, Marketplace coverage, 



©	2016	American	Medical	Association.	All	rights	reserved.	

non-Marketplace direct purchase, and other.  Since the ACA prohibits a person from 

simultaneously having Medicaid and Marketplace coverage, we assigned people reporting both 

types of coverage (6.5% of the weighted sample) into one category or the other depending on 

state of residence.  For Arkansas and Texas, which did not expand Medicaid eligibility but did 

expand Marketplace coverage in 2014, those reporting both Marketplace and Medicaid were 

classified as having Marketplace insurance.  In Kentucky, since all individuals in our sample had 

incomes below 138% of the federal poverty level, such individuals were assigned Medicaid 

coverage.  If we do not use a state-specific decision rule for those reporting both Medicaid and 

Marketplace coverage, and instead simply use the same coverage hierarchy for all states, this still 

produces estimates of higher private coverage in 2015 in Arkansas than Kentucky (16.0 

percentage points, p<0.001) and lower Medicaid (-14.4 percentage points, p=0.001); these results 

are generally similar though smaller in magnitude than the estimates in Table 3.  Once a primary 

type of coverage had been determined for each respondent, we then created four mutually-

exclusive categories for analysis: uninsured, Medicaid, private insurance, and other.   

 

Survey Response Rate  

 The survey’s overall response rate was 21%, using the American Association for Public 

Opinion Research (AAPOR) RR3 definition.  This definition requires an estimate of the 

percentage of all numbers dialed that meet the sample eligibility criteria.  This estimate was 

calculated based on 1) the share of dialed numbers that are working phone numbers, and 2) the 

share of working phone lines that have a household member meeting the study’s inclusion 

criteria.  The first parameter was based on the ratio of known working telephone numbers to total 

possible numbers in the landline (6%) and cellphone (29%) sampling strata.  The second 



©	2016	American	Medical	Association.	All	rights	reserved.	

parameter was based on the overall percentage of all answered calls that identified an eligible 

household member (23% for landlines, 15% for cell phones).  This calculation and the 

underlying assumptions are consistent with AAPOR’s standard response rate definitions; for 

additional details, see: www.aapor.org/AAPOR_Main/media/publications/Standard-

Definitions2015_8theditionwithchanges_April2015_logo.pdf  

The following table shows the RR3 response rate by year, state, and phone modality. 

State and Phone Type 2013 2014 2015 
Arkansas Shone 26% 26% 24% 
Arkansas Land Line 25% 23% 23% 
Arkansas TOTAL 24% 23% 24% 
Kentucky Cell Phone 22% 19% 21% 
Kentucky Land Line 32% 25% 19% 
Kentucky TOTAL 24% 18% 21% 
Texas Cell Phone 22% 18% 19% 
Texas Land Line 26% 20% 23% 
Texas TOTAL 24% 19% 21% 
ALL STATES TOTAL 24% 20% 21% 
 
 
Validation of Survey Estimates Against Government Data Sources 

 Using our survey data for 2013-2014, we compared each state’s annual estimates for four 

outcomes – percent uninsured, change in uninsured, percent with Medicaid, and percent with 

private coverage (Appendix eTable 1) – and calculated the correlation coefficients between the 

estimates from our survey and the ACS.  The correlation coefficients were very high (rho=0.91 

for uninsured, 0.99 for change in uninsured, 0.95 for Medicaid, and 0.80 for private insurance), 

indicating similar patterns of insurance across data sources, with mean absolute differences in 

state-level estimates ranging from 2.8 to 6.2 percentage points depending on the coverage type 

(and 7.3 points for the uninsured estimate from the BRFSS). 

We then compared each state’s annual estimates for three measures of access to care in 

our survey to estimates from the BRFSS.  The BRFSS does not measure income precisely, 
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instead asking people to report income in increments ranging from $5000 to $25,000, so we 

imputed this as a percentage of the federal poverty level using the midpoint of each income band.  

In addition, the BRFSS does not ask about citizenship, meaning the comparison sample included 

both citizens and non-citizens, unlike our survey (which is limited to citizens).  These important 

sampling differences reduce the direct comparability of estimates between the BRFSS and our 

study survey, but nonetheless the results show moderate to strong correlation coefficients for the 

outcome pairings between the two surveys: for uninsured 0.88, for usual source of care 0.82, for 

cost-related delay in care 0.56, and for checkup in past year 0.55.  Mean absolute differences for 

these outcomes ranged from 3.0 to 11.4 percentage points. 

These differences across data sources are generally consistent with the magnitudes of 

differences across federal government surveys.  For instance, previous research (Skopec, Musco, 

and Sommers, 2014) showed that the mean difference in the uninsured rate in the BRFSS and 

ACS was 3.3 percentage points, similar to the mean absolute differences of 2.8 to 6.2 percentage 

points for our measures in Appendix eTable 1.   That study also found that the concordance for 

access-to-care measures across government surveys is lower than for coverage measures.  For 

instance, the National Health Interview Survey and Medical Expenditure Panel Survey produce 

mean estimates that differ by 8.6 percentage points for “cost-related delays in care,” which is 

similar to the mean absolute differences of 3.0 to 11.4 percentage points for our measures in 

Appendix eTable 2.   

We did not compare our results to 2015 federal survey data because those data are not yet 

available.   

 

 



©	2016	American	Medical	Association.	All	rights	reserved.	

Regression Equations: 

 Our pooled analysis of expansion vs. non-expansion is described by the following 

equation: 

Uninsuredist = β0 + β1 Xi + β2 Arkansass +β3 Kentuckys + β4 Year2014t + β5 Year2015t 

+ β6 Expansion States * Year2014t + β7 Expansion States * Year2015t + εist  (1) 

where i indexed individuals, s state, and t year.  Xi was a vector of demographics (age, 

sex, race/ethnicity, marital status, family size, education, income, and urban vs. rural status). β2 

and β3 capture the direct effects of each state at baseline compared to Texas, and β4 and β5 adjust 

for the year.  β6 measures the difference-in-differences estimate for the change in outcome in the 

expansion states (Arkansas and Kentucky) in 2014, compared to the control group (Texas), and 

β7 provides the comparable estimate for 2015.  The error terms, εist, were assumed to be 

correlated between individuals within counties, which we addressed using robust sandwich-

based estimates for our standard errors. 

 Our comparison between Arkansas and Kentucky used the following regression equation: 

Uninsuredist = β0 + β1 Xi + β2 Arkansass +β3 Kentuckys + β4 Year2014t + β5 Year2015t 

+ β6 Expansion States * Year2014t + β7 Expansion States * Year2015t  

+ β8 Arkansass * Year2014t + β9 Arkansass * Year2015t  + εist  (2) 

where the terms were all defined as in Equation 1, but with the addition of the two 

interaction terms between Arkansas and the years 2014 and 2015.  Combined with the terms 

captured by β6 and β7, this means that β8 and β9 capture the difference in outcomes for each year 

between the two expansion states (i.e. Arkansas vs. Kentucky).   

 Based on the results in Table 3, we assessed the likelihood that we would have detected 

clinically relevant differences between the private option and Medicaid expansions for selected 
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outcomes.  For the observed rates and sample sizes in Arkansas and Kentucky, we had 

approximately 80% power to detect a net change of at least 9.0 percentage points in “trouble 

obtaining a primary care appointment” or at least 6.4 percentage points in “excellent self-

reported health.” 
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APPENDIX eTABLE 1: Insurance Coverage Estimates in Study Survey vs. Census 

Bureau’s American Community Survey (ACS), 2013-2014 
 
Outcome and Data Source Arkansas Kentucky Texas 

2013 2014 2013 2014 2013 2014 
Uninsured (Study Survey) 41.8% 19.4% 40.3% 12.4% 38.5% 27.1% 
Uninsured (ACS) 41.8% 26.5% 40.2% 18.9% 46.8% 40.4% 
       
Change in Uninsured (Study Survey) -- -22.4% -- -27.9% -- -11.4% 
Change in Uninsured (ACS) -- -15.3% -- -21.3% -- -6.4% 
       
Medicaid (Study Survey) 25.1% 30.7% 24.8% 44.5% 22.0% 25.4% 
Medicaid (ACS) 25.9% 36.6% 30.6% 49.3% 21.5% 22.9% 
       
Private Insurance (Study Survey) 19.3% 36.0% 22.1% 28.2% 28.7% 32.4% 
Private Insurance (ACS) 26.0% 31.0% 22.6% 25.4% 27.4% 32.2% 
 
Notes: Both analyses estimate coverage rates for the U.S. citizen population aged 19-64 with family incomes below 
138% of the federal poverty level.  N=65,006 for ACS 2013-2014 data, and N=5,665 for study survey 2013-2014 
data.  Our study survey data were collected in November-December of each year, while the Census Bureau’s ACS 
data are collected continuously throughout the year.  Thus, the estimates of coverage change in the former reflect 
11-12 months of expansion versus just 6 months (on average) in the ACS.  For this reason, the correlation 
coefficients are likely a better measure of the surveys’ comparability than raw differences in magnitude between the 
surveys.  The following are the correlation coefficients for year-coverage outcome pairings between the two 
surveys: for uninsured 0.91, for coverage change 0.99, for Medicaid 0.95, and for private insurance 0.80. 
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APPENDIX eTABLE 2: Estimates of Access to Care Measures in Study Survey  
vs. Behavioral Risk Factor Surveillance System (BRFSS), 2013-2014 

 
Outcome and Data Source Arkansas Kentucky Texas 

2013 2014 2013 2014 2013 2014 
Uninsured (Study Survey) 41.8% 19.4% 40.3% 12.4% 38.5% 27.1% 
Uninsured (BRFSS) 47.3% 23.3% 39.7% 12.3% 54.9% 44.3% 
       
Usual source of care (Study Survey) 78.4% 82.8% 83.1% 86.1% 79.5% 79.8% 
Usual source of care (BRFSS) 69.4% 75.7% 77.1% 79.7% 60.7% 60.6% 
       
Cost-related delay in care (Study Survey) 39.5% 32.1% 39.6% 30.8% 31.7% 27.9% 
Cost-related delay in care (BRFSS) 39.1% 32.2% 39.4% 29.1% 41.9% 33.4% 
       
Checkup in past year (Study Survey) 45.3% 53.6% 46.3% 54.5% 50.7% 52.6% 
Checkup in past year (BRFSS) 48.5% 61.5% 66.9% 66.9% 63.0% 64.8% 
 
Notes: Both analyses estimate coverage rates for the U.S. citizen population aged 19-64 with family incomes below 
138% of the federal poverty level.  N=5,565 for BRFSS 2013-2014 data, and N=5,665 for study survey 2013-2014 
data.  Our study survey data were collected in November-December of each year, while the BRFSS data are 
collected continuously throughout the year.  Thus, the estimates of coverage change in the former reflect 11-12 
months of expansion versus just 6 months (on average) in the BRFSS.  The BRFSS does not measure income 
precisely, instead asking people to report income in increments ranging from $5000 to $25,000, so we imputed this 
as a percentage of the federal poverty level using the midpoint of each income band.  Finally, the BRFSS does not 
ask about citizenship, meaning the sample included both citizens and non-citizens.  These important sampling 
differences limit the direct comparability of estimates between the BRFSS and the study survey, but nonetheless the 
results show moderate to strong correlation coefficients for the outcome pairings between the two surveys: for 
uninsured 0.88, for usual source of care 0.82, for cost-related delay in care 0.56, and for checkup in past year 0.55.   
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 APPENDIX eTABLE 3: Unadjusted State-By-State Changes for Each Study Outcome 
 

OUTCOMEa Arkansas Kentucky Texas 

  2013 2014 2015 2013 2014 2015 2013 2014 2015 
Coverage          
Uninsured 41.8 19.4 14.2 40.2 12.4 8.6 38.5 27.1 31.8 
Medicaid 25.1 30.7 30.1 24.8 44.5 51.1 22.0 25.4 26.7 
Private Insurance 19.3 36.0 39.5 22.1 28.2 20.9 28.7 32.4 28.9 
Access to Care and Affordability          
Has a personal doctor 57.2 60.8 63.8 56.6 63.6 71.7 52.4 50.9 51.3 
Usual source of careb 78.4 82.8 86.8 83.1 86.1 85.5 79.5 79.8 74.4 
Cost-related delay in care 39.5 32.1 29.8 39.6 30.8 25.1 31.7 27.9 38.4 
Skipped medication due to cost 40.9 30.0 29.5 37.5 25.8 26.1 28.3 26.9 29.2 
Trouble obtaining primary care appointment 16.0 13.9 13.1 15.4 15.1 12.7 19.8 14.8 17.2 
Trouble obtaining specialist appointment 12.1 11.8 12.3 15.8 15.7 14.8 18.6 15.8 17.3 
ED is usual location of careb 9.9 8.0 5.7 9.3 5.3 7.9 8.1 10.0 11.3 
ED visit because office visit unavailable 12.7 12.2 11.8 13.1 14.9 13.7 15.6 11.3 10.9 
Trouble paying medical bills 43.1 35.5 31.4 42.7 28.4 27.4 31.9 30.0 32.9 
Annual out-of-pocket medical spendingc $446 $367 $373 $423 $330 $318 $380 $334 $372 
Utilization          
Any office visits in past year  55.3 56.7 53.4 55.7 59.3 59.4 44.1 44.7 42.5 
Any ED visits in past year 21.7 19.0 18.5 20.4 21.5 21.9 17.1 18.2 22.3 
# office visits in past year  2.61 2.80 2.89 2.98 3.02 3.31 2.06 1.69 1.74 
# ED visits in past year 1.04 1.08 1.11 1.27 1.29 1.23 0.87 0.99 1.00 
Any hospitalization in past year 14.7 16.6 16.4 19.0 18.4 20.2 15.8 18.2 15.5 
Prevention and Quality          
Checkup in past year 45.3 53.6 54.7 46.3 54.5 59.8 50.7 52.6 46.0 
Cholesterol check in past year  38.1 39.3 39.9 45.8 47.4 55.2 44.2 47.6 47.9 
Cholesterol check among high-risk patientsd  60.7 59.0 58.6 66.2 64.4 73.0 67.0 60.9 66.1 
Glucose check in past year 41.5 43.3 44.5 44.5 49.1 54.7 46.7 48.4 46.5 
Glucose check among those with diabetese 88.5 83.3 87.9 84.1 84.9 95.7 90.0 82.5 84.5 
Regular care for chronic conditionf  61.8 70.1 73.6 69.4 76.1 78.6 65.3 61.7 63.8 
Excellent quality of care 27.9 30.7 28.0 28.3 30.5 29.8 27.8 26.5 27.4 
Fair/poor quality of care  22.5 18.9 17.3 17.2 18.0 15.1 20.1 20.9 24.1 
Health Status          
Excellent self-reported health 13.5 11.7 11.5 11.0 11.4 8.6 20.0 16.7 12.6 
Fair/poor self-reported health 39.7 36.2 40.1 39.6 40.4 38.1 32.4 30.5 36.0 
Positive depression screen (PHQ2 score≥2) 48.1 43.2 47.2 46.8 46.1 46.4 38.4 33.6 45.4 
 
NOTES: 

a – All estimates are reported as percentages for binary outcomes, other than number of office and ED 
visits and out-of-pocket spending. 

b - Usual source of care was grouped into 3 categories – those reporting an office-based usual source of 
care, those without any usual source of care, and those using the ED as the usual source of care. 
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c – Out-of-pocket spending estimates show relative change (%) using log-expenditures as the outcome. 
d – Sample limited to patients reporting heart disease, stroke, diabetes, or hypertension (n=4,446). 
e – Sample limited to patients reporting a history of diabetes (n=1,768). 
f – Sample limited to patients reporting at least one of the following conditions: hypertension, heart 

attack/coronary artery disease, stroke, asthma/COPD, kidney disease, diabetes, depression, cancer, and substance 
abuse (n=6,103). 
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APPENDIX eTABLE 4: Subgroup Analyses 

 
OUTCOMEa Non-Whites  

(n=3,625) 
PCP Shortage Area 

(n=6,698) 

  

Expansion 
vs. Non-

Expansion 

Private 
Option vs. 
Medicaid 

Expansion 
vs. Non-

Expansion 

Private 
Option vs. 
Medicaid 

Coverage     

Uninsured -12.2%** 4.8% -21.9%** 3.5% 
Medicaid 5.5% -28.9%** 12.7%** -24.3%** 
Private Insurance 3.4% 29.2%** 7.2% 21.2%** 
Access to Care and Affordability     
Has a personal doctor 6.6% -1.1% 9.5%* -7.6% 
Usual source of careb 3.9% 14.0%* 8.8%* 4.9% 
Cost-related delay in care -10.4%* 3.1% -21.2%** 6.5% 
Skipped medication due to cost -10.7%* 3.1% -13.7%** -0.5% 
Trouble obtaining primary care 
appointment 3.8% -8.2% -1.6% -3.4% 
Trouble obtaining specialist appointment 9.9%** 5.2% -1.1% 4.2% 
ED is usual location of careb -4.0% -15.4%** -3.0% -1.2% 
ED visit because office visit unavailable 8.7%* -8.3% 3.2% -3.1% 
Trouble paying medical bills -7.8% 6.3% -16.1%** 6.0% 
Annual out-of-pocket medical spendingc -22.2% 48.7%* -39.6%** 21.6% 
Utilization     
Any office visits in past year  -0.6% -12.8% 0.3% -4.7% 
Any ED visits in past year -11.3%* 3.3% -3.1% -0.3% 
# office visits in past year  1.03* -0.50 -0.03 -0.25 
# ED visits in past year 0.20 0.52 -0.31 0.23 
Any hospitalization in past year 0.1% 2.1% -0.6% -0.9% 
Prevention and Quality     
Checkup in past year 9.9%* 7.3% 14.4%** -3.5% 
Cholesterol check in past year  -3.0% 9.8% 0.5% -8.9%* 
Cholesterol check among high-risk 
patientsd  -6.1% 1.6% -0.8% -15.8%* 
Glucose check in past year 4.3% 12.0% 2.8% -6.2% 
Glucose check among those with diabetese 0.6% -0.6% 10.0% -11.1% 
Regular care for chronic conditionf  7.7% 2.6% 10.2%* -2.1% 
Excellent quality of care   2.9% 7.9% 2.8% -0.3% 
Fair/poor quality of care  -3.5% -10.6% -8.2%* -1.4% 
Health Status     
Excellent self-reported health 8.2% 13.3%* 3.9% 0.1% 
Fair/poor self-reported health -1.6% 5.7% -6.4% 1.4% 
Positive depression screen  -0.7% -5.3% -8.9%* 1.4% 

Notes: 
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All estimates are from difference-in-difference models.  “Expansion vs. Non-Expansion” reports the 
changes for 2015 vs. 2013 in the two expansion states (Arkansas and Kentucky), compared to the non-expansion 
state (Texas).  “Private Option vs. Medicaid” reports the changes for 2015 vs. 2013 in Arkansas’ private option 
state, compared to the traditional Medicaid expansion in Kentucky.   Each subgroup was modeled separately.  All 
analyses adjusted for sex, age, race/ethnicity, marital status, family size, education, income, urban vs. rural 
residence, county annual unemployment rate, state, and year.   

**p≤0.01, *p≤0.05 
PCP = Primary Care Profession  
a – All estimates are reported as percentage-point changes for binary outcomes, other than number of office 

and ED visits and out-of-pocket spending. 
b - Usual source of care was grouped into 3 categories – those reporting an office-based usual source of 

care, those without any usual source of care, and those using the ED as the usual source of care. 
c – Out-of-pocket spending estimates show relative change (%) using log-expenditures as the outcome. 
d – Sample limited to patients reporting heart disease, stroke, diabetes, or hypertension. 
e – Sample limited to patients reporting a history of diabetes. 
f – Sample limited to patients reporting at least one of the following conditions: hypertension, heart 

attack/coronary artery disease, stroke, asthma/COPD, kidney disease, diabetes, depression, cancer, and substance 
abuse. 
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APPENDIX eTABLE 5: Sensitivity Analyses 
OUTCOMEa Excluding observations 

with missing covariates 
Pooling 2014-2015 as 
Post Expansion Data 

Non-Linear Models 
(Logistic & Poisson) a 

  

Expansion 
vs. Non-

Expansion 

Private 
Option 

vs. 
Medicaid 

Expansion 
vs. Non-

Expansion 

Private 
Option 

vs. 
Medicaid 

Expansion 
vs. Non-

Expansion 

Private 
Option 

vs. 
Medicaid 

Coverage       

Uninsured -23.0%** 3.5% -18.5%** 4.3% 0.24** 1.58 
Medicaid 12.4%** -21.4%** 11.1%** -17.5%** 1.8** 0.37** 
Private Insurance 8.8%* 21.8%** 7.8%* 15.9%** 1.58* 3.23** 
Access to Care and Affordability           
Has a personal doctor 12.6%** -5.7% 9.9%** -4.2% 1.79** 0.71 
Usual source of careb 10.9%** 6.8% 7.5%* 4.2% 2.10** 1.60 
Cost-related delay in care -18.8%** 4.7% -11.5%** 3.9% 0.43** 1.27 
Skipped medication due to cost -11.5%** 0.5% -10.7%** 1.2% 0.59** 1.03 
Trouble obtaining primary care 
appointment 0.0% -0.5% 1.8% -0.7% 0.97 0.98 
Trouble obtaining specialist appointment 1.1% 1.4% 1.7% 0.9% 1.07 1.10 
ED is usual location of careb -6.1%** -3.1% -5.7%** -0.7% 0.44** 0.63 
ED visit because office visit unavailable 4.8% -0.9% 4.7%* -1.4% 1.55 0.89 
Trouble paying medical bills -14.1%** 4.6% -11.4%** 6.0% 0.54** 1.21 
Annual out-of-pocket medical spendingc -28.1%* 24.0%* -26.8%* 20.8%* N/A N/A 
Utilization           
Any office visits in past year  3.1% -5.8% 2.8% -3.5% 1.13 0.81 
Any ED visits in past year -5.8%* -4.8% -4.1% -4.1% 0.68* 0.75 
# office visits in past year  0.66* -0.05 0.61 0.15 30.1% 2.4% 
# ED visits in past year -0.11 0.10 -0.11 0.10 -10.5% 11.0% 
Any hospitalization in past year 2.1% 0.7% 0.4% 1.8% 1.16 1.07 
Prevention and Quality           
Checkup in past year 16.6%** -2.6% 11.7%** -1.2% 1.97** 0.88 
Cholesterol check in past year  1.9% -6.0% 0.2% -3.1% 1.08 0.75 
Cholesterol check among high-risk 
patientsd  2.3% -8.0% 1.7% -4.1% 1.06 0.66 
Glucose check in past year 6.7%* -4.6% 4.4% -3.6% 1.33* 0.78 
Glucose check among those with diabetese 10.6%* -11.6%* 7.6% -8.8% 3.22* 0.22* 
Regular care for chronic conditionf  11.9%** 3.3% 11.8%** 3.0% 1.90** 1.10 
Excellent quality of care   1.6% -1.3% 2.8% -0.3% 1.07 0.94 
Fair/poor quality of care  -7.2%* -3.5% -4.8% -4.0% 0.63* 0.82 
Health Status           
Excellent self-reported health 4.6%* 0.0% 3.7% -1.4% 1.37 1.06 
Excellent/very good self-reported health 3.3% 1.6% 1.7% 4.0% 1.16 1.12 
Fair/poor self-reported health -3.1% 3.6% -1.3% -0.5% 0.86 1.09 
Poor self-reported health -1.0% -0.3% 0.9% -2.0% 0.85 0.92 
Positive depression screen  -7.7%* 0.2% -2.7% -1.4% 0.74 1.00 
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Notes: 
All estimates are from difference-in-difference models.  “Expansion vs. Non-Expansion” reports the 

changes for 2015 vs. 2013 in the two expansion states (Arkansas and Kentucky), compared to the non-expansion 
state (Texas).  “Private Option vs. Medicaid” reports the changes for 2015 vs. 2013 in Arkansas’ private option 
state, compared to the traditional Medicaid expansion in Kentucky.    

**p≤0.01, *p≤0.05 
a – In the first two sets of columns, all estimates are reported as percentage-point changes for binary 

outcomes, other than number of office and ED visits and out-of-pocket spending.  For the third set (non-linear 
models), all results are reported as logistic odds ratios, except for the number of office and ED visits, which were 
Poisson-model coefficients. 

b - Usual source of care was grouped into 3 categories – those reporting an office-based usual source of 
care, those without any usual source of care, and those using the ED as the usual source of care. 

c – Out-of-pocket spending estimates show relative change (%) using log-expenditures as the outcome. 
d – Sample limited to patients reporting heart disease, stroke, diabetes, or hypertension. 
e – Sample limited to patients reporting a history of diabetes. 
f – Sample limited to patients reporting at least one of the following conditions: hypertension, heart 

attack/coronary artery disease, stroke, asthma/COPD, kidney disease, diabetes, depression, cancer, and substance 
abuse. 
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