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Objectives. To compare access to care and perceived health care quality by insurance

type among low-incomeadults in 3 southernUS states, beforeMedicaid expansion under

the Affordable Care Act.

Methods.We conducted a telephone survey in 2013 of 2765 low-income US citizens,

aged 19 to 64 years, in Arkansas, Kentucky, and Texas. We compared 11 measures of

access and quality of care for respondents with Medicaid, private insurance, Medicare,

and no insurance with adjustment for sociodemographics and health status.

Results. Low-income adults with Medicaid, private insurance, and Medicare reported

significantly better health care access and quality than uninsured individuals. Medicaid

beneficiaries reported greater difficulty accessing specialists but less risk of high out-of-

pocket spending than those with private insurance. For other outcomes, Medicaid and

private coverage performed similarly.

Conclusions. Low-income adults with insurance report significantly greater access and

quality of care than uninsured adults, regardless of whether they have private or public in-

surance. Access to specialty care in Medicaid may require policy attention.

Public Health Implications. Many states are still considering whether to expand

Medicaid under the Affordable Care Act and whether to pursue alternative models

for coverage expansion. Our results suggest that access to quality health care

will improve under the Affordable Care Act’s coverage expansions, regardless of

the type of coverage. (Am J Public Health. 2016;106:1409–1415. doi:10.2105/

AJPH.2016.303156)

See also Galea and Vaughan, p. 1354.

Although the Affordable Care Act (ACA)
aimed to increase the availability of

health insurance for low-income Americans
through expansion of Medicaid eligibility up
to 138%of the federal poverty level (FPL),1 the
US Supreme Court ruled that Medicaid ex-
pansionwas optional for states.2 This left many
states debating whether and how to expand
insurance coverage for low-income residents.
As of January 2016, 31 states have expanded
Medicaid, whereas the remaining 19 states
have not adopted Medicaid expansion.1 The
implications of these decisions are particularly
dramatic in the South, where only 6 of the 17
states (plus the District of Columbia) in the
southern census region have expanded.
Combined with high poverty and uninsured
rates in the region, 80% of the more than 4
million uninsured adults excluded from the
Medicaid expansion reside in the South.3

Previous research indicates that Medicaid
expansion can improve access to care, self-
reported health, and survival,4 but some
contend that the program is substantially
inferior to private insurance.5 In part because
of this concern, several states—Arkansas,
Iowa, and New Hampshire—have received
approval for the so-called “private option,”
using federal funds to purchase private health
insurance for low-income adults,6–8 and
other states are considering this approach in
lieu of Medicaid expansion. In this context,

a key question is how Medicaid and private
coverage compare in their ability to provide
access to care for low-income beneficiaries.
Previous research that used national survey
data offers some insights,9 but less attention
has been paid to these issues within southern
states, where the public health implications of
the Medicaid expansion debate are largest.

Our study objective was to compare access
to care and perceived health care quality for
low-income adults withMedicaid versus other
types of insurance coverage before the ACA’s
coverage expansion in 3 southern states.

METHODS
Our study data come from a random-digit-

dial telephone survey of US citizens aged 19
to 64 years living in Arkansas, Kentucky, and
Texas, with family incomes below 138% of the
FPL, corresponding to the ACA’s Medicaid
eligibilityguidelines. Interviewswere completed
in November and December 2013, before the
ACA’s coverage expansions took effect. Re-
spondents were contacted on landlines and
cellular phones. Interviews were available in
Englishor Spanish.Theoverall response ratewas
26%, and all responses were weighted to state
estimates for citizens aged 19 to 64 years with
household incomes below 138% of FPL, from
the 2012 American Community Survey. Fur-
ther details on the survey methods have been
published previously.10

Survey
We developed a 38-item survey that in-

cluded questions about health care coverage,
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utilization, economic circumstances, health
status, preventive care indicators, and per-
ceptions of quality of care. We drew the
wording of our survey items from previously
validated surveys: the National Health In-
terview Survey, the American Community
Survey, the Behavioral Risk Factor Surveil-
lance System, and the Oregon Health In-
surance Experiment. We also collected data
on demographic and health characteristics.
We assessed health insurance coverage by
using state-specific names for Medicaid pro-
grams to assist respondents in recognizing
their coverage: Medicaid in Arkansas, Ken-
tucky Health or KenPAC in Kentucky, and
STAR, STAR+PLUS, or STAR Health in
Texas.

To create mutually exclusive coverage
categories, we assigned each respondent a pri-
mary type of coverage by using the following
hierarchy: private insurance, Medicare, Med-
icaid, anduninsured. Inour primarymodel,we
categorized dual-eligible respondents—those
who receive coverage frombothMedicare and
Medicaid—as having Medicare because this is
the primary payer for outpatient services; we
also conducted a sensitivity analysis in which
these respondents were treated as having
Medicaid as their primary coverage (Table A,
available as a supplement to the online version
of this article at http://www.ajph.org). We
excluded individuals who reported only hav-
ing a type of coverage besides private in-
surance, Medicaid, or Medicare from the
sample because of the small number of re-
spondents in that category (3%).

Outcomes and Statistical Analysis
Our study outcomes were not having

a personal doctor, difficulty accessing primary
care appointments, difficulty accessing spe-
cialist appointments, using the emergency
department (ED) as a usual source of care,
using the ED because of difficulty in getting
a doctor’s appointment when needed, cost-
related delays in seeking care, spending more
than $500 out of pocket for medical care in
the past year, spending more than $1000 out
of pocket for medical care in the past year,
having to borrow money or skip paying bills
because of medical costs, and perceived
overall health care quality.

We compared sample demographic and
health characteristics across insurance

coverage types with the c2 test. Thenwe used
logistic regression to compare outcomes for
respondents with private insurance to those
with Medicaid, Medicare, and no health in-
surance. We present both unadjusted and
adjusted regression results. The multivariate
model adjusted for sociodemographic and
health status covariates that previous literature
has suggested influence access to care, health
service utilization, and perceptions of health
care quality: age, gender, race, ethnicity,
marital status, education, income, political
affiliation, self-reported health status (fair or
poor vs good, very good, or excellent), cell
phone use, having any of the 9 chronic
conditions assessed in the survey (Table 1),
and state of residence. Using the MARGINS
command in Stata version 12.0 (StataCorp
LP, College Station, TX), we then converted
these adjusted odds ratios (AORs) into pre-
dicted probabilities for each outcome, using
the observed values for all covariates, to better
convey the magnitude of differences across
these coverage types after we accounted for
other covariates. On average, Medicaid and
Medicare respondents reported 2.02 and 2.34
diagnosed chronic conditions, respectively,
compared with 0.94 among the privately
insured and 1.09 among the uninsured.

RESULTS
Our sample size was 2765, divided evenly

across the 3 states. Table 1 summarizes the
demographic and health characteristics of re-
spondents, stratified by primary coverage type.
In our weighted sample, 13% reported Med-
icaid coverage, 30% private coverage, 16%
Medicare, and 41% were uninsured. Women
represented just over half of the sample overall,
but made up 77% of those with Medicaid. A
total of 16% of the overall sample was Latino
and 19% was Black. Health status character-
istics differed significantly across different in-
surance types. Of privately insured
respondents, 25% reported fair or poor health
status, compared with 50% of Medicaid re-
spondents and 54% of Medicare respondents.
More than 80% of Medicaid and Medicare
beneficiaries reported at least 1 chronic con-
dition, compared with 54% to 57% among
privately insured or uninsured respondents.

Table 2 shows unadjusted analyses assess-
ing the association between coverage type

and access to outpatient care, ED use, af-
fordability of care, and perceived quality of
care. Uninsured respondents consistently
reported worse outcomes. In the unadjusted
models, Medicaid beneficiaries had more
difficulty accessing primary and specialty care,
and were more likely to use the ED because
a doctorwas unavailable, comparedwith their
privately insured peers. Medicaid beneficia-
ries were significantly less likely to have high
out-of-pocket medical costs than privately
insured adults. This was consistent at both
levels of spending we assessed: spending
greater than $500 per year (16.6% vs 37.7%;
odds ratio [OR]= 0.33; 95% confidence in-
terval [CI] = 0.21, 0.51; P < .01) and spending
greater than $1000 per year (9.7% vs 24.5%;
OR=0.33; 95% CI= 0.19, 0.57; P < .01).
A slightly larger share of respondents with
Medicaid rated care as fair or poor than did
those with private insurance, although this
finding was not statistically significant
(OR=1.43; 95% CI= 0.99, 2.05; P < .10).

Table 3 shows the results of multivariate
analyses. We have summarized the adjusted
results in Figure 1, which illustrates ORs and
95% CIs when we specifically compared our
outcomes of interest for Medicaid benefi-
ciaries and the privately insured. After we
adjusted for sociodemographics and health
status, uninsured individuals were at signifi-
cantly higher risk of not having a personal
doctor and to report difficulty accessing pri-
mary care and specialty care. When we
compared predicted probabilities from the
adjusted model, similar rates of those covered
by private insurance (35.5%), Medicaid
(31.8%), and Medicare (31.7%) reported not
having a personal doctor; this was markedly
higher for uninsured respondents (59.0%),
a difference of more than 20 percentage
points (AOR=3.07; 95% CI= 2.24, 4.19;
P < .01). Overall, Medicaid and private in-
surance performed similarly for most mea-
sures of access to outpatient care, although
individuals with Medicaid had higher rates of
difficulty accessing specialist appointments
relative to their privately insured peers—
17.3% versus 11.1% after adjustment
(AOR=1.78; 95% CI= 1.00, 3.17; P < .05).

For measures of ED use, uninsured re-
spondents were significantly more likely than
insured respondents to use the ED as a usual
location of care or visit the ED because of
an inability to see a doctor for an office visit

AJPH POLICY

1410 Research Peer Reviewed Nguyen and Sommers AJPH August 2016, Vol 106, No. 8

http://www.ajph.org


to address needed care. There were no sig-
nificant differences between Medicaid and
private insurance for these measures.

When we assessed affordability and cost of
care, uninsured individuals were significantly
more likely to report delaying care because
of cost in the past 12 months, skipping
medication doses because of cost, and bor-
rowing money or skipping paying bills as

a result of high medical costs compared with
those with insurance. Meanwhile, there were
no significant differences for any of these
outcomes between Medicaid beneficiaries
and privately insured persons. Medicaid
beneficiaries were significantly less likely to
have spent more than $1000 in out-of-pocket
costs for medical care in the past year than
individuals with private insurance—9.2%

versus 24.7%, respectively (AOR=0.28; 95%
CI= 0.16, 0.52; P< .01). Results were similar
when we compared out-of-pocket costs
greater than $500 for Medicaid beneficiaries
and privately insured individuals (15.7% vs
38.3%; AOR=0.26; 95% CI= 0.16, 0.43;
P < .01). Medicare recipients also were less
likely to report high out-of-pocket costs than
those with private insurance (14.3% vs 24.7%;
AOR=0.48; 95% CI= 0.32, 0.73; P< .01).

In terms of overall quality of care, un-
insured adults were the most likely to rate
their care as fair or poor. Meanwhile, there
was no significant difference in the proportion
reporting fair or poor quality of care among
individuals with private coverage and Med-
icaid (AOR=1.18; 95% CI= 0.79, 1.76;
P= .41). Those with Medicare reported
the highest quality of care, with only 34.5%
reporting fair or poor quality of care.

DISCUSSION
In this survey of nearly 3000 low-income

US citizens in 3 southern states, we found
that, before the ACA’s coverage expansions,
measures of access to care, affordability, and
self-rated health care quality were generally
similar for Medicaid, Medicare, and private
insurance, after we adjusted for demographic
characteristics and health status. Consistent
with previous research, all 3 coverage types
performed far better than being uninsured
for all outcomes we analyzed.11,12 In contrast,
there were few significant differences among
the 3 types of insurance covered. These results
build off a previous study in these states,
which focused on perceptions of Medicaid
coverage compared with the private option
among low-income adults in general (in-
cluding among those with neither type of
insurance). That study showed that low-
income adults generally perceive private
coverage and Medicaid as similar in overall
quality.10 In our study, in contrast, we assessed
the actual experiences obtaining care among
low-income adults with different types of
coverage, and we found that, in these states,
public and private insurance perform
similarly.

In unadjusted analyses, there were notable
differences in health care–related outcomes
for Medicaid beneficiaries versus privately
insured individuals. However, these results in

TABLE 1—Demographic and Health Status Characteristics of Survey Respondents in 2013
in Arkansas, Kentucky, and Texas

Characteristic

Private Health
Insurance
(n = 792), %

Medicaid
(n = 396), %

Medicare
(n = 594), %

Uninsured
(n = 983), % P a

Family income < .001
< 50% of poverty 19 48 32 35

50%–100% of poverty 33 35 41 39

100%–138% of poverty 42 11 20 19

Don’t know or refused 6 6 7 7

Female 54 77 57 54 < .001

Age, y < .001
19–34 2 0 0 1

35–44 64 56 39 65

45–54 17 23 13 20

55–64 17 21 48 14

Race/ethnicity .01

Non-Latino White 60 62 62 63

Latino 16 16 10 18

Non-Latino Black 18 20 25 16

Other Non-Latino 6 2 3 3

Education < .001
< high school 11 36 31 25

High-school graduate 41 44 47 43

Some college or college graduate 48 20 22 32

Marital status < .001
Married or living with a partner 53 31 29 39

Single 34 32 38 39

Widowed, divorced, or separated 13 37 33 22

State .01

Arkansas 25 14 17 44

Kentucky 28 13 17 42

Texas 36 12 12 40

Rural status 36 44 43 42 .1

Presence of ‡ 1 diagnosed condition (out of 9)b 54 81 84 57 < .001

Self-reported fair or poor health 25 50 54 36 < .001

Note. The sample size was n = 2765.
aP values reflect c2 test for differences in each characteristic, based on coverage type.
bConditions assessed were high blood pressure; a heart attack, coronary artery disease, or heart failure;
a stroke; asthma, chronic bronchitis, chronic obstructive pulmonary disease, or emphysema; chronic
kidney disease or dialysis; diabetes; depression or anxiety; cancer, except for skin cancer; and alcoholism
or drug addiction.
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isolation can lead to the spurious conclusion
that Medicaid provides inferior access to
care than private coverage, when our multi-
variate analysis demonstrates that most of these
differences are attributable to underlying
demographic and health status differences.
More specifically, the typical Medicaid

beneficiary (or nonelderly Medicare benefi-
ciary) is often inmuchworse health on average
than those with private insurance or no in-
surance, which is not surprising given that
disability and poverty are 2 of the primary
pathways for nonelderly adults to become
eligible for public insurance in the first place.

However, we did find 2 areas with
significant differences between Medicaid
and private coverage, even after multivariate
adjustment: (1) Access to specialty care
for individuals in Medicaid was worse
than for those with private insurance, and
(2) Medicaid provided better financial

TABLE 2—Unadjusted Association of Access to Care and Quality of Care by Insurance Type in 2013 in Arkansas, Kentucky, and Texas

Private (Ref) Medicaid Medicare Uninsured

Outcome OR Mean, % OR (95% CI) Mean, % OR (95% CI) Mean, % OR (95% CI) Mean, %

Access to outpatient care

No personal doctor 1 36.9 0.68 (0.45, 1.01) 28.4 0.51 (0.35, 0.75) 23.2 2.89 (2.19, 3.82) 62.8

Difficulty accessing primary care appointment 1 11.1 1.92 (1.16, 3.19) 19.5 0.79 (0.47, 1.35) 9.1 2.46 (1.67, 3.61) 23.6

Difficulty accessing specialist appointment 1 9.7 2.54 (1.54, 4.19) 21.5 1.50 (0.91, 2.49) 13.9 2.14 (1.43, 3.23) 18.7

ED use

ED as usual location of care 1 4.1 0.50 (0.19, 1.34) 2.1 1.16 (0.47, 2.88) 4.7 4.97 (2.60, 9.53) 17.4

Use of ED when doctor not available 1 8.0 2.37 (1.37, 4.11) 17.2 1.48 (0.87, 2.52) 11.5 2.56 (1.62, 4.03) 18.3

Affordability and cost of care

Delayed care because of cost 1 25.0 1.32 (0.89, 1.97) 30.6 0.90 (0.63, 1.29) 23.1 3.49 (2.60, 4.69) 53.8

Delayed medication because of cost 1 26.7 1.56 (1.08, 2.27) 36.3 1.10 (0.79, 1.53) 28.6 2.26 (1.69, 3.00) 45.2

> $500 out-of-pocket spending in past year 1 37.7 0.33 (0.21, 0.51) 16.6 0.57 (0.41, 0.79) 25.6 0.79 (0.59, 1.05) 32.2

> $1000 out-of-pocket spending in past year 1 24.5 0.33 (0.19, 0.57) 9.7 0.61 (0.42, 0.88) 16.5 0.97 (0.71, 1.32) 23.9

Delayed paying bills because of medical costs 1 31.3 1.33 (0.92, 1.93) 37.7 1.21 (0.88, 1.68) 35.6 1.99 (1.51, 2.64) 47.6

Self-reported fair or poor quality of care 1 38.1 1.43 (0.99, 2.05) 46.8 0.82 (0.59, 1.14) 33.5 2.57 (1.92, 3.43) 61.3

Note.CI = confidence interval; ED = emergency department; OR= odds ratios frommultivariate logistical regression (private insurancewas the reference group
for all ORs). The sample size was n = 2765.

TABLE 3—Adjusted Association of Access to Care and Quality of Care by Insurance Type in 2013 in Arkansas, Kentucky, and Texas

Private (Ref) Medicaid Medicare Uninsured

Outcome AOR PP, % AOR (95% CI) PP, % AOR (95% CI) PP, % AOR (95% CI) PP, %

Access to outpatient care

No personal doctor 1 35.5 0.82 (0.52, 1.30) 31.8 0.82 (0.55, 1.24) 31.7 3.07 (2.24, 4.19) 59.0

Difficulty accessing primary care appointment 1 13.4 1.13 (0.65, 1.96) 14.7 0.64 (0.36, 1.16) 9.3 2.11 (1.41, 3.15) 23.3

Difficulty accessing specialist appointment 1 11.1 1.78 (1.00, 3.17) 17.3 1.26 (0.71, 2.24) 13.3 2.01 (1.30, 3.10) 18.9

ED use

ED as usual location of care 1 4.4 0.43 (0.16, 1.20) 2.0 1.40 (0.57, 3.45) 5.9 4.54 (2.46, 8.40) 15.9

Use of ED when doctor not available 1 9.4 1.53 (0.79, 2.96) 13.4 1.21 (0.67, 2.16) 11.0 2.32 (1.41, 3.81) 18.4

Affordability and cost of care

Delayed care because of cost 1 27.7 0.87 (0.54, 1.38) 25.2 0.69 (0.45, 1.06) 21.6 3.79 (2.72, 5.28) 54.9

Delayed medication because of cost 1 30.1 1.03 (0.65, 1.64) 30.7 0.73 (0.49, 1.10) 25.0 2.45 (1.76, 3.40) 46.8

> $500 out-of-pocket spending in past year 1 38.3 0.26 (0.16, 0.43) 15.7 0.41 (0.28, 0.60) 22.1 0.81 (0.59, 1.12) 34.2

> $1000 out-of-pocket spending in past year 1 24.7 0.28 (0.16, 0.52) 9.2 0.48 (0.32, 0.73) 14.3 1.04 (0.74, 1.47) 25.3

Delayed paying bills because of medical costs 1 35.4 0.79 (0.52, 1.22) 31.0 0.87 (0.60, 1.26) 32.7 1.90 (1.39, 2.58) 48.4

Self-reported fair or poor quality of care 1 40.7 1.18 (0.79, 1.76) 44.5 0.75 (0.51, 1.10) 34.5 2.28 (1.67, 3.12) 59.7

Note. AOR=adjusted odds ratios from multivariate logistical regression (private insurance was the reference group for all AORs); CI = confidence interval;
ED = emergency department; PP =predicted probability, calculated from the logistic regression estimates by using Stata’s MARGINS command with default
settings, which holds all covariates at their actual values. The sample size was n = 2765. Models controlled for insurance type, age, gender, marital status,
education level, race/ethnicity, income, rural versus urban residence, cell phone use, political affiliation, self-reported fair or poor health, presence of
chronic conditions, and state of residence.

AJPH POLICY

1412 Research Peer Reviewed Nguyen and Sommers AJPH August 2016, Vol 106, No. 8



protection to low-income adults than private
insurance.

The finding regarding specialty care access
mirrors the results of a recent national analysis
of Medicaid, which indicated similar access
to primary care services for low-income adults
with private insurance and Medicaid, but
worse specialty-care access for those with
Medicaid.13

The ACA prioritized improving access to
primary care, mandating that states increase
Medicaid primary care payments to Medicare
levels in 2013 and 2014 to increase provider
ability and willingness to accept new Med-
icaid patients.14–16 However, we did not
find that Medicaid beneficiaries in these states
had more difficulty obtaining primary care
appointments or a usual source of care. In-
stead, we found worse access to specialty care
for Medicaid beneficiaries compared with
the privately insured. This could be attrib-
utable to a low number of specialists

participating in Medicaid, specialist shortages
in certain regions, or primary care physicians
having limited referral networks for special-
ists.17 Surveys of providers indicate that the
predominant deterrent for specialist partici-
pation in Medicaid is low payment rates,
although patient complexity also plays
a role.17–19

Although many Medicaid patients rely
on safety net providers such as community
health centers for primary care, there is often
no comparable option for specialty care,
particularly for specialty mental health or
substance abuse services.20 This is an area
worthy of ongoing evaluation and moni-
toring by policymakers. There were signifi-
cant differences in specialty access between
private and Medicaid recipients in our study,
but it is worth noting that the vast majority
of Medicaid recipients did not experience
any difficulties in this area, with only 17%
reporting this barrier in adjusted models.

Meanwhile, we found that Medicaid
provided better financial protection to low-
income adults than private insurance, con-
sistent with previous research on the topic
of underinsurance among poor adults.21

Medicaid beneficiaries were far less likely
to spend more than $1000 out of pocket
for medical costs than those with private
coverage—and alternative analyses using dif-
ferent cutoff points for spending showed
a similar pattern. More states, particularly those
with Section 1115 waivers, are beginning to
require higher levels of cost sharing for
Medicaid beneficiaries, which may have
an impact on the affordability of care for
these low-income Americans.22,23 Previous
studies have indicated that low-income
Americans enrolled in public insurance
tend to fare significantly better on
affordability-related measures than those
with private coverage as a result of higher
premiums, deductibles, and cost sharing

No personal doctor

Difficulty accessing PCP appointment

Difficulty accessing specialist appointment

ED as usual location of care

Use of ED when doctor not available

Delayed care because of cost

Delayed medication because of cost

> $500 out-of-pocket spending in last year

> $1000 out-of-pocket spending in last year

Delayed paying bills because of medical
costs

Fair or poor quality of care

0 0.5 1 1.5 2 2.5 3

Favors Medicaid Favors Private Insurance

Adjusted Odds Ratio (Medicaid vs Private)

Note. ED= emergency department; PCP=primary care physician. The sample size was n= 2765. Adjusted odds ratios for Medicaid from multivariate logistical regression.
Private insurancewas the referencegroup for all odds ratios.Models controlled for insurance type, age, gender,marital status, education level, race/ethnicity, income, rural
versus urban residence, cell phone use, political affiliation, self-reported fair or poor health, presence of chronic conditions, and state of residence.

FIGURE1—AssociationofAccess toCare andQuality ofCareVariables andHavingMedicaid vs Private Insurance in 2013 inArkansas, Kentucky,
and Texas
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in private insurance plans—and recent
trends suggest that this divergence in cover-
age generosity is continuing to grow over
time.24

For the remaining outcomes we exam-
ined, we found no significant differences
between Medicaid and private insurance.
Although previous studies, including the
randomized Oregon Health Insurance Ex-
periment, indicate that gaining Medicaid
coverage can increase ED use,25,26 our survey
results indicate that Medicaid beneficiaries
are using ED services in patterns fairly similar
to low-income adults with private insurance.

Overall self-reported quality of health
care received was also comparable for those
enrolled in Medicaid and private insurance.
The research literature has had little evidence
to date on how quality of care for Medicaid
beneficiaries compares with that of the
privately insured from the patient’s perspec-
tive. A recent Gallup poll indicated that
75% of Medicaid beneficiaries are satisfied
with the US health system, which was 6
percentage points higher than those with
employer-sponsored coverage (69%) and
10 points higher than those with private
coverage purchased directly from an insurer
(65%), belying the argument from some
critics of Medicaid that it is low-quality
and undesirable coverage.27

Our study contains several limitations in
design, response rate, and generalizability.
To more closely parallel eligibility criteria
for Medicaid and other public programs
(including the ACA’s 2014 Marketplaces),
we excluded from our sample noncitizen
immigrants, who are represent a sizable
minority of low-income uninsured adults
in several southern states, including Texas.
Although noncitizens with permanent resi-
dency status can qualify for Medicaid after
a 5-year waiting period, there are chal-
lenges to reliably assessing noncitizens’
legal status in a telephone survey, so we
did not attempt to include this group in
our sample.

The majority of those reporting private
coverage had employer-sponsored insur-
ance. There is substantial heterogeneity
in insurance plan design across employer-
sponsored insurance plans and non–
employer-based plans, including benefits
and cost-sharing. Nonetheless, it seems rea-
sonable to assume that employer-sponsored

coverage is generally closer in design to
“private option” plans than Medicaid—and
in some states, private option proposals are
explicitly using premium support for
employer-based coverage.28

Data for this study were self-reported,
which can result in some degree of mis-
reporting error, particularly for items related
to health status or clinical conditions. Pre-
vious research indicates that some degree of
misreporting error in self-reporting insurance
coverage status is common, especially for
Medicaid.29,30Our use of state-specific names
forMedicaid programs may have reduced this
problem to some degree.

In addition, although our response rates
compare favorably to other random-digit-dial
surveys, such as the Gallup Healthways
Well-Being Index or the Health Reform
Monitoring Survey, they were still much
lower than federal government surveys.31,32

To address this limitation, we weighted our
results to Census demographic benchmarks,
which has been shown to mitigate non-
response bias, although this does not neces-
sarily eliminate all potential bias.33 It is unclear
what impact—if any—nonresponse bias may
have had on our results.

Our study also relies on multivariate re-
gression to adjust for substantial differences
across the populations in each type of cov-
erage. This creates 2 potential concerns. The
first is that the groups in different coverage
categoriesmay differ on unobservable features
for which we were unable to adjust and thus
may still confound our results. For instance,
people with private insurance are more likely
to be working, and we did not have data on
employment status. Nonetheless, previous
research indicates that most Medicaid bene-
ficiaries have at least 1 working family
member, suggesting that employment alone is
not a primary distinguishing factor between
these 2 coverage groups.34

A second concern is that adjusting for
sociodemographic characteristics—including
race/ethnicity, education, or socioeconomic
status—overlooks underlying public health
problems, and can render important differ-
ences in access to care and quality of care
on the basis of those characteristics as either
acceptable or undetectable. In a sensitivity
analysis, we adjusted only for clinical factors:
age, gender, self-reported health status,
and presence of chronic conditions. The

patterns for Medicaid versus private insurance
in this analysis (presented in Table B, avail-
able as a supplement to the online version
of this article at http://www.ajph.org)
were very similar as in our fully adjusted
model. This suggests that the gaps between
Medicaid beneficiaries and those with private
insurance in our unadjusted analyses were
primarily related to health status and disease
burden, rather than sociodemographic
features.

Lastly, our study was limited to 3 states,
potentially reducing generalizability at the
national level.However, these 3 states contain
a diverse population of low-income adults
in the Southern census region, a region of
significant policy relevance for the ACA.
In light of the disproportionate presence of
millions of uninsured low-income adults in
southern states and the ongoing policy debate
about whether and how to expand coverage
under the ACA, we feel that these states
provide valuable new information on the
experiences of low-income adults with dif-
ference types of health insurance.

PUBLIC HEALTH IMPLICATIONS
For most measures of access, adults en-

rolled in Medicaid fared similarly to their
privately insured peers, after we accounted for
differences in demographics and baseline
health status. As many southern states con-
tinue to evaluate if and how to provide health
insurance for low-income adults, policy-
makers are considering increasing their states’
reliance on private coverage. Meanwhile,
officials in some states that have already
expanded Medicaid are now proposing to
repeal or significantly modify the expansion,
further raising the stakes for understanding
the impact of these different types of coverage
for low-income adults.35 Our results suggest
that, although some tradeoffs in specialty
access and affordability may exist between
Medicaid and private insurance, coverage
expansions to low-income adults will likely
lead to substantial gains in overall access to
quality health care, regardless of whether that
coverage is private or public insurance.
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