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Abstract

We examine changes in health insurance coverage and access to and utilization of health care before and after the national
implementation of the Patient Protection and Affordable Care Act (ACA) among the U.S. adult immigrant population. Data
from the 2011-2016 National Health Interview Survey are used to compare adult respondents in 2011-2013 (before the ACA
implementation) and 2014-2016 (after the ACA implementation). Multivariable logistic regression analyses are used to
compare changes over time. This study shows that the ACA has closed the coverage gap that previously existed between U.S.
citizens and non-citizen immigrants. We find that naturalized citizens, non-citizens with more than 5 years of U.S. residency,
and non-citizens with 5 years or less of U.S. residency reduced their probability of being uninsured by 5.81, 9.13, and 8.23%,
respectively, in the first 3 years of the ACA. Improvements in other measures of access and utilization were also observed.
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Introduction

Early evidence from the Patient Protection and Affordable
Care Act (ACA) shows that uninsured rates have declined
from 16.6 to 10.4% between 2013 and 2016 [1, 2]. Vari-
ous studies have linked the different ACA provisions with
short-term improvements in access to care, prescription drug
utilization, health outcomes, and health care disparities by
race and ethnicity [3—6]. Studies have also documented that
changes in health insurance coverage are strongly associ-
ated with improved health care access and primary care uti-
lization [7-10]. As a result of the 2016 election, both the
executive and legislative branches have promised to repeal
and replace the ACA, and the Senate has promoted legisla-
tion to repeal the individual health insurance mandate. To
that end, it is important to understand what impact the ACA
has had on vulnerable populations, as they are likely to be
disproportionally affected by changes to the law.

Under the ACA, U.S.-born individuals, naturalized citi-
zens, and legally authorized immigrants have similar enti-
tlements. U.S.-born and naturalized citizens are entitled to
receive Medicaid coverage up to 138% of the federal pov-
erty level (FPL) in states that implemented the expansion.
Those with incomes between 100 and 400% of the FPL are
eligible to receive subsidies in the private health insurance
exchanges (HIE).
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Non-citizen lawfully present immigrants (e.g., “green
card” holders and other visa categories) face a 5-year wait-
ing period to enroll in Medicaid. Some states have chosen
to eliminate the 5-year wait through state financed coverage
to adults, pregnant women, and children or for those who
need specific health services [11]. Individuals with incomes
below 100% of the FPL who are ineligible for Medicaid
based on immigration status are entitled to purchase cover-
age from the HIE and receive subsidies.

All other non-citizen lawfully present immigrants are
entitled to purchase health insurance coverage in the HIE
and receive subsidies in the same terms as U.S.-born and
naturalized citizens [12]. Uninsured U.S.-born, naturalized
citizens, and non-citizen lawfully present immigrants with
incomes above 400% of the FPL are eligible to purchase
health insurance coverage without subsidies in the HIE [11].
Undocumented immigrants are excluded from all of the
ACA’s provisions [13, 14]. While undocumented immigrants
are represented in our study, information about documenta-
tion status is unavailable in the National Health Interview
Survey (NHIS).

To our knowledge, this is one of the first studies to ana-
lyze access to and utilization of health care specifically
among U.S. immigrants before and after the national imple-
mentation of the ACA using a nationally representative sur-
vey. We also explore how the main predictors associated
with access to and utilization of health care changed after
the implementation of the ACA.

Conceptual Framework

The conceptual framework for this study is the behavioral
model of health services utilization developed by Aday and
Andersen and Andersen [15, 16]. This model postulates that
health care access and utilization are determined by pre-
disposing, enabling and need factors. Our analyses use this
framework to guide model specification and variable selec-
tion. The predisposing factors in our models include charac-
teristics such as age, gender, race and ethnicity, marital sta-
tus, education, and language. Enabling factors include health
insurance coverage, income, employment status and region
of residence. Need factors are captured by self-reported
health status and poverty status [17-19].

In this study, we hypothesize that health insurance cov-
erage would increase among immigrants, due to the ACA
health insurance mandate and related programs. The ACA
made health insurance more affordable for lawfully stayed
immigrants through the Medicaid expansion and the avail-
able subsidies at the state and federal health insurance
exchanges [6]. At the same time, lacking health insurance
became costly due to the penalties associated with the health
insurance mandate.
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In the case of access to and utilization of health care,
we hypothesize that they improved or remained unchanged
after the ACA was implemented. Previous research shows
that immigrants are self-selected, which partly explains the
existence of a “healthy immigrant” effect on health care
access and utilization [20-22]. We hypothesize that the
healthy immigrant effect can partly explain reduced health
care utilization among immigrants, particularly in the early
years of U.S. residence. As immigrants acculturate, age and
become more familiar with the U.S. health system, differ-
ences between the U.S.-born population and immigrants
should decrease. Immigrants who have been in the U.S. for
a long period will have similar health care access and uti-
lization patterns of the U.S.-born population, as previous
research has concluded [23, 24].

Methods
Data

This study uses a repeated cross sectional design that pools
data from the 2011-2016 National Health Interview Sur-
vey (NHIS), a nationally representative survey of the civil-
ian, non-institutionalized U.S. population [25]. This survey
reports information on a broad range of health care topics
and socioeconomic and demographic characteristics of sur-
vey respondents. Our total sample size is 113,439 adults
18—-64 years of age. The weighted sample size corresponds
to 48,839,629 adults nationwide.

Insurance Coverage and Access to and Utilization
of Care

Survey questions used as outcome variables are the share of
immigrants who reported health insurance coverage, if they
experienced any delay when trying to access health care, if
they forgone treatment due to cost, if they have used emer-
gency department services, and if they reported a physician
visit (Fig. 1; Table 1).

Before and After Comparison

We created variables of survey years as main explanatory
variables to compare insurance coverage and access to and
utilization of health care measures before and after the
implementation of the ACA in 2014. In accordance with
our pooled cross-sectional design, variable years for 2011,
2012, and 2013 correspond to the period before the national
implementation of the ACA. The variable years for 2014,
2015 and 2016 correspond to the years after the implemen-
tation of the ACA. This empirical framework has been used
previously in studies that have investigated differences in
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Fig. 1 Health insurance coverage and access to and utilization of care
by U.S. Immigration status before and after the ACA Implementa-
tion. Source 2011-2016 National Health Interview Survey. Notes:
“Before” corresponds to mean values for years 2011-2013, period
before the implementation of the ACA individual health insurance

insurance coverage and access to and utilization of health
care before and after the implementation of the ACA [3, 26].

Citizenship and Time of U.S. Residence

We constructed three mutually exclusive dichotomous
measures of citizenship and time of U.S. residence based
on immigrant eligibility rules under the Affordable Care
Act: U.S.-born citizen, naturalized U.S. citizen, non-citizen
immigrant with 5 years or less of U.S. residence (<5 years),
and non-citizen immigrant with more than 5 years residence
(> 5 years), which coincide with the 5 year waiting period
that non-citizen lawfully present immigrants (e.g. “green
card” holders and other visa categories) need to observe
before they become eligible for Medicaid in states that have
expanded this program. Besides the 5-year waiting period
for Medicaid coverage, non-citizen lawfully present immi-
grants are eligible to access Medicaid and the HIE in equal
terms as U.S.-born or naturalized citizens.

The ACA does not make any distinctions between
U.S.-born and naturalized citizens in terms of eligibility
or responsibilities. Thus, these populations are analyzed
as single categories. Consequently, U.S.-born citizens
(N=90,513), naturalized U.S. citizens (N=10,691), non-
citizen immigrants with 5 years or less of U.S. residence
(N=2,391), and non-citizen immigrants with more than
5 years residence (N =9844) are the groups of focus in our
study. Undocumented immigrants are represented in our
study under the non-citizen immigrant categories. Our study,
however, does not distinguish between lawful non-citizen
immigrants and undocumented immigrants since NHIS lacks
an identifier for documentation status.

w after

mandate. “After” corresponds to mean values for years 2014-2016,
period after the implementation of the ACA individual health insur-
ance mandate. Vertical axis corresponds to percentage point changes.
Horizontal axis describes the study variables

Other Covariates

Our study included additional co-variables that have been
identified in prior studies to affect insurance coverage and
health care access and utilization, including socioeconomic
and demographic variables [19, 23]. The selection of co-
variables in our models is consistent with our conceptual
framework, and they include sex, marital status, race and
ethnicity, age, education, income, self-reported health status,
Spanish interview, and region of residence.

Statistical Analyses

Initial analyses provided summary statistics for each out-
come measure and showed how insurance coverage and
access to and utilization of health care changed from 2011
to 2016 (Fig. 1). Multivariable logistic regression analyses
were used to compare the change in insurance rates and
access to and utilization of care before (reference category)
and after the national implementation of the ACA. After
we performed the goodness of fit test for our models (i.e.
svylogitfof), we ran separate regression analyses for the
outcome measures including all co-variables in each model
(Table 1).

A comparison of means analyses compared the main
study outcome measures before and after the implementa-
tion of the ACA for all population categories. We summa-
rized the main outcomes of the data analyses using marginal
effects to ease interpretation of the main findings (Table 2;
Fig. 2). Marginal effects were first estimated using the val-
ues of year indicator for each individual. Then, the results
for each individual were averaged to estimate the mar-
ginal effect, as recommended by Karaca-Mandic [27]. The
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Table 1 Health insurance
coverage and access to and
utilization of care by U.S.
immigration status before and
after the ACA Implementation
Source 2011-2016 National
Health Interview Survey

statistical analyses included sampling weights to estimate

Uninsured Delayed care ~ Forgo care ED use MD visit
OR p OR p OR p OR p OR p

Before ACA REF
After ACA 0.62 <0.001 0.76 <0.001 0.76 <0.001 097 0.13 1.10 <0.001
U.S. born REF
Nat U.S. citizen 2.25 <0.001 0.99 0.94 0.99 0.90 0.63 <0.001 0.60 <0.001
Non-citizen (5<)  3.02 <0.001 1.05 035 1.14 0.02 0.59 <0.001 0.66 <0.001
Non-citizen (5>)  1.16 <0.001 0.92 0.06 095 0.33 0.82 <0.001 1.00 0.91
African-American  0.98 0.54 0.75 <0.001 0.92 0.02 1.33 <0.001 1.01 0.73
Latino 1.40 <0.001 0.87 <0.001 099 0.76 0.99 0.78 0.89 <0.001
Other 0.93 0.14 0.72 <0.001 0.80 <0.001 0.88 0.01 0.87 <0.001
Age

25-34 1.98 <0.001 1.85 <0.001 192 <0.001 1.02 0.66 0.78 <0.001

3544 1.64 <0.001 1.72 <0.001 192 <0.001 0.85 <0.001 098 0.58

45-54 1.47 <0.001 192 <0.001 201 <0.001 0.74 <0.001 1.19 <0.001

55-64 1.11 0.04 1.58 <0.001 1.57 <0.001 0.72 <0.001 1.66 <0.001
Female 0.71 <0.001 1.17 <0.001 1.12 <0.001 131 <0.001 1.53 <0.001
Married 0.59 <0.001 048 <0.001 053 <0.001 097 0.23 1.23  <0.001
Federal poverty

<100 FPL REF REF REF REF REF

100-200 1.11 <0.001 1.27 0.00 1.14 <0.001 0.80 <0.001 097 0.20

200> 0.34 <0.001 0.54 0.00 040 <0.001 0.59 <0.001 1.32 <0.001
Education

<High school REF REF REF REF REF

High school 0.95 <0.001 1.09 0.03 1.07 0.12 0.86 <0.001 1.09 <0.001

Some college 0.67 <0.001 1.36 <0.001 125 <0.001 0.88 <0.001 139 <0.001

College degree 0.48 <0.001 122 <0.001 1.02 0.62 0.74 <0.001 1.44 <0.001

College> 0.21 <0.001 095 0.39 0.71 <0.001 0.66 <0.001 1.76 <0.001
Health status

Excellent REF REF REF REF REF

Very good 1.86 <0.001 021 <0.001 0.19 <0.001 0.13 <0.001 0.24 <0.001

Good 1.94 <0.001 036 <0.001 029 <0.001 0.18 <0.001 030 <0.001

Fair 2.11 <0.001 0.54 <0.001 050 <0.001 0.27 <0.001 036 <0.001

Poor 1.66 <0.001 0.83 <0.001 0.79 <0.001 0.53 <0.001 0.58 <0.001

Spanish response  1.38 <0.001 1.04 046 0.83 0.01 0.60 <0.001 0.76 <0.001
Urban REF REF REF REF REF
Rural 1.26 0.09 0.65 0.02 0.65 0.02 0.68 0.06 1.11 0.38
U.S. region

Northeast REF REF REF REF REF

Midwest 1.30 <0.001 1.32 <0.001 126 <0.001 0.97 0.38 0.85 <0.001

South 1.96 <0.001 1.34 <0.001 152 <0.001 0.89 <0.001 0.77 <0.001

West 1.54 <0.001 1.51 <0.001 1.51 <0.001 0.82 <0.001 0.72 <0.001

N 113,439

“Before” corresponds to mean values for years 2011-2013, period before the implementation of the ACA
individual health insurance mandate. “After” corresponds to mean values for years 2014-2016, period after
the implementation of the ACA individual health insurance mandate

#The weighted sample size corresponds to 48,839,629 adults

nationally representative results. We used Stata 13 and per-

form -svy- commands for all statistical analyses.
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Results

Figure 1 shows mean differences in health insurance cov-
erage and access to care before (2011-2013) and after
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Table2 Estimated marginal Uninsured Delayed care Forgo care ED use MD visit
effects of the ACA
implementation on health (%) p (%) P (%) p (%) p (%) p
insurance coverage and access
to and utilization of care by US born —-447 <0.001 -244 <0.001 -1.81 <0.001 -0.50 0.135 0.02 <0.001
U.S. immigration status Source Nat U.S. Citizen —5.81 <0.001 —3.92 <0.001 —-221 0.002 000 0719 0.03 0.006
2011-2016 National Health Non-Citizen (5<) —9.13 <0001 —453 0003 —323 0027 —00l 0732 001 0.637
Interview Survey .

Non-Citizen (5>) —-8.23 <0.001 -2.86 0.110 -1.77 0.013 0.01 0.389 0.04 0.004

Marginal effect shows percentage changes in 2014-2016 compared to the 2011-2014 period

0 T T T )
US born Nat U.S. Citizen Non-Citizen (5<) Non-Citizen (52)

-0.01 A
-0.02 A
-0.03 A
-0.04 -
-0.05 -
-0.06 -
-0.07 A
-0.08 -
-0.09 A
-0.1

Fig.2 Likelihood of Being Uninsured by U.S. Immigration Status
After the ACA Implementation. Source 2011-2016 National Health
Interview Survey. Notes: Marginal effect shows percentage changes
in 2014-2016 compared to the 2011-2014 period. Vertical axis cor-
responds to percentage point changes. Horizontal axis describes the
U.S. immigrant categories

(2014-2016) the implementation of the ACA. Uninsured
rates across all categories declined after its implementation.
The drop of the mean uninsured rates was 5% points for
U.S.-born citizens, 6% points for naturalized U.S. citizens,
8% points for non-citizens with more than 5 years of U.S.
residence, and 9% points for non-citizens with 5 years or
less of U.S. residence.

Similar trends were observed for two of our outcome
measures. Individuals reporting that they delayed care
diminished by 3% points among U.S. born citizens, 4%
points for naturalized U.S. citizens, 3% points for non-
citizens with more than 5 years of U.S. residence, and 5%
points for non-citizens with 5 years or less of U.S. residence.
Approximately 2% of U.S.-born and naturalized citizens and
immigrants with more than 5 years of U.S. residence forwent
care after the ACA implementation, while the corresponding
figure for non-citizens with 5 years or less of U.S. residence
was 4%.

The before-after mean difference of adults reporting
emergency department (ED) utilization was relatively con-
stant for all categories, with the exception of non-citizen
adults with 5 years or less of U.S. residence, who had a 2%
increase after the implementation of the ACA. The share

of adults reporting at least one physician visit in the pre-
vious year increased 2% for U.S.-born individuals, 3% for
naturalized U.S. citizens, 4% for non-citizens with more
than 5 years of U.S. residence, and 2% for non-citizens with
5 years or less of U.S. residence.

Table 1 shows the results of the multivariable logistic
regressions that include socioeconomic and demographic
characteristics. After controlling for all co-variables, the
ACA implementation measure (after ACA) shows that
adults had lower odds of being uninsured (OR =0.62,
p<0.001), delaying (OR=0.76, p<0.001) and forgoing care
(OR=0.76, p<0.001) and had higher odds of reporting a
physician visit in the previous year (OR=1.10, p<0.001).

When compared to U.S.-born citizens, naturalized U.S.
citizens had higher odds of being uninsured (OR =2.25,
p<0.001) and lower odds of using the ED (OR=0.63,
p<0.001) and having a physician visit in the previous
year (OR=0.60, p<0.001). Non-citizens with more than
5 years of U.S. residency had higher odds of being uninsured
(OR=3.02, p<0.001) and of forgoing care (OR=1.14,
p=0.02) and lower odds of using the ED (OR =0.59,
p<0.001) and of having a physician visit in the previous
year (OR=0.66, p<0.001). Non-citizens with 5 years or
less of U.S. residency had higher odds of being uninsured
(OR=1.16, p<0.001) and lower odds of using the ED
(OR=0.82, p<0.001).

Socioeconomic and demographic characteristics show
that Latinos, adults ages 25-64 years of age, those from
households 100-200% of the FPL, those reporting poor,
fair, good and very good health status, those responding to
the questionnaire in Spanish, those living in rural areas, and
those living in the Midwest, the South and the West had
significantly higher odds of being uninsured compared to
the reference categories. Females, married individuals, and
those with a college degree or more had statistically signifi-
cant lower odds of being uninsured after the implementation
of the ACA compared to the reference categories.

Table 2 and Fig. 2 show the results of the multivariable
logistic regressions using marginal effects comparing indi-
viduals by citizenship/nativity status before and after the
implementation of the ACA. U.S.-born individuals were
4.47% less likely to be uninsured (p <0.001), 2.44% less
likely to delay care (p<0.001) and 1.81% less likely to
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forego care (p <0.001), after controlling for all co-variables
(not shown in the exhibit but available upon request). They
were 0.02% more likely to report a physician visit (p <0.001)
in the previous year. U.S. naturalized citizens were 5.81%
less likely to be uninsured (p <0.001), 3.92% less likely to
delay care (p<0.001) and 2.21% less likely to forego care
(p<0.001). They were 0.03% more likely to report a physi-
cian visit (p <0.001) in the previous year.

Non-citizens with more than 5 years of U.S. residency
reported that they were 9.13% less likely to be uninsured
(p<0.001). Non-citizens with 5 years or less of U.S. resi-
dency were 8.23% less likely to be uninsured (p <0.001) and
0.04% more likely to report a physician visit (p <0.004) in
the previous year. Utilization differences of the ED before
and after the implementation of the ACA were not statisti-
cally significant for all comparison categories.

Discussion and policy implications

After its approval in 2010, access to ACA-related health
insurance programs were restricted for some U.S. immi-
grants based on their time of U.S. residency and legal
authorization status [17, 18]. Our study shows that, in spite
of these restrictions, uninsured rates for U.S. immigrants
were reduced significantly. The coverage gap that previ-
ously divided non-citizen U.S. immigrants with naturalized
U.S. citizens and U.S.-born individuals was shortened in
the first 3 years of the national implementation of the ACA.
These findings are consistent with our hypothesis that health
insurance rates would increase among immigrants because
of increased health insurance affordability through the Med-
icaid expansion and the subsidies available at the state and
federal health insurance exchanges. At the same time, law-
fully present immigrants were incentivized to seek health
insurance coverage due to the penalties associated with the
ACA health insurance mandate. The penalties associated
with the mandate increased the cost of being uninsured.
Measures of access to health care also showed some
improvement. U.S.-born individuals and naturalized
U.S citizens were less likely to forgo or delay care than
immigrants with less than 5 years of residency. These
two populations were also slightly more likely to report
a physician visit in the previous year. These findings are
consistent with the hypothesis that access to and utiliza-
tion of health care among immigrants would improve or
remain unchanged after the ACA. Prior research that has
investigated the healthy immigrant effect partly explains
reduced health care access and utilization among immi-
grants due to immigrant self-selection [22, 24]. Recently
arrived immigrants are more likely to be healthy compared
to the average population. Over time, immigrants accul-
turate, learn how to navigate the U.S. health system and
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their health status starts to resemble that of the average
population. Consequently, longer-stayed immigrants would
be more likely to seek care because they are perhaps in
greater need of using health care, and they have learned
how to use the health system. Increased access to and uti-
lization of health care among longer-stayed immigrants
supports this hypothesis.

Improvements in access to care, however, could have
potentially been better for non-citizens with more than a
5-year residency if it were possible to separate immigrants
by documentation status. As mentioned above, even though
undocumented immigrants were accounted in our analysis,
the lack of a documentation status identifier in NHIS did
not allow us to distinguish between lawfully present and
undocumented immigrants. Since approximately 85% of
undocumented immigrants in the U.S. would be accounted
for in this cohort, separating the analyses by documentation
status would have shown a larger improvement for eligible
immigrants who have lived in the U.S. for more than 5 years.

Non-citizens with less than 5 years of U.S. residency
reported fewer improvements in access to care, but their
overall insurance rate increased substantially. This change
could be due to the ACA eligibility among non-citizen law-
fully present immigrants, who are eligible for ACA benefits.
However, lower coverage levels compared to longer-stayed
immigrants could be due to both the 5-year waiting period
for Medicaid eligibility and the difference in socio-demo-
graphic characteristics. These findings are important consid-
ering that approximately 15% of undocumented immigrants
in the U.S. have less than 5 years of residency [28].

The lack of significant differences in delayed and forgone
care and in reporting a physician visit after the ACA imple-
mentation among non-citizen immigrants could be related
to the hypothesis of reduce demand for health care from
recently arrived immigrants due to the healthy immigrant
effect, as discussed above. Alternatively, it can be related to
the type of care that immigrants use and the supply of phy-
sicians in the areas where immigrants settle. Non-citizens
are likely to cluster in geographic areas with more physi-
cian shortages. These immigrants could rely more on non-
physicians (e.g. advanced practice clinicians) health services
to address their health needs.

A large share of non-citizen lawfully present immigrants
with 5 years or less of U.S. residency reside in states that
do not provide Medicaid coverage until immigrants have
fulfilled the 5-year waiting period. This population, however,
could have access to Medicaid if they lived in one of the
15 states (including Washington, DC) that use state funds
to provide this benefit for recent immigrants. Non-citizen
lawfully present immigrants with less than 5 years of U.S.
residency who lived in other states were eligible to pur-
chase coverage from the health insurance exchanges before
the 5-year Medicaid threshold. Importantly, ED utilization
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remained constant for all comparison categories before and
after the implementation of the ACA.

With the exception of Louisiana and Arkansas, Southern
states did not expand Medicaid as part of the ACA. In our
analyses, participants in Southern states had higher odds of
reporting lack of health insurance coverage and forgone care
after the ACA. A stratified analysis (not shown, but avail-
able upon request) among immigrants from the South versus
immigrants from other U.S. regions did not reveal broad
differences among immigrants. In Southern states, however,
non-citizen (5<) immigrants did not report any statistically
significant coverage changes after the ACA implementa-
tion, which contrast with the national results reported in
our findings. Since most differences in ACA-related poli-
cies occurred at the state level, future research with access
to state-level data should investigate how heterogeneity in
the ACA implementation across states could impact cov-
erage rates, access to and utilization of health care among
immigrants.

The limitations of the analyses should be acknowledged.
First, our study used a repeated cross-sectional design, which
limits the observations of differences over time. Second,
self-reported data are dependent on participants’ reports,
which in some cases could differ from objective assessments
of access to and utilization of care. Third, while the sample
size for the analyses is relatively large and the statistical
analyses are adequately powered, the analyses distinguish
among only four U.S. regions (Northeast, Midwest, South
and West). Future research could benefit from state level
information to account for the regional factors that influence
insurance coverage and access to care.

Conclusions

This study shows that the ACA has closed the coverage gap
between U.S.-born and naturalized citizens and non-citizen
immigrants. The ACA, however, excluded undocumented
immigrants and preserved a 5-year residency requirement
for non-citizens who were legally present in the U.S. in most
states. Future health care and immigration reform efforts
could reduce this gap further by including undocumented
immigrants and by preserving affordable coverage options
by all individuals who currently benefit from ACA-related
coverage. Current proposals to undercut the benefits of the
ACA, including the recent Senate tax bill that eliminates
the ACA individual mandate, have led to much uncer-
tainty about the future of health care financing and access.
Research that documents the main outcomes of the ACA
is necessary to compare how future policy changes would
impact access to and utilization of health care among vulner-
able populations. Future research should address the spe-
cific impact of programs such as the availability of Medicaid

coverage in states where immigrants live and by studying
coverage gains among individuals who were eligible for sub-
sidies in the health insurance exchanges.
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