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Coverage: A Review from 2010 to 2024

Recent legislative and administrative policy initiatives have built on the Affordable
Care Act’s (ACA) expansion of health insurance coverage and improvements in access
to and utilization of health care services. The important health and economic
benefits that insurance coverage provides has been documented by a large body of

research, including many studies evaluating the impact of the ACA.
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KEY POINTS

In the decade prior to the passage of the Affordable Care Act (ACA), a steady erosion of private
health insurance coverage—which is the primary source of coverage for people under 65—led to
an increase in the number of uninsured Americans. In 2010, roughly 48 million Americans, or 16
percent of the population, lacked health insurance coverage.

The ACA reformed the private health insurance market and introduced new affordable coverage
options. The law’s main coverage provisions—tax credits for private coverage purchased through
newly established Marketplaces and the expansion of Medicaid eligibility—went into effect in
2014. The uninsured rate fell substantially between 2013 and 2016 from 14.4 to 9.0 percent.
Legislative and administrative policies of the Biden-Harris Administration—including enhanced
and expanded Marketplace premium tax credits, 12-month postpartum coverage extension in
Medicaid and the Children’s Health Insurance Program (CHIP), 12-month continuous Medicaid
and CHIP eligibility for children, and streamlining enrollment in Medicaid, the CHIP, and Basic
Health Programs—have built on the ACA, leading to further increases in insurance coverage. As of
2023, the national uninsured rate has reached 7.7 percent, which is the first year the uninsured
rate was below 8 percent since this statistic has been tracked in Federal surveys and a decrease of
nearly 50 percent since before the ACA.

Since 2021, the ACA Marketplaces have expanded insurance coverage from 12 million Americans
to over 21 million Americans, an increase of more than 77 percent.

A large body of research has shed light on the important health benefits of health insurance
coverage. Studies find that the ACA coverage expansions improved access to care, thereby
reducing morbidity and mortality.

Other research finds important financial benefits of coverage expansion. In states that expanded
Medicaid under the ACA, hospital uncompensated care fell, and hospital financial margins
improved. By reducing medical debt among patients, the ACA led to a reduction in the use of
payday loans, personal bankruptcy, and evictions.
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INTRODUCTION

Health insurance is critical to providing affordable access to medical care and improving health and well-being.
It offers individuals financial protection from out-of-pocket spending for needed health care and is associated
with improved health outcomes, lower death rates, and improved productivity. Health coverage provided by
or subsidized by the federal government and states acts as an important component of the social safety net
and ensures that low-income individuals and older adults can get the care they need in an affordable,
accessible manner.

The Patient Protection and Affordable Care Act (ACA), which was enacted in 2010 to bolster this health care
safety net, was the most significant health policy legislation since the establishment of Medicare and Medicaid
in 1965. Through its reforms for private insurance, the creation of a new source of affordable health insurance
through the Marketplaces, and the expansion of Medicaid, it led to a significant increase in insurance
coverage. By 2015, the year after the main coverage provisions of the law went into effect, over 90 percent of
all Americans benefitted from health insurance coverage.

The Biden-Harris Administration has continued to build on the ACA through legislation and administrative
actions that have improved affordability and strengthened the quality of coverage. After enrollment stagnated
from 2016 to 2021, the ACA Marketplaces have experienced double-digit growth in enrollment each year since
2021. As a result of legislation enacted in 2021 and 2022, consumers’ share of Marketplace premiums has
fallen, with the majority of HealthCare.gov enrollees being able to choose a zero-premium plan, and
enrollment has expanded by more than 77 percent to over 21 million Americans. Enroliment in Medicaid and
the Children’s Health Insurance Program (CHIP) has also grown as four additional states (North Carolina,
Missouri, South Dakota, Oklahoma) adopted the ACA Medicaid expansion since 2021. New continuous
eligibility rules make it easier for children and new mothers to retain Medicaid coverage. Today, over 300
million Americans have health insurance coverage and by the fourth quarter of 2023 the uninsured rate, as
measured by the National Health Interview Survey (NHIS), fell to 7.7. percent.! 2023 was the first year that the
uninsured rate was below 8 percent since this statistic has been tracked in Federal surveys.

The purpose of this Issue Brief is to discuss recent ACA-related policy initiatives to support and strengthen
health insurance coverage, with a focus on the non-elderly population, in the context of past policy changes
and the large body of evidence on the important benefits that coverage conveys.

BACKGROUND
Pre-2010: Before the ACA

Prior to 2010, when the ACA was enacted, rates of private health insurance coverage had been gradually
declining for more than a decade. In 2010, 61.1 percent of individuals under age 65 had private coverage,
down from 73.1 percent in 1999.2 A majority of individuals with private coverage were enrolled in employer-
sponsored insurance (ESI), which also experienced a decline during this same timeframe, from 67.3 percent of
non-elderly adults with ESI in 1999 to 56.3 percent in 2010.2 These declines in the rates of private insurance
coverage were most pronounced in periods when premiums were rising faster than the average income,
signaling an issue with the affordability of private coverage.* In addition, individuals who were losing private
coverage did not necessarily gain other forms of insurance — the uninsured rate increased during this same
period, from 16.0 percent in 1999 to 18.2 percent in 2010 for individuals under age 65, which translated to
roughly 48 million Americans without health insurance coverage.>®

Among all ages, the uninsured rate increased from 14.2 percent in 1999 to 16.0 percent in 2010 (Figure 1). This
increase in the overall uninsured rate was driven by declining coverage among adults. In 2010, 22.3 percent of
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adults between the ages 18 and 64 were uninsured, compared to 17.8 percent in 1999. The uninsured rate for
children actually decreased during this timeframe, from 11.8 percent in 1999 to 7.8 percent in 2010.°

Figure 1. Change in the Uninsured Rate, 1999-2010

25%

22.3%
21.1%
20.1% 19.8% 19.7%
20% 187% 1539 19.1% 194% 1599 °  19.4% I Ages 18-64
17.8% 27
16.0%
15.4%
14.9% 15.2% 0
1oy, 14.2% ° 143y 47% 147% 1499 148%  145% 14.7%
12.3% AIIAges
11.8% =0
1)
11.0% ;050 .
10.1% .
9.6% 9.3%
10% 8.9% : 8.9%  8.9% .
Ages 0-17

5%

0%
1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

Source: NCHS, Health Insurance Coverage: Early Release of Estimates From the National Health Interview Survey, 2010,
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur201106.pdf

These divergent trends can be explained by differences in eligibility for public insurance. Because of Medicaid
eligibility expansions for pregnant women and children in the 1980s and 1990s and the creation of CHIP in
1997, children had much greater access to public health insurance than adults.” By 2010, federal policy had
established minimum income eligibility standards of 133 percent of the federal poverty level (FPL) for children
under age 6 and 100 percent of FPL for children between the ages of 6 and 18 (Table 1). In nearly every state,
the income eligibility limit for children was substantially higher: in 46 states (including DC) the eligibility limit
for Medicaid or CHIP was above 200 percent of FPL. In contrast, Medicaid income eligibility limits for parents
were generally much lower. In January 2012, prior to Medicaid expansion to low-income adults, 17 state
Medicaid programs had income limits for parents at less than 50 percent of the FPL, 16 states had income
limits for parents with incomes between 50 and 99 percent of the FPL, and 18 states and the District of
Columbia had income limits for parents with incomes at 100 percent of the FPL or greater.® Coverage options
were even more limited for non-disabled adults without children. In January 2012, 26 states provided no
coverage, 4 states provided only premium assistance, 13 states provided coverage that was more limited than
Medicaid, and 7 states and the District of Columbia provided coverage that was comparable to Medicaid. Thus,
adults — especially those without children or a disability— lacked a safety net and had the most to gain from the
ACA (Table 1).
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Table 1: Medicaid Eligibility Requirements Before the ACA

Eligibility Group Federal Requirements

Ages 0-5 Up to 133 percent of the FPL
Ages 6-18 Up to 100 percent of the FPL

Parents and Caretaker Relatives over 18 Based on financial eligibility requirements for the former Aid to Families with
Dependent Children (AFDC) program

Non-disabled adults without dependent Excluded from Medicaid unless covered under a 1115 demonstration
children over 18

EFFORTS TO PROMOTE INSURANCE COVERAGE
2010-2016: Implementation of the ACA

In recognition of the growing uninsured rate and the increasing unaffordability of health insurance coverage,
the ACA sought to provide new opportunities for individuals to access affordable, comprehensive coverage. To
accomplish this, it included three key coverage provisions: allowing young adults to remain as a dependent on
their parents’ health insurance coverage until age 26; the expansion of Medicaid to low-income adults; and the
creation of the Health Insurance Marketplaces and accompanying premium tax credits. The dependent
coverage provision went into effect in September 2010. Other provisions, including the coverage guarantee for
pre-existing conditions and community rating, which eliminated gender differences in premiums, also
expanded the opportunity for people to gain affordable coverage. The Medicaid expansion and the ACA
Marketplaces went into effect in January 2014, with variations in state implementation, including states that
expanded early, states that chose not to expand, states creating State-based Marketplaces, and states utilizing
the Federally facilitated platform, HealthCare.gov.”

The impact of these coverage provisions was immediately evident, with coverage among young adults
increasing by 6.7 percentage points from September 2010 to September 2011.° Between 2010 and 2014,
coverage increased in several states that took advantage of an ACA provision that allowed them to expand
Medicaid early, with the highest enrollment rates among people with health-related limitations.’® While these
early expansion states had some form of state or county-funded program for low-income uninsured adults
prior to the ACA, early opt-in allowed them to receive federal matching funds for some or all of the enrollees in
their existing programs.!!

The biggest effect of the ACA came after 2014. In 2013, the national uninsured rate was 14.4 percent. By 2015
it was down to 9.1 percent (Figure 2).! One study estimated that Medicaid expansion accounted for about 60
percent of the initial increase in coverage caused by the ACA and 40 percent was attributable to the
Marketplaces.'? While the increase in Medicaid coverage was caused mainly by the expansion of eligibility,
coverage also increased among groups that were previously eligible, including children.® This “welcome mat”
effect can be attributed to increased awareness, as well as the streamlining of Medicaid applications and
enhanced outreach.

“As a result of the Supreme Court’s decision in National Federation of Independent Business (NFIB) v Sebelius, states were able to
choose whether to adopt Medicaid expansion, resulting in some states adopting expansion at a later date and some states choosing
not to expand Medicaid.
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Figure 2. Change in the Uninsured Rate, 2010-2016
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Source: NCHS, Health Insurance Coverage: Early Release of Estimates from the National Health Interview Survey, 2016,
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur201705.pdf

Every state experienced an increase in insurance coverage, though the change was larger in Medicaid
expansion states.'* Between 2013 and 2015, the uninsured rate fell by 6.7 percentage points in expansion
states compared to a decline of 4.4 percentage points in non-expansion states (Figure 3). Within both
expansion and non-expansion states, coverage increased more in areas that had higher rates of uninsurance in
the pre-ACA period.?®
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Figure 3. Change in the Uninsured Rate, 2013-2016, by Expansion Status (Under Age 65)
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Source: NCHS, Health Insurance Coverage: Early Release of Estimates from the National Health Interview Survey, 2016,
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur201705.pdf

Although the gains in coverage were widespread, they were especially large among demographic groups that
were more likely to be uninsured prior to the ACA. The Medicaid expansion provided eligibility for individuals
in families with incomes up to 138 percent of the FPL" and the Marketplace premium tax credits were greatest
for families between 100 and 200 percent of FPL. As a result, lower-income Americans were most likely to
benefit from the ACA. In 2013, the uninsured rate for non-elderly individuals with incomes below 200 percent
of the FPL was roughly three times the rate for individuals with incomes above 200 percent of the FPL (Figure
4). By 2016, individuals in these lower income groups were still more likely to be uninsured, but the gap
relative to individuals with incomes above 200 percent of FPL had fallen by over 40 percent.

Prior to the ACA, residents of rural areas were slightly more likely to be uninsured than individuals living in
urban areas. One study found that the ACA had a stronger effect on coverage in rural areas, causing this gap to
decrease.’ Other research documented larger increases in Medicaid coverage attributable to the ACA in rural
areas compared to urban areas.'®!’

" The ACA specifies that the eligibility levels for the expansion population is 133 percent of the FPL, but includes a 5 percentage point
disregard, bringing the eligibility level to 138 percent of the FPL.
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Figure 4. Change in the Uninsured Rate, 2013-2016, by Income (Under Age 65)
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Source: NCHS, Health Insurance Coverage: Early Release of Estimates from the National Health Interview Survey, 2016,,
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur201705.pdf

The ACA also reduced coverage disparities related to race and ethnicity. In 2013, non-elderly Latino* adults
were more than 2.5 times as likely to be uninsured and non-elderly Black adults were 70 percent more likely to
be uninsured than non-elderly White adults.!® After 2014, the uninsured rate had fallen for all three groups,
though Latinos and Blacks experienced substantially greater gains in coverage. As a result, by 2017 the
coverage gaps for Latinos and Black relative to Whites had fallen significantly (Figure 5).

* This brief uses the term “Latino” to refer to all individuals of Hispanic or Latino origin.
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Figure 5. Change in the Uninsured Rate, 2013-2016, by Race and Ethnicity (Under Age 65)
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Source: NCHS, Health Insurance Coverage: Early Release of Estimates from the National Health Interview Survey, 2016,
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur201705.pdf

The coverage gains were also pronounced for groups with limited access to ESI, which was and remains the
most important source of coverage for non-elderly Americans. Because of the link between the workplace and
insurance, becoming unemployed often results in losing insurance coverage. Prior to the ACA, unemployed
workers were roughly three times as likely to be uninsured as employed workers. Between 2013 and 2017, the
uninsured rate for unemployed workers in non-expansion states fell by 20 percent and the uninsured rate for
unemployed workers in expansion states fell roughly in half.?® Coverage also increased more for working age
adults with disabilities relative to those without disabilities.*®

Prior to the ACA, there were also significant disparities in insurance coverage related to sexual orientation. In
2013, the uninsured rate for LGBT adults was 8.4 percentage points higher than the rate for non-LGBT adults.
By 2019, this coverage gap had been completely closed.? Although it is difficult to precisely attribute this
change to specific policies, the ACA’s consumer protections are especially important for groups like gay men
who were often subject to restrictive underwriting practices in the non-group insurance market. Another
important factor unrelated to the ACA is the 2015 Supreme Court decision legalizing same-sex marriage, which
made it easier for LGBT adults to obtain employer-sponsored health insurance as a dependent.?

The ACA also improved the quality of coverage for those that had insurance prior to the ACA by increasing
coverage of preventive services without cost-sharing in most group and individual health plans and for many
Medicaid beneficiaries. These preventive services include coverage for vaccinations, well-child visits, screening
for HIV and sexually transmitted infections, HIV pre-exposure prophylaxis, contraceptives, and cancer
screening. A previous ASPE analysis estimates that more than 150 million people with private insurance, 20
million Medicaid adult expansion enrollees, and 61 million Medicare beneficiaries can benefit from this
coverage.?®
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2017-2020: Increasing Uninsurance and COVID-19

In 2017, there were legislative attempts to repeal the ACA, which ultimately were not successful 22> After
these statutory attempts failed, the Trump Administration undertook several administrative efforts to change
the health insurance landscape including eliminating federal cost-sharing reduction payments in 2017,
reducing the individual mandate penalty to S0 in 2019 and reducing federal investments in the Federally-
facilitated Marketplace Navigator grants from $63 million in 2016 to $36 million in 2017 and $10 million in
2018 to 2020.% Together, these changes adversely affected the ACA Marketplaces, contributing to increased
premiums, decreased insurer participation, and decreased enrollment.?’

In addition, under federal guidance in place during this time, some states implemented policies that had the
likely effect of reducing Medicaid enrollment, including work requirements and premiums.?®%° State
administrative procedures and federal program integrity efforts increased administrative burdens for Medicaid
enrollees.3® While such policy initiatives seek to mitigate perceived work disincentives, target benefits, or
reduce moral hazard, research has demonstrated that these types of barriers reduce Medicaid coverage and
increase rates of uninsurance.3323334 |n addition, regulatory changes were made to revise the test for legal
immigrants who are not yet citizens to be considered public charges (primarily dependent on Government
resources) to include enrollment in Medicaid and other non-cash benefits.>* Even though the rule was
challenged in the courts, which led to partial implementation, this change likely created a chilling effect on
Medicaid enrollment among legal immigrants who were eligible for the program.3®

The decisions by several states to adopt the ACA Medicaid expansion mitigated coverage losses caused by
these administrative policy changes. Between 2017 and 2020, five states (Virginia, Maine, Idaho, Utah, and
Nebraska) expanded Medicaid. These states had some of the largest decreases in their uninsured rate between
2019 and 2021, which encompasses the period in which they expanded Medicaid. Maine and Idaho had the
largest percentage point decreases in their uninsured rates among all states during this period, with a 3.2 and
2.1 percentage point decrease, respectively.’’ In addition, Medicaid expansion states overall experienced a
smaller percentage point increase in their uninsured rate for individuals under age 65 between 2017 and 2020
(0.9 percentage points), compared to non-expansion states (1.5 percentage points).33° Nationally, the
uninsured rate for all ages increased between 2017 and 2020, from 9.1 percent in 2017 to 11.0 percent in 2020
(Figure 6). As in the pre-ACA period, the growth in the uninsured rate was driven by the trend for adults.
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Figure 6. Change in the Uninsured Rate, 2017-2020
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Source: NCHS, Health Insurance Coverage: Estimates from the National Health Interview Survey,
https://www.cdc.gov/nchs/nhis/healthinsurancecoverage.htm

In 2020, the COVID-19 Public Health Emergency (PHE) created a new urgency to ensure that individuals had
access to health insurance coverage and highlighted the critical role played by Medicaid and CHIP. The Families
First Coronavirus Response Act (FFCRA) conditioned an increase in federal Medicaid funding on state
compliance with a number of conditions, including maintaining enrollment for nearly all Medicaid enrollees,
regardless of changes in eligibility. This continuous enrollment condition helped to mitigate coverage losses
and stabilize the uninsured rate beginning in 2020.

2021 - Present: Growing Coverage and Affordability

Upon taking office, the Biden-Harris Administration put into place numerous policies to build on and
strengthen the Marketplaces and Medicaid coverage. President Biden has issued several executive orders
aimed at expanding access to and improving the quality of coverage and making coverage more affordable. In
January 2021, Executive Order 14009, Strengthening Medicaid and the Affordable Care Act, directed HHS to
expand access to ACA coverage and to bolster the Medicaid program, and in April 2022, Executive Order
14070, Continuing to Strengthen Americans’ Access to Affordable, Quality Health Coverage, reiterated these
goals, as well as directed agencies to improve linkages between the health care system and other stakeholders
to address health-related needs and reduce the burden of medical debt.*>*

The American Rescue Plan of 2021 (ARP) extended advance payments of the premium tax credit (APTC) for
Marketplace coverage to include individuals earning more than 400 percent of the FPL and increased the
generosity of APTC available to individuals earning between 100 and 400 percent of the FPL. These APTC
enhancements were extended under the Inflation Reduction Act of 2022 (IRA).

Aligned with President Biden’s Executive Order on Strengthening Medicaid and the Affordable Care Act, the
Administration took a number of administrative actions to increase awareness of Marketplace coverage
options and to better facilitate enrollment. Several special enrollment periods (SEPs), which provide
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opportunities to enroll in coverage outside of the annual open enroliment period, were added between 2021
and 2023. These included an SEP during the COVID-19 pandemic, an SEP for individuals with household
incomes at or below 150 percent of the FPL, and an SEP for individuals disenrolled from Medicaid due to the
end of the continuous enrollment condition. In addition, in 2022 and 2023 HHS increased funding for
Navigators, who help people enroll in coverage, nearly 10-fold from 2020 levels, with more than 1,500
Navigators assisting consumers with applying for and enrolling in Marketplace coverage in 2023.%

The enhanced tax credits and various policies related to outreach and enrollment, along with a change in the
way that the affordability of ESI coverage is defined for the purposes of determining tax credit eligibility (the
“family glitch” fix), contributed to strong growth in Marketplace enrollment. The total number of people
making plan selections during Open Enrollment grew from 11.4 million in 2020 to 21.4 million in 2024.%° The
percentage of HealthCare.gov enrollees receiving APTC increased from 87 percent to 95 percent over this
period. Between 2020 and 2023, enrollment among Black and Latino individuals in states using HealthCare.gov
roughly doubled and all other race/ethnic groups experienced double-digit enrollment growth.*? Because
benchmark premiums tend to be higher in rural areas, the enhanced tax credits are especially important for
making coverage affordable for rural consumers.*® In 2021, over three-quarters of Marketplace enrollees in
rural areas of states using HealthCare.gov could select a zero-premium plan, representing a 13 percentage
point increase from the availability of a zero-premium plan option before the ARP.*

The Biden-Harris Administration has also partnered with states to strengthen Medicaid and CHIP. The ARP
provided states with the option to provide 12 months of postpartum coverage , an option that was made
permanent by the Consolidated Appropriations Act,2023 (CAA).5 Postpartum health coverage is vital to
reducing maternal morbidity and mortality, with 53 percent of pregnancy-related deaths occurring between
one week and one year after childbirth.*> Research on Medicaid indicates that, prior to postpartum extension,
more than 20 percent of individuals with pregnancy-related Medicaid coverage became uninsured within six
months postpartum — and that in non-expansion states, this rate is nearly twice as high at 37 percent.*® As of
May 2024, 46 states, the District of Columbia, and the U.S. Virgin Islands have implemented this change,
resulting in an estimated 694,000 individuals gaining additional months of postpartum Medicaid coverage.*’*®
If the remaining four states were to adopt this policy, a total of approximately 1.5 million people would have
12 months of postpartum coverage each year.

The CAA also required states to provide 12 months of continuous eligibility for children in Medicaid and CHIP
beginning on January 1, 2024. While children continue to be the group that is least likely to be uninsured,
short-term changes in household size or income may cause a gap in their Medicaid or CHIP coverage, resulting
in periods of uninsurance.***° Such gaps in coverage are associated with increased risk of unmet health needs,
delayed care, lower vaccination coverage, unfilled prescriptions, and increased asthma exacerbations and
asthma-related emergency department visits. Under the continuous eligibility requirement, average monthly
Medicaid and CHIP eligibility is estimated to increase by 3.5 percent in states without a 12-month continuous
eligibility policy in place, with more than 17 million Medicaid and CHIP-eligible children potentially benefitting
from the change.®!

The Centers for Medicare & Medicaid Services (CMS) has approved section 1115 demonstration authority that
allow states to go above and beyond the 12-month continuous eligibility requirement to provide multi-year
continuous eligibility.>* As of December 2023, CMS has approved section 1115 demonstration authority in New
Mexico, Oregon, and Washington to provide continuous eligibility for children ages 0-6 and, as of May 2024,
CMS has six pending requests from states interested in adopting continuous eligibility for children. Other

$ States with a separate CHIP that elect to extend postpartum coverage in Medicaid must also extend coverage in their separate CHIP.
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section 1115 demonstration opportunities that CMS has encouraged states to apply for have also facilitated
access to coverage. For example, the Medicaid Reentry Section 1115 Demonstration Opportunity, which has
been approved in California, Montana, and Washington, allows state Medicaid programs to cover services that
address various health concerns for individuals who are incarcerated in the period immediately prior to their
release, with the goal of helping them succeed during reentry by establishing connections to community
providers.>3

The Streamlining Medicaid, Children’s Health Insurance Program, and Basic Health Program Application,
Eligibility Determination, Enrollment, and Renewal Processes final rule, released in March 2024, includes
changes to simplify eligibility requirements, streamline application processes and remove administrative
hurdles and unnecessary barriers to enrollment.>* The rule brings consumer protections available under the
ACA to all enrollees in Medicaid and CHIP, including eliminating annual and lifetime limits on children’s
coverage in CHIP; ending the practice of locking children out of CHIP coverage if a family is unable to pay
premiums; eliminating waiting periods for CHIP coverage so children can access health care immediately;
improving the transfer of children seamlessly from Medicaid to CHIP when a family’s income rises; requiring
states to provide all individuals with at least 15 days to provide any additional information when applying for
the first time and 30 days to return documentation when renewing coverage; and prohibiting states from
conducting renewals more frequently than every 12 months and requiring in-person interviews for older adults
and those with disabilities.

The ARP also made permanent federal fiscal incentives initially enacted in 2020 for states that newly expand
Medicaid. This incentive provides a five percentage point increase in the federal match rate for two years for
non-expansion enrollees, which account for most state Medicaid costs.>® The 10 states that have not expanded
Medicaid are each projected to receive between $60 million and S5 billion in federal incentives, depending on
the size of their non-expansion population, should they choose to expand Medicaid.>®

Between 2020 and early 2024, the number of people enrolled in the ACA Medicaid expansion eligibility
category grew by nearly 50 percent, from 15.5 million to 23.2 million.>” This growth can be attributed to the
FFCRA continuous enrollment condition as well as the expansion of Medicaid in five states during that time.
Altogether, the number of people with ACA-related coverage (Marketplace, Medicaid expansion, and Basic
Health Program enrollment) reached 45 million in 2024. In addition, between March 2020 and March 2023,
the share of non-elderly people with ESI experienced a small, but significant increase from 59.2 percent to 60.4
percent.>®

Together, these actions have resulted in continued decreases in the uninsured rate since 2020, reversing the
increase seen between 2016 and 2020 (Figure 7). In Q4 2023, the most recent period for which NHIS data are
available, the national uninsured rate for all ages was 7.7 percent. Between 2021 and Q4 2023, the uninsured
rate for non-elderly adults fell from 13.5 to 11 percent. For children, there was no statistically significant
change between 2021 and the end of 2023.1
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Figure 7. Change in the Uninsured Rate, 2021-Q4 2023
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Source: NCHS, Health Insurance Coverage: Estimates from the National Health Interview Survey,
https://www.cdc.gov/nchs/nhis/healthinsurancecoverage.htm

Over the course of the PHE, total Medicaid and CHIP grew in enrollment from 71 million to a peak of 94
million. Following the expiration of the Medicaid continuous enrollment condition on March 31, 2023, states
resumed regular eligibility renewals for all enrollees in Medicaid and CHIP. Since the outset of this “unwinding”
process, the U.S. Department of Health and Human Services (HHS) has worked with states and stakeholders to
mitigate coverage loss and support coverage transitions. CMS supported state efforts to prepare for the end of
the continuous enrollment condition by providing guidance to address numerous challenges, such as how to
distribute and conduct renewals consistent with federal requirements, manage the increased volume of
renewals, and coordinate resources with the Marketplaces to support transitions in coverage.>%®°

In addition, the Biden-Harris Administration provided states with strategies to streamline renewals and to help
eligible people renew their coverage. CMS has approved nearly 400 uses of these strategies (also called section
1902(e)(14)(A) waivers) across nearly all states.®? CMS also engaged with states to improve their systems and
increase ex parte renewal rates nationally from an average of 25 percent in April 2023 to 45 percent in March
2024.CMS is reviewing all section 1902(e)(14)(A) waiver strategies to determine which can be implemented on
a longstanding basis and has already made three of these strategies available without a waiver when the
Eligibility and Enrollment Final Rule published in March becomes effective in June 2024.

In addition to Medicaid and CHIP renewals, coverage transitions have been important during Medicaid
unwinding to people maintaining coverage. As noted above, CMS established and extended an SEP for
individuals losing Medicaid or CHIP during the unwinding period to facilitate transitions to the Marketplace.
Although complete data on other types of coverage, most notably ESI, are not yet available, several studies
have used data from prior to the PHE to project enrollment patterns after the continuous enrollment condition
ended.®%536485 \While the exact estimates varied, all studies projected that the majority of people who left
Medicaid would transition to employer-sponsored insurance or some other source of coverage.
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Like the Obama-Biden Administration, the Biden-Harris Administration has also sought to make improvements
to the coverage that Medicaid and CHIP provides, including through the regulatory actions described above.
This includes providing guidance to states on the use of Medicaid and CHIP funding to provide high-quality
behavioral health services to children through the Early and Periodic Screening, Diagnostic, and Treatment
(EPSDT) benefit, the mandatory entitlement to comprehensive benefits for children, as well as other Medicaid
and CHIP authorities.®® This guidance highlights strategies to improve prevention and early identification of
health conditions; increase access to treatment across the continuum of care; expand provider capacity; and
increase integration of behavioral health and primary care. In addition, as required by the Bipartisan Safer
Communities Act, CMS released new guidance on delivering Medicaid services in school-based settings, which
seeks to increase access to care by making it easier for schools to deliver and receive payment for health care
services furnished to children enrolled in Medicaid and CHIP.®” School-based services have been associated
with improved health and educational outcomes, including improvements in vaccination rates, use of
preventive services, asthma morbidity, emergency department use, grade point average, grade promotion,
suspension, and non-completion rates, among others.5%%

The Medicaid and Children’s Health Insurance Program Managed Care Access, Finance, and Quality final rule,
released in April 2024, helps to improve the quality of care for Medicaid beneficiaries enrolled in managed care
plans by strengthening standards for timely access to care and states’ monitoring and enforcement efforts;
enhancing equality and fiscal program integrity standards for state directed payments; providing clarity on
how in lieu of services and settings can be used to better address health-related social needs; further
specifying medical loss ratio requirements; and establishing a quality rating system for Medicaid and CHIP
managed care plans.” In addition, the Ensuring Access to Medicaid Services final rule, also released in April
2024, advances access to care and quality of care for Medicaid beneficiaries by increasing transparency and
accountability, standardizing data and monitoring, and creating opportunities for states to actively engage
beneficiaries in their Medicaid programs.’*

The Biden-Harris Administration has taken additional steps to improve the quality of private health insurance.
Since 2021, the Administration has worked to implement the surprise billing protections authorized under the
No Surprises Act. Industry data shows that in the first nine months of implementation, these surprise billing
protections prevented one million surprise medical bills per month.”? The Administration has implemented
requirements that insurers provide continuity of care at in-network prices following termination of network
agreements, maintain accurate provider directories and bear financial responsibility for inaccuracies, and
publish price information and make price calculator tools available to enrollees.” The Administration has also
taken steps to ensure Americans have access to quality health care by limiting the availability of short-term
limited duration insurance and association health plans, which do not comply with the ACA’s critical consumer
protections, including guaranteeing coverage for people with pre-existing conditions and prohibiting
discrimination based on health status, age, or gender.”

RESEARCH ON THE BENEFITS OF HEALTH INSURANCE

The design of the ACA was informed by a large academic literature on the economics of health care and health
insurance, including numerous studies showing that insurance coverage leads to better access to and
utilization of care.”’® The ACA coverage expansions, in turn, have fueled a dramatic growth of studies that
have contributed to our understanding of the effects of health insurance on both health outcomes and other
outcomes related to individual and societal well-being. 7’ This research finds effects of health insurance
coverage on improved access to care, increased utilization of preventive care, better health outcomes,
financial benefits, and reduced income inequality.
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The impacts of increased health insurance coverage on access were quickly evident following the
implementation of the ACA’s key coverage provisions. Studies documented improvements in rates of self-
reported access, including having a primary care physician, having easy access to medicine, ability to afford
care, and the percentage of days with activities limited by health.”®’® Measures of access and affordability,
such as having a routine checkup and fewer problems accessing care, improved for adults at all income levels
and regardless of state expansion status, though some impacts, such as reductions in problems paying family
medical bills, unmet needs for care because of cost, and not having a usual source of care, were more
pronounced for lower income groups® As disparities in health insurance coverage related to race and ethnicity
decreased, so too did disparities in access to care.’®1%21

Importantly, because of the role Medicaid expansion played in increasing access to coverage, as compared to
non-expansion states, Medicaid expansion states saw larger increases in the number of low-income adults
reporting a usual source of care, an increase in visits to a health professional, an increase in preventive visit
and use of recommended preventive services, a decrease in problems paying medical bills, and reduced
difficulty in accessing medication.”® Medicaid expansion has also been associated with a 20 percent reduction
among adults foregoing mental health care or counseling due to cost.®!

Increases in coverage and access leads to increased utilization of care and improved health outcomes. Since
the enactment of the ACA, studies have found increased use of cancer screening, HPV vaccination completion
rates, influenza vaccinations, Medicare wellness visits, contraception usage, and blood pressure and
cholesterol screenings.®? Studies have also shown increased utilization of prescription drug treatments, with
individuals who gained insurance coverage through Medicaid or private insurance filling more prescriptions
and having a lower out-of-pocket spending on prescriptions.®983

Improved access to preventive services leads to more timely and appropriate treatment of both acute and
chronic conditions. Studies have linked insurance expansions under the ACA to increases in early-stage cancer
diagnosis, which is associated with better cancer outcomes; improved blood pressure and glucose control; and
reductions in the probability of pre-term birth 8284

Importantly, several studies find strong evidence that the ACA coverage expansions led to sizeable declines in
mortality. One study found that mortality among older adults in Medicaid expansion states fell significantly
relative to non-expansion states. & The results of that study indicate that if all states had expanded their
Medicaid programs, over 15,000 deaths could have been averted between 2014 and 2017. Other research
using alternative data and research designs also finds that the ACA Medicaid expansion significantly reduced
mortality. 8 There is also evidence that the expansion of private insurance coverage brought about by the ACA
saved lives. An innovative study leveraged an intervention by the Internal Revenue Service in which
informational letters were sent to some, but not all, households that paid a tax penalty under the ACA due to a
lack of health insurance. Taxpayers who received this letter were more likely to purchase health insurance and
had a lower mortality rate than otherwise similar individuals who did not receive a letter.®”

Research on the ACA shows that in addition to these health benefits, health insurance coverage produces
substantial financial benefits to both patients and providers.2 ACA Marketplace subsidies were found to
reduce consumer bankruptcies, severe auto delinquency, and third-party collections, while Medicaid
expansions were associated with a decrease in medical debt, the number of unpaid bills, the amount of unpaid
balances in collections, and the use of payday loans, as well as an increase in financial satisfaction.8990,91:92,93
Research documents a decline in home evictions in Medicaid expansion states as compared to non-expansion
states, despite comparable rates prior to expansion.?® Further, expansion has been associated with a reduction
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in the poverty rate, with one study estimating that nearly 700,000 fewer Americans were living in poverty as a
result of Medicaid expansion.®

In 2012, just prior to the ACA coverage expansions, hospitals in the U.S. provided over $46 billion in
uncompensated care.’® After 2014, hospital uncompensated care expenditures fell significantly in Medicaid
expansion states, though not in non-expansion states. 98 The reduction in uncompensated care and
improvements in hospital financial performance was greater in states where the ACA Medicaid expansion had
larger effects on Medicaid eligibility.  The ACA Medicaid expansion was associated with lower rates of
hospital closure, especially in rural areas and areas with high rates of uninsurance prior to the ACA.1®

Although it is too soon to evaluate the most recent coverage and affordability expansions, this literature
suggests that they too will provide meaningful benefits. This is further supported by recent research on the
impact of continuous coverage during the COVID-19 PHE. A study looking at postpartum continuity of
coverage during the Medicaid continuous enrollment condition found an increase in continuity of coverage
and suggests that states that extend postpartum coverage are likely to see gains in continuity of coverage as
well.’°! A separate study also found that in Colorado, extended Medicaid postpartum coverage was associated
with lower out-of-pocket spending and increased treatment for perinatal mood and anxiety disorders.'%?
Similarly, research on states newly adopting continuous Medicaid coverage for children during the pandemic
found that compared to states with previous continuous eligibility policies, such states had a 4.6 percent
relative increase in Medicaid participation for children.1

Figure 8. Percentage Point Change in the Uninsured Rate by Period
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LOOKING FORWARD

In the first decade of the twenty-first century, the rising cost of health care led to a gradual, but steady, decline
in private health insurance coverage. While children were able to maintain health coverage through Medicaid
and CHIP, for non-elderly adults, this decline in private insurance led to an increase in uninsurance (Figure 8).
Since 2010, the impact of policy changes that have supported or weakened access to health coverage can be
clearly seen in changes to the uninsured rate. The uninsured rate fell dramatically immediately after the main
coverage provisions of the ACA went into effect and continued to decline, albeit more gradually, through the
end of the Obama Administration as more states adopted the ACA Medicaid expansion and the ACA
Marketplaces became more firmly established. By 2016, the uninsured rate for nonelderly adults was roughly
10 percentage points lower than in 2010 and the rate for children was nearly 3 points lower. Although the
Trump Administration did not succeed at repealing the ACA, through several policies it made the law less
effective. Between 2017 and 2020, the uninsured rate for nonelderly adults increased by roughly one
percentage point.

The Biden-Harris Administration has built on the ACA’s foundation of expanded access to and quality of health
insurance coverage through actions that continue to increase and improve coverage. Legislative and
administrative actions have made coverage through the ACA Marketplaces more affordable and more
accessible. These actions helped to increase Marketplace coverage and Medicaid enrollment between 2021
and 2023, which has resulted in a decrease in the uninsured rate of roughly 2 percentage points for nonelderly
adults while there was no statistically significant change in percent of children without insurance.

Going forward, federal and state policies will continue to fundamentally shape the insurance coverage of non-
elderly Americans. Medicaid enrollment remains higher than it was before the pandemic with about 12 million
more people enrolled in March 2024 as compared to February 2020. As states return to normal Medicaid
renewal operations and enrollment settles at a post-PHE equilibrium, the effect on coverage will depend on
the extent to which individuals who are no longer eligible for Medicaid are able to transition to other forms of
coverage. Data on Marketplace enrollment both during and outside the annual Open Enrollment period
suggests that a significant number of individuals leaving Medicaid have obtained Marketplace coverage. The
enhancements to Marketplace APTC enacted by the ARP and extended by the IRA through 2025 ensure that
Marketplace coverage is affordable to individuals who are ineligible for Medicaid but do not have access to
affordable employer-sponsored insurance. If these enhanced subsidies are allowed to expire, the
Congressional Budget Office projects that Marketplace coverage will decline by roughly one-quarter.%?

Overall, coverage will also depend on the ability of individuals who are eligible for Medicaid to obtain and
retain that coverage. CMS has approved nearly 400 waivers that allow states to improve renewal systems and
processes. Together, changes initiated by these waivers, administrative simplifications brought about by the
final Enrollment and Eligibility rule and the 12-month continuous eligibility extensions for children and
postpartum coverage have the potential to increase insurance coverage by reducing churn. Children
experiencing churn are more likely to have decreased utilization and negative health outcomes, including
increased risk of unmet health needs, delayed and decreased care, lower vaccination coverage, unfilled
prescriptions, and increased asthma exacerbations, while stable health coverage in the postpartum period can
improve maternal health outcomes, 104105106

The insurance coverage of low-income Americans could be increased further if every state implemented the
ACA Medicaid expansion. It is estimated that if the 10 states that have not yet expanded did so, 2.3 million
people would gain access to coverage.'%” As with earlier expansions, the coverage gains would be greater for
Blacks and Latinos, causing coverage disparities to decrease even more. As noted above, the evidence
developed over the past decade and more show that coverage gains will translate to improved health and
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financial well-being for millions of Americans, providing benefits to those who are newly covered, as well as
broader financial and societal benefits. Thus, efforts to extend health insurance coverage to the uninsured and
maintain coverage for those already insured will not only impact the health and well-being of these individuals
but will also have greater benefits beyond these direct impacts.

June 2024 ISSUE BRIEF 18



REFERENCES

1 National Uninsured Rate Remained Unchanged in the Fourth Quarter of 2023. (Issue Brief No. HP-2024-10). Office of the
Assistant Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. May 2024. Accessed at:
https://aspe.hhs.gov/sites/default/files/documents/8fc1b15be1d96a55592c62aa35f3a4d0/nhis-q4-2023-data-point.pdf
2 Cohen RA, Martinez ME. Health Insurance Coverage: Early Release of Estimates from the National Health Interview
Survey, 2011. National Center for Health Statistics. June 2012. Accessed at:
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur201206.pdf

3 Rae M, McDermott D, Levitt L, Claxton G. Long-Term Trends in Employer-Based Coverage. Peterson-KFF Health System
Tracker. April 2020. Accessed at: https://www.healthsystemtracker.org/brief/long-term-trends-in-employer-based-
coverage/#Percent%200f%20Nonelderly%20Population%20Enrolled%20in%20Employer-
Sponsored%20Coverage,%201998-2018

4 Gilmer TP, Kronick RG. Hard Times and Health Insurance: How Many Americans Will Be Uninsured by 2010? Health
Affairs. 2009;28(Supplement 1):w573-w577. Accessed at: https://doi.org/10.1377/hlthaff.28.4.w573

5 Cohen RA, Ward BW, Schiller JS. Health Insurance Coverage: Early Release of Estimates From the National Health
Interview Survey, 2010. National Center for Health Statistics. June 2011. Accessed at:
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur201106.pdf

% Finegold K, Conmy A, Chu RC, Bosworth A, and Sommers, BD. Trends in the U.S. Uninsured Population, 2010-2020. (Issue
Brief No. HP-2021-02). Office of the Assistant Secretary for Planning and Evaluation, U.S. Department of Health and
Human Services. February 2021. Accessed at:

https://aspe.hhs.gov/sites/default/files/migrated legacy files/198861/trends-in-the-us-uninsured.pdf

7 Federal Legislative Milestones in Medicaid and CHIP. Medicaid and CHIP Payment Access Commission. April 2022.
Accessed at: https://www.macpac.gov/reference-materials/federal-legislative-milestones-in-medicaid-and-chip/

8 A Guide to the Supreme Court’s Decision on the ACA’s Medicaid Expansion. Kaiser Family Foundation. August 2012.
Accessed at: https://www.kff.org/wp-content/uploads/2013/01/8347.pdf

9 Sommers BD, Buchmueller R, Decker SL, Carey C, Kronick R. The Affordable Care Act Has Led to Significant Gains In
Health Insurance And Access To Care For Young Adults. Health Affairs. 2013;32(1):165-174. Accessed at:
https://doi.org/10.1377/hlthaff.2012.0552

10 Sommers BD, Kenney GM, Epstein AM. New Evidence On The Affordable Care Act: Coverage Impacts Of Early Medicaid
Expansions. Health Affairs. 2014;33(1):78-87. Accessed at: https://doi.org/10.1377/hlthaff.2013.1087

11 Blewett LA. Medicaid “Early Opt-In” States. State Health Access Data Assistance Center. February 2013. Accessed at:
https://www.shadac.org/news/medicaid-%E2%80%9Cearly-opt-in%E2%80%9D-states

12 Frean M, Gruber J, Sommers BD. Premium Subsidies, the Mandate, and Medicaid Expansion: Coverage Effects of the
Affordable Care Act. Journal of Health Economics. 2017;53:72-86. Accessed at:
https://doi.org/10.1016/j.jhealeco.2017.02.004

13 Hudson, JL, Moriya AS. Medicaid Expansion For Adults Had Measurable ‘Welcome Mat’ Effects On Their Children.
Health Affairs. 2017;36(9):1643-1651. Accessed at: https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2017.0347

14 Cohen RA, Zammitti EP, Martinez ME. Health Insurance Coverage: Early Release of Estimates From the National Health
Interview Survey, 2016. National Center for Health Statistics. May 2017. Accessed at:
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur201705.pdf

15 Courtemanche C, Marton J, Ukert B, Yelowitz A, Zapata D, Fazlul I. The three-year impact of the Affordable Care Act on
disparities in insurance coverage. Health Services Research. 2019-02;54(1):307-3016. Accessed at:
https://doi.org/10.1111/1475-6773.13077

16 Benitez JA, Seiber EE. US Health Care Reform and Rural America: Results From the ACA’s Medicaid Expansions. The
Journal of Rural Health. 2019-03;34(2):213-222. Accessed at: https://doi.org/10.1111/jrh.12284

17 Soni A, Hendryx M, Simon K. Medicaid Expansion Under the Affordable Care Act and Insurance Coverage in Rural and
Urban Areas. The Journal of Rural Health.2017-04;33(2):217-226. Accessed at: https://doi.org/10.1111/jrh.12234

18 Buchmueller TC, Levy HG. The ACA’s Impact on Racial and Ethnic Disparities In Health Insurance Coverage And Access to
Care. Health Affairs. 2020;39(3):395-402. Accessed at: https://doi.org/10.1377/hlthaff.2019.01394

19 Buchmueller TC, Levy H, Valletta RG. Medicaid Expansion and the Unemployed. Journal of Labor Economics 2021;
39(S2):5575-S617. Accessed at: https://doi.org/10.1086/712478

June 2024 ISSUE BRIEF 19


https://aspe.hhs.gov/sites/default/files/documents/8fc1b15be1d96a55592c62aa35f3a4d0/nhis-q4-2023-data-point.pdf
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur201206.pdf
https://www.healthsystemtracker.org/brief/long-term-trends-in-employer-based-coverage/#Percent%20of%20Nonelderly%20Population%20Enrolled%20in%20Employer-Sponsored%20Coverage,%201998-2018
https://www.healthsystemtracker.org/brief/long-term-trends-in-employer-based-coverage/#Percent%20of%20Nonelderly%20Population%20Enrolled%20in%20Employer-Sponsored%20Coverage,%201998-2018
https://www.healthsystemtracker.org/brief/long-term-trends-in-employer-based-coverage/#Percent%20of%20Nonelderly%20Population%20Enrolled%20in%20Employer-Sponsored%20Coverage,%201998-2018
https://doi.org/10.1377/hlthaff.28.4.w573
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur201106.pdf
https://aspe.hhs.gov/sites/default/files/migrated_legacy_files/198861/trends-in-the-us-uninsured.pdf
https://www.macpac.gov/reference-materials/federal-legislative-milestones-in-medicaid-and-chip/
https://www.kff.org/wp-content/uploads/2013/01/8347.pdf
https://doi.org/10.1377/hlthaff.2012.0552
https://doi.org/10.1377/hlthaff.2013.1087
https://www.shadac.org/news/medicaid-%E2%80%9Cearly-opt-in%E2%80%9D-states
https://doi.org/10.1016/j.jhealeco.2017.02.004
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2017.0347
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur201705.pdf
https://doi.org/10.1111/1475-6773.13077
https://doi.org/10.1111/jrh.12284
https://doi.org/10.1111/jrh.12234
https://doi.org/10.1377/hlthaff.2019.01394
https://doi.org/10.1086/712478

20 Creedon TB, Lamont H, Dey J, Branham DK, Sommers BD, Marton W. Health Insurance Coverage Among Working-Age
Adults with Disabilities: 2010-2018 (Issue Brief). Office of the Assistant Secretary for Planning and Evaluation, U.S.
Department of Health and Human Services. July 2021. Accessed at: https://aspe.hhs.gov/sites/default/files/2021-
07/DisabilityCoveragelB.pdf

21 Bolibol A, Buchmueller TC, Lewis B, Miller S. Health Insurance Coverage and Access to Care Among LGBT Adults, 2013-
19. Health Affairs 2023;42(6):858-865. Accessed at: https://doi.org/10.1377/hlthaff.2022.01493

22 Obergefell v. Hodges, 576 U. S. 644 (2015)

23 Access to Preventive Services without Cost-sharing: Evidence from the Affordable Care Act (Issue Brief No. HP-202201).
Office of the Assistant Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. January
2022. Accessed at:
https://aspe.hhs.gov/sites/default/files/documents/786fa55a84e7e3833961933124d70dd2/preventive-services-ib-
2022.pdf

24 Summary of the American Health Care Act. Kaiser Family Foundation. May 2017. Accessed at:
https://files.kff.org/attachment/Proposals-to-Replace-the-Affordable-Care-Act-Summary-of-the-American-Health-Care-
Act

25> Summary of the Better Care Reconciliation Act of 2017. Kaiser Family Foundation. July 2017. Accessed at:
https://files.kff.org/attachment/Summary-of-the-Better-Care-Reconciliation-Act

26 Health Insurance Marketplaces: 10 Years of Affordable Private Plan Options (Issue Brief No. HP-2024-09). Office of the
Assistant Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. March 2024. Accessed
at: https://aspe.hhs.gov/reports/10-years-health-insurance-marketplaces

27 Cousart, C. How Elimination of Cost-Sharing Reduction Payments Changed Consumer Enrollment in State-Based
Marketplaces. National Academy for State Health Policy. March 2018. Accessed at: https://nashp.org/how-elimination-of-
cost-sharing-reduction-payments-changed-consumer-enrollment-in-state-based-marketplaces/

28 The Trump Administration’s Health Care Sabotage. Center on Budget and Policy Priorities. January 2021. Accessed at:
https://www.cbpp.org/research/health/the-trump-administrations-health-care-sabotage

2% CMS announces new policy guidance for states to test community engagement for able-bodied adults. Centers for
Medicare & Medicaid Services. January 2018. Accessed at: https://www.cms.gov/newsroom/press-releases/cms-
announces-new-policy-guidance-states-test-community-engagement-able-bodied-adults

30 Arbogast U, Chorniy A, Currie J. Administrative Burdens and Child Medicaid Enrollments. NBER Working Paper 30580.
National Bureau of Economic Research. September 2023. Accessed at:

https://www.nber.org/system/files/working papers/w30580/w30580.pdf

31 Weidinger M, Rachidi A. Questions and Answers About Work Requirements Porivisions in the House Republican Debt
Limit Proposal, Part I. The American Enterprise Institute. April 2023. Accessed at: https://www.aei.org/opportunity-social-
mobility/questions-and-answers-about-work-requirements-provisions-in-the-house-republican-debt-limit-proposal-part-
i/

32 Sommers BD, Goldman AL, Blendon RJ, Orav J, Epstein AM. Medicaid Work Requirements — Results from the First Year
in Arkansas. N Engl J Med. 2019;381:1073-1082. Accessed at: https://www.nejm.org/doi/full/10.1056/NEJMsr1901772

33 Artiga S, Ubri P, Zur J. The Effects of Premiums and Cost Sharing on Low-Income Populations: Updated Review of
Research Findings. Kaiser Family Foundation. June 2017. Accessed at: https://files.kff.org/attachment/Issue-Brief-The-
Effects-of-Premiums-and-Cost-Sharing-on-Low-Income-Populations

34 Wagner J, Schubel J. States’ Experiences Confirm Harmful Effects of Medicaid Work Requirements. Center on Budget
and Policy Priorities. November 2020. Accessed at: https://www.cbpp.org/health/states-experiences-confirming-harmful-
effects-of-medicaid-work-requirements

35 Inadmissibility on Public Charge Grounds. 84 FR 41292. Department of Homeland Security. August 2019. Accessed at:
https://www.federalregister.gov/documents/2019/08/14/2019-17142/inadmissibility-on-public-charge-grounds

36 Rosenbaum S. The New “Public Charge” Rule Affecting Immigrants Has Major Implications for Medicaid and Entire
Communities. Commonwealth Fund. August 2019. Accessed at: https://www.commonwealthfund.org/blog/2019/new-
public-charge-rule-affecting-immigrants-has-major-implications-medicaid-and-entire

June 2024 ISSUE BRIEF 20


https://aspe.hhs.gov/sites/default/files/2021-07/DisabilityCoverageIB.pdf
https://aspe.hhs.gov/sites/default/files/2021-07/DisabilityCoverageIB.pdf
https://doi.org/10.1377/hlthaff.2022.01493
https://aspe.hhs.gov/sites/default/files/documents/786fa55a84e7e3833961933124d70dd2/preventive-services-ib-2022.pdf
https://aspe.hhs.gov/sites/default/files/documents/786fa55a84e7e3833961933124d70dd2/preventive-services-ib-2022.pdf
https://files.kff.org/attachment/Proposals-to-Replace-the-Affordable-Care-Act-Summary-of-the-American-Health-Care-Act
https://files.kff.org/attachment/Proposals-to-Replace-the-Affordable-Care-Act-Summary-of-the-American-Health-Care-Act
https://files.kff.org/attachment/Summary-of-the-Better-Care-Reconciliation-Act
https://aspe.hhs.gov/reports/10-years-health-insurance-marketplaces
https://nashp.org/how-elimination-of-cost-sharing-reduction-payments-changed-consumer-enrollment-in-state-based-marketplaces/
https://nashp.org/how-elimination-of-cost-sharing-reduction-payments-changed-consumer-enrollment-in-state-based-marketplaces/
https://www.cbpp.org/research/health/the-trump-administrations-health-care-sabotage
https://www.cms.gov/newsroom/press-releases/cms-announces-new-policy-guidance-states-test-community-engagement-able-bodied-adults
https://www.cms.gov/newsroom/press-releases/cms-announces-new-policy-guidance-states-test-community-engagement-able-bodied-adults
https://www.nber.org/system/files/working_papers/w30580/w30580.pdf
https://www.aei.org/opportunity-social-mobility/questions-and-answers-about-work-requirements-provisions-in-the-house-republican-debt-limit-proposal-part-i/
https://www.aei.org/opportunity-social-mobility/questions-and-answers-about-work-requirements-provisions-in-the-house-republican-debt-limit-proposal-part-i/
https://www.aei.org/opportunity-social-mobility/questions-and-answers-about-work-requirements-provisions-in-the-house-republican-debt-limit-proposal-part-i/
https://www.nejm.org/doi/full/10.1056/NEJMsr1901772
https://files.kff.org/attachment/Issue-Brief-The-Effects-of-Premiums-and-Cost-Sharing-on-Low-Income-Populations
https://files.kff.org/attachment/Issue-Brief-The-Effects-of-Premiums-and-Cost-Sharing-on-Low-Income-Populations
https://www.cbpp.org/health/states-experiences-confirming-harmful-effects-of-medicaid-work-requirements
https://www.cbpp.org/health/states-experiences-confirming-harmful-effects-of-medicaid-work-requirements
https://www.federalregister.gov/documents/2019/08/14/2019-17142/inadmissibility-on-public-charge-grounds
https://www.commonwealthfund.org/blog/2019/new-public-charge-rule-affecting-immigrants-has-major-implications-medicaid-and-entire
https://www.commonwealthfund.org/blog/2019/new-public-charge-rule-affecting-immigrants-has-major-implications-medicaid-and-entire

37 Lee A, Ruhter J, Bosworth A, Peters C, De Lew N, Sommers BD. Changes in Health Insurance Coverage from 2019 to
2021: Geographic and Demographic Patterns in the Uninsured Rate (Issue Brief No. HP-2023-01). Office of the Assistant
Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. January 2023. Accessed at:
https://www.aspe.hhs.gov/sites/default/files/documents/c70c558101dae57f0946dc880499f71b/aspe-uninsured-2021-
acs-ib.pdf

38 Cohen RA, Terlizzi EP, Martinez ME. Health Insurance Coverage: Early Release of Estimates From the National Health
Interview Survey, 2018. National Center for Health Statistics. May 2019. Accessed at:
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur201905.pdf

39 Cohen RA, Cha AE. Health Insurance Coverage: Early Release of Estimates From the National Health Interview Survey,
2022. National Center for Health Statistics. May 2023.

https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur202305 1.pdf

40 Executive Order on Strengthening Medicaid and the Affordable Care Act (Executive Order 14009). The White House.
January 2021. Accessed at: https://www.whitehouse.gov/briefing-room/presidential-actions/2021/01/28/executive-
order-on-strengthening-medicaid-and-the-affordable-care-act/

41 Executive Order on Continuing to Strengthen Americans’ Access to Affordable, Quality Health Coverage (Executive
Order 14070). The White House. April 2022. Accessed at: https://www.whitehouse.gov/briefing-room/presidential-
actions/2022/04/05/executive-order-on-continuing-to-strengthen-americans-access-to-affordable-quality-health-
coverage/

42 Warrier A, Branham DK, Finegold K, Peters C, Buchmueller T. HealthCare.gov Enrollment by Race and Ethnicity, 2015-
2023. (Issue Brief No. HP-2024-07). Office of the Assistant Secretary for Planning and Evaluation, U.S. Department of
Health and Human Services. March 2024. Accessed at: https://aspe.hhs.gov/reports/marketplace-enrollment-race-
ethnicity-2015-2023

4 Holahan J, Wengle E, O’Brien C. ARPA’s Enhanced Premium Subsidies Provide Particularly Large Benefits to Residents of
Rural Areas. Urban Institute. May 2022. Accessed at: https://www.urban.org/sites/default/files/2022-
05/ARPA’s%20Enhanced%20Premium%20Subsidies%20Provide%20Particularly%20Large%20Benefits%20to%20Residents
%200f%20Rural%20Areas.pdf

4 Turrini G, Branham DK, Chen L, Conmy AB, Chappel AR, and De Lew N. Access to Affordable Care in Rural America:
Current Trends and Key Challenges (Research Report No. HP-2021-16). Office of the Assistant Secretary for Planning and
Evaluation, U.S. Department of Health and Human Services. July 2021. Accessed at:
https://aspe.hhs.gov/sites/default/files/2021-07/rural-health-rr.pdf

4 Four in 5 Pregnancy-Related Deaths in the U.S. Are Preventable. Centers for Disease Control and Prevention. September
2022. Accessed at: https://www.cdc.gov/media/releases/2022/p0919-pregnancy-related-deaths.html

46 Gordon S, Whitman, A, Sugar S, Chen L, Peters C, De Lew N, Sommers BD. Medicaid After Pregnancy: State-Level
Implications of Extending Postpartum Coverage (2023 Update) (Issue Brief No. HP2023-10). Office of the Assistant
Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. April 2023. Accessed at:
https://aspe.hhs.gov/reports/extending-medicaid-postpartum-coverage-2023-update

47 Biden-Harris Administration Announces Utah’s Medicaid and CHIP Postpartum Coverage Expansion; 45 States Now
Offer Full Year of Coverage After Pregnancy. U.S. Department of Health and Human Services. March 2024. Accessed at:
https://www.hhs.gov/about/news/2024/03/08/biden-harris-administration-announces-utahs-medicaid-chip-postpartum-
coverage-expansion.html

48 Gordon S, Whitman, A, Sugar S, Chen L, Peters C, De Lew N, Sommers BD. Medicaid After Pregnancy: State-Level
Implications of Extending Postpartum Coverage (2023 Update). (Issue Brief No. HP2023-10). Office of the Assistant
Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. April 2023. Accessed at:
https://aspe.hhs.gov/reports/extending-medicaid-postpartum-coverage-2023-update

49 Cohen RA, Martinez ME. Health Insurance Coverage: Early Release of Estimates From the National Health Interview
Survey, January-June 2023. National Center for Health Statistics. December 2023. Accessed at:
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur202312.pdf

0 Sugar S, Peters C, DeLew N, Sommers BD. Medicaid Churning and Continuity of Care: Evidence and Policy
Considerations Before and After the COVID-19 Pandemic (Issue Brief No. HP-2021-10). Office of the Assistant Secretary for

June 2024 ISSUE BRIEF 21


https://www.aspe.hhs.gov/sites/default/files/documents/c70c558101dae57f0946dc880499f71b/aspe-uninsured-2021-acs-ib.pdf
https://www.aspe.hhs.gov/sites/default/files/documents/c70c558101dae57f0946dc880499f71b/aspe-uninsured-2021-acs-ib.pdf
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur201905.pdf
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur202305_1.pdf
https://www.whitehouse.gov/briefing-room/presidential-actions/2021/01/28/executive-order-on-strengthening-medicaid-and-the-affordable-care-act/
https://www.whitehouse.gov/briefing-room/presidential-actions/2021/01/28/executive-order-on-strengthening-medicaid-and-the-affordable-care-act/
https://www.whitehouse.gov/briefing-room/presidential-actions/2022/04/05/executive-order-on-continuing-to-strengthen-americans-access-to-affordable-quality-health-coverage/
https://www.whitehouse.gov/briefing-room/presidential-actions/2022/04/05/executive-order-on-continuing-to-strengthen-americans-access-to-affordable-quality-health-coverage/
https://www.whitehouse.gov/briefing-room/presidential-actions/2022/04/05/executive-order-on-continuing-to-strengthen-americans-access-to-affordable-quality-health-coverage/
https://aspe.hhs.gov/reports/marketplace-enrollment-race-ethnicity-2015-2023
https://aspe.hhs.gov/reports/marketplace-enrollment-race-ethnicity-2015-2023
https://www.urban.org/sites/default/files/2022-05/ARPA’s%20Enhanced%20Premium%20Subsidies%20Provide%20Particularly%20Large%20Benefits%20to%20Residents%20of%20Rural%20Areas.pdf
https://www.urban.org/sites/default/files/2022-05/ARPA’s%20Enhanced%20Premium%20Subsidies%20Provide%20Particularly%20Large%20Benefits%20to%20Residents%20of%20Rural%20Areas.pdf
https://www.urban.org/sites/default/files/2022-05/ARPA’s%20Enhanced%20Premium%20Subsidies%20Provide%20Particularly%20Large%20Benefits%20to%20Residents%20of%20Rural%20Areas.pdf
https://aspe.hhs.gov/sites/default/files/2021-07/rural-health-rr.pdf
https://www.cdc.gov/media/releases/2022/p0919-pregnancy-related-deaths.html
https://aspe.hhs.gov/reports/extending-medicaid-postpartum-coverage-2023-update
https://www.hhs.gov/about/news/2024/03/08/biden-harris-administration-announces-utahs-medicaid-chip-postpartum-coverage-expansion.html
https://www.hhs.gov/about/news/2024/03/08/biden-harris-administration-announces-utahs-medicaid-chip-postpartum-coverage-expansion.html
https://aspe.hhs.gov/reports/extending-medicaid-postpartum-coverage-2023-update
https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur202312.pdf

Planning and Evaluation, U.S. Department of Health and Human Services. April 2021. Accessed at:
https://aspe.hhs.gov/sites/default/files/migrated legacy files//199881/medicaid-churning-ib.pdf

1 Hogan C, Volkov E, Peters C, De Lew N, Buchmueller T. New Federal 12-Month Continuous Eligibility Expansion: Over 17
Million Children Could Gain New Protections from Coverage Disruptions. (Issue Brief No. HP-2024-10). Office of the
Assistant Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. March 2024. Accessed
at: https://aspe.hhs.gov/sites/default/files/documents/5b52fb410eb22517d4fclbcdcac834bd/aspe-childrens-continuous-
eligibility.pdf

52 Ensuring Eligible Children Maintain Medicaid and Children’s Health Insurance Program Coverage. CMCS Informational
Bulletin. Centers for Medicare & Medicaid Services. December 2023. Accessed at: https://www.medicaid.gov/federal-
policy-guidance/downloads/cib12182023.pdf

53 HHS Releases New Guidance to Encourage States to Apply for New Medicaid Reentry Section 1115 Demonstration
Opportunity to Increase Health Care for People Leaving Carceral Facilities. Centers for Medicare & Medicaid Services. April
2023. Accessed at: https://www.cms.gov/newsroom/press-releases/hhs-releases-new-guidance-encourage-states-apply-
new-medicaid-reentry-section-1115-demonstration

54 Streamlining the Medicaid, Children’s Health Insurance Program, and Basic Health Program Application, Eligibility
Determination, Enrollment, and Renewal Processes Final Rule Fact Sheet, Centers for Medicare & Medicaid Services.
March 2024. Accessed at: https://www.cms.gov/newsroom/fact-sheets/streamlining-medicaid-childrens-health-
insurance-program-and-basic-health-program-application

55 Harker L, Sharer B. Medicaid Expansion: Frequently Asked Questions. Center on Budget and Policy Priorities. March
2024. Accessed at: https://www.cbpp.org/research/health/medicaid-expansion-frequently-asked-questions-0

56 Searing A, Park E. State Fiscal Incentives for Medicaid Expansion Continue After the End of the Public Health Emergency.
Georgetown University Health Policy Institute. February 2023. Accessed at: https://ccf.georgetown.edu/wp-
content/uploads/2023/02/State-incentive-for-Medicaid-exp-v3-1.pdf

57 Health Coverage Under the Affordable Care Act: Current Enrollment Trends and State Estimates. Office of the Assistant
Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. (Issue Brief No. HP-2024-8). March
2024. Accessed at: https://aspe.hhs.gov/sites/default/files/documents/a6589500bb65294dec49d174c6ea84cl/aspe-
health-coverage-under-aca.pdf

58 Claxton G, Rae M. What are the recent trends in employer-based health coverage? Peterson-KFF Health System Tracker.
December 2023. Accessed at: https://www.healthsystemtracker.org/chart-collection/trends-in-employer-based-health-
coverage/

59 RE: Promoting Continuity of Coverage and Distributing Eligibility and Enrollment Workload in Medicaid, the Children’s
Health Insurance Program (CHIP), and Basic Health Program (BHP) Upon Conclusion of the COVID-19 Public Health
Emergency. SHO# 22-001. Centers for Medicare & Medicaid Services. March 2022. Accessed at:
https://www.medicaid.gov/federal-policy-guidance/downloads/sho22001.pdf

50 Unwinding and Returning to Regular Operations after COVID-19. Centers for Medicare & Medicaid Services. May 2024.
Accessed at: https://www.medicaid.gov/resources-for-states/coronavirus-disease-2019-covid-19/unwinding-and-
returning-regular-operations-after-covid-19/index.html

61 COVID-19 PHE Unwinding Section 1902(e)(14)(A) Waiver Approvals. Centers for Medicare & Medicaid Services.
Accessed at: https://www.medicaid.gov/resources-for-states/coronavirus-disease-2019-covid-19/unwinding-and-
returning-regular-operations-after-covid-19/covid-19-phe-unwinding-section-1902e14a-waiver-approvals/index.html

62 Buettgens M, Green A. The Impact of the COVID-19 Public Health Emergency Expiration on All Types of Health
Coverage. The Urban Institute. December 2022. Accessed at: https://www.urban.org/research/publication/impact-covid-
19-public-health-emergency-expiration-all-types-health-coverage

83 Hanson C, Hou C, Percy A, Vreeland E, Minicozzi A. Health Insurance For People Younger Than Age 65: Expiration Of
Temporary Policies Projected To Reshuffle Coverage, 2023-33. Health Affairs. 2023;42(6):742-752. Accessed at:
https://doi.org/10.1377/hlthaff.2023.00325

54Unwinding the Medicaid Continuous Enrollment Provision: Projected Enrollment Effects and Policy Approaches (Issue
Brief No. HP-2022-20). Office of the Assistant Secretary for Planning and Evaluation, U.S. Department of Health and

June 2024 ISSUE BRIEF 22


https://aspe.hhs.gov/sites/default/files/migrated_legacy_files/199881/medicaid-churning-ib.pdf
https://aspe.hhs.gov/sites/default/files/documents/5b52fb410eb22517d4fc1bc4cac834bd/aspe-childrens-continuous-eligibility.pdf
https://aspe.hhs.gov/sites/default/files/documents/5b52fb410eb22517d4fc1bc4cac834bd/aspe-childrens-continuous-eligibility.pdf
https://www.medicaid.gov/federal-policy-guidance/downloads/cib12182023.pdf
https://www.medicaid.gov/federal-policy-guidance/downloads/cib12182023.pdf
https://www.cms.gov/newsroom/press-releases/hhs-releases-new-guidance-encourage-states-apply-new-medicaid-reentry-section-1115-demonstration
https://www.cms.gov/newsroom/press-releases/hhs-releases-new-guidance-encourage-states-apply-new-medicaid-reentry-section-1115-demonstration
https://www.cms.gov/newsroom/fact-sheets/streamlining-medicaid-childrens-health-insurance-program-and-basic-health-program-application
https://www.cms.gov/newsroom/fact-sheets/streamlining-medicaid-childrens-health-insurance-program-and-basic-health-program-application
https://www.cbpp.org/research/health/medicaid-expansion-frequently-asked-questions-0
https://ccf.georgetown.edu/wp-content/uploads/2023/02/State-incentive-for-Medicaid-exp-v3-1.pdf
https://ccf.georgetown.edu/wp-content/uploads/2023/02/State-incentive-for-Medicaid-exp-v3-1.pdf
https://aspe.hhs.gov/sites/default/files/documents/a6589500bb65294dec49d174c6ea84c1/aspe-health-coverage-under-aca.pdf
https://aspe.hhs.gov/sites/default/files/documents/a6589500bb65294dec49d174c6ea84c1/aspe-health-coverage-under-aca.pdf
https://www.healthsystemtracker.org/chart-collection/trends-in-employer-based-health-coverage/
https://www.healthsystemtracker.org/chart-collection/trends-in-employer-based-health-coverage/
https://www.medicaid.gov/federal-policy-guidance/downloads/sho22001.pdf
https://www.medicaid.gov/resources-for-states/coronavirus-disease-2019-covid-19/unwinding-and-returning-regular-operations-after-covid-19/index.html
https://www.medicaid.gov/resources-for-states/coronavirus-disease-2019-covid-19/unwinding-and-returning-regular-operations-after-covid-19/index.html
https://www.medicaid.gov/resources-for-states/coronavirus-disease-2019-covid-19/unwinding-and-returning-regular-operations-after-covid-19/covid-19-phe-unwinding-section-1902e14a-waiver-approvals/index.html
https://www.medicaid.gov/resources-for-states/coronavirus-disease-2019-covid-19/unwinding-and-returning-regular-operations-after-covid-19/covid-19-phe-unwinding-section-1902e14a-waiver-approvals/index.html
https://www.urban.org/research/publication/impact-covid-19-public-health-emergency-expiration-all-types-health-coverage
https://www.urban.org/research/publication/impact-covid-19-public-health-emergency-expiration-all-types-health-coverage
https://doi.org/10.1377/hlthaff.2023.00325

Human Services. August 2022. Accessed at: https://aspe.hhs.gov/reports/unwinding-medicaid-continuous-enrollment-
provision

55 Ding D, Sommers BD, Glied SA. Unwinding And The Medicaid Undercount: Millions Enrolled In Medicaid During The
Pandemic Thought They Were Uninsured. Health Affairs. 2024;43(5):725-731. Accessed at:
https://doi.org/10.1377/hlthaff.2023.01069

56 Leveraging Medicaid, CHIP, and Other Federal Programs in the Delivery of Behavioral Health Services for Children and
Youth. CMCS Informational Bulletin. Centers for Medicare & Medicaid Services. August 2022. Accessed at:
https://www.medicaid.gov/federal-policy-guidance/downloads/bhccib08182022.pdf

57 Delivering Service in School-based Settings: A Comprehensive Guide to Medicaid Services and Administrative Claiming.
Centers for Medicare & Medicaid Services. May 2023. Accessed at: https://www.cms.gov/newsroom/fact-
sheets/delivering-service-school-based-settings-comprehensive-guide-medicaid-services-and-administrative

68 Knopf JA, Finnie RKC, Peng Y, et al. School-Based Health Centers to Advance Health Equity: A Community Guide
Systematic Review. Am J Prev Med. 2016;51(1):114—-126. Accessed at: https://doi.org/10.1016/j.amepre.2016.01.009

5 Mulcahy AW, Eibner C, Finegold K. Gaining Coverage Through Medicaid Or Private Insurance Increased Prescription Use
And Lowered Out-Of-Pocket Spending. Health Affairs. 2016;35(9):1725-1733. Accessed at:
https://doi.org/10.1377/hlthaff.2016.0091

70 Medicaid and Children’s Health Insurance Program Managed Care Access, Finance, and Quality Final Rule (CMS-2439-F).
Centers for Medicare & Medicaid Services. April 2024. Accessed at: https://www.cms.gov/newsroom/fact-
sheets/medicaid-and-childrens-health-insurance-program-managed-care-access-finance-and-quality-final-rule

71 Ensuring Access to Medicaid Services Final Rule (CMS-2442-F). Centers for Medicare & Medicaid Services. April 2024.
Accessed at: https://www.cms.gov/newsroom/fact-sheets/ensuring-access-medicaid-services-final-rule-cms-2442-f

72 No Surprises Act Continues to Prevent More than 1 Million Surprise Bills Per Month, While Provider Networks Grow.
AHIP. January 2024. Accessed at: https://www.ahip.org/resources/no-surprises-act-continues-to-prevent-more-than-1-
million-surprise-bills-per-month-while-provider-networks-grow

3 Health Plan Price Transparency — Plans and Issuers. Centers for Medicare & Medicaid Services. May 2024. Accessed at:
https://www.cms.gov/healthplan-price-transparency/plans-and-issuers

74 Short-Term, Limited-Duration Insurance and Independent, Noncoordinated Excepted Benefits Coverage (CMS-9904-F)
Fact Sheet. Centers for Medicare & Medicaid Services. March 2024. Accessed at: https://www.cms.gov/newsroom/fact-
sheets/short-term-limited-duration-insurance-and-independent-noncoordinated-excepted-benefits-coverage-cms

7> Glied S, Miller EA. Economics and Health Reform: Academic Research and Public Policy. Medical Care Research and
Review. 2015;72(4):379-394. Accessed at: https://doi.org/10.1177/1077558715579866

76 Buchmueller TC, Grumback K, Kronick R, Kahn JG. Book Review: The Effect of Health Insurance on Medical Care
Utilization and Implications for Insurance Expansion: A Review of the Literature. Medical Care Research and Review.
2005;62(1):3-30. Accessed at: https://doi.org/10.1177/1077558704271718

77 Guth M, Garfield R, Rudowitz R. The Effects of Medicaid Expansion under the ACA: Updated Findings from a Literature
Review. Kaiser Family Foundation. March 2020. Accessed at: https://files.kff.org/attachment/Report-The-Effects-of-
Medicaid-Expansion-under-the-ACA-Updated-Findings-from-a-Literature-Review.pdf

78 Sommers BD, Gunja MZ, Finegold K, et al. Changes in Self-reported Insurance Coverage, Access to Care, and Health
Under the Affordable Care Act. JAMA. 2015;314(4):366-374. Accessed at: https://doi.org/10.1001/jama.2015.8421

72 Miller S, Wherry LR. Health and Access to Care during the First 2 Years of the ACA Medicaid Expansions. The New
England Journal of Medicine. 2017;376:947-956. Accessed at: https://www.nejm.org/doi/full/10.1056/NEJMsal1612890
80 Shartzer A, Long SK, Anderson N. Access To Care And Affordability Have Improved Following Affordable Care Act
Implementation; Problems Remain. Health Affairs. 2016;35(1):161-168. Accessed at:
https://doi.org/10.1377/hlthaff.2015.0755

81 Medicaid Expansion Impacts on Insurance Coverage and Access to Care. Office of the Assistant Secretary for Planning
and Evaluation, U.S. Department of Health and Human Services. January 2017. Accessed at:
https://aspe.hhs.gov/sites/default/files/migrated legacy files//172051/medicaidexpansion.pdf

82 Access to Preventive Services without Cost-sharing: Evidence from the Affordable Care Act (Issue Brief No. HP-202201).
Office of the Assistant Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. January

June 2024 ISSUE BRIEF 23


https://aspe.hhs.gov/reports/unwinding-medicaid-continuous-enrollment-provision
https://aspe.hhs.gov/reports/unwinding-medicaid-continuous-enrollment-provision
https://doi.org/10.1377/hlthaff.2023.01069
https://www.medicaid.gov/federal-policy-guidance/downloads/bhccib08182022.pdf
https://www.cms.gov/newsroom/fact-sheets/delivering-service-school-based-settings-comprehensive-guide-medicaid-services-and-administrative
https://www.cms.gov/newsroom/fact-sheets/delivering-service-school-based-settings-comprehensive-guide-medicaid-services-and-administrative
https://doi.org/10.1016/j.amepre.2016.01.009
https://doi.org/10.1377/hlthaff.2016.0091
https://www.cms.gov/newsroom/fact-sheets/medicaid-and-childrens-health-insurance-program-managed-care-access-finance-and-quality-final-rule
https://www.cms.gov/newsroom/fact-sheets/medicaid-and-childrens-health-insurance-program-managed-care-access-finance-and-quality-final-rule
https://www.cms.gov/newsroom/fact-sheets/ensuring-access-medicaid-services-final-rule-cms-2442-f
https://www.ahip.org/resources/no-surprises-act-continues-to-prevent-more-than-1-million-surprise-bills-per-month-while-provider-networks-grow
https://www.ahip.org/resources/no-surprises-act-continues-to-prevent-more-than-1-million-surprise-bills-per-month-while-provider-networks-grow
https://www.cms.gov/healthplan-price-transparency/plans-and-issuers
https://www.cms.gov/newsroom/fact-sheets/short-term-limited-duration-insurance-and-independent-noncoordinated-excepted-benefits-coverage-cms
https://www.cms.gov/newsroom/fact-sheets/short-term-limited-duration-insurance-and-independent-noncoordinated-excepted-benefits-coverage-cms
https://doi.org/10.1177/1077558715579866
https://doi.org/10.1177/1077558704271718
https://files.kff.org/attachment/Report-The-Effects-of-Medicaid-Expansion-under-the-ACA-Updated-Findings-from-a-Literature-Review.pdf
https://files.kff.org/attachment/Report-The-Effects-of-Medicaid-Expansion-under-the-ACA-Updated-Findings-from-a-Literature-Review.pdf
https://doi.org/10.1001/jama.2015.8421
https://www.nejm.org/doi/full/10.1056/NEJMsa1612890
https://doi.org/10.1377/hlthaff.2015.0755
https://aspe.hhs.gov/sites/default/files/migrated_legacy_files/172051/medicaidexpansion.pdf

2022. Accessed at:
https://aspe.hhs.gov/sites/default/files/documents/786fa55a84e7e3833961933124d70dd2/preventive-services-ib-
2022.pdf

8 Ghosh A, Simon K, Sommers BD. The Effect of State Medicaid Expansions on Prescription Drug Use: Evidence from the
Affordable Care Act. NBER Working Paper 23044. National Bureau of Economic Research. January 2017. Accessed at:
https://www.nber.org/papers/w23044

84 Soni A, Wherry LR, Simon KI. How Have ACA Insurance Expansions Affected Health Outcomes? Findings From The
Literature. Health Affairs. 2020;39(3):371-378. Accessed at: https://doi.org/10.1377/hlthaff.2019.01436

85 Miller S, Johnson N, Wherry LR. Medicaid and Mortality: New Evidence From Linked Survey and Administrative Data.
The Quarterly Journal of Economics. 2021;136(3):1783-1829. Accessed at: https://doi.org/10.1093/qje/qjab004

8 Borgschulte M, Vogler J. Did the ACA Medicaid Expansion Save Lives? Journal of Health Economics. 2020;72:102333-17.
Accessed at: https://doi.org/10.1016/j.jhealeco.2020.102333

87 Goldin J, Lurie 1Z, McCubbin J. Health Insurance and Mortality: Experimental Evidence from Taxpayer Outreach. The
Quarterly Journal of Economics. 2021;136(1):1-49. Accessed at: https://doi.org/10.1093/gje/qjaa029

88 Marketplace Coverage and Economic Benefits: Key Issues and Evidence (Issue Brief No. HP-2022-22). Office of the
Assistant Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. July 2022. Accessed at:
https://www.aspe.hhs.gov/sites/default/files/documents/835f502bc5314e336a38b5a3f947418a/aspe-marketplace-
coverage-economic-benefits.pdf.pdf

8 Kluender R, Mahoney N, Wong F, Yin W. Medical Debt in the US, 2009-2020. JAMA. 2021. 2021;326(3):250-256.
Accessed at: https://jamanetwork.com/journals/jama/fullarticle/2782187

% Dodini S. Insurance Subsidies, the Affordable Care Act, and Financial Stability. Journal of Policy Analysis and
Management. 2023; 42(1):37-136. Accessed at: https://doi.org/10.1002/pam.22418

9 Hu L, Kaestner R, Mazumder B, Miller S, Wong A. The effect of the affordable care act Medicaid expansions on financial
wellbeing. Journal of Public Economics. 2018;163:99-112. Accessed at: https://doi.org/10.1016/j.jpubeco.2018.04.009

92 Allen H, Swanson A, Wang J, Gross T. Early Medicaid Expansion Associated With Reduced Payday Borrowing In
California. 2017;36(10):1769-1776. Accessed at: https://doi.org/10.1377/hlthaff.2017.0369

93 Sojourner A, Golberstein E. Medicaid Expansion Reduced Unpaid Medical Debt And Increased Financial Satisfaction.
Health Affairs Forefront. July 2017. Accessed at: https://doi.org/10.1377/forefront.20170724.061160

% Zewde N, Eliason E, Allen H, Gross T. The Effects of the ACA Medicaid Expansion on Nationwide Home Evictions and
Eviction-Court Initiations: United States, 2000-2016. American Journal of Public Health. 2019;109(10):1379-1383.
Accessed at: https://doi.org/10.2105/AJPH.2019.305230

% Zewde N, Wimer C. Antipoverty Impact Of Medicaid Growing With State Expansions Over Time. Health Affairs.
2019;38(1):132-138. Accessed at: https://doi.org/10.1377/hlthaff.2018.05155

% Garthwaite C, Gross T, Notowidigdo MJ. Hospitals as Insurers of Last Resort. American Economic Journal: Applied
Economics. 2018;10(1):1-39. Accessed at: https://doi.org/10.1257/app.20150581

97 Blavin F. Association Between the 2014 Medicaid Expansion and US Hospital Finances. JAMA. 2016;316(14):1475-1483.
Accessed at: https://doi.org/10.1001/jama.2016.14765

%8 Dranove D, Garthwaite C, Ody C. Uncompensated Care Decreased At Hospitals In Medicaid Expansion States But Not At
Hospitals In Nonexpansion States. Health Affairs. 2016; 35(8):1471-1479. Accessed at:
https://doi.org/10.1377/hlthaff.2015.1344

% Rhodes JH, Buchmueller RC, Levy HG, Nikpay SS. Heterogeneous Effects of the ACA Medicaid Expansion on Hospital
Financial Outcomes. Contemporary Economic Policy. 2020;38(1):81-93. Accessed at: https://doi.org/10.1111/coep.12428
100 | indrooth RC, Perraillon MC, Hardy RY, Tung GJ. Understanding The Relationship Between Medicaid Expansions And
Hospital Closures. Health Affairs. 2018;37(1):111-120. Accessed at: https://doi.org/10.1377/hlthaff.2017.0976

101 Gordon SH, Chen L, DeLew N, Sommers, BD. OVID-19 Medicaid Continuous Enrollment Provision Yielded Gains In
Postpartum Continuity Of Coverage. Health Affairs. 2024;43(3):336-12A. Accessed at:
https://doi.org/10.1377/hlthaff.2023.00580

June 2024 ISSUE BRIEF 24


https://aspe.hhs.gov/sites/default/files/documents/786fa55a84e7e3833961933124d70dd2/preventive-services-ib-2022.pdf
https://aspe.hhs.gov/sites/default/files/documents/786fa55a84e7e3833961933124d70dd2/preventive-services-ib-2022.pdf
https://www.nber.org/papers/w23044
https://doi.org/10.1377/hlthaff.2019.01436
https://doi.org/10.1093/qje/qjab004
https://doi.org/10.1016/j.jhealeco.2020.102333
https://doi.org/10.1093/qje/qjaa029
https://www.aspe.hhs.gov/sites/default/files/documents/835f502bc5314e336a38b5a3f947418a/aspe-marketplace-coverage-economic-benefits.pdf.pdf
https://www.aspe.hhs.gov/sites/default/files/documents/835f502bc5314e336a38b5a3f947418a/aspe-marketplace-coverage-economic-benefits.pdf.pdf
https://jamanetwork.com/journals/jama/fullarticle/2782187
https://doi.org/10.1002/pam.22418
https://doi.org/10.1016/j.jpubeco.2018.04.009
https://doi.org/10.1377/hlthaff.2017.0369
https://doi.org/10.1377/forefront.20170724.061160
https://doi.org/10.2105/AJPH.2019.305230
https://doi.org/10.1377/hlthaff.2018.05155
https://doi.org/10.1257/app.20150581
https://doi.org/10.1001/jama.2016.14765
https://doi.org/10.1377/hlthaff.2015.1344
https://doi.org/10.1111/coep.12428
https://doi.org/10.1377/hlthaff.2017.0976
https://doi.org/10.1377/hlthaff.2023.00580

102 Gordon SH, Lee S, Steenland MW, Deen N, Feinberg E. Extended Postpartum Medicaid in Colorado Associated with
Increased Treatment for Perinatal Mood and Anxiety Disorders. Health Affairs. 2024;43(4):523-15A. Accessed at:
https://www.healthaffairs.org/doi/10.1377/hlthaff.2023.01441

103 vasan A, Kenyon CC, Fiks AG, Venkataramani AS. Continuous Eligibility and Coverage Policies Expanded Children’s
Medicaid Enrollment. Health Affairs. 2023;42(6):753-754. Accessed at:
https://www.healthaffairs.org/doi/abs/10.1377/hlthaff.2022.01465

104 Hogan C, Volkov E, Peters C, De Lew N, Buchmueller T. New Federal 12-Month Continuous Eligibility Expansion: Over
17 Million Children Could Gain New Protections from Coverage Disruptions. (Issue Brief No. HP-2024-10). Office of the
Assistant Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. March 2024. Accessed
at: https://aspe.hhs.gov/reports/increased-childrens-coverage-continuous-eligibility-expansion

105 steenland MW, Wherry LR. Medicaid expansion led to reductions in postpartum hospitalizations. Health Affairs.
2023;42(1):18-25. Accessed at: https://doi.org/10.1377/hlthaff.2022.00819

106 Gordon SH, Sommers BD, Wilson IB, Trivedi AN. Effects of Medicaid expansion on postpartum coverage and outpatient
utilization. Health Affairs. 2020;39(1):77—-84. Accessed at: https://doi.org/10.1377/hlthaff.2019.00547

107 Byettgens M, Ramchandani U. 2.3 Million People Would Gain Health Coverage in 2024 if 10 States Were to Expand
Medicaid Eligibility. Urban Institute. October 2023. Accessed at: https://www.urban.org/sites/default/files/2023-
10/2.3%20Million%20People%20Would%20Gain%20Health%20Coverage%20in%202024%20if%2010%20States%20Were
%20t0%20Expand%20Medicaid%20Eligibility 1.pdf

June 2024 ISSUE BRIEF 25


https://www.healthaffairs.org/doi/10.1377/hlthaff.2023.01441
https://www.healthaffairs.org/doi/abs/10.1377/hlthaff.2022.01465
https://aspe.hhs.gov/reports/increased-childrens-coverage-continuous-eligibility-expansion
https://doi.org/10.1377/hlthaff.2022.00819
https://doi.org/10.1377/hlthaff.2019.00547
https://www.urban.org/sites/default/files/2023-10/2.3%20Million%20People%20Would%20Gain%20Health%20Coverage%20in%202024%20if%2010%20States%20Were%20to%20Expand%20Medicaid%20Eligibility_1.pdf
https://www.urban.org/sites/default/files/2023-10/2.3%20Million%20People%20Would%20Gain%20Health%20Coverage%20in%202024%20if%2010%20States%20Were%20to%20Expand%20Medicaid%20Eligibility_1.pdf
https://www.urban.org/sites/default/files/2023-10/2.3%20Million%20People%20Would%20Gain%20Health%20Coverage%20in%202024%20if%2010%20States%20Were%20to%20Expand%20Medicaid%20Eligibility_1.pdf

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Office of the Assistant Secretary for Planning and Evaluation

200 Independence Avenue SW, Mailstop 447D
Washington, D.C. 20201

For more ASPE briefs and other publications, visit:
aspe.hhs.gov/reports

A0
0

SUGGESTED CITATION

Improving Access to Affordable and Equitable Health Coverage: A
Review of the Period from 2010 to 2024 (Issue Brief No. HP-
2024-11). Office of the Assistant Secretary for Planning and
Evaluation, U.S. Department of Health and Human Services. June
2024. Accessed at: https://aspe.hhs.gov/reports/improving-
access-affordable-equitable-health-coverage

COPYRIGHT INFORMATION

All material appearing in this report is in the public domain and
may be reproduced or copied without permission; citation as to
source, however, is appreciated.

DISCLOSURE
This communication was printed, published, or produced and
disseminated at U.S. taxpayer expense.

Links and references to information from non-governmental
organizations is provided for informational purposes and is not
an HHS endorsement, recommendation, or preference for the
non-governmental organizations.

Subscribe to ASPE mailing list to receive
email updates on new publications:
https://list.nih.gov/cgi-bin/wa.exe?SUBED1=ASPE-HEALTH-POLICY&A=1

For general questions or general
information about ASPE:
aspe.hhs.gov/about

June 2024 ISSUE BRIEF 26


https://aspe.hhs.gov/reports/improving-access-affordable-equitable-health-coverage
https://aspe.hhs.gov/reports/improving-access-affordable-equitable-health-coverage
https://aspe.hhs.gov/about

