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BACKGROUND:While the impact of the COVID-19 reces-
sion on the economy is clear, there is limited evidence on
how the COVID-19 pandemic-related job losses among
low-income people may have affected their access to
health care.
OBJECTIVE: To determine the association of job loss dur-
ing the pandemic with insurance coverage and access to
and affordability of health care among low-income adults.
DESIGN: Using a random digit dialing telephone survey
from October 2020 to December 2020 of low-income
adults in 4 states—Arkansas, Kentucky, Louisiana, and
Texas—we conducted a series of multivariable logistic re-
gression analyses, adjusting for demographics, chronic
conditions, and state of residence.
PARTICIPANTS: US citizens aged 19–64 with a family
income less than 138% of the federal poverty line who
became newly unemployed during pandemic, remained
employed during pandemic, or were chronically unem-
ployed before and during the pandemic.
MAIN MEASURES: Rates of insurance, type of insurance
coverage, measures of access to/affordability of care, and
food/housing security
KEY RESULTS: Of 1,794 respondents, 14.5% were
newly unemployed, 49.6% were chronically unem-
ployed, and 35.7% were employed. The newly unem-
ployed were slightly younger and more likely Black or
Latino. The newly unemployed were more likely to re-
port uninsurance compared to the employed (+16.4
percentage points, 95% CI 6.0–26.9), and the chroni-
cally unemployed (+26.4 percentage points, 95% CI
16.2–36.6), mostly driven by Texas’ populations. The
newly unemployed also reported lower rates of access
to care and higher rates of financial barriers to care.
They were also more likely to report food and housing
insecurity compared to others.
CONCLUSIONS: In a survey of 4 Southern States during
pandemic, the newly unemployed had higher rates of
uninsurance and worse access to care—largely due to
financial barriers—and reported more housing and food
insecurity than other groups. Our study highlights the
vulnerability of low-income populations who experienced
a job loss, especially in Texas, which did not expand Med-
icaid.
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INTRODUCTION

The COVID-19 pandemic has been devastating, leading to
unprecedented, interrelated health and economic crises glob-
ally. In the United States (US), in addition to over 33 million
COVID-19 cases and over 600,000 deaths to date, the unem-
ployment rate rose from 3.5% in February 2020 to 14.8% in
April 2020, the highest rate ever recorded since collection
began in 1948.1,2 While the unemployment rate has steadily
improved during the first half of 2021, it continues to be higher
than any monthly rate recorded in the past 5 years. This grave
economic recession is likely due to several factors including
the loss of jobs in services deemed non-essential, a decline in
consumer demand driven by individuals’ fear of contracting
COVID-19, and prior state-level stay-at-home orders and
business closure mandates.3–5

While the huge impact of the COVID-19 recession on the
economy and rates of unemployment is clear, we have limited
evidence of how the pandemic-related job losses among low-
income people affected their insurance coverage, their access
to and affordability of care, and, importantly, their food and
housing security. Prior evidence has shown that employment
status and health status are inter-linked, as employment may
have substantial effects on social, psychological, and financial
well-being.6 Widespread layoffs also threaten health coverage
of millions of individuals with employer-sponsored insurance,
which may subsequently lead to difficulty paying for neces-
sary medical care. In the long run, job loss may have stronger
effects on health, especially among those who were laid off
unexpectedly.7 These concerns are much greater among low-
income individuals, as the majority of jobs lost in the pandem-
ic have been in industries that employ low-skilled workers and
pay below average wages.8

In this paper, we used an ongoing survey of four Southern
States (Arkansas, Kentucky, Louisiana, and Texas) to capture
information on employment status, insurance coverage, access
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to care, and housing/food insecurity among low-income pop-
ulations. We sought to answer three key questions. First, what
were the characteristics of low-income people who became
newly unemployed during the COVID-19 pandemic? Second,
how did insurance coverage and access to care differ among
the newly unemployed compared to those were employed or
chronically unemployed for the past 2 years? Finally, were
there substantial differences in the financial and non-financial
barriers to care and problems with food and housing security
among low-income people who became newly unemployed
compared to those who were employed or chronically
unemployed?

METHODS

Study Design and Sample

We used the results of an ongoing survey of low-income
adults residing in four Southern States: Arkansas, Kentucky,
Louisiana, and Texas.9–12 Three of the four states (all except
Texas) have expanded their Medicaid program under the
Affordable Care Act. The survey we report on here was
conducted between October 5, 2020, and December 23,
2020, by the vendor, Social Science Research Solutions
(SSRS). The survey included both cellphone and landline
users in random digit dialing, and was available in English
and Spanish. For more details of survey methodology, please
see Appendix Exhibit 1.
The inclusion criteria for survey included the following:

people between the ages of 19–64, US citizens, and a family
income of less than 138% of the Federal Poverty Level (FPL)
based on their income in 2019 (given that survey was con-
ducted in 2020 and people did not have a full year of income to
report yet). Texas and Louisiana were oversampled to ensure
adequate sample sizes for Black and Latino respondents.
Analyses were weighted to produce state-level population
estimates using population benchmarks from the American
Community Survey (ACS) for age, gender, race/ethnicity,
marital status, geographic region within state, and population
density.

Survey Outcomes

The survey inquired about employment status (employed in
2020 at the time of the survey, unemployed in 2020 but
employed in the year prior during same month of 2019, and
unemployed in both 2020 at time of the survey and also in
2019 during the same month of survey. For simplicity, we
refer to the latter group as “chronically unemployed.”).
Among those newly unemployed, the survey ascertained the
reason for job loss, including because they became sick, or
employer permanently eliminated job or went out of business,
furloughed, needed to care for children not in school or day-
care, or stopped working due to fear of getting COVID-19.
The survey elicited information on the type of health coverage

respondents had and measures of their access to health care.
For type of coverage, measures included proportion of people
who are uninsured or have Medicaid or Marketplace insur-
ance, employer-sponsored insurance, or other health insurance
at the time of the interview. Measures of health care access
included whether respondents had a usual source of care (not
including the emergency department), a personal doctor, and
access to telehealth, and had regular care for chronic condi-
tions (which was limited to those reporting common chronic
conditions, including hypertension, coronary artery disease,
asthma, chronic obstructive pulmonary disease (COPD), de-
pression/anxiety, cancer, or substance use disorder). Of note,
usual source of care referred to the particular doctor’s office,
clinic, health center, or other location a person usually goes to
seek care when needed. Please see Appendix Exhibit 2 for the
specific wording of each survey question. Insurance status and
employment status were based on respondents’ current state at
the time of interview.
Additional outcomes included whether respondents experi-

enced delays in care due to financial vs. non-financial barriers.
Delaying care due to costs, skipping medications due to cost,
and trouble paying medical bills were ascertained as indicators
of financial barriers. Non-financial barriers included delays in
care for reasons other than cost, including fear of contracting
COVID-19, doctor’s office was closed, no access to telehealth,
did not want to use public transportation, or too busy with
work or taking care of family. Respondents were allowed to
choose more than one response. For these questions, respond-
ents were asked in reference to the last 12 months from the
time of interview.

Analysis

We first showed characteristics of respondents across three
groups: those who were employed in 2020 at the time of the
survey, those who were newly unemployed in 2020 but were
employed the year before, and those who were chronically
unemployed in 2020 and the year before. Means and rates
were compared between the newly unemployed and each of
the other two groups using 95% confidence intervals based on
t-tests and Wald’s tests for rate differences, respectively.
Among the newly unemployed, we examined a series of
different potential reasons for job loss and report their preva-
lence. We then conducted multivariable logistic regression
analyses, with the type of health insurance coverage and each
health care access measure as separate outcomes. The primary
comparisons were comparisons between the newly unem-
ployed and the currently employed, and between the newly
unemployed and the chronically unemployed (reported being
unemployed 1 year before the survey in 2019 and at the time
of the survey in 2020). Odds ratios were converted to pre-
dicted probabilities using marginal standardization for ease of
interpretability. Models were adjusted for age, gender, race
and ethnicity, education, marital status, urban vs. rural resi-
dence, presence of chronic conditions, and state of residence.
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Next, we examined differences in non-financial and finan-
cial barriers to care and also responses to questions on food
and housing security. We again repeated a series of multivar-
iable logistic regression analyses with each barrier or insecu-
rity as the dependent variable, and comparisons between new-
ly unemployed and employed respondents, and beween newly
unemployed and chronically unemployed respondents as the
primary predictors. Models were adjusted for age, gender, race
and ethnicity, education, marital status, urban vs. rural county,
presence of chronic conditions, and state of residence. Finally,
we repeated the models above separately for Texas (state that
did not expand Medicaid) and then for Arkansas, Kentucky,
and Louisiana combined (states that expanded Medicaid) to
assess for potential differences by Medicaid expansion status.
All analyses were weighted using weights supplied by

SSRS to account for the survey design (e.g., oversampling of
low-income counties) and for survey nonresponse. For each of
the four survey states, the American Community Survey was
used to estimate the size of population subgroups by age,
gender, race/ethnicity, marital status, geographic region within
the state, and the population density of respondents’ counties.
The sample in each state was then weighted to match Census
parameters using iterative proportion fitting, or raking. This
process ensures that the marginal distribution of the sample
reflects the known distribution of these parameters in the target
population. Weights were normalized so that the weighted
sample size equated the original respondent size. See Appen-
dix Exhibit 1 for further details on survey design, weighting,
and response rates.
This study was approved by our university’s Institutional

Review Board. All analyses were performed using STATA
(Version 14.2). Given the descriptive nature of this study, p-
values were not calculated but 95% confidence intervals are
shown for all results.

RESULTS

Sample Characteristics

The sample included 1,794 respondents in 2020, for an overall
response rate of 9%. There were 641 (35.7%) respondents who
reported being employed in 2020, 889 (49.6%) respondents
who were unemployed in both 2019 and 2020, and 264
respondents (14.7%) who were newly unemployed in 2020.
Table 1 shows respondent characteristics by employment

status and differences in proportions with 95% confidence
intervals (CI) between newly unemployed and employed and
between newly unemployed and chronically unemployed,
unadjusted for covariates. The chronically unemployed were
more likely to be older, of White race, and less educated; live
in rural areas; and report the presence of more chronic con-
ditions than those who were newly unemployed in 2020. The
proportions of female and male respondents were similar
across the three groups. The chronically unemployed had
higher prevalence of most chronic conditions than the other

two groups, except for issues of alcoholism or drug addiction
which was higher among the newly unemployed group. Be-
tween the newly unemployed and employed, the newly un-
employed had similar mean age, gender distribution, and
proportions living in rural areas. The newly unemployed
though were more likely to be Latino, less likely to have some
college, and less likely to be married or living with a partner
compared to the employed. The newly unemployed also had
higher prevalence of most chronic conditions compared to the
employed.
Reasons for unemployment are shown in Appendix Exhibit

3, unadjusted for covariates. The majority of newly unem-
ployed (68.1%) reported stopping work in 2020 due to a
reason related to the coronavirus pandemic. Main reasons
included their employer completely eliminating their job or
going out of business (18.2%), being furloughed (14.4%),
caring for children not in school or daycare (8.0%), becoming
sick (6.8%), and choosing to stop working because of being
afraid of getting COVID-19 (6.4%).

Health Insurance Coverage and Access to
Care

Table 2 presents weighted, adjusted prevalence rates of health
insurance coverage and measures of access to health care.
Newly unemployed individuals were more likely to report
uninsurance (45.4%) compared to the employed (29.0%) and
chronically unemployed (19.0%). Adjusted differences in the
proportion of people with uninsurance between newly unem-
ployed and employed were +16.4 percentage points (95% CI
6.0, 26.9) and +26.4% (95% CI 16.2, 36.6) between the newly
unemployed and the chronically unemployed. Newly unem-
ployed were also less likely to report having Medicaid relative
to the chronically unemployed (−21.7 percentage points, 95%
CI −30.8, −12.6) and less likely to have employer-sponsored
insurance compared to the employed group (−20.2 percentage
points, −27.0, −13.4).
There were no significant differences in measures of

access to care among the newly unemployed relative to
those who were currently employed at the time of the survey
in 2020. However, compared to those who were chronically
unemployed, the newly unemployed were less likely to
report having a personal doctor (−15.8 percentage points,
95% CI −26.4, −5.2), having a usual source of care (−11.3
percentage points, −21.4, −1.2), and receiving regular care
for their chronic condition (−14.2 percentage points, 95%
CI −26.9, −1.6), and were less likely to have used telehealth
(−10.1 percentage points, 95% CI −19.3, −0.8).
We repeated the analyses stratifying byMedicaid expansion

status (Appendix Exhibit 4). Overall results appear to be
driven by responses in Texas, where the newly unemployed
are more likely to report being uninsured compared to the
employed (+26.2 percentage points, 95% CI 12.3, 40.1) and
the chronically unemployed (+36.2 percentage points, 95% CI
22.4, 50.0). However, in the states that expanded Medicaid,
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there was no statistically significant difference in rates of
uninsurance between the newly employed and chronically
unemployed or between the newly employed and the currently
employed.

Financial and Non-financial Reasons for
Delaying Care

Table 3 presents weighted, adjusted prevalence rates of
financial- and non-financial-related barriers to care. Compared
to the chronically unemployed, the newly unemployed were
much more likely to report skipping medications due to cost,

trouble paying medical bills, and general cost-related delays in
care. Newly unemployed were also more likely to report
having trouble paying medical bills compared to the
employed. The results suggest similar patterns for other finan-
cial barriers to care, but the differences were of smaller mag-
nitude when comparing newly unemployed to those who were
employed and did not reach statistical significance. There were
also no substantial differences in non-financial barriers be-
tween the newly unemployed and those who were employed
or chronically unemployed (except for higher rate of not
wanting to use public transportation among the newly unem-
ployed compared to the employed, which may be affected by

Table 1 Characteristics of Low-Income Respondents by Employment Status

Respondent characteristics Employed
(n=641)

Newly
unemployed
(n=264)

Chronically
unemployed
(n=889)

Newly unemployed
vs. employed:
Difference (95% CI)

Newly unemployed vs.
chronically unemployed:
Difference (95% CI)

Age
–Mean (SD) 50.0 (9.2) 51.0 (8.9) 53.4 (8.7) 1.0 (−0.3, 2.2) −2.4 (−3.6, −1.2)
Race/ethnicity
–White non-Latino 34.9% 38.6% 46.7% 3.7% (−3.3, 10.7) −8.0% (−14.8, −1.3)
–Latino 32.0% 22.7% 17.0% −9.3% (−15.2, −3.3) 5.7% (0.02, 11.5)
–Black non-Latino 27.3% 31.1% 26.8% 3.8% (−2.6, 10.2) 4.3% (−1.8, 10.4)
–Other 5.8% 7.6% 9.6% 1.8% (−2.1, 5.7) −2.0% (−5.7, 1.7)
Education
–Less than high school degree 15.8% 17.0% 30.8% 1.3% (−4.7, 7.3) −13.8% (−19.5, −8.0)
–High school graduate 35.6% 41.7% 37.7% 6.1% (−0.8, 13.0) 4.0% (−2.7, 10.6)
–Some college 48.7% 41.3% 31.5% −7.4% (−14.3, −0.5) 9.8% (3.2, 16.4)
Other variables
–Female 57.6% 55.7% 57.3% −1.9% (−9.0, 5.2) −1.6% (−8.4, 5.2)
–Married or living with partner 41.5% 34.5% 32.4% −7.0% (−13.9, −0.2) 2.1% (−4.5, 8.6)
–Spanish interview 5.1% 6.8% 4.8% 1.7% (−1.5, 4.9) 2.0% (−1.1, 5.0)
–Rural 32.3% 35.2% 45.0% 2.9% (−4.0, 9.9) −9.8% (−16.4, −3.1)
Chronic conditions
-High blood pressure 30.6% 40.5% 56.7% 10.0% (3.0, 16.9) −16.2% (−22.8, −9.5)
-Cardiovascular disease 4.7% 7.6% 20.1% 2.9% (−1.8, 7.6) −12.6% (−17.0, −8.1)
-Lung disease 17.8% 21.2% 34.0% 3.4% (−2.8, 9.6) −12.8% (−18.7, −6.8)
-Depression or anxiety 32.3% 46.6% 53.3% 14.3% (7.3, 21.3) −6.7% (−13.4, −0.02)
-Diabetes 9.4% 19.3% 34.8% 10.0% (4.1, 15.8) −15.4% (−21.0, −9.8)
-Cancer, excluding skin cancer 2.3% 3.8% 8.2% 1.4% (−1.8, 4.7) −4.4% (−7.5, −1.3)
-Alcoholism or drug addiction 4.2% 9.5% 5.2% 5.3% (2.0, 8.5) 4.3% (1.2, 7.4)

Notes: Results are survey weighted. Tests were not adjusted for subject characteristics in this table. Cardiovascular disease included history of heart
attack, coronary artery disease, or hear failure. Lung disease included history of asthma, chronic bronchitis, chronic obstructive pulmonary disease, or
emphysema. Differences with 95% CIs are bolded if they did not cross zero

Table 2 Adjusted Differences in Coverage and Access to Care by Employment Status During COVID Pandemic

Employed in 2020 Newly
unemployed

Chronically
unemployed

Newly unemployed vs.
employed

Newly unemployed vs.
chronically unemployed

Difference (95% CI) Difference (95% CI)

Coverage
Uninsured 29.0% 45.4% 19.0% 16.4% (6.0, 26.9) 26.4% (16.2, 36.6)
Medicaid or marketplace 34.3% 35.6% 57.5% 1.3% (−7.7, 10.3) −21.7% (−30.8, −12.6)
Employer-sponsored insurance 26.3% 6.1% 4.1% −20.2% (−27.0, −13.4) 2.0% (−3.0, 7.0)
Other health insurance 9.2% 13.6% 18.2% 4.4% (−2.9, 11.7) −4.6% (−12.1, 2.9)
Access to care
Has a personal doctor 43.1% 43.1% 58.9% 0.0% (−10.8, 10.9) −15.8% (−26.4, −5.2)
Usual source of care 73.0% 67.0% 78.3% −6.0% (−16.3, 4.3) −11.3% (−21.4, −1.2)
Regular care for chronic condition 55.8% 56.8% 71.0% 1.0% (−12.8, 14.9) −14.2% (−26.9, −1.6)
Used to telehealth 26.6% 23.5% 33.6% −3.1% (−12.3, 6.2) −10.1% (−19.3, −0.8)

Note: Results show survey-weighted logistic regression results adjusting for age, sex, race/ethnicity, marital status, education, urban vs. rural residence,
presence of chronic conditions, and state. Odds ratios were converted to predicted probabilities using marginal standardization for ease of
interpretability. Adjusted differences with 95% CIs are bolded if they did not cross zero
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higher prevalence of public transportation use among the
newly unemployed).

Food and Housing Hardships

Figure 1 shows weighted, adjusted prevalence rates of food
and housing insecurity during the pandemic by employment
status. Newly unemployed individuals reported higher propor-
tions of being recently evicted or likely having to leave their
current home (19.3%) compared to those who were employed
(6.7%) or chronically unemployed (6.2%). The adjusted dif-
ference for housing insecurity between newly unemployed
and employed was +12.5 percentage points (95% CI 4.1,
21.0) and +13.1 percentage points (95% CI 4.4, 21.4) between
the newly unemployed and chronically unemployed. Odds
ratio of reporting housing insecurity between newly unem-
ployed and employed was 3.63 (95% CI 1.72, 7.65) and 4.04
(95% CI 2.01, 8.14). Newly unemployed were also more
likely to report experiencing food insecurity by stating that
they sometimes or often did not have enough to eat in the past
year of the pandemic (28.3%) compared to those who were
employed (18.4%) or chronically unemployed (17.2%). Ad-
justed differences for food insecurity between newly unem-
ployed and employed were +9.8% (−0.5, 20.2) and +11.0%
(95% CI 1.2, 20.9) between newly unemployed and chroni-
cally unemployed. Odds ratio of reporting food insecurity was
1.79 (95% 1.01, 3.16, p=0.046) between the newly unem-
ployed and employed and 1.95 (95% 1.13, 3.36) between
newly unemployed and chronically unemployed.

DISCUSSION

In a survey of low-income adults residing in four Southern
States, we found that approximately half of the respondents
had been unemployed for the last 2 years and another 15% had
become unemployed coincident with the pandemic, while

36% were employed at the time of the survey. We also found
important differences in the demographics and type of insur-
ance coverage by employment status. People who recently
experienced a job loss during the COVID-19 pandemic were
more likely to be uninsured and much less likely to have
Medicaid than those who were chronically unemployed, driv-
en particularly by people living in the non-Medicaid expan-
sion of Texas. The newly unemployed were also far less likely
to report having regular access to care andmuch more likely to
report financial-related barriers to care compared to those who
were chronically unemployed, the majority of whom had
access to insurance. Concerns about housing and food insecu-
rity were also much greater among the newly unemployed
than among other groups.
The high rate of uninsurance among the newly unemployed

highlights the fragility of health coverage in the American
health care system, in which a majority of the population is
covered by employer-sponsored insurance. While the Consol-
idated Omnibus Budget Reconciliation Act (COBRA) of 1985
was intended to help former employees and their dependents
retain insurance coverage following the loss of a job, the fact
that individuals must pay 102% of the full premium cost,
which includes the employee share and the employer share,
has led to very low levels of COBRA use, especially among
low-income populations.13,14 Prior research has also found
that low-income populations are less willing to spend their
available income on health insurance coverage in the presence
of food and housing hardships, which we found were more
prevalent among the newly unemployed group.15,16 This was
particularly important in 2020 at the time of our survey given
that the American Rescue Plan and assistance with COBRA
premium assistance did not happen until April 2021 to the end
of September 2021.
Another cause for concern is the seemingly low uptake of

Medicaid or Marketplace insurance among our study’s newly
unemployed population in the state of Texas, especially when

Table 3 Barriers to Health Care by Employment Status

Barriers to health care Employed Newly
unemployed

Chronically
unemployed

Newly unemployed
vs. employed

Newly unemployed vs.
chronically unemployed

Difference (95% CI) Difference (95% CI)

Barriers related to costs
Skipped Medication Due to Cost 24.5% 32.8% 15.1% 8.3% (−2.7, 19.4) 17.7% (7.7, 27.8)
Trouble paying medical bills 27.3% 43.2% 22.9% 15.9% (5.5, 26.3) 20.3% (10.4, 30.2)
Cost-related delay in care 35.2% 39.4% 23.1% 4.2% (−7.0, 15.4) 16.3% (5.8, 26.8)
Barriers not related to costs
Delays in care for reasons other than cost 15.8% 19.2% 13.8% 3.5% (−6.8, 13.8) 5.4% (−4.1, 14.9)
Fear of contracting COVID 7.3% 9.4% 8.9% 2.1% (−4.9, 9.2) 0.6% (−5.8, 7.0)
Doctor’s office closed 5.4% 2.6% 3.9% −2.8% (−6.4, 0.9) −1.3% (−4.1, 1.5)
No access to telehealth 2.0% 6.4% 3.3% 4.4% (−1.9, 10.7) 3.1% (−2.6, 8.8)
Did not want to use public transportation 1.8% 6.1% 2.7% 4.3% (0.1, 8.5) 3.4% (−1.0, 7.7)
Too busy with work/family 8.6% 5.8% 2.0% −2.8% (−8.6, 2.9) 3.8% (−0.9, 8.5)

Note: Results show survey-weighted logistic regression results adjusting for age, sex, race/ethnicity, marital status, education, urban vs. rural residence,
presence of chronic conditions, and state. Odds ratios were converted to predicted probabilities using marginal standardization for ease of
interpretability. Adjusted differences with 95% CIs are bolded if they did not cross zero
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compared to people who have been chronically unemployed,
of whom two-thirds obtained coverage through the Medicaid
program or ACA exchanges. These data underscore the im-
portance of targeting relief and safety net policies towards
populations who recently lost their job and health insurance.
Even before the pandemic, an estimated 450,000 people per
month transitioned from employer-sponsored insurance to
being uninsured.17 It is possible that many individuals who
may be eligible for Medicaid or ACA exchanges may face
significant delays in confirming their eligibility and receiving
benefits. While many states implemented strategies and poli-
cies during the pandemic to simplify the eligibility and enroll-
ment process, early evidence suggests that these have had little
to no effect in improving Medicaid enrollment.18–20 One
potential strategy to protect people from uninsurance is to
promote automatic enrollment for eligible individuals as they
exit the employer-based coverage system if a no premium plan
exists. State unemployment insurance agencies, for example,
can help eligible, newly unemployed people automatically
enroll in the ACA exchanges or Medicaid.21

Findings of this study were particularly driven by low-
income people living in the state of Texas, which currently
have limited insurance options since the state did not expand
Medicaid. In the other 3 states, all of which have expanded
Medicaid, it appears that the newly unemployed were pro-
tected from significant loss of insurance. These results high-
light the importance of protecting low-income people through
expansion of insurance options. In prior work, Blacks and
Latinos were more likely to be protected from loss of insur-
ance during the pandemic if they lived in a state that expanded
Medicaid.12 Nationally, the number of people in Medicaid has
increased, especially among the states that expanded Medic-
aid.22 Currently, however, there are 12 states that have chosen

not to expand Medicaid, resulting in about 2.2 million people
who fall in this Medicaid coverage gap, of which the largest
proportion (35%) reside in Texas. Medicaid expansion is one
solution to help these vulnerable low-income people. Another
option is currently under consideration by Congress in the
Build Back Better (BBB) Act, which includes federal subsi-
dies for eligible people to sign up for insurance coverage with
a private insurer similar to how people enroll in the ACA
exchanges.
Prior work has found that involuntary job loss is associated

with significantly poorer self-rated health, anxiety, and depres-
sion.23,24 In our findings, we similarly observed higher pro-
portions of people with depression and anxiety among both
unemployed groups, although the proportion of people with
substance abuse was higher among the newly unemployed
than among the chronically unemployed. However, given that
this is a cross-sectional study, we are not able to determine
whether symptoms of depression or anxiety came before or
after the job loss.
Interestingly, we found that people were unemployed in

2019 and 2020, the majority of which who have Medicaid
insurance reported better access to care measures than those
who were employed in 2020. It is possible that these chroni-
cally unemployed people may have had better access to care
due to more generous coverage in the Medicaid program than
low-income people insured through their commercial health
plan/private employer. Prior work has found that low-income
people with employer-sponsored plans may have poorer cov-
erage with higher out-of-pocket costs, higher premiums, and
higher cost-sharing/co-payments than those with Medicaid
plans or plans offered through the ACA exchanges.25 Unfor-
tunately, these individuals are not able to switch to Medicaid
or qualify for subsidies to sign up for health insurance through

6.7%

18.4%

6.2%

17.2%
19.3%

28.3%

0%

5%

10%

15%

20%

25%

30%

35%

40%

Housing Insecurity Food Insecurity

Employed Chronically Unemployed Newly Unemployed
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95% CIs are provided.
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the ACA exchanges due to the ACA “firewall,” which was
instituted to minimize disruption to employer-sponsored mar-
kets and risk pools.26 Therefore, efforts at improving the
quality and value of plans available for low-income people
are necessary to ensure they do not negatively affect access to
care.
Our study has notable limitations. First, our survey re-

sponse rate is low; however, it is consistent with other
studies using telephone and internet-based surveys, and it
is also similar to the United States Census Bureau’s Pulse
Survey, which has been designed to assess responses during
the pandemic, and whose response rate has ranged between
1.3 and 10.3% in 2020.27,28 In addition, previous research
demonstrates that the use of population weighting in ran-
dom digit dialing telephone surveys can help mitigate non-
response bias and produce estimates similar to those from
government surveys.29–32 Therefore, we weighted our anal-
yses to demographic targets for low-income adults in the
study states based on age, sex, education, marital status,
race/ethnicity, and geographic region. Moreover, previous
versions of the survey have been validated for coverage and
simple indices of access to care against federal data sets
including the American Community Survey and the Behav-
ioral Risk Factor Surveillance System. Those validations
showed moderate to strong correlations and a range of
absolute differences in estimates consistent with differences
among various federal surveys.
Our work is a descriptive, cross-sectional study and,

therefore, cannot definitively conclude that the relation-
ships between employment status and our outcomes are
causal in nature. The survey was limited to four states,
which are located in the South and have relatively high
poverty rates; generalizability to other states may be limit-
ed. Our survey included only US citizens. Therefore, it is
unclear how our results would generalize to immigrant
communities, especially in light of evidence that showed
worsening coverage and lack of participation in the Medic-
aid program were linked with the implementation of the
Trump administration’s revised Public Charge rule in
2020.33,34 Addtionally, while our survey was conducted in
2020, our sample was selected based on self-reported an-
nual household income in 2019 to ensure they had a full
year's of income to determine whether they met the federal
poverty line of 138% or below. This could potentially have
led to misclassification of people living in poverty, which
would have bias us towards a null finding.
In conclusion, people who became newly unemployed dur-

ing the COVID-19 pandemic reported much higher rates of
uninsurance, were more likely to delay care largely due to
financial reasons, and are much more likely to report food and
housing hardships. These findings highlight the economic and
social vulnerability of low-income populations, who are par-
ticularly susceptible to unexpected job loss, and loss of insur-
ance in a health system heavily tied to employer-sponsored
coverage.
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