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Abstract
Increasing participation in Medicaid among eligible individuals is critical for improving access to care among low-income populations. The 
administrative burdens of enrolling and renewing eligibility are a major barrier to participation. To reduce these burdens, the Affordable Care 
Act required states to adopt automated renewal processes that use available databases to verify ongoing eligibility. By 2019, nearly all states 
adopted automated renewals, but little is known about how this policy affected Medicaid participation rates. Using the 2015–2019 American 
Community Survey, we found that participation rates among nondisabled, nonelderly adults and children varied widely by state, with an 
average of 70.8% and 90.7%, respectively. Among Medicaid-eligible adults, participation was lower among younger adults, males, unmarried 
individuals, childless households, and those living in non-expansion states compared with their counterparts. State adoption of automated 
renewals varied over time, but participation rates were not associated with adoption. This finding could reflect limitations to current 
automated renewal processes or barriers to participation outside of the eligibility renewal process, which will be important to address as 
additional states expand Medicaid and pandemic-era protections on enrollment expire.
Key words: Medicaid; administrative barriers; program participation.

Introduction
Many more people are eligible for public programs than par
ticipate in them. This is a particular concern among programs 
that serve low-income Americans, including Medicaid.1 Prior 
evidence finds that participation in, or take-up of, Medicaid 
varies widely across states and eligibility categories, with eli
gible children being more likely to enroll than parents and 
childless adults, and higher participation rates in Medicaid ex
pansion vs non-expansion states and in states with more gen
erous Medicaid benefits.2-4

In Medicaid, many enrolled individuals lose coverage over 
time, with 14%–24% of adult enrollees facing a disruption 
in coverage each year.5-8 Coverage losses pose a risk that indi
viduals may not re-enroll in Medicaid, even if they are eligible, 
given the administrative burdens that individuals face to 
both enrolling and maintaining enrollment in coverage.1

Discontinuity in Medicaid coverage has been associated with 
delayed and foregone preventive care, increased emergency 
department utilization, and worsened medication adher
ence.9,10 While coverage losses may occur because of fluctua
tions in an enrollee’s eligibility, others are due to unsuccessful 
eligibility renewals. Under the Affordable Care Act (ACA), eli
gibility redeterminations for individuals qualifying solely on 
the basis of Modified Adjusted Gross Income (MAGI)—which 
include nondisabled, nonelderly adults, parents, and people 
who are pregnant—are conducted every 12 months and in
volve a verification of current income and residency. In an 

effort to streamline Medicaid eligibility renewals, the ACA re
quired states to adopt a new process for these eligibility renew
als—called automated or ex parte renewals.

In performing automated renewals, states attempt to verify 
that an enrollee’s income remains within the state-specific 
threshold for their category of Medicaid eligibility using link
ages with other databases containing income information, 
such as state tax and wage data, Social Security data, and in
formation from other public programs.11 If this verification 
is successful, the enrollee receives notification of their ongoing 
enrollment. If verification is unsuccessful—for example, if in
come information is missing or if available information sug
gests an enrollee’s income makes them ineligible—the state 
requests additional information from the enrollee in order to 
maintain coverage. While this process was required for most 
Medicaid enrollees starting in 2014 as part of the ACA,12

many states did not immediately adopt it, and those that 
have implemented it vary in the percentage of renewals that 
are successfully processed using the automated process.13-18

The effects of the automated renewal process on participa
tion in the Medicaid program are unknown, although a cross- 
sectional evaluation of automated renewals suggested they 
may improve continuity of coverage.19 In addition, reducing 
administrative barriers in Medicaid—such as eliminating re- 
enrollment waiting periods, creating online enrollment and re
newal interfaces, and reducing the frequency of renewals—has 
been shown to increase enrollment among low-income peo
ple.20 A fuller understanding of the effects of the automated 
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renewal process is especially timely, as the Biden administra
tion has signaled a priority to reduce administrative burdens 
in government programs21 and plans to expand the automated 
renewal process to all Medicaid beneficiaries.22 In addition, 
states have relied on the automated renewal process to redeter
mine eligibility for a sizable backlog of enrollees during the un
winding of the Public Health Emergency’s (PHE’s) Medicaid 
continuous coverage provision.

We used nationally representative survey data prior to the 
COVID-19 pandemic to characterize Medicaid participation 
and evaluate the association between state implementation 
of automated renewals and Medicaid participation rates for 
adults and children living in expansion and non-expansion 
states. Using pre-pandemic data allows us to understand the 
association between automated renewals and participation 
during a period of relatively more stable Medicaid enrollment 
that is more reflective of the post-unwinding policy environ
ment. We hypothesized that adopting automated renewals 
would increase Medicaid participation.

Data and methods
Data and study sample
We used publicly available, individual-level data from the 
American Community Survey (ACS) from 2015 to 2019 to 
capture annual health insurance enrollment status and other 
sociodemographic data, including household income and 
composition, state of residence, race/ethnicity, and education, 
which we used to estimate eligibility for Medicaid. We linked 
these individual-level data on participation with state-level in
formation in each year on whether a state performed automated 
renewals and the percentage of all completed Medicaid eligibil
ity renewals performed via the automated process. These data 
were taken from annual surveys conducted by the Kaiser 
Family Foundation (KFF) on Medicaid eligibility and enroll
ment policies and practices.13-18

The study population includes those likely eligible for 
Medicaid. We identified this group based on whether a re
spondent’s household income in a given year was below their 
state’s Medicaid/Children’s Health Insurance Program 
(/CHIP) income eligibility threshold for their household size 
and most likely category of eligibility (ie, child, parent, or 
childless adult). Tables S1–S3 show state income eligibility 
thresholds for each year in our study. Because the ACS does 
not include detailed immigration status, we limited our ana
lysis to US citizens. The automated renewal policy was applied 
only to those whose Medicaid eligibility is determined using 
MAGI rules, which does not include disabled people and those 
65 years and older; we excluded disabled individuals from our 
analysis based on self-report of receiving Supplemental 
Security Income.4

We used variables derived from IPUMS for defining the 
health insurance unit, which is designed to model the house
hold for the purposes of eligibility for health insurance pro
grams, including Medicaid.23 Health insurance status is 
collected by self-report at the time of the interview and applies 
to the entire survey year; respondents may report multiple 
sources of health insurance. Following the approach used in 
prior studies estimating participation using ACS data, we ex
cluded individuals reporting other health insurance coverage 
and those reporting Medicaid without a known pathway to 
eligibility.4

Automated renewals
The KFF survey collects self-reported data from states annual
ly on whether they performed automated renewals and, if so, 
what percentage of Medicaid eligibility renewals were success
fully completed using the automated process (ie, <25%, 25%– 
50%, 50%–75%, >75%); Table S4 shows how states were 
classified in each study year. States performing automated re
newals are intended to attempt renewal via the automated pro
cess for all MAGI-eligible enrollees. The primary analyses 
used a binary exposure definition of whether a state reported 
performing any vs no automated renewals in a given year. In 
sensitivity analyses, alternative specifications of the exposure 
were examined, including categories corresponding to the per
centage of renewals successfully completed via automated re
newals and a binary variable for whether states successfully 
completed less than or greater than or equal to 50% of renew
als via the automated process.

Analysis
Our outcome of interest was Medicaid participation, defined 
as whether respondents we estimated to be Medicaid-eligible 
reported having Medicaid coverage in the ACS. We first exam
ined unadjusted Medicaid participation rates across several in
dividual sociodemographic and state characteristics and over 
time. Next, we examined the relationship between state adult 
and child Medicaid participation rates graphically and calcu
lated a Pearson correlation coefficient. We also examined the 
percentage of states overall and by expansion status that 
adopted automated renewals and their reported success rates 
in each year, 2015–2019.

To assess the association between the implementation of au
tomated renewals and Medicaid participation, we examined 
state participation rates by category of automated renewal 
success in 2015 and 2019, including the median and interquar
tile range of participation. We also examined the unadjusted 
participation rates by state for each state that newly adopted 
automated renewals during the study period compared with 
states that used or did not use automated renewals in all years 
of the study period.

Last, we conducted a repeat cross-sectional analysis to as
sess the association between the likelihood of Medicaid par
ticipation and the use of automated renewals at the state 
level using data from 2015–2019; our regression equation is 
available in the Supplementary Material. The main analyses 
used linear probability models that included a binary, annual
ly updated indicator for whether a state performed automated 
renewals in each year and state fixed effects to assess the 
within-state association between adoption of automated re
newals and participation. Fourteen states newly adopted auto
mated renewals during the study period, of which 9 adopted 
the policy in 2016.

The multivariable models were also adjusted for individual 
sociodemographic factors and state Medicaid program char
acteristics. Individual characteristics included age, gender, 
race/ethnicity, education, marital status, income, employment 
status, food stamp receipt, and rurality of residence. State 
characteristics included Medicaid expansion status and an in
dex of Medicaid administrative burden; whether a state per
formed automated renewals was not included in the index.24

For children, parental education and employment status 
were used. We also included an interaction term between a 
state’s automated renewal status and whether an individual 
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reported receiving food stamp benefits, given that food stamp 
data may be used in verifying a Medicaid enrollee’s income. 
Pregnancy status is not recorded in the ACS, so the models in
cluded an interaction between age group and gender. More de
tail on how the regression variables were defined is available in 
the Supplementary Material. The models also adjusted for 

state fixed effects to assess within-state changes in participa
tion with changes in automated renewal status over time, 
and calendar-year indicators to account for secular trends. 
Standard errors were clustered at the state level and all ana
lyses were adjusted for person-level survey weights.

Because participation rates are generally higher for children 
relative to adults and because many states have continuous 
coverage provisions that apply to children and not adults, ana
lyses were stratified for those 18 years and younger vs 19 years 
and above. We also stratified models between states that ex
panded and did not expand Medicaid to assess whether the as
sociation between automated renewal implementation and 
participation rates varied by expansion status. Expansion sta
tus was updated annually and was classified as of January 1 
each year. In a sensitivity analysis, we also stratified our ana
lysis by states whose Medicaid expansion status did not 
change during the study period. All analyses were performed 
using StataMP version 14 (StataCorp, College Station, TX).

Limitations
This study has several limitations. First, estimates of Medicaid 
eligibility and enrollment in the ACS could have errors, as 
states evaluate eligibility based on monthly income and the 
ACS collects annual household income measured at a single 
point in time. Insurance status, income, and household com
position are all self-reported and could be subject to error. 
We were unable to directly evaluate some characteristics (eg, 
pregnancy, immigration status, etc) that affect Medicaid eligi
bility, and our estimates are limited to US citizens. In addition, 
13 states have at least 1 year in which they were performing 
automated renewals, but the percentage of renewals success
fully completed was not reported to KFF.

We were also unable to assess other potentially important 
outcomes related to automated renewals, like continuity or 
duration of coverage or the enrollee’s experience with renew
als, such as time spent on renewal paperwork or stress associ
ated with renewal. Likewise, while we adjusted for a number 
of potential confounders at the individual and state levels, 
we did not use a quasi-experimental approach, such as a 
difference-in-differences design to assess the causal impact of 
automated renewals on participation due to limited pre-policy 
data for most states.

Results
Medicaid participation rates among nondisabled 
adults and children
Our study included an unweighted 1 039 717 person-years 
among Medicaid-eligible children and 675 546 person-years 
among Medicaid-eligible adults from 2015 to 2019, of which 
937 649 children (90.2%; 90.8% after survey adjustment) and 
478 374 adults (70.8%; 70.8% after survey adjustment) were 
enrolled in Medicaid (Table 1). National participation rates 
among adults and children were largely stable during the study 
period (Figure S1): in 2015, mean survey-adjusted participa
tion was 90.8% among children and 68.9% among adults 
(Table S5) and, in 2019, participation was 89.6% and 
70.0%, respectively (Table S6).

Across the study period, Medicaid-eligible adults who were fe
male, married, and had a child residing in the household were 
more likely to enroll in Medicaid compared with male, unmar
ried, and childless adults (77.4% vs 62.9%, 75.6% vs 69.8%, 
and 79.4% vs 66.5%, respectively; Table 1). Participation was 

Table 1. Percentage of Medicaid-eligible children and adults enrolled, by 
sociodemographic characteristics, 2015–2019.

Medicaid enrolled, %

Children  
(n = 1 039 717)

Adults  
(n = 675 546)

Age
0–5 y 92.8 —
6–12 y 91.7 —
13–18 y 86.6 —
19–34 y — 69.7
35–49 y — 71.6
50–64 y — 72.5

Sex
Female 90.8 77.4
Male 90.6 62.9

Race/ethnicity
White 89.3 70.6
Black 93.8 71.3
AI/AN 93.1 69.6
AAPI 90.0 75.9
Hispanic 90.2 69.7

Socioeconomic characteristics
<100% FPL 92.0 71.0
≥100% FPL 88.2 69.8
Food stamp recipient 96.8 85.1
Any parent with Medicaid 99.8 —
No parent with Medicaid 84.9 —
Married — 75.6
Not married — 69.8
Any child in household — 79.4
No child in household — 66.5
At least 1 parent employed 90.2 —
No parent employed 92.1 —
Employed — 71.1
Unemployed — 70.6
Not in labor force — 70.6

Parental education/education
Less than high school 87.5 69.8
High school graduate 91.9 70.1
Some college or more 91.4 72.3

State features
Expansion state 92.8 71.6
Non-expansion state 87.9 61.8
Automated renewal success rate
No automated renewals 91.6 69.4

<25% 88.4 67.5
25%–50% 91.7 75.3
50%–75% 92.3 70.9
>75% 92.7 69.9

State Medicaid administrative 
burden

Low 93.0 72.4
Medium 91.3 70.7
High 87.4 66.0

Abbreviations: AAPI, Asian American/Pacific Islander; AI/AN, American 
Indian/Alaska Native; CHIP, Children’s Health Insurance Program; FPL, 
Federal Poverty Level. 
Source: Authors’ analysis of data from the American Community Survey, 
2015–2019. Numbers (n) presented are unweighted person-years. Values 
represent proportions of the age 19–64 population enrolled who are 
estimated to be eligible for Medicaid/CHIP given their household size, 
income, and state-year of residence. Excludes those with private or other 
public health insurance. Estimates are adjusted for survey weighting.
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higher among older-aged adults (19–34 years: 69.7%; 35–49 
years: 71.6%; 50–64 years: 72.5%). There were no large racial 
differences in participation rates among adults, although 
adults identifying as Asian American/Pacific Islander (75.9%) 
had the highest Medicaid participation rates. Children with 
a parent in Medicaid were more likely to enroll compared 
with those without a parent in Medicaid (99.8% vs 84.9%; 
Table 1). For children, participation was higher among 
younger-age children (0–5 years: 92.8%; 6–12 years: 91.7%; 
13–18 years: 86.6%).

Mean participation rates were higher in Medicaid expan
sion states for adults (71.6%) and children (92.8%) compared 
with non-expansion states (adult mean: 61.8%; child mean: 
87.9%). States with low administrative burden had higher 
participation than those with high administrative burden, 
both for adults (72.4% vs 66.0%) and children (93.0% vs 
87.4%).

Across the study period, state-level adult and child 
Medicaid participation rates were correlated (r = 0.69; see 
Figure 1), although there was wider variation in adult com
pared with child participation rates. The state with the highest 
participation among adults, Massachusetts, had an average 
participation rate of 85.5% compared to 34.8% in the state 
with the lowest adult participation, Texas. Child participation 
ranged from 97.4% (Massachusetts) to 75.9% (Utah).

Automated renewals
Over time, more states began processing Medicaid eligibility 
renewals via an automated mechanism, and states reported 
performing a greater share of renewals successfully in 2019 
compared with 2015 (Figure 2). In 2015, 33.3% (n = 17) of 
states did not perform automated renewals, compared to 
5.9% in 2019 (n = 3). The share of states successfully complet
ing 50%–75% or more than 75% of renewals via an auto
mated mechanism increased from 19.6% in 2015 to 45.1% 

in 2019. Among expansion states, 28.6% (n = 8) in 2015 
and 5.9% (n = 2) in 2019 did not perform automated renewals 
compared to 39.1% (n = 9) in 2015 and 3.7% (n = 1) in 2019 
among non-expansion states. Of expansion states, 28.6% and 
55.9% had automated renewal success rates of 50%–75% or 
more than 75% in 2015 and 2019, respectively, compared 
with 8.7% and 23.5% of non-expansion states in 2015 and 
2019.

Association between participation and automated 
renewal implementation
The unadjusted relationship between category of automated 
renewal success rate and Medicaid participation in 2015 and 
in 2019 for both children and adults is shown in Figure S2. 
Figure S3 shows the unadjusted participation rate over time 
for states always performing automated renewals, never per
forming automated renewals, and each state that implemented 
automated renewals during the study period.

In adjusted analyses, the implementation of automated re
newals and Medicaid participation were not significantly asso
ciated among children (−0.12 percentage points [95% CI: 
−2.43, 2.19]) and adults (0.66 percentage points [95% CI: 
−3.30, 4.62]) (Table 2). The lack of association was consistent 
across expansion (children: 0.51 percentage points [95% CI: 
−3.26, 4.27]; adults: 0.42 percentage points [95% CI: 
−4.03, 4.88]) and non-expansion states (children: −0.91 per
centage points [95% CI: −3.17, 1.35]; adults: 1.15 percentage 
points [95% CI: −3.10, 5.40]).

In sensitivity analyses, these results were also consistent in 
analyses that used alternative specifications of the automated 
renewal variable (ie, categories of automated renewal success 
rate, <50 vs ≥50% automated renewal success rate) and in 
analyses that limited analysis to states that did not change 
Medicaid expansion status over the study period (Tables S7 
and S8).
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Figure 1. Adult and child Medicaid participation rates, by state, 2015–2019. Source: Authors’ analysis of data from the American Community Survey, 
2015–2019. Participation rates calculated from the proportion reporting Medicaid insurance of those estimated to be for Medicaid/CHIP given their 
household size, income, and state-year of residence. Excludes those with private or other public health insurance. Abbreviation: CHIP, Children’s Health 
Insurance Program.
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Discussion
Using nationally representative survey data, we found that, in 
2019, approximately 7 in 10 Medicaid-eligible adults enrolled 
in Medicaid and 9 in 10 eligible children enrolled. While partici
pation did not change substantially between 2015 and 2019, 
participation was lower among older children; younger, male, 
and unmarried adults; childless households; and those living 
in non-expansion states compared with their counterparts. A 
growing number of states implemented automated renewals 
over time, with expansion states more likely to report process
ing a greater proportion of applications successfully. We did 
not, however, find an association between the adoption of 

automated Medicaid eligibility renewals and participation rates 
in Medicaid among eligible children and adults.

Our findings contrast with prior work, which has found a 
lower risk of churning—or temporary losses of coverage— 
with the successful performance of automated renewals. One 
study using a single year of Medicaid enrollment data found 
that enrollees in both Medicaid expansion and non-expansion 
states that performed automated renewals had a lower risk of 
experiencing a churning event,19 and a descriptive analysis 
found that states with greater success at performing auto
mated renewals had lower rates of churning.25 Our study 
leveraged multiple years of data and adjusted for relevant so
ciodemographic determinants of participation, but examined 
annual Medicaid participation rates and was unable to assess 
churning or changes in Medicaid coverage during the year.

Importantly, we did not evaluate other potential outcomes 
that could be associated with automated renewals, such as im
proved coverage continuity, reduced burdens on enrollees, in
creased trust in government efficacy, or greater administrative 
efficiency for Medicaid programs. In addition, we were unable 
to fully account for other potential barriers to Medicaid partici
pation, such as limited awareness of the program or eligibility 
requirements, challenging application systems, difficulty ob
taining enrollment assistance, inability to prove income or resi
dency status, or fluctuations in income leading to temporary 
gaps in eligibility. Other work suggests that a suite of policies 
aimed at reducing administrative burdens—eliminating re- 
enrollment waiting periods, creating online enrollment and re
newal interfaces, reducing the frequency of renewals, among 
others—may be necessary to improve Medicaid participation.20

In addition, significant variability in the implementation of 
automated renewals exists and could influence the policy’s im
pact on participation. We observed that many states grew 
more successful at completing automated renewals over time, 
which may reflect improvements in process design. States have 
discretion over several aspects of the process, including the 
degree to which automated renewals require manual processing, 
the number and type of databases queried for income infor
mation, and whether and to what degree discrepancies in 

Figure 2. Reported automated renewal success rates for 50 states and Washington, DC, by expansion status, 2015–2019. Source: Kaiser Family 
Foundation (KFF) annual surveys of state Medicaid eligibility and enrollment practices.13-18 “% NR” states do not report the automated renewal success 
rates, but did perform automated renewals.

Table 2. Association between state adoption of automated renewals and 
Medicaid participation, 2015–2019.

Coefficient (95% CI), percentage 
points

P

Adults
Overall 0.66 (−3.30, 4.62) .74
Expansion states 0.42 (−4.03, 4.88) .85
Non-expansion 
states

1.15 (−3.10, 5.40) .58

Children
Overall −0.12 (−2.43, 2.19) .92
Expansion states 0.51 (−3.26, 4.27) .79
Non-expansion 

states
−0.91 (−3.17, 1.35) .41

Abbreviations: CHIP, Children’s Health Insurance Program; KFF, Kaiser 
Family Foundation. 
Source: Authors’ analysis of data from the American Community Survey and 
KFF annual surveys of state Medicaid eligibility and enrollment practices, 
2015–2019. Participation rates calculated from proportion of those 
estimated to be eligible for Medicaid/CHIP that report having Medicaid 
insurance. Excludes those with private or other public health insurance. 
Adjusted for age, gender, an age group by gender interaction, race/ethnicity, 
education, marital status, income, employment status, food stamp receipt, a 
food stamp by automated renewal interaction, rurality of residence, state 
Medicaid expansion status, state Medicaid administrative burden, and state 
and year fixed effects; for children, parental education and employment 
status were used.
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enrollee-reported and database-verified income are tolerated.26

It is also possible that the automated renewal process could be 
used in a way that dampens participation and enrollment. 
States may periodically check available data on enrollees; if a 
change in income is identified, the enrollee must go through an
other eligibility redetermination, regardless of how recently it 
was performed.27 In this way, building stronger ties to income 
databases—as the automated renewal process requires—could 
lead to increased disenrollment of Medicaid beneficiaries if a 
state chooses to perform and act on periodic data checks.

Other state actions in the renewal process could also have 
affected our findings. States may have compensatory mecha
nisms in place to protect participation if they do not perform 
automated renewals or if an attempted automated renewal is 
unsuccessful. Medicaid agencies have long processed eligibil
ity renewals without the assistance of third-party data and 
may therefore be able to do so as efficiently as if they were au
tomated. If a renewal cannot be processed automatically, 
states also dictate the subsequent attempt at manual renewal, 
including how enrollee outreach is performed, the methods by 
which an enrollee can return a request for information (eg, by 
phone, in-person, by mail, online), and whether a renewal 
form pre-populated with enrollee information is sent.

We also found that Medicaid participation varied widely 
across states and individual characteristics. Medicaid expan
sion states had higher participation rates than non-expansion 
states, consistent with prior work.3 Adults had lower and 
more variable participation rates across states than for chil
dren and those with less formal education and lower income 
had lower participation rates. Similar to our findings, work 
performed both before and after the ACA found that female 
respondents, parents, and those with other eligible family 
members had higher Medicaid participation.2-4 This under
standing can help outreach efforts better target eligible indi
viduals with a lower propensity to enroll or remain enrolled.

State processes for improving the success rate of automated re
newals for eligible beneficiaries are especially relevant with the 
recent unwinding of the PHE and its restriction on disenrolling 
Medicaid beneficiaries. In processing the large backlog of renew
als, states used the automated renewal mechanism to reduce the 
number of “procedural denials”—disenrollments that occur not 
because someone has been deemed to be ineligible but because 
the state is unable to confirm ongoing eligibility. This may hap
pen if the state has incorrect address information, an enrollee is 
unable to return a request for information, or if manual process
ing errors occur. However, the rate of pre-pandemic procedural 
denials has been found to be higher in states that report greater 
automated renewal success rates.28 Indeed, since unwinding be
gan in April 2023, over 10 million people have been disenrolled 
for Medicaid as of November 2023, with an estimated 71% of 
those being terminated for procedural reasons.29 In some states, 
automated renewals were initially processed at the household 
level, which led to inappropriate disenrollment of children 
whose Medicaid eligibility thresholds were higher than adults 
in the same household.30 Our findings using pre-pandemic 
data are consistent with these reports, which suggest that 
nuanced attention to the details of the automated renewal pro
cess is necessary to achieve the policy’s intended goal.31

Conclusion
Medicaid participation varies widely across eligibility groups, 
states, and individual sociodemographic characteristics, 

including gender and parental status. This variation may reflect, 
in part, differences in administrative barriers to getting and 
maintaining coverage. Implementation of an automated 
Medicaid eligibility renewal process designed to improve cover
age continuity was not associated with increased program par
ticipation among Medicaid-eligible children and adults during 
the pre-pandemic era. As the PHE unwinding concludes, states 
may need to invest in multifaceted efforts—including and going 
beyond the automated renewal process—to ensure that the 
Medicaid-eligible individuals enroll and remain enrolled.
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