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Significance

Policymakers and academics 
alike tend to focus on the share 
of Americans who do not have 
health insurance. Yet, many 
insured Americans are at risk of 
losing their coverage. 
We estimate that although only 
12.5% of under-65 Americans 
were uninsured at any given 
point in time, twice as many—
one in four—were uninsured at 
some point over a 2-y period. 
Moreover, the risk of an insured 
individual losing coverage barely 
declined after the passage of the 
landmark 2010 Affordable Care 
Act. These observations point to 
the much broader impact of the 
lack of universal health insurance 
coverage and indicate that 
coverage uncertainty—in 
addition to lack of insurance—
should be an important object of 
attention.
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The risk of losing health insurance in the United States is large, 
and remained so after the Affordable Care Act
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Health insurance coverage in the United States is highly uncertain. In the post-Affordable 
Care Act (ACA), pre-COVID United States, we estimate that while 12.5% of individuals 
under 65 are uninsured at a point in time, twice as many—one in four—are uninsured 
at some point over a 2-y period. Moreover, the risk of losing insurance remained virtually 
unchanged with the introduction of the landmark ACA. Risk of insurance loss is particularly 
high for those with health insurance through Medicaid or private exchanges; they have a 
20% chance of losing coverage at some point over a 2-y period, compared to 8.5% for those 
with employer-provided coverage. Those who lose insurance can experience prolonged 
periods without coverage; about half are still uninsured 6 mo later, and almost one-quarter 
are uninsured for the subsequent 2 y. These facts suggest that research and policy attention 
should focus not only on the “headline number” of the share of the population uninsured 
at a point in time, but also on the stability and certainty (or lack thereof) of being insured.

health insurance | uncertainty | universal coverage | United States

The United States is the only high-income country without universal coverage. This has 
prompted considerable policy and academic attention on the share of people in the United 
States who are uninsured, the costs and benefits of providing them with insurance, and 
the relative merits of various potential policies that might cover the uninsured.

In this paper, we focus on another, inevitable consequence of the lack of universal 
coverage, which has received considerably less attention: the risk that the currently insured 
may become uninsured. We use data from the Medical Expenditure Panel Survey that 
covers the time period after the landmark Affordable Care Act (ACA) and before the 
COVID-19 pandemic—from 2014 to 2019—as well as the period 2007 to 2013 prior 
to the ACA. We focus on individuals under 65. We estimate that although only 12.5% 
were uninsured in any given month in the post-ACA period, twice as many—one in 
four—were uninsured at some point over a 2-y period. Moreover, although the risk of 
being uninsured in any given month fell substantially after the ACA—from 20 to 12.5%—
the risk of an insured individual losing coverage barely declined. These results underscore 
how policies that increase the share of people with insurance at a point in time do not 
necessarily increase the stability and certainty associated with having insurance.

In the post-ACA period, we also document that the risk of insurance loss is particularly 
pronounced among those with health insurance through Medicaid or the health insurance 
exchanges, two forms of coverage that were greatly increased by the ACA. Those with 
Medicaid or insurance through the exchanges have about a 20% chance of losing coverage 
at some point over a 2-y period, compared to 8.5% for those with employer-provided 
coverage. Moreover, for those who lose insurance coverage, the subsequent period without 
insurance can be prolonged. About half of those who lose coverage remain uninsured for 
at least 6 mo, and almost one-quarter remain uninsured for at least 2 y.

Perversely, we find that US health insurance coverage—whose very purpose is to provide 
a measure of certainty in an uncertain world—is itself highly uncertain. The risk of losing 
insurance reduces its value for risk-averse individuals. It also creates the potential for 
suboptimal medical choices as individuals may suboptimally shift the timing of their 
medical treatments to align with when they have insurance coverage. They may also seek 
treatment under the mistaken impression that they have coverage, or forego treatment 
under the mistaken impression that they do not. Our findings suggest that these issues 
should receive more attention both from academic research and public policy.

The rest of the paper proceeds as follows. Section 1 describes the data, Section 2 presents 
the results, and Section 3 concludes with a discussion of some implications and directions 
for further work.

1.  Data

We focus on the under-65 population, as everyone aged 65 and older is covered by Medicare. 
This makes the elderly the only group (in the United States) who does not face the risk of 

https://creativecommons.org/licenses/by-nc-nd/4.0/
https://creativecommons.org/licenses/by-nc-nd/4.0/
https://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:afink@mit.edu
https://www.pnas.org/lookup/suppl/doi:10.1073/pnas.2222100120/-/DCSupplemental
https://www.pnas.org/lookup/suppl/doi:10.1073/pnas.2222100120/-/DCSupplemental
https://orcid.org/0000-0003-3349-5356
mailto:
http://crossmark.crossref.org/dialog/?doi=10.1073/pnas.2222100120&domain=pdf&date_stamp=2023-4-19


2 of 7   https://doi.org/10.1073/pnas.2222100120� pnas.org

losing their insurance coverage. Supplementary Information provides 
more detail on our analysis samples and variable construction.

Our primary analysis uses the Medical Expenditure Panel 
Survey (MEPS), a nationally representative annual survey con-
ducted by the Agency for Healthcare Research and Quality at the 
Department of Health and Human Services. The survey is struc-
tured around overlapping cohorts. Each year, a new cohort is 
surveyed over five rounds of interviews, which are roughly equally 
spaced over a period of two calendar years, thus creating a 1-y 
overlap with the next cohort. With these two cohorts, the MEPS 
interviews approximately 15,000 households annually. The data 
are drawn primarily from interviews with household respondents 
who provide information on behalf of all household members.

Our analysis draws on twelve consecutive MEPS cohorts, from 
the 2007 to 2008 cohort through the 2018 to 2019 cohort. We 
focus primarily on what we refer to as the “post-ACA” sample, 
which includes five MEPS cohorts, starting with the 2014 to 2015 
cohort and extending through the 2018 to 2019 cohort; we delib-
erately stop the analysis in 2019 to avoid any potential impacts 
of COVID-19. We also compare results with a “pre-ACA” sample, 
which includes six cohorts (the 2007 to 2008 cohort through the 
2012 to 2013 cohort).*

For each cohort, we restrict the sample to individuals who 
respond to all the five survey waves, who are at least 2 y old and 
less than 65 y old by the end of the second survey year, and who 
have nonmissing information on insurance in every survey wave. 
The resultant post-ACA sample consists of 59,784 unique 
individuals.

Our key variable of interest is an individual’s insurance cover-
age. This is reported on a monthly basis, based on interview 
answers which ask the respondents about health insurance cover-
age each month over the reference period, which is typically the 
previous 4 to 5 mo. The data also contain information on the 
source of insurance coverage—such as Medicaid, employer pro-
vided, or private exchange—as well as additional demographics 
including race, ethnicity, education, and medical history.†

Our post-ACA analysis sample is roughly evenly split between 
individuals under 18, 18 to 30, 31 to 50, and 50 to 64. Fifty-eight 
percent of the individuals in the sample are White, 20% are 
Hispanic, 13% are Black, and 6% are Asian or Pacific Islanders.‡ 
For the sample that is 18 and over, about 35% have a college 
degree or higher, and about 53% have a high school degree or 
GED as their highest degree completed. About one-quarter of the 
sample reports a prior diagnosis of high blood pressure, diabetes, 
coronary heart disease, stroke, or heart attack (with high blood 
pressure being, by far, the most common condition).§

Of those who report being insured in the first survey month, 
about two-thirds have private health insurance provided by an 
employer or union, about one-fifth have Medicaid, and about 3% 
have insurance through the ACA private exchanges. The remaining 
few had insurance through other forms of public coverage, such 
as Medicare coverage for the disabled.¶ All of these individuals 
face the risk of insurance loss.

To complement and crossvalidate our primary analysis in the 
MEPS, we also use data from the Survey of Income and Program 
Participation (SIPP). The SIPP is a multiyear panel survey of the 
civilian noninstitutionalized population, conducted by the US 
Census Bureau. The SIPP has undergone several revisions in its 
history; the most recent design is overlapping 4-y panels that begin 
each year and have an annual interview frequency. Our SIPP 
analysis relies on the cohort that covers 2017 to 2020,# although 
we use only its first 3 y (2017 to 2019), prior to COVID-19. After 
making similar sample restrictions to those we made for the MEPS 
data, our sample consists of 14,876 unique individuals. The demo-
graphic characteristics of the sample are similar to those in the 
MEPS. The primary advantage of the SIPP is that it allows us to 
extend the time frame over which we analyze insurance uncer-
tainty from 2 y to 3 y. However, the change in its structure from 
quarterly interviews to annual interviews starting in 2014 makes 
it difficult to use it to compare changes in insurance uncertainty 
before and after the implementation of the ACA in 2014; the 
annual interviews also raise concerns about recall bias in monthly 
insurance coverage over the course of the previous year (1).

2.  Results

2.1  Insurance Churn. The top panel of Fig.  1 illustrates the 
importance of considering the dynamics of insurance coverage, 
rather than treating insurance—or the lack thereof—as a static 
condition. For each of the five post-ACA MEPS cohorts, we 
graph the share of the population who experiences a period 
without insurance over different measurement periods, from 
1  mo to 24  mo. Because individuals gain, lose, and regain 
insurance, the time period over which we look at the lack of 
insurance substantially impacts its measurement. For example, 
in the latest cohort (2018 to 2019), 11.2% are uninsured in 
any given month, 16.9% are uninsured at some point over a 
1-y period, and 22.8% are uninsured at some point over a 2-y 
period. On average, across the cohorts, we estimate that 12.5% 
are uninsured in any given month, but 18.9% are uninsured 
at some point over a 1-y period, and 25% are uninsured at 
some point over a 2-y period. Another way to capture the 
dynamic nature of insurance coverage is to note that over a 2-y 
period, while only 6.5% of the population never has insurance, 
almost one-in-five individuals (18.5%) experience a month or 
more without insurance coverage (not shown). These types of 
patterns underscore that the oft-quoted “rate” of people without 
insurance (at a given point in time) does not fully capture the 
lack of insurance coverage in the United States.

The bottom panel of Fig. 1 uses the 2017 to 2019 SIPP to look 
at the share of the population who experiences some time without 
insurance over measurement periods of up to 3 y. For comparison, 
we also show the comparable statistics for the 2017 to 2018 and 
2018 to 2019 MEPS cohorts. For any given measurement period, 
the share who experience some time without insurance is slightly 
lower in the SIPP than that in the MEPS. For example, at 24 mo, 
20% of people in the SIPP have experienced some time without 
insurance, compared to about 23% in the corresponding MEPS 
cohorts. However, the SIPP shows the same pattern of a doubling 
of the share without insurance as we move from 1 mo (10%) to 
2 y (20%). Over the subsequent (third) year, the share who expe-
rience some time without insurance grows more slowly, so that by 
3 y, it is about 22%. This suggests that our 2-y measurement 

*We exclude the 2013-2014 MEPS cohort as it spans the implementation of the ACA. Open 
enrollment on the ACA exchanges began in October 2013, with coverage starting in January 
1, 2014. January 1, 2014, was also when the Medicaid expansions under the ACA came into 
effect (20).
†Following the approach of the US Census Bureau (2), we allow individuals to have multiple 
insurance types, and double count such individuals when creating statistics by type of 
coverage. About 1% of the sample reports having multiple types of insurance coverage 
in a given month.
‡All reported statistics use survey weights. See SI Appendix for more details.
§We define an individual as having a prior diagnosis for a health condition if in the first 
survey year they report ever having received a diagnosis for that condition, and the age at 
which they report receiving that diagnosis is younger than their age in their first interview.

¶The shares with different types of insurance coverage that we find are typical to what is 
reported from other data (21).
#This is the first SIPP cohort to have this new structure. It is referred to as the “2018 SIPP 
Panel.”

http://www.pnas.org/lookup/doi/10.1073/pnas.2222100120#supplementary-materials
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period in our primary MEPS analysis captures a large share of the 
insurance fluctuations.|| The leveling-off of the risk of insurance 
loss after 2 y also suggests that the risk is concentrated in a subset 
of the population, a hypothesis we now explore.

2.2  Risk of Insurance Loss.  Fig. 2 examines changes after the 
introduction of the ACA in the share uninsured at a point in 
time and in the 2-y risk of insurance loss among those insured 
in the first survey month. Specifically, we report the average 
share uninsured in any given month, and the share of individuals 
who were insured in the first survey month who lose coverage 
at some point over the 2-y survey, separately for our post-ACA 

and pre-ACA MEPS cohorts. The results indicate that while the 
ACA has had a very large effect on the share without insurance 
at a point in time, its effect on insurance uncertainty has been 
minimal. Specifically, the share uninsured in any given month fell 
from 20% before the ACA to 12.5% after it. However, the share 
of the insured who lose coverage over a 2-y period remained very 
similar: 14% before the ACA compared to 12% after.

One reason that the risk of insurance loss among the insured 
does not decline noticeably after the ACA is that the major 
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Fig.  1. Share without insurance over different length measurement 
periods. Figures display the average share of individuals under age 65 who 
are uninsured at some point over the number of consecutive months shown 
on the x-axis. Panel (A) plots data for the MEPS cohorts from 2014 to 2015 
(N = 12,725), 2015 to 16 (N = 13,434), 2016 to 17 (N = 12,259), 2017 to 18 
(N = 10,995), and 2018 to 2019 (N = 10,371). “All cohorts” shows the simple 
average across these five cohorts. Panel (B) plots the same statistic using data 
from the SIPP, which spans the 36 mo of 2017 to 2019 (N = 14,893), alongside 
the 2017 to 2018 and 2018 to 2019 MEPS cohorts for reference. For inclusion in 
the sample, individuals must have observed insurance status and be alive for 
all survey months. As a result, the sample is limited to individuals in the MEPS 
who are 2 to 64 by the end of the second survey year in the MEPS sample and 
to individuals in the SIPP who are 3 to 64 by the end of the third survey year. 
The appropriate longitudinal weights are applied to each survey.
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Fig. 2. Average share uninsured and 2-y risk of insurance loss. Figure displays 
the average share uninsured in any given month and the 2-y risk of insurance 
loss, before and after the implementation of the ACA. We measure the risk 
of insurance loss by restricting the sample to individuals who are insured in 
the first survey month and then estimate the share of those initially insured 
individuals who are uninsured at some point over the 2-y survey. Data 
are drawn from the MEPS. The “pre-ACA” period pools the six 2-y cohorts 
which begin in the years 2007 through 2012 (N = 78,788). The “post-ACA” 
period pools the five 2-y cohorts which begin in the years 2014 through 2018  
(N = 59,784). We exclude the “partially treated” 2-y cohort which begins in 
2013. Longitudinal weights are applied.
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Fig. 3. Probability of insurance loss by initial insurance type. Figure reports, 
among individuals who are insured in the first survey month, the percentage 
of individuals who will be uninsured at some point during the subsequent 
23 mo, before and after the implementation of the ACA. The figure displays 
three subgroups based on the type of insurance they have in the first survey 
month: Medicaid, employer-provided insurance, or insurance through the 
private exchanges (which were available only after the implementation of 
the ACA). We measure the risk of insurance loss by restricting the sample to 
individuals who are insured in the first survey month and then estimate the 
share of those initially insured individuals who are uninsured at some point 
over the 2-y survey. Data are drawn from the MEPS. The “pre-ACA” period pools 
the six 2-y cohorts which begin in the years 2007 through 2012 (N = 78,788). 
The “post-ACA” period pools the five 2-y cohorts which begin in the years 2014 
through 2018 (N = 59,784). We exclude the “partially treated” 2-y cohort which 
begins in 2013. Longitudinal weights are applied throughout.

||We suspect that there are two possible sources of the slight kinks apparent at 12 and 
24 mo in the SIPP data. One is that it reflects recall bias over the 1-y “look-back period,” 
with individuals more likely to remember insurance coverage that they have had more 
recently. Another is that there was substantial attrition in the data covering 2018 and 2019, 
due to a lapse of funding in 2019 and the 2020 pandemic, respectively (22, 23). In principle, 
the SIPP survey weights are designed to address this attrition.
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sources of gains in insurance coverage from the ACA came from 
expanded coverage of Medicaid and the introduction of the 
private health insurance exchanges, two sources of insurance 
with particularly high rates of insurance uncertainty. Fig. 3 
illustrates how the risk of insurance loss varies by type of insur-
ance coverage. It is considerably higher for individuals with 
Medicaid coverage (both pre- ACA and post-ACA) or insurance 
through the private exchange (only available post ACA) than 
that for individuals with employer-provided coverage. For exam-
ple, post ACA, both those with Medicaid and those with insur-
ance through the private exchanges have about a 20% chance 
of losing coverage at some point over a 2-y period compared to 
only an 8.5% chance for those with employer-provided cover-
age. Still, even college-educated workers with employer-provided 
coverage have a 6% chance of losing insurance over a 2-y period 
(not shown).**

Fig. 4 shows how the post-ACA risk of insurance loss varies 
across demographic groups. For comparison, it also shows the 
share of each demographic group that is uninsured in an average 

month. As has been well documented (2–4), the share without 
insurance in a given month varies dramatically across groups, 
with considerably higher rates for those with less education and 
those who are non-White, and considerably lower rates for chil-
dren. In general, groups that have a higher share without insur-
ance in a given month tend to also have a higher risk among 
the insured of losing insurance, but there are some notable 
exceptions. For example, among Hispanic people, the share 
uninsured in an average month is quite high (23%, compared 
to 15% for Black Americans and 9% for White Americans), 
but the share of the insured who lose their insurance is quite 
similar for Hispanic people and Black people (16% and 15%, 
respectively).

2.3  Duration of Lack of Insurance after Losing Coverage. To 
explore the dynamics of insurance loss more granularly, Fig. 5 
restricts attention to the subset of individuals who are insured 
at the beginning of the survey but then lose insurance in some 
subsequent month.†† For each individual, we take the first month 
they are observed without insurance and plot the share who 
remain uninsured in subsequent months. The figure indicates that 
most individuals who are uninsured at a point in time remain 
uninsured for multiple consecutive months, both before and after 
the implementation of the ACA. At least half of those who are 
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Fig. 4. Post-ACA average share uninsured and 2-y risk of insurance loss, by demographics. Figure displays the average share uninsured in any given month 
and the 2-y risk of insurance loss by various demographics. We measure that risk of insurance loss by restricting the sample to individuals who are insured in 
the first survey month and then estimate the share of those initially insured individuals who are uninsured at some point over the 2-y survey. Data are from 
the five 2-y post-ACA MEPS cohorts. SI Appendix, Table S2 displays summary statistics for the demographic groups shown. Panel (A) presents subgroup analysis 
by education; (B) by race; (C) by age groups; and (D) by those with and without a prior diagnosis of coronary heart disease, diabetes, high blood pressure, heart 
attack, or stroke. Longitudinal weights are applied throughout. N = 59,784.

**In light of the expansion of Medicaid under the ACA, the high risk of insurance loss among 
those with Medicaid raises the question of how much the small, overall change post-ACA 
in the likelihood of insurance loss is affected by changes in insurance mix among the 
insured. In practice, we find that it makes little difference. In particular, in Fig. 2, we esti-
mated that the 2-y risk of losing insurance is 14% pre-ACA and 11.7% post ACA. These 
numbers are very similar (13.6% and 11.4%, respectively) when we remove “other insur-
ance,” which has a similar share of approximately 8% in both periods. When we then hold 
the insurance composition fixed at the pre-ACA level, the post-ACA risk of 2-y insurance 
loss falls only slightly, from 11.4 to 10.5%. ††This share is 11.5% in the pre-ACA sample and 10.4% in the post-ACA sample.

http://www.pnas.org/lookup/doi/10.1073/pnas.2222100120#supplementary-materials
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uninsured at a point in time remain uninsured 6 mo later, and 
over one-fifth are still uninsured 23 mo later.

 Fig. 6 presents these patterns separately for different demo-
graphic groups post ACA. Among those who lose insurance, the 
length of the subsequent spell without insurance is shorter for 
children and longer for those with less education, those who are 
Hispanic, and those with insurance through ACA exchanges.

3.  Discussion

Despite the term’s common use, the notion of “the uninsured” is 
conceptually imprecise. Having insurance coverage—or not hav-
ing it—is a dynamic condition. Because individuals gain, lose, 
and regain insurance, the time period over which we define insur-
ance coverage can impact its measurement.

Our findings suggest that this impact can be substantial; a con-
siderable fraction of the population is transiently uninsured, rather 
than “permanently” uninsured. There is notable heterogeneity in 
the risk of losing coverage—with particularly high rates of insur-
ance loss among those with Medicaid coverage or insurance 
through the ACA exchanges compared to those with 
employer-provided coverage—but the risk of insurance loss is 
substantial for all groups. So too is the risk of a lengthy spell 
without coverage following the loss of insurance. Yet, most of the 
policy and academic attention has focused on the share of indi-
viduals who are uninsured at a point in time.

There has, of course, been some prior work on insurance uncer-
tainty. For example, Cutler and Gelber (5) use data from the 
Survey of Income and Program Participation (SIPP) for several 
years in the early 1980s and the early 2000s to examine insurance 
uncertainty, and Collins, Bhupal, and Doty (6) use data from the 
Commonwealth Fund’s Biennial Survey to track how people’s 
insurance status varies within the year. Most closely related to our 
work, Gai and Jones (1) use the MEPS to examine insurance 
instability during 2006 to 2016. Where comparable, our findings 
are consistent with this past work, which we extend to document 

that the share of individuals who risk losing insurance over a 2-y 
period did not noticeably decline after the ACA.

There are a variety of factors behind the insurance loss we doc-
ument. Individuals can lose employer-provided coverage when 
the policyholder retires, loses their job, or switches to a job that 
does not offer coverage. In such instances, they are allowed to 
continue their previous health insurance coverage for up to 18 mo, 
but only if they pay the full price of that coverage (7, 8). In prac-
tice, the use of this coverage—known as “COBRA”—appears to 
be quite rare. For example, in 2017, 11 million adults were unem-
ployed and only 130,000 had COBRA (9). Individuals can lose 
Medicaid coverage for a variety of reasons: if their income increases 
above the eligibility threshold, if they age into an eligibility cate-
gory with a lower income-eligibility threshold, or if they move to 
a state with different eligibility rules. A change in health status 
can also prompt loss of Medicaid. For example, Medicaid is avail-
able to pregnant women higher up the income distribution than 
it is for nonpregnant women, and as a result many women lose 
coverage postpartum (10, 11). More niche examples include loss 
of Medicaid coverage when one is successfully treated for a disease 
for which Medicaid has expanded eligibility, such as breast or 
cervical cancer (12). Individuals can also lose Medicaid coverage 
even while they remain eligible for Medicaid since enrollees are 
required to periodically refile forms—often every year—to verify 
their continued eligibility (13). Failure to recertify is therefore yet 
another source of potential insurance loss.

Empirical work is needed on the relative quantitative impor-
tance of these various potential sources of insurance loss. The 
limited academic literature on the causes of health insurance loss 
has tended to focus on the potential for strategic enrollment and 
disenrollment timed around health events (14–16). In other set-
tings, such as the Supplemental Nutrition Assistance Program 
(SNAP), there is also evidence of inadvertent disenrollment arising 
from a failure to recertify eligibility (17). Naturally, the conse-
quences of insurance coverage loss will depend in part on whether 
it is a strategic choice (such as dropping coverage when one is 
healthy), an inadvertent error (such as failing to refile the forms 
to stay enrolled), or a factor beyond the individual’s control (such 
as the loss of a job).

There is relatively little work on the empirical consequences 
of the substantial, post-ACA health insurance uncertainty that 
we have documented. Conceptually, there are three main poten-
tial adverse consequences of insurance uncertainty. The first is 
that the risk of losing coverage decreases the value of coverage 
for the currently insured. This is a staple of economic theory. 
The purpose of insurance is to provide risk-averse individuals 
with a hedge against the risk of having to cut back on one’s 
consumption due to unanticipated expenses, such as large med-
ical bills. Since the purpose of insurance is to reduce exposure 
to risk, introducing risk of insurance coverage itself is subopti-
mal. A second potential consequence of time-varying insurance 
coverage is that individuals may inefficiently retime important 
medical procedures. They may, for example, delay needed med-
ical care until they have coverage again, or overconsume certain 
medical treatments “prematurely” given the potential risk of 
future insurance loss. Finally, the instability of insurance cov-
erage and insurance eligibility within an individual over time 
may lead individuals to have imperfect information about the 
correct status of their coverage. This could lead individuals to 
not get important medical care because they are under the mis-
taken impression that they must pay for the entire cost them-
selves, or may get medical care because they believe that it is 
covered, only to be unpleasantly surprised by a large bill.
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Fig. 5. Duration of period without insurance following insurance loss. Figure 
displays the share remaining uninsured after various periods following 
insurance loss. Figures plot estimates at 2, 6, 12, and 23 mo. Spells are defined 
as the first consecutive period with insurance observed for individuals who 
begin the survey insured (i.e., who lose insurance in time we observe). Only 
an individual’s first spell of insurance loss is used. Data are drawn from the 
MEPS. The “pre-ACA” period pools the six 2-y cohorts which begin in the years 
2007 through 2012 (N = 78,788). The “post-ACA” period pools the five 2-y 
cohorts which begin in the years 2014 through 2018 (N = 59,784). We exclude 
the “partially treated” 2-y cohort which begins in 2013. Longitudinal weights 
are applied.
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The quantitative consequences of insurance loss will depend 
on a number of empirical factors on which we need more evi-
dence. These include how correlated insurance loss is with adverse 
health events, and how possible it is to intertemporally substitute 

when medical treatments occur. Some treatments, such as dental 
care, may be relatively inconsequential to delay (18), while in 
other cases, they may be more consequential, such as delays in 
beginning oncology treatment. Further attention to these factors, 
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Fig. 6. Post-ACA duration of period without insurance following insurance loss, by demographics. Figure displays the share remaining uninsured after various 
periods following insurance loss. Data are from the five 2-y post-ACA MEPS cohorts. Figures plot estimates at 2, 6, 12, and 23 mo. Spells are defined as the first 
consecutive period with insurance observed for individuals who begin the survey insured (i.e., who lose insurance in time we observe). Only an individual’s first 
spell of insurance loss is used. Figure uses the full sample of individuals who are insured in the first survey month and then lose coverage during the 2-y period, 
with each panel (A-E) splitting that sample by education; race; age; type of insurance in the first survey month; and with or without a prior diagnosis of coronary 
heart disease, diabetes, high blood pressure, heart attack, or stroke. N = 6,185.
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and more generally to the existence and nature of insurance uncer-
tainty, will be valuable.

Data, Materials, and Software Availability. Publicly available survey data 
from MEPS and SIPP data have been deposited in ICPSR (19).
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