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Abstract
During the coronavirus disease 2019 (COVID-19) public health emergency (PHE), states were barred from disenrolling anyone from Medicaid 
unless the beneficiary asked to be disenrolled, moved out of state, or died. Coverage increased, but as the PHE ends an estimated 7 million 
eligible Americans are expected to lose insurance due to difficulty navigating the renewal process. The end of the PHE therefore offers state 
policymakers a chance to reassess the value of such administrative burdens as a variety of policy tools are available to mitigate these losses. 
We inform this discussion via a national survey that captures public preferences around administrative burdens in public health insurance. We 
find strong public support for burden-reduction techniques that minimize coverage losses such as using administrative data to shift burdens 
onto the state and better outreach and communication, with an average of 74% of respondents supporting each policy tool. This support 
holds across the ideological spectrum and demographic groups, but it is stronger among liberals than conservatives, for those with more 
direct experience of burdens, those who struggle with such burdens, and for those with lower racial prejudice.
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Introduction
Administrative rules and requirements are a basic component 
of a modern welfare state around the world,1 justified as en
suring standardized treatment and minimizing fraud by limit
ing access to those eligible.2 However, at times, such 
requirements may evolve into an unreasonable burden that 
prevent eligible individuals receiving benefits that they are le
gally entitled to.3-7 As a result, key public services may not 
reach the target population, becoming less effective while im
posing substantial costs on the individuals affected. While 
complaints about administrative frustrations may be com
mon, we know little of how the public thinks about efforts 
to reduce burden.

Administrative requirements and their policy implications 
have gained significant attention over the last several years 
due to the coronavirus disease 2019 (COVID-19) pandemic, 
which posed significant health and policy challenges for gov
ernments worldwide. In the United States, as elsewhere, the 
pandemic generated extraordinary policy experimentation, 
causing citizens and policymakers alike to reexamine some 
core assumptions about not just the type of policies that are 
needed but how they are delivered. Unsurprisingly, much in
novation occurred in the domain of health policy.8,9

Two of the primary vehicles for change were the Families 
First Coronavirus Response Act (FFCRA)10 as well as re
peated declarations of public health emergency (PHE) by 
both the Trump and Biden Administrations.11 The PHE allows 

the federal government to take certain discretionary policy ac
tions that would otherwise not be allowed under federal 
law.12 In response to the substantial needs that Americans in
curred as a result of the pandemic, federal and state governments 
sought to reduce the burdens associated with health insurance 
enrollment and maintenance. A particular focus has been on 
the Medicaid program, the US program for low-income individ
uals and families as well as children, pregnant women, and eli
gible aged, blind, or disabled people whose income is 
insufficient to meet the cost of necessary medical services.13

For example, as a condition of increased COVID-19 federal 
matching funds for Medicaid, states were barred from reducing 
eligibility, making enrollment processes more difficult, or invol
untarily disenrolling anyone for the duration of the PHE.14,15 As 
a result, public health insurance climbed to record levels, with a 
30% increase in Medicaid coverage alone.11

As the PHE expires, state policymakers are poised to re
deploy a series of administrative burdens by asking people 
to navigate complex bureaucracy, fill out confusing paper
work, track down documentation, or spend more resources 
to travel to appointments or paying for help filling out forms.7

The end of the PHE has two potential effects. First, many 
eligible individuals will lose public health insurance they are 
entitled to, as overwhelmed states and the public come to 
terms with unfamiliar processes and workloads.16 More 
than 7 million Americans are predicted to lose insurance 
coverage due to the difficulty navigating the renewal process 
and other administrative issues despite being eligible for public 
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coverage either in the Medicaid program itself or the 
Affordable Care Act (ACA) marketplaces.17

The second potential effect of the end of the PHE will be to 
recalibrate access to public health insurance programs. Will 
states revert to the old administrative processes they had in 
place prior to the PHE and reimpose burdens on potential 
beneficiaries? Such processes led to a decline in insurance 
coverage for children in the years immediately before the pan
demic.18 Or will states adopt evidence-based tools5 that make 
access easier, by shifting burdens away from citizens and im
proving outreach?

At this point, it is unclear which of these two potential ef
fects will prevail. On the one hand, states have been required 
to plan for the unwinding, but were allowed significant discre
tion, especially in the long run. In late 2022, Congress passed 
an omnibus bill that would allow states to begin processing 
Medicaid redeterminations by April 1st, phasing out the in
creased matching rate until the end of 2023.11 States have 
been encouraged by the federal government to use techniques 
to reduce burdens, by, for example, using administrative data 
to automatically re-enroll people who are clearly eligible (“ex 
parte processes”).19 On the other hand, much remains to be 
done. For example, the Kaiser Family Foundation reported 
that only eleven states were completing 50% or more of re
newals using ex parte processes.14,15 To support states in these 
efforts, the new legislation maintains incentives in place to en
courage states to limit burdens, ensuring they have up-to-date 
contact information, engage in active outreach before disen
rolling anyone, and not make eligibility or processes more re
strictive. Crucially, a recent study indicates that almost two in 
three adults with family Medicaid enrollment were unaware of 
the resumption of Medicaid redeterminations.20

As states choose how they manage the unwinding of the 
PHE, it is important to better understand how Americans 
think about these policy actions. While there is much evidence 
about public support for health policies and eligibility, we 
know little about public attitudes about administrative bar
riers that are consequential to access. Does the public want a 
return to the status quo, or do they support more active efforts 
to shift burdens away from citizens? To address this question, 
and to understand whether raising the salience of certain as
pects of the PHE affects American public opinion, we fielded 
a large (N = 4157) preregistered national survey in late 2022 
and early 2023. The survey queried respondents about nine 
specific policies intended to reduce burdens in the wake of 
the PHE that also included a survey experiment highlighting 
various detrimental effects of the unwinding.

Administrative burdens and health
Administrative burdens are the frictions that people encounter 
in the implementation of public services, which can include 
learning about such administrative processes, completing forms 
and documentation requirements, and the associated psycho
logical costs.3 Such frictions can play a significant role in limit
ing access to public services.21,22 Burdens can harm health in 
multiple ways, most obviously by restricting access to the ben
efits of health-protective programs, such as health insurance or 
safety net supports,23,24 or health services.25

One particular claim of administrative burden theory is that 
as burdens are costly to overcome—requiring not just time but 
also financial resources, cognitive skills, or administrative lit
eracy—they represent a bigger barrier for those with fewer 

resources and thus disproportionately hurt the disadvan
taged.26 As a result, burdens can exacerbate underlying sour
ces of inequality.27 For example, burdens that saw lower 
enrollment for children in public insurance had disproportion
ate effects on families where parents lacked a college degree or 
held Hispanic or immigrant status.9 Burdens have also long 
been associated with reduced enrollment in programs like 
Medicaid,28,29 and the Children’s Health Insurance Program 
(CHIP).30 They can also explain highly divergent take-up rates 
of benefits that exacerbate societal inequities.31-33

Importantly, such administrative burdens can be opaque be
cause they are complex, dull, and difficult to understand both 
in terms of their processes and outcomes. This allows them to 
serve as a form of “policymaking by other means”: policymakers 
sometimes allow such burdens to exist because of a lack of 
understanding of their impact, or even actively use them to limit 
access in ways that are less visible and politically costly than 
changes to program eligibility.3 Changes that reduce eligibility 
generally require legislation, drawing public attention, if not op
position, and with little doubt about their effects. By contrast, 
the public is less likely to be attentive to technical details during 
implementation, such as longer forms, mail-based renewal proc
esses, or requirements for documentation, which nonetheless can 
carry with them substantial consequences.

Lack of systematic analytical attention to burdens in policy 
analysis, media coverage, or political debate helps to explain 
why such hassles can be both widely acknowledged—most 
of us have a story of dealing with frustrating government proc
esses—but nonetheless remain unaddressed. Without such at
tention, it is easier for policymakers to assume that the public 
or users accept or even condone existing processes as well as 
ensuing outcomes. Dysfunctional governmental administra
tive processes can thus remain in place, limiting the effective
ness of policies and, importantly, deny benefits to 
individuals who are technically eligible for them.

This may be starting to change. The topic of administrative 
burden has become one of growing interdisciplinary interest, 
especially in the context of safety net programs.34 Media at
tention to the “time tax” that burdens create has grown.35

In addition, the Biden Administration has issued multiple ex
ecutive orders that direct attention to the topic, identifying 
them as a source of inequality that federal agencies should bet
ter oversee.36,37 Governmentwide guidance, such as updated 
guidance of the Paperwork Reduction Act,38 provides explicit 
direction to agencies to actively seek out opportunities to iden
tify and reduce burdens.

While developing a stock of knowledge about the existence 
of burdens, their effects, and alternative approaches represents 
one part of the policymaker toolbox, the deployment of such 
knowledge still depends upon public and policymaker views 
about burdens, the topic of our analysis. Of course, certain 
burdens are inevitable, while others serve “essential goals 
such as preventing fraud, reducing agency error rates, and ra
tioning scarce products or services.”2 Yet, as the existing lit
erature indicates, a substantial part of existing burdens fails 
to increase program integrity and merely impedes access to 
services.

Study data and methods
Study sample
In order to explore public opinion on how states may ap
proach the unwinding of the PHE, we programed an original, 
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preregistered survey in Qualtrics and fielded it via Lucid 
among a national sample of US adults (N = 4157) between 
December 21, 2022, and January 4, 2023. Lucid provides a 
national sample that closely approximates representativeness 
on key demographics like race, age, sex, income, and census 
region, and has been deemed an appropriate tool for survey re
search.39 To further improve representativeness, we weighted 
responses on gender, race, income, and education based on the 
US Census Current Population Survey to obtain population 
average treatment effects (see supplementary exhibits A1 & 
A2 in Appendix). A total of 7805 respondents initiated the 
survey. Of these, 7360 (94%) consented to take the survey 
after the survey introduction. The survey also included two 
standard attention checks to ensure data quality. Ultimately, 
4157 respondents completed the survey (56%). The experi
ment received approval from the Institutional Review 
Boards at the appropriate institutions.

Survey instrument
Before querying respondents about their opinion on various 
policies that reduce administrative burdens as related to un
winding of the PHE, we also included a survey experiment 
that raised the salience of various detrimental effects of this 
unwinding for respondents. Specifically, in addition to a con
trol group with no treatment, we primed respondents for one 
of the following effects (For details on treatment, please 
see supplementary exhibits A4 & A5 in Appendix): 

• overall coverage losses;
• disproportionate coverage losses for racial and ethnic 

minorities;
• coverage losses exacerbating racial inequities and system

ic racism;
• disproportionate coverage losses for those with the lowest 

income;
• broader community effects of coverage losses.

After the treatments, we queried respondents about nine 
evidence-based policies to reduce administrative burdens, 
and thus coverage losses, as the United States transitions out 
of the PHE. (For details on the questions, please 
see supplementary exhibit A3 in Appendix). We organized 
these administrative actions that are related to burdens into 
two distinct categories. The first set of policies shifts burdens 
to the state and thus away from (potential) beneficiaries.40

Such actions seek to minimize compliance costs imposed on 
the public by tasking the state with taking a more proactive ap
proach. These include tools like (1) automatic (ex parte) re
newals, (2) using prefilled forms, (3) ensuring the most 
recent contact information from other programs (such as the 
Supplemental Nutrition Assistance Program [SNAP]) or sour
ces (the US Post Office), (4) improving account transfer proc
esses with ACA marketplaces, and (5) ensuring enough 
administrative capacity to perform such tasks. Such actions 
imply the active use of administrative data rather than compel
ling users to provide such data. The second general strategy is 
improved outreach and communication. This involves (6) re
sorting to nontraditional sources of communications like 
text messaging, (7) sending materials in plain language to po
tential enrollees, (8) increasing outreach and enrollment ef
forts, and (9) providing clear information about termination 
and enrollment procedures and how to get help if needed. 

Such actions generally reduce learning costs for beneficiaries. 
In all cases, respondents were asked whether states should 
adopt the burden-reduction policy or whether to return to 
the pre-pandemic status quo. We note that all these policy 
choices are focused on either reducing workload for potential 
beneficiaries or lowering information costs. None of the op
tions are particularly likely to increase benefit fraud or 
misconduct.

This setup allows us to test whether Americans are generally 
supportive of reductions in administrative burdens as well as 
the effects of respondents’ ideology, racial prejudice, and ex
perience with administrative burdens in their own lives. 
Moreover, we are able to test whether emphasizing the effects 
of failure to mitigate coverage losses exerts an effect on re
spondents’ perceptions of administrative burdens. The results 
offer an unprecedented look at public opinion as it relates to 
how states restructure access to health insurance in the after
math of the pandemic, especially on the question of whether 
the public, and which part of the public, and under what con
ditions, prefers burdens versus tools to simplify access.

Hypotheses
Much of the academic literature has focused on the incidence 
of administrative burdens as well as their potentially harmful 
effects on (potential) beneficiaries. At the same time, knowl
edge about the general public’s tolerance of burdens for pro
grams like Medicaid is limited.41 However, while Americans 
are generally concerned about the potential for fraud in 
public-assistance programs, all policies presented to respond
ents are rather unlikely to increase fraud, as described in fur
ther detail elsewhere here. Moreover, we particularly expect 
that the dramatic impact of the pandemic on Americans’ lives 
further increased respondents’ tolerance for administrative 
easings (We also note that we presented the questions to 
respondents as asking them whether they would like to con
tinue to the post-COVID 19 policy or revert back to the status 
quo ex ante. See supplementary exhibit A3 in Appendix for de
tails). We hypothesize the following:

Hypothesis 1: Respondents will favor policies to reduce 
administrative burdens rather than return to pre-PHE policies.
Prior research also suggests that, in the domain of redistribu
tive safety net policies, conservatives tend to be more support
ive of burdens.23 Such ideological support for burdens reflects 
both higher opposition to such programs, plus related atti
tudes that also predict support for burdens, such as beliefs 
about the deservingness of clients, and concerns about fraud. 
We thus hypothesize the following:

Hypothesis 2: Liberals across all treatments will show higher 
support for easing administrative burdens than conservatives.
Beliefs about burdens reflect not just partisanship and ideol
ogy but also people’s personal experiences with state interac
tions. For example, Danish policymakers who had relied on 
welfare benefits in the past were less supportive of burdens 
in welfare programs as legislators.34 Such direct experiences 
create policy feedback lessons, teaching clients about the rela
tive difficulties that burdens create, and raising questions 
about their value. Americans who have relied on Medicaid 
and SNAP tend to be less supportive of burdens in such pol
icies.41 We thus hypothesize the following:
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Hypothesis 3: Those connected to the Medicaid program will 
be more supportive of easing administrative burdens.
People may also vary in terms of their administrative liter
acy,42 as reflected by their general ability to understand and 
manage administrative tasks. As people evaluate their admin
istrative skills poorly, they are more likely to be wary of ad
ministrative burdens imposed upon themselves or others. We 
thus hypothesize the following:

Hypothesis 4. Those who struggle with completing 
administrative tasks will be more supportive of easing 
administrative burdens than those who do not.
Public opinion about public-assistance programs like 
Medicaid43-46 has long been found to be influenced by percep
tions about race.47-49 The racialization of US health policy has 
only been further exacerbated in the wake of the election of 
President Obama50 as well as the implementation of the 
ACA.51,52 We thus hypothesize the following:

Hypothesis 5. Those with lower levels of prejudice towards 
minorities will be more supportive of easing administrative 
burdens than those with higher levels.
Lastly, behavioral economics has found strong evidence that 
individuals are often hesitant to surrender benefits once they 
have been achieved.53,54 We use experimental treatments to 
convey the negative effects of administrative burdens, using 
a variety of frames, including overall coverage losses, plus 
frames that emphasize race, class, and broader community ef
fects. We thus hypothesize the following:

Hypothesis 6: Increasing the salience of administrative 
burdens by emphasizing losses will increase support for easing 
administrative burdens.
Data analysis
We conducted two broad sets of analyses. First, we analyzed 
responses to the nine individual policies reducing burdens de
scribed above as the nation transitions out of the PHE. In or
der to facilitate presentation of the results, we also generated 
three scales. Our first scale combines all nine policies into an 
overall measure, while our second scale combines all policies 
focused on shifting the burden to the state; the third scale com
bines all policies focused on outreach.42 We generally present 
the findings from the analysis of these three scales below but 
note that results for the analysis of individual policies were es
sentially analogous throughout. Due to the survey design with 
one control group and five different treatments, we estimate a 
number of standard ordinary least squares (OLS) models to 
test our hypotheses described above. To assess the effect of 
ideology, we interacted indicator variables for each treatment 
with our three-category ideology variable (liberal, other, con
servative). To assess whether a connection with the Medicaid 
program affects perceptions, we interacted an indicator vari
able that was coded 1 if the respondent had ever been on 
Medicaid and 0 otherwise. In order to test our third hypothesis 
whether those who struggle with completing administrative 
tasks will be more supportive of administrative easings, we 
split respondents into tertiles depending on the degree they 
struggle with the completion of administrative tasks and esti
mated models with indicators for each tertile. In order to de
termine the level of racial prejudice against minorities, we 
followed the standard practice to rely on three questions uti
lized in the American National Election Survey for Whites, 

Blacks, Hispanics, and Asians.55 We then created a scale 
that combined the three items (Standard tests for the scales in
dicating high reliability of the composite scores), split re
spondents into tertiles, and estimated models with indicators 
for each tertile. Last, to test whether increasing the salience 
of administrative burdens had an effect, we compared the 
results from each treatment with the control group. We uti
lized the results from the OLS estimates to estimate predictive 
means and compared differences using mlincom in Stata 
(StataCorp).56 Per our preregistration, we considered a P val
ue lower or equal to .10 as statistically significant throughout 
our analyses.

Study results
Given the opaque nature of administrative burdens, there is 
significant policy relevance in examining descriptive data in 
levels of support for burden-reduction efforts. To do so, we 
first present an overview of respondent preferences for each 
of the nine individual policies presented in the survey. In 
each case, subjects were asked to choose between a policy 
that would ease burden versus the pre-pandemic status quo. 
While burden-reduction efforts might seem more obviously at
tractive, given a well-established behavioral preference for sta
tus quo outcomes,54 it is not clear which outcome individuals 
would prefer.

We find broad support for reducing burdens across all 
groups and across all nine burden-reduction policies, with a 
mean level of support of 74% (Figure 1).57 Indeed, more 
than two-thirds of respondents supported the reduction of ad
ministrative burdens across the nine policies; for some pol
icies, like improvements in account transfer to the ACA 
marketplaces as well as the provision of clear information 
about termination and enrollment procedures, support among 
respondents approached 80%. Support for all demographics 
presented in Figure 1 is larger than 0.500 (P < .05) with the ex
ception of conservatives and automatic renewals (P < .16). 
Notably, respondents across a broad range of demographic 
subgroups based on education, race, income, ideology, parti
sanship, and previous experience with the Medicaid program 
show support in excess of 0.500 for every single policy we 
queried them about. These findings even hold for individuals 
with high levels of racial prejudice.

We also found strong support for our second hypothesis 
(Figure 2) as liberals are consistently more supportive of ad
ministrative easings than conservatives across the three scales 
(P < .001). The findings are also substantively large, with lib
erals supporting between 7.4 and 7.9 policies (where nine is 
the maximum) and conservatives supporting between 5.3 
and 6.1 policies. We note that these findings are also consistent 
across the scales focused on shifting burdens to the state and 
outreach as well as all nine individual policies and across 
all treatments (see supplementary exhibits A6 & A7 in 
Appendix).58

Second, we also found our third hypothesis (Figure 3) re
lated to experience with Medicaid generally confirmed. That 
is, individuals who have personally been enrolled in the 
Medicaid program were consistently more supportive of redu
cing administrative burdens than those who have not (P  
< .086). They support between 7.0 and 7.3 policies, while 
those without any direct exposure only support between 6.2 
and 6.8 policies. The only consistent case where we do not 
find a difference is for the treatment priming respondents for 
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the disproportionate effect of ending the PHE on low-income 
individuals (P = .880). Findings are also in line for the analyses 
focused on the other two scales (shifting burdens to the state 
and outreach) and, again, with minor exceptions, for individ
ual policies.59

Third, we also found our fourth hypothesis (Figure 4) re
lated to the challenges respondents face in completing admin
istrative tasks generally confirmed. Those who struggle with 
these types of tasks are generally more supportive of easing 
the burdens for those affected by the unwinding of the PHE. 
We found two consistent exceptions for the treatments 

highlighting the disproportionate effects on racial and ethnic 
minorities, as well as the disproportionate effect on low- 
income individuals. Besides these two exceptions, respondents 
who struggle with administrative tasks supported between 
7.2 and 7.6 policies while those who do not supported be
tween 6.1 to 6.6 policies. Our analyses of the two other scales 
provided analogous results and, again, with minor exceptions, 
so did our analyses for individual policies.60

Fourth, we found that lower prejudice against minorities 
was a consistent predictor of support for the reduction in ad
ministrative burdens in four of the six treatments (Figure 5). 

Figure 1. Proportion of respondents supportive of reducing administrative burdens.
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Specifically, those respondents with the lowest levels of 
prejudice were consistently more supportive of administrative 
easings by supporting between 6.8 and 7.2 policies as com
pared with those with the highest levels who supported be
tween 5.1 and 6.2 policies. We did not find statistically 
significant differences for the treatments highlighting general 
coverage losses as well as losses focused on low-income 

individuals. Much of these effects appeared to be the result 
of differences in policies focused on outreach, where we found 
statistically significant differences for five of the six treat
ments. Further analysis (see supplementary exhibits A8-10 
Appendix) also indicates that these effects are driven by preju
dice against Blacks and Hispanics but not Asians. For Blacks, 
differences are consistently statistically different from each 

Figure 2. Mean number of policies supported by respondents, by partisanship.

Figure 3. Mean number of policies supported by respondents, by experience with Medicaid program.
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other (P < .088), with the exception of the low-income treat
ment. The same holds for Hispanics (P < .098). For Blacks, 
we also found consistent differences in almost all treatments 
for both shifting burdens to the state and outreach, while dif
ferences are consistent for Hispanics only for the latter and 
only present in three of the six cases in the former.

Finally, our analyses generally do not offer consistent evi
dence that increasing the salience of detrimental effects from 
unwinding the PHE altered people’s views (see supplementary 
exhibits A11-13 Appendix). A variety of experimental framing 
treatments that emphasized how burdens might increase cover
age losses, impact communities, or affect racial or lower income 

Figure 4. Mean number of policies supported by respondents, by degree of struggle with administrative tasks.

Figure 5. Mean number of policies supported by respondents, by degree of racial prejudice.
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groups did not have a general effect on the policy preferences of 
respondents. This may reflect the generally high opposition to 
burdens we observe among the population, leaving little room 
for increases when primed for specific detrimental effects.

Discussion
At a point when state policymakers are considering the degree 
to which they should make public health insurance more or 
less accessible as the PHE unwinds, we offer evidence that 
there is strong support for state actions that ease administra
tive burdens rather than return to a more onerous status quo 
ex ante. When given a choice, Americans prefer to see govern
ments take action to make the safety net more accessible, and 
they do so in an overwhelming fashion. Support for reductions 
in burden is consistently high and shared among every demo
graphic group (with the exceptions of conservatives for the au
torenewal policy option) we considered in our analyses, with 
three out of four respondents supporting such reductions, on 
average. Importantly, we provided respondents with policy 
options that have only limited potential for enrollment fraud. 
However, such options are real for policymakers, underlining 
the fact that burden-reduction efforts do not always trigger 
value tradeoffs.

Nonetheless, support for burden reduction is generally 
higher for some groups than others, such as liberals and 
Democrats, those who express less racial prejudice, those 
who struggle with administrative tasks, or those who have dir
ect personal or family experience with Medicaid. To a degree, 
such sources of variation help to explain, for example, red 
state and blue state differences in public health administration. 
But it would be misleading to overstate the differences, as the 
results still show that conservatives, those who express racial 
prejudice, and those without direct experience are generally 
supportive of burden-reduction efforts.

Our study is not without limitations. First, all standard lim
itations related to survey research apply. Second, we rely on a 
one-time sample of respondents queried in late 2022 and early 
2023. As far as perceptions are subject to change over time, we 
are not able to capture those changes. We also relied on an 
Internet-based survey platform, a common approach in survey 
research today. The provider of our respondents has been veri
fied as being of high quality and has been used extensively for 
this type of work. We also employed two attention checks to 
further improve response quality. Third, we presented re
spondents with the question of whether they would like to 
see a policy continued or whether they would like to return 
to the policy status prior to the pandemic. While this accurate
ly reflects policy reality, alternative presentations could alter 
responses. Fourth, we deliberately limited our policy choices 
offered to respondents to policies that carry very limited po
tential for fraud because they are focused on reducing admin
istrative requirements for beneficiaries or are intended to 
reduce learning costs. Burden-reduction techniques with 
more obvious tradeoffs, such as the risk of greater fraud, 
may not garner as much public support. Last, the survey 
reflects a normative assumption that those who are legally en
titled to health coverage should not lose it for administrative 
reasons.

As such, the findings suggest a deep well of support for 
burden-reduction initiatives such as using administrative 
data to shift burdens away from citizens and onto the state, 

and better communication and outreach, at least for policies 
with little potential for fraud. It is worth reiterating that the 
policies in question do not extend public benefits to additional 
beneficiaries. They are instead merely efforts to ensure that in
dividuals legally entitled to certain benefits, an estimated 7 
million in this case, are able to obtain them. Importantly, these 
measures also tend to entail large societal benefits. Measures 
taken during the PHE to facilitate enrollment and mainten
ance may have contributed to improved program experiences 
for many beneficiaries, indicating that the reduction in admin
istrative burdens may be an effective tool to support benefi
ciaries and their families.61 Given the general lack of 
knowledge about the renewal of Medicaid determinations,20

the broad support of Americans offers an effective pathway 
for policymakers to mitigate coverage losses in the wake of 
the unwinding from the PHE.

While our analyses focused on easing burdens specifically 
related to the unwinding of the PHE, the results also may indi
cate a broader opposition to the imposition of burdens gener
ally in health policy and beyond for the Medicaid program as 
well as other public-assistance programs like the Temporary 
Assistance for Needy Families (TANF) or SNAP. Future re
search should seek to establish whether our findings carry 
over to other programs and outside of a pandemic as well as 
whether they apply to policies that may hold greater potential 
for fraudulent or inaccurate enrollment.
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