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IMPORTANCE Loss of health insurance coverage is common as Medicaid-enrolled children
transition to adulthood and increases morbidity and mortality, especially for individuals with
complex medical conditions (CMCs).

OBJECTIVE To measure risk of Medicaid disenrollment in young adults with and without CMCs
and variation by medical condition and state of residence.

DESIGN, SETTING, AND PARTICIPANTS This retrospective observational study was conducted
among individuals in 47 state Medicaid programs born 1991-2001 with 11 or more months
of comprehensive Medicaid coverage in 2016 using the 2016-2019 Transformed Medicaid
Information Systems Analytic Files, a census of Medicaid administrative medical claims
(N = 9 409 619). Individuals with CMCs were identified in 2016 using the Pediatric Medical
Complexity Algorithm. Age-based risk of disenrollment and reenrollment for individuals aged
16 to 26 years with and without CMCs was estimated from 2017-2019 using discrete-time
survival models. Cumulative risk of disenrollment in individuals aged 19 to 21 years was
measured using Kaplan-Meier curves. Analyses were stratified by state and medical
condition. Data were analyzed from October 2024 to September 2025.

MAIN OUTCOMES AND MEASURES The primary outcome was probability of disenrollment,
defined as 2 or more months with no days of comprehensive benefits. The secondary
outcome was reenrollment, defined as any days of comprehensive benefits within 12 months
of disenrollment. Correlates of disenrollment were measured at individual and state levels.

RESULTS A total of 305 323 individuals (3.2%) were identified as having a CMC in 2016.
Disenrollment peaked at age 19 years; conditional probability of disenrollment was 13.4%
(95% CI, 13.2%-13.6%) among individuals with CMCs and 35.6% (95% CI, 35.6%-35.7%)
among individuals without CMCs. Probability varied by state, ranging from 2.6% (95% CI,
2.0%-3.2%) to 37.0% (95% CI, 34.7%-39.4) for individuals with CMCs and from 7.3%
(95% CI, 6.7%-7.9%) to 83.9% (95% CI, 83.5%-84.3%) for those without CMCs. Among
individuals with a CMC, mental health and cardiac conditions had the highest probability
of disenrollment at age 19 years. Cumulative risk of disenrollment was 37.9% (95% CI,
37.3%-38.6%) among individuals with CMCs and 74.2% (95% CI, 74.1%-74.3%) among those
without. Higher conditional probability of disenrollment was correlated with being male,
eligiblity via income, living in a Medicaid nonexpansion state, and living in a state with 50%
or more managed care penetration. Of disenrolled individuals, 38.0% (95% CI, 37.6%-38.4%)
of those with CMCs and 29.1% (95% CI, 29.0%-29.1%) of those without CMCs reenrolled
within 12 months.

CONCLUSIONS AND RELEVANCE In this cohort study, disruptions in Medicaid coverage were
common for emerging adults with and without CMCs and varied by state and condition.
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E ligibility for health insurance changes as children tran-
sition to adulthood, creating the opportunity for loss or
disruption in coverage. Loss of insurance has been

shown to reduce health care access and increase risk of mor-
bidity and mortality.1-3 Health insurance loss can hinder the
receipt of chronic disease management and valuable preven-
tive care and increases the likelihood that serious illness is
diagnosed at a more advanced stage.4,5

Insurance instability may be especially problematic for
individuals with high health care needs. Children with com-
plex medical conditions (CMCs) are among the most compli-
cated and vulnerable patients in the US health care system.6-9

Clinical innovations are helping more of these children live well
into adulthood, yet health and social supports for this popu-
lation as they age are lacking.10-14 To the extent that they
exist, many of these supports are tied to insurance coverage.
Existing work shows that as medically complex individuals
age into adulthood, they are at heightened risk for gaps in
insurance coverage and have poorer health care outcomes com-
pared to those in pediatric care.13,15-24 As a primary payer for
more than half of children with medical complexity, state
Medicaid programs play a crucial role in health care access for
individuals with CMCs.25,26 Disruptions around the time of cat-
egorical eligibility changes—such as aging out of childhood pro-
grams—are known challenges for care continuity and access,
yet these disruptions have been difficult to study at scale.13,26-29

Recent work shows more than 40% of children are ever un-
insured by their 18th birthday, but less is known about gaps
during the transition to adulthood.30 Most evidence is lim-
ited to small sample sizes or specific complex populations.23,24

In this cohort study, we seek to fill this gap by quantitatively
estimating, in a national Medicaid population, risk and corre-
lates of Medicaid disenrollment during the transition to adult-
hood around age 19 years for individuals with and without
CMCs in 46 states and Washington, DC. We estimate both dis-
crete and cumulative risks of disenrollment nationally and by
state and, for individuals with CMCs, discretely by medical con-
dition to generate national benchmarks and facilitate com-
parisons. Such evidence on a national scale informs policy-
makers, state Medicaid programs, and health systems regarding
specific risks for coverage loss and can foster assessment of
health care access for a vulnerable patient population.

Methods
Data and Setting
We used the 2016-2019 Transformed Medicaid Statistical
Information System Analytic Files (TAF), which are harmo-
nized data from all US Medicaid programs.31 The data include
the universe of medical claims and monthly enrollment infor-
mation for all Medicaid enrollees. Using the 2016 data, we iden-
tified enrollees born in 1991-2001 (ages 15-25 years) who had
comprehensive Medicaid benefits, including through a Chil-
dren’s Health Insurance Program. To ensure a valid claims his-
tory for CMC identification, we retained enrollees with 11 to
12 months of enrollment, 57% of the total enrollees (eTable 1
in Supplement 1). We followed reporting guidelines for using

TAF data developed by the Medicaid Data Learning Network
and the Strengthening the Reporting of Observational Stud-
ies in Epidemiology (STROBE) reporting guideline (eTable 3
in Supplement 1).32 This study was approved by the University
of Chicago Institutional Review Board.

The TAF are sourced from state Medicaid programs and
have variable quality across states and year. To reduce bias
from poor data quality, each variable in the analysis was
systematically checked against the national resource for TAF
data quality, the Data Quality Atlas (DQ Atlas), which reports
data quality for measures common in claims data for the full
Medicaid population by state.33 We additionally performed our
own quality checks when information from the DQ Atlas was
not available or to investigate issues highlighted by the DQ
Atlas in this study’s specific age group (eTable 2 in Supple-
ment 1). Two states that had poor quality data for identifying
people with CMCs were dropped (Maryland and Arkansas),
as well as 2 states that had unreliable enrollment data (Maine
and Rhode Island).

Identifying Individuals With Complex Medical Conditions
We used the Pediatric Medical Complexity Algorithm (PMCA)
to identify teenagers and young adults in 2016 data with
CMCs.34,35 As described in previous work, the PMCA was cho-
sen over other possible algorithms to identify individuals with
CMCs because it has been validated for use in Medicaid claims
data, it focuses on child onset conditions, and its sensitivity
and specificity have been validated with 1 year of medical
history.36 We used the “conservative coding” recommended
by prior work and described in eTable 4 in Supplement 1.37 We
created an indicator for any complex condition, as well as the
type (malignant, progressive) and body system(s) involved.
Previous research has shown using the PMCA identifies ap-
proximately the same population prevalence of complexity as
other commonly used algorithms.37

Outcomes: Measuring Disenrollment and Reenrollment
This study’s main outcome measure, disenrollment, was de-
fined as the loss of comprehensive Medicaid for 2 or more
months, regardless of whether or when the individual reen-
tered a Medicaid program. Likelihood of disenrollment from

Key Points
Question What is the probability of disenrollment from Medicaid
for emerging adults, and how does it vary by medical condition
and state of residence?

Findings In this cohort study, risk of disenrollment among
individuals aged 16 to 26 years old in 2017-2019 peaked at age
19 years, when probability of disenrollment for 2 or more months
was 13% among individuals with complex medical conditions and
36% among those without. Disenrollment risk varied widely by
which state an individual lives in and, for individuals with complex
conditions, which specific condition.

Meaning Due to differences in eligibility and operations of state
Medicaid programs, age-based risk of disenrollment is high, with
substantial variation across states and by medical diagnosis.
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2017 to 2019 was measured using variables that give the num-
ber of days enrollment and type of plan in each month. Fol-
lowing earlier work, individuals with missing data, 0 days of
enrollment, or codes that indicate enrollment in a restricted
or limited benefit plan were considered disenrolled in that
month.38 As a more conservative definition of disenrollment,
disenrollment was defined as loss of comprehensive Medic-
aid for 6 or more months. In all specifications, enrollees with
1 month of missing eligibility data were retained in the data,
as conversations with Medicaid program officials suggest these
are likely data or administrative mistakes.38

Reenrollment was defined as an enrollee who disen-
rolled in 2017-2018 and reappeared in the data with compre-
hensive Medicaid within 12 months of the original disenroll-
ment date.

Each of these outcome variables was assessed at the na-
tional level for individuals with and without CMCs. Addition-
ally, we report these variables for each state with sufficient data
quality and for each condition identified by the PMCA. Indi-
viduals are assigned to the state program they were enrolled
in in 2016.

Statistical Analysis
To measure the probability of disenrollment at each age, we
estimated a discrete-time survival analysis model in which an
enrollee is at risk of disenrollment in each year, indexed at an
enrollee’s birth month. The model specification is a logit re-
gression and estimates probability of disenrollment at each
age from 16 to 26 years conditional on being enrolled at the pre-
vious age. Individuals who died or who remained in the sample
through the study period are right censored. Individuals who
move to other states were retained.

Our main estimates adjust for differences in rates of dis-
enrollment by state over time using indicator covariates for
state × year. We enter age in categories and interact it with an
indicator for diagnosis of a CMC. To measure correlations of
disenrollment with individual and state policy characteris-
tics, models were estimated separately for individuals with and
without CMCs that include individual Medicaid eligibility type
(disability, income based, other); Social Security Insurance
(SSI) receipt; self-reported gender, age, and, at the state level,
existence of a medically needy pathway to enrollment, a waiver
covering transition-age services; Medicaid expansion status;
and managed care penetration.13,26,27,39,40 To estimate prob-
ability of reenrollment, a similar regression model was used,
limited to individuals who disenrolled in 2017 or 2018. In all
discrete-time models, conditional probabilities or marginal
effects are reported as noted in Figures and the Table. Regres-
sion specification and additional details about estimation
and covariates are provided in the eMethods in Supple-
ment 1. We used robust standard errors and Stata version 18.0
(StataCorp) for all analyses.

Finally, we measured the cumulative probability of dis-
enrollment from 2017-2019 for the subset of individuals who
turned 19 years old in 2017 using Kaplan-Meier curves. We
indexed enrollees’ probability of disenrollment to the month
before they turned 19 years old (beginning December 2016)
and measured cumulative disenrollment through 2019, up

to 36 months. Survival probabilities of these curves are inter-
preted as the percentage of individuals continuously en-
rolled from ages 19 to 21 years.

Results
Cohort Size and Description
Our total population was 9 409 619 individuals in 46 states and
Washington, DC, 305 323 (3.2%) of whom are defined as indi-
viduals with CMCs (eTable 5 in Supplement 1). Individuals with
a CMC were less likely to be female and more likely to be Med-
icaid eligible through a disability-based instead of an income-
based pathway relative to those without a CMC. Individuals
with and without CMCs were equally likely to live in states with
policies that might promote coverage retention, including
Medicaid expansion, medically needy eligibility pathways, and
transition waivers. More details about this cohort, including
state-specific prevalence of individuals with CMCs, are in
eTable 6 in Supplement 1 and previously published work.36

Probability of Disenrollment by Age
The unadjusted rate of disenrollment was 57.3% among indi-
viduals without CMCs and 27.1% among individuals with CMCs
(eTable 7 in Supplement 1). Conditional probability of disen-
rollment peaked at age 19 years among individuals with and
without CMCs (Figure 1; eTable 8 in Supplement 1). Our main
estimates found the conditional probability of disenrollment
was 13.4% (95% CI, 13.2%-13.6%) for individuals at age 19 years
with a CMC and 35.6% (95% CI, 35.6%-35.7%) for individuals
without a CMC, compared with 4.5% (95% CI, 4.4%-4.7%) and
10.3% (95% CI, 10.3%-10.4%), respectively, at age 16 years
(P < .001 for both comparisons; eTable 8 in Supplement 1). Af-
ter age 19 years, the probability of disenrollment declined for
both groups, although it remained elevated above the risk at
age 16 years (all comparisons statistically significant).

Figure 1. Conditional Probability of Medicaid Disenrollment by Age
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This Figure shows the conditional probability of disenrollment from Medicaid
(2017-2019) at each age for individuals with and without complex medical
conditions (CMCs), adjusted for differences in levels and trends across states
with state × year fixed-effects with a logistic regression (N = 9 409 619).
Confidence intervals are not visible due to large sample sizes for each group.
See specific details of regression that generated estimates in the eMethods
in Supplement 1. Source: Authors’ analysis of Transformed Medicaid Statistical
Information System Analytic Files (TAF) data.
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When disenrollment spells were defined as 6 months with-
out Medicaid, the overall pattern looked similar, although at-
tenuated. Unadjusted total disenrollment was 20.2% among
individuals with CMCs and 47.1% among individuals without
CMCs. At age 19 years, conditional probability of disenroll-
ment was 10.2% (95% CI, 10.0%-10.4%) among individuals with
CMCs and 29.0% (95% CI, 29.0%-29.1%) among individuals
without CMCs (eTable 8 in Supplement 1). Estimates did not
change substantially using states with only high-quality data
(eTable 9 in Supplement 1).33

Variation by Medical Condition
Compared with our main results, patterns of disenrollment by
age were similar across types of complex conditions and body
system involvement (eFigure 1 in Supplement 1). However,
the magnitude of each spike at age 19 years differed by con-
dition (eFigure 2, eTable 10 in Supplement 1). For example,
the conditional probability of disenrollment for individuals
with a mental health condition was 25.9% (95% CI, 25.8%-
26.1%) at age 19 years compared with 6.0% (95% CI, 5.4%-
6.6%) for individuals with genetic conditions.

Variation by State
States varied considerably in patterns and likelihood of dis-
enrollment across age. At age 19 years, the conditional prob-
ability of disenrollment for individuals with CMCs was near or
above 30% in some states (Alabama, Pennsylvania, Missis-
sippi, Nebraska, Wyoming, South Dakota, and Georgia) and
less than 10% in others (eg, Kentucky, Colorado, Michigan,
Louisiana) (Figure 2; eFigure 3 in Supplement 1). States with
high disenrollment among individuals with CMCs tended to

have high disenrollment among those without CMCs (eg,
Alabama, Mississippi, South Dakota, and Georgia) (eTable 11
in Supplement 1). Utah is an exception; the probability of
disenrollment among individuals with a CMC at age 19 was
relatively low (8.3%; 95% CI, 5.6%-11.0%) but among indi-
viduals without a CMC was relatively high (74.3%; 95% CI,
73.3%-75.3%).

In contrast to national patterns, not all states had a disen-
rollment spike at age 19 years (eFigure 4 in Supplement 1). North
Carolina and New York, for example, had a higher probability
of disenrollment at age 21 years than at age 19 years for both
individuals with and without a CMC. Other states, including
Colorado and Iowa, had spikes in disenrollment at age 19 years
only among individuals without CMCs. Still other states (eg,
Arizona and Oregon) showed markedly higher risks of disen-
rollment for adults (>19 years) compared with adolescents
but no age-specific spike.

Individual and State Characteristics
Associated With Disenrollment
Being female, eligibility through SSI or another disability path-
way, and, for individuals with CMCs, having more than 1 body
system involved were all associated with a decrease in the
conditional probability of disenrollment (Table), although with
varying magnitudes. For example, for the CMC population,
being female reduced risk of disenrollment by 0.4 percentage
points (ppts) (95% CI, −0.5 to −0.3 ppts), while being enrolled
through SSI reduced risk by 11.8 ppts (95% CI, −12.0 to −11.7
ppts; P < .001 for both comparisons).

Living in a state with Medicaid expansion was associated
with a 4.8 ppt (95% CI, −5.0 to −4.7 ppts) reduction in prob-
ability of disenrollment among individuals with CMCs and a
13.0 ppt (95% CI, −13.1 to −13.0 ppts) reduction among indi-
viduals without CMCs, about a 60% relative decrease for both
groups. States with managed care penetration above 50%
had increased risk of disenrollment from Medicaid among both
individuals with and without CMCs. For the largest group,
states with managed care penetration of 66% to 80%, risk of
disenrollment increased by 2.3 ppt (95% CI, 2.0-2.6 ppts) for
individuals with CMCs and 4.3 ppt (95% CI, 4.2-4.4 ppts)
for individuals without CMCs relative to no managed care
penetration.

Cumulative Probability of Disenrollment:
Overall and by State
Cumulative disenrollment from ages 19 to 21 years for indi-
viduals with CMCs was 37.9% (95% CI, 37.3%-38.6%) and 74.2%
(95% CI, 74.1%-74.3%) for individuals without CMCs (Figure 3;
eTable 12 in Supplement 1). Consistent with conditional prob-
abilities, drops in disenrollment were concentrated shortly
after enrollees’ 19th birthday and continued steadily through
the next 36 months.

Redefining disenrollment as 6 or more months without
comprehensive Medicaid resulted in similar patterns with
slightly lower magnitudes: 31.4% (95% CI, 30.7%-32.1%) of
individuals with CMCs and 66.0% (95% CI, 65.9%-66.1%)
of individuals without CMCs disenrolled (eFigure 5, eTable 12
in Supplement 1). Using only states with high-quality enroll-

Figure 2. Conditional Probability of Disenrollment for Individuals
With Complex Medical Conditions at Age 19 Years by State

Excluded 0-0.10 0.11-0.20 0.21-0.30 0.31-0.40

This US map shows the conditional probability of disenrollment for individuals
with complex medical conditions at age 19 years. Probabilities are generated
with predictions from state-specific logistic regressions that include age in
categories, an interaction term to allow for differences at each age for
individuals with and without a complex medical condition and calendar year
fixed-effects. Individuals are assigned the state they resided in in 2016. Source:
Authors’ analysis of Transformed Medicaid Statistical Information System
Analytic Files (TAF) data (2016-2019).
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ment data did not substantially change estimates (eFigure 5
in Supplement 1).

Cumulative disenrollment varied considerably by state.
For individuals with CMCs, Kentucky has the lowest rate of dis-
enrollment, retaining 89.8% of enrollees, and 2 other states
(Iowa and Utah) retained more than 75% (Figure 4; eTable 12
in Supplement 1). In contrast, 5 states retained less than half
of the 19- to 21-year-old population with CMCs. For the popu-
lation without CMCs, the rate of retention was much lower; in
most states, fewer than half of 19-year-old enrollees were con-
tinuously enrolled through age 21 years regardless of whether

disenrollment was defined as 2 or more or 6 or more months
without Medicaid (eFigures 6-8 in Supplement 1).

Probability of Reenrollment
Probability of reenrollment was 29.1% (95% CI, 29.0%-29.1%)
among individuals without CMCs and 38.0% (95% CI, 37.6%-
38.4%) among individuals with CMCs (eTable 13 in Supple-
ment 1). Individuals who reenrolled were disenrolled for
a median (IQR) period of 5 months (3-8), with the plurality
of individuals disenrolled for 2 months (eFigure 9 in Supple-
ment 1). Individuals living in Medicaid expansion states and

Table. Associations of Age, Individual, and State Policy Characteristics With Medicaid Disenrollment

Characteristic

Marginal effect (95% CI)a

Teens and young adults
with CMCs

Teens and young adults
without CMCs

Age, y

16 1 [Reference] 1 [Reference]

17 0.002 (0.000 to 0.004) 0.010 (0.001 to 0.011)

18 0.032 (0.03 to 0.034) 0.080 (0.080 to 0.081)

19 0.089 (0.087 to 0.092) 0.245 (0.245 to 0.246)

20 0.031 (0.029 to 0.034) 0.125 (0.124 to 0.126)

21 0.048 (0.046 to 0.051) 0.162 (0.161 to 0.162)

22 0.033 (0.031 to 0.036) 0.129 (0.128 to 0.13)

23 0.033 (0.03 to 0.035) 0.126 (0.126 to 0.127)

24 0.032 (0.03 to 0.035) 0.121 (0.12 to 0.121)

25 0.032 (0.03 to 0.035) 0.115 (0.114 to 0.115)

26 0.055 (0.052 to 0.058) 0.142 (0.142 to 0.143)

Individual characteristics

Sex

Male 1 [Reference] 1 [Reference]

Female −0.004 (−0.005 to −0.003) −0.038 (−0.038 to −0.038)

Body system involvement

1 1 [Reference] NA

2 −0.01 (−0.011 to −0.009) NA

3 −0.024 (−0.026 to −0.021) NA

4 −0.031 (−0.037 to −0.025) NA

≥5 −0.047 (−0.06 to −0.034) NA

Eligibility pathway

Income 1 [Reference] 1 [Reference]

SSI −0.118 (−0.12 to −0.117) −0.161 (−0.161 to −0.160)

Other disability −0.099 (−0.101 to −0.097) −0.100 (−0.102 to −0.099)

State policy characteristicsb

Medicaid expansion state −0.048 (−0.05 to −0.047) −0.130 (−0.131 to −0.130)

Medically needy pathway
of enrollment

−0.001 (−0.003-0.000) −0.041 (−0.042 to −0.041)

Transition waiver −0.036 (−0.038 to −0.035) −0.038 (−0.039 to −0.037)

Managed care penetration, %

0 1 [Reference] 1 [Reference]

1-50 −0.003 (−0.007 to 0.000) 0.016 (0.015 to 0.017)

51-65 0.029 (0.025 to 0.033) 0.046 (0.045 to 0.048)

66-80 0.023 (0.020 to 0.026) 0.043 (0.042 to 0.044)

81-100 0.030 (0.027 to 0.034) 0.048 (0.047 to 0.049)

Constant 0.080 0.202

No. observations 878 122 22 296 761

No. individuals 277 330 8 122 091

Abbreviations: CMC, complex
medical condition; NA, not
applicable; SSI, Social Security
Insurance.
a Marginal effects can be interpreted

as the change in probability of
disenrollment from the reference
group in each row; negative values
signify a decline in disenrollment.
Regressions of complex and
noncomplex populations run
separately using a logit specification
that includes all covariates listed
and calendar year fixed-effects.
The following states were excluded
due to insufficient data or a high
degree of missingness about
eligibility groups in 2016
Transformed Medicaid Statistical
Information System Analytic Files
(TAF) data: Maryland, Arkansas,
Rhode Island, Maine, Tennessee,
New Jersey, Vermont, North
Dakota, Iowa, Washington, DC,
Kansas, Oregon, and Alabama.

b These covariates are binary
indicators where reference group
is states without each policy
characteristic.

Medicaid Disenrollment Among Young Adults With and Without Complex Medical Conditions Original Investigation Research

jamapediatrics.com (Reprinted) JAMA Pediatrics Published online February 16, 2026 E5

Downloaded from jamanetwork.com by guest on 02/18/2026

https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamapediatrics.2025.6326?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamapediatrics.2025.6326
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamapediatrics.2025.6326?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamapediatrics.2025.6326
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamapediatrics.2025.6326?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamapediatrics.2025.6326
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamapediatrics.2025.6326?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamapediatrics.2025.6326
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamapediatrics.2025.6326?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamapediatrics.2025.6326
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamapediatrics.2025.6326?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamapediatrics.2025.6326
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamapediatrics.2025.6326?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamapediatrics.2025.6326
http://www.jamapediatrics.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamapediatrics.2025.6326


those with CMCs were more likely to reenroll compared with
individuals without CMCs living in nonexpansion states
(eFigure 10, eTable 13 in Supplement 1).

Discussion
We find considerable attrition in Medicaid among emerging
adults. Those with medically complex conditions are some-

what protected but still experience significant coverage losses.
Disenrollment spikes nationally at age 19 years, although
levels and patterns vary by state and, for individuals with
CMCs, by specific diagnosis. These results imply that 2 people
born with different but equally severe conditions in different
states may have a substantially different chance of retaining
Medicaid coverage as they become adults.

The increase in disenrollment at age of adulthood is likely
driven by changes in eligibility as individuals shift from child

Figure 3. Kaplan-Meier Curve of Cumulative Disenrollment: Ages 19 to 22 Years
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This Kaplan-Meier curve shows the cumulative rate of disenrollment for
individuals who turn 19 years in 2017, from 1 month prior to their 19th birthday
for up to 37 months (December 2019). Disenrollment was defined as �2
months without comprehensive Medicaid. Disenrollment was measured at the

monthly level and included every 3 months in the x-axis for clarity of
presentation. Source: Authors’ analysis of Transformed Medicaid Statistical
Information System Analytic Files (TAF) data (2016-2019). CMC indicates
complex medical condition.

Figure 4. Proportion of Enrollees With Complex Medical Conditions (CMCs) Continuously Enrolled: Ages 19-21 Years
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This Figure shows the proportion of individuals with a CMC continuously
enrolled in a state Medicaid program 36 months after their 19th birthday. The
percentage of continuous enrollment was measured with Kaplan-Meier curves
run separately for each state; curves are in eFigure 7 in Supplement 1, and
estimates are in eTable 12 in Supplement 1. Enrollees who died or continued

enrollment through the end of the sample period (December 2019) are right
censored. Continuous enrollment was defined as consecutive months of
enrollment with gaps of 0-1 months. Source: Authors’ analysis of Transformed
Medicaid Statistical Information System Analytic Files (TAF) data.
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to adult categories. However, it could also be caused by dif-
ferences in renewal or redetermination policies or by changes
in social supports, such as aging out of pediatric care or school
systems that may help with enrollment. Differences among
states likely reflect differences in Medicaid eligibility policies
or operational procedures in each state. For example, in North
Carolina, Massachusetts, New York, and Florida, there are
specific eligibility rules that apply to 19- to 20-year-olds. In
these states, disenrollment spikes at age 21 years rather than
19 years or, in the case of Florida, at both ages.41-44

Cumulative rates of disenrollment were high between the
ages of 19 and 22 years. Within these 3 years, nearly three-
fourths of individuals without a CMC and 40% of those with
a CMC experienced a disruption of at least 2 months in their
insurance coverage. These findings may be somewhat sensi-
tive to the time period of our study. The first year of disen-
rollment risk coincides with the beginning of the first Trump
administration. Studies comparing gaps in insurance cover-
age during this time period to earlier years found few if
any impacts on disenrollment in Medicaid population.45,46

Yet, even if incremental policy changes move estimates
slightly year to year, the risk of disenrollment in this age
group will likely remain high absent significant structural
changes in how Medicaid handles transition from pediatric to
adult eligibility.

The implications of our findings are particularly salient in
the context of supports and services needed for care as ado-
lescents with CMCs transition into adulthood and the barri-
ers to receiving this care without insurance. Differences in dis-
enrollment risk across states and conditions may drive health
disparities, increasing risks of morbidity and mortality in states
with higher rates of disenrollment.47-49 These states may see
short-term savings with fewer beneficiaries, which may be
attenuated by longer-term declines in population health or
increases in uncompensated care.50,51 Future work may wish

to connect differential rates of disenrollment to state- or
condition-specific risks and spending.

Limitations
While we had very detailed and granular information on
Medicaid enrollment, a key limitation is that we were unable
to observe why people disenroll or what happens to our popu-
lation when they are not in Medicaid. The high rate of reen-
rollment within a year suggests that many do not lose all
eligibility and do not have another source of insurance. Pre-
vious work has also shown losing Medicaid results in unin-
surance for many, and in some cases most, individuals.2,4,46,52

A second limitation of this work is that estimates of state policy
or individual characteristic correlations with enrollment are
associational—they are not meant to imply causality. Finally,
other years may show different magnitudes of disenroll-
ment. Our study examined the most recent data available at
study initiation not subject to continuous coverage provi-
sions during the COVID-19 public health emergency.

Conclusions
This cohort study found a high level of Medicaid disenroll-
ment at age 19 years among all enrollees and specifically among
those with medical complexity and highlights this age as a par-
ticular risk factor for insurance disruptions. The findings show
considerable variation in risk of losing Medicaid by both ge-
ography and, for those with CMC, by diagnosis. This descrip-
tion provides an example of the patchwork and somewhat ar-
bitrary nature of health insurance that is a key feature of the
US health system. This work adds to evidence that the myriad
policies that govern Medicaid coverage result in differential
risks of disenrollment by condition and geography, which can
lead to disparities in health care access and health.
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