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Abstract
This study builds on past research to examine whether the Medicaid expansion pro-
vision of the Affordable Care Act (ACA) affected cohabitation rates among adults 
ages 18–40. This provision of the ACA was designed to expand health insurance 
coverage for low-income individuals. The expansion has been demonstrated to 
have effects beyond increased access to health services, including effects on finan-
cial health, marriage, fertility, and child support payments. Nationally representa-
tive data from the 2007 to 2019 Current Population Surveys (N = 45,129–695,629) 
were used to estimate difference-in-difference models of the effect of the Medicaid 
expansion on cohabitation. Results indicate generally positive effects of the Med-
icaid expansion on cohabitation, but effects are primarily limited to states expand-
ing in 2014 and are seen 2 years after expansion. Subgroup analyses indicate some 
heterogeneity by parenthood and race/ethnicity; results are robust to the exclusion 
of early and late expansion states and to a wider age range. Findings are consistent 
with behavior around eligibility notches and changes in non-economic factors post-
expansion that may influence cohabitation decisions. As states continue to expand 
Medicaid coverage, such trends may be increasingly evident.

Keywords  Co-residential relationships · Current Population Survey · Difference-in-
difference models · Health insurance · Income effect

Introduction

The Affordable Care Act (ACA) was passed in 2010 and was designed, in part, to 
vastly increase health insurance coverage. Although the ACA had many provisions, 
this paper focuses on the Medicaid expansion that expanded Medicaid coverage to 
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previously ineligible adults (KFF, 2013a) and has been theorized to have far-reach-
ing impacts beyond simply improving access to health care.

Research indicates that the Medicaid expansion, which was implemented begin-
ning in 2014, led to significant increases in health insurance coverage (Courteman-
che et al., 2017; Sommers et al., 2015), as well as effects that go beyond health care 
access and coverage. For example, Miller et al. (2020) found the Medicaid expan-
sion in Michigan was associated with better financial health, including fewer unpaid 
bills and improved credit scores; Bullinger (2021) found increases in child support 
payments resulting from the Medicaid expansion; Allen et al. (2017) found the Med-
icaid expansion in California was associated with reductions in payday borrowing; 
and Zewde & Wimer (2019) found the expansion was associated with reductions in 
the poverty rate.

In this study, I examine whether the Medicaid expansion affected rates of cohabi-
tation among younger adults because cohabitation is a popular stage of family for-
mation, financial constraints often influence decisions to cohabit (Sassler & Miller, 
2017), recent studies have found the Medicaid expansion affected marriage and 
divorce (Chatterjee, 2022; Hampton & Lenhart, 2022; Potoms & Rosenberg, 2022; 
Slusky & Ginther, 2021), and the expansion was targeted to lower-income individu-
als (KFF, 2013a), who are more likely to cohabit than higher-income individuals 
(Edin & Kefalas, 2011; Sassler & Miller, 2017). Furthermore, a separate provision 
of the ACA, the dependent coverage provision, has been linked to marriage, cohabi-
tation, and child bearing (Abramowitz, 2016; Heim et al., 2017).1 Only a few studies 
have considered the role of the Medicaid expansion of the ACA for marriage (Chat-
terjee, 2022; Hampton & Lenhart, 2022; Potoms & Rosenberg, 2022) and none have 
considered how the Medicaid expansion may have affected cohabitation. Yet, given 
its target population, the ACA may have had a greater influence on cohabitation than 
marriage.

To study this relationship I use data from the 2007 to 2019 waves of the nation-
ally representative Current Population Survey (CPS). After verifying parallel pre-
treatment trends in cohabitation between expansion and non-expansion states, I esti-
mate difference-in-difference (DiD) models to assess how the Medicaid expansion 
affected cohabitation, including DiD models that include an event study component. 
In addition, I estimate multinomial logistic regression models to compare single-
hood, cohabitation, and marriage in the wake of the expansion. I conduct subgroup 
analyses and robustness checks to examine the consistency of results. I find a sig-
nificant increase of 0.8–1.2 percentage points in the probability of cohabitation after 
expansion in the full sample, which appears to be driven by changes in 2014 expan-
sion states that occurred two years after expansion. Multinomial logistic regression 
results demonstrate increases in cohabitation and marriage compared to singlehood, 
following the Medicaid expansion. Results are consistent across a number of sub-
groups and specifications.

1  See also the unpublished manuscript by Ma (2015), available at https://​jiema.​weebly.​com/​uploa​ds/2/​
2/7/​1/​22714​530/​ma_​jie_​jobmkt_​11_​07.​pdf

https://jiema.weebly.com/uploads/2/2/7/1/22714530/ma_jie_jobmkt_11_07.pdf
https://jiema.weebly.com/uploads/2/2/7/1/22714530/ma_jie_jobmkt_11_07.pdf
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Literature Review

ACA Medicaid Expansion

The Medicaid expansion was a response to the fact that most low-income adults 
were not eligible for Medicaid and thus also had very high levels of uninsurance 
(KFF, 2013a, 2013b). Coverage under Medicaid prior to the expansion was limited 
to specific low-income groups, such as the elderly, persons with disabilities, chil-
dren, pregnant women, and in later years, some groups of parents (KFF, 2013a). The 
goal of the expansion was to extend health insurance coverage to all poor individu-
als, including those who were previously ineligible and those whose incomes were 
up to 138% of the federal poverty line (KFF, 2013b). The intention was for all states 
to adopt the expansion, but in 2012 the Supreme Court issued a decision allowing 
states to opt out of the expansion (KFF, 2013a). As of February 2021, 12 states had 
not expanded Medicaid coverage, and 38 states and Washington DC had adopted a 
coverage expansion (although some of these states expanded under a waiver pro-
gram that includes additional restrictions, such as work requirements, and two states 
have not yet implemented the expansion) (https://​www.​kff.​org/​medic​aid/​issue-​brief/​
status-​of-​state-​medic​aid-​expan​sion-​decis​ions-​inter​active-​map/). The initial expan-
sion went into effect in 2014, but several states did not expand Medicaid until later, 
and states are still continuing to make decisions about whether to expand Medicaid. 
The lack of a universal adoption allows for a natural experiment comparing family 
formation patterns in states that did not expand Medicaid and states that did expand 
Medicaid. In this study I compare cohabitation rates across these two types of states 
before and after the expansion period.

The underlying premise of this study is that improved access to health insurance 
has an effect on family formation decisions. The specific focus of this study is on 
cohabitation, which is a common first step in the family formation process; by age 
25, 47 percent of young adults will have cohabited, and about 75 percent of all first 
unions are cohabitations, according to recent statistics (Brown, 2017). To under-
stand how access to health insurance might lead to changes in family formation, it 
is necessary to think about reasons for cohabitation and the mechanisms through 
which health insurance could act on cohabitation.

Reasons for Cohabitation

Young adults enter into cohabitations for a wide variety of reasons. Cohabitation 
provides many of the benefits of marriage, such as living with an intimate partner 
and pooling resources, and for some young adults it is a stage in the process from 
dating to marriage (Brown, 2017). The literature identifies several reasons for cohab-
itation, comprehensively summarized in Sassler & Miller’s Cohabitation Nation 
(2017). Although some of these reasons include spending more time together, the 
convenience of cohabitation, or having a “trial marriage,” other reasons are explic-
itly related to economics or housing needs, especially for economically vulnerable 
young adults for whom income pooling may constitute an essential improvisational 

https://www.kff.org/medicaid/issue-brief/status-of-state-medicaid-expansion-decisions-interactive-map/
https://www.kff.org/medicaid/issue-brief/status-of-state-medicaid-expansion-decisions-interactive-map/
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response to austerity (Sassler & Miller, 2017). For example, many respondents in 
Sassler and Miller’s study (2017) described financial necessity and economic ration-
ality as underlying reasons for entering into a cohabiting relationship. In the case 
of economic rationality, a common argument was that living together made good 
financial sense even if respondents could afford to live alone. However, financial 
necessity, which refers to more dire financial circumstances, led some cohabitors 
to live together even when they would rather not, because of situations such as job 
loss, not earning enough money to cover rent, and so forth (Sassler & Miller, 2017). 
Although health care costs were not explicitly mentioned by respondents as one of 
the drivers of financial necessity, health-related costs can be significant, so one can 
imagine that they could play a contributing role.

Furthermore, cohabitation is often the family formation step chosen by young 
adults who are reluctant to marry without financial security. Financial security usu-
ally refers to having a good job, accumulating some savings, and perhaps owning 
both a car and a house (Edin & Kefalas, 2011; Sassler & Miller, 2017; Smock et al., 
2005). It has become increasingly difficult for young adults to achieve this security, 
especially less educated young adults, which is a likely driver for higher rates of 
cohabitation now than in the past (Brown, 2017). Sassler and Miller (2017) note that 
the decision to cohabit reflects “larger social and economic forces that contribute to 
the growing gap in the well-being of young adults from more and less advantaged 
backgrounds” (p. 14).

Possible Mechanisms of Health Insurance on Cohabitation

There are three commonly discussed economic mechanisms for how health insur-
ance may drive changes in individuals’ lives beyond improved access to health care 
that I focus on, although it is not entirely clear that all would affect cohabitation. 
These mechanisms are the following: (1) financial protection; (2) cash value; and (3) 
behavior around eligibility notches. In addition, health insurance may relate to fam-
ily formation through non-economic pathways.

First, insurance can provide financial protection from significant health expenses 
(e.g., Yu et  al., 2008). Recent research suggests the Medicaid expansion has 
improved financial well-being in several ways, including by reducing medical debt, 
payday borrowing, and poverty rates; improving credit scores; and increasing child 
support payments (Allen et  al., 2017; Bullinger, 2021; Miller et  al., 2020; Zewde 
& Wimer, 2019). Prior to the ACA there was evidence of individuals marrying for 
health insurance reasons, with financial protection being a driving factor (Montez 
et  al., 2009). Thus, if the Medicaid expansion reduced the likelihood of marrying 
for health insurance specifically, the type of individuals who would have married 
for health insurance may choose to substitute cohabitation instead, thus increas-
ing cohabitation rates (Abramowitz, 2016). On the other hand, if individuals are 
cohabiting with the intent to marry (one motivation for cohabitation but not the 
only reason (Lundberg & Pollak, 2014)), and marriage becomes less likely after 
the expansion is implemented, then individuals may opt out of cohabitation along 
with marriage, potentially lowering cohabitation rates (Abramowitz, 2016). Further, 
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greater protection from significant health expenditures may allow individuals more 
flexibility around decisions about whether to cohabit at all and/or reduce the need to 
cohabit out of financial necessity.

Second, insurance potentially has a cash value, allowing an insured person 
to spend money on something else, which is often referred to as an income effect 
(Buchmueller & Valletta, 1999; Currie & Madrian, 1999). For example, Gru-
ber & Yelowitz (1999) found an increase in consumption following the Medicaid 
expansions of the 1980s and early 1990s. Similarly, Leininger et  al. (2010) found 
that greater eligibility for the State Children’s Health Insurance Program improved 
family financial well-being, increasing expenditures in a number of areas, includ-
ing retirement savings. Thus, the ACA Medicaid expansion might also provide 
an income effect that could contribute to changes in cohabitation. The cash value 
mechanism of insurance might mean that newly insured individuals are less likely 
to cohabit primarily out of financial necessity (Raley et al., 2007; Sassler & Miller, 
2017; Smock et al., 2008) because they may be able to reallocate money that they 
would have otherwise needed for health care.

Third, there can be behavioral changes around eligibility cutoffs (Gruber & 
Yelowitz, 1999), such as people deciding to work more or less to be eligible for 
a program. Past research, across a number of social welfare programs, has found 
that individuals at the margins of eligibility for a program may reduce their work 
hours, stay single versus marrying, and engage in other behaviors that allow them to 
obtain/retain eligibility for the program. For example, a recent study on the Earned 
Income Tax Credit (EITC), which also has strict income cutoffs, indicated that sin-
gle mothers who expect to lose EITC benefits when they marry are less likely to 
marry and more likely to cohabit than single mothers for whom marriage would 
either not change or would increase their EITC benefit (Michelmore, 2018). Based 
on this study one could posit there might be similar calculations occurring around 
the eligibility cutoff for the Medicaid expansion that would potentially increase rates 
of cohabitation. Newly eligible individuals may be particularly concerned about los-
ing this eligibility if they marry (because of the way eligibility is calculated) (Moffitt 
et al., 1998; Sassler & Miller, 2017), and thus substitute cohabitation for marriage. 
There is some evidence of this in the literature for pre-ACA Medicaid specifically 
(e.g., Sassler & Miller, 2017).

Finally, considering non-economic pathways, if health insurance leads to better 
health or more stable employment, individuals with health insurance might be more 
attractive partners for cohabitation or marriage. Research indicates the ACA Medic-
aid expansion improved glucose monitoring among those with diabetes (Mazurenko 
et al., 2018), control of hypertension (Mazurenko et al., 2018), and self-rated health 
(Margerison et al., 2020; Mazurenko et al., 2018; Tipirneni et al., 2019). Further-
more, it led to reductions in poor mental health (Mazurenko et al., 2018; Tipirneni 
et  al., 2019) and heavy drinking (Margerison et  al., 2020) in some populations. 
Although few studies examine the role of health for transitions to cohabitation, 
one study of older adults found better self-rated health linked to increased odds 
of cohabitation, in comparison to remaining single, especially for women (Brown 
et al., 2012). Better health has also been associated with the transition to marriage 
among cohabitors (Wagner, 2019), and there is limited evidence to support a similar 
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relationship for the transition from singlehood to cohabitation among younger adults 
(Musick & Bumpass, 2012). Thus, healthier individuals may be more likely to tran-
sition to cohabitation and marriage, and access to health insurance may help facili-
tate better health. Additionally, individuals benefiting from the Medicaid expansion 
appear to experience increases in labor force participation (Callison & Sicilian, 
2018; Tipirneni et al., 2020), and, in Michigan, individuals reported improvements 
in their ability to search for a job or complete their work (Tipirneni et  al., 2019). 
Such changes may have important implications for entry into cohabitation (and mar-
riage); research from France and the UK indicates individuals who are unemployed 
are much less likely to enter into cohabitation (Borooah, 2002; Ekert-Jaffe & Solaz, 
2001), and those with stable employment are more likely to enter into cohabitation 
(Landaud, 2021). This may result in part from a lack of confidence in the future 
among the unemployed and their potential partners (Ekert-Jaffe & Solaz, 2001), 
feelings of uncertainty and inability to make long-term commitments (Landaud, 
2021), and a perceived inability of unemployed individuals to provide for a fam-
ily (Borooah, 2002). Thus, we might see an increase in cohabitation rates due to 
improvements in stable employment and reduced unemployment after the expansion.

Overall, the evidence suggests there are reasons cohabitation could have 
increased or decreased with the implementation of the Medicaid expansion, and it is 
possible that both occurred: cohabitation may have increased for some groups while 
decreasing for others.

Prior Research on Health Insurance and Family Formation

There is limited research related to how health insurance may impact cohabitation 
but a larger literature about changes in marriage (and divorce, as a measure of family 
dissolution) based in a similar theoretical framework. With regard to cohabitation, 
among older adults, women with private health insurance are less likely to cohabit 
than women without such insurance (Brown et al., 2012), but little is known about 
whether this translates to the younger adult population, given that those in their late 
teens and early 20s (for example) appear to cohabit primarily for economic reasons 
or convenience (Raley et al., 2007), which may not be the case for older women.

Abramowitz (2016) found the dependent coverage provision of the ACA was 
associated with decreases in the likelihood of cohabitation and marriage for those 
affected by the provision using American Community Survey (ACS) data. Enact-
ment and implementation were associated with declines in the probability of cohabi-
tation for those ages 23–25 by between 0.62 and 1.42 percentage points, which cor-
responded to decreases in cohabitation rates of 4.3% to 9.8% compared to before 
provision enactment (Abramowitz, 2016). Using tax data, Heim et  al. (2017) also 
examined the dependent coverage provision and found it was associated with a 
decline in marriage among 24–25  year olds, but they were unable to examine 
cohabitation.

Research on pre-ACA Medicaid expansions and marriage found mixed results. 
Yelowitz (1998) found an earlier Medicaid expansion to increase the probability of 
marriage. Yet, Decker (2000) found prior Medicaid expansions to be associated with 
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an increased probability of singlehood among mothers, suggesting a reduction in the 
likelihood of marriage. Thus, the literature on prior Medicaid expansions does not 
provide a clear expected effect of the ACA Medicaid expansion on cohabitation.

To date no studies appear to have examined the role of the ACA Medicaid expan-
sion for cohabitation, and only a couple of studies examined the role for marriage 
(Chatterjee, 2022; Hampton & Lenhart, 2022; Potoms & Rosenberg, 2022), while 
another has studied the impact on birth rates (Palmer, 2020), and a few have exam-
ined the role of the expansion for divorce (Chatterjee, 2022; Hampton & Lenhart, 
2022; Potoms & Rosenberg, 2022; Slusky & Ginther, 2021). Hampton & Lenhart 
(2022) used ACS data to study the effect of the Medicaid expansion on marriage 
and divorce decisions. They found reductions in the stock of married people and the 
likelihood of having married in the prior year, which they attributed to less reliance 
on health insurance coverage through one’s spouse on the one hand and foregoing 
marriage to meet eligibility restrictions for Medicaid on the other (Hampton & Len-
hart, 2022). Similarly, Chatterjee (2022), also using ACS data, found post-expansion 
reductions in the newly married population suggestive of substitution away from 
spousal health insurance coverage, and Potoms & Rosenberg (2022, p. 49) attribute 
post-expansion reductions in marriage to “individuals being pickier about the (non-
pecuniary) quality of a match, and choosing to forego marriages otherwise,” sug-
gesting the potential for cohabitation occurring in place of marriage. These findings 
suggest we could see increases in cohabitation that are related to shifts in marriage 
behaviors.

Contributions

The main contribution of this paper is to examine the short- to medium-term effects 
of the Medicaid expansion on cohabitation using a nationally representative sample 
and examining differences across important subgroups. I ask whether cohabitation 
increased or decreased in relation to marriage and singlehood following the Medic-
aid expansion in states enacting the provision. I use the Current Population Survey 
(CPS), which is the optimal nationally representative data set for studying changes 
in cohabitation. Manning (2015) has noted that measuring household relationships 
in terms of relation to the household head (as in the ACS) provides a limited under-
standing of family relationships and reduces accurate measurements of non-tradi-
tional families. By comparison, the CPS captures cohabitation more broadly within 
the household, allowing for analysis of cohabiting couples that are not heads of 
household.

Because states continued to implement the Medicaid expansion after the initial 
enactment period in 2014, and because there may have been a lag between the 
time the policy went into effect and changes in individual behaviors, I estimate 
models using data through 2019. The financial protection and behavior around 
eligibility notch mechanisms, coupled with recent studies about how the Med-
icaid expansion has led to reductions in marriage, suggest cohabitation is likely 
to have increased as newly eligible individuals in Medicaid expansion states find 
themselves with more flexibility to forego marriage for health insurance reasons 
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on the one hand, and find themselves protective of their eligibility status on the 
other hand. This leads me to the first two hypotheses:

Hypothesis 1 (H1)  The Medicaid expansion will have a positive effect on cohabita-
tion in the overall sample.

Hypothesis 2 (H2):  Given reduced incentives to marry for health insurance and 
potential risks of losing Medicaid eligibility with marriage, cohabitation will 
increase compared to marriage.

Greater financial protection from significant health expenditures, and the “cash 
value” of health insurance from Medicaid coverage, may allow individuals more 
flexibility with regard to whether they enter into a cohabitation, especially if they 
would have otherwise cohabited for financial reasons. Thus, I expect a different 
pattern for cohabitation compared to singlehood than for cohabitation compared 
to marriage:

Hypothesis 3 (H3)  Given possible reductions in the necessity to cohabit for finan-
cial reasons after Medicaid expansion, cohabitation will decrease in comparison to 
remaining single.

I first estimate a model for the full sample to test H1. I then compare cohabita-
tion with marriage and singlehood to examine whether individuals are trading off 
cohabitation for marriage (or vice versa) after the expansion and/or whether they 
are trading off cohabitation for singlehood (or vice versa). This allows me to test 
H2 and H3. I assess whether results hold for different subgroups, given variation 
in cohabitation-related behaviors across demographic characteristics including: 
sex (Sassler & Miller, 2017), parenthood status (Horowitz et al., 2019), race/eth-
nicity (Horowitz et al., 2019), school enrollment (Thornton et al., 1995), and age 
(Horowitz et al., 2019).

Data/Methods

To assess whether the ACA has affected cohabitation patterns, I estimate DiD 
models and multinomial logistic regression models using data from the CPS. DiD 
models are useful in  situations like this where we expect omitted variable bias 
to be operating at the state and year level when we assess the effects of policy 
changes. Furthermore, they include a treatment–control comparison that is ideal 
for this type of study (Angrist & Pischke, 2008). The intuition is a comparison 
of two groups before and after a treatment went into effect where only one group 
receives the treatment. I describe the sample and variables, and then provide 
additional technical details for the models, including a conceptual diagram for the 
DiD methodology.
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Sample

Data come from the 2007 to 2019 rounds of the Annual Social and Economic 
Supplement (ASEC) of the CPS, obtained from IPUMS (Flood et al., 2020). The 
sample includes civilians ages 18–40 because the focus is on younger adult expe-
riences of cohabitation; active duty military members are not included in the sam-
ple because their health insurance is provided through the military. The sample is 
further limited to US citizens because non-citizens may not be eligible for Medic-
aid, depending on status. Recipients of SSI are excluded because SSI receipt usu-
ally provides automatic eligibility for Medicaid (Miller et  al., 2021). Finally, in 
some models the analytic sample is limited to those with incomes below 100% of 
the federal poverty line (FPL) to avoid contamination from marketplace subsidies 
in non-expansion states that became available to low-income individuals (with 
incomes above 100% FPL) around the time of the Medicaid expansion (Johnston 
et al., 2018). The total sample size varies from 45,129 to 695,629.

Dependent Variable

The primary dependent variable is a binary indicator of the respondent being in a 
cohabiting relationship compared to another relationship state at the time of the 
survey. The secondary dependent variable is a binary indicator of the respondent 
being married compared to another relationship type. Both same-sex and oppo-
site-sex partnerships are included in the analysis. I provide an analysis comparing 
cohabitation to all other marital statuses and, separately, within the sample of 
unmarried individuals in the subgroup analyses to assess changes in cohabitation 
compared to other unmarried states. In the multinomial logistic regression mod-
els the categories of cohabitation and marriage are compared to the singlehood 
category.

Independent Variables

The key independent variable is a dummy variable equal to one to indicate resi-
dence in a Medicaid expansion state in a year after which Medicaid was expanded 
in that state (= 0 otherwise). For example, California expanded Medicaid in 2014. 
Prior to 2014 the value of this variable for California would be equal to 0 because 
the Medicaid expansion had not yet occurred. But in 2014, and all subsequent 
years, the value for California would be 1. Thirty four “treated” states are com-
pared to 17 “non-treated” states. Of the 34 expanded states, 27 expanded in 2014 
(with six having some form of expansion prior to 2014 and being defined as 
early expansion states (Buchmueller et al., 2019)), three expanded in 2015, two 
in 2016, and two in 2019. The two states that expanded in 2020 are considered 
untreated in this analysis because they expanded after the last year of CPS data 
included here.
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Controls

The main models control for a linear measure of age; an indicator of female sex; 
a five-category race/ethnicity variable (Non-Hispanic White, Non-Hispanic Black, 
Non-Hispanic Asian/Pacific Islander, Non-Hispanic Another Race/Ethnicity, and 
Hispanic Ethnicity); an indicator for being a parent (= 1 if parent and 0 otherwise); 
an indicator of school enrollment (= 1 if respondent states they are enrolled in school 
and 0 otherwise), state fixed effects, and year fixed effects.

Analytic Strategy

The analytic strategy to test Hypothesis 1 is to estimate DiD models of the effect of 
the Medicaid expansion on cohabitation. Figure 1 shows the conceptual model. As 
the figure indicates, in the pre-treatment period we are looking for parallel trends for 
the two comparison groups, one of which will eventually be treated. We track these 
trends over time. Then the treatment occurs (in this study the implementation of 
the Medicaid expansion), and we examine trends in cohabitation after the treatment 
occurs. The assumption is that the control group continues along the same trajec-
tory, but the treatment group may experience an increase or decrease in response to 
the policy change. This increase or decrease is captured in the DiD model.

I first estimate a basic DiD model, sequentially adding controls, controls plus 
state fixed effects, controls plus year fixed effects, controls plus stateXyear fixed 
effects, and controls plus state and year fixed effects. In addition, I estimate the 
model with controls using the didregress command in Stata 17.0, which is a stream-
lined approach to estimation. I estimate subgroup analyses and robustness checks, as 
described later.

Second, I examine to what extent newer DiD methods provide additional informa-
tion about the treatment effects. I estimate a Bacon decomposition (Goodman-Bacon 
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Fig. 1   Conceptual diagram of difference-in-difference model for Medicaid expansion
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et al., 2022) on data collapsed to the state level2 to identify how much of the effect 
comes from differences between expansion states and non-expansion states versus 
differences within the expansion states (shown in Supplemental Fig. 2). I then esti-
mate the average treatment effect on the treated (ATT) using the csdid estimator 
(Callaway & Sant’Anna, 2021), which is a DiD-with-multiple-time-periods estima-
tor, using never-treated units as controls.3 This method has the advantage of address-
ing the potential bias in effect estimates that can result under conditions of hetero-
geneous treatment effects. Additionally, it provides us with insight about which 
treatment periods yield significant effects and when the effects are seen in terms of 
time since treatment. Event-history plots were generated using eventdd, which pro-
vides estimates from a panel data event study approach to DiD models with a series 
of lags and leads (Clarke & Tapia Schythe, 2021).

Implementing DiD requires demonstrating that the trends in cohabitation are par-
allel across treatment and control groups before the implementation of the provision, 
as noted above (Angrist & Pischke, 2008). Trends in cohabitation are reported in 
more detail in the results section. To demonstrate parallel trends, I estimate a model 
using Eq. 1 below, with one change: instead of the key coefficient of interest being 
residence in an expansion state after expansion I examine an interaction between 
Medicaid expansion and year in a model limited to the pre-treatment period (pre-
2014). In this model the lack of a significant interaction indicates we cannot reject 
the hypothesis of parallel trends in cohabitation across expansion and non-expansion 
states (see Supplemental Table 4), whether using the full sample or the sample of 
respondents with incomes below the poverty line.

Equation 1 represents the Medicaid expansion DiD model. B1 is the coefficient 
of interest, referring to residence in an expansion state in a year after the expan-
sion was implemented. B2–B3 represent state and year fixed effects, respectively. B4 
represents coefficients on the control variables. Standard errors are clustered at the 
state level, and analyses are weighted to be representative of the population using 
the person-level ASEC weights.

To test Hypotheses 2 and 3, I estimate multinomial logistic regression models to 
examine changes in patterns of cohabitation, marriage, and singlehood in the same 
model. The outcome variable is a tri-level marital status variable taking values of 
singlehood (omitted comparison category), cohabitation, and marriage. The inde-
pendent variable is the Medicaid expansion variable used in the DiD models. All 
multinomial logistic regression models include the same control variables as the 
DiD models, including state and year fixed effects. Standard errors are clustered at 
the state level.

(1)yist = �0 + �1Expansionst + �2States + �3Yeart + �4Xi + �ist

2  Collapsing the data to the state level was recommended by Austin Nichols (in a personal communica-
tion), one of the authors of the bacondecomp command in Stata, because the data in this analysis are 
repeated cross sections rather than panel data.
3  The Bacon decomposition indicates expansion versus non-expansion states is the key comparison, 
rather than the comparison between early expansion and late expansion states.
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Results

Trends in Cohabitation

The trends in cohabitation prior to the enactment of the Medicaid expansion are not 
significantly different between expansion and non-expansion states. The test of par-
allel trends described above (results in Supplemental Table 4) indicate we cannot 
reject the null hypothesis of parallel trends.

Descriptive Statistics

Descriptive statistics for the full sample are shown in Table 1. These are presented 
separately for expansion and non-expansion states and pre- and post-expansion. 
Across all states and periods, approximately 11–12% of the sample is cohabiting. 
About 70% of observations were subject to the Medicaid expansion. About 50% 
of the sample is female, with higher percentages in the non-expansion states. Non-
expansion states also have a higher percentage of Non-Hispanic Blacks, with lower 
percentages of other Non-Hispanic racial and ethnic groups. Rates of parenthood 
are slightly higher in the non-expansion states, and rates of school enrollment are 
slightly lower. For both types of states, parenthood and school enrollment are less 
common post-expansion, and cohabitation is more common.

Difference‑in‑Difference Model Results for Hypothesis 1

I first tested the hypothesis that the Medicaid expansion would have a positive effect 
on cohabitation (H1). Table  2 shows the results of the models, starting with the 
reduced-form model and subsequently adding the controls and fixed effects. In mod-
els that include all marital statuses, there is a significant increase in the probability 
of cohabitation of 0.8–1.2 percentage points, depending on the model. Results for 
the models including state X year fixed effects have the opposite sign, which sug-
gests bias in these models, given the consistency of positive results across multiple 
specifications and methods. The model estimated using didregress command  indi-
cates increases in cohabitation of 1.2–1.3 percentage points across income levels, 
with a 2.4 percentage point increase for those with incomes below the poverty level. 
Thus, the results support H1 providing evidence that the Medicaid expansion had a 
positive effect on cohabitation.

The results in Table 3 provide a more complete picture of these effects, taking 
into account the timing of expansion and the time since expansion. The overall ATT 
ranges from a 0.8 (with controls) percentage point increase to a 1.0 (without con-
trols) percentage point increase. Furthermore, the results demonstrate the effects are 
significant only for the group of states that expanded in 2014, and the effects appear 
to be concentrated in 2016, two years after expansion occurred. Figure  2 depicts 
the estimates across the pre-treatment and post-treatment periods as estimated 
using eventdd with the Eq. 1 model specification. There are up to 12 periods before 
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Medicaid expansion and up to five periods after expansion, depending on when the 
states expanded. Zero represents the expansion year, and cohabitation rates are com-
pared to the year prior to expansion (− 1 in the figure). The point estimates in the 
figure represent the coefficients estimated by the model, and the 95% confidence 
intervals are shown. The figure shows relatively small differences in cohabitation 
rates over time. The eventdd model is estimated slightly differently than the event-
history models in Table 3, and the treatment effect for two years post-implementa-
tion is only marginally significant (p = 0.069). However, the figure provides a helpful 
visual representation of the pattern, depicting the effect concentration at two years 
post-implementation.

For comparison, the results of DiD models with marriage as the outcome are 
shown in the right-hand columns of Table 3. Unlike the estimates for cohabitation, 
the estimates for marriage are not statistically significant. The results from the DiD 
with multiple time periods indicate support for H1 as well but suggest the positive 
effect on cohabitation was limited to certain states and a certain post-expansion time 
period. I consider this further in the Discussion.

Multinomial Logistic Regression Model Results for Hypothesis 2 and Hypothesis 3

To test H2 that given reduced incentives to marry for health insurance and potential 
risks of losing Medicaid eligibility with marriage, cohabitation will increase com-
pared to marriage, and to test H3 that given possible reductions in the necessity to 
cohabit for financial reasons after Medicaid expansion, cohabitation will decrease 

Table 1   Weighted descriptive statistics for expansion and non-expansion states, pre- and post-expansion, 
mean (standard deviation) or percentagea

a Estimates weighted using person-level ASEC weights

Expansion states Non-expansion states

Pre-expansion 
(N = 260,726)

Post-
expansion 
(N = 199,722)

Pre-expansion 
(N = 107,191)

Post-
expansion 
(N = 88,126)

Cohabiting 11.08% 12.06% 10.64% 11.28%
Age 28.631 (6.717) 28.656 (6.555) 28.793 (6.674) 28.617 (6.553)
Female 50.67% 50.30% 51.33% 51.38%
Race/Ethnicity
 Non-Hispanic White 67.78% 63.28% 62.78% 59.18%
 Non-Hispanic Black 10.92% 10.99% 18.47% 19.06%
 Non-Hispanic Asian/Pacific Islander 4.83% 5.74% 1.96% 2.30%
 Non-Hispanic Another Race/Eth-

nicity
2.91% 3.53% 2.73% 3.01%

 Hispanic 13.57% 16.47% 14.06% 16.44%
Parent 39.94% 36.03% 43.74% 39.81%
Enrolled in School 41.43% 21.49% 37.94% 20.23%
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compared to remaining single, I estimated multinomial logistic regression models, 
varying the base outcome. There was no evidence of a significant difference in the 
probability of marriage compared to cohabitation, and these results are not shown. 
Thus, there was no evidence for H2. However, compared to being single, the Medic-
aid expansion was associated with increased odds of both cohabitation and marriage 
in the full sample, and cohabitation in the sample with incomes below the poverty 
line (see Table 4). Thus, I find no support for H3; on the contrary I see increases in 
cohabitation compared to singlehood, rather than decreases.

Subgroup Analyses

As indicated in the background section, the likelihood of entering into cohabitation 
varies by a number of factors, including sex, race/ethnicity, school enrollment, and 
so forth. I examined subgroups across each of these domains (results in Table 5): 
males, females, parents, nonparents, Non-Hispanic Whites, Non-Hispanic Blacks, 
Non-Hispanic Asian/Pacific Islanders, Non-Hispanic Another Race/Ethnicity, His-
panic Ethnicity, Enrolled in School, and Not Enrolled in School. There was some 
heterogeneity in the subgroup analysis for H1, but the sample sizes are reduced, 
which may play a role in explaining some of the null results. In the full sample, 
results for males and females are relatively consistent with the main model results, 
though the coefficient for males in the never married model is not statistically 

Fig. 2   Pre- and post-expansion trends in cohabitation between expansion and non-expansion states, esti-
mated using eventdd in Stata
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Table 3   Average treatment effect on the treated from difference-in-difference (DiD) models for Medicaid 
expansion predicting cohabitation and marriage, ages 18–40

Cohabitation Marriage

DiD multiple 
periods
(N = 695,629)

DiD multiple 
periods, w/ 
controls
(N = 474,547)

DiD multiple 
periods
(N = 695,629)

DiD multiple 
periods w/
controls
(N = 434,683)

Coef. (SE) Coef. (SE) Coef. (SE) Coef. (SE)

ATT​ 0.010 (0.004)** 0.008 (0.004)* 0.006 (0.005) − 0.0001 (0.005)
ATT by group
 Expanded 2014 0.010 (0.004)* 0.008 (0.004) 0.006 (0.005) 0.001 (0.004)
 Expanded 2015 0.010 (0.010) 0.007 (0.010) 0.006 (0.006) − 0.001 (0.005)
 Expanded 2016 − 0.012 (0.011) − 0.011 (0.012) 0.014 (0.015) 0.004 (0.011)
 Expanded 2019 0.011 (0.014) 0.009 (0.014) 0.014 (0.020) − 0.007 (0.013)

ATT by calendar 
period

 2014 0.009 (0.006) 0.008 (0.006) 0.003 (0.008) 0.0004 (0.007)
 2015 0.009 (0.005) 0.006 (0.005) 0.012 (0.007) 0.008 (0.006)
 2016 0.018 (0.005)** 0.016 (0.005)** 0.013 (0.007) 0.003 (0.006)
 2017 0.010 (0.005) 0.009 (0.005) 0.005 (0.007) 0.003 (0.006)
 2018 0.007 (0.005) 0.007 (0.005) − 0.003 (0.007) − 0.009 (0.006)
 2019 0.003 (0.005) 0.001 (0.005) − 0.003 (0.007) − 0.005 (0.006)
 2020 0.013 (0.005)* 0.009 (0.005) 0.015 (0.007)*

Event study
 ATT before treat-

ment
− 0.0001 (0.001) 0.005 (0.003) 0.003 (0.002) 0.006 (0.003)

 ATT after treat-
ment

0.010 (0.004)** 0.008 (0.004)* 0.006 (0.005) − 0.0005 (0.005)

  12 Years pre-
treatment

− 0.008 (0.012) 0.012 (0.025) − 0.005 (0.020) 0.019 (0.028)

  11 Years pre-
treatment

− 0.004 (0.009) 0.022 (0.017) 0.001 (0.145) 0.015 (0.017)

  10 Years pre-
treatment

− 0.010 (0.008) − 0.028 (0.016) − 0.001 (0.015) − 0.018 (0.017)

  9 Years pre-
treatment

0.011 (0.009) 0.012 (0.016) 0.003 (0.015) 0.001 (0.017)

  8 Years pre-
treatment

0.001 (0.008) 0.029 (0.016) 0.007 (0.013) –0.001 (0.013)

  7 Years pre-
treatment

0.012 (0.007) 0.036 (0.016)* 0.025 (0.010)* − 0.041 (0.019)*

  6 Years pre-
treatment

− 0.004 (0.004) 0.0004 (0.008) 0.005 (0.006) 0.012 (0.008)

  5 Years pre-
treatment

0.008 (0.004)* 0.003 (0.006) 0.002 (0.006) 0.005 (0.006)

  4 Years pre-
treatment

− 0.002 (0.004) 0.005 (0.006) − 0.008 (0.006) 0.003 (0.006)
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significant. Looking at race/ethnicity, increases appear to pertain primarily to Non-
Hispanic Whites. School enrollment is not a particularly distinguishing factor in 
terms of the effect of the expansion on cohabitation. Only one effect is statistically 
significant in the sample limited to those with incomes below the poverty line; there 
is a 3.6 percentage point increase for Non-Hispanic Whites when all marital statuses 
are included.

Robustness Checks

I tested the robustness of the results in a few ways, given the range of samples and 
cutoff values used in the existing literature. First, I estimated models with different 
age groups: 18–64 (working age), 25–54 (prime working age), 27–64 (working age 
and not subject to the dependent coverage provisions), and 18–30 (young adults). 
The results of the age group analyses are shown at the bottom of Table 5. The esti-
mates for the 18–64 sample are very similar to those for the 18–40 sample, with 

a Models with controls include controls for age, sex, race/ethnicity, parenthood, and school enrollment. 
Estimates weighted using person-level ASEC weights. Models estimated using csdid in Stata 17.0. For 
csdid models comparison is never treated group
*p < .05; **p < .01; ***p < .001

Table 3   (continued)

Cohabitation Marriage

DiD multiple 
periods
(N = 695,629)

DiD multiple 
periods, w/ 
controls
(N = 474,547)

DiD multiple 
periods
(N = 695,629)

DiD multiple 
periods w/
controls
(N = 434,683)

Coef. (SE) Coef. (SE) Coef. (SE) Coef. (SE)

  3 Years pre-
treatment

− 0.002 (0.004) 0.007 (0.007) 0.007 (0.006) 0.009 (0.006)

  2 Years pre-
treatment

0.010 (0.004)* 0.002 (0.008) − 0.010 (0.006) 0.009 (0.007)

  1 Year pre-
treatment

− 0.013 (0.004)** − 0.037 (0.014)** 0.009 (0.006) 0.052 (0.015)***

 Treatment year 0.007 (0.005) 0.006 (0.005) 0.005 (0.007) 0.003 (0.006)
  1 Year post 

treatment
0.012 (0.005)** 0.010 (0.005)* 0.011 (0.007) 0.007 (0.006)

  2 Years post 
treatment

0.017 (0.005)** 0.014 (0.005)** 0.012 (0.007) 0.002 (0.006)

  3 Years post 
treatment

0.008 (0.005) 0.008 (0.005) 0.005 (0.007) 0.002 (0.006)

  4 Years post 
treatment

0.007 (0.005) 0.007 (0.005) − 0.003 (0.007) − 0.010 (0.006)

  5 Years post 
treatment

0.004 (0.005) 0.001 (0.005) − 0.004 (0.007) − 0.006 (0.007)

  6 Years post 
treatment

0.015 (0.006)** 0.010 (0.006) 0.018 (0.008)*
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percentage point increases of 1.0–2.0. For the 25–54 and 27–64 samples the Medic-
aid expansion is not significantly associated with cohabitation, and this is also true 
when the sample is limited to young adults, ages 18–30.

Second, I estimated models with different cutoff values indicative of lower income/
lower socioeconomic status: income less than 200% of the FPL (instead of < 100% of 
the FPL), and education of high school diploma or less. Similar measures were used 

Table 4   Multinomial logistic regression results for Medicaid expansion predicting cohabitation and mar-
riage (in comparison to singlehood), ages 18–40

a Models control for state fixed effects, and year fixed effects. Estimates weighted using person-level 
ASEC weights. Standard errors clustered at the state level. Models estimated using mlogit in Stata 17.0
*p < .05; **p < .01; ***p < .001

Full Sample (N = 434,683)
Pseudo R2 = 0.2739

Sample with income below poverty line 
(N = 60,680) Pseudo R2 = 0.1728

Coef. (Robust SE) p value Coef. (Robust SE) p value

Cohabitation (vs. Singlehood)
Medicaid Expansion 0.131 (0.042)** 0.002 0.162 (0.075)* 0.030
Age 0.035 (0.003)***  < 0.001 0.005 (0.005) 0.305
Female 0.132 (0.016)***  < 0.001 0.120 (0.032)***  < 0.001
Race/Ethnicity
Non-Hispanic Black − 0.895 (0.042)***  < 0.001 − 1.224 (0.053)***  < 0.001
Non-Hispanic Asian/

Pacific Islander
− 0.756 (0.047)***  < 0.001 − 0.776 (0.111)***  < 0.001

Non-Hispanic Another 
Race/Ethnicity

− 0.226 (0.039)***  < 0.001 − 0.282 (0.075)***  < 0.001

Hispanic Ethnicity − 0.388 (0.037)***  < 0.001 − 0.650 (0.071)***  < 0.001
Parent 1.297 (0.037)***  < 0.001 1.096 (0.070)***  < 0.001
Enrolled in School − 0.975 (0.029)***  < 0.001 − 0.711 (0.038)***  < 0.001
Intercept − 2.527 (0.087)***  < 0.001 − 1.053 (0.137)***  < 0.001
Marriage (vs. Singlehood)
Medicaid Expansion 0.131 (0.030)***  < 0.001 0.149 (0.109) 0.170
Age 0.128 (0.003)***  < 0.001 0.080 (0.008)***  < 0.001
Female 0.061 (0.020)** 0.002 − 0.738 (0.062)***  < 0.001
Race/Ethnicity
Non-Hispanic Black − 1.711 (0.052)***  < 0.001 − 1.602 (0.084)***  < 0.001
Non-Hispanic Asian/

Pacific Islander
− 0.055(0.046) 0.233 0.494 (0.104)***  < 0.001

Non-Hispanic Another 
Race/Ethnicity

− 0.730 (0.063)***  < 0.001 − 0.486 (0.088)***  < 0.001

Hispanic Ethnicity − 0.593 (0.044)***  < 0.001 − 0.330 (0.074)***  < 0.001
Parent 2.411 (0.044)***  < 0.001 2.482 (0.055)***  < 0.001
Enrolled in School − 0.837 (0.031)***  < 0.001 − 0.886 (0.057)***  < 0.001
Intercept 04.532 (0.103)***  < 0.001 − 3.740 (0.187)***  < 0.001
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in other recent studies (e.g., Chatterjee, 2022). The results of these models are shown 
at the top of Table 5. The magnitude of the coefficients in the model with < 200% of 
the poverty line is nearly identical to the main models, but the estimates are not sta-
tistically significant. The coefficients in the model limited to those with a high school 
diploma or less are a bit smaller in magnitude and not statistically significant.

Third, I excluded the six early expansion states (Buchmueller et al., 2019) and the 
late expansion states. The concern addressed by these robustness checks is that early 
expansion and late expansion states might be different from “on-time” expansion 
states in ways that may also be correlated with the likelihood of cohabitation, for 
example political liberalness or conservativeness. Results shown in Supplemental 
Table 3 indicate the exclusion of the early expansion states and late expansion states 
changes the effect of the Medicaid expansion slightly, increasing the coefficients.

Conclusion

Discussion

This study used data from the CPS to test three hypotheses: H1: The Medicaid expan-
sion will have a positive effect on cohabitation in the overall sample; H2: Given 
reduced incentives to marry for health insurance and potential risks of losing Med-
icaid eligibility with marriage, cohabitation will increase in comparison to marriage; 
H3: Given possible reductions in the necessity to cohabit for financial reasons after 
Medicaid expansion, cohabitation will decrease in comparison to remaining single.

The study results indicate the Medicaid expansion was associated with increases 
in cohabitation in the population broadly, supporting H1. However, the effects 
appear to be driven by states expanding in 2014, suggesting heterogeneity in the 
outcomes. In an attempt to better understand the patterns of changes in cohabita-
tion, marriage, and singlehood across states from the pre-expansion to post-expan-
sion time periods, I estimated simple t-tests on state-level rates of cohabitation, 
marriage, and singlehood. The results in Supplemental Table 1 indicate there is not 
a single pattern being experienced by all expansion states. For example, Washing-
ton, D.C., appears to experience increases in cohabitation and marriage in the post-
expansion period, and increases in cohabitation (compared to singlehood) are also 
seen for Indiana. By contrast, Nevada appears to experience decreases in cohabi-
tation (with individuals remaining single) after the expansion. Consistent with the 
event-history results, most changes are seen for states that expanded in 2014. Across 
these states there were decreases in marriage and increases in singlehood on the one 
hand but also decreases in marriage and increases in cohabitation on the other. Thus, 
these descriptive results suggest that the increases in cohabitation come from both 
declines in marriage and in singlehood, depending on the state.

In the multinomial logit models, there was no support for H2; the probability of 
cohabitation was not shown to increase compared to marriage. There was also no 
support for H3; the probability of cohabitation was instead demonstrated to increase 
compared to remaining single.
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Drawing from studies of prior Medicaid expansions (pre-ACA), research on 
changes to the EITC, and recent research about change in marriage post-Medicaid 
expansion, one might have expected that individuals would substitute cohabitation 
for marriage to preserve eligibility for Medicaid in light of eligibility being expanded 
to all income-qualifying adults. Surprisingly, the multinomial logit models do not 
provide any indication of substitution of cohabitation in place of marriage. How-
ever, the descriptive state-by-state analysis suggests this may be true for residents 
of some states (e.g., Colorado and Michigan). In other words, there appears to be 
heterogeneity across states in how the expansion affects cohabitation and marriage. 
The increase in cohabitation post-expansion also suggests that non-economic factors 
may be influential in the relationship between the expansion and decisions about 
family formation. We cannot rule out the notion that better health and improved 
labor force attachment may have made some individuals more attractive partners for 
cohabitation. Indeed, the event-history results indicate a lag between the expansion 
and increases in cohabitation, which could be attributable in part to these types of 
health and employment changes.

The multinomial logistic regression models show an increase in marriage post-
expansion, compared to singlehood, rather than a decrease (although the DiD with 
multiple time periods does not show this increase), which is inconsistent with prior 
studies of the ACA Medicaid expansion and marriage but not unprecedented in the 
Medicaid expansion and marriage literature. A pre-ACA Medicaid expansion was 
demonstrated to increase the probability of marriage (Yelowitz, 1998). Additionally, 
I focus on a younger sample (18–40 years of age) than other recent studies, and I use 
more years of data (starting 2007 and continuing through 2019).

Limitations

The models used in this study allowed me to examine the effects of the ACA Med-
icaid expansion on cohabitation at the population level. This is an important contri-
bution to the literature. However, the results do not provide insight regarding those 
who actually took up the Medicaid expansion compared to those who were eligible 
but did not take up the provisions. Additionally, longitudinal data would be useful to 
examine how different types of individuals might change their behaviors in response 
to the provision, including making changes to labor force participation and experi-
encing changes in health.

Conclusion

Overall, this study demonstrates positive effects of the Medicaid expansion on cohabi-
tation rates for the sample as a whole. Based on theory and prior research, it seems 
likely that these results are driven by a combination of behavior around eligibility 
notches (i.e., cohabiting in place of marriage to maintain Medicaid eligibility) and 
non-economic attributes that were improved through the Medicaid expansion (e.g., 
better health, and improved employment). Although further research is needed, results 
of this and prior studies (e.g., Abramowitz, 2016; Chatterjee, 2022; Hampton & 
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Lenhart, 2022; Heim et al., 2017; Potoms & Rosenberg, 2022) suggest that in general 
the implementation of the Medicaid expansion (and the dependent coverage provision 
as well) has allowed adults, especially young adults, more flexibility in terms of deci-
sions related to cohabitation and marriage. It will be important for future research to 
examine trajectories of young adult relationships over time, with a specific eye toward 
the possibility that the Medicaid expansion may have allowed some young adults to be 
more selective about entry into marriage or, alternatively, to have felt more confident 
about the future and thus ready to enter into a co-residential relationship. In addition, 
as the Medicaid expansion continues to spread to new states, more research is needed 
to examine whether the effects of the expansion differ across state policy contexts and 
what implications such differences might have for cohabitation rates nationally.
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