
 
 

 
Expanding Access to Medicaid in the American States: 

Public Opinion, Policy Responsiveness, and the Role of Race 
 
 

(DRAFT, UNDER REVIEW) 
 
 
  



 1 

Abstract (<150 words) 

Abstract: Since the Supreme Court overturned the federal ACA Medicaid mandate, state 
governments are allowed to opt in or out of the Medicaid coverage expansion. This article first 
estimates the level of public support for the Medicaid expansion in each state, and, second, 
investigates the role of public support in explaining state decisions to adopt the expansion. Our 
findings suggest a significant positive relationship between the level of public support and the 
likelihood of state adoption; however, many states are incongruent with majority opinion in their 
state. In particular, controlling for many other economic and political factors, states are less 
likely to adopt the Medicaid expansion under Republican control and as the percent of the black 
population increases. This latter finding is particularly concerning given that Blacks are 
significantly more supportive of the Medicaid expansion than Whites. Our discussion highlights 
the democratic deficits at the state level around this coverage policy.   

Key words: Health reform, state Medicaid expansion, public opinion, race.  

 

 

  



 2 

Before the ink was dry from President Obama’s signing of The Patient Protection and 

Affordable Care Act (ACA) on March 23rd 2010, almost half the states rose up against the bill. 

The attorneys general from 20 states jointly filed a lawsuit in the Florida US District Court, and 

the Commonwealth of Virginia filed in a Virginia federal court, claiming the ACA 

unconstitutional. The media attention around these lawsuits primarily focused on the individual 

mandate, which the Supreme Court ultimately ruled constitutional; however, one of the four 

main legal challenges concerned the federally mandated Medicaid expansion. In a decision that 

surprised stakeholders across the political spectrum, the Supreme Court ruled against federal 

authority to mandate the Medicaid expansion, allowing states the option to expand coverage.1,2 

While the proportional cost of the mandated expansion itself was not large for the states, the 

plaintiff’s claim and the Supreme Court ruling focused on the fact that states would lose all of 

their Medicaid funding if they did not adhere to the expansion. Essentially, the majority in the 

decision (7-2) ruled in favor of the states on the question of coercion and financial burden.3 Thus, 

the Court ruled that the federal government could allow states the option of expanding the 

Medicaid program with a federal financial inducement (thus upholding the expansion), but could 

not mandate state Medicaid expansions.  

After the Supreme Court’s decision, twenty-five states (plus the District of Columbia) 

elected to expand the program during the first year of implementation, and six more states as of 

July, 2015.4,5 This means that, despite the passage of the ACA that intended to expand coverage 

to near universalism (undocumented immigrants were never included under the bill), over four 

million Americans remain uninsured.5 In the non-expansion states, over half of low income 

Americans who were uninsured in 2010 remain without access to affordable coverage.6,7 These 
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Americans fall in the so-called coverage gap: they are not poor enough to qualify for traditional 

Medicaid and yet do not earn enough to qualify for subsidies on the exchange.8  

Although it is difficult to argue that this distribution of subsidies is equitable, some might 

argue that states’ decisions are fair based on notions of democratic responsiveness. Indeed, 

underlying the Supreme Court’s majority arguments about the original federal ACA Medicaid 

mandate acting too coercively is the invocation of states’ rights and the fundamental belief that 

states should be able to exercise democratic accountability thereby responding to citizen desires. 

Yet, while Americans value the benefits of democratic responsiveness that a federalist structure 

helps attain, several studies confirm that welfare policies enacted and implemented at the state 

and local level are racially biased.9,10 Because we know that state discretion with regard to the 

Medicaid expansion has created greater inequality and given past studies suggesting racial bias, 

it is important to interrogate first, whether state decisions regarding the Medicaid expansion 

correspond to state-level public opinion, and, second, whether state adoption decisions are 

racially biased.   

Federalism, Policy Responsiveness, and Racial Bias  

 The basic premise of representative democracy is that elected officials are responsive to 

public demands, but certain institutional structures of government—federal, parliamentarian, 

etc.—may be more capable than others in responding to citizen desires.11 A central argument 

underlying considerations of the relationship between federalism and representation is that states 

(or smaller governmental units) can improve representation because they are more responsive to 

local preferences.12–15 This argument largely rests on the logic of size and proximity; that is, 

because sub-national governments are smaller and closer to the people, citizens are better able to 
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understand and relate to issues at the local level, are therefore more engaged in local issues, and 

can pressure local officials to respond to their demands.16–18 

Yet, despite a wealth of theoretical work reflecting this positive view between federalism 

and responsiveness, there is a vast body of critical work on the failings of democratic systems to 

represent citizen desires.11,19,20 Studies of representation under the US political system reflect a 

biased toward upper income and more highly educated individuals, which leads to systematic 

under-representation of the poor.20–23 First, of the organizations in Washington DC that attempt 

to influence political matters, less than one percent claim to represent the poor, and those who 

advocate on behalf of marginalized groups tend to privilege the voices of their more affluent 

members.23–25  Second, it is difficult for groups representing the poor to credibly claim that their 

constituency will deliver on Election Day since persons with relatively low incomes and less 

education are significantly less likely to vote in any election—whether federal, state or local.26 

The fact that a sizable proportion of the poor do not vote is a concern given that their policy 

preferences are significantly different from those of more affluent people who are more likely to 

vote.27 

Studies that consider state-level responsiveness are somewhat more mixed on whether 

state policies are more likely to reflect citizen desires. On the one hand, several studies analyzing 

the American states report a positive relationship between public preferences and policy 

outcomes.15,28 Erickson, Wright, and McIver’s29 seminal study, Statehouse Democracy, 

demonstrates a clear correlation between voter ideology and aggregate state policy. Based on this 

finding, they argue that state governments are responsive because liberal states have more liberal 

policies, and conservative states have more conservative policies.  
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One concern with Erickson, Wright, and McIver’s study, however, is that they are only 

able to demonstrate responsiveness in the aggregate, whereas one could imagine that any 

governmental unit might be more or less responsive depending on the particular policy under 

consideration. Lax and Phillips30 address this concern by estimating state-level support for 39 

policies across eight issue areas. They find that policy is highly responsive to policy-specific 

opinion, but also find evidence of a “democratic deficit” such that policy is congruent with 

majority will only half the time. Indeed, analyzing policy congruence is an important conceptual 

advance to understanding responsiveness of political decisions. Rather than simply look at 

whether there is a positive association between public opinion and policy outcome, it is 

important to also consider whether a policy is responsive (a positive relationship) to public 

opinion but incongruent with majority will.30,31  And, when policies are incongruent with 

majority will, what other factors drive policy adoption?  

In general, past research points to important political and economic factors, such as 

gubernatorial and legislative party control and state per capita income, as having important 

effects on policy decisions.32–34 However, even controlling for these factors, the role of race in 

the American states has been important. The influence of race on American politics has been 

explored from many fields of social science. While overt racial prejudice has drastically 

diminished in the post-civil rights era, more subtle discriminatory social phenomena prevail with 

updated labels, such as new racism, symbolic racism, modern racism, subtle racism, and racial 

resentment.35–38 These studies suggest that new racial frames continue to portray racial minorities 

as “demanding,” and “undeserving” individuals with a “lack of work ethic and responsibility,” 

especially in association with social welfare programs. In particular, because the media since the 

1970s have persistently and disproportionately portrayed African Americans in stories about 
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poverty and crime, Blacks have become the stereotypical face of welfare and crime policy 

among the American public.39 As such, several studies show that attitudes toward Blacks became 

a key predictor of White Americans’ social policy preferences and voting behavior at the 

national level.35,40,41 And, we find racial effects on social welfare policy development among the 

American states as well. For example, as the percent of African Americans among the total state 

population increases, states are less generous in the provision of social benefits and more likely 

to enact punitive policies, which punish behavior.9,34,42 Moreover, several studies find evidence 

of racial bias in decisions related to various facets of welfare assessment.43  

Hispanics have also been subject to racial bias in welfare policy development.44 

Particularly due to politicized concerns about illegal immigration and misperceptions about 

welfare dependency among immigrant families, the presence of a large Hispanic population 

tends to be associated with lower welfare program benefits and restrictive eligibility criteria for 

welfare programs, such as Temporary Assistance for Needy Families.10,45,46 

 Medicaid, Public Opinion, and Race  

 At the national level, public support for Medicaid has always been high. In 1972, when 

asked whether spending for Medicaid should be increased, decreased, or stay the same, 53% of 

Americans supported an increase in spending, 35% said stay the same, with less than 10% 

favoring a decrease.47 During the Medicaid expansionary period in the 1980s, support for 

expanding Medicaid spending increased every year—by the late 1980s more than 60% of 

Americans supported increasing Medicaid spending.48–51 Even during the extremely fiscally 

distressed period between 2008 and 2011, the vast majority of Americans (75%) either supported 

an increase or maintaining Medicaid funding.52,53  And, when asked whether Medicaid should be 
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cut to reduce the federal deficit, a surprisingly high number (54%) were strongly opposed to this 

idea.54  

 Underneath this overall popularity, however, is a prolonged difference in support to 

expand the Medicaid program among Blacks and Whites, and this gap is growing.  

Tesler55 shows that when asked about expanding Medicaid across four nationally representative 

surveys in the 1993 and 1994, 69% of Blacks and 43% of Whites supported expansion on 

average, whereas this division grew to 83% of Blacks and 38% of Whites in 2009 and 2010. This 

increase in the gap is correlated with an increased race-based antipathy and resentment of White 

voters. Tesler, also finds that support for the Medicaid expansion is viewed as a component of 

the ACA and strongly associated with President Obama, and, as a result, the expansion policy 

itself has become racialized.55 

Given the racial associations with the ACA at the national level, it is important to 

understand how state-level public opinion impacts state adoption decisions concerning the 

Medicaid expansion, and whether state-level public opinion has a racial bias. Most previous 

studies of Medicaid decision-making have conceptualized voter demand for Medicaid 

expansions at the state level as relatively weak, because it is a means-tested targeted program 

where the recipients are more vulnerable and therefore garner less political influence and clout.56 

However, we know little about how public support (among all state residents) for the program 

varies across the fifty states and whether state decisions regarding Medicaid are responsive to 

public opinion. Employing a relatively recent methodological technique—Multilevel Regression 

and Post-stratification—we are able to study the role of state-level public opinion on state 

Medicaid policy.  
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To understand whether states are responsive to public opinion, two conceptual measures 

are used: one called “policy responsiveness” and the other “congruency”.30 To judge policy 

responsiveness we examine whether there is a positive relationship between public opinion and 

state adoption of the Medicaid expansion; that is, as public support for the Medicaid expansion 

increases are states more likely, on average, to adoption the expansion? To determine whether a 

state is congruent with public opinion we examine whether state adoption is consistent with 

majority opinion. The congruency measure gives us a sense of the tipping point. For example, 

especially under highly salient, controversial issues, such as gay rights policies, states have been 

shown to be responsive to public opinion (a positive relationship), but incongruent with simple 

majority will where ideology and partisanship pull policy adoption toward higher levels of 

support often requiring supermajorities before a state will adopt.30,31 Because the Medicaid 

expansion decision is also highly salient and ideologically charged, we may similarly find policy 

responsiveness but incongruence. Moreover, given the racial bias associated with the ACA, we 

may also find that state adoption is related to racial differences in support for the Medicaid 

expansion combined with the proportion of African Americans in the state.  

 

Methods 

To examine whether state Medicaid expansion decisions are responsive and congruent, 

we first estimate state-level public opinion, and then conduct logistical regression analysis on a 

dichotomous response variable. Data for the dependent variable comes from Kaiser Family 

Foundation’s57 summary of state Medicaid expansion decisions as of October 2013 when they 
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defined states as either “moving forward” or “not moving forward.” At that time, the decision to 

expand was exactly half: 25 states adopting and 25 states not adopting the Medicaid expansion.*  

 Public support. To estimate state-level public opinion, we used four national-level 

survey datasets from the Kaiser Family Foundation’s monthly tracking poll, which asked “As 

you may know, the health care law expands Medicaid to provide health insurance to more low-

income uninsured adults. The federal government will initially pay the entire cost of this 

expansion, and after several years, states will pay 10% and the federal government will pay 90%. 

The Supreme Court ruled that states might choose whether or not to participate in this expansion. 

What do you think your state should do? Do you think your state should keep Medicaid as it is 

today or expand Medicaid to cover more low income uninsured people?” The question was asked 

four times over 10 months (July 2012†, January 2013, March 2013, and April 2013), allowing us 

to pool the data for a sample size of 4,516 across all four datasets.  

 Multilevel Regression and Post-stratification. Because it is cost-prohibitive to conduct 

state-level public opinion surveys, they are rarely if ever done. To our knowledge, there have 

been no state-level public opinion surveys across all fifty states on questions pertaining to 

Medicaid policy. As a result, the most commonly used method for estimating state-level opinion 

has been disaggregation, which requires a large set of national polls to disaggregate the opinion 
                                                        
* Although we could use more recent data on state decisions (three additional states have now expanded), we 
continue to use the 2013 data because the timing of our public opinion data (discussed below) corresponds more 
closely to the 2013 decisions.   
 

†July 2012 survey wording was slightly different: “As you may know, the health care law expands Medicaid to 
provide health insurance to more low-income uninsured adults, including adults with no children whose incomes are 
below about $16,000 a year. The federal government will initially pay the entire cost of this expansion, and after 
several years, states will pay 10% and the federal government will pay 90%. The Supreme Court ruled that states 
may choose whether or not to participate in this expansion. What do you think your state should do? (Keep 
Medicaid as it is today, with no new funding from the federal government and no change in who will be covered by 
the program or expand Medicaid to cover more low-income uninsured people, with the federal government initially 
paying the entire cost of the expansion and your state eventually paying 10%?” 
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percentages by state. Yet, even with large samples, the disproportionate sample distributions of 

those surveys have proven to be problematic for accurate state-level estimation.58 Due to these 

limitations, an alternative method, Multilevel Regression and Post-stratification (MRP), has been 

developed and provides more accurate state-level opinion estimates with smaller errors and 

higher correlations, particularly when national samples are smaller.58 

The MRP method requires two main stages: (1) Estimating demographic subgroup 

responses through utilization of a multilevel model (Multilevel-Regression-part) using individual 

and state-level information; and (2) weighting individual responses by the actual state population 

for each respondent type (Post-stratification-part).58 To estimate Medicaid expansion opinions 

for different demographic groups, we generate subgroups by combining four main individual 

characteristics for each state: race (White, Black, Hispanic and others), gender (male, female), 

age (18-29, 30-49, 50-64, over 65), and education (less than high school, high school graduate, 

some college, college graduate or more). In total, 96 subgroups are generated for each state. For 

example, one subgroup consists of individuals who have less than high school-level of education, 

are 18-29 years old, White and male, and another subgroup consists of individuals who have 

more than college-level education, are over 65 years of age, Hispanic or other ethnic 

background, and female. The aggregated 4,516 survey respondents from four surveys were 

assigned to those subgroups accordingly.  

The probabilities of supporting Medicaid expansion for 96 demographic subgroups are 

estimated (see Equations 1 through 9 in Appendix A).58 In addition to respondents’ opinion on 

Medicaid expansion, individual demographic attributes and their state-level information are used, 

such as states’ per capita income, percentage Democratic presidential vote share (averaged over 

three elections in 2000, 2004, and 2008), and geographical information (East, Midwest, South, 
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West). At the end of the first stage, we estimated the probability of supporting the Medicaid 

expansion for 4,800 subgroups across 50 states.  

In the second stage, the estimated subgroup level of support (𝜃𝑐) is weighted according to 

the proportion of each subgroup’s actual population in each state (𝑁𝑐), (see Equation 10 in 

Appendix A).58 To calculate the population count for each subgroup, we used the Census 

Bureau’s “1-percent Public Use Microdata Sample,” which provides demographic information 

for each state’s voting age population in 2000.‡ This two-step approach produces the estimated 

percentage of voting residents who take a particular position—in this case, a public support level 

on Medicaid expansion for all 50 states.  

 Modeling state Medicaid expansion adoption. As discussed above, in addition to 

public opinion and race, several other variables have been found to be important predictors in 

models of state Medicaid policy (and welfare policy more generally) including political party 

control, state income, the cost of the welfare program, and interest group strength. The 

measurements for the other variables in the model are fairly straightforward and well established 

in the literature. Therefore, with the exception of interest group strength, measurement details are 

provided in Appendix B, and descriptive statistics in Table 1.  

 Interest group pressure. In addition to public opinion, political demands for the Medicaid 

expansion also come from provider groups who have consistently advocated for Medicaid 

benefit and reimbursement expansions because Medicaid payments go directly to provider 

groups, not to reimburse enrollees. Safety-net providers, including public and non-profit 

hospitals and community health centers, provide the bulk of care to Medicaid recipients. 

Although Medicaid provider payments are notoriously low relative to rates paid by private 

                                                        
‡ We had to use 2000 because the 2010 1-percent Public Use Microdata Sample is not publically available yet. 
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insurance companies, many public and community non-profit hospitals and primary care safety-

net providers have a cost structure that Medicaid funds are not only desirable but create financial 

sustainability.59,60  Given this, safety-net providers have a vested interest in state Medicaid policy 

and often play an active role in state-level Medicaid policy decisions.56,61–63 

 Measuring the strength of safety-net interest groups. Unfortunately, there is very limited 

data on interest group strength at the state-level, especially for this particular nuanced sector of 

health care interests. Although Gray, Lowery, and Benz64 conducted a groundbreaking multi-

year study of state-level health interest groups, it does not separate out the safety-net institutions. 

This is important because even though hospitals, nursing and residential care facilities provide 

significant levels of care to Medicaid recipients, their interests vary according to ownership type. 

Moreover, Gray et al.’s study is based on data from the 1990s, and attempts to updating their 

earlier estimations would be inaccurate due to limited state disclosure and tracking requirements 

for lobbyists.64  

Thus, given these limitations, we attempt to capture safety-net interest groups’ influences 

on the Medicaid expansion decision by measuring the size of the safety-net providers in each 

state as a proxy. For community health centers, we use the total number of patients served in 

2011 divided by total state population in 2011.65§ On average, the community health centers 

provided services for 7% of the state population, ranging from 2% in Nevada to 21% in West 

Virginia (see Table 1).  

Another measurement which attempts to capture the size of a state’s safety-net is the 

amounts of payments that care providers receive for providing a disproportionate share of their 

                                                        
§ Because Nevada’s total number of patients served in 2011 data was not available from the National Association of 
Community Health Center, we used the latest available—2006 data—as a proxy, and divided by Nevada’s 2006 
total population. 
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care to Medicaid and Medicare recipients (acroynistically called ‘DSH payments’). Presumably, 

if states have high DSH payments relative to their population size, one would think that hospitals 

in the state would have a very strong interest in advocating for the Medicaid expansion since 

under the ACA provisions when Medicaid expansion coverage began in 2014 the federal 

government would end DSH payments. Clearly, safety-net hospitals in states without a Medicaid 

expansion are much worse off since they will continue to take care of the uninsured (those who 

fall in the Medicaid gap in coverage) and at the same time lose their DSH payments.66 In 2011, 

the average DSH payment per capita was $80 dollars, and ranged from about $4 dollars in 

Wyoming to almost $500 dollars in Tennessee (see Table 1).67  

 

Findings 

Public Support Across the American States 

Especially in comparison to opinions about the ACA more broadly, public support for the 

Medicaid expansion is fairly strong, According to a separate nationally representative survey 

conducted in 2013, while only 32% of Americans had a favorable view of the ACA, over half 

supported the Medicaid expansion (55%).68 While public support for the Medicaid expansion 

varies across the American states, most states are clustered fairly close to the 50% mark 

indicating that the public is equally divided in many states (see Figure 1). For example, the 

average across all the states is 51% in favor of the expansion (sd=5.27), and 33 states have 

support levels between 45-55%. Even the maximum and minimum do not suggest extreme levels 

of support or opposition: the highest public support is 65% in Hawaii and the lowest is 42% in 

Idaho.  

[Figure 1 about here] 
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In addition to geographic variation in support for the Medicaid expansion, support levels 

also vary by race. The racial differences found in national public opinion surveys—over 82% of 

Blacks and over 65% of Hispanics support the Medicaid expansion, compared to only 46% of 

Whites—holds at the state-level as well. When employing the post-stratification methodology to 

estimate state-level support for the Medicaid Expansion, race is the key predictive factor where 

(as we discuss in more detail below) Blacks and nonwhite Hispanics have significantly higher 

levels of support compared to Whites.  

Policy Responsiveness 

 As predicted, the likelihood of a state adopting the Medicaid expansion is positively 

related to the level of public support in the state. This relationship appears to be fairly robust 

since across various model specifications its significance is maintained, though, not surprisingly, 

its significance is reduced as more variables are added to the model (see Table 2). The other 

consistently significant predictors of state adoption are political party control and the size of the 

Black population (measured as proportion Black) in the state. As expected, Democratic party 

control (including governorship and state legislature) is positively associated with adoption, 

while proportion Black is negatively associated with adoption. One obvious concern is that 

because the population of African Americans is much higher in the Southern states and the vast 

majority of the Southern states have not adopted the Medicaid expansion, the race variable is 

spurious to other un-measurable factors in southern states. In this case, we would inappropriately 

attribute race to predicting expansion. To test for this concern, we included regional dummy 

variables to capture other un-measurable state-level factors. While the significance level 

decreases—meaning that we have slightly less confidence that the odds-ratio is correct (a .06 

confidence level)—the odds-ratio actually becomes more negative meaning that the odds of a 
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state adopting the Medicaid expansion in a state with a high proportion of Blacks is significantly 

lower (OR=.49) compared to a state with a low proportion of Blacks all else equal.  

[Table 2 about here] 

 

Congruency and the Tipping Point 

As discussed above, when considering democratic accountability it is important to 

analyze whether policy adoption is congruent with popular will alongside policy responsiveness. 

Using a simple majority (51% in favor) as a cutoff point, we find that 33 states are congruent 

where 15 adopted the Medicaid expansion with majority support and 18 states did not adopt and 

have support levels below 51% (see Figure 2). However, 17 states are incongruent with majority 

support where 10 states adopted the Medicaid expansion under minority support and 7 states did 

not adopt despite majority public support. If we extend the cutoffs one standard deviation (5%) 

to account for estimation error, the thresholds extend to 46% and 56%, and now only four states 

remained incongruent with public support. In particular, three states (KY, ND, WV) expanded 

Medicaid despite less than 46% of the public supporting the decision, while Mississippi did not 

expand despite more than 56% of residents supporting expansion.  

[Figure 2 about here] 

Another way to think about the level of congruency is to consider the extent to which 

other influences in the state pull policymakers away from direct democratic accountability. In 

this case, as illustrated in the logistic regression results, party control and the proportion of the 

Black population are key factors. To illustrate this incongruence, we show the difference in the 

predicted probability of adoption due to public support between column one (simple model with 

only public support) and column 8 (the full model) which adjusts for all other factors (see Figure 
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3). One can observe that once all other factors are taken into account, the probability of adoption 

is quite low in several states despite relatively high levels of public support.  

[Figure 3 about here] 

To better understand the impact of race on state adoption, we re-estimate state-level 

public support by each racial group. For this analysis, we repeat the earlier MRP process for each 

racial group allowing us to estimate the level of support for Whites, Blacks and Hispanics. We 

then plot this by state Medicaid adoption decisions, which show the predicted level of support 

needed for a state to adopt the Medicaid expansion (see Figure 4).**  

[Figure 4 about here] 

The point where the curve crosses the middle of the y-axis illustrates the average level of 

public support needed to adopt the policy, or the so-called “tipping point.” The far left curve in 

figure 4 shows the predicted state-level public support using only White respondents (n=3,314) 

from the sample. When we add Hispanic and other race respondents (n=738) to the White-only 

group, the tipping point shifts significantly to the right to 51%. And, when we add Blacks 

(n=464) (i.e. including all racial groups), the required state-level support for the expansion 

significantly moves to the right to about 54%.††  

   

Discussion 

                                                        
** Note, since the samples were segmented by race, the estimates exclude 𝛼𝑗𝑟𝑟𝑐𝑟 and 𝛼𝑗,𝑘

𝑟𝑟𝑐𝑟∗𝑔𝑟𝑔𝑔𝑟𝑟  components from 
Equation 1. 

†† Although MRP is a superior method estimating state-level public opinions with mid to small nationally 
representative samples, roughly 1,000 responses are needed to perform with little validity issues.(30) Unfortunately, 
the numbers of racial minority respondents were not large enough to perform MRP for each group. As an 
alternative, we decided to show relative changes to the graphs by adding minority groups to the sample of white 
respondents, large enough to perform MRP individually.  
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 Our findings document that state-level public support is positively associated with state 

adoption of the Medicaid expansion, and the majority of states (33) act in congruence with the 

state’s majority will. However, our findings also demonstrate incongruence where party control 

and the size of the Black population pulls policymakers away from direct democratic 

accountability on this particular issue.  

Our finding of the importance of party control is not a surprise, especially in light of the 

highly politicized nature of the ACA. It is also consistent with other policy studies. According to 

an analysis of 39 policies across eight issue areas conducted by Lax and Phillips, party control 

was one the main significantly predictive factors explaining policy incongruence.30 Race has also 

been found to be a predictive factor in other studies looking specifically at social welfare policies 

targeted at the poor.9,69 What our study adds to this consistent finding is revealing its connection 

to radicalized public opinion. In particular, because race is the most predictive factor in 

estimating state-level public support, where Blacks are much more likely to support the Medicaid 

expansion compared to Whites, the higher tipping points for states with a higher proportion of 

Blacks means that Black voices are being systematically ignored.  

 This race finding raises important questions about the protection of minority rights and 

whether the denial of access to public health insurance benefits in states that rejected the 

Medicaid expansion is democratically just. When the ACA was passed in 2010, it was supposed 

to be a national health care reform in which coverage policies would be consistently 

implemented across all 50 states. Obviously, the Supreme Court decision on the ACA Medicaid 

expansion changed that intent. But, the arguments used by the Supreme Court were based on 

assumptions that states would act in democratically accountable ways, especially in relation to 
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the Court’s majority claim of “federal coercion.” This study raises questions about to whom 

states are democratically accountable.  
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Appendix A: Multilevel Regression and Post-stratification equations for estimating public 
opinions on Medicaid expansion 

 
Pr(𝑦𝑖 = 1) = 𝑙𝑙𝑙𝑙𝑙−1 �𝛽0 + 𝛼𝑗[𝑖]

𝑟𝑟𝑐𝑟 + 𝛼𝑘[𝑖]
𝑔𝑟𝑔𝑔𝑟𝑟 + 𝛼𝑗[𝑖],𝑘[𝑖]

𝑟𝑟𝑐𝑟∗𝑔𝑟𝑔𝑔𝑟𝑟 + 𝛼𝑙[𝑖]
𝑟𝑔𝑟 + 𝛼𝑚[𝑖]

𝑟𝑔𝑒𝑐 +
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𝑟𝑔𝑟∗𝑟𝑔𝑒𝑐 + 𝛼𝑔[𝑖]
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𝛼𝑙
𝑟𝑔𝑟~𝑁�0,𝜎𝑟𝑔𝑟2 �,𝑓𝑙𝑓 𝑙 = 1, … ,4      (5) 

𝛼𝑚𝑟𝑔𝑒𝑐~𝑁(0,𝜎𝑟𝑔𝑒𝑐2 ),𝑓𝑙𝑓 𝑚 = 1, … ,4  (6) 

𝛼𝑙,𝑚
𝑟𝑔𝑟∗𝑟𝑔𝑒𝑐~𝑁�0,𝜎𝑟𝑔𝑟,𝑟𝑔𝑒𝑐

2 �,𝑓𝑙𝑓 𝑙 = 1, … ,4 𝑎𝑎𝑎 𝑚 = 1, … , 4  (7) 

𝛼𝑔𝑠𝑠𝑟𝑠𝑟~𝑁 �𝛼𝑜[𝑔]
𝑟𝑟𝑔𝑖𝑜𝑔 + 𝛽𝑚𝑟𝑔𝑖𝑔𝑐𝑜𝑚𝑟 ∗ 𝑚𝑚𝑎𝑙𝑎𝑚𝑙𝑚𝑚𝑔 + 𝛽𝑝𝑟𝑟𝑠𝑝𝑜𝑠𝑟 ∗ 𝑝𝑓𝑚𝑝𝑝𝑙𝑙𝑚𝑔,

𝜎𝑠𝑠𝑟𝑠𝑟2 �  ,𝑓𝑙𝑓 𝑎 = 1, … ,50  (8) 

𝛼𝑜
𝑟𝑟𝑔𝑖𝑜𝑔~𝑁�0,𝜎𝑟𝑟𝑔𝑖𝑜𝑔2 �,𝑓𝑙𝑓 𝑙 = 1, … ,4  (9) 

             𝑦𝑠𝑠𝑟𝑠𝑟 𝑔
𝑀𝑀𝑀 = ∑ 𝑁𝑐𝜃𝑐𝑐∈𝑛

∑ 𝑁𝑐𝑐∈𝑛
         (10) 

 
  



 20 

Appendix B: Variable Measurement 
 
Democrat party control. Utilizing a common measure of state political party control, we use the 
combination of two variables: the percentage of state Democrat legislators across the two 
chambers and the state governor’s party affiliation. The data were drawn from the National 
Conference of State Legislatures and National Governors Association, respectively. Democratic 
governors were coded as 1 and Republican governors were coded as 0, then the percentage of 
Democrat legislator was added. Nebraska, a nonpartisan state, is coded as zero. The average of 
this variable is 0.86 (sd=0.63).  
 
State per capita income. As a proxy of state median income, we used the American Community 
Survey’s state-level 3-year (2009-2011) average per capita income estimate. The US average per 
capita income was $26,729 (sd=3,875) and ranges from $19,889 in Mississippi to $36,613 in 
Connecticut.  
 
State’s cost for Medicaid expansion. To measure the states’ expected additional expenses for 
adopting the ACA Medicaid expansion, we used the Urban Institute’s estimate.70 The 
incremental impact of the Medicaid expansion was estimated and we used the change in the 
percent share of the state’s expenditure. Delaware showed the highest expected saving (-11.0%) 
thru Medicaid expansion while Mississippi showed the lowest saving (6.6%), which means 
Mississippi was estimated to spend 6.6% additional expenditure under ACA with Medicaid 
expansion. The average incremental cost change was 1.5% (sd=3.96).  
 
Proportion of racial minority population. The American Community Survey’s estimate on the 
state population in 2012 was used to measure the proportion of Black and Hispanic populations 
of the states. Not surprisingly, there are huge variations in the percent of Blacks and Hispanic 
across the American states. On average, across the states, Blacks made up 10.1% of the 
population (sd=9.51). Mississippi showed the highest Black population proportion (37.5%), 
while Montana had only 0.4%. Hispanic accounted about 11% of state populations in 2012, 
ranging from 47.0% in New Mexico to 1.3% in West Virginia.  
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Figure 1. Estimated State-level Public Support on Medicaid Expansion 
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Figure 2. Medicaid Expansion Decisions and Congruence with Public Opinion 
  

 
 
Note: State decisions are congruent if States decided to expand Medicaid when the public opinion was greater than 51% or States 
decided not to expand Medicaid when the public opinion was equal or less than 51%.  
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Figure 3. Difference in probabilities of adopting Medicaid expansion between the public opinion model (Column 1) and the full model 
(Column 8) 
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Figure 4. Plot of State Level Public Support by State Adoption of Medicaid Expansion by Racial Group  

 
 

Included Racial Groups 
Avg. Support 

(%) Std. Err. Std. Dev. 95% C.I. 
White Only  44.8* 0.61 4.36 44.58 – 46.06 
Add Hispanic & Other 50.7* 0.65 4.59 49.34 – 51.95 
All racial groups 54.1* 0.59 4.14 52.92 – 55.28 
 
Note: *All curves’ average support levels are significantly different from each other at .05 levels. 
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Table 1. Descriptive Statistics  
 Mean Std. Dev. Range 

 
States adopting the Medicaid expansion  0.50 0.51 0 – 1 

 
Public Support (%) 50.63 5.27 41.91– 65.09 

 
Democrat party control 0.86 0.63 0.00 – 1.89 

 
Per capita income ($k) 26.73 3.88 19.89 – 36.61 

 
State’s incremental cost for Medicaid expansion (%)  1.53 3.96 -10.98 – 6.59 

 
Safety-Net Interest Groups:    

 
CHC clients per state population (%) 7.13 3.91 2.23 – 20.47 

 
DSH payment per state population ($) 80.00 79.63 3.99 – 477.02 

 
Proportion of Racial Minority Population    

 
Black (%) 10.14 9.51 0.35 – 37.49 

 
Hispanic (%) 10.99 10.13 1.28 – 46.98 
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Table 2. Odds Ratios and Standard Errors for Logistic Regression on States’ Medicaid Expansion Decision 
 (1) (2) (3) (4) (5) (6) (7)  (8) 

Public Support (%) 1.19* 

(0.08) 
1.11 

(0.10) 
1.10 

(0.11) 
1.32** 
(0.12) 

1.16* 
(0.08) 

1.61** 
(0.23) 

2.15^ 
(0.86) 

4.22^ 
(3.12) 

Democrat party control  12.47*** 
(8.97) 

11.02** 
(8.29)    10.03* 

(9.46) 
12.68* 
(15.09) 

Per capita income ($k)   0.99 
(0.13)    0.70 

(0.17) 
0.73 

(0.22) 
State’s incremental cost for Medicaid 
expansion (%)   0.85 

(0.15)    1.05 
(0.19) 

1.23 
(0.27) 

 
Region (Base: South)         

East     3.83 
(3.82)    0.00 

(0.13) 

Midwest    9.97* 
(10.53)    1.75 

(3.21) 

West    11.93* 
(12.69)    0.16 

(0.36) 
Safety-Net Interest Groups:         

CHC clients per state population (%)     1.15 
(0.10)  0.83 

(0.13) 
0.86 

(0.18) 

DSH payment per state population ($)     0.99 
(0.00)  0.99 

(0.01) 
0.99 

(0.01) 
 
Proportion of Racial Minority Population         

Black (%)      0.81** 

(0.06) 
0.70* 

(0.12) 
0.49^ 
(0.18) 

Hispanic (%)      1.00 
(0.04) 

0.98 
(0.06) 

0.96 
(0.08) 

Number of states  50 50 50 50 50 50 50 50 
LR chi2 8.00** 24.89*** 26.15*** 16.14** 12.02** 24.61*** 35.79*** 43.46*** 
R2 0.115 0.359 0.377 0.233 0.173 0.355 0.516 0.627 
***p<0.001, **p<0.01, *p<0.05, ^p<0.06 



 26 

References 

1.  Rosenbaum S, Westmoreland TM. The Supreme Court’s Surprising Decision On The 
Medicaid Expansion: How Will The Federal Government And States Proceed? Health Aff 
(Millwood). 2012;31(8):1663–72.  

2.  Iglehart JK. Federalism, American-Style. Health Aff (Millwood). 2013;32(7):1182–1182.  

3.  Mashaw JL. Legal, Imagined, and Real Worlds: Reflections on National Federation of 
Independent Business v. Sebelius. J Health Polit Policy Law. 2013;38(2):255–66.  

4.  Heberlein M, Brooks T, Artiga S, Stephens J. Getting into Gear for 2014: Shifting New 
Medicaid Eligibility and Enrollment Policies into Drive [Internet]. 2013. Available from: 
http://kff.org/medicaid/report/getting-into-gear-for-2014-shifting-new-medicaid-eligibility-
and-enrollment-policies-into-drive/ 

5.  Buettgens M, Holahan J, Recht H. Medicaid expansion, health coverage, and spending: An 
update for the 21 States that have not expanded eligibility [Internet]. Kaiser Commission on 
Medicaid and the Uninsured, The Henry J. Kaiser Family Foundation; 2015 Apr [cited 2015 
Jul 20]. Available from: http://files.kff.org/attachment/issue-brief-medicaid-expansion-
health-coverage-and-spending-an-update-for-the-21-states-that-have-not-expanded-eligibility 

6.  Garfield R, Damico A, Stephens J, Rouhani S. The Coverage Gap: Uninsured Poor Adults in 
States that Do Not Expand Medicaid – An Update [Internet]. 2014. Available from: 
http://kff.org/health-reform/issue-brief/the-coverage-gap-uninsured-poor-adults-in-states-
that-do-not-expand-medicaid-an-update/ 

7.  Kaiser Family Foundation. Interactive: A State-by-State Look at How the Uninsured Fare 
Under the ACA [Internet]. 2014. Available from: http://kff.org/interactive/uninsured-gap/ 

8.  Garfield R, Damico A, Stephens J, Rouhani S. The Coverage Gap: Uninsured Poor Adults in 
States that Do Not Expand Medicaid – An Update [Internet]. Kaiser Commission on 
Medicaid and the Uninsured, The Henry J. Kaiser Family Foundation; 2015 Apr [cited 2015 
Jul 11]. Available from: http://kff.org/health-reform/issue-brief/the-coverage-gap-uninsured-
poor-adults-in-states-that-do-not-expand-medicaid-an-update/ 

9.  Soss J, Fording RC, Schram SF. Disciplining the Poor: Neoliberal Paternalism and the 
Persistent Power of Race. Chicago: University of Chicago Press; 2011.  

10.  Soss J, Schram SF, Vartanian TP, O’Brien E. Setting the Terms of Relief: Explaining State 
Policy Choices in the Devolution Revolution. Am J Polit Sci. 2001 Apr 1;45(2):378–95.  

11.  Pitkin HF. The Concept of Representation. Berkeley: University of California.; 1967.  

12.  Mill JS. Considerations on representative government. Amherst,  NY: Prometheus Books; 
1991.  



 27 

13.  Acton JEAD. The influence of America. In: Fears JR, editor. Essays in the history of liberty: 
Selected writings on Lord Acton. Indianapolis: Liberty Classics; 1985. p. 198–212.  

14.  Elazar DJ. Exploring federalism. Tuscaloosa: University of Alabama Press; 1987.  

15.  Wlezien C, Soroka SN. Federalism and Public Responsiveness to Policy. Publius. 
2011;41(1):31–52.  

16.  Winthrop D. Toqueville on Federalism. Publius. 1976;6:93–115.  

17.  Levy JT. Federalism, Liberalism and the Separation of Loyalties. Am Polit Sci Rev. 
2007;101:459–77.  

18.  Smith J. Federalism. Vancouver, BC: University of British Columbia Press; 2004.  

19.  Schumpeter J. Capitalism, socialism, and democracy. 3rd ed. New York: Harperand Row; 
1950.  

20.  Schattschneider EE. The Semisovereign People: A Realist’s View of Democracy in America. 
Hinsdale, Illinois: The Dryden Press; 1960.  

21.  McConnell G. Private power and American democracy. New York: Random House; 1966.  

22.  Lowi TJ. The end of liberalism; ideology, policy, and the crisis of public authority. New 
York: Norton; 1969.  

23.  Schlozman KL, Tierney JT. Organized Interests and American Democracy. New York: 
Harper & Row; 1986.  

24.  Strolovitch DL. A More Level Playing Field or a New Mobilization of Bias? Interest Groups 
and Advocacy for the Disadvantaged. In: Cigler AJ, Loomis BA, editors. Interest group 
politics. 7th ed. Washington, DC: CQ Press; 2007. p. 86–107.  

25.  Strolovitch DZ. Affirmative Advocacy: Race, Class, and Gender in Interest Group Politics. 
Chicago, IL: University of Chicago; 2007.  

26.  Hays RA. Who Speaks for the Poor: National Interest Groups and Social Policy. London: 
Routledge; 2001.  

27.  Patterson TE. The Vanishing Voter: Why Are the Voting Booths So Empty? Natl Civ Rev. 
2002;91(4):367–77.  

28.  Erikson RS, MacKuen M, Stimson JA. The macro polity. NewYork: Cambridge University 
Press; 2002.  

29.  Erikson RS, Wright GC, McIver JP. Statehouse Democracy: Public Opinion and Policy in 
the American States. Cambridge: Cambridge University Press; 1994.  



 28 

30.  Lax JR, Phillips JH. The Democratic Deficit in the States. Am J Polit Sci. 2012;56(1):148–
66.  

31.  Lax JR, Phillips JH. Gay Rights in the States: Public Opinion and Policy Responsiveness. 
Am Polit Sci Rev. 2009;103(3):367–86.  

32.  Jacoby WG, Schneider SK. Variability in State Policy Priorities: An Empirical Analysis. J 
Polit. 2001;63(2):544–68.  

33.  Volden C. The Politics of Competitive Federalism: A Race to the Bottom in Welfare 
Benefits? Am J Polit Sci. 2002;46(2):352–63.  

34.  Plotnick RD, Winters RF. A Politico-Economic Theory of Income Redistribution. Am Polit 
Sci Rev. 1985;79(2):458–73.  

35.  Kinder DR, Sanders LM. Divided by Color: Racial Politics and Democratic Ideals. Chicago: 
University of Chicago Press.; 1996.  

36.  McConahay JB. Modern Racism and Modern Discrimination The Effects of Race, Racial 
Attitudes, and Context on Simulated Hiring Decisions. Pers Soc Psychol Bull. 1983 Dec 
1;9(4):551–8.  

37.  Henry P j., Sears DO. The Symbolic Racism 2000 Scale. Polit Psychol. 2002 Jun 
1;23(2):253–83.  

38.  Huddy L, Feldman S. On Assessing the Political Effects of Racial Prejudice. Annu Rev Polit 
Sci. 2009;12(1):423–47.  

39.  Gilens M. Why Americans Hate Welfare: Race, Media, and the Politics of Antipoverty 
Policy. Chicago: University of Chicago Press.; 1999.  

40.  Carmines EG, Stimson JA. Issue Evolution: Race and the Transformation of American 
Politics. Princeton: Princeton University Press; 1989.  

41.  Edsall TB, Edsall MD. Chain Reaction: The Impact of Race, Rights, and Taxes on American 
Politics. New York: Norton; 1991.  

42.  Quadagno J. The Color of Welfare: How Racism Undermined the War on Poverty. New 
York: Oxford University Press; 1996.  

43.  Berger LM, McDaniel M, Paxson C. Assessing Parenting Behaviors across Racial Groups: 
Implications for the Child Welfare System. Soc Serv Rev. 2005;79(4):653–88.  

44.  Zimmermann W, Tumlin. Patchwork Policies: State Assistance for Immigrants under 
Welfare Reform [Internet]. The Urban Institute; 1999 Apr [cited 2015 May 4]. Available 
from: http://webarchive.urban.org/publications/309007.html 



 29 

45.  Kilty KM, Haymes MV de. Racism, Nativism, and Exclusion. J Poverty. 2000 Jan 1;4(1-
2):1–25.  

46.  Fellowes MC, Rowe G. Politics and the New American Welfare States. Am J Polit Sci. 2004 
Apr 1;48(2):362–73.  

47.  Potomac Associates. State of the Nation [Internet]. 1972. Available from: 
http://www.ropercenter.uconn.edu 

48.  ABC News/The Washington Post. National Poll, March, 1989 [Internet]. 1989. Available 
from: http://www.ropercenter.uconn.edu 

49.  ABC News/The Washington Post. National Poll: January, 1987 [Internet]. 1987. Available 
from: http://www.ropercenter.uconn.edu 

50.  ABC News/The Washington Post. Role of Government [Internet]. 1986. Available from: 
http://www.ropercenter.uconn.edu 

51.  ABC News/The Washington Post. Reaganomics [Internet]. 1981. Available from: 
http://www.ropercenter.uconn.edu 

52.  The Public’s Health Care Agenda for the 113th Congress [Internet]. 2013. Available from: 
http://www.ropercenter.uconn.edu 

53.  CNN, Opinion Research Corp. Economy/Federal Budget/Libya [Internet]. 2011. Available 
from: http://www.ropercenter.uconn.edu/ 

54.  ABC News/The Washington Post. Economy/Federal Budget/2012 Presidential Election 
[Internet]. 2011. Available from: http://www.ropercenter.uconn.edu 

55.  Tesler M. The Spillover of Racialization into Health Care: How President Obama Polarized 
Public Opinion by Racial Attitudes and Race. Am J Polit Sci. 2012 Jul 1;56(3):690–704.  

56.  Olson LK. The Politics of Medicaid. New York: Columbia University Press; 2010.  

57.  Kaiser Family Foundation. Status of State Action on the Medicaid Expansion Decision 
[Internet]. 2013 [cited 2013 Aug 1]. Available from: http://kff.org/medicaid/state-
indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/ 

58.  Lax JR, Phillips JH. How Should We Estimate Public Opinion in The States? Am J Polit Sci. 
2009;53(1):107–21.  

59.  Swan JH, Harrington C, Clemeña W, Pickard RB, Studer L, deWit SK. Medicaid Nursing 
Facility Reimbursement Methods: 1979–1997. Med Care Res Rev. 2000;57(3):361–78.  

60.  Wynn B, Coughlin T, Bondarenko S, Bruen B. Analysis of the Joint Distribution of 
Disproportionate Share Hospital Payments: A Policy Framework for Targeting Financially 



 30 

Vulnerable Safety Net Hospitals [Internet]. 2002. Available from: 
http://aspe.hhs.gov/health/reports/02/dsh/ch2.htm 

61.  Grogan CM, Gusmano MK. Healthy Voices, Unhealthy Silence: Advocacy and Health 
Policy for the Poor [Internet]. Washington DC: Georgetown University Press; 2007. 
Available from: http://www.jstor.org/stable/j.ctt2tt2p6 

62.  Mickey RW. Dr. StrangeRove; or, How Conservatives Learned to Stop Worrying and Love 
Community Health Centers. In: Hall MA, Rosenbaum S, editors. The Health Care “Safety 
Net” in a Post-Reform World. New Brunswick, NJ: Rutgers University Press; 2012.  

63.  Hall MA, Rosenbaum S. The Health Care “Safety Net” in a Post-Reform World. New 
Brunswick, NJ: Rutgers University Press; 2012.  

64.  Gray V, Lowery D, Benz JK. Interest Groups and Health Care Reform Across the United 
States. Washington, DC: Georgetown University Press; 2013.  

65.  National Association of Community Health Centers. Research & Data [Internet]. 2014. 
Available from: http://www.nachc.com/state-healthcare-data-list.cfm 

66.  Price CC, Eibner C. For States That Opt Out Of Medicaid Expansion: 3.6 Million Fewer 
Insured And $8.4 Billion Less In Federal Payments. Health Aff (Millwood). 
2013;32(6):1030–6.  

67.  Kaiser Family Foundation. Federal Medicaid Disproportionate Share Hospital (DSH) 
allotments [Internet]. 2014. Available from: http://kff.org/medicaid/state-indicator/federal-
dsh-allotments/ 

68.  Kaiser Family Foundation. November Kaiser Health Tracking Poll: Affordable Care Act 
[Internet]. 2013. Available from: http://www.ropercenter.uconn.edu 

69.  Grogan CM. Political-Economic Factors Influencing State Medicaid Policy. Polit Res Q. 
1994;47(3):589–622.  

 


	Expanding Access to Medicaid in the American States:
	To examine whether state Medicaid expansion decisions are responsive and congruent, we first estimate state-level public opinion, and then conduct logistical regression analysis on a dichotomous response variable. Data for the dependent variable comes...
	Public support. To estimate state-level public opinion, we used four national-level survey datasets from the Kaiser Family Foundation’s monthly tracking poll, which asked “As you may know, the health care law expands Medicaid to provide health insura...
	Multilevel Regression and Post-stratification. Because it is cost-prohibitive to conduct state-level public opinion surveys, they are rarely if ever done. To our knowledge, there have been no state-level public opinion surveys across all fifty states...
	The MRP method requires two main stages: (1) Estimating demographic subgroup responses through utilization of a multilevel model (Multilevel-Regression-part) using individual and state-level information; and (2) weighting individual responses by the a...
	The probabilities of supporting Medicaid expansion for 96 demographic subgroups are estimated (see Equations 1 through 9 in Appendix A).58 In addition to respondents’ opinion on Medicaid expansion, individual demographic attributes and their state-lev...
	In the second stage, the estimated subgroup level of support (,𝜃-𝑐.) is weighted according to the proportion of each subgroup’s actual population in each state (,𝑁-𝑐.), (see Equation 10 in Appendix A).58 To calculate the population count for each ...
	Measuring the strength of safety-net interest groups. Unfortunately, there is very limited data on interest group strength at the state-level, especially for this particular nuanced sector of health care interests. Although Gray, Lowery, and Benz64 c...
	Thus, given these limitations, we attempt to capture safety-net interest groups’ influences on the Medicaid expansion decision by measuring the size of the safety-net providers in each state as a proxy. For community health centers, we use the total n...
	Another measurement which attempts to capture the size of a state’s safety-net is the amounts of payments that care providers receive for providing a disproportionate share of their care to Medicaid and Medicare recipients (acroynistically called ‘DSH...
	Findings
	Public Support Across the American States
	,𝑦-𝑠𝑡𝑎𝑡𝑒 𝑛-𝑀𝑅𝑃.=,,𝑐∈𝑛-,𝑁-𝑐.,𝜃-𝑐..-,𝑐∈𝑛-,𝑁-𝑐...         (10)
	Democrat party control. Utilizing a common measure of state political party control, we use the combination of two variables: the percentage of state Democrat legislators across the two chambers and the state governor’s party affiliation. The data wer...
	State per capita income. As a proxy of state median income, we used the American Community Survey’s state-level 3-year (2009-2011) average per capita income estimate. The US average per capita income was $26,729 (sd=3,875) and ranges from $19,889 in M...
	State’s cost for Medicaid expansion. To measure the states’ expected additional expenses for adopting the ACA Medicaid expansion, we used the Urban Institute’s estimate.70 The incremental impact of the Medicaid expansion was estimated and we used the ...
	Proportion of racial minority population. The American Community Survey’s estimate on the state population in 2012 was used to measure the proportion of Black and Hispanic populations of the states. Not surprisingly, there are huge variations in the p...

