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ABSTRACT
The Social Construction of Deservedness in Medicaid Eligibility Design:
A Qualitative Content Analysis of State Policy Responses to The Affordable Care Act
by
Carmina Bernardo, MPH
Advisor: Elizabeth Eastwood, PhD
When the U.S Supreme Court in 2012 ruled that the federal government could not withhold
Medicaid funding from states that did not expand Medicaid to low income, non-disabled adults under the
Affordable Care Act (ACA), Medicaid expansion became a state option. By the end of 2015, nineteen
states had not expanded Medicaid, excluding about 2.5 million individuals from affordable health
coverage and access to care. Prior research explored the reasons certain states expanded or did not
expand Medicaid, but state decisions did not always result in one of these binary outcomes. There were
four policy responses to the ACA’s Medicaid expansion: accepted expansion; accepted expansion with
conditions; refused expansion but designed alternate expansion for a subset of the intended population;
and refused expansion. Equally important, previous studies did not examine the political discourse
leading up to a state’s Medicaid policy outcome. Incorporating the social construction of target
populations approach, I conducted a qualitative content analysis of the political discourse in six states
representing the four responses to: identify how government officials and non-governmental organizations
constructed deservedness among Medicaid target populations; determine the extent to which the
constructions of deservedness reflected, reinforced, or contested the four Medicaid eligibility designs; and
analyze the extent to which Medicaid eligibility design created tiers of deservedness among different
target populations. In addition to the social construction of target populations, the most common themes
in the discourse for both supporters and opponents of expansion were the: economy, budget and financial
sustainability; coverage and care; and state autonomy, capacity and innovation. Besides the discourse,
other conditions connected to the Medicaid decision were political party and role of the Governor and a
state’s policy legacy of prior Medicaid expansions.
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CHAPTER 1
INTRODUCTION AND BACKGROUND
In the United States, having health insurance matters: insured individuals are more likely than the
uninsured to visit their health care provider, experience better health outcomes, and have lower mortality
rates.

1-8

Government-funded health insurance for lower income communities like Medicaid has also been

shown to protect beneficiaries from the financial instability and hardship experienced by populations who
lack affordable health coverage.

3,6,8,9

Medicaid, along with Medicare, was established over 50 years ago as Titles XIX and XVIII of the
Social Security Act Amendments of 1965.

10

Before both programs were enacted into federal law,

Medicare and Medicaid trace its roots to state financial assistance programs created in the early twentieth
century for poor seniors, children and blind individuals – initiatives that then became models for the
federal Social Security Act of 1935.

11

The Social Security Act authorized income assistance for the same eligibility groups, with the
addition of unemployment benefits, to be administered and shared by the states.

11

The law did not

however require states to accept federal funds, nor did it include mandatory coverage for medical
expenses except for maternal and children’s health services; in the midst of the Great Depression, the
policy response was focused on ensuring financial stability and health care was viewed separately.

11

It

also did not eliminate local programs already in existence, so state-by-state variation in public assistance
remained a predominant characteristic of the U.S. even in the earliest years of federal welfare policy.

11

Although it was not mandated by the federal government under the 1935 Social Security Act,
states at their option could still use federal funds authorized under the law to cover an eligibility group’s
health care costs.

11

This idea of providing government-funded health coverage was not a novel concept,

and neither was making such a program available for the broader population. Indeed, there were attempts
before 1935 to enact universal health insurance, but it was met with opposition from groups like the
American Medical Association and the American Federation of Labor out of fears of losing autonomy.

12

In

addition, by mid-century, other circumstances made universal health insurance seem less likely because
incremental changes to expand coverage were being passed: the Social Security Amendments of 1950
allowed states to directly reimburse hospitals and physicians for providing medical services to poor
1

families, while more and more employers began paying for health insurance for their employees and their
employees’ families.

11,13

President Harry S. Truman had advocated for universal health coverage but was stymied by
Congress, and then convinced by his aides to instead propose hospital coverage for a subset of the
population receiving a pension, namely, retirees and their surviving dependents.

12

Truman’s advisers

believed seniors would elicit more sympathy than people in younger age groups since they had already
“contributed to the system” and were no longer able to work.

12

But Truman withdrew his candidacy from

the next Presidential election in 1952 and Dwight D. Eisenhower won, all the while campaigning against
any health care plans put forth by the previous administration.

12

Nevertheless, growing concern emerged over the rising costs of caring for seniors, who were
living longer but whose Social Security benefits did not keep up with the costs of that care and were
excluded from the current health coverage available to the middle class and lower income populations.
In response, the Kerr-Mills Act was passed in 1960.

11,13

11

Named after its sponsors Senator Robert Kerr

and Congressman Wilbur Mills, Kerr-Mills would allocate federal matching grants to the states for a
program to benefit “medically needy” seniors called “Medical Assistance for the Aged”; under this
program, the federal government created minimal guidelines such as income eligibility, while each state
could draft their own standards, including defining who was medically needy and determining what
benefits would be covered beyond the federal requirements.

11,13

However, it became clear after just a few years that Kerr-Mills did not adequately address the
medical costs of older adults, especially those with lower incomes.

11,13

At the same time, similar to

Truman’s advisors, federal government officials recognized that the public are likely to view retirees both
as meriting government aid and as homogeneous to the point of obfuscating other demographic
differences.

11,13,14

As President John F. Kennedy called for a national insurance for seniors, Wilbur

Cohen, who served in the U.S. Department of Health, Education and Welfare for both Kennedy and
President Lyndon B. Johnson, advocated for expanding the Kerr-Mills program into what would be called
Medicare.

13

Medicare was an improvement from Kerr-Mills, because Medicare would be available to all
seniors, not just to those who passed the medically needy requirements; it would also close any gaps

2

resulting from the variation across the states in terms of scope of benefits and eligibility.

11,13

Yet it was not

without opposition: groups like the American Medical Association feared Medicare was a pathway to
national, government health insurance, resulting in physicians’ loss of control and independence, fears
that Cohen tried to calm by strongly denouncing “socialized medicine” while advocating for the Medicare
program.

13

The 1965 Social Security Act Amendments related to Medicare created two categories of
federally-funded insurance programs for people 65 years of age and older: coverage for hospital services,
referred to as Part A; and coverage for physician services called Part B.

11

Unlike Kerr-Mills, the federal

government would not administer the program through each state; instead, health care providers would
be reimbursed through commercial insurers Blue Cross and Blue Shield, which already had the
infrastructure in place to implement such a process.

11

The third component of the same Social Security law was the creation of Medicaid. At the same
time that legislation for medical assistance for seniors was being debated and drafted, concern for other
welfare beneficiaries was also prominent among officials in the Kennedy and Johnson administrations as
well as in Congress, including both Cohen and Mills.

11,13

Thus Medicaid was established to help increase

access to care and reduce medical costs for certain lower income populations.

11,13

When Medicaid was

first enacted, four categories of eligibility groups were created, all of whom were already eligible for a
federal cash assistance program: (1) blind, (2) disabled, (3) families with dependent children, and (4)
people 65 years and older.

11,13,15-18

The federal government required all states that accepted federal

Medicaid funding to provide insurance to these populations while giving states additional flexibility to
amend eligibility beyond the minimum requirements.

10,11,13,19

The history and the policy design of Kerr-Mills influenced and was incorporated into the structure
of the Medicaid program, components that endure through the present day: means-testing to qualify for
assistance; federal matching funds to the states; federally-mandated, minimum requirements; some
flexibility and authority granted to states, resulting in state-by-state variation; and the creation of
categorical eligibility: different groups of people would qualify for benefits based on a set of shared
characteristics.

11,13

As early as the first decade of the Medicaid program, states were allowed to expand

or limit coverage: twenty-three states covered families with unemployed fathers who were not receiving

3

unemployment benefits, while twenty-five states limited eligibility to families if only a mother was living in
the household.

19

As a result, Medicaid’s original eligibility design essentially excluded individuals who have
incomes at or near the federal poverty level and were not disabled, did not have dependent children, and
younger than 65 years old, because they were not considered medically needy and believed to be able to
afford health care since they worked or considered able to work.

10,20-22

In a case study of Medicaid’s

earliest years, Stevens and Stevens observed that “… a major legacy of the Social Security Act was the
acceptance of categories of ‘deserving’ recipients: the elderly, dependent widow(er)s, children (and their
caretakers), the blind, disabled, and those unable to find work.”

11

Today Medicaid eligibility is no longer linked to receipt of cash assistance, yet categories of
eligibility groups remain a key part of Medicaid policy design.

23

By drawing boundaries between who can

and cannot qualify for Medicaid, government officials have continued to legally and symbolically apply the
distinction between “deserving” and “undeserving” populations to the Medicaid program.

13,16,24-26

I refer to the process of determining who is deserving or undeserving as deservedness. The
history of deservedness in this context is meaningful. As Huberfeld and others have shown, the belief in
who deserves Medicaid was rooted in the idea of a “deserving poor,” in contrast to the “undeserving” poor
who should not receive government benefits because they are of working-age, i.e., younger than 65 years
old; do not have a disability as defined by a federal government agency; and do not have dependents
who rely on them for support.

20-22,24,25,27

This dichotomy is not new, as the discourse over Medicaid

expansion under the Patient Protection and Affordable Care Act (along with the Health Care Education
and Reconciliation Act), 42 U.S.C. § 18001 (2010),

28,29

also known as the ACA, included language about

deservedness similar to language that had also been used in debates over the eligibility for charity and
the broader welfare program linked to Medicaid for 30 years.

16

The perceptions of welfare recipients and

poor individuals – overlapping populations – have become embedded in the often times public decisionmaking over whether to expand Medicaid under the ACA, as certain state government officials were
reluctant to allow non-disabled adults to qualify because these officials believed the intended
beneficiaries do not need health care and coverage or have not earned it. In other words, the arguments

4

centered on whether or not the intended beneficiaries for expansion deserve to enroll in a government
program meant to help only those who cannot help themselves.

21,30,31

Even in the earliest years of federal and local government assistance for poorer individuals,
eligibility designs distinguished between who deserved benefits versus who did not. As I reviewed in later
chapters, the discourse leading up to Medicaid expansion decisions can be approached through the
social construction of target populations framework.

32-34

As the social construction concept has

demonstrated in previous studies, such debates have consequences for policy decisions and solutions; at
the same time, policy design has the potential to challenge and disrupt these characterizations.

32,33,35

When the ACA was enacted in 2010, it reinvigorated debates about who deserves access to
Medicaid.

16,24

Medicaid and the Affordable Care Act
The evolving policies and discourse about Medicaid is an important public health issue, as
Medicaid has grown to such an extent that almost 65 million people were enrolled in the program as of
October 2019.

36

Medicaid was intended to be one of the primary sources of health coverage under the

ACA and considered by some as an essential component on the pathway toward achieving universal
health insurance in the United States.

16,20-22,24,27,37,38

eligibility group was added to the Medicaid program.

It was also the first time in decades that a new
39

In addition, evidence of Medicaid’s health and

financial benefits has continued to grow since the health reform law was first enacted. Medicaid
expansion has been shown to lower health care costs, improve financial stability, increase access to
primary and preventive care, lower mortality rates, and improve the quality of care.

5-7,40-42

Even before the

ACA’s Medicaid expansion went into effect, several studies had projected or demonstrated the positive
financial and health outcomes that would be experienced by people who would qualify or people who
were already enrolled in state-based Medicaid expansions.

8,9,43-45

Over the years, various federal government administrations have not only given states permission
to expand Medicaid coverage through waivers and state plan amendments, they have also mandated
coverage of certain populations as a condition of receiving federal matching funds, including pregnant
women, infants, and children.

16,17,46,47

For a summary of federal legislation that expanded Medicaid

eligibility up until the ACA, see Appendix I.

10,11,13,17

5

The ACA’s Medicaid expansion reflected a shared responsibility and financing model between the
federal government and states that was embedded in the Medicaid program from the very beginning,
referred to as “federalism.”

16,24,48-50

Under the ACA, the federal government required states to extend

Medicaid eligibility to cover all adults not otherwise eligible with incomes up to 133% of the federal
poverty level (with an additional 5% disregard of income) in order to obtain federal reimbursement for
each state’s entire Medicaid program.

39

States would receive 100% of federal matching funds for

enrolling newly eligible adults in the first three years of expansion starting in 2014.

39

The federal

government essentially created a new eligibility category: non-disabled, non-pregnant adults under 65
years old.

16,24,51-53

Huberfeld and Olson have asserted that the intent of the Medicaid expansion was to

eliminate categories altogether by establishing a universal, standardized minimum income eligibility limit
and eliminating the disparities in access to care and coverage that resulted from living in different
states.

24,54

However, universality for people with lower incomes would not be achieved. On June 28, 2012,
the Supreme Court of the United States in the case of National Federation of Independent Business v.
Sebelius (NFIB v. Sebelius), ruled that the federal government couldn’t enforce the Medicaid expansion
by withholding matching funds from the states.

55

Since there was no enforcement mechanism, the

Court’s decision resulted in making Medicaid expansion a state option.

55

States have always had some

degree of flexibility in designing their Medicaid programs and this ruling granted them further
latitude.

16,27,45,50

Consequently, state government leaders were in stronger positions than ever before to determine
which populations were Medicaid-eligible, galvanizing national and local debates over who “deserves”
Medicaid.

30,31

State elected officials and advocates were left to deliberate in support of or opposition to

Medicaid expansion, and sometimes ended up locked in a stalemate.

56

Since states had up to three

years to take advantage of the enhanced federal matching rate, the timeline for finalizing Medicaid
expansion decisions before the end of that period varied across the country. By the end of 2015, nineteen
states had not expanded Medicaid, excluding about 2.5 million individuals from the health and financial
benefits available in other states including the District of Columbia.
Medicaid expansion in all states as of January 1, 2016.

6

31

31

See Appendix II for the status of the

After the Supreme Court ruled in NFIB v. Sebelius, there has been some research conducted on
why states expanded Medicaid while other states have not expanded. One of the underlying conditions
identified in the literature is that states under Democratic control were more likely to expand than
Republican-led states.

54,57

In addition to political party in power, each state’s decision to expand Medicaid

was also impacted to some extent by other factors, such as: public opinion, ideology, economics, interest
group pressure, policy history, and administrative capacity.

57-61

As I discussed in the literature review, while this previous research on why states expanded
Medicaid is critical to improving our understanding of Medicaid policy decisions, these decisions did not
always result in binary outcomes of either expansion or no expansion; instead, four policy designs
emerged. Yet authors of these past studies did not categorize state decisions as dichotomous – either
expansion or no expansion.

58-61

Following are the four state policy designs or responses to the ACA’s

Medicaid expansion:
(1) Accepted ACA Medicaid expansion without conditions: expanded Medicaid eligibility to nondisabled adults under 65 years old with incomes up to 138% of the federal poverty level. States did not
add other eligibility or enrollment requirements not specified in the ACA and therefore received the full
federal matching percentage for newly eligible individuals.
(2) Accepted ACA Medicaid expansion with conditions: expanded Medicaid eligibility to non-disabled
adults under 65 years old with incomes up to 138% of the federal poverty level but added other eligibility
or enrollment requirements not included in the ACA, like imposing premium payments, creating health
savings accounts, and disenrolling beneficiaries who did not follow these rules. States that created these
additional rules did not receive the full federal matching percentage for newly eligible individuals.
(3) Refused ACA Medicaid expansion but designed alternate expansion for a subset of the
eligibility group: expanded Medicaid eligibility to non-disabled adults under 65 years old, but only for an
income category lower than the 138% of the federal poverty level threshold specified in the ACA. States
that expanded Medicaid to a subset of the eligibility group did not receive the full federal matching
percentage for newly eligible individuals.

7

(4) Refused ACA Medicaid expansion: did not expand Medicaid eligibility to non-disabled adults under
65 years old with incomes up to 138% of the federal poverty level. These states did not enact an
expansion with conditions or an alternate expansion.
In addition, none of the prior studies on why states expanded Medicaid applied the framework of
the social construction of target populations, even though past research on other types of government
benefits have shown that the view of intended beneficiaries as deserving or undeserving can affect a
benefit’s scope and eligibility requirements.

62-67

These constructions of deservedness or undeservedness

in the discourse over Medicaid expansion were conditions that might have led to variations in eligibility
policy design in selected states, continuing Medicaid’s contested future as a critical source of health
coverage across the country.
To address this gap in analyzing state decisions, I revisited the social construction of target
populations approach and applied the framework to a qualitative content analysis for the purposes of
examining the relationship between constructions of deservedness of Medicaid target populations and the
resulting Medicaid eligibility policy responses.
In the next chapter, Theoretical Framework, I addressed the significance and potential
contributions of my research and described the theoretical framework I used. In chapter 3, I presented a
Literature Review of previous research on applications of the social construction of target populations to
other public benefits as well as studies of the conditions underlying state policy decisions on the ACA’s
Medicaid expansion. I then ended the chapter outlining my specific aims. Chapter 4 is the Methodology
section, in which I detailed the qualitative study design of a content analysis, eligibility criteria for a state’s
inclusion in the research, data sources, data collection and data management process. I also reviewed
the key activities in conducting a qualitative data collection and coding of text leading up to the
formulation of a final coding frame. I also discussed the method’s limitations, transferability and
justifiability. Chapter 5 is the Results, Interpretation and Analysis, divided into separate sections for
each state, including the presentation of findings. In Chapter 6, the Discussion, I recapped the
methodology, discussed the major findings, and concluded with the implications for future Medicaid
policy.

8

CHAPTER 2
THEORETICAL FRAMEWORK
The debates about Medicaid eligibility policies over the years have reflected, reinforced, and
contested how Medicaid populations have been viewed. As I previously discussed, the original eligibility
groups were receiving federal cash assistance, deemed not able to work and therefore considered
“deserving” of government-funded medical assistance.

13

In contrast, people who were excluded from

Medicaid were considered “undeserving” of government assistance because they were supposed to be
able to work, and could therefore afford health care.

11,13,16,18,21

Because of this distinction, eligibility policies for Medicaid and other benefits can be analyzed
through the lens of the social construction of target populations as first proposed by Anne Schneider
and Helen Ingram in 1993.

32-34

The social construction of target populations is considered one of the

established approaches used in analyzing the public policy process.

34,68

Through the social construction of target populations, Schneider and Ingram argued that policy
design shapes and reflects the dominant views or “constructions” about the very people the policy is
intended to impact, or the “target populations.”

32-34

Schneider and Ingram defined social constructions as

“the cultural characterizations or popular images of the persons or groups whose behavior and well-being
are affected by public policy. These characterizations are normative and evaluative, portraying groups in
positive or negative terms… .”
ambiguous.

32

Social constructions might be embedded, fluid, incomplete or

32,33

In formulating their concept, Schneider and Ingram in part built on the “social construction of
reality,” a broader theoretical structure developed by Peter Berger and Thomas Luckmann, who argued
that an individual’s perceptions of reality were based on their “beliefs and backgrounds,” so people
viewed reality differently.

69

When there were different constructions of reality, the group with more power

would be able to control or suppress conflicting views.

69

Equally important, one’s experience of reality

needed to be ordered and made meaningful; language created that order and meaning by classifying or
categorizing these experiences.

69

This resulted in the creation of “zones of meaning” in which someone’s

reality is bounded by a terminology that constructed and maintained their reality, with this knowledge then
disseminated across generations, embedding and reinforcing constructions over time.
9

69

There was also

space for resistance: the process of establishing and sustaining a dominant view was not always
successful, nor permanent.

69

Berger and Luckmann’s mention of the uses of power and language were

especially relevant for Schneider and Ingram: the process of classification inherently made distinctions,
our actions were based on these perceptions, and the more powerful group’s construction became
established when there were differing views of reality.

69

Schneider and Ingram also incorporated the work of Murray Edelman, who analyzed the ways
government officials and interest groups used language to rationalize and influence policy proposals and
outcomes.

70,71

Edelman argued that political language was essentially the “exchange of symbols through

which values are shared,” so an audience responded not to the standard meanings but to what the terms
signaled.

70,71

The intent of the speaker was to “evoke” a particular emotion from the audience to

persuade them to support or oppose a certain policy.

70,71

Edelman also contended that policy decisions

including benefits allocation were imbued with conflict – to what extent is one group threatened when
another group received a benefit.

71

The symbolism in language was useful for Schneider and Ingram’s

approach. As I discussed in later sections, Medicaid was not just a government-funded insurance
program; to some it signified access to affordable health care while for others it was an unwanted federal
government mandate.
The social construction of target populations overlaps with framing, which is also used to analyze
communication about public policy.

72

A helpful definition for the purposes of this research was Entman’s

attempt to develop framing as an established theoretical framework, when he wrote that to frame is to
“select some aspects of a perceived reality and make these selected aspects more salient… in such a
way as to promote a particular problem definition, causal interpretation, moral evaluation and/or treatment
recommendation.”

72

In other words, framing is to amplify a specific issue, identify its cause and propose a

solution. Lakoff also proposed that politicians used framing to gain support for their candidacy or policy
agenda through metaphors that resonated with the intended audience’s values and beliefs.

73

The social construction framework can be applied specifically to examine deservedness
constructions and its relationship to Medicaid eligibility. Indeed, social construction has been widely used
when examining the process of creating public benefits policy. Pierce, et. al. looked at 123 peer-reviewed
studies that applied the social construction of target populations over a ten-year period.

10

68

When this

framework was used, the most common policy topic was government assistance programs and the most
common methodology were qualitative methods, including content analysis.

68

The social construction model can inform analyses of how perceptions of the Medicaid target
population impacted the decision to expand Medicaid and the extent to which certain states redesigned
Medicaid eligibility to ensure that only the deserving populations, in their view, were allowed to enroll.
Social construction is considered an especially useful approach when analyzing text like laws,
regulations, speeches and statements to the media.

32

Social constructions affected every aspect of the policy design: establishing policy priorities,
developing policy content, implementing policy and rationalizing policy decisions.

32-34

If a target

population was viewed negatively, policymakers might impose a means test to determine eligibility
instead of allowing any member of that population to enroll in a program.

32,33

If a target population was

viewed positively, government officials might describe a benefit as something that advantages the
broader public.

32,33

A central dimension to these constructions was the idea that some groups deserved benefits
while others did not, or deserved less.

32-35

According to Schneider and Ingram, policy design sent

“messages” about which populations were deserving and whether beneficiaries had the ability to engage
in the political process in order to change policy.

32-35

While the notion of deservedness was not new, in

this approach the basis of deservedness is the extent to which the target population earned or needed the
benefit as determined by the intersection between how positively or negatively the target population was
constructed and how strong or weak was their political power.

32-35

Political power was defined by Schneider and Ingram as a target population’s ability to influence
policy because they have the resources to influence how they are perceived, including their ability to be
constructed as more or less deserving of benefits.

32-34

More powerful groups constructed both

themselves and less powerful groups in different tiers of deservedness; more powerful groups were
therefore more likely to control the distribution of some policy benefit that helps them directly.

32-34

Policy

was also designed in such a way that more powerful target populations were allocated benefits with fewer
or no burdens, while less powerful target populations received only burdens or both benefits and
burdens.

32-34

11

In Schneider and Ingram’s framework, there were four target populations: advantaged,
contenders, dependents and deviants.

32-34

Advantaged and contender groups were more powerful than

dependents and deviants, while advantaged and dependent groups were viewed more positively than
contenders and deviants, with the combinations of power and constructions of deservedness resulting in
varying levels of benefits and burdens.

32-34

. Social construction and political power might be separate

concepts but are not separated analytically in Schneider and Ingram’s model. See Table 1.1 for a
summary of the intersection between power, social constructions and the distribution of benefits. Some of
their original examples would need to be updated as social constructions could change over time, with
some groups moving back-and-forth across different categories.

32-34

each category remained informative as a starting point for analysis

•

Nonetheless, the traits shared by

32-34

:

Advantaged groups had the most power to control their constructions and are viewed as most
deserving of benefits. Advantaged groups also had the resources to get their concerns prioritized
above other groups. Examples of advantaged groups were seniors, small businesses, and
current and former military members. Elected officials, interest groups and other target
populations were more likely to approve the allocation of benefits to advantaged groups because
the benefits were viewed or constructed as impacting the larger society, although this target
population tended to receive preferential treatment. They not only received more benefits than
they need, but also fewer burdens.

•

Contenders also had power but did not always control how they were viewed and often needed
to challenge negative constructions in order to influence policies that benefitted their group.
Examples of contenders were unions, insurance companies and cultural elites. Contenders had
the political capital to successfully advocate for benefits but government officials who granted the
benefits might have done so privately or might have allocated insufficient benefits because of
contenders’ disputed deservedness. Contenders also received more burdens than advantaged
groups but they might have challenged these burdens or refused to comply.

12

•

Dependents had less power than contenders and advantaged groups. They were viewed as
weak but deserving. Examples of dependent groups were mothers, children, survivors of natural
disasters and people with disabilities. While they were allocated benefits, the scope of benefits
tended to be inadequate and they were often subject to burdens as a condition of receiving the
benefit.

•

Deviants had the least power and constructed as undeserving. Examples of deviants were
people who were incarcerated and substance users. Policy designs intended to impose penalties
on this target population tend to be met with approval. Even when allocated benefits, it was
insufficient. There were often too many burdens that made it difficult for this group to obtain or
keep a benefit.
Unlike advantaged groups, the benefits to dependents and deviants were not typically linked to a

common good and dependents and deviants did not have sufficient power to advocate for better or more
benefits; instead other groups with more power tended to advocate on their behalf.

32-34

In addition,

dependents and deviants were not spared from negative constructions because they were less powerful,
they were more likely to need government help, and their need for government assistance was itself
stigmatizing.

21,25

Policies like Medicaid eligibility could perpetuate the notion of powerlessness, lack of

autonomy and stigma because it required that individuals meet certain qualifications like income limits to
obtain the benefit, a burden in the social construction framework.

32,33

Schneider and Ingram have argued

that “particularistic” elements like means-testing tend to be added to benefits that target dependent and
deviant populations due to their weaker political power and the overarching concern by government
officials that only the deserving should have access to a benefit.

32,33

Social constructions of deservedness not only directed attention towards a particular policy
solution but also shifted the focus away from evaluating alternative causes and proposals. To cite one
example, soon after NFIB v. Sebelius, certain Governors justified their refusal to expand Medicaid as they
claimed it would result in able-bodied people becoming “dependent” on the government instead of
working to obtain health insurance.

74,75

Their arguments omitted or ignored any mention of research

showing that a majority of individuals who potentially qualify for Medicaid were already working or living in

13

households where at least one family member was working, but whose employers did not offer affordable
health insurance or did not offer insurance at all.

76

While the eligibility requirements for Medicaid have reflected and reinforced the historically
negative constructions of Medicaid populations and poor people more generally, the discourse about
deservedness continued to shift, depending on which stakeholders have the resources to influence
decisions about coverage expansions.

27,54

It was critical to examine the extent to which the content,

persuasiveness, and durability of the discourse on Medicaid are related to Medicaid decisions as the
current federal administration, soon after taking office, encouraged states to rethink and restructure their
Medicaid eligibility designs.

77

Medicaid eligibility debates and decisions were especially volatile under the

present political climate and the findings would be useful for future public policy development and
analysis on both the federal and state levels.
Using the social construction framework, traditional or pre-ACA Medicaid populations can
generally be placed in the dependent group because Medicaid benefits were intended for lower income
eligibility groups believed to be unable to work.

13,16,20,24

The new eligibility group created under the ACA’s

Medicaid expansion – non-disabled adults under 65 years old – were dependents or deviants,
depending on how they were characterized by government officials and interest groups and depending on
the extent to which these same stakeholders supported or opposed expansion. The newly eligible
Medicaid populations were dependents because they were less powerful than other target populations,
but they had powerful allies like hospitals, insurance companies, and Chambers of Commerce who
supported and advocated expansion.

54

Another aspect of the social construction framework is the

potential of changing policy. When target populations who were positively characterized stand to lose
benefits, resistance might emerge, even when the eligibility group was less powerful, if excluding them
was not in the public interest or if it impacted a more powerful group.

32,33

Then again, newly Medicaid-

eligible adults were also deviants, as constructed by other elected officials and interest groups, who
contended that this target population did not deserve assistance because they were able to work and
argued that Medicaid should only be provided for the “truly needy” who cannot work.

30

See Table 1.2 for

the Schneider and Ingram model presented earlier and revised to include Medicaid eligibility groups only.

14

The insistence of denying non-disabled adults from accessing Medicaid was based on a rationale
that did not reflect what national surveys have consistently found: most Medicaid enrollees work or live in
households with working family members.

21,76,78-80

Equally important, the intent of the expansion under

the ACA was to include more of the working poor, because Medicaid enrollees who did work were
typically in jobs that did not offer affordable insurance, if at all.

20-22,24,27

Still, some states tried to introduce

work requirements in their Medicaid expansion designs as a condition of “earning” Medicaid eligibility,
proposals rejected by the federal government during the earlier years of ACA implementation.

81

Additional research was needed to study states’ decisions on Medicaid policy, as states have had
a great deal of flexibility in designing Medicaid eligibility from the program’s inception compared to other
government programs, resulting in different policy outcomes among the states even prior to the
ACA.

19,24

In addition, no qualitative study of Medicaid expansion decisions to date has applied the social

construction of target populations to analyze state Medicaid expansion decisions. Examining
constructions of deservedness was valuable in developing and analyzing public policy as it could reveal
policymakers’ attitudes, views, and characterizations of the population they are purporting to help, which
potentially influenced how benefits are designed and how resources were allocated, at times outweighing
health concerns or financial benefits.

32,33,62-65,67,82

In the next chapter, I reviewed the literature that shows the applicability of the social construction
of target populations and the reasons it is a suitable approach for studying the political discourse
preceding a state’s Medicaid expansion decision.
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TABLE 1.1—Social Construction of Target Populations
Power

•
•
Stronger

Constructions of Deservedness
Negative
Contenders
•
Receive more benefits than they
• Receive benefits that are
need, but also fewer burdens.
hidden or contentious; receive
more burdens than advantaged
groups.
E.g., seniors, small businesses,
and current and former military•
members.
• E.g., unions, insurance
companies and cultural elites.
Positive
Advantaged

•
•

Dependents
•
•
Weaker

•
•

Deviants

Receive benefits but may be
insufficient, and are often
subject to burdens.
E.g., mothers, children,
survivors of natural disasters
and people with disabilities.
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•
•

•
•

Receive benefits that are
usually insufficient, and have
too many burdens that make it
difficult to maintain benefit.
E.g., people who are
incarcerated and substance
users.

TABLE 1.2—Social Construction of Target Populations: Medicaid Eligibility Groups
Power
Stronger

Weaker
Medicaid target populations

Positive
Advantaged

Constructions of Deservedness
Negative
Contenders

Dependents

Deviants

Seniors
Disabled
Families with children
Non-disabled adults

Non-disabled adults
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CHAPTER 3
LITERATURE REVIEW
To understand both the extent to which the social construction framework can be applied to public
benefits eligibility and the conditions in a state leading up to that state’s policy response to Medicaid
expansion, I examined two bodies of work. The first group was comprised of research on the discourse
leading up to the allocation of public benefits using both the social construction of deservedness
framework and a qualitative content analysis method. The second group represented case studies of
certain states and the circumstances connected to each state’s decision regarding Medicaid expansion.
The following studies looked at how constructions of deservedness influenced the scope of
benefits and eligibility requirements for the following target populations: Revolutionary War veterans,
people with HIV and immigrants.
Although people in the military are considered an advantaged target population in Schneider and
Ingram’s social construction typology, providing benefits to veterans was controversial during the earliest
years of U.S. history, as Laura Jensen demonstrated through her analysis of Congressional records and
other public statements from 1817 through 1818 in “Constructing and Entitling America's Original
Veterans.”

62

Jensen analyzed the Congressional debates and public statements surrounding the passage

of The Pension Act of 1818, perhaps the first time on record that federal benefits were debated and the
language of deservedness was used to describe prospective beneficiaries.

62

Initially, the House of

Representatives drafted a pension bill that included almost all veterans as long as they were considered
poor and not able to work.

62

But the Senate’s version was more restrictive by excluding the militia and

allowing only those veterans who were in the military for a certain number of years, because as one
Senator stated, if there was “any one definite class of men more meritorious than another… who, by their
services and sufferings… rendered themselves most dear… and most worthy of our gratitude, they are
the officers and soldiers of the Revolutionary Army.”

62

The final version of the bill that became law

created a dividing line between eligibility and non-eligibility groups, as it excluded militia members;
required that the veterans show financial need; and awarded officers higher allocations than nonofficers.

62

Although it took less than two years to pass, there was a robust disagreement over eligibility:
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some lawmakers wanted to give all surviving veterans a pension, regardless of how long they served,
where they served, and their economic circumstances; while others simply opposed the very idea of any
government entitlement and feared it would create a precedent for other populations to claim benefits at
some point in the future.

62

The Pension Act indeed set a precedent by simultaneously creating an

included, deserving group and an excluded, undeserving group.

62

Instead of focusing on how

Revolutionary War veterans were similar, the discourse and resulting policy outcome emphasized how
they were different.

62

Similar to Jensen’s work, Mark C. Donovan in “Social Constructions of People with AIDS: Target
Populations and United States Policy, 1981-1990,” examined how people with HIV/AIDS were subdivided
into deserving and undeserving groups in the discourse leading up to the passage of The Ryan White
Comprehensive AIDS Resources Emergency Act of 1990, which was created to fund services for people
living with HIV/AIDS.

65

Gay men and especially gay men living with HIV were part of the undeserving

group during that time period and considered “deviants,” both a characterization derived from the social
construction framework and a reference to that era’s norms.

65

During the debates over the Ryan White

Act, two groups of people with HIV were constructed: “AIDS victims” who deserved help and “AIDS
carriers” who were perceived largely as gay men and did not deserve help.

65

One of those victims was

Ryan White, a teenager who contracted HIV through a blood transfusion and subsequently expelled from
school. The news about White forced a shift in how the public and elected officials viewed people with
HIV.

65

According to Donovan, it resulted in a “reconstruction” and differentiation of the target population

living with HIV, wherein children came to be viewed as more deserving than gay men. In one example, a
Senator stated: “[People living with HIV/AIDS] are not necessarily homosexuals… They are children
whose only sin is to be born.”

65

This opened the door for Congress to enact tiered benefits for the subset

of people with HIV whom they constructed as more deserving. While Ryan White’s story helped to gain
support for the bill overall, the Ryan White Act ended up disproportionately allocating funds to groups who
were considered more deserving, such as hemophiliacs and children, even if the incidence of HIV among
this subset was much lower than gay men, intravenous drug users, and people of color.

65

In an analysis of the Congressional hearings preceding the 1996 Illegal Immigration Reform and
Immigrant Responsibility Act, or immigration reform, Lina Newton in “’It's Not a Question of Being Anti-
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immigration’: Categories of Deservedness in Immigration Policymaking”, observed that elected officials
created boundaries between the deserving and undeserving even within the same target population to
justify the benefits – no matter how meager.

63

The purposes of the immigration reform bill were to more

strictly enforce the border between the U.S. and Mexico and to limit immigrants’ eligibility for public
benefits.

63

Newton found that Congress conveyed very little sympathy for immigrants, including children.

As with other discourse over deservedness, Newton found polarizing language to be a striking theme.
During the debates, Congressional members argued that there were deserving, “hardworking, freedomloving, patriotic” new Americans like their ancestors, versus the newer, undeserving immigrants who
would be a burden to society.

63

Whether someone was lawfully present or not was not relevant as

Congressional members aimed to disqualify even legal immigrants from certain benefits based on their
belief that immigrants did not pay taxes and therefore have not earned benefits.

63

Newton also noted in

the text of the hearings that distinctions over deservedness strengthened constructions of immigrant as
opposite of citizen: immigrants were seen as “criminals” and “freeloaders” instead of “law-abiding, taxpaying” citizens.

63

This previous research showed how constructions of deservedness were used to highlight
differences within target populations to rationalize prioritizing certain subpopulations believed to be more
deserving. In all three studies, the differences – and not the similarities – were emphasized to ensure that
only certain groups received the benefit or received more than others. It also demonstrated that the
benchmarks used to determine eligibility were not absolute but comparative: some were more or less
deserving than others. Finally, as the authors observed, social constructions had the potential to disrupt if
stakeholders were able to reconstruct certain potential beneficiaries as (more) deserving and therefore
enacted a policy that provided benefits to those members of the target population. However, it came at a
cost, as it also resulted in other groups getting fewer benefits or none at all. Still, when weighing policy
decisions, if there was a risk of failing to gain benefits for the entire target population, some might be
satisfied if a subset of that broader group received the assistance they needed.
While these studies focused on federal legislation, inherent to the Medicaid program is the shared
authority and cooperation between the states and the federal government. Each state has always had
opportunities to extend eligibility to certain populations, although the federal government retained the
20

power to require all states to cover certain populations as a condition of receiving federal matching
funds.

10,17,20,22,24,27

Under the federally mandated expansion of Medicaid curbed by the Supreme Court,

elected officials and interest groups across the states were left to consider, deliberate, then refuse or
accept Medicaid expansion. Opting into expansion as intended by the ACA would also mean receiving
100% of federal matching funds for newly eligible beneficiaries, available until the end of 2016.

56

During the earlier years of implementing the Medicaid expansion, researchers looked at state-bystate policy decisions to identify under what circumstances and conditions did officials accept the
enhanced federal funding to expand Medicaid eligibility. Following is a literature review of initial state
policy responses using content analysis. Authors for each study also looked at the shared conditions
associated with the outcome and considered to what extent states with similar conditions would have
different outcomes.
Although there are fifty states, there were not fifty distinct policy responses. Therefore, almost all
published content analysis to date did not analyze all states. The exception was a study completed by
Lawrence R. Jacobs and Timothy Callaghan in 2013, “Why states expand Medicaid: party, resources,
and history.”

57

Given the timing, when many states had yet to make a final decision, Jacobs and

Callaghan’s research question (the title of the article notwithstanding) was not why states expanded
Medicaid; instead, they asked: how far along was each state in adopting Medicaid expansion along a
continuum of implementation?

57

They examined Governors’ public statements; state budgets; legislative

actions; Medicaid eligibility policy; census income information and federal grant awards.

57

They used a

scoring system to code each document, with higher scores indicating a stronger commitment to expand
Medicaid.

57

Jacobs and Callaghan found that multiple factors played a role in a state’s progress toward
Medicaid expansion: political party dominance, state economy, previous policies on government-funded
benefits, interest group activity and a state’s infrastructure and preparedness to administer benefits.

57

They found that states led by Democratic officials were farther along the implementation continuum than
states led by Republican officials, but they also observed that in some states the influence of political
party was overstated.

57

For example, the Governorship and legislature in West Virginia, which at the time

of the Supreme Court ruling was controlled by the Democrats, had not yet committed to expanding
21

Medicaid nor made significant moves toward implementation.

57

In an opposite example, in Arizona the

Republican Governor successfully advocated for Medicaid expansion over the objections of many
members of the Republican-dominated state legislature.

57

Jacobs and Callaghan also argued that a

state’s prior Medicaid policies mattered even in Republican-dominated states like Michigan, whose
leadership indicated a willingness to expand Medicaid as they had done in past years before the ACA
became law.

57

Other research looked at a fewer number of states. In “Opting In, Opting Out: The Politics of State
Medicaid Expansion,” Shanna Rose selected five states: Arizona, Arkansas, Nevada, Ohio and
Tennessee.

61

Building on Jacobs and Callaghan’s research, Rose examined what other potential factors

beyond political party would influence a state’s Medicaid expansion decision, such as interest group
advocacy, economic considerations, and policy history, as well as public opinion and the number of
uninsured in a given state.

61

While all states were led by Republican Governors, Rose chose each state

for different and overlapping reasons: Arizona and Nevada were both controlled by Republicans yet
expanded Medicaid; the leadership in Ohio and Arkansas took earlier, unique pathways to Medicaid
expansion; and in Tennessee, Republican lawmakers opposed expansion in spite of the Governor’s
willingness to create a model that seemed to strike a balance between expansion supporters and
opponents.

61

Rose analyzed documents from local and national media coverage, public statements from

elected officials, and research reports from think tanks and government agencies.

61

Rose concluded that a state’s political landscape, economy, public and interest group support,
and pathway to Medicaid expansion each had varying and intersecting levels of impact that determined
the policy outcome.

61

In Tennessee, an interest group that opposed expansion and backed by a wealthy

conservative family was more persuasive on an already reluctant Republican-majority legislature than the
health care industry and public opinion, both groups that supported expansion.

61

In the remaining four

states that expanded Medicaid, Rose observed that a similar interest group opposed to expansion did not
emerge as an effective influencer, while the Republican Governors who advocated for Medicaid
expansion were strongly supported by health care and business interests, and overcame any opposition
by the legislature.

61
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Comparing just two states with similar conditions but different policy responses is also instructive.
For “Medicaid Expansion: A Tale of Two Governors,” Robin Flagg focused on two states with opposite
outcomes: Ohio and Wisconsin.

59

Similar to Rose, Flagg acknowledged the work of Jacobs and

Callaghan while examining the extent to which a common set of factors identified across different states –
political party in control, economic considerations, policy history, infrastructure and capacity, and interest
group pressure – impacted policy decisions.

59

To conduct the study, Flagg analyzed statements to the

media and publicly available documents, and conducted interviews with key stakeholders who worked in
or out of state government during the months leading up to the Medicaid decision.

59

As context, Flagg

laid out a summary of the shared conditions for both states: Governor John Kasich of Ohio and Governor
Scott Walker of Wisconsin were both Republicans in states controlled by the Republican Party; both
Kasich and Walker were elected to office riding the so-called Tea Party wave; both were seeking reelection the year they were deliberating to accept or reject Medicaid expansion while running for
President at the same time; both states already had systems in place from prior expansions; and both
governed states that used to have a robust manufacturing industry but were undergoing budget crises.

59

Flagg also provided a more in-depth look at how each state differed.
In Wisconsin, Walker adamantly refused to expand Medicaid with the backing of the Republicancontrolled legislature and consistent with the Republican Party’s national leadership.

59

Yet the policy

design of Medicaid eligibility in Wisconsin was more generous than other Republican states at that time
due to the actions of the previous Governor who expanded Medicaid under different federal rules prior to
the ACA.

59

This meant that Walker had additional options for a Medicaid design that other states did not;

indeed, stakeholders interviewed by Flagg argued that it was among the critical influencers in Walker’s
decision.

59

Walker rejected the Medicaid expansion for all lower income adults except for those making

below the federal poverty level and at the same time enrolled higher income Medicaid-eligible adults in
the subsidized private insurance programs offered in the new health insurance exchanges authorized
under the ACA.

59

This decision satisfied the Republican Party leaders who staunchly opposed traditional

Medicaid expansion, while placating some interest groups because the end result would still be increased
insurance enrollment and coverage.

59
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By contrast, in Ohio, Kasich expanded Medicaid as intended by the ACA: an income eligibility
expansion for non-disabled adults making 138% of the federal poverty level.

59

At that time, Kasich also

had an option for enacting policy that was not available to other Governors: the Controlling Board, a
unique feature in the state of Ohio that allowed a Governor to bypass a public vote that might have
resulted in a less desired outcome.

59

Stakeholders interviewed by Flagg also asserted that Kasich’s

persona as a moral individual acting on principle minimized opposition from other Republicans.

59

Finally,

unlike Wisconsin, Flagg argued that Ohio’s heath care interest groups were more active in pressuring
Kasich to expand Medicaid by focusing on the additional federal funding, which Kasich used to build
support for expansion by arguing that it would reduce health care costs for the state.

59

Two additional studies each looked at the Medicaid expansion decision in single states: one in
Michigan and the other in Pennsylvania. In “Counterproductive Consequences of a Conservative
Ideology: Medicaid Expansion and Personal Responsibility Requirements,” Allison M. Baker and Linda M.
Hunt examined the conditions leading up to Pennsylvania’s policy response.

58

Baker and Hunt reviewed

academic papers, state government correspondence, press releases from the Governor’s office, and local
media coverage to analyze the conditions under which Michigan expanded Medicaid.

58

At the time of the

Medicaid decision, the Republican Party controlled both executive and legislative branches of the state
government.

58

This political landscape might have made Medicaid expansion more difficult, but did not

entirely block it, as the health care industry’s support for expansion and the additional revenue it would
bring to the state boosted expansion efforts.

58

Governor Rick Snyder did not implement a traditional

Medicaid expansion, and instead proposed and received approval for an expansion model that included
cost-sharing and health savings accounts, or what Snyder referred to as “personal responsibility”
provisions, although the authors still considered this a Medicaid expansion without the nuanced policy
outcome.

58

Baker and Hunt argued that this model won over reluctant Republican lawmakers, who

consequently did not mount significant opposition to Snyder’s plan.

58

Like Michigan, Pennsylvania was governed by a Republican Governor with the support of a
Republican-dominated legislature when the state responded to the Supreme Court decision on Medicaid
expansion. But Governor Tom Corbett was also running for re-election at the same time, a circumstance
that likely strengthened the case for Medicaid expansion in a politically moderate state, according to

24

Laura Katz Olson in “The ACA Medicaid Expansion Waiver in the Keystone State: Do the Medically
Uninsured ‘Got a Friend in Pennsylvania’.”

60

Olson’s study was based on publicly available documents

like policy reports from research organizations, Congressional reviews, state government agency reports,
and one interview with a state legislator.

60

Both the health care industry and the local Chamber of

Commerce lobbied state officials to expand Medicaid to reduce health care costs, create jobs, and
increase state revenues.

60

Olson asserted that pressure from hospitals and insurers was especially

critical because they represented some of the largest sectors of Pennsylvania’s economy.

60

Corbett

ultimately expanded Medicaid to satisfy the health care industry, but similar to the Michigan model
included cost-sharing, a provision aligned with the Republican Party’s political and ideological approach in
the earlier years of expansion.

60

These prior published studies on Medicaid expansions affirmed that political party in control was
a necessary condition relevant to the outcome across different states.

57-61

The research also more closely

examined a larger set of shared conditions under which a state decided on expansion. In addition to
political party, decisions were based on multiple factors. This was consistent with policy studies about
other topics that demonstrated how several, intersecting actions and circumstances came into play to
shape policy agendas, priorities and outcomes.

83

Equally important, the studies demonstrated that there

was a continuum of eligibility design that ranged from traditional Medicaid expansion to models that more
closely resembled private insurance coverage,

58-61

in spite of reports that framed state responses as

binary: either accepting or refusing Medicaid expansion.

31

In addition, the extent of support or opposition

to Medicaid expansion from state government officials and interest groups also seemed to depend on the
expansion model the Governor proposed as noted in Wisconsin, Tennessee, Michigan and
Pennsylvania.

58-61

Still, none of the studies reviewed Medicaid policy responses in Democratic-controlled states
except for Jacobs and Callaghan’s analysis of early state actions to implement expansion. Research on
why states expanded Medicaid tended to focus exclusively on Republican-led states because it was
assumed that Democratic-led states would expand Medicaid based on the lopsided Congressional vote
for the ACA, during which no Republican lawmaker supported the bill.

84

The swift and immediate

opposition to the ACA including Medicaid expansion voiced by several Republican Governors, including a
25

few who would eventually reverse course, also undergirded this assumption.

85

In addition, sorting states

into binary opposites of acceptance or refusal ignored the dynamic political discourse occurring within
states leading up to a policy outcome, which was not always a matter of only two options but a different
model altogether.
To address these gaps in research on state decisions, I used the social construction approach to
analyze the relationship between constructions of deservedness and Medicaid eligibility design in the
following six states: Arizona, Indiana, Tennessee, Washington, West Virginia and Wisconsin. Arizona,
Washington, and West Virginia each accepted the ACA’s Medicaid expansion without conditions; while
the remaining states responded with alternative models or rejected expansion. My specific aims were to:
1. Identify how government officials and interest groups constructed deservedness among Medicaid
target populations.
2. Determine the extent to which the constructions of deservedness reflected, reinforced, or contested
the four Medicaid eligibility designs.
3. Analyze the extent to which Medicaid eligibility design created tiers of deservedness among different
Medicaid target populations.
In the next chapter, I described my study design, a qualitative content analysis; explained the
process of choosing which states to include in the study; and reviewed the procedures for identifying data
sources, collecting data and managing data. I also detailed my method for data analysis, such as the
steps involved in coding and creating a coding frame.
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CHAPTER 4
METHODOLOGY
Research Design for Aims 1, 2 and 3
Study Design and Eligibility Criteria
Through the lens of the social construction of target populations, I used a qualitative content
analysis to examine the political discourse leading up to Medicaid eligibility policy outcomes in selected
states. For the purposes of my research, by “political discourse” I applied van Dijk’s definition: the “talk
and text of professional politicians.”

86

Talk and text have the potential to reproduce or resist power.

86

This

definition was appropriate because in Schneider and Ingram’s framework, power intersected with the
allocation of benefits.

32-34

In my analysis, politicians included federal and state government officials,

whether elected, campaigning for (re)election, or appointed. I also built on van Dijk’s concept to include
the text and talk of non-governmental stakeholders who attempted to influence the Medicaid policy
outcome such as interest groups, policy experts, consumer advocates, current or prospective Medicaid
beneficiaries and other “policy entrepreneurs.”

83

As noted earlier, there were four state policy responses to the ACA’s Medicaid expansion. To
determine which states to include, I applied a case study approach to narrow my selection. Baxter and
Jack have posited that using a case study approach is appropriate when the research topic meets three
criteria: (1) the research question was how and why – I asked how and why states responded to the
ACA’s Medicaid expansion; (2) there was no undue influence on the behavior of the actors involved in the
topic – my research was conducted by reviewing publicly available documents; and (3) the aims were to
understand the conditions underlying the decision – I focused on the political discourse leading up to
Medicaid expansion decisions.

87

Additionally, I used Ragin’s strategy of set relations to select states to include in my research.
Ragin proposed two approaches that could lead to conclusions about a subset of cases: either (1) choose
cases (for this research, the “cases” were states even though this was not a case study) that shared an
outcome to find any shared conditions or (2) choose a set of shared conditions to determine if it resulted
in the same or different outcomes across a subset of cases.

27

88

Based on a combination of these two

approaches, I started with a subset of states with known outcomes (policy response to the ACA Medicaid
expansion) and some known conditions (political discourse, political party in power, and policy history of
Medicaid eligibility) to analyze the extent to which the same or different conditions were connected to the
outcomes.

88

This approach also provided the opportunity to analyze the exceptions: in spite of the shared

conditions, which state government leaders did not act as predicted?
One of the shared conditions that impacted Medicaid expansions noted in the literature was
partisan composition, or whether one political party was in control of the state government.

57-61

A political

party is considered in control of the state government if a majority of the state legislators and the
Governor are members of the same party when they made the decision to expand Medicaid.

89

States

under Democratic control were more likely to announce their support for Medicaid expansion and
implemented their decision more quickly then Republican-led states.

15,54,57,61,85,90

Several states, many

led by Democrats, even implemented the ACA’s Medicaid expansion before the Supreme Court’s 2012
NFIB ruling.

91

There were only a few states under Republican control that expanded Medicaid as the

ACA intended by the end of 2015.

15,31

The prior research I presented in the literature review that focused on Republican-led or politically
divided states also showed that several state policy responses did not always result in either acceptance
or refusal of Medicaid expansion, as some Governors proposed an expansion model that diverged from
the original ACA design by adding contingencies like cost-sharing or health savings accounts, while in
other states there was a policy stalemate with one branch of government supporting expansion and
another opposing expansion.

31,58-61

In my review of prior Medicaid expansions, the number of states ranged from one to fifty states.
61,92

57-

Examining more than one state allowed researchers to identify the shared conditions across different

states while also analyzing each state’s unique policy history and politics.

57-61

I selected a total of six states for my research: four Republican-led states and two-Democratic-led
states. I chose four Republican states because each represented the four policy responses, showing the
widest range of variation in Medicaid outcomes; whereas all Democratic-led states expanded Medicaid as
the ACA intended by the end of 2015.

15,58-61,93

I did not need to select four additional Democratic states to

“match” the four Republican states since I only examined four outcomes and there were no instances of
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Democratic-led states that refused Medicaid expansion after NFIB v. Sebelius.

93

Again applying the case

study approach in qualitative research, I did not gather a representative sample as if I were conducting a
survey; I selected a set of states that would help add to the body of knowledge about the topic.

88,94

Therefore, I included two states under Democratic control in my analysis to look for common or varying
conditions across all six states that might have enabled or obstructed Medicaid expansion, which could
then lead to a conclusion about the subset of states under study.

88

I excluded states where political party

control is divided. Expansion decisions among politically divided states might be better understood
through separate research on a subset of these states.
Applying the case study and set relations approaches specifically to the post-ACA policy and
political landscape, I selected the following states based on one or more of these criteria: if the state’s
Medicaid decision represented one of the four policy responses; if the conditions in the state were
previously shown in the literature to be impactful; if the state had unique policy history and politics; and if
the state’s response had the potential to influence future Medicaid eligibility design on a wider scale. See
Table 2.1 for the four policy responses with the corresponding state(s) added.
Washington (D) was among the first states that adopted the Medicaid expansion, prior to the
Supreme Court ruling and before federal matching funds were available.

91

But as the state government

moved ahead with implementation, Washington still had a robust debate over expansion, largely due to
an election season and an Attorney General who strongly opposed the ACA and was campaigning to be
the next Governor.
West Virginia (D) was the last Democratic-led state to publicly support Medicaid expansion and it
was one of the few states in the South that expanded Medicaid.

15,95

West Virginia was the rare state

controlled by Democrats where the Governor did not initially commit to the Medicaid expansion, drawing
out the debate over whether to expand Medicaid.

85,96

The political discourse in this state might provide

useful lessons on how Medicaid target populations were constructed in more reluctant Democratic-led
states.
Arizona (R) stood out among Republican states in the earlier years of ACA implementation: the
Governor initially disavowed health reform but pushed through Medicaid expansion over the strong
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objections of the Republican-majority legislature.

97

It also had a unique policy history as the last state to

accept federal funds when Medicaid was originally enacted.

98

Indiana (R) had a complicated Medicaid model in place that extended coverage to adults without
children and on which they built their alternative expansion.

99

The Indiana Governor and consultant for

Indiana’s Medicaid program during this period are in the current federal administration as of this writing,
so the Indiana model might be a potential future blueprint for other states. Indeed, although the previous
administration rejected Indiana’s work requirement when it was first proposed, the current Administrator
for the Centers for Medicare and Medicaid has conveyed her support for similar rules.

77

In Wisconsin (R), the Republican Governor and Republican-majority legislature pointedly
refused to expand Medicaid.

31,100,101

Yet their opposition belied Wisconsin’s policy legacy as one of a few

states that had already expanded Medicaid to non-parenting, non-disabled adults prior to the ACA.

59,102

Wisconsin’s Republican leadership publicly rejected the ACA expansion but still provided Medicaid to a
subset of newly eligible individuals.

103

Finally, like most other Republican-led states, Tennessee (R) refused to expand Medicaid.
Nonetheless, behind the curtain of national headlines, Tennessee’s Governor did not immediately reject
Medicaid expansion and in fact proposed an alternative expansion model that would extend coverage to
individuals who otherwise would not be eligible for traditional Medicaid, but ultimately failed in his
efforts.

104

Data sources and collection
My data sources were local or state media publications that quoted both government officials and
non-government officials who attempted to influence the policy outcome; state health department,
legislature, and Governor websites that posted press releases, bill texts and operational directives;
statements and issue briefs from advocacy organizations and the health industry sector; and editorials
from local media sources. I also included a few national media sources if the content was relevant to the
research topic and quoted a local stakeholder. Although public statements did not always reveal
motivations behind a decision, it still showed how groups and individuals justified their decision or
attempted to persuade others that it is the right decision.

32,33

I did not include content from interactive,

user-generated social media like Facebook and Twitter, due to the variation in use across the states, as
30

well as the challenges of gathering voluminous content from unidentifiable sources.

105

In addition, when I

searched NexisUni for documents that included the key words, the results generated very few sources
from social media. While this type of media has grown more influential over the years, I did not find a
robust discourse about Medicaid expansion among these sources in the earlier years of ACA
implementation.
Most of my data sources were from local or state media, as many government documents in most
of the states were no longer publicly accessible or were not available. Statements published in the media
were part of the political discourse that occurred in the public domain, therefore potentially influencing the
final policy outcomes.

86,106,107

I used the NexisUni database to search for documents because of the broad range of sources
stored in NexisUni that would capture the political discourse, including local news articles, government
web sites and public statements from advocates. To collect data, I searched for documents using the
following key words: Medicaid, Medicaid expansion, Obamacare, Affordable Care Act, and the name for
each state. To make sure I did not miss any public statements, I also used an established search engine
to search under the same key words. I filtered my search by a broad time period starting on the date that
the ACA was signed into law, March 23, 2010. As I mentioned previously, state governments could
leverage the 100% matching rate from the federal government from 2014 through the end of 2016. This
meant that states had some flexibility on when they enacted Medicaid expansion. Thus, end dates varied
by state and I included content up until there was a level of finality about the decision, moved by the
strength of opposition or support. All end dates occurred before December 31, 2015, because that was
the last day before the final year any state would qualify for enhanced federal funds. Below are the end
dates for each state with an excerpt or quote that encapsulated the final decision.
Accepted ACA Medicaid expansion without conditions:
•

Washington (D): January 16, 2013. “Effectively implementing the Affordable Care Act will save
us money by removing the hidden tax of hundreds of dollars paid monthly by all our state’s
insured citizens.”

108
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•

West Virginia (D): May 2, 2013. “West Virginia Gov. Earl Ray Tomblin announced his intention to
urge funding of the expansion by the Democratic-led Legislature after considering it for nearly a
year.”

•

109

Arizona (R): June 17, 2013. “Arizona’s Republican Governor Jan Brewer signed a law on
Monday to expand Medicaid, embracing a key part of Democratic President Barack Obama’s
healthcare plan in a hard-won policy victory over conservatives in her own party.”

110

Accepted ACA Medicaid expansion with conditions:
•

Indiana (R): January 27, 2015. “The Indiana Family and Social Services Administration (FSSA)
announces approval of its Healthy Indiana Plan (HIP) 2.0 waiver application by the Centers for
Medicare & Medicaid Services (CMS).”

111

Refused ACA Medicaid expansion but designed alternate expansion for a subset population:
•

Wisconsin (R): December 30, 2013. “This demonstration provides authority for the state to
provide full state plan benefits to non-pregnant, non-disabled childless adults with effective
incomes of up to 100 percent of the Federal Poverty Level (FPL)… .”

112

Refused ACA Medicaid expansion:
•

Tennessee (R): February 4, 2015. “After a little more than two days, a few state Senators
officially killed Haslam's plan to provide 280,000 low-income Tennesseans with federally funded
health care.”

113

Data management
To store, manage and code the documents, I used a tool called Dedoose. Dedoose is a webbased application for analyzing text, images, audio and other types of qualitative data. All documents
were downloaded and saved in Dedoose. Each document had the same naming method: “Publication
year-month.day.state.source” and organized in Dedoose as separate projects by state. I used coding to
both manage and analyze the content and discussed the coding steps in the data analysis section below.
Based on the categories used by Dedoose, any segment of text coded as relevant was called a
coded excerpt and coded excerpts might have more than one code or code application. One document
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could have multiple coded excerpts, especially if it contained statements by multiple stakeholders. Each
coded excerpt could have multiple code applications if I identified multiple themes in the text based on the
coding frame. See Table 2.2 for the number and type of documents per state that I used in my analysis
and discussion. Below is a description of the types of publications used in my analysis:
1. Local newspaper, magazine or news blog. State media sources published in print or online. A
news blog was an online source in which the author expressed their opinion in response to the
news and might or might not be affiliated with an established newspaper or magazine.
2. Government web site/press release. Online content, such as a press release, published or
issued by a state government official.
3. Non-government web site/press release. Online content, such as a press release, published or
issued by a non-governmental organization.
4. Newswire service. Service that distributed news stories.
5. National newspaper, magazine or news blog. National media sources published in print or
online.
6. Local television news or web site. Local television channel that also published stories online.
7. Local radio station or web site. Local radio station that also published stories online.
8. National radio station or web site. National radio station that also published stories online.
9. National television news or web site. National television channel that also published stories
online.
10. Transcription service. Service that distributed transcripts.
Data analysis
For my research I used qualitative content analysis, which can be used to analyze printed,
written, oral, photographic, and video content.

114-118

Generally, the activities of content analysis are to

describe and identify themes and categories within the text and image for purposes of organizing them
into more abstract constructs.

114,115,117,118

content analysis: inductive and deductive.

According to Elo and Kyngas, there are two broad types of
117

Inductive content analysis is used for less familiar or less

researched topics with scant theoretical grounding while deductive content analysis is preferred when
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there is an established level of knowledge and theory about the topic, and the researcher is interested in
refining or testing the theoretical framework.

117

For my research, I conducted a deductive content

analysis based on the theoretical framework of the social construction of target populations.
The key activity of content analysis is coding.

114-118

Coding involves a series of steps to identify

patterns or themes in the text that is related to the research topic, potentially leading up to the refinement
or development of a theoretical framework.

114

Coding also makes the text more “manageable” by

identifying which text is relevant to the research and disregarding the text that is irrelevant.
Auerbach and Silverstein provided a detailed description of the steps involved in coding:

114,118

114

1. Know the research topic, including the literature on the topic.
2. Based on the research topic, choose the relevant content out of the raw content.
3. Group the relevant content so that each grouping conveys the same or similar ideas.
4. Organize each group of ideas into themes or categories.
5. Analyze the themes to refine or develop theoretical ideas.
6. Link the theoretical ideas together into a coherent story.
Prior to reviewing the data sources, I developed an initial categorization matrix or coding frame;
see Table 3.1. The original or initial coding frame was informed by Schneider and Ingram’s social
construction of target populations framework, with a focus on the typology of dependents and deviants
since the target populations are current or prospective Medicaid beneficiaries.

32,33,35

The coding frame

was also based on previous studies that applied the social construction framework to other public
benefits.

62-67,82

As text can have different meanings, there is a level of interpretation involved in determining
which text is relevant and what it means.
manifest and latent.

115

114,115,117-119

There are two types of content in terms of meaning:

Manifest content has obvious, overt meaning while latent content is more subject

to multiple interpretations.

115

In the case of the social construction of deviants or dependents like

Medicaid-eligible populations, there tended to be less variation in interpreting the meaning of the text. As
an example, elected officials who opposed Medicaid expansion often talked about how the able-bodied
could work and therefore, if people needed health care, they should look for work instead of becoming
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“overly dependent” on government assistance programs like Medicaid, disparaging individuals whom they
believed should be more self-reliant.

21,30,74,75

To search for other potential themes in addition to the social construction of deservedness, as
recommended by Auerbach and Silverstein, I first read the “starter text,” or a subset of relevant text.
Since Indiana and Wisconsin had the most complicated Medicaid coverage models, I reviewed the
document sources for both states and identified additional codes. After completing the starter text review,
I identified a total of 36 codes. I did not code on whether the talk and text in the discourse indicated
opposition or support for Medicaid expansion because the statements largely did not convey outright
opposition or support. Rather, the excerpts tended to amplify support or opposition for a subset of a target
population. I did distinguish between two types of stakeholders: (1) Government talk and text and (2)
Non-government talk and text. Government talk/text were statements from a federal, state or local
government official, whether elected, appointed, or running for (re)election. Non-government talk/text
were statements from an individual or organization not acting on behalf of a government institution, like
an advocate, researcher, health care professional, beneficiary or newspaper editor.
I then reviewed the documents for the remaining four states using this revised coding frame. For
all document sources, while reviewing and coding the text, the criteria for identifying relevant text and
coding the text included:
•

How were Medicaid target populations characterized?

•

How did stakeholders reinforce or disrupt the constructions of deservedness?

•

What other themes in addition to deservedness were being elevated to justify their views?

See Table 3.2 for all the codes I identified in the document sources, prior to grouping the similar codes
together into root codes.
After I completed identifying all the codes in the text, I then reviewed the codes again and
grouped the shared concepts together, merged the codes (now referred to as “subcodes”) into root
codes, simplified some of the subcode names, and revised my coding frame. I consolidated the final
coding frame into 11 root codes. I largely kept the original codes informed by the social construction
framework of dependents and deviants.
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Following are the final root codes and brief descriptions, with more details including a list of
subcodes (if applicable) in Table 3.3.
1. Affordable Care Act. Support or opposition to the ACA is related to support or opposition to the
Medicaid expansion. Before it became a state option, most stakeholders who expressed their
view of the broader health reform law did not mention Medicaid expansion.
2. Coverage and care. Justified support of or opposition to Medicaid expansion by citing access (or
lack thereof) to a network of providers and quality of health care. Expansion supporters noted
increased enrollment would lead to fewer uninsured and more people seeking affordable care
while opponents pointed to historically inadequate Medicaid provider networks and poor quality of
care.
3. Economy, budget and financial sustainability. Opponents claimed that Medicaid expansion
would still require state governments and private employers to share the heavy costs of newly
insured people while supporters argued that expansion would result in increased revenue to the
state, private employers and the health care industry due to enhanced funding from the federal
government and Medicaid reimbursement for providing care to newly insured adults.
4. Morality and rights. Expansion supporters argued it is wrong to deny health care and coverage
and at times mentioned that it’s a question of life or death. Supporters would also mention that
health care is a right. Opponents argued it was wrong for people who were responsible for their
circumstances to get government assistance.
5. Political and electoral considerations. Support of or opposition to expansion was based on
state, congressional, or presidential elections. They might have also mentioned polling results on
Medicaid expansion specifically.
6. Research outcomes. Research on the impact of Medicaid expansion is cited to justify opposition
to or support of expansion.
7. Government role, responsibility and accountability. Opponents believed that government
assistance should be as limited as possible and the government was not responsible for helping
people. Opponents also held a broadly negative view of the federal government, whom they

36

argued has poorly managed Medicaid, a program they considered largely wasteful and rife with
fraud. Supporters expressed a belief in the role of government to help more vulnerable people.
8. Self-sufficiency and work. Opponents who made statements about the importance of selfsufficiency and work believed Medicaid promoted dependency, unemployment, and unhealthy
behaviors. In contrast, expansion supporters believed Medicaid promoted personal responsibility,
independence, employment and healthy behaviors. This argument was also used to justify
Medicaid expansion models with conditions on eligibility and enrollment.
9. Social construction of the deservedness of target populations. Social constructions were
used to generate support for expansion by either focusing on traditional target populations as
deserving or reconstructing the newly eligible adults as deserving. Social constructions were also
used to justify opposition to expansion by contrasting deserving with less deserving or
undeserving eligibility groups. Supporters of an expansion with conditions characterized newly
eligible adults as less deserving of a full expansion; they did however argue that this target
population would deserve Medicaid if they were required to follow certain rules. Opponents of any
expansion, including an alternate model, largely constructed newly eligible adults as undeserving.
10. State autonomy, capacity and innovation. Stakeholders who talked about a state’s capacity to
expand Medicaid did not always express an opinion on expansion, only on their state’s readiness
to implement expansion. If they did have a position, both supporters and opponents emphasized
that expansion should be left up to each state because the decision was the right thing to do for
the state's residents. This argument would also be used to justify an alternate Medicaid design
that placed limits on eligibility or restructuring Medicaid altogether as a model of state innovation
and flexibility.
11. View of ideal type of health coverage. Both supporters and opponents believed that Medicaid
expansion was a pathway to universal health coverage. While supporters believed this was a
positive step forward, opponents fretted that Medicaid expansion would lead to "socialism," which
they viewed negatively. Opponents also argued for a model of health insurance that was similar
to private or commercial insurance that included provisions like requiring beneficiaries to pay
premiums.
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Transferability & Justifiability
For qualitative content analysis research, findings are transferable and justifiable, two concepts
Auerbach and Silverstein argued are the qualitative equivalents of reliability and validity.

114

Transferability

means the theoretical frameworks developed, advanced or built on by the researcher could be applied to
other topics.

114

By justifiability, Auerbach and Silverstein referred to analysis that was characterized by

three components: transparency, the extent to which the researcher was able to describe their step-bystep process of gathering and analyzing the text; communicability, the extent to which the researcher
could clearly explain why they came to a particular conclusion; and coherence, the extent to which the
researcher could bridge the text with the theoretical framework(s) to tell a story that made logical
sense.

114

Graneheim and Lundman added two other components in evaluating qualitative research:

credibility, the extent to which the content and its analysis were relevant to the topic; and dependability,
the extent to which the process of collecting and analyzing data remained consistent over time.

115

For my dissertation, I incorporated an established conceptual framework that has been used in
previously published research on policy design and target populations.

62-66,120

The concept of

deservedness and Medicaid have been the topic of many published studies, even during the program’s
earliest years.

11

Schneider and Ingram’s approach specifically built on the idea of deservedness by

applying the impact of power on the allocation of benefits and burdens on intended beneficiaries.

32,33

For

the purposes of my research, I used this framework as starting point both for my coding frame and my
analysis of the discourse. In the previous section, I described the process of developing my coding frame,
and included additional details that emerged in the data collection and coding.
In the following chapter, I presented excerpts of the political discourse in each state as its
government leadership, interest groups and other stakeholders debated Medicaid expansion with the
intent of influencing the policy outcome. Each state is divided into six separate sections. For each section,
I provided a brief overview of the political and policy landscape in the state. Then I presented and
analyzed the most meaningful coded excerpts. I ended each section with a summary of the results,
including the most common codes or themes I identified in the discourse.
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TABLE 2.1—State Policy Responses to the ACA Medicaid Expansion
Policy Response

State

(1) Accepted ACA Medicaid expansion without conditions

Washington (D)
West Virginia (D)
Arizona (R)
Indiana (R)

(2) Accepted ACA Medicaid expansion with conditions
(3) Refused ACA Medicaid expansion but designed alternate model for
Wisconsin (R)
subset of target population
(4) Refused ACA Medicaid expansion
Tennessee (R)
Notes: (D) = Democratic majority controls the legislature; Governor is a Democrat; (R) = Republican
majority controls the legislature; Governor is a Republican.
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TABLE 2.2—Number of Documents per State and Publication Type Used In Analysis
Publication Type
Local newspaper, magazine or news blog

WA

WV

WI

AZ

IN

TN

17

85

47

40

28

37

TOTAL
per type
254

2

2

10

12

31

1

6

5

13

25

10

3

7

20

2

3

Government web site/press release

5

Non-government web site/press release
Newswire service
National newspaper, magazine or news blog

1

Local television news or web site

1

Local radio station or web site

1

1

National radio station or web site

1

National television news or web site
Transcription service

2
1

2

1

2

1

1

1
TOTAL per state

22

40

85

52

1
61

47

74
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TABLE 3.1—Initial Coding Frame
Code
Deserving/Dependents (a)
Deserving/Dependents (b)
Less Deserving/Dependents
Undeserving/Deviants

Description
Original Medicaid eligibility groups are the only target populations
who should be eligible under the ACA.
Able-bodied adults under 65 years old with no dependent children
should have Medicaid as it was intended under the ACA.
Able-bodied adults under 65 years old with no dependent children
should have Medicaid eligibility conditioned on cost-sharing,
employment or other requirements not intended by the ACA.
Able-bodied adults under 65 years old with no dependent children
should not have Medicaid.
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TABLE 3.2—Identified Codes after Completing Review of All Document Sources
1

Support/Opposition to ACA-Obamacare

2

Medicaid expansion will not improve access to (quality) care

3

Medicaid expansion increases access to services we do not like

4

Medicaid expansion improves access to coverage and care

5

Medicaid expansion improves population health

6

Medicaid expansion costs money and jobs

7

Medicaid expansion provides revenue and federal funding

8

Medicaid expansion saves money and creates jobs

9

Medicaid expansion will not adequately reimburse health care providers

10

Medicaid expansion reimbursement

11

Medicaid expansion is a morality issue and a matter of right vs. wrong

12

Medicaid expansion decision based on political/electoral concerns

13

Research on impact of Medicaid expansion

14

Medicaid = welfare

15

Government is not responsible for helping people

16

Government is responsible for helping people

17

Negative attitude toward the federal government

18

Deserving and dependents are the1965 eligibility groups

19

Deserving and dependents should include the new 2010 eligibility group under the ACA

20

(The new 2010 eligibility group are) undeserving and deviants

21

More or less deserving and dependents include the new 2010 eligibility group, depending on
expansion model

22

Immigrants might access care and coverage

23

Medicaid expansion benefits children

24

Medicaid expansion benefits people of color

25

Medicaid expansion benefits people with chronic illness
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TABLE 3.2—Identified Codes after Completing Review of All Document Sources
26

Medicaid expansion benefits women

27

Supports alternate eligibility design

28

Medicaid is broken/encourages abuse, fraud, and/or waste

29

Medicaid expansion promotes dependency/unemployment/unhealthy behavior

30

Medicaid expansion promotes personal responsibility/independence/employment/healthy
behavior

31

Implementation of Medicaid expansion or alternate design

32

Medicaid eligibility design

33

Medicaid expansion outreach/enrollment

34

Medicaid expansion is a local issue and up to each state

35

Medicaid expansion should be modeled more like private or commercial insurance

36

Medicaid expansion is the pathway to universal coverage/single-payer system
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TABLE 3.3—Final Coding Frame
Root Code

Subcode

Description

1. Affordable Care Act

Support/Opposition to ACAObamacare

Support of or opposition to
Medicaid is related to support of
or opposition to the Affordable
Care Act. May express broad
opposition to the ACA without
mentioning Medicaid expansion.

2. Coverage and care

Medicaid (expansion) will not
improve access to (quality) care

Opposes Medicaid expansion
because Medicaid historically has
inadequate provider networks and
Medicaid beneficiaries do have
not access to quality care. May
not oppose expansion strongly or
outright, but still expresses
concern about expansion
worsening problems with current
Medicaid program.
Opposition to Medicaid expansion
based on concern that it will
make it easier for people to
afford and access care that antiexpansion constituents do not
like.
Supports Medicaid expansion
because increased enrollment
leads to fewer uninsured, and
people enrolled in Medicaid are
more likely to seek care.
Supporters might also note that
Medicaid is affordable and
Medicaid providers deliver quality
care.
Supports Medicaid expansion
because it will improve the health
of a particular demographic
group, city, county or state.

Medicaid (expansion) increases
access to services we do not like

Medicaid (expansion) improves
access to coverage and care

Medicaid (expansion) improves
population health
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TABLE 3.3—Final Coding Frame
Root Code

Subcode

Description

3. Economy, budget and
financial sustainability

Medicaid (expansion) costs money &
jobs

Opposes Medicaid expansion
because the state, individuals
(who may or may not be
enrollees), and/or employers will
still have to pay for a share of the
costs associated with the care of
newly eligible populations.
Worried that expansion would
negatively impact state budgets
and/or employer profits.
Supports Medicaid expansion
because of the increased federal
funds to the state. Also supports
an alternate design that expands
coverage.
Supports Medicaid expansion or
alternate design because it will
save the state, individual
beneficiaries, health care
providers and/or employers
money, improve financial
circumstances, and/or keep or
create jobs.
Opposes Medicaid expansion
based on Medicaid's historically
lower levels of reimbursement to
health care providers that
participate in the Medicaid
program like hospitals and
individual clinicians. May not
oppose expansion strongly or
outright, but still expresses
concern about expansion
worsening problems with current
Medicaid program.

Medicaid (expansion) provides
revenue/federal funding

Medicaid (expansion) saves money
& creates jobs

Medicaid (expansion) will not
adequately reimburse health care
providers
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TABLE 3.3—Final Coding Frame
Root Code

Subcode

Description

Medicaid (expansion)
reimbursement

4. Morality and rights

Medicaid (expansion) is a morality
issue/civil right

5. Political and
electoral considerations

Medicaid expansion decision based
on political/electoral concerns
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If supportive of Medicaid
expansion, then expansion would
address uncompensated care for
the uninsured. Providers would
accept (more) Medicaid patients
as enrollment will increase and
thus providers will get paid for
services. If opposed to Medicaid
expansion, then viewed as a
"bailout" or "handout" to
providers, esp. hospitals and
insurers, who are accused of
being motivated primarily by
profit.
Opposes or supports Medicaid
expansion. Supporters of
expansion argue it is wrong to
deny health care and coverage.
Might mention it's a question of
life or death/disability.
Supporters might also mention
that health care is a right. The
opposition argues it is wrong for
people who are responsible for
their circumstances or not truly
needy to get government
assistance. This is a distinct code
from the code "Government is not
responsible for helping..."
because here the morality or
justice argument is made more
explicitly.
Opposes or supports Medicaid
expansion. Decision might be
influenced by upcoming or
previous state, congressional, or
presidential elections. Might also
be based on previous or current
polling on Medicaid expansion
specifically.

TABLE 3.3—Final Coding Frame
Root Code

Subcode

Description

6. Research outcomes

Research on Medicaid (expansion)

Research is specifically cited on
the impact of Medicaid
(expansion) and used to justify
opposition to or support of
Medicaid, including expansion.

7. Government role,
responsibility and
accountability

Government is not responsible for
helping people

Opposes Medicaid expansion by
arguing that government
assistance should be as limited as
possible. This is a distinct code
from the code "Medicaid
promotes dependency..." because
the focus is less on the target
population and more on the role
of government.
Supports Medicaid expansion and
government's role in helping
vulnerable people, including ablebodied adults.

Government is responsible for
helping people

Medicaid = welfare

Medicaid is broken/encourages
abuse, fraud, and/or waste
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Opposes Medicaid expansion.
Refers to Medicaid as “welfare”
or an entitlement as an attempt
to connect Medicaid to its roots
as part of the cash assistance
program formerly known as Aid to
Families with Dependent
Children, when certain
beneficiaries were/are
constructed as undeserving and
there was a stigma attached to
being enrolled in AFDC.
Opposes Medicaid expansion
because Medicaid is viewed as
poorly managed, resulting in
provider, patient, and/or
government abuse, fraud, and/or
waste.

TABLE 3.3—Final Coding Frame
Root Code

Subcode

Description

Negative view of the (federal)
government

8. Self-sufficiency and
work

Medicaid (expansion) promotes
dependency, unemployment and
unhealthy behavior

Medicaid (expansion) promotes
personal responsibility,
independence, employment and
healthy behavior
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Opposes Medicaid expansion.
Conveys a general negativity
when referring to the government
by using terms like "big
government", "government-run",
or "government take-over" of
health care. Includes a lack of
trust of the federal government,
like doubting whether federal
funding for Medicaid expansion
will continue. Expresses a broader
dislike about the power and
authority of government beyond
the Medicaid program.
Opposes Medicaid expansion
because they believe people
enrolled in Medicaid will not be
motivated to work or become
self- sufficient. This is a distinct
code from the code "Government
is responsible for helping people"
because it is focused more on the
target population and less on the
role of government.
Supports or opposes Medicaid
expansion, depending on the
state's politics and policy process
when deciding on Medicaid
expansion. Supporters of
expansion argue that people
enrolled in Medicaid will be
healthier and able to look for
work. Also used to justify
redesigning Medicaid expansion
with conditions like work
requirements or cost-sharing.
Opponents used argument to
justify refusing any expansion.

TABLE 3.3—Final Coding Frame
Root Code
9. Social construction of
the deservedness of
target populations

Subcode

Description

Deserving + dependents: 1965

Deserving + dependents: 2010

More or Less deserving +
dependents

Undeserving + deviants
Other target population named
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One or all of the original Medicaid
eligibility groups mentioned as
the target populations who
benefit from Medicaid expansion.
Might be used to generate support
for expansion by focusing on most
"deserving". In contrast, also
used to justify opposition to
expansion by contrasting
"deserving" vs. "undeserving".
Supports Medicaid expansion as it
was intended under the ACA by
expanding traditional Medicaid
coverage with no conditions to
able-bodied adults under 65 years
old with incomes up to 138% of
the federal poverty level.
Working age or able-bodied adults
should have Medicaid eligibility
conditioned on cost-sharing,
employment or other
requirements not intended by the
ACA. Supports Medicaid
expansion with conditions or
alternative expansion for similar
or subset of target population.
May still support Medicaid
expansion as intended by the ACA
but policy and political landscape
makes it difficult.
Working age or able-bodied adults
should not have Medicaid.
Mentions other or more specific
target population in addition to
non-disabled, working adults,
like: children, women, people
with chronic conditions or
substance abuse, immigrants, and
veterans. May or may not be
supportive of Medicaid expansion.

TABLE 3.3—Final Coding Frame
Root Code
10. State autonomy,
capacity and innovation

Subcode

Description

Implementation of Medicaid
(expansion) or alternate design

Medicaid (expansion) is a states'
rights/local issue

11. View of ideal type
of health coverage

Medicaid (expansion) should be
modeled more like private or
commercial insurance

Medicaid (expansion) is the
pathway to universal health
coverage

50

Statement on the state's capacity
and the process of implementing
and administering Medicaid
expansion or alternate design.
May or may not express opinion
on expansion.
Opposes or supports Medicaid
expansion, or in the process of
making a decision. Statements
may reinforce the NFIB decision,
emphasizing that expansion
should be left up to each state.
The emphasis may also be on:
expansion (or not) as the right
thing to do for the state/state's
residents; expansion (or not) will
heavily impact the state;
comparison with other states'
decisions; and relationship with
federal government. Might be
used to justify creating alternate
Medicaid design that places limits
on eligibility or restructuring
Medicaid altogether (e.g., block
grant) under the model of state
flexibility or state innovation.
Supports or opposes Medicaid
expansion. Supports Medicaid
expansion only with conditions
that make it similar to private
insurance. If there is no alternate
Medicaid design being developed,
then used to justify opposition to
Medicaid expansion more broadly.
Supports or opposes Medicaid
expansion. Supporters believe
expansion of Medicaid will lead to
further coverage expansions that
may be a positive step toward a
universal insurance model.
Opposition believes expansion will
lead to "socialism" or single-payer
system, which they view
negatively.

CHAPTER 5
RESULTS, INTERPRETATION AND ANALYSIS
Section 1
Washington (D): Accepted ACA Medicaid Expansion Without Conditions
Introduction
In Washington, both supporters and opponents of Medicaid expansion rarely remarked on the
deservedness of any target population, whether the traditional Medicaid beneficiaries or the ones who
were newly eligible under the ACA. Supporters seemed to largely avoid promoting non-disabled adults
without dependent children as the primary beneficiaries. At the same time, by expanding Medicaid earlier
than most other states and without additional conditions, this outcome had the effect of constructing
adults who were otherwise ineligible for Medicaid as deserving.
In 2010, the state of Washington had a Democratic Governor and legislative control was under
the Democratic Party.
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When the Affordable Care Act was signed into law and before NFIB v. Sebelius,

supporters of the ACA viewed the new law as an opportunity to restore Washington’s own Medicaid
expansion, a program called the Basic Health Plan or BHP.
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The BHP was an insurance program for

non-parenting, non-disabled people with incomes up to 200% of the federal poverty level.

123

It was

established in 1987 and funded entirely with state funds, but enrollment had been closed due to budget
constraints.

123

Yet controversy over the ACA emerged in spite of the favorable political and policy climate

as state government officials and interest groups debated the legitimacy of the ACA over the next two
years, further stoked by the Supreme Court decision and the state’s gubernatorial election that same
year. Opposition to the ACA within the state was led by Washington’s own Republican Attorney General,
Robert McKenna, who would eventually join the lawsuit filed against the law by several other state
Attorneys General that resulted in the Medicaid expansion being struck down. McKenna would also later
become the Republican nominee for Governor in 2012.
The Affordable Care Act is a Topic Of Controversy
On the very day that President Barack Obama signed the ACA on March 23, 2010, McKenna
quipped:
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I believe this new federal health care measure unconstitutionally imposes new
requirements on our state and on its citizens… This unprecedented federal mandate,
requiring all Washingtonians to purchase health insurance, violates the Commerce
Clause and the 10th Amendment of the U.S. Constitution… the bill places an
‘extraordinary burden’ on the state budget by expanding its Medicaid eligibility
124
standards.
McKenna’s opposition focused on the role of the federal government, including its intrusion into
state independence, as well as the burden on Washington’s infrastructure and economy. He had allies,
even in the Democratically controlled state legislature. Citing similar concerns, Democratic lawmaker Matt
Shea issued this statement about the ACA: [The ACA is a] “ruthless, unconstitutional mandate" [and
opposition] “represents a day of hope and the beginning of states finally telling the federal government
they've had enough.”
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ACA supporters in government leadership positions responded with the importance of insuring
more people and applying the economic-based argument in the opposite direction – that the ACA would
benefit the health care industry and allow more people to afford health care, although they did not initially
highlight the Medicaid expansion as McKenna had done.
Governor Christine Gregoire (D) of Washington: "I don't know who he's representing… not the people
who will be added to the state's Basic Health Plan because of it, and not the doctors and hospitals that
will have larger… reimbursement payments.”
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State Senate Majority Leader Lisa Brown (D) added: “Washington is expected to benefit because it got an
early start on a state Basic Health Plan and will see higher… reimbursements.”
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Insurance Commissioner Mike Kreidler (D): “For decades, our health care system has failed millions of
people - driving them and their families into bankruptcy, letting treatable diseases fester into health crises,
and invisibly leeching billions of dollars from our economy."

124

U.S. Senator Maria Cantwell (D): “The new law will set us on a path to control health care costs, which
are spiraling out of control and threatening our economy."

125

Both Gregoire’s and Brown’s statements noted the importance of continuing Washington’s policy
legacy of coverage expansions like the BHP as a positive outcome of the ACA. These statements also
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reflected reframing the issue of state autonomy. Instead of setting up the state in opposition to federal
government requirements that could be viewed as an intrusion, they argued that the ACA would boost
efforts already in place that had been created by the state prior to federal health care reform.
While less prominent than the economy and state autonomy, ACA supporters also uplifted the
deservedness of intended beneficiaries. It was incorporated in this statement by the spokesperson for
Washington Health Care Authority, the state agency in charge of implementing the ACA, and implied the
state’s innovation at the same time by noting that under the BHP: “There's a pride in the people that are
part of the program, because it is not an entitlement… It is something they help pay for.”
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Other health care reform supporters were more direct in elevating the deservedness of the target
population in descriptions of the ACA more broadly, using terms like “working families” such as this
example of Gary Crooks, Associate Editor of Spokesman Review: “Washington state can apply for shortterm federal funding that could cover two-thirds of Basic Health, which extends coverage to working
families that earn too much to qualify for Medicaid but not enough to buy a health policy in the individual
market.”
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In another example, according to State Senator Karen Keiser (D): “The federal law also expands
Medicaid to low-income childless adults, a group that has fallen through the holes in the safety net until
now…. We're asking for a waiver from the federal government to expand (Medicaid coverage) to our
entire Basic Health Plan… If we can get that waiver, we can begin to enroll people in the Basic Health
Plan again.”
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The State Moves Forward with the “Washington Way”
In spite of some controversy, just less than a month after the ACA was enacted Governor
Christine Gregoire moved ahead with implementation. She issued Executive Order (EO) 10-01
establishing a “Health Care Cabinet” made up of government officials to oversee implementation of the
ACA.
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Gregoire’s EO was clear in establishing Washington’s strong support of the ACA and

emphasized the law’s impact on the economy and health care, while underscoring the state’s leadership
and coordination, less so the federal government. She also made a meaningful statement on the state’s
infrastructure: because Washington has already laid the groundwork, the state had the capacity to
seamlessly incorporate the ACA into its system:
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IMPLEMENTING HEALTH REFORM THE WASHINGTON WAY
WHEREAS, Washington’s continued success as a state depends on the health of its
individuals and the successful operation of Washington’s health care system is essential
to the state’s economic well-being and quality of care provided to Washingtonians; and…
WHEREAS, investing in prevention improves the overall health and quality of life of
Washingtonians, strengthens the productivity of our work force, enhances our ability to
compete nationally and globally, and has a measurable financial pay off; and…
WHEREAS, Washington State government must provide clear leadership and
accountability to ensure successful implementation of national health reform, which will
128
by its very nature cut across traditional lines of agency and department responsibility…
Noted in the Governor’s press release accompanying the EO were plans to leverage federal funding,
highlighting the new revenue coming to the state of Washington:
Gregoire today appointed current Medicaid director and Assistant Secretary of the
Department of Social and Health Services’ Health and Recovery Services Administration
Doug Porter as the new administrator of the Health Care Authority. In this role, Porter will
assume primary responsibility for building and operating a unified purchasing system for
publicly funded health services for Washington State. Combining the purchasing power of
Medicaid and HCA will yield greater control over costs and streamline the state’s ability to
122
implement health care reform.
In the same press release, non-governmental organizations remarked on the positive economic
impact of the ACA in terms of revenue, jobs and health coverage.
Mary McWilliams, Executive Director of the Puget Sound Health Alliance: “I applaud the Governor for
taking immediate action to get Washington ready for health care reform… The plan announced today
takes advantage of the many opportunities we have to improve the quality, security and affordability of
care in Washington.”
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Dr. David Fleming, Director and Health Officer for Public Health/Seattle & King County:
Health care reform means more than just insurance coverage… It's about helping people
stay well in the first place – through preventive care like immunizations and
mammograms and public health work to make healthier choices easier, like giving kids
more safe places to walk and bike. These are straightforward strategies that will improve
122
everyone’s quality of life and reduce their overall health care expenses.
Diane Sosne, RN, President of SEIU Healthcare 1199NW:
The backbone of successful reform is having enough nurses and healthcare staff to meet
the growing need that expanded access will bring under this new legislation… Investing
more in training programs, supplying more scholarships for healthcare workers, and
improving the diversity of the workforce will create jobs in our local economy and ensure
122
we have the educated workforce to provide quality care.
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One of the first tasks of the Health Care Cabinet was to seek permission from the federal
government to transition current BHP enrollees into the Medicaid expansion and thus obtain federal
matching funds.
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As the state progressed with implementation, they also filed a motion in support of the

ACA in response to the lawsuit joined by their Attorney General. In a statement, Gregoire countered:
I’ve said from the beginning – the action of the Attorney General in filing this lawsuit does
not represent the Governor, the Insurance Commissioner, legislative leadership, or
thousands of Washingtonians in our state that would benefit from national health care
reform… This legislation not only provides necessary care to millions of Americans who
desperately need it – it protects our tax payers from the skyrocketing costs of health
130
care.
Gregoire again noted the impact of the ACA on lowering health care costs, saving money and
improving coverage. By emphasizing the effect on Washingtonians, she also continued to emphasize that
implementing the ACA is a state decision, while maintaining that the Attorney General was not acting in
the best interests of the state but in opposition to it. Gregoire’s statement included the idea of morality
when she added that the ACA would provide “necessary care” to people who “desperately need” that
care.
Concerns over Adequate Provider Networks and Reimbursement
In the meantime, health care providers expressed concern not so much in opposition to the ACA,
but on the health care industry’s capacity to handle more patients and whether a program like Medicaid
would provide adequate payments.
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Rainy Atkins, Chief Operating Officer of Southwest Hospital: “We've got to figure out how to deliver higher
patient quality but at a lower cost… there will be more people who fall into the 'government-sponsored
payer' category," including those who receive insurance through the federal Medicare and Medicaid
programs. Those programs pay significantly less than the cost of caring for patients.”

131

Cindy Orth, Vice President of Columbia United Providers: "Providers are already challenged right now
with covering their costs," Orth said. "If it's not fixed, physicians will be hard-pressed to continue their
practices as is now and add patients to meet the volume increase.”
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Dr. Sharon Crowell, Chair of The Vancouver Clinic:
As it sits, Medicaid reimbursement is inadequate to meet my expenses to run my
business… How can I keep my doors open with these kinds of rates? ...We are not able
to figure out at this clinic how the community will be able to absorb 30,000 more Medicaid
clients… I don't know that anyone has figured out how to make the finances work to
132
absorb these people in the existing practices.
While these statements also demonstrated similar themes observed by state government
leadership – the broader economic impact of the ACA, theirs is especially focused on the health industry’s
financial sustainability and the coverage expansion’s unpredictable outcomes even as the state
government expressed outward confidence. These same providers would not publicly state whether they
supported or opposed the ACA, including the Medicaid expansion. Since the state was already in the
implementation phase, the health care industry focused their concerns on issues related to
operationalizing the law.
Washington Expands Medicaid Early… but an Election Could Reverse the Decision
By the summer of 2012, the Centers for Medicare and Medicaid Services (CMS) approved
Washington’s request to shift non-disabled adults who would have been BHP-eligible to Medicaid,
becoming among the earliest states to expand.
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Yet two events that same year had the potential to alter

the outcome. The Supreme Court decision struck down the ability of the federal government to enforce
the Medicaid expansion, making it “optional,”
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and the election for Governor, which meant that the next

Governor could upend the decision to expand Medicaid and ACA implementation more broadly.
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In debates and candidate responses to questionnaires, economic arguments were often
mentioned, followed by the issue of health care as a state decision and then questions about the quality
of care under Medicaid.
Former Clark County Republican Chair Brandon Vick: "I do not believe that (the health care reform) act is
financially feasible… But more importantly, I want Washingtonians to have the best possible health care,
and Medicaid will not provide that to them."
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State Senator Don Benton (R): “Our state simply does not have the money to pay for (the expansion)…
Our current health insurance system -- with its skyrocketing costs and inadequate services -- is
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unquestionably broken. We have to fix it. But the Affordable Care Act is only going to make health
insurance more expensive and less personal.”
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State Representative Tim Probst (D): “I believe implementing the Medicaid portion will save the state
taxpayers money… We currently provide medical care to uninsured people through our hospital
emergency rooms, which is incredibly expensive. The state taxpayers and health insurance premium
payers are poorly served by this system.”
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Annette Cleveland (D), External Affairs Officer for Legacy Health and candidate for office: “It is not in our
best interest to have large numbers of people uninsured… This expansion of Medicaid will cover more
people and will be paid for entirely by the federal government for the first three years."
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In the meantime, Washington’s Health Care Authority remained publicly supportive of expansion
and warned of the consequences of discontinuing expansion: “I'm trying to imagine what governor and
what legislature would say to almost half a million uninsured – our estimates say (up to) about 450,000
Washington residents – who if we did not opt for the Medicaid expansion would be without insurance.”
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During the Gubernatorial campaign, each nominee expressed opposing views of expansion.
McKenna had not changed his mind, worried that Medicaid expansion would cost the state more money
than it gained and called for the federal government to provide states with more “flexibility” to run their
Medicaid programs.
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During a debate with the Democratic nominee Jay Inslee, McKenna argued that

"Medicaid is a good safety net, but it is not insurance, it's welfare…” and countered that Inslee has a
“Washington, D.C., mentality.”
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While at the same debate, Inslee repeated his support for expansion, because “insured people
pay a “hidden tax” for the cost of caring for uninsured people.”
people means more revenue for health care providers.
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Inslee also noted that more insured

132

The statements by McKenna conveyed the idea that government should not be responsible for a
larger segment of the population. He also believed that programs run by the government are not
necessarily of high quality – when something is referred to as “welfare” or having a “Washington DC
mentality” without having to state their meaning overtly, it was intended to malign programs managed and

57

subsidized by the federal government, and seen as disproportionately benefitting poor communities of
color.

66,138

When opponents of Medicaid expansion or the broader Medicaid program used the term

“welfare” to describe Medicaid, they were connecting or were trying to (re)connect Medicaid to its origins
as part of Aid to Families with Dependent Children and conjure images of target populations who were
overly and unnecessarily dependent on government assistance.

20,21,24,25,27

It was a judgment not only

against the traditional and expanded Medicaid eligibility groups but also on Medicaid overall as a program
characterized by fraud, abuse, and waste.
Inslee did not center the target populations in his argument in support of Medicaid expansion;
instead he focused on expansion’s impact on other people – the individuals who already had (mostly
private) health insurance but in his view were paying for the uninsured population. In another statement,
he again directed attention to another group that benefited: the health care industry that would receive
enhanced Medicaid reimbursement and increased federal revenue. In the statement by the spokesperson
for the Health Care Authority, they noted the sizable target populations already benefiting from early
Medicaid expansion and who would go without care and coverage if not for Medicaid. The large number
of impacted people added a moral dimension to their statement, as almost half a million people would
become uninsured if the newly elected Governor were to refuse expansion.
The notion of flexibility mentioned by McKenna was repeated often in the Medicaid expansion
discourse. State autonomy, capacity and innovation reinforced the idea that states – and not the federal
government – should create customized health coverage programs that worked best for their residents,
like redesigning Medicaid to include cost-sharing.
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McKenna did not have more visible opportunities to

explain the policy details in his model of flexibility, as Inslee won the election and vowed in his inaugural
address to continue to build on the policies of the previous administration.
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Summary of Results and Interpretation
Washington not only expanded Medicaid but also implemented an early expansion. In
Washington, there were a total of 22 documents that yielded 103 code applications from 39 excerpts; see
Table 4.1. The most common code applications were the economy, budget and financial
sustainability; state autonomy, capacity and innovation; political and electoral considerations and
the Affordable Care Act; see Table 4.2. Across the most common code applications, government
58

officials’ statements made up a majority of views represented in the discourse; see Table 4.3. This likely
reflected the political conditions in Washington, run by a Governor and a majority of the legislature
onboard with Medicaid expansion and more focused on the logistics of implementation. Still, there was
some disagreement and concern about provider capacity and state finances, incited in part by an
Attorney General campaigning to be the next Governor.
By expanding Medicaid as the ACA intended, the state was able to take advantage of the
enhanced federal funding, provided increased revenue to the health care industry, provided more
affordable care for its residents, and gained financial benefits. In addition, the state had the capacity to
implement expansion earlier and moved ahead with implementation while publicly declaring support for
the health reform law.
The social construction of deservedness of the specific target population was rarely mentioned in
the political discourse. While some stakeholders mentioned the deservedness of the target populations,
supporters did not generally use it to justify expansion in their public statements. Almost all the themes in
the coding frame were identified in the discourse except for the importance of self-sufficiency and work,
which was used to rationalize refusing Medicaid expansion or adding restrictions to Medicaid eligibility in
other states. Support for the ACA overall seemed more important to state government leaders when they
discussed implementation. Expansion supporters often mentioned the increased federal revenue,
reimbursement to health care providers and improvements to the economy resulting from expansion.
They also noted the state’s readiness to manage an influx of newly eligible Medicaid enrollees.
Under Democratic control, Washington strongly supported the ACA including the Medicaid
expansion. The state was able to swiftly implement an early expansion through the Basic Health Plan, for
which the infrastructure was already in place. While the Supreme Court’s decision and an election year
might have elevated the debates over expansion, it did not change the direction of Washington’s path
forward.
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TABLE 4.1—Document Sources in Chronological Order for Washington
Date

Publication Name

Publication type

2010-Mar 23

Spokesman Review

2010-Mar 28

The Columbian

2010-Mar 30

Spokesman Review

2010-Apr 01

Office of the Governor; Executive Order

2010-Apr 01

Office of the Governor; Press release

2010-Apr 11

Spokesman Review

2010-Apr 11 a

Spokesman Review

2010-Apr 11 b

Spokesman Review

2010-Apr 11

The Columbian

2010-May 30

The Columbian

2010-Jun 19

Health Care Cabinet; Health Care Authority

2010-Jun 23

Office of the Governor

2010-Aug 04

The Columbian

2010-Sep 14

Seattle Weekly

2012-Aug 19

The Columbian

2012-Oct 03

Spokesman Review

2012-Oct 11

The Columbian

2012-Oct 13

The Columbian

2012-Oct 16

The Columbian

2012-Oct 17

The Columbian

2012-Oct 18

Spokesman Review

2013-Jan 16

Office of the Governor; State of the State

60

Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Government web site/press release
Government web site/press release
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Government web site/press release
Government web site/press release
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Government web site/press release

TABLE 4.2—Number of Applications per Root Code for Washington
Root code

Number of applications

Affordable Care Act
Coverage and care
Economy, budget and financial sustainability
Government role, responsibility and accountability
Morality and rights
Political and electoral considerations
Research outcomes
Self-sufficiency and work
Social construction of the deservedness of target
populations
State autonomy, capacity and innovation
View of ideal type of health coverage
Total
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13
(12.6%)
12
(11.7%)
27
(26.2%)
3
(2.9%)
5
(4.9%)
14
(13.8%)
2
(1.9%)
0
(0.0%)
4
(3.9%)
22
(21.4%)
1
(1.0%)
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TABLE 4.3—Most Common Applications per Root Code by Type of Stakeholder
Most Common Applications per Root Code

Government
11
(84.6%)
22
(81.5%)
14
(100.0%)
20
(90.9%)

Affordable Care Act
Economy, budget and financial sustainability
Political and electoral considerations
State autonomy, capacity and innovation

62

Nongovernment
2
(15.4%)
5
(18.5%)
0
(0.0%)
2
(9.1%)

Total
13
27
14
22

CHAPTER 5
RESULTS, INTERPRETATION AND ANALYSIS
Section 2
West Virginia (D): Accepted ACA Medicaid Expansion Without Conditions
Introduction
Along with the financial benefits, in West Virginia, supporters often elevated the deservedness of
the Medicaid expansion target populations. They also largely avoided characterizing one eligibility group
as more deserving than the other by eschewing distinctions between traditional Medicaid beneficiaries
and the newly eligible beneficiaries. West Virginia’s decision to expand Medicaid without conditions
reflected and reinforced the positive deservedness construction of the intended beneficiaries.
Prior to the ACA in 2005, West Virginia received approval to implement a new Medicaid program,
called Mountain Health Choices for adults not otherwise eligible for Medicaid.
was only 31% of the federal poverty level and only covered parenting adults.

140
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But the income eligibility

So when Governor Earl

Tomblin announced in May 2013 that West Virginia would expand Medicaid as the ACA intended,
supporters of expansion celebrated that more people would be newly insured. They also expressed relief:
although West Virginia’s state government was controlled by Democrats and almost all other states under
Democratic control had declared support for the Medicaid expansion, the outcome of Tomblin’s “longawaited” decision was uncertain.

141,142

Positive Responses to The Affordable Care Act but not to Medicaid Status Quo
Soon after the ACA was enacted and throughout the debates after the 2012 Supreme Court
decision, the state of West Virginia was undergoing some political and policy disruptions that made the
Medicaid expansion decision less predictable than other states under similar conditions. There were initial
positive reactions from local stakeholders.
Louise Reese, director of the West Virginia Primary Care Association: “This will prevent a lot of
unnecessary hospital and emergency room bills... We are gearing up to expand affordable preventative
care in underserved areas of the state.”

143
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Craig Robinson, CEO of Cabin Creek Health Systems: “The people who don't get care now tend to be
younger working families who don't make much money… Or they have inadequate health plans with huge
deductibles and big co-payments.”
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Perry Bryant, director of West Virginians for Affordable Health Care: “When people end up with hospital
bills they can't pay, everyone else pays for it.”

143

Martha Cook Carter, CEO of FamilyCare: “This will save a lot of human suffering while it saves us all
money.”
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These individuals each attested to the importance of improved financial sustainability for both
health care providers and beneficiaries, as well as better access to care and coverage. They also
emphasized that covering the remaining uninsured would result in a collective benefit as it would lower
costs for everyone. One person mentioned insurance expansion as a morality issue, while another noted
the impact on “working families”, characterizing the target population of the ACA as having earned or
deserving of health coverage.
West Virginian native and former President of the American Medical Association Dr. Nancy
Nielsen repeated this theme just a few months later: “The vast majority of the people in this country
without health insurance are workers… It's not because they choose to not have insurance. It's because
they can't afford it… Those are some of the good things… I hope we can lay down arms and work with
each other.”
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Although the Supreme Court decision on Medicaid expansion was more than two years away, at
least one individual representing a network of providers expressed his concerns about expansion almost
immediately after the ACA was enacted. The strong dissatisfaction with Medicaid payments in West
Virginia had been brewing for years, and influenced the debates over Medicaid expansion even though
stakeholders at that time did not know the extent to which states would be given discretion in their
decision.
Related to these concerns was the fear that low Medicaid payments would mean providers would
discontinue taking patients insured by Medicaid.
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As Evan Jenkins, the Executive Director of the West
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Virginia Medical Association observed: "We are going to have challenging times in the future in making
sure people get the care they need, when they want and where they want.”
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Jenkins expressed concern not only about the financial sustainability of health care providers, but
its impact on Medicaid patients’ access to care. He did not seem to outright oppose Medicaid expansion,
but appeared reluctant to embrace it in the context of inadequate payments to Medicaid providers. He
was not alone in this opinion.
In an editorial published in the Charleston Daily Mail: “The state's Medicaid program covers
270,000 people. The state apparently can't pay for them. And yet under Obamacare, the program will
expand coverage by another 170,000 people - a 63 percent expansion. If the point of Obamacare is to
destroy the health care system in West Virginia, it is well on its way.”
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The use of the term “Obamacare” is intended to disparage the ACA, a rhetorical tool initially used
by opponents of the ACA and President Barack Obama to heighten criticism of both in one word;
although supporters of the law and the President later tried to reclaim Obamacare.

147

More importantly,

the concern here seemed to stem from the problem of the state’s cost burdens, given that providers and
the state had not resolved the question of insufficient Medicaid payments.
Indeed, just several months after the ACA became law, in December 2010 the Beckley
Appalachian Regional Healthcare or BARH, along with its parent organization, Appalachian Regional
Healthcare, filed a lawsuit against the West Virginia Department of Health and Human Resources over
inadequate Medicaid reimbursements.

148

As the CEO of BARH, and lead plaintiff in the lawsuit against

West Virginia, Rocco Massey wrote:
This situation is bad enough, but it could get much worse. Under federal health care reform,
states are permitted to expand Medicaid eligibility to all non-Medicare-eligible individuals under
age 65, including adults without dependent children, with incomes up to 133 percent of the
individuals on the state's grossly inadequate Medicaid rates, BARH's already substantial losses
149
from Medicaid would increase.
Similar to Jenkins, it’s not that Massey opposed Medicaid expansion. The lawsuit was unrelated
to the Medicaid expansion, but based on Massey’s comments the circumstances surrounding the legal
action would influence the discourse about expansion. At that time he could not wholeheartedly agree
with expansion given what he viewed as low payments to health care providers. His arguments were
focused on dim financial circumstances that could worsen.
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Even state officials like the Department of Health Secretary Michael Lewis talked openly about
the cost of Medicaid expansion in West Virginia: “We estimate this may provide coverage for an additional
170,000 adult West Virginians by 2019… The federal government will pay for this expanded coverage
from 2014 until the end of 2016, but its cost will become a factor in state budgets in the future as federal
participation in the program begins to decline.”
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In addition to concerns over the state’s financial capacity to expand Medicaid, there was
apprehension over role of the federal government and the impact on state autonomy.
Hoppy Kercheval, Host of Talkline on WCHS 580 AM: “West Virginia's budget-balancing act will get
dramatically more difficult in the coming years because of the new federal mandates under Obamacare
concerning Medicaid. Under the new federal law, the program that provides health care for the poor will
expand dramatically, leaving West Virginia and the rest of the states scrambling to pay the bills.”
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Editorial, Charleston Daily Mail:
Obamacare is just another gargantuan power grab. It is designed to break private
insurance and render Americans dependent on politically controlled health care. The law
calls for $540 billion in new spending and $770 billion in new taxes over 10 years. Before
Obamacare, 85 percent of Americans had health insurance either through work or
through government programs such as Medicare or Medicaid, both of which, incidentally,
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are budget-busters. The latter is breaking state budgets across the nation.
Both individuals conveyed an overall negative view of the federal, as opposed to state,
government. They indicated that any expansion of the federal government is an intrusion into state
decisions. In the second excerpt the commenter expressed a preference for private – not public –
insurance, which in their view is less costly, more efficient, and less dependent on government assistance
– which they also argued is too costly.
Still others were steadfast in their support for the ACA, including Medicaid expansion. While
economic arguments appeared to dominate the discourse about Medicaid expansion, supporters also
directed attention to the deservedness of the target populations in an attempt to strengthen their
argument, some more explicitly than others.

153-155
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Perry Bryant, Director of West Virginians for Affordable Healthcare: "Seventy percent of the people who
will receive Medicaid cards are working families… We're not talking about lazy, undeserving people. They
work jobs with no insurance, whether it be a fast-food restaurant, a hardware store or a small
contractor.”
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Renate Pore, health care analyst for the West Virginia Center on Budget and Policy:
People who can't afford to go to the doctor often ignore warning signs till the problem
blows up into a crisis and sends them to the emergency room… Once they start going to
the doctor regularly, we'll see a huge drop in emergency room and hospitalization costs
that get shifted onto paying patients. This will save individuals, insurance companies and
153
government a lot of money.
Kathleen Stoll of Families USA:
People think of the Medicaid program for low-income folks, and it certainly is, but that is
not where the money is spent… About 50 to 60 percent of the Medicaid budget pays for
long-term care, nursing home care, and home- and community-based care services like
personal aides… Middle-class families, as well as low-income families, rely on Medicaid
to help them afford nursing home care for their parents and other elders, and they rely on
154
this help to keep from really bankrupting their family.
U.S. Senator Jay Rockefeller (D): “In the 1960s, the nation came together as a community. We realized
we had an obligation to each other, more than we do now… vicious attempts to roll back programs to help
low-income Americans, disabled Americans and senior Americans… We have a responsibility to see that
no one is left out.”
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While Bryant focused on constructing the deservedness of the newly Medicaid-eligible category
of non-disabled people, Stoll tied expansion to the traditional Medicaid populations who may be viewed
as more deserving or needier. Stoll represented a national organization, but contributed to the local
political discourse because her statement was published in a West Virginia-based publication. Senator
Rockefeller’s statement also referred to traditional Medicaid enrollees – people with disabilities and
people 65 years and older – while appealing to people’s collective responsibility as “Americans”, a term
that is both narrow and broad. When justifying the allocation of benefits to target populations viewed as
more deserving, policymakers suggested the outcome would impact the larger public good.
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The idea of

being an American could also be used to exclude groups of people who have not earned the right to that
citizenship.
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The Supreme Court Decision Affects West Virginia
Soon after the 2012 Supreme Court decision on NFIB v. Sebelius, reaction in the West Virginia
health care industry seemed divided, due to the perceived loss or gain of financial sustainability.
Steve Dexter, CEO of Thomas Health System, expansion supporter: "They're (businesses) the ones left
out when the uninsured can't pay and the government is unable or unwilling to pay. It's just a tax on the
business community that makes them less competitive."

156

David Ramsey, CEO of Charleston Area Medical Center, wary of expansion: "There's a cost to that.
That's a new state budget item. In order to generate the dollars they need, they might have to cut
elsewhere in the budget.”
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Numerous elected officials also had mixed reactions to the ruling.
U.S. Senator Jay Rockefeller (D): “It appears the ruling could have seriously undermined their health care
options… the decision still leaves in place an enormous financial incentive for states to do the right thing
and expand coverage to this group. I hope every state will do that because these are good people who
effectively have no other realistic option for affordable health care.”
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State Senate President Jeff Kessler (D): “I'm convinced the health care of the people of the state is
important enough that we need to encourage and enroll people for appropriate and available health care
services, particularly those who can be enrolled at no or minimal costs to the state."
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State House Health and Human Resources Chair Don Perdue (D): “I fully anticipate we will embrace the
expansion of Medicaid… This would enable the working poor to provide health care to their families and
will obviously improve their health and their lives.”
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State Senator Dan Foster (D): “This is a good deal for the states… West Virginia is potentially going to
get more than any other state. Hopefully, more and more people with get health care, and lives will be
saved.”
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State Senate Finance Committee Chair Roman Prezioso (D): “I'm going to have to look at its long-term
costs that we're going to have to encumber dollars to pay for.”
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U.S. Senator Joe Manchin (D): “states must have the flexibility to live within their means by determining
Medicaid eligibility as each state sees fit."
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State Senate Health and Human Resources Chair Ron Stollings (D): “We already have some of the
infrastructure in place to move forward… The key, though, is to make personal responsibility a part of
this. If people have 'skin in the game' and have to pay something, they tend to use health-care dollars
more wisely.”
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State House Minority Leader Tim Armstead (R): “It's been a huge cost for our state… I don't think we can
absorb those costs.”
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These statements reflected a range of themes bolstering support of or opposition to Medicaid
expansion. For expansion supporters, West Virginia would benefit financially from the increase in federal
funding, would improve access to care and coverage, would be the morally correct decision, and
beneficiaries were deserving of the benefits since they were from working populations. In other words,
Medicaid expansion would reward people who were already employed. The opposition to expansion
continued the same arguments voiced before the Supreme Court ruling by focusing on increased costs to
the state. There were a few other stakeholders that did not express support or opposition to expansion,
only that they agreed with granting states more flexibility and the potential for redesigning the state’s
Medicaid program according to West Virginia’s needs, a core element of the state autonomy theme.
Health care providers and advocates who supported Medicaid expansion also aired their views.
Renata Pore of the West Virginia Center on Budget and Policy: “We take all the federal dollars we can
when it comes to highway spending; why wouldn't we do the same for health care?”

159

.

Perry Bryant, Executive Director of West Virginians for Affordable Health Care: “We're talking mainly
about working poor people, people who work for small employers who can't afford health insurance…This

69

is an excellent opportunity for West Virginia to lower some of its chronic disease numbers… If people can
afford early care, they can catch these diseases early or even prevent them.”
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Expansion supporters have often emphasized the revenue gains from the federal government;
here they pointed out this model is not unlike other joint federal-state programs. As has been typical,
other supporters constructed the target population as deserving because they were working but cannot
afford coverage and care. They also connected it with larger health care needs, arguing that expansion
achieves public interest goals and did not only benefit individuals newly eligible for Medicaid.
Medicaid Expansion Becomes a Campaign Issue
In addition to implementing the ACA and Medicaid expansion in the midst of a state and federal
lawsuit, the discourse over expansion was both complicated and amplified due to the electoral landscape.
As certain Congress members talked about repealing the ACA, State Senate President Earl Tomblin
became acting Governor when Governor Joe Manchin was elected to the United States Senate in 2010.
Tomblin then had to run for election twice: once in 2011 to complete Manchin’s term and again in 2012 for
a full term. Federal and state lawmakers were also running for (re)election in 2012. The multi-year
campaign season kept Medicaid expansion forefront in the public discourse.
While in the middle of campaigning during 2010, and before Medicaid expansion became optional
for states, Manchin’s spokesperson commented on candidate Manchin’s position: “He believes that since
there are several components of the bill that it appears both Republicans and Democrats agree on that
the focus should be on trying to make those things work and repeal the rest.”
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This noncommittal, vague statement seemed to confuse ACA supporters like Perry Bryant of
West Virginians for Affordable Health Care: “He seemed supportive of parts and where he was not
supportive was less clear, and I just never did understand exactly where he was.”
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Similarly, as the debate about Medicaid expansion continued between government officials and
advocates, current Governor and candidate Tomblin did not publicly express his views. Although West
Virginia Medicaid Commissioner Nancy Atkins claimed to be neutral, she publicly remarked on the
consequences of not expanding: “If we don't do the expansion, we'll be leaving a lot of poor people
unserved… so we are sifting through the questions and numbers. These are not simple questions.”
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In Atkins’ statement, which appeared impartial by focusing on the importance of numbers, her
mention of the “unserved” implied there would be people whose needs would not be met without
expansion. The notion of doing research to understand a complicated issue became a mantra for
Tomblin’s administration, in order to justify both a delay in his decision as well as to demonstrate
objectivity; even though research on state Medicaid expansions prior to the ACA had already shown the
benefits of expansion.

8,9

In a statement, Tomblin noted it was not a trivial decision to expand Medicaid

and needed time to study it:
On the one hand, the expansion would cover well over 100,000 hardworking West
Virginians and would in turn allow them to begin receiving appropriate diagnosis and
treatment at a much earlier stage… In a state where heart disease, diabetes, and other
chronic health conditions occur at levels far too high, this type of access to health care
could provide meaningful improvements to the health of our citizens… It also has the
potential to reduce health care costs in the future, saving taxpayer dollars and keeping
insurance premiums and co-pays lower… I am very cautious in relying on their future
funding promises… West Virginia must have a plan for the long-term sustainability of any
type of Medicaid expansion. Right now, we don't have the information necessary to make
162
the decision.
Tomblin highlighted many arguments in favor of expansion, such as the positive financial and
health outcomes for the target population, including West Virginia more broadly, plus the notion that the
beneficiaries deserved the benefit as “hardworking” people of the state. He also mentioned a common
criticism of expansion as a reason to move cautiously, using the same economic arguments leveraged by
opponents, including the belief that states could not trust the federal government to maintain its share of
funding for Medicaid expansion.
Throughout the next few months leading up to the elections, supporters and opponents,
advocates and government officials, including candidates for office, continued to debate the Medicaid
expansion, reinforcing and repeating earlier themes in the discourse since the ACA was enacted.
Bill Maloney, Republican candidate for Governor:
Like a typical, career politician, Earl Ray Tomblin spent the largest budget in state history,
and now Earl Ray and Barack Obama are working together to grow government even
more… He supports ObamaCare, the largest tax increase in history, and he will burst our
state budget to pay for it… I will work to repeal ObamaCare, and I will work to improve
accessibility and affordability in our health care system through private-sector, patient162
centered solutions.
Bill Maloney, again: “The expansion of Medicaid, to me, is creating more dependence.”
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State Senate candidate Mitch Carmichael (R): “The Obama health care program is a disaster… the only
thing this is going to do at all is reduce the reimbursement doctors receive from Medicaid, which could
end up causing them to offer fewer services.”
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Renata Pore of West Virginia Center on Budget and Policy:
These adults are, for the most part, hard-working West Virginians, who pay taxes and
contribute to the state's economy… Policymakers should understand that two-thirds of
the cost in Medicaid are to support the elderly with long-term care and people with
disabilities. The biggest cost problems are not among those who would be newly insured
through Medicaid… they should understand that the best chance to reduce the growth in
health-care spending is through health reform, which aims to change the world's most
expensive and inefficient system care to one that emphasizes prevention, promotes
coordination and supports quality over quantity. Over the long term, this goal is
achievable only if everyone can get preventive and primary care services. The expansion
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of Medicaid is a critical piece in the puzzle.
State Senate candidate Joshua Martin (D): “If you're going to do something, you've got to find a way to
pay for it… if we can't, we shouldn't do it.”
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Ted Boettner of the West Virginia Center on Budget and Policy: “The expansion of Medicaid to over
120,000 West Virginians will be the biggest step that we've taken to help struggling families in West
Virginia in the last 40 to 50 years.”
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Medicaid expansion opponents who were also candidates tied their electoral adversaries to
President Obama and the ACA. In addition to belittling both the President and the law, they brought up
the idea of an intrusive federal government and the simultaneous weakening of private health insurance.
The notion of “dependence” is contrasted with the self-sufficiency that private insurance provides.
Supporters of expansion continued to characterize the target populations as hardworking families who
need health care. Pore mentioned that adding newly eligible adults to the Medicaid program would help
cover the cost of more traditional, deserving beneficiaries like seniors and people with disabilities.
The Governor Needs More Information
Earl Tomblin was ultimately re-elected Governor, but accepting Medicaid expansion as intended
by the ACA was not guaranteed. Tomblin hired a consulting firm to review the costs of expanding
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Medicaid and study alternatives to the Medicaid program, including potentially adding out of pocket costsharing for Medicaid enrollees.
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So as the consultants conducted their study, the debates continued.

While supporters often repeated the financial and health reasons for expanding Medicaid, they
also highlighted more specifically the jobs it would create, the moral imperative of increased access to
affordable coverage and care, and the deservedness of target populations who would benefit from
expansion.
Perry Bryant of West Virginians for Affordable Health Care:
It's great to have Macy's to open up a new warehouse in the Eastern Panhandle, and
we're delighted that Gestamp is opening up at the Charleston Stamping & Manufacturing
facility… But all of those activities, those accomplishments, as significant as they are,
don't come anywhere near the volume of jobs or the economic activity that expanding
168
Medicaid would have.
Perry Bryant, again: “We owe these people who have served our country the protection to make sure they
get the coverage they deserve.”
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West Virginia resident Teresa Brown: “I am begging for the health of myself, my husband, my daughter
and my two grandsons.”
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West Virginia resident Debra Cook: “Charity begins at home… We need to help our people before we go
out of the country. I have worked since I was 16 years old and there's no help for us.”
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West Virginia resident Tammy Roberts: “You never know what might happen…To be able to afford it and
go to the doctor when you need to go, it would be such a blessing.”
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Dr. Rahul Gupta:
As a physician, I have taken an oath to care for anyone who walks through my door…
The same is true for our state. Regardless of our decision on this matter, West Virginia
will still be responsible for the care of all of our people. We can either continue to serve
these people in our emergency rooms, with uncompensated, inefficient care that raises
costs for the rest of us. Or, we can sign onto Medicaid expansion - and provide our
hardworking but uninsured citizens with affordable, preventive care that keeps our
economy going and reduces costs. This is especially important for rural hospitals, clinics
and practitioners who will be able to receive compensation for hundreds of millions of
dollars of care that now goes unfunded. I have no doubt that Medicaid expansion is good
171
for our state's health. Moreover, it's also good for our economy.
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Sam Hickman of the West Virginia chapter of the National Association of Social Workers: “It is the single
most important civil rights and social justice issue of our day.”
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Rev. Jeffrey Allen of the West Virginia Council of Churches: “In 2010, 223 people in West Virginia died
from the lack of health insurance. This expansion will bring healthier families and 6,200 new jobs.”
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Margaret Chapman Pomponio of West Virginia Free and Sue Julian of West Virginia Coalition Against
Domestic Violence:
As advocates for women's health and safety, we understand that women have much to
gain. Under the new health-care law, more than 67,000 women in West Virginia who are
currently uninsured could have affordable health insurance starting next year…
Hardworking families in West Virginia need the security of quality health coverage to get
the care they require… By providing affordable health insurance, Medicaid plays an
important role in improving low-income women's economic security. At the same time,
Medicaid supports millions of jobs that women hold across the country. In West Virginia,
174
Medicaid currently supports roughly 21,779 health sector jobs held by women.
These comments showed how Medicaid expansion supporters launched what they believed were
their strongest arguments to persuade Tomblin to decide in favor of expansion. They uplifted the target
populations they viewed as more sympathetic or deserving, like veterans, women, and other people who
had health conditions that were left untreated for years. In addition, the connection between employment
and health coverage became mutually reinforced and intertwined as both arguments were leveraged
simultaneously: people who would be newly eligible for Medicaid already work, people who work have
already earned Medicaid or Medicaid generates more jobs.
West Virginia Expands Medicaid
Governor Tomblin finally, publicly committed to Medicaid expansion on May 2, 2013.
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When

Tomblin announced that West Virginia would expand Medicaid as the ACA intended, he emphasized the
improved access to insurance and financial benefits to the state through federal funding, jobs, and
Medicaid reimbursement.
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Indeed, throughout the public discourse about the ACA and Medicaid, even

prior to the Supreme Court’s ruling, both supporters and opponents repeated the economic benefits and
costs of Medicaid expansion for West Virginia. Like other states with robust debates, the issue of a state’s
autonomy and capacity to implement health coverage expansions under the ACA were balanced against
the need to provide insurance for its residents who were unable to afford care. Supporters in particular
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amplified the deservedness of the intended beneficiaries, hardworking people unable to afford the care
they need.
Summary of Results and Interpretation
West Virginia expanded Medicaid as the ACA as intended, even though the debate leading up to
the decision took longer compared to other Democratically controlled states in the first four years after the
law was enacted. In West Virginia, there were a total of 85 documents that yielded 363 code applications
from 139 excerpts. See Table 5.1. The most common codes were the economy, budget and financial
sustainability; social construction of the deservedness of target populations; coverage and care
and state autonomy, capacity and innovation; see Table 5.2. Across these most common code
applications, statements from non-government groups dominated the sentiments represented in the
discourse; see Table 5.3. West Virginia’s Governor avoided embracing Medicaid expansion soon after the
Supreme Court decision as other Democratic Governors had already done. Subsequently, interest groups
seized the opportunity to influence the outcome. Non-governmental organizations were especially vocal
and visible in advocating for expansion when the Governor initially seemed reluctant to embrace
expansion even as all other Democratically controlled states were moving ahead with implementation.
Like Washington, West Virginia would receive enhanced federal funding, increased revenue to its
health care industry, more affordable care for its residents, and the financial rewards that accompanied
expansion. Due to concerns over uninsured residents’ lack of access to care, expansion supporters also
mentioned the need for providing coverage to individuals who needed care but were currently unable to
afford care.
West Virginia’s policy outcome did not tell the whole story behind the decision. Even though West
Virginia was controlled by a Democratic Governor and Democratic state legislature, expansion was not a
foregone outcome. Support for Medicaid including the expansion was tempered by the historically low
Medicaid reimbursement rates to health care providers. Some stakeholders were focused on the costs of
expanded health coverage because more people with insurance would mean more people coming to
health care providers that were not adequately paid for services. While opponents were concerned about
the dependence on government that would be created by Medicaid expansion, supporters of expansion
mentioned the deservedness of the target populations. They did not need to talk about traditional
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Medicaid beneficiaries to gain more sympathy; they consistently referred to the newly eligible populations
as working families, working poor, and hardworking. In West Virginia, the higher rates of poverty,
unemployment and uninsured compared to other states both shaped and reflected constructions of the
target populations as particularly needy and deserving.
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TABLE 5.1—Document Sources in Chronological Order for West Virginia
Date

Publication Name

2010-Mar 23

Charleston Gazette

2010-Mar 29

Charleston Daily Mail

2010-Jun 04

Charleston Daily Mail

2010-Oct 15

Charleston Daily Mail

2010-Oct 12

Charleston Daily Mail

2010-Oct 29

Charleston Daily Mail

2010-Nov 07

Charleston Gazette

2010-Nov 15

Charleston Daily Mail

2010-Dec 10

Charleston Gazette

2011-Feb 08

Charleston Daily Mail

2011-Jan 18

Charleston Daily Mail

2011-Jan 19

Charleston Daily Mail

2011-Jan 20

Charleston Daily Mail

2011-Jan 26

Charleston Daily Mail

2011-Jan 31

Charleston Daily Mail

2011-Feb 01

Charleston Gazette

2011-Feb 02

Charleston Daily Mail

2011-Feb 04

Charleston Daily Mail

2011-Feb 13 a

Charleston Gazette

2011-Feb 13 b

Charleston Gazette

2011-Feb 16

Charleston Gazette

2011-Mar 11

Charleston Daily Mai

2011-Apr 08

Charleston Daily Mail

2011-Apr 08

Charleston Gazette

2011-May 15

Charleston Gazette

Publication Type
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
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newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news

TABLE 5.1—Document Sources in Chronological Order for West Virginia
Date

Publication Name

2011-May 18

Charleston Gazette

2011-Jun 14

Charleston Gazette

2011-Jun 23

Charleston Gazette

2012-Jan 09

Charleston Daily Mail

2012-Mar 28

Charleston Daily Mail

2012-May 15

Charleston Daily Mail

2012-Apr 01

Charleston Gazette

2012-Jun 29

Charleston Daily Mail

2012-Jun 29

Charleston Gazette

2012-Jun 29

Charleston Daily Mail

2012-Jun 29

Charleston Gazette

2012-Jul 06

Charleston Daily Mail

2012-Jul 12

Charleston Daily Mail

2012-Jul 12

Charleston Gazette

2012-Jul 13

Charleston Daily Mail

2012-Jul 17

Charleston Daily Mail

2012-Jul 20

Charleston Gazette

2012-Jul 24

Charleston Gazette

2012-Jul 27

Charleston Daily Mail

2012-Aug 06 a

Charleston Gazette

2012-Aug 06 b

Charleston Gazette

2012-Sep 14

Charleston Daily Mail

2012-Sep 17

Charleston Daily Mail

2012-Sep 19

Charleston Daily Mail

2012-Sep 21

Charleston Gazette

Publication Type
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
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newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news

TABLE 5.1—Document Sources in Chronological Order for West Virginia
Date

Publication Name

2012-Dec 03

Charleston Gazette

2012-Oct 03

Charleston Daily Mail

2012-Oct 04

Charleston Gazette

2012-Oct 12

Charleston Daily Mail

2012-Oct 19

Charleston Daily Mail

2012-Nov 05

Charleston Gazette

2012-Nov 17

Charleston Gazette

2013-Jan 11

Charleston Daily Mail

2013-Jan 29

Charleston Daily Mail

2013-Feb 03

Charleston Gazette

2013-Feb 12

Charleston Gazette

2013-Feb 13

Charleston Gazette

2013-Feb 19

Charleston Daily Mail

2013-Feb 25

Charleston Daily Mail

2013-Feb 25

Charleston Gazette

2013-Feb 27 a

Charleston Daily Mail

2013-Feb 27 b

Charleston Daily Mail

2013-Feb 28

Charleston Daily Mail

2013-Mar 01

Charleston Daily Mail

2013-Mar 03

Charleston Gazette

2013-Mar 11 a

Charleston Gazette

2013-Mar 11 b

Charleston Gazette

2013-Mar 26

Charleston Daily Mail

2013-Mar 27

Charleston Gazette

2013-Mar 29

Charleston Gazette

Publication Type
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
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newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news

TABLE 5.1—Document Sources in Chronological Order for West Virginia
Date

Publication Name

2013-Mar 30

Charleston Gazette

2013-Apr 03

Charleston Daily Mail

2013-Apr 04

Charleston Daily Mail

2013-Apr 08

Charleston Gazette

2013-Apr 12

Charleston Gazette

2013-Apr 13

Charleston Gazette

2013-Apr 15

Charleston Gazette

2013-Apr 25

Charleston Gazette

2013-Apr 29

Charleston Daily Mail

2013-May 03

Charleston Daily Mail

Publication Type
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
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newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news

TABLE 5.2—Number of Applications per Root Code for West Virginia
Root code

Number of applications

Affordable Care Act
Coverage and care
Economy, budget and financial sustainability
Government role, responsibility and accountability
Morality and rights
Political and electoral considerations
Research outcomes
Self-sufficiency and work
Social construction of the deservedness of target populations
State autonomy, capacity and innovation
View of ideal type of health coverage
Total

81

24
(6.6%)
50
(13.8%)
93
(25.6%)
22
(6.1%)
22
(6.1%)
4
(1.1%)
20
(5.5%)
9
(2.5%)
63
(17.4%)
48
(13.2%)
8
(2.2%)
363

TABLE 5.3—Most Common Applications per Root Code by Type of Stakeholder
Most Common Applications per Root Code

Government

Coverage and care
Economy, budget and financial sustainability
Social construction of the deservedness of target populations
State autonomy, capacity and innovation

82

16
(32.0%)
24
(25.8%)
15
(23.8%)
14
(29.2%)

Nongovernment
34
(68.0%)
69
(74.2%)
48
(76.2%)
34
(70.8%)

Total
50
93
63
48

CHAPTER 5
RESULTS, INTERPRETATION AND ANALYSIS
Section 3
Wisconsin (R): Refused ACA Medicaid Expansion; Designed Alternate Expansion for a Subset of the
Target Population
Introduction
Wisconsin supporters of Medicaid expansion often amplified the deservedness of the Medicaid
target populations overall, both the traditional and newly eligible beneficiaries. Opponents used the same
deservedness arguments to distinguish between non-disabled adults from more sympathetic groups like
seniors. The Wisconsin Governor forged his own path and decided to allow only individuals living below
the poverty level to qualify for Medicaid, reinforcing the belief that only a subset of the target population is
more deserving than the rest.
A few years before the ACA became law, Wisconsin expanded eligibility under their Medicaid
program to include adults without children with incomes up to 200% of the federal poverty level; they
called the expansion BadgerCare Plus.

59,103

But by the time the ACA was enacted, BadgerCare Plus

enrollment was closed to new enrollees due to budget constraints, resulting in over 100,000 adults on a
waiting list for health insurance.

59,103

In addition to the ACA, other internal and external events influenced the political and policy
landscape in the state in 2010. First, there was a Gubernatorial race that same year. The incumbent,
Democrat Jim Doyle, whose administration expanded Medicaid coverage to non-parenting adults, did not
seek re-election. Then, Republican Scott Walker was elected Governor riding the ultra-conservative “Tea
Party wave,” and called for budget cuts as soon as he took office that would impact Wisconsin’s current
and future Medicaid program.
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He was also considered a possible Presidential candidate and likely

staked his policy positions with an eye toward a national campaign.

59,176

Throughout Walker’s early years as Governor, Wisconsin stakeholders from across different
sectors vigorously debated over what the state’s Medicaid expansion would look like.
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Not only did it

stem from Wisconsin’s lawsuit challenging the ACA followed by the Supreme Court ruling, it was also
sustained by Walker’s cuts to the state budget; a recall election to remove him from office just two years
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after he was first elected—which he survived; his reluctance to accept Medicaid expansion; and additional
Medicaid policy questions like whether or not to include individuals currently enrolled in a short-term
program called Transitional Medical Assistance.
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In addition, Congressional representative and fellow

Wisconsinite Paul Ryan became the Vice Presidential nominee for the Republican party in the 2012,
which meant that Ryan’s own ideas for restructuring the Medicaid program – like converting it to block
grants – were amplified and incorporated in debates back in his home state.
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The New Governor Wants to “Shrink” the Role of Government
When Scott Walker spoke at his inauguration in early January 2011, he did not mention the ACA
or Medicaid. He did however hint at his approach to governing and his policy priorities:
Wisconsin is open for business. We will work tirelessly to restore economic growth and
vibrancy to our state. My top three priorities are jobs, jobs, and jobs… We will right-size
state government by ensuring government is providing only the essential services our
citizens need and taxpayers can afford…Our jobs plan provides relief from taxation,
regulation and litigation costs for employers. And it makes it easier for workers and
farmers to afford health care… A high quality of life; however, is not the result of a bigger,
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ever-expanding government.
In this statement, Walker focused on elevating the importance of the economy and employment
above other issues. The assumption was that government gets in the way of achieving this goal by overly
taxing, regulating and enforcing the rules. He asserted that less government involvement would lead to
more affordable health care although he did not make it clear how it was connected except to imply that
private employers would be able to provide health coverage if they were less regulated. Walker also
seemed to argue that jobs are the pathway to solving multiple problems.
Shortly after Walker’s inauguration, Dr. Ken Loving, Chief Executive Officer of Access Community
Health Centers, a network of primary care providers that serve lower income people, was interviewed
about Walker’s proposals to cut BadgerCare. Loving appeared cautiously hopeful:
Certainly, we have some concern. But again, I think Wisconsin's got this tradition of being
very innovative around care for all its citizens, and it didn't start with [Governor] Jim
Doyle. It goes back to [Governor] Tommy Thompson. We've covered over 90 percent of
our citizens. Just at Access alone, we helped over 1,000 people sign up for the most
recent expansion of BadgerCare. Community centers across the state did the same
177
thing.
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Loving mentioned past Governor Tommy Thompson perhaps because Thompson was a
Republican, to emphasize the bipartisan nature of Medicaid expansions in Wisconsin. Loving also noted
the state’s policy history of coverage expansions regardless of who was leading the state government.
Less reassuring to ACA supporters was Walker’s appointment of Dennis Smith as Wisconsin’s
Secretary of the Department of Health Services. When Smith was a fellow at the Heritage Foundation,
during the health reform debates, he wrote: “Now that the federal government has committed itself to a
massive new entitlement, states could solve their budget problems by simply getting out of Medicaid.”
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Smith clearly opposed the expansion of government assistance. The phrase “massive new
entitlement” is pejorative in this context because Smith advised states to leave the Medicaid program. He
asserted that health reform would be costly to states and was an example of federal government intrusion
on state autonomy. By the time the article was published, Smith was officially leading the department in
charge of the very program he believed states should abandon.
Talk of Medicaid Cuts on the State and National Levels
Around the same time, Congressional representative Paul Ryan was publicly discussing how to
redesign the Medicaid program. At an event hosted by The Manhattan Institute, when Ryan was asked
about the future of Medicaid, he responded: “You know, I think – I think block granting Medicaid to the
states is one of the policy options we should consider, given the fact that states are so different from one
another. It's crushing state budgets, it's leading to state insolvency, and a contributing factor to their fiscal
problems.”
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Ryan used both state autonomy and economic justifications to propose redesigning Medicaid
from an entitlement program into a block grant. Block granting Medicaid would essentially mean capping
federal matching funds to the states, which could potentially result in eliminating certain benefits to
Medicaid beneficiaries, lowering or delaying Medicaid reimbursements to health care providers, and
reducing state budgets – it was also currently prohibited by law.
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So even before the Supreme Court ruling, discussions of cutting Medicaid funding were swirling
as Wisconsin dealt with a Medicaid budget gap of approximately $1.2 billion.
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In addition to Walker’s

proposals, the House Committee on the Budget, headed up by Ryan as Chair, issued a budget resolution
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titled “Path to Prosperity,” which advocated for funding reductions to the Medicaid program and repealing
the ACA.
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Under such an anxious and unpredictable political and policy climate, Wisconsin health care
providers seemed willing to compromise early on in response to Ryan’s and Walker’s proposals. The
Wisconsin Medical Society (WMS) made a statement that seemed to propose trimming benefits but not
eligibility, because according to Dr. Tim Bartholow: “We want as many people as possible to have access
to some care, rather than let some have terrific access and other people have none.”
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WMS decided that having coverage was most important, even if the coverage was less
comprehensive. It meant that providers would be reimbursed for some health care services, which in their
calculation would still be a better financial outcome than treating patients with no health insurance at all.
Other advocates were similarly focused on potential cutbacks to Wisconsin’s current Medicaid
program and sought to protect the gains that had been achieved. The Wisconsin Alliance for Retired
Americans responded to Ryan’s budget proposal:
The Ryan budget plan would repeal new benefits from the 2010 Affordable Care Act like
free preventive screenings, banning insurance companies from denying coverage to
those with pre-existing conditions, and phasing out the doughnut hole coverage for
prescription drugs. Current and future retirees cannot afford that. We agree that it is vital
for measures to be taken to contain the double-digit increases in health care, but the
Ryan budget does nothing to address costs. Rather, it shifts those costs to seniors, who
in many cases would not get medical treatments because they would not be affordable.
Unfortunately, the Ryan budget guts Medicaid by slashing $1.4 trillion from the program.
This endangers long-term care services for seniors and the disabled, who rely heavily on
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the program.
The Wisconsin Alliance raised the concern of traditional Medicaid target populations as at risk of
losing benefits if the proposed cuts were approved. They also stated their support for the ACA. The
Alliance did not question the assumption of proposed cuts to Medicaid – they too asserted there were
legitimate economic reasons for making changes. Still, they argued that any cuts should not burden
traditional Medicaid beneficiaries who “rely heavily” on Medicaid and could afford the care they need.
Without overtly stating a distinction, the Wisconsin Alliance seemed to view “seniors and disabled” as a
more deserving group than other target populations.
Other stakeholders like ABC for Health, a non-profit advocacy organization, continued to weigh in
as the Walker administration explored cuts Medicaid eligibility and benefits: “Despite strong bi-partisan
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roots of BadgerCare Plus, the program is now in the hands of highly partisan ideologues. The proposed
cuts will force thousands into emergency room care and could lead to the largest redistribution and
socialization of uncompensated care and medical debt I have seen in over 20 years of patient
advocacy.”
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ABC for Health argued for both the moral imperative and the economic necessity of not only
Medicaid expansion, but also Medicaid more broadly. Similar to other interest groups that supported
expansion and the ACA, ABC’s emphasis on Medicaid’s “bipartisan roots” implied that it was a neutral
policy intended to have a larger, collective benefit. When trying to justify or influence the allocation of
benefits, policy entrepreneurs suggested the outcome impacted a larger group beyond the target
population.
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Here the appeals to bipartisanship from Medicaid expansion supporters were used to

advocate for policy decisions that benefited the less powerful groups. Without explicitly stating which
target populations they were referring to, ABC for Health was likely advocating for the groups who were
eligible for Wisconsin Medicaid at that time – seniors, people with disabilities and families with dependent
children.
Prior to Walker, Wisconsin had a record of coverage extensions regardless of which political party
was in office; but now advocates observed with dismay that the new Governor was willing to go beyond
actions like capping Medicaid enrollment to make deeper cuts and broader limits that impacted coverage
and lowered spending. For example, shortly before the Supreme Court ruling, the Centers for Medicare
and Medicaid Services (CMS) approved Walker’s request to begin charging premiums for childless adults
on transitional Medicaid, a move opposed by many in the health care and advocacy community.
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Still,

health care advocates remained hopeful about the benefits to the state while others were less sanguine.
Jon Peacock, Wisconsin Council on Children and Families: “We can't nail this down and come up with a
number… But we can still come to the conclusion that the state will come out ahead.”
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Dennis Smith, Wisconsin Department of Health Services: “CMS cannot explain their own regulations on
what this means in real life.”
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Walker Says “No” to Medicaid Expansion
Days after the Supreme Court decision essentially made Medicaid expansion optional, Walker
announced that he would not expand Medicaid and hoped that the ACA would be repealed after the
November 2012 elections; while the Secretary of the Wisconsin Department of Health Services was more
non-committal, and elevated the importance of having the states decide: “This clearly now is a state
choice, but it's one that is going to be made further down the road.”
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In contrast, groups like the Citizen Action of Wisconsin, Wisconsin Council on Children and
Families, Wisconsin Alliance for Women’s Health, and the Wisconsin Hospital Association celebrated as
the ruling largely kept the ACA intact and would allow more people to access coverage and afford care.
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These groups were members of the Save BadgerCare Coalition, a network of about fifty non-government
organizations organized in response to Walker’s health care policies.

195

Less than a month after the Supreme Court decision, in an op-ed published in the St. Paul
Pioneer Press, Walker responded:
Overall our federal government should be working to replicate the successes of states
like Wisconsin -- particularly focusing on those with high rates of coverage. And from a
practical standpoint, the federal government should give Medicaid block grants to states.
This would allow states to maximize the efficient use of tax dollars and increase privatesector competition while still providing care for those in need. Increasing access to health
care won't come through mandates, taxes or penalties. Truly improving access for
families will require costs to go down. Unfortunately, Obamacare moves in the opposite
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direction by making insurance more expensive.
Using very familiar talking points from Congress member Ryan about year before, Walker
mentioned state autonomy to defend his decision to reject expansion, while he proposed alternative
models like block grants that states could use to increase “private-sector” competition. Opponents of
Medicaid expansion often talked about “private sector” solutions without drawing a line to connect it with
improving access to care. Like other opponents of the ACA and Medicaid expansion, Walker conveyed a
preference for less federal government involvement and more state government decision-making power.
Like both supporters and opponents, he acknowledged the importance of access to coverage while he
also claimed to prioritize the savings that would result from alternative policies.
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In a rebuttal to Walker’s op-ed, Sara Finger from the Wisconsin Alliance for Women, in a column
published the Journal Sentinel outlined all the benefits that would come if Wisconsin expanded Medicaid:
Wisconsin has a myriad moral and economic reasons to move forward with extended
Medicaid coverage. First, strengthening BadgerCare reduces the annual shift of nearly $1
billion from uncompensated care costs such as uncovered emergency room visits in
Wisconsin hospitals. Currently, we all pay for uncompensated care in the form of higher
health care costs and premiums. If Wisconsin fails to address the problem of
uncompensated care, the burden of higher health care costs will continue to grow for
everyone in our state. Second, the ACA's federal funding promotes prevention and
wellness and can offset other state programs that pay to prevent the consequences of
untreated illness. Consider the millions of dollars that counties and the state spend on
treatments like mental health. For low-income adults, most of these treatment costs
would be paid by the federal government through the ACA, and the state would be
spared the costs that arise when mental illness is left untreated - such as those incurred
by our corrections system or for substance abuse. Refusing the ACA's Medicaid
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expansion funds for BadgerCare would also depress the private sector.
Finger listed a range of reasons supporters give for Medicaid expansion, including
reimbursements to health care providers, savings to health care consumers, improved access to
coverage and care, and treatment and prevention for beneficiaries who need mental health and
substance abuse services. While she began by noting both the “moral and economic reasons” for
expansion, she seemed to most often connect the importance of expansion with the state’s economy.
Supporters and Opponents Make their Case… but Others Stay on the Sidelines
Throughout the rest of 2012, supporters and opponents debated Medicaid expansion as the
Walker administration continued to resist.
Bobby Peterson, executive director of ABC for Health: “Hospitals will have to absorb more
uncompensated care, which generates higher costs.”
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Jon Peacock, research director with the Wisconsin Council on Children and Families:
It is a tricky decision for governors, especially when you consider there are going to be
increased costs for insuring people. This is a way of offsetting those cost increases…
While some conservative governors may have a knee-jerk reaction against this
opportunity, fiscal realities may make them reconsider that... will save lives by extending
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health insurance to tens of thousands of Wisconsin residents who can't afford it now.
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Dennis Smith, Secretary of the State Department of Health Services, referencing Ryan’s proposal to allow
states to convert Medicaid to block grants: “The more efficient we become, we would keep those
savings… That is a huge incentive for the state.”
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During a debate between Democratic challenger Debra Kolste and Republican Assembly member Joe
Knilans, one of the topics raised was the ACA and Medicaid expansion:
Knilans: ‘If the Affordable Care Act took effect today, the number of people uninsured in
Wisconsin would not change. I believe we can do it better at the state level. We have to
stop fraud and abuse in the Medicaid programs, and use those funds to make these
programs better. We need to keep the decisions between the doctor and the patient, not
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the federal government.’
Kolste: ‘Partisan objections to the Affordable Care Act are wrong. Recent non-partisan
research shows that health care ate more than 90 percent of the nation’s economic gains
over the last decade. The non-partisan Congressional Budget Office reports that the law
will reduce the national deficit. Health costs are bankrupting families and the nation. This
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is a start.’
Both supporters and opponents focused on the impact of the Medicaid expansion on the state’s
budget, with supporters also amplifying the financial benefits to health care providers and consumers.
There was an assumption among expansion opponents that reducing federal funding for Medicaid would
save money—but studies have shown it would result in increasing state allocations or reducing benefits
or payments.
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Opponents typically emphasized the economic costs to states specifically, and reinforced

the idea that Medicaid, as a government program, is inherently subject to wasteful spending due to “fraud
and abuse” – although it was not clear in the previous excerpt whether Knilans meant beneficiaries or the
federal government were committing the fraud and abuse, or both. Knilans expressed an overall negative
view of government as intrusive and inefficient. Both Knilans and Smith raised the issue of state
autonomy and innovation in terms of the state’s approach to managing the Medicaid program, which they
argued would be more efficient than federal government.
Peacock, an expansion supporter, also appealed to the benefits for the state. Peacock’s point
about affordability might have been an attempt to assert that the target population needed expansion
because they would otherwise be unable to afford care, and if they were needy they also deserved the
benefit. There was also a moral dimension to the argument that expansion will “save lives” of “tens of
thousands” of people.
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While some health care providers publicly supported Medicaid expansion, others did not visibly
advocate for Medicaid expansion, to the disappointment of expansion supporters.
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In one article,

reactions were mixed.
Rick Abrams, chief executive of the Wisconsin Medical Society: “Absolutely, they should try to expand
Medicaid, to the maximum extent possible, to cover as many people as possible.”
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Tom Jackson, a retired professor at the University of Wisconsin School of Medicine and Public Health
and a volunteer physician at the Bread of Healing Free Clinic: "It's just crazy that hospitals aren't
supporting this.”
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Richard Rieselbach, Professor Emeritus of UW School of Medicine: “Other than the moral issues, the
dollars-and-cents position is obvious.”
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Representative of Aurora Health Care: “This is an issue for government leaders to work out, and we do
not want to unduly influence the debate by discussing our position at this time.”
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Other health care hospitals and health centers chose to be non-committal or refused to make a statement
included Columbia St. Mary's, Froedtert Health, Milwaukee Health Services, Progressive Community
Health Centers, ProHealth Care, Sixteenth Street Community Health Center, and Wheaton Franciscan
Health Care.
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Supporters Continue to Advocate for Expansion as Time Runs Out
As the launch date of the insurance marketplaces was scheduled in 2013, expansion supporters
including Democratic state legislators and hospital and primary care associations continued to urge
Walker to accept the federal funding and expand Medicaid.
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At the beginning of the year, several

expansion supporters published essays mentioning a full range of reasons for the Medicaid expansion:
deserving target populations; increased access to coverage and care; cost savings; promotion of jobs and
self-sufficiency; morality; role and responsibility of government; state autonomy; and research outcomes
demonstrating positive impact.
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Rabbi Bonnie Margulis of Wisconsin Faith Voices for Justice:
As rabbis, and as leaders of Wisconsin Faith Voices for Justice, my husband and I both
believe that health care is a right that should be available, affordable, and accessible to
all our citizens, regardless of ability to pay. That is why we raise our voices in support of
the expansion of Medicaid in Wisconsin… BadgerCare has been held up as an example
for other states to follow in covering children, elderly, and disabled adults… There are, at
last count, 146,000 Wisconsinites who qualify for BadgerCare but cannot get into the
program. The expansion of Medicaid would cover that gap in coverage. Moreover… the
federal government will cover the cost for covering these citizens at 100 percent for the
first three years, and 90 percent thereafter… Beyond the obvious benefit of expanded
health care coverage to people in need, the overall health of our citizens will go up,
mortality will go down, and economic productivity will increase. A society is judged by
how it treats its citizens - particularly the very young, the very old, the sick and the
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disabled.
Robert Kraig, Citizen Action:
Filling the holes in BadgerCare is essential because the health insurance market has
failed to provide low-income Wisconsinites with affordable health insurance options, and
low-wage jobs are far less likely to include affordable coverage. People who lack access
to stable and affordable health coverage do not have a fair shot at the American dream
because they face a constant threat of having their careers devastated by health
disasters that also become financial disasters. The critical role of government is to step in
and fill the gaps when the private market fails to provide equal economic and social
opportunity. In addition to giving hundreds of thousands of low-income Wisconsinites the
freedom to control their own health care decisions and to get ahead economically,
accepting the new federal Medicaid money also will create jobs in the health care
industry… the $12 billion in federal money for BadgerCare will generate a net of 10,000
new jobs. These new jobs will especially benefit women… The public good done by filling
the holes in BadgerCare justifies increased state spending, but the deal offered to
Wisconsin under health care reform is so favorable that the state budget will actually
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save millions of dollars.
Sara Finger, Wisconsin Alliance for Women’s Health:
The Affordable Care Act opportunity to strengthen BadgerCare in Wisconsin will support
the health, well-being and economic security of women in our state. Wisconsin women
know a good deal when we see one, and this is a deal we simply can't pass up. Though
more than one in 10 non-elderly women are already getting their health insurance
through Medicaid (BadgerCare in Wisconsin), low-income women without dependent
children still don't have access to the affordable coverage they need and deserve in our
state… Medicaid coverage has led to higher utilization of health services and higher selfreported health status for these individuals. It saves lives… The Affordable Care Act
provides states with the opportunity to close coverage gaps by bringing our federal tax
dollars back into Wisconsin. The federal funds will pay the vast majority of the costs of
insuring approximately 175,000 residents who could become eligible for BadgerCare in
2014. Gov. Scott Walker just needs to put the health of our residents first and bring home
our federal dollars. The economic stimulus produced by taking advantage of this funding
203
will also help create jobs for Wisconsin women.
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Lisa Pugh, Disability Rights Wisconsin and Helen Marks Dicks, AARP-Wisconsin:
Many people think of Medicaid or BadgerCare as programs that provide health care
coverage to the poor, but few know that Wisconsin is home to an estimated 170,000
uninsured, many of whom are working adults who do not qualify for Medicaid even
though they have little income. These include people ages 50 to 64 that have lost their
jobs or are struggling to find work. They are not yet eligible for Medicare and have paid
into the system all their lives. As aging adults they are facing the onset of health
conditions that, if left untreated, will inevitably increase their need for and use of health
and long-term care. Also included in Wisconsin's group of uninsured are residents with
mental health disorders… Covering this population will reduce costly emergency room
visits and reliance on traumatizing inpatient services. When these individuals access
adequate health care supports, their health improves, they work more and, most
important, they don't die prematurely. While there is a price tag, the savings clearly weigh
in Wisconsin's favor… Morally we know what happens if we say no to Medicaid
expansion. Hardworking taxpayers get sicker and die. Financially, we watch Wisconsin
taxpayers pay for supports to people in other states. We watch innovators create new
health care jobs in other states while our state's employers are forced to pay a $2,000
per employee tax. We see uncompensated care costs rise creating higher premiums for
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others.
All commenters noted that the target populations were deserving, with a focus on sympathetic
subgroups like women, working adults, and people with mental health needs. They were positively
constructed, such as “hardworking tax payers,” who therefore have earned the benefit. Instead of
Medicaid expansion promoting dependency as its opponents claim, these supporters argued that it would
promote health and personal responsibility. The state would also gain financially from the federal revenue
and new jobs in the health care sector. A few asserted that health care was a right and that it was
government’s role to make sure that people can access that right. All of them adapted a state autonomy
approach to advocate for expansion: it was the best decision for Wisconsin residents.
Wisconsin Expands Medicaid… but Not for Everyone who Could Have Qualified
When Walker submitted a waiver request to CMS, he proposed to eliminate the current Medicaid
enrollment cap and move all Wisconsin residents with incomes under 100% of the federal poverty level
(FPL) into the existing Medicaid BadgerCare program, while shifting people with incomes above 100%
FPL into the newly created health insurance exchanges where they would be able to enroll into
subsidized private insurance but were required to pay premiums.
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So Walker rejected the Medicaid

expansion but extended coverage to a subset of the population. This was done outside of ACA provisions
but did represent an expansion of coverage. He received both praise and condemnation.
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U.S. Representative Ron Kind (D): Walker is: “putting politics before people in Wisconsin… I do not
foresee a better deal being offered to Wisconsin or any other state in our lifetime.”
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Assembly Speaker Robin Vos (R): “I have always been very leery about taking a promise from the federal
government at face value.”
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Robert Laszewski of Health Policy and Strategy Associates: “To me this is crazy policy… these exchange
plans were never designed for Medicaid-eligible people. They’re designed for middle-class people who
can afford deductibles and co-pays.”
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Walker himself explained his decision in a budget address a few days after submitting his request
to the CMS:
Specifically, our actions allow us to reduce the number of uninsured in our state by
224,580. We also reduce the net number of people who are on government-run
Medicaid. Some 87,000 people living above poverty will transition into the private or
exchange markets, where they can get a premium for as low as $19 per month. At the
same time, we are able to add 82,000 people currently living in poverty… Going forward,
everyone living in poverty will be covered under Medicaid. This also prevents putting the
state at risk of the federal government not being able to fulfill the enormous new financial
obligation under the Affordable Care Act… If they [the federal government] cannot fulfill
their current obligations, what makes us think the Congress and Administration can cover
even bigger costs in the future when they are sitting on a $16.5 trillion debt?... I’m all for
providing a temporary hand up, but for those who are able-bodied, it should not be a
permanent hand out. I care for the people of this state too much to force them to live a life
of dependence on the government. I want those who are able to be prepared so they are
ready to fill a job when one is found… These reforms will help transition people from
government dependence to true independence. There is a reason we celebrate the 4th of
July instead of April 15th. It is because we celebrate our independence as free men and
women and not our dependence on the government. Our reforms move people to true
206
independence.
Walker justified the policy by starting with the resulting decrease in uninsured people. He cheered
the lower enrollment numbers under Medicaid while adding that the people who lived below the poverty
line were the only ones who truly deserve Medicaid, excluding other low income individuals with incomes
above the federal poverty level. At the same time, Walker stressed the importance of not becoming
dependent on the government, especially for “able-bodied” people. He repeated previous concerns over
costs to the state for why Wisconsin did not accept a full expansion.
Organizations and potential enrollees continued to advocate for full Medicaid expansion for the
remainder of the year while CMS considered Wisconsin’s request, emphasizing the same themes they
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have underscored throughout the campaign.
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Local advocacy group Citizen Action issued their own

report that Walker’s rejection would make health insurance more expensive for Wisconsin residents.
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Some county executives even proposed an alternative model: bypass the state government altogether
and expand Medicaid coverage to county residents, which would allow individual counties to receive the
federal matching funds.
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During the public comment period for Walker’s request to CMS, at least one

commenter noted: “while we urge you to expand Wisconsin’s Medicaid program (BadgerCare Plus) to
100% FPL for adults without dependent children, we deeply regret an opportunity lost to expand valuable
coverage to more low-income, uninsured and underinsured individuals and families in Wisconsin.”
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The CMS officially approved Walker’s request on December 30, 2013, thus ending the debate
over expansion.
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As a result of the approval, all Wisconsin residents with incomes below the federal

poverty level were eligible for Medicaid, with no enrollment caps. Individuals with incomes between 100%
and 138% FPL were eligible to purchase subsidized private insurance through the ACA insurance
marketplace, where they were required to pay monthly premiums.
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Summary of Results and Interpretation
Wisconsin decided to allocate Medicaid benefits to certain target populations believed to be more
deserving – individuals living below the federal poverty level. In Wisconsin, there were a total of 52
documents that yielded 278 code applications from 99 excerpts; see Table 6.1. The most common codes
I identified in the discourse were the economy, budget and financial sustainability; social
construction of the deservedness of target populations; state autonomy, capacity and innovation
and coverage and care; see Table 6.2. Among the most common code applications, statements from
individuals representing the non-government sector represented most of the views included in the
discourse; see Table 6.3. In the case of Wisconsin, there was an established, experienced and
coordinated group of advocates who opposed the Governor’s policies and leveraged a core set of
arguments to mobilize support for expansion. Non-government statements included views from certain
stakeholders who did not publicly take a strong position in either direction.
The Governor argued that only individuals with incomes below the poverty level were truly needy
to justify extending public coverage to this subset of the target population while refusing the full Medicaid
expansion. By not opting into the expansion as intended by the ACA, Wisconsin would not receive
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enhanced federal funding. Nonetheless, many would still see the financial benefits that were essential to
many stakeholders: the health care industry would gain increased revenue from people newly enrolled in
both Medicaid and the private insurance plans created under the ACA, and the intended beneficiaries
who were previously uninsured would be able to enroll in health coverage that would make care more
affordable.
Wisconsin interest groups often called for full expansion. Constructions of deservedness, the
economy, and state autonomy were all critical for advocates whether they supported or opposed
expansion. In one example, supporters described target populations as hardworking taxpayers while
opponents argued that the able-bodied should not get a handout. In spite of supporters’ efforts to
characterize newly eligible target populations as deserving, the Walker administration chose to reject
expansion. But they still improved insurance coverage in Wisconsin by re-opening Medicaid enrollment to
over 100,000 people on the waiting list and allowing people with incomes above the federal poverty level
to purchase insurance on the marketplace.
As previous research has shown, the increase in insured people might be the reason some in the
hospital and health care industry did not advocate too strongly or publicly for full expansion, as the
number of uncompensated care visits would decrease with the influx of newly insured patients seeking
care, whether insured by Medicaid or a subsidized private insurance, thus providing a consistent and
predictable source of revenue.
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Walker’s Presidential aspirations might have also played a role: he could

claim to reject so-called Obamacare – the law named after and created by his future campaign opponent
– at the same time allege to have expanded insurance coverage to the people of Wisconsin, thus
appeasing a subset of constituents.
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TABLE 6.1—Document Sources in Chronological Order for Wisconsin
Date

Publication Name

2010-Sep 29

The Leader-Telegram

2011-Jan 05

The Capital Times

2011-Jan 06

Federal News Service

2011-Jan 09

Wisconsin State Journal

2011-Jan 12

Wisconsin State Journal

2011-May 11

The Capital Times

2011-Nov 07

ABC for Health

2012-Mar 10

Journal Sentinel

2012-Apr 27

Journal Sentinel

2012-Jun 29

Wisconsin State Journal

2012-Jul 13

St. Paul Pioneer Press

2012-Jul 28

Journal Sentinel

2012-Aug 19

La Cross Tribune

2012-Oct 18

Wisconsin State Journal

2012-Nov 04

Wisconsin State Journal

2012-Nov 21

Urban Milwaukee

2012-Dec 06

Isthmus

2012-Dec 07

Wisconsin State Journal

2012-Dec 13

Wisconsin State Journal

2012-Dec 15

Journal Sentinel

2013-Jan 02

The Capital Times

2013-Jan 09

Journal Sentinel

2013-Jan 16

The Capital Times

2013-Feb 04

Journal Sentinel

2013-Feb 06

Wisconsin State Journal

2013-Feb 10

Journal Sentinel

Publication Type
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Transcription service
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Non-government website/press
release
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
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TABLE 6.1—Document Sources in Chronological Order for Wisconsin
Date

Publication Name

Publication Type
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Government website/press release
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog

2013-Feb 10

Journal Sentinel

2013-Feb 13

Journal Sentinel

2013-Feb 13

Pioneer Press

2013-Feb 20

Office of Governor Walker

2013-Feb 14

Isthmus

2013-Feb 20

The Capital Times

2013-Feb 21

Isthmus

2013-Mar 18

Journal Sentinel

2013-Mar 01

Milwaukee Business Journal

2013-May 01

The Capital Times

2013-Jun 08

Wisconsin State Journal

2013-Jun 12

The Capital Times

2013-Jun 28

Wisconsin State Journal

2013-Jul 17

The Capital Times

2013-Aug 07

The Capital Times

2013-Sep 25

Wisconsin State Journal

2013-Sep

CMS Public Comments on BadgerCare
Reform Waiver

2013-Oct 30 a

The Capital Times

2013-Oct 30 b

The Capital Times

2013-Oct 30 c

The Capital Times

2013-Nov 15

Wisconsin State Journal

2013-Nov 19

WUWM-NPR

2013-Dec 01

Wisconsin State Journal

2013-Dec 11

The Capital Times

2013-Dec 15

Wisconsin State Journal

Government website/press release
Local
blog
Local
blog
Local
blog
Local
blog
Local
Local
blog
Local
blog
Local
blog
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newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
radio station or web site
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news

TABLE 6.1—Document Sources in Chronological Order for Wisconsin
Date

Publication Name

Publication Type

2013-Dec 25

The Capital Times

Local newspaper, magazine or news
blog
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TABLE 6.2—Number of Applications per Root Code for Wisconsin
Root code

Number of applications

Affordable Care Act
Coverage and care
Economy, budget and financial sustainability
Government role, responsibility and accountability
Morality and rights
Political and electoral considerations
Research outcomes
Self-sufficiency and work
Social construction of the deservedness of target populations
State autonomy, capacity and innovation
View of ideal type of health coverage
Total

100

11
(4.0%)
40
(14.4%)
57
(20.5%)
14
(5.0%)
15
(5.4%)
10
(3.6%)
12
(4.3%)
7
(2.5%)
56
(20.1%)
53
(19.1%)
3
(1.1%)
278

TABLE 6.3—Most Common Applications per Root Code by Type of Stakeholder
Most Common Applications per Root Code

Government

Coverage and care
Economy, budget and financial sustainability
Social construction of the deservedness of target populations
State autonomy, capacity and innovation
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9
(22.5%)
24
(42.1%)
14
(25.0%)
22
(41.5%)

Nongovernment
31
(77.5%)
33
(57.9%)
42
(75.0%)
31
(58.5%)

Total
40
57
56
53

CHAPTER 5
RESULTS, INTERPRETATION AND ANALYSIS
Section 4
Arizona (R): Accepted ACA Medicaid Expansion Without Conditions
Introduction
While Arizonians used social constructions of deservedness to mobilize support for Medicaid
expansion, supporters seemed to avoid highlighting the primary target population – non-disabled adults
with no dependents – and instead focused on a broader population of beneficiaries. The end result,
accepting Medicaid expansion without conditions, constructed individuals as deserving of Medicaid in
spite of strong opposition from the state’s political establishment.
Governor Jan Brewer surprised many people when she announced in 2013 that Arizona would
accept the Medicaid expansion as it was intended under the ACA, even though she had vigorously
opposed it for years. Her words and actions personified the extent to which each state followed a unique
policy trajectory, and Arizona especially has a history of bucking trends when it comes to Medicaid. After
the Medicaid program was originally enacted in 1965, within four years most states accepted the federal
funds to establish Medicaid, except for Arizona, which did not establish their Medicaid program until
1982.
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Decades later, when the ACA was enacted, Arizona at that time was only one of a handful of

states that covered non-disabled, non-parenting adults.
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However, shortly before the Medicaid

expansion was scheduled to take effect, Arizona closed new enrollments for this eligibility group in its
Medicaid program – called the Arizona Health Care Cost Containment System (AHCCCS) – due to
budget constraints.

102

As a result, underlying the discourse within Arizona over Medicaid expansion was

the push for restoring Medicaid eligibility, which was approved by popular vote in a referendum more than
a decade earlier.
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Arizona State Leaders Express Early Opposition to the ACA
Republican Governor Jan Brewer, in a state where Republicans outnumbered Democrats in the
state legislature, predictably condemned the ACA like leaders of the Republican party in other states.
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57

In

a press release soon after health reform became law, Brewer remarked on the negative economic impact
as well as the concern over the loss of state autonomy:
ObamaCare is not only a massive intrusion and violation of states' rights under the Tenth
Amendment, but also a program that all but guarantees financial ruin for the states…
Arizona's AHCCCS funding is currently almost $1 billion in the red as a result of the
President's federal stimulus bill and ObamaCare legislation, which prohibits us from
217
enacting meaningful cost containment solutions in our Medicaid program.
Brewer lamented both the financial costs and the federal government’s perceived overreach
when it comes to the ACA more broadly, not just Medicaid expansion. She characterized federal
government actions as resulting in the loss of state autonomy and financial risk, through the “intrusion”
into state independence, which is then both a cause and an outcome of federal policies.
Nonetheless, at least one interest group, the Children’s Action Alliance, touted the ACA’s
benefits:
The purpose of PPACA was to expand health insurance coverage to 32 million additional
American citizens and legal US residents, assure that reliable and affordable health
insurance would be available when Americans need it, and protect patients from abuses
by the health insurance industry… Medicaid will cover 16 million more Americans and
218
200,000 more Arizonians.
As expected, Arizona was one of 26 states that filed a lawsuit against the new health reform law.
In a statement announcing the move, Brewer remarked: “Arizona has a long and proud history of fighting
the federal government when its overreaching and unconstitutional policies trample the rights of states
and individuals… I look forward to the Court's acceptance of this case, and a ruling that ObamaCare in its
entirety is unconstitutional. The sovereignty of states and individuals is at stake.”
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Brewer again focused on state autonomy and expressed a negative view of the federal
government to justify opposition to the ACA. Brewer also linked a state’s independence with individual
rights. For the next several months, political discourse in Arizona about the ACA including Medicaid
expansion received little attention.
Then came the NFIB v. Sebelius ruling. When state government officials realized they were now
given an option to accept or refuse Medicaid expansion, Arizona legislators and advocates staked out
their positions.
Assistant House Minority Leader Steve Farley (D):
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It’s pretty much a no-brainer to take the deal that’s on the table. But if you’re going to
reject it because ideologically you don’t like the person that’s offering the deal, I think
you’re committing malpractice on the people of Arizona… Can the state afford not to?
What happens when our emergency rooms close down? What’s that going to do to our
economy, to our people and to our business environment? I’ve talked to hospital CEOs,
220
and they’re struggling right now.
Senate President Steve Pierce (R): “How are we going to expand it if we don’t have the money to pay for
it? … We made some real hard decisions that were the right decisions at the right time. If we were flush
with money we could revisit some of that, but we’re not.”

220

Peter Wertheim of the Arizona Hospital and Healthcare Association: “Clearly there was concern about the
direction the federal program would’ve taken us, so then I guess the question is, what now?... I think
we’re going to need to again not rule anything out but not expect people to automatically embrace an
expansion.”
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Both supporters and opponents highlighted the economic benefits or risks to boost their
arguments. Supporters like Farley incorporated a state autonomy argument by focusing on the
consequences of “our economy” or “our people.” Farley also asserted that refusal to expand Medicaid
would be based on a personal dislike for President Obama and not on any factual basis. At this time, the
hospital association appeared non-committal perhaps due to the anti-ACA fervor that had so far
dominated the political discourse in the state.
Even as research by an independent think tank called The Grand Canyon Institute showed an
increase in state savings and jobs from new federal revenue, Medicaid expansion opponents continued to
hold firm against expansion.
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Byron Schlomach of the Goldwater Institute: “Part of the problem, of course, is this money comes from
somewhere… It comes from the federal government. That’s true. But the assumptions about the
economic benefits of that money I don’t believe are accurate.”
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Representative John Kavanagh (R): “The federal money is also our money… the only difference is the
federal government takes it out of our right pocket instead of our left pocket.”
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Expansion opponents expressed a strong dislike of the federal government, which they argued is
the source of financial risk because the federal government is not just taking over state decisions; they
are also taking states’ money, presumably through taxes, although it was not clear from this statement if
that was what Kavanagh meant.
The same year the Supreme Court handed down their decision there was a Presidential
campaign happening. Before the outcome was known, Democratic lawmakers expressed concern that if
candidate Mitt Romney prevailed, that would be the end of the ACA, while the Brewer administration
continued to object to the ACA and call for its repeal.
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After President Obama was re-elected, in Arizona

the attacks against Medicaid expansion were tempered with calls for restoring Medicaid coverage to nondisabled adults, which some advocates hoped would be a more realistic goal; while others used the
opportunity as leverage to accept the ACA Medicaid expansion and federal funding.
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At the end of

2012, Brewer and state lawmakers continued to amplify the financial costs of Medicaid expansion, state
autonomy, and distrust of the federal government.
Governor Jan Brewer (R): “I don’t know if we have the money. And, of course, I have to work along with
the Legislature. So it’s going to be us all working together to do what’s right for Arizona. And I will work
hard and diligent in that direction.”
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House Speaker Andy Tobin (R):
With far too many unanswered questions regarding how the Affordable Care Act will be
fully implemented, this will be imposed on us with no latitude to adapt our program to suit
Arizona’s unique health care needs… Aside from those concerns, Arizonans know that
this federal government has not consistently upheld its budgetary commitments and we
224
will be on the hook for any shortcomings.
Rep. Heather Carter (R): “Based upon the information we have from the federal government now, we
need to sit down at the table and look at short-term opportunities versus long-term opportunities versus
cost. We want to make sure that we’re not putting the state in a financial situation two or three years
down the line that is unsustainable just to try to get short- term gains.”
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Sen. Al Melvin (R): “It’s our patriotic duty to be looking at this national debt of $16 trillion and to realize
that 40 cents on the federal dollar is borrowed. So before we insist on or try to get more federal money,
we need to be aware of it…There will be a day of reckoning.”
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Again and again, expansion opponents returned to two themes: federal government intrusion into
the state’s independence and impact on the state economy. What was notable about Brewer’s statement
was that the Governor did not convey the strong opposition she had expressed even just a few months
previously. Brewer remained focused on the state’s autonomy because she wanted to do “what’s right for
Arizona,” but now used that same argument to justify working with the state legislature to reach a decision
without repeating her earlier and public declarations to oppose Medicaid expansion.
The Governor Switches Sides
Soon after it became clear that in Brewer’s previous statement she was indeed reconsidering her
earlier vows to refuse Medicaid expansion. During her State of the State address in January 2013, she
confirmed her reversal:
Try as we might, the law was upheld by the U.S. Supreme Court. The President was reelected, and his party controls the U.S. Senate. In short, the Affordable Care Act isn’t
going anywhere – at least not for the time being. By agreeing to expand our Medicaid
program just slightly beyond what Arizona voters have twice mandated, we will: Protect
rural and safety-net hospitals from being pushed to the brink by their growing costs in
caring for the uninsured; Take advantage of the enormous economic benefits -- inject 2
Billion dollars into our economy -- save and create thousands of jobs; and, Provide health
care to hundreds of thousands of low-income Arizonans. Saying ‘no’ to this plan would
not save these federal dollars from being spent or direct them to deficit reduction. No,
Arizona’s tax dollars would simply be passed to another state -- generating jobs and
providing health care for citizens in California, Colorado, Nevada, New Mexico or any
other expansion state. Remember: Arizona citizens have voted TWICE to expand
Medicaid coverage. With this move, we will secure a federal revenue stream to cover the
costs of the uninsured who already show up in our doctor’s offices and emergency
rooms. Under the current system, these costs are passed along to Arizona families.
Health care premiums are raised year after year to account for expenses incurred by our
hospitals as they provide care to the uninsured. This amounts to a HIDDEN TAX
225
estimated at nearly 2 Thousand dollars per family, per year.
Instead of using state autonomy to oppose Medicaid expansion, Brewer leveraged it to advocate
in support of expansion. She also elevated the positive economic impact of the Medicaid expansion. She
went on to list all the health care benefits as well. There was no more mention of the federal government
intruding on state autonomy. Brewer noted the positive impact on Arizona families and did not mention
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the intended beneficiaries of expansion – non-disabled adults not otherwise eligible for Medicaid. She
also further justified her decision by reminding the audience that Arizona voters have already approved
expansion twice in the past.
In their initial reactions, Republican state lawmakers ranged from skeptical to supportive.
Rep. John Kavanagh: “There would be a cost to the insurance companies, which means the people who
pay the insurance policies and the people who pay for their own health care. Someone’s paying for this. It
doesn’t come out of nowhere.”
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Rep. Heather Carter: “I think the plan that she outlined today gives a great starting point for further
conversations… Obviously, I want to see the numbers and how this all sort of shakes out in the specific
budget on Friday. But on the first glance, this sounds like a win-win for Arizona, not only for our voters but
for our small businesses.”
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Rep. Kate Brophy McGee: “People are still getting sick. That’s the issue. We may not be paying for it, but
the fact is that people here are still getting sick. They’re going to emergency rooms. They’re not getting
treatment. It’s a problem. We need to address it.”
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All three officials, whether supportive, opposed or neutral, noted the expansion’s impact on
aspects of the economy, with at least one individual raising the importance of access to health coverage
and care, but connecting it with the cost of delivering that care.
The Governor Mobilizes Support but Opposition Remains
Just a few days after her speech, Brewer held a rally with a group of health care and other
industry leaders who expressed support for Medicaid expansion. In an accompanying press release they
reiterated their support.
Betsey Bayless, President and CEO of the Maricopa Integrated Health System: “The Governor has
recognized the staggering human cost to Arizona families without health insurance, and the increasing
financial burden to hospitals can only be alleviated by taking strong action. The Governor also recognizes
that AHCCCS is a national model and 'gold standard' for cost-effective, managed care.”
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Judy Rich, President and CEO, Tucson Medical Center; Board Chair, Arizona Hospital and Health
Association:
[We] thank Governor Brewer for her leadership and support for the restoration and
expansion of AHCCCS coverage for our most vulnerable citizens. This is the right
decision for Arizona to honor the will of the voters who supported Proposition 204. The
expansion of AHCCCS will boost the economy, save state money, lower health care
227
costs for employers and - most importantly - improve the quality of life for everyone.
Todd Sanders, CEO, Greater Phoenix Chamber of Commerce: “Expanding AHCCCS makes sense for
thousands of uninsured Arizonans, as well as for the many businesses that indirectly bear the costs of
care for the uninsured through higher insurance premiums. The 'hidden health care tax' is a real issue for
companies of all sizes, and addressing it saves our members money and makes our state more
competitive.”
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Julie Pastrick, President and CEO, Flagstaff Chamber of Commerce: “The Governor's Medicaid plan is
tremendously important to the business community in rural Arizona. With this plan, we can not only
bolster our essential rural hospitals and the role they play in our economy, but we can also begin to
reduce the burden borne by Arizona families and business owners due to the growing costs of
uncompensated care.”
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Reginald Ballantyne, Senior Corporate Officer at Vanguard Health Systems:
I strongly applaud Governor Brewer's courageous and thoughtful decision to expand
Arizona's nationally-recognized AHCCCS program to 133% of the federal poverty level.
As is the case with other hospitals across the state, Abrazo's hospitals are experiencing
spiraling costs for uncompensated care - with those costs ultimately passed along to
Arizona's consumers to the tune of nearly $2,000 per family, per year. We stand fully
prepared to work with Governor Brewer and the Legislature to restore and expand
AHCCCS coverage - allowing us to take advantage of available federal resources,
227
reduce costs for Arizona families and take pressure off the State budget.
Neal Cash, President and CEO, Community Partnership of Southern Arizona:
Governor Brewer's courageous support for Medicaid expansion is great news for people
in Arizona who have a mental illness or substance-use disorder. Medicaid expansion will
restore services to thousands of people with a serious mental illness who for the past few
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years have had to rely on expensive and often uncompensated care in emergency
227
departments and crisis centers.

Robert Meyer, President and CEO, Phoenix Children's Hospital:
Although the debate has been centered on the childless adult population, the fragile
pediatric population has been deeply impacted as well. As we all know, across the board
cuts in AHCCCS, uncompensated care and Medicaid shortfalls impact safety net
hospitals disproportionately and do not discriminate between adult or pediatric health
care. The Governor's leadership will help stabilize a troubled industry, secure
professional jobs, encourage growth, and will have a lasting impact on the health and
227
productivity of all of our citizens.
Rick Murray, CEO, Arizona Small Business Association: “We commend the Governor for her willingness
to look at this issue with such a broad perspective. While the benefit to underserved Arizonans is obvious,
it's the economic benefit of nearly $2 billion a year pumped into Arizona's economy that will positively
affect every Arizonan and hundreds of Arizona small businesses.”
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Karen Mlawsky, CEO of the University of Arizona Health Network: “The restoration of childless adults and
the expansion of Medicaid is a smart economic solution that helps our state remain competitive while
serving those in need. This will lower the cost of uncompensated care and help everyone throughout the
state.”
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Kote Chundu, MD, President and CEO, District Medical Group:
With the expansion of Medicaid, we would be giving our at-risk citizens more control over
their health care, their families and their futures… Expanding Medicaid benefits not only
the uninsured, but it also benefits employers and individuals who purchase private health
insurance, hospitals and Arizona's economy as a whole. Uninsured families who use
emergency rooms often can't pay their bills, and having insurance will refocus on primary
care and prevention in this susceptible population. I applaud Gov. Brewer for her courage
and conviction with this visionary decision in helping our most vulnerable population,
227
hospitals and ensuring our long-term economic growth.
Emily Jenkins, President and CEO, Arizona Council of Human Service Providers: “We applaud the
Governor's leadership and pragmatism. Her proposal is the only way to honor the voters' mandate for the
childless adults. With coverage for behavioral health services, there will be a reduction in the use of
hospital emergency departments for psychiatric emergencies, resulting in lower uncompensated-care
costs.”

227
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The groups and individuals voiced their unwavering endorsement of Brewer’s plan, amplifying the
full range of reasons why states should expand Medicaid. Supporters uplifted the value of state
independence from the federal government, the financial benefits to health care providers and patients,
and the increased revenue to the state. As a result of Medicaid expansion as well as Medicaid
restoration, they referenced the newly eligible adult population, but also highlighted other deserving
dependents like families, children, and individuals with serious health conditions, including the “most
vulnerable citizens” and “fragile pediatric population,” incorporating morality with deservedness. In some
statements they also seemed to imply that these more deserving populations were getting less attention
than non-disabled adults. In addition, the notion of Arizona as a national leader is connected to state
autonomy, capacity and innovation, including what is “best” or “right” for Arizona. Many emphasized the
impact on the state’s residents, businesses and employers specifically. Even as supporters applauded
the state’s decision to accept federal government funding, they also emphasized the positive economic
effects on the private sector.
In spite of a strong demonstration of support from the health care industry and consumer
advocates, opposition remained from other interest groups like the Arizona chapter of Americans for
Prosperity, an organization that claimed to oppose to any federal government involvement.
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When national, conservative publication The National Review criticized Brewer’s decision to
accept the Medicaid expansion, her spokesperson responded with the same line of reasoning her
administration and supportive groups have been using for months: it’s the right decision for Arizona and it
would reap huge financial benefits – then accused them of elitism: “With the governor’s decision, we can
use federal funding to help negate those costs, protect our hospitals, save and create jobs and keep
Arizona tax dollars in Arizona… That may not pass muster with editorial writers in New York City. But it’s
the right call for Arizona.”

229

But some Republican lawmakers in the state were not fully on board yet, due to the perceived
economic costs and the expansive role of the federal government, as State Senate President Andy Biggs
stated in an interview:
We’ve got to be ready for the full implementation of Obamacare should that become the
ultimate law of the land, and we are compelled to do this. And if we’re forced to do this,
what will be the impact to our state? And the impact to our state is, well, we don’t really
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know because no one really knows. The feds do know. But we do know a couple of
things. We know that it’s probably well in the hundreds and hundreds of millions dollars
230
annually.
In the meantime, Brewer continued to promote the benefits of her decision and brought along
other supporters. During a visit to the Yuma Regional Medical Center, she again talked about the savings
to Arizona residents and the payments to health care providers:
Our hospital presidents and CEOs understand the growing cost they face in providing
care for the uninsured. These costs are real and they are not just absorbed to the
hospital's bottom line. No, ultimately they are passed down to Arizona families… With my
plan, we can not only begin to get a handle on these costs, we can throw a lifeline and a
safety net to rural hospitals like Yuma Regional Medical Center… I've never been a
supporter of the Affordable Care Act. I'm uneasy with the federal government playing
such a role in private individuals' health-care decisions… It's the law of the land. Our
decision is about whether we will take the action that most benefits Arizona families and
231
businesses.
In this statement, she also simultaneously disparaged the ACA and the federal government while
acknowledged the pragmatism of her policy choice. Somehow the Governor was able to have it both
ways and did not seem like she was contradicting herself. Brewer’s decision was further bolstered when
the Arizona State University published a report showing that millions of revenue and thousands of jobs
would be generated under the Medicaid expansion.
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The Debates Continue Leading Up to Budget Negotiations
In the next few months leading up to the final state budget, when the legislature would vote
whether to accept or refuse expansion, supporters and opponents continued to debate.
Governor Brewer:
The bottom line is, do the math. Do the math. It’s the law of the land. Why would I want to
punish the people of Arizona and other pieces of Arizona government because I wouldn’t
do the right thing? Doing the right thing means almost always doing the hard thing. It’s
hard. But I’m willing to talk to whomever it is whenever I can to tell them why. I’m
233
committed.
Representative Lupe Contreras (D): “Expanding Medicaid and bringing federal tax dollars back to
Arizona, so that we can provide better health care to people in our communities, is the right thing to
do.”
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C.J. Hansen of Canyonlands Healthcare: “If they lose their coverage, they are seeking care in emergency
rooms, which costs a lot more.”
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State Senator Al Melvin (R): “We’ve tried so hard and successfully to balance the state budget… But if we
do what the governor wants, we’ll never be able to balance the budget… The feds can’t keep it up.”
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Tom Jenney of the Arizona chapter of Americans for Prosperity: “CMS is clearly bluffing. This is an
administration that tells everyone every day that they supposedly care about insuring people… I would
call their bluff.”
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The Flagstaff Chamber of Commerce: “This cost-shifting is termed a 'hidden health care tax,' which has
been a burden on local businesses for too many years to count.”
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As in previous statements, regardless of support or opposition, these were primarily economic
arguments that focused on the loss and gains for businesses and employers. At the same time, the
deservedness of Medicaid target populations and the moral imperative of expansion were raised by both
elected officials and Arizona consumers.
Governor Brewer: “I’m talking about the tens of thousands of fellow Arizonans who have lost jobs and
their health insurance during the great recession. I’m talking about the thousands more who continue to
work but simply don’t earn enough to afford private insurance.”

238

Chantal Duquette: “AHCCCS has … been my lifeline and is the reason I can see all of you right now…
My coverage would end at the end of the year if it’s not expanded.”
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Elizabeth Singleton: “Jesus fed the hungry before he preached to them.”
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Opponents of expansion began raising concerns over the capacity of the health care system to
absorb more Medicaid enrollees, including among certain populations like immigrants – although federal
Medicaid funds only cover lawful immigrants who have lived in the United States for at least five years
– and the quality of care they would receive.
State Senator Kelli Ward (R):
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With federal immigration reform on the front burner right now, we don’t know how many
people will suddenly have legal status in Arizona. The estimate is that we have about
600,000 people here illegally… So there’s almost a million people that we’re going to
suddenly put into the system and expect for them to get access to high-quality cost240
effective health care and I just think that’s really impossible.
Dr. Jeffrey Singer, local physician and Cato Institute fellow: “I can’t in good conscience advocate putting
more people onto a system that denies care. Just because you have access to a waiting list doesn’t mean
you have access to health care… I’ve lost count of how many times I’ve seen patients get to me with
advanced cancers, and I could’ve taken care of it at a much earlier time.”
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Other opponents fretted that the ACA including Medicaid expansion was the beginning of the end of the
current health insurance model in the country.
Dr. John Ammon of Docs 4 Patient Care: “Now we are headed, like a tsunami coming at us, at a singlepayer system.”
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Anita Christy: “If this expansion goes through, nearly one-fourth of all Arizonans will receive free taxpayer
paid medical care. This isn't a 'safety net' for the poorest citizens. It is an incentive program for socialized
medicine.”
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These individuals preferred a private or commercial model of the health insurance and worried
that any expansion would lead down the pathway to government-funded universal coverage, which they
clearly opposed. Christy also alluded to deservedness in the comment about “free” care, because in her
view health insurance is a privilege or a commodity that should be earned.
Still others opposed Medicaid expansion because they argued it would lead to subsidizing and
increasing types of services they do not agree with, specifically abortions
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– even though federal

Medicaid funding does not cover abortions unless the circumstances that led to the pregnancy fall into
one of a few exceptions.
Casey Mattox, Senior Counsel with the Alliance Defending Freedom: “In our judgment, expanding
Medicaid pursuant to the Patient Protection and Affordable Care Act (PPACA) would necessarily result in
increased funding of abortion providers in Arizona and would subsidize abortions.”
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Anita Christy: “Does anyone wonder why Planned Parenthood supports the governor's plan? It's because
Arizona is required to contract with abortion providers to provide Medicaid services to its citizens, and
Arizona taxpayer dollars subsidize abortions.”

242

While the focus on immigrants and abortion was unusual compared to the other states in this
research, there was a broader, implied element of deservedness in these statements, as if the people
who deserve Medicaid should follow certain rules or otherwise not be allowed to have the coverage.
Arizona Expands Medicaid
In spite of the opposition, ultimately Brewer prevailed with the help of Democratic and some
Republican state legislators, who passed the state budget that included the Medicaid expansion without
conditions on June 13, 2013.
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In a statement on the same day it passed, Brewer remarked:

As an elected official of more than 30 years, I know that this process was not easy or
without political risk… By joining me in extending health coverage to hundreds of
thousands of Arizonans, legislators of my own party have come under sharp criticism in
some quarters. Some have had threats made not just against their political future but also
97
their personal livelihood.
Brewer signed the legislation expanding Medicaid four days later.
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Summary of Results and Interpretation
After a several months of debate, Arizona voted for Medicaid expansion without conditions. In
Arizona, there were a total of 61 documents that yielded 342 code applications from 141 excerpts; see
Table 7.1. The most common code applications were the economy, budget and financial
sustainability; state autonomy, capacity and innovation; coverage and care and the social
construction of the deservedness of target populations; see Table 7.2. Among the most common
code applications, government officials highlighted the economy and state autonomy more frequently
than non-government stakeholders, who elevated the increase in coverage and the social construction of
deservedness more frequently than government officials; see Table 7.3. Government officials might have
been very engaged because of the Republican Governor’s initially strong denouncement of expansion
followed by her surprising support months later. Her seemingly abrupt change of heart, in stark contrast to
her party’s stance, probably directed more attention to the legislature, forcing them to publicly state their
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positions. While elected officials also noted the importance of coverage and deservedness, they might
have focused more on the economy and state autonomy to strengthen or counter the similar themes used
by the Governor to justify expansion.
Although Brewer adamantly opposed the ACA like other Republicans, once Medicaid expansion
become optional, she chose expansion. She often amplified the increased revenue and provider
payments to make the case for expansion. After she announced her decision, Brewer used her bully
pulpit and mobilized health care industry groups to focus on the economic benefits as well as the right of
Arizona to decide what’s best for the state. Once Brewer decided to accept expansion, she did not need
to convince advocacy organizations and health care providers to endorse her decision, as many had
pledged their support earlier, when the ACA was signed into law. They were especially supportive
because it also meant restoring previous Medicaid coverage for non-disabled adults. While less common
than the economy or state autonomy, expansion supporters used social constructions of deservedness to
focus on target populations whom they described as most vulnerable and fragile. While there were other
interest groups that opposed expansion, their efforts were not enough to block the outcome. Nor did
Brewer need the unanimous support of her Republican colleagues in the state legislature because she
obtained enough votes from lawmakers in both parties to pass the budget.
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TABLE 7.1—Document Sources in Chronological Order for Arizona
Date

Publication Name

Publication Type

2010-Dec 16

Targeted News Service

Newswire service

2010-Sep

Children's Action Alliance

2011-Jan 23

The State Press: Arizona State University

2011-Feb 01

State Health Watch

2011-Sep 28

Targeted News Service

Non-government web site/press
release
Non-government web site/press
release
Non-government web site/press
release
Newswire service

2012-Jul 09

The Arizona Capitol Times

2012-Aug 03

States News Service

2012-Sep 23

The Arizona Daily Sun

2012-Sep 26

Cronkite news

2012-Nov 05

The Arizona Capitol Times

2012-Nov 27

The Arizona Capitol Times

2012-Dec 10

The Arizona Capitol Times

2012-Dec 11

The Arizona Capitol Times

2012-Dec 14

The Arizona Capitol Times

2013-Jan 07

The Arizona Capitol Times

2013-Jan 14
2013-Jan 14

Governing.com transcript Jan Brewer
address
The Arizona Capitol Times

2013-Jan 15

The Associated Press State & Local Wire

Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
National newspaper, magazine or
news blog
Local newspaper, magazine or news
blog
Newswire service

2013-Jan 16

Targeted News Service

Newswire service

2013-Jan 16

The Arizona Capitol Times

2013-Jan 17

The Arizona Capitol Times

2013-Jan 17

Western Free Press

2013-Jan 22

The Arizona Capitol Times

2013-Jan 25

The Sun

2013-Jan 30

Arizona State University

2013-Feb 07

The Arizona Capitol Times

2013-Feb 13

The Arizona Capitol Times

Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Non-government web site/press
release
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog

Local newspaper, magazine or news
blog
Newswire service
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TABLE 7.1—Document Sources in Chronological Order for Arizona
Date

Publication Name

Publication Type

2013-Feb 15

The Arizona Capitol Times

2013-Mar 01

The Arizona Capitol Times

2013-Mar 04

Arizona House Democratic Caucus

Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Government web site/press release

2013-Mar 04

The Arizona Capitol Times

2013-Mar 05

The Associate Press State & Local Wire

2013-Mar 07

The Arizona Capitol Times

2013-Mar 10

The Arizona Daily Sun

2013-Mar 12

ABC Channel 15

2013-Mar 14

The Arizona Eagletarian

2013-Mar 15

The Arizona Capital Times

2013-Mar 18
2013-Mar 20

Arizona State Chapter of American
Physicians and Surgeons
The Arizona Capitol Times

2013-Mar 24

The Arizona Daily Sun

2013-Mar 24

Western Free Press

2013-Mar 25

Rep Matt Salmon Press Release

2013-Mar 26

The Arizona Capitol Times

2013-Apr 02

The Arizona Capitol Times

2013-Apr 06

Restoring Arizona newsletter

2013-Apr 07

Western Free Press

2013-Apr 11

The Associate Press Local & State Wire

2013-Apr 16

The Sun

2013-Apr 25

The Associated Press State & Local Wire

2013-Apr 25

Western Free Press

2013-May 06

The Arizona Capitol Times

2013-May 10

The Arizona Capitol Times

2013-May 14

The Arizona Capitol Times

2013-May 23

The Associated Press State & Local Wire

Local newspaper, magazine or news
blog
Newswire service
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local television news or web site
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Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Non-government website/press
release
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Government website/press release
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Non-government web site/press
release
Local newspaper, magazine or news
blog
Newswire service
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog
Local
blog

newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news
newspaper, magazine or news

TABLE 7.1—Document Sources in Chronological Order for Arizona
Date

Publication Name

Publication Type

2013-Jun 03

The Arizona Capitol Times

2013-Jun 06

The Associated Press State & Local Wire

Local newspaper, magazine or news
blog
Newswire service

2013-Jun 09

Western Free Press

2013-Jun 11

The Associated Press State & Local Wire

Local newspaper, magazine or news
blog
Newswire service

2013-Jun 12

National Public Radio

National radio station or web site

2013-Jun 13

The Arizona Capitol Times

2013-Jun 13

The Associated Press State & Local Wire

Local newspaper, magazine or news
blog
Newswire service
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TABLE 7.2—Number of Applications per Root Code for Arizona
Root code

Number of applications

Affordable Care Act
Coverage and care
Economy, budget and financial sustainability
Government role, responsibility and accountability
Morality and rights
Political and electoral considerations
Research outcomes
Self-sufficiency and work
Social construction of the deservedness of target populations
State autonomy, capacity and innovation
View of ideal type of health coverage
Total

119

25
(7.3%)
47
(13.7%)
97
(28.4%)
31
(9.1%)
12
(3.5%)
22
(6.4%)
11
(3.2%)
4
(1.2%)
33
(9.6%)
55
(16.1%)
5
(1.5%)
342

TABLE 7.3—Most Common Applications per Root Code by Type of Stakeholder
Most Common Applications per Root Code

Government

Coverage and care
Economy, budget and financial sustainability
Social construction of the deservedness of target populations
State autonomy, capacity and innovation

120

16
(34.0%)
51
(52.6%)
12
(36.4%)
37
(67.3%)

Nongovernment
31
(66.0%)
46
(47.4%)
21
(63.6%)
18
(32.7%)

Total
47
97
33
55

CHAPTER 5
RESULTS, INTERPRETATION AND ANALYSIS
Section 5
Indiana (R): Accepted ACA Medicaid Expansion With Conditions
Introduction
In Indiana, both supporters and opponents frequently turned to social constructions of
deservedness to advocate for very different outcomes. Newly eligible target populations were often
contrasted with traditional Medicaid eligibility groups. In the Governor’s view, non-disabled adults would
only deserve Medicaid after earning it. So Indiana expanded Medicaid, contesting the decades-old
exclusion of certain adults. But by imposing requirements not intended under the ACA, the state also
reinforced the construction that these newly eligible individuals are less deserving of Medicaid than
others.
After the ACA was enacted, Indiana took almost three years to develop, submit and obtain
approval for the state’s version of a Medicaid expansion for newly eligible adults.

99

Before the health care

reform law, Indiana already had a Medicaid program for non-parenting adults who otherwise would not
have been eligible called the Healthy Indiana Plan (HIP), but it provided limited benefits, and enrollment
was closed to adults with no children due to costs.
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While Indiana is credited with accepting the

Medicaid expansion, the model CMS approved deviated from the ACA’s Medicaid expansion as it
included provisions like requiring enrollees to make monthly premium payments and contribute to a
savings account to pay for certain health services – while providing financial incentives to enrollees if they
follow certain rules like making preventive services appointments.

99

Indiana also sought a work

requirement for their conditional Medicaid expansion but this provision was rejected by the federal
government at that time.

99

Indiana Immediately Joins Lawsuit Opposing the Affordable Care Act
From the start, Indiana did not seem supportive of the ACA. Just several days after it was signed
into law, Indiana’s Attorney General Greg Zoeller joined the multi-state lawsuit to overturn the law. In a
press release, Zoeller stated:
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The new law unconstitutionally coerces and commandeers the machinery of state
government by forcing fundamental changes in the nature and scope of the state-federal
Medicaid program, the suit alleges. Indiana would have to expand the number of patients
eligible for Medicaid by an estimated 522,000 people; and the total cost to the state of
implementing the federal health care law would be $3.6 billion over 10 years, according
to the Indiana Family and Social Services Administration's actuary. Also, until now
insurance has been regulated at the state level. The new law infringes upon the ability of
Indiana and other states to regulate insurance by forcing them to set up insurance
245
exchanges; if they don't, the federal government will.
As in other states, regardless of whether or not they planned to move ahead with Medicaid
expansion, Zoeller brought up state autonomy as the basis of Indiana’s opposition. Zoeller also linked the
argument for state autonomy with the cost burden being imposed by the federal government. He then
raised the specter of a looming, massive federal government ready to swoop in to take over state
functions even if it is unwanted.
Not everyone agreed with Zoeller. The lawsuit was subsequently denounced in an editorial from
the Herald Times: “If our attorney general really wants to protect our interests, he should consider the
benefits to our state of the bill he is seeking to block, including the insuring of more than 800,000 Indiana
residents who are currently without insurance and providing tax credits to about 76,000 small businesses
to make premiums more affordable.”
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The Herald-Times countered Zoeller with their own economic argument, focusing on the financial
benefits for employers, specifically small businesses. They also emphasized the importance of improved
access to affordable coverage for uninsured people in Indiana.
As the disagreement played out in public, behind the scenes the Indiana Family and Social
Services Administration (IFSSA), the state office that coordinated public benefits, moved forward with
ACA preparation and implementation, including launching a website and obtaining feedback from
stakeholders like hospitals.
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Based on responses to a questionnaire administered by the IFSSA,

unidentified health care industry representatives expressed concern about the impact of the Medicaid
expansion:
We currently aren’t taking new Medicaid patients because of rates. We just won’t dismiss
patients who are already with us.
Current Medicaid rates only pay 25% of our charge. We do not break even on Medicaid
patients and could not incur an increase in Medicaid volume at these rates.
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Medicaid payment doesn't cover the costs of their care. Restrictive, complicated
procedures to get approval for medicines, procedures and therapies take more and more
249
time.
In the same questionnaire, at least one commenter remarked that Medicaid enrollees needed to do more
to prove their deservedness:
Medicaid pays at what should be criminally low rates. More of the same will not be a
positive. Further, unlike the Healthy Indiana Plan, Medicaid recipients have no incentive
to participate in their care proactively nor requirement to share in reasonable copays, etc.
This is not the fault of the consumers but the program, and serves to further entitlement
249
behavior instead of collaborative health improvement behavior.
Most of the statements showed concern for Medicaid’s lower reimbursement rates in Indiana, with
an increase in newly enrolled Medicaid patients potentially worsening an already challenging situation.
One provider mentioned the negative view of Medicaid as a government program that creates
dependence and discourages self-sufficiency. This idea was tied to the belief that the Medicaid program
needed reform because it did not motivate enrollees to engage in “healthy behaviors” or asked them to
contribute monetarily to use their coverage and maintain enrollment in the form of co-payments and
premiums. The idea that Medicaid promoted dependency on the government was a common
characterization of government assistance programs like the former welfare program.
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This assertion

was related to deservedness because it meant the target population must earn benefits, like follow a set
of rules and requirements. A stakeholder who believed that certain beneficiaries should be subject to
requirements to prove their worth or deservedness might be supportive of a Medicaid model that looked
more like private health insurance by requiring cost-sharing as a condition of enrollment.
The Governor at that time, Republican Mitch Daniels, also expressed dismay over the ACA more
broadly in response to one of the Democratic Congressional representatives from Indiana who supported
the bill: “[I am] understandably nervous about the perfectly obvious negative effects of his bill on health
care costs, premiums and taxes… He voted for this disastrous bill despite the fact that two-thirds of
Hoosiers asked him not to, despite the fact that its unfunded mandates will drain state funds from
education and threaten future tax increases.”
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Daniels justified his opposition to the ACA due to what he believed would be the high costs to the
state. He claimed most Indiana residents were also opposed to the law, implying that it was a policy
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imposed by others regardless of Indiana’s wishes, making an argument for state autonomy and
independence.
Not only was the Indiana state government leadership opposed to the ACA, but so was a private
consultant named Seema Verma, an advisor to both Daniels and Mike Pence when he became Governor.
Verma would eventually be appointed as the CMS Administrator in 2017. Here she shared her
misgivings about Medicaid expansion and the Medicaid program more broadly during a health care panel
in Indianapolis:
In many cases the Medicaid program for hospitals is paying 40 cents on the dollar, and
for some physicians it may be 10 cents or 20 cents… that creates access problems and,
quite frankly, providers can't afford to see Medicaid patients, and sometimes it even costs
them to see these individuals... So the Affordable Care Act only provided a two-year
increase for only primary care doctors… so now you've got, as you said, almost a halfmillion new Hoosiers coming onto the Medicaid program, or about one in four, and that
really creates challenges for the provider community. Access in general, not just for low
income populations, will be an issue for the state as we bring in all of these newly-insured
individuals to the marketplace… If you've got Medicaid patients that are actually costing
you, I think they're not going to be inclined to see these individuals, so even though we're
250
handing out insurance cards, that doesn't necessarily translate into access.
Verma argued that due to the historically lower Medicaid payment rates to providers, more
Medicaid enrollees would not necessarily translate into improved access to care because it would be too
costly for health care providers to continue accepting Medicaid patients. Her economic-based argument
focused on the health professionals who deliver care. She also distinguished between Medicaid and
private insurance, the latter’s enrollees she feared would shoulder the financial burden of increased costs
to compensate for the low reimbursements paid to providers who participate in Medicaid.
Indiana Health Care Industry and Advocates Express Support for Medicaid Expansion
The reaction to the ACA by the health care industry and consumer advocates in Indiana did not
match the views of the state government. After the Supreme Court 2012 ruling, and as Daniels deferred
the decision on Medicaid expansion to the next Governor, Indiana hospitals and other stakeholders grew
anxious over the possibility that Indiana would refuse expansion.
Doug Leonard, CEO of the Indiana Hospital Association: “That's very worrisome to us… That [Medicaid
expansion] was really the heart of the bill for us.”
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CRT Capital Group: “The hospitals may end up paying for the poorest and sickest of today's uninsured,
anyway, and see cuts in Medicare and Medicaid on top of that.”
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Leonard cited Medicaid expansion as perhaps the main reason the hospital association was
supportive of the ACA due to improved health insurance coverage. CRT Capital, a private, independent
consulting firm, combined economic justification with deservedness. CRT noted how the resulting
financial losses for hospitals would be due to the “poorest and sickest” remaining uninsured while still
accessing care. Both stakeholders elevated the importance of Medicaid more broadly as critical to
financial sustainability of the health care industry.
The option to decide on Medicaid expansion would be seen as an opportunity in states like
Indiana, which already had an infrastructure in place to extend Medicaid to non-traditional populations.
The policy debates over Medicaid were heightened due to the election for Governor. Gubernatorial
candidate Pence talked up the “flexibility” provided by the Supreme Court’s decision and stated his
preference for building on the HIP program to expand Medicaid, an idea that satisfied some but not all.
Seema Verma, Consultant to Governor Pence: “The personal responsibility requirements are very
different [for Medicaid enrollees] than for someone who's working.”
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Jimmy Brown, CEO of HealthNet, a network of community health centers: “Any plan that increases the
access to care, and patients take full advantage of finding access to care, that's fine with us.”
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Fran Quigley, Professor of Health at Indiana University’s McKinney School of Law: “Since the Healthy
Indiana Plan has struggled to meet the coverage needs of a comparatively smaller population, I question
whether HIP is 'ready for prime-time,' as the program has shown no indication it can effectively and fairly
meet the needs of a significantly larger population in 2014.”
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Dora Chestine, HIP enrollee: “It really was an awesome program for me, because I no longer had to pay
for pharmaceuticals, I no longer had to pay for going in to see the doctor.”
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But when Chestine was asked about the Hoosier Healthwise program, which is more like traditional
Medicaid but not available to adults: “I like their coverage [traditional way better than mine, because it
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pays for anything… Definitely, the Hoosier Healthwise program is a lot better than the HIP program” she
stated.
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When it came to financial benefits for enrollees, traditional Medicaid, which had very few or no
cost-sharing, was the preferred program. Brown focused on the improved access to care resulting from
increased insurance coverage without stating a preference for the type of coverage. Verma presented
Medicaid enrollees as the opposite of working people. There was an assumption in her statement that
Medicaid enrollees do not work and are therefore not self-sufficient, as opposed to people with other
types of insurance; even though evidence cited elsewhere in this paper showed the opposite finding. Her
continued critique of Medicaid as discouraging “personal responsibility” was connected to deservedness.
If people with Medicaid were irresponsible then perhaps they did not deserve access to insurance or
would need to prove or earn that access.
As part of the debates over expansion, the Indiana Hospital Association released a study on the
economic and health benefits of Medicaid expansion as it was intended by the ACA. Their conclusion
focused on the broad impact on the entire state of Indiana, and not just the Medicaid target population:
“Expanding coverage in Indiana would benefit all Hoosiers… This report demonstrates the positive impact
that extending coverage would bring to our state’s economy and the overall health of our communities.”
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The New Governor Hints at an Alternative
Soon after taking office, Pence wrote to Health and Human Services Secretary Kathleen Sebelius
asking to extend the HIP program – still available to parents – while he declined to expand Medicaid as
the ACA intended. In his letter, Pence outlined the reasons for refusing and previewed an alternative to
Medicaid expansion in a future request:
The people of our state deserve better... an expansion of traditional Medicaid under the
Affordable Care Act would cost our taxpayers upwards of $2 billion over the next seven
years. Medicaid is broken. It has a well-documented history of substantial waste, fraud
and abuse. It has failed to keep pace with private market innovations that have created
efficiencies, controlled costs, and improved quality. It has done little to improve health
outcomes and does not adequately reimburse providers. Its burdensome rules and
unwieldy regulations do not allow states to effectively manage their programs. As you
know, a number of creative proposals exist for granting states greater flexibility… Block
grants such as the Healthy Indiana Plan are a key tool in this regard. Greater flexibility
would help states create and manage programs consistent with their local values and
overcome the bureaucratic and inefficient nature of traditional Medicaid… The Healthy
Indiana Plan has significantly increased preventive services among its enrollees. It has
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empowered them to make better decisions affecting their health, dramatically reduced
254
emergency room visits, and given them more “skin in the game.”
Pence highlighted the perceived economic burden on Indiana if they expanded Medicaid as the
ACA intended by citing costs to the state and the low reimbursement rates. He criticized the Medicaid
program for being government-run, an inherently negative characteristic in his opinion, and distinct from
private insurance, which in his view was automatically better than public coverage. In this statement,
Medicaid was the same as the government: it’s fraudulent, wasteful, bureaucratic, outdated and
inefficient. Like others with a similar view of the ideal health care system, Pence argued that Medicaid
should be modeled like private insurance by allowing more “innovation,” which he connected to a state’s
autonomy as his plan would align with “local values.” He also implied that there were less deserving
people who should have more “skin in the game,” a phrase used to describe incentivizing beneficiaries to
minimize their use of health insurance by requiring them to contribute to the cost of having that
coverage.
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In this context, it could also be interpreted to mean allowing target populations to enroll into

and keep Medicaid if they followed certain rules like having to pay a monthly premium.
When Pence’s alternate proposal to expand Medicaid based on the HIP program officially
became public, a law professor at Indiana University-Purdue University Indianapolis who opposed the
idea wrote:
The ACA provides that the federal government will pay all Medicaid costs for the first
three years… A recent report by the University of Nebraska and commissioned by the
Indiana Hospital Association said participation would generate up to $3.4 billion in
economic activity, enough to create 30,000 desperately needed jobs. It would generate
$108 million annually in additional state and local tax revenue. Individual Hoosiers would
see their insurance premiums drop $236 per year; families would save $677… Poor
people have this pesky habit of getting sick whether they have coverage or not… The
costs of that care drives up the premiums of those who do have insurance… If hospitals
are still unable to recover their actual costs, they have to cut health care workers or
reduce services… without the Medicaid expansion, doctors, hospitals and other providers
will still be expected to care for uninsured people, but will receive far less support for
256
doing so. It will impair their ability to provide care to everyone.
The statement emphasized the financial benefits of a traditional Medicaid expansion to the state.
This professor also mentioned improved access to coverage, which would additionally benefit people with
private insurance as well as hospitals because it would help keep premiums lower and compensate the
health care industry for the services they already provided.
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Supporters and Opponents Debate Expansion as State Budget Negotiations Begin
As the Indiana state legislature drafted the annual budget, elected officials who supported
Medicaid expansion took it as an opportunity to advocate for the policy.
Minority leader Scott Pelath (D):
So in a spirit of cooperation, let us finally stop telling 440,000 Hoosiers that their only
health care option is the emergency room. Emergency rooms are chaotic and wildly
expensive. And middle-class taxpayers and people who already have insurance cannot
afford to keep forcing their fellow citizens into them. Instead, it is time to let hospitals and
health care providers hire the workers they will need to serve people outside the ER. Of
course, more workers will be need to be paid. The savings come from healthier Hoosiers
who will get regular health care in a cheaper way. Regrettably, those who continue to
politicize Indiana's implementation of the Affordable Care Act highlight only the costs they
want others to see. They complain about Medicaid costs that are years into the future. Or
257
they groan about phantom woodsmen who never got health care who might get it now.
By referring to the Medicaid expansion’s target population as “fellow citizens,” Pelath equated
them with other Indiana residents, implying their deservedness by elevating their similarities and not their
differences. Prior research had shown that focusing on the differences between potential beneficiaries
when allocating benefits was intended to draw a line between deserving and undeserving target
populations.
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Any mention of “Hoosiers” when talking about the target population not only elevated

the similarities among target populations but also asserted a state autonomy argument to some extent as
the term Hoosier generally referred to a person from Indiana.
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Therefore, Pelath also argued in support

of expansion as a local issue of concern that would impact the state’s own residents. He also stated it
was a moral imperative when he said that the emergency room should not be the only option for people
without insurance. He then noted the financial benefits of expansion and disparaged opponents for what
he characterized as an irrational opposition to the ACA.
In spite of these efforts, the Pence administration moved ahead with drafting an alternate
Medicaid expansion based on the current HIP plan. As they prepared their request to the CMS, they also
held public hearings.
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Based on a summary of the testimony, there were mixed responses to the HIP

program:
Anthem and MDwise, two of the managed care entities (MCEs) serving HIP members,
provided testimony that noted HIP enrollees are more likely to engage in care programs
and follow through on personal health accountability. These entities supported HIP’s
consumer oriented program. They further indicated HIP’s member responsibility
provisions positively contribute to member health outcomes and provide evidence that a
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contribution model delivers cost-effective outcomes regardless of contribution level. The
MCEs noted, in comparison to other Medicaid enrollees, HIP members have lower
emergency room use and lower inpatient admissions, are more likely to schedule and
attend physician office visits, are more engaged in their coverage options through call
centers and web portals, have high rates of completion of recommended preventive
259
services, and are more likely to comply with prescription medication regimens.
Members of the business community, including the Indiana Chamber of Commerce and
the Indiana Manufacturers Association, and provider community, including the Indiana
Hospital Association, the Indiana State Medical Association, and numerous hospitals,
expressed support for HIP as an innovative, consumer-directed, private market approach
to expanding Medicaid. They stated any Medicaid expansion in Indiana must be aware of
long term fiscal implications, and support was lent to HIP as a fiscally sound approach to
259
a coverage expansion… .
Five comments received in writing or through testimony expressed concern around
certain features of the program including: the lifetime and annual maximums, the twelve
month lock-out period for failure to pay a premium, the requirement to not have access to
employer sponsored insurance, the non-caretaker waitlist, and non-provided benefits
including chiropractic, dental, and vision services. These comments also addressed
concerns about multiple types of coverage within a family unit and HIP integration with
259
the federally-facilitated exchange.
In addition to the financial impacts, commenters noted that the current the HIP plan worked
because enrollees have to prove they can be responsible. These comments echoed supporters of an
alternate Medicaid expansion who believed that people must behave in certain ways before receiving a
benefit. In exchange of enrolling in HIP, beneficiaries must follow rules not required under traditional
Medicaid This was a component of the social construction of target populations framework: the less
deserving, less powerful groups not only received fewer benefits; they also bore more burdens than the
more powerful populations constructed as more deserving.
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They were not considered deviants

however; rather, they were still viewed as dependents that could become worthy of benefits. In addition,
HIP supporters appreciated that HIP was modeled after private insurance, which was viewed as an
inherently superior approach to Medicaid. Nevertheless, the final summary of five comments showed
these requirements to be both burdensome and complicated.
Moved to urgency by what they viewed as the Pence administration’s unflinching drumbeat
toward HIP as an alternate Medicaid expansion model, expansion supporters continued to make their
voices heard, including a group of clergy, who tried to appeal to morality, economics, improved access to
coverage and care, and the deservedness of the target population:
Each day more than 800,000 Hoosiers younger than 65 wake up without health
insurance coverage. Many of them live without treatment until their condition becomes
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more severe and more costly to diagnose and cure. Too often when they do seek
treatment, it is in the most expensive way - the hospital emergency room. Hoosier
businesses and individuals pay higher health insurance bills to cover costs shifted from
the uninsured, and we all pay more in taxes to support local and state public health
programs… As a society, we believe we are all responsible for the under-advantaged,
literally widows and orphans, and people who are disabled or do not make enough
income to provide for the health care needs of themselves and their families… Medicaid
expansion will help all of us by providing health care to lower-income workers and the
marginalized among us…We believe Gov. Mike Pence needs to support this [Medicaid
expansion as intended by the ACA] approach - an approach that guarantees without
limitation comprehensive, affordable coverage to low-income, mostly working Hoosiers
who need a helping hand. If Hoosier lawmakers don't take advantage of the opportunity
to expand Medicaid, the billions in federal dollars available to Indiana - tax dollars paid by
260
us all - will go to other states that are moving forward with Medicaid expansion.
Expansion supporters mentioned traditional Medicaid target populations who fell in the dependent
categories such as “widows,” “orphans,” and people with disabilities. They also highlighted “working
Hoosiers” and “lower-income workers” as the newly eligible target populations. They also pointed out that
other states would still get the increased federal funding if Indiana did not implement the full Medicaid
expansion when those funds should be going to Indiana. An element of the state autonomy, capacity and
innovation theme is comparison and competition with other states.
In the meantime, Verma testified before Congress in June 2013, and she spoke of the reasons
Medicaid needed reform, and distinguished within target populations – that traditional Medicaid enrollees
were more deserving than the expansion populations, who needed to prove their deservedness and carry
more burdens:
However, designed in 1965 the program has not kept pace with the modern health care
market. Its rigid, complex rules designed to protect enrollees have created an intractable
program that does not foster efficiency, quality or personal responsibility for improvement
in health status… Failure to reform the program will jeopardize states’ ability to care for
those Medicaid was envisioned to serve including low income children, pregnant women,
and the aged, blind and disabled… States are largely dependent on federal policy,
regulation and permission to operate their programs… Notwithstanding the cumbersome
regulatory review process, there are many examples of state innovation that have
emerged. To transform Medicaid, states must be given the flexibility and opportunity to
innovate without these undue federal constraints. Reform efforts should center, at
minimum, around encouraging consumer participation in healthcare, holding states
accountable based on quality outcomes versus compliance with bureaucratic
requirements, encouraging flexible managed care approaches and allowing states to use
261
flexible funding mechanisms.
As in previous statements, Verma argued that the Medicaid program is inefficient and overly
bureaucratic – like the federal government – and can only be fixed by state innovation and flexibility with
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less federal oversight. She positioned enrollment in the program as a zero-sum policy – that original
Medicaid eligibility groups would lose coverage if states were not allowed to reform their Medicaid
programs. What she did not state but implied by mentioning “low income children, pregnant women, and
the aged, blind and disabled” is that the newly eligible adult population should not have traditional
Medicaid. They should only have Medicaid premised on certain conditions because they were not truly
needy and therefore less deserving. Like other expansion opponents, Verma amplified the differences
between current and intended beneficiaries rather than their similarities to argue against extending
coverage to adults who otherwise would not be eligible for Medicaid.
As Indiana waited for the CMS’s announcement on Indiana’s alternate proposal, debate between
supporters and opponents also continued. In an article comparing Indiana with Kentucky, which had
expanded Medicaid as the ACA intended, target populations as well as elected officials in Indiana
responded.
State representative Ed Clere (R) from Indiana: “There’s a lot to criticize about the ACA, and a lot to be
concerned about. But there are lots of opportunities under the ACA too… It could make a big difference in
the lives of many, many Indiana Hoosiers who lack access to primary care. And anything we can do to
benefit the health of Hoosiers will benefit Indiana.”
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State representative Ron Grooms (R) from Indiana: “I have grandchildren under age 10. We need to think
of their future… We need to be mindful of those who truly need (Medicaid), and also be mindful of those
who have to pay for it… Those who have some skin in the game have more of an appreciation for
services than if it’s given to them for free, and abuse it less.”

262

Kenneth Hobby: “To me, there’s no reason that the poor and the indigent shouldn’t have health care
insurance… They’re going to overwhelm the system in Indiana, going to emergency rooms.”
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Rebecca White: “[Gov. Pence] in his wisdom has made a decision for me that I don’t deserve health
insurance… When I move out of here, I’m moving to Kentucky.”
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New Albany’s City Council: “The refusal of federal funds to expand Medicaid unfairly affects our economy
and all our citizens, not only the poor.”

262
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Barbara Anderson, operates a homeless shelter: “We bury about eight to 12 people a year because they
don’t get health care until it’s too late… for Louisville to have (expanded Medicaid) and for our people not
to, when we are 15 minutes away from each other ... is just criminal.”
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Similar to other opponents of expansion, Grooms distinguished between deserving and
undeserving people – who should prove they deserve Medicaid. Grooms agreed with Pence’s proposal
because it added conditions or burdens to obtaining Medicaid. Expansion supporters like Hobby focused
on the need to cover dependent target populations because they would still get sick and seek treatment.
While a few appealed to the morality of not insuring more people, others focused on the collective impact.
As has been universal in the discourse, both supporters and opponents cited the economic benefits or
risks of expansion.
Indiana Expands Medicaid… with Conditions
After Pence announced that Indiana would build on HIP for Indiana’s alternate Medicaid
expansion after several months of debate, reports showed that stakeholders did not vigorously mobilize in
opposition or support; rather, they expressed relief and hope, as Indiana was finally expanding coverage
to people who were currently uninsured – it now mattered less what type of coverage when some feared
no expansion at all.
SEIU member and home care employee Kendra Bush: “We stood together to push the governor to
expand health coverage for Hoosiers caught in the gap. HIP 2.0 is not perfect, but it is a good step in the
right direction. This has shown that when we fight, we win! So we need to continue to stand together and
fight for what we need for our families.”
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Jim Baxter, health care navigator: “I think that, by and large, we like what we see…Our goal is to get as
many people covered.”
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In an essay published by The Indianapolis Star, Pence continued to advocate for his alternative
model:
If approved, the Healthy Indiana Plan 2.0 would replace traditional Medicaid for lowincome able-bodied Hoosier adults. Unlike traditional Medicaid, which is governmentdriven, HIP 2.0 is consumer-driven. It allows participants to take greater control over their
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own healthcare decisions through POWER accounts, which are essentially health
savings accounts… As national leaders in health-care innovation, Hoosiers understand
that empowering people to take greater ownership of their healthcare choices is better
than government-driven healthcare. HIP 2.0 builds upon the success of our current
Healthy Indiana Plan, which provides about 45,000 low-income Hoosiers with consumerdriven healthcare. The program has cut costs and increased healthcare outcomes for
people whose previous healthcare options were either traditional Medicaid or living
uninsured.
Medicaid is not only broke, it's broken. I have consistently opposed expanding traditional
Medicaid because I believe doing so would condemn more Hoosiers to substandard
265
health care and threaten the fiscal health of our state… .
For Pence, like his consultant and supporters, traditional Medicaid and HIP 2.0 Medicaid each
represented polar opposite models of health coverage – government-run vs. private insurance;
dependence vs. independence; inefficient vs. efficient; lower quality vs. higher quality; and bureaucratic
vs. innovative. HIP 2.0 would condition Medicaid enrollment and eligibility on certain requirements and
rules, which beneficiaries would have to follow.
Pence and other opponents of full Medicaid expansion asserted that traditional Medicaid was only
intended for people like poor children, people with disabilities and seniors, to justify shifting Medicaid for
able-bodied adults to an alternate program similar to private insurance. Yet in Pence’s own words he did
not think highly of traditional Medicaid. Pence and his acolytes did not even refer to HIP 2.0 as Medicaid
but discussed and promoted HIP 2.0 as if it was a different program altogether. As noted in previous
sections, states are mandated to cover certain populations, so the Pence administration was limited in
how they could provide coverage under alternative models. Would they have shifted children and people
with disabilities to HIP 2.0 if the federal government gave them permission – or were they just
distinguishing among the different Medicaid target populations to justify their decision?
In July 2014, the Pence administration submitted their request to the CMS to expand Medicaid
with conditions.
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In spite of earlier concerns, the Indiana Hospital Association and several other health

care organizations called for the CMS to approve Indiana’s alternate Medicaid expansion even as there
continued to be some disagreement during the public commenting process.
Indiana Coalition for Human Services:
“CHS wants to ensure that all low-income individuals with incomes below 138% of
poverty have affordable options for comprehensive health care coverage. To this end,
UCHS has supported expansion of Medicaid as allowed under the Affordable Care Act.
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ICHS has also supported the Healthy Indiana Plan as a means to provide health
insurance to low-income adults who have had no other access to coverage. The HIP
program has provided tens of thousands of Hoosiers access to quality health care…
ICHS supports the Administration’s efforts to expand coverage to uninsured Hoosiers
267
through HIP 2.0.
Doug Leonard, President, Indiana Hospital Association: “By reimbursing providers at sustainable rates,
this program ensures that expanded coverage will not represent an empty promise for enrollees.”
HIP 1.0 beneficiary: “I appreciate this program and I pay my monthly fee and follow all the rules.”
Another HIP 1.0 enrollee disagreed: [HIP is a] “malfunctioning program.”
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Dr. Thomas S. Whiteman of Muncie Otolaryngology Associates: “As a physician who has practiced in a
socioeconomically challenged area of Indiana for almost 25 years, the Healthy Indiana Plan 2.0 offers the
best approach to help patients/families above the poverty level.”
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Anonymous commenter: “I think we need the full weight of Obamacare and nothing less.”
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On January 27, 2015, the CMS announced their approval of Indiana’s conditional Medicaid
expansion.
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HIP 2.0 had several requirements as a condition of maintaining Medicaid enrollment

including: cost-sharing for enrollees; depending on income level, if enrollees failed to pay monthly
premiums they risked losing coverage for six months or would be downgraded to a limited benefit
program; and enrollees must deposit premium payments into a health savings account.
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HIP 2.0 would

also allow enrollees to move additional unused funds in their health savings accounts to the following
year if they access certain preventive services.
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None of these conditions applied in states that

expanded Medicaid as it was intended under the Affordable Care Act.
Summary of Results and Interpretation
Indiana decided to implement the Medicaid expansion but with “burdens,” a term in Schneider
and Ingram’s framework used to describe a benefit allocated to a less powerful target population whose
deservedness is subject to contention.

32,33

Newly eligible adults were seen as less deserving than original

Medicaid eligibility groups. In Indiana, There were a total of 47 documents that yielded 251 code
applications from 77 excerpts. See Table 8.1. The most common code applications were the social
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construction of the deservedness of target populations; coverage and care; economy, budget and
financial sustainability; and state autonomy, capacity and innovation. See Table 8.2. Statements by
non-government groups were represented among a majority of the top code applications; see Table 8.3.
When the Governor considered expanding Medicaid with an alternate design, interest groups engaged in
debate because they recognized an opening to not only sway the decision but also to impact components
of the design. Indiana took awhile to finalize the policy as non-government organizations weighed into the
debate. Although certain expansion supporters expressed their preference for the ACA model, others
conveyed satisfaction that the end result still meant more people in the state would gain health insurance.
Early on, the state government opposed the ACA but eventually submitted a conditional
expansion model, which the CMS approved one year after Medicaid expansion went into effect in other
states. Supporters constructed both traditional and newly eligible target populations as deserving,
because they were working Hoosiers who need some help. Expansion opponents used the same theme
of deservedness to argue that the needs of traditional Medicaid beneficiaries – such as children, seniors,
and people with disabilities – would be placed at risk if Indiana expanded Medicaid as the ACA intended.
Indiana hospitals seemed especially concerned that the state government would reject expansion entirely
because they were already burdened with the high costs of uncompensated care resulting from the
treatment of uninsured patients. Covering more individuals would mean increased revenue.
The discourse in Indiana demonstrated that it was not a matter of simple acceptance or rejection.
Although Pence and others working in the state government strongly and publicly opposed the ACA, they
decided to build on a current state program to expand Medicaid in such a way that would look less like
Medicaid. There was support for Indiana’s expansion model, as it distinguished between the original
target populations for Medicaid and the newly eligible under the ACA. Health reform opponents tended to
denounce traditional Medicaid as encouraging dependency, but described HIP 2.0 as a program that
promoted personal responsibility, self-sufficiency and healthy behaviors because it was similar to private
insurance. State government leaders like the Governor constructed newly eligible adults as less
deserving than traditional Medicaid populations like seniors and people with disabilities, so created a
Medicaid expansion program with rules or burdens for the intended beneficiaries.
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When Pence submitted his proposal for a Medicaid expansion model, the health care industry
expressed support because it would still result in more people with insurance coverage. Similar to
Wisconsin, by not opting into a full Medicaid expansion, Indiana would not receive enhanced federal
funding, but the health care industry would still see increased revenue from people newly enrolled in
Medicaid. Target populations who were previously uninsured would now have health insurance, although
subject to conditions.
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TABLE 8.1—Document Sources in Chronological Order for Indiana
Date

Publication Name

Publication Type

2010-Mar 31

Herald Times

2010-May 07

The Evening News and The Tribune

2010-May 14

States News Service

Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Newswire service

2010-Aug 25

US State News

Newswire service

2010-Aug

Indiana Family and Social Services
Administration Stakeholders Meeting

Government web site/press release

2010-Sep 24

Herald Times

2010-Oct 14

States News Service

Local newspaper, magazine or news
blog
Newswire service

2010-Dec 01

State of Indiana ACA Questionnaire

Government web site/press release

2011-Jul

Indiana Legislative Services Agency

Government web site/press release

2011-Jun 20

Indiana Family and Social Services
Administration Stakeholder Outreach
Questionnaire Report

Government web site/press release

2011-Oct 03

The Indianapolis Business Journal

2012-Jul 09

The Indianapolis Business Journal

2012-Sep 03

The Indianapolis Business Journal

2012-Oct 01

The Indianapolis Business Journal

2012-Nov 05

The Indianapolis Business Journal

2013-Feb 11

Indiana Hospital Association Press Release

2013-Feb 13

Office of the Governor Letter

2013-Feb 16

The Indianapolis Star

2013-Feb 18

The Indianapolis Business Journal

2013-Feb 25 a

The Indianapolis Business Journal

2013-Feb 25 b

The Indianapolis Business Journal

2013-Feb

Indiana Hospital Association

2013-Mar 02

South Bend Tribune

2013-Mar 28

South Bend Tribune

2013-Mar

Indiana Family and Social Services
Administration Public Comment

Government web site/press release

2013-Apr 01

The Indianapolis Business Journal

Local newspaper, magazine or news
blog
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Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Non-government web site/press
release
Government web site/press release
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Non-government web site/press
release
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog

TABLE 8.1—Document Sources in Chronological Order for Indiana
Date

Publication Name

Publication Type

2013-Apr 04

South Bend Tribune

Local newspaper, magazine or news
blog

2013-Apr 12

Indiana Family and Social Services
Administration 1115 Waiver Application

Government web site/press release

2013-May 24

WTHR Channel 13

2013-Jun 03

The Indianapolis Business Journal

2013-Jun 12

SVC Seema Verna Testimony

2013-Jul 14

South Bend Tribune

2013-Sep 06

South Bend Tribune

2013-Oct 11

South Bend Tribune

2013-Nov 11

The Indianapolis Business Journal

2013-Dec 01

The Indianapolis Star

2014-Jan 08

South Bend Tribune

2014-Jan 16

Office of the Governor Letter

2014-Jan 21

Indiana Family and Social Services
Administration Letter

2014-May 16

SEIU Healthcare

2014-May 21

SEIU Healthcare

2014-May 30

South Bend Tribune

2014-Jul 01

The Indianapolis Star

2014-Jul 09

South Bend Tribune

2014-Sep 20

Indiana Coalition for Human Services

2014-Sep 28

The Indianapolis Star

2014-Dec 02

South Bend Tribune
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Local television news or web site
Local newspaper, magazine or news
blog
Government web site/press release
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Government web site/press release
Government web site/press release
Non-government web site/press
release
Non-government web site/press
release
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Non-government web site/press
release
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog

TABLE 8.2—Number of Applications per Root Code for Indiana
Root code

Number of applications

Affordable Care Act
Coverage and care
Economy, budget and financial sustainability
Government role, responsibility and accountability
Morality and rights
Political and electoral considerations
Research outcomes
Self-sufficiency and work
Social construction of the deservedness of target populations
State autonomy, capacity and innovation
View of ideal type of health coverage
Total
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12
(4.8%)
42
(16.7%)
41
(16.3%)
10
(4.0%)
5
(2.0%)
3
(1.2%)
14
(5.6%)
14
(5.6%)
58
(23.1%)
37
(14.7%)
15
(6.0%)
251

TABLE 8.3—Most Common Applications per Root Code by Type of Stakeholder
Most Common Applications per Root Code

Government

Coverage and care
Economy, budget and financial sustainability
Social construction of the deservedness of target populations
State autonomy, capacity and innovation
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9
(21.4%)
12
(29.3%)
18
(31.0%)
12
(32.4%)

Nongovernment
33
(78.6%)
29
(70.7%)
40
(69.0%)
25
(67.6%)

Total
42
41
58
37

CHAPTER 5
RESULTS, INTERPRETATION AND ANALYSIS
Section 6
Tennessee (R): Refused ACA Medicaid Expansion
Introduction
The social construction of deservedness was among the dominant themes in Tennessee,
leveraged by both expansion supporters and opponents. Positive and negative constructions of the newly
eligible adults were split into opposite categories. The Governor tried to find a middle ground by adding
conditions to his expansion design, but was rebuffed by his own party. In rejecting any expansion of
Medicaid coverage, Tennessee’s policy response reinforced the idea that non-disabled adults were
undeserving.
Before the ACA was enacted, non-disabled and non-parenting adults were not eligible for
Medicaid in Tennessee.
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Although Tennessee did have past experience with expanding eligibility: from

1994 through 2005, with permission from the federal government, Tennessee covered uninsured adults
under TennCare, the state’s Medicaid program.

270

But due to unexpected costs, problems with coverage

denials and enrollment delays, state officials reduced benefits and removed people from the program.

270

This dramatic outcome remained top of mind among Tennesseans when the state was thrust into the
Medicaid expansion debate, even starting months before the June 2012 Supreme Court decision.

271,272

An Influential Opponent of the Affordable Care Act Speaks Up
Beginning in the fall of 2011, Professor James F. Blumstein of the Vanderbilt School of Law
argued that the Supreme Court should find the ACA, including the Medicaid expansion, unconstitutional.
273,274

In this excerpt from a Vanderbilt press release:
Blumstein believes that the federal government can only make the changes if it allows
states to choose whether to accept the new terms without affecting their ability to
participate in their pre-existing Medicaid programs or expressly terminates traditional
Medicaid and takes political responsibility for that termination. President Obama’s plan
allows for individual states to “opt out” of the expanded program but not to retain their
traditional pre-existing Medicaid programs. It is an all-or-nothing proposition for the
states.
‘States should be able to determine knowingly and voluntarily whether or not to
participate in new Medicaid,’ Blumstein said
141

In the same statement, Blumstein also argued that under the Medicaid expansion, "the fiscal
implications of remaining in the program have been substantially and unforeseeably ratcheted
up."
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In one statement, Blumstein expressed his opposition to expansion due to both the financial risk
to the states and states’ autonomy even before anyone could predict how the highest court would
ultimately rule. Blumstein had also filed a brief supporting the legal challenge to the ACA just a few days
prior to the press release.
Around the same time Blumstein called on the Supreme Court to reject the ACA, the University of
Memphis issued a report on the impact of health reform on Tennessee.
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While the authors did not

explicitly support or oppose Medicaid expansion, they concluded that the expansion of Medicaid eligibility
would result in improved insurance coverage and increased revenue, but questioned the capacity of the
state’s health system to absorb newly insured patients.
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Tennesseans React to the Supreme Court’s Ruling
There were few, reported public debates about the ACA in Tennessee until the Supreme Court
ruled against Medicaid expansion. Governor Bill Haslam of Tennessee, a Republican leading a
Republican-dominated state legislature, did not weigh into the Medicaid debate until a few days later,
when he issued a statement that seemed to avoid strong opposition and gave no hint of his decision:
We will review the entire Supreme Court’s opinion to fully understand its impact on the
State of Tennessee… My primary issues with ObamaCare are that it takes away the
flexibility for states to encourage healthy behavior, will cost Tennessee hundreds of
millions of dollars, and does nothing to solve the crisis of the cost of health care in
America. What was unanticipated is the section of the opinion that says states cannot be
forced to expand their Medicaid program. This particular portion of the ruling is
significant, but it is premature to know the exact ramifications. Now it is up to
Tennesseans and Americans to turn their attention to the November election. By electing
276
Mitt Romney, we can be sure that the entire law will be repealed.
Portions of Haslam’s statement seemed taken right out of a script for Republican party members
on the ACA. Haslam called for state flexibility, a dimension of a broader argument in support of state
autonomy and independence from the federal government. He also repeated the derogatory label of
”Obamacare” and claimed the ACA was financially unsustainable. What Haslam did not do is staunchly
disavow Medicaid expansion like other Republican Governors at that time.
142
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By mentioning the

Presidential election that was scheduled for later that year, he seemed to prefer that someone else make
the decision.
Across the state, other reactions to the decision were more decisive. Tennessee Justice Center
Executive Director Gordon Bonnyman issued a statement strongly in favor of expansion, arguing that if
Tennessee did not expand Medicaid, it would result in: "the collapse of a good portion of the hospital
industry… the dominoes would be really significant. You just look at rural communities where in many
counties the largest employer, or one of the top two or three, [is] the hospital. And when that closes,
obviously that has a huge economic impact."
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In another statement, Bonnyman focused on the potential revenue and jobs from the Medicaid
expansion, while reminding Haslam that hospitals had agreed to pay fees to the state a few years back
due to the promise of federal matching funds regarding a separate policy: “without the Medicaid
expansion, hospitals will have neither the financial ability, nor the political will, to continue paying the
assessment… Without the hospital assessment, the resulting loss of federal funds would have a
devastating impact across state government and local governments."
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Similar to Haslam, Bonnyman used economic arguments to influence the Medicaid decision in the
direction of expansion. Bonnyman also highlighted the financial impact of expansion on the state
government itself.
Other non-governmental interest groups refrained from dire pronouncements. A representative
from the Tennessee Hospital Association, Craig Becker, noted the importance of Medicaid expansion to
the hospital industry while acknowledging the limits of the state’s finances: "we're obviously aware it has
to be done within the restraints of the budget."
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Again, financial sustainability arguments were emphasized, but in order to forge a more cautious
path to a decision.
A few weeks later at the National Governors’ Association annual meeting, Haslam still appeared
undecided, claiming that Tennessee preferred more flexibility to use federal funding, but again avoided
disavowing expansion when given the opportunity: “Obviously, as a Republican, I’m with those folks who
say, if you can block grant us Medicaid, we’d look at it differently.”
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Instead of the traditional expansion Congress intended under the ACA, Haslam appeared to
support an alternate design, so did not publicly reject any expansion of Medicaid.
Other members of his party were less ambivalent. As election day approached, Republican
legislators in Tennessee publicly voiced opposition to the Medicaid expansion and the ACA overall as in
this excerpt from Congressional member Phil Roe’s press release: “the ACA took more than $700 billion
from Medicare to help pay for a new entitlement program and an expansion of Medicaid. This
undoubtedly will take care away from seniors who desperately need it, and I don't think seniors should be
forced to give this up.”
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Roe tried to generate opposition to Medicaid expansion by referencing a traditional eligibility
group viewed as deserving – seniors. He implied a contrast between them and the newly Medicaid
eligible population, whom he indicated were undeserving. He also mentioned Medicare, a program more
popular than Medicaid because it was viewed as universal in that everyone by a certain age would be
able to join the program.
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By adding that Medicaid is a new “entitlement”, Roe expressed a negative

view of the federal government and tied Medicaid back to its roots. People enrolled in entitlements like the
past welfare program were viewed as being overly and unnecessarily dependent on government
benefits.
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With news reports of Haslam remaining undecided about Medicaid expansion, Roe’s release was
followed just a few days later by this statement from the Republican caucus in the State Senate, whose
members announced plans to introduce legislation to block expansion in Tennessee:
Unlike Washington, Tennessee balances its budget every year… Tennessee taxpayers
cannot afford this expansion of spending. The federal government may be promising
money today, but with sixteen trillion dollars of debt, those funds will not be there
tomorrow… Tennessee taxpayers simply cannot afford the long-term financial burden of
expanding our Medicaid rolls… This is one of those times in which legislators must
282
exercise fiscal responsibility and tell the federal government, 'Thanks, but no thanks.'
The Republican caucus did not think the federal government would be able to sustain its
promised matching funds to the states for expansion. They viewed the federal government as
unaccountable, spendthrift and debt-ridden. Connected to this theme is economic risk – that state
governments would have to fill in the funding gaps caused by the Medicaid expansion. As was typical
across refusal states, government officials warned that state autonomy would be threatened by accepting
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expansion. At the same time, they uplifted Tennessee as the more responsible actor – in contrast to the
federal government – and therefore its leadership would make the right decision for the state.
A Renewed Opportunity to Expand Medicaid
When President Obama was re-elected, it presented another chance for reluctant states awaiting
the outcome of the election to move forward with Medicaid expansion. In Tennessee, hospital executives
began to more forcefully and publicly advocate for Medicaid expansion to offset the funding cuts to
disproportionate share hospital (DSH) payments enacted by the ACA, like Chief Financial Officer Larry
Moore from the Cumberland Medical Center: “From a hospital perspective, I'm all for the governor
expanding the Medicaid rolls… If we get our disproportionate payment reduced, and we still have to
contribute this charity care and absorb this bad debt, we're just adding another $1.6 million... ."
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Moore linked increased Medicaid enrollment with achieving financial sustainability, especially
urgent with planned decreases in the DSH payments, a provision of the ACA that would cut payments to
hospitals that served high volumes of Medicaid and uninsured patients with the pre-NFIB v. Sebelius
presumption that the numbers of uninsured people would decrease due in part to the Medicaid
expansion.
Nevertheless, nothing was settled. Republican state and federal elected officials from Tennessee
maintained that Medicaid expansion would result in both state budget cuts and increased federal
government interference in state decisions.
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Republican Caucus of Tennessee State Senate:
The report projects new spending for the state would be $716 million on the low side and
$1.5 billion on the high side. Besides the immediate financial impact, Tennessee must
weigh whether or not the federal government will continue to fund an expanded Medicaideligible population after the initial three-year commitment in the face of a federal deficit
284
crisis.
Tennessee Taxpayers simply can’t afford $200 million a year to expand TennCare… In
1981 Congress reduced its Medicaid funding match to help cut the federal budget deficit,
286
and with over $16 trillion of debt, I suspect they’ll do it again.
U.S. Senator Lamar Alexander: “Medicaid is going to ruin the states… What we'll have to do is find
enough state programs to transfer back to the states.”
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As previously observed, common themes identified in statements opposing Medicaid expansion
continued to be the risk to the state’s financial sustainability, mistrust of the federal government’s ability to
control spending, and a state’s capacity to make independent decisions that are best for the state and not
because it was a requirement of the federal government.
In the meantime, Haslam continued to waver about the decision, while citing in his 2013 State of
the State address the need for the additional Medicaid revenue that would accompany expansion:
I am hesitant to commit additional dollars to Medicaid when it's already eating up so
much of our budget, and we have to remember what the state went through seven years
ago when it made the difficult decision to cut a lot of people from the TennCare rolls. We
have to be very deliberate about making a decision to add that many and more back to
the rolls, but I also understand that the decision isn't just as easy as standing here today
and saying, ‘We're not going to expand Medicaid.’ There are hospitals across this state,
many of them in rural communities, that are going to struggle if not close under the health
care law without expansion, and that's not something to take lightly. Most of us in this
room don't like the Affordable Care Act, but the decision to expand Medicaid isn't as
287
basic as saying, ‘No ObamaCare, No expansion.’
Governor Haslam was well aware of the fierce opposition to the ACA from members of the
Republican Party and recognized the difficult decision state officials made to disenroll beneficiaries from
Medicaid some years ago. At the same time, he conceded that the additional revenue would prevent
hospitals from closing. Haslam used the same financial sustainability arguments also used by both
opponents and supporters of expansion.
Hospitals and advocacy organizations continued to focus on the economic benefits, highlighting
the increased reimbursement to providers that came with more people having insurance.
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Tennessee Justice Center: “Without the expansion, hospitals will still be stuck providing care to lots of
uninsured patients, but they will have to do it on tighter budgets. Many hospitals, especially in rural areas,
will not be able to survive if Tennessee does not expand its Medicaid program.”
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Craig Becker, President of the Tennessee Hospital Association: “Tennessee's hospitals are entering a
serious fiscal crisis, the likes of which we have never seen in our history… For our state to absorb cuts of
this size and scope, without using every possible means to offset the cuts, will create a ripple effect, the
likes of which Tennessee communities have never seen before.”
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Craig Becker, again: The mandate is clear and decisive…"Tennesseans believe accepting the funds and
expanding the Medicaid population in the state would mean critical resources for our rural hospitals that
are financially struggling and will be crippled by the cuts that already are law.”

290

Vanderbilt University Medical Center: “If Tennessee's legislators move to prevent expansion of Medicaid
enrollment through the Affordable Care Act, VUMC's losses through uninsured care will grow markedly as
millions of dollars in direct payments historically supporting care for the uninsured, such as
Disproportionate Share Hospital (DSH) payments, are scheduled for elimination.”
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In addition to the importance of increased insurance enrollment and improved finances for
hospitals, Medicaid expansion advocates noted that a majority of Tennesseans in a recent poll agreed
with expansion, perhaps to persuade the Governor and legislators. Supporters also continued to use
state autonomy to justify expansion by centering the viewpoint of and impact on Tennesseans
specifically. The editors of The Chattanooga Times also called for expansion:
Gov. Bill Haslam has been dithering, for mainly partisan reasons, over whether to accept
significant federal aid to expand Medicaid coverage for the state's uninsured working
poor… It would be recklessly wrong and massively hurtful for Haslam to say no… Under
the ACA, the federal government would pay 100 percent of the cost for the expanded
portion of Medicaid for the next three years, then cut that back to a permanent 90 percent
level… If Republicans would take off their partisan blinders, they would discover that's
actually a great deal for the state… If the state rejects Medicaid expansion, however, the
THA calculates that it would lose roughly $5.6 billion and thousands of jobs over the next
10 years. In that scenario, dozens of rural hospitals would have to turn away indigentcare patients and, ultimately, close their doors, harming health care in rural countries and
293
driving more indigent care to metropolitan hospitals.
In referring to the newly eligible population as the “uninsured working poor,” the authors argued
that this eligibility group deserved Medicaid because they were working but could not otherwise afford
health insurance. The editors combined this construction with the issue of morality by adding that it would
be wrong to allow hospitals to close or families to go without insurance. Financial sustainability that would
prevent hospitals from closing remained a consistent justification in support of Medicaid expansion.
Around the same time, Republican politicians opposed to expansion began to counter supporters
by characterizing the increased federal funding as “bail-outs,” likening hospitals and other health
providers to greedy, self-interested corporations motivated only by profit.
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State Senate Speaker Ron Ramsey (R): "Hospitals are notorious for inflating numbers over what the truth
is… hospital math has always puzzled me…” Hospitals "lose money for five years in a row and are still in
business."
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State Senator Brian Kelsey (R): "Look, my job is not to bail out the special interest hospital lobby. My job
is to represent Tennessee taxpayers."
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These two Senators elevated the idea of “corporate welfare,” to argue that hospitals do not need
the increased revenue from the Medicaid expansion.
As debates wore on, the legacy of a past Medicaid expansion in Tennessee under a previous
administration loomed large over both government officials and advocates.
Gordon Bonnyman of the Tennessee Justice Center: "A state in a waiver context basically goes to the
feds and says, `Mother, may I?'… Which is very different from the statutory guarantees under the
Affordable Care Act."

271

State Representative Craig Fitzhugh (D): "Remember when you got turned down by an insurance
company, you just had to present a letter and you got full Cadillac coverage… And that's a thing of the
past… If, as some fear, the federal government pulls the plug and we have to shrink it back down, we've
got experience with that.”
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Governor Bill Haslam (R): "I'm not sure those folks appreciated the difficulty of cutting back the rolls last
time… I don't think you can just easily walk away at that point."
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Senate Speaker Ron Ramsey (R): “I would almost lay odds that they will not keep their promise of
funding… And what are our options then? Either to raise taxes on the people of state of the Tennessee,
or remove people from the rolls. I've been through that once, and that's not fun.”
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These concerns showed how a previous Medicaid expansion in Tennessee that had to be
withdrawn heavily influenced the decision-making process. Supporters used that experience to argue that
the ACA expansion is not temporary like the previous expansion, while opponents remained unconvinced
that the federal government would fund the expansion in the longer term.
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For uninsured individuals who would become newly eligible for Medicaid, it was about accessing
needed health care, even if it turned out to be temporary.
Joyce Cotter of Nashville: "If they would expand it even for the three years, that would give me a chance
to have myself check for my heart, my (lung) and my leg problems that I've got… I have a lot of health
issues, and they're not being taken care of."
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The Governor Reveals a “Third Option”
The Governor announced he had made a decision shortly before the state legislature concluded
their legislative session. In March 2013, Haslam issued a statement saying that he would not expand
Medicaid as the ACA intended, but was developing an alternate design to use federal funding to help the
newly eligible adults access private insurance, although did not provide any details:
For the last several months, I've been working toward a "Tennessee Plan" for health
reform to change the way health care coverage looks in Tennessee. I understand those
who don't think it makes sense for us to just say that Tennessee isn't going to accept the
federal dollars because we don't like ObamaCare. But this state also has nearly 20 years
of experience providing health care coverage through a Medicaid managed care
program, and we are all too familiar with all of the federal rules and restrictions that
prevent us from operating the program as efficiently as possible. A pure expansion of
Medicaid - expanding a broken system - doesn't make sense for Tennessee either. That's
why I've been working toward a third option: to leverage the federal dollars available to
our state to transform health care in Tennessee without expanding our TennCare rolls. I'd
like to put in place a program to buy private health insurance for Tennesseans that have
no other way to get it by using the federal money. I fundamentally believe that people
having health care coverage is better for our citizens and state than people not having
coverage. The plan would include co-pays for those that can afford to pay something, so
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the user has some skin in the game when it comes to health care incentives.
Governor Haslam’s idea would place conditions on the new enrollees, who might be viewed as
less deserving and therefore should have limits on eligibility and enrollment. Having “skin in the game”
implied that his model was intended to promote self-sufficiency and personal responsibility. Haslam
supported expansion only to the extent that it will be similar to private insurance.
Reactions to the Tennessee Plan were mixed. Rep. Phil Roe (R) released two supportive
statements in two days:
I applaud the Governor's decision. Expanding a broken system would do more harm than
good. The Affordable Care Act left states with a great set of challenges and I don't envy
the difficult decision the governor had to make. I have a great deal of respect for
Governor Haslam, and I look forward to continuing to work with him to find commonsense
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solutions to ensure Tennesseans have access to affordable health care.
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The governor's preferred approach - to use federal dollars to expand Tennesseans'
access to private coverage - seems like it may be a better solution for access to health
insurance, and it seems to me he deserves an opportunity to put this plan to the test…
Because of our state's experience with TennCare, the state's Medicaid program,
Tennesseans know first-hand that expanding a broken system would do more harm than
good… Obamacare was the wrong answer to our country's health care problems, but
Tennessee has an opportunity to do better. The governor has now challenged the
administration to step up and help the poor and underserved to a far better health care
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plan than Medicaid, and I hope they will work with him to find a path forward.
The Tennessee Senate Republican Caucus also spoke in favor of Haslam’s proposal:
Governor Haslam offered a good solution, rather than expanding an unsustainable and
broken program. Unlike Washington, Tennessee has been working hard to control health
care costs. Hopefully, Washington will see our 20-year record of working through the
problems we face with our healthcare system and agree to work with us on a plan that
will truly be beneficial to improving healthcare outcomes in our state and that is
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sustainable over the long run.
… as did Lieutenant Governor Ron Ramsey (R):
I applaud Governor Haslam's decision to reject Obama's medicaid expansion. Without
bold reform of the Medicaid program tailored to Tennessee's unique situation, there can
be no compromise on this issue. Four out of every ten dollars the federal government
spends comes out of the back pockets of future generations. Tennessee must receive
assurances that have not been forthcoming. Governor Haslam has laid out a plan for
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what true health care reform looks like.
State Republican leadership expressed support because Haslam’s plan was different from
Medicaid expansion as intended by the health reform law. Tennessee would use federal funds to
redesign Medicaid in such a way that would require beneficiaries to contribute to the costs of their care.
For supporters of this model, it meant individuals newly eligible for Tennessee’s version of Medicaid
expansion would earn their coverage. While they referred to the newly eligible adults as “poor and
underserved,” the intended beneficiaries would still be expected to prove their deservedness. Supporters
of this third option also praised the state’s capacity to implement the new plan. As seen in previous
arguments, they contrasted Tennessee’s ability to restrain costs with the federal government’s record.
While still opposing Medicaid and the ACA more broadly, other Republican officials gave credibility to the
plan. Paradoxically, while they publicly claim that the Tennessee proposal represented their preferred
health coverage model, this “private” plan would still be largely subsidized by the federal government.
Other groups and individuals who supported Medicaid expansion as intended by the ACA
expressed disapproval with the Governor’s decision.
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Michele Johnson of the Tennessee Justice Center: "That money could make a huge difference in the
quality of life for working Tennesseans… I'm just really disappointed that the governor couldn't find a way
to do the right thing for these Tennessee families."
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House Minority Leader Craig Fitzhugh (D) also expressed his dismay: "I'm a bit confused, certainly
disappointed in what the governor had to say… It certainly doesn't bode well for the Tennesseans that
had hoped to have real insurance for their health care."
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House Democratic Caucus Chairman Mike Turner added: “This is a time when the people of Tennessee
need clear, precise and bold leadership, and Governor Haslam offered none of that today… It's a failure
of our moral obligation to protect the health and welfare of the most vulnerable among us. It's a failure
that will be paid with the lives of the working poor in our state - this is quite simply shameful.”
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State Rep. Gloria Johnson of Knoxville (D) chimed in:
A great opportunity to expand essential health coverage to 300,000 low-wage earners -servers, store clerks, farm hands -- has been squandered because of extreme politics
and a failure of leadership… Every Tennessean who works for a living deserves the
dignity and security of being able to go the doctor when they get sick or hurt… The truest
measure of a state is how we treat our most vulnerable citizens, and sadly, this is one
more irresponsible decision in a line of many that punishes working and middle class
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families.
Brad A. Palmertree, Interim Executive Director of the Tennessee Health Care Campaign:
To say that we are disappointed would be an understatement… Governor Haslam had
the opportunity to show real leadership for the people of Tennessee. We all know that
those who need insurance the most are usually the ones who cannot afford it. Because of
his decision, there will still be hundreds of thousands of uninsured Tennesseans. These
will be children who will go without needed vaccinations, baby boomers who will continue
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to put off needed care, and individuals living with disabilities without needed aids.
Supporters of the ACA Medicaid expansion highlighted the benefits for deserving populations
such as: “working poor, middle class families, clerks, farm hands, children, baby boomers, and people
with disabilities.” This subset of target populations represented both deserving and dependent categories
– the original Medicaid eligibility groups and the newly eligible groups who were reconstructed as
deserving. They deserved Medicaid because they work and cannot afford health insurance or are among
the neediest, or both. The element of moral obligation was intertwined with deservedness to the extent
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that certain populations deserved health insurance simply because they need it. That need is sufficient
reason when it included children and disabled people who would otherwise be unable to take care of
themselves.
While these individuals strongly condemned Haslam’s plan, others took a wait-and-see approach
like Rebecca Kelly, State Director for AARP Tennessee:
While we are disappointed that we are not able to move forward today, we are glad that
Governor Haslam continues to be interested in finding a way to provide health insurance
for hardworking folks and their families. We are greatly concerned about the health care
needs of individuals close to poverty as well as hospitals which are struggling to pay for
care for those who are not insured… We are anxious to learn more about the Tennessee
Plan and will work with the governor and the Legislature to arrive at the best solution for
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Tennessee.
Kelly also referenced those “hardworking folks” who deserved Medicaid and the need to keep
hospitals financially sustainable. Everyone also continued to repeatedly argue for a plan that worked for
the state of Tennessee.
The debates continued over Haslam’s proposal, including pointing to next-door neighbor
Kentucky, whose Governor expanded Medicaid as intended under the ACA.
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In an interview, former

Democratic Tennessee Governor Phil Bresden:
It is the law of the land, we’ve got to make some decisions going forward about what we
do, and if you have an opportunity to put a substantial number of your citizens on health
care insurance at really no cost to the state, I think it’s something you’ve got to
consider… I certainly understand the hospitals’ or any providers’ standpoint. It’s important
economically. If I were running a hospital I’d feel very strongly about it. Someone is
paying for care for a lot of these people and, in the absence of Medicaid, it’s basically the
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hospitals and the other people in the state who are insured.
Bresden connected the importance of insuring more people to the financial sustainability of the
health care industry. More insured people meant their health care would be covered and consequently
providers would receive payments for the services they provided. Bresden also noted that improved
coverage would result in savings for hospitals and currently insured people, who were directly impacted
by high rates of uninsured through lower revenues and increased premiums.
The Tennessee Democratic Party also weighed in by issuing a press release with the top 10
reasons why the state should expand Medicaid, which included:
2. Without the hospital, your doctor may move -- and other doctors won't come to a
county without a hospital, leaving you with fewer options and farther to drive for care.
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…
5. You may have to attend more funerals because denying people access to reliable
health care costs lives. Applying a recent New England Journal of Medicine study to
Tennessee indicates expanding Medicaid coverage, in the first year alone, would save
more than 1,000 Tennesseans.
6. If federal funds aren't spent, your city and county will collect less in sales taxes, putting
more pressure on local governments to raise your property taxes.
…
8. Even if your hospital survives, your neighbor, your family member or even you may
lose your job, like the 1,000 health care workers that even Vanderbilt University Medical
Center is letting go. Or you may lose your job because others lose their jobs and don't
have money to spend with the business where you work.
9. Because of staffing cuts, you may wait longer when you go to the doctor, nurse or
hospital.
10. Your insurance premiums will be higher due to hospitals shifting the cost of care for
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those without health insurance to those of us with health insurance.
This statement essentially covered most of the common reasons to expand Medicaid: Tennessee
was morally obligated to expand Medicaid to save lives; expansion saved money and created jobs;
without expansion, care might be delayed and hospitals might close; and currently insured people would
have to pay more in premiums to compensate for the uninsured who would have been eligible for the
Medicaid expansion.
In an editorial by The Jackson Sun supporting Medicaid expansion, the authors focused on the
economic and health benefits to the state’s residents and the health care industry, as well as the broader
implications for Tennessee in the context of other states that have approved expansion:
It is past time to set aside the partisan politics of the Affordable Care Act and do what is
best and right for all Tennesseans by expanding the state's TennCare program. Haslam's
continued failure to act borders on irresponsible, and the welfare of Tennessee hospitals,
the health care needs of Tennesseans, and the state's health care delivery infrastructure
will suffer… Haslam's refusal to expand TennCare means our hospitals will not benefit
from more people being insured, but they still will be obligated to treat them when they
get sick… Expanding TennCare will cost the state nothing, and be fully paid for by the
federal government for three years. If Tennessee does not expand TennCare, those are
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federal tax dollars Tennesseans still will pay, but which will be refunded to other states.
More hospitals weighed in about the need to expand Medicaid because the increase in coverage
meant an increase in revenue: Tom Gee, CEO of Henry County Medical Center: "Our future survival is
heavily dependent on expansion of Medicaid and signing people up in the health exchange… That's the
only place we're going to replace the lost volume and lower reimbursements we're seeing right now.”
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In early January 2014, as the first full year of Medicaid expansion began in many other states,
details about Haslam’s proposed Medicaid alternative had yet to emerge publicly.
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So government

officials, advocates, and individuals seized the opportunity to express their disappointment to the Times
Free Press that Haslam was not planning to expand Medicaid as the ACA intended.
Fifty-one-year-old individual: "I'm in a wheelchair, and I'm going blind… I've been trying to get on
disability. ... It's not easy. If you don't have health insurance, you can't even get in to see a doctor."
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Gordon Bonnyman, former Executive Director of Tennessee Justice Center:
The people who will remain uninsured are the working poor… Most Tennesseans find it
hard to believe the reality that, as a result of the state's refusal to accept the federal
dollars, it is the working poor who remain uninsured, while people with higher incomes
will be able to get subsidized insurance. That’s not the fault of the Affordable Care Act,
but the result of our state leaders' decision.
There is a lot of evidence that ... when parents are covered, children are more likely to be
enrolled, too… The denial of Medicaid coverage to working parents makes it more
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difficult to reach and enroll their eligible kids.
Rae Young Bond, Executive Director of the Chattanooga-Hamilton County Medical Society: “It's very
disappointing because the goal of the [ACA] was to expand access to care, but unless we have Medicaid
expansion, health coverage remains out of reach for our poorest citizens… It is devastating for people to
have a sense of hope that they are finally going to be able to get insurance, and for them to discover that
it is still out of reach.”
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State Rep. JoAnne Favors (D) on the estimated 100,000 people that would be newly eligible for the
Medicaid expansion: "that's a lot of people in a state with a little over 6 million. I'm hoping there will be
some changes in their [Republicans'] heart ... that changes have to be made."
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Both the traditional and newly eligible Medicaid target populations – the deserving and dependent
groups were named as beneficiaries of expansion. As has been constant across expansion supporters
focused on constructing deservedness, newly eligible adults were characterized as part of the “working
poor” and “working families.” Supporters also noted the resulting improved access to coverage and care
and the increased federal funding.
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In spite of the opposition to the Governor’s idea, Republican leadership in the state legislature
continued to support Haslam’s decision, based on their stated belief that the federal government would
not be able to control foreseeable costs, as this statement from Majority Leader Gerald McCormick in the
same report attested to: "It would be an easy decision for us to go ahead with the federal government
paying for all of it and let future legislatures worry about paying for it when the bills come in… And they
are going to come in, and they're always bigger than the federal government estimates."
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Meanwhile Democratic Congressional member Steve Cohen urged Governor Haslam to move
more quickly with implementing the Medicaid expansion, even with the alternate plan Haslam had
proposed, in order to improve health coverage and obtain the federal funding already granted to other
states:
Thousands of Tennesseans could have access to quality, affordable health care through
expansion of the TennCare program but, as you know, they do not because our state has
not accepted Medicaid expansion as prescribed in the Affordable Care Act… I urge you
to echo the actions of Governors across the country who expanded their Medicaid
programs… Governor John Kasich expanded his state's program in Ohio because, as he
explained, ‘I believe [expanding Medicaid] is a matter of life and death.’ No matter the
reason, the outcome is the same: millions of low income individuals from these states
now have access to health care but the same population in our state does not.
Tennessee has already missed out on over $100 million in federal funding that could
have been invested in the health of our residents through the expansion of TennCare… I
urge you to act swiftly in the best interest of Tennessee's physical and fiscal health and
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submit your waiver application as soon as possible.
As the year 2014 went on, three hospitals closed while others were on the verge of closing, a
situation that expansion supporters attributed to the state’s perceived inaction on Medicaid expansion,
and affecting not just health care access but the economy since the health care industry was also a major
employer in some parts of the state.
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State Rep. Craig Fitzhugh (D): “It’s not 100 percent because of that, but I think they could have stayed
open if they’d had that influx of money.”
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Nancy Anness, Vice President of St. Thomas Health: “We truly believe in health care that leaves no one
behind.”
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Nevertheless, supporters of the Governor continued to defend his decision while placing blame
on the federal government for hospital closures and delays in announcing the plan details.
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Haslam spokesperson: “This is an ongoing conversation about leveraging available federal dollars to
cover more working Tennesseans to control costs and improve health outcomes.”
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State Sen. Bill Ketron (R): “Make no mistake about it, the problem of declining funds for hospitals in
Tennessee is the result of Obamacare, not inaction by Tennessee to be irresponsible in agreeing to a
plan we know is not fiscally sustainable.”
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The Governor Finally Releases the Details of His Plan
By the end of the year, Vanderbilt University published research results that again showed a
majority of Tennesseans approved of Medicaid expansion.
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Then just several days later, Governor

Haslam presented his Medicaid alternative plan, a two-year pilot program called “Insure Tennessee.”
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Insure Tennessee would provide adults under 65 years old the option of joining either the
“Volunteer Plan” or “Healthy Incentives Plan”. People who chose the Volunteer Plan would be given a
voucher to help pay for fees and expenses associated with their employer-sponsored insurance.
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The

Healthy Incentives Plan would build on Tennessee’s current Medicaid program with the addition of a
health savings account for enrollees to cover out-of-pocket costs.
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In the announcement, Governor Haslam noted that his plan would “reward healthy behaviors,”
and “incentivize choosing preventative and routine care instead of unnecessary use of emergency
rooms.”
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He avoided describing his plan as Medicaid expansion, instead he characterized it as "a

program that works for Tennessee" and is “market-driven.”
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Like supporters of an alternate Medicaid

expansion, Haslam elevated the perceived personal responsibility behaviors encouraged by enrollment in
the plan. This idea was related to deservedness. If enrollees are “rewarded” for avoiding more costly
emergency services and required to contribute to the costs of their insurance, then they are viewed as
paying into the program and therefore deserve the benefit.
Not surprisingly, responses to Insure Tennessee were mixed as the following two statements
demonstrate.

308,311

Congressional Representative Steve Cohen (D):
As a founding member of the Congressional State Medicaid Expansion Caucus, I remain
committed to ensuring that all Tennesseans are able to take advantage of the benefits
and protections made available through the President's landmark Affordable Care Act. I
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believe that a full expansion of TennCare as originally prescribed by the law is the best
311
way to cover Tennesseans.
Lt. Governor Ron Ramsey (R): “When a state has an opportunity to take power away from the federal
government and institute real conservative reform, that is an opportunity that must be taken seriously…
Governor Haslam has negotiated a deal which returns tax dollars back to Tennessee while using
conservative principles to bring health insurance to more Tennesseans.”
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While Cohen amplified the health care protections and coverage provided under the ACA
including a full Medicaid expansion, Ramsey emphasized the state’s independence from the federal
government. Although they expressed opposite views, both claimed to be on the side of the policy
solution that works best for Tennessee and both expressed support for the increased enrollment in health
insurance.
Supporters of Haslam’s proposal focused on the state’s capacity to use federal funds for a
Medicaid program that deviated from the ACA’s initial eligibility requirements, which they characterized as
“flexible” and “innovative,” adjectives used to justify waiving federal requirements and allowing more state
authority in designing Medicaid eligibility.
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U.S. Senator Bob Corker (R): “… I'm glad the administration has finally allowed appropriate flexibility, and
I'm pleased our state was able to adopt a solution that will build off of the innovative ways we deliver
quality health care."
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U.S. Senator Lamar Alexander (R): “Governor Haslam deserves credit for insisting upon a Tennessee
plan that the state can afford, and Secretary Burwell deserves credit for being flexible enough to allow the
governor to achieve that.”
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Other stakeholders argued it was a step in the right direction because more insured people meant
more revenue for the state and health care industry, even if they had advocated for a traditional Medicaid
expansion just a couple of years prior to Haslam’s announcement.
Sam Brooke, Attorney for the Southern Poverty Law Center: “We need to see the specifics, and we know
already that Tennessee's proposal will not ensure near-universal coverage through expanded Medicaid,
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as the Affordable Care Act (ACA) intended… Yet we hope this idea will serve as an example that shows
other Southern states how they can help people who are desperate for affordable health care.”
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Craig Becker, President of the Tennessee Hospital Association: “For the past two years, (the Tennessee
Hospital Association’s) number one priority has been securing Medicaid expansion in our state and today
marks the beginning of this goal becoming a reality.”
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U.S. Congressional Representative Jim Cooper (D): “Gov. Haslam’s announcement is a step in the right
direction. Expanding health insurance to more Tennesseans is the right thing to do for patients, hospitals
and businesses.”
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Michele Johnson, Executive Director of the Tennessee Justice Center:
We are pleased with the governor's announcement today… As an organization that
works with and knows well the hardworking citizens of our state who cannot afford health
insurance, this is an important moment. ... Overall, we fully support its intention to keep
Tennesseans' federal tax dollars in the state, cover working families and give them
financial peace of mind and support Tennessee's health care system on which we all
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depend.
Anthony Spezia, CEO of Covenant Health: “Getting more people coverage is critical to the survival of
Tennessee hospitals… You can't continue to have declining reimbursement and increasing costs.”
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Joe Landsman, CEO of the University of Tennessee Medical Center: “We could see a return of $1 billion
annually in additional reimbursement to the healthcare industry.”
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In an NPR interview, Medicaid potential enrollee Tony Smith stressed that Insure Tennessee is different
from traditional Medicaid: “I'm not looking for a handout; I'm just looking for some help. You help me.
That's all I'm asking you to do is to help me because I need it.”
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In addition to the economic benefits of increased insurance coverage and federal funding for
Tennessee, some supporters returned to the idea that deserving, hardworking people like the
“hardworking citizens” of the state are the primary beneficiaries of expansion. As observed in other states
in my research, many interest groups that advocated for Medicaid expansion without conditions did not
strongly oppose proposals to expand coverage once it was made public, as long as it meant more people
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would be insured and health care providers would be reimbursed, even if it was not as the ACA intended.
But Tennessee’s story did not have the same ending.
Opponents of the Governor’s Plan Make their Voices Heard
In spite of approvals from some members of the Republican leadership and certain advocates,
other stakeholders issued statements of staunch disapproval as soon as Haslam announced his plan.
These groups and individuals disagreed with any Medicaid expansion connected to the ACA, since
Haslam would still need approval and require financial support from the federal government to implement
the plan.
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Justin Owen, President and CEO of the Beacon Center of Tennessee: "Medicaid expansion is both
unaffordable and immoral… We will actively work with our state lawmakers to soundly reject this proposal
and instead pursue meaningful alternatives that put the quality of life for Tennesseans first.”
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U.S. Congressional Representative Scott DesJarlais (R): “I am reading through the governor’s proposal
now. But I will say I am extremely apprehensive of any plan that relies on federal taxpayer dollars derived
from ObamaCare.”
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While both used economic arguments to oppose Haslam’s proposed Medicaid expansion, Owen
also emphasized a moral dimension to his opposition, which was more typically used by expansion
supporters.
At the start of the 2015, Haslam announced that the CMS had informally agreed to his alternative
proposal and called for a special legislative session to vote on Insure Tennessee.
motion a new round of debates between expansion supporters and opponents.
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This move set in
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In an attempt to distance Insure Tennessee from the ACA, supporters of the plan emphasized
that this was not a “traditional” Medicaid expansion, like this op-ed from former U.S. Senator Bill Frist:
Traditional Medicaid does nothing to encourage behaviors that reduce the likelihood of
developing chronic illnesses like diabetes and obesity. In contrast, Insure Tennessee
rewards lifestyle choices that help consumers avoid these illnesses in the first place. A
fixed-rate voucher helps workers cover the cost of premiums for employer-sponsored
health care. With vouchers, individuals can make choices about which plan is better for
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their needs and better manage their health expenses.
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According to Frist, Insure Tennessee was the opposite of Medicaid because it would encourage
more personal responsibility and require cost-sharing from beneficiaries, therefore the program’s
enrollees deserve their benefit. He also noted its similarities to private insurance, which was supposed to
be more acceptable to opponents of a full Medicaid expansion.
While Democratic lawmakers were largely more supportive of Haslam’s plan than their
Republican peers, they were not the majority in the state legislature, so Governor Haslam needed more
members of his own party to pledge their support. Some Republicans did openly endorse Insure
Tennessee, like House Majority Leader Gerald McCormick: "If you look at the plan overall, it's a commonsense solution to a problem that we have and we can't get out of it… We're already paying for these
services. Somebody's got to carry [the resolution], and it might as well be the majority leader."
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Although there were others who remained reluctant due to their concerns over future costs to the
state and mistrust of the federal government.
Senate Speaker and Lt. Governor Ron Ramsey (R): “I want to make sure we're not obligating future
generations, that we know what it will look like five years from now and 10 years from now. I want to
make sure there are some outs and relief valves if the federal government doesn't live up to its end of the
bargain.”
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House Republican Caucus Chairman Glen Casada: "There's just several concerns that I have and my
constituents have. ... It's an expansion of government. More people are dependent on government…
we're going into partnership with a federal government that's on the verge of bankruptcy."
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Casada is also opposed to the increased role of the government in providing health insurance,
which he believed would promote more dependency. Again, the idea of promoting dependency is tied to
deservedness if Casada thought Medicaid would disincentivize enrollees from seeking employment, and
therefore have not earned the right to a benefit – even though most Medicaid enrollees already work as
previously discussed in previous sections.
Other opponents of Insure Tennessee included organizations like the Beacon Center of
Tennessee, a think-tank affiliated with the national conservative coalitions State Policy Network and
Americans for Prosperity (AFP), both of which were well resourced and maintained ties to the Republican
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Party.
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Expansion opponents took advantage of elected officials’ skepticism of and hostility to the ACA

and launched a broad media campaign to block Governor Haslam’s efforts.
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In one example, shortly

before the start of the special session, the Beacon Center aired a radio ad titled “That’s just not fair,”
which claimed the proposed Medicaid expansion would result in billions of dollars in cuts to insurance for
seniors:
MOM: Hey Amy I heard state lawmakers will be voting to expand Medicaid here soon.
What’s that all about?
AMY (daughter): Well Mom it would mean giving government health insurance to more
than 200,000 able-bodied Tennesseans under Obamacare.
MOM: Well, even if they’re able-bodied it’s free federal money, so what’s the big deal?
AMY: There’s no such thing as a free lunch, Mom. In fact, the Medicaid expansion will be
paid in part by 716 billion dollars in cuts to seniors’ Medicare benefits.
MOM: To give health insurance to able-bodied adults?
AMY: You got it.
MOM: If they’re able-bodied, they can get a job. I can’t. And they want me to pay for
them? That’s just not fair.
AMY: Well, that’s why it’s important for our state lawmakers to say no to Obama’s
Medicaid expansion.
MOM: I agree. Don’t make seniors pay for more Obamacare in Tennessee. That’s just
320
not fair.
The Beacon Center was clearly and in the simplest terms contrasting deserving vs. undeserving
target populations. Unlike seniors, the newly eligible Medicaid expansion enrollees should be able to work
and therefore obtain health insurance; they did not need government assistance. The term Obamacare
was used derogatorily and viewed as an example of the federal government imposing its will on the
states. The Beacon Center also presented Medicaid expansion as a zero-sum game with seniors losing
out over individuals who did not deserve help. They drew a hard line between who deserved Medicaid
and who did not by elevating how the two target populations are dissimilar.
Tennessee Does Not Expand Medicaid
In spite of support from Democratic legislators, health care providers, businesses, and consumer
advocates, groups like the AFP and the Beacon Center were credited with successfully persuading
already reluctant Republican lawmakers to refuse Medicaid expansion; in February 2015 the proposal for
Insure Tennessee was voted down in committee before it could be brought to the floor for a full
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vote.
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The proposal was again voted on in April, when it was again rejected.

time, Haslam’s plan was already considered a failure.
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But by that
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Summary of Results and Interpretation
Tennessee was not able to expand Medicaid even under an alternate model, as certain
legislators and interest groups reject Medicaid expansion. In Tennessee, there were a total of 74
documents that yielded 413 code applications from 128 excerpts; see Table 9.1. The most common code
applications were the economy, budget and financial sustainability; social construction of the
deservedness of target populations; state autonomy, capacity and innovation and coverage and
care; see Table 9.2. Of the most common code applications, slightly more government officials were
represented in statements emphasizing state autonomy while the views of non-governmental
organizations constituted the majority in excerpts on the economy, coverage increases and the social
construction of deservedness; see Table 9.3. While government officials participated in the robust political
discourse, so did non-government stakeholders. Since the Republican Governor did not dismiss
expansion as expected, and then even proposed his own alternate plan, many groups and individuals,
both supporters and opponents, took advantage of a drawn-out decision-making process to engage in
debate. Elected officials, who were under close scrutiny by interest groups promising electoral
consequences, might have raised state autonomy more often to argue two opposite views: Tennessee
needs to do what is best for the state no matter what the Republican party leadership thought; or
Tennessee needs to do what is best for the state regardless of any federal government mandates.
In spite of what was viewed as a predictable outcome because Tennessee was a Republican-led
state in a geographically conservative region, the Governor did not reject expansion outright and within
the state there was a robust political discourse over expanding Medicaid. The debates were not about
acceptance or rejection, but whether Tennessee would expand Medicaid with certain conditions placed
on beneficiaries. Since the financial benefits of expansion were important, Tennessee attempted to create
its own approach to expansion through which the health care industry would still see increased revenue
from people newly enrolled in either Medicaid or their employer sponsored insurance plans.
Expansion supporters constructed target populations in terms like the hardworking citizens and
the working poor. While health care providers and consumer advocates were vocal about their support for
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Medicaid expansion, they also supported Haslam’s alternate plan since it would still increase insurance
enrollment in the state. However, other interest groups constructed the prospective newly eligible adults
as not only less deserving, but undeserving of the benefit. Opponents argued that expansion for ablebodied people who can work would be at the expense of more deserving populations like seniors. Other
research has shown that the campaign led by AFP and Beacon to warn uncertain lawmakers of the
electoral risks played a role in stalling any move toward expansion.
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There also seemed to be sufficient

opposition from enough lawmakers who did not need to be persuaded to vote against the Governor’s
plan.
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TABLE 9.1—Document Sources in Chronological Order for Tennessee
Date

Publication Name

Publication Type

2012-Jan

University of Memphis

2012-Jan21

Vanderbilt University

2012-Dec 10

Humphrey on the Hill

2012-Dec 10

Representative Steve Cohen Press Release

2012-Dec 10

Tennessee Democratic Party Press Release

2012-Dec 12

Humphrey on the Hill

2012-Dec 18

Politics Daily

2012-Jul 02

Times Free Press

2012-Jul 08

Humphrey on the Hill

2012-Oct 25

Representative Phil Roe Press Release

2012-Oct 29

Humphrey on the Hill

2013-Jan 09

Crossville Chronicle

2013-Jan 10

State Senate - Republican Caucus Press
Release

2013-Jan 12

The Tennessean

2013-Jan 24

Congressional Documents and Publications

Local newspaper, magazine or news
blog
Government web site/press release

2013-Jan 29

The Associated Press State & Local Wire

Newswire service

2013-Jan 31

State Senate - Republican Caucus Press
Release

Government web site/press release

2013-Feb 04 a

Humphrey on the Hill

2013-Feb 04 b

Humphrey on the Hill

2013-Feb 06

Tennessee Justice Center

2013-Feb 08

Humphrey on the Hill

2013-Feb 12

Associated Press State & Local Wire

2013-Feb 14

Vanderbilt University Press Release

2013-Feb 27

Humphrey on the Hill

2013-Mar 03

The Commercial Appeal

2013-Mar 14

Humphrey on the Hill

2013-Mar 24

The Associated Press & Local Wire
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Non-government web site/press
release
Non-government web site/press
release
Local newspaper, magazine or news
blog
Government web site/press release
Government web site/press release
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Government web site/press release
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Government web site/press release

Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Non-government web site/press
release
Local newspaper, magazine or news
blog
Newswire service
Non-government web site/press
release
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Newswire service

TABLE 9.1—Document Sources in Chronological Order for Tennessee
Date

Publication Name

Publication Type

2013-Mar 27

Representative Phil Roe Press Release

Government web site/press release

2013-Mar 27

State Senate - Republican Caucus Press
Release

Government web site/press release

2013-Mar 27

The Associated Press State & Local Wire

2013-Mar 28

Humphrey on the Hill

2013-Mar 28

Representative Phil Roe Press Release

2013-Mar 29

Humphrey on the Hill

2013-Jul 22

The Tennessean

2013-Sep 28

Memphis Daily News

2013-Oct 10

Tennessee Democratic Party Press Release

2013-Nov 19

Jackson Sun

2013-Dec 01

The Associated Press State & Local Wire

2013-Dec 10

Knoxville News Sentinel

2013-Dec 10

Tennessee Ticket

2013-Dec 11

The Associated Press State & Local Wire

2013-Dec 11

Vanderbilt University Press Release

2014-Jan 02

Times Free Press

2014-Feb 20

Congressional Documents & Publications

2014-Jul 09

The Tennessean

2014-Sep 13

Memphis Daily News

2014-Dec 03

Vanderbilt University

2014-Dec 04

Tennessee Commission on Children and
Youth

Newswire service
Local newspaper, magazine or news
blog
Government web site/press release
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Government web site/press release
Local newspaper, magazine or news
blog
Newswire service
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Newswire service
Non-government web site/press
release
Local newspaper, magazine or news
blog
Government web site/press release
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Non-government web site/press
release
Non-government web site/press
release

2014-Dec 15

Rep. Steve Cohen Press Release

Government web site/press release

2014-Dec 15

The Tennessean

2014-Dec 16

Southern Poverty Law Center Press Release

2014-Dec 16

Times Free Press

2014-Dec 19

Nashville Public Radio

Local newspaper/news blog
Non-government web site/press
release
Local newspaper, magazine or news
blog
Local radio station or web site

2014-Dec 20

Modern Healthcare

2014-Dec 21

The Commercial Appeal

2014-Dec 23

Tennessean

National newspaper/news blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
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TABLE 9.1—Document Sources in Chronological Order for Tennessee
Date

Publication Name

Publication Type
blog

2014-Dec 28

NPR

2014-Dec 29

St Joseph News

2015-Jan 05

Paris Post-Intelligencer

2015-Jan 09

The Tennessean

2015-Jan 14

Associated Press State & Local Wire

2015-Jan 14

Families USA Press Release

2015-Jan 15

Times Free Press

2015-Jan 27

Beacon Center of Tennessee

2015-Jan 29

The Heartlander

2015-Jan

CBER

2015-Feb 03

Global Association of Risk Professionals
Press Release

2015-Feb 04

Knoxville News Sentinel

2015-Feb 05

Heartland Institute Press Release

2015-Feb 06

NBC News

2015-Apr 01

The Lebanon Democrat

2015-Feb 26

USA Today

2015-Mar 30

Commercial Appeal

2014-Dec 16

Times Free Press

166

National radio station or web site
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog
Newswire service
Non-government web site/press
release
Local newspaper, magazine or news
blog
Non-government web site/press
release
Local newspaper, magazine or news
blog
Non-government web site/press
release
Non-government web site/press
release
Local newspaper, magazine or news
blog
Non-government web site/press
release
National television news or web site
Local newspaper, magazine or news
blog
National newspaper/web site
Local newspaper, magazine or news
blog
Local newspaper, magazine or news
blog

TABLE 9.2—Number of Applications per Root Code for Tennessee
Root code

Number of applications

Affordable Care Act
Coverage and care
Economy, budget and financial sustainability
Government role, responsibility and accountability
Morality and rights
Political and electoral considerations
Research outcomes
Self-sufficiency and work
Social construction of the deservedness of target populations
State autonomy, capacity and innovation
View of ideal type of health coverage
Total
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32
(7.7%)
49
(11.9%)
85
(20.6%)
34
(8.2%)
19
(4.6%)
7
(1.7%)
16
(3.9%)
16
(3.9%)
73
(17.7%)
69
(16.7%)
13
(3.1%)
413

TABLE 9.3—Most Common Applications per Root Code by Type of Stakeholder
Most Common Applications per Root Code

Government

Coverage and care
Economy, budget and financial sustainability
Social construction of the deservedness of target populations
State autonomy, capacity and innovation

168

13
(26.5%)
37
(43.5%)
28
(38.4%)
36
(52.2%)

Nongovernment
36
(73.5%)
48
(56.5%)
45
(61.6%)
33
(47.8%)

Total
49
85
73
69

CHAPTER 6
DISCUSSION
The Patient Protection and Affordable Care Act created a new, mandatory Medicaid eligibility
group: non-disabled adults under 65 years old, whose incomes were at or below 138% of the federal
poverty level and otherwise not already eligible for federally-funded Medicaid. This included parenting
adults with incomes too high for their state’s Medicaid programs, but primarily impacted adults without
children – as almost all states at that time excluded non-disabled, non-parenting adults from Medicaid
regardless of how little income they made.
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Then two years and three months after the ACA was signed into law, the United States Supreme
Court ruled that the federal government could not withhold Medicaid funding from states if they did not
expand Medicaid to this new group, thus leaving it up to states to determine who should qualify for this
public benefit. In the next few years, some states expanded Medicaid coverage, while other states did
not. Although states that immediately expanded Medicaid were typically led by a Democratic Governor
and a majority of Democratic state legislators, the outcomes across all states were not always predictable
based on political party. Equally important, even though each state’s decision was largely characterized
as either acceptance or refusal of Medicaid expansion,

85

the discourse and resulting policy outcomes

were less binary, with implications for the future of the Medicaid program.
Research on state responses – both the discourse and the Medicaid policy action (or in action) –
can deepen our understanding of critical policy decisions impacting Medicaid, a program shared between
the federal and state governments with a continually contested future as one of the largest sources of
health insurance in the United States. Schneider and Ingram’s framework of the social construction of
target populations was valuable in such an analysis as it has been applied in previous studies that
showed how the characterizations or constructions of deservedness of intended beneficiaries affected the
scope, eligibility, and burdens of a government sponsored benefit.

32,33,63-67,82

While the social construction

framework did not invent the idea of deservedness, applying it to the discourse and decisions regarding
Medicaid expansion could help improve our understanding of how government officials and interest
groups justified policy outcomes when it came to the allocation of public benefits. In turn, a policy design
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allocating benefits to target populations could shape or alter past constructions of deservedness through
the resulting policy outcomes.

32,33,35

Summary of Methodology
At the start of my research, none of the previous studies on Medicaid decision-making applied the
social construction of target populations framework developed by Schneider and Ingram.

57-61

In addition,

these same studies characterized state decisions on Medicaid largely as expansion or no expansion,
downplaying the variation and fluidity in Medicaid eligibility design across the states. The policy choices
were also viewed as largely predictable depending on the dominant political party in a particular state,
when examining the discourse more closely would have demonstrated differences even among members
of the same political party, which not only resulted in unexpected outcomes, but also determined future
Medicaid eligibility designs.
To address these gaps, I incorporated the social construction of target populations approach to
conduct a qualitative content analysis for the purposes of examining the constructions of deservedness of
Medicaid target populations and its relationship to the resulting Medicaid policy designs. I chose six states
that represented the four earliest policy responses to the ACA and reviewed the political discourse in
each of these states leading up to their Medicaid expansion decisions. The coding frame was initially
informed by the social construction framework and prior studies that applied the social construction
categories using a qualitative content analysis method. The first version of the coding frame contained
only four codes. After reviewing the starter text in all the documents from two states, I identified additional
themes in the discourse and expanded the coding frame beyond the social construction of deservedness
into 11 root codes consisting of 29 subcodes. Each root code represented a different theme. See again
Table 3.3.
To conduct the research, I searched for relevant key words primarily using the NexisUni
database. I reviewed the political discourse – of both government and non-governmental stakeholders
found in publicly available, primary or secondary document sources starting on March 23, 2010 up until
state government officials made a final determination, which varied by state: as early as January 16, 2013
and as late as February 4, 2015. Data sources for the content included statements to local media; state
health department, legislature, and Governor web sites; operational directives drafted by government
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officials; and issue briefs and public statements from interest groups that supported or opposed Medicaid
expansion.
Summary of Major Findings
Across all six states in this study, the two dominant themes in the discourse were the economy,
budget and financial sustainability and state autonomy, capacity and innovation. Both opponents and
supporters of expansion used these same arguments to justify their position and persuade other
stakeholders. In all the states except for one, the social construction of deservedness was also among
the most common themes in the discourse leading up to each state’s decision. Expansion supporters
often described the new eligibility group as working poor, working families, hardworking taxpayers and
fellow citizens who could not afford health care unless they obtained Medicaid. Opponents described the
target populations as able-bodied individuals who should not gain a benefit traditionally reserved for the
truly needy. Stakeholders who supported a third or alternate way made distinctions within the same target
population to justify excluding a subset of people or adding conditions to Medicaid eligibility and
enrollment.
Specific Aims
Except for Washington, the social construction of deservedness among target populations was a
prominent theme among both supporters and opponents of Medicaid expansion. Following is a summary
of the findings in each state related to my specific aims:
(1) Identify how government officials and interest groups constructed deservedness among
Medicaid target populations.
•

In Washington (D), the social construction of deservedness was barely noted. When the
target population was mentioned, in one sample excerpt they were referred to as “working
families”, a common term used by expansion supporters.

It was commonly cited in the discourse in all the other states in the study regardless of the final policy
response to the Medicaid expansion.
•

West Virginia (D) supporters similarly described newly eligible populations as “working
families”. They also characterized them as the “working poor, hardworking, work jobs with no
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insurance, people who work for small employers who can't afford health insurance,
hardworking West Virginians and hardworking but uninsured citizens.” I did not identify any
text in which expansion supporters differentiated between the traditional target population
and newly eligible adults.
•

Wisconsin (R) expansion supporters described target populations as “hardworking
taxpayers, working adults, low-income Wisconsinites including low-income women without
dependent children”; while expansion opponents argued that the able-bodied should not get a
handout, especially at the expense of seniors and people with disabilities. This included the
Governor, who constructed the individuals with incomes below the federal poverty level as
only ones who were truly needy.

•

Arizona (R) supporters mentioned the newly eligible adults and described the target
populations as “uninsured families, most vulnerable citizens and fragile”. The Governor also
noted that the intended beneficiaries represent “fellow Arizonans who have lost jobs and their
health insurance”. While they sometimes mentioned eligibility groups considered more
sympathetic that adults without children, expansion supporters largely did not focus on the
differences within the target population.

•

Indiana (R) supporters constructed both traditional and newly eligible target populations as
“fellow citizens, working Hoosiers who need help, the poorest and sickest, widows and
orphans, and lower-income workers and the marginalized”; while opponents argued that
traditional Medicaid beneficiaries, namely “low income children, pregnant women, and the
aged, blind and disabled”, are the only groups who truly need Medicaid. The Governor
created a third way by describing the newly eligible adults as individuals who need more “skin
in the game” and his plan would “empower people to take greater ownership of their
healthcare choices”.

•

Tennessee (R) supporters constructed target populations in terms like the “uninsured
working poor, working Tennesseans, Tennessee families, most vulnerable, low-wage
earners, hardworking folks and their families and every Tennessean who works for a living
because they deserve dignity and security”; while opponents argued that it is not necessary
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to expand Medicaid for able-bodied people who could work, especially because it would be at
the expense of traditional eligibility groups like seniors. The Governor proposed a plan to
enroll newly eligible adults as long as they had “skin in the game”, and would “reward healthy
behaviors”.
(2) Determine the extent to which the constructions of deservedness reflected, reinforced, or
contested the four Medicaid eligibility designs.
•

Washington (D), West Virginia (D) and Arizona (R) reflected, reinforced and contested the
deservedness of the newly eligible adults by expanding Medicaid without conditions. It was
reflected and reinforced to the extent that expansion supporters characterized the target
populations as deserving and advocated for an outcome that aligned with and strengthened that
construction. At the same time, through their resulting policy choices all three states contested
the undeservedness of non-disabled, non-parenting adults who were ineligible for federal
Medicaid prior to the ACA, and were viewed by opponents as less deserving or undeserving in
contrast to the original Medicaid eligibility groups.

•

Wisconsin (R) reinforced the view that some populations were more deserving than others by
expanding Medicaid to only a subset of the target population – individuals with incomes below the
federal poverty level. At the same time, Wisconsin contested the idea that individuals with
incomes above 100% of the federal poverty level deserved Medicaid by refusing expansion for
this subset of the potential beneficiaries.

•

Indiana (R) both contested and reinforced the deservedness of the target population. By
expanding Medicaid, they contested the idea that non-disabled, non-parenting adults were
undeserving of Medicaid. However, because their Medicaid expansion was conditional, they
reinforced the view that these newly eligible adults did not deserve Medicaid unless they follow
certain requirements that were not imposed on traditional Medicaid beneficiaries.

•

Tennessee (R) refused to expand any coverage, which reflected and reinforced the view that
non-disabled adults did not deserve Medicaid, based on a false dichotomy that if a prospective
target population was able to work, they did not need to depend on the government for
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assistance. Tennessee also contested the notion that lower income individuals deserved
Medicaid by refusing expansion for the entire target population.
(3) Analyze the extent to which Medicaid eligibility design created tiers of deservedness among
different Medicaid target populations.
•

Washington (D), West Virginia (D) and Arizona (R) did not create tiers of deservedness by
accepting Medicaid expansion without conditions. While stakeholders across all these states did
not always amplify the benefit to non-disabled adults without dependent children, the resulting
policy outcome still meant the intended beneficiaries were deserving of Medicaid and newly
gained coverage.

•

Wisconsin (R) allocated the Medicaid benefit to a more deserving target population –
individuals with incomes below the federal poverty level. Other target populations with higher
incomes, who would have qualified for Medicaid in other states that expanded Medicaid as the
ACA intended, had to buy private health insurance.

•

Indiana (R) allocated the Medicaid expansion benefit to the intended target population, but
created rules or burdens the beneficiaries had to follow because they were still less deserving
than traditional Medicaid populations like children and people with disabilities.

•

Tennessee (R) excluded the entire target population altogether, who would not be granted any
type of health coverage as they were viewed as undeserving in contrast to traditional Medicaid
beneficiaries.
These findings demonstrated the same patterns discussed earlier in my review of the literature

examining the discourse on different types of public benefits. First, social constructions of deservedness
were exploited to elevate the differences or the similarities within the same target population, depending
on opposition or support for expansion. Opponents tiered one eligibility group as more deserving than
another eligibility group to argue against expansion. Supporters tended to talk about the entire target
population as deserving, yet would at times highlight the subgroups they believed would gain more
sympathy. Second, as in past research, my study showed that distinctions are inherent to social
constructions – deservedness was used to contrast or polarize. That is, the differences were not just
neutral comparisons, but traits marked as positive or negative, deserving or less deserving or
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undeserving. Lastly, these results showed that social constructions of dependents and deviants have the
potential to be altered or disrupted, especially if a more powerful group would also gain benefits as a
consequence of the (re)construction.
Most common code applications
The social construction of deservedness was not the only theme identified in the political
discourse. See Table 10 for the number and percentage of all the root codes and Table 11 for a summary
of the policy outcomes, conditions leading up to the outcome and the most common code applications in
each state.
Across five of the six states, for both supporters and opponents of Medicaid expansion, the four
most common code applications justifying their respective positions were the economy, budget and
financial sustainability; social construction of the deservedness of the target populations;
coverage and care; and state autonomy, capacity and innovation. Although code frequency was not
sufficient to conclude definitively that one or more themes was more persuasive or influential leading up
to the policy outcome in each state, it remained meaningful that in all states except for one, these four
dominant themes emerged, potentially influencing support of or opposition to Medicaid expansion.
Equally important, in all six states the economy, budget and financial sustainability and state
autonomy, independence, and innovation were among the most commonly reported reasons
mentioned by both supporters and opponents of Medicaid expansion.
Following is a discussion of the findings where I examined the set of shared conditions across
each state: dominant themes in the political discourse; political party and the role of the Governor; and
policy legacies – to analyze the circumstances that facilitated or hindered the Medicaid policy outcome.
Dominant themes in the discourse
The social construction of the deservedness of target populations
More than fifty years after Medicaid was enacted, and over 200 years after a federal benefit was
debated in Congress for perhaps the first time, these findings have shown that policymakers and policy
advocates continued to characterize intended beneficiaries of a public benefit on a range of
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deservedness when determining eligibility, regardless of public health concerns. As discussed in earlier
sections, supporters constructed newly eligible Medicaid beneficiaries as deserving because they were
for example, “hardworking or part of the working poor”. In other statements, supporters elevated
traditional Medicaid beneficiaries who would also gain coverage to generate wider support for expansion.
In some states, supporters advocated for or accepted an alternative design with conditions because the
intended beneficiaries would have to follow additional rules to enroll in and maintain their Medicaid
coverage. These rules could also be described as burdens, which were disproportionately inflicted on less
powerful target populations and would make it more difficult for them to obtain or keep a benefit.

32,33,35

Opponents highlighted the contrast between more deserving, traditional Medicaid eligibility groups and
the newly eligible group, whom they viewed as less deserving or not deserving at all.
In West Virginia, Wisconsin and Arizona, supporters generally avoided amplifying differences
within segments of the target population and characterized them broadly as uninsured hardworking
individuals and families who needed health care but were not able to afford it no matter how hard they
worked. At times they elevated more sympathetic characteristics of the target population or more
sympathetic subgroups within the target population to gain support for expansion, but no group was
considered undeserving. In Wisconsin however, the Governor and his allies repeatedly characterized
individuals living below the federal poverty level as the only group who truly needed Medicaid. While in
Indiana, supporters of the alternate expansion characterized the target population as deserving only if
they complied with the rules under HIP 2.0; otherwise, an expansion without conditions would reward an
undeserving population. Finally, in Tennessee, the Governor also opposed the ACA expansion, and tried
a third way. But his alternate proposal did not satisfy health care reform foes who opposed any expansion
of Medicaid coverage, even with conditions or only to a subset of the target population.
The social construction framework was also useful in analyzing both the reconstruction of target
populations and polarization in the discourse. Whether or not they were successful, advocates attempted
to resist the dominant constructions. In some cases it did make a difference and resulted in a few gains
for the target population. Restrictions and conditions on Medicaid expansion were resisted in West
Virginia and Arizona, while in Wisconsin, Indiana and Tennessee, full expansion supporters were not able
to overcome the opposition or move publicly neutral stakeholders to their side. In these latter three states,

176

the differences within the target populations for Medicaid overall were reinforced, amplifying who was
more deserving, less deserving or undeserving. Thus demonstrating how the political discourse
emphasized contrast to justify policies premised on, and resulting in, the inclusion and exclusion of
certain groups of people.
Economy, budget and financial sustainability
Both expansion supporters and opponents consistently remarked on the economic benefits or
risk. Supporters argued that Medicaid expansion would improve the financial circumstances of Medicaid
beneficiaries; increase federal revenue to the states; improve a state’s economy; reduce uncompensated
costs for hospitals by providing new sources of reimbursement; and create and sustain employment in
health care and other industries. Opponents claimed that states would still need to cover any costs not
paid for by the federal government; Medicaid did not adequately reimburse health care providers; the
drain on state budgets would impact the state’s economy overall, leading to unemployment and budget
deficits; and increased Medicaid payments to hospitals are akin to corporate bailouts. Even if a
stakeholder did not express an opinion on expansion, they mentioned their concern over lower Medicaid
payments and the capacity of current providers to absorb newly enrolled patients, with the ACA possibly
worsening these problems. All of the states in this study had expanded Medicaid eligibility in the past but
closed enrollment to most beneficiaries due mainly to funding gaps, and some government officials
conveyed a reluctance to implement a similar program that would be again at risk of unexpected costs.
Nonetheless, any revenue gain was seen as beneficial for many stakeholders. Certain health care
providers that supported expansion or remained on the sidelines ultimately conceded or did not oppose
any plan that improved insurance enrollment due to the added source of reimbursement previously
unavailable, even if a Governor proposed an alternate design or an approach benefitting only a subset of
the target population.
Even as Washington was moving forward with implementation, supporters would continue to cite
the increased revenue to the state as a critical factor. While the West Virginia Governor was more
hesitant, interest groups that supported expansion also used economic arguments to boost their case.
When other elected officials in the same political party disapproved of the Arizona Governor’s expansion
plan, she mobilized the support of health care providers that would benefit financially. In Indiana and
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Wisconsin, the increased revenue to the health care industry was also noted as an important reason for
expanding coverage even if it was not the full expansion as the intended in the health reform law. In
particular, in Wisconsin, despite the broad coalition calling for a full Medicaid expansion to the entire
target population as intended by the ACA, it was not enough to counter the Governor’s actions and the
inaction among some members of the health care industry in exchange for a new source of
reimbursement. In spite of the economic benefits, the Tennessee Governor was unable to overcome the
election fears of legislators in his own party, stoked by a powerful interest group opposed to expansion of
government funded benefits.
State autonomy, independence, and innovation
Both supporters and opponents of expansion appealed to a state’s authority and responsibility to
determine public benefits eligibility, typical of programs characterized by federalism like Medicaid.

48

Both

groups emphasized that whichever decision they were advocating for was the “right” thing to do for the
state’s residents. Supporters also mentioned that other states were getting federal funding that should be
going to their state. Supporters additionally asserted that their state had the experience and capacity to
implement Medicaid expansion. Similarly, opponents referred to a state’s experience and capacity for
innovation to justify proposing an alternate expansion or restructuring Medicaid altogether. Both
supporters and opponents insisted on Medicaid expansion being a local issue, and declared a state’s
authority as equal to or superseding the federal government’s authority. The assertion of state autonomy
among both supporters and opponents, and its dominance across all the states in this study – whether
they expanded, refused, or chose another path, showed that federalism can be both a source of
coordination between federal and state governments in managing and financing Medicaid or a point of
contention when the power to decide is negotiable. The tension is also inherent in a program constructed
from the very beginning to be jointly funded and administered by the federal government and the
states.

46,50

Even in a state like Washington, where the state government was proceeding with ACA
implementation earlier than in almost all other states, there was still some public disagreement over
whether or not Medicaid expansion was the right decision for the state. Indiana, Tennessee and
Wisconsin government officials and non-government advocates used the notion of state choice, flexibility
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and innovation to argue in favor of the ACA Medicaid expansion, an alternate design with conditions, or
refusal of Medicaid expansion. In Arizona, the Governor used state autonomy as one of her top
justifications for both her initial, staunch opposition to expansion and then her equally vociferous support
just a few short months later. Regardless of the favored policy decision and outcomes, state autonomy
was an omnipresent theme in the discourse across all six states.
The idea of state autonomy was used to advance Medicaid expansion, but it has been used in the
past and still used in the present by government officials and interest groups to enforce policies that
discriminate based on race and ethnicity.

323,324

When Medicaid was still part of the welfare program

known as Aid to Families with Dependent Children (AFDC), states had flexibility in designing AFDC,
which some leveraged to create exclusions like “seasonal employment” to deny government assistance to
Black families who were disproportionately represented in that type of work.
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Over the years states

have referred to state autonomy or to the historically pernicious “states’ rights” argument to justify the
denial of government assistance and civil rights to Black communities.

323,324

Future research on states

that have not expanded Medicaid predominantly under the guise of states’ rights would be helpful in
further unpacking how this legacy has influenced policy decisions on government benefits.
Coverage and care
While both supporters and opponents agreed that the Medicaid expansion would result in more
people getting enrolled into health insurance, they diverged on the consequences of increased
enrollment. Supporters advocated for Medicaid expansion because it meant an increase in health
insurance coverage, resulting in more people accessing necessary care and the overall improvement in
health outcomes among the target population. In their statements, supporters elevated specific groups of
people that would gain coverage and care like low-income women or working people unable to afford
care before the ACA. While opponents acknowledged the increased insurance enrollment, they
disapproved because they did not believe enough providers accepted Medicaid, nor delivered high quality
health care when they did. Similar to supporters, opponents would at times highlight the populations who
would benefit from increased coverage to justify their opposite view – populations whom opponents did
not view positively – namely immigrants and non-disabled, non-parenting individuals.
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Government officials and advocates in West Virginia and Arizona who supported expansion
would highlight the lack of insurance as the reason many people avoided preventive health care visits and
treatment of chronic illnesses, and then wound up in emergency rooms. A Wisconsin coalition argued in
favor of improved coverage and care as an inherently positive outcome of the Medicaid expansion. Even
if they were not successful in persuading the Governor to support full expansion, the state enacted a
policy that increased coverage overall. As long as Wisconsin expanded Medicaid coverage and allowed
other lower income groups to purchase subsidized health insurance, certain interest groups did not voice
public opposition. Similarly, Indiana’s alternate design also resulted in improved Medicaid enrollment, the
most important outcome from the perspective of many in the health care industry, regardless of how
eligibility was designed.
Self-sufficiency and work
While less common in the political discourse among the states in this study, self-sufficiency and
work was nonetheless present in five of the six states and worth noting due to the current debates over
Medicaid. An excerpt was coded as self-sufficiency and work if the stakeholder claimed either Medicaid
expansion promoted dependency, unemployment or unhealthy behavior or Medicaid expansion promoted
personal responsibility, independence, employment or healthy behavior. Connecting work to Medicaid
was dominant even among supporters of a full Medicaid expansion when they constructed target
populations as hardworking families or working poor, for example. By working, the target population has
earned or deserved Medicaid. In this context the social construction of deservedness is connected to selfsufficiency and work. Supporters implied that Medicaid expansion is a reward for people who were
already working, while opponents claimed Medicaid expansion would discourage it. Expansion advocates
who also supported Medicaid with conditions noted how the rules would promote self-sufficiency and
employment. The view of working to earn or deserve the Medicaid might have opened the door to its
increasing popularity among several states in the present time.

326

Among the states included in this research, Arizona, Indiana, Tennessee, West Virginia and
Wisconsin were in different stages of considering, applying for or implementing a work requirement in
their Medicaid programs as of this writing.
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However, both Indiana and Arizona suspended their

approved work requirements due to the litigation blocking its enactment in other states.
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327,328

Wisconsin,

under a new Governor, announced delaying its implementation until 2020.

329

While in West Virginia, the

legislature did not have enough votes to pass a bill that would impose work requirements, arguably due in
part to the advocacy of some of the same interest groups who supported Medicaid expansion.

330

Finally,

in Tennessee, which has still not expanded Medicaid, was seeking not only to add a work requirement for
parenting and caregiving adults, its Governor also proposed to convert their Medicaid program to a block
grant, which would result in serious reductions in federal financing and is legally questionable given that
block granting Medicaid would limit a state’s ability to provide “medical assistance” to eligible individuals
as required by federal law.

186,331

Government and Non-government Talk and Text
I identified both similarities and differences between governmental and non-government
stakeholders on what themes they emphasized in the discourse. In five states, individuals acting on
behalf of non-governmental entities or who had no organizational affiliation were represented in a majority
of the written and spoken statements that elevated the social construction of the deservedness of
target populations.
Washington was the only state where I did not identify social construction as a common theme,
although when it was noted, social construction was mentioned more often by a government official.
Indeed, government officials in Washington were more engaged in the political discourse about Medicaid
expansion, likely because they were among the earliest states to implement the ACA and faced less
controversy compared to the other states in this study.
There were other examples of variation across a few states. In Tennessee, among the
statements coded as state autonomy, capacity and innovation, a slight majority were issued by
government officials; while in Arizona it was two-thirds, perhaps reflecting the robust debate that occurred
between elected representatives in both the state and federal governments after the Governor declared
her support for expansion.
In Indiana, West Virginia and Wisconsin, non-government stakeholders communicated a majority
of the statements in each of these code applications, in addition to social construction: economy, budget
and financial sustainability; coverage and care; and state autonomy, capacity and innovation.
Indiana took more than two years to develop and receive approval for their Medicaid alternative, allowing
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advocates to voice their disapproval or agreement with the state government. West Virginia did not
immediately support expansion, galvanizing interest group activity in that state. Wisconsin quickly
dismissed the ACA model, which further mobilized a coalition of organizations who were already
coordinated in opposition to the Governor’s policies more broadly. In spite of the shared themes in the
discourse, each of these three states had three different Medicaid outcomes.
Other circumstance in all six states also played a role in determining the policy outcome. Besides
the political discourse, additional conditions leading up to the Medicaid decision potentially disrupted or
enabled the final policy response. Affirming prior research on why states expanded Medicaid, state
decisions might also be influenced by the combination of political party pressures and policy legacies,
including interest group advocacy.
Political Party and Role of the Governor
A key condition influencing Medicaid expansion outcomes was the political party and Governor
who controlled the state government. Among the states, it would be varying combinations of party
influence and the actions of the Governor; the actions of the Governor regardless of political party
pressure; or the strength of the political party’s allies in spite of the Governor’s wishes. In most of the six
states, the Governor’s role seemed especially critical, including successfully navigating relationships with
interest groups and with their own political party leadership. Prior case studies have shown the extent to
which the Medicaid policy outcome in certain states seemed largely determined by the individual who
held the Governor’s seat.

30,59,90

In Washington, the Democratic Governor quickly moved forward with little opposition. The
Medicaid expansion was still an issue due to the actions of a Republican Attorney General who opposed
the ACA and had political ambitions of his own. But the controversy was ultimately shut down after a
Democrat strongly committed to continuing the policies of his predecessor won the gubernatorial election.
In West Virginia, one of the few Democratic-led states in the South, the Governor, who also ran in two
separate elections, did not immediately accept expansion. But after two successful campaigns, he went
ahead and announced his support for expansion.
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In the Republican-led states of Arizona, Wisconsin, Indiana and Tennessee, Medicaid “refusal”
seemed to be the expected outcome, especially when leading political figures in all these states were
opposed to the ACA. Yet in spite of the opposition within her own party, the Arizona Governor, with the
assistance of supportive interest groups, successfully pushed through expansion. In Wisconsin and
Indiana, the Governors’ expansion plans were approved because they provided just enough
improvements in coverage, while continuing to denounce the ACA, to prevent broad-based, united and
effective opposition from non-government organizations and from members within their own political
party. Tennessee almost expanded Medicaid through an alternate design, but interest groups allied with
the Republican party were able to help block passage of that Governor’s expansion plans.
Policy Legacies
Jacobs and Callaghan found that a state’s previous policy on Medicaid coverage was related to
that state’s current decision on Medicaid expansion: a state that expanded Medicaid eligibility in the past
was more likely to move forward with expansion under the Affordable Care Act.

57

Before the ACA, all of

the states in my research had expanded Medicaid to non-disabled adults under 65 years old who
otherwise would not be eligible for Medicaid.
Mark Peterson’s work in “The limits of social learning: translating analysis into action,” which
described the extent to which previous polices can affect future decisions, is a useful framework for this
part of the analysis.

332

According to Peterson, there are two types of policy legacies or long-term

outcomes: (1) structural effects and (2) social learning effects. Structural effects occur when policymaking
alters or creates policy infrastructures, like government procedures, interest groups, and policy networks.
For social learning effects, there are two subtypes: (a) substantive learning and (b) situational learning.
Substantive learning occurs through the dissemination and exchange of facts, research and analysis of a
given policy topic while situational learning involves understanding the types of policies that are
achievable under a certain political climate.

332

Since Washington already had an infrastructure in place for an earlier expansion similar in
eligibility requirements to the ACA’s Medicaid expansion, it was less challenging than in other states to
opt into an early expansion by shifting Basic Health Plan enrollees into the Medicaid program. West
Virginia, Wisconsin, Indiana and Arizona also had some type of Medicaid for adults previously in place so
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restoring Medicaid coverage was considered a positive development by many interest groups, even if
each state chose different pathways and albeit not without controversy. It also meant that the states had
the technical expertise and experience with eligibility systems to enroll a newly eligible group. Moreover,
since all these states had previously expanded Medicaid coverage, both supporters and opponents
recognized that expansion was politically possible. Although Tennessee had expanded Medicaid to
uninsured adults years before the ACA, after ten years they had to end the program and actively disenroll
thousands of people. This experience seemed to have an especially troubling impact on many
stakeholders, who would mention it often when Tennessee was still debating expansion. In the case of
Tennessee, this policy legacy might have influenced the debates and outcome in the opposite direction.
In all six states, consumer advocates, health care provider networks and other coalitions had
been established before the ACA from previous campaigns or expansions, only to be reinvigorated when
the Medicaid expansion became optional. While health care providers in Arizona collaborated with the
Governor to achieve full expansion, enough interest groups in Wisconsin chose not to advocate against
the Governor’s plan. Tennessee also had existing interest groups supportive of expansion, but national
organizations with local affiliates and allied with the Republican party targeted states like Tennessee to
halt any coverage expansion.
Strengths
I conducted my document search using an established database that stored a large quantity of
content from a wide range of sources. Consequently, I was able find enough documents that included
numerous examples of the political discourse in each of the six states. My data collection yielded a total
of 341 relevant documents, sufficient to demonstrate that the same ideas were being reinforced and
repeated across different states. Indeed, the research findings showed there were common and
consistent themes in the discourse leading up to each state’s Medicaid expansion decisions. The policy
outcomes also largely aligned with how the deservedness of the target populations was socially
constructed.
Although this research was not a case study, I used a case study approach to narrow the
selection to six states by determining which states share a condition or set of conditions and to what
extent it led to the same or different outcomes. The combination of this approach with a qualitative
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content analysis of the political discourse allowed for an improved understanding of the circumstances
underlying the Medicaid decisions in each state. It demonstrated that categorizing state decisions as
either acceptance or refusal of Medicaid expansion ignored both the similarities and differences across
the states’ policy designs, policy responses, policy histories, and politics. It also showed that
distinguishing policy responses as either acceptance or refusal of Medicaid expansion obfuscated the
range of themes stakeholders used to justify their positions and mobilize support.
The findings also affirmed the outcomes of prior studies on Medicaid expansion that showed
there was no single factor connected to a state’s policy outcome. In addition to the political discourse, a
state’s expansion decision was the result of a combination of shared conditions such as political party
pressures, policy histories, and interest group advocacy.

57-61

I can reasonably conclude that future

research on Medicaid expansion in other states or on other public benefits using the same theoretical
framework and methodology would produce similar results.
Limitations
In my document analysis, it was not clear in the talk and text how the gender, race and ethnicity
of Medicaid target populations impacted eligibility decisions. Past research has shown that racial
disparities in health coverage remained after the ACA due to communities of color disproportionately
living in non-expansion states.

333

Equally important, past statements on AFDC eligibility groups that have

proven to be influential and persistent, betrayed both gendered and racialized assumptions of recipients
of government assistance.

25,66,334

However, the extent to which opposition to Medicaid expansion linked

to these same assumptions is not discernable in the document sources, with the exception of the
occasional references to “welfare,” as noted earlier.
Another limitation was the frequency of code applications might have been the result of media
decisions on which topics to cover and which individuals to quote. The ability and access to resources of
some stakeholders to participate in the public debates more than others was also a related factor.
Although it was beyond the scope of this research, the media had a role in shaping and reinforcing the
most common themes in the political discourse as messengers, message architects and influencers.

106,107

Further research would be necessary to evaluate the extent of the media’s influence in shaping Medicaid
debates and policy designs. In addition, as I mentioned previously, during the first few years of Medicaid
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expansion in the six states, I found very few discussions about expansion on social media. As states
continue or renew debates over Medicaid expansion, a study of the current discourse would likely yield
more document sources from interactive platforms.
For this study, I included only states where one party represented a majority among the state
leadership. Since I did not include states where political party control is divided, these findings might offer
few insights into the policy responses regarding Medicaid expansion under those conditions. Examining
the circumstances leading up to decisions among such states would be explored through additional
research.
Conclusion: Implications for the Future of Medicaid Policy
Along with Medicare, Medicaid is the oldest public health insurance program in the United States
and is now one of the largest sources of coverage.

36

While the program has shown to be durable, it has

also been contentious and vulnerable to disruptions, subsequently eliciting strong responses from its
defenders and foes.

46,50,93,195,318

The expansion under the Affordable Care Act was a continuation of this

dynamic. In addition to the policy responses among the selected six states, the political discourse might
have had profound implications for future public health and public policy.
While my research ended after the earliest phase of ACA implementation, elements in the
discourse have also shown to be the start of another debate about the future of Medicaid. The Medicaid
program is on the cusp of possibly more long lasting changes. Just a few years ago, Congress almost
enacted the American Health Care Act, which if it had passed, would have drastically restructured
Medicaid by ending the program as an entitlement and reducing federal matching funds to the states by
$880 billion.
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While these efforts to alter Medicaid across the entire country have been unsuccessful so

far, under the current federal government the Centers for Medicare and Medicaid has attempted to give
individual states further flexibility by promulgating rules to encourage the addition of work requirements as
a condition of Medicaid eligibility.

77,336

Under the previous federal government in the earlier years of ACA implementation, Indiana tried
to introduce work requirements, but this proposal were denied.

81

As noted earlier, multiple studies have

shown that most Medicaid enrollees already worked and did not have access to affordable insurance; or
were not employed because they take care of relatives, have a disability, or attend school.
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21,27,78,79,337

The

only state that has implemented a work requirement to date – Arkansas – was blocked by a federal court
as it has resulted in almost 19,000 individuals losing coverage due to confusion or unfamiliarity about the
rules as well as the burdensome reporting imposed on enrollees.

338

These outcomes might not be surprising given the earlier discourse about expanding Medicaid.
Although it was not a sole predictor of a state’s decision, the deservedness of target populations as
measured by ability to work continues to be salient in our current debates about the present and future of
Medicaid. Who qualifies for Medicaid can and does send a message that certain populations are
considered more deserving of assistance than others. Medicaid eligibility design has reflected, reinforced
and sometimes disrupted both positive and negative constructions of Medicaid target populations.
The discourse will continue to shift depending on whether the work requirements are allowed to
take effect and expanded to more states. In addition to work requirements, new federal guidelines issued
in late January 2020 have revived how target populations are reconstructed. In a letter to all state
Medicaid Directors, in exchange for more state flexibility, the CMS encouraged states to convert Medicaid
coverage for certain eligibility groups to block grants, which would limit Medicaid spending and allow
states to impose additional requirements to eligibility and enrollment.

339

When CMS Director Seema

Verma announced the plan, she repeated the same constructions of deservedness she used to justify the
Indiana expansion, according to this report: “Ms. Verma has often suggested that adding healthy workingage adults to the program has threatened its viability for more fragile populations, like children, the elderly
and the disabled. She did so again in a call with reporters that Medicaid ‘was not originally designed for
this group’ and that many states had been ‘far too lax’ in verifying whether people are even eligible.”

340

The proposal is titled “Healthy Adult Opportunity”, again making distinctions within target populations
since it primarily applied to adults who became newly eligible for Medicaid under the ACA’s Medicaid
expansion. These circumstances, along with a case winding its way through the federal courts, Texas v.
United States, the latest challenge to the Affordable Care Act, could again upend the Medicaid program.
341,342

Under these conditions, another round of debates over which target populations deserve Medicaid

has already begun. How the federal government and the states respond in both the discourse and in the
policy design is an essential public health topic for further research.
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TABLE 10—Number of All Root Code Applications by State

Root codes

Economy,
budget and
financial
sustainability
Social
construction of
the
deservedness
of target
populations
State
autonomy,
capacity and
innovation

WA
(D)

WV
(D)

WI
(R)

AZ
(R)

IN
(R)

TN
(R)

Total
number of
applications
per root
code

27
(26.2%)

93
(25.6%)

57
(20.5%)

97
(28.4%)

41
(16.3%)

85
(20.6%)

400
(22.8%)

4
(3.9%)

63
(17.4%)

56
(20.1%)

33
(9.6%)

58
(23.1%)

73
(17.7%)

287
(16.4%)

22
(21.4%)

48
(13.2%)

53
(19.1%)

55
(16.1%)

37
(14.7%)

69
(16.7%)

284
(16.2%)

Coverage and
care

12
(11.7%)

50
(13.8%)

40
(14.4%)

47
(13.7%)

42
(16.7%)

49
(11.9%)

240
(13.7%)

Affordable
Care Act
Government
role,
responsibility
and
accountability
Morality and
rights
Research
outcomes
Political and
electoral
considerations
Self-sufficiency
and work
View of ideal
type of health
coverage
Total number
of root codes
per state

13
(12.6%)

24
(6.6%)

11
(4.0%)

25
(7.3%)

12
(4.8%)

32
(7.7%)

117
(6.6%)

3
(2.9%)

22
(6.1%)

14
(5.0%)

31
(9.1%)

10
(4.0%)

34
(8.2%)

114
(6.5%)

5
(4.9%)
2
(1.9%)

22
(6.1%)
20
(5.5%)

15
(5.4%)
12
(4.3%)

12
(3.5%)
11
(3.2%)

5
(2.0%
14
(5.6%)

19
(4.6%)
16
(3.9%)

78
(4.4%)
75
(4.2%)

14
(13.6%)

4
(1.1%)

10
(3.6%)

22
(6.4%)

3
(1.2%)

7
(1.7%)

60
(3.4%)

0
(0.0%)

9
(2.5%)

7
(2.5%)

4
(1.2%)

14
(5.6%)

16
(3.9%)

50
(2.8%)

1
(1.0%)

8
(2.2%)

3
(1.1%)

5
(1.5%)

15
(6.0%)

13
(3.1%)

45
(2.5%)

103

363

278

342

251

413

1750
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TABLE 11—Summary of Policy Outcomes, Conditions and Most Common Code Applications
State
WA
(D)

Policy outcome
Accepted ACA
Medicaid
expansion without
conditions: all
individuals with
incomes at or
below under 138%
FPL would be
eligible for
Medicaid
expansion.

Conditions leading up to outcome
•
•

•
•
•
•

WV
(D)

Accepted ACA
Medicaid
expansion without
conditions: all
individuals with
incomes at or
below under 138%
FPL would be
eligible for
Medicaid
expansion.

•
•

•
•

•

WI
(R)

Refused ACA
Medicaid
expansion but
designed model for
a subset of the
target population:
all individuals with
incomes at or
below 100% FPL
would be eligible
for Medicaid
expansion. People
with incomes

•
•

•

Under Democratic control
Previously expanded Medicaid
eligibility to adults who
otherwise would not have
qualified for traditional
Medicaid; enrollment closed to
childless adults
Among the earliest states to
expand
Governor supported Medicaid
expansion without conditions
Attorney General opposed the
law
Interest groups publicly
supported expansion without
conditions
Under Democratic control
Previously expanded Medicaid
eligibility to adults who
otherwise would not have
qualified for traditional
Medicaid; enrollment closed
Governor running for
(re)election
Governor reluctant to
immediately accept expansion;
then supported Medicaid
expansion without conditions
Interest groups publicly
supported expansion without
conditions
Under Republican control
Previously expanded Medicaid
eligibility to adults who
otherwise would not have
qualified for traditional
Medicaid; enrollment closed to
childless adults
State government opposition to
the ACA; but Governor
supported Medicaid design for a
subset of the eligible
population
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Most common code applications
o
o
o
o

o
o

o
o

o
o

o
o

Economy, budget and
financial sustainability
State autonomy, capacity
and innovation
Political and electoral
considerations
Affordable Care Act

Economy, budget and
financial sustainability
Social construction of the
deservedness of target
populations
Coverage and care
State autonomy, capacity
and innovation

Economy, budget and
financial sustainability
Social construction of the
deservedness of target
populations
State autonomy, capacity an
innovation
Coverage and care

TABLE 11—Summary of Policy Outcomes, Conditions and Most Common Code Applications
State

Policy outcome
between 100% 138% FPL would be
eligible for
private, subsidized
insurance from the
ACA marketplace.

Conditions leading up to outcome
•
•

•

•

AZ
(R)

Accepted ACA
Medicaid
expansion without
conditions: all
individuals with
incomes at or
below under 138%
FPL would be
eligible for
Medicaid
expansion.

•
•

•

•

•
IN
(R)

Accepted ACA
Medicaid
expansion with
conditions: all
individuals with
incomes at or
below under 138%
FPL would be
eligible for
Medicaid
expansion if they
followed certain
rules like costsharing.

•
•

•

•

Governor considered running
for President
Governor running for
(re)election due to recall
campaign
Interest groups publicly
supported expansion without
conditions
Other interest groups remained
non-committal, then supported
expansion more broadly as long
as uninsured gained coverage
Under Republican control
Previously expanded Medicaid
eligibility to adults who
otherwise would not have
qualified for traditional
Medicaid; enrollment closed to
childless adults
Initial state government
opposition to the ACA; then
Governor supported Medicaid
expansion without conditions
Interest groups publicly
supported expansion without
conditions
Other interest groups publicly
opposed expansion
Under Republican control
Previously expanded Medicaid
eligibility to adults who
otherwise would not have
qualified for traditional
Medicaid; enrollment closed to
childless adults
Initial state government
opposition to the ACA; then
Governor supported Medicaid
expansion with conditions
Interest groups publicly
supported expansion without
conditions; then supported
expansion more broadly as long
as uninsured gained coverage
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Most common code applications

o
o
o
o

o

o
o
o

Economy, budget and
financial sustainability
State autonomy, capacity an
innovation
Coverage and care
Social construction of the
deservedness of target
populations

Social construction of the
deservedness of target
populations
Coverage and care
Economy, budget and
financial sustainability
State autonomy, capacity
and innovation

TABLE 11—Summary of Policy Outcomes, Conditions and Most Common Code Applications
State
TN
(R)

Policy outcome
Refused ACA
Medicaid
expansion

Conditions leading up to outcome
•
•

•

•

•

Under Republican control
Previously expanded Medicaid
eligibility to adults who
otherwise would not have
qualified for traditional
Medicaid; enrollment closed
Initial state government
opposition to the ACA but
wavered on Medicaid
expansion; then Governor
supported Medicaid expansion
with conditions
Interest groups publicly
supported expansion without
conditions; then supported
expansion more broadly as long
as uninsured gained coverage
Other interest groups publicly
opposed to expansion

191

Most common code applications
o
o

o
o

Economy, budget and
financial sustainability
Social construction of the
deservedness of target
populations
State autonomy, capacity
and innovation
Coverage and care

APPENDIX I
Key Federal Legislation Impacting Medicaid Eligibility
Year

Description of Legislation

1965

Through the passage of Title XIX of the Social Security Act, Medicaid was established to cover
health care for these categories of people eligible for federal cash assistance:
Blind
Disabled
Families with dependent children
Individuals 65 years and older

1984

The Deficit Reduction Act of 1984 mandates coverage for the following people as long as they are
eligible for Aid to Families with Dependent Children (AFDC): children up to five years old, women
pregnant for the first-time, and pregnant women living in households where both parents are not
employed.

1985

Consolidated Omnibus Budget Reconciliation Act mandates coverage for all other pregnant
women eligible for AFDC.

1986

Omnibus Budget Reconciliation Act mandates coverage of treatment of emergency medical
conditions for undocumented immigrants who are otherwise eligible. The Act also gives states the
option to cover pregnant women and infants under one year old if their incomes are at or below
the federal poverty level (FPL).

1987

Omnibus Budget Reconciliation Act allows states to cover pregnant women and infants under one
year old in families with incomes at or below 185% of the FPL. The Act also allows states to cover
children up to eight years old age in families with incomes below the FPL.

1988

Medicare Catastrophic Coverage Act mandates coverage of pregnant women and infants in
families with incomes below FPL.

1989

Omnibus Budget Reconciliation Act mandates coverage of pregnant women and children up to
age six in families with income up to 133% of the FPL.

1990

Omnibus Budget Reconciliation Act mandates coverage for children under 19 years old in families
with incomes below the FPL.

1996

Personal Responsibility and Work Opportunity Reconciliation Act eliminates the AFDC program
and creates Temporary Assistance for Needy Families (TANF). The Act “de-links” eligibility for
federal cash assistance with eligibility for Medicaid. The Act also mandates coverage of families
updated cash assistance income standards and gives states the option to increase income limits
for families. Finally, the Act eliminates coverage for legal immigrants who entered after August
22, 1996 and who have been living in the U.S. less than five years.

1997

Balanced Budget Act establishes the State Children’s Health Insurance Program (CHIP), allowing
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Key Federal Legislation Impacting Medicaid Eligibility
Year

Description of Legislation
states to expand coverage to children in families with incomes above the Medicaid limits.

2000

Breast and Cervical Cancer Treatment and Prevention Act give states the option to cover
uninsured women, regardless of their income and assets, if they need treatment for breast or
cervical cancer.

2010

Patient Protection and Affordable Care Act expands coverage to all people under 65 with incomes
up to 133% FPL based on modified adjusted gross income.
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APPENDIX II
State Decisions on Medicaid Expansion as of January 2016
Expanded Medicaid

Considering Expansion

Did not expand Medicaid

Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
District of Columbia
Hawaii
Illinois
Indiana
Iowa
Kentucky
Louisiana
Maryland
Massachusetts
Michigan
Minnesota
Montana
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Dakota
Ohio
Oregon
Pennsylvania
Rhode Island
Vermont
Washington
West Virginia

Alabama
South Dakota

Florida
Georgia
Idaho
Kansas
Maine
Mississippi
Missouri
Nebraska
North Carolina
Oklahoma
South Carolina
Tennessee
Texas
Utah
Virginia
Wisconsin
Wyoming
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