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ABSTRACT

ISSUE: Under the U.S. federalist system, governing responsibility is 
allocated between the federal and state governments. The Affordable 
Care Act (ACA), which expanded Americans’ coverage options, among 
other health system changes, reflects this structure. While the federal 
government provides most of the financing for subsidized coverage and 
sets a federal floor for insurance market regulations, states have flexibility 
to implement the law. Current health reform proposals from the political 
right aim to give greater responsibility to states; proposals from the left 
expand the federal role.

GOALS: To review the federal–state governance balance regarding health 
care, assess how Republican and Democratic proposals might alter that 
balance, and assess the potential impact on insurance coverage and access 
to care.

METHODS: Evaluation of federal and state governing responsibilities 
under the ACA and in emerging reform proposals, along with assessment 
of regional differences in coverage and access using state-level federal data.

KEY FINDINGS AND CONCLUSIONS: The ACA’s blend of federal standards 
and subsidies combined with state regulatory authority significantly 
improved coverage and access nationally and narrowed regional 
differences. However, the law’s federalist structure, established in 
statute and altered through regulations and court decisions, resulted in 
disparities in coverage and access across states. These differences would 
likely widen under proposals that expand state authority and narrow 
under those that reduce it.

TOPLINES
	 	States’	flexibility	in	how	they	
implement	the	Affordable	
Care	Act	has	resulted	in	
pronounced	geographic	
variations	in	health	insurance	
coverage	and	access	to	care.

	 	Republican	health	reform	
proposals	would	give	greater	
responsibility	to	states,	while	
proposals	from	Democrats	
would	expand	the	federal	
government’s	role.
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BACKGROUND

The U.S. health system is characterized by considerable 
geographic variation in insurance coverage, access to care, 
health status, quality of care, and cost of care. As shown 
in Exhibit 1, 2017 uninsured rates among nonelderly 
adults with incomes below 200 percent of the federal 
poverty level (FPL) varied sixfold across states (from 7% in 
Massachusetts and Vermont to 43% in Texas).1 Of the eight 
states with uninsured rates of 30 percent or higher in this 
income group, seven are in the South.2

Cost-related access problems closely track regional 
uninsured rates (Exhibit 2). All but two of the seven 
states where a third or more of adults with low incomes 
reported forgoing care because of cost are in the South.3

Geographic variation on health indicators also occurs 
at the substate level — the county and metropolitan 
statistical area (MSA) level, even within the same states.4 
These regional disparities mean that parts of the United 
States lag even further behind other economically 
advanced countries than national averages suggest.5 This 

matters not only for people living in low-performing 
regions but also for the U.S. economy more broadly. 
Such divisions will, ultimately, undermine the nation’s 
long-term economic growth potential.

The Affordable Care Act (ACA) both reduced the nation’s 
uninsured rate and narrowed the geographic variation in 
health insurance coverage. An estimated 20 million people 
gained coverage, and the difference in the adult uninsured 
rates between the highest and lowest states (Texas 
and Massachusetts) narrowed by 5 percentage points.6 
Improvements in coverage stemmed from both from the 
law’s federal regulations and subsidies and the flexibility 
granted to states in implementing the law.

California provides one example of state-influenced 
improvements. California expanded eligibility for 
Medicaid, established its own marketplace, and adopted 
state-specific policies and operational approaches. By 2017, 
California had reduced its uninsured rate by 14 percentage 
points — more than may have occurred had the state just 
used the federal marketplace platform.

Source: Sara R. Collins and Jeanne M. Lambrew, Federalism, the Affordable Care Act, and Health Reform in the 2020 Election
(Commonwealth Fund, July 2019).

In 2017, uninsured rates among nonelderly adults with incomes below 200 percent 
of the federal poverty level varied sixfold across states, from 7 percent to 43 percent.
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Exhibit 1

* In 2017, income of less than $24,120 for a single person was below 200 percent of the federal poverty level.

Data: U.S. Census Bureau, 2017 1-Year American Community Survey, Public Use Microdata Sample (PUMS).

Percentage of uninsured adults ages 19–64 with incomes 
below 200 percent of federal poverty level*

* In 2017, income of less than $24,120 for a single person was below 200 percent of the federal poverty level.
Data: U.S. Census Bureau, 2017 1-Year American Community Survey, Public Use Microdata Sample (PUMS).

Exhibit 1. In 2017, uninsured rates among nonelderly adults with incomes below 200 percent of the 
federal poverty level varied sixfold across states, from 7 percent to 43 percent.
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At the same time, the ACA’s uniform federal policies also 
meant that people living in states that did not set up their 
own marketplaces or expand Medicaid, like Mississippi, 
also made gains. The law improved performance and 
reduced state differences on indicators most directly 
linked to coverage, such as access to care and consumer 
financial problems stemming from uncovered health 
care encounters.7

However, state discretion on key aspects of coverage 
expansion also limited the extent to which regional 
differences narrowed and tempered national gains. State 
decisions not to expand Medicaid has left more than 
2 million people without coverage in 2019.8 Negative 
downstream effects were also triggered in states that 
didn’t expand Medicaid, including higher marketplace 
premiums, which affect people with incomes above the 
premium subsidy threshold.9 Rural hospital closures have 
also been higher in states that did not expand Medicaid.10 

Research has also shown that states that made aggressive 
efforts to inform and enroll eligible people in Medicaid 
and marketplace coverage had higher enrollment.11 

The debate over whether federal or state governments can 
make needed improvements in coverage and access and 
reduce regional disparities in health system outcomes 
will be prominent in the 2020 presidential campaign.12 
Coverage gains resulting from the ACA have stalled since 
2015 and are reversing in some states.13 An estimated 44 
million people now have health plans that leave them 
underinsured, with cost protections deteriorating fastest 
in employer plans, the source of coverage for the majority 
of Americans (which was least affected by the ACA).14 With 
health care costs outpacing growth in median incomes 
nationally, it’s not surprising that recent polls show the 
cost of health care to be a top concern of voters.15

Leading Republican and Democratic health reform 
proposals to address these interrelated problems differ, in 
part, over the relative emphasis they give to federal versus 
state government authority.16 In this report, we assess the 
balance of federal and state governance over health care in 
these proposals and discuss how that balance might affect 
key indicators of insurance coverage and access.

Source: Sara R. Collins and Jeanne M. Lambrew, Federalism, the Affordable Care Act, and Health Reform in the 2020 Election
(Commonwealth Fund, July 2019).

In 2017, the states with the highest rates of forgone health care because of cost 
among nonelderly adults were concentrated in the South.
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Exhibit 2

* In 2017, income of less than $24,120 for a single person was below 200 percent of the federal poverty level.

Data: Behavioral Risk Factor Surveillance System (BRFSS), 2017.

Percentage of adults ages 18–64 with incomes below 200 percent of 
the federal poverty level who went without care because of cost*

* In 2017, income of less than $24,120 for a single person was below 200 percent of the federal poverty level.
Data: Behavioral Risk Factor Surveillance System (BRFSS), 2017.

Exhibit 2. In 2017, the states with the highest rates of forgone health care because of cost among 
nonelderly adults were concentrated in the South.
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U.S. FEDERALISM AND THE ACA

U.S. federalism, or the allocation of governing 
responsibility between federal and state governments, 
has evolved and changed over the course of U.S. history. 
States had significantly greater autonomy in governance 
prior to the 1930s.17 After the Great Depression, the federal 
government assumed greater responsibility, perhaps 
because of a recognition that poor conditions in one 
state can affect the country’s overall growth and the 
need to ensure the rights of African Americans and other 
minorities who had suffered devastating discrimination 
and terror across the South and Great Plains. In health 
care, the federal government’s increasing role was most 
significantly manifested in the creation of Medicare and 
Medicaid in 1965.

By the 1970s, there was a backlash to federal decision-
making, and a new form of federalism emerged that 
emphasizes a greater role for states in policy.18 For 
example, after the failure of comprehensive health reform 
in 1994, Congress created the state-based Children’s 
Health Insurance Program in 1997. Abbe Gluck describes 
this new federalism approach as “national federalism”: 
the allocation of implementation authority to states from 
federal statutes.19

The ACA built on this tradition, granting states a 
significant role in implementing the law’s coverage 
expansion, subject to a strong federal floor (see box).

Federal Rules and State Authorities Under the ACA

The federal government provides:

• Protections for people with preexisting health 
conditions

• Uniform financial assistance for people with incomes 
below 400 percent of the federal poverty level

• Individual and employer mandates to ensure people 
gain and keep coverage.

States have authority to:

• Oversee their individual, small-, and large-group 
insurance markets

• Manage their Medicaid program

• Run their own insurance marketplace

• Create a Basic Health Plan for people earning between 

138 percent and 200 percent of FPL

• Set up risk adjustment and rate review programs

• Make significant changes to their individual markets 

(through a Section 1332 state innovation waiver) so long 

as the coverage offered is affordable, comprehensive, 

and available to the same number of people as under 

current law (without raising federal costs).20

States’ role in implementing the ACA has increased even 
further under various regulations, guidance, and court 
decisions:

• The Obama administration, through executive 
actions, gave states choices, such as defining the 
essential health benefit package within federal 
parameters and allowing the renewal of plans that do 
not comply with all ACA insurance reforms.

• In 2012, the Supreme Court’s decision in NFIB v. 
Sebelius made optional the requirement that states 
extend Medicaid to all adults with incomes below 138 
percent of FPL.

• Beginning in 2017, Congress and the Trump 
administration reduced the federal government’s role 
in setting standards and operations; for example, they 
reduced efforts to encourage people to enroll, including 
zeroing out the tax penalty for not having coverage.

• The Trump administration has let states have even 
more flexibility in designing the essential health 
benefit package and alternatives to the ACA under the 
1332 waiver program.21

• The Trump administration loosened restrictions on 
non-ACA-compliant plans.

• In Medicaid, the Trump administration has encouraged 
states to use the section 1115 waiver program to test work 
requirements and other policies not previously approved.

http://commonwealthfund.org
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States have responded to these options and actions in 
different ways:

• Twelve states fully run their own marketplaces 
and another five have their own marketplaces but 
use the federal website to enroll people;22 evidence 
suggests that enrollment and issuer participation 
are higher and premiums are lower in such states 
compared to states that use the federal government’s 
marketplace.23

• In the individual market, 27 states have taken 
regulatory actions aimed at stabilizing and improving 
their markets, some of which predate the Trump 
administration, including establishing a reinsurance 
program and banning or placing limits on non-ACA-
compliant policies (Exhibit 3).

• Three states have exempted health plans sold by 
the state farm bureau from the ACA’s consumer 
protections, an approach consistent with the Trump 
administration’s goals of loosening regulations.

• In Medicaid, 33 states and the District of Columbia 
have adopted the ACA expansion. Voters in three 
states approved ballot initiatives to expand Medicaid 
in the 2018 midterm elections, but those states have 
yet to expand (Exhibit 4).

From a geographic variation perspective, what is notable 
is the concentration of states along the coasts and in the 
Upper Midwest that have sought to increase coverage and 
access. On Medicaid expansion, Deep South states stand 
out as doing the least to expand coverage options. This, 
in part, reflects politics: these states have had Republican 
legislatures or governors that opposed implementing the 
ACA. However, this partisan opposition to the law stands 
in contrast to a traditional conservative preference for 
state rather than federal government control of public 
policy. It also may reflect other factors, such as differences 
in the size and structure of state governments, historical 
state coverage policy, local public opinion, stakeholder 
engagement, concerns over long-term costs to the state, 
and leadership.24

Source: Sara R. Collins and Jeanne M. Lambrew, Federalism, the Affordable Care Act, and Health Reform in the 2020 Election
(Commonwealth Fund, July 2019).

State Action on Their Individual Markets
Exhibit 3

Note: Extension of open enrollment is for 2019 coverage.

Data: Commonwealth Fund, “What Is Your State Doing to Affect Access to Adequate Health Insurance?,” (Commonwealth Fund, last updated July 2019).

No action

1 action to promote access

2 actions to promote access

3 actions to promote access

4 or more actions to promote access

1 action likely to decrease access

Type of action (number of states): 

1. Reinsurance (7)

2. Individual mandate requiring health coverage (5 + D.C.)

3. Health coverage subsidies (3)

4. Short-term health plan regulation (23 + D.C.)

5. Annual open enrollment period extensions (7 + D.C.)

6. Promotion of ACA marketplace competition (6 + D.C.)

7. Prohibition of noncompliant transitional health plans 
(14 + D.C.)

8. Exemption of farm bureau plans from insurance rules (3)

9. Public plan option (1)

Note: Extension of open enrollment is for 2019 coverage.
Data: Commonwealth Fund, “What Is Your State Doing to Affect Access to Adequate Health Insurance?,” (Commonwealth Fund, last updated July 2019).

Exhibit 3. State Action on Their Individual Markets

http://commonwealthfund.org
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HEALTH REFORM APPROACHES: FROM 
GREATER STATE AUTHORITY TO GREATER 
FEDERAL AUTHORITY

In the past year, several Democratic members of Congress 
introduced significant health reform bills. Republicans’ 
last major health reform proposal was the final repeal-
and-replace bill introduced by Senators Graham and 
Cassidy in September 2017. As illustrated in Exhibit 5, 
these bills can be placed on a continuum of governmental 
authority. On the left are those bills that give the federal 
government greater authority. On the right are those bills 
that allocate more authority to the states.

Republicans: State Innovation Approaches

The Graham, Cassidy, Heller, and Johnson (GCHJ) 
amendment, named for the Republican senators that 
sponsored it, was the last of the 2017 ACA repeal-
and-replace bills. It has been embraced by President 
Trump and could be adopted in the 2020 Republican 
platform.25 GCHJ repeals the ACA marketplace subsidies 

and Medicaid expansion funding and replaces them 
with block grants that states can use for a wide range of 
purposes. It also places per capita spending limits on the 
traditional Medicaid program.

GCHJ would significantly reduce and reallocate federal 
funding. The Congressional Budget Office (CBO) estimated 
that it would reduce net federal subsidies for health 
insurance by at least $133 billion over 10 years and shift 
funding away from states that expanded Medicaid 
eligibility toward those that did not.26 It also would allow 
states discretion in setting rules for their individual 
market, consistent with similar block-grant proposals that 
trade reduced federal funding for increased state control 
over insurance markets and programs.

GCHJ would give states extraordinary flexibility in the use 
of federal funds. States could use the block grant funding 
to expand coverage, pay providers, or lower premiums 
and consumer out-of-pocket costs in the individual 
market. However, as the CBO notes in its analysis of the 
bill, states also could use these funds to patch holes in 

Source: Sara R. Collins and Jeanne M. Lambrew, Federalism, the Affordable Care Act, and Health Reform in the 2020 Election
(Commonwealth Fund, July 2019).

Status of Medicaid Expansion Across the States
Exhibit 4

Note: Adults in Wisconsin are eligible for Medicaid up to 100 percent of the federal poverty level.

Data: Commonwealth Fund, “Status of Medicaid Expansion and Work Requirement Waivers,” (Commonwealth Fund, last updated July 2019).

Expanded (26 states + D.C.)

Section 1115 expansion waiver 
(7 states)

Not yet expanded (14 states)

Ballot initiative to expand 
Medicaid passed, state has 
not yet expanded (3 states)

Work requirement waiver 
submitted (7 states)

Work requirement waiver 
approved (9 states)

Note: Adults in Wisconsin are eligible for Medicaid up to 100 percent of the federal poverty level.
Data: Commonwealth Fund, “Status of Medicaid Expansion and Work Requirement Waivers,” (Commonwealth Fund, last updated July 2019).

Exhibit 4. Status of Medicaid Expansion Across the States

http://commonwealthfund.org
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state budgets or finance uncompensated care. In addition, 
unlike most federal grants, the GCHJ block grants 
wouldn’t require states to maintain funding for their 
existing Medicaid programs or CHIP, in similar areas (i.e., 
so-called maintenance-of-effort requirements). The only 
restriction is that states must use half of the funds for 
assistance for people with incomes between 50 percent 
and 300 percent of poverty.

The lower funding level would constrain states’ choices. 
Most states with Medicaid expansions would likely find 
it challenging, for example, to maintain coverage with 
less funding. Likewise, fewer federal funds would make 
it difficult for states to sustain the preexisting condition 
protections in the individual market. This is because 
without sufficient premium tax credits, young people and 
individuals in good health might drop out of the market. 
To prevent a so-called death spiral, states might allow 
insurers to rate based on health, undermining protections 
for people with preexisting conditions.

Despite this shift toward state control, Republicans 
would preserve a federal role in significant parts of the 
health system. GCHJ would not change the federally 
run Medicare program for seniors and certain people 
with disabilities. Nor would it modify federal rules and 

tax breaks for employer-based coverage except for its 
expansion of federally defined health savings accounts. In 
2018, the tax exclusion for employer benefits amounted to 
$280 billion, the largest single federal tax expenditure.27

Democrats: Public Plan Expansions

There are considerably more Democratic proposals that 
aim to expand coverage, improve affordability, and/or 
lower the rate of health care cost growth.28 Several bills, 
such as those introduced by Sen. Elizabeth Warren and 
Rep. Frank Pallone, would add more federal financing 
and authority to the ACA‘s coverage provisions, including 
enhanced subsidies and market regulations.

Others introduce public insurance plan options based on 
Medicare, which range in scope from plans that would 
only be available to people with limited coverage options 
in state marketplaces (such as the bill sponsored by Sens. 
Michael Bennet and Tim Kaine) to expanding the public 
option to employers and employees. Medicare buy-in bills 
would offer public insurance plans based on Medicare 
through the marketplaces to people age 50 and older 
(Sen. Debbie Stabenow and Rep. Brian Higgins) and state 
options to expand Medicaid to people buying coverage on 
their own (Sen. Brian Schatz).

Source: Sara R. Collins and Jeanne M. Lambrew, Federalism, the Affordable Care Act, and Health Reform in the 2020 Election
(Commonwealth Fund, July 2019).

Health Reform Approaches Left to Right
Exhibit 5

► Marketplace and 
employer public 
plan option based 
on Medicare

► Medicaid buy-in

► Medicare buy-in for 
older adults

► Medicare for All

Greater Federal Role Greater State Role

► Expanding ACA 
subsidies and 
supports

► Strengthening 
ACA regulations

► Graham-Cassidy-
Heller-Johnson

Exhibit 5. Health Reform Approaches Left to Right
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Most Medicare for All proposals, including those 
sponsored by Sen. Bernie Sanders, Rep. Pramila Jayapal, 
and Rep. Keith Ellison, would make a single public plan 
the sole source of major medical coverage. However, Rep. 
Rosa DeLauro’s bill would preserve a highly regulated role 
for employer coverage.

These proposals would generally expand the federal role 
in the health system in one of two ways:

• by adding more federal standards and subsidies to 
private plans

• by offering a federally run public plan alongside or 
instead of private insurance plans.

Raising federal minimum standards for insurance markets 
and increasing subsidies, as the Warren and Pallone bills 
propose, builds on the ACA framework. Doing so would 
limit some of the flexibility states are given under the ACA 
(e.g., by tightening network adequacy and rate review 
rules) and leverage other federal programs like Medicare 
Advantage and Medicaid managed care to ensure a choice 
of insurers in the individual market. Other proposals 
would inject Medicare payment rates into private plans 
in certain circumstances. For instance, a bill proposed by 
Sen. Jeanne Shaheen limits costs for out-of-network health 
care. These proposals would shrink the role of states 
relative to the ACA.

Alternatively, bills that would give people a choice of a 
public plan or insure everyone through a single public 
plan would use a government-managed health plan 
to improve access to and affordability of insurance. 
Generally, eligibility rules would be set for the nation. 
The Medicare for All proposals would introduce uniform, 
Medicare-like benefits and pay providers at Medicare 
rates. The public-plan options would allow geographic 
adjustment of features, such as premiums and benefits to 
place the public plan on a level playing field with state-
regulated private plans. The proposals that give people a 
choice of a public plan aim to address local disparities in 
the number of plan choices by offering people a federally 
defined alternative to private plans that would either fill 
a local gap or incent local private plans to become more 

affordable as they compete for enrollees. They also seek 
to lower payments to providers, one of the key drivers of 
health care spending in private insurance markets.29

In general, these public plan proposals would vest 
authority in the federal government, but they could give 
states decision-making authority. The version of the 
ACA that the Senate brought to the floor in November 
2009 would have allowed states to opt out of having a 
public plan offered to their residents.30 The Medicaid 
buy-in proposal, as proposed in the Schatz bill, would be 
purely at states’ discretion, subject to federal rules and 
accompanied by federal funding. While a state interested 
in a Medicaid buy-in could theoretically implement it 
under GCHJ, the fixed (and likely limited) amount of 
federal funding might make it a practical impossibility.

The Medicare for All proposals would eliminate state-run 
and state-regulated health plans. Two House versions of 
Medicare for All would create regional and state budgets 
for hospitals and other institutional providers, along 
with regional directors. The shift in responsibility for 
health insurance coverage from the states to the federal 
government is demonstrated vividly in the shift in 
financing of health care spending. While overall health 
care spending is estimated to either fall or increase by less 
than the overall rise in demand from insuring everyone 
with no cost-sharing, the responsibility for paying for 
health care moves from states, employers, and households 
to the federal government.31 Liu and Eibner estimate that a 
Medicare for All approach if implemented in 2019 would 
reduce employer and  household spending by about  $1.7  
trillion, lower state health care expenditures by $638 
billion, and increase federal spending by $2.4 trillion.32

HOW MORE AND LESS FEDERALISM  
AFFECTS REGIONAL DIFFERENCES IN 
COVERAGE AND ACCESS

How would different degrees of state versus federal 
authority, which characterize these conservative and 
progressive reform approaches, reduce differences in 
insurance coverage and access to care?

http://commonwealthfund.org
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GCHJ. The approach represented by the Graham, 
Cassidy, Heller, and Johnson Senate amendment would 
likely lower overall insurance coverage nationwide by 
reducing federal financing and allowing funding to be 
used for noncoverage purposes. An estimated 21 million 
Americans could lose coverage.33

States could use their block grant to target geographic 
areas with the greatest coverage and access issues. 
However, given the fixed (and, in most states, reduced) 
funding available under GCHJ, this approach would reduce 
coverage in other parts of the state. Assuming that past is 
prologue, many states along the coasts and in the Upper 
Midwest (as shown in Exhibits 3 and 4) would respond to 
the enhanced flexibility in GCHJ by maximizing coverage 
subject to resource limits. States in the South and Central 
Midwest, meanwhile, might be expected to loosen 
insurance market regulations and use some block-grant 
funds for purposes other than coverage expansion.

Republicans could modify GCHJ to ensure that states use 
greater amounts of funds for coverage or provide the same 
level of current federal funding (with no federal savings). 
Both modifications would improve coverage-related 
outcomes relative to the GCHJ legislation in some states.34 
However, block-grant funding is, by design, preset by a 
formula; it lacks automatic adjustments for local cost trends, 
the demographic makeup of states, and unexpected events 
like hurricanes or disease outbreaks, which may leave states 
with insufficient funding to continue current programs.35 
Such adjustments could be built into the formula.

Building on the ACA. The bills that seek to build 
on the ACA would preserve the current division of 
authority between federal and state government, but the 
different goals and details of each bill would impact the 
legislation’s potential for increasing coverage nationally 
and reducing state variation on coverage and access 
measures. For instance, adding a public plan option to 
the marketplaces might improve the affordability of plans 
for people without subsidies and ensure markets have at 
least one insurer. But its primary effect on coverage would 
come from having a reduced-cost and potentially more 
trusted health plan. By itself, such an approach may not 
have the same coverage impact as increasing subsidies, 

closing the Medicaid gap, or reinstituting the tax penalty 
for not having health insurance.

Medicare for All. At the other end of the federalism 
spectrum, a Medicare for All approach, which would leave 
virtually no discretion to states, would be expected to 
increase coverage nationally and significantly reduce state 
variation in coverage and access. Given its near-automatic 
enrollment of all residents, it would go the farthest in 
moving states like Texas closer to the front of the pack.

However, its uniform approach might not eliminate 
regional differences in access to care, which persist under 
Medicare.36 Additionally, it would stifle innovation in states 
like California, which have been performance leaders in 
marketplace and Medicaid expansion implementation.

CONCLUSION

The ACA and related regulations and court decisions 
have given states considerable flexibility in how they 
implement the federal law. This has resulted in geographic 
variation on key performance indicators related to 
insurance coverage and access to care.

Several states have emerged as performance leaders, 
creating innovative approaches to their marketplaces, 
investing in enrollment outreach and education, and 
smoothing enrollment and reenrollment in state Medicaid 
programs. Other states have achieved fewer gains in 
coverage because they did not expand Medicaid or 
undertake aggressive efforts to inform and enroll people 
who are eligible for marketplace coverage. As such, 
expanding state control of the health system may enable 
deregulation or advance other goals, but will likely do little 
to reduce geographic disparities in access and coverage.

More broadly, policy decisions about the allocation of 
state versus federal governing responsibility in health care 
have implications for the relative performance of states 
as well as the overall health of the U.S. population. Since 
human capital is key to the nation’s long-term economic 
growth — and health is a critical component of human 
capital — declining health status in any state can have 
national implications for the ability of the U.S workforce 
to rise to the challenges of an evolving global economy.37

http://commonwealthfund.org


commonwealthfund.org Fund Report, July 2019

Federalism,	the	Affordable	Care	Act,	and	Health	Reform	in	the	2020	Election	 10

NOTES

1. David C. Radley, Sara R. Collins, and Susan L. Hayes, 
2019 Scorecard on State Health System Performance 
(Commonwealth Fund, June 2019).

2. The eight states with uninsured rates among low-income 
adults that were 30 percent or higher were: S.C. (30%), Miss. 
(31%), N.C. (31%), Fla. (32%), Wyo. (33%), Ga. (35%), Okla. 
(35%), and Texas (43%).

3. The seven states with the highest reported rates of 
nonelderly adults forgoing care because of costs were: Ga. 
(33%), Miss. (33%), Va. (33%), Nev, (34%), N.C. (35%), Texas 
(40%), and Wyo. (37%).

4. David C. Radley, Douglas McCarthy, and Susan L. 
Hayes, Rising to the Challenge: The Commonwealth Fund 
Scorecard on Local Health System Performance, 2016 Edition 
(Commonwealth Fund, July 2016); and Marjorie Givens 
et al., 2018 County Health Rankings: Key Findings Report 
(University of Wisconsin Population Health Institute, 2018).

5. Eric C. Schneider et al., Mirror, Mirror 2017: International 
Comparison Reflects Flaws and Opportunities for Better U.S. 
Health Care (Commonwealth Fund, July 2017).

6. Radley, Collins, and Hayes, 2019 Scorecard on State, 2019.

7. Susan L. Hayes et al., What’s at Stake: States’ Progress 
on Health Coverage and Access to Care, 2013–2016 
(Commonwealth Fund, Dec. 2017); Schneider et al., Mirror, 
Mirror, 2017; and Sara R. Collins, Herman K. Bhupal, and 
Michelle M. Doty, Health Insurance Coverage Eight Years 
After the ACA: Fewer Uninsured Americans and Shorter 
Coverage Gaps, But More Underinsured (Commonwealth 
Fund, Feb. 2019).

8. Rachel Garfield, Kendal Orgera, and Anthony Damico, 
The Coverage Gap: Uninsured Poor Adults in States That Do 
Not Expand Medicaid (Henry J. Kaiser Family Foundation, 
Mar. 2019).

9. Aditi P. Sen and Thomas DeLeire, The Effect of Medicaid 
Expansion on Marketplace Premiums (U.S. Department 
of Health and Human Services, Office of the Assistant 
Secretary for Planning and Evaluation, Sept. 6, 2016).

10. Adam Searing, “More Rural Hospitals Closing in States 
Refusing Medicaid Coverage Expansion,” Georgetown 
University Health Policy Institute, Center for Children and 
Families, Oct. 29, 2018.

11. Benjamin D. Sommers et al., “The Impact of State Policies 
on ACA Applications and Enrollment Among Low-Income 
Adults in Arkansas, Kentucky, and Texas,” Health Affairs 34, 
no. 6 (June 2015): 1010–18.

12. Jeanne M. Lambrew, Getting Ready for Health Reform 
2020: What Past Presidential Campaigns Can Teach Us 
(Commonwealth Fund, June 2018).

13. Radley, Collins, and Hayes, 2019 Scorecard on State, 2019.

14. Collins, Bhupal, and Doty, Health Insurance Coverage 
Eight Years, 2019.

15. Sara R. Collins, “Status of U.S. Health Insurance Coverage 
and the Potential of Recent Congressional Health Reform 
Bills to Expand Coverage and Lower Consumer Costs,” 
Invited Testimony, U.S. House of Representatives Committee 
on Rules, Hearing on “Medicare for All Act of 2019,” Apr. 
30, 2019; and Jennifer Rubin, “Health Care Is Part of the 
‘Economy’ for Most Voters,” Washington Post, Apr. 30, 2019.

16. Sherry A. Glied and Jeanne M. Lambrew, “How 
Democratic Candidates for the Presidency in 2020 Could 
Choose Among Public Plans,” Health Affairs 37, no. 12 
(Dec. 2018): 2084–91; and Lanhee Chen, “Getting Ready for 
Health Reform 2020: Improving Upon the State Innovation 
Approach,” Health Affairs 37, no. 12 (Dec. 2018): 2076–83.

17. Jamila Michener, Fragmented Democracy: Medicaid, 
Federalism, and Unequal Politics (Cambridge University 
Press, 2018).

18. John Holahan, Alan Weil, and Joshua Wiener, eds., 
Federalism and Health Policy (Urban Institute Press, 2003).

19. Abbe R. Gluck, “Our [National] Federalism,” Yale Law 
Journal 123, no. 6 (Apr. 2014): 1996–2043.

20. Deborah Bachrach, Joel Ario, and Hailey E. Davis, 
Innovation Waivers: An Opportunity for States to Pursue 
Their Own Brand of Health Reform (Commonwealth Fund 
and Robert Wood Johnson Foundation, Apr. 2015).

http://commonwealthfund.org
https://scorecard.commonwealthfund.org/
https://interactives.commonwealthfund.org/2016/jul/local-scorecard/
https://interactives.commonwealthfund.org/2016/jul/local-scorecard/
https://www.countyhealthrankings.org/reports/2018-county-health-rankings-key-findings-report
https://interactives.commonwealthfund.org/2017/july/mirror-mirror/
https://interactives.commonwealthfund.org/2017/july/mirror-mirror/
https://interactives.commonwealthfund.org/2017/july/mirror-mirror/
https://www.commonwealthfund.org/publications/issue-briefs/2017/dec/whats-stake-states-progress-health-coverage-and-access-care-2013
https://www.commonwealthfund.org/publications/issue-briefs/2017/dec/whats-stake-states-progress-health-coverage-and-access-care-2013
https://www.commonwealthfund.org/publications/issue-briefs/2019/feb/health-insurance-coverage-eight-years-after-aca
https://www.commonwealthfund.org/publications/issue-briefs/2019/feb/health-insurance-coverage-eight-years-after-aca
https://www.commonwealthfund.org/publications/issue-briefs/2019/feb/health-insurance-coverage-eight-years-after-aca
https://www.kff.org/medicaid/issue-brief/the-coverage-gap-uninsured-poor-adults-in-states-that-do-not-expand-medicaid/
https://www.kff.org/medicaid/issue-brief/the-coverage-gap-uninsured-poor-adults-in-states-that-do-not-expand-medicaid/
https://aspe.hhs.gov/system/files/pdf/206761/McaidExpMktplPrem.pdf
https://aspe.hhs.gov/system/files/pdf/206761/McaidExpMktplPrem.pdf
https://ccf.georgetown.edu/2018/10/29/more-rural-hospitals-closing-in-states-refusing-medicaid-coverage-expansion/
https://ccf.georgetown.edu/2018/10/29/more-rural-hospitals-closing-in-states-refusing-medicaid-coverage-expansion/
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2015.0215
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2015.0215
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2015.0215
https://www.commonwealthfund.org/publications/fund-reports/2018/jun/getting-ready-health-reform-2020-presidential
https://www.commonwealthfund.org/publications/fund-reports/2018/jun/getting-ready-health-reform-2020-presidential
https://www.commonwealthfund.org/publications/2019/apr/testimony-health-insurance-recent-congressional-reform-bills
https://www.commonwealthfund.org/publications/2019/apr/testimony-health-insurance-recent-congressional-reform-bills
https://www.commonwealthfund.org/publications/2019/apr/testimony-health-insurance-recent-congressional-reform-bills
https://www.washingtonpost.com/opinions/2019/04/30/healthcare-is-part-economy-most-voters/?utm_term=.6247e176664f
https://www.washingtonpost.com/opinions/2019/04/30/healthcare-is-part-economy-most-voters/?utm_term=.6247e176664f
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05082
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05082
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05082
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05119
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05119
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05119
https://www.cambridge.org/core/books/fragmented-democracy/9A69DF1567190EF38883D4766EBC0AAC
https://www.cambridge.org/core/books/fragmented-democracy/9A69DF1567190EF38883D4766EBC0AAC
http://webarchive.urban.org/pubs/federalism/index.html
https://www.yalelawjournal.org/essay/our-national-federalism
https://www.commonwealthfund.org/publications/issue-briefs/2015/apr/innovation-waivers-opportunity-states-pursue-their-own-brand
https://www.commonwealthfund.org/publications/issue-briefs/2015/apr/innovation-waivers-opportunity-states-pursue-their-own-brand


commonwealthfund.org Fund Report, July 2019

Federalism,	the	Affordable	Care	Act,	and	Health	Reform	in	the	2020	Election	 11

21. Timothy S. Jost, “Administration Encourages States 
to Use Waivers to Restructure Health Coverage Despite 
Technical and Legal Hurdles,” To the Point (blog), 
Commonwealth Fund, Dec. 4, 2018; and Centers for 
Medicare and Medicaid Services, Department of Health and 
Human Services, and Department of the Treasury, “State 
Relief and Empowerment Waivers,” Federal Register 83, no. 
206 (Oct. 24, 2018): 53575–84.

22. Rachel Schwab and JoAnn Volk, “States Looking 
to Run Their Own Health Insurance Marketplace See 
Opportunity for Funding, Flexibility,” To the Point (blog), 
Commonwealth Fund, June 28, 2019.

23. Rachel A. Burton et al., What Explains 2018’s Marketplace 
Enrollment Rates? (Urban Institute, June 2018); Jon. R. Gabel 
et al., Why Are the Health Insurance Marketplaces Thriving 
in Some States but Struggling in Others? (Commonwealth 
Fund, Nov. 15, 2018); and Mark A. Hall and Michael J. 
McCue, “Health Insurance Markets Perform Better in States 
That Run Their Own Marketplaces,” To the Point (blog), 
Commonwealth Fund, Mar. 7, 2018.

24. Daniel Béland, Philip Rocco, and Alex Waddan, 
Obamacare Wars: Federalism, State Politics, and the 
Affordable Care Act (University of Kansas Press, 2016); and 
Michael Doonan, American Federalism in Practice: The 
Formulation and Implementation of Contemporary Health 
Policy (Brookings Institution Press, 2013).

25. Chen, “Getting Ready for Health Reform 2020,” 2018.

26. Congressional Budget Office, Preliminary Analysis of 
Legislation That Would Replace Subsidies for Health Care 
with Block Grants (CBO, Sept. 2017).

27. Urban Institute and Brookings Institution, “How 
Does the Tax Exclusion for Employer-Sponsored Health 
Insurance Work?,” The Tax Policy Center Briefing Book: Key 
Elements of the U.S. Tax System, n.d.

28. Sara R. Collins and Roosa Tikkanen, “The Many Varieties 
of Universal Coverage,” Commonwealth Fund, last updated 
Apr. 24, 2019; and Glied and Lambrew, “How Democratic 
Candidates,” 2018.

29. Health Care Cost Institute, 2017 Health Care Cost 
and Utilization Report (HCCI, Feb. 2019); Zack Cooper 
et al., “Variation in Health Spending Growth for the 
Privately Insured from 2007 to 2014,” Health Affairs 38, 
no. 2 (Feb. 2019): 230–36; Zack Cooper et al., “Hospital 
Prices Grew Substantially Faster than Physician Prices 
for Hospital-Based Care in 2007–14,” Health Affairs 38, 
no. 2 (Feb. 2019): 184–89; Andrea M. Sisko et al., “National 
Health Expenditure Projections, 2018–27: Economic and 
Demographic Trends Drive Spending and Enrollment 
Growth,” Health Affairs 38, no. 3 (Mar. 2019): 491–501; 
Gerard F. Anderson, Peter S. Hussey, and Varduhi Petrosyan, 
“It’s Still the Prices Stupid: Why the U.S. Spends so Much 
On Health Care, and A Tribute to Uwe Reinhardt,” Health 
Affairs 38, no. 1 (Jan. 2019): 87–95; and Chapin White and 
Christopher Whaley, Prices Paid to Hospitals by Private 
Health Plans are High Relative to Medicare and Vary Widely 
(RAND Corporation, May 2019).

30. Amendment No. 2786, The Patient Protection and 
Affordable Care Act, U.S. Senate, 111th Congress, 1st Session, 
Nov. 19, 2009.

31. Collins, “Status of U.S. Health Insurance Coverage,” 2019.

32. Jodi Liu and Christine Eibner, National Health Spending 
Estimates Under Medicare for All (RAND Corporation, 
April 2019).

33. Matthew Fiedler and Loren Adler, How Will the Graham-
Cassidy Proposal Affect the Number of People with Health 
Insurance Coverage? (Brookings Institution, Sept. 22, 2017).

34. Chen, “Getting Ready for Health Reform 2020,” 2018.

35. Sara Rosenbaum et al., What Would Block Grants 
or Limits on Per Capita Spending Mean for Medicaid? 
(Commonwealth Fund, Nov. 2016).

36. Centers for Medicare and Medicaid Services, Rural-
Urban Differences in Health Care in Medicare, November 
2018.

37. Thomas Piketty, Capital in the 21st Century (Belknap 
Press of Harvard University Press, 2014).

http://commonwealthfund.org
https://www.commonwealthfund.org/blog/2018/administration-encourages-states-use-waivers-restructure-health-coverage-despite
https://www.commonwealthfund.org/blog/2018/administration-encourages-states-use-waivers-restructure-health-coverage-despite
https://www.commonwealthfund.org/blog/2018/administration-encourages-states-use-waivers-restructure-health-coverage-despite
https://www.govinfo.gov/content/pkg/FR-2018-10-24/pdf/2018-23182.pdf
https://www.govinfo.gov/content/pkg/FR-2018-10-24/pdf/2018-23182.pdf
https://www.commonwealthfund.org/blog/2019/states-looking-to-run-their-own-health-insurance-marketplace-see-opportunity
https://www.commonwealthfund.org/blog/2019/states-looking-to-run-their-own-health-insurance-marketplace-see-opportunity
https://www.commonwealthfund.org/blog/2019/states-looking-to-run-their-own-health-insurance-marketplace-see-opportunity
https://www.urban.org/sites/default/files/publication/98650/marketplace2018_2001877.pdf
https://www.urban.org/sites/default/files/publication/98650/marketplace2018_2001877.pdf
https://www.commonwealthfund.org/publications/issue-briefs/2018/nov/marketplaces-thriving-some-states-struggling-others
https://www.commonwealthfund.org/publications/issue-briefs/2018/nov/marketplaces-thriving-some-states-struggling-others
https://www.commonwealthfund.org/blog/2018/health-insurance-markets-perform-better-states-run-their-own-marketplaces
https://www.commonwealthfund.org/blog/2018/health-insurance-markets-perform-better-states-run-their-own-marketplaces
https://kansaspress.ku.edu/978-0-7006-2191-0.html
https://kansaspress.ku.edu/978-0-7006-2191-0.html
https://www.brookings.edu/book/american-federalism-in-practice/
https://www.brookings.edu/book/american-federalism-in-practice/
https://www.brookings.edu/book/american-federalism-in-practice/
https://www.cbo.gov/system/files?file=115th-congress-2017-2018/costestimate/53126-health.pdf
https://www.cbo.gov/system/files?file=115th-congress-2017-2018/costestimate/53126-health.pdf
https://www.cbo.gov/system/files?file=115th-congress-2017-2018/costestimate/53126-health.pdf
https://www.taxpolicycenter.org/briefing-book/how-does-tax-exclusion-employer-sponsored-health-insurance-work
https://www.taxpolicycenter.org/briefing-book/how-does-tax-exclusion-employer-sponsored-health-insurance-work
https://www.taxpolicycenter.org/briefing-book/how-does-tax-exclusion-employer-sponsored-health-insurance-work
https://www.commonwealthfund.org/many-varieties-universal-coverage
https://www.commonwealthfund.org/many-varieties-universal-coverage
https://www.healthcostinstitute.org/research/annual-reports/entry/2017-health-care-cost-and-utilization-report
https://www.healthcostinstitute.org/research/annual-reports/entry/2017-health-care-cost-and-utilization-report
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05245
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05245
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05424
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05424
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05424
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05499
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05499
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05499
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05499
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05144
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05144
https://www.rand.org/pubs/research_reports/RR3033.html
https://www.rand.org/pubs/research_reports/RR3033.html
https://www.congress.gov/111/bills/hr3590/BILLS-111hr3590as.pdf
https://www.rand.org/pubs/research_reports/RR3106.html
https://www.rand.org/pubs/research_reports/RR3106.html
https://www.brookings.edu/research/how-will-the-graham-cassidy-proposal-affect-the-number-of-people-with-health-insurance-coverage/
https://www.brookings.edu/research/how-will-the-graham-cassidy-proposal-affect-the-number-of-people-with-health-insurance-coverage/
https://www.brookings.edu/research/how-will-the-graham-cassidy-proposal-affect-the-number-of-people-with-health-insurance-coverage/
https://www.commonwealthfund.org/publications/issue-briefs/2016/nov/what-would-block-grants-or-limits-capita-spending-mean-medicaid
https://www.commonwealthfund.org/publications/issue-briefs/2016/nov/what-would-block-grants-or-limits-capita-spending-mean-medicaid
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/Rural-Urban-Disparities-in-Health-Care-in-Medicare-Report.pdf
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/Rural-Urban-Disparities-in-Health-Care-in-Medicare-Report.pdf
http://www.hup.harvard.edu/catalog.php?isbn=9780674430006


commonwealthfund.org Fund Report, July 2019

Federalism,	the	Affordable	Care	Act,	and	Health	Reform	in	the	2020	Election	 12

ABOUT THE AUTHORS

Sara R. Collins, Ph.D., is vice president for Health Care 
Coverage and Access at the Commonwealth Fund. An 
economist, Dr. Collins joined the Fund in 2002 and has 
led the Fund’s national program on health insurance 
since 2005. She also directs the Fund’s research initiative 
on Tracking Health System Performance. Since joining 
the Fund, she has led several national surveys on health 
insurance and authored numerous reports, issue briefs, 
and journal articles on health insurance coverage and 
policy. She has provided invited testimony before several 
Congressional committees and subcommittees. Prior 
to joining the Fund, Dr. Collins was associate director/
senior research associate at the New York Academy of 
Medicine. Earlier in her career, she was an associate 
editor at U.S. News & World Report, a senior economist at 
Health Economics Research, and a senior health policy 
analyst in the New York City Office of the Public Advocate. 
Dr. Collins holds a Ph.D. in economics from George 
Washington University.

Jeanne M. Lambrew, Ph.D., co-authored this report in 
her former position as a senior fellow at the Century 
Foundation. She is currently commissioner of the Maine 
Department of Health and Human Services, which 
provides health care and social services to approximately a 
third of the state’s population, including children, families, 
the elderly, and those with disabilities, mental illness, and 
substance use disorders. Previously, Dr. Lambrew was an 
adjunct professor at the New York University Robert F. 
Wagner Graduate School of Public Service. Prior to that, 
she worked in the Obama administration: in the first two 
years as director of the Office of Health Reform at the U.S. 
Department of Health and Human Services (HHS); and 
from 2011 to January 2017 as the deputy assistant to the 
president for health policy. Prior to joining the Obama 
administration, Dr. Lambrew was an associate professor 
at both the Lyndon B. Johnson School of Public Affairs 
in Austin, Texas, and the George Washington University 
School of Public Health. She also served as senior fellow 
for health policy at the Center for American Progress. In 
1996, she was a research faculty member at Georgetown 
University. Earlier, Dr. Lambrew served in the Clinton 

administration in the HHS Office of the Assistant Secretary 
for Planning and Evaluation (1993–1995), the White House 
National Economic Council (1997–1999), and the White 
House Office of Management and Budget (2000–2001). She 
received her master’s and doctoral degrees in health policy 
from University of North Carolina at Chapel Hill.

Editorial support was provided by Maggie Van Dyke.

For	more	information	about	this	report,	please	contact:	
Sara R. Collins, Ph.D. 
Vice President, Health Care Coverage and Access 
The Commonwealth Fund 
srccmwf.org

http://commonwealthfund.org
mailto:src%40cmwf.org?subject=


About	the	Commonwealth	Fund
The mission of the Commonwealth Fund is to 
promote a high-performing health care system 
that achieves better access, improved quality, and 
greater efficiency, particularly for society’s most 
vulnerable, including low-income people, the 
uninsured, and people of color. Support for this 
research was provided by the Commonwealth Fund. 
The views presented here are those of the authors 
and not necessarily those of the Commonwealth 
Fund or its directors, officers, or staff.


