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Abstract 
Joint federal and state health care program Medicaid for low-income families and individuals has 
regained importance, with millions of Americans recently losing their employer-based healthcare 
insurance. This academic study analyzes the bipartisan nature of the Democratically-championed 
Affordable Care Act and Medicaid expansion throughout states. It uses a panel data fixed effects model 
to assess whether political party affiliation of governors is correlated with state expenditure on Medicaid 
fiscal periods 1997 to 2018, concluding that Medicaid expenditure on average is higher if Democratic 
governors rule in contrast to Republican governors especially for federal shares of state expenditure. 
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1 Health Care in the U.S.: An Introduction 

 
The United States' healthcare system differs and stands out from most developed countries as it is not 
uniform but heterogeneous and hybrid, does not offer universal health care coverage and has little and 
recent legislation mandating adherence to a healthcare coverage program in the country. The U.S. 
healthcare system is both publicly and privately-funded, and insured Americans can choose the option 
that suits them best. On the public side, there are find two main options for citizens of all ages 
established in the country since 1965: Medicare and Medicaid. Additionally, and since 2009, the 
Children’s Health Insurance Program has been implemented and is aimed at children in families and, 
in some cases, pregnant women. Currently, over one-third of the U.S. population is being covered by 
one or more of the three government-funded insurance programs. Medicare’s federal health insurance 
program is aimed at people who are 65 or older, certain younger people with disabilities, and people 
with End-Stage Renal Disease or ERD and consists of four distinct parts (The official U.S. government 
site for Medicare, n.d.); Part A or Hospital Insurance, Part B or Medical Insurance, Part C or Medicare 
Advantage plans, and Part D or Prescription Drug plans (Cassidy, 2011). On the other hand, Medicaid 
is a state and federal program designed to provide health coverage for low-income families and 
households. Since it is managed and partially-funded by all 50 individual states since 1982, they have 
ultimate control over eligibility requirements though specific standards must be met to receive federal 
funding for the program. Furthermore, services covered by the states may vary yearly and throughout 
the states. In case an individual is eligible for both Medicare and Medicaid, he/she can have both 
simultaneously. Finally, the Children’s Health Insurance Program (CHIP) is regulated by the federal 
government but administered state-level, and provides low-cost health coverage to children in families 
that earn an amount of money that exceeds the requirements for Medicaid. Each state offers CHIP 
coverage and works hand-in-hand with the respective state Medicaid program. On the Private Payers 
side, most privately-insured Americans are in group plans which are subsidized, at least partially, by 
their employees. The remaining insured population not covered by employer-sponsored plans resort to 
purchasing individual private insurance options, with premiums that vary according to age, and 
deductibles, copayments, and co-insurance rates, which are -on average- three times higher than in the 
employer-sponsored market (Tunstall, 2015). Uninsured American citizens can access emergency 
rooms thanks to the 1986 Emergency Medical Treatment and Active Labor Act (EMTALA). While it 
is believed that roughly 13,4% of uninsured American citizens make use of non-profit community health 
centers or hospital emergency rooms under this Act, they can only be accepted for a medical assessment 
and stabilization services. Due to the sheer complexity and decentralized nature of health care in the 
United States, most Americans within group insurance plans (be it through their employees or 
themselves) are enrolled in a managed care plan. These plans contract a network of health service 
providers (including hospitals, clinics, doctors, pharmacies) and medical equipment vendors to cater to 
their clients. In that sense, some of the most common plans are the tax-exempt trust or custodial Health 
Savings Accounts (HSAs), the Medical Savings Accounts (MSAs), and the High Deductible Health 
Plans (HDHPs). HSAs provide tax benefits, and holders put their savings in them so that, when the time 
comes, the plan reimburses certain medical expenses incurred by the account owner. 
 
Regardless of the publicly-funded and private health options available, there has historically been a 
structural rate of uninsured population in the U.S. ranging 10 to 15% in the last few decades (Buchholz 
& Richter, 2019). This situation has only worsened with the SARS-CoV-2 COVID-19 pandemic, as 
over 31 million Americans (Garfield, Claxton, Damico, & Levitt, 2020) have filed for unemployment 
insurance from March 1st to May 2nd. Given the strong ties between the private sector and provision of 
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healthcare by employers, numerous U.S. citizens risk losing their health insurance unless they choose 
to maintain it by paying the full premium through what is known as the COBRA continuation (Health 
Care Government, n.d.).. Another option for certain low-income families surpassing established poverty 
thresholds and other qualifying requirements is enrolling in Medicaid. The actual chances of 
successfully entering the Medicaid program depend on whether the applicant’s residence state has 
chosen to expand its health services through the Affordable Care Act (see part 4.3.), and the Democratic 
Party championed the introduction of the act and promoted its expansion throughout the states. From 
this standpoint, this report aims to analyze the bipartisan nature of politics in the United States both 
federally and particularly in state governance. It attempts to numerically determine whether the political 
affiliation of state governors throughout the years in the Democratic or Republican Party has a 
correlation or translates into a higher or lower expenditure on the Medicaid program during periods 
1997 to 2018. Specifically, the study will use Stata to create a panel data analysis and try various fixed 
effects models that comprise both the 22-year time period and all 50 states within the United States, 
with Medicaid expenditure as the dependent variable, and political party affiliation of governors as a 
dummy, dichotomous variable. 

2 Political Structure: Country & State levels 

Political governance and health policy have historically had a strong relationship in most developed 
countries throughout the world. Furthermore, U.S. political history widely differs from that of many 
developed countries worldwide. Though the country's Declaration of Independence and creation in 1776 
is considered to be relatively recent in history, the United States was the first nation to develop parties 
organized nationally and to set the executive power branch based on popular vote through the 1800's 
election (U.S. Embassy & Consulate in the U.K., 2016). Ever since the 1880s, American politics have 
been dominated by both the Democratic Party and the Republican Party or GOP (Grand Old Party), as 
evidenced by the fact that every president since 1856 has been either a Democrat or a Republican (John, 
n.d.). Therefore, the U.S. political system can be thought of as a duopoly where both parties share almost 
all the political power in the country, which contrasts with many democratic countries with over two 
parties having significant representation in governmental bodies. It is because the Democratic and 
Republican parties have held power over the governance machinery for so long, that they have tailored 
electoral rules to suit their political structures and contribute to bipartisanship (Tama, 2019). An 
example of the bipartisan current political structure is illustrated by Duverger’s law, a political science 
concept that holds that plurality-rule elections within single-member districts systems tend to favor a 
two-party system whereas “the double ballot majority system and proportional representation tend to 
favor multiparty system”(Grzymala-Busse, 2014). 
In terms of political structure, and like most advanced democracies, the United States’ Federal 
Government is composed of three distinct structures (Government, 2019): the legislative branch 
represented by the Senate and House of Representatives, the executive branch constituted by the 
President and around 5 million workers, and the Judicial branch represented by the Supreme Court and 
lower courts.  

 
Because of the bipartisan nature of the political landscape in the U.S., and especially since the 1970-
2000 electoral era, both parties have become increasingly polarized on the ideology they project to the 
public. This polarization can be particularly perceived in Congress, where Democrats and Republicans 
tend to hold contrasting views and opposite opinions on public matters. 
The following graph (see Graph 1) (Wikipedia, 2020) illustrates the party power shifts and majorities 
in both the legislative and executive branches, represented by Congress through the House of 
Representatives and the Senate, and by the White House and its sitting president from 1885 to 2021: 
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Graph 1: Control of the U.S. Senate and House Representatives: 1855-2021 

The upper side of the graph represents the majority party in the Senate, the medial side the party in 
control of the White House, and the lower side the majority party in the House of Representatives. 
 
The political ideology of both the Democratic and Republican parties has also undergone drastic 
changes since their creation in contrast to recent years (Diffen, 2018): 
 
- On the one hand, the Democratic Party, the world's oldest active political party founded in 1828, 

had initially supported slavery and state sovereignty. In recent years, however, it has become 
primarily aligned with the liberal ideology. More specifically, the party supports the government's 
intervention in the economy, as well as a robust social program range consisting of services that 
improve the well-being and equality of the American society. Furthermore, the party tends to defend 
the non-regulation of private social or sexual behaviors and has recently strongly advocated for 
women's rights, including abortion. In terms of taxation, Democrats tend to defend a progressive 
tax with higher rates for the wealthy. On the issue of healthcare policy, the party supports 
government involvement in health-related issues, including Medicare and Medicaid, and generally 
supports Obamacare. 

- On the other hand, the Republican Party was founded in 1854 by anti-slavery expansion activists 
and modernizers. In recent years, the ideological values of the party are aligned with conservative 
ideology. The party generally supports low government intervention and interference in the 
economy, preferring the private-sector and market-oriented approach to solving issues. The GOP 
receives strong support from what is known as "social conservatives," who believe the government 
should protect and reinforce traditional morals with measures such as restricting contraception, 
abortion, and same-sex marriage. Republicans tend to defend a flat tax equal to all Americans. On 
the issue of healthcare policy, the party tends to defend that private companies can provide a more 
efficient service as opposed to government-run programs. Thus, they oppose Obamacare and, more 
specifically, the provisions of 1) requirement for individuals to acquire health insurance or pay a 
fine and 2) required coverage of contraceptives.  

 
In terms of governance structures within the United States, the following significant power layers from 
a geographic perspective can be found: Town, County, State, and Federal Governments.  The analysis 
will focus primarily on the fields of state and federal Governments: (Villaneda, 2019) 
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- State Government: all states within the United States are responsible for governing the 
sociopolitical reality within their borders. State governments often resemble the federal government 
in structure, given that there is both a governor and a state legislature who are elected by state 
citizens. Each of the fifty states possesses an executive, legislative, and judicial branch, and they 
have control over their criminal codes, are responsible for the construction (Federal Reserve Bank 
of New York, n.d.) and maintenance of state roads, impose income taxes and oversee state welfare 
programs. Because each state is governed by its constitutions, they all retain rights that have not 
been exclusively granted to the federal government by the U.S. Constitution. Finally, state 
governments are in charge of carrying out federal legislation and planning state-wise. 

- Federal Government: the federal government is the highest and most potent tier of government in 
the United States. Like state governments, it is divided into three branches, namely the legislative, 
the executive, and the judicial branch. The purpose of each branch having its own powers and rights 
is to balance the other branches' power and avoid mismanagement and federal corruption. U.S. 
citizens have the power to elect their representatives in the legislative branch and, by using the 
Electoral College, are also able to choose their president, who represents the leader of the executive 
branch. The federal government has the power to regulate and manipulate taxes, establish federal 
welfare programs, and make laws that affect the nation as a whole. Other government competencies 
include setting foreign policy, overseeing the country's defense, and regulating the currency. 

3 State Elections  

Currently, every state in the U.S. directly elects its governor or head of the state executive branch 
(Learning, O. S. & L., n.d.), and representatives to the state legislature (Chaffee, 2015). In some states, 
members of the state judicial branch are elected, but generally, these positions are appointed by the 
governor or legislature. In addition, just like the president, governors have the power to veto or approve 
legislation at the state level alongside the power to make appointments to influential positions such as 
the state board of health. Nevertheless, the governor's veto power, is somewhat different from that of 
the president, because it enables the governor to delete sections of a bill before signing it into law.  

The governor elected is the spokesperson for the entire state and his political party, accepts blame or 
praise for managing decision making in times of crisis, oversees the implementation of public policy, 
and helps guide legislation through the lawmaking process. Governors also have to initiate a budget 
proposal in most states, where they indicate funding priorities. Therefore, while state legislatures have 
primary control over appropriations, governors have substantial budgetary power as well. For more 
information about budget processes in states (see Appendix 10.1).  

On the other hand, there are the state legislatures, which have three primary functions: performing a 
legislative function by researching, drafting and passing laws, representing their districts and working 
to meet requests for assistance from citizens within them, and last but not least overseeing the executive 
branch. Legislators also work with the governor's agenda throughout each legislative session and must 
approve a budget for their state every year or two. 

Concerning the composition of the legislative function, in most states, it is divided into two bodies: The 
State House and a State Senate. The composition of the parties is likewise essential for the overall 
legislative program. It is the responsibility of both Republicans and Democrats to try and reach 
common ground in issues such as healthcare, education, transportation in order to allocate funding 
efficiently. Consequently, there are considerable differences in approaches to dealing with urgent public 
policy issues in all states. 
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As mentioned in the introductory part of the report, this paper's analysis and focus will be on state 
governance in all 50 states throughout the years 1997 to 2018, specifically on the partisan evolution of 
Governance throughout the states of the country to see of the country. A prelaminar examination of the 
database The Council of State Governments throughout this time range conveys some clear bipartisan 
trends. During the last couple of decades, some states have shown to be strong "Blue" or Democratic 
states, "Red" or Republican states, and others to be "Swing" states whose elected governors' political 
affiliation frequently changes. While this report's analysis focuses mostly on the bipartisanship between 
two types of governors, it must be borne in mind that there are also Independent governors and 
governors which belong to other minority coalitions, such as the Reform Party.  

4 Medicaid 

4.1 Medicaid: An Introduction 

Medicaid is a state and federal program designed to provide health and medical coverage to certain low-
income families and households with limited resources. The Medicaid system is administered by states 
which, in turn, obey broad federal rules, and is funded by both states and the federal government. As of 
2020, it is estimated that over 76,7 million Americans are enrolled in the program, and that number will 
grow to 82 million by 2027 (Mikulic, 2020). Out of the 2020 budget for the National Healthcare 
Expenditure (NHE) of $4,014 trillion, it is estimated that the costs of Medicaid represent $621 billion 
or, in other words, 16,28% of the national budget (Keehan, S., Hartman, S, L., Dall, Brady, G, 2020). 
The fact that $1 out of every $6 spent on healthcare in the U.S. is allocated to Medicaid highlights the 
importance of the program and the Affordable Care Act's aim to ensure that all Americans are covered 
and have insurance government-financed, market-based, or a mixture of both.  
 
The general Medicaid qualification requirements vary depending on the state. However, and in almost 
all cases, in order to qualify for the program, it is required (U.S. Department of Health and Human 
Services, 2017) that citizens fall into one of the following categories:  
 

- Being 65 or older meeting income and resource requirements 
- Having a permanent disability as defined by the Social Security Administration 
- Being blind 
- Being a pregnant woman 
- Being a child, or the parent or caretaker of a child 

 
Furthermore, complying with all the following requirements is mandatory to be eligible for the 
Medicaid program: 
 

- Being a U.S. citizen or meeting certain immigration rules 
- Having a Social Security Number 
- Being a resident of the states where you apply 

 
Furthermore, most states do provide Medicaid directly to individuals who are benefiting from the 
Supplemental Security Income (SSI), a program administered by the Social Security Administration 
(SSA), which provides financial aid to needy individuals aged 65 or older in financial need or with a 
disability. 
 
The Medicaid coverage in all 50 states includes primary medical care as defined by Part A and Part B 
of Medicare. Namely, and according to Eligibility (Team, 2019), this coverage includes: 
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- Inpatient hospital services 
- Outpatient hospital services 
- EPSDT: Early and Periodic 

Screening, Diagnostic and 
Treatment Services 

- Nursing Facility Services 
- Home health services 
- Physician services 
- Rural health clinic services 
- Federally qualified health center 

services 

- Laboratory and X-ray services 
- Family planning services 
- Nurse midwife services 
- Certified pediatric and nurse practitioner 

services 
- Freestanding birth center services (when 

licensed or otherwise recognized by the 
state) 

- Transportation to medical care 
- Tobacco cessation counseling for 

pregnant women  
 
The person who qualifies for the program will not have to incur any copayment by either Medicaid or 
the health care provider for all the services mentioned earlier. On the other hand, states have discretion 
over Medicaid programs to cover optional medical services beyond those explained in the previous 
paragraph. However, if a given state Medicaid program does cover an optional service, the patient will 
incur a small copayment. Additional and discretionary optional Medicaid state services include (but are 
not limited to): 
 

- Some prescription drugs not 
covered by Medicare 

- Some nonprescription drugs 
including specific vitamins 

- Clinic services 
- Respiratory care services 
- Medicaid dental coverage 
- Podiatry services 
- Occupational therapy 
- Optometry services  
- Prosthetics, dentures, and 

eyeglasses 

- Chiropractic care 
- Hearing tests and hearing aids 
- Hospice 
- Private duty nursing services 
- Personal care 
- Inpatient psychiatric services for 

individuals under 21 
- Preventive screenings 
- Physical therapy beyond that of 

Medicare 
- Non-emergency transportation to and 

from medical treatment

4.2 Medicaid: Financing 

As mentioned before, the Medicare program is both federally and state-funded. The program guarantees 
there will be matching payments by the U.S. federal government without a pre-set limit, and there is a 
formula that determines the share of the program paid by the federal government, which varies 
depending on the state's relative per capita income. Furthermore, the program includes a matching 
structure that adjusts the allocated resources automatically according to economic and demographic 
shifts, changing state priorities, healthcare costs, public health emergencies (such as COVID-19…), and 
provides special match rates for the ACA Medicaid expansion. Medicaid also provides what is known 
as "disproportionate share hospital" payments or DySH to those hospitals with numerous uninsured and 
Medicaid patients. 
The formula for determining the share of the program paid by the federal government results in the 
Federal Medical Assistance Percentage (FMAP) for Medicaid, and is as follows (Mitchell, 2018): 
		

𝐹𝑀𝐴𝑃!"#"$ = 1 − [*
𝑃𝑒𝑟	𝑐𝑎𝑝𝑖𝑡𝑎!"#"$

𝑃𝑒𝑟	𝑐𝑎𝑝𝑖𝑡𝑎	𝑖𝑛𝑐𝑜𝑚𝑒%.'.
5
(
∗ 	0.45]	

 
Equation 1: FMAP equation 
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The formula for FMAP compares states' individual per capita income to the average U.S. per capita 
income. The formula is designed to reimburse larger quantities to states with relatively-low incomes 
and smaller quantities to those with relatively-high incomes, with a mandatory minimum FMAP of 50% 
and a statutory maximum of 83%. 
 
The 0.45 factor is designed so that when a state has the same per capita income of the U.S. as a whole, 
it receives an FMAP of 55% so that the state share of the costs is only 45%. Furthermore, the formula 
is squared on both sides of the equation so that below-average income states receive a higher FMAP 
rate as opposed to above-average income states, who receive a lower FMAP rate always subject to the 
50% minimum FMAP rate. The rates are usually published by the Department of Health & Human 
Services (HHS) each November before the upcoming fiscal year, which allows for states to adjust to 
their newest FMAP rates and rate changes. 
 
Hence, to match state expenditures, both the medical assistance expenditures reported by states and the 
FMAP are taken into account. According to the United States Office of Management and Budget 
(Budget, 1996), States must submit both fiscal and statistical reports to the Health Care Financing 
Administration, Department of Health and Human Services as well as quarterly estimates of needed 
funds each quarter to receive a quarterly grant for the next quarter. Finally, it takes up to 60 days to 
know whether the HCFA has approved the quarterly application or not, which is relevant given that 
States have to immediately tent to patients in need, and part of the expenditure is done in advance.  

4.3 Medicaid: Affordable Care Act and Partisanship 

 
Although the FMAP formula was established back in 1965 when Medicaid was authorized, recent 
political history and events shaped the way Medicaid functions and its implementation today. A relevant 
example is Bill Clinton's 1997 Balanced Budget Act signed into law that same year, which consisted of 
the most substantial Federal spending reductions for the Medicaid program since 1981 (Schneider, 
Overview of Medicaid Provisions in the Balanced Budget Act of 1997, P.L. 105-33, 1995). Still, 
arguably the most relevant State health policy enacted in the last few decades is the Affordable Care 
Act. 
 
The Patient Protection and Affordable Care Act, also known as ACA or Obamacare, is a comprehensive 
health care reform law enacted by the U.S. Congress and signed into law by then-President White House 
Democratic Barack Obama on March 23rd, 2010. Because the Obama administration pushed for the bill 
to pass and coordinated its efforts along with members of Congress (see appendix 10.1.: Budget 
Processes in States), the Affordable Care Act became commonly known as Obamacare. The 
legislation’s main aim was to reduce the aforementioned high rate of uninsured Americans (see part 1: 
Health Care in the U.S.: An Introduction), primarily low-income individuals given their vulnerability 
within a healthcare system strongly linked to employment benefits and job positions. Therefore, 
expanding Medicaid was one of the critical components of the legislation and the backbone of the ACA. 
Still, there have been several setbacks to its effective implementation and especially regarding the 
expansion in the Medicaid program.   

Initially, including a new and government-run insurance plan known as "public option" that would 
compete with private companies, the H.R. 3962 Affordable Health Care for America Act 
(HealthInsurance.org, n.d.) bill was deemed "a massive government takeover of an industry that 
accounts for one-sixth of the U.S. economy" by House Republicans, and 39 Democrats voted "No" to 
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their own party's proposal. Once the Senate had written its version proposal of the health reform bill 
called HR 3590: Patient Protection and Affordable Care Act (HealthInsurance.org, n.d.), an arguably 
more conservative proposal given that it removed the public option health plan element of the H.R. 
3962 in an attempt to achieve consensus, the bill finally passed in both chambers of Congress (see 
appendix 10.3.: Obamacare ACA). 

The following figure Figure 1 from GovTrack show both the House of Representatives’ and the Senate’s 
voting on the H.R. 3590: Patient Protection and Affordable Care Act as explained previously: 
 

 
Figure 1: House of Representatives' (left) and Senate's (right) voting on ACA 

According to the HealthCare Government (Health Care Government, n.d.) domain, the ACA's three 
primary goals were:  
 

1. Making affordable health insurance available to more people. To achieve this purpose, 
consumers are subsidized through "premium tax credits" which lower the costs for households 
with incomes from 100% to 400% of the Federal Poverty Level (FPL) 

2. Expanding the Medicaid program so that it covers all adults with an income that is below 138% 
of the FPL 

3. Supporting new and innovative medical care delivery methods to lower the costs of healthcare 
in general 

Because the ACA initially provided federal funding to the states on the condition they expanded 
Medicaid eligibility to 133% of the FPL and mandated that states that chose not to expand eligibility 
would lose all of their Medicaid funding, the Supreme Court of the United States (SCOTUS) ruled in a 
7-2 vote that states could not be forced to expand their Medicaid offerings and that they could choose 
whether to expand or not without having to risk their federal financing. Said expansion was fully funded 
by the federal government during the first three years of the ACA implementation (namely 2014,2015 
and 2016) and lowered to 93% (Musumeci & Rudowitz, 2019) in 2019 and 90% from 2020 onwards.   

The states' ability to opt-out of the ACA's Medicaid expansion has left governors and state leaders to 
decide what to do given the states' particular circumstances and the governors' political views and 
beliefs. As of April 27th, 2020, and according to KFF (Kaiser Family Foundation, 2020)(see Table 3), 
36 states (or 37 if D.C. is included) have adopted the Medicaid expansion, and 14 states have not. 
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The following Figure 2 (Kaiser Family Foundation, n.d.) shows the adoption and non-adoption of the 
Medicaid expansion throughout the U.S.: 

  
More specifically, the following Graph 2 (Elaboration, 2020) shows the proportion of states in which 
Medicaid was expanded through the ACA (left), as well as those where it was not (right): 

Table 1 (Advisory Board, 2020) shows the timeframe in which states governors decided not to 
implement ACA's Medicaid expansion and their corresponding political party: 

Graph 2: States Expanding vs. Not Expanding Medicaid through the ACA (D.C. excluded) 

Figure 2: Status of State Medicaid Expansion Decisions 

Table 1: States not Expanding Medicaid 
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4.4 Medicaid: State options and Discretionary aspects 

As mentioned in previous paragraphs, and while Medicaid is thoroughly controlled by the U.S. Federal 
Government, states have significant discretion and optionality when it comes to Medicaid. Indeed, states 
can be granted more flexibility in managing the program (see Figure 6) while simultaneously having 
their financing structure limited by Congress and the President's cabinet. On the one hand, in exchange 
for receiving federal funding, it is understood that states have to meet certain conditions and deliver 
certain goals, such as covering low-income populations with limited-income in need of specialized 
medical assistance. Once states comply with these requirements, they can choose to provide additional 
benefits and cover other groups in need, as well as control the way healthcare providers are paid and 
how services are delivered. States' options in Medicaid translate into specific eligibility requirements, 
unique ranges of benefits for Medicaid enrollees, particular premiums and cost-sharing for certain 
services, and unique provider payments and delivery systems adapted to each particular state. One of 
the most relevant examples of changing eligibility requirements is found in indicators such as the 
aforementioned Federal Poverty Level (FPL), which was used during the ACA’s expansion (see 
appendix 10.2.: Trump AHCA).  On the other hand, states can also waive certain expenditures or 
explore state options by using Section 1115A waiver authority of the Social Security Act (Social 
Security Administration, n.d.). This provision gives the Secretary of Health and Human Services the 
authority to approve pilot and demonstration projects to evaluate whether state-specific policies serve 
residents better than the current ones in place. 
  
Each state Medicaid program is unique, reflecting states' use of existing program flexibility and waiver 
authority to design their programs to meet their specific needs and priorities. Over time, many states 
have expanded Medicaid to reach a more significant share of their low-income population through 
targeted and broad expansions. States also have used program flexibility to continually evolve and 
transform how they pay for and deliver care. Furthermore, during economic downturns, states have used 
options to cut provider rates and restrict benefits to control Medicaid spending. 

5 Methodology 

5.1 Introduction and Variable Definition 

Having considered the relevance of Medicaid both within state and federal political levels, and its role 
in providing health services towards vulnerable demographics in need, this report's goal is to analyze 
and study how the U.S. bipartisan nature impacts actual expenditure on the health program. Specifically, 
this paper seeks to numerically determine whether governance in the 50 states that comprise the United 
States is correlated or related to the Medicaid Balance Expenditure, Medicaid Federal Balance share, 
and Medicaid State Balance share expenditure overtime. 
 
While there has been extensive research on federal program spending, cutting and expanding fields, and 
policy diversions between Democrat and Republican administrations, fewer state-based studies are 
found that tackle the issue from a governor perspective and their policy choices regarding Medicaid. 
(Kousser, 2002) studied the politics of discretionary Medicaid spending from 1980 to 1993 and found 
that political party control has a strong influence on the levels Medicaid state spending (p.639-671). On 
the other hand, studies conducted by scholars in the 1960’s such as  (Dawson & Robinson, 1963), (Dye, 
1966), or (Hofferbert, 1966) concluded that while socioeconomic and demographic factors determine 
Medicaid state spending, party structure and control had little effect towards social spending and 
services (Patel & Rushefsky, 2015). 
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To determine the effect of partisanship on Medicaid spending throughout the states, this study focuses 
on fiscal years 1997 to 2018. This time period comprises two Democratic and Republican presidents of 
the United States of America, namely Bill Clinton, George W. Bush, Barack Obama, and Donald 
Trump, who assumed office in January 1997, 2001, 2009, and 2017 respectively. For the study to allow 
for numerical interpretation, and given that the Medicaid expansion during the Obama administration 
has already been analyzed from a sociopolitical and theoretical approach, this part of the report will be 
mostly numerical. It can be considered a quantitative experimental study. 

The interest behind this time period is twofold: firstly, it includes bipartisan control in both the federal 
state levels, with 43 states having both had at least one Democratic and Republican governor from 1997 
to 2018. Secondly, the year 1997 marks the beginning of the Democratic Party Clinton administration 
responsible for signing into law the Balanced Budget Act of 1997, a bill containing the largest reduction 
in federal Medicaid spending since 1981 at the time and characterized by expanding state substantial 
discretion in those states already administering their Medicaid programs (Schneider, 1995). On the other 
hand, the fiscal year 2018 is the last period with accessible information and contrasted data, and marks 
the second term of now-Republican President of the United States, Donald Trump. 

The study will consist of a Panel Data Analysis. Panel Data allows for a two-dimensional analysis, 
both cross-sectional and longitudinal. Because accessed data has been collected throughout a 22-year 
period of time and has been broken down into each of the 50 states of the U.S., the Panel Data 
Regression model is best suited for analyzing this data. Within Panel Data, the Fixed Effect Model was 
employed. Fixed Effect models are used when there is an interest in analyzing the impact of time-variant 
variables. Furthermore, the model is commonly used to explore the relationship between predictor and 
outcome variables within entities such as countries, people, or companies. Since all states have 
individual characteristics that might or might not affect and influence predictor variables, this model 
removes the effect of time-invariant characteristics in order to assess the actual net effect of predictors 
on the dependent variable, in this case, the Medicaid Balance Expenditure.   

The following formula equation describes the regression formula which will be employed for the study: 

𝐼𝑛(𝑦)") = 𝛼) + 𝛽𝑋)" +Φ"𝐷)" + 𝑆" + 𝑇" + 𝑢)" 

Equation 2: Regression Model Formula 

Where: 

i is the variable State 

t is the variable Year 

yit   is the dependent variable Medicaid Balance Expenditure  

𝛼i    is the intercept  

β is the change of the Medicaid Balance Expenditure per unit change of the independent 
variable 

Xit  are independent variables 

Φt  is the measure of association between two binary variables 
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Di  is the dummy variable Political Party Affiliation of Governor  

St  is for State Fixed effects 

Tt  is for Time Fixed effects (in years) 

uit   is the error term 
 
To assess the relationship between Political Party Affiliation or Di on Medicaid Balance Expenditure or 
yit, and to control for variables which might influence the regression models, economic and 
demographic independent variables have been introduced included in the study. A brief definition of 
both independent and dependent variables used as well as their respective sources are further explained 
in the following paragraphs. 
 

A) Independent variables 
Political Variable 
Political Party Affiliation of Governor (The Council of State Governments, 1990-2018). The report’s 
variable of interest. Political Party Affiliation of Governor defines each state’s governor’s affiliation in a 
political party (R for Republican and D for Democrat) throughout the years, as well as highlights those 
governors which are not affiliated to a particular party (I for Independent). This information was obtained 
from the Book of States provided by the Council of State Governments. Because they are categorical 
variables, they are treated as Dummy Variables or dichotomous variables that either have values of 0 or 1.  
-Economic Variables 
Per Capita Income (Bureau of Economic Analysis, 1990-2018). This variable takes into account total 
personal income and divides it by the total midyear population of a given state in time. Furthermore, 
the Per Capita Income variable is employed in the FMAP formula as defined in previous paragraphs. 
Unemployment rate (Bureau of Labor Statistics BLS, 1990-2018). The unemployment rate variable 
represents the number of unemployed persons as a percentage of the civilian non-institutional labor 
force age 16 and older.  
Poverty rate (U.S. Census Bureau, 1959-2018). The poverty rate estimations are calculated from the 
Current Population Survey, which classifies households and individuals as above or below the poverty 
level using a poverty index. For this study, below the poverty level rates were employed. 
 
Demographic Variables 
Population (U.S. Census Bureau , 1990-2018). The Population variable takes into account the number 
of people living in each state every year during 1997 to 2018, regardless of age. This data has also been 
used to calculate the Elderly population. 
Elderly Population (U.S. Census Bureau , 1997-2018). The data source in this variable is the same as 
in variable Population, but limited from age 65 onwards (including age 65). Specifically, Elderly 
Population is expressed as a percentage, whereby the total number of people over 65 years old is divided 
by the total number of individuals for each state. As detailed in part 4.1.: Medicaid: An Introduction, 
one of the requirements for Medicaid eligibility is to be over 65 years old and in financial need to enter 
the program. The data from the population estimate created annually by the U.S. Census Bureau was 
obtained from the National Cancer Institute.  
Race (U.S. Census Bureau , 1997-2018). Variable race is further divided into 4 races as per the data 
source: 1) White, 2) Black, 3) Native American, 4) Indian American. The rate for each race in the 
classification has been calculated by dividing each race by the sum of individuals of the four races. This 
data has also been gathered from the National Cancer Institute. 
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B) Dependent variable 
Medicaid Balance Expenditure: Total Medicaid Balance, Medicaid State Expenditure, and Medicaid 
Federal Expenditure (Medicaid.gov Expenditure Reports, 1997-2018) 
The dependent variable in this report is the Medicaid Total Balance spent in each state for time periods 
1997 through 2018. Balance data was disaggregated into federal and state share in the data source, so 
that the sum of both parts amounts to the Total Medicaid Balance as explained in part 4.Medicaid: 
Financing. Full breakdown of the Balance is provided in Medicaid’s Expenditure Reports source. 
 
All variables defined; the regression formula for the Panel analysis consists of: 

ln(𝑦)") = 𝛼) + 𝛽𝑥1)" + 𝛽𝑥2)" + 𝛽𝑥3)" + 𝛽𝑥4)" + 𝛽𝑥5)" + 𝛽𝑥6)" +Φ"𝐷)" + 𝑆" + 𝑇" + 𝑢)" 

Equation 3: Panel Analysis Equation 

Where the aforementioned independent variables are as follows: 
 

yit is the dependent economic variable State, Federal and Total Medicaid Balance Expenditure 

x1it is the demographic variable Population  

x2it is the demographic variable Elderly Population (65 and over) 

x3it is the demographic variable Race (American Indian, Black, Native American, White) 

x4it is the economic variable Per Capita Income 

x5it is the economic variable Unemployment Rate 

x6it  is the economic variable Poverty Rate 

Dit is the dummy variable Political Party Affiliation of Governor (Democrat, Republican, or 
Independent) 

5.2 Preliminary Commands and Data Standardization 

This study requires the use of Software for Statistics and Data Science Stata. 

Upon importing all variables into Stata with a common format that includes fiscal years 1997 through 
2018 on excel columns and each of the 50 states comprising the U.S. distributed in rows, the command 
reshape long Y, i(State) j(Year) was introduced to standardize the data format from wide to long. After 
merging all variable datasets and forming pairwise combinations between groups while keeping State 
and Year variables constant, string variable State was turned numerical using destring State, 
generate(State). Both variables being numerical, the dataset was converted into Panel Data through the 
command xtset State Year to have a comprehensive cross-sectional time-series Panel. 

Before running the X regression into the Panel data, the variable Race was transformed from absolute 
to yearly percentage amounts through commands gen perc_black=Black/perc_tot for all four races, 
where perc_tot is the sum of all absolute values for each Year and State of all races and Black is the 
absolute amount of black people in a particular period and state. The same was done with the variable 
Elderly, whereby per_elderly=Elderly/Population was executed. It is worth noting that, in order to 
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facilitate interpretation of rates and percentual variables taking continuous values [0,1], all percentage 
unit variables were transformed into absolute form (i.e., 50 instead of 0.5) so that the coefficient 
obtained would be directly expressed in total percentages. To do this, the command gen 
totalperc_variable=perc_variable*100 was introduced for both Race and Elderly variables, and gen 
totvariablerate=variablerate*100 was executed for variables Poverty and Unemployment Rate. 

On the other hand, and because the dummy variable Political Party Affiliation of Governor is a string 
variable, the command tabulate PoliticalParty, g(PoliticalPartyDummy) generated three new variables 
with binary values, one where Democrat=1 and Non-Democrat=0, another where Republican=1 and 
Non-Republican=0, and a third where Independent=1 and Non-Independent=0. To avoid the dummy 
variable trap and multicollinearity, only the Democrat and Independent variables were introduced in the 
regression model, and the Republican variable served as a benchmark to compare the effect of the 
others. 

Because the dependent variable Medicaid Balance Expenditure is comprised of yearly amounts in 
billions of U.S. dollars units (USD), the command gen log_MedicaidBalance=log(MedicaidBalance) 
was executed to normalize and standardize the dataset. That same process was undertaken to create 
logFederalBalance and logStateBalance variables, representing the Federal and State share of 
Expenditure towards Medicaid for a given fiscal year. Thus, a log-linear model was obtained for all 
models except one, which consisted of a linear model.  

Finally, note that command i.Year was introduced to control for year fixed effects, and that Dummy 
variables Democrat and Independent are introduced while ignoring the Republican variable to avoid 
multicollinearity.  

6 Limitations 

Most of the limitations of this study are related to databases, as well as the accessibility and availability 
of information. Firstly, while the U.S. Census Bureau does make certain demographic data public and 
accessible, census estimates sorted by age group and race is only publicly released in decennial editions. 
To access this information sorted by state and for all fiscal years comprising periods 1997 to 2018, this 
data had to be gathered via the National Cancer Institute (NCI), given that this organization is provided 
with yearly estimates by the Census Bureau not made available to the public. This data was deeply 
compacted and encoded, and in a .txt format that was meant to be read with SEER*Stat software, which 
was unavailable to our region. Hence, data had to be split into small bits and decrypted for further usage 
and analysis on Stata. Secondly, data estimates regarding the poverty rate did not provide an exact 
definition of which threshold of the poverty level was used. While the U.S. Census Bureau did state 
that surveyed individuals were classified under what is known as "below the poverty level," it did not 
specifically state which poverty level percentage it was, nor did it separate the different options 
surveyed. Furthermore, certain survey standards and samples changed throughout periods 1997 to 2018, 
and though they had a common format, accuracy of data ultimately relies on the Bureau of the Census. 
Finally, in terms of the variable of interest Political Party Affiliation of governors, it is worth noting 
that budgets related to health care and particularly to Medicaid are approved prior to the start of the new 
fiscal year, and although most governors have effectively ruled for at least two periods or more and thus 
their impact on expenditure can be effectively measured, certain mandates of only one year may not 
reflex the actual impact of party affiliation on expenditure.  
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7 Results* 
Table 2: Resulting Output of Models 1 to 5 in Stata 

VARIABLES 
MODEL 1 
LogMedicaidB 

1997-2018 

MODEL 2 
MedicaidB 
1997-2018 

MODEL 3 
logMedicaidB 

2014-2018 

MODEL 4 
logStateB 
1997-2018 

MODEL 5 
logFedB 

1997-2018 

totpercAmIndian 0.091611186*** -1.51203e+09** -0.085765362 0.209535921*** 0.021208645 
 

(0.026532718) -6,44E+13 (0.261879306) (0.027935366) (0.031876234) 

totpercBlack 0.031474900*** -1.61350e+09*** 0.194071927*** 0.018045887** 0.039792806*** 
 

(0.008402336) -2,04E+13 (0.051584337) (0.008846524) (0.010094512) 

totpercNatAmeric 0.043530227*** 1.83405e+09*** 0.114540612* -0.025949644*** 0.086523187*** 
 

(0.009165322) -2,22E+13 (0.062167720) (0.009649845) (0.011011158) 

totpercWhite - - - - - 
      

Population 0.000000026*** 3.97296e+03*** -0.000000040 0.000000038*** 0.000000019** 
 

(0.000000007) -1,69E+07 (0.000000050) (0.000000007) (0.000000008) 

totpercelderly 0.010333333*** -8,19E+12 0.013678334 0.013626338*** 0.008685500** 
 

(0.002941843) -7,14E+12 (0.040105936) (0.003097363) (0.003534311) 

totpovertyrate 0.000013080 1,47E+10 0.000022159 0.000013658 0.000007014 
 

(0.000028090) -6,81E+10 (0.000049824) (0.000029575) (0.000033748) 

totunemploymentrate -0.000231093*** 2.01756e+06* 0.000244668 -0.000097806* -0.000270504*** 
 

(0.000050461) -1,22E+11 (0.000168846) (0.000053129) (0.000060624) 

CapitaIncome -0.000008250*** 3.31503e+05*** -0.000003524 0.000009083*** -0.000015811*** 
 

(0.000001986) -4,82E+09 (0.000006830) (0.000002091) (0.000002386) 

Democrat 0.018857154** 1.05173e+09*** 0.014092788 0.011564860 0.025068702** 
 

(0.008435673) -2,05E+13 (0.023448737) (0.008881624) (0.010134563) 

Independent 0.018101453 -1.71972e+09** 0.001844304 -0.009433664 0.024373525 
 

(0.031419510) -7,62E+13 (0.103184450) (0.033080498) (0.037747195) 

1998.Year 0.043597442* -4,72E+13 
 

0.016694603 0.057514633** 
 

(0.022562010) -5,47E+13 
 

(0.023754748) (0.027105852) 

1999.Year 0.105960916*** -7,22E+13 
 

0.041916415* 0.119395950*** 
 

(0.023002331) -5,58E+13 
 

(0.024218346) (0.027634850) 

2000.Year 0.197172272*** -1.26337e+09** 
 

0.124768181*** 0.230102991*** 
 

(0.024071349) -5,84E+13 
 

(0.025343878) (0.028919162) 

2001.Year 0.322250793*** -1.56424e+09*** 
 

0.224460634*** 0.365350263*** 
 

(0.024881797) -6,04E+13 
 

(0.026197170) (0.029892829) 

2002.Year 0.463620167*** -1.56993e+09** 
 

0.363598404*** 0.504623707*** 
 

(0.025979519) -6,30E+13 
 

(0.027352923) (0.031211625) 

2003.Year 0.522580732*** -1.92365e+09*** 
 

0.353732015*** 0.599925369*** 
 

(0.027344712) -6,63E+13 
 

(0.028790286) (0.032851759) 

2004.Year 0.605520037*** -2.14700e+09*** 
 

0.398548490*** 0.702040605*** 
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*Please note all monetary units are in USD dollars. 
 

 
(0.028582741) -6,93E+13 

 
(0.030093764) (0.034339119) 

2005.Year 0.660051905*** -2.44320e+09*** 
 

0.499312120*** 0.726796759*** 
 

(0.030494665) -7,40E+13 
 

(0.032106762) (0.036636093) 

2006.Year 0.660602073*** -3.41029e+09*** 
 

0.484856836*** 0.734355912*** 
 

(0.032669465) -7,93E+13 
 

(0.034396532) (0.039248883) 

2007.Year 0.705164276*** -3.98367e+09*** 
 

0.512260670*** 0.783604908*** 
 

(0.035195843) -8,54E+13 
 

(0.037056467) (0.042284057) 

2008.Year 0.786844084*** -4.45608e+09*** 
 

0.564830090*** 0.874985579*** 
 

(0.038762776) -9,40E+13 
 

(0.040811965) (0.046569347) 

2009.Year 0.920581245*** -4.27569e+09*** 
 

0.423131579*** 1.149802761*** 
 

(0.044042144) -1,07E+14 
 

(0.046370426) (0.052911945) 

2010.Year 0.984151995*** -4.43041e+09*** 
 

0.414190643*** 1.243575645*** 
 

(0.046971985) -1,14E+14 
 

(0.049455153) (0.056431837) 

2011.Year 1.020832759*** -4.60248e+09*** 
 

0.562986259*** 1.231197070*** 
 

(0.048873254) -1,19E+14 
 

(0.051456932) (0.058716009) 

2012.Year 1.020154323*** -5.14469e+09*** 
 

0.721939371*** 1.136233683*** 
 

(0.050339302) -1,22E+14 
 

(0.053000483) (0.060477310) 

2013.Year 1.038198075*** -4.73895e+09*** 
 

0.753504574*** 1.148945214*** 
 

(0.049709771) -1,21E+14 
 

(0.052337672) (0.059720996) 

2014.Year 1.088087740*** -4.79141e+09*** 
 

0.724148267*** 1.246575181*** 
 

(0.051962525) -1,26E+14 
 

(0.054709517) (0.062427439) 

2015.Year 1.184312409*** -4.03763e+09*** 0.108027858*** 0.746473491*** 1.380080264*** 
 

(0.053624601) -1,30E+14 (0.029198684) (0.056459459) (0.064424247) 

2016.Year 1.215734160*** -3.88871e+09*** 0.136470435*** 0.772572559*** 1.414436090*** 
 

(0.054651164) -1,33E+14 (0.047460043) (0.057540290) (0.065657553) 

2017.Year 1.244100442*** -4.05289e+09*** 0.164725735** 0.773293145*** 1.458868687*** 
 

(0.057386073) -1,39E+14 (0.069169456) (0.060419780) (0.068943254) 

2018.Year 1.277941403*** -4.64213e+09*** 0.189043546** 0.765228188*** 1.507068371*** 
 

(0.061363298) -1,49E+14 (0.093060852) (0.064607261) (0.073721467) 
      

Observations 1,100 1,100 250 1,100 1,100 

Number of State2 50 50 50 50 50 

R-squared 0.932328453 0.673347693 0.587290930 0.915286639 0.915609276 

State YES YES YES YES YES 

Standard errors in parentheses 
*** p<0.01, ** p<0.05, * p<0.1 



 
 

 19 

Table 3 above summarizes the results of models 1 through 5, in outreg2 format, and with nine 
decimal places. Please note the second row for each variable summarizes the coefficient's 
standard error.   

All preliminary commands and considerations explained, the first command run to achieve regression 
Model 1 was the following: 
 
xtreg logMedicaidBalance totpercAmIndian  totpercBlack totpercNatAmeric  totpercWhite 
Population  totpercelderly  totpovertyrate  totunemploymentrate CapitaIncome Democrat Independent 
i.Year , fe 

Equation 4: Regression Model 1 

MODEL 1: The first thing to note in Model 1 is that variable totpercWhite has been omitted given that 
all four percentage variables amount to 1, which means the rest are to be interpreted with race White as 
the benchmark. On the other hand, the year 1997 does not appear either as it serves as a benchmark for 
all years after it.    
 
Variables in the log-linear OLS estimation model regression obtained from periods 1997 to 2018 and 
for all 50 states are to be interpreted through the following formula: 

%∆𝑦 = 100 ∗ (𝑒!! − 1) 
Equation 5: Log-linear interpretation - Change in Y  

In other words, the formula illustrates the effect that coefficient 	𝛽�1�(in units) has on dependent 
variable 𝑦 (in % change). As displayed in Model 1, Race variables American Indian 
(totpercAmIndian ), Black (totpercBlack), Native American (totpercNatAmeric) ceteris paribus enjoy 
a 0.0959, 0.03197 and 0.0445% higher Medicaid Total Expenditure respectively on average, when 
compared with variable White (totpercWhite). The three results obtained for race have a significant 
influence on the dependent variable given that the two-tail p values coefficient P>|t|  is lower than 0.05 
with Stata’s default 95% confidence interval. Variable Population is also statistically-significant with 
a p value < 0.01. Given an increase in Population of 1 person, Medicaid Balance Expenditure is 
estimated to increase 0.00000262% ceteris paribus. Variable Elderly people (totpercelderly) is also 
found to be statistically significant with a p value of 0.01, which makes sense given that one of the ways 
to become eligible for the Medicaid program is to be 65 years or older. In that sense, a 1% increase in 
Elderly population increases the expense of Medicaid Total Expenditure by 0.01035%, provided all 
other variables are held constant.  
Poverty rate (totpovertyrate) average of states was found to not be significant in the model with a p 
value of 0.642 though it very much is in individual cases of family households which can become 
eligible for the Medicaid program, provided they reach 133% of the Federal Poverty Level in those 
states which have expanded the program under the ACA and different rates in not-expanding states. 
Unemployment Rate (totunemploymentrate) is found to be statistically significant with a p value < 
0.01, and a one-percentage increase on the state’s average rate causes Total Medicaid Expenditure to 
decrease by 0.00023%. A $1 increase in Capita Income was found to reduce Medicaid expenditure by 
-0.000825% ceteris paribus, which Stata notes is statistically-relevant given that p value is again smaller 
than 0.01. The interpretation behind this relationship is that a wealthier, more prosperous state will 
likely rely less on assistance programs for those in need such as Medicaid and give greater importance 
to other medical insurance mechanisms both in the publically-funded and private sector. 
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Prior to the numerical analysis of Dummy variables Democrat and Independent, it is important to note 
that out of the 1100 governor observations collected throughout the 22 years and 50 states that the study 
includes, only 17 of them belong to Independent governors. The following table summarizes the 
frequency, percentage, and cumulative percentage of Political Party Governance for Democrats (D), 
Independents (I), and Republicans (R): 
 

 
Figure 3: Democrats, Independents and Republicans summary table 

That being said, Dummy variables Democrat and Independent display coefficients of 0.0188572 and 
0.0181014, respectively. Variable Democrat is statistically-significant with a p value of 0.026, whereas 
Independent Dummy is not given that its p value is 0.565. Furthermore, it can be confirmed with 95% 
certainty that the mean of the Democrat coefficient is somewhere between [0.0023039 and 0.0354104]. 
In other words, and ceteris paribus, when the dummy variable Democrat equals 1 and states are 
governed by Democratic governors, Medicaid Total Balance Expenditure is, on average, 1.9036% 
higher than states in which Republicans govern. With 95% confidence, it can be stated that the average 
Medicaid expenditure if Democratic governors rule states is somewhere between the 0.2306% to 
3.5044% higher than if Republican governors do. Given that both dummy variables Republican and 
Democrat are statistically-significant sharing the same p value of 0.026, this finding is relevant and 
supports the theoretical explanation of the bipartisan nature of the healthcare approach towards 
Medicaid explained in previous paragraphs.  
  
The Year coefficients are set with the fiscal year 1997 as the benchmark. These coefficients show the 
remarkable growth in Medicaid Total Expenditure from 1997 to 2018, namely a 4.45617% increase 
from the year 1997 to the year 1998, and a remarkable 258.92433% in the fiscal year 2018 concerning 
the benchmark period ceteris paribus.  
 
To further assess the absolute impact in U.S. dollars that the political party affiliation of governors had 
throughout the years and states, and in an attempt to see whether a non-log model better represents 
expenditure throughout the years, a linear OLS regression model was created by changing the 
logMedicaidBalance variable to a linear MedicaidBalance dependent variable. The command executed 
to achieve regression Model 2 was the following: 
  
xtreg MedicaidBalance totpercAmIndian totpercBlack 
totpercNatAmeric  totpercWhite  Population  totpercelderly  totpovertyrate  totunemploymentrate 
CapitaIncome Democrat Independent i.Year, fe 

Equation 6: Regression Model 2 

MODEL 2: The results displayed in the linear regression Panel Data with fixed effects show that, in 
absolute numbers, Democratic governors have a Medicaid Balance Expenditure $1.05 billion higher 
than Republican governors ceteris paribus. The model shows these estimations are indeed of 
significance, given that they have a p value of < 0.001. With 95% confidence, Medicaid Total 
Expenditure, if governors are Democratic, is $650 million to $1.45 billion higher than if they are 
Republicans. At the same time, Dummy variable Independent is significant in this linear model with a 
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p value of 0.024, and it shows that Independent governors spend approximately $1.72 billion less than 
Republican governors do provided all other variables are held constant. Still, it is important to bear in 
mind that there are few observations (17) to back that claim for Independents, and it is likely that this 
result would likely change with more observations in states and throughout the years. 
 
It is also worth noting that, in this model, neither the Elderly people nor the Poverty and 
Unemployment rate variables are statistically significant, displaying negative to positive ranges within 
the 95% confidence interval, which do not allow for effective interpretation. Coefficients in Years have 
changed to negative values, which cannot be true since yearly expenditures increase over time and have 
not decreased on any fiscal years for the 1997-2018 periods. A similar thing happens to expenditure 
Race variables Black and Native American, which now are shown to have a -$1.51 and -$1.61 billion 
lesser expenditure with respect to White people ceteris paribus.  An indicator that sheds some light on 
the accuracy of the model is R2 within. Because R2 within translates into how much of the variation in 
the dependent variable within states is captured by the model, it shows how well explanatory variables 
account for changes within each state over time. Hence, and considering that the R2-within of this model 
is 0.6733 as opposed to Model 1’s 0.9323, this study concludes the log-linear model (as shown in Model 
1) does a better job at estimating the regression model than the linear model displayed in Model 2. 
 
Part of this study was focused on the expansion of the Medicaid program through the Affordable Care 
Act. While the ACA was signed into law by Barack Obama back in March 2010, the first year where 
states effectively started to enforce and implement the Medicaid expansion was in 2014. Hence, a log-
linear regression was created for analyzing the specific time period of 2014 through 2018. The 
command employed in Model 3 was:  
 
xtreg logMedicaidBalance totpercAmIndian  totpercBlack totpercNatAmeric  totpercWhite 
Population  totpercelderly  totpovertyrate  totunemploymentrate CapitaIncome Democrat Independent 
i.Year if (Year>=2014 & Year<=2018) , fe 

Equation 7: Regression Model 3 

MODEL 3: This regression model is largely less significant than the same log-linear regression model 
comprising all 22 fiscal years. Although R2 is not to be given excessive significance in Panel Data 
models because it tends to be lower on cross-sectional data as opposed to time-series data, this model 
has a within R2 within of 0.5873. Nevertheless, fixed variable Year from 2015 to 2018 is significant 
with p values of at least 0.05 each and show that the increase in Medicaid Expenditure from 2014 and 
until 2018 was of almost 19%, mirroring the reality of the Affordable Care Act's expansion and 
implementation, as well as the increase in spending during the last few years.   
 
For Model 3, political Dummy variables are not statistically-significant with variable Democrat 
showing a p value of 0.549. While results show that Democratic governors increase Medicaid Balance 
Expenditure by 1.4% compared to Republican governors ceteris paribus, an assumption cannot be made 
on the actual effect of Democratic governors throughout the 2014-2018 time period. This statistical 
insignificance may be partly due to the sample size in years. Furthermore, it may also have to do with 
the fact that the model includes all 50 countries instead of only those which expanded through the ACA 
in recent years with both Democratic, Republican, and Independent governors. 
 
The last two models relevant and worth exploring are those log-linear models studying the relationship 
between all independent variables and both the state and federal share of the Medicaid Balance. Given 
that the prior model has shown a lack of significance for the variables of interest and that both the state 
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and federal share make up the totality of the budget, the last two models will then be a partition of 
Model 1 in the sense that they will study the same independent variables with the same log-linear model 
and during the last 22 years. Firstly, and to study Medicaid State Balance in periods 1997 to 2018, the 
command employed in Model 4 was: 
 
xtreg logStateBalance totpercAmIndian totpercBlack totpercNatAmeric totpercWhite Population 
totpercelderly totpovertyrate totunemploymentrate CapitaIncome Democrat Independent i.Year, fe 

Equation 8: Regression Model 4 

MODEL 4:  Regression Model 4 displays certain elements worth commenting on. Firstly, and ceteris 
paribus, Medicaid State Expenditure for the American Indian population is 0.2331% higher than it is 
for the White population. This coefficient is statistically-significant, displaying a p value < 0.001. 
Indeed, this may be partly because American Indians and Alaska Natives enjoy special coverage 
protections and benefits for both Medicaid and the CHIP program (Health Care Government, 2020). 
More specifically, American Indians do not have to pay premiums or out-of-pocket costs for Medicaid 
coverage provided they qualify. This, therefore, translates into a higher state and federal spending for 
this group to compensate for the benefits that are provided, which is what the aforementioned cipher 
conveys. 
 
Another relevant aspect to consider is the significant impact of variable Elderly people rate towards 
expenditure. In that sense, it was found that a 1% increase in the elderly rate increased average Medicaid 
State Expenditure by 0.01362% with a p value < 0.01 provided all other variables are held constant. To 
illustrate the actual effect of this change, and considering that the average State Balance spent on 
Medicaid of all 50 states and throughout fiscal periods 1997-2018 is $2,745,580,918, an increase of 1% 
of the population would entail an increase in $37,394,812.10 on average.  Once more, state-wide 
Poverty Rate was found not to be significant in this model with a large p value of 0.644, indicating that 
the actual relevance of this rate is found on a household-level rather than on-average state poverty rate.  
 
Variable of interest Political Party Affiliation of Governors in this state-based model is not significant 
with a p value of 0.113 and with a coefficient for Democrats 0.01483 corresponding to a 1.494% higher 
expenditure on average for states with Democratic governors as opposed to Republican governors 
ceteris paribus. Still, it is interesting to assess the fact that with 95% confidence, it can be stated that 
the average increase in State Balance Expenditure if Democratic governors' rule is somewhere from -
0.3505% lower to 3.37205% higher compared to Republican governors (see Figure 7). On the other 
hand, variable Independent is also not significant with a p value 0.982.  
 
While this data may seem inconclusive, it must be contrasted with Federal Balance Expenditure for 
each state and year given that Total Medicaid Balance is the sum of both State and Federal shares and 
that Federal payments match and, in most cases, surpass State shares (see Part 4.2. Medicaid: 
Financing). 
 
The following command was introduced in Stata to create Model 5: 
 
xtreg logFedBalance totpercAmIndian totpercBlack totpercNatAmeric totpercWhite Population 
totpercelderly totpovertyrate totunemploymentrate CapitaIncome Democrat Independent i.Year, fe 

Equation 9: Regression Model 5 

MODEL 5: This last log-linear model is perhaps the most significant for the purpose of this report. 
Firstly, the Capita Income coefficient is negative and very significant, with a p value lower than 0.001. 
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More specifically, a $1 increase in the Capita Income of a state in a given year decreases de average 
Federal Medicaid Balance by 0.00158% ceteris paribus. If, for instance, a given state increased their 
Income per Capita by $100, the average Federal Balance spent on the Medicaid program would indeed 
go down by 0.15799%. Given that the average Federal yearly expenditure on Medicaid calculated 
throughout periods 1997 to 2018 for a state is of $4,229,723,112 (a considerably larger sum than the 
average state expenditure of $2,745,580,918), this percentage change is very much relevant. It has a 
strong financial effect on both Federal and State spending. Furthermore, what's interesting about the 
Capita Income coefficient is that it symbolizes the very definition of the Federal Medical Assistance 
Percentage (FMAP) described in previous paragraphs. Because the FMAP formula weights both a 
state's and U.S.' average per capita income in a Fiscal Year, the larger the state number, the less Federal 
Assistance is received with a minimum of 50%. Therefore, this coefficient effectively portraits that 
relationship effectively.  
 
In terms of the variable of interest Political Party Affiliation, this log-linear Federal model provides 
perhaps the most significant result with a p value of 0.014 and a coefficient of 0.025067. In other words, 
and provided all other variables remain constant, Federal Balance Expenditure of Medicaid on states 
that have Democratic governors is 2.538556% higher than if governors are Republicans (see Figure 
8). Furthermore, and with 95% confidence, it can be stated that the average expenditure difference 
between both types of governors is somewhere between 0.519514% and 4.598152%. As for the 
Independent Dummy variable, the coefficient was not found to be significant with a p value of 0.519, 
which can be explained by the lack of observations for Independent governors and also because these 
governors were both endorsed by the Democratic and Republican parties as well as third-parties such 
as the Reform Party of the U.S. (Health Care Government, n.d.).  
 
This is a significant finding in terms of the bipartisan relationship this study has studied and is both 
more significant and notorious a result than the one in Model 4 for State Balance Expenditure. One of 
the plausible interpretations for this result is that, because Medicaid’s matching rate mechanism actually 
encourages states to spend more on health care for low-income populations (Coughlin & Stephen., 
2002) and because both the Democratic Party and Democrats tend to view the Medicaid program in 
more favorably (Kaiser Family Foundation, 2020), this expenditure is not only compensated but 
enhanced (hence the amplification of the impact in terms of coefficients). Another interpretation to be 
made could be that throughout the last few years and with the Obama administration and Democratic-
held Congress championing the implementation of the Affordable Care Act, the 22 states with 
Democratic governors which chose to effectively implement the ACA at the time benefited from the 
fiscal benefits of expansion funding by the  Federal Government during the first few years (see appendix 
10.3. Obamacare ACA). This resulted in a much higher overall expenditure by the Federal Government 
for these particular states, and although 12 Republican governors have also chosen to implement to this 
day, the effects are more visible for Democratic governors.  

8 Conclusions 

The current global SARS-CoV-2 COVID-19 pandemic has particularly stricken the United States of 
America's job market and market-centric healthcare insurance system. The reliance and strong ties of 
healthcare with employer-based benefits and the private insurance sector have now left hundreds of 
thousands of Americans jobless, in need of financial aid, and, perhaps more importantly, without health 
insurance. In that context, one of their available options remains to apply for coverage under the 
Medicaid program. Medicaid's current service provision and available resources, however, largely 
depend on the historical handling of the program by each of the 50 states in the United States. The 



 
 

 24 

bipartisan nature of politics in the United States can be thought of as a duopoly between the Democratic 
and Republican Parties, the functioning of which actively affects the American population not only 
federally but also state-wide. The executive branch of state politics, led by state governors, enjoys 
considerable power granted by the U.S. Constitution.  Given that both parties hold differing views on 
how healthcare should be managed, it was the study’s goal to analyze how engrained bipartisanship is 
within the Medicaid program.   
  
The passing of the ACA at the hands of the Obama administration and Democratic Congress in 2010 
led to a state-wide choice of whether to expand Medicaid service offerings and provisions in 2014. 
Though many states chose to implement the expansion in subsequent years, recent reports show that 
92% of the states that opposed the expansion were in the jurisdiction of a Republican governor at the 
time said the expansion was blocked, denied or vetoed in case it was promoted through the legislative 
state branch (see Graph 2).  Up until now, the states that have decided to expand Medicaid from 2014 
onwards are governed by 61% Democrats, 6% Independents, and 33% Republicans. On the other hand, 
the Democratic Party shouldn't be confused with a pro-public healthcare option political party.  The fact 
that 39 Democratic House Representatives voted against their own party's proposal of the H.R. 3962 
Affordable Health Care for America Act at the time, which included a “public option” that would 
compete with private companies, and that the then Democratically-held Senate presented the arguably 
more conservative HR 3590: Patient Protection and Affordable Care Act in an attempt to reach a 
consensus within Democrats, shows that different ideologies coexist inside the Democratic Party and 
that healthcare provision is a divisive and challenging issue on an intra-party level. That being said, the 
passing and implementation of the ACA were met with strong opposition from the Republican Party, 
proof of which is that now-President of the United States Donald Trump has repeatedly attempted and 
vouched to repeal the act. Because of the aforementioned partisanship in the development and expansion 
of the ACA, this study also attempted to see if there was a quantifiable difference in Medicaid Balance 
Expenditure between Democratic and Republican governors in the periods post-implementation of the 
ACA, as seen in Model 3.  
  
Log-linear Panel Data Fixed Effects Regression Model 3 in the years 2014-2018 provided insightful 
information and interpretable information. Firstly, Medicaid Expenditure has been increasing since the 
base year 2014, reaching a 19% increase in the fiscal year 2018, which illustrates the fast growth and 
subsequent implementation of the ACA. Secondly, the dummy variable Democrat was found to not be 
significant, a result that has multiple readings. One of the possible interpretations is that states did not 
expand Medicaid in the same year 2014, which caused the effective correlation between the variable of 
interest and the dependent variable to shrink and become statistically-insignificant. Another plausible 
interpretation stems from the widespread use of Section 1115A's waiver authority of the Social Security 
Act (see 4.4.: Medicaid: State options and Discretionary aspects). This gives states flexibility and 
authority to design Medicaid programs that meet their particular needs and priorities. While this waiver 
has been used frequently for allowing the expansion of the ACA in specific conditions, it has also been 
employed to require people to incur some cost-sharing amongst other measures. While the impact of 
both possibilities is hard to estimate, it's fair to say they both could have affected the model's 
significance level.   
  
Having analyzed the ACA from both a theoretical and numerical perspective, Models 1, 2, 4, and 5 
focused on the correlation of Political Party Affiliation of governors through different lenses within the 
1997-2018 fiscal year periods. Log-linear Model 1 showed that both economic and demographic 
independent variables to control for such as Elderly population rate, Unemployment Rate, and Capita 
Income were statistically-significant. More importantly, the variable of interest Political Party 
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Affiliation of governor was statistically-significant with a p value of 0.026. The regression model found 
that, on average, the Total Balance Expenditure is 1.9036% higher if Democrats govern states in 
contrast to Republicans ceteris paribus. More specifically, and with 95% confidence, it can be stated 
that average expenditure on the programs if Democratic governors rule is 0.2306% to 3.5044% higher 
than if Republican governors do. Linear Model 2 attempted to expand on that impact by assessing the 
absolute value of expenditure variation in a linear model while maintaining all variables used in Model 
1. The result was that dummy variable Democrat increased Medicaid Balance Expenditure by $1.05 
billion more than dummy variable Republican all other variables held constant, a figure that was 
statistically-significant with a p value < 0.001. However, it was also found that the log-linear model 
does a better job at estimating the regression model than the linear model does, with Model 1's R2 within 
being 0.9323 and Model 2’s being 0.6733.  
  
The last two models that this study analyzed, Models 4 and 5, focused on dependent variables State and 
Federal share of the Medicaid Balance Expenditure. Because both shares make up the totality of the 
Balance, the aim was to pinpoint any specific differences between both expenditures throughout fiscal 
years 1997 to 2018 and for all 50 states. Log-linear regression Model 4 focused on State Balance 
Expenditure, and found that average state expenditure for the American Indian population was 0.2331% 
higher than it was for White population ceteris paribus, a difference partially explained by the special 
coverage protections and benefits in the Medicaid program for American Indians and Alaska Natives. 
In this model, the variable of interest Democrat was not statistically significant, nor was the variable 
Independent. Because this model resulted inconclusively and given that State Balance is closely 
connected with Federal Balance through the Federal Medical Assistance Percentage (FMAP), Model 5 
focused solely on Federal Balance Expenditure for the same variables, fiscal years and states. Log-
linear Model 5 was the most significant for the purpose of the report. Firstly, variable Capita Income 
was statistically-significant and more relevant than in Model 1, as a $1 increase on the variable caused 
Federal Medicaid Balance to decrease by 0.00158% on average ceteris paribus. The relevance behind 
this finding is that, as the FMAP formula sets the percentage of the federal contribution to the program 
by weighting both a given state's per capita income and the U.S.' average, it is logical to state that an 
increase in a given country's per capita income results in an overall decrease of the federal spending in 
that particular state (see part 4.2.: Medicaid: Financing). Secondly, and in terms of Political Party 
Affiliation, Model 5 provides the most significant result for this study, which also happens to be 
statically-relevant with a p value of 0.014. The model shows that Federal Balance Expenditure on 
Medicaid is, on average, 2.538556% higher if governors are Democrat than if they are Republican 
ceteris paribus. With 95% confidence, it can be stated that the average Federal Balance Expenditure 
increase is 0.519514% to 4.598152% higher if Democratic governors rule states instead of Republican 
governors ceteris paribus in periods 1998 to 2018. One of the more plausible interpretations of this 
stronger correlation is that Medicaid's matching rate mechanism encourages states to incur in greater 
spending for low-income populations and given that the Democratic Party and base tend to view the 
Medicaid program more favorably than the Republican base and Party, Democratic governors offer a 
wider range of services for Medicaid enrollees, more favorable eligibility requirements, and more 
advantageous premiums as well as smaller cost-sharing on average, which federal balance expenditure 
not only matches but enhances making the relationship between both variables stronger. Finally, the 
fiscal benefits of implementing the ACA earlier in 2014 as opposed to currently (see 4.3.: Medicaid: 
Affordable Care Act and Partisanship) along with the fact that Democrats championed the expansion 
of the program and 22 states with Democratic governors have expanded the ACA as of today in contrast 
to Republican’s 12 states has resulted in stronger expenditures incurred in those states by the federal 
government on average.  
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10.1 Budget Processes in States (Urban Institute Press, 1999) 

Although state governments in the U.S. are characterized by their diverse approaches to policy and 
politics, their budgetary processes are largely alike (Hutchison, Tony, and Kathy James, 1988). The 
majority of state fiscal years run from July 1st to June 30th and governors begin the process in July or 
August by having their budget office send budget request instructions to various departments and 
agencies. In the following months, agency applications are received by the budget office and reviewed. 
After hearings on budget requests and possible appeals, the governor then prepares a final budget 
proposal, which includes projected revenues and allocations, and a budget message (Rosenthal, 1990). 
Governors usually submit budget proposals to their state legislatures in late January or early February. 
After committee hearings, debate marking sessions, and votes, the budget bill is sent to the full House, 
where it can be amended and finally voted on. 
In the Senate, the process is somewhat analogous, with committee work preceding debate and final 
action on the Senate floor. Most commonly, a budget passed in a State Senate will differ somewhat 
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from the budget passed in the House, and a conference committee will be appointed by legislative 
leaders to reach a compromise. Once the budget proposal is sent to the governor, governors can sign 
the project, veto the entire project (which is uncommon), or sign in with a line-item veto, thus enabling 
the governor to remove the parts of the project he or she does not like. 

10.2 Trump AHCA 

One-sixth of the American population (16,3%) or 49,9 million people remained uninsured in 2010 
(Witters D., 2020). To mend this, the Obama administration introduced the Patient Protection and 
Affordable Act (ACA), more commonly known as Obamacare that same year. The health reform sought 
to improve health insurance coverage through insurance regulatory reform and mandatory insurance 
purchase. Though the ACA had a relatively-significant effect and lowered uninsured rates down to 
10,9% in the third quarter of 2016, Donald Trump's electoral win along with his promise to "repeal and 
replace ACA" caused the individual mandate within the bill to be eliminated by the GOP senate and 
raised the uninsured cipher to 13,7% by the end of 2018. The Trump administration attempted to 
implement the American Health Care Act of 2017 (oftentimes called Trumpcare or AHCA), which 
passed in the House of Representatives but not in the United States Senate. This bill would have had 
arguably repealed part of the Patient Protection and Affordable Care Act.  To this day, the American 
people remain largely divided on the issue as Gallup's November 2019 poll (Younis, 2020) shows 
Obamacare’s approval rating to be barely 50%, with a disapproval rating of 48% and 2% having no 
opinion on the subject. 

TRUMP: H.R. 1628: American Health Care Act of 2017 
 

 
Figure 4: House of Representatives and Senate Votes on AHCA, 2017 

10.3 Obamacare ACA 

 
Back in July 2009, House Speaker Nancy Pelosi presented and revealed along with other Democrats 
the H.R. 3962 Affordable Health Care for America Act (HealthInsurance.org, n.d.) in the House of 
Representatives. From 2009 to 2011, the House was controlled by the Democratic Party which held 257 
seats, as opposed to the Republican Party’s 178 seats ( History, Art & Archives U.S. House of 
Representatives, n.d.). Furthermore, the U.S. Senate also had a Democratic majority of senators with 
57 Democrat seats, 41 Republican seats, and 2 Independent seats during that same period. In other 
words, the Democratic Party had a majority in 

Figure 5: House of Representatives and Senate Votes on ACA, 2010 
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both chambers, which meant it controlled Congress. However, the Senate has what is known as a 60-
vote-requirement filibuster rule, whereby 60 votes are required to cease to debate and vote on a bill 
that's pending for approval (Arenberg, 2019).   
 
Initially, including a new and government-run insurance plan known as "public option" that would 
compete with private companies, the bill was deemed "a massive government takeover of an industry 
that accounts for one-sixth of the U.S. economy" by House Republicans and 39 Democrats voted "No" 
to their own party's proposal. Although the bill was passed on November 2009 on a 220-215 vote, both 
the White House and many Democrats in the Senate felt it would be unlikely to pass. For this, later that 
year, the Senate wrote its own proposal of the health reform bill called HR 3590: Patient Protection 
and Affordable Care Act (HealthInsurance.org, n.d.). This bill was considered to be more conservative 
as it removed the public option health plan element of the H.R. 3962 in an attempt to achieve consensus, 
which concerned progressives within the Democratic Party. Because it was revised and changed by the 
Senate, it had to be passed in the chamber in order to move to the House of Representatives. Voting in 
the Senate resulted in the H.R. 3590 passing with a 60-39 vote, with all 47 Democratic seats voting in 
favor, Independent senators Joe Lieberman and Bernie Sanders siding with Democrats, and Republican 
Senator Arlen Specter becoming a Democrat and voting in favor of the bill (Gary Price, 2018). On 
March 21st, 2010, the House of Representatives voted on the modified bill and found unanimous 
opposition by Republicans. While 34 Democrats voted "No" to the bill changes, a total of 219 votes in 
favor and 212 against it resulted in the passing of the H.R. 3590: Patient Protection and Affordable 
Care Act. 

10.4 States Expanding Medicaid  

 
Table 3: States Expanding Medicaid 
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10.5 Control States: New York, Pennsylvania, Texas 

In order to carry out further state analysis, three control states have been chosen, which differ in the 
ideology of the governors they have had throughout history. The first state, N.Y., is a state that has had 
a large majority of Democratic governors in the last 30 years. The second state, Texas, has always had 
Republican governors. Finally, Pennsylvania is a state that has varied considerably throughout history, 
having over the past several years Democratic governors but also having over its history a number of 
Republicans. Below are the characteristics of each state as they relate to population, median income, 
the aforementioned FMAP, and whether the state decided to expand Medicare when Obama was in 
office (ACA). 
  
First, there is New York, a state that had Democratic governors for the past 30 years, except for the 
1997-2006 period when George E. Pataki (R) ruled. The state is home to 19.45 million people, and the 
median household income is (U.S. Census Bureau, 2019), due in part to the fact that it contains New 
York City where 8.4 million people and powerful companies are concentrated. With respect to the 
FMAP mentioned above, in New York, it is 50%. In addition, it is one of the 37 states that decided to 
expand Medicaid in 2014, when Andrew Cuomo (D) was in power at the time. 
  
The next control state is Texas, a state that is politically very opposed to New York. In fact, 96% of its 
governors in the last 30 years have been Republicans. The state is home to 29 million people, second 
only to New York, which ranks third. The median household income is $60,629, lower than New York's. 
The FMAP, in this case, is 61.81%, being the 25th state with the highest FMAP (Kaiser Family 
Foundation, 2020). Unlike New York, its Governor Rick Perry (R) and his successor Gov. Greg Abbott 
(R), opposed expanding Medicaid. 
  
The third state of control would be Pennsylvania, a state that politically speaking has varied with 
frequency. From 1990 to 1995, they had a Democratic governor, after which until 2001 the Republican 
Tom Ridge ruled. From 2002 to 2010, the Democrat Edward G. Rendell ruled, and then from 2011 to 
2016, the Republican Tom Corbett ruled. Today and from 2017, Democratic Governor Tom Wolf is in 
power. Politics aside, Pennsylvania is home to 12.8 million people, and its average income is $60,905. 
Almost on par with New York, its FMAP is 52.50%. In addition, in 2015, Tom Wolf (D) joined the 
Medicaid expansion. 
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The following Figure 6 (Elaboration, Stata, 2020) show each state's Medicaid spending over the years. 
In the case of New York, it can be seen that spending is significantly higher than in the state of Texas. 
On the other hand, Pennsylvania is in the average range of spending, and has increasing oscillations 
over the years.	 

	
	
	
	
	
	
	
	
	
	
	
	
	

Figure 6: Medicaid Balance Expenditure by States and By Years (Stata) 



 
 

 34 

10.6 State vs. Federal Balance Expenditure on Medicaid by State 

Figure 7  (Elaboration, Stata, 2020) 

 
Figure 8 (Elaboration, Stata, 2020) 
 
 
 

Figure 7: Average State Balance Expenditure on Medicaid by State 

Figure 8: Average Federal Balance Expenditure on Medicaid by State 


