
erage of essential health benefits, and free pre-
ventive care, among others. This portion also 
included provisions implementing pilot and 
demonstration projects aimed at exploring new 
payment and care models such as accountable 
care organizations or bundled payments, and 
new care coordination models for dual 
Medicare-Medicaid eligibles and other popula-
tions. Last were a number of additional provi-
sions—such as increased funding for commu-
nity health centers and incentives for states to 
continue rebalancing their Medicaid long-term 
care spending toward home and community-
based services—also intended to improve the 
availability of health care and its alignment 
with need (for summaries of ACA provisions, 
see American Public Health Association 2012; 
Kaiser Family Foundation 2013).

Viewed narrowly, a primary focus of the law 
was to extend health insurance to the approxi-
mately forty-nine million non-elderly individu-
als who were uninsured in 2010 (DeNavas-Walt, 
Proctor, and Smith 2012). Although determin-
ing exactly how much of the ensuing increase 
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in insurance coverage can be attributed directly 
to various elements of the law is challenging for 
reasons we discuss, simple estimates derived 
from extending the preexisting trend in unin-
sured rates suggest that more than eighteen 
million non-elderly adults gained insurance, 
amounting to a 46 percent reduction in the 
number of non-elderly adults without insur-
ance (Blumberg, Garrett, and Holahan 2016). In 
promising to extend health insurance to most 
of the uninsured, the ACA had the potential to 
offset the toll that low incomes and financial 
uncertainty take on the large share of poor and 
uninsured citizens. In a neoliberal era, it also 
promised to achieve some measure of redistri-
bution, with benefits funded largely by the af-
fluent through new taxes on high earners and 
new fees on health-care stakeholders.

Although the number of non-elderly adults 
gaining insurance potentially due to the ACA is 
a relatively small fraction of the total popula-
tion, virtually the entire population was af-
fected to some extent by its provisions, includ-
ing substantial regulatory components that 
changed important rules on the ground for pri-
vate insurance and the existing public insur-
ance programs. However, although these regu-
latory effects were broad and important, they 
were in many ways more difficult for individu-
als to recognize. The ACA used multiple levers 
of change, many of which were quite hidden to 
the ordinary observer, which may help explain 
why such a significant reform had in many 
cases modest behavioral effects, especially on 
individuals, as discussed in this introduction 
and in many of the articles in this issue.

Although nominally focused on changing 
various components of the health-care system, 
the ACA has touched on a broad variety of social 
institutions and societal relationships. Connec-
tions between states and the federal govern-
ment, between governments and health-care 
providers, between governments and individu-
als, and between individuals and firms all were 
altered by the ACA. Taken together, the ele-
ments of the ACA had the potential to spur ma-
jor societal changes beyond extension of health 
insurance coverage. Indeed, the law’s passage 
was followed by continuous challenges in Con-
gress, in the courts, and in the states, due in 
part to the far-reaching nature of the law. In 

addition to spurring considerable political dis-
course and action, these challenges affected the 
ACA’s implementation and may have changed 
its impacts. Six years after the law passed, elec-
tions ushering in unified Republican control of 
government at the national level and Republi-
can control of government in many states po-
tentially shifted the environment surrounding 
the law and its implementation as well.

The health reform has prompted a great deal 
of research among social scientists exploring 
its origins and effects. However, much of what 
researchers, policymakers, and the general 
public might want to know about the Afford-
able Care Act is difficult to learn. The ACA was 
sweeping in its reach, touching many aspects 
of the health-care system specifically and Amer-
ican society more broadly, and its passage co-
incided with the early years of recovery from a 
profound economic shock, the Great Reces-
sion. In addition, important but not fully un-
derstood long-term changes in health care and 
labor markets were occurring before the ACA 
and may have been affected by it in ways that 
are difficult to disentangle. Consequently, iden-
tifying specific effects of the ACA from those of 
other factors likely to affect outcomes of inter-
est is challenging. Research designs that in-
volve comparing outcomes before and after 
some aspect of the ACA took effect are fraught 
with the difficulty inherent in pulling apart 
competing causal factors, any or all of which 
may be operating. The coincidence of the ACA’s 
passage with the start of an economic recovery 
makes focusing on deviations from existing 
trends less convincing than such an analysis 
might be in calmer economic circumstances. 
In many cases, both opponents and supporters 
of the ACA can point to results from such anal-
yses that support their views. 

These difficulties imply that more credible 
research assessing the ACA has largely taken 
one of two forms: descriptive assessments cou-
pled with an explicit recognition of their de-
scriptive nature and research focusing on as-
pects of the ACA that offer the possibility of 
usable exogenous variation. As a result, re-
search on some aspects of the ACA has been 
considerable but on other aspects minimal. The 
extension of parental coverage to young adults, 
which affected those age twenty-six and younger 
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but not those older than that; competition in 
markets for individual insurance across the 
country, which had differential levels of preex-
isting market depth; and especially the expan-
sion of Medicaid coverage, which was made op-
tional to states by the Supreme Court’s decision 
in the 2012 case National Federation of Indepen-
dent Business v. Sebelius have received more at-
tention.1 In addition, substantial literatures on 
the effects of the ACA on health-care delivery 
reform (for a review, see Blumenthal, Abrams, 
and Nuzum 2015) and on health outcomes have 
emerged. However, other components—often 
the less visible ones—have received less consid-
eration because of both the difficulties in find-
ing credible research designs and the data lim-
itations; in addition, work on the economic, 
political, and sociological effects of many com-
ponents of the ACA is scanty. The outbreak of 
the COVID-19 pandemic in 2020 heightens the 
importance of many of these questions.

This issue of RSF begins to fill these gaps 
with a series of articles from social scientists 
assessing these broader effects of the health re-
form. In this introduction, we situate these ar-
ticles by reviewing the relevant literature on the 
ACA’s economic, political, and social effects. 
We examine extant discussion of the implica-
tions of the ACA’s design for private insurance 
markets and the major public insurance pro-
grams as well as the effects of the law on non-
insurance components (such as the health-care 
workforce, providers, and so on). We examine 
the responses of states to the many decisions 
the ACA required of them regarding insurance 
exchanges, Medicaid expansion, and navigator 
support. We then turn to effects of the ACA on 
individuals, both nonpolitical effects (health 
insurance coverage and access, financial secu-
rity, labor-market effects, and effects on family 
structure), and political effects (changing pat-
terns of political behavior and attitudes). We 
confine our review to topics relevant for the ex-
amination of the broad social, economic, and 
political effects that the articles included in this 
issue examine; we do not review the volumi-
nous literatures on health-care delivery reform 
and health outcomes, including literature on 
changes in the treatment of various health con-

ditions (such as substance use disorder, cancer, 
obesity, or many others) affected by expanded 
access to coverage for such treatment, nor do 
we review health reform case studies of indi-
vidual states. Our review reveals that despite 
the great volume of research the ACA has in-
spired thus far, many additional areas are in 
need of examination. In the hope of fostering 
a continued research agenda among social sci-
entists, we conclude by highlighting areas 
where more work is needed. 

How the ACA Has Changed the 
He alth- Care La ndscape
We begin our review by discussing various ways 
in which the ACA’s provisions have changed the 
health-care landscape in the United States, how 
implementation has proceeded, how the ACA’s 
design elements affect private insurance, what 
the implications are of the ACA’s noninsurance 
and public insurance components, and how the 
states have responded to the ACA’s provisions. 
After providing this context on the health and 
policy impacts, we turn to the extant work on the 
economic, social, and political effects of the ACA.

The Course of ACA Implementation
The Affordable Care Act is an extraordinarily 
complex law with thousands of provisions, not 
to mention a politically contested one subject 
to unrelenting attacks by partisan opponents. 
The status of high-profile provisions garners 
much media attention and scholarly consider-
ation (for example, Blumenthal, Abrams, and 
Nuzum 2015), whereas far from the public glare 
a great deal of quieter activity is under way, 
many provisions going into effect and others 
falling by the wayside. Helen Levy, Andrew 
Ying, and Nicholas Bagley (this issue, 2020) go 
beyond existing overviews of high-profile provi-
sions to analyze the implementation status of 
approximately two hundred “key” provisions as 
identified in prior research. They discuss each 
of the ACA’s titles in turn, providing a helpful 
overview of the law, and delineate five catego-
ries of reasons some provisions were invali-
dated, repealed, or abandoned, including “legal 
challenges,” “born to fail,” “interest group pres-
sure,” “failure to thrive,” and “executive branch 

1. National Federation of Independent Business v. Sebelius, 567 US 519 (2012).
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sabotage.” The authors discuss examples of key 
provisions that fall into each category and pro-
vide a brief narrative about salient events sur-
rounding each one. Overall, however, their anal-
ysis indicates that a majority of the law has 
been implemented. Subsequent articles in the 
issue—and the rest of our literature review—in 
turn examine the social, economic, and politi-
cal effects of many of the provisions that have 
been at least partly implemented.

Implications of ACA Design Elements and 
Subsequent Design Choices: The ACA and 
Insurance Markets
Before the ACA was enacted, private insurance 
could be obtained either through a group, such 
as an employer, or in the nongroup market. By 
far the largest share of private coverage was em-
ployment based: according to data from the 
2010 Current Population Survey, in 2009 only 9 
percent of the individuals younger than sixty-
five who had private insurance at some point 
during the year had directly purchased insur-
ance only (see U.S. Census Bureau 2010, table 
HI01). The private nongroup market suffered 
from a number of problems, including lack of 
access to insurance for individuals with preex-
isting health conditions, high administrative 
costs, limited choices, and continued exposure 
to health expenditure risk, with caps on cover-
age or exclusions of coverage for certain condi-
tions being common features of privately pur-
chased plans. Employer-sponsored insurance 
(ESI) markets by many measures functioned 
better, although some plans also had annual or 
lifetime limits on coverage so that enrollees 
were exposed to the risk of catastrophic health 
expenditures, some imposed waiting periods 
on coverage for preexisting conditions for new 
employees, and small-group plans in some 
states had higher premiums attributable to re-
quired medical underwriting. Nevertheless, ESI 
represented the largest source of insurance for 
the under sixty-five population, nearly 73 per-
cent in that age group who had insurance at 
some point in 2009 having employment-based 
coverage (see U.S. Census Bureau 2010, table 
HI01). The ACA was therefore intended to ad-
dress the problems of private insurance mar-
kets but not reduce the extent of ESI coverage.

The most visible aspect of the ACA’s impact 

on insurance markets was the establishment of 
health insurance exchanges (also called Mar-
ketplaces) in which individuals could shop for 
individual or family policies. Importantly, these 
policies must be offered to anyone, with pricing 
variation permitted only on the basis of geog-
raphy (market rating area, typically metropoli-
tan statistical areas [MSAs] plus the remainder 
of the state not included in an MSA), family 
composition, age (the ratio of premiums for the 
oldest to the youngest enrollees not to exceed 
three to one), and tobacco use. Plans offered 
must fit into one of five tiers within which all 
plans must be actuarially equivalent: one cata-
strophic high-deductible tier generally avail-
able only to younger individuals, and four 
“metal levels”—bronze, silver, gold, and plati-
num—that correspond to increasingly gener-
ous coverage. Within tier, plans compete pri-
marily on price (premium plus cost-sharing 
requirements) and the network of providers in-
cluded in the plan. Regulations also apply to 
both employer-sponsored and Marketplace 
plans, including a minimum ratio of benefits 
to premiums (different levels for large-group 
and small-group or individual plans), stan-
dards for “essential health benefits” that must 
be covered, an annual out-of-pocket expendi-
ture limit, and a ban on annual or lifetime cov-
erage limits. Tax credits to reduce the cost of 
the premium and reduced cost sharing on a 
sliding-scale basis are available in the individ-
ual market to families with incomes below 400 
percent of the federal poverty level (FPL). In ad-
dition, if offered, dependent coverage must be 
made available to unmarried adult children 
younger than twenty-six.

To ensure that employer-sponsored cover-
age was not reduced, firms with more than fifty 
workers were required to offer “affordable” cov-
erage meeting minimum value standards to 
full-time employees or pay a penalty, although 
the implementation of the penalty was delayed 
until 2015; small firms (fewer than fifty workers) 
were given the opportunity to purchase a health 
plan to offer through the Small Business Health 
Options Program (SHOP). Small firms could 
also drop coverage and allow their workers to 
enter the individual Marketplaces. Group or in-
dividual plans in existence when the law was 
passed were grandfathered—that is, did not 
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have to meet all the requirements of the law 
until the insurer or employer made a signifi-
cant change in coverage or pricing. 

These regulations, and the rulemaking that 
accompanied them, were fundamental changes 
for private insurance markets, beginning with 
the clear increase in information available to 
potential consumers of individual plans. The 
“metal” tiers and standards for coverage made 
comparing plans more straightforward, though 
the extent of the networks of providers available 
in each plan was a key remaining variable, and 
one that has generated questions about the 
trade-offs inherent in “narrow network” plans 
between lower premiums and ease of access to 
health care. Both Leemore Dafny and colleagues 
(2017) and Daniel Polsky, Zuleyha Cidav, and 
Ashley Swanson (2016) show a clear association 
between the narrowness of the network and the 
premium, estimating a 6 to 9 percent reduction 
in premium with a narrowing of the network, 
and a larger reduction if both physician and 
hospital networks are reduced. Aditi Sen and 
colleagues (2017) find that individuals who are 
Hispanic or low income constitute a dispropor-
tionate share of enrollees in plans with net-
works that include fewer than a quarter of the 
physicians in a local area. However, further re-
search is needed on whether narrow network 
plans have resulted in any health-care access or 
health implications or function primarily as an 
effective check on health-care prices. Another 
concern was that consumers would be unlikely 
to shop around in subsequent open enrollment 
periods, particularly given low rates of plan 
switching in Medicare Part D (Sanger-Katz 
2014). Although some evidence indicates that a 
fair number do change plans on the ACA ex-
changes (Pearson, Carpenter, and Sloan 2016), 
to date little research has been undertaken on 
such plan switching and its effects.

Perhaps because so many of our day-to-day 
activities are conducted online, it may not be 
immediately apparent what a structural change 
Section 3021 of Subtitle C (“Health Information 
Technology Enrollment Standards and Proto-
cols”) represented in its call for “Electronic 
matching against existing Federal and State 
data, including vital records, employment his-
tory, enrollment systems, tax records, and 
other data determined appropriate by the Sec-

retary to serve as evidence of eligibility and in 
lieu of paper-based documentation.” The re-
quirement for online enrollment capability 
meant that various electronic records systems, 
both private and public (state and federal) 
needed to be able to exchange information 
that could then be used in an eligibility deter-
mination for Medicaid or premium subsidies. 
This was such an immense undertaking that 
roll-out of the online enrollment system for 
the exchanges was, as is well known, less than 
smooth. Moreover, evidence suggests that 
problems have persisted in states experiencing 
particularly difficult roll-outs (Scheuer and 
Smetters 2018). The establishment of this capa-
bility, however, represents a significant change 
in ease of access to Medicaid—as of January 
2019, according to a Kaiser Family Foundation 
survey of states, for the first time individuals 
can apply for Medicaid online in all states and 
can receive eligibility determinations within 
twenty-four hours in forty-six states (Brooks, 
Roygardner, and Artiga 2019). In addition, it 
represents an opportunity for states to stream-
line eligibility determination for a wider variety 
of programs (Dorn, Minton, and Huber 2014).

The ACA envisioned certain roles for states 
in insurance regulation, the federal govern-
ment taking on some of the regulatory roles 
that states had formerly held, such as establish-
ing the benefits that qualifying insurance plans 
would have to provide or mandating employer 
offering of insurance, but the states being given 
the opportunity to establish their own state-
level marketplaces. However, the roles as envi-
sioned were not necessarily the same as the 
roles that occurred, many states choosing not 
to design their exchanges and instead adopting 
the federal one. Nevertheless, individual insur-
ance markets continued to have considerable 
variation at the state level. One decision left to 
states was market definition, in particular, the 
geographic area that would be considered a sin-
gle market. Michael Dickstein and colleagues 
(2015) find that counties that are smaller or 
more rural have more insurers and lower pre-
miums when they are “bundled” with larger 
counties, although more heterogeneous re-
gions (in terms of proportion urban versus ru-
ral) have fewer insurers and higher premiums, 
suggesting a trade-off for states between bun-
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dling smaller counties with larger ones and 
keeping more dissimilar counties separate.

Once the markets are defined, the decision 
about whether to enter the market is up to in-
surers. Researchers have noted two countervail-
ing effects of additional entry into insurance 
markets. First is the typical effect of price com-
petition arising through additional entry, 
which would tend to push down prices to con-
sumers. However, because of bargaining be-
tween insurers and providers, the entry of ad-
ditional insurers into a market is not guaranteed 
to lower prices to consumers because individ-
ual insurers have less bargaining power vis-à-
vis providers when insurers are more numerous 
(see, for example, Moriya, Vogt, and Gaynor 
2010; Ho and Lee 2017). Researchers have stud-
ied the impact of competition on consumer 
prices in the ACA’s individual insurance mar-
ket. Focusing on arguably exogenous sources 
of variation in the number of insurers, they 
have found that the entry of an additional in-
surer has generally resulted in a reduction in 
prices to consumers of between 4 and 5 percent 
(Dafny, Gruber, and Ody 2015; Abraham et al. 
2017; Lissenden 2017).

Particularly given that markets with more 
insurers have been shown to offer lower prices 
to consumers, a concern persistently expressed 
by observers of the ACA has been exit of insur-
ers from the individual markets. In a series of 
issue briefs, analysts at the Kaiser Family Foun-
dation have tracked the performance of insur-
ers in the individual market since the passage 
of the ACA (see, for example, Cox, Levitt, and 
Claxton 2017; Fehr, Cox, and Levitt 2018a, 
2018b). Examining medical loss ratios (the 
share of premiums paid out in claims) in the 
individual insurance market, they find that 
medical loss ratios rose to unprofitable levels 
in the first two years of the ACA marketplaces 
but began to decline thereafter, suggesting that 
after an initial period of inadequate informa-
tion about the individuals purchasing insur-
ance that led insurers to set their prices in the 
market too low for the level of risk, insurers in 
the market have begun to gain information that 
allows them to set prices more accurately. Nev-
ertheless, many of the markets have been char-
acterized by instability and uncertainty about 
the level and nature of enrollment. Mark Hall 

(this issue, 2020) assesses the sources of insta-
bility in individual insurance markets using 
documentary research and case studies from 
ten states. He focuses particularly on the roles 
of actuarial uncertainty (which arises because 
insurers must account for unknown responses 
to known changes in market rules) and politi-
cal uncertainty (which arises because insurers 
do not know whether and how regulations 
might change) in insurer pricing and entry 
decisions. Based on interview evidence, he con-
cludes that actuarial uncertainty is not inher-
ently destabilizing, although political uncer
tainty is; he points to regulatory flexibility on 
the part of the states and the subsidy structure 
as ensuring the resilience of the individual in-
surance markets in the face of political uncer-
tainty. Jean Abraham (this issue, 2020) also 
studies instability in the individual markets, 
classifying local markets as more or less volatile 
based on changes over time in insurer partici-
pation and premiums and more or less vulner-
able based on insurer participation and premi-
ums in 2019. She finds that by her measure 
nearly a third of local markets experienced high 
volatility in the segment of the market offering 
subsidized plans, a slightly smaller share expe-
riencing high volatility in the unsubsidized por-
tion. She classifies markets as vulnerable if they 
have below-median insurer participation and a 
premium level above the median premium, and 
finds that vulnerable local markets are more 
likely to be rural, to have less healthy popula-
tions, and to be in states that have not ex-
panded Medicaid.

It is not surprising that the individual insur-
ance markets are affected by the states’ deci-
sions on whether to expand Medicaid, given 
that Medicaid expansion removes more risky 
low-income individuals from the private risk 
pools. As a result, individual market premiums 
are expected to be lower, on average, in states 
that expanded Medicaid. Aditi Sen and Thomas 
DeLeire (2018) find this to be the case, compar-
ing premiums for plans on both sides of a state 
border where one state expanded Medicaid and 
the other did not. Similarly, Lizhong Peng (2017) 
finds that premiums fell in Pennsylvania and 
Indiana when Medicaid expansion occurred.

Researchers have also assessed whether ei-
ther the hope of the ACA’s designers that 
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employer-sponsored insurance coverage would 
continue as a mainstay of the insurance cover-
age structure, or the concern of the ACA’s 
opponents that ESI coverage would fall sig-
nificantly, have occurred. Overall, employer-
sponsored insurance seems to have largely re-
mained stable: Abraham, Anne Royalty, and 
Coleman Drake (2016), Frederic Blavin and col-
leagues (2016), and Adele Shartzer, Blavin, and 
John Holahan (2017) all find little change in ESI 
offerings or take-up post-ACA. One area that 
has elicited some concern is the small em-
ployer market, innovations such as the SHOP 
marketplace never becoming operational (Cur-
ran 2017). Focusing on small employers, Sa-
brina Corlette and colleagues (2017) use quali-
tative data from six states to describe changes 
in the small-group ESI market, noting that 
though rates improved for some small groups, 
employers with younger, healthier employees 
saw rising premiums, which has led some small 
employers to pursue lower priced but less com-
plete coverage or other options. However, in 
comparing the small-group market with the in-
dividual market, Abraham, Royalty, and Drake 
(2019) note that on average, small-group mar-
kets appear to be functioning better than indi-
vidual markets, offering more plan types and 
lower premiums. Overall, how people have 
fared in the small-group and individual insur-
ance markets as a result of the ACA would seem 
to be important areas for further research. 

Implications of the Noninsurance and  
Public Insurance Components of the ACA
Although much of the scholarly work on the Af-
fordable Care Act has thus far centered on the 
private insurance components of the law, such 
as the exchanges and new regulations, the law 
contained multiple provisions for Medicaid 
and Medicare as well as noninsurance provi-
sions affecting many aspects of health care. A 
number of these provisions affect health-care 
delivery and, ultimately, health outcomes; and 
a robust and growing health services research 
literature examines those outcomes. However, 
we have found relatively little scholarly analysis 
thus far of the social, political, and economic 
effects that these many provisions might exert 
on individuals and institutions. Hence we high-
light hypotheses that observers have put forth 

about their likely effects and describe analytical 
findings where they exist.

By increasing health insurance coverage, the 
ACA was projected to increase the demand for 
health care, putting pressure on providers and 
provider participation. For example, Stephen 
Parente and colleagues (2017) estimate that de-
mand for physicians, licensed practical nurses, 
and medical aides will increase more than 10 
percent between 2014 and 2021 relative to a no-
ACA baseline, and demand for other occupa-
tions—such as technician, registered nurse, 
and home health aide—will grow at somewhat 
lower rates. Their model predicts differential 
wage increases across provider types, with 
greater wage increases among health-care oc-
cupations requiring more education and train-
ing, such as physicians and registered nurses. 
Upward pressure on wages could also counter-
act other ACA provisions meant to control ris-
ing health-care costs.

The ACA includes additional measures in-
tended to meet the increased demand for pro-
viders created by expanded health insurance 
coverage. The law permanently authorized and 
increased funding for the National Health Ser-
vice Corps (NHSC) program, which provides 
scholarships and loan repayment to primary 
care providers who work in underserved areas. 
However, despite some increases in field 
strength—the total number of clinicians in the 
program—the number of open NHSC positions 
is higher than the number of NHSC providers 
(Heisler 2018). The ACA also increased Medic-
aid payments to primary care providers to 
Medicare levels for two years, 2013 and 2014. 
However, studies have found no apparent effect 
on physician participation in Medicaid, per-
haps because the bump was temporary (Decker 
2018; Neprash et al. 2018). 

According to at least one survey, efforts to 
increase the size of the health-care workforce 
or to encourage physician participation in Med-
icaid could improve enrollee satisfaction. A 
2014–2015 survey of Medicaid recipients found 
more patient satisfaction and greater access in 
states with higher physician participation per 
capita in Medicaid (Barnett, Clark, and Som-
mers 2018). Inequalities persist, however: racial 
and ethnic minorities report less satisfaction 
and access than white recipients. Ongoing eco-
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nomic, political, and sociological questions re-
main about whether the size of the health-care 
workforce and distribution across health occu-
pations and geographic locales will meet pa-
tient needs in the future and how to reduce dis-
parities in access across income, race-ethnicity, 
and other demographic categories.

Although the impacts on the health-care 
workforce have not yet been fully assessed, sev-
eral studies have examined the impact of the 
ACA on hospitals and community health cen-
ters. By expanding Medicaid, the ACA has re-
duced the amount of uncompensated care that 
hospitals provide (Blavin 2016; Dranove, Garth-
waite, and Ody 2016), particularly among hos-
pitals serving a disproportionate share of low-
income patients (Camilleri 2018). Although 
some substitution of Medicaid expansion fund-
ing for existing state or local safety net hospital 
funding was likely (see Duggan, Gupta, and 
Jackson 2019 for evidence on this substitution 
for California), the evidence to date indicates 
that hospitals, particularly those serving poorer 
populations, have benefited financially from 
the ACA. Richard Lindrooth and colleagues 
(2018) find that Medicaid expansion under the 
ACA is associated with better financial health 
for hospitals and lower likelihood of closure, 
particularly in rural areas. This could be good 
financial news for safety net hospitals if as a 
result they have greater capacity to treat more 
private insurance patients (at higher reim-
bursement rates), but alternatively could rep-
resent a financial threat if non–safety net hos-
pitals attract healthier Medicaid patients and 
sicker ones remain at safety net hospitals.

Another ACA provision doubled federal 
funding for community health centers (CHCs), 
which provide care to twenty-six million Amer-
icans (Rosenbaum 2017). Researchers report 
that this increase in funding, together with 
Medicaid expansion, has significantly in-
creased patient volume and reduced the shares 
of uninsured patients at CHCs (Han, Luo, and 
Ku 2017). Congress extended the original five-
year grant for CHCs several times, but future 
funding remains uncertain (Lewis et al. 2019). 
Cuts in CHC funding would disproportionately 
affect access for low-income individuals and ru-
ral residents (on the latter, see Cole et al. 2018). 

The ACA includes demonstration projects 

aimed at better coordination of care for those 
dually eligible for Medicaid and Medicare. 
However, enrollment in these demonstration 
projects remains below projections (Grabowski 
et al. 2017), and advocates have voiced concern 
that the dual eligible demonstration projects 
do not do enough to address racial and ethnic 
health disparities (Sharma 2014). The ACA also 
provides new options for creating medical 
home models of coordinated care. Questions 
remain as to whether the medical home con-
cept reduces racial-ethnic disparities in access 
for health services (National Academies of Sci-
ences, Engineering, and Medicine 2015) or 
brings parity to mental health services (Sahas-
ranaman 2017). 

One difficulty the patient-centered medical 
home model faces is that its principles of com-
prehensive care that includes disease preven-
tion and management of chronic conditions 
may be challenging for small physician prac-
tices to implement due to the financial and 
other resources required. Radhika Gore and 
colleagues (this issue, 2020) study the imple-
mentation of two particular population-health 
strategies espoused in the ACA—electronic 
health records and community health work-
ers—in the context of efforts to implement hy-
pertension control strategies among small 
practices serving South Asian immigrant com-
munities in New York City. Using a method of 
semi-structured interviews and on-site obser
vation of clinic workflow before and after im-
plementation, they find that although some 
aspects of the strategies strengthened care pro-
vision and patient engagement, others proved 
challenging to implement or were not per-
ceived as helpful by providers; they outline 
some of the challenges faced in making these 
ACA population-health strategies successful in 
the context of small providers and culturally 
distinct communities.

Beyond demonstration projects for dual eli-
gibles and other populations, a notable feature 
of the ACA was an effort to make institutional 
investments in demonstration projects more 
generally to better ensure their translation into 
policy, such as creating a new Center for Medi-
care and Medicaid Innovation (CMMI), increas-
ing the budget for demonstration projects and 
allowing them to be non-budget-neutral, ex-
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empting some elements from judicial and ad-
ministrative review, and increasing the author-
ity of the secretary of the Department of Health 
and Human Services to expand Medicare and 
Medicaid demonstration projects without con-
gressional approval. Philip Rocco and Andrew 
Kelly (this issue, 2020) examine fourteen dem-
onstration models CMMI pursued between 
2012 and 2018. Despite the increased budgets 
and authority, they find that only two new pay-
ment and delivery models have been certified 
for expansion. The actuarial certification pro-
cess, they conclude, requires measurements  
of quality and attributions of savings that are 
difficult to meet, particularly for complex dem-
onstration projects involving many types of 
stakeholders. Barriers to innovation therefore 
remain, even with increased discretion and re-
sources. 

The ACA contained many provisions affect-
ing Medicare. A substantial health services re-
search literature examines the effects of deliv-
ery system and payment reforms such as 
programs to reduce unnecessary hospital read-
missions, develop accountable care organiza-
tions, introduce bundled payments and other 
value-based rather than volume-based reim-
bursement, and so on, which we do not exam-
ine here. Other provisions were intended to im-
prove Medicare benefits by expanding 
preventive services, providing an annual well-
ness visit, and closing the prescription drug 
coverage gap known as the “donut hole” (reduc-
ing cost sharing in the coverage gap from 100 
percent before the ACA to 25 percent in 2019 for 
brand name medications and in 2020 for ge-
neric drugs). Research indicates unequal pat-
terns in utilizing these new benefits. For exam-
ple, only a small share of Medicare beneficiaries 
received an annual wellness visit in the provi-
sion’s first four years, increasing from 7.5 per-
cent in 2011 to 15.6 percent in 2014, whites, 
women, urban residents, non-dual eligibles, 
and those from higher-income areas being 
more likely to do so (Ganguli, Souza, and Mc-
Williams 2017). The ACA also introduced 
changes to private Medicare Advantage (MA) 
plans, which enroll a large proportion of Medi-
care recipients. MA plans are subject to the 
medical loss ratio provision, limiting the 
amount they can spend on administrative 

costs, profits, and other non-health-care as-
pects to 15 percent of their Medicare payments. 
The ACA also sought to reduce payments to MA 
plans, which were higher than traditional Medi-
care payments, 14 percent higher per capita in 
2009 (ASPE 2014), in part by reducing the per-
enrollee “rebate” an MA plan received when its 
bid was below the benchmark rate in the 
county, based on traditional Medicare spend-
ing in the county. Senior citizens exerted pres-
sure on Congress to avoid such cuts (Kelly 
2015), a kind of protective constituency policy 
feedback, although MA plan payment rates did 
fall, on average, to be equivalent to traditional 
Medicare, and MA enrollment grew signifi-
cantly (Guterman, Skopec, and Zuckerman 
2018). 

The ACA also contained a large number of 
provisions addressing public health, including 
the creation of a public health council and a $15 
billion public health fund, “the first time that 
a comprehensive public health strategy, with 
dedicated funding, was articulated in federal 
law” (Chait and Glied 2018, 508). Other provi-
sions aimed at prevention, oral health, immu-
nizations, laboratory capacity, minority health, 
diabetes, childhood obesity, women’s health, 
tobacco cessation, and so on (for a summary, 
see Chait and Glied 2018). Although some work 
on the effects of these initiatives on health out-
comes has started to emerge, to the best of our 
knowledge none on the political, social, or eco-
nomic effects has, perhaps because the impact 
of the ACA on such effects would be difficult to 
disentangle from myriad other social factors. 

The ACA included multiple streams of fi-
nancing that were intended not only to support 
new spending obligations such as Medicaid ex-
pansion and health insurance subsidies, but 
also to change both health-care and health in-
surance incentive structures and to magnify 
the law’s redistributive effects. Some financing 
sources were imposed on health-care stake-
holders, such as new annual fees on pharma-
ceutical manufacturers and health insurers as 
well as taxes on medical devices and indoor 
tanning services. More relevant for possible so-
cial, political, or economic effects were tax 
changes for individuals, ranging from lower 
limits on flexible spending accounts for medi-
cal expenses and an increased threshold for 
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itemized deduction of unreimbursed medical 
expenses, to changes with clearly redistributive 
implications, such as increased capital gains 
and Medicare payroll taxes for high earners and 
the so-called Cadillac tax.

Among the financing streams, the Cadillac 
tax was the subject of the most hypothesizing 
and analysis. A 40 percent excise tax on 
employer-sponsored health benefits that ex-
ceed certain thresholds, the Cadillac tax was 
intended not only to raise revenue but also to 
partly offset the tax exclusion for employer-
sponsored insurance and to discourage em-
ployers from offering health plans that are so 
comprehensive that they encourage overuse. 
The thresholds, $10,800 for individuals and 
$29,100 for families, were indexed to the Con-
sumer Price Index, which tends to increase at 
a lower rate than health-care costs, meaning 
that the tax would apply to more plans each 
year. Because of this and other controversies 
around the tax, its implementation was delayed 
several times. Thus scholarly analysis could not 
assess the effects of the Cadillac tax, but in-
stead focused on estimating which workers 
would be affected by the tax when it came into 
effect (Claxton and Levitt 2015; Herring and 
Lentz 2011–2012; Lowry 2015). Mark War-
shawsky and Michael Leahy (2018) estimate, for 
example, that 12 percent of workers would be 
affected at the outset, the highest concentra-
tions among those who tend to have more gen-
erous benefit packages: union members, work-
ers in education occupations, and workers in 
the top quartile and top decile of earnings. 
Workers in the Northeast and West would be 
more likely to be subject to the tax than those 
in the South or Midwest because of regional 
variations in health-care costs. Sherry Glied 
and Adam Striar (2016) speculate that the tax 
would ultimately be more progressive than first 
thought because it would most affect workers 
with health savings accounts. The tax may have 
induced employers and workers to move to-
ward plans with greater cost-sharing or nar-
rower provider networks, and it could have in-
creased financial risk for the demographic 
categories most likely to be affected. That the 
Cadillac tax would fall on the health plans of 
more highly resourced and organized individu-
als resulted in political pressure to prevent or 

blunt its implementation. Congress finally re-
pealed the tax altogether (along with the ACA’s 
taxes on the health insurance and medical de-
vice industries) in a budget bill passed in De-
cember 2019 and signed by President Donald J. 
Trump (Keith 2019).

Finally, by extending health insurance to the 
previously uninsured with funds extracted from 
higher-income households, the ACA will have 
effects on American patterns of inequality. 
Scholarly work on the social, political, and eco-
nomic effects of the law’s distributional conse-
quences has just begun. Before most ACA pro-
visions were implemented, Henry Aaron and 
Gary Burtless (2014) predicted that money in-
comes would increase slightly for the bottom 
quintile and fall slightly for other income 
groups, though none of the changes were large 
and most changes were concentrated in the 
bottom two deciles. Kevin Griffith, Leigh Evans, 
and Jacob Bor (2017) find that the ACA de-
creased socioeconomic disparities in insurance 
coverage, the gap in the insurance rate between 
those with incomes above $75,000 and below 
$25,000 shrinking over time. The decreases 
were larger in Medicaid expansion states, 
where the gap fell from 31 percentage points to 
17 percentage points, than in non-expansion 
states, where the gap decreased from 36 per-
centage points to 28 percentage points. As the 
ACA extended health insurance access to adults 
in ways unrelated to their relationships with 
employers, spouses, and children, disparities 
were also decreased across sociodemographic 
groups, men, black and Latino adults, and 
adults with less education gaining insurance at 
greater rates and narrowing preexisting gaps by 
gender, race and ethnicity, and education (Guti-
errez 2018). Naomi Zewde and Christopher 
Wimer (2019) use the ACA’s Medicaid expansion 
to estimate that Medicaid coverage reduced the 
nation’s poverty rate by about 1 percent, the ef-
fect concentrated in the non-elderly adult pop-
ulation that was the focus of the expansion. 

Political and Policy Responses to  
ACA Provisions in the States
One of the defining characteristics of the Af-
fordable Care Act was the large role assigned to 
states. Although the law created a national 
framework for extending health insurance to 
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more Americans and for addressing practices 
in the private insurance market that reduced 
access, states were charged with important im-
plementation and policy responsibilities. 
These included deciding whether to create an 
insurance exchange, implementing new insur-
ance regulations, and determining whether to 
participate in various initiatives and demon-
stration projects aimed at health education, 
healthy living, health-care delivery, payment 
structures, and so on (Weil and Scheppach 
2010). The Supreme Court’s decision rendering 
Medicaid expansion optional further height-
ened the importance of state decision making. 
Proponents of state control have traditionally 
lauded the possibilities for innovation and for 
tailoring policy to local conditions that such 
subnational policy responsibility affords. But 
states vary in their levels of expertise, previous 
policy experience, administrative capacity, and 
fiscal strength, not to mention political cli-
mates and partisan control of government. Del-
egating important aspects of the ACA to the 
states ensured substantial uncertainty and vari-
ation in the law’s operation on the ground. 

A number of scholars have examined the 
drivers of state choices in implementing the Af-
fordable Care Act, including their decisions re-
garding health insurance exchanges (Jones, 
Bradley and Oberlander 2014; Rigby and Ha-
selswerdt 2013; Shor 2018) and expanding Med-
icaid (Barrilleaux and Rainey 2014; Jacobs and 
Callaghan 2013; Shor 2018). Most find that party 
control of state legislatures and governorships 
is a dominant factor in explaining state policy 
choice, Democratic-led states implementing 
the ACA more enthusiastically. Some also find 
that state administrative capacity and previous 
policy experience, such as previous expansions 
of Medicaid, were also related to ACA imple-
mentation (Rigby and Haselswerdt 2013; Jacobs 
and Callaghan 2013; Haeder and Weimer 2015). 
Evidence on the influence of interest groups is 
mixed. On the one hand, the greater presence 
of business and professional lobbying groups 
is associated with less state progress on Med-
icaid expansion (Callaghan and Jacobs 2016). 
On the other, the greater presence of pro-
expansion interests was influential in one 
study—public interest groups (Callaghan and 
Jacobs 2016)—but not another—safety net pro-

viders (Grogan and Park 2017). Public opinion 
has an independent effect on policy choices in 
some analyses (Rigby and Haselswerdt 2013; 
Grogan and Park 2017), but only an indirect ef-
fect, through elected officials, in others (Shor 
2018). Also, race matters. In the degree to which 
public opinion is associated with Medicaid ex-
pansion decisions, the opinions of white state 
residents matter, not those of nonwhites (Gro-
gan and Park 2017). That ACA implementation 
occurs at a time of heightened political polar-
ization complicates the usual pathways by 
which policies diffuse from one state to another 
(Volden 2017). Finally, and in some ways most 
normatively concerning, actual health insur-
ance need in the state does not seem to matter 
for politicians’ decision making (Jacobs and 
Callaghan 2013; Barrilleaux and Rainey 2014).

Most of these studies use state-year as the 
unit of analysis, although Boris Shor (2018) is 
able to use the state legislative district due to 
methodological advances that permit the esti-
mation of public opinion and legislator ideol-
ogy at that level of disaggregation. Unlike some 
of the individual-level studies, which use causal 
designs, most state studies are based on obser-
vational data.

One early decision states faced was whether 
to implement their own health insurance ex-
change or use the federal one. A state-level ex-
change could be attractive to conservatives as 
a market-model solution meant to foster com-
petition and drive down health insurance 
prices, as was extolled during the Massa
chusetts reform under Republican Governor 
Mitt Romney and in various Republican health 
reform plans over the years (Jacobs and Skoc
pol 2010). Also, a state-level exchange would 
heighten state control and ward off the “partial 
preemption” of the federal exchange (Rigby and 
Haselswerdt 2013). On the other hand, running 
a state exchange could be viewed as embracing 
the progressive ACA reform championed by 
President Barack Obama, a Democrat. Also, the 
federal rules on exchanges and minimum stan-
dards meant that the exchanges were a form of 
“one-tailed devolution” (Conlan and Posner 
2011), in that it was easier for states to proceed 
in a liberal direction than in a conservative one 
(Rigby and Haselswerdt 2013). Republican state 
lawmakers were caught in a dilemma: state-



1 2 	 e f f e c t s  o f  t h e  a f f o r d a b l e  c a r e  a c t

r s f :  t h e  r u s s e l l  s a g e  f o u n d a t i o n  j o u r n a l  o f  t h e  s o c i a l  s c i e n c e s

level exchanges appealed to partisans who 
sought to minimize federal intervention, but 
also represented entrenchment of a law they 
opposed and might complicate legal challenges 
to the ACA (Jones, Bradley, and Oberlander 
2014). 

In examining early steps that states could 
take in setting up exchanges, Elizabeth Rigby 
and Jake Haselswerdt (2013) find more activity 
in states with more supportive public opinion 
and with either Democratic governors or a high 
share of Democrats in the state legislature. Si-
mon Haeder and David Weimer (2015) find 
greater state cooperation in setting up ex-
changes in states with unified Democratic leg-
islatures and less cooperation in those with a 
Republican governor or a Republican elected 
insurance commissioner. Shor (2018) examines 
state legislator roll-call votes on several ACA 
outcomes. He too finds that state exchanges 
were opposed more by conservative and Repub-
lican state legislators, legislator ideology hav-
ing a stronger effect than legislator partisan-
ship; district public opinion did not have an 
effect independent of the legislator character-
istics. Thus analyses of both state-level deci-
sions and individual legislator roll-call voting 
indicate that conservatives and Republicans 
were less likely to support state-level exchanges 
than liberals and Democrats were, despite the 
possible attractiveness of such exchanges to 
conservatives.

Another decision states had to make was 
whether to expand Medicaid after the Supreme 
Court effectively made expansion optional. An 
examination of early decisions regarding Med-
icaid expansion in 2012 and 2013 (such as issu-
ing gubernatorial or legislative statements sup-
porting expansion, applying for federal 
planning grants, or streamlining Medicaid ap-
plication processes) found that party control is 
an important though not perfect determinant 
(some Republican-led states moved toward ex-
pansion). States were also more likely to have 
taken steps toward expansion if they had previ-
ously expanded Medicaid or if they had more 
administrative capacity (as measured by insur-
ance oversight, policies against Medicaid fraud, 
and existing high-risk pools for the medically 
needy). However, states with greater need—
those with lower average per capita income—

were less likely to have done so (Jacobs and Cal-
laghan 2013).

Lawrence Jacobs and Timothy Callaghan 
(2013) examined bivariate patterns only. Rigby 
(2012) analyzed state resistance to the ACA in 
2010 and 2011, as measured by a three-item in-
dex adding whether the state had filed a law-
suit challenging the ACA, had passed legisla-
tion in opposition, or had forgone federal 
planning grants, finding that GOP control of 
government (governor, attorney general, or in-
surance commissioner) was the most impor-
tant factor, accounting for half of the total vari-
ation in outcomes. Also important was state 
public opinion. State capacity (for example hav-
ing a less professionalized legislature) was 
more modestly associated with resistance, as 
was the degree of change the ACA represented 
from current policy, such as the magnitude of 
Medicaid enrollment or the net costs to state 
budgets the ACA would bring (Rigby 2012). 

Similarly, an analysis of governors’ decisions 
to support Medicaid expansion found that gu-
bernatorial partisanship and legislative party 
control were the most important factors; public 
opinion did not exert an independent effect, 
nor did need—support for Medicaid expansion 
declined with the share of state uninsured pop-
ulation (Barrilleaux and Rainey 2014). In yet an-
other analysis of Medicaid expansion decisions 
in 2012 and 2013, supportive public opinion is 
associated with expansion, but only whites’ 
opinions are statistically significant, not non-
whites’ opinions (Grogan and Park 2017). As in 
his analysis of insurance exchanges, Shor (2018) 
finds that state legislators’ roll-call votes on 
Medicaid expansion are associated more with 
legislator ideology than legislator party, public 
opinion again working through those pathways 
rather than exerting an independent effect on 
legislators’ voting.

Several researchers have assessed the role of 
organized groups in state choices on Medicaid 
expansion. Colleen Grogan and Sunggeu Park 
(2017) find no statistically significant role for 
safety net interest group influence (measured 
by the number of community health centers 
and the number of patients served per capita) 
on state Medicaid expansion decisions. How-
ever, Callaghan and Jacobs (2016) do find a sig-
nificant effect: states with Democratic control 
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of government and more public interest and 
nonprofit lobbyists per capita had taken more 
steps toward Medicaid expansion, but those 
with a stronger professional and business lob-
byist presence had taken fewer. State affluence, 
past policy choices, and administrative capacity 
did not exert independent effects. 

Another policy choice was funding naviga-
tors, assisters, and certified application coun-
selors to assist consumers in comparing plans 
on the health insurance exchanges, applying 
for subsidies, and enrolling (Goodell 2013). 
Such navigators are typically members of advo-
cacy groups or social service organizations. 
Variation in state funding of navigator pro-
grams is wide; those states that established 
marketplaces had more funding available given 
the nature of federal funding sources. States 
could elect to use their own money as well. Dur-
ing the first open enrollment period, California 
and Maryland spent as much on navigators as 
all states with federally run marketplaces com-
bined (Goodell 2013). State variation in adver-
tising and navigator budgets per capita of the 
uninsured population remained pronounced 
in the ACA’s sixth open enrollment period in 
late 2018 (Corlette and Schwab 2018).

Some states erected barriers to navigators, 
such as stringent licensing and training re-
quirements. In many cases, insurance agents 
and brokers lobbied for these regulations, view-
ing navigators as “government-funded compe-
tition” (Kusnetz 2013). In some states, local 
health departments have engaged in the out-
reach that navigators might otherwise play, as 
in Houston, where the city’s Department of 
Health and Human Services headed a collab-
orative effort aimed at increasing health insur-
ance enrollment even in the absence of Medic-
aid expansion (Runnels et al. 2016; Williams et 
al. 2016). Nonetheless, significant state varia-
tion in outreach remains, and evidence of nav-
igator effectiveness suggests that this varia-
tion—and sharp reductions in navigator 
funding for federal marketplaces under the 
Trump administration—could be particularly 
harmful to vulnerable populations. In the early 
years of ACA implementation, African Ameri-
cans and Latinos were more likely than white 
consumers to seek navigator assistance (Enroll 
America 2014; Mosqueira, Hua, and Sommers 

2015); navigators also proved particularly help-
ful for those seeking insurance who had low 
incomes, low levels of health literacy, complex 
family situations, or limited English profi-
ciency (Pollitz, Tolbert, and Diaz 2018). Overall, 
those receiving in-person navigator assistance 
were about twice as likely to enroll as those who 
tried to access insurance without help (Enroll 
America 2014).

The ACA includes many initiatives and dem-
onstration projects in which states could par-
ticipate. State choices to participate have not 
been analyzed in many instances. One ex
ception is the article by Lisa Beauregard and 
Edward Miller (this issue, 2020), which exam-
ines state adoption of the ACA’s home and 
community-based services (HCBS) initiatives 
from 2011 to 2015, using both cross-sectional 
and longitudinal models. Many individuals in 
need of long-term supports and services prefer 
to receive care at home rather than in a nursing 
home. Although the number of individuals re-
ceiving Medicaid HCBS has increased over 
time, the initiatives in the ACA were meant to 
accelerate the shift to noninstitutional care and 
to address cross-state variation in long-term 
services and supports rebalancing. The authors 
find that HCBS initiative adoption was more 
common among more liberal states, those that 
had previously adopted HCBS policies, and 
those with neighboring states that had ad-
opted; in the cross-sectional model, states that 
had expanded Medicaid under the ACA were 
also more likely to adopt the ACA’s HCBS poli-
cies. Thus several of the factors associated with 
Medicaid expansion, as mentioned, were im-
portant in explaining HCBS expansion as well: 
ideology, existing policy, and policy diffusion. 
Going against expectations, HCBS initiative 
adoption was also more common in states with 
less bureaucratic capacity (fewer state employ-
ees per capita) and more nursing home beds 
per elder. It could be that states with less capac-
ity saw the HCBS initiatives as a way to bolster 
hiring in an understaffed area, and that states 
with more nursing facility beds had more in-
centive to increase HCBS options.

Given the importance and structure of the 
ACA, legal scholars and political scientists have 
examined the implications of the ACA for the 
operation of American federalism. For exam-
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ple, Abbe Gluck and Nicole Huberfeld (2018) 
argue that the ACA is valuable for illustrating 
how federalism operates contemporarily in the 
United States. They conclude that the ACA il-
lustrates the “conceptual confusion” inherent 
in American federalism: is “healthcare federal-
ism”—including the structural elements by 
which the federal and state governments divide 
responsibility—meant to produce “particular 
policy outcomes” regarding cost, access, or 
quality, or is it meant to “service structural 
aims regardless of policy ends,” for example 
“reserving power to states.” Frank Thompson, 
Michael Gusmano, and Shugo Shinohara (2018) 
use the ACA as a case of “executive federalism,” 
showing how some Republican governors abet-
ted Trump administration efforts to undercut 
the insurance exchanges and Medicaid expan-
sions through waivers, funding decisions, ex-
ecutive orders, and administrative roles, and 
how a few resisted ACA retrenchment. Some 
researchers express concern that enhanced 
state control and flexibility under the Trump 
administration is used less for innovation than 
for retrenchment and “intergovernmental 
blame shifting” (Jones 2017).

Many studies examine state choices to en-
gage in various components of the ACA, but 
scholars are just beginning to examine the next 
phase in the ACA’s political effects: feedback 
effects arising from earlier state choices. In this 
issue, Richard Fording and Dana Patton (2020) 
examine one feedback that has emerged in the 
negative direction: how the expansion of Med-
icaid to new populations incentivized the adop-
tion of work requirements in some states. Such 
requirements emerged first in expansion states 
led by Republican governors, who sought to as-
suage Republican voters’ objections to expan-
sion by imposing additional terms and condi-
tionality on Medicaid eligibility. The policy 
then diffused to newly expanding states, which 
incorporated work requirements from the out-
set of expansion, and even to non-expansion 
states, which imposed them in their existing 
Medicaid programs, rendering those programs 
even more restrictive than they had been before 
the ACA. In this way, the ACA provides an im-
portant example not just of positive policy feed-
backs (policy entrenchment in many liberal 
states), but also of negative feedbacks of vari-

ous forms in more conservative states (policy 
modification, policy reinvention, and policy re-
gression).

Effects of the ACA on Insur ance 
Cover age, Access to He alth Care, 
and He alth
Unsurprisingly, dozens of studies estimate the 
impact of the Affordable Care Act on health in-
surance coverage, the vast majority focusing on 
the Medicaid expansion due to its importance 
in targeting the uninsured ( just over half of the 
uninsured had incomes less than the new Med-
icaid eligibility income cutoff in 2011) and the 
opportunity for causal inference afforded by 
the Supreme Court’s decision to make the Med-
icaid expansion optional to the states. Research 
has also been substantial on the extension of 
parental coverage to young adult dependents 
that began in 2010, researchers comparing 
young adults eligible for the dependent cover-
age with those who were somewhat older and 
therefore ineligible. The most empirically con-
vincing estimates indicate that insurance rates 
for young adults increased by about 3.5 percent-
age points (Slusky 2017). Given the general in-
crease in insurance coverage following the im-
plementation of the main components of the 
ACA, the literature has focused on determining 
the contribution of the ACA to the rise in cover-
age and estimating the contribution of the 
Medicaid expansion and the ACA’s other ele-
ments. 

All studies focusing solely on the Medicaid 
expansion and examining insurance coverage 
find that Medicaid expansion resulted in siz-
able and statistically significant reductions in 
uninsured rates (for a review and comprehen-
sive list, see Antonisse et al. 2018), virtually all 
of these studies relying on comparing out-
comes between states that did and did not take 
the Medicaid expansion. Two take the analysis 
further, examining the Medicaid expansion in 
the broader context of the ACA as a whole. 
Charles Courtemanche and colleagues (2017) 
distinguish between substate areas with high 
and low rates of insurance prior to the ACA, 
noting that the ACA’s provisions will have more 
impact in areas where more individuals lack in-
surance coverage. Using this third dimension 
of variation in impact, along with the variation 
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over time and across states, they find that in 
areas with average levels of uninsurance prior 
to the ACA, the uninsured rate fell by 5.9 per-
centage points in states with a Medicaid expan-
sion and by 2.8 percentage points in states that 
did not expand, suggesting that the Medicaid 
expansion explains just over half of the overall 
fall in uninsurance on average, the contribu-
tion for certain subsets of the population being 
considerably larger. Molly Frean, Jonathan Gr-
uber, and Benjamin Sommers (2017) estimate 
the premium subsidy for which a family would 
be eligible (which varies depending on the area 
of residence and family structure) and the Med-
icaid eligibility of the family under both pre-
ACA and post-ACA Medicaid rules. Decompos-
ing the change in coverage, they find that 
approximately 60 percent of the decline in un-
insurance explained by their model can be at-
tributed to expansion in Medicaid eligibility 
and 40 percent to the premium subsidies. A 
study that focuses on the impact of the pre-
mium subsidy policies (Hinde 2017) finds a sta-
tistically significant 5.4 percentage point in-
crease in private non–group insurance coverage 
for individuals with incomes just above the 138 
percent of the federal poverty limit cutoff in 
Medicaid expansion states and a statistically 
insignificant 2.3 percentage point increase in 
private non–group coverage for individuals 
with incomes just above 100 percent of FPL in 
non-expansion states.

Given the increase in health insurance cov-
erage, demand for health care is likely to rise 
as the price falls. However, to the extent that 
supply of health care may respond more slowly, 
health-care use may not increase as quickly. 
Moreover, the causal linkages between health 
insurance, health-care use, and health are not 
obvious: individuals with health insurance 
tend to use more care and are healthier, but 
disentangling the causal effect of the insurance 
itself from other characteristics of insured in-
dividuals is difficult. Consequently, research 
examining the effects of the expansions of 
health insurance availability that occurred with 
the ACA on health care and health has been 
considerable. Researchers have examined a va-
riety of health-care access and use measures, 
some of which may plausibly be affected quickly 
by an increase in insurance coverage; others 

may take more time for any effect to be seen. 
One of the goals of the ACA was to improve the 
appropriateness of care used, thus researchers 
have been particularly interested in examining 
whether appropriate preventive care such as 
blood pressure screening increased and use of 
the emergency department (where the unin-
sured are more likely to go to obtain care) fell. 

Concomitant with the expansion in insur-
ance coverage, measures such as whether 
someone needed care but could not afford it 
have been found to be lower in many studies 
(for a survey of Medicaid expansion studies, see 
Antonisse et al. 2018; for a survey of studies of 
the dependent coverage expansion, see Breslau 
et al. 2018). Other use measures have a less ob-
vious relationship with insurance coverage 
given the possibility of supply side constraints, 
but studies examining use of primary and pre-
ventive care have generally found evidence of 
increases. For example, using the common 
state difference-in-differences approach, Laura 
Wherry and Sarah Miller (2016), Miller and 
Wherry (2017), Kosali Simon, Aparna Soni, and 
John Cawley (2017), and Ausmita Ghosh, Si-
mon, and Benjamin Sommers (2019) find that 
at least some measures of preventive care use 
increased in a statistically significant way due 
to the Medicaid expansions. Courtemanche 
and colleagues (2018) find that both the Medic-
aid expansions and the impact of the ACA in 
previously high uninsured areas increased use 
of preventive care. Thomas Selden, Brady Lip-
ton, and Sandra Decker (2017) strike a caution-
ary note, however, finding that for adults with 
incomes between 100 and 138 percent of the 
federal poverty level increases were similar in 
having a usual source of care and primary care 
visits, but adults in expansion states reported 
facing greater difficulty accessing physician 
care than those in non-expansion states, al-
though those in expansion states saw larger re-
ductions in out-of-pocket spending.

Some evidence indicates that use of acute 
care increased as a result of the Medicaid ex-
pansion, although estimates of such effects are 
more variable. For example, Wherry and Miller 
(2016) find that Medicaid expansions were as-
sociated with increased overnight hospital 
stays but no change in emergency department 
use in the first year of the expansion; results 
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are somewhat different when they add addi-
tional data (Miller and Wherry 2017). Estimates 
of impacts on emergency department use vary, 
some researchers finding no change in overall 
emergency department use (Pines et al. 2016) 
and others finding an increase (Nikpay et al. 
2016). Research on the dependent coverage 
mandate suggests that it led to a slight decrease 
in emergency department visits (see Akosa An-
twi et al. 2015). Overall, hospital admissions 
seem to have remained largely unchanged, 
though the payer mix shifted toward Medicaid 
and away from uninsured admissions (Pickens 
et al. 2018). Focusing on substance abuse-
related admissions, Angélica Meinhofer and 
Allison Witman (2018) find that opioid admis-
sions to specialty treatment facilities increased 
in expansion states, especially those with com-
prehensive medication-assisted treatment cov-
erage under Medicaid. Joanna Maclean and 
Brendan Saloner (2019) find some evidence of 
increases in prescriptions and specialty admis-
sions for substance use disorder, but stronger 
evidence of a shift in payer away from uncom-
pensated care and state and local government 
payments and toward Medicaid and private in-
surance. 

Although having insurance may lead to 
moral hazard effects, research thus far has not 
found the ACA Medicaid expansion to have in-
creased risky behavior such as smoking (Si-
mon, Soni, and Cawley 2017; Courtemanche et 
al. 2018; Cotti, Nesson, and Tefft 2019). Instead, 
Chad Cotti, Erik Nesson, and Nathan Tefft 
(2019) find that Medicaid expansions were as-
sociated with reduced cigarette consumption 
and increased smoking cessation product use 
among the Medicaid-eligible population. How-
ever, Silvia Barbaresco, Courtemanche, and 
Yanling Qi (2015) find evidence of an increase 
in risky drinking following the dependent cov-
erage provision.

Although insurance coverage and many 
measures of access to care have clearly im-
proved under the insurance provisions of the 
ACA, the health impacts are as yet not clear. 
Researchers have found results ranging from 
an improvement in self-assessed health due to 
the Medicaid expansion (Simon, Soni, and Caw-
ley 2017), to no effect on self-assessed health 
(Courtemanche et al. 2018), to reduced report-

ing of being in excellent or very good health in 
the first year after the expansion (Miller and 
Wherry 2017). Because changes in self-assessed 
health are subjective, they may reflect reduc-
tions in stress from greater financial security 
due to insurance or new information learned 
from new contacts with health-care profession-
als as well as changes in physical health, so it 
is perhaps not surprising that the results for 
self-assessed health vary. In addition, health 
impacts of insurance coverage may arise over 
the longer term. For example, Wherry and 
Miller (2016) find increased rates of diagnosing 
chronic conditions, and Benjamin Sommers 
and colleagues (2017) find evidence of increased 
treatment for chronic conditions, both of which 
might be expected to have longer-term impacts 
on health.

Economic Effects of the ACA: 
Financial and La bor-Market 
Impacts
Although improving the health of the popula-
tion is an underlying goal of the Affordable 
Care Act’s provisions to move toward universal 
health insurance coverage, another goal of in-
surance coverage is to protect against the finan-
cial consequences of poor health. Health insur-
ance is in many ways unique among types of 
insurance and, from the perspective of protect-
ing against financial consequences, society’s 
interest in ensuring access to health insurance 
may be greater than for other insurance types, 
because though the risks of a bad health shock 
can be reduced by behavioral changes, they 
cannot be eliminated. Moreover, publicly sub-
sidized health insurance plays a key role in the 
safety net supporting low-income Americans. 
As a result, household financial security is an 
important area where the ACA may have had 
economic impacts, and research in this area is 
considerable. 

Much of the research examining changes in 
access to care has also examined whether pro-
visions of the ACA affected reported difficulty 
in paying medical bills, inability to afford care, 
or magnitude of out-of-pocket payments. Re-
searchers have found evidence for reductions 
in such measures with Medicaid expansion 
(see, for example, Miller and Wherry 2017; for 
a review, see Antonisse et al. 2018). Researchers 
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have also found a reduction in such measures 
correlated with the ACA insurance expansion 
more broadly (see, for example, McKenna et al. 
2018). Most of the extant studies examining the 
effects of the ACA on financial security have ex-
amined the Medicaid expansion; other ACA im-
pacts, such as changes in rating rules, cost-
sharing subsidies, and an increase in patient 
cost-sharing, may have had an effect as well, but 
are less studied.

More generally, research has shown that the 
ACA, and in particular the Medicaid expansion, 
has improved the financial circumstances of 
low-income families. Exploiting the fact that 
some California counties expanded Medicaid 
earlier than 2014, Heidi Allen and colleagues 
(2017) examine the use of payday loans—short-
term, unsecured loans characterized by high 
annual interest rates and more commonly used 
by low-income families. The authors find an 11 
percent reduction in the number of loans taken 
out each month in the early expanding counties 
relative to others. They also find reductions in 
the expansion counties in the number of 
unique borrowers each month and the amount 
of payday loan debt. Kyle Caswell and Timothy 
Waidmann (2019) use credit bureau data to 
compare individuals in expansion and non-
expansion counties and across counties with 
more previously uninsured individuals relative 
to fewer, and find that the expansion improved 
consumer financial health on a number of di-
mensions, including credit scores, balances 
past due as a percent of total debt, probability 
of new medical collections, and probability of 
experiencing a new derogatory balance of any 
type. Luojia Hu and colleagues (2018) use a 
panel of consumer credit data and a synthetic 
control approach to deal with the issue of in-
consistent pre-trends across expansion and 
non-expansion states. They also find evidence 
of improved financial well-being: the Medicaid 
expansion reduced the number of unpaid bills 
and the amount of debt sent to collection 
among individuals living in zip codes with a 
high share of previously uninsured low-income 
individuals. Kenneth Brevoort, Daniel 
Grodzicki, and Martin Hackmann (2017) exam-
ine medical debt more specifically as well as 
measure the indirect benefits to households of 
improved credit profiles. They find that the 

Medicaid expansion reduced the incidence of 
new medical debt, reduced the probability of 
becoming newly delinquent on a debt, and im-
proved credit scores. These improvements, 
they show, translate into better credit out-
comes, using novel data on credit offers to 
show that after the expansion individuals in 
adopting states received more offers of credit 
and at substantially better terms than individu-
als in non-adopting states. Their results indi-
cate that the effects are larger for individuals 
with subprime credit scores. Because low-
income individuals are more likely to have sub-
prime credit scores, these results point to an 
improvement in financial security among low-
income families as a result of the Medicaid 
expansion. Similarly, Dahlia Remler, Sanders 
Korenman, and Rosemary Hyson (2017) show 
the importance of Medicaid and insurance sub-
sidies in reducing health-inclusive poverty, 
which they define as the poverty rate when ac-
counting for health needs. They find that the 
ACA’s insurance provisions had a particularly 
strong impact on health-inclusive poverty 
among groups such as two-parent families and 
nondisabled childless adults.

Given the long-standing connection be-
tween employment and health insurance, a law 
such as the ACA may have consequences for the 
labor market, different provisions having pos-
sibly different and even contrasting effects, 
making overall impacts difficult to disentangle. 
In addition, the context of an economic recov-
ery and improving labor market adds an addi-
tional layer of complexity, limiting the use of 
variation over time and making provisions that 
applied equally more difficult to study. The pro-
visions that are most likely to result in labor-
market effects, and thus which have received 
the most attention from researchers, include 
the dependent coverage mandate, the Medicaid 
expansion and exchange subsidies, and the em-
ployer mandate. 

By offering insurance to young adults 
through their parents, the dependent coverage 
mandate would be predicted to reduce the in-
centive to work in jobs offering health insur-
ance and to increase the incentive to work in 
jobs that do not offer health insurance or in 
self-employment. In addition, the income ef-
fect arising from newly available health insur-
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ance at low or no additional cost may reduce 
labor supply; it may also have differential ef-
fects on school enrollment, increasing the 
probability of enrollment in school for depen-
dents who might have been reluctant to enroll 
in school if it meant not working or taking a 
part-time job without health insurance, or re-
ducing the probability of enrollment in school 
for the group of dependents who previously 
would have been covered only while a student. 
Finally, wages among the newly eligible may 
rise if they take jobs that offer higher wages and 
fewer benefits such as health insurance, or if 
employers with large numbers of workers newly 
eligible for dependent coverage shift their 
wage-benefit packages accordingly. As Bradley 
Heim, Ithai Lurie, and Kosali Simon (2018b) 
note, however, young adults may be less re-
sponsive to incentives arising from health in-
surance perhaps because of general good 
health or myopia, indicating that any effects of 
the dependent coverage mandate may be small. 

Indeed, the results from the literature study-
ing the dependent insurance mandate indicate 
small effects or no effects. Using similar ap-
proaches to those discussed earlier, Yaa Akosa 
Antwi, Asako Moriya, and Simon (2013) find 
some evidence of reduced work hours. David 
Slusky (2017), however, points out that these es-
timates are likely an overestimate due to differ-
ential trends for the treatment and control age 
groups used; he finds no evidence of changes 
in labor supply. Following Slusky’s suggested 
refinements but using new data, Gregory Col-
man and Dhaval Dave (2018) find some evi-
dence that newly eligible dependents spent less 
time working and more time searching for 
work. However, James Bailey and Anna Chorniy 
(2016) find little evidence of increased job mo-
bility among young adults. Finally, Heim, Lurie, 
and Simon (2018b) use tax data to examine em-
ployment, self-employment, wages, and enroll-
ment in education. They find effects that are in 
the theoretically predicted directions but quite 
small and only for a subsample of young adults 
whose parents have an employment-based re-
tirement plan (a proxy for having employer-
sponsored insurance). Overall, it appears that 
the dependent insurance mandate has had no 
substantial effect on labor-market behavior.

The Medicaid expansion and subsidies for 

insurance purchased through the exchanges 
have a variety of theoretical impacts on the sup-
ply side of the labor market. Most straightfor-
ward is the incentive for individuals to reduce 
labor supply, either to get below the subsidy 
eligibility level (or to qualify for a more gener-
ous subsidy) or because of an income effect of 
the additional resources provided by Medicaid 
or insurance subsidies (Congressional Budget 
Office 2014). This incentive implies reductions 
in employment and hours and thus increases 
in (voluntary) part-time work. However, indi-
viduals such as parents who previously were 
eligible for Medicaid if their income was very 
low have an incentive to increase their labor 
supply because they can now earn more and 
still have insurance. In addition, individuals in 
states that do not accept the Medicaid expan-
sion also have an incentive to increase their la-
bor supply to qualify for exchange subsidies 
that only apply to individuals earning more 
than the poverty line. In addition, the availabil-
ity of health insurance through a source not 
tied to employment makes it easier for workers 
to change jobs or become self-employed.

Although theoretical predictions indicate a 
variety of possible labor supply effects, empiri-
cal work to date has found little evidence of 
statistically or economically significant labor 
supply effects of the Medicaid expansion. Using 
standard state difference-in-differences meth-
ods, multiple studies find no evidence of 
changes in labor-force participation, employ-
ment, usual hours worked, propensity for full-
time versus part-time work, or wages as a result 
of the Medicaid expansion (Gooptu et al. 2016; 
Kaestner et al. 2017; Frisvold and Jung 2018; 
Leung and Mas 2018). This lack of a result is 
also found when using somewhat higher-
income individuals as a control group (Gooptu 
et al. 2016), when examining outcomes for in-
dividuals observed for two years (Gooptu et al. 
2016; Leung and Mas 2018), when focusing just 
on childless adults in states with no previous 
coverage for such adults (Leung and Mas 2018), 
and when using a synthetic control method to 
better account for the possibility of differential 
trends across expansion and non-expansion 
states (Kaestner et al. 2017). Similarly, research-
ers have found no change in the probability of 
retirement or part-time work among workers 
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ages fifty through sixty-four beginning in 2014 
in Medicaid expansion states relative to non-
expansion states (Levy, Buchmueller, and 
Nikpay 2018). In addition, the Medicaid expan-
sion does not appear to have affected exits of 
workers from unemployment, suggesting no 
detectable impact on job search behavior 
among the unemployed (Buchmueller, Levy, 
and Valetta 2019).

The only indication of labor supply effects 
comes from two working papers that focus on 
substate geographies. Mark Duggan, Gopi 
Goda, and Emilie Jackson (2019) find no aggre-
gate effect on labor-force participation but an 
increase in participation and employment in 
Public Use Microdata Areas (PUMAs) with a 
higher pre-ACA uninsured rate among the 
Medicaid-eligible population and a reduction 
in labor-force participation in areas with a 
higher pre-ACA uninsured rate among the 
subsidy-eligible population. However, they find 
no effect on part-time employment, self-
employment, or hours worked conditional on 
employment. Lizhong Peng, Xiaohui Guo, and 
Chad Meyerhoefer (2018) find evidence of a 
transitory decline in employment in border 
counties in expansion states relative to neigh-
boring counties in non-expansion states, al-
though they find no impact on wages. However, 
the data they are using correspond to the loca-
tion of the job rather than the location of the 
potentially eligible individual, so it is not clear 
to what extent they are measuring a labor sup-
ply effect. In another study focusing on sub-
state geographies, Lucie Schmidt, Lara Shore-
Sheppard, and Tara Watson (2019b) find no 
evidence of labor supply effects for nonparents 
or married parents for any outcome (labor-force 
participation, employment, hours, or earnings) 
and at most a small increase in labor supply 
among single parents, comparing individuals 
in expansion PUMAs with those in PUMAs in 
bordering non-expansion states. The vast ma-
jority of the evidence thus suggests no econom-
ically or statistically significant effect of the 
Medicaid expansion on labor supply.

Finally, although the Medicaid expansion 
and the availability of subsidized insurance 
through the exchanges raises the possibility of 
increased job flexibility, research to date has 
not found evidence of increases in job chang-

ing or self-employment. Kavan Kucko, Kevin 
Rinz, and Benjamin Solow (2018) examine the 
universe of individual tax returns and find an 
increase in reported income just above the 
poverty level among taxpayers with self-
employment income in states that did not take 
the Medicaid expansion. However, by matching 
the tax returns to survey data, they show that 
there were no differences in actual labor mar-
ket outcomes, indicating an increase in re-
ported income in response to the tax incentive 
but no real change in labor-market behavior.

The employer mandate, which requires 
firms with more than fifty workers to offer af-
fordable coverage or pay a penalty, could have 
several possible impacts on labor demand, in-
cluding incentives for firms to reduce their size 
below the cutoff if they are close to that level, 
to use fewer full-time workers but increase their 
hours, to increase use of temporary or contract 
workers, and to increase use of part-time (less 
than thirty hours per week) rather than full-
time full workers. Firms forced to begin offer-
ing coverage have an incentive to reduce wages 
to compensate, although the minimum wage 
limits changes on this margin. However, 95.7 
percent of firms with fifty or more employees 
offered health insurance in 2013 according to 
data from the Agency for Healthcare Research 
and Quality, indicating that any impacts of the 
employer mandate on labor demand are likely 
to be small.

The evidence to date on the employer man-
date, much of which is primarily descriptive 
rather than demonstrating causal effects, 
largely bears this prediction out. Moriya, 
Selden, and Simon (2016) compare trends ad-
justed for economic conditions for different 
firm sizes and find little evidence of differential 
change in part-time employment by firm size. 
Using similar methods, Bowen Garrett, Robert 
Kaestner, and Anuj Gangopadhyaya (2017) find 
no difference between trends in actual labor-
market outcomes and those predicted based on 
economic conditions and demographics for 
employment or usual hours per week, but do 
find an increase in voluntary part-time employ-
ment, particularly among women, and a de-
cline in involuntary part-time employment. To 
obtain estimates that are more plausibly causal, 
William Even and David Macpherson (2019) try 
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to incorporate differences between occupa-
tions more and less likely to be affected by the 
employer mandate. They find that among less-
educated workers, involuntary part-time em-
ployment fell more slowly after 2014 in occupa-
tions with higher shares of workers likely to be 
affected by the employer mandate (working in 
firms with more than one hundred workers, not 
offered health insurance, and working thirty or 
more hours per week), which suggests that the 
employer mandate contributed to higher levels 
of involuntary part-time work, although it is 
not definitive given that trends across occupa-
tions may have differed in the absence of the 
ACA. They find no evidence of a change in vol-
untary part-time work.

Finally, the requirement that insurance pol-
icies must cover preexisting conditions and 
cannot charge higher premiums for them has 
important theoretical implications for job mo-
bility because it allows an individual to change 
jobs or to take a job not offering health insur-
ance even if a family member has such a condi-
tion. Little research thus far has focused on job 
mobility changes as a result of the preexisting 
condition limitation, but Pinka Chatterji, Peter 
Brandon, and Sara Markowitz (2016) find that 
the elimination of preexisting condition exclu-
sions led to an increase in voluntary job changes 
among parents of a child with a chronic condi-
tion.

Overall, the evidence to date on labor-market 
impacts of the ACA suggests that they have 
been limited, even in areas such as labor supply 
and job flexibility where theoretical arguments 
suggest effects. Further work, particularly that 
which investigates possible sources of hetero-
geneity in outcomes across individuals and 
places, is needed before full conclusions can be 
drawn, however. In addition, although short-
term effects of the ACA on labor-market out-
comes may be smaller than long-term ones, as 
the time since the ACA’s passage lengthens, re-
searchers will face additional challenges in at-
tempting to disentangle ACA effects from the 
effects of other changes in the economy.

Social Effects of the ACA:  
Family Structure
The extensiveness of the ACA and the impor-
tance of health insurance to individual and 

family well-being suggests that in addition to 
the direct impacts on coverage, health, and the 
labor market discussed earlier, its passage may 
have affected more indirect social outcomes, 
including marital and fertility decisions. Prior 
to the ACA, marriage was an important way for 
individuals to gain access to insurance if their 
employer did not sponsor it or they did not 
have a job but their prospective spouse’s em-
ployer did. The incentive offered by the possi-
bility of insurance coverage thus may have in-
duced couples in a relationship to marry or to 
marry earlier than they would have otherwise. 
Various provisions of the ACA changed this in-
centive, however. In particular, the young adult 
dependent coverage mandate provides young 
adults an additional source for health insur-
ance coverage outside of marriage, reducing 
the incentive to marry. The provisions of the 
premium tax subsidy, like other tax subsidy 
programs, may have more complex effects on 
marriage incentives, penalizing marriage in 
some cases and rewarding it in others, depend-
ing on the income and employment circum-
stances of the potential partners. The require-
ment that preexisting conditions be covered 
also has implications for marriage (and di-
vorce) since an individual no longer faces con-
straints on moving between insurance plans. 
In addition, as Joelle Abramowitz (2016) points 
out, indirect impacts on marriage may operate 
through other channels (for example, if young 
adults increased their school enrollment in re-
sponse to the new coverage, their marriage pro-
pensity could be affected indirectly). Finally, 
the Medicaid expansion included a provision 
eliminating asset tests. In that case, when a 
spouse is diagnosed with an expensive medical 
condition couples do not need to divorce to pre-
serve assets for the healthy spouse while ob-
taining Medicaid coverage for the unhealthy 
spouse (“medical divorce”). 

In addition to marriage, the ACA’s provi-
sions may have impacts on other aspects of 
family structure, such as fertility. These im-
pacts are theoretically ambiguous given that 
having health insurance reduces the cost of any 
medical care, including the cost of childbear-
ing, which would be predicted to increase fer-
tility, but having insurance also lowers the price 
of contraception, thus reducing fertility. In ad-
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dition, the ACA included a provision requiring 
insurers to cover contraception, which would 
be expected to reduce fertility further.

Despite the variety of possible impacts on 
family structure, relatively little research on 
family structure outcomes has been under-
taken. In the area of marriage and divorce, the 
research thus far suggests that marital status 
decisions are affected by the policy. Abramow-
itz (2016) examines the impact of the dependent 
coverage mandate using a typical age-based 
difference-in-difference strategy, finding reduc-
tions in the likelihood of marriage and in-
creases in the probability of divorce following 
the implementation of the mandate. Matthew 
Hampton and Otto Lenhart (2019) use longitu-
dinal data to estimate the impact of coverage 
of preexisting conditions, finding that the prob-
ability of being married declines for men with 
preexisting conditions after 2014 relative to 
men without such conditions, a finding that is 
robust to a variety of specification checks, in-
cluding a placebo test using alternate time pe-
riods not including a policy change. Finally, 
Slusky and Donna Ginther (2017) use state 
difference-in-differences to examine the impact 
of the Medicaid expansion on “medical di-
vorce” and find that the Medicaid expansion 
decreased the prevalence of divorce among 
those ages fifty through sixty-four with a college 
degree.

As is true of research on marital status, re-
search on fertility effects of the ACA has fo-
cused on the impact of the young adult depen-
dent coverage mandate. Both Abramowitz 
(2018) and Heim, Lurie, and Simon (2018a) take 
advantage of the age variation in the mandate, 
Abramowitz using data from the American 
Community Survey and the National Survey of 
Family Growth and Heim, Lurie, and Simon us-
ing tax records. Both studies find that the de-
pendent coverage mandate modestly reduced 
childbearing, Abramowitz also showing evi-
dence of a reduction in abortion rates and an 
increase in the use of long-term contraceptives. 
Because such little research has been published 
to date on fertility impacts of the ACA, this 
would seem to be an important area for future 
research, particularly given that previous work 
on Medicaid expansions and fertility has found 
equivocal effects of income-based expansions 

on birth rates but more consistent impacts of 
expansions to contraceptive access (for a re-
view, see Buchmueller, Ham, and Shore-
Sheppard 2016).

Social Effects of the ACA: Impacts 
on Vulner able Popul ations
Because rates of uninsurance were higher in 
vulnerable populations before the ACA, many 
but not all such populations were intended to 
be helped by the policy. Evidence from Medic-
aid expansions in particular but also the ACA 
overall indicates that when subpopulations of 
low-income, low-education, or racial or ethnic 
minorities are studied, coverage gains are sub-
stantial (for a review, see Antonisse et al. 2018, 
3). In addition, health outcomes tend to have 
improved for those groups (see, for example, 
Sommers et al. 2015; Antonisse et al. 2018). One 
key group excluded from the intended effects 
of the policy, however, was immigrants who 
were either undocumented or had been in the 
United States fewer than five years. Researchers 
have pointed out the likely importance of ad-
ditional funding for community health centers 
that was included in the ACA in providing care 
for this group (see Ortega, Rodriguez, and Var-
gas Bustamante 2015). However, relatively little 
work evaluating the impact of this part of the 
ACA has been done. 

Similarly, the ACA, and particularly the 
Medicaid expansion, represents a potentially 
important new source of health-care funding 
for a group that has historically had low rates 
of insurance—the criminal justice–involved 
population (Boutwell and Freedman 2014). 
This population faces health challenges in-
cluding rates of infectious disease, chronic ill-
ness, and trauma that are higher than in the 
general population (Rich, Wakeman, and Dick-
man 2011). A lack of health insurance among 
the formerly incarcerated therefore suggests 
that many of these issues have gone unad-
dressed. However, little is known about the im-
pact of the ACA on this population, an impor-
tant omission that Carrie Fry, Thomas 
McGuire, and Richard Frank (this issue, 2020) 
address in their article. Comparing arrest data 
from six urban county jails, they show that 
Medicaid expansion is associated with small 
decreases in rates of recidivism in two of the 
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three county pairs examined. The declines are 
of similar magnitude across gender and racial-
ethnic subgroups.

Another way the ACA may affect vulnerable 
populations is its interaction with other parts 
of the safety net. This area has received more 
attention, particularly in regard to programs for 
the disabled—Supplemental Security Income 
(SSI), a means-tested program requiring that 
family income and resources be below a cutoff 
in addition to the individual being determined 
to have a disability, and Social Security Disabil-
ity Insurance (SSDI), a social insurance pro-
gram for disabled individuals with significant 
work history that pays benefits based on an in-
dividual’s past earnings. Both SSI and SSDI pro-
vide beneficiaries with health insurance as well 
as cash benefits, SSI recipients being eligible 
for Medicaid and SSDI recipients receiving 
Medicare. The health insurance benefit is likely 
to be particularly important for the disabled, 
who are likely to have high levels of health-care 
needs and low levels of access to employment-
based health insurance. Jae Kennedy and Eliz-
abeth Blodgett (2012) note that several provi-
sions of the ACA have the potential to affect 
disability program participation both by allow-
ing disabled workers to remain privately in-
sured (the elimination of preexisting condition 
exclusions, the elimination of lifetime caps on 
insurance payments, and the parental coverage 
mandate) and by granting public coverage 
through Medicaid even without a formal dis-
ability assessment. The possibility of health in-
surance not tied to disability program partici-
pation thus provides an incentive to reduce 
disability program participation. However, in-
centives are also in place to increase disability 
program participation. Because the disability 
determination process is time consuming, and 
SSDI recipients face an additional waiting pe-
riod before they can receive Medicare, disabled 
workers may be reluctant to leave their jobs and 
health insurance to claim disability benefits be-
cause it could mean a long period without 
health coverage. The Medicaid expansion of the 
ACA might therefore encourage disability pro-
gram participation among such individuals. In 
addition, the Medicaid expansion might en-
courage disability program participation if po-
tentially eligible individuals become aware of 

their disability program eligibility in the pro-
cess of applying for Medicaid.

Several groups of researchers have examined 
the question of the net effect of the Medicaid 
expansion on disability program participation 
and applications. Chatterji and Yue Li (2017) 
examine SSI participation in three states and 
Washington, D.C., that expanded Medicaid be-
fore 2014 under an optional provision of the 
ACA or a federal waiver. Notably, all of the ex-
pansions they study were built on previous 
state-run programs that had limits on benefits 
or the number of enrollees rather than being 
entirely new opportunities. Using synthetic 
control methods, they find a marginally statis-
tically significant reduction in SSI receipt in 
only one state, Connecticut. Aparna Soni and 
colleagues (2017) also find a reduction in SSI 
recipients when they examine expansions that 
occurred in 2014 and 2015 using a simple 
difference-in-differences approach, although 
no effect of the expansion is evident when SSI 
participation is measured as a fraction of the 
population (Schmidt, Shore-Sheppard, and 
Watson 2019a). 

Because exit from disability programs is rel-
atively low, disability program participation is 
affected by previous policies as well as new pol-
icies, suggesting that the stock of program par-
ticipants may change more slowly than changes 
in policies would suggest. Moreover, the lag be-
tween application and enrollment may be sub-
stantial, raising the question of when the level 
of disability program participation might real-
istically be expected to reflect changes in public 
insurance policy. By contrast, applications to 
disability programs are likely to reflect policy 
changes more immediately. Two studies have 
examined research on SSI and SSDI applica-
tions using administrative data from the Social 
Security Administration. Priyanka Anand and 
colleagues (2019) run a difference-in-difference 
model using only PUMAs that match well on 
preexpansion characteristics with at least one 
other PUMA, finding that SSI applications were 
slightly higher in PUMAs in states that ex-
panded in the first quarter of 2014 than in non-
expansion PUMAs between one and five quar-
ters after the expansion. However, as Schmidt, 
Shore-Sheppard, and Watson (2019a) note, be-
cause Anand and colleagues pool all expansion 
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and non-expansion PUMAs in their matched 
sample rather than comparing specific matched 
PUMAs, there is some evidence of dissimilar 
preexpansion trends in the two groups, raising 
the possibility that their results partially reflect 
differential trends across groups. Their esti-
mates for SSDI applications are similarly incon-
clusive. 

Schmidt, Shore-Sheppard, and Watson 
(2019a) use annual applications for SSI and 
SSDI, but observed at the county level. To con-
trol for the likelihood of differential trends in 
disability program applications across expan-
sion and non-expansion states, they compare 
application rates in state border counties that 
expanded Medicaid with those in counties in 
non-expansion states just across the border, 
showing that border counties are more similar 
to the county just across the border than to 
those with differential expansion status located 
elsewhere. They find no significant effects of 
the Medicaid expansion on applications or 
awards to either SSI or SSDI. Overall, the re-
search in this area indicates that any impact of 
the new availability of public insurance on dis-
ability program applications or caseloads is 
negligible.

One concern about a research design exam-
ining Medicaid expansion that compares geo-
graphically proximate areas across state lines 
would be the possibility that individuals who 
would be eligible for Medicaid if they lived in 
an expansion state would move across state 
lines in order to obtain public insurance. Lucas 
Goodman (2017) investigates migration in re-
sponse to the ACA Medicaid expansion and 
finds no evidence that migration out of non-
expansion states to expansion states increased 
relative to migration in the reverse direction. 
His results are precise enough that he can rule 
out effects on migration rates that would pro-
duce Medicaid enrollment changes detectable 
in the data.

Finally, using a similar comparison of out-
comes in expansion to non-expansion border 
counties, Schmidt, Shore-Sheppard, and Wat-
son (2019b) examine participation in two addi-
tional safety net programs, the Supplemental 
Nutrition Assistance Program (SNAP) and the 
Earned Income Tax Credit (EITC). As means-
tested programs, EITC and SNAP may be af-

fected by the Medicaid expansion if individuals 
change their labor supply in response—either 
reducing it to qualify for Medicaid, which might 
increase participation in other programs, or in-
creasing it because for individuals such as par-
ents the Medicaid expansion offers more gen-
erous means testing than previous Medicaid 
eligibility limits. Even if labor supply does not 
change, eligibility for Medicaid or the process 
of enrolling in it may provide information 
about eligibility for other means-tested pro-
grams or make the process of enrolling in other 
programs relatively easier. Schmidt, Shore-
Sheppard, and Watson (2019b) use county-level 
administrative data and PUMA-level data from 
the American Community Survey and find evi-
dence of small increases in SNAP and EITC re-
ceipt. They find no evidence of labor supply 
changes, however, suggesting that information 
about program eligibility or enrollment is the 
primary mechanism behind the increases.

Political Effects of the ACA: 
Impacts on Individual- Level 
Political Behavior and At titudes
The largest expansion of social policy in the 
United States in a generation, the Affordable 
Care Act could potentially have profound ef-
fects on the political behavior and attitudes of 
ordinary Americans—those who may benefit 
from the law’s provisions, those who pay for the 
new benefits, those who embrace the law’s ex-
pansion of health insurance access, and those 
who resent or oppose it. As noted, several schol-
ars have examined whether state decisions on 
the ACA were associated with public opinion, 
with mixed results. A much larger literature has 
explored whether the ACA and its implementa-
tion has had feedback effects shaping subse-
quent attitudes and behaviors. That is, scholars 
have examined political activity and prefer-
ences among the public not as an input into 
policymakers’ decisions but rather as an out-
come of the law. Indeed, although much of the 
existing policy feedbacks literature examines 
policy initiatives of the past, such as Social Se-
curity, the GI Bill, and Aid to Families with De-
pendent Children (for an overview, see Camp-
bell 2012), the ACA enables both the study of 
feedback effects as they emerge in real time and 
enhanced causal inference, due to the quasi-
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experimental roll-out of various provisions. 
That the ACA was the subject of a well-
publicized and enduring political debate dur-
ing its creation, enactment, and implementa-
tion would seem to heighten the possibilities 
for feedback effects as well (Sances and Clinton 
2019b). 

Thus far, much scholarship has used the op-
tional Medicaid expansion to estimate causal 
models of political behavior. Most analyses 
have found positive effects: increased voter 
turnout in states that expanded Medicaid. For 
example, Haselswerdt (2017) finds that aggre-
gate voter turnout in House races declined less 
in 2014 (a midterm year) than in 2012 (a presi-
dential election year) in states that had ex-
panded Medicaid. An accompanying analysis 
using individual-level survey data shows that 
the positive turnout effect is evident among 
both Democrats and Republicans, the latter 
suggesting a backlash effect, given surveys in-
dicating that most Republicans opposed the 
ACA. Joshua Clinton and Michael Sances (2018) 
compare counties sharing a border between ex-
pansion and non-expansion states, focusing on 
citizens between eighteen and sixty-four and 
below 138 percent of the federal poverty limit. 
Examining midterm and presidential elections 
before and after Medicaid expansion, they find 
that both voter registration and turnout in-
creased in expansion counties, particularly 
those with a high share of citizens who are 
newly eligible for Medicaid. Unlike Hasels-
werdt, they find the participation effect concen-
trated in Democratic-leaning rather than 
Republican-leaning counties, evidence of a pos-
itive effect among recipients but not an anti-
ACA backlash effect. 

In this issue, Charles Courtemanche, James 
Marton, and Aaron Yelowitz (2020) estimate the 
impact of the ACA on voter registration and 
turnout, focusing not just on the Medicaid ex-
pansion but also on provisions intended to in-
crease insurance coverage overall. Using the 
Current Population Survey’s November Supple-
ment between 2006 and 2016 and capitalizing 
on variation across time, state Medicaid expan-
sion status, and within-state pre-ACA uninsur-
ance rates, they find that the ACA had small and 
statistically insignificant effects on registration 
and turnout. These results are in contrast to the 

positive Medicaid effects reported in analyses 
of aggregate data at the county level (Clinton 
and Sances 2018) and the congressional district 
level (Haselswerdt 2017), but are consistent 
with estimates of Medicaid effects on turnout 
outside of the ACA (Michener 2017).

In contrast to some of the findings for Med-
icaid expansion, the dependent care provision, 
by which individuals under age twenty-six can 
stay on their parents’ health insurance, does 
not have an effect on the political participation 
of these youth (Chattopadhyay 2017). The lack 
of an effect could be due to a variety of reasons: 
the dependent care benefit may not be visible 
as government activity because it depends on 
parents’ having private health insurance; it may 
be difficult to identify others benefiting from 
the ACA in this way, complicating potential mo-
bilization by advocacy groups; the benefit tar-
gets youth, who are a low-participation group 
to begin with, and confers a short-term rather 
than lifetime benefit. The failure to find a pos-
itive participatory effect of the dependent care 
provision supports the view of other scholars 
who argue that the ability of policies to produce 
positive feedbacks may be contingent and frag-
ile, particularly policies with designs as com-
plicated, contested, and submerged as those of 
the ACA (Patashnik and Zelizer 2013; Galvin and 
Thurston 2017; Jacobs and Weaver 2015). We 
also do not know whether the dependent care 
provision changed the political behavior of par-
ents, a possible question for future research.

Scholars have also begun to assess the mech-
anisms that may link ACA benefits to increased 
political participation, though much of this 
work remains speculative. A leading possibility 
is that gaining health insurance has a positive 
effect on individuals’ politically relevant re-
sources. As discussed, the Medicaid expansion 
improved the financial stability of low-income 
families. Such stability may enhance recipi-
ents’ ability to engage in the “luxury good” of 
political participation (Rosenstone and Hansen 
1993). Another resource effect of ACA-provided 
health insurance coverage could be improved 
mental or physical health, as research outside 
the ACA suggests. Better physical health is as-
sociated with greater political participation 
(Burden et al. 2017; Pacheco and Fletcher 2015; 
Gollust and Rahn 2015). Poor health could have 
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an attention-interest effect—drawing focus 
from political matters to personal ones—or 
have a cognitive effect that inhibits political 
participation (Pacheco and Fletcher 2015; Blais 
2000). As noted, effects of the ACA on health 
may not yet have emerged, although diagnosis 
and treatment of chronic conditions have risen 
under the ACA (Wherry and Miller 2016; Som-
mers et al. 2017). 

A second mechanism linking health insur-
ance and political participation is political en-
gagement, including political interest, knowl-
edge, and efficacy (Verba, Schlozman, and 
Brady 1995). Being newly insured because of the 
ACA could enhance recipients’ awareness of the 
stakes of public policy, linking their self-
interest to government policy and enhancing 
their interest in government action, a form of 
“conscious mobilization” (Clinton and Sances 
2018). Gaining insurance could have a positive 
“interpretive effect” (Pierson 1993), the govern-
ment conferring a benefit and recognizing the 
recipient as a worthy citizen. Newly insured cit-
izens might feel gratitude toward the govern-
ment (De La O 2013) or become civically and 
politically engaged because of a “reciprocity” 
effect (Mettler 2005). Endorsement by politi-
cians could dampen stigmatizing effects (Clin-
ton and Sances 2018).

Third, the ACA could enhance political 
participation through a mobilization effect—
either a positive effect on recipients or a 
participation-enhancing backlash among pro-
gram opponents. One mobilization effect for 
recipients may simply have been mechanical: 
the 1993 National Voter Registration Act re-
quires social assistance agencies, including the 
health exchanges, to provide voter registration 
services, which may explain increased turnout 
in Medicaid expansion states (Clinton and 
Sances 2018). Many navigator organizations as-
sisting citizens in signing up for health insur-
ance facilitated voter registration as well 
(Hagan 2016). Another possibility is group mo-
bilization—that advocacy groups are actively 
organizing ACA recipients as pressure groups 
to defend the legislation—although we did not 
identify any scholarly accounts of such activity.

Fourth, policy threat could be a mechanism 
linking the ACA and political participation. 
Journalistic accounts describe protests defend-

ing the ACA from Republican repeal efforts af-
ter the 2016 election resulted in unified Repub-
lican control of the presidency and Congress 
(see, for example, Stein 2017). Scholarly ac-
counts of anti-Trump and anti-Republican 
grassroots organizing are emerging (Gose and 
Skocpol 2019; Meyer and Tarrow 2018), protect-
ing the ACA from repeal playing a significant 
role in this mobilization (see also Nadash et al. 
2018). The ACA is an important case for analyz-
ing the effect of policy threat on participation: 
previous analyses of policy threat and political 
participation find differing effects for means-
tested versus universal programs: threats to cut 
Social Security and Medicare in the 1980s and 
1990s elicited surges of senior citizen letter-
writing to Congress (Campbell 2003); in con-
trast, cuts to Tennessee’s Medicaid program  
in 2005 resulted in greater turnout declines  
in counties with the largest disenrollment 
(Haselswerdt and Michener 2019). Thus more 
work is needed to assess the effects of policy 
threat for social policies of various designs and 
target populations, including the ACA and its 
many components.

One additional contribution the scholarship 
on policy feedbacks and the ACA has made is 
showing how the effects of public policy on be-
havior may vary by partisanship. Take-up of 
health insurance under the ACA varies by party 
identification: Republicans have been shown 
to oppose the ACA even when they might per-
sonally benefit (Kliff 2016); indeed, Amy Ler-
man, Meredith Sadin, and Samuel Trachtman 
(2017) find in their recent field experiment that 
Republicans in need of insurance are more 
likely to sign up if shown a private interface 
(healthsherpa.com) rather than the govern-
ment interface (HealthCare.gov). The effect of 
party extends to political behavior as well. The 
ACA appears to elicit a backlash or “thermo-
static” effect in which those who are opposed 
to the reform for ideological reasons or who 
perceive that they will not benefit or may have 
to pay for the reform react with increased po-
litical participation (Haselswerdt 2017; McCabe 
2016). 

The advent of the ACA also triggered a great 
deal of work examining effects on the political 
attitudes and preferences of recipients and 
other members of the public. Speculation cir-
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culated that support for the ACA, which hov-
ered below 50 percent as the law was being de-
bated, would rise once implementation began 
and people gained insurance through its provi-
sions (Jacobs and Mettler 2011). However, previ-
ous scholarship looking for attitudinal changes 
after reforms of welfare and Medicare failed to 
detect them (Soss and Schram 2007; Morgan 
and Campbell 2011). Further, both political and 
design reasons to believe that the ACA also 
would not generate policy feedback effects have 
merit: the law was debated and implemented 
in a highly partisan environment, suggesting 
that partisanship might dominate personal ex-
perience as a driver of attitudes (Patashnik and 
Zelizer 2013). The law’s complicated, often hid-
den design elements might also undercut pos-
sibilities for attitudinal change (Chattopadhyay 
2018, 2019). 

Early in the ACA’s trajectory—as the legisla-
tion was being debated and before anyone actu-
ally benefited from its provisions—partisan 
and racial considerations dominated the pub-
lic’s attitudes toward the reform. Pooled cross-
sectional surveys in 2009 and 2010 showed that 
party identification was more important in 
shaping support or opposition toward health 
reform than were demographic factors such as 
being older, higher income, or African Ameri-
can (Kriner and Reeves 2014). An analysis of 
individual-level change from a 2008–2010 panel 
survey found that during the debate over the 
law, opinions were more likely to change to-
ward opposition than toward support for re-
form, and that Republicans were more likely to 
switch to opposition than Democrats were, the 
effect being more muted among Republicans 
concerned about health-care costs, presaging 
later findings that material stakes affected ACA 
attitudes (Henderson and Hillygus 2011). Schol-
ars also detected motivated reasoning among 
partisans in the absence of actual experience 
as well as an effect of elite rhetoric: as elite rhet-
oric about the law stabilized, variance in atti-
tudes diminished (Kriner and Reeves 2014). The 
power of partisanship and symbolic attitudes 
such as little trust in government remained 
powerful even after implementation began. For 
example, panel data from 2010 through 2014 
showed that Republicans and those with less 
trust in government were more likely to say the 

ACA was increasing their tax burden, regardless 
of their experience with the law (Jacobs and 
Mettler 2016, 2018).

Racial attitudes were also found to be highly 
correlated with support for the ACA (Hender-
son and Hillygus 2011). That the reform was de-
bated and passed under the first black presi-
dent made a difference; the relationship 
between racial attitudes and health reform at-
titudes was not apparent during the Clinton re-
form effort of 1993 and 1994, but materialized 
after it was clear Obama would be the Demo-
cratic nominee for the 2008 presidential elec-
tion (Tesler 2012).

After implementation began, the question 
became whether actual experience—such as 
gaining insurance—might shape attitudes be-
yond party identification, racial attitudes, and 
elite rhetoric. Although in the past scholars 
have found that political attitudes often do not 
correspond to individuals’ apparent material 
interests, health insurance potentially has the 
characteristics that can trigger self-interested 
considerations: gaining insurance is a tangible, 
large, and visible policy event (Citrin and Green 
1991). Evidence of increased support among 
those benefiting from the legislation has begun 
to emerge. As the ACA was implemented, fewer 
survey respondents said the law had no effect 
on health-care access (Jacobs and Mettler 2016). 
Both pooled cross-sectional data and panel 
data from the early years of ACA implementa-
tion also show that the gap between Republi-
cans and Democrats in favorability toward the 
law was smaller among those who gained insur-
ance through an ACA marketplace than those 
with employer-based insurance (McCabe 2016). 
These findings echo those of Daniel Hopkins 
and Kalind Parish (2019), who pool Kaiser Fam-
ily Foundation surveys from 2010 through 2017 
and find that Medicaid expansion made lower 
income Americans more favorable toward the 
ACA, the effects being stronger among non-
white and Democratic respondents (and absent 
among higher-income respondents, who are 
more likely to have insurance from other 
sources, suggesting a self-interest mechanism 
at work). Similarly, those with personal or fam-
ily experience with the ACA (such as using sub-
sidies, gaining insurance, or getting prescrip-
tion drug help as a senior citizen) are more 



r s f :  t h e  r u s s e l l  s a g e  f o u n d a t i o n  j o u r n a l  o f  t h e  s o c i a l  s c i e n c e s

	i  n t r o d u c t i o n  t o  t h e  i s s u e 	 2 7

likely to say the law has had a favorable impact 
on health access (Jacobs and Mettler 2018). Yet 
more evidence of personal experience affecting 
attitudes comes from an analysis of those using 
the exchanges to buy insurance, which found 
that they were much more positive toward the 
ACA after implementation commenced than 
those who remained uninsured (Hobbs and 
Hopkins 2019; see also Hosek 2016). The same 
study found that those in their early sixties 
whose insurance premiums were newly capped 
by the ACA became more favorable toward the 
law after implementation (Hobbs and Hopkins 
2019; see also Nadash et al. 2018). However, the 
effect of personal experience varies across in-
dividuals in quite specific ways. William Hobbs 
and Daniel Hopkins (2019) also find that those 
purchasing insurance on the exchanges who 
experienced local premium spikes became less 
favorable toward the ACA. 

Those with other forms of government 
health insurance are more supportive of the 
ACA as well (Jacobs and Mettler 2018; Lerman 
and McCabe 2017). Lerman and Katherine Mc-
Cabe use a causal design—comparing those 
immediately above and below the Medicare el-
igibility threshold at age sixty-five—and find 
that getting Medicare increases both support 
for Medicare spending and support for the 
ACA. The effects of personal experience were 
stronger for Republicans, showing that per-
sonal experience and self-interest can offset 
some of the effects of partisanship. 

That said, the effect of partisanship is  
so strong that Republicans in need of health 
insurance are less likely than Democrats to  
sign up under the ACA (Lerman, Sadin, and 
Trachtenberg 2017; Sances and Clinton 2019a). 
The gap is larger in non-expansion states; in 
Medicaid expansion states there is no partisan 
difference in Medicaid uptake, suggesting that 
elite cues and partisanship are not just filters 
but actual bars to addressing a tangible need 
(Sances and Clinton 2019a). 

Another factor that might influence atti-
tudes toward the ACA is news coverage and tele-
vision advertising, although the existing work 
examining these relationships is correlational 
rather than causal. During the first two weeks 
of open enrollment in October 2013, news cov-
erage of the ACA was more negative in states 

using federal marketplaces than those using 
state marketplaces (Gollust et al. 2014). Indi-
viduals in locales with a higher volume of insur-
ance advertising and more local news coverage 
of the ACA in Fall 2013 were more likely to say 
that they were well informed about the law and 
more favorable toward it, although the effect 
was stronger for Democrats than Republicans 
(Fowler et al. 2017). After Marketplaces opened 
for business, a greater volume of television ads 
opposing the ACA was associated with lower 
Marketplace participation (Gollust et al. 2018). 
Looking at the effects of different types of 
health insurance and health-related political 
advertising on Marketplace participation, Paul 
Shafer and colleagues (this issue, 2020) use a 
county fixed-effects model to control for under-
lying differences across counties. They find that 
when more health-insurance-related ads spon-
sored by states are aired, enrollment increases, 
as it does, somewhat surprisingly, when more 
pro-Republican political ads that mention 
health care are aired (although this result is 
driven by a few locales where off-year guberna-
torial contests or early federal primary elec-
tions were held). Other types of ads, including 
federal ads not dealing with Medicare, private 
ads, and pro-Democrat health-care-related po-
litical ads, do not show statistically significant 
correlations with enrollment, suggesting that 
both the volume and source of advertising mat-
ters for Marketplace participation, and that 
private-source advertising lacks the positive ef-
fect of state-sponsored advertising.

Yet other scholars examine the effects of 
elite rhetoric on public opinion. As noted, as 
elite rhetoric stabilized during the 2009 and 
2010 health reform debate, public opinion be-
came less volatile (Kriner and Reeves 2014). A 
comparison of word choice in senators’ press 
releases and in open-ended survey questions of 
the public during the debate reveals that elite 
framing did not appear to change public opin-
ion but did influence the words and arguments 
members of the public used in explaining their 
ACA attitudes, the public adopting both Repub-
lican and Democratic rhetoric as debate ensued 
(Hopkins 2018). Last is the question of whether 
elite action, as opposed to rhetoric, can influ-
ence public opinion. One study of policy diffu-
sion found that pro-ACA gubernatorial an-
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nouncements in one state increased public 
support for the ACA in nearby states, a pattern 
the authors term “policy spillover” (Pacheco 
and Maltby 2017).

Julianna Pacheco, Haselswerdt, and Jamila 
Michener (this issue, 2020) provide another ex-
ample of state policy choice and partisanship 
influencing public opinion (see also Pacheco 
and Maltby 2019). The authors estimate support 
for the ACA at the state level by quarter between 
2009 and 2016, and find that differences be-
tween Republicans and Democrats in ACA at-
titudes are greatest in states in which Demo-
cratic governors established state-run health 
insurance exchanges. In the few states where 
Republican governors did the same, polariza-
tion in support by party identification is less, 
though the evidence is less clear. They conclude 
that attitudinal polarization is greater where 
state ACA policy choices are “aligned”—that is, 
where Democratic governors implemented the 
law—and more modest in the presence of 
greater “misalignment”—elite decision making 
that cuts across partisanship. 

Finally, attitudes toward existing policies 
may become more positive in the face of po-
litical threat. Sances and Clinton (2019b) pool 
a large number of surveys from 2009 through 
2017 and find that approval of the ACA is 1.3 
percentage points higher in Medicaid expan-
sion states than in non-expansion states, 
though this effect is apparent only after the 
2016 election, when unified Republican control 
of the federal government made the threat of 
repeal more credible. The largest increase in 
approval was among lower-education non-
senior adults, the expansion’s target popula-
tion. They also find that support for repealing 
the ACA is 2 points lower in Medicaid expan-
sion states than in non-expansion states, begin-
ning immediately after ACA implementation 
commenced and corresponding to the well-
established asymmetry of gains and losses 
(Kahnemann and Tversky 1979).

Conclusion: Questions Needing 
Further Rese arch
The largest expansion of social policy in more 
than a generation, the Affordable Care Act has 
garnered a great deal of attention from schol-
ars, as both this review and the articles in this 

issue attest. However, much work remains to 
be done in exploring its economic, political, 
and social effects. Some of this work will be-
come more feasible as more data become avail-
able; more will emerge as longer-term effects 
come to fruition. We also hope to see more 
work based on qualitative methodologies such 
as ethnographic fieldwork and interviews 
added to the results reviewed here, which have 
largely been based on administrative data, sur-
vey data, and field experiments. 

As we searched for extant social science re-
search on the ACA, we identified a number of 
areas where interesting questions appear to be 
unaddressed thus far. Having noted some ap-
parent lacunae at various points, we pose ad-
ditional questions here in the hope of inspiring 
continuing research. Many of these questions 
arise because of uncertainty in the policy envi-
ronment or differences between the ACA as 
written and as implemented, although others 
would have arisen even had the ACA been more 
broadly welcomed across the political and so-
cial spectrum.

We have noted throughout that much of the 
research about the ACA’s effects on individuals 
and families—whether on economic and finan-
cial outcomes or on political behaviors or atti-
tudes—has examined the effects of the Medic-
aid expansion. Although a crucial part of the 
law and a component lending itself to quasi-
experimental analyses, the Medicaid expansion 
was not the only provision affecting individu-
als’ financial security. Research is still needed 
on the effects of other components of the ACA 
that affect the cost and availability of health 
insurance, such as cost-sharing subsidies or the 
rating rules.

Some of the questions arising from the un-
certain federal policy environment concern 
state responses: how are states responding to 
federal decisions such as approval of work re-
quirements and other previously denied Med-
icaid waivers, the elimination of cost-sharing 
reduction payments to insurers, approval of as-
sociation health plans and short-term insur-
ance plans with narrower benefits, and how are 
these state decisions affecting individual well-
being? Given the repeated unsuccessful at-
tempts to repeal the law entirely and journalis-
tic accounts of rising public support for it, 
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more work is needed on the development of 
such support. To what extent are constituencies 
being mobilized to defend the ACA, and by 
whom? To what extent are new advocacy groups 
forming or existing groups redeploying re-
sources or adopting new strategies to combat 
challenges to the law? How does the COVID-19 
pandemic alter politics around ACA support or 
retrenchment? Other questions surrounding 
the uncertain policy environment concern in-
dividual outcomes: what are the effects on en-
rollment and other individual outcomes of 
changes such as reduced federal funding for 
advertising and for navigators or shortened en-
rollment periods? Last are questions about how 
the portions of the ACA focused on reducing 
health-care expenditures have been affected by 
policy uncertainty; for example, how has the 
policy environment affected what can be 
learned from accountable care organizations 
and other demonstration projects?

Some of the unaddressed questions are 
largely unrelated to issues of policy uncertainty 
but arise because of the far-reaching nature of 
the ACA or the structure of its provisions. One 
important question that has received less atten-
tion from researchers than we were expecting 
is how the ACA has affected measures of in-
equality, including income, earnings, or wealth. 
The ACA’s insurance provisions are implicitly 
redistributive, but little is known about the dis-
tributional consequences of various provisions 
of the ACA. We also know little about how much 
freedom of choice low-income people have 
among insurance plans and health-care provid-
ers and what the implications are for their 
health-care access, financial security, and feel-
ings toward the reform and government, given 
that low premiums have generally been at-
tached to narrow networks of providers. In ad-
dition, as time goes on, it will become possible 
to assess the downstream effects of change in 
one health insurance arena on another. For ex-
ample, if private insurance premiums fall 
where Medicaid expands, will there be in-
creased budgetary pressure on Medicaid given 
that the shift implies adverse risk selection into 
Medicaid? Another area with surprisingly little 
research is the effect of the ACA on employ-

ment, safety net participation, and other out-
comes for various vulnerable populations, in-
cluding immigrants and families with mixed 
immigration status, early retirees, and the un-
employed. Other questions are largely unex
amined: What are the economic, social, and 
political effects of the various public health in-
terventions contained in the ACA, a question 
made particularly pertinent by the COVID-19 
pandemic? To what extent and how has the im-
plementation of the ACA affected nongovern-
mental providers of social services?

Although we describe the results from some 
research on employer behavior, many questions 
about how firms have responded to the ACA re-
main unaddressed: To what extent have firms 
and nonprofits altered their business models, 
patterns of lobbying, and enterprise investment 
decisions in light of the ACA? How have small 
employers been affected by the changes in the 
small-group insurance market? How have large 
employers changed their practices in response 
to regulations in the ACA? Also largely uninves-
tigated is the nature of the interaction between 
the ACA and another statute affecting employee 
benefits, the Employee Retirement Income Se-
curity Act of 1974 (ERISA). Because self-insured 
employer plans fall under ERISA’s jurisdiction, 
they are not subject to state insurance regula-
tion, but the ACA exempted ERISA plans from 
some of its requirements, leaving regulatory 
boundaries unclear. As Gluck, Allison Hoffman, 
and Peter Jacobson (2017) point out, unclear 
boundaries between ERISA’s jurisdiction and 
the portions of the ACA devolving regulatory au-
thority to the states raises difficulties for states 
in using their regulatory authority to implement 
state-specific health reforms. Gluck, Hoffman, 
and Jacobson give as an example Gobeille v. Lib-
erty Mutual Insurance Co., in which the Supreme 
Court ruled that ERISA preempted Vermont’s 
ability to require ERISA plans to participate in 
an all-payer claims database.2 Another issue 
raised by ERISA-ACA interactions is the ACA’s 
exemption of self-insured ERISA plans from 
needing to cover “essential health benefits” as 
required of fully insured small-group (fewer 
than fifty employees) plans, an exemption that 
Corlette and colleagues (2017) note in their de-

2. Gobeille v. Liberty Mutual Insurance Co., 577 U.S. __ (2016).
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scription of changes in small-group markets in 
six states has led some small employers to move 
toward self-insured plans. 

The excellent articles in this issue expand 
our social scientific knowledge of the eco-
nomic, social, and political effects of the Afford-
able Care Act. Just as earlier important social 
policy reforms have done, we fully expect the 
ACA to prompt new research for years to come. 

References 
Aaron, Henry, and Gary Burtless. 2014. “Potential Ef-

fects of the Affordable Care Act on Income In-
equality.” Washington, D.C.: Brookings Institu-
tion. Accessed April 22, 2019. http://www​
.brookings.edu/wp-content/uploads/2016/06​
/potential-effects-affordable-care-act-income​
-inequality-aaron-burtless.pdf.

Abraham, Jean Marie. 2020. “Individual Market Vola-
tility and Vulnerability, 2015 to 2019.” RSF: The 
Russell Sage Foundation Journal of the Social Sci-
ences 6(2): 206–22. DOI: 10.7758/RSF.2020 
.6.2.09.

Abraham, Jean M., Coleman Drake, Jeffrey S. Mc-
Cullough, and Kosali Simon. 2017. “What Drives 
Insurer Participation and Premiums in the 
Federally-Facilitated Marketplace?” International 
Journal of Health Economics and Management 
17(4): 395–412.

Abraham, Jean, Anne B. Royalty, and Coleman 
Drake. 2016. “Employer-Sponsored Insurance Of-
fers: Largely Stable in 2014 Following ACA Im-
plementation.” Health Affairs 35(11): 2133–37.

———. 2019. “Plan Choice and Affordability in the In-
dividual and Small-Group Markets: Policy and 
Performance—Past and Present.” Health Affairs 
38(4): 675–83.

Abramowitz, Joelle. 2016. “Saying, ‘I Don’t’: The Ef-
fect of the Affordable Care Act Young Adult Pro-
vision on Marriage.” Journal of Human Resources 
51(4): 933–60.

———. 2018. “Planning Parenthood: The Affordable 
Care Act Young Adult Provision and Pathways to 
Fertility.” Journal of Population Economics 31(4): 
1097–123.

Akosa Antwi, Yaa, Asako S. Moriya, and Kosali Si-
mon. 2013. “Effects of Federal Policy to Insure 
Young Adults: Evidence from the 2010 Affordable 
Care Act’s Dependent-Coverage Mandate.” 
American Economic Journal: Economic Policy 
5(4): 1–28.

Akosa Antwi, Yaa, Asako S. Moriya, Kosali Simon, 
and Benjamin D. Sommers. 2015. “Changes in 
Emergency Department Use Among Young 
Adults After the Patient Protection and Afford-
able Care Act’s Dependent Coverage Provision.” 
Annals of Emergency Medicine 65(6): 664–72.e2.

Allen, Heidi, Ashley Swanson, Jialan Wang, and Tal 
Gross. 2017. “Early Medicaid Expansion Associ-
ated with Reduced Payday Borrowing in Califor-
nia.” Health Affairs 36(10): 1769–76.

American Public Health Association. 2012. “Afford-
able Care Act Overview, Selected Provisions.” 
August. Accessed January 22, 2020. http://www​
.apha.org/-/media/files/pdf/topics/aca/aca​
_overview_aug2012.ashx?la=en&hash=4DD6AED
4DB9784BF5E5053117B8FCCC8E1163968.

Anand, Priyanka, Jody Schimmel Hyde, Maggie 
Colby, and Paul O’Leary. 2019. “The Impact of Af-
fordable Care Act Medicaid Expansions on Appli-
cations to Federal Disability Programs.” Forum 
for Health Economics and Policy 21(2). DOI: 10 
.1515/fhep-2018-0001.

Antonisse, Larisa, Rachel Garfield, Robin Rudowitz, 
and Samantha Artiga. 2018. “The Effects of Med-
icaid Expansion Under the ACA: Updated Find-
ings from a Literature Review.” Issue Brief. San 
Francisco: Kaiser Family Foundation. Accessed 
January 22, 2020. https://www.kff.org/medicaid​
/issue-brief/the-effects-of-medicaid-expansion​
-under-the-aca-updated-findings-from​
-a-literature-review-march-2018.

Assistant Secretary for Planning and Evaluation 
(ASPE). 2014. “The Medicare Advantage Program 
in 2014.” Washington: U.S. Department of Health 
and Human Services.

Bailey, James, and Anna Chorniy. 2016. “Employer-
Provided Health Insurance and Job Mobility: Did 
the Affordable Care Act Reduce Job Lock?” Con-
temporary Economic Policy 34(1): 173–83.

Barbaresco, Silvia, Charles J. Courtemanche, and 
Yanling Qi. 2015. “Impacts of the Affordable Care 
Act Dependent Coverage Provision on Health-
Related Outcomes of Young Adults.” Journal of 
Health Economics 40(1): 54–68.

Barnett, Michael L., Kathryn L. Clark, and Benja-
min D. Sommers. 2018. “State Policies and En-
rollees’ Experiences in Medicaid: Evidence from 
a New National Survey.” Health Affairs 37(10): 
1647–55.

Barrilleaux, Charles, and Carlisle Rainey. 2014. “The 
Politics of Need: Examining Governors’ Decisions 

http://www.brookings.edu/wp-content/uploads/2016/06/potential-effects-affordable-care-act-income-inequality-aaron-burtless.pdf
http://www.brookings.edu/wp-content/uploads/2016/06/potential-effects-affordable-care-act-income-inequality-aaron-burtless.pdf
http://www.brookings.edu/wp-content/uploads/2016/06/potential-effects-affordable-care-act-income-inequality-aaron-burtless.pdf
http://www.brookings.edu/wp-content/uploads/2016/06/potential-effects-affordable-care-act-income-inequality-aaron-burtless.pdf
http://www.apha.org/-/media/files/pdf/topics/aca/aca_overview_aug2012.ashx?la=en&hash=4DD6AED4DB9784BF5E5053117B8FCCC8E1163968
http://www.apha.org/-/media/files/pdf/topics/aca/aca_overview_aug2012.ashx?la=en&hash=4DD6AED4DB9784BF5E5053117B8FCCC8E1163968
http://www.apha.org/-/media/files/pdf/topics/aca/aca_overview_aug2012.ashx?la=en&hash=4DD6AED4DB9784BF5E5053117B8FCCC8E1163968
http://www.apha.org/-/media/files/pdf/topics/aca/aca_overview_aug2012.ashx?la=en&hash=4DD6AED4DB9784BF5E5053117B8FCCC8E1163968
https://www.kff.org/medicaid/issue-brief/the-effects-of-medicaid-expansion-under-the-aca-updated-findings-from-a-literature-review-march-2018
https://www.kff.org/medicaid/issue-brief/the-effects-of-medicaid-expansion-under-the-aca-updated-findings-from-a-literature-review-march-2018
https://www.kff.org/medicaid/issue-brief/the-effects-of-medicaid-expansion-under-the-aca-updated-findings-from-a-literature-review-march-2018
https://www.kff.org/medicaid/issue-brief/the-effects-of-medicaid-expansion-under-the-aca-updated-findings-from-a-literature-review-march-2018


r s f :  t h e  r u s s e l l  s a g e  f o u n d a t i o n  j o u r n a l  o f  t h e  s o c i a l  s c i e n c e s

	i  n t r o d u c t i o n  t o  t h e  i s s u e 	 31

to Oppose the ‘Obamacare’ Medicaid Expansion.” 
State Politics and Policy Quarterly 14(4): 437–60.

Beauregard, Lisa Kalimon, and Edward Alan Miller. 
2020. “Why Do States Pursue Medicaid Home 
Care Opportunities? Explaining State Adoption 
of the Patient Protection and Affordable Care 
Act’s Home and Community-Based Services Ini-
tiatives.” RSF: The Russell Sage Foundation Jour-
nal of the Social Sciences 6(2): 154–78. DOI: 10 
.7758/RSF.2020.6.2.07.

Blais, André. 2000. To Vote or Not to Vote: The Mer-
its and Limits of Rational Choice Theory. Pitts-
burgh: University of Pittsburgh Press.

Blavin, Fredric. 2016. “Association Between the 2014 
Medicaid Expansion and U.S. Hospital Finances.” 
Journal of the American Medical Association 
316(14): 1475–83.

Blavin, Fredric, Adele Shartzer, Sharon K. Long, and 
John Holahan. 2016. “Employer-Sponsored Insur-
ance Stays Strong, with No Signs of Decay Un-
der the ACA: Findings Through March 2016.” 
Health Reform Monitoring Survey, Urban Insti-
tute Health Policy Center, July 13. Accessed Jan-
uary 22, 2020. http://hrms.urban.org/briefs​
/employer-sponsored-insurance-aca-march-2016​
.html.

Blumberg, Linda J., Bowen Garrett, and John Hola-
han. 2016. “Estimating the Counterfactual: How 
Many Uninsured Adults Would There Be Today 
Without the ACA?” INQUIRY: The Journal of 
Health Care Organization, Provision, and Financ-
ing 53. Accessed January 22, 2020. https://​
journals.sagepub.com/doi/abs/10.1177​
/0046958016634991.

Blumenthal, David, Melinda Abrams, and Rachel Nu-
zum. 2015. “The Affordable Care Act at 5 Years.” 
New England Journal of Medicine 372(25): 2451–
58.

Boutwell, Amy E., and Jonathan Freedman. 2014. 
“Coverage Expansion and the Criminal Justice–
Involved Population: Implications for Plans and 
Service Connectivity.” Health Affairs 33(3): 482–
86.

Breslau, Joshua, Bradley D. Stein, Bing Han, 
Shoshanna Shelton, and Hao Yu. 2018. “Impact 
of the Affordable Care Act’s Dependent Coverage 
Expansion on the Health Care and Health Status 
of Young Adults: What Do We Know So Far?” 
Medical Care Research and Review 75(2): 131–52.

Brevoort, Kenneth, Daniel Grodzicki, and Martin B. 
Hackmann. 2017. “Medicaid and Financial 

Health.” NBER working paper no. 24002. Cam-
bridge, Mass.: National Bureau of Economic Re-
search.

Brooks, Tricia, Lauren Roygardner, and Samantha 
Artiga. 2019. “Medicaid and CHIP Eligibility, En-
rollment, and Cost Sharing Policies as of January 
2019: Findings from a 50-State Survey.” San 
Francisco: Kaiser Family Foundation. Accessed 
January 22, 2020. https://www.kff.org/medicaid​
/report/medicaid-and-chip-eligibility-enrollment​
-and-cost-sharing-policies-as-of-january-2019​
-findings-from-a-50-state-survey.

Buchmueller, Thomas, John C. Ham, and Lara D. 
Shore-Sheppard. 2016. “The Medicaid Program.” 
In Economics of Means-Tested Transfer Programs 
in the United States, edited by Robert A. Moffitt. 
Chicago: University of Chicago Press.

Buchmueller, Thomas C., Helen Levy, and Robert G. 
Valetta. 2019. “Medicaid Expansion and the Un-
employed.” NBER working paper no. 26553. 
Cambridge, Mass.: National Bureau of Economic 
Research.

Burden, Barry C., Jason M. Fletcher, Pamela Herd, 
Donald P. Moynihan, and Bradley M. Jones. 2017. 
“How Different Forms of Health Matter to Politi-
cal Participation.” Journal of Politics 79(1): 166–
78.

Callaghan, Timothy, and Lawrence R. Jacobs. 2016. 
“Interest Group Conflict over Medicaid Expan-
sion: The Surprising Impact of Public Advo-
cates.” American Journal of Public Health 106(2): 
308–13.

Camilleri, Susan. 2018. “The ACA Medicaid Expan-
sion, Disproportionate Share Hospitals, and Un-
compensated Care.” Health Services Research 
53(3): 1562–80.

Campbell, Andrea Louise. 2003. How Policies Make 
Citizens: Senior Citizen Activism and the Ameri-
can Welfare State. Princeton, N.J.: Princeton Uni-
versity Press.

———. 2012. “Policy Makes Mass Politics.” Annual 
Review of Political Science 15: 333–51.

Caswell, Kyle J., and Timothy A. Waidmann. 2019. 
“The Affordable Care Act Medicaid Expansions 
and Personal Finance.” Medical Care Research 
and Review 76(5): 538–71.

Chait, Nadia, and Sherry Glied. 2018. “Promoting 
Prevention Under the Affordable Care Act.” An-
nual Review of Public Health 39: 507–24.

Chatterji, Pinka, Peter Brandon, and Sara Markowitz. 
2016. “Job Mobility Among Parents of Children 

http://hrms.urban.org/briefs/employer-sponsored-insurance-aca-march-2016.html
http://hrms.urban.org/briefs/employer-sponsored-insurance-aca-march-2016.html
http://hrms.urban.org/briefs/employer-sponsored-insurance-aca-march-2016.html
https://journals.sagepub.com/doi/abs/10.1177/0046958016634991
https://journals.sagepub.com/doi/abs/10.1177/0046958016634991
https://journals.sagepub.com/doi/abs/10.1177/0046958016634991
https://www.kff.org/medicaid/report/medicaid-and-chip-eligibility-enrollment-and-cost-sharing-policies-as-of-january-2019-findings-from-a-50-state-survey
https://www.kff.org/medicaid/report/medicaid-and-chip-eligibility-enrollment-and-cost-sharing-policies-as-of-january-2019-findings-from-a-50-state-survey
https://www.kff.org/medicaid/report/medicaid-and-chip-eligibility-enrollment-and-cost-sharing-policies-as-of-january-2019-findings-from-a-50-state-survey
https://www.kff.org/medicaid/report/medicaid-and-chip-eligibility-enrollment-and-cost-sharing-policies-as-of-january-2019-findings-from-a-50-state-survey


3 2 	 e f f e c t s  o f  t h e  a f f o r d a b l e  c a r e  a c t

r s f :  t h e  r u s s e l l  s a g e  f o u n d a t i o n  j o u r n a l  o f  t h e  s o c i a l  s c i e n c e s

with Chronic Health Conditions: Early Effects of 
the 2010 Affordable Care Act.” Journal of Health 
Economics 48 (July): 26–43.

Chatterji, Pinka, and Yue Li. 2017. “Early Coverage 
Expansions Under the Affordable Care Act and 
Supplemental Security Income Participation.” 
Journal of the Economics of Ageing 10 (Decem-
ber): 75–83.

Chattopadhyay, Jacqueline. 2017. “Is the ACA’s De-
pendent Coverage Provision Generating Positive 
Feedback Effects Among Young Adults?” Poverty 
and Public Policy 9(1): 42–70.

———. 2018. “Is the Affordable Care Act Cultivating a 
Cross-Class Constituency? Income, Partisanship, 
and a Proposal for Tracing the Contingent Nature 
of Positive Policy Feedback Effects.” Journal of 
Health Politics, Policy and Law 43(1): 19–67.

———. 2019. “Can Health Insurance Regulations 
Generate Citizen Constituencies?” Journal of 
Health Politics, Policy and Law 44(3): 455–78.

Citrin, Jack, and Donald P. Green. 1991. “The Self-
Interest Motive in American Public Opinion.” In 
Research in Micropolitics, edited by Samuel 
Long. Greenwich, Conn.: JIA Press.

Claxton, Gary, and Larry Levitt. 2015. “How Many 
Employers Could Be Affected by the Cadillac 
Plan Tax?” Issue Brief. San Francisco: Kaiser 
Family Foundation. Accessed January 22, 2020. 
http://files.kff.org/attachment/issue-brief-how​
-many-employers-could-be-affected-by-the​
-cadillac-plan-tax.

Clinton, Joshua D., and Michael W. Sances. 2018. 
“The Politics of Policy: The Initial Mass Political 
Effects of Medicaid Expansion in the States.” 
American Political Science Review 112(1): 167–85. 

Cole, Megan B., Brad Wright, Ira B. Wilson, Omar 
Galarraga, and Amal N. Trivedi. 2018. “Medicaid 
Expansion and Community Health Centers: Care 
Quality and Service Use Increased for Rural Pa-
tients.” Health Affairs 37(6): 900–907.

Colman, Gregory, and Dhaval Dave. 2018. “It’s About 
Time: Effects of the Affordable Care Act Depen-
dent Coverage Mandate on Time Use.” Contem-
porary Economic Policy 36(1): 44–58.

Congressional Budget Office. 2014. “The Budget 
and Economic Outlook: 2014 to 2024.” Pub. 
4869. February. Accessed February 25, 2020. 
https://www.cbo.gov/sites/default/files/113th​
-congress-2013-2014/reports/45010​
-outlook2014feb0.pdf.

Conlan, Timothy, and Paul Posner. 2011. “Inflection 

Point? Federalism and the Obama Administra-
tion.” Publius: The Journal of Federalism 41(3): 
421–46.

Corlette, Sabrina, Jack Hoadley, Kevin Lucia, and 
Dania Palanker. 2017. “Small Business Health In-
surance and the ACA: Views from the Market 
2017.” Washington, D.C.: Urban Institute. Ac-
cessed January 22, 2020. https://www.urban.org​
/research/publication/small-business-health​
-insurance-and-aca-views-market-2017/view/full​
_report.

Corlette, Sabrina, and Rachel Schwab. 2018. “Gov-
ernment Cuts Back on Navigator and Advertising 
Funding for the ACA’s Sixth Open Enrollment.” 
To the Point (Commonwealth Fund blog), Octo-
ber 26. Accessed January 22, 2020. http://www​
.commonwealthfund.org/blog/2018/states-lean​
-federal-government-cuts-back-navigator-and​
-advertising-funding.

Cotti, Chad, Erik Nesson, and Nathan Tefft. 2019. 
“Impacts of the ACA Medicaid Expansion on 
Health Behaviors: Evidence from Household 
Panel Data.” Health Economics 28(2): 219–44.

Courtemanche, Charles, James Marton, Benjamin 
Ukert, Aaron Yelowitz, and Daniela Zapata. 2017. 
“Early Impacts of the Affordable Care Act on 
Health Insurance Coverage in Medicaid Expan-
sion and Non-Expansion States.” Journal of Pol-
icy Analysis and Management 36(1): 178–210.

———. 2018. “Early Effects of the Affordable Care 
Act on Health Care Access, Risky Health Behav-
iors, and Self-Assessed Health.” Southern Eco-
nomic Journal 84(3): 660–91.

Courtemanche, Charles, James Marton, and Aaron 
Yelowitz. 2020. “The Full Impact of the Afford-
able Care Act on Political Participation.” RSF: 
The Russell Sage Foundation Journal of the Social 
Sciences 6(2): 179–204. DOI: 10.7758/RSF.2020 
.6.2.08.

Cox, Cynthia, Larry Levitt, and Gary Claxton. 2017. 
“Insurer Financial Performance in the Early Years 
of the Affordable Care Act.” San Francisco: Kai-
ser Family Foundation. Accessed January 22, 
2020. http://files.kff.org/attachment/Data-Note​
-Insurer-Financial-Performance-in-the-Early​
-Years-of-the-Affordable-Care-Act.

Curran, Emily. 2017. “Winding Down the Small Busi-
ness Marketplaces: Feds Acknowledge the Fail-
ure to Launch.” CHIRblog (Georgetown Univer-
sity Health Policy Institute blog), May 22. 
Accessed January 22, 2020. http://chirblog.org​

http://files.kff.org/attachment/issue-brief-how-many-employers-could-be-affected-by-the-cadillac-plan-tax
http://files.kff.org/attachment/issue-brief-how-many-employers-could-be-affected-by-the-cadillac-plan-tax
http://files.kff.org/attachment/issue-brief-how-many-employers-could-be-affected-by-the-cadillac-plan-tax
https://www.cbo.gov/sites/default/files/113th-congress-2013-2014/reports/45010-outlook2014feb0.pdf
https://www.cbo.gov/sites/default/files/113th-congress-2013-2014/reports/45010-outlook2014feb0.pdf
https://www.cbo.gov/sites/default/files/113th-congress-2013-2014/reports/45010-outlook2014feb0.pdf
https://www.urban.org/research/publication/small-business-health-insurance-and-aca-views-market-2017/view/full_report
https://www.urban.org/research/publication/small-business-health-insurance-and-aca-views-market-2017/view/full_report
https://www.urban.org/research/publication/small-business-health-insurance-and-aca-views-market-2017/view/full_report
https://www.urban.org/research/publication/small-business-health-insurance-and-aca-views-market-2017/view/full_report
http://www.commonwealthfund.org/blog/2018/states-lean-federal-government-cuts-back-navigator-and-advertising-funding
http://www.commonwealthfund.org/blog/2018/states-lean-federal-government-cuts-back-navigator-and-advertising-funding
http://www.commonwealthfund.org/blog/2018/states-lean-federal-government-cuts-back-navigator-and-advertising-funding
http://www.commonwealthfund.org/blog/2018/states-lean-federal-government-cuts-back-navigator-and-advertising-funding
http://files.kff.org/attachment/Data-Note-Insurer-Financial-Performance-in-the-Early-Years-of-the-Affordable-Care-Act
http://files.kff.org/attachment/Data-Note-Insurer-Financial-Performance-in-the-Early-Years-of-the-Affordable-Care-Act
http://files.kff.org/attachment/Data-Note-Insurer-Financial-Performance-in-the-Early-Years-of-the-Affordable-Care-Act
http://chirblog.org/winding-small-business-marketplaces-feds-acknowledge-failure-launch


r s f :  t h e  r u s s e l l  s a g e  f o u n d a t i o n  j o u r n a l  o f  t h e  s o c i a l  s c i e n c e s

	i  n t r o d u c t i o n  t o  t h e  i s s u e 	 3 3

/winding-small-business-marketplaces-feds​
-acknowledge-failure-launch.

Dafny, Leemore, Jonathan Gruber, and Christopher 
Ody. 2015. “More Insurers Lower Premiums: Evi-
dence from Initial Pricing in the Health Insurance 
Marketplaces.” American Journal of Health Eco-
nomics 1(1): 53–81.

Dafny, Leemore S., Igal Hendel, Victoria Marone, and 
Christopher Ody. 2017. “Narrow Networks on the 
Health Insurance Marketplaces: Prevalence, Pric-
ing, and the Cost of Network Breadth.” Health 
Affairs 36(9): 1606–14.

De La O, Ana L. 2013. “Do Conditional Cash Trans-
fers Affect Electoral Behavior? Evidence from a 
Randomized Experiment in Mexico.” American 
Journal of Political Science 57(1): 1–14.

Decker, Sandra L. 2018. “No Association Found Be-
tween the Medicare Primary Care Fee Bump and 
Physician-Reported Participation in Medicaid.” 
Health Affairs 37(7): 1092–98.

DeNavas-Walt, Carmen, Bernadette D. Proctor, and 
Jessica C. Smith. 2012. “Income, Poverty, and 
Health Insurance Coverage in the United States: 
2011.” Current Population Reports, series P60, no. 
243. Washington: U.S. Census Bureau.

Dickstein, Michael J., Mark Duggan, Joe Orsini, and 
Pietro Tebaldi. 2015. “The Impact of Market Size 
and Composition on Health Insurance Premiums: 
Evidence from the First Year of the Affordable 
Care Act.” American Economic Review: Papers & 
Proceedings 105(5): 120–25.

Dorn, Stan, Sarah Minton, and Erika Huber. 2014. 
“Examples of Promising Practices for Integrating 
and Coordinating Eligibility, Enrollment and Re-
tention: Human Services and Health Programs 
Under the Affordable Care Act.” Washington, 
D.C.: Urban Institute. Accessed January 22, 2020. 
http://www.urban.org/research/publication​
/examples-promising-practices-integrating-and​
-coordinatingeligibility-enrollment-and-retention​
-human-services-and-health-programs-under​
-affordable-care-act.

Dranove, David, Craig Garthwaite, and Christopher 
Ody. 2016. “Uncompensated Care Decreased at 
Hospitals in Medicaid Expansion States But Not 
at Hospitals in Nonexpansion States.” Health Af-
fairs 35(8): 1471–79.

Duggan, Mark, Gopi Shah Goda, and Emilie Jackson. 
2019. “The Effects of the Affordable Care Act on 
Health Insurance Coverage and Labor Market 
Outcomes.” National Tax Journal 72(2): 261–322.

Duggan, Mark, Atul Gupta, and Emilie Jackson. 
2019. “The Impact of the Affordable Care Act: 
Evidence from California’s Hospital Sector.” 
NBER working paper no. 25488. Cambridge, 
Mass.: National Bureau of Economic Research.

Enroll America. 2014. “In-Person Assistance Maxi-
mizes Enrollment Success.” March. Accessed 
January 22, 2020. https://familiesusa.org/wp​
-content/uploads/2019/09/2014-In-Person​
-Assistance-Maximizes-Enrollment-Success.pdf.

Even, William E., and David A. Macpherson. 2019. 
“The Affordable Care Act and the Growth of In-
voluntary Part-Time Employment.” Industrial and 
Labor Relations Review 72(4): 955–80.

Fehr, Rachel, Cynthia Cox, and Larry Levitt. 2018a. 
“Individual Insurance Market Performance in 
Mid-2018.” San Francisco: Kaiser Family Founda-
tion. Accessed January 22, 2020. http://
files.kff​.org/attachment/Issue-Brief-Individual-
Insurance​-Market-Performance-in-Mid-2018.

———. 2018b. “Insurer Participation on ACA Market-
places, 2014—2019.” San Francisco: Kaiser Fam-
ily Foundation. Accessed January 22, 2020. 
http://files.kff.org/attachment/Issue-Brief​
-Insurer-Participation-on-ACA-Marketplaces​
-2014-2019.

Fording, Richard C., and Dana Patton. 2020. “The 
Affordable Care Act and the Diffusion of Policy 
Feedback: The Case of Medicaid Work Require-
ments.” RSF: The Russell Sage Foundation Jour-
nal of the Social Sciences 6(2): 131–53. DOI: 
10.7758/RSF.2020.6.2.06.

Fowler, Erika Franklin, Jeff Niederdeppe, Colleen L. 
Barry, and Sarah E. Gollust. 2017. “Media Mes-
sages and Perceptions of the Affordable Care Act 
During the Early Phase of Implementation.” Jour-
nal of Health Politics, Policy and Law 42(1): 167–
95.

Frean, Molly, Jonathan Gruber, and Benjamin D. 
Sommers. 2017. “Premium Subsidies, the Man-
date, and Medicaid Expansion: Coverage Effects 
of the Affordable Care Act.” Journal of Health 
Economics 53(May): 72–86.

Frisvold, David E., and Younsoo Jung. 2018. “The Im-
pact of Expanding Medicaid on Health Insurance 
Coverage and Labor Market Outcomes.” Interna-
tional Journal of Health Economics and Manage-
ment 18(2): 99–121.

Fry, Carrie E., Thomas G. McGuire, and Richard G. 
Frank. 2020. “Medicaid Expansion’s Spillover to 
the Criminal Justice System: Evidence from Six 

http://chirblog.org/winding-small-business-marketplaces-feds-acknowledge-failure-launch
http://chirblog.org/winding-small-business-marketplaces-feds-acknowledge-failure-launch
http://www.urban.org/research/publication/examples-promising-practices-integrating-and-coordinatingeligibility-enrollment-and-retention-human-services-and-health-programs-under-affordable-care-act
http://www.urban.org/research/publication/examples-promising-practices-integrating-and-coordinatingeligibility-enrollment-and-retention-human-services-and-health-programs-under-affordable-care-act
http://www.urban.org/research/publication/examples-promising-practices-integrating-and-coordinatingeligibility-enrollment-and-retention-human-services-and-health-programs-under-affordable-care-act
http://www.urban.org/research/publication/examples-promising-practices-integrating-and-coordinatingeligibility-enrollment-and-retention-human-services-and-health-programs-under-affordable-care-act
http://www.urban.org/research/publication/examples-promising-practices-integrating-and-coordinatingeligibility-enrollment-and-retention-human-services-and-health-programs-under-affordable-care-act
https://familiesusa.org/wp-content/uploads/2019/09/2014-In-Person-Assistance-Maximizes-Enrollment-Success.pdf
https://familiesusa.org/wp-content/uploads/2019/09/2014-In-Person-Assistance-Maximizes-Enrollment-Success.pdf
https://familiesusa.org/wp-content/uploads/2019/09/2014-In-Person-Assistance-Maximizes-Enrollment-Success.pdf
http://files.kff.org/attachment/Issue-Brief-Individual-Insurance-Market-Performance-in-Mid-2018
http://files.kff.org/attachment/Issue-Brief-Individual-Insurance-Market-Performance-in-Mid-2018
http://files.kff.org/attachment/Issue-Brief-Individual-Insurance-Market-Performance-in-Mid-2018
http://files.kff.org/attachment/Issue-Brief-Insurer-Participation-on-ACA-Marketplaces-2014-2019
http://files.kff.org/attachment/Issue-Brief-Insurer-Participation-on-ACA-Marketplaces-2014-2019
http://files.kff.org/attachment/Issue-Brief-Insurer-Participation-on-ACA-Marketplaces-2014-2019


3 4 	 e f f e c t s  o f  t h e  a f f o r d a b l e  c a r e  a c t

r s f :  t h e  r u s s e l l  s a g e  f o u n d a t i o n  j o u r n a l  o f  t h e  s o c i a l  s c i e n c e s

Urban Counties.” RSF: The Russell Sage Founda-
tion Journal of the Social Sciences 6(2): 244–63. 
DOI: 10.7758/RSF.2020.6.2.11.

Galvin, Daniel J., and Chloe N. Thurston 2017. “The 
Democrats’ Misplaced Faith in Policy Feedback.” 
The Forum: A Journal of Applied Research in Con-
temporary Politics 15(2): 333–43.

Ganguli, Ishani, Jeffrey Souza, and J. Michael Mc-
Williams. 2017. “Trends in Use of the U.S. Medi-
care Annual Wellness Visit, 2011–2014.” Journal 
of the American Medical Association 317(21): 
2233–35.

Garrett, Bowen, Robert Kaestner, and Anuj Gango-
padhyaya. 2017. “Recent Evidence on the ACA 
and Employment: Has the ACA Been a Job 
Killer? 2016 Update.” Washington, D.C.: Urban 
Institute. Accessed January 22, 2020. https://​
www.urban.org/sites/default/files/publication​
/88376/2001158-recent-evidence-on-the-aca​
-and-employment-has-the-aca-been-a-job-killer​
-2016-update_0.pdf.

Ghosh, Ausmita, Kosali Simon, and Benjamin D. 
Sommers. 2019. “The Effect of Health Insurance 
on Prescription Drug Use Among Low-Income 
Adults: Evidence from Recent Medicaid Expan-
sions.” Journal of Health Economics 63(January): 
64–80.

Glied, Sherry, and Adam Striar. 2016. “Looking Un-
der the Hood of the Cadillac Tax.” Issue Brief, 
June. Washington, D.C.: Commonwealth Fund. 
Accessed January 22, 2020. http://www​
.commonwealthfund.org/sites/default/files​
/documents/___media_files_publications_issue 
_brief_2016_jun_1880_glied_looking_under_hood_
cadillac_tax.pdf.

Gluck, Abbe R., Allison K. Hoffman, and Peter D. Ja-
cobson. 2017. “ERISA: A Bipartisan Problem for 
the ACA and the AHCA.” Following the ACA 
(Health Affairs blog), June 2. Accessed January 
22, 2020. https://www.healthaffairs.org 
/do/10.1377/hblog20170602.060391/full/.

Gluck, Abbe R., and Nicole Huberfeld. 2018. “What 
Is Federalism in Healthcare For”? Stanford Law 
Review 70(6): 1689–803.

Gollust, Sarah E., Colleen L. Barry, Jeff Niederdeppe, 
Laura Baum, and Erika Franklin Fowler. 2014. 
“First Impressions: Geographic Variation in Me-
dia Messages During the First Phase of ACA Im-
plementation.” Journal of Health Politics Policy 
and Law 39(6): 1253–62.

Gollust, Sarah E., and Wendy M. Rahn. 2015. “The 

Bodies Politic: Chronic Health Conditions and 
Voter Turnout in the 2008 Election.” Journal of 
Health Politics, Policy and Law 40(6): 1115–55.

Gollust, Sarah E., Andrew Wilcock, Erika Franklin 
Fowler, Colleen L. Barry, Jeff Niederdeppe, Laura 
Baum, and Pinar Karaca-Mandic. 2018. “TV Ad-
vertising Volumes Were Associated with Insur-
ance Marketplace Shopping and Enrollment in 
2014.” Health Affairs 37(6): 956–63.

Goodell, Sarah. 2013. “Health Policy Brief: Naviga-
tors and Assisters.” Health Affairs, October 31. 
 Accessed January 22, 2010. http://www.health 
affairs.org/do/10.1377/hpb20131031.857471/full 
/healthpolicybrief_101​.pdf.

Goodman, Lucas. 2017. “The Effect of the Affordable 
Care Act Medicaid Expansion on Migration.” 
Journal of Policy Analysis and Management 36(1): 
211–38.

Gooptu, Angshuman, Asako S. Moriya, Kosali I. Si-
mon, and Benjamin D. Sommers. 2016. “Medic-
aid Expansion Did Not Result in Significant Em-
ployment Changes or Job Reductions in 2014.” 
Health Affairs 35(1): 111–18.

Gore, Radhika, Ritu Dhar, Sadia Mohaimin, Priscilla 
M. Lopez, Anna A. Divney, Jennifer M. Zanowiak, 
Lorna E. Thorpe, and Nadia Islam. 2020. “Chang-
ing Clinic-Community Social Ties in Immigrant-
Serving Primary Care Practices in New York City: 
Social and Organizational Implications of the Af-
fordable Care Act’s Population-Health-Related 
Provisions.” RSF: The Russell Sage Foundation 
Journal of the Social Sciences 6(2): 264–88. DOI: 
10.7758/RSF.2020.6.2.12.

Gose, Leah, and Theda Skocpol. 2019. “Resist, Per-
sist, and Transform: The Emergence and Impact 
of Grassroots Resistance Groups Opposing the 
Trump Presidency.” Mobilization: An International 
Journal 24(3): 293–317.

Grabowski, David C., Nina R. Joyce, Thomas G. Mc-
Guire, and Richard G. Frank. 2017. “Passive En-
rollment of Dual-Eligible Beneficiaries into Medi-
care and Medicaid Managed Care Has Not Met 
Expectations.” Health Affairs 36(5): 846–54.

Griffith, Kevin, Leigh Evans, and Jacob Bor. 2017. 
“The Affordable Care Act Reduced Socioeco-
nomic Disparities in Health Care Access.” Health 
Affairs 36(8): 1503–10.

Grogan, Colleen M., and Sunggeun Ethan Park. 
2017. “The Racial Divide in State Medicaid Ex-
pansions.” Journal of Health Politics, Policy and 
Law 42(3): 539–72.

https://www.urban.org/sites/default/files/publication/88376/2001158-recent-evidence-on-the-aca-and-employment-has-the-aca-been-a-job-killer-2016-update_0.pdf
https://www.urban.org/sites/default/files/publication/88376/2001158-recent-evidence-on-the-aca-and-employment-has-the-aca-been-a-job-killer-2016-update_0.pdf
https://www.urban.org/sites/default/files/publication/88376/2001158-recent-evidence-on-the-aca-and-employment-has-the-aca-been-a-job-killer-2016-update_0.pdf
https://www.urban.org/sites/default/files/publication/88376/2001158-recent-evidence-on-the-aca-and-employment-has-the-aca-been-a-job-killer-2016-update_0.pdf
https://www.urban.org/sites/default/files/publication/88376/2001158-recent-evidence-on-the-aca-and-employment-has-the-aca-been-a-job-killer-2016-update_0.pdf
http://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief_2016_jun_1880_glied_looking_under_hood_cadillac_tax.pdf
http://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief_2016_jun_1880_glied_looking_under_hood_cadillac_tax.pdf
http://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief_2016_jun_1880_glied_looking_under_hood_cadillac_tax.pdf
http://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief_2016_jun_1880_glied_looking_under_hood_cadillac_tax.pdf
http://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief_2016_jun_1880_glied_looking_under_hood_cadillac_tax.pdf
https://www.healthaffairs.org/do/10.1377/hblog20170602.060391/full/
https://www.healthaffairs.org/do/10.1377/hblog20170602.060391/full/
http://www.healthaffairs.org/do/10.1377/hpb20131031.857471/full/healthpolicybrief_101.pdf
http://www.healthaffairs.org/do/10.1377/hpb20131031.857471/full/healthpolicybrief_101.pdf
http://www.healthaffairs.org/do/10.1377/hpb20131031.857471/full/healthpolicybrief_101.pdf


r s f :  t h e  r u s s e l l  s a g e  f o u n d a t i o n  j o u r n a l  o f  t h e  s o c i a l  s c i e n c e s

	i  n t r o d u c t i o n  t o  t h e  i s s u e 	 3 5

Guterman, Stuart, Laura Skopec, and Stephen Zuck-
erman. 2018. “Do Medicare Advantage Plans Re-
spond to Payment Changes? A Look at the Data 
from 2009 to 2014.” Issue Brief, March. Wash-
ington, D.C.: Commonwealth Fund. Accessed 
January 22, 2020. https://www.common 
wealthfund.org/sites/default/files​/documents 
/___media_files_publications_issue_brief_2018 
_mar_guterman_do_medicare_advantage_plans​ 
_respond_payment_ib.pdf.

Gutierrez, Carmen M. 2018. “The Institutional Deter-
minants of Health Insurance: Moving Away from 
Labor Market, Marriage, and Family Attachments 
Under the ACA.” American Sociological Review 
83(6): 1144–70.

Haeder, Simon F., and David L. Weimer. 2015. “You 
Can’t Make Me Do It, But I Could Be Persuaded: 
A Federalism Perspective on the Affordable Care 
Act.” Journal of Health Politics, Policy and Law 
40(2): 281–323.

Hagan, Elizabeth. 2016. “ACA Assisters Can Help 
Consumers Register to Vote.” Families USA Blog, 
July 4. Accessed January 22, 2020. https://
www.familiesusa.org/resources/aca-assisters-
can-help-consumers​-register-to-vote.

Hall, Mark A. 2020. “The Effects of Political Versus 
Actuarial Uncertainty on Insurance Market Sta-
bility.” RSF: The Russell Sage Foundation Journal 
of the Social Sciences 6(2): 223–42. DOI: 10.7758 
/RSF.2020.6.2.10.

Hampton, J. Matthew, and Otto Lenhart. 2019. “The 
Effect of the Affordable Care Act Preexisting 
Conditions Provision on Marriage.” Health Eco-
nomics 28(11): 1345–55.

Han, Xinxin, Qian Luo, and Leighton Ku. 2017. “Med-
icaid Expansion and Grant Funding Increases 
Helped Improve Community Health Center Ca-
pacity.” Health Affairs 36(1): 49–56.

Haselswerdt, Jake. 2017. “Expanding Medicaid, Ex-
panding the Electorate: The Affordable Care 
Act’s Short-Term Impact on Political Participa-
tion.” Journal of Health Politics, Policy and Law 
42(4): 667–95.

Haselswerdt, Jake, and Jamila Michener. 2019. “Dis-
enrolled: Retrenchment and Voting in Health Pol-
icy.” Journal of Health Politics, Policy and Law 
44(3): 423–54.

Heim, Bradley, Ithai Lurie, and Kosali Simon. 2018a. 
“The Impact of the Affordable Care Act Young 
Adult Provision on Childbearing: Evidence from 
Tax Data.” Demography 55(4): 1233–43.

———. 2018b. “Did the Affordable Care Act Young 
Adult Provision Affect Labor Market Outcomes? 
Analysis Using Tax Data.” Industrial and Labor 
Relations Review 71(5): 1154–78.

Heisler, Elayne J. 2018. “The National Health Service 
Corps.” CRS report no. R44970. Washington: 
Congressional Research Service. Accessed Janu-
ary 22, 2020. https://crsreports.congress.gov​
/product/pdf/R/R44970/9.

Henderson, Michael, and D. Sunshine Hillygus. 2011. 
“The Dynamics of Health Care Opinion, 2008–
2010: Partisanship, Self-Interest, and Racial Re-
sentment.” Journal of Health Politics, Policy and 
Law 36(6): 945–60.

Herring, Bradley, and Lisa Korin Lentz. 2011–2012. 
“What Can We Expect from the ‘Cadillac Tax’ in 
2018 and Beyond?” Inquiry 48(4): 322–37.

Hinde, Jesse M. 2017. “Incentive(less)? The Effective-
ness of Tax Credits and Cost-Sharing Subsidies 
in the Affordable Care Act.” American Journal of 
Health Economics 3(3): 346–69.

Ho, Kate, and Robin S. Lee. 2017. “Insurer Competi-
tion in Health Care Markets.” Econometrica 
85(2): 379–417.

Hobbs, William R., and Daniel J. Hopkins. 2019. “Off-
setting Policy Feedback Effects: Evidence from 
the Affordable Care Act.” SSRN Electronic Jour-
nal, July 5. DOI: 10.2139/ssrn.3366994.

Hopkins, Daniel J. 2018. “The Exaggerated Life of 
Death Panels? The Limited but Real Influence of 
Elite Rhetoric in the 2009–2010 Health Care De-
bate.” Political Behavior 40(3): 681–709.

Hopkins, Daniel J., and Kalind Parish. 2019. “The 
Medicaid Expansion and Attitudes Toward the 
Affordable Care Act: Testing for a Policy Feed-
back on Mass Opinion.” Public Opinion Quarterly 
83(1): 123–34.

Hosek, Adrienne. 2016. “Insuring Obamacare on the 
Health Insurance Marketplace.” Working paper, 
University of California, Davis. Accessed January 
22, 2020. https://drive.google.com/file​
/d/0BwLuq-FTY_zebWVGYjhZUDZHOEU/view.

Hu, Luojia, Robert Kaestner, Bhashkar Mazumder, 
Sarah Miller, and Ashley Wong. 2018. “The Effect 
of the Affordable Care Act Medicaid Expansions 
on Financial Wellbeing.” Journal of Public Eco-
nomics 163 (July): 99–112.

Jacobs, Alan M., and R. Kent Weaver. 2015. “When 
Policies Undo Themselves: Self-Undermining 
Feedback as a Source of Policy Change.” Gover-
nance 28(4): 441–57.

https://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief_2018_mar_guterman_do_medicare_advantage_plans_respond_payment_ib.pdf
https://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief_2018_mar_guterman_do_medicare_advantage_plans_respond_payment_ib.pdf
https://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief_2018_mar_guterman_do_medicare_advantage_plans_respond_payment_ib.pdf
https://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief_2018_mar_guterman_do_medicare_advantage_plans_respond_payment_ib.pdf
https://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief_2018_mar_guterman_do_medicare_advantage_plans_respond_payment_ib.pdf
https://www.familiesusa.org/resources/aca-assisters-can-help-consumers-register-to-vote
https://www.familiesusa.org/resources/aca-assisters-can-help-consumers-register-to-vote
https://www.familiesusa.org/resources/aca-assisters-can-help-consumers-register-to-vote
https://crsreports.congress.gov/product/pdf/R/R44970/9
https://crsreports.congress.gov/product/pdf/R/R44970/9
file:///C:\Users\marcelo\Box\Publications\production_editor\Journal%20Campbell%20Shore-Sheppard\copyedited%20articles\DOI
https://drive.google.com/file/d/0BwLuq-FTY_zebWVGYjhZUDZHOEU/view
https://drive.google.com/file/d/0BwLuq-FTY_zebWVGYjhZUDZHOEU/view


3 6 	 e f f e c t s  o f  t h e  a f f o r d a b l e  c a r e  a c t

r s f :  t h e  r u s s e l l  s a g e  f o u n d a t i o n  j o u r n a l  o f  t h e  s o c i a l  s c i e n c e s

Jacobs, Lawrence R., and Timothy Callaghan. 2013. 
“Why States Expand Medicaid: Party, Resources 
and History.” Journal of Health Politics, Policy and 
Law 38(5): 1023–50.

Jacobs, Lawrence R., and Suzanne Mettler. 2011. 
“Why Public Opinion Changes: The Implications 
for Health and Health Policy.” Journal of Health 
Politics, Policy and Law 36(6): 917–33.

———. 2016. “Liking Health Reform But Turned Off 
by Toxic Politics.” Health Affairs 35(5): 915–22. 

———. 2018. “When and How New Policy Creates 
New Politics: Examining the Feedback Effects of 
the Affordable Care Act on Public Opinion.” Per-
spectives on Politics 16(2): 345–63.

Jacobs, Lawrence R., and Theda Skocpol. 2010. 
Health Care Reform and American Politics: What 
Everyone Needs to Know. New York: Oxford Uni-
versity Press.

Jones, David K. 2017. “Lavatories of Democracy? 
Health Reform and Federalism in the Trump Era.” 
Milbank Quarterly 95(3): 470–73.

Jones, David K., Katharine W. V. Bradley, and Jona-
than Oberlander. 2014. “Pascal’s Wager; Health 
Insurance Exchanges, Obamacare, and the Re-
publican Dilemma.” Journal of Health Politics, 
Policy and Law 39(1): 97–137.

Kaestner, Robert, Bowen Garrett, Jiajia Chen, Anuj 
Gangopadhyaya, and Caitlyn Fleming. 2017. 
“Effects of ACA Medicaid Expansions on 
Health Insurance Coverage and Labor Supply.” 
Journal of Policy Analysis and Management 
36(3): 608–42.

Kahneman, Daniel, and Amos Tversky. 1979. “Pros-
pect Theory: An Analysis of Decision Under 
Risk.” Econometrica 47(2): 263–91.

Kaiser Family Foundation. 2013. “Summary of the 
Affordable Care Act.” Fact Sheet, April 25. Ac-
cessed January 22, 2020. http://www.kff.org​
/health-reform/fact-sheet/summary-of-the​
-affordable-care-act.

Keith, Katie. 2019. “ACA Provisions in New Budget 
Bill.” Following the ACA (Health Affairs blog), De-
cember 20. Accessed January 22, 2020. http://​
www.healthaffairs.org/do/10.1377/hblog20191220​
.115975/full.

Kelly, Andrew S. 2015. “Mistaken for Dead: The Af-
fordable Care Act and the Continued Resilience 
of Medicare Advantage.” The Forum 13(1): 143–
65.

Kennedy, Jae, and Elizabeth Blodgett. 2012. “Health 
Insurance–Motivated Disability Enrollment and 

the ACA.” New England Journal of Medicine 
367(12): e16.

Kliff, Sarah. 2016. “Why Obamacare Enrollees Voted 
for Trump.” Vox, December 13. Accessed January 
22, 2029. http://www.vox.com/science-and​
-health/2016/12/13/13848794/kentucky​
-obamacare-trump.

Kriner, Douglas L., and Andrew Reeves. 2014. “Re-
sponsive Partisanship: Public Support for the 
Clinton and Obama Health Care Plans.” Journal 
of Health Politics, Policy and Law 39(4): 717–49.

Kucko, Kavan, Kevin Rinz, and Benjamin Solow. 
2018. “Labor Market Effects of the Affordable 
Care Act: Evidence from a Tax Notch.” Unpub-
lished paper, University of Iowa. Accessed Janu-
ary 22, 2020. https://www.dropbox.com​
/s/ncw6mrqxs6b8c0u/KRS_aca_bunching.pdf.

Kusnetz, Nicholas. 2013. “Obamacare’s Hidden Bat-
tle: Insurance Agents Push State Regulation of 
Guides to New Marketplaces.” Washington, D.C.: 
Center for Public Integrity. Accessed January 22, 
2020. https://publicintegrity.org/state-politics​
/obamacares-hidden-battle-insurance-agents​
-push-state-regulation-of-guides-to-new​
-marketplaces.

Lerman, Amy E., and Katherine T. McCabe. 2017. 
“Personal Experience and Public Opinion: A The-
ory and Test of Conditional Policy Feedback.” 
Journal of Politics 79(2): 624–41.

Lerman, Amy E., Meredith L. Sadin, and Samuel 
Trachtman. 2017. “Policy Uptake as Political Be-
havior: Evidence from the Affordable Care Act.” 
American Political Science Review 111(4): 755–70.

Leung, Pauline, and Alexandre Mas. 2018. “Employ-
ment Effects of the Affordable Care Act Medic-
aid Expansions.” Industrial Relations: A Journal of 
Economy and Society 57(2): 206–34.

Levy, Helen, Thomas Buchmueller, and Sayeh 
Nikpay. 2018. “Health Reform and Retirement.” 
Journals of Gerontology Series B: Psychological 
Sciences and Social Sciences 73(4): 713–22.

Levy, Helen, Andrew Ying, and Nicholas Bagley. 
2020. “What’s Left of the Affordable Care Act? A 
Progress Report.” RSF: The Russell Sage Founda-
tion Journal of the Social Sciences 6(2): 42–66. 
DOI: 10.7758/RSF.2020.6.2.02.

Lewis, Corinne, Akeiisa Coleman, Melinda K. 
Abrams, and Michelle M. Doty. 2019. “The Role 
of Medicaid Expansion in Care Delivery at Com-
munity Health Centers.” Issue Brief, April 4. 
Washington, D.C.: Commonwealth Fund. Ac-

http://www.kff.org/health-reform/fact-sheet/summary-of-the-affordable-care-act
http://www.kff.org/health-reform/fact-sheet/summary-of-the-affordable-care-act
http://www.kff.org/health-reform/fact-sheet/summary-of-the-affordable-care-act
http://www.healthaffairs.org/do/10.1377/hblog20191220.115975/full
http://www.healthaffairs.org/do/10.1377/hblog20191220.115975/full
http://www.healthaffairs.org/do/10.1377/hblog20191220.115975/full
http://www.vox.com/science-and-health/2016/12/13/13848794/kentucky-obamacare-trump
http://www.vox.com/science-and-health/2016/12/13/13848794/kentucky-obamacare-trump
http://www.vox.com/science-and-health/2016/12/13/13848794/kentucky-obamacare-trump
https://www.dropbox.com/s/ncw6mrqxs6b8c0u/KRS_aca_bunching.pdf
https://www.dropbox.com/s/ncw6mrqxs6b8c0u/KRS_aca_bunching.pdf
https://publicintegrity.org/state-politics/obamacares-hidden-battle-insurance-agents-push-state-regulation-of-guides-to-new-marketplaces
https://publicintegrity.org/state-politics/obamacares-hidden-battle-insurance-agents-push-state-regulation-of-guides-to-new-marketplaces
https://publicintegrity.org/state-politics/obamacares-hidden-battle-insurance-agents-push-state-regulation-of-guides-to-new-marketplaces
https://publicintegrity.org/state-politics/obamacares-hidden-battle-insurance-agents-push-state-regulation-of-guides-to-new-marketplaces


r s f :  t h e  r u s s e l l  s a g e  f o u n d a t i o n  j o u r n a l  o f  t h e  s o c i a l  s c i e n c e s

	i  n t r o d u c t i o n  t o  t h e  i s s u e 	 3 7

cessed January 22, 2020. http://www​
.commonwealthfund.org/publications/issue​
-briefs/2019/apr/role-medicaid-expansion-care​
-delivery-FQHCs.

Lindrooth, Richard C., Marcelo C. Perraillon, Rose Y. 
Hardy, and Gregory J. Tung. 2018. “Understand-
ing the Relationship Between Medicaid Expan-
sions and Hospital Closures.” Health Affairs 37(1): 
111–20.

Lissenden, Brett. 2017. “Three’s a Crowd? The Effect 
of Insurer Participation on Premiums and Cost-
Sharing Parameters in the Initial Years of the 
ACA Marketplaces.” American Journal of Health 
Economics 3(4): 477–506.

Lowry, Sean. 2015. “The Excise Tax on High-Cost 
Employer-Sponsored Health Coverage: Back-
ground and Economic Analysis.” CRS report no. 
R44160. Washington: Congressional Research 
Service. Accessed January 22, 2020. https://
fas.org/sgp/crs/misc​/R44160.pdf.

Maclean, Johanna Catherine, and Brendan Saloner. 
2019. “The Effect of Public Insurance Expansions 
on Substance Use Disorder Treatment: Evidence 
from the Affordable Care Act.” Journal of Policy 
Analysis and Management 38(2): 366–93.

McCabe, Katherine T. 2016. “Attitudes Responsive-
ness and Partisan Bias: Direct Experience with 
the Affordable Care Act.” Political Behavior 38(4): 
861–82.

McKenna, Ryan M., Brent A. Langellier, Héctor E. Al-
calá, Dylan H. Roby, David T. Grande, and Alex-
ander N. Ortega. 2018. “The Affordable Care Act 
Attenuates Financial Strain According to Poverty 
Level.” INQUIRY: The Journal of Health Care Or-
ganization, Provision, and Financing 55(1): 1–14.

Meinhofer, Angélica, and Allison E. Witman. 2018. 
“The Role of Health Insurance on Treatment for 
Opioid Use Disorders: Evidence from the Afford-
able Care Act Medicaid Expansion.” Journal of 
Health Economics 60(July): 177–97.

Mettler, Suzanne. 2005. Soldiers to Citizens: The G.I. 
Bill and the Making of the Greatest Generation. 
New York: Oxford University Press.

Meyer, David S., and Sidney Tarrow. 2018. The Resis-
tance: The Dawn of the Anti-Trump Opposition 
Movement. New York: Oxford University Press.

Michener, Jamila. 2017. “People, Places, Power: Med-
icaid Concentration and Local Political Participa-
tion.” Journal of Health Politics, Policy and Law 
423(5): 865–900.

Miller, Sarah, and Laura R. Wherry. 2017. “Health and 

Access to Care During the First 2 Years of the 
ACA Medicaid Expansions.” New England Journal 
of Medicine 376(10): 947–56.

Morgan, Kimberly J., and Andrea Louise Campbell. 
2011. The Delegated Welfare State: Medicare, 
Markets, and the Governance of American Social 
Policy. New York: Oxford University Press.

Moriya, Asako S., Thomas M. Selden, and Kosali I. 
Simon. 2016. “Little Change Seen in Part-Time 
Employment as a Result of the Affordable Care 
Act.” Health Affairs 35(1): 119–23.

Moriya, Asako S., William B. Vogt, and Martin 
Gaynor. 2010. “Hospital Prices and Market Struc-
ture in the Hospital and Insurance Industries.” 
Health Economics, Policy and Law 5(4): 459–79.

Mosqueira, Adrian Garcia, Lynn M. Hua, and Benja-
min D. Sommers. 2015. “Racial Differences in 
Awareness of the Affordable Care Act and Appli-
cation Assistance Among Low-Income Adults in 
Three Southern States.” INQUIRY: The Journal of 
Health Care Organization, Provision, and Financ-
ing 52(1): 1–4.

Nadash, Pamela, Edward Alan Miller, David K. Jones, 
Michael K. Gusmano, and Sara Rosenbaum. 
2018. “A Series of Unfortunate Events: Implica-
tions of Republican Efforts to Repeal and Re-
place the Affordable Care Act for Older Adults.” 
Journal of Aging & Social Policy 30(3-4): 259–81.

National Academies of Sciences, Engineering, and 
Medicine. 2015. Achieving Health Equity via the 
Affordable Care Act: Promises, Provisions, and 
Making Reform a Reality for Diverse Patients: 
Workshop Summary. Washington, D.C.: National 
Research Council.

Neprash, Hannah T., Anna Zink, Joshua Gray, and 
Katherine Hempstead. 2018. “Physicians’ Partici-
pation in Medicaid Increased Only Slightly Fol-
lowing Expansion.” Health Affairs 37(7): 1087–91.

Nikpay, Sayeh, Thomas Buchmueller, Helen Levy, 
and Simone R. Singh. 2016. “The Relationship 
Between Uncompensated Care and Hospital Fi-
nancial Position: Implications of the ACA Medic-
aid Expansion for Hospital Operating Margins.” 
Journal of Health Care Finance 43(2). Accessed 
January 22, 2020. https://www​.healthfinance 
journal.com/index.php/johcf​/article/view/103.

Obama, Barack. 2016. “United States Health Care 
Reform: Progress to Date and Next Steps.” Jour-
nal of the American Medical Association 316(5): 
525–32.

Ortega, Alexander N., Hector P. Rodriguez, and 

http://www.commonwealthfund.org/publications/issue-briefs/2019/apr/role-medicaid-expansion-care-delivery-FQHCs
http://www.commonwealthfund.org/publications/issue-briefs/2019/apr/role-medicaid-expansion-care-delivery-FQHCs
http://www.commonwealthfund.org/publications/issue-briefs/2019/apr/role-medicaid-expansion-care-delivery-FQHCs
http://www.commonwealthfund.org/publications/issue-briefs/2019/apr/role-medicaid-expansion-care-delivery-FQHCs
https://fas.org/sgp/crs/misc/R44160.pdf
https://fas.org/sgp/crs/misc/R44160.pdf
https://www.healthfinancejournal.com/index.php/johcf/article/view/103
https://www.healthfinancejournal.com/index.php/johcf/article/view/103


3 8 	 e f f e c t s  o f  t h e  a f f o r d a b l e  c a r e  a c t

r s f :  t h e  r u s s e l l  s a g e  f o u n d a t i o n  j o u r n a l  o f  t h e  s o c i a l  s c i e n c e s

Arturo Vargas Bustamante. 2015. “Policy Dilem-
mas in Latino Health Care and Implementation 
of the Affordable Care Act.” Annual Review of 
Public Health 36(1): 525–44.

Pacheco, Julianna, and Jason Fletcher. 2015. “Incor-
porating Health into Studies of Political Behav-
ior: Evidence for Turnout and Partisanship.” Polit-
ical Research Quarterly 68(1): 104–16.

Pacheco, Julianna, Jake Haselswerdt, and Jamila Mi-
chener. 2020. “The Affordable Care Act and Po-
larization in the United States.” RSF: The Russell 
Sage Foundation Journal of the Social Sciences 
6(2): 114–30. DOI: 10.7758/RSF.2020.6.2.05.

Pacheco, Julianna, and Elizabeth Maltby. 2017. “The 
Role of Public Opinion—Does It Influence the Dif-
fusion of ACA Decisions?” Journal of Health Poli-
tics, Policy and Law 42(2): 309–40.

———. 2019. “Trends in State-Level Opinions Toward 
the Affordable Care Act.” Journal of Health Poli-
tics, Policy and Law 44(5): 737–64.

Parente, Stephen T., Roger Feldman, Joanne Spetz, 
Bryan Dowd, and Emily Egan Baggett. 2017. 
“Wage Growth for the Health Care Workforce: 
Projecting the Affordable Care Act Impact.” 
Health Services Research 52(2): 741–62.

Patashnik, Eric M., and Julian E. Zelizer. 2013. “The 
Struggle to Remake Politics: Liberal Reform and 
the Limits of Policy Feedback in the Contempo-
rary American State.” Perspectives on Politics 
11(4): 1071–87. 

Pearson, Caroline F., Elizabeth Carpenter, and Chris 
Sloan. 2016. “Only 33 Percent of Exchange En-
rollees in 2016 Kept Their Same Plan from 2015.” 
Press Release, March 31. Washington, D.C.: 
Avalere Health. Accessed January 22, 2020. 
https://avalere.com/press-releases/only-33​
-percent-of-exchange-enrollees-in-2016-kept​
-their-same-plan-from-2015.

Peng, Lizhong 2017. “How Does Medicaid Expansion 
Affect Premiums in the Health Insurance Market-
places? New Evidence from Late Adoption in 
Pennsylvania and Indiana.” American Journal of 
Health Economics 3(4): 550–76.

Peng, Lizhong, Xiaohui Guo, and Chad D. Meyer-
hoefer. 2018. “The Effects of Medicaid Expan-
sion on Labor Market Outcomes: Evidence  
from Border Counties.” NBER working paper  
no. 25105. Cambridge, Mass.: National Bureau 
of Economic Research.

Pickens, Gary, Zeynal Karaca, Eli Cutler, Michael 
Dworsky, Christine Eibner, Brian Moore, Teresa 

Gibson, Sharat Iyer, and Herbert S. Wong. 2018. 
“Changes in Hospital Inpatient Utilization Fol-
lowing Health Care Reform.” Health Services Re-
search 53(4): 2446–69.

Pierson, Paul. 1993. “When Effect Becomes Cause: 
Policy Feedback and Political Change.” World 
Politics 45(4): 595–628.

Pines, Jesse M., Mark Zocchi, Ali Moghtaderi, Ber-
nard Black, Steven A. Farmer, Greg Hufstetler, 
Kevin Klauer, and Randy Pilgrim. 2016. “Med-
icaid Expansion in 2014 Did Not Increase 
Emergency Department Use But Did Change 
Insurance Payer Mix.” Health Affairs 35(8): 
1480–86.

Pollitz, Karen, Jennifer Tolbert, and Maria Diaz. 2018. 
“Data Note: Further Reductions in Navigator 
Funding for Federal Marketplace States.” Issue 
Brief, September 24. San Francisco: Kaiser Fam-
ily Foundation. Accessed January 22, 2020. 
https://www.kff.org/health-reform/issue-brief 
​/data-note-further-reductions-in-navigator​
-funding-for-federal-marketplace-states.

Polsky, Daniel, Zuleyha Cidav, and Ashley Swanson. 
2016. “Marketplace Plans with Narrow Physician 
Networks Feature Lower Monthly Premiums 
Than Plans with Larger Networks.” Health Affairs 
35(10): 1842–48.

Remler, Dahlia K., Sanders D. Korenman, and Rose-
mary T. Hyson. 2017. “Estimating the Effects of 
Health Insurance and Other Social Programs on 
Poverty Under the Affordable Care Act.” Health 
Affairs 36(10): 1828–37.

Rich, Josiah D., Sarah E. Wakeman, and Samuel L. 
Dickman. 2011. “Medicine and the Epidemic of 
Incarceration in the United States.” New England 
Journal of Medicine 364(22): 2081–83.

Rigby, Elizabeth. 2012. “State Resistance to Obama 
Care.” The Forum: Journal of Applied Research on 
Contemporary Politics 10(2): Article 5.

Rigby, Elizabeth, and Jake Haselswerdt. 2013. “Hy-
brid Federalism, Partisan Politics, and Early Im-
plementation of State Health Insurance Ex-
changes.” Publius: The Journal of Federalism 
43(3): 368–91.

Rocco, Philip, and Andrew S. Kelly. 2020. “An Engine 
of Change? The Affordable Care Act and the 
Shifting Politics of Demonstration Projects.” RSF: 
The Russell Sage Foundation Journal of the Social 
Sciences 6(2): 67–84. DOI: 10.7758/RSF.2020 
.6.2.03.

Rosenbaum, Sara. 2017. “The Community Health 

https://avalere.com/press-releases/only-33-percent-of-exchange-enrollees-in-2016-kept-their-same-plan-from-2015
https://avalere.com/press-releases/only-33-percent-of-exchange-enrollees-in-2016-kept-their-same-plan-from-2015
https://avalere.com/press-releases/only-33-percent-of-exchange-enrollees-in-2016-kept-their-same-plan-from-2015
https://www.kff.org/health-reform/issue-brief/data-note-further-reductions-in-navigator-funding-for-federal-marketplace-states
https://www.kff.org/health-reform/issue-brief/data-note-further-reductions-in-navigator-funding-for-federal-marketplace-states
https://www.kff.org/health-reform/issue-brief/data-note-further-reductions-in-navigator-funding-for-federal-marketplace-states


r s f :  t h e  r u s s e l l  s a g e  f o u n d a t i o n  j o u r n a l  o f  t h e  s o c i a l  s c i e n c e s

	i  n t r o d u c t i o n  t o  t h e  i s s u e 	 3 9

Center Fund: What’s at Risk?” Milbank Quarterly 
95(4): 706–9.

Rosenstone, Steven J., and John Mark Hansen. 1993. 
Mobilization, Participation, and Democracy in 
America. New York: Macmillan.

Runnels, Laura, Kate Heyer, Courtney Armstrong, 
Malcolm V. Williams, and Laurie T. Martin. 2016. 
“Assessing the Role of State and Local Public 
Health in Outreach and Enrollment for Expanded 
Coverage: A Case Study on Houston, Texas.” 
Santa Monica, Calif.: RAND Corporation. Ac-
cessed January 22, 2020. http://www.rand.org 
/pubs/research​_reports/RR986.html.

Sahasranaman, Vanita. 2017. “Affordable Care Act: 
Patient-Centered Medical Homes and Implica-
tions for Mental Health.” American Journal of 
Psychiatry Residents’ Journal 11(9): 2–4. Accessed 
January 22, 2020. https://psychiatryonline.org​
/doi/full/10.1176/appi.ajp-rj.2016.110901.

Sances, Michael W., and Joshua D. Clinton. 2019a. 
“Who Participated in the ACA? Gains in Insur-
ance Coverage by Political Partisanship.” Journal 
of Health Politics, Policy and Law 44(3): 349–79.

———. 2019b. “Policy Effects, Partisanship, and Elec-
tions: How Medicaid Expansion Affected Opin-
ions of the Affordable Care Act.” Working paper, 
University of Memphis. Accessed January 22, 
2020. https://pdfs.semanticscholar.org/f376​
/37e8e03adcc6ee2dce23fb33af1bb458adf9.pdf.

Sanger-Katz, Margot. 2014. “Why Most People 
Won’t Shop Again for Health Insurance.” New 
York Times, December 11. Accessed January 22, 
2020. https://www.nytimes.com/2014/12/12​
/upshot/why-most-people-wont-shop-again-for​
-health-insurance.html.

Scheuer, Florian, and Kent Smetters. 2018. “How Ini-
tial Conditions Can Have Permanent Effects: The 
Case of the Affordable Care Act.” American Eco-
nomic Journal: Economic Policy 10(4): 302–43.

Schmidt, Lucie, Lara D. Shore-Sheppard, and Tara 
Watson. 2019a. “The Impact of the ACA Medic-
aid Expansion on Disability Program Applica-
tions.” NBER working paper no. 26192. Cam-
bridge, Mass.: National Bureau of Economic 
Research.

———. 2019b. “The Impact of Expanding Public 
Health Insurance on Safety Net Program Partici-
pation: Evidence from the ACA Medicaid Expan-
sion.” NBER working paper no. 26504. Cam-
bridge, Mass.: National Bureau of Economic 
Research.

Selden, Thomas M., Brady J. Lipton, and Sandra L. 
Decker. 2017. “Medicaid Expansion and Market-
place Eligibility Both Increased Coverage, with 
Trade-Offs in Access, Affordability.” Health Af-
fairs 36(12): 2069–77.

Sen, Aditi P., Lena M. Chen, Donald F. Cox, and Ar-
nold Epstein. 2017. “Most Marketplace Plans In-
cluded at Least 25 Percent of Local-Area Physi-
cians, but Enrollment Disparities Remained.” 
Health Affairs 36(9): 1615–23.

Sen, Aditi P., and Thomas DeLeire. 2018. “How Does 
Expansion of Public Health Insurance Affect Risk 
Pools and Premiums in the Market for Private 
Health Insurance? Evidence from Medicaid and 
the Affordable Care Act Marketplaces.” Health 
Economics 27(12): 1877–903.

Shafer, Paul R., David M. Anderson, Seciah M. 
Aquino, Laura M. Baum, Erika Franklin Fowler, 
and Sarah E. Gollust. 2020. “Competing Public 
and Private Television Advertising Campaigns 
and Marketplace Enrollment for 2015 to 2018.” 
RSF: The Russell Sage Foundation Journal of the 
Social Sciences 6(2): 85–112. DOI: 10.7758/
RSF.2020.6.2.04.

Sharma, Leena. 2014. “Miles to Go: Progress on Ad-
dressing Racial and Ethnic Health Disparities in 
Dual Eligible Demonstration Projects.” Boston, 
Mass.: Community Catalyst. Accessed January 
22, 2020. http://www.communitycatalyst.org 
​/resources/publications/document/Miles-to 
-Go​-Health-Disparities-in-the-Dual-Eligible​
-DemonstrationsFINAL.pdf.

Shartzer, Adele, Fredric Blavin, and John Holahan. 
2017. “Employer-Sponsored Insurance Stable for 
Low-Income Workers in Medicaid Expansion 
States.” Health Affairs 37(4): 607–12.

Shor, Boris. 2018. “Ideology, Party and Opinion: Ex-
plaining Individual Legislator ACA Implementa-
tion Votes in the States.” State Politics and Policy 
Quarterly 18(4): 371–94.

Simon, Kosali, Aparna Soni, and John Cawley. 2017. 
“The Impact of Health Insurance on Preventive 
Care and Health Behaviors: Evidence from the 
First Two Years of the ACA Medicaid Expan-
sions.” Journal of Policy Analysis and Manage-
ment 36(2): 390–417.

Slusky, David J. G. 2017. “Significant Placebo Results 
in Difference-in-Differences Analysis: The Case 
of the ACA’s Parental Mandate.” Eastern Eco-
nomic Journal 43(4): 580–603.

Slusky, David J. G., and Donna Ginther. 2017. “Did 

http://www.rand.org/pubs/research_reports/RR986.html
http://www.rand.org/pubs/research_reports/RR986.html
https://psychiatryonline.org/doi/full/10.1176/appi.ajp-rj.2016.110901
https://psychiatryonline.org/doi/full/10.1176/appi.ajp-rj.2016.110901
https://pdfs.semanticscholar.org/f376/37e8e03adcc6ee2dce23fb33af1bb458adf9.pdf
https://pdfs.semanticscholar.org/f376/37e8e03adcc6ee2dce23fb33af1bb458adf9.pdf
https://www.nytimes.com/2014/12/12/upshot/why-most-people-wont-shop-again-for-health-insurance.html
https://www.nytimes.com/2014/12/12/upshot/why-most-people-wont-shop-again-for-health-insurance.html
https://www.nytimes.com/2014/12/12/upshot/why-most-people-wont-shop-again-for-health-insurance.html
http://www.communitycatalyst.org/resources/publications/document/Miles-to-Go-Health-Disparities-in-the-Dual-Eligible-DemonstrationsFINAL.pdf
http://www.communitycatalyst.org/resources/publications/document/Miles-to-Go-Health-Disparities-in-the-Dual-Eligible-DemonstrationsFINAL.pdf
http://www.communitycatalyst.org/resources/publications/document/Miles-to-Go-Health-Disparities-in-the-Dual-Eligible-DemonstrationsFINAL.pdf
http://www.communitycatalyst.org/resources/publications/document/Miles-to-Go-Health-Disparities-in-the-Dual-Eligible-DemonstrationsFINAL.pdf


4 0 	 e f f e c t s  o f  t h e  a f f o r d a b l e  c a r e  a c t

r s f :  t h e  r u s s e l l  s a g e  f o u n d a t i o n  j o u r n a l  o f  t h e  s o c i a l  s c i e n c e s

Medicaid Expansion Reduce Medical Divorce?” 
NBER working paper no. 23139. Cambridge, 
Mass.: National Bureau of Economic Research.

Sommers, Benjamin D., Munira Z. Gunja, Kenneth 
Finegold, and Thomas Musco. 2015. “Changes in 
Self-Reported Insurance Coverage, Access to 
Care, and Health Under the Affordable Care Act.” 
Journal of the American Medical Association 
314(4): 366–74.

Sommers, Benjamin D., Bethany Maylone, Robert J. 
Blendon, E. John Orav, and Arnold M. Epstein. 
2017. “Three-Year Impacts of the Affordable Care 
Act: Improved Medical Care and Health Among 
Low-Income Adults.” Health Affairs 36(6): 1119–28.

Soni, Aparna, Marguerite E. Burns, Laura Dague, 
and Kosali I. Simon. 2017. “Medicaid Expansion 
and State Trends in Supplemental Security In-
come Program Participation.” Health Affairs 
36(8): 1485–88.

Soss, Joe, and Sanford F. Schram. 2007. “A Public 
Transformed? Welfare Reform as Policy Feed-
back.” American Political Science Review 101(1): 
111–27.

Stein, Jeff L. 2017. “The Obamacare Repeal Battle 
Showed the Power and Limits of Grassroots Or-
ganizing.” Vox, August 10. Accessed January 22, 
2020. http://www.vox.com/policy-and-politics​
/2017/8/10/16107458/obamacare-repeal-fight​
-left.

Tesler, Michael. 2012. “The Spillover of Racialization 
into Health Care: How President Obama Polar-
ized Public Opinion by Racial Attitudes and 
Race.” American Journal of Political Science 
56(3): 690–704.

Thompson, Frank J., Michael K. Gusmano, and 
Shugo Shinohara. 2018. “Trump and the Afford-
able Care Act: Congressional Repeal Efforts, Ex-
ecutive Federalism, and Program Durability.” 
Publius: The Journal of Federalism 48(3): 396–
424.

U.S. Census Bureau. 2010. “Health Insurance Cover-
age in 2009.” HI-01. Health Insurance Coverage 
Status and Type of Coverage by Selected Char-
acteristics. Accessed January 22, 2020. https://
www.census.gov/data/tables/time-series/demo 
/income-poverty/cps-hi/hi-01.2009.html.

Verba, Sidney, Kay Lehman Schlozman, and Henry 
E. Brady. 1995. Voice and Equality. Cambridge, 
Mass.: Harvard University Press.

Volden, Craig. 2017. “Policy Diffusion in Polarized 
Times: The Case of the Affordable Care Act.” 
Journal of Health Politics, Policy and Law 42(2): 
363–75.

Warshawsky, Mark J., and Michael Leahy. 2018. “Af-
fordable Care Act’s Cadillac Tax Could Affect 
One-Fourth of Workers with Employer Health 
Coverage by 2025.” Health Affairs 37(4): 613–
38.

Weil, Alan, and Raymond Scheppach. 2010. “New 
Roles for States in Health Reform Implementa-
tion.” Health Affairs 29(6): 1178–82.

Wherry, Laura R., and Sarah Miller. 2016. “Early Cov-
erage, Access, Utilization, and Health Effects As-
sociated with the Affordable Care Act Medicaid 
Expansions: A Quasi-Experimental Study.” An-
nals of Internal Medicine 164(12): 795–803.

Williams, Malcolm V., Laurie T. Martin, Courtney 
Armstrong, Nazleen Bharmal, Julia Joh Elligers, 
Laura Runnels, Kate Heyer, and Christian Lopez. 
2016. “Assessing the Role of State and Local 
Public Health in Outreach and Enrollment for Ex-
panded Coverage: Seven Case Studies from Lo-
cal and State Health Departments.” Santa Mon-
ica, Calif.: RAND Corporation. Accessed January 
22, 2020. http://www.rand.org/pubs/research​
_reports/RR1392.html.

Zewde, Naomi, and Christopher Wimer. 2019. “Anti-
poverty Impact of Medicaid Growing with State 
Expansions over Time.” Health Affairs 38(1): 132–
38.

http://www.vox.com/policy-and-politics/2017/8/10/16107458/obamacare-repeal-fight-left
http://www.vox.com/policy-and-politics/2017/8/10/16107458/obamacare-repeal-fight-left
http://www.vox.com/policy-and-politics/2017/8/10/16107458/obamacare-repeal-fight-left
https://www.census.gov/data/tables/time-series/demo/income-poverty/cps-hi/hi-01.2009.html.
https://www.census.gov/data/tables/time-series/demo/income-poverty/cps-hi/hi-01.2009.html.
https://www.census.gov/data/tables/time-series/demo/income-poverty/cps-hi/hi-01.2009.html.
http://www.rand.org/pubs/research_reports/RR1392.html
http://www.rand.org/pubs/research_reports/RR1392.html

