Fed Key - Empirically, states have done a terrible job at solving inequality through welfare programs
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Black Americans have been excluded from receiving benefits many times since the United States started offering social services decades ago. When the nation’s first federal health care program was created by the Freedman’s Bureau, Black Americans affected by a post-Civil War smallpox outbreak were largely ignored and given minimal assistance, which caused high mortality rates.[1] In the 1930s, New Deal antipoverty efforts sought to bring relief to Americans during and after the Great Depression, but southern states had enough congressional power to ensure that Black people were excluded from benefits like Social Security, minimum wage, and the G.I. Bill through selective work restrictions.[2] While many laws that fueled more explicit racial discrimination were repealed after the civil rights movement and other welfare rights efforts, current rules and processes often still perpetuate racial bias. A more recent example is the social welfare reform of the 1990s. During this time, the Temporary Assistance to Needy Families (TANF) program was established as a block grant to replace the Aid to Families with Dependent Children (AFDC) program, and states were given more discretion to decide who receives benefits and how funds are spent. Cash assistance was no longer an entitlement available to anyone who met eligibility requirements. With no standard federal definition for what makes a family “needy,” states had broad freedom to choose eligibility criteria and income thresholds, mandate work requirements, and impose time limits for how long families can receive assistance. One study examined the level of inequality in the provision of safety-net programs across states from 1994 through 2014, measuring “generosity of benefits and inclusiveness of receipt.”[3] The authors found that the level of inequality in how generous or inclusive a state’s program was were highest in TANF-related programs and lowest in food assistance and health insurance, as the latter two programs have more oversight from the federal government. TANF policies for eligibility requirements and sanctions are harsher in states with a larger Black population. More than 25 years after welfare reform, states with the smallest maximum TANF monthly benefit are concentrated in the Southern U.S., and those with the highest are found in states in the Northeast.[4] According to the Urban Institute,[5] TANF policies for eligibility requirements and sanctions are harsher in states with a larger Black population, and the maximum benefits provided are lower with shorter time limits. For instance, as of July 2019, the highest amount for a single-parent family of three, $1,066 per month, is found in the more homogenous state of New Hampshire,[6] where 93 percent of the population is white and less than 2 percent is Black.[7] Comparatively, Mississippi, has a population that is 59 percent white and 38 percent Black, and offers a maximum benefit of just $170 per month. A Midwestern state like Ohio, falls in between with a maximum benefit of $497 for a population that is 81 percent white and 13 percent Black. Moving forward, we can help to prevent this inequality by monitoring policy outcomes and practices at the federal, state and local levels more closely using a racial equity lens While the welfare reform of the ‘90s did not explicitly discriminate based on race, public perception of welfare became more negative as recipients became more diverse. This saw new stereotypes of Black beneficiaries like the infamous “welfare queen” emerge. In the case of TANF, state discretion aided the reinforcement of these racial biases and resulted in inequal provision of social benefits across the country. Moving forward, we can help to prevent this inequality by monitoring policy outcomes and practices at the federal, state and local levels more closely using a racial equity lens. Community Solutions is committed to doing so. A new proposal to convert Medicaid into a block grant, much like TANF policies, would exclude certain populations and cause increased inaccessibility.[8] Given the results of TANF, there is the danger that any move to give more “flexibility” to states’ could deepen racial disparities and increase geographic variations in benefits. It’s important not to ignore the truth that there is an interplay of historical, economic and social factors in racial bias that have been built into the structure of the social welfare system. Leaders at all levels of government must recognize this, use this knowledge to assess current policies and inform future decisions in service delivery to ensure everyone has equal access to the social safety net.
The recent debate on health care reform has occurred mostly at the national level. The Affordable Care Act, or ACA, was a momentous change for the U.S. health care system. So far, 20 million people have gained health insurance coverage due to the ACA—a historic reduction in the number of uninsured people in the United States.
The ACA also contained several tools designed to control health care costs. It created the Center for Medicare & Medicaid Innovation, or CMMI, which is authorized to test new payment and delivery methods in order to lower costs and improve quality for individuals who receive benefits from Medicare; Medicaid; or the Children’s Health Insurance Program, or CHIP. CMMI is currently testing and evaluating many different models, including accountable care organizations, bundled payments for hip and knee replacements, and primary care medical homes. The ACA also reduced Medicare payments to Medicare Advantage plans; to hospitals with poor quality measures; and to medical providers, which has had a spillover effect on private insurance.
Partly due to the ACA, health care cost spending growth has slowed in recent years. Before 2014, there were five years of historically low growth, and 2011 was the first time in a decade that spending on health care grew slower than the U.S. economy. Health care costs are still projected to grow faster than the overall economy, however, and health care spending already puts tremendous pressure on state and federal budgets and limits spending on other important services. More needs to be done to sustain this slowdown in growth.
The current political environment makes it unlikely that reforms to control systemwide health care costs will be achieved at the federal level in the near future. States, however, are well-positioned to take the lead on implementing cost control and quality improvement reforms. Indeed, many states are already innovating and seeing positive results.
There are several advantages to implementing reforms at the state level. State-level reforms can be tailored to work best for each state, depending on the structure of its insurance markets, the size of the state, and its demographics. States also have considerable authority over the regulation of health insurance and the provision of health care within their borders. States control their own insurance markets: They run their Medicaid and CHIP programs and state employee plans, and certain states run the exchanges for individual health insurance. States also control the rate review process, scope-of-practice regulations, physician licensing, antitrust laws, and provider and insurer regulations. Lastly, states and governors have considerable convening power to bring together diverse stakeholders, making reform efforts more politically feasible.
The innovations that some states are implementing to reduce costs while maintaining or improving quality can and should be replicated by other states. This report lays out a comprehensive summary of options, as outlined in the following table, that states can choose from to improve the quality and sustainability of their health care systems. Generally, these options relate to implementing new payment models, increasing accountability and transparency, collecting more data, increasing the use of high-value services and practices, and removing barriers to effective practices.
We have included examples from some of the most pioneering states and other examples where states are instituting similar reforms, as well as details from these states’ experiences and their strategies to make the reforms successful. These examples are not an exhaustive list of all the states that may be undertaking these reforms. Other ideas and strategies have not been used before. Importantly, these reforms are not mutually exclusive; in fact, states should adopt as many as possible.
All of these reform options would help states slow the growth of health care costs, improve the quality of their health care systems, and protect their residents.
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