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National Immigration Policy and Access to Health Care

Executive Summary

"This position paper highlights the need for national legislation to address access
to health care for immigrants. There has been recent debate about immigration
reform in the U.S., and the College believes that access to health care must be
addressed. Currently, many immigrants do not have health care insurance
coverage and face other barriers to accessing health care. As the immigrant
population grows in the U.S., it will be imperative to address this issue. The
current system is unsustainable and is inadequate to meet the needs of the
immigrant population.

The American College of Physicians (ACP) is the nation’s largest specialty
society, representing 130,000 internal medicine physicians (internists) and
medical students. Internists specialize in the prevention, detection, and treat-
ment of illness in adults. Our membership includes physicians who provide
comprehensive primary and subspecialty care to tens of millions of patients,
including taking care of more Medicare patients than any other physician
specialty. This paper discusses the issues and provides background information
concerning access to health care for immigrants. The College calls for a national
immigration policy on health care that balances the needs of the country to
control its borders, provides access to health care equitably and appropriately,
and protects the public’s health. The paper presents the following public policy
positions:

Access to care

1. Access to health care for immigrants is a national issue and needs
to be addressed with a national policy. Individual state laws will not
be adequate to address this national problem and will result in a
patchwork solution.

2. Access to health care should not be restricted based on immigra-
tion status, and people should not be prevented from paying out-
of-pocket for health insurance coverage.

3. U.S.-born children of parents who lack legal residency should have
the same access to health coverage and government-subsidized
health care as any other U.S. citizen.

Delivery of Care

4. National immigration policy should recognize the public health
risks associated with undocumented persons not receiving medical
care because of concerns about criminal or civil prosecution or
deportation.

a. Increased access to comprehensive primary care, prenatal care,
injury prevention initiatives, toxic exposure prevention, and
chronic disease management may make better use of the
public health dollar by improving the health status of this
population and alleviating the need for costly emergency care.

b. National immigration policy should encourage all residents to
obtain clinically effective vaccinations and screening for preva-
lent infectious diseases.
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5. The federal government should develop new and innovative strate-
gies to support safety-net health care facilities, such as community
health centers, federally qualified health centers, public health
agencies, and hospitals that provide a disproportionate share of
care for patients who are uninsured, covered by Medicaid, or indi-
gent. The federal government should also continue to help offset
the costs of uncompensated care provided by these facilities and
continue to support the provision of emergency services. All
patients should have access to appropriate outpatient care, inpatient
care, and emergency services, and the primary care workforce
should be strengthened to meet the nation’s health care needs.

Eliminating discrimination in health care and professionalism

6. Physicians and other health care professionals have an ethical and
professional obligation to care for the sick. Immigration policy should
not interfere with the ethical obligation to provide care for all.

7. Immigration policies should not foster discrimination against a
class or category of patients in the provision of health care.

Call for action
ACP is calling for a national immigration policy on health care that balances:

A. The need for a country to have control over whom it admits with-
in its borders and to enact and implement laws designed to reduce

unlawful entry.

B. The need for the U.S. to differentiate its treatment of persons who
fully comply with the law in establishing legal residency from that
of persons who break the law in the determination of access to sub-
sidized health coverage and treatment.

C. The concern that unlawful residents may not pay state or federal
income taxes but could receive care that is subsidized by legal res-
idents who lawfully pay their income taxes.

D. Recognition that residents who lack legal documentation are still
likely to access health care services when ill, especially in emer-
gency situations, and that hospitals have an ethical and legal oblig-
ation under Emergency Medical Treatment and Active Labor Act
(EMTALA) to treat such persons, and physicians are ethically
responsible to take care of them.

E. Recognition that society has a public health interest in ensuring
that all residents have access to health care, particularly for com-
municable diseases, and that delayed treatment for both commu-
nicable and noncommunicable diseases may be costly and can
endanger the rest of the population.

F. Recognition that persons who delay obtaining care because they
cannot document legal residency are likely to generate higher
health care costs that are passed onto legal residents and taxpayers,
through higher premiums and higher taxes.
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G. Recognition that any policy intended to force the millions of
persons who now reside unlawfully in the U.S. to return to their
countries of origin through arrest, detention, and mass deportation
could result in severe health care consequences for affected
persons and their family members (including those who are lawful
residents but who reside in a household with unlawful residents—
such as U.S.-born children whose parents are not legal residents),
creates a public health emergency, results in enormous costs to the
health care system of treating such persons (including the costs
associated with correctional health care during periods of detention),
and is likely to lead to racial and ethnic profiling and discrimination.

Introduction

Immigration law is very complex, and there are many steps on the road to U.S.
citizenship. Legal distinctions are made among different types of immigrants,
including naturalized citizens, noncitizens, and undocumented immigrants.
Naturalized citizens are foreign-born individuals who have lawfully become
U.S. citizens and have all the rights of U.S.-born citizens (except eligibility to
be President or Vice President). Noncitizens are foreign-born individuals law-
fully residing in the U.S. who have not obtained citizenship (including legal
immigrants, legal permanent residents, refugees, asylees, and lawfully present
temporary immigrants). Undocumented immigrants are foreign-born individuals
illegally residing in the U.S. or who lack acceptable documentation to verify
their legal status. Undocumented immigrants include those who enter the U.S.
without authorization as well as those who have stayed after their visa has
expired.” In 2006, there were 37 million foreign-born immigrants living in the
U.S. from all over the world. Although most undocumented immigrants enter
the U.S. from Mexico, others come from El Salvador, Guatemala, Philippines,
Honduras, Korea, China, Brazil, Ecuador, and India.®’ Overall, immigrants
make up about 13% of the total U.S. population. Approximately 69% of U.S.
immigrants are here legally. Although there are no data that provide a direct
count of undocumented immigrants, researchers estimate that about 11-12
million are undocumented.” In a recent study, researchers at the Pew Hispanic
Center found that the number of illegal immigrants living in the U.S. has
decreased by 8% since 2007.”

Noncitizens and undocumented immigrants are more likely to lack health
insurance than citizens. There is little evidence that public benefits, such as pub-
lic health insurance, draw immigrants into the country or particular states.
Rather, it is believed that economic opportunity and the U.S. demand for
workers is the primary driver of immigration. Noncitizens tend to be employed
in low-wage labor or service jobs that often do not offer health insurance.”
Furthermore, low-income immigrants face increased federal restrictions on
eligibility for Medicaid. Following the 1996 welfare reform law, almost all legal
immigrants became ineligible for federally matched Medicaid coverage during
their first 5 years of residence in the U.S. After 5 years, they become eligible if
they meet the programs’ other eligibility requirements. Undocumented immi-
grants are generally ineligible for Medicaid regardless of their length of
residence.”” Only about 40% of noncitizens have private coverage. This leaves
the other 60% of noncitizen immigrants without options for health care
coverage (except emergency care) and may preclude regular access to physicians
and other health professionals. When they do receive care, noncitizen immi-
grants often rely on safety-net facilities, such as clinics and health centers.
However, these facilities tend to be limited in the smaller urban and rural areas
that are experiencing some of the most rapid influx of immigrants. As immi-
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gration populations grow, these health centers are becoming overcrowded and
are strained to provide adequate care. Even with access to safety-net medical
care, the immigrant population receives less primary care than citizens. In addi-
tion, noncitizens and particularly undocumented immigrants are less likely than
citizens to use the emergency department for care.”” Emergency treatment is
available to all immigrants, regardless of their status. The EMTALA requires
hospitals to screen and stabilize all individuals, including immigrants, who seek
care in an emergency room, regardless of their ability to pay. In addition,
undocumented and recent legal immigrants can receive Emergency Medicaid,
which pays for emergency treatment, if they meet the program’s other eligibility
requirements.”’ Health coverage patterns for naturalized citizens are very
similar to those of native citizens, with the majority covered through employer-
sponsored or other private coverage.”

Even though noncitizens are less likely to be insured than citizens, they are
not the primary factor driving the nation’s uninsured problem or the main
cause of our nation’s increased health care spending costs. Noncitizens and
undocumented immigrants accounted for 22% of the nonelderly uninsured in
2006, but citizens still made up the bulk of the uninsured (78%). Most
(76%-80%) of the growth in the number of uninsured persons between 2000
and 2006 occurred among citizens, with both noncitizens and undocumented
immigrants accounting for the remaining 20%-24% of the growth of uninsured
persons. In addition, noncitizens and undocumented immigrants tend to have
poorer access and receive less care than citizens, even when they have health
insurance. As a result of their lower use of care, noncitizens and undocumented
immigrants have significantly lower per capita health care expenditures than
citizens. In 2005, average annual per capita health care expenditures for non-
citizens and undocumented immigrants were $1,797 versus $3,702 for citizens.
These differences in expenditures persist among the privately and publicly
insured and the uninsured.®

Access to care

1. Access to health care for immigrants is a national issue and needs
to be addressed with a national policy. Individual state laws will not
be adequate to address this national problem and will result in a
patchwork solution.

"The federal government needs to enact national legislation that will address
access to health care for noncitizens and undocumented immigrants.
Researchers have estimated that the U.S. population will increase by 120
million people over the next 50 years; 80 million will be the direct or indirect
consequence of immigration. In addition, studies have found that the gap in
insurance coverage between immigrants and natives persists even after health
status, employment sector, occupation, and a limited set of other socio-
economic variables are controlled for.” Health care access for immigrants is an
issue that will only be exacerbated in the future if it is not addressed today.

Since 1996, legal immigrants (noncitizens) have not been eligible for
federal funding under government programs during their first 5 years of U.S.
residency. The passage of the Children’s Health Insurance Program
Reauthorization Act of 2009 (CHIPRA) gave states the option to provide
coverage, with federal funding participation, to children and pregnant women
of documented status in their first 5 years in this country. The “safety-net”
facilities, particularly Federally Qualified Health Centers (FQHCs), provide
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direct access to health services for immigrants where available. CHIPRA also
expanded safety-net services in an effort to address some of the difficulties in
health care services. Policies regarding state funding of health care for immi-
grants and availability of safety-net services are quite variable across the nation.
Several states have continued to provide immigrants with health coverage using
state-only dollars. However, each state handles coverage of immigrants differ-
ently. For example, the states with the largest immigrant populations are
Arizona, California, Florida, Illinois, New Jersey, New York, and Texas. Three
of these states—California, New York, and Illinois—are in the forefront of cov-
erage for immigrants. Illinois has a unified program to cover all children;
California and New York cover low-income immigrants through a patchwork
of programs.” Some states cover adults, whereas others cover only children.”
Some states choose not to allocate any additional resources to covering immi-
grants (legal or illegal) beyond the minimum required by federal law. This
patchwork solution is inadequate to face the growing issue in our country.

In addition, the current state-by-state policies to cover immigrants create
another barrier for obtaining health coverage and accessing health care services.
Differing policies create confusion among those trying to obtain health care. As
is, the U.S. health care system is very confusing and daunting to many immi-
grants trying to obtain access to health care. Many new immigrants are not
aware of the need for health insurance in the U.S., as many come from coun-
tries where the various forms of government provided medical care.” Differing
state policies could also result in varying population growth among states due
to job opportunities and differences in health insurance coverage. States that
offer more generous health insurance coverage could become inundated with
new immigrants, overburdening the system and reducing its ability to offer
quality care because of a lack of resources (both financially and workforce
shortages to meet the new demand). In Massachusetts, more than 20,000 of the
state’s immigrants may lose their health care benefits due to budget cuts.® Even
such states as California and Illinois, which have created policy to meet the
needs of their state’s population of immigrants, could be overwhelmed by an
influx of more immigrants.

The federal government needs to develop a national policy that outlines
how funding should be allocated to ensure health care access for immigrants.
A patchwork of state and local immigration policies disrupts federal immigration
enforcement and becomes counterproductive. States should cooperate with the
federal government in enforcing national immigration laws, but immigration
policy should not be enacted at the state level. It also will be important to
consider strategies to foster private job—based health insurance for immigrant
workers and their families, as immigrants are far more likely to work in food and
agriculture, personal services, or textiles— industries known to be less likely to
offer health insurance to their employees.®

2. Access to health care should not be restricted based on immigra-
tion status, and people should not be prevented from paying
out-of-pocket for health insurance coverage.

The College is strongly committed to advocating for increased access to
quality health care for all, regardless of race, ethnicity, socioeconomic status, or
other factors. Accordingly, the mission of ACP is, “To enhance the quality and
effectiveness of health care by fostering excellence and professionalism in the
practice of medicine.” The College supports policies that increase access to
health care for all, invest in preventive care, and address societal determinants
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of health. Accordingly, strategic objectives of the College include “improving
access to care and eliminating disparities, with a focus on expanding health
insurance coverage.””

"The U.S. has made a great effort to improving access to health care through
the passage of the Affordable Care Act (ACA). Under this new law, naturalized
citizens will have the same access and requirements for affordable coverage as
U.S.-born citizens. However, legal immigrants were granted limited federal
coverage. Lawful resident immigrants may purchase coverage from the state
insurance exchanges; are eligible for premium tax credits, coverage in temporary
high-risk pools, and basic health plans offered by a state; are subject to cost-
sharing reductions, the individual mandate, and related tax penalty; and will not
have waiting periods for enrollment. Existing federal immigrant eligibility
restrictions in Medicaid remain in effect, including the 5-year-or-more waiting
period for most lawful resident adult immigrants with low income.

Under the ACA, undocumented immigrants will not receive any federally
subsidized health care coverage. They also will not be eligible for Medicare,
nonemergency Medicaid, or CHIP. In addition, the law does not allow undoc-
umented immigrants to purchase coverage in the newly created purchasing
pools (exchanges), even if they pay entirely with their own funds, leaving most
without a group purchasing option to obtain health care coverage. Although
undocumented immigrants will remain able to purchase health care coverage
outside of the exchanges through the open (individual and small group) market,
they may have fewer options as coverage migrates to plans offered only through
the exchanges. They will, however, be exempt from the mandate for all indi-
viduals to have health insurance. Undocumented immigrants also remain
eligible for emergency care under federal law and may seek nonemergency
health services at community health centers or other facilities that offer care to
all, regardless of immigration status.!” Restricting undocumented immigrants
from having health insurance will not prevent them from falling ill and needing
health care.

Access to needed and appropriate health care should not be restricted.
Undocumented immigrants should not be able to receive public subsidies to
purchase health care, but they should be allowed to purchase health care
coverage using their own funds. Health care systems in which health care is
restricted have poorer outcomes for those without access to a physician or to
health care insurance.”’ In addition, since undocumented immigrants have
lower medical expenses than citizens"?, it would be beneficial for them to
participate in the health insurance exchanges because their participation would
lower average medical costs, therefore enabling the insurance exchanges to
offer lower premiums, benefiting both citizens and immigrants alike. The
College opposes policies that prohibit persons, regardless of their residency
status, from paying out-of-pocket for health insurance coverage.

3. U.S.-born children of parents who lack legal residency should have
the same access to health coverage and government-subsidized
health care as any other U.S. citizen.

As outlined by the 14th Amendment to the U.S. Constitution, all persons
born or naturalized in the U.S. and subject to the jurisdiction thereof are
citizens of the U.S. and of the state wherein they reside. This means that a child
born in the U.S. to immigrant parents automatically becomes a citizen.
Children of immigrants are the fastest-growing component of the child popu-
lation. Almost all (93 %) children of immigrants, who are under the age of 6, are
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U.S. citizens. Many of these U.S.-born children younger than 6 years of age live
in mixed-status families, with one or more noncitizen parent; 29% live in families
with one or more undocumented parent. These legal and undocumented immi-
grant parents may be reluctant to approach public or publicly funded institu-
tions for services despite their children’s citizenship and eligibility. As a result,
many children of immigrants use public funding less often than children of
natives, despite higher rates of economic hardship. These children remain twice
as likely to lack health care insurance than natives, despite expansion of coverage
for low-income children through Medicaid and other public programs.” In
addition, insurance coverage of immigrant children has declined since 1996,
while it has improved for citizen children due to differential eligibility for immi-
grant children in Medicaid and CHIP.“® National policy should encourage
parents to take their children to receive care and other benefits to which they
are entitled, by removing the fear of reprisal when trying to access care for their
citizen children. U.S.-born children should not be at a disadvantage from
receiving the benefits of U.S. citizenship because of their parents’ immigrant
status and fear of deportation.

Delivery of Care

4. National immigration policy should recognize the public health
risks associated with undocumented persons not receiving medical
care because of concerns about criminal or civil prosecution or
deportation.

a. Increased access to comprehensive primary care, prenatal care,
injury prevention initiatives, toxic exposure prevention, and
chronic disease management may make better use of the pub-
lic health dollar by improving the health status of this popula-
tion and alleviating need for costly emergency care.

The College has long supported access to primary care for patients in an
effort to enhance coordination of care, prevent unnecessary hospitalization,
improve patient health outcomes, and therefore reduce costs. In 2008, ACP
released a comprehensive, annotated summary" of more than 100 studies,
conducted over the past two decades in the U.S. and abroad, that shows that the
availability of primary care is consistently associated with better outcomes and
lower costs of care. Patients without adequate health insurance often forgo
needed care, endure preventable illnesses, suffer complications that could have
been avoided if diagnosed and treated earlier, accumulate medical debt (the
leading cause of bankruptcy!?, and are at risk for premature mortality."”"”)

Immigrants do not always have consistent access to a primary care physician,
often due to a lack of health insurance. It has been shown that having insurance
significantly improves patients’ access to care and increases their likelihood of
receiving preventive care.” Federal law excludes undocumented immigrants, as
well as legal immigrants who have been in the U.S. for less than 5 years, from
Medicaid eligibility. These individuals can, however, receive Emergency
Medicaid coverage for emergency medical services if they are in a Medicaid-
eligible category. Federal funds cannot be used for medical services that fall
outside of emergency care as defined by federal guidelines. When noncitizens,
who are working in the U.S. legally in low-wage jobs that do not offer private
insurance, become seriously ill and are not able to access care through Medicaid,
their options are either to leave their family and return to their country of
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origin for care and then start the process again for entering the U.S., or to forgo
treatment. Families can thus face the prospect of being torn apart even if the
spouse and children are U.S. citizens. Consequently, people in this situation
may go without care.

As of 2007, a total of 23 states had chosen to use state funds to provide addi-
tional coverage for recent immigrants or for undocumented children and preg-
nant women. Some states that have decided to provide additional coverage for
the immigrant population have seen the financial benefit. In California, for
example, a study in 2000 concluded that elimination of public funding for
prenatal care of undocumented immigrants would prove far more expensive for
taxpayers by substantially increasing low birthweight, prematurity, and post-
natal costs, thereby increasing medical care for the infant.®”

Emergency Medicaid primarily fills 3 gaps in the health care needs of the
immigrant population: childbirth-related costs, emergency care of sudden-
onset problems, and emergency care for severe complications of chronic
diseases. However, many of these conditions could be prevented through early
detection, primary care, and public health educational campaigns. Outside of
pregnancy, one prominent reason for Emergency Medicaid is debilitating symp-
toms that result in a diagnosis of a chronic disease, such as chronic renal failure,
cerebrovascular disease, or heart disease. This suggests unmet need for
preventive and primary care for risk factor identification and management.
Lack of coverage for nonemergency primary and preventive care, and lack of
coverage for medical care after discharge may prolong hospitalizations or result
in readmissions for chronic or disabling conditions, also resulting in increased
hospitalization costs. Case management of uninsured immigrants with chronic
disease would be a useful strategy toward addressing both financial and non-
financial barriers to ongoing care. In addition, a recent study found that many
hospitalizations were for major injuries, including workplace injuries and motor
vehicle accidents. This study found that immigrants, and particularly Hispanic
immigrants, account for a disproportionate number of workplace injuries and
fatalities in the U.S.°” These results suggest a dire need for injury prevention
interventions, including working with immigrant health advocates that target
the new immigrant population in an effort to reduce hospitalizations and
injuries.

In our current system, society already pays to treat the uninsured (both
citizens and noncitizens). For example, an uninsured patient who goes to the
hospital with pneumonia is required by law to be treated. The costs of the
uninsured patient are passed along to other patients in the form of higher
prices, which can lead to higher insurance premiums and, in the case of
Medicaid and Medicare, higher taxes. If these patients had insurance and access
to a primary care doctor, they could see their physician at the first signs of
illness and potentially prevent the expensive hospital treatment.””

The College continues to support national policies to increase access to
comprehensive primary care in order to improve the health status of the pop-
ulation and reduce health care spending. The College encourages the federal
government to develop policies to ensure that immigrants are able to access
comprehensive primary care.

b. National immigration policy should encourage all residents to
obtain clinically effective vaccinations and screening for prevalent
infectious diseases.
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The U.S. has worked hard to eradicate many communicable diseases and
revent new outbreaks of previously eradicated diseases to keep the population
Eealthy and safe. As such, a medical examination is mandatory for all refugees
coming to the U.S. and all applicants outside the U.S. applying for an immigrant
visa. A%iens in the U.S. who apply for adjustment of their immigration status to
that of permanent resident are also required to be medically examined. The
Division of Global Migration and Quarantine (DGMQ) is responsible for
providing the Technical Instructions to civil surgeons and panel physicians (see
Glossary for definition). DGMQ also provides the technical instructions and
idance to physicians conducting the medical examination for immigration.
%}Lese instructions are developed in accordance with Section 212(a)(1) (A) of the
Immigration and Nationality Act (INA), which states those classes of aliens
ineligible for visas or admission based on health-related grounds. The health-
related grounds include persons who have a communicable disease of public
health significance, who cannot present documentation of having received
vaccination against vaccine-preventable diseases, who have or have had a physical
or mental disorder with associated harmful behavior, and who are drug abusers
or addicts. During the medical examination each patient is assessed for vaccine-
preventable diseases, including mumps, measles, rubella, polio, tetanus and
diphtheria toxoids, pertussis, Haemophilus influenzae type B, rotavirus, hepatitis
A, hepatitis B, meningococcal disease, varicella, influenza, and pneumococcal
pneumonia. Patients must provide vaccination records during the examination
and are required to be vaccinated for any diseases that they may be missing, as well
as any others recommended by the Advisory Committee for Immunization
Practices.®? Patients are also responsible for paying the appropriate fee for all
vaccinations directly to the civil surgeon.?? Persons who enter the country
illegally are not subject to a medical examination and therefore are not checked
for communicable diseases and vaccination history. National policy needs to
address this issue and recognize that society has a public ﬁealth interest
in ensuring that all persons within our borders have access to health care,
particularly for communicable diseases, such as drug-resistant tuberculosis.

In adc;iItion, it is important for the U.S. popu%ation and residents to be
vaccinated against diseases because we live in a world where diseases can be
easily reintroduced and spread among the population through travel. Some
believe that previously eradicated diseases are resurfacing due to a lack of
vaccination among both children and adults.*” Public health officials fear that
sporadic vaccination practices may be contributing to dangerous cases of
preventable diseases.”” Persons who do not have regular access to health care
or who are uninsured will most likely not be able to receive or afford these impor-
tant vaccinations. It is especially important for pregnant women to receive c]i)ini—
cally effective vaccinations to protect high-risk infants from contagious childhood
diseases. Restricting access to health care, especially for immigrants, could pose
a larger public health threat in the long run. National policy needs to address this
issue and ensure that all people living in the U.S. have access to vaccinations and
treatment for communicable disease in an effort to keep the public safe.

5. The federal government should develop new and innovative strate-
ies to support safety-net health care facilities, such as communitﬁ
ealth centers, federally qualified health centers, public healt

agencies, and hospitals that provide a disproportionate share of
care for patients who are uninsured, covered by Medicaid, or indi-
gent. The federal government should also continue to help offset
the costs of uncompensated care provided by these facilities and
continue to provide emergency services. All patients should have
access to appropriate outpatient care, inpatient care and emergency
services, and the primary care workforce should be strengthened to
meet the nation’s health care needs.
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Safety-net health care facilities are an important aspect of our health care
system. These health care facilities provide care to both the insured and
uninsured, and they treat patients regardless of their ability to pay. The safety
net includes health centers; public hospitals systems; and state, local, tribal,
and territorial health departments. They may also include school and church-
based health clinics, private physicians, and nonprofit hospitals committed to
serving vulnerable patients.®”

Located in medically underserved communities, safety-net health care centers
offer primary care services to people who often have difficulty accessing
medical care. These health centers have significantly improved access to
primary and preventive care for vulnerable populations, including immigrants.
Safety-net health centers are able to tailor their services to the health, social, and
cultural needs of their patients (including language services), resulting in high-
quality care. However, many health centers struggle with not having enough
health care professionals, including a shortage of doctors, nurse practitioners,
or physician assistants. Many health care centers are unable to provide even
basic health screening tests. In order to offer preventive screening, health care
centers need regular paid staff to coordinate care, ensuring that patients are con-
tacted and appropriately advised about their test results.”” In addition, there is
often very little specialist care or surgical inpatient care available for patients
who seek care at safety-net health care facilities.”

It is important to recognize that rising health care costs in recent years
threatens safety-net health care facilities that have slim operating margins and
are often reliant on government sources of funding. The payer mix at safety-net
health care facilities is switching to more uncompensated care, which is causing
funding problems.” Medicaid dollars are their single largest source of revenue,
providing over a third of public hospitals’ and community health centers’
revenues. However, as states have struggled with budgets and increased
Medicaid enrollment, they have cut provider payments and raised eligibility
levels, both of which directly affect the operations of these facilities. Likewise,
increases in beneficiaries’ co-payments by some states are often absorbed by
safety-net health care facilities because the poor are least able to afford these
payments.®”

Without health insurance, patients often turn to safety-net facilities for
affordable care. These facilities should not be a replacement for the security
and portability that health insurance coverage affords; however, the College
recognizes the important role of these centers in delivering care to the unin-
sured and urges the federal government to develop new and innovative strategies
to financially support safety-net health care facilities. Without sustained financing,
largely through public funding, the safety net will not be able to continue
its mission to the poor and uninsured. It will also be important to maintain
funding for these facilities as they adapt their systems to the requirements set
forth by the ACA.

"To be federally qualified (and to receive federal funding), health centers
must deliver the full range of services set by the government, including pre-
ventive, diagnostic, laboratory services, dental care, case management, and
health education. Numerous studies have found that besides providing affordable
services, FQHCs provide quality care—improving preventive care, decreasing
preventable hospitalizations, and maintaining high patient satisfaction.®”
According to Kaiser Family Foundation’s State Health Facts, 17,122,535
patients were served by FQHCs in 2008 and had 66,924,192 patient encounters/
visits.®

Disproportionate Share Hospital (DSH) adjustment payments provide
additional help to hospitals that serve a significantly disproportionate number
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of low-income patients; eligible hospitals are referred to as DSH hospitals.
States receive an annual DSH allotment to cover the costs of DSH hospitals
that provide care to low-income patients that are not paid by other payers,
such as Medicare, Medicaid, the Children’s Health Insurance Program (CHIP)
or other health insurance.”” Even though health insurance will become expanded
under the ACA, DSH payments will still be necessary to support care for those
who will remain uninsured (including many immigrants) and to subsidize the
relatively low Medicaid reimbursement rates for 15 million new Medicaid
patients.”® It will be imperative to support DSHs and other safety-net care
facilities because even when fully implemented in 2019, the CBO estimates that
23 million nonelderly residents will remain uninsured.®”

As another part of the safety-net system, under current law immigrants can
receive care in a hospital under EMTALA or Emergency Medicaid. Currently,
hospitals are obligated to provide care to anyone needing emergency health care
treatment regardless of citizenship, legal status, or ability to pay. As outlined by
CMS:

In 1986, Congress enacted the Emergency Medical Treatment & Labor Act
(EMTALA) to ensure public access to emergency services regardless of
ability to pay. Section 1867 of the Social Security Act imposes specific
obligations on Medicare-participating hospitals that offer emergency
services to provide a medical screening examination (MSE) when a request
is made for examination or treatment for an emergency medical condition
(EMC), including active labor, regardless of an individual’s ability to pay.
Hospitals are then required to provide stabilizing treatment for patients
with EMCs. If a hospital is unable to stabilize a patient within its capability,
or if the patient requests a transfer, an appropriate transfer should be imple-
mented.®”

EMTALA is used by all uninsured patients upon entering the emergency
department. The program, however, is not fully funded by the federal govern-
ment and ultimately the costs of care for the uninsured are shifted to the
public through higher hospital charges. In addition EMTALA places a large
responsibility on hospitals and emergency physicians to provide health care
and shoulder the financial burden of providing EMTALA related medical care.
For example, according to a May 2003 American Medical Association study,
each emergency physician on average provided $138,300 of EMTALA-related
charity care yearly, and one third of emergency physicians provide more than
30 hours of EMTALA-related charity care each week.V

Noncitizens can receive Emergency Medicaid coverage for emergency
medical services if they fit in a Medicaid-eligible category, such as children,
pregnant women, families with dependent children, elderly or disabled indi-
viduals, and meet state income and residency requirements. Emergency
Medicaid is only available to individuals—regardless of immigration status—
who are so acutely ill that the failure to receive medical attention would place
their health in serious jeopardy. Recently, the U.S. Government Accountability
Office has reported that states with high immigration rates have experienced a
rapid rise in Emergency Medicaid expenditures in recent years.”” A study
published in the Journal of the American Medical Association analyzed admin-
istrative claims data from 2001 to 2004 related to Emergency Medicaid program
in North Carolina.(North Carolina’s total foreign-born population grew by
274% during the 1990s and included an estimated 300,000 undocumented
immigrants by 2004.) The researchers found that despite a steady increase in
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Emergency Medicaid use, the 16,106 patients served by Emergency Medicaid
in 2004 represented only 5% of the total estimated undocumented immigrant
population and remained less than 1% of the total state Medicaid budget.*” It
is interesting to note that although this is available, immigrants use emergency
care less and spend less on emergency care than citizens (both insured and
uninsured). According to a 2007 analysis by the Kaiser Commission on
Medicaid and the Uninsured, uninsured, adult, low-income noncitizens were
the least likely to use emergency departments, with only about 1 in 10 reporting
a visit in the past year. Adult noncitizens most often rely on clinics and health
centers, many of which are funded by charities as well as hospitals seeking to
unburden their emergency departments.®

Neither EMTALA nor Emergency Medicaid provides preventive care.
Both programs focus on providing care only when patients are at their sickest
and when the cost of treatment is at its highest. National policy needs to address
this issue both from a health and financial standpoint to ensure that undocu-
mented immigrants are able to access preventive care in order to minimize
development of diseases and ease the burden borne by hospitals.

As the College has discussed in previous policy papers and earlier in this
paper, the U.S. needs to strengthen its primary care workforce in order to meet
the needs of the population. Patients with consistent access to primary care have
better outcomes and lower costs of care. In addition, as the College outlined in
a policy paper, Racial and Ethnic Disparities in Health Care, Updated 2010,%? a
diverse health care workforce that is more representative of those it serves is
crucial to promote understanding among health care professionals and patients,
facilitate quality care, and promote equity in the health care system. As the
nation’s population grows more diverse, we will need a workforce that reflects
the country’s racial and ethnic diversity to close the disparity gap. The College
recognizes the need for an overall national workforce policy and emphasizes the
need to assure an adequate supply of primary care physicians. In the policy
paper, Creating a National Workforce for Internal Medicine,*® the College calls on
the federal government, large employers and other purchasers, health plans, and
the medical profession itself, to take immediate action to create a comprehen-
sive national health care workforce policy. In addition, the College notes that
this policy must include a goal of substantially increasing the number of trained
and practicing primary care physicians as a proportion of the total physician
population. A national workforce policy will not be effective in assuring an
adequate supply of physicians—specifically, internists who practice in office-
based general internal medicine practices—without changes in reimbursement
policies, student debt, and other factors that discourage physicians from going
into primary care and encourage those who already are in practice to leave.

Eliminating discrimination in health care and professionalism

6. Physicians and other health care professionals have an ethical and
professional obligation to care for the sick. Immigration policy
should not interfere with the ethical obligation to provide care for

all.

Physicians are bound by ethics, professionalism, and tradition to provide
care for the sick. The fundamental principles of medical ethics apply to all
patients and include beneficence, the duty to promote good and act in the best
interest of the patient and the health of society; nonmalfeasance, the duty to do
no harm to patients; respect for patient autonomy; the duty to protect and foster
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a patient’s free, uncoerced choices; and justice.®” The health of patients and the
public relies on fulfillment of these obligations to care for all patients by physi-
cians, without restriction based on the ability to pay or patient characteristics,
including decision-making capacity or social status.

"Trust is central to the patient—physician relationship. Patients must be able
to feel confident that the information they share with their physicians during
the clinical encounter will remain confidential and that physicians will not
betray them to authorities. Immigration policy must be consistent with the
physician’s obligation to respect the privacy and confidentiality of patients,
including disclosure of information unrelated to an individual’s medical condi-
tion.*” Language and cultural barriers may magnify fears that seeking health
care services will result in exposure of immigration status. Patients need to
know that they can seek medical attention without fear of being reported to the
authorities, regardless of whether reporting is actually required. Such fears can
result in increased pain and suffering due to delay in treatment until patients are
acutely ill, and ultimately places a greater burden on the health system. Fear of
detection and deportation can also lead to patients avoiding preventive care,
such as immunizations and screenings for infectious disease, which risks the
spread of disease to others.®”

Also, any law that might require physicians to share confidential informa-
tion, such as citizenship status to the authorities, that was gained through the
patient—physician relationship conflicts with the ethical and professional duties
of physicians. National immigration policy should respect the boundaries of this
relationship and the ethical obligations of physicians and not require physicians
to reveal confidential information. Therefore, federal policies should not
intrude upon a physician’s obligation to treat patients, regardless of legal status,
and physicians should not be required to report on the immigration status of
patients.

7. Immigration policies should not foster discrimination against a
class or category of patients in the provision of health care.

"The ACP Ethics Manual states that “The physician must respect the dignity
of all persons and respect their uniqueness” and “may not discriminate against
a class or category of patients.” Immigration policies that promote or may be
seen to encourage ethnic profiling and discrimination raise concerns that
patients will be deterred from seeking needed health care and will have a detri-
mental influence on patient—physician relationships. Such approaches would
also be inconsistent with the College policy that physicians “should work toward
ensuring access to health care for all persons; act to eliminate discrimination in
health care; and help correct deficiencies in the availability, accessibility, and
quality of health services... The denial of appropriate care to a class of patients
for any reason is unethical.”®?
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Conclusion

Access to health care for the immigrant population is important to the overall
population of the U.S. This paper sets forth the policy positions of the
American College of Physicians concerning access to health care for immi-
grants and will serve as the basis for ACP public policy advocacy. The paper
highlights the major issues concerning health care for immigrants. It also calls
for a national immigration policy on health care that balances legitimate needs
and concerns to control our borders and to equitably differentiate in publicly
supported services for those who fully comply with immigration laws and those
who do not, while recognizing that society has a public health interest in ensuring
that all resident persons have access to health care. It is hoped that this paper
will help influence the national immigration policy discussion and lead to a
policy that balances the countervailing needs of individuals and society and is
in accord with standards of medical ethics and professionalism.
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Glossary

ACA: The Patient Protection and Affordable Care Act that was signed into law
by President Barack Obama on March 23, 2010. This Act and the Health Care
and Education Reconciliation Act of 2010 (signed into law on March 30, 2010)
constitute the federal health care reform legislation of 2010.

CHIPRA: Children’s Health Insurance Program Reauthorization Act of 2009,
gave states the option to provide coverage, with federal funding participation,
to children and pregnant women of documented status in their first 5 years in
this country.

Civil Surgeon: A physician who has been designated by the U.S. Citizenship and
Immigration Services to conduct the medical examination in the U.S. during
the application process for adjustment of status.®”

DSH: Disproportionate Share Hospital: A hospital that provides uncompensated
care and serves a disproportionate share of care to poor and indigent patients.

EMTALA: Emergency Medical Treatment & Labor Act.
FQHC: Federally Qualified Health Centers.

Immigrant: A foreign-born individual residing in the U.S; includes naturalized
citizens as well as noncitizens who fall into a number of different immigration
categories."

Naturalized citizen: A foreign-born individual who has lawfully become a U.S.
citizen and has all the rights of a U.S.-born citizen, except for being eligible to
be President or Vice President of the U.S.®

Noncitizen: A foreign-born individual residing in the U.S. who has not obtained
citizenship.

* Over half (56%) of noncitizens are legal immigrants, including legal per-
manent residents (those with “green cards”); refugees, asylees, and other
humanitarian immigrants; and lawfully present temporary immigrants.

* It is estimated that the remaining 44% of noncitizens are undocumented
immigrants.®"

Panel physician: Physicians that conduct medical examinations outside of the
U.S. during the application process for adjustment of status. Physicians are
selected by Department of State consular officials.*”

Undocumented immigrant: A foreign-born individual residing in the U.S. who is
not a legal resident.

* Undocumented immigrants include those who entered the U.S. without
authorization, as well as those who were admitted temporarily and have
stayed after their visa expired. Individuals who overstayed their visas are
estimated to account for 25% to 40% of undocumented immigrants.

* Additionally, an estimated 1 to 1.5 million undocumented immigrants
fall into a “quasi-legal” category, such as people with temporary protective
status, those with extended voluntary departure, those who have applied
for asylum, and those waiting for “green cards” or legal permanent
resident status.”
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