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Abstract

Objective: To estimate the avoidance of Medicaid enrollment among Latino and

Asian immigrants due to fears about immigration status. In 2019, changes to the

“public charge” rule made it difficult for immigrants to receive a green card or perma-

nent residence visa, particularly for those who used health and nutrition benefits.

Despite the Biden administration's reversal of these changes, fear and misinformation

persist among immigrants.

Data Sources: Pooled data from the 2017 to 2020 California Health Interview Survey.

Study Design: We used adjusted predicted probability models to estimate differences

in access to and use of health care and health insurance coverage among Latino and

Asian immigrant adults with and without green cards, using US citizens as the refer-

ence. We estimated the avoidance of Medicaid enrollment among immigrants without

a green card, the immigrant population subject to the public charge rule.

Data Collection/Extraction Methods: Population stratified by race/ethnicity and

green card status.

Principal Findings: Latino immigrants without a green card were �23.1% (CI: �27.8,

�18.4) less likely to be insured, �9.2% (CI: �12.8, �5.5) less likely to have Medicaid

coverage, �9.3% (CI: �14.5, �4.1) less likely to have a usual source of care, and

�8.4% (CI: �13.2, �0.3) less likely to have a physician visit relative to citizens. Asian

immigrants without a green card were �11.7% (CI: �19.7, �3.72) less likely to be

insured, �8.8% (CI: �11.6, �6.1) less likely to have Medicaid coverage, �11.6% (CI:

�19.3, �3.9) less likely to have a usual source of care, and �11.0% (CI: �19.2, �2.3)

less likely to have a physician visit. Between 107,956 and 192,905 Latino immigrants

and 1294 and 4702 Asian immigrants in California likely avoided Medicaid enroll-

ment due to fears about their immigration status.

Conclusion: While our estimates are lower than those of previous studies, our find-

ings highlight barriers to health care for immigrants despite the reversal of the

changes in the public charge rule. Since the public charge rule was not abolished,

immigrants with low incomes might choose not to seek health care, despite recent

efforts in California to expand Medicaid coverage to all eligible immigrants regardless

of documentation statuses.
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What is known on this topic

• Applications to Medicaid and other public programs declined among immigrants, even if eligi-

ble, due to the chilling effects caused by changes in the definition of a public charge.

• Changes to the definition of a public charge by the Trump administration expanded the share

of noncitizen immigrants who could be considered a public charge from 3% to 47%.

• Twenty-five percent of noncitizen immigrants with a confidence interval of 15%–35%,

avoided public benefit enrollment due to the changes in the definition of public charge.

What this study adds

• We estimated the avoidance of Medicaid enrollment due to potential fears of the public

charge rule among Latino and Asian adult immigrants without green cards.

• This is the first study to use a statewide, population-based representative survey to estimate

the avoidance of Medicaid among immigrants due to the changes in the public charge rule.

• Between 107,956 and 192,905 Latino immigrants and 1294 and 4702 Asian immigrants in

California likely avoided Medicaid enrollment due to fears about their immigration status.

1 | INTRODUCTION

Changes to the “public charge” rule implemented in 2019 by the

Trump administration expanded the criteria under which immigrants

could be denied a visa or US permanent residency, known as a “green
card,” making it more difficult for immigrants to adjust their immigra-

tion statuses.1 The 2019 changes to the public charge rule widened

the 1999 public charge definition to include immigrants who received

Medicaid, Supplemental Nutrition Assistance Program (SNAP) bene-

fits, and housing assistance for more than 12 months.2 Immigrants

could also become ineligible for a visa or a green card if, at the time of

application, they were deemed “likely” to become a public charge

even if immigrants had not received public benefits.3

The 2019 definition of what constituted a public charge suddenly

expanded the share of noncitizen immigrants who could be consid-

ered a public charge from 3% to 47%.4 These changes disproportion-

ately affected low-income immigrants and their family members who

qualify for these entitlement programs.5,6 Despite their eligibility,

immigrants and mixed-status households (i.e., where at least one

household member is an undocumented immigrant and at least one

household member is a US citizen) faced the decision of choosing to

disenroll or forgo applying for such benefits to avoid jeopardizing their

future green card or immigration status.1 In the face of fear, confu-

sion, and misinformation, immigrants were discouraged from using

health care and nutrition programs and other public benefits. This

reaction to restrictive immigration policies is known as a “chilling
effect,” which is associated with changes in health care seeking

behaviors.7,8

In March 2021, President Biden signed an executive order revers-

ing the Trump administration's changes to the public charge rule.9

Despite this reversal, fear and misinformation persist in immigrant

communities, and the avoidance of public benefits enrollment con-

tinues.10 The 1999 public charge rule remains in effect. The prospect

of the reversal of Biden's executive action by a future presidential

administration reminds immigrants that the recent reversal could eas-

ily be overturned through executive action or by the judiciary. At least

14 states have filed with the US Supreme Court to defend the wid-

ened definition of public charge enacted by the Trump administra-

tion.11 The resulting chilling effects have important public policy

implications for participation in public programs among immigrants

and mixed-status households.

Previous research has examined the impact of chilling effects

among immigrants after the implementation of the 1996 Personal

Responsibility and Work Opportunity Reconciliation Act (also known

as the Welfare Reform Act). These studies found that the number of

applications to Medicaid and other public benefit programs declined

among immigrants, even though many immigrants and their US-born

children were still eligible for these programs.12,13 More recently,

studies have estimated the consequences of the 2019 changes to the

public charge rule on health and health insurance eligibility.7,8,14

Multiple studies have predicted that immigrant participation in public

benefit programs would decline at similar rates to those observed

after the implementation of the 1996 Welfare Reform Act.12,13,15

Studies have shown that enrollment in public benefit programs

declined among immigrants and their US-born children, even though

the latter were not subject to the changes in the public charge rule.5,16

One study even concluded that the single announcement of

changes to the public charge rule in 2018 resulted in a decline of

260,000 US-born children who were covered by Medicaid.6

It has been estimated that the impact of chilling effects on Medic-

aid/CHIP enrollment could lead up to 2.1–4.9 million Medicaid/CHIP

potential enrollees avoiding enrolling.17 These figures were close to
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the number of noncitizen immigrants who were estimated to have

avoided public benefits enrollment during the COVID-19 pandemic.8

Another study found that one in six immigrant adults discontinued

their participation in noncash government programs in California for

fear of it affecting their immigration statuses.18 More recently, a study

concluded that approximately 129,550 children in California, who live

with at least one undocumented parent, could lose public benefit pro-

grams such as the Children's Health Insurance Program (CHIP) or

SNAP due to immigration fears.19

A variable that is key to estimating the potential impact of

changes to the public charge rule is permanent residence status, also

known as a green card. The public charge rule only affects noncitizen

immigrants without a green card. Large population surveys such as

the American Community Survey (ACS) or the National Health Inter-

view Survey (NHIS) classify immigrants as “citizen” or “noncitizen,”
and these surveys do not parse out noncitizen immigrants into green

card and nongreen card holders. Most of the previous research on

public charge, however, has used data sources that could potentially

misclassify immigrants due to the lack of information on both citizen-

ship and documentation status. Since the main barrier created by the

public charge rule that is still in effect after Biden's executive action is

in the stage of applying for a green card, new research needs to exam-

ine the lingering chilling effects associated with the avoidance of pub-

lic benefit programs among immigrants. Importantly, studies should

compare immigrants by green card status.

In this study, we estimate the avoidance of Medicaid enrollment

among immigrants due to fears about their immigration status associ-

ated with the changes in the public charge rule among Latino and

Asian adult immigrants without green cards. We focus on California

because it is the state with the largest immigrant population subject

to the public charge rule and where the largest source of reliable sur-

vey data about the green card status of immigrants is available. Immi-

grants in the state are overwhelmingly of Latino (50%) and Asian

(34%) heritage.20 Studies have shown that immigrants, especially

undocumented immigrants, are less likely to have health insurance

and to have access to and use health care.21,22 To our knowledge, no

study has estimated Medicaid avoidance due to fears about one's

immigration status by race and ethnicity in relation to the changes in

the public charge rule. California has recently proposed the expansion

of Medicaid coverage to all low-income immigrants regardless of doc-

umentation status,23 and research is needed to estimate how many

immigrants would continue to avoid Medicaid despite their new eligi-

bility in California.

Our study offers two contributions to the literature. The first con-

tribution is the use of the California Health Interview Survey (CHIS),

an annual multiyear statewide population-based representative survey

that is the largest US survey that has consistently gathered green card

status in California. Thus, our study can estimate the potential avoid-

ance of Medicaid enrollment by parsing out noncitizen immigrants

between green card and nongreen card holders. The second contribu-

tion is the analysis of the heterogeneous impacts of the chilling

effects by race and ethnicity among immigrant populations. In this

study, we examine differences in access to and use of health care

between Latino and Asian adult immigrants, the two largest heritage

groups of US immigrants, and we explore differences in the potential

consequences of chilling effects in Medicaid enrollment associated

with the Trump-era changes in the definition of the public charge rule

among these populations.

2 | METHODS

2.1 | Data and Measures

We used pooled data from the 2017 to 2020 California Health Inter-

view Survey (CHIS). CHIS is a representative survey of the civilian,

noninstitutionalized population in California, the state where a quarter

of all immigrants live in the United States.24 CHIS data are collected in

English, Spanish, and other languages.25 Our study sample consisted

of adults 18–64 years of age. We used 2017 as the first year in our

pooled data since we assumed that the inflammatory anti-immigrant

rhetoric during the 2016 campaign may have anticipated the chilling

effects from changes made to the public charge rule. Our pooled sam-

ple includes up to 2020 since it was the last year when changes to the

public charge rule were in effect.

To estimate the avoidance of Medicaid enrollment due to immi-

gration fears, we used three different sources from the Urban Insti-

tute (described in Appendix S1), which analyzed findings from the

Well-Being and Basic Needs Survey (WBNS).16,18,26 WBNS is a

nationally representative survey of adults ages 18–64 that collects

information on health, material hardship, and wellbeing, and it

includes information on individual and household use of public benefit

programs. In 2019, the WBNS collected a subsample of California

adult immigrants and adults who lived in households with at least one

immigrant family member to study chilling effects linked to the use of

entitlement benefit programs.18

Our study outcomes included seven dichotomous health care

measures from CHIS. The first is health insurance coverage. Survey

participants were asked whether they were currently insured. Another

measure identified enrollees in the Medi-Cal program (California's

Medicaid program). The access measure determined whether partici-

pants had a usual source of care other than the emergency depart-

ment (ED). For utilization, we used two measures: (1) whether a

participant had at least one physician visit during the previous year

and (2) whether a participant had at least one ED visit during the

previous year.

Participants were categorized by Latino/Hispanic and Asian heri-

tage and by citizenship and green card status. Race and ethnicity were

self-reported. We analyzed three mutually exclusive measures of citi-

zenship and immigration status: (1) US citizens (reference group),

(2) green card holders, and (3) nongreen card holders. The population

of interest was nongreen card holders since they are the immigrant

population targeted by the public charge rule. To parse out immigrants

by green card status, participants answered the question, “are you a

permanent resident with a green card.” Additional explanatory vari-

ables in the analyses were age, gender, marital status, employment
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status, federal poverty level (FPL), education, English language profi-

ciency, years of US residence among immigrants, and self-reported

health status.

2.2 | Statistical analyses

We used CHIS data to examine differences in health insurance cover-

age and access to and use of health care reported by Latino and Asian

participants by green card status, with US citizens as the reference

population. We first compared means for socioeconomic, demo-

graphic, and health care outcomes between Latino and Asian adults

using chi-squared tests to compare US citizen versus green card

holders, US citizen versus nongreen card holders, and green-card

holders versus nongreen card holders. Multivariable logistic regression

models were used to estimate differences in health insurance cover-

age, Medi-Cal (California's Medicaid program) enrollment, and access

to and use of health care after controlling for the explanatory vari-

ables described above. We summarized the main outcomes using mar-

ginal effects to ease the interpretation of the main findings. The

marginal effect models used UScitizen adults as the reference group.

The analyses used survey weights and design variables to account for

the complex survey design of CHIS. SAS and Stata16 were used for

the statistical analyses.

To estimate the avoidance of Medicaid enrollment, we replicated

a technique developed by immigration scholars to quantify the avoid-

ance of public benefits enrollment due to fear of immigration status

being affected.14 Avoidance rates were estimated using findings from

the WBNS, published by the Urban Institute, to determine the propor-

tion of immigrants who reported avoiding public benefits. Medi-Cal

avoidance was first estimated by identifying the number of immigrant

adults who were enrolled in Medi-Cal and who could be at risk of

Medi-Cal disenrollment due to immigration fears.14 We parsed out

Medi-Cal-enrolled immigrants with and without green cards. Immi-

grants without green cards enrolled in Medi-Cal were considered at

risk of losing this public benefit since they are potentially subject to

public charge regulations (See Appendix S1). The share of immigrants

who reported avoidance in WBNS was subsequently used to estimate

the number of immigrants likely to forgo such programs. In previous

studies, the number of immigrants likely to avoid public benefits was

estimated by multiplying the share of immigrants who reported avoid-

ance in WBNS by the number of noncitizen immigrants receiving

these benefits who were identified in a household survey such as the

American Community Survey and assumed a range of up to 10%

above and below the WBNS estimated share.8,14 In our study, we

estimated the number of immigrants likely to forgo public benefits by

multiplying the share of immigrants who reported avoidance in WBNS

by the number of immigrants without a green card who were enrolled

in Medi-Cal according to CHIS and assumed a different range from

smallest to largest expected avoidance rates by race and ethnicity.

(See Appendix S1).

One innovation in our methodology was to define specific avoid-

ance rates that would apply to Latino and Asian adults using different

WBNS sources to study the heterogenous impact of the public charge

rule by race and ethnicity among the immigrant populations.16,18,26

We combined the methodological advantages from each of these

analyses to build two scenarios that best fit Latino and Asian adult

immigrants (See Appendix S1). To estimate the potential changes in

Medi-Cal coverage due to immigration fears, we modeled two

extreme scenarios using different public benefit avoidance estimates,

a lower bound scenario that used the lowest avoidance figure from

the WBNS either for Latino or non-Latino immigrants. Likewise, an

upper bound estimate corresponded to the highest avoidance figure

from the WBNS, either for Latino or non-Latino immigrants (See

Appendix S1). In the case of Latino immigrants, the lowest avoidance

rate was 12.2%, which corresponded to California participants who

answered that they “had not applied or stopped participating in a non-

cash government benefit in 2019 due to immigration concerns.”18

The least conservative scenario was a national estimate from the

WBNS, where 21.8% of adult immigrants reported that “someone in

their family had not applied or stopped participating in a noncash

government due to immigration concerns.”26 For Asian immigrants, the

most conservative scenario was 6%, corresponding to non-Latino and

non-White immigrant responses to public benefit avoidance, while the

least conservative scenario was 21.8%.16,26 We used these avoidance

scenarios to estimate the number of nongreen card-holding adults

who may have avoided Medi-Cal enrollment due to immigration fears.

3 | RESULTS

3.1 | Descriptive analysis

Table 1 shows the socioeconomic and demographic characteristics of

Latino and Asian adult immigrants in California. Compared to 89.0%

of Latino US-citizen participants with health insurance coverage,

81.1% of Latino immigrants with a green card and 60.8% of Latino

immigrants without a green card had health insurance coverage.

Latino immigrants without a green card were less likely to have health

insurance coverage compared to Latino US citizens and green card

holders, and the differences were significant (p < 0.001). Medi-Cal

(Medicaid program of California) coverage rates were higher for Latino

immigrants with a green card (44.3%) compared to Latino US citizens

(30.3, p < 0.001). The Medi-Cal coverage rate among Latino immi-

grants without a green card was 39.0%.

In the case of Asian survey participants, 94.3% of US citizens,

90.6% of immigrants with a green card, and 82.4% of immigrants

without a green card had health insurance coverage. Differences

across these populations were statistically significant. Medi-Cal cover-

age rates were higher for immigrants with a green card (29.3%) com-

pared to US citizens (16.8%, p < 0.001) and immigrants without a

green card (7.3%, p < 0.001). Differences were also significant

between immigrants with and without a green card (p < 0.001).

In terms of health care access and use among Latinos, Table 1

shows that immigrants without a green card (62.0%) and with a green

card (71.5%) were less likely to have a usual source of care compared
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to US citizens (80.2%, p < 0.001). Immigrants without a green card

(63.4%) and with a green card (70.4%) were also less likely to have

had a physician visit in the previous year compared to US citizens

(78.5%, p < 0.001). For ED visits, Latino immigrants without a green

card (16.7%) and with a green card (16.2%) were less likely to report

having used the ED in the past year compared to US citizens (20.4%).

Differences in ED use, however, were only significant between Latino

US citizens and Latino immigrants with a green card (p < 0.05).

Among Asian participants, immigrants with a green card (80.6%)

were less likely to have a usual source of care compared to US citizens

(86.5%, p < 0.01). Differences with immigrants without a green card

(72.3%) were also significant (p < 0.001). Likewise, immigrants with a

green card (74.7%) were less likely to report a physician visit in the

past year compared to US citizens (80.1%, p < 0.01), and differences

for Asian immigrants without a green card (65.6%) were also

significant (p < 0.001). The proportion of those who had an ED visit in

the past year for immigrants with (11.9%) and without (8.6%) a green

card was lower compared to US citizens (13.1%), but the differences

were nonsignificant.

Socioeconomic and demographic characteristics in Table 1 show

that Latino immigrants without a green card were more likely to be older,

married, report an income under 200% FPL, not have a high school

degree, report fair or poor health status, and lack English language profi-

ciency compared to Latino US citizens (p < 0.001). By contrast, Asian

immigrants without a green card were more likely to be younger and to

report an income under 100% of the FPL compared to Asian US citizens.

All other differences were nonsignificant. Interestingly, Asian immigrants

with a green card (33.9%) were less likely to be proficient in English com-

pared to Asian immigrants without a green card (15.3%), and this differ-

ence was significant (p < 0.001). Latino immigrants with (74.6%) and

TABLE 1 Sample characteristics of Latino and Asian adults in California by citizenship and green card status

Latinos Asians

Variable
U.S.
citizens (%)

Green
card (%)

No green
card (%) P-V1 P-V2 P-V3

US
citizens (%)

Green
card (%)

No green
card (%) P-V1 P-V2 P-V3

Insured 88.7 81.1 60.8 *** *** *** 94.3 90.6 82.4 ** *** **

Medi-Cal 30.3 44.3 39.0 *** *** 16.8 29.3 7.3 *** *** ***

USC 80.2 71.5 62.0 *** *** *** 86.5 80.6 72.2 ** *** **

Physician visit 78.5 70.4 63.4 *** *** ** 80.1 74.7 65.8 ** *** **

ED use 20.4 16.2 16.7 * 13.1 11.9 8.6

Age 37.3 44.2 38.3 *** ** *** 38.8 40.4 33.2 *** ***

Male 50.0 49.5 51.9 47.6 47.5 42.7

Married 51.1 71.7 64.9 *** *** ** 54.9 68.5 60.5 ***

Employed 63.7 55.4 58.6 *** * 65.1 57.5 60.8 **

Income (FPL)

0%–100% FPL 19.2 26.3 41.3 *** *** *** 9.1 16.7 14.7 ** **

101%–200% FPL 21.0 37.0 32.6 *** *** 12.2 18.7 8.9 *** ***

201%–300% FPL 16.9 15.9 8.9 *** *** 11.9 15.0 11.9

301% FPL< 43.0 20.8 17.2 *** *** 66.8 49.6 64.5 *** ***

Education

>High school 17.8 59.7 57.9 *** *** 5.6 16.3 3.8 *** ***

Health status

Fair/poor 18.5 33.1 29.4 *** *** 13.6 15.3 12.0

Speaks English

Not well/at all 8.4 59.4 61.3 *** *** *** 9.0 33.9 15.3 *** ** ***

Years in the United States

<10 — 16.1 17.4 — 52.6 75.5

10–15 — 9.3 18.5 *** — 16.3 13.4

15< — 74.6 64.1 *** — 31.1 11.0 ***

N = 7,357,570 1,165,648 1,363,158 3,057,052 560,216 297,182

Note: Medi-Cal is the Medicaid program of California. P-V1 = Differences in means between US citizens and green card holders. P-V2 = Differences in

means between US citizens and nongreen card holders. P-V3 = Differences in means between green card and nongreen card holders.

Abbreviations: ED, Emergency Department; USC, usual source of care.

*p < 0.05**; p < 0.01; ***p < 0.001.

Source: California Health Interview Survey, 2017–2020.
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without green cards (64.1%) were also more likely to have lived in the

United States for more than 15 years, compared to Asian immigrants

with (31.1%) and without green cards (11.07%).

3.2 | Predicted probabilities

Table 2 shows the average marginal effect models for differences in

health insurance coverage and access to and use of health care for

Latino and Asian immigrants by green card status using US citizen as

the reference category. All marginal effect models control for socio-

economic and demographic characteristics.

Latino immigrants without a green card were 23.1% less likely to

have health insurance coverage, 9.2% less likely to be enrolled in

Medi-Cal, 9.3% less likely to have a usual source of care, and 8.4% less

likely to have a physician visit in the past year compared to Latino US

citizens. All these differences were significant. Latinos with a green

card were 4.8% less likely to have health insurance compared to

Latino US citizens (p < 0.01), but all other differences were nonsignifi-

cant. Importantly, the marginal effect models show no significant dif-

ferences in ED use in the past year among Latinos regardless of

citizenship and green card status.

Asian immigrants without a green card were 11.7% less likely to

have health insurance coverage, 8.9% less likely to be enrolled in

Medi-Cal, 11.6% less likely to have a usual source of care, and 11.0%

less likely to have a physician visit in the past year compared to Asian

US citizens (p < 0.01). No significant differences were observed

between Asian immigrants with a green card and Asian US citizens.

The marginal effect models show no significant differences in ED use

in the past year among Asians regardless of citizenship and green card

status.

3.3 | Estimated avoidance of Medi-Cal enrollment

Our results in Table 3 show two different scenarios estimated from

various surveys conducted by the Urban Institute that asked about

the avoidance of Medicaid enrollment among Latino and non-Latino

immigrants in California and at the national level. We tailored this

technique developed by immigration scholars to the specific case of

California and identified heterogenous avoidance rates between

Latino and Asian immigrants (See Appendix S1). We estimated the

number of immigrants likely to avoid Medi-Cal enrollment by multiply-

ing the number of Latino immigrants without green cards who were

enrolled in Medi-Cal (884,886) by the avoidance estimate (Table 3).

According to our estimation, the more conservative scenario (12.2%

avoidance) among Latino immigrants without a green card could have

resulted in approximately 107,956 Latino immigrants avoiding Medi-

TABLE 2 Predicted probabilities of health care access and use among Latino and Asian adults in California by citizenship and green card
status

Latinos Asians

Green card (95% CI) No green card (95% CI) Green card (95% CI) No green card (95% CI)

Has insurance �4.8 (�8.4, �1.3)** �23.1 (�27.8, �18.4)*** �2.0 (�5.2, 1.2) �11.7 (�19.7, �3.7)**

Medi-Cal 2.5 (�2.8, 7.9) �9.2 (�12.8, �5.5)*** 0.6 (�3.5, 4.7) �8.8 (�11.6, �6.1)**

USC �5.3 (�13.0, 2.4) �9.3 (�14.5, �4.1)*** �5.0 (�10.5, 0.5) �11.6 (�19.3, �3.9)**

Physician visit �5.3 (�10.6, 0.0) �8.4 (�13.2, �0.3)** �3.5 (�9.8, 2.9) �11.0 (�19.2, �2.8)**

ED use �4.3 (�10.2, 1.7) �4.2 (�8.1, 0.3) 1.0 (�4.7, 6.6) 2.6 (�8.4, 3.2)

Note: Average Marginal Effect models control for age, gender, marital status, employment status, education, income, self-reported health, years of US

residence and English proficiency are shown for individuals who are immigrants with and without a Green Card compared to US citizens. US Citizen is the

reference group. Medi-Cal is the Medicaid program of California.

Abbreviations: CI, confidence interval; ED, Emergency Department; USC, usual source of care.

*p < 0.05**; p < 0.01; ***p < 0.001.

Source: California Health Interview Survey, 2017–2020.

TABLE 3 Avoidance of Medi-Cal enrollment due to immigration fears among Latino and Asian adults in California without a green card

Avoidance rates
US citizen
w/Medi-Cal

Green card
w/Medi-Cal

No green card
w/Medi-Cal

More
conservative

Less
conservative

Latinos 12.2% 21.8%

Adults 18–64 years 2,227,974 516,358 884,886 107,956 192,905

Asians 6.0% 21.8%

Adults 18–64 years 513,081 163,963 21,570 1294 4702

Note: Avoidance rates estimated among NonGreen Card holders enrolled in Medi-Cal, the population subject to public charge rules. Avoidance rates were

estimated from analyses of the 2018 and 2019 Well-Being and Basic Needs Survey estimated by the Urban Institute. Medi-Cal is the Medicaid program of

California.

Source: California Health Interview Survey, 2017–2020.
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Cal enrollment due to fears of their immigration status being affected.

The less conservative scenario (21.8% avoidance) could have resulted

in 192,905 Latinos avoiding Medi-Cal enrollment (Table 3). Likewise,

we replicated this estimation using the number of Asian immigrants

without green cards who were enrolled in Medi-Cal (21,570), multi-

plying this number by the avoidance rate (Table 3). The corresponding

figure for Asian immigrants without a green card in the more conser-

vative scenario (6.0% avoidance) is 1294 potential Asian immigrants

avoiding Medi-Cal enrollment. The less conservative scenario (21.8%

avoidance) could have resulted in 4702 Asian immigrants avoiding

Medi-Cal enrollment due to fears of their immigration status being

affected (Table 3).

4 | DISCUSSION

Previous studies have estimated that millions of noncitizen immigrants

and their US born children have avoided enrollment in public benefit

programs, such as Medicaid, because of restrictive immigration poli-

cies, such as the 1999 public charge rule that is still in effect. These

fears were exacerbated in 2018 when the Trump administration

included Medicaid as one of the entitlement benefit programs that

was subject to a green card denial under an expanded definition of

the public charge rule. Despite the Biden administration's reversal of

these changes, immigrants are still fearful that their use of public ben-

efits could compromise their future application for a green card or a

visa. Our study provided a new way of estimating the potential avoid-

ance of Medicaid enrollment by focusing on nongreen card holders

instead of all noncitizen immigrants and estimating specific avoidance

rates for Latino and Asian immigrants to account for the heteroge-

neous impact of immigration fears across race and ethnicity.

In contrast with previous studies that have estimated the avoid-

ance of Medicaid enrollment due to immigration fears, our estimates

were lower than estimates calculated by previous studies for two rea-

sons. Previous research estimated the potential avoidance of Medic-

aid enrollment for all noncitizen adults and their US-born children

eligible for public benefits. In our study, we parsed out noncitizen

adult immigrants by green card status. This distinction is important

because the public charge rule is only applicable to noncitizen immi-

grants without a green card. Our results showed that in California, the

number of green card holders enrolled in Medi-Cal is very similar to

that of nongreen card holders among Latino immigrants. The number

of green card holders enrolled in Medi-Cal among Asian immigrants,

however, is more than seven times the number of nongreen card

holders. These figures suggest that including green card holders eligi-

ble for public benefits in our calculation, as has been done in previous

research,8,14 would have more than doubled the estimated number of

immigrant adults who avoided Medicaid.

A second reason why our estimates were lower than previous

studies is that we used different avoidance rates applicable to Latino

and non-Latino immigrants in California and nationwide estimated by

the Urban Institute. The avoidance ranges that we used are lower

compared to previous studies that applied the same rate to all

immigrants regardless of the state of residence or race and ethnic

background. California has a more inclusive immigration environment

that could likely lead to lower avoidance rates compared to other

states with exclusionary policies. Thus, our estimation offers a novel

and more precise way of quantifying the potential avoidance of Med-

icaid enrollment due to fears of immigration statuses being affected.

Our study also examines differences in race/ethnicity among

immigrants to study the differential impact of Medicaid avoidance due

to immigration fears. We analyzed the two largest immigrant popula-

tions, Latinos, and Asians, in California. We found that estimated

avoidance rates are more concentrated among Latino immigrants,

which can be related to socioeconomic and demographic differences

between Latino and Asian immigrants. Latino immigrants without a

green card are more likely to have lower incomes, lack a high school

degree, and not be proficient in English compared to Asian immigrants

without a green card. Latino immigrants are also more likely to have

lived in the United States for more than 15 years compared to Asian

immigrants. Consequently, the number of eligible Latino immigrants

without a green card who enrolled in Medi-Cal was 40 times as large

as the number of eligible Asian immigrants without a green card. Our

findings suggest that socioeconomic and demographic characteristics

and the overall distribution of the population by green card status and

Medi-Cal eligibility can partly explain the difference in the number of

Latino and Asian immigrants who could have avoided Medicaid enroll-

ment due to fears of their immigration statuses being affected.

Interestingly, despite the relatively large number of Latino immi-

grants without a green card who were enrolled in Medi-Cal, our mar-

ginal effects estimates still show important deficits in terms of access

to and use of health care. Latino immigrants without a green card

were significantly less likely to have a usual source of care or a physi-

cian visit compared to Latino US citizens. In contrast, differences in

terms of access to and use of health care between Latinos with a

green card and US citizens were nonsignificant. Likewise, our marginal

effects estimates showed significant differences by citizenship or

green card status among Asian adults in California, except for ED use,

where differences were nonsignificant.

These findings are likely related to the socioeconomic and demo-

graphic differences that our study highlights between the Latino and

Asian immigrant populations, which are more widespread among

immigrants without a green card. The worse patterns of health care

access and utilization among Latino immigrants without a green card

are more likely to amplify the pervasive impact of Medicaid avoidance

due to fears of having one's immigration status affected. Avoidance of

Medi-Cal coverage and lower access to and use of health care among

Latino immigrants may partly explain why 29% of Latinos without a

green card reported fair or poor health, which was more than twice

the share of Asian immigrants without a green card.

Our findings highlight the vulnerability of immigrants without a

green card, as they may lose their usual source of care, refrain from

seeking health care services, and forgo care. This situation can become

particularly harmful as the United States faces COVID-19, which has

disproportionately affected Latinos in California.27 The potential return

to the 2019 expanded public charge rule due to executive action or a
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judiciary decision is likely to worsen the existing health inequities

between immigrants without a green card and those with a green card

or US citizenship. The chilling effects would aggravate existing health

inequities that stem from citizenship, migratory status, and ethnicity. In

addition, they could discourage individuals from seeking care even in

the presence of COVID-19 symptoms and further worsen inequities.

Exclusionary immigration policies, such as the public charge rule,

could have both short- and long-term effects on the health and well-

being of immigrants, particularly those without a green card. Consid-

ering how little information exists about the implications of Medicaid

avoidance due to fears about immigration statuses being affected, our

study provides useful and timely evidence for the ongoing debate

about the impact of immigration policies that aim to restrict public

benefit use among immigrants and their implications on access to and

use of health care.

In 2021, California expanded Medi-Cal to undocumented Califor-

nians aged 50 and over, with plans of expanding to all undocumented

immigrants in California by 2024.23 As California expands Medi-Cal

eligibility to a large share of its immigrant population, policy makers

should be mindful that fears about immigration consequences of

Medi-Cal enrollment could continue to deter enrollment. Given the

ongoing confusion and mistrust among immigrant populations without

a green card, the expansion of Medi-Cal in California should be

accompanied by a robust public information campaign deployed by

trusted messengers to clarify to vulnerable households the benefits of

enrolling. Dispelling disinformation will help immigrant families regain

trust in the health care system.

4.1 | Limitations

We estimated two different Medicaid avoidance scenarios based on

responses to previous surveys. These estimates, however, are self-

reported, and real behavior may differ. Following previous research in

this area, our analyses assumed that study participants did not avoid

Medicaid enrollment before the survey period (2017–2020). If avoid-

ance of public benefits had occurred earlier, our study findings would

have underestimated the numbers of immigrants who avoided enroll-

ment because of fears of their immigration status. Although the use of

green card status is a more precise method to estimate potential Med-

icaid avoidance rates among adult immigrants, it has some limitations.

A few immigrants with green cards and naturalized citizens may be

unaware that public charge rules do not apply to them. Our study

focuses on adults ages 18–64 years, so it excludes children and older

adults living in mixed-status households who may be subject to chill-

ing effects. Thus, our estimation of Medicaid avoidance should be

interpreted as a lower bound of the potential number of adult immi-

grants who experienced chilling effects.

We did not include Black or non-Latino White immigrants in the

study since the analyses would be underpowered for immigrants with-

out a green card in these populations. We used a pooled cross-

sectional design, which limits the identification of year-on-year

changes in population flows.8,14 In addition, as in any observational

study, self-reported measures are subject to recall bias. Our method

for identifying green card status was based on reports of having per-

manent resident status or being a US citizen, which may lead to

some misclassification. Studies investigating the magnitude of this

misclassification in CHIS, however, have found it to be within

acceptable margins and homogenous across survey years.28 While

California has the largest immigrant population in the United States,

the study findings are applicable to this state, and the external valid-

ity is limited to other states where immigration environments and

policies may differ.

5 | CONCLUSIONS

The Biden administration's reversal of the Trump administration's

changes to the public charge rule was a critical first step to addressing

the fears of immigrants to public benefits enrollment. However, more

needs to be done to combat mistrust of the health care system and

insurance enrollment, particularly Medicaid enrollment. Even before

the Trump administration expanded the definition of public charge to

include recipients of Medicaid and SNAP, many immigrants and their

US-born children disenrolled from entitlement benefits for fear of

becoming ineligible for a green card. The effects of the public charge

rule and related exclusionary immigration policies continue to be asso-

ciated with health care inequities among immigrants. Future research

should study whether the societal costs of the current public-charge

rule in terms of reduced immigrants' access to health care are worth

paying in the long term.
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