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Health Care Expenditures of Immigrants in the United States:
A Nationally Representative Analysis
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The United States is a nation of immigrants. In
2000, the immigrant population of the United
States was 28.4 million, 10.4% of the total
population.1 In one of the most comprehensive
analyses to date on the costs and benefits of
immigrants to the US economy, the National
Research Council concluded that immigrants
add as much as $10 billion to the economy
each year and that immigrants will pay on
average $80 000 per capita more in taxes than
they use in government services over their lifetimes.2 The Social Security Administration estimates that workers without valid social security numbers contribute 8.5 billion dollars
annually to Social Security and Medicare. Such
workers, most of them immigrants, usually receive no eligibility credits for their contributions.3 Taxpayers and politicians in states such
as New York, California, Texas, Arizona, and
Florida have expressed concern about the
potential extra burden immigrants place on
their states’ health care systems,5–8 particularly
state welfare and Medicaid programs.9
Researchers from the Center for Immigration Studies have concluded that because immigrant labor has “limited value . . . in an
economy that increasingly demands educated
workers,” providing insurance to immigrants is
“at the taxpayer expense.”10 These views have
resulted in legislative initiatives such as California’s Proposition 181, which attempted (before it was ultimately overturned in court) to
bar undocumented immigrants from receiving
nonemergency health services.11 Similarly, the
1996 Personal Work and Responsibility Reconciliation Act made most legal immigrants
who entered the United States after 1996 ineligible for Medicaid for 5 years after entry.12
Although more recent surveys suggest that
public attitudes toward immigrants’ contributions, particularly with regard to economic
impact, are becoming more positive,13 public
fears after September 2001 may reverse this
trend.

Objectives. We compared the health care expenditures of immigrants residing in the United States with health care expenditures of US-born persons.
Methods. We used the 1998 Medical Expenditure Panel Survey linked to the
1996–1997 National Health Interview Survey to analyze data on 18 398 US-born
persons and 2843 immigrants. Using a 2-part regression model, we estimated total
health care expenditures, as well as expenditures for emergency department
(ED) visits, office-based visits, hospital-based outpatient visits, inpatient visits,
and prescription drugs.
Results. Immigrants accounted for $39.5 billion (SE = $4 billion) in health care
expenditures. After multivariate adjustment, per capita total health care expenditures of immigrants were 55% lower than those of US-born persons ($1139 vs
$2546). Similarly, expenditures for uninsured and publicly insured immigrants
were approximately half those of their US-born counterparts. Immigrant children had 74% lower per capita health care expenditures than US-born children.
However, ED expenditures were more than 3 times higher for immigrant children than for US-born children.
Conclusions. Health care expenditures are substantially lower for immigrants
than for US-born persons. Our study refutes the assumption that immigrants
represent a disproportionate financial burden on the US health care system.
(Am J Public Health. 2005;95:1431–1438. doi:10.2105/AJPH.2004.044602)
In this study, we used nationally representative data to compare the health care expenditures of immigrants and US-born individuals.

METHODS
Survey Instrument
We analyzed data from the Agency for
Healthcare Research and Quality’s 1998
Medical Expenditure Panel Survey (MEPS).
This survey is designed to provide nationally
representative estimates of expenditures and
health services for the US civilian noninstitutionalized population.14 To provide estimates
for specific priority populations, MEPS oversamples low-income families and ethnic minorities. MEPS data are compiled through information obtained from the Household
Component, the Medical Provider Component, and the Insurance Component of MEPS.
In the MEPS Household Component, respondents use a computer-assisted program to report sociodemographic characteristics, health
and functional status, use of medical care ser-
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vices, health insurance coverage, income, and
employment. The MEPS Medical Provider
Component supplements and validates information on medical care events reported in
the Household Component by contacting providers and facilities identified by household
respondents. The Medical Provider Component includes expenditure data from hospitals,
outpatient medical providers, home health
agencies, and pharmacies.
We analyzed total health expenditures during 1998, including expenditures for several
specific population subgroups and categories
of health care. MEPS defines expenditures as
the sum of payments for care provided during
1998. This figure includes payments such as
out-of-pocket payments, insurers’ payments,
and imputed payments for free care received
in public hospitals or clinics. The Agency
for Healthcare Research and Quality uses
weighted sequential hot-deck imputation15 for
any missing values (for a respondent with
missing data, values are imputed from the
nearest preceding respondent in the sequence
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who has similar characteristics and complete
information).16 MEPS combines facility and
physician expenses when tabulating emergency department, hospital-based outpatient,
and inpatient expenditures. Payments for
over-the-counter drugs and for alternative
medicine (e.g., acupuncture, chiropractic care)
are not included in MEPS. MEPS expenditure
estimates exclude costs for health care administration and institutionalized care. However,
after adjustment for these omissions, MEPS
estimates of national health expenditures substantially agree with those of the US Department of Health and Human Services’ National
Health Accounts.17
MEPS expenditure data include estimates
of free care and bad debt in public hospitals
or clinics. These imputed expenditure data
are designed to account for payments, made
from government budgets, that are not tied to
specific patients. However, MEPS expenditure
data do not cover uncollected liabilities, negotiated discounts, bad debt, and free care associated with private providers.15 By some estimates, US hospitals (public and private) write
off as much as $2 billion a year in unpaid
medical bills to treat illegal immigrants.18
Therefore, we performed a separate confirmatory analysis of MEPS total charges (rather
than expenditures) for health care, which include free care delivered at any site. Charge
variables should be interpreted with caution,
because they do not represent actual dollars
exchanged for services or the resource costs
of those services.15
To obtain data on the immigration status of
respondents, we combined the Household
Component file of the 1998 MEPS with the
1996–1997 National Health Interview Survey (NHIS), which asked respondents about
their place of birth. Each year, MEPS draws a
new panel from the previous year’s NHIS
sample. The NHIS includes self-reported data
on place of birth as well as on a variety of
other sociodemographic and household characteristics not included in the MEPS. As described elsewhere,19 NHIS and MEPS data
sets can be linked. In 1998, MEPS sampled
24 072 individuals and assigned positive
person-level weights for 22 953 individuals.
We were able to link 21 241 individuals in
the MEPS sample (18 398 US-born persons
and 2843 immigrants) with the NHIS sample.

Individuals sampled in MEPS were not linked
with the NHIS sample (or did not receive a
person-level weight) if they were not a member of an NHIS household at the time of the
1996–1997 NHIS interview but had entered
the household by the time of the MEPS interview (e.g., newborns; those returning from
military service, college, or travel; those newly
married or moving into a new household).
We found that when these files were
linked, 7.4% of the MEPS sample was omitted. This factor remains a limitation of the
MEPS–NHIS merge, because no weighting
adjustment was made for these missing individuals. Despite this limitation, the merging of
these 2 national data sets is an accepted
methodology.20 An individual was defined as
US born if he or she was born in one of the
50 states or the District of Columbia. All others were classified as foreign born. Foreignborn persons included naturalized citizens,
permanent residents, visa holders, refugees,
and undocumented immigrants. However,
data on specific resident categories were not
provided in the NHIS. For the purposes of
this study, the terms “foreign born” and “immigrant” were considered to be synonymous.

Statistical Analysis
To obtain nationally representative estimates, we used person-level weights (which
reflect population distributions and account
for each household’s probability of selection),
ratio adjustment to national population estimates at the household level, and adjustment
for nonresponse. Because population estimates may be unstable if cells have fewer
than 100 respondents, we combined such
small cells with other subgroups for our
analyses.21 To obtain estimates of variability,
we used a Taylor Series estimation approach
with the SUDAAN software package.22 We
performed χ2 analyses to examine the distribution of categorical variables among immigrants and US-born persons. We used t tests
to compare mean per capita health expenditures among groups.
To obtain estimates of health expenditures
adjusted for potential covariates, we used the
Rand Health Insurance Experiment 2-part regression model.23–25 This model is used to analyze heteroscedastic and highly skewed data
such as health care expenditures (many peo-
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ple report no health care expenditures). The
model uses an initial multivariate logistic regression to predict the probability of having
any expenditure. This probability is multiplied
by the predicted log-transformed expenditure
of any individual with nonzero expenditures
(as determined from a multivariate linear regression model of individuals with nonzero
expenditures). For this 2-part model, we used
SUDAAN statistical software, which allows
adjustment for complex survey design.
Covariates in the 2-part model included
the following: age (analyzed as both a continuous and a categorical variable), gender,
race/ethnicity, family income (dichotomized
as either < 200% or ≥ 200% of the federal
poverty level [FPL]), education, insurance
status, self-reported health status, residence
in a metropolitan statistical area, and geographic region. In preliminary models, we
found that after adjustment for other covariates, gender, education, geographic region,
and metropolitan statistical area were no
longer significant predictors of health care
expenditures, nor did they improve the
model fit. They were therefore excluded,
leaving the following covariates in the final
regression models to predict expenditures:
age (as a continuous variable), race/ethnicity,
insurance status, family income, and selfreported health status. Additionally, we explored the possibility of interactions of the
covariates with immigrant status. We found
a significant interaction between immigrant
status and race/ethnicity, and therefore included an interaction term in the multivariate
regression analyses.
As in other studies,26,27 we used smearing
factors to retransform the final estimates28,29
and calculated standard errors for predicted
expenditures, using bootstrapping with 2000
iterations.30 We also conducted a stratified regression analysis of health care expenditures
by insurance status and income, again controlling for the other covariates in the model.
We opted to perform these stratified analyses
because income and insurance status are important predictors of health service use.
We also performed a subgroup analysis of
government payments (Medicare, Civilian
Health and Medical Program of the Uniformed Services of the United States
[CHAMPUS], Civilian Health and Medical
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TABLE 1—Demographic and Health Characteristics of US-Born Persons and of Immigrants
Residing in the United States: 1998
US-Born Persons,
% (n = 18 398)a

Immigrants,
% (n = 2843)b

Age, y
Birth–11

<.0001
16.7

3.0

12–17

9.7

4.4

18–44

38.8

55.5

45–64

22.0

25.9

≥ 65

12.9

11.3

Male

48.5

49.7

Female

51.5

50.3

White

77.4

28.4

Black

Gender

NS

Race/ethnicity

<.0001
13.1

6.0

Hispanic

7.8

42.6

Asian/Pacific Islander

1.1

23.0

74.9

58.1

Insurance status
Any private

<.0001

Public only

15.0

17.3

Uninsured

10.0

24.6

12.0

16.1

Family income as % of federal poverty level
Poor (< 100)
Near-poor (100 to < 125)

<.0001
4.0

5.7

Low (125 to < 200)

12.7

17.8

Middle (200 to < 400)

32.7

29.9

High ( ≥ 400)

38.6

30.6

Excellent

35.1

29.2

Very good

31.2

30.4

Good

22.9

27.6

Heath status

.03

Fair

7.8

9.7

Poor

3.1

3.2

4.8

18.3

Grades 8–12

46.8

38.1

> Grade 12

48.2

43.2

Northeast

18.4

24.9

Midwest

25.1

9.3

South

36.3

23.0

West

20.2

42.8

Yes

78.9

95.1

No

21.1

4.9

Education (among adults)
< Grade 8

P

<.0001

Region of country

<.0001

Residence in metropolitan statistical area

<.0001

Note. NS = nonsignificant. Data are from the 1998 Medical Expenditure Panel Survey and the 1996–1997 National Health
Interview Survey.
a
Total US-born population = 229 million.
b
Total immigrant population = 25 million.
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Program of the Veterans Administration
[CHAMPVA], Tricare, Medicaid, and other
public hospital/physician coverage) by using a
2-part multivariate regression model similar
to that described in this section.
Because children’s health care use differs
from that of adults and is of particular policy
interest,26,31,32 we performed separate analyses comparing immigrant children (n = 276)
with US-born children (n = 5657) younger
than 18 years. For children, we also used a
2-part model regression analysis similar to
that described in this section, controlling for
age, race/ethnicity (including a term capturing the interaction of race/ethnicity with immigrant status), poverty level, insurance status, and functional status. In our model for
children, we included 2 variables that have
been used as surrogates for a child’s functional status20,26: (1) whether a child resists
illness well (reported by a parent) and
(2) whether a child performs age-appropriate
tasks (also reported by a parent).

RESULTS
In 1998, immigrant health care expenditures were $39.5 billion (SE = $4.0 billion),
or 7.9% of the US total. This figure included
$25.0 billion (SE = $3.4 billion) in payments
made by private insurers on behalf of immigrants, $2.8 billion (SE = $0.4 billion) paid
directly by immigrants, and $11.7 billion
(SE = $1.7 billion) paid by government
sources. US-born individuals (90% of the
population) accounted for 93% of private
insurer expenditures and 92% of both government and out-of-pocket payments.
We found that immigrants differ from USborn persons in demographics, unadjusted
per capita health expenditures, and adjusted
health expenditures. Demographic data are
presented in Table 1. Immigrants overall were
younger, although the immigrant population
contained a lower proportion of children than
did the US-born population. In addition, compared with US-born persons, immigrants had
lower incomes and educational attainment
and lower self-reported health status, and
were more likely to live in the West, the
Northeast, and urban regions.
Unadjusted per capita total health care expenditures were lower for immigrants than
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TABLE 2—Unadjusted Per Capita Health Care Expenditures of US-Born Persons and
Immigrants Residing in the United States: 1998.
Per Capita Expenditures, $

Age, y***
0–11***
12–17***
18–44*
45–64**
≥ 65
Gender***
Male**
Female
Race/ethnicity***
White
Black
Hispanic
Asian/Pacific Islander
Insurance status***
Any private
Public only
Uninsured
Family income as % of federal poverty level
< 200***
≥ 200
Health status***
Excellent/very good/good*
Fair/poor**
Education (adults only)***
< Grade 8
Grades 8–12***
> Grade 12
Region of country*
Northeast
Midwest
South
West
Residing in metropolitan statistical area ***
Yes*
No
Total sample, mean expenditures***

US-Born Persons (SE)

Immigrants (SE)

573 (34)
932 (65)
1408 (61)
2716 (105)
5247 (222)

291 (66)
220 (51)
994 (158)
1833 (196)
4776 (745)

1703 (67)
2290 (71)

1244 (131)
1916 (246)

2153 (59)
1632 (136)
1184 (109)
1776 (853)

2351 (338)
1539 (374)
1233 (150)
1295 (347)

1906 (54)
3447 (192)
629 (59)

1711 (213)
2749 (364)
459 (66)

2189 (100)
1932 (57)

1419 (180)
1687 (206)

1469 (38)
6449 (298)

1167 (124)
4465 (730)

5186 (535)
2479 (95)
2184 (86)

1804 (261)
1483 (190)
1831 (287)

1971 (161)
2034 (74)
2.032 (94)
1952 (68)

1650 (242)
1550 (564)
1758 (216)
1454 (271)

1964 (57)
2158 (105)

1563 (155)
1935 (499)

2005 (50)

1582 (149)

Note. Data are from the 1998 Medical Expenditure Panel Survey and the 1996–1997 National Health Interview Survey.
*P < .05; **P < .01; ***P < .001 (for comparison between immigrants and US born).

for the US born across all age groups (the
difference for those 65 years and older was
not statistically significant) (Table 2). For example, per capita expenditures of immigrant
children younger than 12 years were 49%
lower than those of US-born children, and ex-

penditures of immigrant children aged 12 to
17 years were 76% lower than those of USborn adolescents. The differences in expenditures between immigrants and nonimmigrants
were substantially greater for men than for
women. Poorer immigrants and immigrants
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with government insurance had lower expenditures than did the poorer US born and the
US-born publicly insured.
In Figure 1, we present percentile distributions of total health care expenditures, comparing US-born persons and immigrants. Total
health care expenditures for both groups
were highly skewed. The median total expenditure for health care was $1563 for US-born
persons versus $1163 for immigrants (P <
.0001). For all deciles shown, health care expenditures for US-born individuals were significantly higher than those for immigrants. In
the lowest 3 deciles of health care expenditures, immigrants had no reported expenses.
In the top decile, US-born individuals had expenditures that were $1342 higher than
those for immigrants in 1998.
In our 2-part multivariate logistic regression model, immigrants had a lower probability of expenditures and a lower probability of
expenditures for emergency care, office-based
visits, and prescription medications than USborn persons (data not shown).
Adjusted expenditures were lower for all
immigrants than for all US-born persons
across all expenditure subgroups (Table 3).
Health care expenditures for immigrants averaged $1139 per person in 1998, compared with $2546 for US-born persons
(P < .0001). Immigrants also had lower adjusted expenditures for emergency care, office-based visits, outpatient visits, inpatient
visits, and prescription drugs. Our confirmatory analysis of charges rather than expenditures found virtually identical trends (data
not shown).
We also performed a multivariate analysis
of health care expenditures stratified by insurance status and income. Per capita total expenditures of insured immigrants (those with
any private or public insurance) were 52%
lower than those of insured US-born individuals; expenditures for uninsured immigrants
were 61% lower than those for the US-born
uninsured. In a subgroup analysis limited to
persons with public coverage, per capita expenditures of publicly insured immigrants
were 44% lower than those of US-born persons who were publicly insured ($2774 [SE =
$231] vs $4963 [SE = $189]; P < .0001). Expenditures of higher-income immigrants
(those with incomes ≥ 200% of the FPL)
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Hispanic Whites, non-Hispanic Blacks, and
Hispanics were lower than those for US-born
individuals from these groups.

DISCUSSION

Note. Dollar figures are for median total health care expenditures within each decile.

FIGURE 1—Percentile distributions of total 1998 health care expenditures of US-born
persons and immigrants residing in the United States in 1998.

were 53% lower than those of higher-income
US-born persons; health care expenditures of
lower-income immigrants (those with incomes
< 200% of the FPL) were 60% lower than
those of lower-income US-born individuals.
Similar patterns were seen in analyses of expenditures for emergency care, office-based
visits, outpatient visits, inpatient visits, and
prescription drugs stratified by insurance and
income status.
Immigrant children were much more
likely than US-born children to be uninsured
(29% vs 9%, P < .0001) or publicly insured
(31% vs 20%, P < .0001). However, immigrant children’s rates of public coverage
were disproportionately low compared with
the same children’s poverty rates; 43% of
immigrant children lived in low-income families, compared with 23% of US-born children (P < .0001).
Results of the unadjusted and adjusted
models for children are shown in Table 3. Expenditures for total health care, office-based
visits, outpatient visits, inpatient visits, and
prescription drugs were markedly lower for
immigrant children than for US-born children.
However, per capita emergency department

expenditures were more than 3 times higher
among immigrant children than among USborn children.
We performed a stratified analysis by insurance status and income of children’s
health care expenditures. Health care expenditures for insured immigrant children were
60% lower than those for insured US-born
children. Health care expenditures for uninsured immigrant children were 86% lower
than those for uninsured US-born children.
Expenditures among higher-income immigrant children were 53% lower than those
among higher-income US-born children. Expenditures of immigrant children in lower-income brackets were 84% lower than those of
lower-income US-born children.
We also estimated health care expenditures
among all US-born persons and immigrants
according to race/ethnicity. As shown in
Table 4, after multivariate adjustment, nonHispanic Whites had the highest per capita
expenditures, whereas Hispanics and Asians
had the lowest per capita expenditures.
Health care expenditures were similar for USborn and immigrant Asians. In contrast, adjusted health expenditures for immigrant non-
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Immigrants have less access to health care
and less health care use than do US-born individuals, as reflected in their lower health
care expenditures. Studies have shown that
insurance coverage increases access to care
and thus utilization of care, as well as improving health outcomes.33–35 In our study, we
found that per capita health care expenditures for immigrants in 1998 were far lower
than expenditures for the US born. In addition, among adults and children enrolled in
publicly financed insurance programs, immigrants had lower per capita publicly-financed
health care expenditures than did the US
born. We also found grave disparities in expenditures among most racial/ethnic groups,
particularly among immigrants who were
non-Hispanic White, non-Hispanic Black, or
Hispanic.
When stratified by age, immigrants in
every age group but 65 years and older had
health care expenditures that were 30% to
75% lower than those for US-born persons.
Disparities among children were greatest, particularly among adolescents 12–17 years old.
Combined with our finding of higher per capita emergency department expenditures for
immigrant children, our data suggest that access to routine and ongoing care may be especially problematic for immigrant children.
These findings are consistent with those of a
1999 study using NHIS data36 that showed
foreign-born children were 5 times more
likely than US-born children to lack a usual
source of health care.
Ku and Matani37 found that noncitizen children were less likely than citizen children to
have made both ambulatory and emergency
department visits. Like Ku and Matani, we
found a significantly lower mean number of
emergency department visits among immigrant children than among US-born children
(data not shown); however, per capita emergency department expenditures for immigrant
children were significantly higher because immigrant children’s costs per visit were much
higher. This finding suggests that immigrant
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TABLE 3—Unadjusted and Adjusted Mean Per Capita Health Care Expenditures for All Ages
and Subgroup Analysis for Children: 1998
Per Capita Expenditures, $
a

Childrenb

All Ages
US Born (SE)

Immigrant (SE)

US Born (SE)

Immigrant (SE)

2005 (50)
2546 (38)

1582 (149)**
1139 (62)***

704 (32)
1059 (11)

249 (43)***
270 (22)***

63 (3)
91 (1)

42(8)*
33 (1)***

42 (3)
18 (1)

32 (10)
45 (3)***

432 (13)
410 (5)

323 (26)***
209 (11)***

189 (13)
215 (2)

65 (18)***
63 (5)***

228 (10)
241 (3)

231 (53)
102 (3)*

66 (8)
84 (1)

29 (14)*
25 (2)***

647 (36)
932 (22)

537 (94)
634 (44)***

100 (14)
167 (1)

7 (6)***
16 (1)***

310 (9)
507 (10)

195 (14)***
159 (11)***

65 (3)
86 (1)

25 (7)***
24 (2)***

Total health care
Unadjusted
Adjusted
Emergency department
Unadjusted
Adjusted
Office visits
Unadjusted
Adjusted
Outpatient visits
Unadjusted
Adjusted
Inpatient visits
Unadjusted
Adjusted
Prescription drugs
Unadjusted
Adjusted

Note. Data are from the 1998 Medical Expenditure Panel Survey and the 1996–1997 National Health Interview Survey.
a
For all age groups, mean per capita expenditures were predicted by a 2-part model with adjustments for age, ethnicity, poverty
level, insurance status, patient-reported health status, and a term for the interaction of immigrant status and ethnicity.
b
For children, mean per capita expenditures were predicted by a 2-part model with adjustments for age, race/ethnicity,
poverty level, insurance status, parent-reported health status (whether a child resisted illness well and whether a child
performed age-appropriate social roles), and a term for the interaction of immigrant status and ethnicity.
*P < .05; **P < .01; ***P < .001 (for comparison with US born).

TABLE 4—Adjusted Per Capita Health
Care Expenditures Among US-Born
Persons and Immigrants of All Ages,
by Race/Ethnicitya
Per Capita Expenditures, $
Race/Ethnicity
Non-Hispanic White
Non-Hispanic Black
Hispanic
Asian/Pacific Islander

US–Born
Persons (SE)

Immigrants
(SE)

3117 (40) 1747 (115)***
2524 (80) 1030 (123)***
1870 (60)
962 (53)***
1460 (198) 1324 (82)

Note. Data are from the 1998 Medical Expenditure
Panel Survey and the 1996–1997 National Health
Interview Survey.
a
Mean per capita expenditures were predicted by a
2-part model with adjustments for age, poverty level,
insurance status, and patient-reported health status.
***P < .001 (for comparison with US born).

children may be sicker when they arrive at
the emergency department. The higher emergency department expenditures we found for
immigrant children probably reflect poor access to primary care (as evidenced by such
childrens’ low outpatient, office-based visit
health expenditures).
Some of our findings may be explained by
the limits that the 1996 welfare reform legislation38,39 imposed on immigrants’ eligibility
for government health services. The Personal Responsibility and Work Opportunity
Reconciliation Act12 and the Illegal Immigration Reform and Immigrant Responsibility
Act40 substantially restricted recent immigrants’ eligibility for Medicaid and other
public benefits.
Before 1996, all legal permanent residents
and other legal immigrants had the same access to public benefits, including Medicaid, as
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did US citizens. However, welfare reform and
other policies established a 5-year ban on
Medicaid eligibility for nonrefugee immigrants entering the United States after August 1996. The reform also stated that the
income of immigrants’ sponsors would be
counted in determining eligibility and that
sponsors could be held financially liable for
public benefits used by immigrants. These
policies created confusion about eligibility
and appeared to lead even eligible immigrants to believe that they should avoid public programs. Even in states that have attempted to continue public insurance for
immigrants, lack of awareness of eligibility
for these programs remains a problem.41
Our findings remained robust even after
adjustment for health insurance status, suggesting that immigrants compared with the
US born, face additional unmeasured access
barriers, including cultural and linguistic barriers.42–44 As an example 1 study at an innercity clinic found that 1 in 9 immigrant parents reported that they had not brought their
children in for care because they felt that the
medical staff did not understand Latino culture.45 Additionally, among the 5–10 million
immigrants residing in the United States who
are undocumented, fear of deportation is a
barrier.46
Our finding of lower health care expenditures among immigrants cannot be explained
by free care. The MEPS captures free care
(and bad debt) in public (but not private) institutions as expenditures; the MEPS captures
free care at any site as a charge. Our chargebased analysis yielded results very similar to
those of our primary, expenditure-based analysis, indicating that adjustment of expenditure
data for free care at private institutions would
not change our results. This conclusion is also
supported by a recent study that found no relationship between a state’s uncompensated
care burden and its percentage of noncitizen
immigrants.47 The deficit of care among immigrants is probably not because of less need;
immigrants in our study had slightly worse
self-reported health than US-born persons.
Several limitations of this study should be
noted. First, because the 1998 MEPS, like
the 2000 US census,1 did not ask about immigration or citizenship status, we could not
distinguish between naturalized citizens and
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other immigrant groups. Thus, our immigrant category included many Europeanborn persons who resided in the United
States for decades, had already become US
citizens, and had fully assimilated into US
culture and the US economy and health care
system. Had we been able to exclude such
immigrants, we would probably have found
greater disparities. Similarly, we could not
specifically identify undocumented persons,
whom we suspect have the lowest health
care expenditures.
Our study also could not capture health
care expenditures outside the United States,
where some immigrants may travel to obtain
care or prescription drugs. For example, immigrants near the Mexican border may obtain
medications from pharmacies in Mexico.
However, these omitted out-of-country expenditures could not be viewed as a burden on
the US health care system. MEPS also omits
expenditures for medical care received by
institutionalized persons (including nursing
home residents) and for nonprescription
drugs. Studies have consistently found that
racial/ethnic minority populations reside
in nursing homes less often than do nonHispanic Whites.48
Our findings show that widely held assumptions that immigrants are consuming
large amounts of scarce health care resources
are invalid; these findings support calls to repeal legislation proposed on the basis of such
assumptions. The low expenditures of publicly insured immigrants also suggest that policy efforts to terminate immigrants’ coverage
would result in little savings. In addition,
lower health care expenditures by immigrants
suggest important disparities in health care
use, especially for children. Immigrant children will grow up to become a major segment of the US workforce in the coming
years. Ensuring access to health services
needed for proper growth and development
should be a national priority. Policies that
may improve immigrants’ access to care include providing interpreter services, ending
restrictions on Medicaid and State Children’s
Health Insurance Program eligibility, improving employer-provided coverage for immigrant workers, and implementing universal
national health insurance.49 Our study lends
support to these and other initiatives aimed at

reducing and ultimately eliminating disparities in access to and use of health services.

6. The costs of illegal immigration to Arizonans: a
report by the Federation for American Immigration Reform, June 2004. Available at: http://www.fairus.org/
news/NewsPrint.cfm?ID=2442&c=55. Accessed May
3, 2005.
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