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Essay Summary:

Immigrant children who entered the U.S. after August 22, 1996 faced many legal and cultural
barriers in accessing healthcare. The recent Children’s Health Insurance Program Reauthorization
Act (CHIPRA) gives states the option to provide Medicaid and CHIP coverage to eligible lawfully
residing immigrant children and pregnant women regardless of their date of entry into the U.S.

This essay identifies the existing system of access, outlines the obstacles faced by immigrant
children, and encourages healthcare leaders to correlate trends analyzing immigration rates,
migration patterns internally and primary care provider availability to their impact on access and
disparity issues among immigrant children. This essay discusses medical expenditure profiles, civic
contributions by immigrants and federal funding options as reasons for healthcare leaders to invest
resources in resolving this situation. Finally, this essay makes recommendations to healthcare
leaders about the key steps to successfully implement CHIPRA and reduce disparities in access
for immigrant children.
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What can we do? Future Focus Areas:
|
1) Look at best practices within USA 1) Measurs cost-effectiveness and sustainability of solutions intended to decrease disparities in healthcare access
2) Build partnerships with communities to develop culturally appropriate interventions2) Analyze and trend children immigrant status, insurance coverage status as well as healthcare expenditure costs
3) Seek creative ideas and work collaboratively to implement them 3) Research focus on restructuring provider payment in private and public markets
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Key Data:
Table 1

Simplified Guide to Immigration Status and Federal Eligibility for Medicaid and SCHIP

Immigration Status
Native citizen

Naturalized citizen

Lawful permanent resident

Refugee/asylee

Undocumented alien

Other lawfully present
immigrants

Definition
Born in the United States

Foreign-born, but became a U.S. citizen through
naturalization

Noncitizen with permission to live and work
permanently in the United States; has a
“green card”

Admitted to the United States because of fear of
persecution in the home country

Either entered the United States without permis-
sion or violated the terms of his or her visa

Includes foreign-born people with temporary
visas (for example, students, work visas, tourists),
persons granted temporary protected status,
applicants for asylum, and others with pending
immigration status

Source: Lessard and Ku, 2003

Program Eligibility Status
Eligible

Eligible

Under 1996 welfare law, those admitted after
August 22, 1996, are ineligible during their first
five years in the United States, but may receive
emergency medical treatment during this period.
Other immigrant-specific eligibility rules may
pertain even after the five-year period expires.

Eligible for at least first seven years in the
United States, under 1996 welfare law

Not eligible, but may receive emergency
medical care

Not eligible, but some may receive emergency
medical care

Immigraticn Rate, by Decade: 1820s through 2000s*
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Source: Passel and Cohn, 2008
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Recommendations:

Healthcare executives at all levels must be bold in their outlook and outreach to improve access for
the pediatric immigrant subpopulation, but also actively integrate other subpopulations not
mentioned in this essay.

First, Look Within:

The U.S. Health System, for all the criticism it has been receiving recently, is still renowned for best
practices, great quality and excellent outcomes. Healthcare leaders must look within their peer
group, as well as beyond, to identify those best practices and implement them wherever
applicable. Some potential practices have already been identified by CHIPRA and included as part
of its performance bonus option. However, there are many other such unique ideas that have been
implemented successfully all over the country (Cousineau and Farias, 2009; Flores et al., 2005;
Marx et al., 2009; Reid et al., 2009). For example, the Department of San Francisco Public Health
Department defined patient panels and automatic patient assignment for their community primary
care clinics and have seen an increase in physician satisfaction and improved access (Marx et al,
2009). As other states analyze the trends for influx in migrant populations, it would be highly
desirable to study those states that previously were havens for immigrants to study possible
solutions as well as prevent potential mistakes.

Second, Community Partnerships:

Any attempt to improve access or decrease disparities must focus on culturally appropriate
interventions. America is considered a land of immigrants, and the population mix is projected to
be increasingly diverse in the coming years. Therefore, efforts to integrate them into society,
especially healthcare, must be culturally appropriate as well. As healthcare leaders, it becomes
imperative that a focus on culturally appropriate practices be developed at an outreach level as
well as at the level of care provision. Identifying culturally appropriate solutions requires a
partnership with the specific community in question. For example, Lessard and Ku (2003)
recommend partnering with trusted community-based organizations (CBO) or community health
outreach workers. One example of such a partnership is the collaboration between the lllinois
Coalition for Immigrant and Refugee Rights and the state's Department of Human Services. The
two organizations work together to improve CBOs' capacity to promote immigrant access to public
health coverage and other services. Similarly, many Latino communities are served by community
health outreach workers called promotoras. Promotoras are typically immigrant community
volunteers who provide health education and outreach in homes and at farm labor camps (Lessard
and Ku, 2003).

Third, Creativity is the Key:

Healthcare leaders should proactively seek creative ideas and work collaboratively to implement
them. As described in this essay, language was a significant barrier for the immigrant pediatric
population in accessing services as well as receiving appropriate care. The solution may need to
be unconventional and creative to be successful. An option for outreach could be to focus on the
teen pediatric population who are avid social media users. Healthcare leaders at the local level
could collaborate to create a facebook page, in multiple languages if necessary, to raise
awareness of Medicaid, CHIP, safety net clinics, and so on. If Disney can target its ads to children
and thereby induce parents to bring their kids to Florida, is it wrong for healthcare leaders to use
media to educate the public about health services? Another creative solution could involve creating
a web-conference interpreter services by the State which could be accessed by any patrticipating
primary care physician.
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Conclusion:

Healthcare reform is advancing upon all of us like the proverbial tsunami, relentless in its approach
and unknowing in the depth of change that it will bring. Healthcare leaders and organizations seem
to be braced for its arrival with bated breath, yet the approach seems quintessentially wrong. Like
the palm tree, health services at the local, state and federal level, payors and providers alike, need
to bend to the force of the tsunami’s will. In its aftermath, like the same palm tree that will
straighten to calm waters or destruction, healthcare leaders need to analyze policies, trend future
issues and restructure the existing framework to implement policies effectively and efficiently,
ensuring the health of all Americans — current and future. In this essay, CHIPRA was analyzed
through a similar lens and a few recommendations have been made.

One of the major challenges in writing this essay and presenting this poster was the lack of
comprehensive data on the population of children who are legal immigrants, the group that is
targeted by both PRWORA and CHIPRA. Future research in this arena could focus on clearly
indicating the three categories of immigrant children and their insurance coverage status — those
who are recent legal immigrants, US born children with immigrant parents (authorized and not
authorized), and unauthorized children. This would enable healthcare leaders to focus their
resources in identifying and implementing policies aimed at addressing the issues faced by those
specific subpopulations. Additional areas for research could also include a focus on restructuring
provider payment in private and public markets and measuring the cost-effectiveness and
sustainability of solutions intended to decrease disparities in accessing healthcare for low-income,
immigrant populations.

This poster presentation has been made possible by funding and support from Children’s
Medical Center’s Dallas Emergency Services Department as well as the Johns Hopkins
Bloomberg School of Public Health’s Student Assembly.
| would like to thank my preceptors and colleagues at Children’s, my mentors at Hopkins,
and my family for their contributions in making this a cohesive research paper. Their
content matter expertise, support and feedback have been an invaluable resource as | learnt
about CHIPRA and the challenges that legal immigrant children faced.

Thank you!
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