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Abstract 

Three Essays on Immigration and Social Policy  

Tsewang Rigzin 

 

This dissertation consists of three papers at the intersection of social policy and 

immigration. The first paper analyzes the impact of immigrant welfare exclusion on government 

social spending at both an aggregate and specific social program level, using cross-national social 

expenditure panel data from 21 Organization for Economic Co-operation and Development 

(OECD) countries between 1990 and 2015, and taking advantage of the significant variation in 

welfare exclusivity across OECD countries by year. The second paper utilizes the variation in 

states’ response to the Affordable Care Act’s Medicaid expansion to investigate its effects on low-

income immigrants’ inter-state mobility, specifically in-migration and out-migration. Finally, the 

third paper utilizes data from the National Survey of Children’s Health to examine the effect of 

the announcement of the Trump administration’s revised Public Charge rule on insurance coverage 

and other health outcomes for children of immigrant parents. 
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Introduction 

Immigration has become a prominent and divisive issue in many wealthy countries’ policy 

and political debates as the number of immigrants rises and the possibility of more immigration 

looms. This debate is further intensified by the increasing prevalence of nationalism and nativism 

in many immigrants receiving countries, which resulted in immigrants being misunderstood, 

scapegoated, and discriminated against. Consequently, social policies towards immigrants vary 

greatly, with some countries being more inclusive while others explicitly exclude immigrants or 

specific groups from social programs. The implications of these inclusionary or exclusionary 

policies on the state's treasury and immigrants' well-being are essential to understand, with 

practical policy implications. This thesis comprises three essays at the intersection of immigration 

and social policy, one within a cross-national context and two within the context of the United 

States. 

The first paper, “It ain't about the money: A cross-country study on fiscal implications of 

immigrant exclusion,” studied the effect of immigrant welfare exclusion on government social 

spending at an aggregate and specific social program level, including expenditures on family 

benefits, pension expenditure, disability benefit expenditure, public health expenditure, and 

unemployment expenditure. I used social expenditure panel data from 21 OECD countries 

covering 26 years (1990 to 2015) and the newly constructed Immigrant Exclusion from Social 

Programs Index (IESPI) to investigate this question. The results from this paper suggest that 

immigrant exclusion does not have a significant fiscal effect and, therefore, should not be defended 

on the grounds of its fiscal implications. The results also suggest that the overall exclusion index 

has no statistically significant association with the proportion of the foreign-born population in the 

host country. 
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The second paper, “Magnet or Myth? Medicaid Expansion Through the Affordable Care 

Act and Interstate Mobility of Low-income Immigrants,” examined the impact of the Affordable 

Care Act (ACA) associated expansion of Medicaid on the interstate migration of low-income 

immigrants. I used individual-level data from the American Community Surveys from 2009–2018 

to study this question. The results from the Difference-in-Differences analysis indicate that the 

expansion of ACA in some states has no statistically significant increase in in-migration and 

decrease in out-migration among the low-income immigrant population. This finding suggests that 

expanding ACA does not incur the large-scale added cost associated with increased in-migration 

of low-income immigrants. The results were robust to various robustness tests, including alternate 

policy variables of overall states' Medicaid generosity index. 

Lastly, the third paper, “A Future at Risk: Chilling effect of Revised Public Charge Rule 

on Access to Healthcare Among Children of Immigrant Parents,” investigates the effect of the 

revised public charge rule announcement on access to healthcare and other health-related outcomes 

of children with foreign-born parents. I used individual-level data from the National Survey of 

Children's Health 2016-2020 to investigate this question. The results indicate that the Trump 

administration's revised public charge rule announcement is associated with reduced government-

sponsored insurance coverage, an increased likelihood of avoiding necessary healthcare, a higher 

risk of being uninsured, and decreased access to preventive care among children with foreign-born 

parents. The effects were more pronounced among foreign-born children of foreign-born parents. 
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Paper 1: It Ain't About the Money: A Cross-country Study on Fiscal 

Implications of Immigrant Exclusion 

1.1 Abstract 

One widely held argument favoring less inclusive policies toward immigrants is that 

exclusionary policies reduce the fiscal burden of immigration. This paper uses social expenditure 

panel data from 21 OECD countries covering 26 years (1990 to 2015) and leverages substantial 

variation in welfare exclusivity across OECD countries by year to study the effect of immigrant 

welfare exclusion on government social spending at an aggregate and specific social program 

level. Using the newly constructed Immigrant Exclusion from Social Programs Index (IESPI), we 

first study the association between exclusionary policies and total social expenditure and then 

estimate the association between specific programs and corresponding public expenses, which are 

divided into five categories: expenditures on family benefits, pension expenditure, disability 

benefit expenditure, public health expenditure, and unemployment expenditure. The results of the 

analysis suggest that immigrant exclusion does not have a significant fiscal effect and, therefore, 

should not be defended on the grounds of its fiscal implications. These results also suggest that the 

overall exclusion index has no statistically significant association with the proportion of the 

foreign-born population in the host country.  

 

Keywords: Immigration, Immigrant access to social welfare programs, Government social 

spending, Immigrant fiscal burden hypothesis.  
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1.2. INTRODUCTION 

In recent decades, immigration has become a major source of population growth in many 

rich countries. For example, between 1990 and 2015, the share of foreign-born increased nearly 

four-fold in Italy (from 2.5% to 9.7%), more than three-fold in Norway (from 4.5% to 14.2%); by 

80% in Germany (7.5% to 13.5%), and over 70% in the United States (7.9% to 13.5%) (OECD, 

2013). Across countries, immigrants encounter a diverse set of social policies. Some host countries 

have programs that are inclusive of immigrants (e.g., Canada, Norway, Sweden), while others have 

policies that explicitly exclude immigrants or certain groups of immigrants from a range of social 

programs (e.g., the U.K., the U.S., Switzerland).  

One widely held argument favoring less inclusive policies towards immigrants is that 

exclusionary policies reduce the fiscal burden of immigration. Yet, there is not much research that 

has empirically investigated this argument. Extant research has studied the impact of immigration 

on public expenditure in general and social expenditure in particular (see, e.g., Huddle & Simcox, 

1994; Fix & Passel, 1994; Borjas and Hilton, 1996; Rodrik, 1998; Marcelli et al., 1998; Lee & 

Miller, 1998, 2000; Soroka et al., 2006, 2015; Meinhard & Potrafke, 2012; Geston & Rajaguru, 

2013; Xu, 2017; Blau et al., 2017; Fenwick, 2019). Several researchers have examined the impact 

of inclusive policies on immigrants' integration (e.g., Kahanec et al., 2013; Zhu & Xu, 2015; 

Condon, Flindra & Wichowsky, 2015). But there is much less research on the fiscal effects of 

specific policies and none using cross-national panel data. 

Our paper aims to study the effect of immigrant welfare exclusion on social spending. To 

do so, we study the fiscal consequences of policies towards immigrant inclusion or exclusion from 
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social programs using data from 21 OECD countries covering 25 years, 1990-2015.1 We take 

advantage of the variation in the degree of social policy exclusion across countries by year and use 

models with country and year fixed effects to estimate its association with social expenditures. We 

distinguish between overall exclusion and variation across program types.  

This research is important because if immigrant inclusionary policies have significant 

(adverse) fiscal impacts, they may not be sustainable in the long run. Further, if immigrant 

inclusionary policies encourage the influx of low-skilled immigrants, who are more likely to 

receive social programs, it may accentuate adverse fiscal impacts. However, if immigrant 

exclusion has no or marginal fiscal effects, it would increase the administrative cost of 

implementing programs that distinguish between native-born and immigrant populations, create 

discriminatory policies towards immigrants, and hamper immigrant integration by both treating 

them differently and restricting their access to social programs and would in turn lower immigrant 

productivity and long-term tax contributions (National Research Council, 1997; Blau et al., 2017).  

Immigrant exclusion from social programs and policies affects social expenditures via 

several direct and indirect channels, with varying long-term and short-term impacts. The effects 

also differ by program type. In general, between two countries with similar economies, similar 

social welfare and tax systems, and similar demographics and immigrant characteristics, the 

country with a more exclusive set of safety-net programs, in particular cash transfer programs, will 

likely spend a lower proportion of its GDP on these programs in the short run. Further, if more 

exclusionary policies discourage the immigration of populations that are more likely to receive 

social benefits, their fiscal cost would be lower. In periods of high immigration, inclusionary 

 
1 These countries are: Australia, Austria, Belgium, Canada, Denmark, Finland, France, Germany, Iceland, Ireland, 

Italy, Luxembourg, Netherlands, New Zealand, Norway, Portugal, Spain, Sweden, Switzerland, United Kingdom and 

the United States. 
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policies may also increase pressures on host country finances, resulting in countries paring down 

their welfare systems and lowering overall costs. Fiscal pressures would be weaker if social 

programs are contributory and stronger if social programs are tax-based. In such a scenario, 

immigrant inclusion may cause weaker social welfare systems, in turn lowering social 

expenditures. 

Importantly, the fiscal impact of inclusionary policies will differ by program type. Certain 

means-tested programs could induce behaviors expected to increase dependence on welfare, which 

will increase long-term dependence. Access to certain other types of programs may reduce public 

expenditures. For instance, access to public healthcare and health insurance may reduce healthcare 

expenditures by ensuring timely healthcare and thus avoiding expensive emergency public 

healthcare generally available to immigrants in most OECD countries (Ku & Matani, 2001; 

Mohanty et al., 2005; Sommers, 2013). Public health insurance may also reduce participation in 

means-tested programs, as found in studies in the U.S., where Medicaid expansions under the 

Affordable Care Act increased immigrant access to public health insurance, reduced participation 

in Supplemental Security Income,2 and increased labor force participation (Burns and Dague, 

2017; Soni, Burns, Dague, and Simon, 2017; Muchomba and Kaushal, 2021).  

Further, immigrant inclusion in certain programs will have negligible cost implications if 

immigrants are less likely to use them. This applies to public healthcare because immigrants are 

generally healthier and younger than native-born citizens and therefore have lower healthcare 

utilization (Antecol & Bedard, 2006; Kennedy et al., 2015; Riosmena, Kuhn, & Jochem, 2017).  

This also applies to public pension programs. Because immigrants, on average, are younger than 

 
2 In the US, participation in Supplemental Security Income involves a long and arduous process of disability 

establishment. But adults receiving SSI are automatically eligible for Medicaid (Burns and Dague, 2017; Soni, Burns, 

Dague, and Simon, 2017). 
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native-born citizens, their inclusion in contributory public pension schemes may create fiscal 

windfalls on account of contributions for several years before immigrants begin to receive any 

benefits. In short, the effect of immigrant inclusivity on public expenditures differs across 

programs. In the empirical analysis, we estimate these effects across programs and expense types. 

In the long run, more inclusionary policies will likely increase immigrant integration, 

enhancing immigrant productivity and contributions to the economy and the state treasury, and 

reducing immigrant dependence on welfare, thus lowering social expenditure. While inclusionary 

policies' long-term impacts are important, our study is confined to short-term impacts due to data 

limitations. In defense, we argue that short-term impacts are important as these impacts influence 

policies and that our research design increases the probability of finding the cost-saving effects of 

exclusionary policy approaches. 

The fiscal effect of immigration on countries with similar degrees of inclusivity may differ 

depending on the overall generosity of their social programs. In our empirical analysis, we apply 

country-fixed effects to control for time-invariant differences in social programs across countries. 

Further, year-fixed effects capture the effect of factors that may be influencing social expenditures 

globally (e.g., the 2008 financial crisis or the Great Recession that increased social spending in 

OECD countries). 

This research is hampered by the fact that policies on immigrant exclusion from social 

benefits are likely endogenous to immigration trends as well as social expenditures. Countries 

experiencing large-scale emigration may adopt exclusionary policies to limit the effect of 

immigration on social expenditures. Further, immigrant exclusion from social benefits could be 

impacted by the welfare regime (e.g., welfare expenditure). While we cannot directly address the 

endogeneity, we estimate models using lagged policy variables and control for the foreign-born 



8 

 

share in the population and overall government revenue in some models to control for the size of 

the welfare state. Further, in supplementary analyses, we estimate models of the association 

between exclusionary policies and immigration.  

We measure exclusion using the newly constructed Immigrant Exclusion from Social 

Programs Index (IESPI), developed by Edward Koning in 2019—more on this index in the 

methods section. We first study the association between total social expenditure and the overall 

index and then with the index for the seven programs separately, followed by estimates of the 

association between specific programs and corresponding public expenses, which are divided into 

five categories: expenditures on family benefits, pension expenditure, disability benefit 

expenditure, public health expenditure, and unemployment expenditure. 

Overall, our analysis finds little evidence that exclusionary arrangements result in savings 

on social expenditure. While exclusionary approaches are associated with modest reductions in 

social expenditure, these effects are statistically insignificant in most of our models. We also find 

no evidence that inclusionary arrangements attract immigrants who are particularly likely to turn 

to the state for support. 

1.3. LITERATURE REVIEW  

A large body of literature has spawned around the issue of the fiscal effects of immigration.  

Researchers have used two different approaches:  a static method measuring short-term fiscal 

effects of immigration (see, e.g., Huddle, 1993; Passel & Clark, 1994; Borjas, 1995; Lee and 

Miller, 1998) and a holistic lifecycle approach (see, e.g., Fix and Passel, 1994; National Research 

Council, 1997; Lee & Miller, 2000; Blau et al., 2017). Using a static approach, Huddle (1993) 

estimated that in 1992 immigrants in the United States added a total net cost to all levels of 

government of $42.5 billion (Huddle, 1993). Fix and Passel (1994) questioned Huddle's 
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assumptions3 and re-estimated the net fiscal impact of immigration after dropping Huddle's 

generalizations and concluded that annual taxes paid by immigrants in the U.S. are higher than the 

combined costs of services they received, generating a net annual surplus of $25 billion to $30 

billion. Using a similar approach, Lee and Miller (1998) estimated the net fiscal contribution of 

existing immigrants and their concurrent descendants in the US in 1994 to be a surplus of US$ 

23.5 billion or 0.35% of GDP.  

Studies with similar static approaches have also been conducted in other immigrant-

receiving countries. Weber and Straubhaar (1996) estimated that in 1990 immigrants in 

Switzerland made an annual fiscal contribution of US$460 million or 0.2% of GDP. Grady and 

Grubel (2015) estimated the fiscal impact of immigrants arriving in Canada between 1985 and 

2009. They found that, on average, in the fiscal year 2005/2006, immigrants received an excess of 

$5,329 in benefits over taxes paid. In their study of Denmark, Hansen et al. (2015) found that the 

fiscal impact of immigration varied by immigrants' country of origin. In 2014, the study concluded 

that non-Western immigrants residing in Denmark caused a deficit of around 1% of GDP, but 

immigrants from Western countries represented a net fiscal benefit. 

Using a holistic lifecycle approach, Marcelli et al. (1998) estimated the heterogeneous 

fiscal impacts of immigration in the U.S. depending on the skill level of immigrants. An immigrant 

with less than a high school education would incur a lifetime cost of $89,000 in terms of net 

services received (services received minus taxes paid).  In contrast, an immigrant with more than 

a high school education would contribute $105,000 more in taxes than they would receive in public 

 
3 First, Huddle used income estimates for legal immigrants in the Los Angeles county who entered US during the 

1980s, and generalized these to represent the earnings of all legal immigrants who entered the United States during 

the period 1970-1992. Secondly, Fix and Passel argued that estimating tax revenues from immigrants requires a 

dynamic picture that includes all immigrants, not just recent arrivals as it was done by Huddle. 
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services (Marcelli et al., 1998). Lee and Miller (2000) estimated the fiscal effect of raising net 

immigration in the United States. They found that 100,000 more immigrants per year would 

initially raise taxes for native-born citizens and later reduce them by amounts less than 1 percent 

of current tax levels (Lee & Miller, 2000). 

In an extensive evaluation of the economic and fiscal effects of immigration in the U.S., 

Blau et al. (2017) concluded that an immigrant contributed $92,000 in net fiscal revenue on 

average over seventy-five years. But the contribution differed widely by the educational attainment 

of the immigrant. An immigrant with a BA degree increased the contribution to a little over 

$200,000 per immigrant; an MA or higher degree contributed to over half a million dollars. 

However, immigrants who lacked a high-school degree were a net liability, with an average cost 

of $115,000 per immigrant. The report concluded that while less-educated immigrants were a fiscal 

drag, more educated ones were a net gain, as were young and recent immigrants because they were 

more educated than earlier arrivals and had a long working life ahead of them. Using a similar 

approach for Sweden, Storesletten (2003) estimated that the average net government gain from a 

new immigrant who is 20-30 years old at the time of immigration is about US$ 23,500. For 

immigrants older than 50 and younger than 10, the net cost is about US$ 169,588. The study 

concluded that, on average, a new immigrant represents a net government loss of about US$20,500 

(Storesletten, 2003). 

In the United Kingdom, Dustmann and Frattini (2014) found that between 1995 and 2011, 

immigrants were generally less likely than native-born citizens living in the same regions of the 

country to receive state benefits or tax credits or live in social housing.  They found that immigrants 

from the European Economic Area (EEA) contributed ten percent more than those born in the UK, 

and non-EEA immigrants contributed nine percent less. Recent immigrants, they found, made a 
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much larger fiscal contribution than older immigrants. Immigrants who had been in the UK for 

less than ten years contributed £20 billion to the UK exchequer: those from EEA countries 

contributed £5 billion, and those from non-EEA countries £15 billion. Of great importance was 

their contribution during the financial crisis of 2007-2011, when recent EEA immigrants 

contributed £2 billion and recent non-EEA immigrants £8.6 billion.   

Evidence from other OECD countries suggests that the overall fiscal effect of 

immigration—positive or negative—is modest. OECD (2013) found that immigration to OECD 

countries over the past 50 years had a negligible fiscal impact, rarely rising above 0.5 percent of 

the GDP.   

Several cross-national studies examined the fiscal impact of immigration on government 

welfare spending, with mixed findings. Soroka et al. (2006), in their study of 18 OECD countries 

over four decades (1960–2000), found that increasing migration was associated with decreasing 

social welfare expenditure. Gaston and Rajaguru (2013), using social expenditure data for 25 

OECD countries from 1980-2008, found no association between social expenditure and 

immigration. Fenwick (2019), on the other hand, studied the impact of immigration on social 

welfare spending in 16 European countries for the years 1990–2010 and found that increasing 

immigration led to an increase in welfare expenditure. 

OECD's report, International Migration Outlook 2013, found the average net direct fiscal 

contribution of immigrant households for most OECD countries to be positive, though with wide 

variation between countries due to the different age profiles of migrants and differences in the 

design of tax and welfare systems (OECD, 2013). Soroka et al. (2015) built on their 2006 paper 

and studied the impact of immigration on nine subdomains of welfare programs and provided 
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further evidence of a slower increase in social welfare spending in countries with more 

immigration.  

Several researchers have examined the impact of immigrant inclusivity in welfare 

programs on immigrant well-being, most notably health, education, and income. Leveraging 

substantial variation in welfare inclusivity across states in the U.S., Condon et al. (2015) studied 

the impact of immigrant inclusion on the educational attainment of youth from racial and ethnic 

minority groups. They found that low-income Latinos were likelier to graduate from high school 

in states with a more inclusive welfare policy (Condon et al., 2015). Kaushal and Kaestner (2005; 

2007) studied the effect of immigrant exclusion from Medicaid in the 1996 welfare reform in the 

U.S. and variation in immigrant inclusivity across states on health insurance coverage and the 

health of immigrants and their children. They found that while the policy changes lowered 

insurance coverage of immigrants and their children in states that did not allow these groups access 

to Medicaid, it did not affect the self-reported health of immigrants and their children.  

Researchers have also examined the consequences of immigrant exclusion from accessing 

safety net programs in the post-PRWORA era and found that state policies excluding immigrants 

from Medicaid widened the Medicaid coverage gap between native-born citizens and immigrants 

(Zhu & Xu, 2015; Huang, Kaushal, and Wang, 2020). We build on previous research and 

specifically address the question: do immigrant inclusivity policies have fiscal consequences?   

1.4. METHODS 

1.4.1 Data 

The empirical analysis draws data from several sources, as described below.   

1.4.2. Dependent variables  
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We study six primary outcome variables: aggregate social expenditure expressed as a 

proportion of GDP and five subdomains of social expenditures, namely: expenditures on pension, 

family benefits, unemployment, disability, and healthcare.  These expenditures are from the OECD 

Social Expenditures Database (SOCX). OECD defined aggregate social expenditure as cash 

benefits or direct in-kind provision of goods and services and tax breaks with social purposes that 

may be targeted at low-income households, the elderly, disabled, sick, unemployed, or young 

persons. Social benefits are classified as public when the government (central, state, or local 

government) controls the relevant financial flows. Several previous studies of the impact of 

immigration on the welfare spending of host countries have used these data (see, e.g., Soroka et 

al., 2006; Gaston and Rajaguru, 2013; Fenwick, 2019).  

Expenditures on pensions as a subdomain of social expenditure are defined as all cash 

expenditures on old-age and survivors' pensions. This category also includes early retirement 

pensions, supplements for dependents paid to old-age pensioners with dependents under old-age 

cash benefits, expenditure on elderly daycare and rehabilitation and home-help services, and 

provision of residential care in an institution.  It excludes programs concerning early retirement 

for labor market reasons (OECD, 2020). 

 Family benefits expenditure refers to public spending on family benefits, including 

financial support exclusively for families and children. This comprises both cash benefits and in-

kind benefits, including: child allowances; supplementary income support for single parents; child 

tax allowances and child tax credit; public spending on assistance for young people and residential 

facilities, public spending on family services such as center-based facilities and home help services 

for families in need; financial support for families provided through the tax system, including tax 

exemptions (e.g., income from child benefits that is not included in the tax base). Spending 



14 

 

recorded in other social policy areas, such as health and housing, also assists families, but not 

exclusively, and it is not included in this indicator (OECD, 2020). Unemployment expenditure 

refers to cash benefits for individuals to compensate for unemployment. This includes redundancy 

payments from public funds and the payment of pensions to beneficiaries before they reach the 

standard pensionable age if these payments are made because the beneficiaries are out of work or 

for other labor market policy reasons (OECD, 2020).  

Disability expenditure refers to cash and in-kind benefits provided because of complete or 

partial inability to participate gainfully in the labor market due to disability. It includes spending 

on occupational injury and disease, which records all cash payments such as paid sick leave, 

special allowances, and disability-related payments such as pensions; and expenditure on services 

for disabled people, which encompasses services such as daycare and rehabilitation services, 

home-help services and other in-kind benefits. It excludes paid leave related to sickness or injury 

of a dependent child, which is recorded under family cash benefits.  

Healthcare expenditure measures the final consumption of healthcare goods and services, 

including personal health care (curative care, rehabilitative care, long-term care, ancillary services, 

and medical goods) and collective services (prevention and public health services, as well as health 

administration), but excluding spending on investments. OECD health spending includes a mix of 

financing arrangements, including government spending and compulsory health insurance 

("Government/compulsory") as well as voluntary health insurance and private funds 

("Voluntary"). In this analysis, we have only considered government spending and compulsory 

health insurance. All the above indicators are measured as a proportion of GDP to make measure 
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comparable across countries. Data on pension, unemployment, family benefit, and disability 

spending are missing for 2018; these missing values are interpolated using linear interpolation.4 

Appendix Table 1.1 shows the average aggregate social expenditure as a proportion of 

GDP in sample countries from 1990 to 2015 by country and year. Appendix Table 1.2 presents the 

average social expenditures (proportion of GDP) across the five sub-domains. An important point 

to note about both Tables is that there are large-scale variations in expenditures within countries 

and across years.   

1.4.3. Explanatory variable: Immigrant Exclusion from Social Programs Index 

The key explanatory variable for this study is Immigrant Exclusion from Social Programs 

Index (IESPI). Developed by Edward Koning in 2019, the IESPI is a summary index designed to 

provide a comparable measure of how much a welfare system differentiates between immigrants 

and native-born citizens in granting access to social programs. The index evaluates the level of 

differentiation in the extension of social programs in 22 OECD countries based on five major 

criteria: residence status, duration of residence, location of residence, success in integration, and 

accessibility to benefits by migrants and its generosity. 

The index measures differentiation in seven core social programs using 25 sub-indicators, 

namely: tax-paid pension benefits, public health care or health care subsidies, unemployment 

benefits, contributory pension benefits, housing benefits, social assistance, and labor market 

policies (including immigrant-targeted programs such as integration assistance). Data on these 

core social programs were collected at four points (1990, 2000, 2010, and 2015). Each program 

was assigned an index score ranging from 0-100, where 0 represents extreme inclusivity, and 100 

 
4 We conducted the lagged policy analysis in two ways: using four years of data (with the 2018 interpolated) and with 

three years of data (without interpolation). Estimated results were similar.  For brevity we do not present the results 

using three years of data. These results are available upon request.   
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represents extreme exclusivity. The average of the seven indices is calculated to construct the 

aggregate index, with the resulting score ranging from 0 to 100. A score of 0 indicates the most 

inclusionary approach to social welfare inclusion for immigrants, while a score of 100 indicates 

the most exclusionary approach. 

1.4.4. Control variables 

Following previous research, we run models controlling for host country demographic, 

macroeconomic, and social variables in our regression analysis. Demographic control variables 

include the share of immigrants in the host country population taken from the OECD database 

(OECD, 2020), the share of the host country population below 18 years and above 65 years of age, 

and mean years of schooling. Population data are also obtained from the OECD database (OECD, 

2020). Data on mean years of schooling are from The World Bank database (The World Bank, 

2019). The macroeconomic control variables include the labor force participation rate and general 

government revenue (% GDP) by country and year. These data are also obtained from the OECD 

database. Revenue data are missing for fourteen countries5 for the year 1990; these missing values 

are interpolated with linear interpolation using data for later years.  

We also control for globalization and development levels across countries. The Human 

Development Index (HDI) of the UNDP is based on three variables: life expectancy at birth, 

expected years of schooling, and the GNI per capita. It varies from 0 (low human development) to 

1 (high human development). We control for the HDI because previous research suggests that HDI 

is positively associated with public spending (UNDP, 2014). We also control for the KOF 

globalization index, which measures the rate of globalization across countries. The index is based 

 
5 Austria, Belgium, Denmark, Germany, Iceland, Ireland, Italy, Luxembourg, Netherlands, Norway, Portugal, Spain, 

Sweden, and Switzerland. 
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on economic, social, and political dimensions of globalization and varies between 0 and 100, with 

higher scores indicating more globalization (Gygli et al., 2019). 

1.4.5. Analytical strategy 

This study uses OLS regression with fixed effects to investigate the relationship between 

immigrant welfare exclusion and government social spending. The fixed effect regression equation 

takes the following form:  

 Socxct = 𝛿c+t + 𝛽 IESPIct + 𝛾𝑀𝑎𝑐𝑟𝑜c𝑡 + 𝜇ct,  (1) 

Socxct represents one of six outcome variables indexed by country c and year t; as discussed 

earlier, these variables are expressed as a percentage of the country's GDP. 𝛿c represents a country-

fixed effect, meaning that it captures the unobserved heterogeneity across countries that remains 

constant over time. t is a year-fixed effect, which accounts for the time-invariant differences 

across the years. Including these fixed effects in the regression equation controls for the impact of 

unobserved factors on the outcome variable, thereby providing more accurate estimates of the 

relationship between immigrant welfare exclusion on government social spending. 𝑀𝑎𝑐𝑟𝑜c𝑡 is a 

vector of time-varying macroeconomic and demographic variables, as discussed in the previous 

section. 𝜇ct is the error term, which captures the variation in social expenditure that cannot be 

explained by the other variables in the model. 

The main focus of this equation is the coefficient 𝛽, which measures the relationship 

between IESPI and social expenditure. If the concerns about immigrants' fiscal burden on the 

welfare state are valid, the 𝛽 coefficient should be negative and significant, indicating a decrease 
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in social expenditure associated with an increase in the exclusion index, thus leading to a potential 

saving effect. 

1.5. RESULTS 

1.5.1. Descriptive results 

 Figure 1.1 displays a box-and-whisker plot representing the welfare exclusion of 

immigrants in our sample countries. Because we have the IESPI score for four years, the figure is 

based on four points in the data, namely 1990, 2000, 2010, and 2015. The plot indicates the quartile 

range through the box and the full range through the whiskers. For example, in 1990, the maximum 

score obtained by any country in the IESPI was 70, while the minimum score was 26, and the mid-

score ranged from 34-55. Two noteworthy observations can be made from the plot. Firstly, we see 

a trend towards inclusion over time, although the changes are not substantial and do not continue 

beyond 2010. Secondly, there is no indication of policy convergence, as the differences between 

countries remain relatively large and consistent over time. 

Figure 1.2 presents trends in social expenditures as a proportion of GDP and immigration 

(proportion of the foreign-born population in the host country population) in the 21 OECD 

countries that are the focus of our study. There are four points to note: One, in seven countries, 

barring short-term fluctuations, there is a general upward trend in social expenditures over the 25 

years covered in this study: France, Italy, Great Britain, the United States, Portugal, Denmark, and 

Spain. The overall trend suggests a decline in social expenditures in Sweden and the Netherlands. 

In the remaining 12 countries, while there are tremendous fluctuations in expenditures, there is no 

discernable trend. Two, in a majority of countries, social expenditures fell in the early 1990s, 

capturing a wave of fiscal conservatism in the OECD countries at the end of the Cold War, and 

increased during 2008-2010, capturing stimulus expenditures by governments in response to the 
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global financial crisis and the Great Recession. Three, while the proportion of foreign-born in 

national populations differs substantially across countries, there is a generally rising trend during 

the quarter-century. In most countries, the increase in immigration is slow but steady, with a few 

exceptions. For example, Spain, Ireland, and Iceland registered a sharp increase in immigration 

between 2000 and the global financial crisis, and then stagnation after that. Four, and perhaps most 

important for this chapter, the levels, and long-term trends in social expenditures and immigration 

fail to provide any clear insight into the relationship between the two.   

Figure 1.3 presents the trend in social expenditures and the IESPI for each sample country.  

The countries are ordered alphabetically. There is little evidence of a uniform trend across 

countries. The two variables trend in the opposite direction in six countries (Spain, Germany, 

France, Finland, Norway, and Portugal). However, the two variables trend in the same direction in 

at least four countries (Australia, Belgium, the United States, and Great Britain). Figure 1.4 plots 

social expenditures and IESPI summary scores across countries for each year separately. There is 

also little indication of a one-to-one relationship between the two variables in any year.  

 These descriptive trends in figures 1.1-1.4, while useful in that they provide a simple 

overview of the data, do not control for factors that vary across countries and years and are likely 

to confound the association between social expenditures and the exclusion index. We control for 

these factors in the multivariate analysis we present below.   

1.5.2. Multivariate analysis 

 Table 1.1 presents the association between aggregate social expenditure (as a proportion 

of GDP) and the IESPI summary score.  We estimate three models—model 1 controls for the year 

and country-fixed effects. Country-fixed effects allow us to control for certain cultural and other 

time-invariant factors that cause expenditures to differ across countries; they also adjust for time-
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invariant differences in measurements (or errors) across countries.  Year-fixed effects allow us to 

control for global changes in expenditures (e.g., global fiscal conservatism in the early 1990s or 

global increases in stimulus during the Great Recession). Model 2 adds controls for a set of time-

varying demographic and economic variables in the host country. In the final model (model 3), we 

further add a control for the gross state revenue as a proportion of GDP to capture changes in 

revenue streams, within countries and across years, that may be correlated to social expenditure.    

 We use two measures of social expenditures: current and expenditure in year t+3. Ideally, 

we would like to estimate models with current and lagged policies using expenditures for the same 

years. Unfortunately, our IESPI data is specific to four years. But we have expenditure data for the 

entire period. Therefore, in the empirical analysis, we first use expenditure data for the same year 

as the policy index and then use expenditure data with a three-year lead. For convenience, in the 

presentation, we describe the second set of expenditure models (three-year lead) as models with 

lagged policy.   

 Estimates in Table 1.1 suggest a modest and statistically insignificant effect of immigrant 

exclusion policies on social expenditures. Estimates remain generally modest and mostly 

statistically insignificant across models. These estimates imply that a 10-point increase in the 

exclusion index lowered social expenditure as a proportion of GDP by 0.22 to 1.05 percentage 

points (or 1 to 4.7%).  In our data, the IESPI summary score is the highest (the most exclusive) for 

Austria (64.21) and lowest (the most inclusive) for Norway (21.73). Our analysis, therefore, 

suggests increasing the IESPI score from Norway's to Austria's will lower social expenditure by 

0.9 to 4.5 percentage points (or 4 to 21%). 

In Table 1.2, we estimate models using the seven different IESPI sub-indices. The 

estimated coefficients on all sub-indices are modest and statistically insignificant, with one 
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exception: an increase in the exclusion sub-index for unemployment benefit raised overall social 

expenditure (in Model 3), but the effect turned insignificant with the lagged policy variable.  

Next, we estimate models with expenditures on specific items as the dependent variables, 

and the results are in Table 1.3. The only statistically significant effect is when the dependent 

variable is expenditure on a pension (Panel 4), but the effect dissipates in models 2 and 3. Note 

that the estimated coefficients on the exclusion index for all other outcomes are modest, sometimes 

even positive (suggesting exclusion might lead to more spending), and always insignificant. 

Next, we link sub-domain expenditures with policies that are most likely to influence these 

expenditures, and the results are in Table 1.4. There are five important findings in this analysis. 

One, exclusion from social assistance policies reduces expenditures on family benefits (Panel 1). 

Increasing the exclusion index in social assistance by 10 points lowers family benefit expenditure 

by 0.06 to 0.1 percentage points (2.6 to 4.3% of the mean family expenditure). Two, the exclusion 

of social assistance reduces expenditures on disability benefits (Panel 2). A 10-point increase in 

the exclusion index decreases disability benefit expenditure by 0.09 (statistically insignificant) to 

0.16 percentage points (3.5 to 6% of the mean). Three, exclusion in health care increased 

healthcare expenditure in Model 1 (Panel 6), but the effect turned modest and insignificant in 

Models 2 and 3. Four, unemployment benefits increase current public expenditure on 

unemployment benefits in model 1. Still, the estimated coefficient turns modest and statistically 

insignificant in modes 2 and 3 and in models where the policy variable is lagged by three years. 

Five, exclusion in pension lowers pension expenditures (Panel 5), but the coefficient is significant 

in only one model. 

 Expenditure on family benefits and disability is most directly affected by housing benefits 

and social assistance. Therefore, we also estimated models in which we combined the two 
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expenditures. Results are in Panel 3 of Table 1.4. Estimates suggest that while social assistance 

exclusion lowered the combined expenditure on the two items, exclusion from housing benefits 

increased these expenditures.  

We link sub-domain expenditures with the seven sub-domain policy indices in additional 

analyses. Overall, estimates from these models suggest that the exclusion is correlated across 

programs and that effects often spill over across social expenditure sub-domains. The results are 

presented in Appendix Table 1.3.  

As mentioned earlier, social inclusion policies are not made in a vacuum. Countries 

experiencing large-scale immigration may implement more exclusionary policies to control future 

immigration flows. This is partly why models 2 and 3 in the estimates presented in Tables 1.1-1.4 

control for foreign-born population share. 

Next, we study whether exclusionary policies affect immigrant flows. Here too, we study 

three models. Model 1 controls for the year- and country-fixed effects; Models 2 and 3 include 

additional control variables known to influence the host country's immigrants' share. Estimates are 

presented in Table 1.5. The two main findings are: One, estimates suggest that the overall exclusion 

index does not affect immigration. Two, estimates of the association between specific measures of 

exclusion and immigration are mixed. For instance, while an increase in the exclusion index in 

tax-paid pension (Panel 2) and housing benefit (Panel 6) increases the share of the immigrant 

population (statistical significance dissipates in models 2 and 3), exclusion in social assistance 

(Panel 7), contributory pension (Panel 5) and healthcare policies (Panel 3) decrease the immigrant 

population (the effect turns statistically insignificant in some models). The coefficients on other 

inclusivity indices are modest and statistically insignificant. 
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1.6. CONCLUSIONS AND DISCUSSIONS 

Existing studies suggest that immigrant exclusion policies are associated with worse public 

opinion on immigration and worse labor market outcomes for immigrants.  Yet, policy motive for 

exclusionary policies could arise from the savings that such policies could potentially entail. We 

study the fiscal consequences of immigrant exclusion policies using cross-national panel data for 

21 OECD countries covering 25 years, from 1990 to 2015.   

Using the IESPI, we first study the association between total social expenditure and the 

overall index and then with the index for the seven programs separately, followed by estimates of 

the association between specific programs and corresponding public expenses, which are divided 

into five categories: expenditures on family benefits, pension expenditure, disability benefit 

expenditure, public health expenditure, and unemployment expenditure. 

Descriptive results indicate a general upward trend in government social expenditures (as 

a proportion of GDP) except for Sweden and the Netherlands, which registered a decline. The 

countries covered in our study exhibit diverse trends in exclusiveness towards immigrants. But the 

descriptive data do not point to any discernable association between either immigration and 

aggregate public social expenditure or between the exclusion index and aggregate social 

expenditures.  

Our multivariate analyses suggest that immigrant exclusion from welfare programs has a 

modest and mostly statistically insignificant impact on aggregate government social spending. Our 

statistically insignificant estimates show that a 10-point increase in the exclusion index lowered 

social expenditure as a proportion of GDP by 0.22 to 1.05 percentage points (or 1 to 4.7%). In our 

data, the IESPI summary score is the highest (the most exclusive) for Austria (64.21) and lowest 
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(the most inclusive) for Norway (21.73). Our analysis, therefore, suggests increasing the IESPI 

score from Norway's to Austria's will lower social expenditure by 0.9 to 4.5 percentage points (or 

4 to 21%). 

We also find that increasing the exclusion index in social assistance by 10 points lowers 

family benefit expenditure by 0.06 to 0.1 percentage points (2.6 to 4.3% of the mean family 

expenditure). Further, we find that while social assistance exclusion lowers the combined 

expenditure on family benefits and disability, exclusion from housing benefits increases these 

expenditures. Importantly, we find inclusion in health care lowered healthcare expenditure, but the 

effect turns modest and insignificant in models where the policy variable is lagged. These results 

suggest that immigrant exclusion from certain programs (such as health care) could be detrimental 

to the exchequer as well as immigrant health. Our analysis suggests that the overall exclusion index 

has no statistically significant association with the proportion of the foreign-born population in the 

host country. The association between foreign-born share and specific policies is mixed.  

A limitation of our analysis is that our primary explanatory variable - IESPI - is not 

exogenous to the outcomes of interest and that social expenditures may impact IESPI.   While we 

lag the IESPI index to avoid reverse causation and control for the general social revenue in some 

models, we acknowledge that more rigorous research is needed to establish causality.  

Nevertheless, our analyses suggest that immigrant exclusion does not have a significant fiscal 

effect and should not be defended on the grounds of its fiscal implications. 
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Figure 1.1: Overall trajectory of change in welfare exclusion, 1990-2015.  
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Figure 1.2: Immigrant population as a percentage of the population and social expenditure as % of GDP (1990-2015)
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Figure 1.3: Social expenditure as a percentage of GDP and IESPI summary score (1990-2015) 
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 Figure 1.4: Social expenditure as a percentage of GDP and IESPI summary score by year
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Table 1.1: Association between social expenditure and social policy exclusion index. 

  Social expenditure (as the proportion of GDP) 

 
Current t+3 Current t+3 Current t+3 

 
Model 1 Model 2 Model 3 

Aggregate exclusion index (0-100) - 0.067 -0.072 -0.055 -0.105* -0.022 -0.074 

 (0.054) (0.050) (0.055) (0.059) (0.051) (0.056) 

Population (in a million)   0.091** 0.129*** 0.081** 0.120*** 

   (0.038) (0.040) (0.034) (0.033) 

Foreign-born share   0.401 0.281 0.540** 0.414* 

   (0.256) (0.246) (0.251) (0.226) 

Share of population below 18 years.    0.451 0.605** 0.312 0.473* 

   (0.303) (0.292) (0.290) (0.279) 

Share of the population above 65 years.   0.275 0.370 0.366 0.457 

   (0.324) (0.434) (0.320) (0.405) 

Labor force participation rate   -0.334** 0.049 -0.431*** -0.044 

   (0.163) (0.216) (0.147) (0.194) 

Mean years of schooling   0.232 0.190 0.012 -0.020 

   (0.668) (0.631) (0.559) (0.555) 

Human Development Index   26.672 12.452 24.366 10.248 

   (25.890) (28.281) (20.424) (23.438) 

KOF Globalization Index   0.308* 0.076 0.230 0.001 

   (0.157) (0.171) (0.149) (0.159) 

General government revenue (% GDP)     0.385*** 0.368*** 

 
    (0.119) (0.132) 

Number of Observations 84 84 84 84 84 84 

Mean Aggregate Social Exp. (% GDP) 21.33 22.25 21.33 22.25 21.33 22.25 

Country and Year fixed-effect  Yes Yes Yes Yes Yes Yes 

 

Note: The dependent variable is aggregate government social expenditure as a percentage of GDP—model 1 controls 

for year and county fixed effects. Model 2 includes additional controls for population, foreign-born share, the share 

of population below 18 years, the share of population above 65 years, labor force participation rate, mean years of 

schooling, HDI, and KOF globalization index. Model 3 includes general government revenue (% GDP) as an 

additional control.  The 1990 data for general government revenue (as % GDP) for AT, BE, CH, DE, DK, ES, IE, IS, 

IT, LU, NL, NO, PR, and SE are interpolated based on data for the year 1994-2000. Robust standard errors are in 

parentheses, *** p<0.01, ** p<0.05, * p<0.1 
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Table 1.2: Association between social expenditure and exclusion index, by program type. 

 

  Social expenditure (as a proportion of GDP) 

 Current t+3 Current t+3 Current t+3 

 Model 1 Model 2 Model 3 

Tax-paid pensions index 0.014 0.001 0.008 0.009 -0.012 -0.013 

 (0.028) (0.027) (0.027) (0.035) (0.029) (0.035) 

Public health care index 0.019 0.062 0.024 0.035 0.056 0.071 

 (0.028) (0.037) (0.034) (0.045) (0.034) (0.044) 

Unemployment benefits index 0.014 0.032 0.069 0.040 0.070* 0.041 

 (0.036) (0.046) (0.045) (0.050) (0.041) (0.043) 

Contributory Pensions index -0.035 -0.049 -0.010 -0.069 0.024 -0.032 

 (0.041) (0.043) (0.059) (0.078) (0.053) (0.068) 

Housing benefits index -0.051 -0.045 -0.035 -0.040 -0.044 -0.049 

 (0.036) (0.040) (0.049) (0.060) (0.041) (0.048) 

Social assistance index 0.009 -0.036 0.000 -0.057 0.018 -0.036 

 (0.024) (0.033) (0.032) (0.037) (0.026) (0.031) 

Lab. Market policies index -0.005 -0.004 -0.019 -0.022 0.022 0.023 

 (0.031) (0.042) (0.045) (0.058) (0.036) (0.046) 

Population (in a million)   0.039 0.137** 0.002 0.096 

   (0.060) (0.067) (0.060) (0.064) 

Foreign-born share   0.420 0.188 0.672* 0.468 

   (0.358) (0.365) (0.345) (0.331) 

Share below 18-yrs.    0.664 0.863 0.293 0.450 

   (0.466) (0.520) (0.450) (0.515) 

Share above 65 yrs.   0.502 0.628 0.625 0.765 

   (0.489) (0.649) (0.424) (0.553) 

Labor force participation rate   -0.225 0.106 -0.394** -0.082 

   (0.206) (0.256) (0.186) (0.216) 

Mean years of schooling   -0.400 -0.281 -0.086 0.069 

   (1.078) (1.083) (0.739) (0.873) 

Human development index    25.987 33.073 32.546 40.367 

   (39.082) (41.272) (32.278) (32.389) 

KOF Globalization Index   0.440* -0.001 0.356* -0.094 

   (0.220) (0.287) (0.201) (0.247) 

General govt. revenue (% GDP)     0.442** 0.492** 

     (0.162) (0.182) 

Number of Observations 68 68 68 68 68 68 

Mean social exp. (as % GDP) 21.34 22.26 21.34 22.26 21.34 22.26 

Country and year fixed-effect  Yes Yes Yes Yes Yes Yes 

 

Note: The dependent variable is aggregate government social expenditure as a % of GDP. Data on the contributory 

unemployment benefit index for Australia and New Zealand are not available, and data for the contributory pension 

index are not available for Iceland and Netherlands. See notes in Table 1.1 for the model description. Robust 

standard errors are in parentheses, *** p<0.01, ** p<0.05, * p<0.1 
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Table 1.3: Association between social expenditure and exclusion index, by program type. 

 

 Current t+3 Current t+3 Current t+3 

  Model 1 Model 2 Model 3 

Panel 1: Expenditure on family benefits        

Aggregate immigrant exclusion index 0.003 -0.004 0.009 -0.002 0.013 0.002 

 (0.006) (0.007) (0.010) (0.014) (0.010) (0.015) 

Mean family benefit expenditure 2.273 2.367 2.273 2.367 2.273 2.367 

 

Panel 2: Unemployment expenditure 

      

Aggregate immigrant exclusion index -0.004 -0.004 0.003 -0.022 0.008 -0.009 

 (0.008) (0.013) (0.009) (0.016) (0.009) (0.016) 

Mean unemployment expenditure 1.097 1.304 1.097 1.304 1.097 1.304 

 

Panel 3: Expenditure on disability benefits  

      

Aggregate immigrant exclusion index -0.002 0.000 -0.001 -0.038 0.003 0.000 

 (0.010) (0.009) (0.011) (0.015) (0.012) (0.015) 

Mean disability benefit expenditure 2.562 2.656 2.562 2.656 2.562 2.656 

 

Panel 4: Pension expenditure 

      

Aggregate immigrant exclusion index -0.060** -0.054* -0.038 -0.040 -0.021 -0.026 

 (0.029) (0.036) (0.024) (0.036) (0.019) (0.031) 

Mean pension expenditure 7.436 7.794 7.436 7.794 7.436 7.794 

 

Panel 5: Public health expenditure 

      

Aggregate immigrant exclusion index 0.032 0.023 0.017 -0.012 0.015 -0.008 

 (0.024) (0.020) (0.018) (0.013) (0.016) (0.014) 

Mean public health expenditure 6.642 6.870 6.642 6.870 6.642 6.870 

       

Number of Observations 84 84 84 84 84 84 

Country and Year fixed-effect  Yes Yes Yes Yes Yes Yes 

 
Note: Dependent variables in all models are subdomains of government social spending as a percentage of GDP (listed 

as row headings). Each figure in each panel is from a separate regression. Expenditures on pension, unemployment, 

family benefit, and disability spending for 2018 is linearly interpolated based on the trend from 2010-2015. See notes 

in Table 1.1 for the model description. Robust standard errors are in parentheses, *** p<0.01, ** p<0.05, * p<0.1. 
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Table 1.4: Association between social expenditure and exclusion index by program type and 

social program exclusion.  

 

 Current t+3 Current t+3 Current t+3 

  Model 1 Model 2 Model 3 

Panel 1: Family benefits expenditure       

Housing benefits index 0.005 0.004 0.007 0.008 0.008 0.005 

 (0.003) (0.004) (0.005) (0.006) (0.006) (0.006) 

Social assistance index -0.008*** -0.010** -0.006* -0.009** -0.006* -0.009** 

 (0.003) (0.004) (0.003) (0.004) (0.003) (0.004) 

Mean family benefit expenditure 2.273 2.367 2.273 2.367 2.273 2.367 

Number of Observations 84 84 84 84 84 84 

 

Panel 2: Disability benefits expenditure 

      

Housing benefits index 0.000 0.005 0.004 0.008 0.005 0.010 

 (0.004) (0.004) (0.005) (0.006) (0.006) (0.006) 

Social assistance index -0.009 -0.014* -0.010 -0.016** -0.009 -0.016** 

 (0.008) (0.007) (0.006) (0.006) (0.006) (0.006) 

Mean disability benefit expenditure 2.562 2.656 2.562 2.656 2.562 2.656 

Number of Observations 84 84 84 84 84 84 

 

Panel 3: Family+disability expenditure 

      

Housing benefit index 0.005 0.010* 0.011 0.015** 0.013 0.016** 

 (0.005) (0.006) (0.007) (0.007) (0.008) (0.008) 

Social assistance index -0.017* -0.023** -0.016* -0.024*** -0.015* -0.024*** 

 (0.010) (0.009) (0.009) (0.008) (0.009) (0.008) 

Number of Observations 84 84 84 84 84 84 

 

Panel 4: Unemployment expenditure 

      

Unemployment benefits index -0.010* -0.002 -0.000 -0.006 0.000 -0.003 

 (0.005) (0.009) (0.006) (0.010) (0.006) (0.009) 

Labor Market policies index 0.001 0.007 -0.001 0.007 0.002 0.010 

 (0.004) (0.007) (0.004) (0.006) (0.004) (0.006) 

Mean unemployment expenditure 1.097 1.304 -0.000 -0.006 -0.000 -0.006 

Number of Observations 75 75 75 75 75 75 

 

Panel 5: Pension expenditure 

      

Contributory Pensions index -0.012 -0.005 0.001 0.006 0.003 0.007 

 (0.015) (0.020) (0.011) (0.015) (0.009) (0.013) 

Unemployment benefits index -0.022 -0.014 -0.031* -0.023 -0.019 -0.017 

 (0.017) (0.020) (0.016) (0.025) (0.013) (0.021) 

Mean pension expenditure 7.436 7.794 7.436 7.794 7.436 7.794 

Number of Observations 74 74 74 74 74 74 

 

Panel 6: Public health expenditure 

      

Public health care index 0.038** 0.021 0.017 -0.005 0.017 -0.004 

 (0.017) (0.014) (0.016) (0.012) (0.015) (0.012) 

Mean public health expenditure 6.642 6.870 6.642 6.870 6.642 6.870 

Number of Observations 84 84 84 84 84 84 

Country and Year fixed-effect  Yes Yes Yes Yes Yes Yes 

 

Note: Dependent variables in all models are subdomains of government social expenditure as a percentage of GDP 

(listed as panel headings). Each figure in each panel is from a separate regression. See notes in Table 1.1 for the model 

description. Robust standard errors in parentheses, *** p<0.01, ** p<0.05, * p<0.1  
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Table 1.5: Association between immigrant share and exclusion index. 

 

 
Foreign-born population (as a 

proportion of the host country 

population)  

  Model 1 Model 2  Model 3 

Panel 1: Aggregate exclusion index (0-100) -0.011 -0.022 -0.028 
 

(0.029) (0.029) (0.028) 

Number of observations 84 84 84 

 

IESPI sub-indices 
  

 
   

 
Panel 2: Tax-paid pensions index 0.055*** 0.030 0.029 

 
(0.017) (0.021) (0.021) 

Panel 3: Public health care index -0.036 -0.042** -0.041* 
 

(0.024) (0.020) (0.021) 

Panel 4: Unemployment benefits index 0.014 -0.023 -0.025 
 

(0.023) (0.025) (0.026) 

Panel 5: Contributory Pensions index -0.028 -0.051** -0.052** 
 

(0.018) (0.024) (0.026) 

Panel 6: Housing benefits index 0.029* 0.028 0.025 
 

(0.016) (0.025) (0.025) 

Panel 7: Social assistance index -0.035* -0.016 -0.017 
 

(0.018) (0.019) (0.020) 

Panel 8: Labor market policies index -0.020 -0.005 -0.007 
 

(0.015) (0.017) (0.017) 

Mean immigrant share 14.08 14.08 14.08 

Number of Observations 68 68 68 

Country and Year fixed-effect  Yes Yes Yes 

 

Note: The dependent variable is the foreign-born population as a percentage of the host country's population. Each 

figure in each panel is from a separate regression. See notes in Table 1.1 for the model description. The foreign-

born data for the year 1993 is linearly interpolated for Australia, Belgium, Canada, Switzerland, Germany, Spain, 

Finland, France, Iceland, Italy, Luxemburg, New Zealand, Portugal, and Sweden based on each country's immigrant 

share data for 1990 and 2000. Robust standard errors in parentheses: *** p<0.01, ** p<0.05, * p<0.1 
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Appendix Table 1.1: Annual aggregate social expenditure as a percentage of GDP.  

  AUS AUT BEL  CAN CHE DEU DNK ESP FIN FRA GBR IRL ISL ITA LUX NLD NOR NZL PRT SWE USA 

1990 13.14 23.15 24.42 17.55 12.09 21.35 21.95 19.2 23.32 24.28 14.9 16.84 13.49 20.7 18.33 23.99 21.55 20.31 12.22 27.24 13.16 

1991 14.31 23.47 25.18 19.78 13.06 22.39 22.4 19.93 28.23 24.91 16.39 17.74 13.95 21.08 18.63 23.94 22.46 20.73 13.1 29.07 14.13 

1992 15.29 24.16 24.19 20.43 14.42 24.11 22.6 21.07 32.17 25.64 17.82 18.5 14.49 21.81 18.97 24.38 23.35 20.37 13.76 32.67 14.81 

1993 15.55 25.47 25.24 20.35 15.75 24.77 23.79 22.32 32.26 27.02 18.42 18.47 14.86 22.07 19.28 24.49 23.26 18.89 15.12 34.18 15.07 

1994 15.27 26.32 24.65 19.26 15.69 24.91 25.42 21.32 31.57 27.06 17.76 18.08 14.77 22.05 19.11 23.14 23.08 18.19 15.24 32.94 15.02 

1995 16.92 26.28 25.17 18.35 14.03 25.21 25.51 20.69 28.9 28.33 16.72 17.54 15.05 21.12 19.88 22.45 22.47 17.69 16.02 30.56 15.06 

1996 17.03 26.4 25.74 17.55 14.4 25.81 24.95 20.58 28.74 28.62 16.52 16.57 14.74 21.52 19.73 22.54 21.68 17.64 16.6 30.09 14.86 

1997 16.79 25.85 24.72 16.94 14.91 25.38 24.16 20.01 26.62 28.49 15.81 15.51 14.15 22.22 19.86 20.5 21.18 18.58 16.44 28.87 14.43 

1998 17.62 25.63 24.73 17.03 14.87 25.35 23.74 19.91 24.53 28.71 16.24 14.56 14.25 22.38 20.15 20.25 22.63 19.08 16.83 28.52 14.49 

1999 17.25 25.95 24.54 16.05 14.65 25.61 24.55 19.75 23.84 28.68 16.06 13.71 14.53 22.81 19.5 19.45 22.55 18.49 17.24 27.98 14.23 

2000 18.25 25.69 23.49 15.76 13.88 25.39 23.77 19.48 22.61 27.58 16.19 13.19 14.63 22.68 18.7 18.85 20.4 18.23 18.47 26.77 14.25 

2001 17.55 25.75 23.99 16.2 14.18 25.41 24.29 19.11 22.44 27.58 17.03 14.02 14.67 22.94 20.39 18.91 21.23 17.63 18.95 26.81 14.84 

2002 17.36 26.05 24.34 16.21 15.06 26.04 24.8 19.34 23.16 28.3 17.13 14.91 16.05 23.35 21.43 19.32 22.72 18.03 20.28 27.52 15.69 

2003 17.56 26.59 25.49 16.29 15.95 26.53 25.33 19.93 23.89 28.67 17.88 15.41 17.13 23.68 22.81 20.09 23.66 17.51 21.32 28.2 15.95 

2004 17.26 26.33 25.25 16.29 15.85 25.94 25.12 20.14 24.01 28.75 18.38 15.68 16.76 23.93 23.08 19.98 22.3 17.21 21.65 27.67 15.81 

2005 16.71 25.95 25.23 16.14 15.62 26.24 25.2 20.41 23.97 28.73 18.34 15.91 15.95 24.17 22.83 20.23 20.75 17.78 22.29 27.33 15.65 

2006 15.74 25.67 25.11 16.29 14.7 25.02 24.96 20.43 23.72 28.28 18.24 15.89 15.5 24.3 21.4 16.47 19.49 18.48 22.02 26.61 15.73 

2007 15.9 25.09 24.89 16.2 14.09 24.07 24.98 20.8 22.82 28.07 18.81 16.76 14.62 24.14 20.21 16.58 19.6 18.25 21.73 25.48 15.86 

2008 17.09 25.52 26.26 16.28 13.82 24.2 25.37 22.19 23.28 28.33 20.11 19.79 15.06 25.08 21.94 15.73 19.21 19.64 22.18 25.55 16.5 

2009 16.93 27.47 28.55 18.02 15.26 26.64 28.25 25.38 26.87 31.02 22.24 23.74 17.29 27.11 24.04 17.36 22.44 20.69 24.54 27.63 18.6 

2010 16.59 27.56 28.28 17.53 15.06 25.9 28.59 24.72 27.34 31.04 22.42 24.57 16.9 27.12 23.14 17.78 22.03 20.43 24.47 26.26 19.37 

2011 17.05 26.74 28.73 17.03 14.93 24.66 28.63 25.4 27.09 30.82 22.16 23.67 17.03 26.8 21.19 17.75 21.5 20.04 24.39 25.59 19.08 

2012 17.29 27.11 28.69 17.06 15.29 24.53 28.75 25.34 28.35 31.36 22.23 23.36 16.67 27.59 22.89 18.21 21.43 20.14 24.53 26.51 18.83 

2013 17.64 27.51 29.21 16.78 15.44 24.69 28.78 25.56 29.42 31.88 22.45 22.19 16.21 28.17 23.08 18.45 21.89 19.48 25.57 27.17 18.8 

2014 18.27 27.74 29.45 16.69 15.5 24.71 28.82 25.23 30.19 32.21 21.86 20.4 16.33 28.36 22.37 18.1 22.83 19.62 25.07 26.8 18.78 

2015 18.54 27.7 29.19 17.63 15.89 24.86 28.99 24.66 30.39 31.98 21.61 15.51 15.48 28.48 22.1 17.73 24.7 19.21 24.04 26.34 18.85 

 

Source: OECD Social Expenditure data (2019) 
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Appendix Table 1.2: Average social spending as a percentage of GDP by program type (1990-

2015). 

country 
Pension 

spending 

Unemployment 

spending 

Family 

benefit  

Disability 

spending 

Healthcare 

(public) 

Australia 3.96 0.80 2.41 2.29 5.41 

Austria 12.36 0.97 2.76 2.44 7.00 

Belgium 9.56 3.00 2.57 2.50 7.27 

Canada 4.35 0.98 1.07 0.93 6.75 

Denmark 6.92 0.00 3.45 4.22 7.66 

Finland 8.95 1.87 3.08 3.84 6.22 

France 12.23 1.57 2.82 1.74 7.75 

Germany 10.25 1.13 2.06 2.05 8.06 

Iceland 1.99 0.62 2.89 2.18 6.76 

Ireland 4.04 1.90 2.45 1.70 5.49 

Italy 14.12 0.70 1.34 1.70 6.23 

Luxembourg 7.82 0.83 3.04 2.73 5.04 

Netherlands 5.34 1.63 1.51 4.09 6.79 

New Zealand 5.39 1.01 2.79 2.60 6.62 

Norway 5.49 0.61 3.02 4.42 7.08 

Portugal 9.49 0.79 1.06 2.06 5.57 

Spain 9.06 2.44 0.98 2.36 5.72 

Sweden 7.16 0.76 3.45 4.61 7.05 

Switzerland 5.93 0.59 1.41 2.13 7.03 

United Kingdoms 5.45 0.37 2.91 2.02 5.93 

United States 6.28 0.48 0.66 1.19 8.04 

 

Source: OECD Social Expenditure data (2019) 
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Appendix Table 1.3: Association between social expenditure and exclusion index, by program 

type and detailed social policy exclusion index.  

 

 Current t+3 Current t+3 Current t+3 

  Model 1 Model 2 Model 3 

Panel 1: Family benefits 

expenditure   

    

Tax-paid pensions index -0.000 0.002 -0.004 -0.003 -0.006 -0.003 

 (0.004) (0.005) (0.005) (0.007) (0.005) (0.008) 

Public health care index 0.003 0.013* 0.004 0.011 0.008 0.012 

 (0.007) (0.007) (0.009) (0.011) (0.009) (0.011) 

Unemployment benefits index 0.020** 0.015* 0.023** 0.012 0.023** 0.013 

 (0.009) (0.008) (0.009) (0.010) (0.009) (0.010) 

Contributory Pensions index -0.007 -0.010 0.001 0.004 0.004 0.005 

 (0.007) (0.006) (0.012) (0.015) (0.013) (0.016) 

Housing benefits index -0.004 -0.003 -0.004 -0.006 -0.005 -0.006 

 (0.005) (0.005) (0.008) (0.010) (0.007) (0.010) 

Social assistance index -0.005 -0.012*** 0.002 -0.009 0.004 -0.009 

 (0.004) (0.004) (0.005) (0.006) (0.005) (0.006) 

Labor Market policies index 0.000 -0.004 0.004 0.001 0.008 0.002 

 (0.006) (0.007) (0.008) (0.008) (0.007) (0.008) 

Mean Family benefit expenditure 2.273 2.367 2.273 2.367 2.273 2.367 

 

Panel 2: Unemployment 

expenditure 

   

 

  

Tax-paid pensions index 0.008 -0.007 0.003 -0.011 -0.000 -0.015 

 (0.006) (0.008) (0.006) (0.011) (0.007) (0.011) 

Public health care index -0.015** 0.004 -0.014* -0.007 -0.010 -0.002 

 (0.006) (0.012) (0.008) (0.014) (0.007) (0.012) 

Unemployment benefits index -0.010 -0.001 -0.003 -0.012 -0.003 -0.009 

 (0.007) (0.012) (0.009) (0.013) (0.009) (0.014) 

Contributory Pensions index -0.007 -0.025* 0.000 -0.035 0.005 -0.026 

 (0.010) (0.014) (0.015) (0.025) (0.015) (0.022) 

Housing benefits index -0.003 -0.016 -0.007 -0.016 -0.008 -0.017 

 (0.006) (0.010) (0.009) (0.016) (0.009) (0.014) 

Social assistance index 0.012** -0.004 0.013** -0.005 0.016** -0.003 

 (0.005) (0.011) (0.006) (0.012) (0.006) (0.010) 

Labor Market policies index 0.001 0.023 0.002 0.023 0.007 0.030* 

 (0.007) (0.014) (0.009) (0.018) (0.008) (0.015) 

Mean Unemployment expenditure 1.097 1.304 1.097 1.304 1.097 1.304 

 

Panel 3: Disability benefits 

expenditure 

      

Tax-paid pensions index 0.006 0.005 0.010** 0.009 0.009* 0.008 

 (0.004) (0.007) (0.005) (0.009) (0.005) (0.009) 

Public health care index 0.003 0.007 0.004 0.008 0.007 0.010 

 (0.006) (0.009) (0.008) (0.011) (0.007) (0.011) 

Unemployment benefits index -0.004 -0.011 -0.001 -0.006 -0.001 -0.005 

 (0.007) (0.009) (0.007) (0.012) (0.007) (0.012) 

Contributory Pensions index 0.007 0.010 0.013 0.001 0.015* 0.005 

 (0.005) (0.008) (0.009) (0.016) (0.009) (0.016) 

Housing benefits index 0.006 0.011 0.008 0.007 0.007 0.006 

 (0.005) (0.006) (0.007) (0.011) (0.007) (0.010) 

Social assistance index 0.000 -0.010 -0.002 -0.013 -0.001 -0.012 

 (0.005) (0.008) (0.006) (0.009) (0.006) (0.009) 
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Labor Market policies index -0.004 -0.001 -0.011 -0.004 -0.008 -0.001 

 (0.005) (0.006) (0.007) (0.011) (0.007) (0.012) 

Mean Disability benefit expenditure 2.562 2.656 2.562 2.656 2.562 2.656 

 

Panel 4: Pension expenditure 

      

Tax-paid pensions index 0.002 0.012 0.012 0.015 0.004 0.010 

 (0.014) (0.017) (0.012) (0.018) (0.011) (0.017) 

Public health care index -0.006 0.001 -0.010 -0.013 0.003 -0.007 

 (0.018) (0.021) (0.016) (0.029) (0.017) (0.030) 

Unemployment benefits index 0.000 -0.015 0.020 -0.010 0.021 -0.006 

 (0.019) (0.023) (0.021) (0.028) (0.019) (0.028) 

Contributory Pensions index -0.044* -0.040 -0.031 -0.054 -0.018 -0.040 

 (0.025) (0.026) (0.025) (0.042) (0.021) (0.033) 

Housing benefits index -0.038** -0.031 -0.014 -0.020 -0.017 -0.022 

 (0.019) (0.021) (0.020) (0.025) (0.017) (0.023) 

Social assistance index -0.001 -0.016 -0.020 -0.031 -0.013 -0.028 

 (0.014) (0.014) (0.012) (0.019) (0.010) (0.017) 

Lab. Market policies index -0.001 0.002 -0.017 0.001 -0.001 0.012 

 (0.015) (0.018) (0.018) (0.029) (0.015) (0.027) 

Mean Pension expenditure 7.436 7.794 7.436 7.794 7.436 7.794 

 

Panel 5: Public health expenditure 

      

Tax-paid pensions index -0.018* -0.013 -0.032** -0.011 -0.033*** -0.015* 

 (0.010) (0.008) (0.013) (0.009) (0.012) (0.009) 

Public health care index 0.048** 0.023 0.020 -0.011 0.023 -0.005 

 (0.019) (0.016) (0.028) (0.024) (0.027) (0.024) 

Unemployment benefits index 0.003 0.008 0.012 0.002 0.012 0.002 

 (0.014) (0.016) (0.020) (0.015) (0.020) (0.014) 

Contributory Pensions index 0.060 0.047 -0.009 -0.038 -0.006 -0.032 

 (0.044) (0.045) (0.033) (0.034) (0.033) (0.033) 

Housing benefits index -0.018 -0.009 -0.016 -0.012 -0.017 -0.014 

 (0.015) (0.013) (0.018) (0.015) (0.018) (0.014) 

Social assistance index 0.008 0.005 0.008 -0.011 0.010 -0.008 

 (0.009) (0.009) (0.014) (0.012) (0.014) (0.012) 

Lab. Market policies index 0.009 0.008 0.032** 0.017 0.035** 0.024* 

 (0.012) (0.011) (0.014) (0.013) (0.014) (0.014) 

Mean Public health expenditure 6.642 6.87 6.642 6.87 6.642 6.87 

Number of Observations 68 68 68 68 68 68 

Country and Year fixed-effect YES YES YES YES YES YES 

 

Note: Dependent variables in all models are subdomains of government social spending as a percentage of GDP (listed 

as row sub-headings). Each figure in each panel is from a separate regression. See notes in Table 1.1 for the model 

description. Expenditures on pensions, unemployment benefits, family benefits, and disability spending for 2018 are 

linearly interpolated based on the trend from 2010-2015. Robust standard errors in parentheses, *** p<0.01, ** p<0.05, 

* p<0.1. 
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Paper 2: Magnet or Myth? Medicaid Expansion Through the Affordable Care 

Act and Interstate Mobility of Low-income Immigrants 

2.1. Abstract 

Immigrants' access to public benefits, including healthcare coverage, has remained at the 

front and center of the US's debate on healthcare and immigration reform for many years. As policy 

makers continue the debate on the expansion of Medicaid in general and providing access to 

immigrants in particular, there are concerns that insurance expansion could have a magnetic effect 

that would lead to an influx of more immigrants relocating to gain free health insurance coverage. 

Using the Affordable Care Act (ACA) Medicaid expansions as a natural experiment setup, this 

paper examines the impact of the ACA Medicaid expansion on the interstate migration of low-

income immigrants. Unlike previous papers that examined the effect of public insurance expansion 

on interstate movement of the low-income population in general, this paper specifically focuses 

on the immigrant population. Using individual-level data from the American Community Surveys 

over 2009–2018, results from difference-in-difference analyses indicate that the expansion of the 

ACA in some states has no statistically significant effect on in-migration and decrease in out-

migration among the low-income immigrant population. This finding suggests that expanding 

Medicaid through ACA does not incur the large-scale added cost associated with increased in-

migration of low-income immigrants. The results are robust to various sensitivity tests, including 

alternate policy variables of overall states' Medicaid generosity index. 

 

Keywords: Immigration, Welfare migration, Immigrant welfare magnet hypothesis, Medicaid 

expansion, Interstate migration.  
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2.2. INTRODUCTION 

Immigration has always been one of American politics' most prominent wedge issues. It 

becomes even more contentious when intersected with healthcare reform – another hot-button 

issue in US policy debates. One of the flashpoints in debates on both policy issues is immigrants' 

access to safety net programs, such as public health insurance. Those who favor a more restrictive 

social welfare regime for immigrants argue that providing access to social safety net programs 

such as public health insurance will have a magnetic effect that will lead to an influx of more 

welfare-dependent immigrants to the state and further propel the already skyrocketing states' social 

and healthcare expenditure. The passage of the 2010 Patient Protection and Affordable Care Act 

(hereinafter known as ACA) provides an opportunity to examine whether expanding public 

insurance to the low-income population through ACA resulted in the influx of more low-income 

immigrants in ACA-expanded states, as critics argued. 

Medicaid expansion through ACA is one of the most significant healthcare reforms in the 

US. ACA's primary aims were to promote greater healthcare equity by reducing the uninsured rate 

in the US, making insurance more affordable, and improving access to care. In that pursuit, ACA 

expanded Medicaid eligibility to adults between 18 and 64 with incomes below 138 percent of the 

Federal Poverty Threshold (FPT). Those with incomes between 100%-400% of the FPT can 

receive subsidies from private health insurance exchanges. Initially a requirement, June 2012 

Supreme Court ruling effectively made Medicaid expansion through the ACA optional for each 

state. As of January 2018, 32 states and the District of Columbia had expanded Medicaid to all 

adults with incomes up to 138% of the FPT. Nineteen states opted not to expand (Keiser Family 

Foundation, 2021).  
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Debate continues in both ACA expansion and non-expansion states on whether to expand 

Medicaid or not and whether to provide access to immigrants. One widely held argument against 

the expansion of state Medicaid coverage is that such expansion will motivate low-income 

immigrants from other states or countries to migrate to the expansion states, leading to spiraling 

welfare and healthcare costs to the state's treasury. For instance, on October 4, 2019, President 

Trump released a proclamation suspending entry of immigrants into the United States unless they 

provide proof of health insurance within 30 days of entry or have financial resources to pay for 

reasonably foreseeable health insurance costs. Furthermore, the Trump administration broadened 

the definition of the Public Charge rule. It mandated that immigrants who used noncash public 

benefits — like Medicaid— could be deemed a public charge and denied residence or citizenship 

status. Similarly, during the May 2019 legislative hearing on California's proposal to expand 

Medicaid to undocumented young adults immigrants, Republican state Senator Jeff Stone argued, 

"We are going to be a magnet that is going to further attract people to a state of California that's 

willing to write a blank check to anyone that wants to come here" (Hayden & Bharath, 2019).  

Leveraging the variation in states' response to ACA Medicaid expansion after the supreme 

court ruling on ACA as a natural experiment setup, this paper examines Medicaid expansion's 

impact on the inter-state mobility behavior of low-income immigrants. The effect of such 

expansions on the interstate migration behavior of low-income immigrants is an essential question 

for several reasons. First, if the expansion of Medicaid through ACA encourages the influx of other 

low-income immigrants, as critics argue (Borjas, 1999; Razin & Wahba, 2015), it will adversely 

impact the state's fiscal treasury. Hence, state governments are incentivized to deter immigration 

by excluding them from public assistance programs such as Medicaid, assuming the government 

is only concerned about the welfare of natives. However, if the expansion of Medicaid has no or 
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marginal fiscal effects, such exclusionary policy would increase the administrative cost, hamper 

immigrant integration in the host country, and ultimately lower immigrant productivity and long-

term tax contributions (de Graauw & Bloemraad, 2017; Smith & Edmonston, 1997). Second, 

understanding immigrants' location choices is of broader interest as immigrants constitute a 

substantial portion of the workforce (17.4 percent in 2019), thus playing an essential role in the 

US labor markets  (Card, 2005).  

2.2.1. Immigrants' access to Medicaid and interstate mobility 

Immigrants make up a significant share of the US population. Between 1990-2019, the 

immigrant population as a percentage of the total US population almost doubled from 7.9% to 14% 

(American Immigration Council, 2021; Ruggles et al., 2021). As of 2019, one in seven US 

residents is an immigrant (American Immigration Council, 2021) By 2050, immigrants will 

comprise a fifth of the US population (Pew Research Center, 2015).  

Relative to US citizens, immigrants in the US face more significant challenges in securing 

healthcare coverage. Studies have shown that immigrants have less access to employer-sponsored 

insurance than native citizens and face tighter restrictions on their eligibility for public health 

coverage programs (Buchmueller et al., 2007; KFF, 2021). As a result, immigrants, particularly 

those with low socioeconomic status and limited residence time in the US, are more likely to be 

uninsured than native-born citizens (Carrasquillo et al., 2000; Derose et al., 2007). For instance, a 

study by KFF (2021) shows that the uninsured rate among undocumented is five times higher, and 

among lawful immigrants is three times higher than among citizens. 

Immigrants' access to public benefits, including healthcare coverage, has remained at the 

front and center of the US's debate on healthcare and immigration reform for many years. Critics 

argue that providing access to public benefits such as Medicaid to noncitizen immigrants poses an 
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unsustainable fiscal burden on already skyrocketing healthcare spending. Consequently, an 

exclusionary immigrant policy such as the Clinton era welfare reform – The Personal 

Responsibility and Work Opportunity Reconciliation Act (PRWORA) of 1996 bars aliens who are 

not "qualified aliens" from receiving federal, state, or local public benefits and also precludes 

qualified aliens from receiving federal means-tested public benefit including Medicaid for five or 

more years after they enter the United States in a qualified status (Congressional Research Service, 

2013; NCSL, 2017). 6,7   

While ACA has maintained several of these limitations enacted by the PRWORA, e.g., the 

five-year ban and ineligibility of undocumented immigrants to enroll in Medicaid or CHIP, the 

categories of "lawfully present" noncitizen are broader in ACA than the qualified immigrant 

standard for Medicaid established as part of the PRWORA (KFF, 2021; National Conference of 

State Legislatures, 2017). One of the most novel features of the ACA was its creation of health 

insurance exchange marketplaces and subsidies. Under this provision, lawfully present immigrants 

can purchase coverage through the ACA Marketplaces and may receive subsidies, including 

premium tax credits and cost-sharing reductions for this coverage (NSCL, 2017). These subsidies 

are available to people with incomes from 100% to 400% FPT who are not eligible for other 

coverage. In addition, lawfully present immigrants with incomes below 100% FPT may receive 

subsidies if they are ineligible for Medicaid based on immigration status. This group includes 

 
6 Under PRWORA’s qualified aliens include lawful permanent residents, asylees, refugees, and some other groups. 

This baseline rule, which has some exceptions, bars nonqualified aliens such as holders of Temporary Protected 

Status (TPS), recipients of Deferred Action for Childhood Arrivals (DACA), and nonimmigrants from receiving 

federal public benefits. 
7
 There are few exceptions to this 5 year wait period. For example, refugees, asylees, or legal permanent residents 

who used to be refugees or asylees don’t have to wait 5 years. However, states have the option to remove the 5-year 

waiting period and cover lawfully residing children and/or pregnant women in Medicaid or CHIP. For children and 

pregnant people, states can eliminate the five-year wait and extend coverage to lawfully present immigrants without 

a qualified status. Currently, twenty-nine states, plus the District of Columbia, have chosen to provide Medicaid 

coverage to lawfully residing children and/or pregnant women without a 5-year waiting period. 
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lawfully present immigrants who are not eligible for Medicaid or CHIP because they are in the 

five-year waiting period or do not have a "qualified" status. (Bustamante et al., 2019; KFF, 2013, 

2021)  

As a result of the ACA and its market exchange subsidy, studies have shown that 

immigrants had notable gains in health insurance after the ACA provisions took full effect (Tarraf 

et al., 2021). However, coverage disparities still exist between US-born and immigrants in the US. 

As discussed earlier, the debate continues within both ACA-expanded and non-expanded states 

about the fiscal consequences of expanding Medicaid and the potentiality of expansion's magnetic 

effect on other low-income immigrants from other states. Yet, the existing literature that studied 

ACA Medicaid expansion's effect on interstate migration primarily focuses more on the general 

low-income population than on immigrants.  

There are a few reasons why we might expect the effect of Medicaid expansion on internal 

mobility between native-born and low-income immigrants to be heterogeneous. Firstly, studies 

have shown that immigrants are, on average, more mobile and have a higher rate of internal 

mobility than natives (Basso & Peri, 2020; Borjas, 2001; Friedberg & Hunt, 1995; Schundeln, 

2014). Secondly, studies have found that the participation rate of immigrants in public assistance 

programs is much more sensitive to changes in benefits than natives (Borjas, 1999). Thirdly, 

studies have also shown that immigrants are more uninsured than native-born. For instance, KFF 

(2021) found that 25% of lawfully present nonelderly immigrants were uninsured compared to less 

than one in ten (9%) citizens. Given these, do low-income noncitizen immigrants migrate to other 

states for health insurance benefits, as a proponent of fiscal-burden and insurance magnet 

hypotheses argues, is the focus of this paper.  
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If the concerns of proponents of the immigrant Medicaid magnet and fiscal burden 

hypotheses are valid, we should find that some of the low-income immigrants from non-expanded 

states may migrate to ACA-expanded states to receive coverage, thereby posing a fiscal burden to 

state healthcare spending. It can also be hypothesized that since immigrants, on average, have 

better health outcomes compared to native-born (Borhade & Dey, 2018; Riosmena et al., 2017), 

health insurance coverage may be less of an issue for them. If this is true, we should find no effect 

on interstate migration behavior by ACA Medicaid expansion. Regardless of whether we find any 

magnetic effect of ACA Medicaid expansion on interstate migration of low-income immigrants or 

not, this is an essential question for reasons cited in the earlier sections.  

2.3. LITERATURE REVIEW 

Immigrants' location choices and factors that influence their location decision have always 

been essential questions among scholars of immigration. There is a rich literature that examines 

the determinants of immigrants' location choice in the host countries, including ethnic 

concentration, i.e., a network effect (Bartel, 1989; Bauer et al., 2002; Dunlevy, 1991), labor market 

differentials (Borjas, 2001; Jaeger, 2006), and local immigration enforcement (Bohn et al., 2014; 

Watson, 2013). Researchers have also explored the impact of the public benefits on immigrants' 

location choices (Southwick Jr., 1981; Gramlich & Laren, 1984; Borjas & Hilton, 1996; Borjas, 

1999; Kaushal, 2005). This paper falls under the broader welfare/public benefits-motivated 

migration literature category. Overall the empirical evidence on the welfare migration or welfare 

magnet hypothesis is mixed. However, when evidence of a magnet effect is found, the impact tends 

to be small and often weak in statistical insignificance (Borjas, 1999). 

There are other studies that are more closely related to the present article in that they exploit 

a similar policy change, i.e., expansion of public insurance and its effect on the migration behavior 
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of general low-income individuals. Cebula & Clark (2013) found a positive and significant effect 

of Medicaid generosity on low-income populations' net state in-migration rate. Schwartz & 

Sommers (2014) examined the migration patterns of low-income people before and after public 

insurance expansions in Arizona, Maine, Massachusetts, and New York. They found no effect on 

in-migration and out-migration. Similarly, Goodman (2017) investigates whether low-income 

individuals migrate to ACA-expanded states to gain access to Medicaid and find no migration 

effect. Alm & Enami (2017) find slightly different results for different models. In the state-level 

analysis, the authors find that the population of low-income individuals in Massachusetts did not 

experience an extra growth rate following the 2006 Massachusetts healthcare reform. At the 

border-city level analysis, they find that reform increased the population growth rate of low-

income individuals in border cities of Massachusetts. To summarize, the empirical evidence of 

existing research on welfare-induced migration in general and the effect of public insurance on 

inter-state migration, in particular, is mixed and inconclusive. 

While the studies above provide evidence of the effect of Medicaid expansion on the 

migration behavior of the US population, little is known about how the effect differs for the low-

income immigrant population. Yasenov et al. (2020) are one of the few studies focusing on 

immigrants. They took advantage of several states' expansions of coverage to non–US-born 

children and pregnant women who are lawful permanent residents without requiring a 5-year wait 

period and studied the effects of such expansions on newly arrived pregnant women's interstate 

migration behavior. They found no post-expansion migration changes among pregnant women.  

The present paper differs from Yasenov et al. (2020) in several perspectives. First, the 

policy setting of Yasenov et al. (2020) focuses only on state-level policy changes in expanding 

Medicaid before ACA. The Policy setting under the current paper – 2010 ACA Medicaid 
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expansion – is much wider spread and timely than coverage expansion only for children and 

pregnant women that Yasenov et al. (2020) used. Secondly, Yasenov et al. (2020) studies the effect 

of coverage expansion only for children and pregnant women. In contrast, this paper focuses on 

all low-income immigrants eligible for ACA Medicaid expansion.  

This study contributes to the broader immigration literature on welfare-motivated 

migration in several ways. First, this paper uses the most recent expansion of Medicaid coverage 

through ACA. Secondly, this paper focuses on the broader low-educated noncitizen immigrants 

instead of the general low-income population or a sub-group of the immigrant population. Thirdly, 

this paper uses several years of data after 2014 to uncover any longer-run effects that may not be 

visible immediately after the expansion. 

2.4. METHODS 

2.4.1. Data  

The empirical analysis is based on data from the American Community Survey (ACS), a 

de-identified publicly available survey conducted by the United States Census Bureau and 

compiled by IPUMS-USA (Ruggles et al., 2021). In addition to rich sets of individual-level 

characteristics and immigration-related information, ACS also provides information related to the 

interstate movement of the respondents who lived in the US for two consecutive years. This paper 

uses this information in constructing in- and out-migration variables of respondents. The sample 

for the years 2009-2018 is used for this paper. The data on states' Medicaid expansion status 

through the Affordable Care Act (ACA) by month, year, and income eligibility threshold is 

obtained from Kaiser Family Foundation's annual survey of eligibility, enrollment, renewal, and 

cost-sharing policies in Medicaid and CHIP (Brooks et al., 2021). 

2.4.2 Study sample 
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The population of interest is nonelderly foreign-born adults whose household income 

poverty threshold is below 138% of the Federal Poverty Threshold (FPT) as determined by the US 

Census Bureau and who reside in ACA Medicaid-expanded or non-expanded states. The analysis 

sample for this paper is restricted to nonelderly adults aged 19-64. Appendix Table 2.1 shows 

descriptive statistics for the study sample by states' ACA expansion status. Additional analyses 

examine a variety of alternative subpopulations. 

Furthermore, since the cost of migration is lower among childless adults than those with 

children (or larger family size) and thus migration effects of the ACA expansion could plausibly 

be higher among this subgroup population. To account for this subgroup heterogeneity, a separate 

analysis is conducted on nonelderly adults without children. Furthermore, as discussed in earlier 

sections, since the five-year waiting provision of ACA still applies to many ACA-expanded states 

for many lawfully present immigrants, a subgroup analysis was conducted by immigrants' period 

of arrival in the US., i.e., those immigrants who have been in the US for more than 30 years, 15-

30 years, 5-15 years, and less than five years.  

In supplementary analyses, this paper uses various alternate sample specifications, 

including samples restricted to the documented foreign-born population8,  the uninsured 

population, and those with a poverty threshold <100% of FPT. Additionally, a supplementary 

 
8
 This paper used a method developed by Borjas & Cassidy (2019) to differentiate between documented and potentially 

undocumented immigrants. Borjas and Cassidy (2019) identified foreign-born person as documented/legal if any of 

the following conditions hold: arrived before 1980; the person is a citizen; person receives Social Security benefits, 

SSI, Medicaid, Medicare, or Military Insurance; the person is a veteran, or is currently in the Armed Forces; that 

person works in the government sector; person resides in public housing or receives rental subsidies, or that person is 

a spouse of someone who resides in public housing or receives rental subsidies; that person was born in Cuba; that 

person's occupation requires some form of licensing; that person's spouse is a legal immigrant or citizen. For purpose 

of this paper, the condition of public insurance coverage (Medicaid) is relaxed in constructing potential undocumented 

immigrant population.  
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analysis is conducted with educational status as a proxy indicator for Medicaid eligibility, where 

the sample is restricted to those respondents with High school or less.  

2.4.3 Policy variable: ACA Medicaid expansion  

ACA – one of the most important health care legislation in the US – was signed into law 

by President Obama in 2010. As of 2019, 1 in 5 Americans is covered by Medicaid (Rudowitz et 

al., 2019). As of January 2018, 32 states and the District of Columbia had expanded Medicaid to 

all adults with incomes up to 138% of the FPT. Nineteen states opted not to expand. The data on 

states' Medicaid income eligibility threshold and expansion status by month and year for parents 

and adults without children were obtained from Kaiser Family Foundation's Annual survey of 

eligibility, enrollment, renewal, and cost-sharing policies in Medicaid and CHIP (Brooks et al., 

2021). For the primary analysis, the policy variable is 0 before 2014. In the post-policy period, it 

is equal to 1 if the state had Medicaid expansion; otherwise, 0. 

Seven states (AK, IN, LA, MI, MT, NH, and PA) expanded Medicaid after January 2014. 

For these states, the policy variable was equal to 1 only if the state had expanded Medicaid at the 

time of the survey; otherwise, 0. In a sensitivity analysis, to check if the staggered implementation 

of Medicaid expansion unduly influenced the outcome of our analysis, we excluded these states 

from the sample.   

Wisconsin did not implement ACA Medicaid expansion but provided coverage to parents 

with incomes less than 200% of the FPT before 2014, but lowered the threshold subsequently to 

105% for parents and 100% of the FPT for childless adults. Similarly, Maine provided coverage 

to parents with incomes less than 200% of the FPT before 2014. It lowered the threshold 

subsequently to 105% of the FPT but did not provide Medicaid to childless adults during our study 
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period. This paper followed previous studies (e.g., Simon et al. 2017; Soni and Morrisey 2022) 

and treated Wisconsin as a Medicaid expansion state and Maine as a non-expansion state. 

In nine states (CT, DC, IL, MN, NJ, NY, VT, WI, and RI) Medicaid income eligibility 

threshold for childless adults increased in January 2014. Still, for parents, the pre-2014 state 

threshold was higher than the Federal threshold of 138% (Brooks et al., 2021). In many cases, 

these states used transitional Medicaid or state resources to cover those who lost eligibility due to 

the fall in income threshold under the Federal Medicaid expansion (MACPAC, 2021; Swartz et 

al., 2015). Previous studies have treated these states as expansion states starting from 2014 

onwards, which is technically inaccurate (Simon et al., 2017; Soni, 2020). Note also that these 

studies conducted sensitivity analyses dropping five of the nine states with Medicaid thresholds 

higher than 138% before 2014.   Since the ACA Medicaid expansion eligibility threshold treated 

adults with children and without children are treated differently, this paper constructs the Medicaid 

expansion policy variable for these nine states as equal to 1 for the entire period if the respondent 

is a parent. For childless adults, the variable equals 1 if observed in the post-expansion period and 

0 otherwise.  

2.4.4 Outcome variable 

The key outcome variable is interstate mobility. ACS asks respondents if they lived in the 

same residence one year ago. The location of their previous residence is collected for people who 

lived in a different residence. Inter-state mobility is a dichotomous variable equal to 1 if the 

respondent's current state of residence differs from last year. This paper studies two aspects of 

inter-state mobility: moving into the state, or in-migration, and moving out of the state, or out-

migration. 
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In the analysis on in-migration, the policy variable is measured as of year t and pertains to 

the state of residence in year t. Accordingly, all time-varying geographic measures (e.g., state-

level immigrant policy, immigrant density in the state) pertain to the state of residence in year t. 

In the analysis of out-migration, the policy variable is measured as of year t-1 and pertains to the 

state of residence in year t-1. Accordingly, all time-varying geographic measures (e.g., state-level 

immigrant policy, immigrant density in the state) pertain to the state of residence in year t-1 and 

are measured as of year t-1.   

2.4.5 Analytical strategy 

 Following existing literature that studied the effect of policy change on interstate migration 

(see, for example, Kaestner et al., 2003; Schwartz & Sommers, 2014), this paper adopts difference-

in-differences (DiD) with time and year fixed effects in a linear regression framework to study 

whether in-migration increased and out-migration decreased in ACA expansion states relative to 

non-expansion states in post ACA expansion years. The DiD equation takes the following form:  

𝑌𝑖𝑠𝑡 = 𝜆𝑠 + 𝜇𝑡 +   𝛽 ∗ 𝑀𝑐𝑎𝑖𝑑𝑖𝑠𝑡 + 𝛿′𝑋𝑖𝑠𝑡 + 𝛤𝑠𝑡+𝝐ist (1) 

Where outcome 𝑌𝑖𝑠𝑡 is a dichotomous variable equal to 1 for respondents who reported living in a 

different state in year t-1; otherwise, 0: the index i denotes individual, s states, and t year. 𝑀𝑐𝑎𝑖𝑑𝑖𝑠𝑡 

equals 1 if an individual resides in a state that expanded Medicaid eligibility for adults to 138% of 

the FPT. I use an equation similar to (1) for the out-migration analysis with two differences: one, 

state s denotes the state of residence in year t-1, and two, the subscript t is changed to t-1. Thus, 

the policy variable and other time-varying state-specific variables are measured for the state of 

residence in the previous year and as of year t-1.   

Because a linear probability model is used, the coefficient of interest 𝛽 should be 

interpreted as the average difference in the probability of in-migration or out-migration due to 
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ACA Medicaid expansion between two sets of states after accounting for an array of personal and 

state-level characteristics. If the expansion of ACA has any magnetic effect on the interstate 

movement of low-income immigrant, the 𝛽 coefficient in the in-migration analysis would be 

positive and significant (i.e., ACA induce low-income immigrants to migrate from other states to 

ACA expansion states). In contrast, for out-migration analysis, the 𝛽 coefficient is hypothesized 

to be negative and significant (i.e., some low-income immigrants who would have moved out from 

an ACA-expanded state to another state in the counterfactual are induced not to move).  

Following existing welfare-induced migration literature, the analysis controls for a rich set 

of demographic characteristics (𝛿′𝑋𝑖𝑠𝑡) namely: sex (categories representing: men and women), 

age (19-26, 27-34, 35-42, 43-49, 50-57, and 58-64), ethnicity/race (non-Hispanic White, non-

Hispanic Black, other non-Hispanic, and Hispanic), educational attainment (less than high school, 

high school graduate, some college or associate degree, and bachelor's degree or higher), 

employment status (employed, unemployed and not in labor force), marital status (never married, 

married, divorced/separated/married with spouse absent, and widowed), household size (1, 2, 3, 4, 

5, and 6 or more), number of household children aged <18 (0, 1, 2, 3, and 4 or more), period of 

arrival to the US for immigrants (before 1980, 1980-1989, 1990-1999, 2000-2009, and 2010 or 

later),  years since immigration (0-5, 6-10, 11-15, 16-19; 20-24; 25-39 and >=30), and state of 

residence.  

To account for other time-varying characteristics that might make one set of states more 

attractive to low-income immigrants and thus bias the results, the analysis control for a vector of 

time-varying state macroeconomic other characteristics (𝛤𝑠𝑡) such as GDP per capita, state 

unemployment rate, the share of the immigrant population in the state, and other immigrant-related 
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state-level policies.9  𝜆𝑠 denotes state fixed effects to account for permanent differences across 

states that might be attracting low-income migrants and correlating with Medicaid expansion, and 

𝜇𝑡 denotes year-fixed effects to controls for common effects to all states in a particular year, such 

as national business cycles that simultaneously affect all localities that may affect migration 

patterns. The state fixed effect is based on the states of residence during the survey year for in-

migration analysis. For out-migration analysis, the state fixed effect is based on the state of 

residence in year t-1. 𝝐ist is the error term. Standard errors were clustered by the state of residence 

to account for arbitrary correlation of observations within each state.  

The identifying assumption in equation (1) is that in the absence of the ACA Medicaid 

expansions, respondents in expansion states would have, on average, experienced the same 

changes in outcome variables as those living in non-expansion states. To test the plausibility of 

this parallel trend assumption, we estimated an event study model similar to our base equation but 

replacing 𝑀𝑐𝑎𝑖𝑑𝑠𝑡 term with treatment group indicator interacted with year indicator variables 

(omitting the year preceding Medicaid expansion, as the reference year). For our identifying 

assumption to be valid, the interaction terms in pre-expansion years should not be statistically 

different from zero. Appendix Figure 2.1 plots the coefficient of event study DiD on in-migration 

and out-migration for event study tests evaluating parallel trends between two sets of states in the 

pretreatment periods. Each figure displays coefficients and 95% confidence intervals for the 

interaction of state Medicaid expansion with year relative to implementation. For both outcomes, 

the interaction terms in pre-expansion years are statistically different from zero.  

 
9
 Local immigration enforcement policies under section 287(g) and the Secure Communities are taken from the 

Immigration and Customs Enforcement (ICE) website archives (ICE, 2009; ICE, 2013; ICE, 2018). Information on 

state policies specific to undocumented immigrants, namely, state dream act, eligibility for driver’s license, and E-

Verify requirements are from Kaushal et al., 2018, and the National Conference of State Legislatures (NCSL) 

websites. 
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 RESULTS 

2.5.1 Descriptive Analysis  

Appendix Table 2.1 shows the sample characteristic and size for the sample of nonelderly 

adults (age 19-64) with family income below 138% of the FPT in ACA Medicaid expanded 

(treatment) and non-expanded states (comparison). The unit of observation is a person-year. Of 

3,989,365 observations for combined comparison and treatment states over the study period of 

2009-2018, about 28.1%, are in treatment states, and the rest in comparison states. Of 698,728 

low-income foreign-born observations, about 34.7%, reside in treatment states.  

2.5.2 Trends of interstate migration: In-migration and Out-migration 

Figure 2.1 presents overall trends in interstate migration rate (as a proportion of the total 

population) among the low-income (<138% FPT) population (foreign-born and native-born) in 

ACA-expanded and non-expanded states relative to the year of ACA expansion. Figure 2.2 

presents trends in in-migration and out-migration rates for sample groups for the study period. The 

proportion is computed as follows:  

𝑃𝑟𝑜𝑝𝑜𝑟𝑡𝑖𝑜𝑛𝑠𝑡 =
𝑇𝑜𝑡𝑎𝑙 𝑙𝑜𝑤−𝑖𝑛𝑐𝑜𝑚𝑒 𝑖𝑛𝑡𝑒𝑟𝑠𝑡𝑎𝑡𝑒_𝑚𝑖𝑔𝑟𝑎𝑛𝑡𝑠𝑡

𝑇𝑜𝑡𝑎𝑙 𝑙𝑜𝑤 𝑖𝑛𝑐𝑜𝑚𝑒  𝑝𝑜𝑝𝑢𝑙𝑎𝑡𝑖𝑜𝑛𝑡
    (2) 

where 𝑃𝑟𝑜𝑝𝑜𝑟𝑡𝑖𝑜𝑛𝑠𝑡  represents the proportion of low-income (<138% FPT) nonelderly adults (age 

19-64) interstate migrant population in state s and year t as a percent of the total low-income 

population in the US at time t. The numerator 𝑇𝑜𝑡𝑎𝑙 𝑙𝑜𝑤 − 𝑖𝑛𝑐𝑜𝑚𝑒 𝑖𝑛𝑡𝑒𝑟𝑠𝑡𝑎𝑡𝑒_𝑚𝑖𝑔𝑟𝑎𝑛𝑡𝑠𝑡  

represents the total low-income interstate migrant population in state s at year t. The denominator 

𝑇𝑜𝑡𝑎𝑙 𝑙𝑜𝑤 𝑖𝑛𝑐𝑜𝑚𝑒 𝑝𝑜𝑝𝑢𝑙𝑎𝑡𝑖𝑜𝑛𝑡 represents the total low-income nonelderly population in the 

country at year t. For instance, the proportion of low-income nonelderly foreign-born adults who 

undertook interstate migration is computed by dividing the total number of low-income nonelderly 

foreign-born adults who undertook interstate migration by the total population of low-income 
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foreign-born in the US. Computing the proportion for in-migration and out-migration is slightly 

different from equation (2). The denominator for in-migration is based on the total US population 

(of a particular group, i.e., low-income foreign-born) of the current state of residence. For out-

migration analysis, the denominator is based on the prior state of residence population. 

There are three key findings from Figure 2.1. One, on average, nonelderly low-income 

foreign-born are more mobile than their native counterparts. This is the case with both ACA-

expanded and non-expanded states and between adults with and without children. Two, interstate 

mobility is higher among nonelderly low-income who do not have children than those with 

children. Three, the difference between interstate mobility among US-born and foreign-born low-

income is higher in the ACA-expanded states than in states that did not expand ACA Medicaid.  

Figure 2.2 presents trends in in-migration (ACA non-expanded states to expanded states) 

and out-migration (ACA expanded to non-expanded states). There are three key findings from 

Figure 2.2. One, on average, the rate of in-migration is higher than out-migration for all subgroups, 

i.e., more people moving to ACA-expanded states from non-expanded states than moving out of 

expanded states to non-expanded states. This is true for both nonelderly adults with and without 

children. While the in-migration rate remained constant for the US-born sample, there was a slight 

increase in in-migration among the foreign-born samples between 2012-2016. Two, nonelderly 

low-income foreign-born have a higher rate of in-migration (moving to ACA-expanded states) 

than their US-born counterparts. Three, unlike in-migration, the out-migration rate (moving out of 

ACA-expanded states to non-expanded states) is higher among US-born nonelderly low-income 

nonelderly than their foreign-born counterparts. An additional trend analysis is done by excluding 

potential undocumented immigrants – the group not eligible for Medicaid insurance – from the 

sample. The trend mainly remained identical. 
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Overall, the finding from these two trend graphs confirms the findings from other studies 

that, on average, immigrants are more mobile than natives  (Borjas, 1989, 2001; Friedberg & Hunt, 

1995; Schundeln, 2014). Among other reasons, one explanation for this difference between US-

born and foreign-born is the underlying intuition behind the welfare magnet hypothesis, i.e., the 

location decisions of foreign-born are more responsive to the interstate labor market or welfare 

generosity differential (Borjas & Hilton, 1996; Borjas, 2001). While descriptive trends in Figures 

2.1 and 2.2 help provide a crude overview of the trends, they do not control for factors that vary 

across states and years and are thus likely to confound the link between ACA expansion and 

interstate migration behavior of the study sample. The following section presents the multivariate 

analysis that controls these factors.   

2.5.3 Multivariate Analysis 

Table 2.1 reports the estimates from equation (1), which I consider to be the main results 

of this article. The model is estimated on the analysis sample described in the data section. The 

sample includes all immigrants regardless of their documentation status10. Columns 1 and 4 of 

Table 2.1 show the results for native-born men and native-born women, respectively; Columns 2 

and 5 show results for foreign-born men and women, respectively; and columns 3 and 6 show 

results for foreign-born men and women where model controls for additional immigrant-related 

state policies. 

 Panel 1 and 2 of Table 2.1 show in-migration results for all adult and childless adult 

samples, respectively. For in-migration outcome, the point estimates for panel 1, i.e., all adult 

samples, are close to 0 and statistically insignificant, indicating no significant migration effects of 

ACA expansion among native-born and foreign-born low-income populations. Put differently, no 

 
10 The results for the sample restricted to immigrants who are more likely to be documented are presented in the 

Appendix table 2.8. 
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statistically significant evidence shows low-income native-born and foreign-born in-migrate to 

ACA-expanded states from non-expanded states due to ACA expansion, as posited by the welfare 

magnet hypothesis. All the point estimates are lower than the baseline or pre-ACA mean 

probability of in-migration to and out-migration from ACA states.  

 Intuitively, migration costs are lower among childless adults than those with children (or 

larger family size). Thus, the migration effect of the ACA expansion is expected to be higher 

among this subgroup population. However, the results (panel 2 of Table 2.1) show that the point 

estimates are statistically insignificant and close to zero, indicating no effect of ACA on their 

probability of in-migrating to an expanded ACA state due to policy reform.  

Panels 3 and 4 of Table 2.1 show results for out-migration for all different subgroup 

population samples. The effect size is small and always statistically insignificant. This suggests 

little evidence that the ACA Medicaid expansion will be reduced low-income populations' 

likelihood of not out-migrating to ACA non-expanded states due to the availability of Medicaid 

expansion. The results from Table 2.1 do not provide any evidence to indicate that low-income 

immigrants migrate to ACA-expanded states because of policy reform, as indicated by the welfare 

magnet hypothesis (Borjas 1999).  

The effects of the ACA Medicaid expansion might differ among immigrants by their stay 

duration in the US. Table 2.2 examined the effect of ACA expansion on immigrants' interstate 

movement by their duration of stay in the US. Immigrants are categorized into four mutually 

exclusive groups by their years since immigration (0-5, 6-15, 16-30, and above 30). In this analysis, 

the only statistically significant result is with those low-income immigrants whose duration in the 

US is more than 30 years. However, the effect size is too small to warrant a meaningful 
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interpretation. The coefficients are close to zero for all other panels in Table 2.2 and are always 

statistically insignificant.  

To sum up the results from DiD estimation in Tables 2.1 and 2.2, there is clear evidence 

that the expansion of ACA Medicaid in some states did not have any statistically significant effect 

on attracting low-income native-born and foreign-born to in-migrate to or out-migration from 

ACA-expanded states to non-expanded states due to the policy reform. 

2.5.4 Sensitivity test 

Next, I conducted several supplementary and sensitivity analyses to check the robustness 

of the results in Tables 2.1 and 2.2. First, I used a novel composite index of state Medicaid 

generosity as an alternate policy variable. Unlike the dichotomous Medicaid expansion variable in 

the base model, the state Medicaid generosity index is a continuous variable. This composite index 

was constructed based on four dimensions: income eligibility thresholds, administrative burden 

reduction, immigrant eligibility rules, and benefit/co-pay coverage. All scores were summed and 

normalized on a 0-100 scale where 100 would be equivalent to a state adopting the most 

comprehensive allowable policies under federal law, and 0 would mean that none of the policies 

were adopted or the minimum allowable by law (Fox et al., 2020). Similar to results in Table 2.1, 

all coefficients as statistically insignificant, indicating no magnetic effect on interstate movement 

of low-income immigrants. The results of this analysis are in Appendix Table 2.4.  

Second, the poverty threshold used in the base model is aggregated by Census-defined 

family units, which may not be the appropriate measure for capturing eligibility for health 

insurance (KFF, 2021). To address this issue, I used educational attainment as a proxy for 

eligibility for ACA Medicaid expansion. In this, I restricted my sample to those observations 
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whose educational attainment is high school or less, regardless of their household income. The 

results in Appendix Table 2.5 remained similar to those in Table 2.1.  

Third, I restricted my sample to those low-income respondents who do not have any health 

insurance coverage. If there is any magnetic effect of public insurance coverage, one would expect 

such an effect of the ACA expansion could plausibly be higher among this subgroup population. 

The results in Appendix Table 2.6 show similar results as presented in Table 2.1, i.e., no 

statistically significant effect of ACA expansion on interstate movement of the low-income 

immigrant population.  

Marketplace subsidies associated with ACA, such as Premium Tax Credits (PTC) and 

Cost-Sharing Reduction (CSR), increased insurance coverage for adults with incomes of 100-400 

percent of the FPT, particularly in non-expansion states (KKF, 2017). Therefore, in the fourth 

supplementary analysis, the sample was restricted to those with household incomes below 100% 

of the FPT. Results presented in Appendix Table 2.7 yielded similar conclusions to those in Table 

2.1.  

Undocumented immigrants are not eligible under ACA Medicaid expansion (KFF, 2017). 

In the final supplementary analysis, I restricted my study sample to immigrants who are more 

likely to be documented, using the residual method developed by Borjas and Cassidy (2019). 

Overall, results remained similar to those in Table 2.1, but some of the estimates in in-migration 

analysis, particularly on childless adult samples, are statistically significant. However, the 

coefficients are small and close to zero. The results for this sensitivity analysis are presented in 

Appendix 2.8. 

Recent research on difference-in-differences shows that variation in treatment timing could 

result in biased estimates (Callaway & Sant'Anna, 2020; Goodman-Bacon, 2021). To check if the 
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staggered implementation of Medicaid expansion unduly influenced the outcome, I conducted two 

sensitivity tests: 1) estimated alternate policy specifications where we dropped seven states that 

expanded Medicaid after January 2014 (see Appendix Table 2.2). Here a clear comparison is made 

between states that expanded Medicaid in 2014 with states that never expanded Medicaid. Overall, 

results presented in Appendix 9 yielded similar conclusions to those in Table 2.1, but some of the 

estimates in in-migration analysis, particularly on childless adult samples, are statistically 

significant. However, the coefficients are close to zero. 

2.5. CONCLUSIONS AND DISCUSSION 

As policy maker continue the debate on the expansion of Medicaid in general and providing 

access to immigrants in particular, those who favor a more exclusive social welfare regime for 

immigrants argue that providing access to social safety net such as public health insurance will 

have a magnetic effect that will lead to an influx of more welfare-dependent immigrants to the 

state and further propel the already skyrocketing states' social and healthcare expenditure.  

Using ACA Medicaid expansion as a natural experiment setup, this paper examined the 

impact of ACA expansion on interstate migration: in-migration and out-migration of low-income 

immigrants. If the concerns of the immigrant welfare magnet hypothesis are valid, we will find 

that expanding Medicaid to low-income populations will result in a statistically significant increase 

in in-migration and a statistically significant decrease in out-migration among ACA-expanded 

states relative to non-expanded states. However, contrary to the hypothesized results, the 

coefficients from the primary analysis of this paper are always statistically insignificant and close 

to zero. The results remain robust to various sensitivity tests that include alternate policy variables 

and sample selections. This paper confirms the findings from previous papers that studied the 

effect of ACA expansion on interstate migration of low-income populations.  



60 

 

These results from analysis in this paper indicate that the expansion of ACA Medicaid in 

some states does not have any statistically significant migration effect on low-income populations 

in terms of in-migration (native-born and foreign-born) from other states or decline in out-

migration from expanded to non-expanded states.  

As policymakers continue the debate on expanding Medicaid in general and providing 

access to immigrants in particular, the findings from this and other related papers suggest that 

expanding ACA Medicaid does not incur the large-scale added cost associated with increased in-

migration leading to an increase in enrollment of low-income immigrants.  

On the contrary, policies restricting immigrants' access to public safety nets will likely 

worsen their integration process and socioeconomic conditions. This will lead to lower 

socioeconomic and health outcomes among low-income immigrants, who are often more 

vulnerable. This could further lead to an increased usage of public benefits such as Medicaid for 

the treatment of an emergency medical condition and eventually increase governments' social and 

healthcare spending. Hence, expanding public benefits such as Medicaid for better integration of 

immigrants into the host society is a desirable policy intervention in the long run.  
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Figure 2.1: Interstate migration rate in expansion and comparison states, relative to the year of 

ACA expansion among low-income (<130% FPT) population by nativity  

Note: The sample is restricted to low-income nonelderly adults (age 19-64) below 138% of the 

FPT. The proportion is estimated as the percentage of the overall population in the US of the 

respective sub-group population. The vertical dot line represents the time of ACA Medicaid 

expansion. 
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Figure 2.2: In-migration and out-migration in expansion and comparison states, relative to the year 

of ACA expansion among low-income (<138% FPT) population by nativity  

Note: The sample is restricted to low-income nonelderly adults (age 19-64) below 138% of the 

FPT. The proportion is estimated as the percentage of the overall population in the US of the 

respective sub-group population. The vertical dot line represents the time of ACA Medicaid 

expansion. 
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Table 2.1: DiD results for in-migration and out-migration 

   Men   Women  

 (1) (2) (3) (4) (5) (6) 

In-migration 

Native-

born  

Foreign-

born  

Foreign-

born  

Native-

born  

Foreign-

born  

Foreign-

born  

  

Panel 1: All adults Sample 0.001 -0.004 -0.006 -0.001 -0.005 -0.005 

 (0.002) (0.004) (0.004) (0.001) (0.003) (0.004) 

Pre-ACA mean probability  0.053 0.077 0.077 0.043 0.059 0.059 

Observations 1610438 329454 329454 1680199 369274 369274 

       

       

Panel 2: Childless adults 0.001 0.004 -0.002 0.001 -0.003 -0.003 

 (0.002) (0.007) (0.008) (0.002) (0.005) (0.006) 

Pre-ACA mean probability 0.060 0.123 0.123 0.055 0.110 0.110 

Observations 1293023 172049 172049 1011164 136574 136574 

       

Out-migration  

  

Panel 3: All adults Sample -0.002 -0.001 0.001 -0.001 0.003 0.005 

 (0.008) (0.011) (0.011) (0.007) (0.008) (0.010) 

Pre-ACA mean probability 0.028 0.034 0.034 0.021 0.023 0.023 

Observations 1610438 329454 329454 1680199 369274 369274 

       

       

Panel 4: Childless adults -0.003 -0.001 0.000 -0.002 0.004 0.010 

 (0.008) (0.012) (0.012) (0.008) (0.008) (0.012) 

Pre-ACA mean probability 0.031 0.053 0.053 0.027 0.041 0.041 

Observations 1293023 172049 172049 1011164 136574 136574 

 

Note: Each figure in the top row of a panel is from a separate two-way fixed effect difference-in-differences (DD) in 

linear regression. Panels 1 and 2 report coefficients for in-migration as the outcome variable and Panels 3 and 4 for 

out-migration as the outcome variable. Panels 2 and 4 are restricted only to adults without children. The sample is 

restricted observation whose household income is less than 138% of FPT. All models control for sex, age, 

ethnicity/race, education, employment status, marital status, household size, the number of household children aged 

<18, and state and year-fixed effects. For foreign-born samples, additional control includes the period of arrival to the 

US for immigrants and years since immigration. Columns 3 and 6 include additional states' immigration-related 

policies, including enforcement of Section 287(g) of the Illegal Immigration Reform and Immigrant Responsibility 

Act, the Secure Communities Program, state Dream Act policy, eligibility of undocumented immigrants for driver's 

license, and state implementation of E-Verify. Robust standard errors clustered on the state of residence are in 

parentheses. Pre-ACA means to represent the mean probability of in-migrating and out-migrating before 2014. *** 

p<0.01, ** p<0.05, * p<0.1 
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Table 2.2: DiD results for in-migration and out-migration by immigrants' years in the US. 

  (1) (2) (3) (4) 

  In US>30 years:  In US 15-30 years:  In US 5-15 years:  In US <5 years:  

 In-migration  

 

Panel 1: All foreign-born 0.006* 0.002 0.002 0.028 

  (0.004) (0.004) (0.003) (0.019) 

Pre-ACA mean probability 0.023 0.030 0.033 0.274 

Observations 124478 124478 277858 277858 

       

Panel 2: Childless adults 0.005 -0.003 0.001 -0.036 

  (0.005) (0.005) (0.005) (0.023) 

Pre-ACA mean probability 0.032 0.059 0.057 0.323 

Observations 67,311 104,502 93,838 82,153 

  

Out-migration  

 

Panel 3: All foreign-born 0.010 0.002 -0.001 0.008 

  (0.011) (0.015) (0.017) (0.007) 

Pre-ACA mean probability 0.011 0.014 0.016 0.109 

Observations 124478 124478 277858 277858 

       

Panel 4: Childless adults 0.010 -0.006 0.005 -0.007 

  (0.012) (0.016) (0.021) (0.016) 

Pre-ACA mean probability 0.014 0.027 0.026 0.125 

Observations 67,311 104,502 104,502 93,838 

 

Note: Each figure in the top row of a panel is from a separate two-way fixed effect difference-in-differences (DD) in 

linear regression. The sample is restricted to foreign-born whose household income is less than 138% of FPT. Panels 

1 and 2 report coefficients for in-migration as the outcome variable and Panels 3 and 4 for out-migration as the outcome 

variable. Panels 2 and 4 are restricted only to adults without children. For controls, see notes in Table 2.1. *** p<0.01, 

** p<0.05, * p<0.1 
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Appendix Table 2.1: Summary statistics by ACA expansion status  

Variables 
Non-expansion 

states 

Expansion 

states 

Age 38.01 38.17 

Male (%) 49.11 47.39 

Family size 2.47 2.62 

Foreign-born (%) 15.94 21.51 

Household income ($) 23143 27574 

Race: Non-Hispanic White (%) 66.02 63.89 

Race: Non-Hispanic Black (%) 20.40 14.65 

Race: Non-Hispanic others (%) 0.06 0.11 

Race: Hispanic (%) 18.92 22.96 

Marital status: Not married (%) 50.19 52.57 

Marital status: Married (%) 26.32 27.08 

Marital status: Divorced/separated (%) 23.49 20.35 

Employment status: employed (%) 37.74 39.80 

Employment status: unemployed (%) 10.63 8.93 

Employment status: not in the labor force (%) 51.62 51.26 

Education: <High School (%) 20.88 18.77 

Education: High school graduate (%) 43.39 42.61 

Education: Some colleges (%) 25.99 26.88 

Education: BA or more (%) 9.74 11.75 

State Unemployment rate (%) 7.41 5.53  

State GDP per capita ($) 49295 58688 

Interstate migration (%) 3.44 3.14 

   

Obs. (<138 % FPT) 2863031 1126334 

Obs. (Foreign-born <138 %FPT) 456420 242308 

Obs. (Childless foreign-born <138 % FPT) 213235 95388 

 

Notes: The analysis sample includes individuals with income less than 138% of the FPT from 

2009-2018. The states are classified into two categories based on ACA Medicaid expansion status. 

Details on the assignment of states into two different categories are under the data section of the 

text.  
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Appendix Table 2.2: Medicaid Income Eligibility for Parents, 2009-2019: Percent of Federal 

Poverty Threshold 

 
 Date Eligibility: Percent of Federal Poverty Threshold 

State/Year  09 10 11 12 13 14 15 16 17 18  

Full Expansion Alaska 9/1/15 85 81 81 81 78 128 146 143 141 139  

                          Arkansas 1/1/14 17 17 17 17 16 138 138 138 138 138  

                          Indiana 2/1/15 26 25 36 24 24 24 24 139 139 139  

                          Iowa 1/1/14 86 83 83 82 80 138 138 138 138 138  

                          Kentucky 1/1/14 62 62 62 59 57 138 138 138 138 138  

                          Louisiana 7/1/16 26 25 25 25 24 24 24 24 138 138  

                          Michigan 4/1/14 66 64 64 63 64 138 138 138 138 138  

                          Montana 1/116 58 56 56 55 54 52 51 138 138 138  

                          Nevada 1/1/14 91 88 88 87 84 138 138 138 138 138  

                          New Hampshire 8/15/14 51 49 49 49 47 75 138 138 138 138  

                          New Mexico 1/1/14 69 67 67 85 85 138 138 138 138 138  

                          North Dakota 1/1/14 62 59 59 59 57 138 138 138 138 138  

                          Ohio 1/1/14 90 90 90 90 96 138 138 138 138 138  

                          Oregon 1/1/14 100 40 40 40 39 138 138 138 138 138  

                          Pennsylvania 1/1/15 36 34 46 46 58 38 138 138 138 138  

                          Virginia 1/1/19 30 29 31 31 30 52 45 39 38 38  

                          Washington 1/1/14 77 74 74 73 71 138 138 138 138 138  

                          West Virginia 1/1/14 34 33 33 32 31 138 138 138 138 138  

Mild Expansion Maryland 1/1/14 116 116 116 116 122 138 138 138 138 138  

                            Hawaii 1/1/14 100 100 100 100 138 138 138 138 138 138  

                            Colorado 1/1/14 66 66 106 106 106 138 138 138 138 138  

                            California 1/1/14 106 106 106 106 106 138 138 138 138 138  

                            Connecticut 1/1/14 191 191 191 191 191 201 201 155 155 138  

                            Delaware 1/1/14 121 121 120 119 120 138 138 138 138 138  

                            Arizona 1/1/14 200 106 106 106 106 138 138 138 138 138  

                            DC 1/1/14 207 207 207 206 206 221 221 221 221 221  

                            Massachusetts 1/1/14 133 133 133 133 133 138 138 138 138 138  

High-threshold Illinois 1/1/14 185 185 191 191 139 138 138 138 138 138  

                            Maine 1/10/19 206 206 200 200 200 105 105 105 105 105  

                            Minnesota 1/1/14 275 215 215 215 215 205 138 138 138 138  

                            New Jersey 1/1/14 200 200 200 200 200 138 138 138 138 138  

                            New York 1/1/14 150 150 150 150 150 138 138 138 138 138  

                            Rhode Island 1/1/14 181 181 181 181 181 138 138 138 138 138  

                            Vermont 1/1/14 191 191 191 191 191 138 138 138 138 138  

Non-Expansion Alabama  25 24 24 24 23 16 18 18 18 18  

                            Florida  55 53 59 58 56 35 34 34 33 33  

                            Georgia  52 50 50 49 48 39 38 37 37 36  

                            Idaho  28 27 39 39 37 27 27 26 26 26  

                            Kansas  34 32 32 32 31 38 38 38 38 38  

                            Mississippi  46 44 44 44 29 29 28 27 27 27  

                            Missouri  26 25 37 36 35 24 23 22 22 22  

                            Nebraska  58 58 58 57 58 55 55 63 63 63  

                            North Carolina  51 49 49 49 47 45 45 44 44 43  

                            Oklahoma  48 47 53 53 51 48 46 44 44 43  

                            South Carolina  90 89 93 91 89 67 67 67 67 67  

                            South Dakota  54 52 52 52 50 54 53 52 51 50  

                            Tennessee  134 129 127 126 122 111 103 101 99 98  

                            Texas  27 26 26 26 25 19 19 18 18 18  

                            Wisconsin *  200 200 200 200 200 100 100 100 100 100  

                            Utah  68 44 44 44 42 47 46 45 44 60  

                            Wyoming  54 52 52 51 50 59 58 57 56 55  
Sources: Based on a national survey conducted by the Kaiser Program on Medicaid and the Uninsured with the Georgetown University Center for 

Children and Families, 2011-2021. * Wisconsin did not implement ACA but provided coverage to parents <200%FPT before 2014 and contracted 

to 105% FPT after 2014 
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Appendix Table 2.3: Medicaid Income Eligibility Limits for Other Non-Disabled Adults, 2011-

2019: Percent of Federal Poverty Threshold 

 
State Date Eligibility: Percent of Federal Poverty Threshold 

State/Year  2011 12 13 14 15 16 17 18  

Full Expansion Alaska 9/1/15 0 0 0 0 0 138 138 138  

                          Arkansas 1/1/14 0 0 0 138 138 138 138 138  

                          California 1/1/14 0 0 0 138 138 138 138 138  

                          Colorado 1/1/14 0 0 20 138 138 138 138 138  

                          Illinois 1/1/14 0 0 0 138 138 138 138 138  

                          Indiana 2/1/15 0 0 0 0 0 139 139 139  

                          Iowa 1/1/14 0 0 0 138 138 138 138 138  

                          Kentucky 1/1/14 0 0 0 138 138 138 138 138  

                          Louisiana 7/1/16 0 0 0 0 0 0 138 138  

                          Maryland 1/1/14 0 0 0 138 138 138 138 138  

                          Massachusetts 1/1/14 0 0 0 138 138 138 138 138  

                          Michigan 4/1/14 0 0 0 138 138 138 138 138  

                          Montana 1/116 0 0 0 0 0 138 138 138  

                          Nevada 1/1/14 0 0 0 138 138 138 138 138  

                          New Hampshire 8/15/14 0 0 0 0 138 138 138 138  

                          New Jersey 1/1/14 0 0 0 138 138 138 138 138  

                          New Mexico 1/1/14 0 0 0 138 138 138 138 138  

                          North Dakota 1/1/14 0 0 0 138 138 138 138 138  

                          Ohio 1/1/14 0 0 0 138 138 138 138 138  

                          Oregon 1/1/14 0 0 0 138 138 138 138 138  

                          Pennsylvania 1/1/15 0 0 0 0 138 138 138 138  

                          Rhode Island 1/1/14 0 0 0 138 138 138 138 138  

                          Washington 1/1/14 0 0 0 138 138 138 138 138  

                          West Virginia 1/1/14 0 0 0 138 138 138 138 138  

Mild expansion Arizona 1/1/14 110 110 100 138 138 138 138 138  

                          Connecticut 1/1/14 73 72 70 138 138 138 138 138  

                          Delaware 1/1/14 110 110 110 138 138 138 138 138  

                          DC 1/1/14 211 211 211 215 215 215 215 215  

                          Hawaii 1/1/14 100 100 100 138 138 138 138 138  

                          Minnesota 1/1/14 0 75 75 200 138 138 138 138  

                          New York 1/1/14 100 100 100 138 138 138 138 138  

High-threshold Vermont 1/1/14 160 150 160 138 138 138 138 138  

Non-Expansion Alabama  0 0 0 0 0 0 0 0  

                          Florida  0 0 0 0 0 0 0 0  

                          Georgia  0 0 0 0 0 0 0 0  

                          Idaho  0 0 0 0 0 0 0 0  

                          Kansas  0 0 0 0 0 0 0 0  

                          Maine  0 0 0 0 0 0 0 0  

                          Mississippi  0 0 0 0 0 0 0 0  

                          Missouri  0 0 0 0 0 0 0 0  

                          Nebraska  0 0 0 0 0 0 0 0  

                          North Carolina  0 0 0 0 0 0 0 0  

                          Oklahoma  0 0 0 0 0 0 0 0  

                          South Carolina  0 0 0 0 0 0 0 0  

                          South Dakota  0 0 0 0 0 0 0 0  

                          Tennessee  0 0 0 0 0 0 0 0  

                          Texas  0 0 0 0 0 0 0 0  

                          Utah  0 0 0 0 0 0 0 0  

                          Wyoming  0 0 0 0 0 0 0 0  

                          Virginia  0 0 0 0 0 0 0 0  

                          Wisconsin  0 0 0 100 100 100 100 100  

Source: Based on a national survey conducted by the Kaiser Program on Medicaid and the Uninsured with the 

Georgetown University Center for Children and Families, 2011-2021. 
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Appendix Table 2.4: DiD results for in-migration and out-migration using the State Medicaid 

generosity index as a policy variable 

 

  Men   Women  

 (1) (2) (3) (4) (5) (6) 

 
Native-

born  
Foreign-

born  
Foreign-

born  
Native-

born  
Foreign-

born  
Foreign-

born  

In-migration  

Panel 1: All adults 

Sample 0.001 0.001 0.001 -0.000 0.001 0.000 

 (0.001) (0.003) (0.003) (0.001) (0.002) (0.002) 

Observations 1610438 329454 329454 1680199 369274 369274 

       

Panel 2: Childless 

adults 0.001 0.003 0.003 -0.000 0.001 -0.002 

 (0.001) (0.005) (0.004) (0.001) (0.005) (0.005) 

Observations 1293023 172049 172049 1011164 136574 136574 

       

Out-migration  

Panel 3: All adults 

Sample -0.025 -0.013 -0.011 -0.024 -0.009 -0.008 

 (0.042) (0.030) (0.028) (0.036) (0.026) (0.025) 

Observations 1610438 329454 329454 1680199 369274 369274 

       

Panel 4: Childless 

adults -0.027 -0.015 -0.011 -0.027 -0.010 -0.008 

 (0.045) (0.035) (0.032) (0.041) (0.031) (0.030) 

Observations 1293023 172049 172049 1011164 136574 136574 

 
Note: Each figure in the top row of a panel is from a separate two-way fixed effect difference-in-differences (DD) in 

linear regression. The policy variable here is a composite index of state Medicaid generosity. Panels 1 and 2 report 

coefficients for in-migration as the outcome variable and Panels 3 and 4 for out-migration as the outcome variable. 

Panels 2 and 4 are restricted only to adults without children. The sample is restricted to observation whose household 

income is less than 138% of FPT. Columns 3 and 6 include additional states' immigration-related policies, including 

enforcement of Section 287(g) of the Illegal Immigration Reform and Immigrant Responsibility Act, the Secure 

Communities Program, state Dream Act policy, eligibility of undocumented immigrants for driver's license, and state 

implementation of E-Verify. For controls, see notes in Table 2.1. *** p<0.01, ** p<0.05, * p<0.1 
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Appendix Table 2.5: DiD results for in-migration and out-migration: Educational status as 

eligibility (High school or less)  

 

  Men   Women  

 (1) (2) (3) (4) (5) (6) 

 
Native-

born  

Foreign-

born  

Foreign-

born  

Native-

born  

Foreign-

born  

Foreign-

born  

In-migration  

Panel 1: All adults Sample 0.001 -0.001 -0.003 -0.000 0.002 0.002 

 (0.002) (0.005) (0.005) (0.001) (0.004) (0.005) 

Observations 1070066 233476 233476 971365 256649 256649 

       

Panel 2: Childless adults -0.000 -0.019 -0.026 0.000 -0.006 -0.005 

 (0.003) (0.012) (0.017) (0.002) (0.004) (0.005) 

Observations 845101 108683 108683 549380 76206 76206 

       

Out-migration  

Panel 3: All adults Sample -0.002 -0.002 0.000 -0.001 0.002 0.004 

 (0.008) (0.011) (0.011) (0.007) (0.008) (0.009) 

Observations 1070066 233476 233476 971365 256649 256649 

       

Panel 4: Childless adults -0.003 -0.002 0.001 -0.002 0.004 0.010 

 (0.008) (0.012) (0.012) (0.008) (0.007) (0.011) 

Observations 845101 108683 108683 549380 76206 76206 
 

Note: Each figure in the top row of a panel is from a separate two-way fixed effect difference-in-differences (DD) in 

linear regression. The sample consists of those observations with an educational attainment of high school or less, 

regardless of their household income. Panels 1 and 2 report coefficients for in-migration as the outcome variable and 

Panels 3 and 4 for out-migration as the outcome variable. Panels 2 and 4 are restricted only to adults without children. 

Columns 3 and 6 include additional states' immigration-related policies, including enforcement of Section 287(g) of 

the Illegal Immigration Reform and Immigrant Responsibility Act, the Secure Communities Program, state Dream 

Act policy, eligibility of undocumented immigrants for driver's license, and state implementation of E-Verify. For 

controls, see notes in Table 2.1. *** p<0.01, ** p<0.05, * p<0.1 
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Appendix Table 2.6: DiD results for in-migration and out-migration: Without Health insurance 

coverage 

 

  Men   Women  

 (1) (2) (3) (4) (5) (6) 

In-migration 
Native-

born  

Foreign-

born  

Foreign-

born  

Native-

born  

Foreign-

born  

Foreign-

born  

  

Panel 1: All adults Sample 0.003 0.005 0.004 0.011 0.000 0.001 

 (0.003) (0.006) (0.006) (0.008) (0.004) (0.004) 

Observations 550,145 166,178 166,178 394,187 163,136 163,136 

       

Panel 2: Childless adults 0.003 -0.011 -0.015 0.013 -0.008 -0.002 

 (0.004) (0.008) (0.009) (0.009) (0.007) (0.008) 

Observations 458,721 85,503 85,503 234,023 51,447 51,447 

       

Out-migration  

Panel 3: All adults Sample 0.007 0.004 0.004 0.019 0.006 0.006 

 (0.008) (0.012) (0.012) (0.012) (0.009) (0.010) 

Observations 550,145 166,178 166,178 394,187 163,136 163,136 

       

Panel 4: Childless adults 0.006 0.005 0.006 0.022 0.012 0.015 

 (0.008) (0.014) (0.014) (0.016) (0.009) (0.010) 

Observations 1058137 129672 129672 790136 102087 102087 
 

Note: Each figure in the top row of a panel is from a separate two-way fixed effect difference-in-differences (DD) in 

linear regression. Panels 1 and 2 report coefficients for in-migration as the outcome variable and Panels 3 and 4 for 

out-migration as the outcome variable. Panels 2 and 4 are restricted only to adults without children. The sample is 

restricted to observations whose household income is less than 138% of FPT and those without healthcare coverage. 

Columns 3 and 6 include additional states' immigration-related policies, including enforcement of Section 287(g) of 

the Illegal Immigration Reform and Immigrant Responsibility Act, the Secure Communities Program, state Dream 

Act policy, eligibility of undocumented immigrants for driver's license, and state implementation of E-Verify. For 

controls, see notes in Table 2.1. *** p<0.01, ** p<0.05, * p<0.1 
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Appendix Table 2.7: DiD results for in-migration and out-migration: Sample restricted to <100% 

FPT 

 

  Men   Women  

 (1) (2) (3) (4) (5) (6) 

 
Native-

born  

Foreign-

born  

Foreign-

born  

Native-

born  

Foreign-

born  

Foreign-

born  

In-migration  

Panel 1: All adults Sample 0.001 -0.005 -0.007 -0.001 -0.008 -0.008 

 (0.002) (0.005) (0.005) (0.001) (0.006) (0.005) 

Observations 1252035 221693 221693 1246175 253211 253211 

       

Panel 2: Childless adults 0.001 -0.013 -0.020 0.000 -0.013* -0.009 

 (0.003) (0.009) (0.017) (0.003) (0.007) (0.007) 

Observations 1058137 129672 129672 790136 102087 102087 

       

Out-migration  

Panel 3: All adults Sample -0.002 -0.001 0.001 -0.002 0.003 0.007 

 (0.008) (0.012) (0.012) (0.008) (0.008) (0.010) 

Observations 1252035 221693 221693 1246175 253211 253211 

       

Panel 4: Childless adults -0.002 -0.002 0.000 -0.003 0.004 0.012 

 (0.009) (0.013) (0.013) (0.008) (0.007) (0.012) 

Observations 1058137 129672 129672 790136 102087 102087 
 

Note: Each figure in the top row of a panel is from a separate two-way fixed effect difference-in-differences (DD) in 

linear regression. Panels 1 and 2 report coefficients for in-migration as the outcome variable and Panels 3 and 4 for 

out-migration as the outcome variable. Panels 2 and 4 are restricted only to adults without children. The sample is 

restricted to observation whose household income is less than 100% of FPT. Columns 3 and 6 include additional states' 

immigration-related policies, including enforcement of Section 287(g) of the Illegal Immigration Reform and 

Immigrant Responsibility Act, the Secure Communities Program, state Dream Act policy, eligibility of undocumented 

immigrants for driver's license, and state implementation of E-Verify.  For controls, see notes in Table 2.1. *** p<0.01, 

** p<0.05, * p<0.1 
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Appendix Table 2.8: DiD results for in-migration and out-migration: Restricted to documented 

immigrants 

 

  Men   Women  

 (1) (2) (3) (4) (5) (6) 

 
Native-

born  

Foreign-

born  

Foreign-

born  

Native-

born  

Foreign-

born  

Foreign-

born  

In-migration  

Panel 1: All adults Sample 0.001 0.003 0.002 -0.001 0.000 0.001 

 (0.002) (0.004) (0.004) (0.001) (0.003) (0.004) 

Observations 1610438 145761 145761 1680199 174707 223482 

       

Panel 2: Childless adults 0.001 0.013** 0.021** 0.001 0.009* 0.006 

 (0.002) (0.005) (0.009) (0.002) (0.005) (0.005) 

Observations 1293023 70778 70778 1011164 69468 82411 

       

Out-migration  

Panel 3: All adults Sample -0.002 -0.002 0.002 -0.001 0.002 0.006 

 (0.008) (0.013) (0.014) (0.007) (0.010) (0.013) 

Pre-ACA mean 0.012 0.032 0.032 0.009 0.027 0.027 

Observations 1610438 145761 145761 1680199 174707 174707 

       

Panel 4: Childless adults -0.003 -0.002 0.003 -0.002 0.001 0.011 

 (0.008) (0.014) (0.017) (0.008) (0.011) (0.015) 

Observations 1293023 70778 70778 1011164 69468 69468 
 

Note: Each figure in the top row of a panel is from a separate two-way fixed effect difference-in-differences (DD) in 

linear regression. Panels 1 and 2 report coefficients for in-migration as the outcome variable and Panels 3 and 4 for 

out-migration as the outcome variable. Panels 2 and 4 are restricted only to adults without children. The sample is 

restricted to observations with a household income of less than 138% of FPT. The immigrant sample is restricted to 

those identified as documented immigrants using the residual method developed by Borjas and Cassidy (2019). 

Columns 3 and 6 include additional states' immigration-related policies, including enforcement of Section 287(g) of 

the Illegal Immigration Reform and Immigrant Responsibility Act, the Secure Communities Program, state Dream 

Act policy, eligibility of undocumented immigrants for driver's license, and state implementation of E-Verify. For 

controls, see notes in Table 2.1. *** p<0.01, ** p<0.05, * p<0.1 
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Appendix Table 2.9: DiD results for in-migration and out-migration: Excluding seven late 

expansion states 

 

  Men   Women  

 (1) (2) (3) (4) (5) (6) 

 
Native-

born  

Foreign-

born  

Foreign-

born  

Native-

born  

Foreign-

born  

Foreign-

born  

In-migration  

Panel 1: All adults Sample 0.001 -0.005 -0.007 -0.001 -0.006 -0.006* 

 (0.002) (0.004) (0.004) (0.001) (0.004) (0.004) 

Observations 1414669 313309 313309 1473270 352550 352550 

       

Panel 2: Childless adults 0.001 -0.016 -0.021 0.002 -0.012 -0.008* 

 (0.002) (0.009) (0.009) (0.002) (0.008) (0.005) 

Observations 1135716 161895 161895 886047 128714 128714 

       

Out-migration  

Panel 3: All adults Sample -0.002 -0.001 -0.001 -0.001 0.002 0.004 

 (0.006) (0.010) (0.009) (0.006) (0.007) (0.008) 

Observations 1414669 313309 313309 1473270 352550 352550 

       

Panel 4: Childless adults -0.003 -0.002 -0.003 -0.002 0.002 0.006 

 (0.006) (0.011) (0.010) (0.006) (0.006) (0.010) 

Observations 1135716 161895 161895 886047 128714 128714 
 

Note: Each figure in the top row of a panel is from a separate two-way fixed effect difference-in-differences (DD) in 

linear regression. Panels 1 and 2 report coefficients for in-migration as the outcome variable and Panels 3 and 4 for 

out-migration as the outcome variable. Panels 2 and 4 are restricted only to adults without children. The sample is 

restricted to observation whose household income is less than 138% of FPT. Excluded seven late expansion states are 

Alaska, Indiana, Louisiana, Montana, Pennsylvania, Virginia, and Maine. Columns 3 and 6 include additional states' 

immigration-related policies, including enforcement of Section 287(g) of the Illegal Immigration Reform and 

Immigrant Responsibility Act, the Secure Communities Program, state Dream Act policy, eligibility of undocumented 

immigrants for driver's license, and state implementation of E-Verify. For controls, see notes in Table 2.1. *** p<0.01, 

** p<0.05, * p<0.1 
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Appendix Figure 2.1: Event study test for in-migration and out-migration.  
Note: These figures display coefficients and 95% confidence intervals from the estimation of event study DiD. The 

coefficients represent the change in outcomes for expansion states relative to non-expansion states in the five years 

before and four years after expansion. The sample is restricted to income less than 138% of FPT. Because a linear 

probability model was used, estimates were interpreted as the average difference in the probability of in-migration or 

out-migration due to ACA Medicaid expansion between two sets of states. The base period (omitted) is one year 

before adopting the reform in each reforming state, indicated by the solid vertical line in the plot. For other controls, 

see notes in Table 2.1.  
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Paper 3: A Future at Risk: Chilling effect of Revised Public Charge Rule on 

Access to Healthcare Among Children of Immigrant Parents 

3.1 Abstract 

This paper uses individual-level data from the National Survey of Children's Health 

(NSCH) 2016-2020 to investigate the effect of the revised public charge rule on access to 

healthcare and other health-related outcomes of children with foreign-born parents. The study 

employs a difference-in-differences approach to compare changes in outcomes between children 

of foreign-born and US-born parents, before and after the policy change. Specifically, the study 

examines six outcomes: unmet healthcare needs, out-of-pocket medical expenses, public insurance 

coverage, use of preventive care, emergency hospital visits, and lack of insurance coverage. The 

study's results suggest that the revised public charge rule announcement by the Trump 

administration is associated with a reduced likelihood of being covered by public insurance 

programs, an increased probability of avoiding necessary healthcare, a higher risk of being 

uninsured, and decreased preventive care visits, while also increasing the likelihood of emergency 

hospital visits for US-born or foreign-born children with foreign-born parents. The impact of the 

policy change was particularly significant among foreign-born children of foreign-born parents 

and children of immigrant parents in lower-income categories. 

Keywords: Public charge rule, Children of immigrant parents, Immigrant access to 

healthcare, Trump's immigration policy, Chilling effect. 
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3.2 INTRODUCTION 

The Trump administration's expansion of the Public Charge Rule (PCR) added multiple 

restrictions on eligibility rules for entry visas into the United States and for obtaining lawful 

permanent residency (LPR).  Prior to the expansion of these rules, participation in programs like 

Medicaid, the Children’s Health Insurance Program (CHIP), the Supplemental Nutrition 

Assistance Program (SNAP), and Section 8 housing were not included as grounds for the PCR 

determination (Congressional Research Service, 2017). Trump’s revised PCR added these 

programs in an immigrant’s PCR determination. While the updated rule explicitly exempted 

citizen children’s recipiency of public benefits from being considered in an immigrant's PCR 

determination, several reports have documented that the fear of negative consequences associated 

with participating in safety net programs, such as SNAP, WIC, and Medicaid, led eligible families 

to avoid using these programs (see for example, Bernstein et al., 2019a, 2019b; Capps et al., 2020; 

Kenney et al., 2018).  

These reports also highlight that reduced program participation led to increased food 

insecurity, housing instability, and limited use of healthcare services for qualified immigrant 

families who refrained from using safety-net programs. However, there is presently no empirical 

research on the revised PCR's impact on healthcare usage among the children of immigrants. To 

address this gap, this paper uses data from the National Survey of Children's Health (NSCH) from 

2016-2020 to investigate the effect of the revised PCR on healthcare use and health-related 

outcomes of children with foreign-born parents. 

This phenomenon that I study is commonly called the chilling effect and is based on the 

concept of perceived risk, which suggests that individuals are more likely to avoid a behavior if 

they perceive that doing so could lead to negative consequences.  In this paper's context, this effect 
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occurs when immigrant families are deterred from utilizing safety net programs like Medicaid 

because they believe that doing so could negatively impact their immigration status or those of 

their family members, such as being denied citizenship or legal permanent residency. 

Consequently, even qualified families may abstain from taking advantage of safety net programs, 

causing a decline in program participation.   

Understanding the effect of such policy changes on the children of immigrants is important 

for several reasons. Firstly, the number of children with foreign-born parents is substantial, with 

one in every four children in the US belonging to this demographic (Anderson & Hemez, 2022). 

Moreover, 31% of all children under 18 in benefit-receiving households are the children of 

immigrants and 90% of them are US-born children of immigrant parents (Batalova et al., 2018). 

Understanding the effect of the revised PCR sheds light on the potential negative consequences of 

these policies on the health and well-being of this significant population segment.  

Secondly, access to healthcare services is vital for children’s health and their future 

(Leininger & Levy, 2015). Encouraging participation in programs, especially among low-income 

and vulnerable immigrant families, will result in improved health outcomes, reduced health 

disparities, and ultimately lower overall government health spending (Perreira et al., 2018). Lastly, 

since the prosperity of these children is intertwined with the future of the US, it is imperative to 

identify factors, such as the chilling effect, that hinder program participation among low-income 

immigrants in government welfare programs.  

Using the National Survey of Children’s Health 2016-2020 (NSCH), a population-based, 

nationally representative annual cross-sectional survey conducted by the US Census Bureau, this 

paper examines the effect of the announcement of the revised PCR on access to healthcare and 

other health outcomes for the children of foreign-born parents. Specifically, this paper studies six 
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healthcare-related outcomes, namely, unmet healthcare needs, out-of-pocket medical expenses, 

public insurance coverage, preventive care, emergency hospital visits, and lack of insurance 

coverage.  

The study's results suggest that the revised PCR announcement by the Trump 

administration led to a reduced likelihood of being covered by public health insurance, an 

increased probability of avoiding necessary healthcare, a higher risk of being uninsured, and 

decreased preventive care visits while also increasing the likelihood of emergency hospital visits 

for US-born or foreign-born children with foreign-born parents. The impact of the policy change 

was particularly significant among foreign-born children of foreign-born parents and children of 

immigrant parents in lower-income categories. 

3.2.1 The public charge rule  

The concept of public charge has been a part of US immigration policy for over a century. 

The idea is to determine whether an individual is likely to become dependent on the government 

for support and, if so, to restrict their ability to immigrate to the United States or to become a legal 

permanent resident. The first public charge provisions were included in the Immigration Act of 

1882, which deemed “any person unable to take care of themselves without becoming a public 

charge” and barred them from entering the United States. However, immigration law did not define 

the term public charge, and this lack of clarity and consistent definition of the PCR made it difficult 

to determine the public charge, leading to confusion and inconsistent decisions by immigration 

officials under different administrations (Congressional Research Service, 2017; Daval, 2022). 

The 1999 Interim Field Guidance, issued during the presidency of Bill Clinton, provided 

clarity on the definition of PCR. The guidance defined a public charge as someone who is 

“primarily dependent on the government for subsistence,” as demonstrated by either (a) using 
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public cash assistance for income maintenance such as Supplemental Security Income (SSI) and 

Temporary Assistance for Needy Families (TANF) or (b) institutionalization for long-term care at 

government expense. It must be noted that under this new guidance, the receipt of any non-cash 

benefits such as Medicaid, SNAP, or Section 8 housing assistance, with the sole exception of 

institutionalization for long-term care at government expense, was not a factor in a PCR 

determination (Congressional Research Service, 2017). By excluding non-cash government 

benefits from the definition of public charge, the 1999 Interim Field Guidance allowed eligible 

immigrants to receive other essential services and benefits without fear of being deemed a public 

charge. 

The 1999 Interim Field Guidance remained in place until the Trump administration 

significantly changed the definition of PCR. The Trump administration revised PCR and expanded 

the PCR by including participation in non-cash safety-net programs such as Medicaid, SNAP, or 

Section 8 housing assistance as grounds for the public charge. However, the Trump-era PCR did 

not last long due to the national health emergency from COVID-19 and was eventually rescinded 

by Biden’s administration in March 2021. The Biden administration’s public charge rule went into 

effect on December 23, 2022, reverting the government’s definition of PCR to the Clinton-era 

model (see Appendix Figure 3.1 for the timeline of key events related to the Trump 

administration’s revised PCR). Although the Trump administration’s revised PCR was short-lived, 

indeed, its implementation coincided with the start of the pandemic; several studies have shown 

that just the announcement of the modified rules had a significant chilling effect on the immigrant 

community, including fall in the eligible immigrant populations participation in safety net 

programs (Barofsky et al., 2020; Bernstein et al., 2019a, 2019b; Haley et al., 2020; Kenney et al., 

2018). 
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3.3. LITERATURE REVIEW 

Several studies have shown that there has been a disproportionate decrease in program 

participation among immigrant families as a result of the 1996 Clinton administration’s welfare 

reform known as the Personal Responsibility and Work Opportunity Reconciliation Act 

(PRWORA) (Fix & Passel, 2002; Fix & Passel, 1999; Kaestner & Kaushal, 2005; Lurie, 2008; 

Potocky-Tripodi, 2004; Van Hook, 2003; Watson, 2014; Zimmermann & Fix, 1998). The authors 

of these studies suggest that the disproportionate decline in participation cannot be explained solely 

by changes in eligibility or other macroeconomic factors, such as a decrease in unemployment or 

poverty rate, leading them to conclude the presence of a chilling effect discouraging eligible 

immigrant families from participating in these welfare programs. For instance, Zimmermann and 

Fix (1998) observed that the number of non-citizens receiving monthly approvals for benefits such 

as AFDC/TANF and Medi-Cal declined by 71% in Los Angeles County between 1996 and 1998, 

while no significant decrease was seen among citizens. This occurred even though there were no 

changes to immigrant eligibility for these benefits in California during the period examined.11  

Building upon the work of Zimmermann and Fix (1998), Fix and Passel (1999) examined 

the impacts of welfare reform between 1994 and 1997. They concluded that the disproportionate 

decrease in the use of welfare programs, such as Medicaid, by non-citizen immigrants compared 

to citizens was primarily due to the chilling effect of welfare reform rather than changes in 

eligibility. Kaushal and Kaestner (2005) studied the effect of the 1996 welfare reform on the health 

insurance coverage of families headed by low-educated foreign-born and US-born women. They 

suggested that the reform may have instilled fear among immigrants and reduced their enrollment 

 
11 Note that the public charge rule was changed nationally in 1997, that may have reduced 

immigrant use of TANF and Medi-Cal. 
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in safety net programs. Similarly, Lurie (2008) found that insurance coverage for children of 

immigrants decreased more than that for children of permanent residents following the welfare 

reform and attributed this to the chilling effect. 

Several studies have indicated that the expansion of the PCR during the Trump 

administration has had a significant impact on immigrant communities, causing them to decrease 

their usage of vital health and nutrition programs such as SNAP, WIC, and Medicaid, even prior 

to the official implementation of the rule in February 2020 (Barofsky et al., 2020; Bernstein et al., 

2019a, 2019b; Haley et al., 2020; Kenney et al., 2018). Haley et al. (2020) estimate that over 20% 

of adults in immigrant families with children reported that they or a family member refrained from 

utilizing a non-cash public benefit such as SNAP, Medicaid/CHIP, or housing subsidies in 2019 

due to the fear of consequences to their immigration status or application. The reports also find 

that this chilling effect is particularly pronounced among lower-income immigrant families. This 

is echoed by the findings of Bernstein et al. (2019a; 2019b) from the Urban Institute, who show 

that over 14% of immigrants reported avoiding public benefits like Medicaid due to fears it would 

affect their immigration status. Similar results were obtained by Artiga et al. (2019), Capps et al. 

(2020) from the Migration Policy Institute, and Kenney et al. (2018). 

The research by Barofsky et al. (2020) is most similar to the present study in terms of the 

targeted population, which is children. They examined the impact of the PCR announcement on 

the enrollment of children in programs such as Medicaid using county-level data. The results 

showed that the mere announcement of the PCR reduced children’s use of these safety-net 

programs, leading to a rise in child poverty and poor health outcomes. However, to my 

understanding, there has been no prior examination of the effect of the Trump administration’s 



82 

 

revised PCR on healthcare use and the health of the children of immigrant parents using nationally 

representative individual-level data.  

Individual-level data have many advantages over country-level data. First, individual-level 

data is more relevant for research questions that focus on individual-level health behaviors, than 

county-level data. Second, county-level data can be subject to aggregation bias, where important 

differences between individuals within the same county are lost in the averaging process. In 

contrast, individual-level data can provide a more accurate representation of the diversity and 

complexity of the population. Thirdly, individual-level data can provide more precise estimates of 

effects, as they are not subject to the same level of measurement error or variability as county-

level data. 

METHODS 

3.4.1 Data and Sample 

This paper uses the Revised National Survey of Children’s Health 2016-2020 (NSCH) to 

study the effect of revised PCR on children of immigrant families. NSCH is a yearly, population-

based, and nationally representative cross-sectional survey on the health and well-being of children 

aged 0-17 in the US. The survey is organized and run by the US Department of Health and Human 

Services and carried out by the United States Census Bureau. The NSCH uses a multi-stage sample 

design, which involves selecting a sample of households, then selecting one child from each 

selected household to participate in the survey. The sample is selected using a combination of 

random and stratified sampling techniques, ensuring that the sample is representative of the 

diversity of children living in the United States.  

The survey covers various topics such as demographics, health status, access to healthcare, 

family circumstances, and community characteristics. The data are collected from the second half 
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of the year to February of the next year. For instance, for the 2020 survey, data were collected 

from June 2020 - February 2021. Therefore, their response pertains to the previous 12 months.  

Table 3.1 provides detailed information on the sample characteristics of 174,551 children aged 0-

17 included in this study. The sample comprises 147,312 children of US-born parents and 27,239 

children of foreign-born parents, including 3,160 foreign-born children of foreign-born parents. 

3.4.2 Outcome variables 

This paper analyzes six outcomes pertaining to children's healthcare, each constructed as a 

dichotomous variable coded as either 1 or 0. The outcomes are defined as follows:  

1. Unmet healthcare needs: This refers to instances where the respondent perceives a need for 

healthcare services for their children but does not receive them. The NSCH questionnaire 

measures this outcome with a single item that asks whether the child required healthcare 

in the past 12 months but did not receive it. This includes medical care, dental care, vision 

care, and mental health services. A code of 1 is assigned if the respondent indicates that 

the child had an unmet healthcare need within the past 12 months, and a code of 0 is 

assigned if this is not the case. 

2. Public insurance coverage: This variable is coded as 1 if the respondent indicates that the 

child has been covered by any government-sponsored health insurance program, such as 

Medicaid/CHIP, in the last 12 months and 0 otherwise. 

3. Uninsured: This variable is coded as 1 if the respondent indicates that the child has had no 

healthcare coverage in the last 12 months and 0 otherwise. 

4. Out-of-pocket medical expenses: This variable refers to the amount of money the 

respondent spent on their children's medical expenses in the past 12 months, as reported in 

the NSCH survey. The response options for this question are Less than $250, $250 - $499, 
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$500 - $999, $1000 - $5000, and more than $5000. For this paper, the variable is recorded 

as 1 if the respondent spent more than $250 of their own money on children's medical 

expenses in the last 12 months and 0 otherwise. 

5. Preventive care: This refers to visits to a doctor, nurse, or other healthcare professionals 

for a preventive health check-up for children. The NSCH questionnaire assesses this 

outcome through a single question that asks whether the respondent's child had visited a 

healthcare professional for a preventive check-up within the past 12 months. This variable 

is coded as 1 if the child had one or more preventive medical visits within the past 12 

months and 0 if the respondent did not have any preventive medical visits during the past 

12 months. 

6. Emergency visits: This variable is coded as 1 if the respondent had 1 or more hospital 

emergency room visits in the last 12 months and 0 for the respondent who did not have any 

emergency room visits during the past 12 months. 

3.4.3 Policy variable and exposure to revised PCR  

 Within a few days after Donald Trump was inaugurated as the 45th President of the US, a draft 

executive order to revise the definition of public charge was leaked and widely circulated (Parmet, 

2019). By October 2018, DHS published the proposed PCR in the Federal Register. The final 

version was published on August 12, 2019. The expanded PCR was officially adopted in February 

2020 (see Appendix Figure 3.1 for the timeline of key events related to the Trump administration’s 

PCR rule). Previous studies that examined the chilling effect of the proposed PCR on program 

participation, such as Barofsky et al. (2020) considered 2018 as the year of exposure to the 

announcement of the PCR. The current paper follows Barofsky et al. (2020) and treats 2018 as the 

year of exposure to the announcement. 
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To further validate the use of 2018 as the year of exposure to the revised public charge rule 

(PCR), I examined Google's trend data on search terms related to “public charge.” Appendix 

Figure 3.2 displays the trend of search interest in the term "public charge" compared to other search 

terms between January 2016 and June 2019. The data reveal that relative interest in the term 

"public charge" initially peaked in January 2017, coinciding with Donald Trump's inauguration 

and the leak of the first draft of the revised PCR. As Barofsky et al. (2020) also noted, the term's 

peak interest occurred in mid-2018 and persisted until the end of that year. Nonetheless, a 

sensitivity analysis was conducted using 2017 as the exposure year to address any ambiguity 

regarding exposure time to the policy. This year is relevant to the revised PCR under the Trump 

administration because it marks the beginning of his presidency and the release of the first draft of 

the revised rule. 

3.4.4 Analytical strategy 

To estimate the chilling effect of the Trump administration’s proposed PCR on outcomes 

of interest, this paper employs a difference-in-differences estimation (DiD) design. DiD compares 

changes in an outcome of interest before and after the policy change between a treatment group, 

i.e., children of foreign-born parents and a comparison group, i.e., children of US-born parents – 

a group that does not come under the purview of the Trump administration’s revised PCR and, 

therefore, is unlikely to suffer its consequences.  The DiD equation takes the following form: 

𝑌𝑖𝑡 = 𝑎 +   𝛽 ∗ 𝑃𝐶𝑅𝑖𝑡 
+ 𝛾′𝑋𝑖𝑡 + 𝜂′𝑍𝑠𝑡+ 𝛿𝑠 + 𝛷𝑡 + 𝜇𝑖𝑠𝑡 (1) 

where 𝑌𝑖𝑡 represents the health outcome at time t for individual i. 𝑃𝐶𝑅𝑖𝑡 is a binary variable equal 

to 1 (treatment group) if the observation is children of foreign-born parents and interviewed during 

or after 2018, the year of exposure to the announcement of the revised PCR, and 0 (comparison 

group) if the respondent is children of US-born parents or was interviewed during or after 2018.  



86 

 

𝑋𝑖𝑡 is a vector of demographic controls for individual, and household characteristics, including 

children’s age, sex, ethnicity/race, parent’s educational attainment, household size, number of 

household children, whether the respondent parent is foreign-born and household poverty level. 

𝑍𝑠𝑡 represents the vector of time-varying state demographic and other characteristics such as the 

share of the immigrant population in the state,12 GDP per capita, and state unemployment rate. 𝛿𝑠 

is a state-fixed effect, capturing any persistent differences between the state of residence of sample 

observation that is not captured by other terms in the model that might affect outcome variables, 

such as immigration enforcement environment in the state, whether the state has policies that 

protect the undocumented (e.g., sanctuary city policies). 𝛷𝑡 is a time-fixed effect, capturing any 

trends common to all observations in the sample that might influence the outcome variables. 

𝜇𝑖𝑠𝑡 represents the error term, which captures any unexplained variation in the dependent variable 

not accounted for by the other terms in the model. Standard errors were clustered by the state of 

residence to account for arbitrary correlation of observations within each state. 

The 𝛽 coefficient measures the association between the timing of the revised PCR and the 

outcomes for the children of a foreign-born parent. Because a linear probability model is used, the 

𝛽 coefficient should be interpreted as a differential change in the probability of an outcome in the 

post-announcement period between children of foreign-born parents and children of US-born 

parents after accounting for sets of individual and state-level characteristics. If statistically 

significant results are observed on outcomes in the post-announcement period, this will provide 

some evidence that the public charge announcement impacted outcome variables.  

The identifying assumption of a difference-in-differences analysis is that in the absence of 

the PCR rule, the trend in outcomes of the treatment and comparison groups would have been the 

 
12 I did the analyses without share of immigration population in the state and the results were similar to those 

reported. 
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same. Because we do not observe the counterfactual, testing the assumption is impossible. I plotted 

the mean probability of outcome variables for children of immigrant parents and children of US 

born parents prior to the announcement of the revised PCR. The findings, presented in Appendix 

Figure 3.3, suggest no significant differences between the two groups in the two years before 

2018.13  

 I hypothesize that immigrants living in Republican-dominated state would experience a 

larger “chilling effect” than immigrants living in Democratic states. To test that in additional 

models, I allow the effect of the PRC rule on the treatment groups to differ by whether they lived 

in Republic or Democratic states.  

Furthermore, I conducted two sensitivity tests to check the robustness of the findings. First, 

I conducted the analysis excluding the 2020 survey year from the data.  In the 2020 survey, 

individuals were interviewed between June 2020 and February 2021 and reported on the healthcare 

outcomes in the previous 12 months.  For many respondents, the reference period was either 

entirely or partially marked by COVID. The dropping of observations from 2020 is a way to 

address the compounding effect of the COVID-19 crisis. This helps to test whether the results from 

the base model hold up in the pre-COVID-19 period.   

Next, I used 2017 as the year of the policy announcement. This exposure provides a way 

to account for the fuzziness of timing associated with the revised PCR. Individuals interviewed in 

the 2017 survey year were interviewed between June 2017 and February 2018 and were expected 

to report on their healthcare use in the 12 months prior to the interview.  To the extent that they 

reported their current or recent healthcare use, the impact of the PCR announcement on their 

healthcare use would become visible in 2017. Furthermore, in the context of the Trump 

 
13 The revised version of NSCH data collection began in 2016. Therefore, there are only two (2016 and 

2017) pre-PCR years to investigate if the trend in the pre-policy period were similar for the two groups. 
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administration’s revised PCR, 2017 is crucial as it was the year Trump became President. Also, a 

draft executive order on the revised PCR was leaked in January 2017.  

 

3.5. RESULTS 

3.5.1 Descriptive Results 

Table 3.1 presents the characteristics of the sample. The sample consists of children aged 

0-17 residing in the United States taken from NSCH (2016-2020). Out of 174,551 observations, 

15.6% (27,239) are children of foreign-born parents, of which 3160 are foreign-born children of 

foreign-born parents, and 84.4% (147,312) are children of US-born parents. The racial 

composition of the sample is noteworthy, with the majority of children of foreign-born parents and 

foreign-born children of foreign-born parents being of Hispanic origin or belonging to other ethnic 

minorities. In contrast, the majority of children of US-born parents are non-Hispanic White. 

Among the three groups, the foreign-born children of foreign-born parents are, on average, more 

likely to be in poverty than the other two groups. Other demographic characteristics such as age, 

gender, parental education, and household poverty level do not show significant differences 

between the three groups. 

In Figure 3.1, three categories of children were compared based on their nativity and 

parents' nativity. These categories were: 1) US-born children with US-born parents, 2) US-born 

children with foreign-born parents, and 3) children and parents born outside the US. The 

comparison of outcome variables revealed some noteworthy findings. Firstly, findings from Figure 

3.1 suggest that foreign-born children of foreign-born parents were more susceptible to unmet 

healthcare needs, lack of health insurance, and absence of preventive care than US-born children, 

regardless of their parents' nativity.    
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Secondly, despite healthcare disparities, foreign-born children, regardless of their 

birthplace, have fewer emergency visits and incur lower out-of-pocket medical expenses than US-

born children with US-born parents. This is consistent with the “immigrant health paradox” that 

suggests that on average, immigrants, particularly the first-generation immigrants and their 

children, have better health outcomes than their native counterparts, despite facing various socio-

economic disadvantages (Silvia et al., 2021). 

3.5.2 Multivariate Results 

The results from equation (1) are displayed in Table 3.2, which includes two models based 

on the sample specifications. Estimates in column one is DiD coefficients (the coefficient for the 

PCR variable) for all children of foreign-born parents as the treated group and children of US-born 

parents as the comparison group. Column two presents the DiD coefficients for foreign-born 

children of foreign-born parents as the treated group and children of US-born parents as the 

comparison group. The panel heading lists the six outcome variables.  

The estimates from the first column in Table 3.2 suggest that the revised PCR lowered the 

chances of children born to foreign-born parents being covered by government-funded insurance 

(Panel 2) by 1 percentage point, representing a decrease of 5% compared to the pre-2018 average. 

Additionally, the estimate suggests an increase of 1 percentage point (or 3% compared to the pre-

2018 mean) in the likelihood of these children not having any preventive care (Panel 5). For the 

rest of the outcomes, the coefficients are statistically insignificant.  

The revised PCR has a more substantial impact when the treatment group is limited to 

foreign-born children of foreign-born parents. The estimates in the second column of Table 3.2 

reveal that the revised PCR is associated with a 1.5 percentage-point increase in the likelihood of 

these children not receiving necessary healthcare needs (Panel 1), representing a 36.8% decrease 
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compared to the pre-2018 average. Additionally, the results indicate that the probability of these 

children being covered by public insurance (Panel 2) has decreased by 1.6 percentage point, an 

8.7% reduction compared to the pre-2018 average. The likelihood of being uninsured (Panel 3) 

has increased by 1.4 percentage point, an 16.5% increase compared to the pre-2018 average. 

Furthermore, the likelihood of not receiving preventive care (Panel 5) has risen by 2.4 percentage 

points, a 7.12% increase compared to the pre-2018 average, and the likelihood of one or more ER 

visits (Panel 6) has increased by 3 percentage points, a 20.9% increase compared to the pre-2018 

average. 

Table 3.3 focuses on children from lower-income households with incomes below 200% 

of the Federal Poverty Threshold (FPT). As in Table 3.2, there are two models based on the sample 

specifications. The results in column one of Table 3.3 indicate that the revised PCR was associated 

with a 1.5 percentage-point increase in the likelihood of children of foreign-born parents not 

receiving necessary healthcare needs (Panel 1), representing a 38.46% decrease compared to the 

pre-2018 average. Additionally, the likelihood of being uninsured (Panel 3) has increased by 1.8 

percentage point, a 18.75% increase compared to the pre-2018 average. 

Similar to the results in column two of Table 3.2, the revised PCR is associated with a more 

severe impact when the treatment group is restricted to low-income foreign-born children of 

foreign-born parents. Their likelihood of not receiving necessary healthcare needs increases by 2.3 

percentage points (a 38.9% increase compared to the pre-2018 average), the probability of being 

covered by public insurance decreases by 3.3 percentage points (a 7.5% decrease compared to the 

pre-2018 average), the likelihood of being uninsured increases by 3.4 percentage points (a 20.3% 

increase compared to the pre-2018 average), and the likelihood of one of more ER visit (Panel 6) 

increases by 6 percentage points, a 37.9% increase compared to the pre-2018 average. 
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The chilling impact of the revised PCR on immigrant populations may not be uniform and 

can vary across states, depending on their political climate. For instance, the climate of fear among 

the immigrant population may be less in states that lean towards Democrats, and more in Republic 

states.      

I examined this potential heterogeneous impact of revised PCR by states’ political climate 

by interacting Republican-leaning states with policy variables in equation (1). I used 2016 

Presidential elections vote share data sources from MIT Election Data and Science Lab, to define 

Republican-leaning states.14 A Republican-leaning state is coded as 1 if it had the highest vote 

share for Trump compared to other candidates and 0 otherwise. The results are presented in Tables 

3.4 and 3.5. The coefficients of interest are those of interaction terms, i.e., public charge*whether 

the respondent is a foreign-born parent*Republican leaning state.  

Tables 3.4 and 3.5 contain two panels: Panel 1 shows results for all children of foreign-

born parents, while Panel 2 is restricted to foreign-born children of foreign-born parents. The 

column heading lists the six outcome variables. The results in Tables 3.4 and 3.5 reveal that the 

revised PCR has a more significant impact on the healthcare access of immigrant children in 

Republican-leaning states. These children are more prone to being uninsured and less likely to be 

covered by public insurance than those in democratic leaning states.  

The effect is more pronounced for foreign-born children of foreign-born parents, especially 

those residing in Republican-leaning states (Panel 2 of Table 3.4). Furthermore, these children are 

more likely to have one or more ER visits than their counterparts in Democratic-leaning states. 

Table 3.5 provides similar analyses but with a sample of lower-income households (<200%FPL). 

The results show that children of low-income immigrant households in Republican-leaning states 

 
14 Additionally, I used time varying Gallop's annual party affiliation survey to conduct the same analysis, which 

yielded similar results. 



92 

 

are more significantly impacted by the revised PCR rule than similar children in Democratic-

leaning states.  

3.5.3 Sensitivity test 

I conduct two sensitivity tests to evaluate the robustness of the findings in Tables 3.2 and 

3.3. The first test involves dropping all observations from 2020 to eliminate the compounding 

impact of the COVID-19 pandemic on healthcare access. The results of this test are available in 

Appendix Tables 3.1 and 3.2. Except for one outcome (Panel 5: No preventive care) in Model (1) 

of Appendix Table 3.1, which was statistically insignificant in the sensitivity analysis, the 

remaining results were highly consistent with those presented in Tables 3.2 and 3.3. 

To further evaluate the robustness of the findings, I conducted a second sensitivity test 

using 2017 as the year of exposure to the revised PCR. This was done to address the fuzziness 

regarding the timing of exposure associated with the revised PCR during the Trump 

administration. As 2017 was the year when Trump became President and a draft executive order 

on revised PCR was leaked in January, it could be considered an important year for exposure to 

revised PCR. The results of this test are presented in Appendix Tables 3.3 and 3.4. Although the 

effect size varied for some outcomes, overall, the results remained consistent with those presented 

in Tables 3.2 and 3.3. 

3.6. CONCLUSIONS AND DISCUSSION  

Using the National Survey of Children’s Health (2016-2020), this paper examined if the 

Trump administration’s revised PCR had a chilling effect on healthcare utilization by the children 

of foreign-born parents in the US. The difference-in-differences estimate shows that the mere 

announcement of the revised rule during the early Trump Presidency is associated with a decrease 

in public insurance coverage, an increase in avoiding necessary healthcare, an increase in the risk 
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of being uninsured, and a decrease in preventive care visits for children of foreign-born parents, 

compare to children of US-born parents. Further, I find that the effect sizes are larger on foreign-

born children of foreign-born parents and children from lower-income households. These findings 

are particularly concerning as these groups are often more vulnerable, and observed impact may 

exacerbate existing health disparities and limit their access to quality healthcare. The results are 

consistent across different sensitivity tests, including alternate model specifications and different 

sample restrictions. Furthermore, results also indicate that the revised PCR rule impacts children 

residing in Republican-leaning states more than similar children in Democratic-leaning states. 

This study has several limitations that are important to consider when interpreting the 

study's results. One, the methodology employed does not enable the separation of the direct effects 

of the revised Public Charge Rule from other potential factors that may influence immigrants' 

utilization of healthcare services. This could lead to a biased interpretation of our findings, by 

attributing a greater reduction in our outcomes of interest to the public charge rule announcement 

than is actually warranted. For example, the general anti-immigrant policy environment and 

sentiment prevalent during the Trump administration may have also contributed to the decreases 

in the outcomes examined in this study. 

Another limitation of this study is that the dataset does not provide sufficient data to 

investigate the trends in outcomes prior to the announcement of the revised PCR. This is because 

the available data is limited to only two years prior to the announcement of the rule. However, to 

address this limitation, I plotted the mean probability of outcome variables for children of 

immigrant parents and children of US-born parents prior to the announcement of the revised PCR. 

The findings in appendix figure 3.3 suggest no significant differences between the two groups in 

the years before 2018. Finally, the fuzziness of exposure to revised PCR was an issue in identifying 
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the exact exposure time to the policy. I address this by using an alternate policy year, i.e., 2017. 

The results in Appendix Tables 3.3 and 3.4 remain similar to those in the main tables. 

Despite the limitations of the study discussed above, the findings of this analysis have 

important implications for the well-being of children from immigrant families residing in the 

United States. The observed impact of revised PCR could worsen existing health disparities and 

restrict access to high-quality healthcare, particularly for vulnerable subgroups like children of 

foreign-born parents or those from lower-income households, leading to adverse outcomes in their 

future. Moreover, this study underscores the necessity of examining the impact of political 

decisions on health outcomes. It stresses the significance of ensuring all children have equitable 

access to healthcare, regardless of their background. 
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Figure 3.1: Mean probability of outcome variables by parental and children’s nativity 
 

Notes: Author’s analysis of data from NSCH 2016-2020. The sample includes children aged 0-17 from the National 

Survey of Children’s Health 2016-2020.  
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Table 3.1: Sample characteristics  

Variables 

Children of 

foreign-born 

parents  

Foreign-born 

Children of 

foreign-born 

parents 

Children of US-

born parents 

 

Age 9.19 11.00 9.49 

Male (%) 51.48 50.38 51.71 

Race (%)     

Hispanic 30.41 26.84 8.59 

White, non-Hispanic 27.32 20.66 76.37 

Black, non-Hispanic 5.81 8.42 6.41 

Asian, non-Hispanic 24.16 36.20 1.64 

Others, non-Hispanic 12.30 7.88 6.99 

Parental Education (%)     

Less than high school 5.78 6.87 1.78 

High school or GED 11.82 12.09 12.94 

Some college or technical 

school  17.04 14.37 23.90 

College degree or higher 65.18 66.46 60.6 

Household Poverty Level (%)     

0-99% FPL 13.06 18.58 11.11 

100-199% FPL 18.28 21.84 15.87 

200-399% FPL 27.37 26.80 31.42 

400% FPL or greater 41.29 32.78 41.59 

Number of children 1.83 1.79 1.84 

Total household member 5.38 5.21 4.98 

      

Number of Observation 27,239 3,160 147,312 

 
Note: The sample includes children aged 0-17 from the National Survey of Children’s Health 2016-2020. Average is 

reported for continuous variables such as age, number of children, and household members. The percentage is reported 

for the categorical variables such as race and household poverty level. 
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Table 3.2: DiD estimate of the effect of the Trump administration’s revised public charge rule 

 

Outcome variables  Children of foreign-

born parents 

Foreign-born Children 

of foreign-born 

parents 
  

 

Panel 1: Unmet healthcare needs 0.001 0.016* 

 (0.00) (0.01) 

Pre-public charge means 0.021 0.036 

Observations 171700 147809 

   
Panel 2: Public insurance coverage -0.013** -0.016* 

 (0.00) (0.01) 

Pre-public charge means 0.214 0.182 

Observations 171196 147382 

   
Panel 3: Uninsured 0.002 0.014* 

 (0.00) (0.01) 

Pre-public charge means 0.051 0.085 

Observations 171196 147382 

   

Panel 4: Out-of-pocket medical expense 

>$250 0.011 0.011 

 (0.00) (0.01) 

Pre-public charge means 0.433 0.457 

Observations 169751 146130 

   
Panel 5: No preventive care 0.013*** 0.027** 

 (0.00) (0.02) 

Pre-public charge means 0.314 0.337 

Observations 170155 146480 

   

Panel 6: ER visits -0.014 0.032*** 

 (0.01) (0.01) 

Pre-public charge means 0.164 0.143 

Observations 171418 147562 
Note: Each figure in the first row of a panel is from a separate regression. Panel headings describe the outcome variables. The 

coefficients reported are the difference-in-differences estimates (the coefficient on the Public Charge variable). Because a linear 

probability model is used, the coefficient should be interpreted as the average change in the probability of outcome variables for 

children of foreign-born parents relative to children born to US-born parents due to revised public charge rules after accounting for 

an array of personal and state-level characteristics. The sample includes children aged 0-17 from the National Survey of Children’s 

Health 2016-2020. The results in the first column include all children of foreign-born parents, regardless of birthplace. The results 

in the second column are restricted to foreign-born children of foreign-born parents. All models control for individual, and 

household characteristics, including children’s age, sex, ethnicity/race, educational attainment of parents, household size, number 

of household children, and household poverty level; the control for state-level characteristics include capita real GDP, 

unemployment rate, total state population, and share of the immigrant population. All model also includes state and year-fixed 

effects. Robust standard errors clustered on the state of residence are in parentheses. *** p<0.01, ** p<0.05, * p<0.1  
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Table 3.3: DiD estimate of the effect of the Trump administration’s revised public charge rule 

(<200% FPL) 

 

Outcome variables  
Children of foreign-

born parents 

Foreign-born Children 

of foreign-born parents 

 
 

 

Panel 1: Unmet healthcare needs 0.015** 0.023** 

 (0.00) (0.01) 

Pre-public charge means 0.039 0.059 

Observations 46998 39829 

   
Panel 2: Public insurance coverage -0.001 -0.033* 

 (0.01) (0.02) 

Pre-public charge means 0.525 0.439 

Observations 46781 39650 

   
Panel 3: Uninsured 0.018** 0.034* 

 (0.01) (0.02) 

Pre-public charge means 0.096 0.167 

Observations 46781 39650 

   

Panel 4: Out-of-pocket medical expense 

>$250 -0.001 0.020 

 (0.01) (0.02) 

Pre-public charge means 0.224 0.244 

Observations 46197 39154 

   
Panel 5: No preventive care 0.010 0.020 

 (0.01) (0.03) 

Pre-public charge means 0.377 0.459 

Observations 46412 39315 

   

Panel 6: ER visits -0.010 0.060*** 

 (0.01) (0.02) 

Pre-public charge means 0.210 0.158 

Observations 46884 39731 

   
Note: Each figure in the first row of a panel is from a separate regression. Panel headings describe the outcome 

variables. The coefficients reported are the difference-in-differences estimates (the coefficient on the Public Charge 

variable). The sample is restricted to children whose poverty levels are <200% FPL. See Table 1 notes for a list of 

controls and other model specifications. Robust standard errors clustered on the state of residence are in parentheses. 

*** p<0.01, ** p<0.05, * p<0.1 
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Table 3.4: DiD estimate of the effect of the Trump administration’s revised public charge rule by States’ political inclination 

 

 

Unmet 

healthcare 

needs 

Public 

insurance 

coverage 

Uninsured 

Out-of-pocket 

medical 

expense >$250 

No 

preventive 

care 

ER visits 

Panel 1: Children of foreign-born parents        
 

Public charge 0.001 0.001 -0.010** 0.010 0.026*** -0.013* 

 (0.00) (0.00) (0.00) (0.01) (0.00) (0.00) 

Republican-leaning states  -0.040** 0.030 -0.020 0.020 -0.050 -0.000 

 (0.02) (0.04) (0.03) (0.06) (0.06) (0.07) 

Public charge X Republican-leaning 

states 0.002 -0.030*** 0.020** 0.002 -0.001 0.000 

 (0.00) (0.01) (0.01) (0.01) (0.01) (0.01) 

Pre-public charge means 0.021 0.214 0.051 0.433 0.314 0.164 

Observations 171700 171196 171196 169751 170155 171418 

              
Panel 2: Foreign-born Children of 

foreign-born parents       
 

Public charge 0.010 0.010 -0.010 0.033* 0.010 0.053*** 

 (0.01) (0.01) (0.01) (0.02) (0.02) (0.01) 

Republican-leaning states  -0.053** 0.041 -0.020 -0.000 -0.050 -0.030 

 (0.02) (0.04) (0.03) (0.07) (0.07) (0.06) 

Public charge X Republican-leaning 

states 0.010 -0.084*** 0.052** -0.030 0.030 -0.042* 

 (0.01) (0.02) (0.02) (0.02) (0.02) (0.02) 

Pre-public charge means 0.036 0.182 0.085 0.457 0.337 0.143 

Observations 147809 147382 147382 146130 146480 147562 
Note: Each figure in the first row of a panel is from a separate regression. Column headings describe the outcome variables. The coefficients reported are the 

difference-in-differences estimates (the coefficient on the Public Charge variable), the dummy variable for republican leaning states, and the interaction of two 

variables. Results in Panel 1 include all children of foreign-born parents, regardless of their birthplace. Results in Panel 2 are restricted to foreign-born children of 

foreign-born parents. See Table 1 notes for a list of controls and other model specifications. Robust standard errors clustered on the state of residence are in 

parentheses. *** p<0.01, ** p<0.05, * p<0.1   
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Table 3.5: DiD estimate of the effect of the Trump administration’s revised PCR by States’ political inclination: (<200% FPL) 

 

 

Unmet 

healthcare 

needs 

Public 

insurance 

coverage 

Uninsured 

Out-of-pocket 

medical 

expense >$250 

No 

preventi

ve care 

ER visits 

Panel 1: Children of foreign-born parents        
 

Public charge 0.000 0.010 0.000 -0.010 0.000 -0.020* 

 (0.00) (0.01) (0.01) (0.01) (0.01) (0.01) 

Republican-leaning states  -0.07 0.03 -0.01 0.20 -0.19 0.03 

 (0.05) (0.10) (0.07) (0.13) (0.12) (0.15) 

Public charge X Republican-leaning 

states 0.013* -0.040** 0.020* 0.020 -0.000 0.000 

 (0.01) (0.02) (0.01) (0.01) (0.02) (0.01) 

Pre-public charge means 0.036 0.525 0.096 0.224 0.377 0.21 

Observations 46998 46781 46781 46197 46412 46884 

              
Panel 2: Foreign-born Children of 

foreign-born parents       
 

Public charge 0.010 0.010 -0.010 0.010 -0.010 0.082*** 

 (0.01) (0.03) (0.02) (0.02) (0.03) (0.02) 

Republican-leaning states  -0.090 0.020 -0.010 -0.010 -0.010 -0.000 

 (0.06) (0.02) (0.01) (0.01) (0.01) (0.01) 

Public charge X Republican-leaning 

states 0.030 -0.120*** 0.090** 0.030 0.010 0.050* 

 (0.02) (0.03) (0.04) (0.03) (0.04) (0.03) 

Pre-public charge means 0.055 0.439 0.167 0.244 0.459 0.158 

Observations 39829 39650 39650 39154 39315 39731 
Note: Each figure in the first row of a panel is from a separate regression. Column headings describe the outcome variables. The coefficients reported are the 

difference-in-differences estimates (the coefficient on the Public Charge variable), the dummy variable for Republican-leaning states, and the interaction of two 

variables. Results in Panel 1 include all children of foreign-born parents, regardless of their birthplace. Results in Panel 2 are restricted to foreign-born children of 

foreign-born parents. The sample is restricted to children whose poverty levels are <200% FPL. See Table 1 notes for a list of controls and other model 

specifications. Robust standard errors clustered on the state of residence are in parentheses. *** p<0.01, ** p<0.05, * p<0.1  
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Appendix Table 3.1: DiD estimate of the effect of the Trump administration’s revised public 

charge rule: 2020 dropped 

 

Outcome variables  
Children of foreign-

born parents 

Foreign-born Children 

of foreign-born parents 

   

Panel 1: Unmet healthcare needs 0.000 0.017** 

 (0.00) (0.01) 

Pre-public charge means 0.021 0.036 

Observations 130256 112224 

   

Panel 2: Public insurance coverage -0.015* -0.035*** 

 (0.00) (0.01) 

Pre-public charge means 0.214 0.182 

Observations 129752 111797 

   

Panel 3: Uninsured -0.000 0.017* 

 (0.00) (0.01) 

Pre-public charge means 0.051 0.085 

Observations 129752 111797 

   

Panel 4: Out-of-pocket medical 

expense >$250 0.010 -0.010 

 (0.01) (0.01) 

Pre-public charge means 0.433 0.457 

Observations 128664 110850 

   

Panel 5: No preventive care 0.010 0.024** 

 (0.01) (0.01) 

Pre-public charge means 0.314 0.337 

Observations 129015 111151 

   

Panel 6: ER visits -0.010 0.032** 

 (0.01) (0.01) 

Pre-public charge means 0.164 0.143 

Observations 129974 111977 

   
Note: Each figure in the first row of a panel is from a separate regression. Observations from the year 2020 were 

dropped. See Table 1 notes for a list of controls and other model specifications. Robust standard errors clustered on 

the state of residence are in parentheses. *** p<0.01, ** p<0.05, * p<0.1 
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Appendix Table 3.2: DiD estimate of the effect of the Trump administration’s revised public 

charge rule (<200% FPL): 2020 dropped 

 

Outcome variables  
Children of foreign-born 

parents 

Foreign-born 

Children of 

foreign-born 

parents 

   

Panel 1: Unmet healthcare needs 0.012* 0.032*** 

 (0.00) (0.01) 

Pre-public charge means 0.036 0.055 

Observations 35020 29705 

   

Panel 2: Public insurance coverage 0.000 -0.060*** 

 (0.01) (0.02) 

Pre-public charge means 0.525 0.439 

Observations 34803 29526 

   

Panel 3: Uninsured 0.016* 0.040* 

 (0.01) (0.02) 

Pre-public charge means 0.096 0.167 

Observations 34803 29526 

   

Panel 4: Out-of-pocket medical expense 

>$250 -0.010 0.030 

 (0.01) (0.03) 

Pre-public charge means 0.224 0.244 

Observations 34374 29158 

   

Panel 5: No preventive care 0.000 0.020 

 (0.01) (0.03) 

Pre-public charge means 0.377 0.459 

Observations 34570 29308 

   

Panel 6: ER visits -0.020 0.050** 

 (0.01) (0.02) 

Pre-public charge means 0.210 0.158 

Observations 34906 29607 

   
Note: Each figure in the first row of a panel is from a separate regression. Observations from the year 2020 were 

dropped. The sample is restricted to children whose household poverty level is <200% FPL. See Table 1 notes for a 

list of controls and other model specifications. Robust standard errors clustered on the state of residence are in 

parentheses. *** p<0.01, ** p<0.05, * p<0.1 
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Appendix Table 3.3: DiD estimate of the effect of the Trump administration’s revised public 

charge rule: 2017 as the year of exposure to the revised public charge rule 

 

Outcome variables  Children of foreign-

born parents 

Foreign-born Children 

of foreign-born 

parents 
  

 

Panel 1: Unmet healthcare needs 0.000 0.010* 

 (0.00) (0.00) 

Pre-public charge means 0.021 0.036 

Observations 171700 147809 

   

Panel 2: Public insurance coverage -0.013** -0.016* 

 (0.00) (0.01) 

Pre-public charge means 0.214 0.182 

Observations 171196 147382 

   

Panel 3: Uninsured 0.000 0.044*** 

 (0.00) (0.01) 

Pre-public charge means 0.051 0.085 

Observations 171196 147382 

   

Panel 4: Out-of-pocket medical expense 

>$250 0.010 0.010 

 (0.00) (0.01) 

Pre-public charge means 0.433 0.457 

Observations 169751 146130 

   

Panel 5: No preventive care 0.013** 0.030* 

 (0.00) (0.02) 

Pre-public charge means 0.314 0.337 

Observations 170155 146480 

   

Panel 6: ER visits -0.010 0.030*** 

 (0.01) (0.01) 

Pre-public charge means 0.164 0.143 

Observations 171418 147562 

   

   
Note: Each figure in the first row of a panel is from a separate regression. Panel headings describe the outcome 

variables. The coefficients reported are the difference-in-differences estimates (the coefficient on the Public Charge 

variable). Unlike the model specification in Table 1, 2017 is used as exposure to the Trump administration’s revised 

public charge rule. See Table 1 notes for a list of controls and other model specifications. Robust standard errors 

clustered on the state of residence are in parentheses. *** p<0.01, ** p<0.05, * p<0.1 
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Appendix Table 3.4: DiD estimate of the effect of the Trump administration’s revised public 

charge rule (<200% FPL): 2017 as the year of exposure to the revised public charge rule 

 

Outcome variables  
Children of foreign-

born parents 

Foreign-born Children 

of foreign-born parents 

 
 

 

Panel 1: Unmet healthcare needs 0.016** 0.035** 

 (0.00) (0.01) 

Pre-public charge means 0.036 0.055 

Observations 46998 46998 

   

Panel 2: Public insurance coverage -0.000 -0.070*** 

 (0.01) (0.02) 

Pre-public charge means 0.525 0.439 

Observations 46781 46781 

   

Panel 3: Uninsured 0.017** 0.050** 

 (0.01) (0.01) 

Pre-public charge means 0.096 0.167 

Observations 46781 46781 

   

Panel 4: Out-of-pocket medical expense 

>$250 -0.000 0.010 

 (0.01) (0.02) 

Pre-public charge means 0.224 0.244 

Observations 46197 46197 

   

Panel 5: No preventive care 0.000 0.030 

 (0.01) (0.03) 

Pre-public charge means 0.377 0.459 

Observations 46412 46412 

   

Panel 6: ER visits -0.010 0.050*** 

 (0.01) (0.02) 

Pre-public charge means 0.210 0.158 

Observations 46884 46884 

   

   
Note: Each figure in the first row of a panel is from a separate regression. Panel headings describe the outcome 

variables. The coefficients reported are the difference-in-differences estimates (the coefficient on the Public Charge 

variable). The sample is restricted to children whose poverty levels are <200% FPL. Unlike the model specification 

in Table 2, 2017 is used as exposure to the Trump administration’s revised public charge rule. See Table 1 notes for a 

list of controls and other model specifications. Robust standard errors clustered on the state of residence are in 

parentheses. *** p<0.01, ** p<0.05, * p<0.1 
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Appendix Figure 3.1: Timeline of key events related to the Trump administration’s revised public charge rule 
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Appendix Figure 3.2: Public charge rule internet search in the US from google trend data (Jan 2016 - July 2019)  
Note: A value of 100 is the peak popularity for the term. A value of 1 represents the lowest level of interest in searched term relative to other internet search terms. 

Author’s estimation from Google trend data.  
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Appendix Figure 3.3: Pre-revised PCR mean probability of outcome variables by parental and 

children’s nativity 
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Conclusion 

 The three papers presented in this thesis shed light on the complex relationship between 

immigration policies, access to public benefits, and their fiscal implications. The first paper 

challenges the widely held argument that exclusionary policies reduce the fiscal burden of 

immigration. Using data from 21 OECD countries, the study found no significant adverse fiscal 

effect of immigrant exclusion on aggregate government social spending. This finding suggests that 

exclusionary policies should not be defended based on fiscal implications. 

The second paper explores the impact of Medicaid expansion under the Affordable Care 

Act (ACA) on the interstate migration of low-income immigrants. Using individual-level data from 

the American Community Surveys, the study found that the expansion of ACA in some states did 

not lead to a statistically significant increase in in-migration and a decrease in out-migration among 

the low-income immigrant population. This finding suggests that expanding Medicaid through 

ACA does not incur the large-scale added cost associated with increased in-migration of low-

income immigrants. 

The third paper investigates the chilling effect of the revised public charge rule on access 

to healthcare among children of immigrant parents. The study found that the revised public charge 

rule announcement by the Trump administration is associated with a reduced likelihood of being 

covered by public insurance programs, an increased probability of avoiding necessary healthcare, 

a higher risk of being uninsured, and decreased preventive care visits, while also increasing the 

likelihood of emergency hospital visits for US-born or foreign-born children with foreign-born 

parents. This finding highlights the negative impact of restrictive immigration policies on the 

health outcomes of vulnerable populations, particularly among children of immigrant parents. 
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Overall, the findings from these three papers suggest that exclusionary policies do not 

necessarily reduce the fiscal burden of immigration, expanding public benefits to low-income 

immigrants does not necessarily lead to large-scale added costs associated with increased in-

migration, and restrictive immigration policies can have a chilling effect on the health outcomes 

of vulnerable populations.  

The three papers presented in this thesis have significant macro and micro social work 

implications. It is crucial for policymakers to consider the evidence that exclusionary policies do 

not reduce the fiscal burden of immigration, but instead worsen health disparities between natives 

and immigrants. Governments should prioritize expanding public benefits to low-income 

immigrants, particularly healthcare, which does not increase costs related to immigration. 

Restrictive immigration policies can negatively affect the health of vulnerable populations, 

especially children of immigrant parents. Policymakers should be aware of these potential negative 

consequences and take them into account when designing immigration policies. 

On a micro level, social workers have a critical role in advocating for policies that promote 

inclusivity and access to public benefits for low-income immigrants. They can work with 

immigrant families to ensure that they are aware of their rights to access public benefits and 

provide support in accessing these benefits. Social workers must also be aware of the chilling effect 

of restrictive immigration policies on the health outcomes of vulnerable populations, particularly 

children of immigrant parents. They can work to mitigate these effects by connecting families to 

needed resources and services and advocating for policies that prioritize the health and wellbeing 

of all individuals, regardless of their immigration status. Ultimately, the findings of these papers 

emphasize the need for policies and practices that promote social and economic equity for all 

individuals, including immigrants and their families.  
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