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ABSTRACT
Informed by recent developments in the behavioral model of medical care use and
social epidemiology, this article employs survey data to estimate whether unautho-
rized residency status among non-elderly Mexican and other-Latino immigrant adults
in California influenced the probability of having had health insurance and having
received medical care. Unauthorized residency status is estimated to have decreased
the probability of having been insured, and augmented the probability of having
relied on public health insurance. However, after controlling for other individual
characteristics, neighborhood context, and social capital, neither insurance nor resi-
dency status appears to have influenced whether a person obtained needed medical
care. Rather, neighborhood context, difficulty locating a medical care facility, and
civic engagement appear to be more important for understanding use of medical
services.
   Keywords: 1. international migration, 2. medical care, 3. undocumented migrants,
4. Mexico, 5. United States.

RESUMEN
Tomando en cuenta los avances recientes en el modelo conductual del uso de asisten-
cia médica y la epidemiología social, este artículo utiliza datos de encuestas para
estimar si el estatus de residencia no autorizada entre los mexicanos que todavía no
llegan a la vejez y otros inmigrantes latinos en California influyó en la probabilidad de
que tuvieran seguro de salud y recibieran asistencia médica. Se estima que el estatus de
residencia no autorizada ha disminuido la probabilidad de que estuvieran asegurados
y, a su vez, ha aumentado la de que recurrieran al seguro de salud pública. Sin
embargo, después de controlar otras características individuales, el contexto de vecin-
dad y el capital social, ni el seguro ni el estatus de residencia parecen haber influido en
que una persona obtuviera la asistencia médica necesaria. Finalmente, el contexto de
vecindad, la dificultad para encontrar un lugar de asistencia médica y el compromiso
cívico parecieran ser más importantes para comprender el uso de los servicios médicos.
   Palabras clave: 1. migración internacional, 2. asistencia médica, 3. migrantes
indocumentados, 4. México, 5. Estados Unidos.
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Political and Scholarly Context*

Public policy debate concerning unauthorized immigrants’ use of pub-
licly subsidized medical care and other public benefits during the past
two decades has been accompanied by a paucity of statistically credible
research on the subject.1 Proponents of California’s November 1994 bal-
lot initiative, Proposition 187, for instance, argued based almost exclu-
sively on anecdotal evidence that providing subsidized medical care, edu-
cation, and welfare to unauthorized immigrants was luring them north,
draining state resources, and making it more difficult to serve other needy
but authorized populations. Meanwhile, at the national level, the U.S.
(“Barbara Jordan”) Commission on Immigration Reform added labor
market competition to the list of fiscal impact concerns, and recommended
that Congress implement policy measures making it more difficult for
unauthorized immigrants to enter and remain in the country (United
States Commission on Immigration Reform, 1994).2 One result was the
passage of the Personal Responsibility and Work Opportunity Act (PRWORA)
and the Illegal Immigration Reform and Immigrant Responsibility Act
(IIRIRA) in August and September 1996 (Fragomen, 1997). Together these
laws and their amendments increased restrictions on access to public ben-
efits available to authorized noncitizens residing in the United States and
increased investments in personnel and technology to guard the border.

*Support for this research was provided by the UC Institute for Labor and Employment
(ILE), the UC California Program on Access to Care (CPAC), and the Robert Wood Johnson
Foundation. I would also like to thank Shannon McConville for valuable research assistance,
as well as Victoria Ojeda, Leighton Ku, Rick Brown, Susan Carter, Abel Valenzuela, Kevin
Deardorff and two anonymous referees for valuable suggestions on earlier drafts presented at
the Social Science Research Council Minority Student Workshop, Los Angeles, CA: UCLA
Center for Urban Poverty Studies (8-2-02); the Expanding Access to Care Conference, Jointly
Sponsored by the UC California Program on Access to Care, California Policy Research Cen-
ter, University of California Office of the President and the California State Senate Office of
Research: Sacramento, CA (8-15-02); the Effects of Immigrant Legalization Program on the
United States conference, National Institutes of Health (9-25-02), the U.S. Bureau of the
Census Migration Speaker Series, Suitland, MD (10-7-03); and the Association for Public
Policy Analysis and Management Immigrant Health and Well-Being in Policy Perspective ses-
sion, Washington, D.C. (11-7-03). The Los Angeles County Mexican Immigrant Residency
Status Survey (LAC-MIRSS) was implemented through the UCLA Lewis Center for Regional
Policy Studies with the assistance of David Heer of UCSD, Polly Vigil, Jesús Montenegro and
Jorge Santibáñez Romellón of El Colegio de la Frontera Norte, and Susan Alva, formerly of the
Coalition for Humane Immigrant Rights of Los Angeles (CHIRLA).

1 I use the term unauthorized rather than undocumented because being documented may
not be synonymous with residing in the United States legally, and it is the effect of resi-
dency status on health insurance coverage and use of medical care that is of concern in
this study. For instance, one may have documents (albeit false), and thereby be residing il-
legally in the United States (Marcelli, 1999). Alternatively, it is possible for someone to be
documented and a legal resident while a decision regarding their longer-term status is
pending (Loue and Foerstel, 1996).

2 Subsequently, the Commission made two other main recommendations: to stabilize
legal “immigration policy” and invest in “immigrant policy” to assist with immigrant incor-
poration in the United States.
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By implication, unauthorized immigrants would begin to experience even
greater difficulty obtaining public benefits than before the legislation
went into effect in January 1997, partly due to heightened fears concern-
ing possible detection and deportation, but also because states wishing to
provide anything more than emergency care or immunizations were re-
quired to pass special eligibility laws or obtain permission from the U.S.
attorney general (Berk et al., 2000; Kullgren, 2003). Before this legisla-
tion, of course, unauthorized immigrants had been ineligible for all en-
titlement programs except prenatal or emergency care and certain immu-
nizations (Fragomen, 1997; Marcelli and Heer, 1998),3 and the immigrant
health literature had long demonstrated a positive association between
reductions in immigrant-minority entitlements and poor health outcomes
(Riedel, 1998).

Skeptics of politicians’ assessments of how noncitizens, and particu-
larly unauthorized immigrants, were impacting the United States ar-
gued that medical care is a basic human right and that a more respon-
sible, longer-term view would emphasize the negative fiscal and
community health effects of not providing essential care to all U.S.
residents regardless of residency status (Kullgren, 2003). Denying treat-
ment to immigrants with communicable diseases, for example, could
place U.S. citizens at risk, and as was anticipated (Stern, 2003), the
debate concerning “universal” health insurance coverage became increas-
ingly heated as the 2004 Bush-Kerry presidential election approached
(Stevenson and Toner, 2004). Still, little is known about how many
unauthorized immigrants are covered by a health insurance plan at any
geographic level, about what proportion have publicly subsidized in-
surance, or about how many rely on public medical services.

Further obfuscating this relatively uninformed debate is the fact that
existing studies are divided on whether unauthorized residency status in-
fluences health insurance coverage and medical care use. Ethnographic work
and descriptive statistics generated from random data suggest that unau-
thorized residency status decreases the probability that a foreign-born per-
son has health insurance or uses medical care (Berk et al., 2000; Brown et
al., 1999; Brown et al., 2000; Brown and Yu, 2002; Capps et al., 2002;
Chavez, 1986; Marcelli and Heer, 1998; Schur et al., 1999; Siddharthan
and Ahern, 1996). The application of econometric techniques to random
samples and controlling for other factors suggest no such influence, how-
ever (Halfon et al., 1997; Hubbell et al., 1991). Moreover, I know of no
study that places the analysis of unauthorized immigrant insurance cover-
age or use of medical care within a firm theoretical context.

This article offers the first estimates of how individual characteristics,
3 See also California Immigrant Welfare Collaborative, “Major Benefit Programs Avail-

able to Immigrants in California.” Available at http://www.nilc.org/ciwc/. Accessed on
November 5, 2004.
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neighborhood environment, and socioeconomic factors influence health
insurance coverage and medical care use among authorized and unau-
thorized Mexican immigrants in California. The work is conceptual-
ized within the evolving behavioral or “health services” model of medi-
cal care use introduced in the 1960s, which emphasizes the influence
of population characteristics, social and institutional context, and health
behaviors (Aday, 1993; Aday and Andersen, 1974, 1975; Aday,
Flemming, and Andersen, 1984; Andersen, 1968, 1995; Andersen and
Davidson, 2001; Carillo et al., 2001; Institute of Medicine, 1993);
and it employs a survey-based residency status estimation methodol-
ogy, pioneered and developed by David Heer and colleagues in the
1980s and 1990s (Heer et al., 1992; Heer and Passel, 1987; Marcelli
and Heer, 1997) using data from the 1994 and 2001 Los Angeles County
Mexican Immigrant Residency Status Surveys (LAC-MIRSS) and the 1995-
2002 February and March Current Population Surveys (CPS).

Specifically, I ask four questions: (1) What proportion of unautho-
rized Mexicans residing in California between 1994 and 2000 were
uninsured? (2) What proportion of insured unauthorized Mexicans in
California had employer-sponsored health insurance (ESHI), and were
unauthorized Mexicans who were eligible for ESHI less likely than were
other California residents to purchase it when the employer offered it?
(3) How did individual characteristics, such as residency status, age,
marital status, and labor market experience; geographic factors, such as
minority concentration and homeownership rates; and social integra-
tion in the United States (e.g., civic engagement, remitting) influence
the probability of health insurance coverage among foreign-born Mexi-
cans in Los Angeles County? And (4) how did individual characteristics
(including health insurance coverage), geographic factors, and social
integration influence the probability of foreign-born Mexicans in Los
Angeles County using medical care services when needed?

In addition to assessing the relative influence of population, neigh-
borhood, and broader socioeconomic factors on health insurance cov-
erage and the use of medical care among Mexican immigrants in
general, the theoretical framework, data, and methodology employed
here permit an estimation of whether unauthorized residency status
among Mexicans living in the United States had an independent
effect.

The Unknown Effect of Unauthorized
Residency Status on Use of Medical Care

Although California continues its effort to increase the number of insured
families residing in the state by expanding its Medi-Cal and Healthy Fami-



                                            THE UNAUTHORIZED RESIDENCY STATUS MYTH   9

lies programs (Lutzky and Zuckerman, 2002),4 one in five Californians
and large numbers of immigrants and their children (many of whom are
U.S. citizens) remain uninsured (Sorenson, 2001). In California, many
immigrants and their children are uninsured because they fear that seeking
publicly funded insurance may adversely impact their residency status (Berk
and Schur, 2001) or because they work for an employer not offering insur-
ance (Brown and Yu, 2002; Currie and Yelowitz, 2000). Although these
two influences are likely to be especially acute among Mexican and other-
Latino immigrants residing in California illegally (Aday, 1993; Maida, 2001;
Riedel, 1998), decisions concerning what policy instruments may effec-
tively increase coverage rates and receipt of needed medical treatment among
this population and their children have had to rely on either (1) national
(supra-state) or regional (sub-state) random samples that fail to capture
state-level health coverage and care information, or (2) non-random ethno-
graphic data that are not representative of the entire Mexican or other-
Latino unauthorized immigrant population residing in California.

Whereas governments and private employers help provide health insur-
ance for approximately 80% of all Americans (Seliger, 2001), most non-
elderly uninsured Americans (Currie and Yelowitz, 2000; Glied, 2001)
and the vast majority of California’s seven million non-elderly uninsured
residents work, or they live in families with at least one working adult
(Sorenson, 2001). Thus, some researchers suggest that declining rates of
health insurance coverage may be explained partly by (1) the 1996 Welfare
Reform Act, (2) reduced ESHI availability due to rising medical costs begin-
ning in the early 1980s, and (3) industrial restructuring away from manu-
facturing and toward service-sector employment. Recent Latino immigrants,
both within California (Chávez, Flores, and Lopez-Garza, 1992; Maida,
2001; Schur and Feldman, 2001) and nationally (Brown and Yu, 2002;
Seccombe, Clarke, and Coward, 1994; Valdez et al., 1993) have been nega-
tively and disproportionately impacted by these trends.

However, systematic research examining whether these macro socio-
economic and political trends and unauthorized residency status im-
pact health insurance coverage or medical care is surprisingly scarce
(Hernández and Charney, 1998). In general, bivariate descriptive stud-
ies employing data from the 1980s and 1990s report that Mexican and
other-Latino unauthorized immigrants had the highest uninsured rates
in various locations throughout the United States. Moreover, although
this insurance gap between unauthorized Latino immigrants and U.S.
citizens narrows only slightly following the legalization of formerly
unauthorized residents, it seems to disappear altogether once control-
ling for other individual, institutional, and broader socioeconomic fac-

4 The “Healthy Families” program was created in California in 1997 as part of the fed-
eral State Children’s Health Insurance Program (SCHIP) and federal income eligibility
changes to Medi-Cal for child access (Brown et al., 2002).
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tors using econometric methods. In short, there appears to be no direct
influence of unauthorized residency status on having had health insur-
ance despite an observed insurance coverage gap between unauthorized
Latino immigrants and other U.S. residents.

The earliest and to date most statistically sophisticated study (Hubbell
et al., 1991) compared health insurance coverage among lower-income
unauthorized and authorized Latinos in Orange County, California, us-
ing random data collected from a telephone survey conducted in Octo-
ber 1987 and February 1988. Results of bivariate analysis suggest that
more unauthorized Latinos (60%) were uninsured compared to other
residents—a finding replicated by some of the same researchers when
analyzing 803 randomly selected foreign—and native-born adult Latinas
in the same county as part of a follow-up study (Chávez et al., 1997).5

Collectively, four additional research projects, employing data from
the 1990s rather than the 1980s, offer a wider proportional range of
uninsured unauthorized Mexicans and other Latinos (46% to 90%),
but these findings also have not been scrutinized econometrically. Work
by E. Richard Brown and colleagues at UCLA’s Health Policy Research
Center in the late 1990s and early 2000s, for example, has generally
confirmed the existence of an observed insurance gap between unau-
thorized Latinos and other U.S. residents at an expanded geographic
level. Applying residency status predictors (Marcelli and Heer, 1998)
to the 1998 CPS, one study reports that 74% of undocumented Mexi-
can immigrants residing in the United States were without health in-
surance and only 23% were offered ESHI from their employer (Brown et
al., 2000). A second study applying the same survey-based residency
status predictors to the February 1997 and March 1998 Current Popu-
lation Surveys (CPS) finds that not only were unauthorized Mexican
immigrants much less likely to have had health insurance but more
than half (56%) worked for an employer that did not offer health ben-
efits to its employees (Brown and Yu, 2002). Using the 2001 Califor-
nia Health Interview Survey (CHIS), a third analysis (Brown et al., 2002)

5 Employing random household data, another team of researchers (Halfon et al., 1997)
found that the residency status of immigrant parents in two Los Angeles urban areas (East
Los Angeles and South Central Los Angeles) did not affect whether their children were
covered by Medi-Cal, California’s Medicaid program, in 1992. Approximately 40% had
been covered by the program since birth. These results are generally consistent with earlier
studies in Los Angeles (Hayes-Bautista, Schink, and Rodríguez, 1995; National Health
Foundation and UCLA Center for the Study of Latino Health, 1994), but the authors sug-
gest that parental residency status may have become a barrier to child Medi-Cal access
after voter approval of California’s Proposition 187, which, had it been implemented,
would have denied the children of unauthorized parents access public health services.
Because the focus of this article is on how unauthorized residency status influences insur-
ance coverage and medical care of non-elderly adult Mexicans, the 60% uninsured rate of
children with unauthorized parents is only of tangential interest. Others (Wallace et al.,
1998) have estimated the number of uninsured unauthorized children eligible for Healthy
Families and Medi-Cal in California.
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provides the first estimates for California, separately, and finds that
51.2% of noncitizens without a green card (a proxy for the unautho-
rized population) were uninsured. Furthermore, although only half of
all employed unauthorized immigrants are estimated to have been of-
fered employer-sponsored health insurance, compared to other workers
(72% of authorized immigrants and 88% of U.S.-born citizens), a similar
proportion were eligible and accepted the offer by purchasing ESHI. A
final effort by this team (Brown et al., 1999) represents the only longi-
tudinal (three-year) analysis of unauthorized immigrants’ health insur-
ance coverage to date. It analyzes formerly unauthorized immigrants
who were legalized through one of several 1986 Immigration and Re-
form Control Act (IRCA) programs and were interviewed as part of the
Immigration and Naturalization Services’ and Department of Labor’s
Legalized Population Surveys (LPS) to assess whether health insurance
coverage for this population changed between 1989 and 1992. Results
suggest that Mexican and other-Latino unauthorized immigrants re-
mained approximately one-third less likely to have had insurance be-
fore and after legalization compared to the general adult population.
Specifically, whereas in 1989, 47% of all pre-amnestied unauthorized
immigrants were uninsured and about 17% of the entire adult U.S.
population was, by 1992, 46% of all amnestied immigrants remained
uninsured, as did almost 19% of the total adult U.S. population. Taken
together, these four UCLA-based studies suggest that 46% to 74% of
unauthorized Latino immigrants in the United States were uninsured
during the past decade.

A third team of scholars based in Washington, D.C., and a fourth
representing a collaboration between UCLA and El Colegio de la Frontera
Norte (El Colef ), estimate similar or slightly higher uninsured rates
among unauthorized immigrants. Using data from the Urban
Institute’s random-digit-dial Los Angeles-New York City Immigrant
Survey (LANYCIS), the former group (Capps et al., 2002) reports that
71% of all undocumented immigrants residing in Los Angeles County
did not have health insurance. When applying residency status pre-
dictors obtained from the 1994 Los Angeles County Mexican Immi-
grants Residency Status Survey (LAC-MIRSS) to 1994-95 March CPS
data, the latter team (Marcelli and Heer, 1998) finds that more than
80% of unauthorized Mexican immigrants residing in Los Angeles
County were uninsured.

Lastly, a study by researchers at the Project HOPE Center for Health
Affairs in Bethesda, Maryland, employs randomly collected data dur-
ing 1996-97 in four U.S. urban areas. It finds that the proportion of
undocumented Latino immigrants who were eligible and accessed vari-
ous public benefit programs varied considerably between Los Angeles
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and Fresno but was generally low (Berk et al., 2000). For instance, only
10% of undocumented Latino immigrants in Los Angeles and 25% in
Fresno reported Medi-Cal enrollment.6 Assuming a small fraction of
Mexican and other-Latino unauthorized immigrants were covered by
private (e.g., ESHI) plans, descriptive analyses from studies using data
collected in the 1990s intimate that somewhere between 46% and
slightly less than 90% of all unauthorized Latino immigrants were un-
insured during the past decade. Unfortunately, it appears that the only
study to assess whether this observed residency status gap in insurance
coverage remains after controlling for other demographic characteristics
analyzed children of unauthorized immigrant parents rather than the
unauthorized immigrants themselves (Halfon et al., 1997).

The estimated trivial relationship between having received amnesty and
IRCA-legalized immigrants having obtained insurance coverage (Brown et
al., 1999) may help explain why econometric analysis of the influence on
medical care use of unauthorized residency status and having insurance
points away from the former and toward the latter determinant. For in-
stance, some of the work summarized above (Chávez et al., 1997; Hubbell
et al., 1991) estimates whether unauthorized residency status had an
independent impact on the use of medical care. Unsurprisingly, a medi-
cal care use gap between unauthorized Latinos and other U.S. residents is
found, but the gap is explained by differential employment, insurance
coverage, and poverty rates as well as a younger demographic profile among
unauthorized immigrants rather than unauthorized residency status per
se.7 The story emerging from existing literature then is straightforward. If
unauthorized residency status adversely influences the use of medical care
facilities, it does so indirectly by reducing access to gainful employment,
institutional information, or health insurance coverage.

Data and Estimation Methodology

Following the survey-based residency status estimation methodology
pioneered in the 1980s and subsequently extended (Heer et al., 1992;
Heer and Passel, 1987; Marcelli, 2004a, 2004b; Marcelli and Heer,
1997; Marcelli and Lowell, 2005), I employ the November 1994 and
July 2001 Los Angeles County Mexican Immigrant Residency Status
Survey (LAC-MIRSS) data, first, to generate residency status predictors for

6 This is similar to Marcelli and Heer’s (1998) estimate for unauthorized Mexicans in
Los Angeles County.

7 Other studies confirm that unauthorized immigrants are much less likely to have
health insurance and use medical care, but these have been limited to a single institution,
such as an emergency room (Chan et al., 1996) or locality (Chávez, Cornelius, and Jones,
1985), and do not systematically control for competing factors.
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adults from four demographic variables (age, sex, educational attain-
ment, time residing in the United States).8 In a second stage of the
analysis, these predictors are applied to non-elderly adults (age 18 to
64 years) born in Latin America, according to the 1995-2002 February
and March Current Population Survey (CPS) data, in order to estimate
the number and characteristics of unauthorized Mexican (and other-
Latino) non-elderly adult immigrants in California, as well as their health
status and health insurance coverage. In a third and final stage, I ana-
lyze the 2001 LAC-MIRSS (and several census block-level variables from
the U.S. Census Bureau’s 1990 Summary Tape File 3 data) separately,
to estimate how individual characteristics, geographic factors, and so-
cial capital influenced foreign-born Mexicans adults’ insurance cover-
age and use of medical care services.

The 2001 LAC-MIRSS consists of 780 foreign-born Mexican adults who
resided in one of 456 households within one of 125 census blocks lo-
cated in Los Angeles County. Interviewers were instructed to collect
data on as many foreign-born Mexican household members as possible,
but to do so from only an adult member and for only those other mem-
bers of the household for whom the respondent believed he or she could
provide accurate information. The questionnaire was available in En-
glish and Spanish, took 35 minutes on average to administer, and was
developed and piloted by researchers from UCLA, Colef, and the Coali-
tion for Humane Immigrants Rights in Los Angeles (CHIRLA). Overall,
the household response rate was 62%, and fully 98% of all respondents
answered our relatively sensitive residency status questions. Slightly less
than half of adult respondents admitted to residing in the United States
without being a naturalized citizen, a legal permanent resident, or a
temporary visitor (e.g., non-immigrant visa holder). For purposes of the
analysis that follows, I employ the full adult sample, but we also reran
all our regression models with a sample including one randomly se-
lected adult from each household to check for possible statistical bias
resulting from within-household clustering. We did not uncover any
significant differences in our estimated parameters, however, and there-
fore report results produced only from the full sample below.

Specifically, we first generate demographic residency status predic-
tors by regressing whether one was assigned the residency status of un-
authorized Mexican immigrant (UMI) on AGE, SEX, educational attain-
ment (EDUC), and years residing in the United States (YEARS) among
those of the 780 Mexican-born adults in our 2001 LAC-MIRSS data who
were not U.S. citizens (equation 1 below). We do this for household

8 The most recent estimates of the number of unauthorized immigrants residing in the
United States by the former Immigration and Naturalization Service (INS) rely on the
2001 LAC-MIRSS estimates of the census undercount of unauthorized Mexican immigrants
in Los Angeles County (Warren, 2003).
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heads and other household members separately, and the percent con-
cordant pairs produced from logistic regression analyses are 82 and 76
respectively. We also checked the robustness of these residency status
predictors by rerunning our logistic regression models after randomly
selecting one adult from each household, and the estimated parameters
were almost identical. A similar process was undertaken using our 1994
LAC-MIRSS data (Marcelli, 2004b; Marcelli and Heer, 1997, 1998;
Marcelli, Pastor, and Joassart, 1999).

                       UMI = f (AGE, SEX, EDUC, YEARS) [1]

Consistent with these earlier studies employing the 1994 LAC-MIRSS,
when our predictors are applied to Census Bureau public-use data, they
generate aggregate estimates of the number of Mexican and other-Latino
unauthorized immigrants residing in Los Angeles County that are very
similar to those imputed from Census Bureau and Immigration and
Naturalization Service estimates (Heer and Passel, 1987; Marcelli, 1999;
Marcelli and Heer, 1997). Below, we apply these residency status pre-
dictors to foreign-born Mexicans and other (non-Cuban) Latinos resid-
ing in California who were not U.S. citizens according to the 1995-
2002 February and March CPS data for California.9

The 1995-2002 March CPS include the four demographic variables
needed to produce a probability of having been unauthorized to reside
in the United States. After separating individuals by residency status,
the data then permit an analysis of self-reported health status and health
insurance coverage for particular years.10 Although place of birth began
to be asked of respondents in the 1994 March CPS, because of changes
to the health insurance questions, we begin with 1995 (which reports
insurance coverage in preceding year) (Swartz, 1997). The March CPS
includes approximately 11,000 observations annually for California,
but it does not include questions regarding whether one was offered
employer-sponsored health insurance, whether one was eligible to buy
it, and whether one actually purchased it; and some contend that the
health status questions are unreliable (Swartz, 1997). Although the
1996, 1998, 2000, and 2002 February CPS data include questions on
ESHI offers, eligibility, and take-up, neither they nor the March demo-
graphic files have any information below the metropolitan statistical
area level. Due to relatively small sample sizes even at the metropolitan
level, I concatenate the 1996 and the 1998 February CPS, and the 2000

9 Residency-status predictors are available upon request from the author. For the cur-
rent analysis, we applied the predictors from the 1994 LAC-MIRSS to the 1995-1997 March
CPS and those from the 2001 LAC-MIRSS to the 1998-2002 March CPS.

10 The five major categories of health insurance are (1) Medicare, (2) Medicaid, (3)
Employer-sponsored, (4) Other private, and (5) Military.
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and 2002 February CPS, to increase statistical power. A year is skipped
in each concatenation (1997 and 2001, respectively) to avoid duplicate
records in the resulting sample, and sample weights provided for each
year are adjusted appropriately.

After estimating the proportion of uninsured Mexican and other-Latino
unauthorized immigrants in California using this methodology, as well
as their relative health status, uninsured rates, and ESHI access and cov-
erage, I return to the 2001 LAC-MIRSS data to investigate how residency
status influenced health insurance coverage and medical care while si-
multaneously controlling for other demographic characteristics, neigh-
borhood effects, and broader socioeconomic factors.

The descriptive analysis of uninsured rates—and among employed
adults, of ESHI take-up rates—below provides useful information regarding
the possible effects of unauthorized residency status on health, health
insurance coverage, and whether one was covered by ESHI in California.
However, like most of the previous research summarized above on in-
surance coverage, it does not permit causal interpretation because of
data limitations and because no econometric methods are employed.
The purpose is simply to motivate the econometric estimation I under-
take using our 2001 LAC-MIRSS data, and to stimulate future research.

Analyses of the determinants of Mexican and other-Latino immigrants’
comparatively low rates of health insurance coverage and medical care
use in the United States have emphasized two of the main hypotheses
offered from the behavioral or “health services” model of medical care
use (Andersen, 1995; Andersen and Davidson, 2001). A higher pro-
portion of Latino immigrants are likely to be unauthorized residents,
and Latino immigrants are less likely to work for an employer offering
ESHI (Berk and Schur, 2001; Brown and Yu, 2002; Chávez, 1986; Chávez
et al., 1997). Both determinants—work and residency status—are
viewed as “predisposing demographic characteristics” within this frame-
work, but the initial model also included structural factors and health
beliefs (mediated by one’s access to “enabling resources” and a perceived
or evaluated “need” for medical treatment) as primary influences on
family or individual use of medical services, and it has undergone decadal
revisions (Andersen, 1968; Andersen and Anderson, 1967). Partly re-
sulting from a series of criticisms from social scientists of various disci-
plines (e.g., neglect of psychological, cultural or social capital, and ge-
netic factors, inattention to knowledge concerning the functioning of
insurance and medical institutions, the need for better measures of be-
liefs concerning health), debate about what constitutes equitable access
to medical care and how the model might accommodate this, and con-
siderations of what components of the model lend themselves more
readily to change (e.g., insurance benefits and health beliefs versus de-
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mographic characteristics and social structure), a second iteration of
the model in the 1970s (Aday and Andersen, 1974) collapsed the three
main categories of determinants from the original model of medical
care use (e.g., predisposing characteristics, enabling resources, need)
into a single category entitled “population characteristics,” and intro-
duced three new categories: (1) health care system, (2) use of health
services, and (3) consumer satisfaction. Thus, population and health
care system characteristics came to be viewed as acting simultaneously
on each other and collectively on the use of health care services, which
in turn influences consumer satisfaction. And consumer satisfaction re-
placed the use of medical services as the ultimate goal.

A third iteration during the 1980s and 1990s (table 1) essentially added
“external environment” to the model, and provided a more nuanced pic-
ture of health outcomes, which included perceived and evaluated health
status in addition to consumer satisfaction. Although a fourth iteration of
the model that incorporates feedback paths from health outcomes to health
behaviors and population characteristics is currently underway (Andersen,
1995), it will be useful to discuss the model I estimate below in the
context of the third-phase development (Andersen and Davidson, 2001;
Andersen, Davidson, and Ganz, 1994) for two reasons. First, it is the
third iteration that explicitly includes a category for physical and eco-
nomic contextual factors. Second, cross-sectional (e.g., the 2001 LAC-MIRSS)
data do not permit the estimation of health feedback loops.

Table 1. The behavioral model of medical care use - phase 3 (1980s-1990s).

Primary Determinants
of Health Behavior                                  Health Behavior        Health Outcomes

Population Characteristics Personal Health Perceived Health
Practices Status

Health Care System Use of Health Evaluated Health
Services Status

External Environment Consumer
Satisfaction

Within the theoretical framework outlined in table 1, unauthorized
residency status and having ESHI—as well as a number of other potential
demographic and economic determinants, such as educational attain-
ment, sex, age, occupation, income, knowledge of available services, and
social network quality—are considered population characteristics. Al-
though inclusion of social network quality may be suspect here given its
collective nature, it is important to remember that in phase two of the
behavioral model “enabling resources” accompanied “predisposing char-
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acteristics” and “need” as potential explanations under the population
characteristics category. It is not a stretch to view one’s personal networks
as possibly enabling or assisting one to seek or obtain medical care.

Research in the early 1990s suggested that both Mexican- and U.S.-
born persons residing in the United States sometimes travel to Mexico to
obtain lower cost medical care and pharmaceuticals even though they
would prefer to do otherwise (Bruhn and Brandon, 1997). Others, espe-
cially those without health insurance and unauthorized immigrants, ei-
ther forgo seeking care in the immediate term or rely on the “safety net”
of public (county, state, and district) hospitals; community health cen-
ters; free clinics; and special programs, such as mobile medical vans, school-
based health centers, and immunization campaigns (Sekhri, Gómez-
Dantes, and Macdonald, 1999). Some of these factors are also potential
primary determinants of health behavior. The relative price of medical
care in Mexico, for instance, fits neatly under the “external environment”
subcategory, and the availability of community and public medical care
is most closely aligned under the “health care system” subcategory.

The emerging field of social epidemiology—emphasizing the influ-
ence of social (Berkman and Kawachi, 2000) and neighborhood con-
text (Kawachi and Berkman, 2003) on health outcomes—is comple-
mentary to what is suggested by the third-phase behavioral model of
medical care use. Specifically, conceptualizing demographic character-
istics and extra-individual factors as primary determinants that both
directly (and indirectly through health behavior) influence health out-
comes is consistent with social epidemiology’s multicausal approach.11

Although some have argued, based on Aday’s (1993) “vulnerable popu-
lation” framework, that immigrants are most likely to be at risk of not
having health insurance and not receiving needed medical care because
of both individual and institutional factors (Bollini and Siem, 1995;
Leclere, Jensen, and Biddlecom, 1994; Riedel, 1998), no previous work
of which I am aware has attempted to investigate the role of residency
status and extra-individual influences on health insurance coverage and
medical care use among Latino immigrants simultaneously or with data
collected in the 2000s. Taking a cue from the various literatures dis-
cussed above, I include individual, geographic, and social variables in
several logistic regression models specified below to estimate whether
unauthorized residency status influenced the probability (1) of having

11 A focus on the social causes of illness is not new. In medieval Europe, Paracelsus high-
lighted unusually high rates of disease in miners; John Graunt counted deaths in country
parishes in seventeenth-century England and reported social variations in morbidity and
mortality; during the mid-nineteenth century, various physicians and social scientists (e.g.,
Villerme, Virchow, Engels) noted that poor living and working conditions impinged upon
health; and in the late 1800s, Durkheim argued that one of the most intimate and per-
sonal acts (suicide) is a function of group social integration rather than individual charac-
teristics (Berkman and Kawachi, 2000; Lynch and Kaplan, 2000).
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had any type of health insurance (INSURED) among all foreign-born Mexi-
can adults, (2) of having had public rather than private health insur-
ance (PUBLIC) among insured foreign-born Mexican adults, and (3) of
having used medical services when needed among all foreign-born Mexi-
can adults (CARE). Viewed from the phase-three behavioral model of
medical care use, my focus is first on estimating how unauthorized
residency status influenced health insurance coverage (both conceptu-
alized as primary determinants of health behavior and termed “popula-
tion characteristics”) in equations 2 and 3. I next estimate whether un-
authorized residency status influenced the use of medical services that
were perceived as necessary by the Mexico-U.S. migrant (equation 4).
This second focus straddles the behavioral model’s health behavior and
health outcome categories because use of medical services that were
deemed necessary combines “use of health services” (which is consid-
ered a health behavior) and “perceived” or “evaluated” health status
(which is considered a health outcome).

 INSURED
ij
 = X

i
β + αUMI

ij
 + γPCTMIN

ij
 + δPCTOWN

ij
 + λPOPDENSE

ij
                               + ϕCIVIC

ij
 + ΨREMIT

i
 + ε

i
[2]

   PUBLIC
ij
 = X

i
β + αUMI

ij
 + γPCTMIN

ij
 + δPCTOWN

ij
 + λPOPDENSE

ij
                               + ϕCIVIC

ij
 + ΨREMIT

i
 + ε

i
 [3]

    CARE
ij
 = X

i
β + αUMI

ij
 + θINSURED

ij
 + µFINDCARE

ij
 + γPCTMIN

ij

                             + δPCTOWN
ij
 + λPOPDENSE

ij
 + ϕCIVIC

ij
 + ΨREMIT

i
 + ε

i
 [4]

Equation 2 estimates (using logistic regression) whether a Mexican
immigrant i, age 18 to 64 and residing in Los Angeles County census
block j in July 2001, had health insurance depending on a vector of
individual i’s characteristics (X

i
) other than having been an unautho-

rized Mexican immigrant (UMI); the percentage  of a census block’s popu-
lation who were nonwhite (PCTMIN) or owned their homes (PCTOWN);
the number of persons (in thousands) per square mile by census block
(POPDENSE); the number of community, neighborhood, school, sports,
union, religious or spiritual, and other social events and meetings at-
tended during the year preceding the survey (CIVIC), ranging from 0 to
8 (higher values reflecting someone who is more socially connected or
engaged); and whether a person remitted funds to someone in Mexico
in 2000 (REMIT).

It is not possible using the LAC-MIRSS data or this empirical implementa-
tion to estimate all of the potential determinants of health insurance cover-
age or medical care use suggested by the behavioral model because of data
limitations. It is possible, however, to analyze several potentially important
factors ignored by past research on Mexican immigrants. Unauthorized
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residency status represents one, but our neighborhood environmental fac-
tors and social capital variables are others. PCTMIN, PCTOWN, and POPDENSE fit
neatly under the “external environment” subcategory of primary determi-
nants, and CIVIC and REMIT are subsumed under “population characteristics”
or “external environment.” Table 2 defines each variable used in the analy-
ses that follow, and provides means and standard deviations.

Equation 3 estimates the probability that an insured Mexican immi-
grant i, age 18 to 64, residing in Los Angeles County census block j in
July 2001 had public health insurance coverage using logistic regres-
sion. And equation 4 estimates the probability that Mexican immi-
grant i, age 18 to 64 and residing in Los Angeles County census block
j in July 2001 received medical care for which there was a perceived
need at some time during the previous year. In addition to the variables
used to examine variance in having had health insurance in equations 2
and 3, equation 4 also includes whether a person was insured (INSURED)
or had difficulty locating a medical care facility when needed (FINDCARE).
The former variable is actually separated into public (PUBINSR) and pri-
vate (PRIVINSR) insurance for estimation purposes. In addition, the latter
variable, although measured at the individual level, may reflect geo-
graphical factors influencing the use of medical care services not cap-
tured by more traditional neighborhood characteristics.12 To correct for
possible random effects that may exist because individuals in our data
are clustered within census blocks, only results with robust standard
errors are reported. In other words, rather than using multilevel statis-
tical techniques to model potential within-block heterogeneity, we use
STATA’s “cluster” function to control for this.

Results

Uninsured and Employer-Sponsored Health
Insurance Rates in California, 1994-2001

Applying the 1994 and 2001 LAC-MIRSS residency status predictors to
the 1990 PUMS and 1995-2002 March CPS data, I estimate that the
number of Mexican and other-Latino unauthorized immigrants resid-
ing in California between 1990 and 2001 rose from 1.2 to 2.3 million
(not shown here), with Mexicans representing proportions ranging from
76% (before the passage of Proposition 187 in 1994) to 85% (in 2001)
during any given year. Thus, Mexican and other-Latino unauthorized
immigrant representation increased by 67.5%—from an estimated 4.0%

12 I also investigated several other possible geographic determinants of medical care use
(availability of public transportation, its quality, and cost) measured at the individual
level, which turned out not to be as useful as FINDCARE.
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of approximately 30 million Californians in 1990—to 6.7% of about
34.5 million in 2002.13

Non-elderly Mexican and other Latino unauthorized immigrants had
the highest proportion without health insurance throughout the 1990s
(between 50% and 70%), and authorized foreign-born Mexicans and
other Latinos had the second highest rates (between 35% and 50%)
(figure 1). All other ethno-racial groups, regardless of nativity, had fewer
than 30% lacking health insurance. These outcomes are likely related
to the finding, also not shown here, that during the 1990s and early
2000s, non-elderly unauthorized Latinos also had the lowest ESHI rates
(16% to 33%) of any group, and authorized foreign-born Latinos had
an ESHI rate of less than 50%. By comparison, more than half of California’s
entire population had ESHI.

Figure 1. Percents uninsured among non-elderly persons
by ethno-racial, group and residency status, California, 1994-2001.

Source: 1994 and 2001 LAC-MIRSS; 1995-1997 and 1995-2002 March CPS.

The relatively high uninsured rates and low ESHI rates among unau-
thorized Latinos in California require a deeper look into whether Latinos
were less likely to (1) work for an employer who offered employees the
opportunity to purchase ESHI, (2) be eligible to buy into such a pro-
gram if offered (e.g., employed full-time), or (3) purchase ESHI when it
was offered and they were eligible.

13 The authorized Latino immigrant population rose by 60% (from 1.6 million to 2.9
million), and the total foreign-born Latino population grew from 2.8 million (or 9.3% of
California’s population) to 5.2 million (or 14.6% of California’s population).
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Table 3. Employer-sponsored health insurance offered, eligibility,
and take-up rates among employed unauthorized Latino Immigrants (ULI),

authorized Latino immigrants (ALI), U.S.-born Latinos (USBLAT), and others,
California, 1995-2001.

ULI ALI USBLAT OTHER ALL

UNINSURED

1995-1997 69.0% 49.6% 21.4% 15.0% 21.9%
1999-2001 59.9% 47.1% 19.5% 13.3% 20.4%

OFFERED

1995-1997 45.6% 56.7% 77.1% 84.1% 78.3%
1999-2001 49.0% 61.8% 81.8% 85.9% 80.4%

ELIGIBLE

1995-1997 67.6% 75.2% 69.0% 69.8% 70.3%
1999-2001 61.3% 66.2% 68.5% 66.6% 66.6%

TAKE-UP

1995-1997 87.1% 79.4% 73.8% 68.4% 70.1%
1999-2001 84.1% 82.8% 71.9% 70.6% 72.1%

FULL TIME

1995-1997 87.0% 89.6% 86.5% 84.7% 85.5%
1999-2001 92.9% 90.5% 86.1% 85.7% 86.7%

LOW TENURE

1995-1997 18.2% 14.6% 18.2% 19.6% 18.7%
1999-2001 14.6% 14.6% 23.3% 21.9% 20.6%

MULTIPLE JOBS

1995-1997 0.4% 2.9% 6.3% 6.8% 6.1%
1999-2001 2.1% 2.6% 4.0% 6.6% 5.7%

Source: 1994 and 2001 LAC-MIRSS; and 1996-1998 and 2000-2002 February CPS.

A lower proportion of employed unauthorized Latinos (ULI) were of-
fered ESHI compared to authorized Latino immigrants (ALI), U.S.-born
Latinos (USBLAT), and other workers (OTHER) in California (table 3).
Additionally, a smaller proportion in firms offering ESHI claimed to have
been eligible to buy into this benefit program, but surprisingly, when
they were offered it and were eligible, a greater proportion bought it
(“take-up”). Results further suggest that unauthorized Latinos’ lower
ESHI coverage rates may be related to relatively low job tenure rather
than the inability to obtain employment that is likely to include health
insurance benefits. For instance, a relatively high percentage was em-
ployed full-time (panel 5) in one job (panel 7), but a smaller fraction
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had been at their current job for at least one year (panel 6). This is a
surprising finding that requires more attention than is possible here.
We may tentatively conclude, however, that unauthorized Latinos’ lower
ESHI coverage is due in part to lower job tenure—not to an unwilling-
ness to work full-time or to purchase insurance when offered at the
workplace—and this, in turn, is one factor influencing their relatively
low health insurance coverage rates in California.

Health Insurance and Medical Care
among Mexican Immigrants in Los Angeles County

Although the foregoing analysis provides a descriptive and longitudinal
portrait of unauthorized Latinos’ and others’ health insurance coverage
in California, as well as the relative importance of job-based insurance,
its usefulness for understanding whether social environmental factors
outside the employment contract (e.g., neighborhood, social capital)
influence insurance coverage and medical care use is quite constrained.
A second major limitation is the absence of any medical care questions
in the CPS. To estimate how several neighborhood context and social
environmental factors may have affected Mexican immigrants’ insur-
ance coverage and medical care, I turn to the 2001 LAC-MIRSS linked to
1990 census data at the census block level.

According to the weighted 2001 LAC-MIRSS data, an estimated
1,669,620 foreign-born Mexicans aged 18 to 64 were residing in Los
Angeles County in July 2001, and approximately 46% (or 764,000)
are estimated to have been unauthorized to reside in the United States.
This estimate of non-elderly foreign-born adult Mexicans is consider-
ably higher than that reported using March 2002 CPS data
(1,398,162),14 but the estimated number of unauthorized Mexicans
falls within the current range of estimates interpolated from what is
alternatively termed the components-of-change, composite, or residual
methodology employed by the former Immigration and Naturalization
Service (Warren, 2003), the Bureau of the Census (Costanzo et al., 2001)
and leading demographers in the field (Bean et al., 2001).

Analysis of the final non-elderly adult LAC-MIRSS sample (i.e., only those
observations with data for all variables) shows that approximately 55% of
all foreign-born Mexicans residing in Los Angeles County in July 2001
were uninsured, as was a higher proportion of unauthorized compared to
authorized Mexican immigrants (67% versus 46%). This residency status
gap in insurance coverage is more consistent with that in the mid-1990s

14 The total Mexican-born population is estimated to have been 1,831,845 (2001 LAC-
MIRSS) and 1,653,208 (March 2002 CPS).



   24   MIGRACIONES INTERNACIONALES

for all non-elderly unauthorized and authorized Latino immigrant adults
in California than it is for that population in the early 2000s (figure 1).
Moreover, although the same proportion of authorized and unauthorized
immigrants (36%) claimed to have needed medical care during the previ-
ous year, a higher proportion of unauthorized immigrants (23% versus
13%) did not receive medical care that they deemed necessary.

The first four “Have Health Insurance?” columns (table 2 above) show
that a smaller proportion of those with health insurance were unautho-
rized, and in addition to being older and having graduated from high
school, higher proportions of insured Mexicans were male, spoke En-
glish very well, were employed, were in a labor union, and sent remit-
tances to Mexico during 2000. Those with health insurance also had
higher incomes on average, and lived in less populated neighborhoods
with higher homeownership rates.

Figure 2 provides additional detail concerning how authorized and
unauthorized Mexican immigrants usually pay for medical care services
received. Specifically, 18% of unauthorized Mexican immigrants usu-
ally relied on public insurance (Medi-Cal) compared to 13% of autho-
rized Mexican immigrants, who relied on Medi-Cal or Medicare (e.g.,
the disabled); and although the proportions of unauthorized and au-
thorized Mexican immigrants having had private health insurance is
not tremendously different (72% and 80% respectively), a significantly
higher fraction of unauthorized compared to authorized Mexicans were
likely to pay “out-of-pocket” for medical services received (57% versus
39%) rather than with ESHI (12% versus 37%).

Figure 2. Usual payment type for medical care services received
by non-elderly authorized and unauthorized Mexican

immigrant adults during previous year, Los Angeles County, 2001.

Source: 2001 LAC-MIRSS.
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Among the insured, the 33% who had publicly subsidized health
insurance (Medi-Cal or Medicare rather than ESHI, insurance provided
by a family member, paying out of pocket, or other) were younger, had
lower incomes, resided in more densely populated neighborhoods with
lower rates of homeownership on average, and attended more meetings
and events in their communities (see the four “Insurance Type” col-
umns, table 2). Higher proportions of those with public insurance were
also unauthorized females; and lower proportions had graduated from
high school, were able to speak English very well, were employed, or
were affiliated with a labor union.

Of those claiming that they had needed medical care during the year
preceding the 2001 LAC-MIRSS, approximately 83% received it (final four
columns, table 2). They tended to be older, male, authorized residents,
more proficient with English, high school graduates, married, employed,
and affiliated with a labor union compared to those who did not receive
needed care. Those receiving needed care also had higher incomes on
average, had either public or private health insurance, did not report
experiencing any difficulties finding a medical care facility, resided in a
neighborhood with higher rates of homeownership, participated more
in their communities, and were less likely to remit funds to Mexico.

Figure 3. Type of medical care used by non-elderly authorized
and unauthorized Mexican immigrant adults who needed

and received services during previous year, Los Angeles County, 2001.

Source: 2001 LAC-MIRSS.

An examination of Mexican immigrants’ source of medical care by resi-
dency status further reveals that a smaller proportion of unauthorized
immigrants (78%) successfully obtained needed medical attention com-
pared to their legal counterparts (87%). Among Mexican immigrants in
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Los Angeles County who needed care, unauthorized residents were al-
most twice as likely as authorized residents (59% versus 34%) to have
accessed a publicly subsidized medical care facility, such as a community
clinic, emergency room, or public hospital (see figure 3). Conversely,
unauthorized Mexicans were less likely (33% versus 47%) to have visited
a private doctor or an HMO/PPO medical care facility.

Table 4. Logistic regression analyses of having health insurance,
insurance type, and use of needed medical care among non-elderly

foreign-born Mexicans during previous year, Los Angeles County, 2001.

Variable
INSURED PUBLIC CARE

Individual Characteristics
UNAUTHORIZED -0.490 (0.255)c 1.067 (0.479)b 0.501 (0.572)
AGE -0.005 (0.014) 0.012 (0.028) 0.011 (0.021)
MALE -0.482 (0.275)c -0.469 (0.422) -0.244 (0.657)
EDUCATION 0.430 (0.435) -0.882 (0.660) 0.548 (1.194)
ENGLISH 0.333 (0.490) 0.683 (0.682) 1.442 (1.619)
MARRIED 0.337 (0.270) -0.147 (0.465) 1.178 (0.316)a

EMPLOYED 0.150 (0.241) -0.453 (0.506) -0.036 (0.569)
UNION -0.011 (0.419) -1.248 (0.612)b 0.085 (1.238)
INC2000 0.018 (0.000) -0.074 (0.000)b 0.000 (0.000)
PUBINSR 0.261 (0.428)
PRIVINSR 0.398 (0.899)
FINDCARE -1.347 (0.608)b

Neighborhood Characteristics
PCTMIN -0.324 (2.755) -1.387 (4.571) -20.457 (9.134)b

PCTOWN 1.688 (0.683)a -0.753 (0.952) 1.599 (1.909)
POPDENSE 0.014 (0.012) 0.011 (0.016) 0.027 (0.023)

Social Capital
CIVIC 0.011 (0.153) 0.207 (0.121)c 0.647 (0.372)c

REMIT -0.206 (0.200) -0.197 (0.429) -0.773 (0.633)

INTERCEPT -0.832 (2.928) 1.553 (4.125) 19.027 (9.712)b

N 509 225 167
N Weighted 1 137 260 512 719 398 401
Percent Concordant Pairs 0.6511 0.7798 0.7793

Note: In each column, the first number is the estimated coefficient, the second number, in
parentheses, is the associated standard error. Superscript “a” denotes a 99% level of statistical
significance, “b” denotes a 95% level of statistical significance, and “c” represents a 90% level of
statistical significance.

To draw reasonably confident inferences concerning the potential im-
pact of unauthorized residency status on health insurance coverage and
use of medical care—even if only for one place, at one point in time—it
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is necessary to estimate a regression model that controls for other possible
individual, geographic, and social influences. Having estimated equations
2, 3, and 4, a fairly straightforward—if unanticipated—story emerges
about the impact of unauthorized residency status on Mexican immi-
grants’ health insurance coverage and use of medical care (see table 4).
Although unauthorized residency status is estimated to have reduced the
probability of a non-elderly Mexican immigrant adult residing in Los
Angeles County in July 2001 having had any health insurance (INSURED)
and to have increased the probability of having had publicly subsidized
insurance (PUBLIC), it had no direct effect on the probability of having
received medical care that was perceived to be necessary (nor did it have
an indirect effect through insurance coverage). Rather, being married and
more socially engaged in one’s community were positively associated with
having received needed care, and residing in a neighborhood that had a
higher proportion of nonwhite residents and having difficulty locating a
medical care facility were negatively related.

Converting each of the three statistically significant coefficients in the
first group of columns into probabilities, we find that being an unau-
thorized resident or male reduced the probability of having had insur-
ance by approximately 12%, but a one standard deviation increase in
the neighborhood homeownership rate augmented it by 12%.15

Being affiliated with a labor union had the largest negative effect
(-20%) on the probability that a non-elderly Mexican immigrant adult
with insurance had public rather than private coverage, and being un-
authorized had the largest positive effect (+26%) (see the second group
of columns, table 4). Still, it appears that a one standard deviation rise
in annual income (+$10,477) reduced the likelihood of having had
public insurance by 17%, and attending 1.5 more neighborhood or
community meetings or events was positively associated (+7%).

Although the influence of unauthorized residency status on insur-
ance coverage is interesting, having insurance surprisingly does not ap-
pear to have altered the probability of having received needed medical
care. Instead, the third group of columns in table 4 intimate that hav-
ing difficulty locating a medical care facility lowered the probability of
having received needed medical care by 27%, and a one standard devia-
tion increase in the percentage of nonwhite residents in one’s neighbor-
hood (+0.047) raised it by 13%. Alternatively, two factors may have

15 Statistically significant parameters (β
i
) associated with dichotomous or “dummy”

variables, such as UNAUTHORIZED, MALE, MARRIED, UNION, and FINDCARE, are converted
into probabilities using the following formula: 1/(1+e-[ln(µ/(1-µ)+βi])-µ, where µ is the mean of
the dependent variable (INSURED, PUBLIC, or CARE) and e=2.7182818. Any coefficient as-
sociated with a statistically significant continuous variable, such as INC2000, PCTMIN,
PCTOWN, and CIVIC, is converted to a probability more simply by multiplying the coeffi-
cient by µ, 1-µ, and a one-standard-deviation increase in the value of the independent vari-
able.
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augmented the probability of having obtained needed care—being
married (by 11%) and participating in an additional community activ-
ity (by 12%).

Conclusion

Conventional discourse regarding whether and how to expand access to
medical care among unauthorized immigrants residing in the United States
has focused on equity (ability to pay), equality (proportionate access), or
need (relative health) assessments (Asch, Frayne, and Waitzkin, 1995).
None of these foci—either alone or jointly—have been politically persua-
sive, however. Entertaining the possibility that maintaining a large unin-
sured or unhealthy lower-income population is likely to have broader
social welfare effects (Kullgren, 2003) and that obtaining medical care
perceived as necessary is influenced by both individual and extra-indi-
vidual factors, the present study directly tests whether unauthorized resi-
dency status among Mexican immigrants independently influences health
insurance coverage or use of medical care services, controlling for other
demographic characteristics, neighborhood context, and social capital.

Motivated by recent extensions of the behavioral model of medical care
(Andersen, 1995; Andersen and Davidson, 2001) and the emerging field
of social epidemiology (Berkman and Kawachi, 2000; Kawachi and
Berkman, 2003) that emphasize the role of neighborhood context and
social environment, I estimate that between 55% and 70% of non-eld-
erly unauthorized Latinos in California were uninsured between 1994
and 2001—a range that is well above both authorized Latinos (35% to
50%) and other Californians (less than 30%). I also find that although
unauthorized Latinos had the lowest employer-sponsored health insur-
ance (ESHI) rates in California, they were more likely to have purchased
ESHI when employers offered it and when they had an ESHI-eligible job
(e.g., full-time). This implies that encouraging employers to offer health
insurance to more of their lower-income employees would likely boost
insurance coverage rates among unauthorized Latinos in California.

Results generated using 2001 Los Angeles County Mexican Immi-
grant Residency Status Survey (LAC-MIRSS) data further suggest that
implementation of a new amnesty program would both reduce the
number of uninsured Mexican immigrants and reduce Mexican immi-
grants’ reliance on publicly subsidized insurance. Whereas 55% of all
Mexican immigrants are estimated to have been uninsured in Los An-
geles County in 2001, a higher proportion of unauthorized (67%) than
authorized (46%) Mexican immigrant residents were also. Unautho-
rized Mexican immigrants’ greater reliance on Medi-Cal or their own
financial resources rather than ESHI to cover medical expenses compared
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to their authorized compatriots makes sense in light of this observed
21% residency status insurance gap—but this narrows to 12% after
controlling for other individual characteristics, neighborhood context,
and social capital. Among these other factors, females and those resid-
ing in a neighborhood where a relatively high proportion of residents
owned their homes were more likely to be insured. Moreover, results of
a public-versus-private insurance logistic regression analysis reveal that
although unauthorized Mexican immigrants were 23% more likely than
authorized Mexican residents to rely on public health insurance, so,
too, were those who participated more in neighborhood and commu-
nity activities. By contrast, a higher income and being affiliated with a
labor union appears to diminish the probability of relying on public
health insurance. In summary, although unauthorized residency status
appears to directly reduce the probability of health insurance coverage
and increase that of relying on public health insurance, certain institu-
tional and social environmental (i.e., employment, neighborhood, so-
cial capital) factors also were important. Two obvious implications of
such findings are that greater access to better paying unionized jobs
and policies designed to reduce homeownership costs may perhaps in-
crease Mexican immigrants’ investments in private health insurance.16

Caution at this point, however, is warranted. This analysis shows that
neither residency status nor having public or private health insurance
appears to influence the likelihood that a Mexican immigrant would
have received medical care perceived as necessary by the immigrant.
Rather, those who were married or who participated in an additional
neighborhood or community activity were, respectively, 16% and 12%
more likely to have obtained needed care. Alternatively, those who had
trouble locating a medical care facility or who resided in a neighbor-
hood with a relatively high proportion of nonwhite residents were, re-
spectively, 19% and 13%, less likely to have obtained care. Such find-
ings point away from conventional individualist interpretations of why
people seek and get the care they think they need, and toward a multi-
factorial social environmental interpretation emphasizing the impor-
tance of where one resides, the kind of work one does, and with whom
one interacts. Based on these findings, it appears that implementing a
new legalization program might increase insurance coverage rates and
decrease dependence on public programs among unauthorized Mexi-
can immigrants, but the policy lever for augmenting the likelihood
that those immigrants receive the care they need appears to lie else-
where. Neighborhood and network characteristics appear to be more
important determinants than are having individual health insurance or

16 This is arguably an inefficient policy for increasing health insurance coverage, but it is
reasonable that a lower monthly mortgage may result in the decision to purchase health
insurance.
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residency status. One specific implication is that place-based strategies
(e.g., local economic development) are likely to complement popula-
tion-based policy efforts to increase access to publicly subsidized medi-
cal care (e.g., Medi-Cal, Healthy Families).

These results support conventional wisdom concerning the existence
of an immigrant residency status insurance gap based on earlier de-
scriptive analyses (Brown et al., 1999; Brown et al., 2002; Brown and
Yu, 2002); previous findings that unauthorized residency status per se
is relatively unimportant in determining medical care use among Mexi-
can immigrants in southern California (Halfon et al., 1997; Hubbell et
al., 1991); and the idea emanating from the behavioral model of medi-
cal care use (Andersen, 1995; Andersen and Davidson, 2001) and so-
cial epidemiology (Berkman and Kawachi, 2000; Kawachi and Berkman,
2003) that social environmental factors accompany individual charac-
teristics as primary determinants of health outcomes.

The focus of this article, however, is not on health outcomes but on
health insurance coverage and medical care use. One important direction
for future research will be to investigate the relative influence of unautho-
rized residency status, access to health insurance, and medical care use—
compared to neighborhood context and the character of one’s social net-
works—on specific health outcomes. Another useful effort will be to
develop survey instruments that include questions concerning the fre-
quency with which Mexican immigrants interact with those in their so-
cial networks (multiplexity) or attend social gatherings (e.g., church, sport-
ing events), the structure of those networks (e.g., size, density, homogeneity,
proximity), and metrics for neighborhood and other institutional envi-
ronmental factors that are likely to influence access to medical care and
health outcomes.
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