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EXECUTIVE SUMMARY 

Although immigrants make up one in six residents in Texas, they face unique and consequential 
barriers to receiving regular, appropriate healthcare. Hampered by both individual and systemic 
barriers such as novel healthcare programs, perceived discrimination, and non-native languages, 
these patients constitute a unique challenge and opportunity to the state healthcare system. By 
taking concrete, legislative steps to surmount these barriers, including designating hospitals and 
clinics as “safe spaces”, streamlining the training process for foreign medical providers, and 
allowing earmarked federal funds to benefit pregnant immigrants, residents statewide can benefit 
from improved population health and decreased emergency expenditures. 

Immigrant Healthcare 
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Barriers to Healthcare 
 
Immigrant and refugee populations face numerous barriers to 
receiving health care services, which can lead to negative health 
outcomes not only in their specific populations, but also decreased 
overall health in their greater communities and wasteful economic 
spending in both state and county settings.  

With the United States often touted as a “nation of immigrants”, 
Texas is even more so. In 2015, 43.2 million immigrants lived in the 
United States, composing 13.4% of the country’s population1, with 
more than half of the country’s immigrants living in California, Texas, 
and New York2. In Texas, one in six residents is an immigrant, and of 
the 4.7 million immigrants living in the state, 55.1% of them hail 
from Mexico, 5% from India, 4.3% from El Salvador, 3.7% from 
Vietnam and 2.3% from China. Overall, these immigrants compose 
16% of the state’s population.  

As of 2016, 4.1 million native-born Americans residing in Texas had 
at least one immigrant parent. Moreover, of the total immigrant 
population in Texas, 35% are undocumented immigrants. These 
individuals comprised 6.1% of the overall state population as of 
20143. These populations encounter specific and unique barriers to 
accessing comprehensive healthcare. 

  

                                                           
1 López, G., Radford, J., López, G., & Radford, J. (2018, September 19). 2015, Foreign-Born 
Population in the United States Statistical Portrait. Retrieved September 21, 2018, from 
http://www.pewhispanic.org/2017/05/03/facts-on-u-s-immigrants-current-data/ 
2 Stepler, R., & Stepler, R. (2016, April 21). Texas immigrant population ties New York's. 
Retrieved September 21, 2018, from http://www.pewresearch.org/fact-
tank/2016/04/21/texas-immigrant-population-now-rivals-new-yorks-in-size/ 
3 Immigrants in Texas. (2018, May 08). Retrieved September 21, 2018, from 
https://www.americanimmigrationcouncil.org/research/immigrants-in-texas 
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In Texas, undocumented immigrants receive primary care from 
either safety net hospital systems or any of the sixty-nine federally 
qualified health centers in the state. Due to lack of adequate sources 
of care, most of these patients do not receive regular care, and when 
they present with advanced stages of a disease, they tend to utilize 
emergency care services. The lack of an adequate health care 
structure for these vulnerable populations contributes to a cycle of 
wasteful healthcare spending and poor health management. Other 
barriers this population faces include language difficulties, fear of 
deportation leading to fear of seeking medical care, and odd work 
schedules that prevent them from seeking medical care4. 

Amongst refugees, acculturation (i.e. the stresses of adjusting to life 
in a new country), is one of the chief barriers to accessing healthcare 
services. Isolation, stress, and strong cultural beliefs about health 
care practices play a role in delayed care in this population. 
Additional barriers to access to care in the refugee population 
involve inadequate transportation, lack of childcare services, time 
cost, financial cost, and scheduling difficulties5.  

Asylees also face several barriers to healthcare primarily because 
past trauma and conflict can lead to hesitancy in seeking care. Added 
to that, difficulties with navigating the American healthcare system 
can make these individuals less likely to seek care6. 

 

 

 

 

                                                           
4 Kuruvilla, R., & Raghavan, R. (2014, July). Health Care for Undocumented Immigrants in 
Texas. Texas Medicine July 2014. Retrieved September 21, 2018, from 
https://www.texmed.org/July14Journal/ 
5 Morris, M. D., Popper, S. T., Rodwell, T. C., Brodine, S. K., & Brouwer, K. C. (2009). Healthcare 
Barriers of Refugees Post-resettlement. Journal of Community Health, 34(6), 529-538. 
doi:10.1007/s10900-009-9175-3/ 
6 Asgary, R., & Segar, N. (2011). Barriers to Health Care Access among Refugee Asylum Seekers. 
Journal of Health Care for the Poor and Underserved, 22(2), 506-522. 
doi:10.1353/hpu.2011.0047 
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I.Populations 
  

Legal Definition7,8,9 Population in 
Texas10,11,12  

Immigrant 
Any individual admitted to the 
United States as a lawful 
permanent resident 

4.7 million 

Undocumented 
Immigrant 

An individual who has: 
 Entered the United States illegally, 

or  
 Who originally entered legally but 

has since “fallen out of status”. This 
group comprises 25-40% of 
undocumented immigrants in 
Texas 

1.7 million 

Refugee 

Any person outside of their 
nationality who is unable or 
unwilling to return to their country 
due to persecution.  

~9,000 
resettled in 

2016 
3,871 resettled 

in 2017 

Asylee 

Any person already in the United 
States who is unable or unwilling to 
return to their country due to 
persecution 

26,124 as of 
2015 

 
 

II. Importance of Immigrants in Texas 
 
Economy 
Immigrants play a major role in driving Texas’ economy, with 2.9 
million immigrants composing 21.6% of the Texas workforce. In 
Texas, immigrants were most numerous in industries such as 
construction, manufacturing, accommodation & food services, retail 
trade, and healthcare, contributing more than $8.7 billion annually in 
state and local taxes. They also held an impressive amount of 
spending power, reaching totals of ~$89.6 billion.  

                                                           
7 Domestic Refugee Health: Frequently Asked Questions | Immigrant and Refugee Health | CDC. 
(n.d.). Retrieved from https://www.cdc.gov/immigrantrefugeehealth/guidelines/domestic-
refugee-questions.html#1 
8 Immigration Terms and Definitions Involving Aliens. (n.d.). Retrieved September 21, 2018, 
from https://www.irs.gov/individuals/international-taxpayers/immigration-terms-and-
definitions-involving-aliens 
9 Kaiser Family Foundation, 2. (2019, February 15). Health Coverage of Immigrants. Retrieved 
from https://www.kff.org/disparities-policy/fact-sheet/health-coverage-of-immigrants/ 
10 Department of Homeland Security. (2019, March 13). Estimates of the Unauthorized 
Immigrant Population Residing in the United States. Retrieved from 
https://www.dhs.gov/immigration-statistics/population-estimates/unauthorized-resident 
11 American Immigration Council. (2018, May 08). Immigrants in Texas. Retrieved from 
https://www.americanimmigrationcouncil.org/research/immigrants-in-texas 
12 Zong, J., & Batalova, J. (n.d.). Refugees and Asylees in the United States. Migration Information 
Source. Retrieved from https://www.migrationpolicy.org/article/refugees-and-asylees-
united-states 
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Moreover, they produced billions of dollars’ worth of revenue for the 
state: the American Immigration Council found that in 2015: 
 

 361,493 immigrant business owners accounted for 27.5 
percent of all self-employed Texas residents and generated 
$8.1 billion in business income, and 

 Immigrants accounted for 42.2% of business owners in the 
Houston metropolitan area, 22.6% in the Dallas metro 
area, 19.3% in San Antonio, and 11.8& in the 
Austin/Round Rock metro area.13 

 
Undocumented immigrants meanwhile paid $1.6 billion in state and 
local taxes in 2014. Their contribution would rise to $1.7 billion if 
they could receive legal status.14 
 
As a representative year, in 2015 refugees earn more than $77 
billion in household income and paid almost $21 billion in taxes in 
2015. In terms of spending power, they contributed $4.6 billion to 
the Texan economy.15 
 
Healthcare 
Many locations coordinate and provide care for uninsured and 
indigent patients regardless of citizenship; these include sixty-nine 
federally qualified health centers (FQHCs) in Texas and safety net 
hospital systems. Both locations care for uninsured and indigent 
patients, regardless of citizenship. The FQHCs receive money from 
the federal government and are equipped to provide both primary 
and preventative care. Safety net hospital systems (also called 
"county" or "public" hospitals) tend to be in larger cities (e.g., 
Houston or San Antonio) and are funded by their specific county. 
These centers are vital as they provide comprehensive primary care 
based on sliding scale, accept Medicaid and CHIP, and do not exclude 
non-citizens, allowing certain individuals the only chance they have 
to receive basic healthcare. Because of the great demand for these 
services, a longer wait time is usually involved, which often 
translates into a greater funneling of patients to the emergency 
room, typically patients with more advanced disease due to a lack of 
early diagnosis or treatment.  
 
Given the large number of undocumented immigrants in the state of 
Texas, there have been many laws outlining and restricting how they 

                                                           
13 American Immigration Council. (2018, May 08). Immigrants in Texas. Retrieved from 
https://www.americanimmigrationcouncil.org/research/immigrants-in-texas 
14 Institute on Taxation and Economic Policy. (2017, March 1). Undocumented Immigrants' 
State & Local Tax Contributions. Retrieved September 21, 2018, from 
https://itep.org/undocumented-immigrants-state-local-tax-contributions-2/ 
15 New American Economy Research Fund. (2017, June 19). From Struggle to Resilience: The 
Economic Impact of Refugees in America. Retrieved from 
https://research.newamericaneconomy.org/report/from-struggle-to-resilience-the-economic-
impact-of-refugees-in-america/ 
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may obtain healthcare. There are two important and pertinent 
pieces of federal legislation governing this issue: 
 
1986: Emergency Medical Treatment and Labor Act (EMTALA) – This 
law stipulates that any patient presenting to an emergency 
department must be treated and/or stabilized, regardless of a 
person’s background, ability to pay, or legal immigration status. 
 
1996: Personal Responsibility and Work Opportunity Reconciliation 
Act (PRWORA) – Originally, the US acknowledged but did not pursue 
deportation for some persons who were residing illegally in the US. 
They were given “Permanent Residents Under Color of Law" 
(PRUCOL) status, and as such were eligible to access certain public 
benefits, including Medicaid. This law eliminated the PRUCOL status 
for undocumented immigrants, thus terminating their access to 
Medicaid. Texas state law enacted in response to passage of 
PRWORA also excluded qualified immigrants from Medicaid who 
would have otherwise been eligible for federal Medicaid funding. 
 
Currently, hospitals must grapple with adhering to both laws and 
still maintaining economic viability. A prime example of the 
intersection of policy, immigrant status, and health is patients with 
end-stage renal disease (ESRD). These patients require scheduled 
dialysis to clear out harmful toxins from the body. Undocumented 
immigrants with ESRD and no access to primary care will often 
present at emergency departments with life-threatening indications, 
which EMTALA specifies must be treated. However, as mentioned 
above, this emergent care is often unfunded, and cities in Texas have 

taken various approaches to proactively defray 
costs while still treating patients. All patients in 
San Antonio receive scheduled dialysis, paid for 
by the county hospital system via contract to 
local for-profit dialysis centers. In contrast, in 
Dallas, patients only receive emergent dialysis. 
In Houston, all patients begin with emergent 

dialysis, but once space becomes available at county-funded and 
operated dialysis centers, patients are treated there. This is a single 
example of the lengths that many undocumented immigrants and 
healthcare systems are forced to work out to access healthcare. Such 
strategies often put unnecessary strain on local healthcare systems 
that could be solved with proactive strategies that preclude the use 
of emergency room facilities. Notwithstanding those many lengths, a 
2007 study found that although the Emergency Room remains an 
option, undocumented immigrants still make fewer visits than their 
U.S.-born or naturalized counterparts.16 
  

                                                           
16 Ortega, A. N., Fang, H., Perez, V. H., Rizzo, J. A., Carter-Pokras, O., Wallace, S. P., & Gelberg, L. 
(2007). Health Care Access, Use of Services, and Experiences Among Undocumented Mexicans 
and Other Latinos. Archives of Internal Medicine, 167(21), 2354. 
doi:10.1001/archinte.167.21.2354 

The federal court ruled that the law would 
"erode public trust and many communities 
less safe." This interpretation may have 
some precedent, at least in the sense of 
community health. 
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There are, of course, other policies that, while not strictly connected 
to healthcare, have profound impacts on many vulnerable 
populations’ access to healthcare. SB 4 was scheduled to go into 
effect on Sept. 1, 2017 but was later blocked by a federal appeals 
court; the federal court ruled that the law would "erode public trust 
and many communities less safe."17 This interpretation may have 
some precedent, at least in the sense of community health: in 2010, 
Arizona passed a similar law that similarly focused on “attrition 
through enforcement”.18 While there are multiple facets to 
immigration laws, community health was impacted as a result of 
passage of this law. Various medical studies found that after passage 
of the law in Arizona there existed a “a generalized climate of fear” 
and, when interviewed, community health professionals “noted 
dramatic changes in clinic intake and service use, suggesting rapid 
behavioral change”.19 A later study measuring the direct impact of 
the law’s passing to the health among families of Mexican origin 
found that the law “contributed to decreases in use of preventive 
health care and public assistance among high-risk populations”.20 
 
Another directive that has a direct impact on the health-seeking 
habits of undocumented immigrants is the 287(G)-federal program. 
The 287(g) program allows state or local law enforcement entities to 
request to enter into a partnership with ICE for delegated 
immigration enforcement. Under these agreements, state, local, and 
county police receive delegated responsibility to enforce federal 
immigration laws within the context of their daily responsibilities. 
This often creates a sense of distrust of local law enforcement and 
reduces the number of adults willing to use the healthcare 
infrastructure.21 
  
Access to healthcare for refugees is different in many ways than 
access to healthcare for undocumented immigrants.  The State 
Department mandates that within the first few months of 

resettlement refugees undergo a health 
assessment which includes any referrals to 
specialists and mental healthcare. The end goal 
of the health program is that refugees are 
connected to a “medical home” that can serve as 

                                                           
17 City of El Cenizo vs State of Texas (United States District Court, Western District of Texas 
August 30, 2017). 
18 Denniston, L. (2012, April 20). Argument preview: Who controls immigrants' lives? 
Retrieved from https://www.scotusblog.com/2012/04/argument-preview-who-controls-
immigrants-lives/ 
19 Hardy, L. J., Getrich, C. M., Quezada, J. C., Guay, A., Michalowski, R. J., & Henley, E. (2012). A 
Call for Further Research on the Impact of State-Level Immigration Policies on Public Health. 
American Journal of Public Health, 102(7), 1250-1253. doi:10.2105/ajph.2011.300541 
20 Toomey, R. B., Umaña-Taylor, A. J., Williams, D. R., Harvey-Mendoza, E., Jahromi, L. B., & 
Updegraff, K. A. (2014). Impact of Arizona’s SB 1070 Immigration Law on Utilization of Health 
Care and Public Assistance Among Mexican-Origin Adolescent Mothers and Their Mother 
Figures. American Journal of Public Health, 104(S1). doi:10.2105/ajph.2013.301655 
21 American Civil Liberties Union, & Immigration & Human Rights Policy Clinic. (2009). 287(g) 
Program in North Carolina. The Policies and Politics of Local Immigration Enforcement Laws. 

Health literacy studies have consistently 
shown that 20-30% of American citizens 
are functionally illiterate in the sense of 
healthcare; this value jumps up to 75% for 
resettled refugees living in America. 
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longitudinal care.22 These refugees are funded under an offshoot of 
Medicaid termed the Refugee Medical Assistance and governed 
under the Office of Refugee Resettlement (ORR). In most cases this 
medical assistance for healthcare ends after 8 months, at which point 
refugees are deemed independent and are left to navigate the 
healthcare system like most American citizens. Resettled refugees 
are free to apply for Medicaid and are guaranteed 7 years of 
coverage if accepted, but because Texas chose to not expand its 
Medicaid coverage, only those refugees who meet other 
requirements (such as breast cancer, pregnancy, disability, etc.) are 
accepted.23 The remainder are encouraged to sign themselves up 
through private insurance or through the Marketplace established by 
the Affordable Care Act. This runs into many of the problems that 
plague American citizens in their attempt to access medical 
insurance: the American healthcare system is, simply put, 
complicated. Independent tests measuring health literacy (the 
capacity to meet the complex demands of health in a modern 
society) have consistently shown that 20-30% of American citizens 
are functionally illiterate in the sense of healthcare; this value jumps 
up to 75% for resettled refugees living in America. (CITATION) 
While refugees struggle through both the assimilation and 
acculturation processes, healthcare tends to be neglected and 
chronic health problems emerge. This is, at the most basic sense, the 
challenge of providing healthcare to these at-risk populations. Acute 
problems tend to be far more easily and efficiently managed than 
chronic health challenges, but to do so, barriers that keep people 
away from medicine need to be removed and repositioned into 
forces encouraging timely and complete healthcare.   
 

III. Individual Barriers 
 
Fear of Deportation 
A major barrier that prevents undocumented immigrants and 
asylees from accessing care is fear of deportation. A national poll of 
providers by the Migrant Clinicians Network reported that 2/3 of 
providers saw a reluctance amongst patients to seek health care.24 
Many immigrants wait until health issues are critical to seek services 
because of concerns of being reported to authorities25.  Strict anti-
immigration policies like SB1070 in Arizona resulted in the 
decreased use of preventative health care and public assistance in 

                                                           
22 Chen, A. H., Youdelman, M. K., & Brooks, J. (2007). The Legal Framework for Language Access 
in Healthcare Settings: Title VI and Beyond. Journal of General Internal Medicine,22(S2), 362-
367. doi:10.1007/s11606-007-0366-2 
23 Texas Health and Human Services. (2009). Texas Medicaid and CHIP in perspective. Austin, 
TX: Texas Health and Human Services Commission, Office of Health Services, State Medicaid 
and CHIP Division. 
24 Hoffman, J. (2017, June 26). Sick and Afraid, Some Immigrants Forgo Medical Care. New York 
Times. Retrieved from https://www.nytimes.com/2017/06/26/health/undocumented-
immigrants-health-care.html 
25 Hacker, K., Anies, M. E., Folb, B., & Zallman, L. (2015). Barriers to health care for 
undocumented immigrants: A literature review. Risk Management and Healthcare Policy, 175. 
doi:10.2147/rmhp.s70173 
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these high-risk populations.26 This means that women with high-risk 
pregnancies stop receiving prenatal care and patients with chronic 
conditions such as diabetes or renal failure don’t come in for 
monitoring and medication refills. The daily threat of discovery and 
deportation also results in fear and emotional distress for both 
documented and undocumented immigrants.27 
 
Even if the children are documented, parents may be afraid to take 
their kids to the doctor or buy insurance for their children. 28 Many 
children of immigrants live in constant fear that their parents will be 
taken into custody or deported, and this prolonged exposure to 
stress, referred to as toxic stress, harms the developing brain and 
has many short and long-term impacts on health.26 Pediatricians 
have seen an increased number of children with anxiety, sleep and 
school problems that need referrals to mental health specialists.29  
 
Mistrust and Perceived Discrimination 
Individual mistrust of the healthcare system or perceived 
discrimination from health care providers decreases utilization of 
available healthcare resources. This mistrust is largely driven by 
cultural factors and the belief that western medicine is driven solely 
by monetary gain.27 Increased mistrust results in patient 
noncompliance, avoidance of treatment, or use of alternative or 
traditional healing methods. Perceived discrimination during a 
healthcare encounter reinforces this mistrust and discourages care-
seeking behavior.  
 
Researchers reported that immigrants of color reported more 
incidents of discriminatory practices by health care professions than 
US-born persons of color.30 Perceived racial and ethnic 
discrimination is associated with delay in seeking treatment, lower 
adherence to treatment regimens, and lower rates of follow up care. 
This may result from cultural differences in health beliefs that lead 
to conflicting expectations in the medical encounter.31 

                                                           
26 Toomey, R. B., Umaña-Taylor, A. J., Williams, D. R., Harvey-Mendoza, E., Jahromi, L. B., & 
Updegraff, K. A. (2014). Impact of Arizona’s SB 1070 Immigration Law on Utilization of Health 
Care and Public Assistance Among Mexican-Origin Adolescent Mothers and Their Mother 
Figures. American Journal of Public Health, 104(S1). doi:10.2105/ajph.2013.301655 
27 Hacker, K., Chu, J., Leung, C., Marra, R., Pirie, A., Brahimi, M., . . . Marlin, R. P. (2011). The 
impact of Immigration and Customs Enforcement on immigrant health: Perceptions of 
immigrants in Everett, Massachusetts, USA. Social Science & Medicine,73(4), 586-594. 
doi:10.1016/j.socscimed.2011.06.007 
28 Kuo, S. (2017, September 15). Undocumented Immigrants Putting ‘Health On Hold’ Out Of 
Fear, Anxiety In Uncertain Times. KERA News. Retrieved September 21, 2018, from 
https://www.houstonpublicmedia.org/articles/news/2017/09/15/237573/undocumented-
immigrants-putting-health-on-hold-out-of-fear-anxiety-in-uncertain-times/ 
29 Richards, S. E. (2017, March 22). How Fear of Deportation Puts Stress on Families. The 
Atlantic. Retrieved from https://www.theatlantic.com/family/archive/2017/03/deportation-
stress/520008/ 
30 Pavlish, C. L., Noor, S., & Brandt, J. (2010). Somali immigrant women and the American health 
care system: Discordant beliefs, divergent expectations, and silent worries. Social Science & 
Medicine,71(2), 353-361. doi:10.1016/j.socscimed.2010.04.010 
31 Lauderdale, D. S., Wen, M., Jacobs, E. A., & Kandula, N. R. (2006). Immigrant Perceptions of 
Discrimination in Health Care. Medical Care, 44(10), 914-920. 
doi:10.1097/01.mlr.0000220829.87073.f7 
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Mental Illness 
Stresses caused by the immigration process can cause or worsen 
mental issues such as anxiety, depression, post-traumatic stress 
disorder (PTSD), and substance abuse. One study found that most 
asylees failed to identify psychiatric symptoms due to abuse or 
mental illness as a medical problem. (CITATION) Some immigrants 
believe that self-help is the best method to address mental health 
issues and do not know that mental illness can be treated.  
 
Most participants failed to identify psychiatric symptoms as sequelae 
of abuse or mental illness as a medical problem. More pressing are 
often the physical health conditions emerging upon resettlement, 
including hypertension and diabetes, dental health common 
concerns, post-settlement weight gain, family planning, and 
pre/postnatal care. When specifically asked, respondents referred to 
past traumatic experiences as a source of stress and anxiety, but 
added on top of this was now the stress of adjusting to the fast pace 
of life in the U.S. 
 

IV. STRUCTURAL BARRIERS 

Transportation 
In addition to internal and external factors that act as barriers 
between healthcare and at-risk populations, there also exist 
structural barriers. Structural barriers represent the diffuse number 
of ways that the healthcare system is organized and governed in the 
United States, and as such these can lead to difficulties when 
unfamiliar parties attempt to access healthcare, often at no fault of 
their own. Rightly so, much of the discussion in the past few years 

has focused on heading off serious and costly 
medical problems before they progress to the ER by 
encouraging annual visits to patients’ primary care 
physician (PCP). Such visits have been shown to 
decrease overall healthcare costs and drastically 
reduce the number of end-stage medical problems, 
such as end-stage renal failure that was mentioned 
earlier.32 Yet, in a variety of studies, at-risk 
populations often fail to arrive to PCP 
appointments. The reasons cited by these families 
are often endemic to the wider healthcare system, 

and their position as at-risk populations mean that what would be a 
small inconvenience for others often equates to an impossible 
obstacle for them. Transportation often tops the list of complaints 
for at-risk family, with one study finding that 51% of families who 
missed their PCP appointments blaming transportation as the causal 

                                                           
32 Starfield, B., Shiu, L., & Macinko, J. (2005). Contribution of Primary Care to Health Systems 
and Health. The Milbank Quarterly,83(3), 457-502. doi:https://doi.org/10.1111/j.1468-
0009.2005.00409.x 

Flores and colleagues found that 
transportation problems are the most 
common reason that Latino parents 
delay their children's medical visits, and 
in a subsequent study, researchers found 
not having a car made it 3 times more 
likely to miss your appointment, making 
car ownership the most likely predicting 
factor of missing an appointment. 
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factor.33 Flores and colleagues found that transportation problems 
are the most common reason that Latino parents delay their 
children's medical visits, and in a subsequent study, researchers 
found not having a car made it 3 times more likely to miss your 
appointment, making car ownership the most likely predicting factor 
of missing an appointment.34 Most of our refugee population live 
without a car and must depend on public transportation to reach 
their appointments. Public transportation can be complicated by 
inclement weather, riding with a large number of children, confusing 
bus routes, and long distances to travel to assigned clinics that 
transverse multiple transportation methods and routes.34 

          
Once at-risk populations have solved how to get to a healthcare 
provider, they must grapple with the barrier of when they will go. 
This logistical problem of hours of service is complicated by the fact 
that many undocumented immigrants and refugees lie on the lower 
end of the socio-economic ladder, and they often work far longer 
hours that preclude the ability to go to the doctor during normal 
operation hours.35 Greater use of the ER was explained by the fact 
that the ER was always open: for example, many of the ESRD 
patients in at-risk groups will show up to the ER by 4 am so they can 
receive treatment before they are required to work.36 
  
In addition, a compounding barrier to care for many families is the 
complicated nature of large families. Refugees and undocumented 
immigrants tend to have larger family sizes and an increased 
number of children. This has a compounding effect on many of the 
other barriers – utilizing public transportation is more difficult with 
a larger number of children, navigating the intricacies of American 
healthcare becomes exponentially more difficult with numerous 
children, and finding time outside of work to meet each child’s 
healthcare needs soon stacks up and becomes too costly of a task. 
 
Insurance/Medical expenses 
Primary care medicine has long been established as not only an 
improved vehicle to preventing illness and death but also as 
associated with an equitable distribution of healthcare in 
populations.32 An interesting barrier was identified in New York 
regarding healthcare for refugees. In 2008, community health 
workers noticed a gap in coverage for refugees after their initial 
federally mandated and funded health screening. Many refugees 

                                                           
33 Pesata, V., Pallija, G., & Webb, A. A. (1999). A descriptive study of missed appointments: 
Families Perceptions of barriers to care. Journal of Pediatric Health Care,13(4), 178-182. 
doi:10.1016/s0891-5245(99)90037-8 
34 Flores, G., Abreu, M., Olivar, M. A., & Kastner, B. (1998). Access Barriers to Health Care for 
Latino Children. Archives of Pediatrics & Adolescent Medicine,152(11). 
doi:10.1001/archpedi.152.11.1119 
35 Morris, M. D., Popper, S. T., Rodwell, T. C., Brodine, S. K., & Brouwer, K. C. (2009). Healthcare 
Barriers of Refugees Post-resettlement. Journal of Community Health, 34(6), 529-538. 
doi:10.1007/s10900-009-9175-3 
36 Nuila, R. (2015, October 15). Why Harris County takes care of its own — papers or no 
papers. Houston Chronicle. Retrieved from https://www.houstonchronicle.com/local/gray-
matters/article/Undocumented-immigrants-The-ER-And-Harris-6535123.php 
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were unable to cite their PCP and did not know where to go for 
annual screenings and physicals. The state of New York found that 
the federal funds for the initial screening were not being sent to 
primary care physicians (where continuous care could be 
established), but rather to agencies that were performing stand-
alone refugee health assessments.37 This organization, while 
convenient, ultimately led to discontinued care and confusion in 
refugee populations, as well as a missed opportunity of funding for 
PCPs. In the absence of identifiable and available PCPs, refugee 
populations became reliant on urgent and emergency care centers, 
which lead to greater rates of illness and greater burden on the 
medical infrastructure. 
 

V. Barriers to Access 
 

Assimilation and Novelty of American Healthcare System 
The Affordable Care Act allows immigrants who are asylees, 
refugees, lawful permanent residents (LPRs), or in general are 
lawfully present to apply for coverage via the healthcare 
Marketplace. Additionally, applicants for asylee status and 
adjustment to LPR are also able to shop the marketplace. Although 
undocumented immigrants are not able to acquire healthcare 
coverage for themselves through the Marketplace, they are able to 
apply for coverage on behalf of individuals who are documented. 
Additional information about healthcare coverage eligibility for 
immigrants can be found on www.healthcare.gov.38 Despite this 
eligibility status, these lawfully present immigrants are still not as 
likely as US citizens to seek medical care.39 The obstacles they and 
undocumented immigrants face, as well as some misconceptions of 
the burden of immigrants on our healthcare system, will be 
discussed in the following paragraphs. 
 
Language and Communication 
Differences in language and communication represent a major 
hurdle in access to healthcare amongst the immigrant population of 
the United States. Additionally, even when immigrants can access 
healthcare services, those that are not proficient in English are 
unable to attain the full benefits of care. This lack of adequate care is 
due in part to challenges with navigating the healthcare system due 
to language barriers and because medical instructions and concerns 
cannot be clearly communicated between the patients and their 
doctor.9 Furthermore, immigrants are more inclined to seek care 
from a healthcare practitioner who can speak their language and 
tend to avoid seeking care when they are unable to do so. These 

                                                           
37 Byrd, B. (2016, May 4). High-Quality Health Care For Resettled Refugees: A Sustainable 
Model. Retrieved from 
https://www.healthaffairs.org/do/10.1377/hblog20160504.054751/full/ 
38 Healthcare.gov. (n.d.). Health coverage for immigrants. Retrieved March 21, 2018, from 
https://www.healthcare.gov/immigrants/coverage/ 
39 Saadi, A., Ahmed, S., & Katz, M. H. (2017). Making a Case for Sanctuary 
Hospitals. Jama, 318(21), 2079. doi:10.1001/jama.2017.15714 
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issues are relevant to both documented and undocumented 
immigrant populations.40  

 
Although President Clinton’s administration 
enforced Executive Order 13166, mandating that 
health care providers make resources such as 
translation services available to assist patients with 
limited English proficiency41, it is still a sad reality 
that this law is not always fully enforced. This fault 

in our healthcare system is due to the extra financial cost that 
arranging for these services would put on hospitals, clinics, 
pharmacies, and other medical service providers, as well as the time-
cost that seamless integration of these services into our existing 
healthcare framework would consume.40 Nevertheless, these 
services are essential to helping immigrants assimilate into the 
United States, and further work must be done to ensure that these 
language barriers are overcome so that they can maintain their 
health and continue contributing to the country’s cultural and 
economic prosperity.  
 
By examining the refugee population, one can gain a firm grasp of 
the staggering impact of communication barriers on access to 
adequate healthcare. Initial arrival of a diverse population of 
refugees to the United States poses a problem to healthcare 
providers and refugee service providers, as it is difficult to provide 
adequate information about healthcare to these diverse individuals, 
especially considering the vast number of languages that they speak. 
This barrier is intensified by the fact that refugees are resettled 
according to the availability of health resources in a nation, without 
much consideration as to the presence of translators in that region.5 

 
Furthermore, the language barrier varied amongst refugee 
populations according to the strength of their native community in 
the area they were resettled in. For example, in one study, 
Vietnamese individuals indicated that because they lived in an area 
with an abundance of Vietnamese physicians and other health care 
workers, they did not feel that language was a critical barrier for 
them in receiving health care, unless they had to seek care from a 
specialist who did not speak their language. Another significant 
point is that some refugees knowingly sought care from below-
average physicians solely because they wanted to be seen by 

someone who spoke their language. That is, these 
individuals would rather receive care from a less 
competent physician who could more clearly 
communicate with them than from a more competent 
physician who it was more difficult to communicate 
with.5 

                                                           
40 Ku, L., & Jewers, M. (2013, June). Health Care for Immigrant Families: Current Policies and 
Issues(Rep.). Retrieved https://www.migrationpolicy.org/research/health-care-immigrant-
families-current-policies-and-issues 
41 LEP.gov. (n.d.). Retrieved from https://www.lep.gov/13166/eo13166.html 

 

 Figure A: Letterhead of Executive Order 13166 

Health care providers indicated that 
these obstacles existed at “every level of 
the health care system, from making an 
appointment to filling a prescription.” 
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In elaborating on their barriers of care, the refugee participants 
discussed how even though translators were provided, they did not 
speak their language and thus those services were rendered useless. 
Furthermore, difficulties with completing paperwork and 
comprehending written information, “especially in regards to 
providing informed consent,” also proved to be serious barriers to 
accessing health care services.5 

 
The refugees were not the only ones in the study who noticed the 
impact of language barriers on the care they received. Importantly, 
health care providers indicated that these obstacles existed at “every 
level of the health care system, from making an appointment to 
filling a prescription.” These multiple barriers resulted in refugees 
only seeking care at the extremes of sickness, with some even 
foregoing care altogether. In some examples, miscommunication 
between the patients and providers resulted in patients failing to 
take advantage of nearby health services (for example, one patient 
delivered her baby while waiting in front of a hospital because she 
did not recognize that there was a nearby emergency services center 
that could have ensured safe delivery), and even Child Protective 
Services being called because of a failure in interpretation that made 
it seem as if a father wanted to harm his child. Additionally, when 
patients relied on their family and friends to interpret for them, 
providers still had difficulties with communication, compounded by 
problems with maintaining confidentiality. These same problems 
persist when mutual assistance agency (MAA) employees acted as 
interpreters. Half of the health care providers in this study 
recognized that it is up to them to ensure that this communication 
barrier is overcome by providing satisfactory translation services, 
but unfortunately, as mentioned before, this practice is not enforced, 
leading to the many problems discussed in this section [6].  
 
 
Cultural Beliefs Regarding Healthcare 
In addition to language barriers, cultural barriers also posed a 
significant obstacle to immigrant populations receiving adequate 
health care. Interestingly, some populations are not familiar with the 
concept of preventative care and instead prefer to seek care once 
their state of health has reached an extreme. Thus, transitioning 
from that method of care that they were so accustomed to in their 
home country to the prevailing concept of receiving annual check-
ups, regular dental care and vision screenings in the United States 
proved difficult and confusing for these populations.5 

 
Additionally, differences in expectations of doctors and 
disappointment in rate of improved health also made refugees more 
hesitant to seek health care services. Points that were specifically 
mentioned by refugees included “specific behaviors of doctors (e.g. 
[failure to maintain direct eye-contact), [a focus on] curing chronic 
diseases instead of managing them, and [lack of] fast care by 
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clinics.”5 Interestingly, although doctors saw use of home remedies 
by refugees as a barrier to their access to health care, refugees 
instead identified those remedies as a supplement to Western 
medicine. Another issue brought up by refugees was their preference 
to be seen by a provider of the same sex for cultural and religious 
reasons, and most notably for issues concerning reproductive health. 
Importantly, doctors saw mental health as an issue that needs to be 
addressed in the refugee population but is not adequately addressed 
in part due to the stigma associated with these conditions.5 

 
In a study of female Somalian refugees and their experiences with 
the American healthcare system, the women also indicated 
disparities between their cultural and spiritual beliefs about the 
causes of and cures for illness and the Western practice of 
medicine.30 Additionally, they also indicated that they expected 
treatment to be immediate, but this expectation was not satisfied 
because American physicians prolonged treatment while waiting for 
additional lab studies. The women also reported feeling upset by the 
lack of a personal relationship with their American physician, who 
was instead preoccupied with looking after several patients and 
hardly spent any time with them. These problems and other cultural 
barriers contributed to a lack of trust in the American health care 
system, which contributed to an increased difficulty in talking about 
so-called “silent worries” such as sadness and reproductive health.30 
There needs to be a change to the current health care system that 
will allow for American healthcare providers to better understand 
their patients’ cultural backgrounds so that they can effectively 
communicate expectations of care and help them achieve good 
health outcomes. 
 
Importantly, refugees indicated that they felt more empowered and 
knowledgeable about the American health care system when they 
could establish their own communities, which served as a source of 
financial support for prescriptions and medical bills, in addition to 
providing emotional support and reliable translator services.5  
 

VI. POLICY RECOMMENDATIONS 
 

I. Designating Hospitals, Clinics, and other Healthcare Settings as 
Safe Spaces 
  
In the state of Texas, hospitals can enforce policies that prohibit 
employee possession of guns while on their premises (although due 
to SB 321, employers cannot prohibit employees from storing their 
weapons in a vehicle that is on the hospital’s premises, e.g. a 
hospital’s parking garage). Additionally, hospitals can enforce rules 
and regulations that prohibit anyone who is not an employee from 
bringing a gun into the hospital. This enforcement is typically done 
by providing a written notice of these rules to anyone who might be 
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visiting the hospital.42 By enforcing rules that prevent guns from 
being carried into their premises, hospitals are allowing physicians 
to fulfill their obligation of allowing no harm to come to their 
patients. However, recent news about U.S. Immigration and Customs 
Enforcement (ICE) officers arresting undocumented patients seeking 
healthcare services is compromising physicians’ ability to carry out 
this obligation.  
 
These stories stand opposite to the physician’s goal of providing care 
in a safe and secure setting, and especially to immigrants and others 
who constitute the most vulnerable members of our cities.39 In Fort 
Worth, TX, ICE officials forcibly arrested a young, female 
undocumented immigrant as she awaited emergency brain 
surgery.43 In another similar situation, ICE officials arrested a father 
as he was on his way to pick up his newborn child, who had just 
undergone an operation that would allow food to pass from his 
stomach to small intestine.44 Across the country, immigrants are 
fearful of seeking health care services because situations like these, 
where ICE officials disregarded their health complaints and went on 
to carry out arrests.  
 
ICE has designated certain locations such as hospitals, emergent or 
urgent healthcare facilities, doctors’ offices, and accredited health 
clinics; school; public demonstrations; and places of worship 
(churches, synagogues, mosques, temples, etc.) as “sensitive 
locations” where arrests would only take place under “exigent 
circumstances”.45 However, as exemplified by these stories, even 
these sensitive locations don’t seem so safe for immigrants, thus 
discouraging immigrants from seeking health care when they need 
it. Specifically, ICE‘s actions have led to a decline in reports of sexual 
assault, an increase in home births because of fear of being arrested 
in the hospital, and a decline in immigrant patients who are seeking 
preventative care.36  In the same vein, in Arizona, the enforcement of 
SB 1070 has led to a decline in this population seeking preventative 
health services due to fear of deportation or arrests46. By continuing 
to encroach upon places of healthcare delivery, ICE and other law 
enforcement officials are discouraging the most vulnerable members 
of our population from seeking health services until it’s too late, 

                                                           
42 Lambardino, M. (2016, March 16). Texas Open Carry Law: FAQs for Hospitals and Healthcare 
Facilities [Web log post]. Retrieved from https://www.healthlawupdate.com/2016/03/texas-
open-carry-law-faqs-for-hospitals-and-healthcare-facilities/ 
43 Demick, B. (2017, February 23). Federal agents in Texas move hospitalized Salvadoran 
woman awaiting emergency surgery to a detention facility. Los Angeles Times. Retrieved from 
https://www.latimes.com/nation/la-na-hospital-seizure-20170223-story.html  
44 Rochebrum, M. (2017, June 2). He Was About To Pick Up His Newborn Son After Surgery 
When He Was Arrested By ICE. Propublica. Retrieved from 
https://www.propublica.org/article/he-was-about-to-pick-up-his-newborn-son-after-
surgery-arrested-by-ice 
45 Morton  J.  US Immigration and Customs Enforcement, enforcement actions at or focused on 
sensitive locations. Published October 24, 2011. Accessed November 11, 2017.  
46 Hardy, L. J., Getrich, C. M., Quezada, J. C., Guay, A., Michalowski, R. J., & Henley, E. (2012). A Call 
for Further Research on the Impact of State-Level Immigration Policies on Public Health. American 
Journal of Public Health, 102(7), 1250-1253. doi:10.2105/ajph.2011.300541 
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causing unnecessary healthcare expenditures both for immigrants 
and for larger healthcare systems.   
 

These stories indicate the need for hospitals, clinics, 
and other healthcare settings to be rightfully 
designated as safe spaces so that physicians can carry 
out their duty of doing no harm by providing 
healthcare services to the most vulnerable members 
of our population. Specifically, ICE should not be 

allowed to compromise immigrant families’ access to healthcare at 
any of these institutions. Just as other institutions have been granted 
the designation of “sanctuary space,” in the same spirit, hospitals 
should receive that status as well. Furthermore, hospital staff should 
be trained to understand how to interact with ICE officials in such a 
way that they will still be able to protect their most vulnerable 
patients. Additionally, patients should be made aware that their 
personal information will not be given to ICE officials better 
encourage these patients to seek care in a timely fashion. Another 
recommendation is for hospitals to be careful in any collaborations 
they may have with ICE, as these interactions may discourage 
vulnerable populations from seeking care at their institution.  
 
In a recent poll by Doctors for Change of Houston-area healthcare 
providers, 57% of respondents did not know institutional 
procedures on interacting with immigration enforcement in a 
healthcare setting. 70% of survey respondents said they would 
welcome institutional or state-level guidance on procedures, and 
there is evidence that guidance is well-received when instituted - Of 
those who were already aware of existing policies, 100% were 
satisfied with their guidance and scope. 
 
By adopting these recommendations, physicians will be better able 
to ensure that their patients receive adequate health care. It is our 
hope that through these recommendations, patients who comprise 
our most vulnerable populations will be encouraged to seek health 
care sooner rather than later, which will benefit the health, well-
being, and economic prosperity of our communities. 
 

II. Integrating refugee HC providers into the US/TX HC system  
Primary care physicians are the patient’s first point of contact with 
the healthcare system and provide preventative care, disease 

management, and referrals to specialists. The 
benefits of having adequate availability of 
primary care in a community include lower rates 
of low birthweight and mortality, longer life 
spans,32 reduced overall cost to  the system, and 
reduced health disparities across 

This shortage is especially a problem in 
Texas, which has only 112.9 primary care 
physicians per 100,000 residents, ranking 
it 45th out of 50 states in the category. 

There is evidence that guidance is well-
received when instituted - Of those who 
were already aware of existing policies, 
100% were satisfied with their guidance 
and scope. 
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populations.47  In the United States, an aging population and health 
insurance expansion are increasing the demand for these services. 
Specifically, the U.S. population is projected to grow close to 11% from 
2016-2030, and the population aged 65 and over is projected to grow 
by 50% and medical schools and residency programs are not 
producing enough doctors to meet this growing demand. A 2018 
analysis for the Association of American Medical Colleges predicts a 
total shortage of between 42,600 and 121,300 physicians by 2030, 
including a shortage of 14,800 to 49,300 primary care physicians.48 
This shortage is especially a problem in Texas, which has only 112.9 
primary care physicians per 100,000 population, ranking it 45th out 
of the 50 states in this category.49 The Health Resources and Services 
Administration designates areas as primary care health professional 
shortage areas (HPSA) if the county falls below the ratio of one 
primary care physician per 3,500 
population with a higher score 
indicating a more urgent need. The 
total number of areas designated in 
Texas in 2017 was 463, with 724 
total practitioners needed to 
remove these designations.50 
Clearly, this lack of primary care 
physicians constitutes a large void 
in our healthcare system that will 
continue to grow if action is not 
taken. Fortunately, immigrants with 
a background in healthcare 
professions can help fill in this critical 
gap in our healthcare system.   
 
An increasing proportion of immigrants entering the United States 
are educated. Between 2011 and 2015, almost half of immigrants 
entering the US held at least a bachelor’s degree. However, one out of 
every four (two million) immigrants with college degrees in the 
United States were either unemployed or underemployed in low-
skilled jobs from 2009-2013. College-educated immigrants 
employed in low-skilled work miss out on more than $39 billion in 
wages and consequently, federal, state, and local governments lose 
more than $10 billion in tax receipts. In Texas, 23% of highly skilled 
immigrants with at least a bachelor’s degree worked in low-skilled 
jobs or were unemployed. This results in immigrant college 
graduates foregoing $2.5 billion in annual earnings and $167.4 
                                                           
47 Starfield, B., & Shi, L. (2007). Commentary: Primary Care and Health Outcomes: A Health 
Services Research Challenge. Health Services Research,42(6), 1st ser., 2252-2256. 
doi:10.1111/j.1475-6773.2007.00739.x 
48 IHS Markit Ltd. (2018, March). The Complexities of Physician Supply and Demand: Projections 
from 2016 to 2030(Rep.). 
49 America's Health Rankings. (n.d.). Primary Care Physicians in Texas 2018(Rep.). Retrieved 
November 21, 2018, from United Health Foundation website: 
https://www.americashealthrankings.org/explore/annual/measure/PCP/state/TX 
50 Kaiser Family Foundation. (2018, December 21). Primary Care Health Professional Shortage 
Areas (HPSAs). Retrieved December 30, 2018, from https://www.kff.org/other/state-
indicator/primary-care-health-professional-shortage-areas-hpsas/. 
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million in unrealized state and local tax revenue for Texas.51 Thus, 
the current system is detrimental to both the state of Texas and the 
people who are working to enrich their lives and communities. This 
unfortunate fact is especially true for foreign-educated healthcare 
professionals. 
 
There are thousands of foreign-educated doctors living in the U.S. 
who have the expertise needed to address some of the growing need 
for physicians, especially primary care physicians. International 
medical school graduates, like minority doctors, often go on to serve 
medically underserved populations. Graduates of international 
medical schools make up a quarter of U.S. office based physicians, 
and are more likely than their U.S. educated peers to treat minority 
patients, foreign-born patients, patients who speak little English, and 
patients who qualify for Medicaid, according to a 2009 study from 
the Centers for Disease Control and Prevention.52 According to the 
ECFMG, the top three specialties pursued by foreign educated 
physicians are internal medicine (45.8%), pediatrics (11.0%),  and 
family medicine (7.9%).53 Immigrant physicians are best equipped to 
provide healthcare to Texas’s diverse population and growing 
immigrant/refugee population. Immigrant and refugee physicians 
can also help serve their own communities, making these 
communities more self-sufficient. 
 
Although the solution to our lack of PCPs is to renovate the system to 
more easily allow immigrant healthcare professionals to practice in 
Texas, immigrant skills have been underutilized for many reasons. It 
is difficult for immigrants to find jobs in the U.S. if they have limited 
English skills, are unfamiliar with the U.S. labor market or hiring 
practices, or do not have professional networks. Lack of 
standardization of international education and training curriculum 
means that there are gaps in knowledge and skills required for the 
same jobs in the U.S. Institutional barriers including not recognizing 
foreign-acquired academic/professional qualifications by licensing 
bodies, discounting foreign work experience, or lack of education 
programs that “bridge” skills deficits, shortage of programs teaching 
professional and business English making it both time and cost 
expensive for immigrants to learn the remaining skills to get jobs in 
the U.S.51 

 

                                                           
51 Ruiz Soto, A., Batalova, J., & Fix, M. (2016, December). The Costs of Brain 
Waste among Highly Skilled Immigrants in Select States(Rep.). Retrieved 
https://www.migrationpolicy.org/research/costs-brain-waste-among-highly-
skilled-immigrants-select-states 
52 Hing, E., & Lin, S. (2009). Role of International Medical Graduates Providing 
Office-based Medical Care: United States, 2005–2006. NCHS Data Brief,(13). 
Retrieved from https://www.cdc.gov/nchs/data/databriefs/db13.pdf. 
53 Flowers M, Olenick M. Transitioning from physician to nurse practitioner. 
Journal of Multidisciplinary Healthcare. 2014;7:51-54. 
doi:10.2147/JMDH.S56948. 
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III. Creation of a grant program that covers the cost of taking 
courses to prep for licensing examinations and the fees for state 
licensing examinations to foreign medical graduates who 
commit to practicing in HPSAs.  
 
One of the biggest challenges immigrant physicians face when trying 
to practice in the United States are the high cost of examinations and 
extensive credentialing process. It costs $7,500-$15,000 for a 
foreign-trained physician to even apply to residency, with no 
guarantee of placement into a residency program. Texas already has 
the Texas Physician Education Loan Repayment Program (PELRP) in 
place to encourage U.S. medical graduates to practice in the more 
underserved areas of Texas after residency. PELRP provides up to 
$160,000 in education loan repayments to physicians if they practice 
in HPSAs for at least four years.54 A similar program that provides 
financial assistance to physicians educated in other countries to 
obtain the necessary credentials in exchange for service in HPSAs 
would help to address the physician shortages in rural areas.  
 
Other states have also recognized the need to utilize foreign medical 
graduates living in the U.S. to address the growing physician 
shortage. Massachusetts, Rhode Island, California, New Mexico, and 
Minnesota have created task forces to develop strategies aimed to 
streamline integration of health professionals into the healthcare 
system. In 2015 Minnesota allocated $200,000 of the budget for a 
foreign-trained health care professionals grant program that covers 
the cost of taking courses and fees for licensing examinations in 
return for a commitment to practice for at least five years in an 
underserved area of the state. Georgia, Minnesota, Utah, South 
Dakota and Massachusetts also have bills that permit the licensure of 
other healthcare professionals (nursing, dentistry, occupational 
therapy) who studied in programs outside the US found to be 
equivalent or who have passed an applicable examination.  

 
In addition to providing financial assistance, expanding programs 
that help foreign graduates in navigating the credential process and 
develop necessary skills would allow for a more seamless 
integration. One example of this would be the Welcome Back 
Initiative, a non-profit national program with 10 centers in 9 
different states including San Antonio, Texas. These centers help 
orient and counsel foreign-trained health workers to develop an 
appropriate career pathway that can build upon their prior 
education and skills. The Initiative has served over 15,000 
participants from 167 different countries and helped them obtain 
appropriate professional credentials and or explore alternative 
career options.55 Some of the services offered include individualized 

                                                           
54 Texas Department of State Health Services. (n.d.). Student Loan Repayment 
Programs. Retrieved from https://www.dshs.texas.gov/chpr/TPCO_INFO.shtm 
55 Welcome Back Initiative. (n.d.). Retrieved from https://www.wbcenters.org/ 
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educational case management, accelerated ESL classes with focus on 
English necessary for healthcare professionals, and employment 
readiness classes such as orientation to the US healthcare system.56 
When looking at the outcomes, the initiative found that 61% of 
participants indicated that their level of English improved after 
working with the center.55  The hours of operation are structured to 
accommodate individuals that hold multiple jobs to support their 
families and are unable to attend normal school hours. Another 
major role of the centers is to assist participants in finding sources of 
financial support including scholarships and loan forgiveness 
programs. Currently the San Antonio center does not have the 
capacity to serve individuals residing outside the San Antonia and 
only contains Spanish interpreters.56 Additional support can help 
provide translation services and expand the program to other cities 
to have a wider outreach. 

IV. Texas should create an accelerated nurse practitioner or 
physician assistant program for foreign medical graduates who 
are unable to get Texas licensure as physicians.  
 
Even if foreign trained physicians can get Texas licenses and the 
necessary credentials, there is no guarantee that they will be able to 
get a highly competitive spot in residency. This is especially true as 
the number of medical schools in the U.S. increase without a 
proportionate expansion of residency programs. While most 
immigrant physicians would prefer to practice in the U.S. as 
physicians, the Minnesota Task Force found that 64% of respondents 
would be open to exploring other health professions.57  
 
Demand for highly trained nurses and physician assistants is also 
growing, particularly for nurses who speak more than one language 
and reflect the growing diversity of the U.S. population. If immigrant 
physicians without residency positions were transitioned into these 
other primary care roles, then they could utilize their skills and 
function in the healthcare system. 
To help facilitate this, Florida International University (FIU) 
introduced an accelerated nursing degree program that allows 
graduates of the full program to work as nurse practitioners. The 
program condenses six years of education into four by moving 
quickly through undergraduate level material. Classes are scheduled 
in the evenings or compressed into one day a week to accommodate 
working adults.58 The program receives applicants from all over the 

                                                           
56 Alamo Colleges District. (n.d.). Retrieved from 
https://www.alamo.edu/home/ 
57 Minnesota Department of Health. (2015, January). Task Force on Foreign-
Trained Physicians(Rep.). Retrieved from 
https://www.leg.state.mn.us/docs/2015/mandated/150159.pdf 
58 Florida International University. (n.d.). Foreign-Educated Physician to BSN 
(FEP). Retrieved September 21, 2018,  
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Table 1: Enacted State Legislation Relevant to The Occupational Licensing  

of Foreign-Trained Immigrants and Refugees 
 

State Legislation59 Year Description 

Georgia H 394 2015 
This bill permits licensure of those who graduated from a nursing 
education program outside the US that is determined by the Board of 
Nursing to be equivalent to an approved nursing education program. 

Minnesota 

H 3 2015 

This state budget appropriations bill allocated $200,000 in the 2016 fiscal 
year for a foreign-trained health care professional grant program modeled 
after a 2006 pilot program.  The program encourages state licensure of 
foreign-trained health care professionals including physicians with 
preference to primary care physicians who commit to practicing for at 
least five years after licensure in underserved areas of the states. The 
grants cover the costs of taking a course to prepare health care 
professionals for required licensing examinations and the fee for state 
licensing examinations.  

S 1340 2014 

This bill created a foreign trained physician task force to develop 
strategies to integrate refugee and asylum physicians into the health care 
system and alleviate shortages in the state. In its 2017 report the task 
force recommended the establishment of either an international medical 
graduate integration license or “an amendment in the medical practice act 
to include an exemption for primary care in a rural or underserved area”.  

S 5 2014 
This bill appropriates $35,000 in 2016 and $35,000 in 2017 to implement 
a program to assist foreign-born students and groups underrepresented in 
nursing to succeed in post-secondary nursing programs. 

Utah S 131 2015 

This bill authorizes the division to issue a license as an occupational 
therapist or occupational therapy assistant to an applicant who was 
licensed in a place that does not meet the requirements of Utah but passes 
an applicable examination.  

New Mexico H 12 2014 

This bill created a task force to study the possibilities for creating 
community health specialist positions in the state that can be filled by 
individuals residing in New Mexico who have professional health care 
credentials from another jurisdiction or foreign country but do not have 
the licensure to apply their skills in the state.  

South Dakota H 1045 2015 
This bill permits foreign-trained dentists and dental hygienists to apply 
for a license to practice. The applicant’s training and education is 
reviewed by the Board of Dentistry to determine if sufficient for licensure. 

California A 827 
2017 
(pending) 

This bill allows the Department of Consumer Affairs to create a task force 
to study and make recommendations for the licensing and workforce 
integration of foreign-trained professionals.  

Rhode Island S 3125 2014 
This bill creates a special senate task force to study the evaluation and 
certification of foreign-trained professionals. 

Massachusetts 

H 3248 
2017 
(pending) 

This bill establishes a special commission to study and make 
recommendations of the licensing of foreign-trained medical 
professionals.  

H 2474 
2017 
(pending) 

This bill establishes the position of advanced dental therapist that can 
provide dental services in underserved areas under the supervision of a 
licensed dentist if the applicant has received education that meets the 
standards of the Commission on Dental Education and passes a clinical 
examination approved by the Board of Registration. 

                                                           
59 IMPRINT Policy Map: Integrating Foreign-Trained Immigrants and Refugees. 
(2019, March 19). Retrieved March 19, 2019, from 
https://www.imprintproject.org/policy-map/ 
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country including Texas showcasing the need for more programs of 
this nature. Graduates of the program successfully pass the national 
certification board tests to become NPs and are hired by recruiters.58 

 
The global education and experience they bring with them, along 
with the education and experience they gain in the USA, make them 
an incredible untapped asset and a potential solution to the shortage 
of practitioners 
 

V. Providing Medicaid Maternity benefits to lawfully present 
immigrant women. 

As well advocated in other briefs, Texas should provide 
comprehensive pregnancy benefits on par with those of U.S. 
citizens60. Today, even legal permanent residents are treated the 
same as undocumented mothers in access to Medicaid maternity 
benefits. In the United States, there are just six states that exclude 
qualified immigrant adults from Medicaid on the basis that they 
arrived in the after the 1996 federal welfare law (PRWORA – see 
page 5) took effect (Alabama, Mississippi, North Dakota, Virginia, 
and Wyoming are the others). This state of Texas policy means 
Medicaid maternity coverage is not available to qualified immigrant 
women. Under this state law, these women are treated the same as 
undocumented immigrant women, severely limiting the amount of 
federal funding they can receive.60 They can participate in the “CHIP 
Perinatal” program, which provides prenatal visits and limited 
postpartum care, and “Emergency Medicaid” will pay the bill for 
labor and delivery. They cannot get coverage with more 
comprehensive pre-conception care or postpartum health care 
which would both allow a better managed pregnancy and 
postpartum period and better ensure that any complications can be 
managed proactively rather than after the fact. Even with the current 
Medicaid income limits in place for U.S. citizen adults, tens of 
thousands of pregnant women and thousands of parents could gain 
comprehensive health benefits if Texas stopped excluding qualified 
immigrant adults who came here on or after August 22, 1996 from 
Medicaid coverage. deferred action; individuals with pending 
applications for asylum; and applicants for adjustment to lawful 
permanent residence.  
 

 

                                                           
60 Dunkleberg, A. (2016, October). Immigrants’ Access to Health Care in Texas: 
An Updated Landscape(Rep.). Retrieved 
https://forabettertexas.org/images/HW_2016_ImmigrantsAccess_FullReport.p
df 


