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Abstract: This paper examines federal and state restrictions on immigrants and the negative 
impact of these restrictions on local efforts to serve the uninsured. It examines a health 
coverage program offered to low-income residents in Alameda County, California from 
2000 to 2005, illustrating local efforts to expand health coverage to both adults and children, 
regardless of immigration status. After five years of operating the pilot program, leaders of 
Alameda County’s health care safety net conclude that local health coverage programs are 
unsustainable over a long period of time without significant federal and state support. The 
financial resources that federal, state, and local governments are patching together for health 
coverage could be used more efficiently if consolidated. Stabilizing the federal tax base and 
recognizing the phenomenal amount of federal, state, and local funding that is already spent 
on medical care for the uninsured are the first steps towards achieving meaningful health 
care reform.
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Health coverage is simply unaffordable for many working families in the U.S. 
The U.S. Census Bureau estimates that almost 45 million people in the U.S. are 

uninsured.1 The reasons that people are uninsured are mostly straightforward: (1) 
employers are not offering health insurance, and (2) health coverage is too expensive 
for families to afford on their own.2 Notably, the majority (80%) of the uninsured 
in the U.S. are working people.2

In current national and state debates concerning the problem of the uninsured, 
little interest is shown in extending coverage to immigrant populations or other 
socially stigmatized groups. U.S. history illustrates that immigrants are often targets 

SHERRY HIROTA is the Chief Executive Officer of Asian Health Services in Oakland, CA and can be 
reached at shirota@aol.com. JANE GARCIA is the Chief Executive Officer of La Clinica de La Raza and 
Ralph Silber is the Executive Director of the Alameda Health Consortium. INGRID LAMIRAULT is the 
Chief Executive Officer of Alameda Alliance for Health, LUELLA J. PENSERGA is the Project Director of 
Community Voices Project-Oakland, and MARGO B. HALL is a Senior Research Consultant with ERA 
Associates in Silver Spring, Maryland. 

17.1hirota.indd   81 1/3/06   10:31:17 AM



82 Inclusion of immigrant families

of negative public sentiment during times of economic strain or military conflict.3 
Debate about the presence of immigrants in the U.S. sharply increased after the 
tragedy of 9–114,5, after which the federal government increased surveillance and 
arrests of immigrants, and directed additional federal support towards border patrol 
efforts on the U.S.-Mexico border.6,7 

Debates about both health coverage and U.S. immigration are complicated by the 
fact that a large undocumented, uninsured, low-wage workforce presently exists in 
the U.S. Interestingly enough, this undocumented workforce is both actively sought 
after and employed by many American businesses. Indeed, researchers agree that 
immigration has benefited the U.S. economy as a whole.8 Immigrant workers, legal 
and undocumented, have been credited with half of the net increase of the labor 
force in the late 1990s.9 

Legal and undocumented immigrants face certain social stigmas and as a 
group constitute a minority of the uninsured (20% of the total). On occasion 
policymakershave suggested ways to finance their health coverage, such as imposing 
an additional payroll tax on businesses that employ undocumented immigrant 
workers.10 In terms of taxes already contributed by undocumented immigrant workers, 
researchers have found that the undocumented pay more in taxes than they receive in 
benefits; they pay as much as $7 billion annually in payroll taxes for Medicare and 
Social Security, federal programs for which many are ineligible primarily because of 
immigration status, and others because they are still of working age.11

This paper contributes to the literature on health insurance coverage expansions 
in that it examines efforts by local communities to serve the uninsured regardless 
of immigration status, and provides an argument for increased federal and state 
support to cover the uninsured. Discussion about the quality of health care services 
for immigrant populations, and the cultural and linguistic dimensions of health 
care are discussed extensively elsewhere in the literature and are not covered in the 
limited scope of this paper.12,13,14

The paper is organized as follows: a general discussion about the role of health 
insurance, followed by a description of low-income, immigrant families, and the 
public policies that determine their access to publicly-financed health coverage, 
particularly Medicaid and the State Children’s Health Insurance Program (SCHIP). 
As a case study, we examine a locally-initiated, subsidized health coverage program in 
Alameda County, California, that provided coverage to children and adults regardless 
of immigration status. The program was conducted as a pilot program for five years, 
from 2000 to 2005. We conclude with a discussion about financing health coverage 
programs for the poor and underserved in the U.S. 

The Role of Health Insurance Coverage

Protection from financial ruin. Generally, the role of health insurance is to give 
individuals and families the ability to access health care in a timely manner, while 
providing them with a measure of financial predictability and protection from 
financial ruin. Health insurance coverage also provides health care providers 
(hospitals, health care clinics, private physicians) with compensation for the services 
that they provide.
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All low- and middle-income individuals and families (immigrants or not) who are 
uninsured live with grave financial risks. In fact, approximately half of all personal 
bankruptcies in the U.S. are attributed in part to medical debt.15, 16 Therefore, it 
is not surprising that financial risk influences the willingness of the uninsured to 
seek medical services when they need them the most. Although presumably not a 
healthier population, the uninsured tend to seek emergency services less than the 
insured and, when they do seek care, they are in more advanced stages of illness than 
those with insurance. In short, the uninsured have worse health and die sooner than 
their insured counterparts.17

Pooling financial risk. A basic tenet of insurance is that the pool of the insured 
must be big enough and diverse enough to distribute the financial risks among high 
users (the sick) and low users (the healthy) of services. In other words, insurance 
companies desire a balanced risk pool in order to guard against adverse selection, a 
situation in which there is a high proportion of high (i.e., expensive) users in the risk 
pool. In the private market, insurance companies mitigate against adverse selection 
by charging high users more expensive premiums. 

Within the context of publicly financed programs such as Medicaid and SCHIP, 
however, the problem of adverse selection must be approached differently. Because 
both programs enroll large numbers of people based on categorical criteria (e.g., 
children, mothers with dependent children, elderly, people who are blind or disabled) 
beneficiaries are generally not charged differently based on their predicted use of 
services, or are not charged at all.

How can policymakers draw the right mix of beneficiaries into a new health 
coverage programs so that beneficiaries’ needs are met, and so that the insurance 
works properly? The simplest way to achieve a diverse risk pool would be to mandate 
that all people participate in the program. Although most policymakers agree that a 
mandatory benefit program is not politically feasible, segmenting the U.S. population 
by politically acceptable categories diminishes the positive aspects of risk pooling and, in 
effect, concentrates the highest, most expensive users of services into one group. 

In a voluntary insurance program, such as the private plans offered by Kaiser 
Permanente, the health coverage benefit packages are designed to achieve access, 
as well as a balanced risk pool. To entice people to enroll in the program, enrollees 
must feel that they derive some benefit that is worth or worth more than the price 
of the insurance premium. Naturally, the willingness to pay for insurance will be 
higher among those who are sicker and who know that they need the services than 
among those who have less need for services. 

Yet, because a willingness to pay cannot necessarily be interpreted as an ability to 
pay, problems with access may still remain. In other words, people who are sick and 
need the benefit may not be able to afford the premiums or meet the cost-sharing 
requirements. Healthy people may also decline to purchase the insurance because 
they see no need for it. Yet, providers of the insurance cannot ethically engage in 
marketing techniques that target only healthy people or design benefit packages with 
the intent of attracting only healthy enrollees. For the latter reason, most proposals 
for public health coverage expansions specify a standard benefit package that is 
defined in law. 
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One method to address access problems and attract a diverse risk pool is to 
reduce the price of the insurance to beneficiaries by offering subsidies. In one such 
possible system, beneficiaries would pay premiums for the plans that they choose, 
but the government or other entities would also provide either direct or indirect 
subsidies to them. 

Containing government costs. Unfortunately, concerns about access must be 
balanced by concerns about the overall costs of the program. While subsidies can 
accomplish increased access and a better risk pool, they can also greatly increase 
government expenditures. The question for policymakers remains: are increased 
government expenditures merited by the financial security and improved health 
status that could be gained by covering all working families in the U.S.?

Public Financing of Health Coverage for Immigrant Families after 
Welfare Reform

The Personal Responsibility and Work Opportunity Reconciliation Act of 1996, 
also known as welfare reform, drew a new dividing line that determined which legal 
immigrants in the U.S. were eligible for public assistance, including public health 
coverage programs such as Medicaid and, later, SCHIP.18 Before 1996, low-income 
legal immigrants and citizens were viewed equally in terms of eligibility for public 
programs. After the passage of welfare reform, however, legal immigrants were barred 
from Medicaid and SCHIP for the first five years of residency in the U.S. Federal and 
state policies barring undocumented immigrants remained unchanged. 

Many states accepted the new federal restrictions. Some states, however, such as 
California, opted to use state funds to replace the loss of federal Medicaid and SCHIP 
funds. (see Table 1.) California established state-only Medicaid and SCHIP look-alike 
programs that continued to provide health coverage benefits to low-income legal 
immigrants, regardless of their date of entry into the U.S. Local counties and health 
care providers continued to operate as the health care safety net for the remaining 
groups of low-income residents who are excluded from publicly-financed programs 
due to categorical ineligibility, income eligibility, or immigration status.

The passage of welfare reform also complicated the enrollment of families with 
mixed immigration status. (see Figure 1.) Studies have documented that the use of 
immigration status to determine eligibility for public programs deters immigrant 
families from applying for these programs, even if certain members of the family, 
such as U.S.-born children, are eligible.19, 20 Reasons may include perceptions that 
children or other members of the family could be deported, fears that the government 
may demand payment for services used, and concerns that the program will not 
cover all of their children. Many immigrant parents may also face even more basic 
barriers such as limited proficiency with the English language and confusion about 
the complex regulations governing public programs.21 

If families fail to apply for health coverage programs even when they are eligible, 
innovative approaches to streamlining the enrollment process (such as California’s 
proposed Express Lane Eligibility and One-e-App) will fall short of state goals to 
maximize enrollment into Medi-Cal (Medicaid) and Healthy Families (SCHIP), 
programs that receive a federal funding match.22 Immigration-related restrictions 
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add additional administrative complexity and expense to the enrollment process. 
Again, local counties and health care providers continue to serve as the health care 
safety net for those who remain uninsured and need medical care.

Local communities have been responding by initiating local health insurance 
programs for populations who are excluded from the Medicaid and SCHIP programs. 
In 2000, 5 communities in California, for example, began by developing local 
programs that subsidized health coverage for undocumented immigrant children 
and adults who had been left out of other health coverage programs.23 Currently, 
27 counties in California are either implementing or planning new health coverage 
programs for children, regardless of immigration status.24

• citizens Medi-Cal and Healthy Families state and federal
• legal immigrants, residing in 
 the U.S. for 5 years or more

• legal immigrants, residing in  Medi-Cal and Healthy Families state 
 the U.S for less than 5 years  “look-a-like” programs 

• undocumented immigrants local health coverage programs counties and   
  (available in some counties) private funding

Table 1. 

HEALTH COVERAGE PROGRAMS FOR LOW-INCOME FAMILIES 
IN CALIFORNIA AFTER WELFARE REFORM, BY IMMIGRATION 
STATUS

Immigration Status                                                 Eligibility                                        Financing

Parents,
undocumented

(uninsured)

Child, Age 5
undocumented

(uninsured)

Child, Age 3
U.S. born

(SCHIP-eligible)

Figure 1. Example of a Mixed Immigration Status Family
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A Local Health Coverage Program in Alameda County, California: 
Alliance Family Care

The case of Alliance Family Care, a health coverage program for low-income residents 
in Alameda County, California, illustrates local efforts to expand health coverage 
to both adults and children, regardless of immigration status. From 2000 to 2005, 
the pilot program was administered by the Alameda Alliance for Health, a public, 
non-profit Medi-Cal (Medicaid) managed health care plan. The Alameda Alliance 
for Health was the first local initiative health plan in California launched during the 
time that the State of California began mandating Medi-Cal beneficiaries to enroll 
in managed care plans in the mid-1990s. 

Community support. Support for the outreach and evaluation of Alliance 
Family Care was provided by members of the Alameda County Access to Care 
Collaborative, a group of stakeholders representing Alameda County’s health care 
safety net institutions. The Alameda County Access to Care Collaborative formalized 
its membership in 2001 with the goal of advancing universal health coverage and 
improving access to health care in Alameda County. Members worked closely with the 
Alameda County Board of Supervisors, the local body of elected officials that governs 
county funds and resources. The Alameda County Access to Care Collaborative 
comprises the following:

 • Alameda County Health Care Services Agency,
 • Alameda County Social Services Agency,
 • Alameda County Medical Center (a county public hospital system),
 • Alameda Alliance for Health,
 • Alameda Health Consortium, a non-profit association of eight federally-

qualified community health centers, and
 • Community Voices-Oakland, a collaborative project focused on immigrant 

access to health care and funded by the W.K. Kellogg Foundation. The 
collaborative partnership for the project comprises two non-profit, federally-
qualified community health centers, Asian Health Services and La Clínica de 
La Raza, and the Alameda Health Consortium. 

Staff of Community Voices-Oakland served as the conveners for the Alameda County 
Access to Care Collaborative. Staffing was also provided through the Communities 
in Charge project, a project of the Alameda Health Consortium and funded by the 
Robert Wood Johnson Foundation.

Demographics. Alameda County, California has a population of more than 1.4 
million residents, with 11% living below the federal poverty level. In Alameda County, 
27% of the residents, or more than 375,000 people, were born in a country other 
than the U.S., and 37% of all Alameda County residents speak a language other than 
English at home.22 The county has two Medi-Cal managed health care plans: the 
Alameda Alliance for Health, and Blue Cross, a private, commercial health plan.

Number of uninsured. During the time that Alliance Family Care was launched, it 
was estimated that approximately 167,000 people in Alameda County were uninsured. 
In 2000, a county-wide telephone survey of uninsured adults called the County of 
Alameda Uninsured Survey estimated that at least 147,000 adult residents of Alameda 
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County were uninsured.26 The UCLA Center for Health Policy Research’s 2001 
California Health Interview Survey estimated the number of uninsured children in 
Alameda County to be 19,000.27

Among the uninsured adults, 13,000 were considered eligible for Alliance Family 
Care. More than half (53%) of the total number of uninsured adults in Alameda 
County were immigrants.23 The survey, conducted in 6 languages, was led by Dr. 
Ninez Ponce of UCLA and financed by Community Voices-Oakland, the Alameda 
County Health Care Services Agency, and the Alameda Alliance for Health. 

Design of Alliance Family Care. In the late 1990s, the Alameda Alliance for Health, 
the Alameda County Health Care Services Agency, and leaders of Alameda County’s 
health care safety net designed Alliance Family Care. Because the planners recognized 
that many uninsured residents of Alameda County were immigrants, some 
undocumented, Alliance Family Care excluded immigration status as an eligibility 
criterion, effectively removing any immigration-related enrollment barriers for this 
new health coverage program. 

In addition, Alliance Family Care was open to adults. The decision to include adults 
in the design of Alliance Family Care was based on the understanding that adults 
make up the bulk of the uninsured in the U.S. The decision was also based on the 
notion that if a health coverage program can cover entire families, both children and 
parents, the likelihood that all members of the family will access health services in 
a timely manner will increase. In fact, research indicates that children are less likely 
to see a health care provider or get a well-child visit if one or both of their parents 
remain uninsured.28

This new gap coverage product, launched in July 2000, was open to any uninsured 
resident of Alameda County who met the following criteria:

 •  currently uninsured,
 •  resident of Alameda County,
 •  ineligible for public programs such as Medi-Cal or the Healthy Families 

Program, 
 •  household income up to 300% of the federal poverty level,
 •  at least one child enrolled in another program of Alameda Alliance for Health, 

such as Alliance Family Care, Medi-Cal or the Healthy Families Program. 

Benefits included medical, dental, vision, pharmacy, acupuncture and chiropractic 
services. Enrollees were expected to pay premiums, which ranged from $20 to $120 
per member, per month (N. Maruyama, personal communication).

Alliance Family Care was designed to offer affordable health care coverage for 
eligible families. At the time that Alliance Family Care was launched, a family of three 
living at 300% of the federal poverty level had a yearly income of approximately 
$42,000.29 In order to keep premiums and co-pays affordable for families who were 
living at and below this income level, the program was heavily subsidized. 

The Alameda Alliance for Health committed the largest amount of subsidies, 
amounting to approximately $20 million in health plan reserves over a four-year 
period. An additional $1.85 million from Alameda County tobacco master settlement 
funds and more than $4 million from private foundation grants subsidized the 
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program. Revenue was also derived from member premiums (A. Flores-Witte, 
personal communication). 

Enrollment. There was no formal marketing plan for Alliance Family Care. Instead, 
enrollment was conducted by the Alameda Alliance for Health through its established 
provider network, including the community health centers. For example, staff of 
Asian Health Services and La Clínica de La Raza, with support from the Community 
Voices initiative, conducted intensive community outreach during the initial phase 
of Alliance Family Care. After less than 3 years, the Alameda Alliance for Health, 
community health centers, and school-based health centers enrolled more than 7,500 
adults and children into the program. An additional 3,000 people were placed on a 
waiting list for the program, attesting to the high demand for coverage. (A. Flores-
Witte, personal communication). 

Demographic profile of Alliance Family Care members. Enrollees of Alliance Family 
Care reflected the demographic makeup of the uninsured population of Alameda 
County. The majority of Alliance Family Care members were adults (70%). Many 
of the adult members were immigrants, including undocumented immigrants 
(see Table 2.) The largest racial/ethnic groups of Alliance Family Care enrollees 
were Latino (55%) and Chinese (25%). According to an evaluation study by the 
University of Michigan and funded by the Robert Wood Johnson Foundation and 
the California HealthCare Foundation, the typical Alliance Family Care enrollee was 
an immigrant woman in her mid-thirties, living in five-person household, with an 
annual household income of $23,000.30 

One-third of the enrollees never had insurance in their lives before enrolling into 
Alliance Family Care. Despite having no previous history of having health coverage, 
enrollees demonstrated a willingness and ability to pay monthly premiums. Retention 
in the program was high, with a 2% dis-enrollment each month.30 

Although there was limited medical underwriting for Alliance Family Care, with 
less than 1% of all applicants denied coverage, members of Alliance Family Care 
typically were healthy. Even with its limited form of medical underwriting, the 
program did not suffer from adverse selection.30 

Utilization patterns. Most notably, health insurance increased the use of preventative 
services. The University of Michigan study documented that during the 12-month 
period after enrollment into Alliance Family Care, members increased their use of 
preventative services within the first year of enrollment in the program.30

Qualitative evaluation. In 2001, Community Voices-Oakland supported a 
qualitative evaluation of Alliance Family Care to review member satisfaction during 
the first year of implementation, and to provide information for future program 
improvements (Evans/McDonough Company, Inc. Results of qualitative research: 
Focus groups among Alliance Family Care members, 2002.) Focus group results 
included the following highlights:

 • members felt positive about their overall health care experiences in Alliance 
Family Care;

 • many received assistance with enrollment and suggested that forms to be in 
languages other than English, although overall, the enrollment process was 
considered simple and quick;
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 • all were aware that citizenship was not an eligibility requirement;
 • all agreed that they get value for the cost of Alliance Family Care and that the 

co-payments were affordable;
 • members noted access problems such as long wait times for appointments and 

on phone lines;
 • addition of coverage for alternative medicines was a popular suggested 

change.

Local lessons. Despite the initial success of the program, Alliance Family Care was not 
financially viable beyond its pilot phase of five years. In 2005, the Alliance Family Care 
program enrollment was gradually reduced based on seniority and then eventually 
closed altogether. Effectively, those who were dis-enrolled became uninsured. Families 
with incomes below 200% of the federal poverty level qualified for a limited range of 
medical services at community health centers that are financed by a county-funded 
indigent care program (A. Flores-Witte, personal communication).

After five years of operating Alliance Family Care, members of the Alameda 
County Access to Care Collaborative concluded that significant federal and state 
support is critical to sustaining local efforts to cover the uninsured. While private 
foundation funds are critical in supporting the initial stages of health coverage 
program design, implementation, and evaluation, these funds cannot be expected 
to provide an adequate level of health coverage premium subsidies that are needed 
to make health coverage affordable for low-income populations. Similarly, health 
plan reserves are insufficient to support a comprehensive model of health coverage 
for a large number of uninsured residents for a long period of time.

As with other health coverage programs in the state, the challenges of sustaining 
local health coverage program for low-income families are financially formidable. 

Adults and children not eligible for Medicaid or 
SCHIP due to income or categorical restrictions 3657 49

Children, ages 0–18 years, not eligible for Medicaid  
or SCHIP due to immigration status (undocumented) 1722 23

Adults, ages 19 and older, not eligible for Medicaid  
or SCHIP due to immigration status (undocumented) 2130 28

 Total Enrolled 7509 100

Source: Alameda Alliance for Health, 2005.

Table 2. 

ALLIANCE FAMILY CARE ENROLLEES, AUGUST 2002

             Number of          Percentage of 
               Enrollees                Enrollees
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The failure of state and federal policymakers to commit resources to expand health 
coverage for working families is perhaps the greatest factor undermining local interest 
in covering the uninsured. 

Certainly for Alliance Family Care, which covered adults and a large number 
of immigrants, the decision by the state not to provide a state share of funds for a 
federally-approved parental expansion of Healthy Families was problematic, as was 
the unavailability of additional federal Medicaid and SCHIP funds to serve immigrant 
families. Economic factors leading to reductions in private foundation funds, and 
state and local budget cuts also contributed to the challenges of maintaining a local 
health coverage program over the long run. 

Health Coverage Financing

The case of Alliance Family Care in Alameda County, California and other 
local initiatives throughout the country demonstrate the political and financial 
commitment of local governments, health plans, and private foundations to expand 
health coverage for low-income families. The experience of Alliance Family Care 
also demonstrated that low-income families will contribute a share of the cost by 
paying regular premiums, if they are made affordable. Despite these local efforts, it 
was found that local health coverage programs cannot be sustained over the long 
run in the absence of federal and state government support.

The Bush administration has made some investments in local communities by 
expanding community health centers in low-income and medically underserved 
areas. The cost-effectiveness of community health centers and their ability to 
provide optimal health care to low-income and racially diverse populations is well-
documented.31, 32, 33 However, broader reform may be in order, as community health 
centers are still unable to meet the demands of the growing number of uninsured. 
Furthermore, community health centers do not have the capacity to provide the 
full range of necessary medical services, such as specialty care (e.g., radiology, 
dermatology, ophthalmology) and hospital services. Most of the uninsured therefore, 
are still likely to seek care at emergency departments at the late stages of illness or 
not seek care at all. 

The administration has also expressed a desire to scale down Medicaid, and 
stimulate the private purchase of health plans and medical services through the 
use of individual health savings accounts and new tax credits.34, 35 Tax credits may 
encourage some to purchase coverage, but tax credits will do little to mitigate the 
financial impact of health coverage premiums and other out-of-pocket medical costs 
for very low-income families.36 Furthermore, individuals with illness face the risk of 
insurance companies denying them coverage altogether. Therefore, those who lose 
Medicaid coverage under the proposed reforms are likely to remain uninsured.

Creating a stable federal tax base to finance health coverage may be the first step 
in securing health coverage for all residents. The rapidly growing federal deficit, $427 
billion in fiscal year 2005, is currently the greatest obstacle to achieving universal 
health coverage, but is not insurmountable, particularly in view of the fact that in 
the period of one year, federal, state, and local governments already spend $34.6 
billion in medical care for the uninsured in the U.S.37, 38
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Recent voter activity in California indicates that many voters are willing to accept 
new taxes to subsidize health care. Voters in both Alameda County and Los Angeles 
County passed laws to increase sales taxes and county property taxes, respectively.39, 40 

Both laws established new sources of county revenue for hospital services and other 
critical health care services. In 2004, California voters passed three state propositions 
to finance health-related programs.41 The propositions authorized the borrowing 
of funds, the imposition of an additional income tax on millionaires, and increases 
in property taxes. 

California policymakers and voters continue to debate the expansion of health 
coverage to more Californians, despite the constrained budgetary environment. 
Last year, California voters repealed, by less than a 2% margin, a state pay-or-play 
law mandating that employers provide health coverage to employees and their 
dependents or pay into a state fund to finance a state health coverage program for 
workers.42, 43 The law would have extended coverage to approximately one million 
workers and their dependents. The narrow margin by which the law was repealed 
indicates that California voters are evenly split on their views of employers who are 
not already offering coverage.

State legislators also recently debated a proposal (which has since stalled in a 
state legislative committee) to mandate that individuals purchase health insurance 
in the same manner that drivers are required to purchase car insurance.43 To keep 
the premiums low and the mandate affordable, the proposal included an option to 
purchase insurance products with relatively low premiums, but with high deductibles 
(up to $5,000). While the proposal may have stimulated some residents to purchase 
health coverage, it is unlikely that many low-income families could afford to pay the 
high deductible that is required prior to accessing critical services. 

California legislators have also proposed legislation aimed at covering all children 
in California. State Assemblywoman Chan (D-Oakland) proposed the consolidation 
of the existing local children’s health coverage programs under one state program.44 
The proposed program, recently vetoed by Governor Schwarzenegger, would have 
covered children under age 21, regardless of citizenship status. 

State Senator Kuehl (D-Santa Monica) has put forth perhaps the boldest, if 
also politically challenging, proposal, which would require the elimination of all 
public and private health plans and establish the state government as the insurer 
for all Californians.45 Under this proposal, Californians would get coverage for 
dental, vision, substance abuse and mental health, home health and adult day care 
services, as well as primary medical care. The Kuehl proposal has received attention, 
particularly in light of a recent analysis by the Lewin Group that concluded that the 
proposal could achieve $343.6 billion in overall savings over the next ten years, with 
$43.8 billion in savings for state and local governments; the savings would result 
from cuts in administrative costs, and bulk purchasing of prescription drugs and 
medical equipment.47 

Proposals such as these that seek to provide comprehensive coverage to all 
residents, while promoting the efficient use of existing public health financing 
dollars, are the likely to provide the most relief to local communities like Alameda 
County, which, despite the presence of a local gap coverage program, continues to 
have high numbers of uninsured.
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Conclusion

Low-income immigrants represent one of the many groups in the U.S. that are left out 
of efforts to cover the uninsured. Women who do not have children and low-income 
men are other examples of categories of populations that are generally excluded from 
Medicaid, SCHIP, and other public policy initiatives aimed at improving access to 
health care for the poor.48

The financial resources that federal, state, and local governments are patching 
together to provide medical care for these uninsured groups could be used more 
efficiently if consolidated at a state or federal level. Coupled with a stable tax base, 
federal and state leadership achieve more comprehensive and sustainable health 
coverage efforts, providing families with more security for the long term.

Securing health coverage for all is an expensive proposition in the short run, but 
it is not impossible if there is the vision and the political commitment to get the job 
done. Stabilizing the federal tax base and recognizing the phenomenal amount of 
federal, state, and local government funding that is already spent on medical care 
for uninsured populations not covered by existing health coverage programs are the 
first steps towards achieving this lofty goal.
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