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Introduction
Infrastructure of the Third Net



Like most clinics of its kind, it has no distinguishing marks to signal its internal workings. The small, nondescript, rectangular, single-story building is covered in varying shades of brown and beige paint after so many years of neglect. There are no signs to indicate that this is a medical facility that fulfills a crucial role in the overall health care system. The entry doorway opens to two waiting rooms. On the left, people are quietly sitting, and on the right, volunteer nurses, doctors, and medical students are briskly walking in and out of a series of small examination rooms that snake all the way to the back door. A handwritten sign on the wall reads: “We only and exclusively give care to undocumented people.”

The clinic opens at 6 or 6:30 am most mornings and there is always a line. There are no appointments. People must arrive early and wait, and even then, there is no guarantee that they will be seen by the two doctors—both formally retired from their profession years ago. The wait for the dentist is even longer since she only visits once or twice a month, and there is a raffle system to decide who will get to see her today. A friendly woman with an easy smile, the dentist admits that all she can really do at the clinic is pull teeth, but that does not stop the local hospital from referring uninsured migrant patients to her. In the next room is an endocrinologist who focuses almost exclusively on diabetic patients. A migrant from South America, he has been retired for years but continues to volunteer at the clinic two days a week. This is what health care looks like for undocumented migrants in the United States—if they are lucky. This is the Third Net.



Underneath the formal safety net system of health care is an informal, threadbare, and disconnected assortment of organizations that provide basic care to millions of migrants across the country. With wildly varying levels of service, organizational culture, and mission, a patchwork of free, or nearly free, health care exists for those excluded from the formal health system. There are mobile clinics rotating from one church parking lot to another, one Saturday a month. Another clinic is a “pop-up”—temporarily repurposing an office building after hours, with their files and supplies stashed in a closet until their weekly use. Yet another is a nondescript little house, once abandoned for years, refurbished into a makeshift, unlicensed clinic run by health activists. What is consistent, however, is that there is always a line of people quietly waiting, despite no visible sign or welcoming marquee. A passerby who did not already know what it was would never know.

The central contribution of this book is to document the existence of a Third Net and to provide a glimpse into these spaces and what they tell us about the larger vulnerabilities of the structure of the health care safety net in the United States. More specifically, we investigate the health care safety net for undocumented, low-income, and uninsured migrants in the United States. In focusing on one of the most marginalized communities, we approach the jumble of health care providers that form a patchwork safety net across the country as an infrastructure that is hierarchically organized in distinct but interactive levels, or nets. In this way, we outline the logic that orders the purposive disarray of care. The population at the center of our study resides in the Third Net of a larger safety net system—of public hospitals, community health centers, federally qualified health centers, and non-governmental organizations whose mission is to provide care to people regardless of ability to pay.1

In approaching the Third Net as an infrastructure, we analyze the organizational structure and the discourses and social interactions within each clinic to illustrate the variety and contradictions across multiple regions. At the same time, we observe how these individual organizations actually operate collectively in support of a larger system of US health care.2 This approach helped us to not only understand the mechanisms of each organization but also how these seemingly disparate, disconnected, and wide-ranging clinics and organizations combined to form the basis of a larger societal project.

Our study found that the informal infrastructure of the Third Net buttressed the formal system by serving as a “dumping ground” for the formal health care system. The Third Net absorbs the inefficiencies, illogic, and cruelty of modern poverty governance, as exemplified by the formal health care system. And, as the subsequent chapters will show, the Third Net develops its own set of infrastructural networks and attendant logics to manage and organize the systemic messiness with which it must contend. The multiple methods used in our study allowed us to grasp both the granular details of an organization and its overarching role within a not-always-apparent structure. We began with an exploratory pilot study in which we visited safety net hospitals, clinics, local migrant health advocates, and key regional health policy administrators in cities within the four US states that border Mexico: Texas, New Mexico, Arizona, and California. Our initial objective was to document the impact of the newly implemented Patient Protection and Affordable Care Act (ACA) on undocumented migrants. As we began to understand how the states varied in their larger history and politics toward migrants, we decided to focus primarily on Texas and Arizona for a deeper exploration of undocumented health care access. This book will highlight the interviews and ethnographies we conducted of the Third Net in Houston, Texas, and Phoenix and Tucson, Arizona. Key respondents who were directly engaged in safety net health care provision offered important vantage points from each region, and we quickly became aware that we needed to better comprehend the social structure underlying the impact of this major federal policy. It also became clear that low-income migrants’ access to the health care safety net was an important route to do so. Subsequently, we conducted year-long ethnographies within Third Net health care organizations in Arizona and Texas to discern, in detail, the infrastructure within a particular region and its connection to the overall Third Net.


US Migrant Health Care

Health care for migrants remains a politically volatile issue.3 Currently, even those that fit the ideal of a “good” migrant—hard-working, silent, invisible, and able-bodied—are considered undeserving of health care due to their noncitizen status and racialization. Demographic transformation in the United States has precipitated intense political debates regarding the social and economic costs and benefits of immigration and migrants, the majority of whom are from Latin America and Asia.4 One of the most passionately argued reasons against immigration is the use of health care by those who are undocumented and the alleged related costs of uncompensated care on public hospitals and community health centers.

[image: ]
Figure I.1. Uninsured rates among nonelderly population by immigration status, 2019. Source: Kaiser Family Foundation Analysis of 2019 American Community Survey, 1-year estimates, cited in Samantha Artiga, Nambi Ndugga, and Olivia Pham, “Immigrant Access to COVID-19 Vaccines: Key Issues to Consider,” Henry J. Kaiser Family Foundation, January 13, 2021, www.kff.org.


Since 1970, immigration has increased significantly, and as of 2019, there were 22.5 million noncitizens5 and 22.9 million naturalized citizens residing in the US, making up 14% of the total population. Of the noncitizen population, 11 million are estimated to be undocumented.6 Among the nonelderly7 population in 2019, undocumented migrants had the highest rate of uninsurance (see figure I.1).8 The differences based on citizenship/immigration status are stark: 46% of undocumented migrants were uninsured, compared to 25% of documented migrants and 8% of citizens.9

With the implementation of the Affordable Care Act, undocumented migrants have disappeared as a patient population from the formal safety net. In fact, an important factor in the passage of the ACA, the most significant federal health care legislation since the creation of Medicaid and Medicare in 1965, was the explicit exclusion of undocumented migrants from its provisions. The contentiousness of this issue was evident on September 9, 2009, when Representative Joe Wilson of South Carolina interrupted President Obama during his speech to Congress presenting his new health care reform plan and shrieked, “You lie!” This unprecedented outburst occurred when the president spoke specifically to the issue of undocumented migrants’ continued denial of health care access. As a New York Times editorial later stated, “Illegal immigration is an all-purpose policy explosive.”10 At the time of its passage, the Affordable Care Act was the largest expansion of social policy in the US in a generation.11 Arguably the most consequential and controversial social policy enacted in years, with wide-ranging impacts on nearly every aspect of the health care infrastructure, the ACA was also the signature policy of President Barack Obama.12 The fact that this major reform was passed under the first black president contributed to the political contentiousness of this legislation. A number of studies found that racial attitudes were highly correlated with support for the ACA.13

A baffling aspect of this volatile politics of migrant health care access is that undocumented migrants and newly arrived documented migrants (including legal permanent residents who have been in the US for less than five years) were ineligible for publicly funded health insurance before the ACA and continued to remain ineligible under President Obama’s new plan. Technically speaking, there is no difference with respect to undocumented migrant health care access. And yet, this issue continues not only to enrage but also to drive public sentiment and public policy. “The immigrant” appears to trigger a fundamental national anxiety regarding access to essential public goods such as health care, and the stridently hostile politics of deservingness and social belonging associated with migrant health care show little sign of abating.

Consequently, the exclusion of undocumented migrants was directly tied to the expansion of Medicaid to millions of low-income citizens. The rights of citizens were framed as mutually exclusive and in opposition to the rights of migrants. And while this does not mark a drastic change in prior eligibility requirements for undocumented migrants, its provisions to insure greater numbers of citizens coincide with safety net hospitals restructuring their services to cater to these newly insured patients and a decrease in federal funding to cover the costs of uncompensated care. As a result, the formal health care safety net for uninsured migrants has significantly diminished in size and scope.14 These changes, coupled with restrictive immigration policy, have significantly limited the health care access of this population and heightened the importance of an informal Third Net of care.



The US Health System and Its Safety Nets

There is no single system of health care in the United States. Instead, it is a complex mix of private and public, for-profit and nonprofit, insurers and health care providers. The following figure from the Commonwealth Fund is useful in graphically outlining the overall health care system in the US:15

Perhaps the most notable feature of this figure is the central role of financing in organizing the system. While interconnected to some extent, US health care is separated into public and private payer systems. All the arrows move downward, from the initial funding source to the various complexities of regulatory organizations, health-related institutions and centers, and end with the providers (and pharmacies).

As of 2018, 67.3% of the population had some form of private health insurance and 34.4% had public insurance.16 The vast majority of private insurance was purchased through an employer and the remainder purchased directly.17 Those with public insurance are overwhelmingly covered through Medicare or Medicaid. The federally funded Medicare program covers adults age 65 and older and some people with disabilities, Medicaid covers people with low income, and the Children’s Health Insurance Program (CHIP) provides low-cost coverage for children in families that earn too much to qualify for Medicaid. An additional 1% of insurance coverage is federally funded by the military and Department of Veterans Affairs.

These publicly financed programs, whether supported by federal, state, and/or local government funds, constitute the formal safety net. Public hospitals, community clinics, and Federally Qualified Health Centers (FQHCs)18 provide the bulk of the primary and preventative care for those with low income and without insurance. In addition, a federal law that requires most hospitals to provide emergency care regardless of ability to pay or insurance status allows some level of access to private hospitals as well. In return, Medicare and Medicaid provide “disproportionate-share payments” to hospitals with large numbers of patients who are publicly insured or uninsured to offset the uncompensated care costs. Local and state taxes also contribute toward charity care and safety net health programs through public hospitals and local health departments.

[image: ]
Figure I.2. Organization of the health system in the United States. Source: T. Rice et al., “United States of America: Health System Review,” Health Systems in Transition 15, no. 3 (2013), p. 27.


In general, the quality of care by the publicly financed safety net is viewed as secondary or inferior to the quality of a private hospital or program, and the patients in the safety net are commonly viewed as those excluded from the private payer insurance program. The terminology used in describing the safety net assumes that an individual “falls” through the gaps of a superior quality of care and lands on a lesser level of health care providers. The infrastructure of the safety net, with its cobbling together of financing across a complex web of federal, state, and local contributions, and wide variations in type and quality of care from one region to another, contributes to its reputation as an unstable and lesser form of health care for those without better options.

[image: ]
Figure I.3. Organization of the Third Net


However uneven, this overall system of private and public health insurance options encompasses 91.5% of the US population. The remaining 8.5% are uninsured—a significant decrease from 16% in 2010, the year in which the ACA became law.19 The Third Net exists within this marginal, informal space.

Disconnected from the standard financial infrastructure, the Third Net is located in a parallel context, a fuzzy shadow that extends past the existing arrows in the complex figure above. A map of the Third Net begins with the “charity” box located in the far lower-right corner of figure I.2, with an arrow extending to another page, showing what appears to be a far simpler infrastructure. Without direct connection to formal public or private financing, the Third Net is invisible, and its “chart” might look something like what appears in figure I.3.

However, our research delves into this neglected sector and maps a different, far more intricate system within a system. The Third Net has an infrastructure of its own, driven by a network of interpersonal relationships and informal funding sources. As informal providers, organizations within the Third Net may not be regulated by the state or even acknowledged as health care entities by government agencies. They comprise free clinics and small community-based organizations that provide limited primary care or simply preventative care. Most, if not all, of their funding comes from private sources in the form of charitable giving, and labor is largely voluntary and without pay.

While it is located outside the formal health care system, including the formal first and second tiers of the safety net, the Third Net is intricately connected to the overall health care system. The organizations and volunteers in the Third Net attend to those whom the formal system is unable or unwilling to serve. Consequently, policy changes to the First and Second Nets reverberate to the Third.

The First Net of the health care safety net is composed mostly of large and medium-sized hospitals that treat a significant proportion of the state’s Medicaid or uninsured population (see table 1).20 These hospitals, generally located in large metropolitan areas, serve as anchors of the formal health care safety net system. They provide a wide range of health services—including primary, specialist, and emergency care—and their funding is largely dependent on government funds. The Second Net is a network of community health clinics including FQHCs. Some of these community health clinics may be offshoots of larger public hospitals (i.e., First Net). They provide limited health services for low-income, uninsured, and underinsured people on a sliding scale and are dependent primarily upon government funding. The Third Net extends the safety net beyond the formal health care system to serve those with nowhere else to go and without the funds to pay for care in the other nets.

[image: ]

The Third Net’s informality within the health care safety net serves important medical, economic, and political functions. Its liminal position as not entirely underground but not fully acknowledged as a health care provider allows Third Net organizations to serve marginalized populations without being hindered by some of the more punitive surveillance requirements. For instance, because they do not accept federal Medicaid funds, these organizations are not subject to government requirements to ask patients their citizenship status. However, this also means Third Net organizations have limited funds and the range of medical care offered is severely constrained. Economically, the Third Net functions as a form of charity care and, like charity in general, raises a number of concerns regarding its role in reinforcing a system of inequality. Certainly, there is concern that the Third Net is too convenient a dumping ground for the uninsured by the formal safety net. Politically, the concentration of this population into this informal sector reinforces the perception of low-income undocumented migrants as outsiders and undeserving of social services. This community becomes segregated into a nonviable patient population and beyond the formal safety net’s area of concern. Consequently, the existence of the Third Net, which is the result of an unequal infrastructure, can also function to maintain the unjust system.

From the vantage point of the Third Net, the US health system is organized in a rigid hierarchy, with the Third Net relegated to the bottom and yet upholding the system overall (see figure I.4).21 At the top of the inverted pyramid is the for-profit health care sector, which is geared to those with private health insurance. It is formally structured with paid employees and multiple sources of financing, much of it private. Below this is the safety net, which is further divided into multiple layers of care, for low-income individuals who are underinsured or uninsured.

As its name suggests, the safety net is a loosely configured web of organizations stretched to catch those who fall outside the private health insurance market.22 It is commonly and appropriately described as a “patchwork” of insecure and irregular services that vary greatly from one town, city, county, or state to another. The public hospitals of the First Net and the community health clinics of the Second Net are considered “core” safety nets. Many facilities in the First Net provide critical specialized services such as trauma care, burn care, and neonatal care in some urban regions and train large numbers of physicians and other health professionals. The First and Second Net organizations are formally structured and heavily bureaucratized, with paid employees and a budget that is largely publicly funded. Its financing structure is also restrictive in how they cover their costs. While non–safety net, or private, providers have the ability to shift the cost of uncompensated care onto other private insurance revenues, core safety net providers rely on public sources of funds such as Medicaid, which are restricted from reallocating these costs from one patient population to another. Core safety nets are also dependent on federally set rates of compensation that many times do not adequately cover the actual cost of health care.23 However, despite these constraints, studies have documented quality care by core safety net organizations that meets or exceeds private health care.24

[image: ]
Figure I.4. Organization of the US health care system, from the Third Net


Beneath this First and Second Net lies the Third Net. It is distinctive in its informal organizational structure, lack of paid employees, and donation funding base. A number of organizations in the Third Net are not just nonprofit but nonexistent as a source of health care, meaning some organizations are not acknowledged as a health care provider at all. In every way, the Third Net appears misplaced and anachronistic as part of this system. And yet, as we will show, it is pivotal to the function of the overall infrastructure precisely because of its unique features. For instance, as mentioned earlier, core safety net hospitals have limited and restricted revenue sources in comparison to private hospitals and must adhere to complex governance and leadership structures that accompany public funds. Ironically, as marginalized entities with little to no government funds, Third Net organizations operate unencumbered by these restrictions. Of course, there are significant and obvious downsides to relying on individual charity—the kinds of care provided and the number of patients seen are severely limited, and the infrastructural foundations are highly unstable in comparison to other formally recognized safety net organizations. Also, freedom from governmental restrictions does not mean they do not have any rules. In fact, we show how organizations in the Third Net take great pains to develop their own guidelines and mission, and they collectively contribute toward an infrastructure across states and regions that allow for the functionality of the overall health system.

In other words, the infrastructural instability of the informal performs an important function in the stability of the formal. The so-called patchwork has a logic of its own and serves a larger purpose. It is no coincidence that Third Net organizations regularly receive patients referred to them by hospitals and clinics in the private sector and the two core safety nets. The Third Net becomes a convenient location to push out patients for whom there are no routes for compensation for their care, even for safety net providers whose mission is to care for those with low income and no insurance. This is particularly the case for safety net providers living in states that did not expand Medicaid under the Affordable Care Act. And, just as importantly, the Third Net absorbs the messiness and cruelties of the overall health care system. It is used to hide the realities of an exclusionary system that discriminates on the basis of class, race, and immigration status. It is from this broader, infrastructural framing that we began to understand these referrals as a form of patient dumping.



Patient Dumping from One Net to Another

“Patient dumping” generally refers to the transfer of a patient from a private to a public hospital for financial reasons. It is a widespread practice that has existed for many years in the US. As early as the late 1800s, The New York Times published an exposé about private New York hospitals using ambulances to shift poor patients to Bellevue, a public hospital.25 Over the years, it has become increasingly institutionalized as part of our health care system and yet remains a discomforting fact that garners intermittent and unwanted attention for private hospitals and the larger health care system. More recently, Congress passed the Emergency Medical Treatment and Active Labor Act (EMTALA), a federal anti-dumping legislation, as part of the Consolidated Omnibus Budget Reconciliation Act of 1986 (COBRA) in response to public outrage over hospitals dumping or forcing out uninsured patients. EMTALA mandates hospitals to “stabilize” a patient with an emergency medical condition, regardless of the patient’s ability to pay or their citizenship status, and only transfer or discharge that patient to an “appropriate” medical facility.26 However, it is largely a limited measure that restricts hospitals from transferring a medically indigent27 patient while they are unstable. Once the patient is stable, the hospital can transfer the patient for any reason, including for purely economic purposes.

Fulfilling the requirements of EMTALA is particularly difficult with respect to undocumented migrants with severe injuries, since “appropriate” long-term care facilities are nearly impossible to find.28 Some hospitals have resorted to deporting these patients to other countries to avoid these costs.29 Others have tried to avoid admitting these patients into their emergency room in the first place or discharged them to family members as quickly as possible.

Writing shortly after the passage of EMTALA, Enfield and Sklar state that, “while Americans have been loathe to suggest that the quality of health care one receives should depend on one’s ability to pay, we have been unable to define health care as a basic right to which all individuals are entitled.”30 The practice of patient dumping makes visible an unequal and segregated system of care, wherein better health care for the wealthy is bolstered by shifting uncompensated costs (and people) to hospitals that can least afford it. Safety net hospitals bear a deeply unequal burden of these costs. A series of key studies in the 1980s demonstrated the severe impact of this practice on low-income communities and public hospitals across the nation. One study found that among 458 patients transferred from other hospitals to the Highland General Hospital emergency department in Oakland, California, 63% had no insurance, 34% had Medicaid or Medicare, and only 3% had private insurance.31 Another study of hospital transfers to Cook County Hospital in Chicago found that 87% of these patients were uninsured and 89% were Black or Latino.32

Still another study of hospital transfers to the emergency department at Regional Medical Center in Memphis, Tennessee, found 91% were sent for primarily economic reasons, and one out of four were clinically unstable upon arrival.33 In addition to increased health risks for the patient, this study documents other consequences that accompany patient dumping. First, patients were charged for the ambulance ride from the private hospital to the public hospital and a second emergency department evaluation upon arrival. Relatedly, Enfield and Sklar note the common practice of private hospitals to tell medically indigent patients “how much their medical care will cost, and then to suggest that the patient would be better off at the county hospital because treatment there would be free.”34 This statement is incorrect and misleading. The researchers found that the care provided at the county hospital cost as much as, if not more than, what the transferring private hospital would charge. They write, “Most patients at county hospitals are billed for services rendered. Those that are not must qualify under local and state indigent programs to receive free services. Such programs exclude significant numbers of the medically indigent, such as working people who are underinsured or uninsured.”35 Second, the shifting of costs to public hospitals increases inequality by enriching the budget of private hospitals while destabilizing the financial health of public hospitals. In Memphis, Kellermann and Hackman estimate that more than $1.3 million in uncompensated care was absorbed by the publicly subsidized Regional Medical Center (Med) from local private hospitals transfers during their three-month-long study. They write,


Defenders of “economic transfers” in Shelby County argue that since the Med is the only hospital treating adults in Memphis to receive a direct operating subsidy, it bears sole responsibility for the care of indigent county citizens. This assertion ignores the fact that Shelby County’s annual subsidy of $26.8 million covers less than half of the uncompensated care provided by our institution.36



During the year of the study (1986), the Med reported a net operating deficit of $7 million. This is in stark contrast to the private hospitals of Shelby County, which reported net revenues in 1986 (following allowances for bad debt and charity care) of $62 million.37 The authors also note that as “charitable institutions,” all but one of these private hospitals were exempt from county taxes.38 This example shows how different sources of government funding are used to support both public and private health care institutions (albeit at different rates), but private hospitals appear to largely circumvent the expectations accompanying public subsidies. And, in response to those who defend patient dumping as a financial necessity in the face of intense economic pressures facing the health care marketplace, the authors state,


In many cases, the financial pressures cited as justification for patient dumping are not as great as are commonly thought. For example, had the private hospitals of Memphis kept all of the patients described in our study, their net revenues (following all allowances for bad debt and charity care) would have been decreased by less than 2 percent. Financial considerations should not absolve any institution or individual of their fundamental obligation to render medically necessary emergency treatment.39



This case study is an important example of how panic regarding health care expenditure, particularly around indigent care, can conveniently obscure the financial reality of hospitals and provide cover for its unjust institutional practices.

In assessing the larger consequences of patient dumping, Enfield and Sklar argue that the state of American medicine as a two-tiered delivery system is exacerbated through this practice, and it goes against the commonplace aspiration in the US that the quality of medical care should not depend on one’s ability to pay.40 They write, “It became an embarrassment which the federal government addressed when the cut-throat climate of medicine, coupled with significant documentation of the serious consequences of patient dumping in the press and medical literature, began to erode public confidence in the medical profession.”41 Unfortunately, this embarrassment continues despite legislations like EMTALA, and makes worse the inequalities of health care beyond the Second Net, into the Third Net.

The Third Net is a result of patient dumping. While dramatic in its visual representation of injustice, patient dumping is a foreseeable by-product of a market approach to health care that allows the upper tiers to discriminate on the basis of class, race, and immigration status and then shift those they do not want to the informal Third Net. Consequently, while the inverted pyramid of figure I.4 illustrates the clear hierarchy of the US health care system, there is also regular movement across the stratified categories. At the same time, organizations in the Third Net regularly engage the core safety net, and even the private sector, should an opportunity arise. For instance, some volunteer staff of the Third Net may be formally employed by local hospitals and draw on their personal connections to provide patients access to specialty care within the First or Second Net.

If measured by finances and human resources, the Third Net is minuscule in comparison, but its position is critical in absorbing the inherent inequality of the US health care system and thereby softening its impact. It appears that a “dumping ground” of those excluded, as unsightly as it may seem, is an essential part of the overall functioning of the health care system.



Infrastructure of the Third Net, Part I: Public Charge

There is no exact definition of what constitutes “infrastructure.” What makes something or someone “essential” to modern state governance could vary, given that it is relational and ecological—meaning, a technology may be viewed as necessary for the governance of a particular context or environment but not another. There is no universal tool, just as there is no universal condition. According to Susan Leigh Star, “it means different things to different groups and it is part of the balance of action, tools, and the built environment.”42 It involves such mundane things as levers, codes of behavior or standards, and bureaucratic forms. This is an apt description of the Third Net of the health care safety net. The infrastructure of the Third Net comprises an informal cadre of volunteers with a wide range of strategies, resources, and experiences, who provide basic care in ways that reflect the political and social conditions of their region. Studying the mundane mechanisms of infrastructure from different vantage points reveals the patterns and particular processes of how a system operates, providing an opportunity to critically reassess its components and the ways in which it can be restructured.

An infrastructural framework, as outlined by Appel, Anand, and Gupta,43 allows us to “defamiliarize and rethink” components of health care provision as an essential part of governance. Fundamentally, the study of infrastructure is the study of social relations; more specifically, it is an articulation of power, politics, and its contestations. In our analysis, we focus on the health care providers who serve migrants to understand how the safety net operates—the technological mechanisms, bureaucratic partnerships, and paradoxical politics that both fortify its foundation and signal its disintegration.

Nikhil Anand argues in Hydraulic City, “The city and its citizens are made and unmade by the everyday practices around water provisioning—practices that are as much about slaking thirst as they are about making durable forms of belonging in the city.”44 Similarly, the social life of health care infrastructure also tells us how everyday forms of membership or lack thereof are constructed. Here, we are particularly interested in the production of migrants as burdensome outsiders through health care. In his study of Mumbai’s water distribution, Anand found that semiotic and material conditions of daily management are unstable and, many times, of multiple and potentially contradictory historical, social, and material relations.45 Anand writes, “Infrastructures are flaky accretions of sociomaterial processes that are brought into being through relations with human bodies, discourses, and other things (sewage, soil, water, filtration plants). They are processes always in formation and … always coming apart.”46 In this way, infrastructure is understood as social processes that are always in the making, purposefully incomplete, and on the verge of falling apart. Again, this aptly characterizes the persistent state of the US health care system and the multiple layers of the fraying safety net. It is a hierarchical process that shifts with the people, politics, and larger social contexts of a particular place. At the same time, there is an order and purpose to this seeming disarray, or patchwork, of parts.

The health care system, including practitioners in the Third Net, plays a critical role in regulating the everyday lives of people in poverty. As social scientists have convincingly articulated, the goal of poverty governance is not to eliminate poverty but rather to manage the poor into docile and industrious subjects.47 The invaluable condition of health, along with the elevated social status and moral authority attributed to health care providers, allows for extraordinary disciplinary powers. At the same time, there are variations in the use of this power across the tiers of the health care infrastructure. Within the Third Net, health care safety net practitioners function as “street-level bureaucrats,” who play a unique role in poverty governance. Rather than a Weberian vision of bureaucracy as a strict system of super- and subordination where street-level bureaucrats execute the state’s demands,48 health care providers in the Third Net are frontline workers who bridge gaps in the health care infrastructure. As chapter 1 illustrates, these street-level bureaucrats leverage their networks and relationships to facilitate access to resources, and in this way, they are influenced by but not entirely beholden to the state’s authority.49 At the same time, their extreme marginality (or near absence) as part of the larger health care infrastructure also serves as a challenge to the system itself. Through their labor, they have the capacity to negotiate a middle ground between the demands of the state from above and needs of the indigent from below, but with their own set of motivations (further details are provided in chapter 2).

For low-income migrants, poverty governance is also reinforced through immigration enforcement—of particular note is public charge.50 Public charge is an administrative law that allows for the exclusion of migrants through inadmission or deportation, based on a discretionary determination of an individual’s potential to become a public burden. As chapter 4 makes clear, public charge is a convenient and powerful tool to control the movement of migrants and discipline their behavior, and it has served as a driving force in the national outcry against the presence of migrants in the US. The US has had in place a “public charge” provision within immigration law, adapted from English poor laws, that allows for the exclusion of those migrants deemed a burden upon the state. The popularity of this administrative law as a bureaucratic tool of exclusion and deportation has ebbed and flowed for over a hundred years. More recently, it has served as an effective tool in justifying the dumping of patients deemed burdensome by the formal safety net to the Third Net.

In the 1990s, the growing visible presence of migrants, particularly those from Latin America, triggered a series of onslaughts to destabilize the migration flow. As part of this politically charged environment, low-income migrants were continuously characterized as burdensome, unwanted dependents on US society by elected officials and conservative media institutions. This was a powerful and effective campaign of dehumanization and criminalization, in part because it followed a familiar message perfected earlier with the myth of the Black “welfare queen” as a poverty governance strategy.51

The ideology of public charge is present in many landmark welfare, immigration, and health care legislations. For instance, the federal welfare reform bill (PRWORA—Personal Responsibility and Opportunity for Work Reform Act—PL 104–193), which profoundly diminished the US welfare state, disproportionately targeted migrants. Almost 50% of the initial cuts in this major federal legislation were directed at the limited services available for migrants living in poverty. Then, a month later, the federal immigration legislation (IIRIRA—Illegal Immigration Reform and Immigrant Responsibility Act—PL 104–208) also passed. Both of these federal policies explicitly linked immigration status to eligibility for public benefits by creating new categories of exclusion.52 The repeated mention of “responsibility” in the title of both policies is noteworthy, as it stresses the goal of regulating and inducing particular behavior defined as “responsible” upon those populations already assumed to be irresponsible.

The passage of the two federal welfare and immigration laws also facilitated the exchange of information regarding individual applicants across different governmental agencies. For instance, PRWORA explicitly prohibits the use of federal funds for Medicaid benefits other than emergency care for specific groups of migrants. Therefore, unless they have a specific, verifiable immigration status, migrants are only allowed coverage for emergency care. States must now verify the immigration status of a foreign-born Medicaid applicant with Immigration and Customs Enforcement (ICE) if the person applies for a Medicaid benefit that includes federal financial participation.53

Further, public charge law and sentiment functions as a foundational apparatus for maintaining “illegality,” a juridical status and sociolegal condition that keeps migrants deportable and exploitable.54 Since 1965, these powerful immigration tools of poverty governance have disproportionately targeted Latinx communities in the US. As Bacong and Menjívar assert, “The immigration system is itself racialized, based on seemingly neutral laws that target Latinas/os, making them synonymous with being undocumented.”55 The immigration status of “undocumented” or “illegal” has become racialized as Latinx, and subsequently led to greater discrimination and criminalization, and contributed to greater stress and poorer health.56 In fact, the racialization of undocumented legal status is so strong that studies have found a “spillover” effect in which all Latinx, regardless of actual legal status, are negatively impacted. At the same time, given the absence of discussion of undocumented Asians, it comes as a shock to know that one out of every seven Asian migrants is undocumented, making Asians the fastest-growing group of undocumented migrants in the US.57 Bacong and Menjívar write, “As a result, many illegalized Asians may be deterred from seeking health care and social services for fear of outing their legal status or because they believe that there may be no resources catering to their community.”58

Currently, the Latinx population is the largest racial/ethnic minority group in the US and a significant portion of this population are migrants (34%).59 There are also an estimated 11.3 million undocumented migrants in the US, and most are from Mexico and countries in Central America (El Salvador, Guatemala, Nicaragua, and Honduras). In a systematic review of research studies on the health-related effects of punitive immigration policies, Nicholas Vernice and colleagues found that “the U.S. is unquestionably experiencing heightened anti-immigrant sentiment.”60 Their review notes the particular harm of a “new era of public charge” to health equity and concludes that “many punitive immigrant policies have decreased immigrant access to and utilization of basic health care services, while instilling fear, confusion, and anxiety in these communities.”61

Relatedly, Heide Castañeda and colleagues argue that given the enormous consequences of immigration status on daily life, it is an important social determinant of health.62 Going beyond serving as a “protective factor” or a “stressor” on individuals, it has a structural effect that is central to health conditions produced and reproduced by larger social and economic inequalities. Key studies, which laid the foundations of this research area, include Nancy Krieger’s63 publications on the “eco-social,” Williams’s64 and Takeuchi’s65 research on racism and health disparities, Phelan and Link’s66 theory of “fundamental social causes,” and Kawachi and Kennedy’s67 framing of “social determinants of health inequality.” These studies have opened our understanding of social inequality as the cause of illness and premature death, and this more expansive understanding of a socially derived cause, coupled with an infrastructural approach, highlights social forces at the structural level as the locus of change in our study. For the Latinx community, race/ethnicity and immigration status remain structurally conflated to the detriment of their health, making clear the racialization of the infrastructure of health care and its disparities. As Edna Viruell-Fuentes et al. noted, “In the popular imagination all Latinos are perceived to be Mexican, all Mexicans are seen as immigrants, and they, in turn, are all cast as undocumented. These conflations mean that anti-immigrant sentiments aimed at undocumented immigrants translate into a hostile environment for entire groups of people, regardless of their immigrant status.”68



Infrastructure of the Third Net, Part II: Affordable Care Act

The primary purpose of the Affordable Care Act (ACA) was to extend health insurance to the 49 million uninsured people in the US. By 2016, more than 18 million non-elderly adults gained insurance, amounting to a 46% reduction in the number of non-elderly adults without insurance.69 Beyond these numbers, virtually the entire US population is affected to some extent by its many provisions, including new rules for private insurance and existing public insurance programs that extend patient protections and increase affordability for health care.70

For undocumented migrants, however, the ACA doubled down on their exclusion. On the face of it, the ACA should not affect undocumented migrants at all. As noted earlier, undocumented migrants were ineligible for public health insurance coverage prior to the ACA and remained so after the ACA. With the ACA, they are not only ineligible for public health insurance but are also restricted from purchasing private health insurance at full cost in state insurance exchanges. The only health insurance options for undocumented migrants are 1) to voluntarily purchase insurance in the private insurance market outside of state exchanges in states where one exists (and without state subsidies or tax credits to offset these costs), or 2) to get an employer-sponsored plan, when available. Many undocumented migrants find the costs prohibitive since these products are not federally subsidized, and most low-income migrants work in industries where employer-sponsored insurance is not an option. These restrictions result in undocumented migrants remaining uninsured at five times the rate of US-born citizens and less likely to obtain needed care or preventative services.

For the majority of undocumented migrants, health care access is restricted to emergency care and, when available, non-emergency health services at community health centers or safety net hospitals.71 Even with their limited access to care, however, noncitizen adults and children are less likely than citizens to seek care from an emergency room. In 2010, migrants were nearly half as likely as citizens to visit an emergency room for care.72 On average, they have lower per capita health care costs than US citizens and legal residents. Although undocumented migrants represent 12% of the non-elderly adult population, they account for only 6% of health spending.73 Undocumented migrants tend to be younger working adults who are uninsured and avoid using health care as much as possible.

In a health economics study, Brown, Wilson, and Angel found that excluding undocumented male migrants from Mexico from the ACA does not lower medical costs. This is in part because recent migrants are healthier upon arrival than Mexican Americans already residing in the US. Given that the Latinx population uses less health care than non-Latinx Whites, the inclusion of undocumented migrants in an insurance pool could help reduce the premiums of all individuals in an insurance exchange. They write, “Rather than being a burden under the [ACA], including immigrants from Mexico could ease premium costs for citizens, at least in the short term, because relatively healthy people are added to the pool lowering pooled costs.”74 However, public opinion against coverage of undocumented migrants remains as strong as ever. Apparently, access to health care denotes a “public good” that goes beyond an accounting of economic costs. In their deep and increasing marginalization from the formal health care system, undocumented migrants are isolated in the Third Net and thereby “disappeared” from the sphere of the “public.”

The Affordable Care Act fundamentally changed the entire health care landscape, but safety net hospitals and clinics have faced greater challenges in comparison to the private sector. And within the safety net sector, the ACA’s impact on a hospital or clinic is largely determined by the state in which it resides and whether or not their policymakers decided to expand eligibility for Medicaid. Studies show that safety net hospitals in states that did expand Medicaid now treat more insured and fewer uninsured patients after the ACA, and this change has significantly improved their financial outlook.75 Despite initial concerns that safety net hospitals would lose many newly insured patients to other private-sector providers, these safety net hospitals were able to not only retain existing patients but also gain newly insured patients, especially for their outpatient care. Efforts to help uninsured patients enroll in coverage, expand primary care capacity, and improve their facilities and systems to attract new patients proved successful for safety net providers in states like California and Arizona.76 Overall, although they experienced some decline in federal subsidies for indigent care and continue to worry about further funding cuts in the future, the greater numbers of insured patients through the ACA have financially improved these First and Second Net core health care providers.

It is a different story for safety net hospitals in Texas, which did not expand Medicaid. Hospitals like Harris Health in Houston experienced little change in the number of insured patients while dealing with increasing financial challenges. Texas had the highest population of uninsured residents in the country prior to the ACA and remained so after the ACA. Leading up to the Affordable Care Act, Harris Health had optimistically invested significant funds to build its primary care capacity. Using Delivery System Reform Incentive Payment or “DSRIP” waivers, a program funded by Medicaid to support hospitals that serve large numbers of uninsured patients, Harris Health increased its patient volume by opening nine primary care clinics, which subsequently increased demand for specialty services. At the same time, county tax support, which accounts for 47% of its operating revenue, and Medicaid Disproportionate Share Hospital (DSH) payments, an important federal funding source, decreased in anticipation of Medicaid expansion.

When Medicaid expansion did not happen, Harris Health experienced significant financial losses—$24 million in 2013, $17 million in 2014, and $14 million in 2015—as it tried to adjust to the reality of increased uncompensated care of 12% and decreased DSH payments of 13%, along with the loss of county support totaling $75 million since 2011.77 By refusing to participate in ACA Medicaid expansion, Texas forced its safety net hospitals to endure continued financial insecurity. Hospitals such as Harris Health must rely on federal funding from alternative sources such as DSRIP waivers and anxiously hope for its periodic renewal, while bracing for expected ACA-related cuts in Medicaid DSH payments. The federal government plans to significantly reduce Medicaid DSH payments in the coming years.78

Clearly, the Affordable Care Act has changed the bureaucratic infrastructure of the health care safety net, and individual state decisions to expand Medicaid eligibility created distinct variations in how different regions adapted to these changes. However, what remained consistent was the impetus for patient dumping to the Third Net. States such as Arizona, which expanded Medicaid eligibility, as well as states like Texas, which did not, focused their efforts on increasing the number of insured patients while decreasing the number of those uninsured—albeit under significantly different circumstances.

In our interviews, community outreach workers in the formal First and Second Nets noted greater marginalization of low-income undocumented migrants as a patient population for many safety net hospitals and clinics as they focused their attention on those who are eligible for coverage under the ACA. Other studies report similar effects. Marrow and Joseph79 describe heightened conditions of uncertainty in which health and immigration policy concerns overlap, and Van Natta80 found that even for safety net hospitals and clinics within supportive local communities with strong policies and institutional commitments to serve vulnerable patients, low-income and undocumented migrants were unable to fully access care. They report unnecessary levels of morbidity and mortality for this population as a result of structural barriers and federal legislation and, in some cases, “patients returned to their country of origin to die.”81


Health Care Safety Net in Phoenix, Arizona

In January 2012, Arizona’s Republican Governor Jan Brewer became the figurehead for conservative opposition to President Obama, when she wagged her finger at him during an intense conversation on the tarmac in Mesa, Arizona.82 Just 18 months later, however, Governor Brewer expended much political capital within her party to lobby for support among Republican state legislators for Medicaid expansion under the Affordable Care Act, even after Arizona was one of the plaintiffs in the unsuccessful Supreme Court challenge to the ACA.83 Perhaps the most outspoken Republican governor in favor of expanding Medicaid, Brewer was one of only 11 Republican governors in the US to decide to take up this provision of the ACA.84 As a result, upwards of 300,000 uninsured Arizonans became eligible for health coverage under the Arizona Health Care Cost Containment System (AHCCCS), Arizona’s Medicaid program.85 Following its initial passing, Brewer’s Medicaid expansion plan faced a number of legal challenges from Republican lawmakers in the state that opposed this expansion.86

Although the state expanded Medicaid, Arizona did not adopt the second major provision of the ACA—the creation of a state-run marketplace.
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