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The National Family Planning & Reproductive Health Association (NFPRHA) is pleased to
provide comments on the US Department of Homeland Security’s (DHS) notice of proposed
rulemaking (NPRM), “Inadmissibility on Public Charge Grounds,” RIN 1615-AA22. The proposed
rule would cause major harm to the health of immigrants and their families, as well as to health
care providers and facilities that ensure access to needed services. NFPRHA urges that this rule
be withdrawn in its entirety.
NFPRHA is a non-partisan 501(c)3 membership association that advances and elevates the
importance of family planning in the nation’s health care system and promotes and supports
the work of family planning providers and administrators, especially in the safety net.
Representing more than 850 members that operate or fund more than 3,500 health centers in
the United States, NFPRHA conducts and participates in research; provides educational subject
matter expertise to policy makers, health care providers, and the public; and offers its members
varying levels of capacity-building support aimed at maximizing their effectiveness and financial
sustainability as providers of essential health care.
NFPRHA believes that all people, regardless of their citizenship status, deserve affordable,
confidential, and high-quality health care. The proposed rule would alter the public charge test
dramatically, abandoning the enduring meaning of a public charge as a person who depends on
the government for subsistence and changing it to anyone who simply receives assistance with
health care, nutrition, or housing. Already, health care agencies are reporting increased fear
from immigrant patients seeking access to reasonable, necessary public programs, even for
programs not explicitly included in the proposed rule.i NFPRHA fears that the imposition of this
rule will negatively impact immigrants’ access to health care, including vital family planning and
sexual health services. Indeed, DHS notes in the preamble to the rule that one of the cost
savings from implementing this proposal comes from immigrants and their citizen family
members disenrolling in public benefit programs for which they are eligible simply to avoid
potential immigration scrutiny, even in cases in which the proposed rule would not apply.ii

Background on Publicly Funding Family Planning
As providers of publicly funded family planning and sexual health services, NFPRHA’s members
and their patients primarily rely on Title X and Medicaid to support that care. Title X is the
nation’s only dedicated source of federal funds for family planning services. In 2017, close to
3,900 Title X-funded health centers provided essential family planning and sexual health care
services to more than 4 million patients.iii These services included contraceptive services and
supplies, STD testing and treatment, HIV testing, and cancer screenings. Title X-funded health
centers provide care at no cost to patients with incomes at or below the federal poverty line
(FPL) and on a sliding scale for people between 101% and 250% of FPL.
Furthermore, Medicaid has been the predominant funding source for publicly funded family
planning care since the 1980s, with recent data showing that Medicaid provides 75% of the
funds for public expenditures on family planning. iv This role is particularly vital because the
federal government offers an enhanced match of 90% for family planning services, saving
states money and encouraging robust access to this critical care. Medicaid law also guarantees
enrollees access to family planning services at no cost to them and at their choice of provider.v
Immigrants are not able to access family planning services under Medicaid unless they have a
qualified status and have held that status for at least five years, though their citizen family
members are eligible to participate.vi
Immigration Officials Have Already Rejected This Expanded Public Charge
The 1996 Personal Responsibility and Work Opportunity Reconciliation Act (PRWORA) limited
eligibility for “federal means-tested public benefits” to “qualified immigrants” and limited
eligibility of lawful permanent residents for “means-tested public benefits” during their first five
years in the United States. Importantly, in response to concerns that some consular officials and
employees of the then-Immigration and Naturalization Service (INS) were inappropriately
scrutinizing the use of health care and nutrition programs, and the strong evidence of chilling
effects from the 1996 law, INS issued administrative guidance in 1999 protecting access to
these services.vii
The preamble to the guidance clearly acknowledged that the reluctance to access benefits has
an adverse impact not just on the potential recipients, but on public health and the general
welfare.viii Some of the evidence before the agency when it was writing the guidance included
detailed accounts of pregnant women with gestational diabetes terrified of seeking care, a child
with seizures whose parents were afraid to enroll in Medicaid at the hospital being rushed to the
hospital so he could continue treatment, and farmworker women afraid to enroll in a statefunded perinatal case management program.ix
The administrative guidance – which remains in effect – specified that non-cash programs
such as Medicaid, Medicare, the Supplemental Nutrition Assistance Program (SNAP), the
Special Supplemental Nutrition Program for Women, Infants, and Children (WIC), Head Start,
child care, school nutrition, housing, energy assistance, emergency/disaster relief were not to be
considered for purposes of a public charge determination.x The 1999 administrative guidance is

consistent with congressional intent and case law.xi Moreover, it has been relied upon by
immigrant families for decades, and should continue to be used.
Millions of People, including Citizen Family Members, will be Harmed by the Rule
If implemented, the proposed rule would diminish immigrants and their citizen family members’
access to health services, which will have dire consequences for themselves and for public
health. DHS outlines some of these negative consequences within the notice of proposed
rulemaking, including the potential for poorer health outcomes, increased prevalence of
communicable diseases, and increases in uncompensated care for health care providers, which
could lead to a reduction in available providers in the safety net.xii
Approximately 25.9 million people, or an estimated 8% of the US population, would potentially
be impacted by this rule.xiii This includes individuals and family members with at least one
noncitizen in their household who have family incomes under 250% of FPL; when one family
member fails to receive health care, housing, or nutrition benefits, the resources available to all
family members, including children, decline.
Research is already showing the changes that families are making in response to the threat of a
change in public charge law, even before any modifications go into effect. In a 2018 survey of
health care providers in California, 67% noted an increase in parents’ concerns about enrolling
their children in Medi-Cal (California’s Medicaid program), WIC and CalFresh (California’s SNAP
program), and 42% reported an increase in skipped scheduled health care appointments.xiv
Furthermore, existing uncertainty about changes to immigration policy has had welldocumented negative impacts on immigrants’ health and well-being in immigrant families,
including amplified mental health concerns, decreased performance in school, and increased
financial stress.xv
The Rule will Limit Access to Critical Health Care and Coverage Programs, including Medicaid
The proposed rule’s unprecedented consideration of Medicaid as part of the public charge
determination poses a dire threat to the health of immigrants. Under this proposed rule,
immigrants who are eligible for Medicaidxvi and to whom the proposed rule would applyxvii could
have their enrollment counted against them. This puts them in the untenable situation of having
to decide between critical health coverage that keeps them healthy and being able to become a
lawful permanent resident. The Kaiser Family Foundation estimates that 2.1 million to 4.9
million Medicaid or Children’s Health Insurance Program (CHIP) enrollees could disenroll if the
proposed rule is finalized.xviii
Losing, disenrolling, or avoiding Medicaid coverage would put women’s health at risk. Women
who have health coverage are more likely to receive preventive care, such as breast cancer and
cervical cancer screenings.xix People with health insurance also have lower mortality rates.xx
When people do not have health coverage, they are more likely to forgo needed care, leading to
worse health outcomes.xxi Half of uninsured women reported going without health care in 2016
due to cost, compared to 25% of women with Medicaid and 21% of women with private health
insurance.xxii Cost poses a particular barrier for women of color; in 2016, Latinx and Black

women were more likely than white women to say that cost kept them from seeing a doctor.xxiii
Already, immigrant women are less likely to be insured than their citizen counterparts – 27% of
noncitizen immigrant women are uninsured, compared to 11% of women overall.xxiv Women of
reproductive age fare even worse: while 34% of noncitizen women of reproductive age are
uninsured, 9% of citizen women of reproductive age are uninsured. The gap widens further for
poor immigrant women: nearly half (48%) of noncitizen women of reproductive age living in
poverty are uninsured, while 16% of citizen women of reproductive age living in poverty live
without coverage.xxv The proposed rule would only make the situation worse, leading to worse
health outcomes for immigrant women.
These threats to Medicaid will place added pressure on public health programs, such as Title X.
Already, the family planning safety net can only support a portion of the need for publicly funded
contraceptive care.xxvi When immigrant families lose access to Medicaid and CHIP they may
turn to these programs to meet their basic needs. However, because community health
programs rely on insurance programs, such as Medicaid, to remain open, the increased volume
of uninsured patients will stretch already sparse resources. In 2017, Medicaid made up 44% of
revenue at community health centersxxvii and 38% of revenue at Title X-funded health centers.xxviii
A 2018 study found that implementation of this rule would cost community health centers
between $346 and $624 million and lead to the loss of 3,373 to 6,075 medical staff positions at
those agencies.xxix
Reduced Access to Family Planning Services Will Have Detrimental Effects on Patients
Lack of access to family planning providers will lead to increased rates of unintended
pregnancy and sexually transmitted diseases. NFPRHA is further concerned that patients who
are pregnant will have reduced access to pre- and postpartum care.
Research shows that patient outcomes suffer when they lack access to family planning
services. In Texas, following closures of health centers in 2011, patients’ use of effective
contraception methods dropped substantially. By 2014, Texas was meeting just 10% of the need
for publicly funded contraceptive services and supplies with publicly supported providers, xxx and
more than one-third of women in Texas reported that they couldn’t afford their preferred method
of birth control.xxxi This lack of access led to an increase in unintended pregnancies,xxxii
particularly among teens.xxxiii
Furthermore, the Centers for Disease Control and Prevention reports that STD rates have risen
sharply since 2013, including a very concerning rise in congenital syphilis, and that the United
States continues to have unnecessarily high rates of HIV transmission.xxxiv Reducing access to
quality health services will only exacerbate these problems. Timely treatment of STDs, including
testing and treating the partners of patients with these illnesses, is critical to reduce their
spread and to prevent lifelong consequences for patients’ fertility. In addition, patients at risk of
acquiring HIV and those who are HIV positive require ongoing monitoring to ensure they remain
healthy and reduce the risk of transmission to sexual partners. If patients or their partners fear
accessing medical services, they may acquire or spread these serious diseases.

Finally, this proposed rule may discourage patients from obtaining prenatal care, which has
ramifications their health and their birth outcomes.xxxv Lack of adequate health care, including
prenatal care, contributes to higher rates of maternal mortality, higher rates of infant mortality,
and increased risk of low-infant birth weight.xxxvi This is particularly dangerous for Black women,
who already experience disproportionately high rates of maternal mortality, in part due to
existing barriers to health care and systemic inequalities.xxxvii Similarly, the proposed rule may
also discourage patients from seeking postpartum care, which is crucial to the health and wellbeing of new parents, newborns, and families.xxxviii Forgoing postpartum care could mean that
people endure postpartum depression without proper medical, social, and psychological care,
skip doctor’s visits that address infant feeding, nutrition, physical activity, and family planning,
or leave other postpartum health issues unaddressed.
*******
For all of the foregoing reasons, DHS should immediately withdraw this punitive proposed rule.
If enacted, the rule would force families to choose between accessing needed supports and
reuniting or staying together. Moreover, the proposed rule would have significant and
widespread negative implications for the health of individuals, families, and communities.
Thank you for the opportunity to submit comments on the proposed rulemaking. Please do not
hesitate to contact Lauren Weiss, Manager, Advocacy & Communications, at lweiss@nfprha.org
to provide further information.

Clare Coleman
President & CEO
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