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ABSTRACT
Much of the existing literature on social protection for immigrants focuses 
on what people do as individuals and households or on national policy. 
However, there is a third set of actors which deserves attention: sub-national 
and local governments. Drawing comparisons both within and between 
the United States and Spain, this article analyzes the extent to which sub-
national governments step in when national policies block immigrant access 
to healthcare. Using cross-national surveys, national and sub-national data, 
we find that sub-national governments often provide some level of social 
protection, even in the case of undocumented immigrants. However, 
their responses vary significantly and are not easily explained by left-right 
political divides, changes in levels of diversity, or the relative political power 
of immigrants. Future work is needed not only to explain variations in 
non-citizen health coverage policies at the sub-national level in receiving 
countries, but also to offer a more complete picture of immigrant resource 
environments through a parallel analysis of sending-state social protection 
policies.

Introduction

Much of what we know about social welfare and immigration policy comes from research focused on 
national cases or cross-national comparisons. This level of analysis sidesteps a key set of actors who can 
hold enormous sway over social policies affecting immigrants: sub-national, including regional gov-
ernments. In countries where political power is decentralized, sub-national actors frequently assume 
primary responsibility for social service delivery. Therefore, this paper asks: to what extent do sub- 
national actors intervene when non-citizens face exclusion from national social welfare programmes, 
and what might explain their behaviour?

We approach this question by focusing on immigrant access to a specific form of social protec-
tion: healthcare. Access to quality, affordable healthcare is a critical component of social protection, 
but there is enormous variation both across and within countries in the role which the state plays in 
providing or subsidizing care. Access to healthcare is also complicated by the fact that access to the 
welfare state is often shaped by citizenship status; therefore, individuals living outside their home 
countries are particularly at risk of being shut out of coverage. We pay particularly close attention 
to the exclusion of undocumented immigrants, for as their household income generally lags behind 
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that of both natives and legal permanent residents (Passel & Cohn, 2009), it is frequently impossible 
for the undocumented to access private market-based healthcare. Compounding these restrictions is 
the fact that undocumented workers are often over-represented in jobs in which they are unlikely to 
receive employer-based coverage, or where the risk of injury (and need for access to health services) 
is high: for example, construction, hospitality, food processing, and agricultural work. Consequently, 
without some kind of government intervention, undocumented immigrants are unlikely to have access 
to non-emergency care.

In order to analyze the extent to which sub-national governments offset national policies which 
restrict immigrants’ access to healthcare, this paper focuses on healthcare reforms in two immigrant- 
receiving nations: the United States and Spain. Both are highly decentralized, with constitutionally 
protected devolution of power to sub-national political communities. Both have similar levels of 
immigration, although Spain’s history as a major immigrant-receiving country is fairly recent. And as 
countries which abut much poorer regions, both have struggled to manage undocumented immigra-
tion. Yet these countries are quite different when it comes to both the welfare state and immigration 
policy: while the US has a market-driven, means-tested health system, Spaniards enjoy universal 
no-cost care. And while the US is a country which was settled and populated by immigrants, Spain 
has only become a country of net immigration in the last few decades.

Our analysis uses the lens of national reform to observe variations in sub-national policies. We 
utilize data from the US Census Bureau, the Instituto Nacional de Estadística (INE) of Spain, and the 
World Values Survey in order to test existing theories explaining the relationship between political and 
social values, demographics, and the structure of the welfare state at both the national and sub-national 
levels. These data help us to identify not only how well national-level theories of the welfare state and 
immigration carry to the sub-national level, but also the existence of outliers which suggest promising 
new lines of research. We also use a combination of government legislative data and key secondary 
sources including NGO reports, past case studies, and newspaper articles, in order to identify both 
the extent to which sub-national actors intervene when non-citizens face exclusion from national 
social welfare programmes and possible explanations for their behaviour. We find that sub-national 
governments can and do act to mitigate national policies which block non-citizen access to public 
healthcare. In the US, most states make limited public health services available to key vulnerable groups, 
but some extend benefits to immigrants without legal permanent residence who would otherwise be 
completely excluded from public health programmes. In Spain, eight out of 17 regional governments 
openly defied the national government’s 2012 decree blocking undocumented immigrants’ access to 
public medical cards by continuing to offer services to them.

In both countries, such responses defy easy categorization. In Spain, it is not simply a question of 
left-right political divides, as both politically liberal and conservative regional governments refused 
to comply with the new restrictions imposed by the national government. In the US, once we look 
beyond states where there was little support for providing public health services for immigrants or 
citizens to begin with, simple left-right explanations do not tell the complete story either. Politically 
conservative states, such as Georgia, provide supplementary healthcare to documented immigrants 
not eligible for national programmes. Moreover, in parts of the US and throughout Spain, sub- 
national governments extending services to immigrants are located in ‘new destination’ regions, where 
immigration is a relatively new phenomenon. Therefore, the pressure to provide care to non-citizens is 
not coming from well-established immigrants rights groups or elected officials who depend upon the 
immigrant community’s political support. But while these sub-national efforts make a major difference 
to legal immigrants, undocumented immigrants are still largely shut out of US public healthcare pro-
grammes. In contrast to Spain, few American state governments have extended public health coverage 
to this vulnerable population, nor have they directly challenged the national government by granting 
undocumented migrants the same access as citizens.

Our findings drive home the need to rethink the relationship between migration, social welfare, and 
the state. In an era of neoliberalism and austerity, any effort to extend public health benefits demands 
greater attention. Our findings also make clear that debates about access to social welfare cannot stop 
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at the national level, particularly in countries where political power is decentralized and sub-national 
governments have significant policy leeway. An individual’s resource environment is strongly shaped by 
the way that sub-national governments respond to demographic changes in the immigrant population 
from below and to changes in public healthcare policy from above. While we do not cover this here, 
an important next step in our research would be to analyze if and how sending-country governments 
also contribute to migrants’ resource environments by facilitating access to care.

The state and social provision

As the introduction to this special volume makes clear, the four potential sources of social protection 
are: (1) the state; (2) the market; (3) third-sector actors such as NGOs and church groups; and (4) 
individual personal networks (Levitt et al. 2016). For most individuals, the state is the most important 
provider. Firstly, despite two decades of retrenchment and neoliberalism, most citizens in both mid-
dle-income and high-income countries still look to the state for some measure of social protection 
(McKee, Balabanova, Basu, Ricciardi, & Stuckler, 2013; Pierson, 2002; Swank, 2002). This is particu-
larly true when it comes to health: even countries without universal public healthcare systems have 
programmes for vulnerable groups such as the elderly, pregnant women, or children.

Secondly, a closer look at the other, non-state sources of social protection reveals that states often 
play an indirect but important role in these areas as well. It is the state which sets the rules and reg-
ulations by which the market functions. By enacting new legislation, it can create new markets for 
services or shut them down. In addition, the state often underwrites the activities of third-sector 
actors, which increasingly administer social services (Kamerman & Kahn, 2014). Finally, by exerting 
even a minimal level of control over remittance flows, states also shape when and how individuals and 
communities can leverage personal networks to gain access to social services (Burgess & Tinajero, 
2011), including healthcare.

The literature on comparative social policy and the welfare state has historically focused on nation-
al-level differences in welfare and social policy regimes. Esping-Andersen (1990) identified three key 
welfare-regime typologies: liberal, corporatist, and social democratic. While the focus in liberal states is 
on means-tested assistance, limited benefits, and a strong role for the private sector, social-democratic 
countries give the state a far more central role in social protection, and grant high levels of universal 
services and benefits. Corporatist welfare states rely on individual contributions to social insurance 
schemes, and the state only steps in once family resources are exhausted. Later, a fourth group, the 
‘Mediterranean welfare states’ also emerged in the literature (Esping-Andersen, 1999; Ferrera, 1996). 
These states, which include Portugal, Italy, Spain, and Greece, are seen as distinct because their social 
spending tends to lag behind the corporatist and social-democratic welfare states of Northern Europe, 
while the risks of poverty and levels of inequality are higher in the Mediterranean states (Gal, 2010). 
In addition, the Mediterranean welfare states’ labour markets tend to be quite rigid, creating pro-
tected ‘insiders’ and vulnerable ‘outsiders’, while at the same time the family is still expected to play 
a central role in key forms of social protection, most notably care for children and the elderly. These 
four typologies reflect clear differences in underlying values and ideologies toward the welfare state 
and the role of government. They also strongly influence how and when non-citizens gain access to 
the welfare state: Sainsbury (2006) finds that non-citizens have more access to social protection in 
corporatist or social democratic welfare states than in liberal welfare states.

However, a separate strand of the welfare literature takes a different view of the interaction between 
the welfare state and immigration. Instead of pre-existing institutions and policy-shaping access, levels 
of diversity (including shifts driven by immigration) affect social protection availability. Alesina and 
Glaeser (2004) argue that the more racially heterogeneous the population, the less developed is the 
welfare state. Soroka, Banting, and Johnston (2006) apply a similar argument but specifically related 
to migration: higher immigration rates are associated with slower rates of welfare spending increases.

Finally, a third body of research sees changes in welfare policy as tied to the behaviour of key con-
stituent groups. ‘Settler societies’ – that is, modern states founded and populated by immigrants and 
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their descendants – have dense networks of interest groups and allies committed to defending the rights 
of non-citizens (Freeman, 1995). By comparison, ‘new destination’ countries – places where immigra-
tion is a recent phenomenon – may lack the established institutions which provide social services to 
immigrants, and the political organizations committed to extending and/or protecting government 
services for non-citizens (Waters & Jiménez, 2005). Moreover, unlike settler states, non-citizens in 
new destinations are far less likely to be viewed as an important political constituency. Just as welfare 
state typologies can affect how non-citizens access the political process (Levitt, 2015).

Bringing the (sub-national) state back in: the United States and Spain

Taken together, the literature offers three key arguments for why states vary in protecting non-citizens: 
(1) different political and social values which manifest themselves in different welfare state typologies; 
(2) changes in levels of diversity; and (3) the political weight of immigrants and/or their allies. To date, 
most analyses have focused on the state at the national level.1 We argue that this results in a serious 
blind spot: what states do at the sub-national level can mitigate or outright thwart both the intent and 
outcomes of national-level policies.2 Our goal, therefore, is to understand how much sub-national 
actors intervene when immigrants face exclusion from national social welfare programmes – and why?

To map the role of sub-national governments in facilitating or thwarting non-citizen access to 
healthcare, we use the cases of the US and Spain. At first glance, these countries might appear to be 
vastly dissimilar when it comes to welfare policy and immigration. Firstly, while the US is notable 
for its status as a prototypical liberal welfare state, Spain’s government takes a far more central role 
in social policy and is usually classified as a corporatist or Mediterranean state. The two countries 
also differ when it comes to healthcare. In the US, publicly funded national healthcare programmes 
are limited to key ‘vulnerable populations’ – namely, children, the very poor, and the elderly. Spain, 
in contrast, offers universal coverage as a constitutionally guaranteed right, and aside from prescrip-
tion drugs Spaniards pay no out-of-pocket expenses (Sarsanedas, 2013). These differences are also 
reflected in citizens’ different attitudes and values towards the role of government in providing social 
protection. Using data from the 2010–2014 wave of the World Values Survey, we find that Spaniards 
are almost twice as likely as Americans to believe that the government should take more responsibility 
for ensuring that everyone is provided for (see Table 1)3. Conversely, Americans are three-and-a-half 
times more likely than Spaniards to believe that people should take more responsibility for providing 
for themselves (see Table 1).

Secondly, the US and Spain have had very different experiences with immigration. The overall level 
of the foreign-born population is quite comparable, accounting for 12.9% of the US population in 
2010 and 11.2% of the Spanish population in 2011.4 However, their respective histories of immigration 
are quite distinct. While the US is a prototypical ‘settler state’ whose population was essentially from 
international migration since its foundation, Spain is a ‘new destination’ country whose proportion of 
foreign-born population has only caught up to US levels in the last two decades. Consequently, based 
on the literature on immigration states, we would expect that social services might be more limited 
for immigrants in Spain than in the US, and that any attempt to restrict social benefits to non-citizens 
would be met with more vocal, powerful and well-organized political resistance in the US – where 
immigrants rights organizations have flourished for decades. This characterization has some empirical 

Table 1. Attitudes towards government vs. individual responsibility for wellbeing by country.

 ource: World ealues  urvey 2010–2014 wave.

‘The government should take more responsibility to ensure that everyone is provided for/People should take more 
responsibility to provide for themselves’
Government vs. dndividual Dffort  pain t 
1 to 3 (Government should take more responsibility) 38.6 19.4
4 to 7 (eeutral) 48.6 39.7
8 to 10 (oeople should take more responsibility) 10.3 37.9
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support: while the power of immigrants’ rights groups in the US is well documented, recent studies 
of immigration politics and immigrant civil society in Spain suggest that migrant access to political 
power, particularly through forums and consultative bodies, is more limited than in other European 
countries with a longer history of migration (Migrant Integration Policy Index [MIPEX], 2015).

Although demographically similar in terms of size and composition, immigrants also have very 
different political and legal standing in the US and Spain. Both have a relatively high degree of clandes-
tine border-crossing and undocumented migration, but the US’s undocumented population is almost 
double Spain’s: of the foreign-born, 12.7% in Spain and 28.7% in the US lack authorization.5 In both 
countries, Latin Americans dominate migration flows: 54% of the immigrants to the US and 40.2% of 
immigrants to Spain hail from the region (United States Census Bureau, 2012; INE, 2011). However, 
Latin American immigrants in Spain find that they have a much easier pathway to citizenship than 
their counterparts in the US, due to preferential status for immigrants from former Spanish colonies. 
Ultimately, immigrants in Spain face fewer legal hurdles to establishing residency and citizenship 
which would guarantee them unfettered access to the welfare state.

Yet despite these differences, the US and Spain are similar in key ways which make them theoreti-
cally interesting cases for exploring questions about how immigrants access social protection. Firstly, 
they are two of the most decentralized democracies in the world, with sub-national units (states in the 
US, and comunidades autonomas or ‘autonomous communities’ in Spain) setting their own insurance 
regulation, education, and public health policies, along with a range of other social programmes.6 One 
key difference, however, is that while the 50 states of the US are equal under the Constitution, the level 
of political and economic autonomy granted to autonomous communities in Spain varies. The Spanish 
government has devolved power asymmetrically to the autonomous communities, particularly when it 
comes to the Catalan and Basque national minorities who have long been linguistically, economically, 
and institutionally distinct from the rest of the country. For example, special charters recognizing its 
historic autonomy from Madrid allow the Basque government to levy its own taxes and pay an annual 
administrative fee to the capital for key national programmes such as defence and diplomacy.

Secondly, in part owing to the institutional division of political power, both countries have experi-
enced serious policy struggles between national and sub-national governments. In the US, for exam-
ple, the 1994 California ballot initiative known as Proposition 187 directly challenged federal law by 
attempting to make undocumented immigrants ineligible for public services. Although it was quickly 
deemed unconstitutional, it led other states to explore restricting social welfare as a means of con-
trolling immigration. In Spain, the current division of power between the national government and 
autonomous communities has prevented the latter from developing a comprehensive public policy 
on immigration (Zapata-Barrero, 2010, 2012). This is particularly problematic in Catalonia given its 
strong territorial identity and because, historically, disproportionate numbers of internal and inter-
national migrants have moved there due to its strong regional economy. Despite the best efforts of 
Catalan policymakers who have often been at the vanguard of policy experimentation using lessons 
from abroad in Spanish politics, efforts to create an autonomous immigration policy at the sub-national 
level have failed (Davis, 2009).

Finally, despite significant differences in national welfare state models and historical experiences 
with migration, the US and Spain have seen surprisingly similar sub-national reactions to national-level 
changes in health policy. In the US, there was enormous variation in the response of states to the 2010 
Affordable Care Act, which while designed to increase access to coverage placed heavy restrictions on 
non-citizens. While 82% of states offered some form of extended benefits, whether through expand-
ing Medicaid, contributing to federal supplementary benefits, or offering a state benefits plan, these 
programmes generally followed federal guidelines governing eligibility rules for non-citizens.7 Only 
10% of states (i.e. five states) offered direct assistance to immigrants who did not qualify for any fed-
eral programmes (see Table 2). Similarly, Spain’s autonomous communities varied in their responses 
to the national government’s 2012 healthcare reforms, the Real Decreto-Ley 16/2012 (Royal Decree 
Law), which ended public health coverage for the undocumented. Eight out of the 17 autonomous 
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communities rejected the law and continued to provide full services to the undocumented (see Table 3).  
That this happened in the middle of a crippling recession is all the more striking.

Therefore, sub-national governments clearly do intervene to mitigate immigrant exclusion from 
social welfare programmes. But why do they do so and why do their responses vary? In order to under-
stand these sub-national dynamics, we use the existing national-level literature as a guide. Firstly, we 
assess whether differences in political and social values concerning the role of government and social 
policy can explain these differences. Secondly, we look at changes in levels of diversity, in this case 
using changes in the immigrant population between census periods, to see if this explains sub-national 
behaviour.8 Finally, we examine the extent to which these differences are driven by the political weight 
and level of mobilization of immigrant communities and allies.

In the next section, we document and explain sub-national policy differences in the US before 
turning to Spain in the section which follows.

Explaining sub-national differences in the United States

The passage of the 2010 Affordable Care Act (ACA) precipitated a sea change in how healthcare in 
the US is financed and organized. While the key aim of this legislation was to decrease the numbers 
of uninsured through a combination of subsidies, market exchanges, and the extension of Medicaid, 
undocumented immigrants were still unable to access these subsidized programmes. Even migrants 
with documents remain uninsured at significantly higher levels than the native-born. These massive 
national changes also precipitated significant changes – and variation – in state-level policies. While 
some states exclude migrants from public health programmes, others subsidize third-party community 
organizations such as non-profit clinics or even offer direct, state-funded services to non-citizens.

While legal permanent residents were required under the new healthcare mandate to have cov-
erage, they were also eligible to buy insurance on government exchanges or to apply for subsidies. 
Undocumented immigrants are not required to have insurance, and they do not qualify for exchanges, 
subsidies, or Medicare, the federal health programme for the poor. Consequently, while the ACA 
may have expanded access to care for many American citizens and legal permanent residents, it had 
a negligible effect on uninsured rates for the undocumented, many of whom would have qualified for 
income-based subsidies were it not for their legal status.

Although it limits non-citizen access to federal subsidies and programmes via residency require-
ments, the ACA allows states to establish their own policies, including their own exchanges or alter-
native resources for immigrants. This produced enormous variation across states with respect to 
their public sector contributions to individuals’ resource environments (see Table 2). The first point 
of difference was whether or not states accepted federal subsidies to expand Medicaid coverage at the 
state level. Accepting the subsidies would allow low-income individuals who previously earned too 
much to qualify for the programme but could not afford private insurance to access care. Given the 
well-documented wage gap between citizens and legal permanent residents versus undocumented 
migrants, expanding medical benefits at the state level would have had a disproportionately positive 
impact on non-citizens. In addition, states could choose to waive the five-year eligibility-waiting 
period for legal residents. In most cases, partisan politics ultimately determined state’s choices. Many 
Republicans strongly oppose the ACA, or ‘Obamacare’, and therefore accepting federal subsidies for 
state-level Medicaid expansion was a step they were not willing to take. Subsequently, 24 states opted 
out of extending Medicaid to anyone – citizen or non-citizen residents – including ‘new destination’ 
states in the South and West, such as Georgia and South Carolina, where the immigrant population 
had increased significantly during the 2000s.

In addition to Medicaid, states could also choose whether or not to offer federal supplemen-
tary benefits or create their own programmes to provide some health and welfare coverage to non- 
citizens. While federal supplementary benefits primarily target vulnerable populations, such as  
children and pregnant women, under the 2009 Children’s Health Insurance Program Reauthorization 
Act (CHIPRA), states could accept federal money to fund healthcare to children and pregnant women 
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who were legal immigrants. Beyond the immigration requirement, states could also put in place their 
own regulations, including allowing access for individuals who did not meet the five-year residency 
requirement for Medicaid. Again, these programmes are still off-limits to undocumented immigrants.

Table 2. pedicaid, supplementary benefits, and state assistance for immigrants by state (t ).

 ource: oew Charitable ntrusts (2014); eational Conference of  tate eegislatures (eC e) (2012).

State 
Supplemented 

assistance

Types of supplemented assistance

Political  
control of state 

government 
2010

Expanded 
medicaid?

Federal sup-
plemen-tary 

benefits

State sup-
plemen-tary 

benefits

State assis-
tance for 

non-qualified 
immigrants

Alabama eo eo eo eo eo oepublican
Alaska Yes eo eo Yes eo rdivided
Arizona Yes Yes eo Yes eo oepublican
Arkansas Yes Yes Yes eo eo rdemocratic
California Yes Yes Yes Yes Yes rdemocratic
Colorado Yes Yes Yes eo eo rdivided
Connecticut Yes Yes Yes Yes eo rdemocratic
rdelaware Yes Yes Yes Yes eo rdemocratic
xlorida eo eo eo eo eo oepublican
Georgia Yes eo eo Yes eo oepublican
Hawaii Yes Yes Yes Yes Yes rdemocratic
ddaho eo eo eo eo eo oepublican
dllinois Yes Yes Yes Yes eo rdemocratic
dndiana eo eo eo eo eo oepublican
dowa Yes Yes Yes Yes eo rdivided
Kansas eo eo eo eo eo oepublican
Kentucky Yes Yes Yes eo eo rdivided
eouisiana Yes eo Yes eo eo rdivided
paine Yes eo Yes Yes eo oepublican
paryland Yes Yes Yes Yes eo rdemocratic
passachusetts Yes Yes Yes Yes eo rdemocratic
pichigan Yes Yes Yes eo eo oepublican
pinnesota Yes Yes Yes Yes Yes oepublican
pississippi eo eo eo eo eo rdemocratic
pissouri eo eo eo eo eo oepublican
pontana Yes eo Yes eo eo oepublican
eebraska Yes eo Yes eo eo eon-partisan
eevada Yes Yes eo Yes eo rdemocratic
eew Hampshire Yes Yes eo Yes eo oepublican
eew Jersey Yes Yes Yes Yes eo rdemocratic
eew pexico Yes Yes Yes Yes eo rdemocratic
eew York Yes Yes Yes Yes Yes rdivided
eorth Carolina Yes eo Yes eo eo oepublican
eorth rdakota Yes Yes eo eo eo oepublican
hio Yes Yes Yes eo eo oepublican
klahoma Yes eo Yes eo eo oepublican
regon Yes Yes Yes Yes eo rdivided
oennsylvania Yes eo Yes Yes eo oepublican
ohode dsland Yes Yes Yes Yes eo rdemocratic
 outh Carolina eo eo eo eo eo oepublican
 outh rdakota eo eo eo eo eo oepublican
ntennessee Yes eo Yes eo eo oepublican
ntexas Yes eo Yes eo eo oepublican
ttah Yes eo eo Yes eo oepublican
eermont Yes Yes Yes Yes eo rdemocratic
eirginia Yes eo Yes eo eo rdivided
Washington Yes Yes Yes Yes Yes rdemocratic
West eirginia Yes Yes Yes eo eo rdemocratic
Wisconsin Yes eo Yes Yes eo oepublican
Wyoming Yes eo Yes Yes eo oepublican
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Finally, states could establish their own coverage programmes independent of existing federal 
programmes. To date, only California and Hawaii offer status-blind state assistance. They are joined 
by Washington, New York, and Minnesota as the only five states in the US offering public benefits to 
‘non-qualified’ immigrants (Fortuny & Chaudry, 2011). California stands out as the state which has 
moved most aggressively to extend publicly funded health coverage to immigrants with and with-
out documents. Both groups can apply for ‘Covered California’, a publicly subsidized, state-backed 
healthcare programme. Although undocumented immigrants are technically ineligible for Covered 
California, by applying it may become clear that they are eligible for Medi-Cal, the state healthcare 
programme for low-income residents. That said, Medi-Cal coverage for undocumented immigrants 
is not comprehensive – it is generally limited to pre-natal care, emergency services, and long-term 
care services.

We can, therefore, classify sub-national policies by their openness to non-citizen eligibility. The 
first option was to offer supplementary benefits using federal guidelines for non-citizen eligibility. This 
option includes expanding Medicaid, federal supplementary benefits, and state supplementary benefits. 
The second option was to offer state assistance to non-qualified immigrants, i.e. going beyond the 
limits of federal eligibility guidelines. Out of the 50 states, nine offered no supplementary benefits at 
all (to non-citizens and citizens alike), five offered programmes for which non-qualified immigrants 
were eligible, and the remaining 39 offered some combination of supplementary benefits using federal 
eligibility guidelines (see Table 2).

Evaluating national literature via sub-national policy changes in the United States

At the cross-national level, there are clear differences in values and attitudes towards government and 
individual well-being which underpin welfare policy. Do such differences in values explain variation 
at the sub-national level?

While Americans are uniformly less inclined than their Spanish counterparts to agree to the state-
ment that the government should take more responsibility to provide for individuals, there is enor-
mous variation between Americans if we separate responses by party affiliation (see Table 4). Only 
6.2% of Republicans thought that the government should take more responsibility to ensure that 
everyone was provided for vs. 30.8% of Democrats. On the other end of the scale, a whopping 70% 
of Republicans thought that people should take more responsibility for themselves – nearly double 
the rate for Democrats (38%).

Table 3. Compliance with oeal rdecreto 16/2012 and political control by autonomous community ( pain).

 ources: onteD 2012.

Autonomous community Complied with real decreto 16/2012? Lead coalition partner in May 2012
Andalusia eo o D
Aragon Yes oo
Asturias eo o D
Balearic dslands Yes oo
Canary dslands eo o D
Cantabria Yes oo
Castile – eeon eo oo
Castile – ea pancha Yes oo
Catalonia eo Cit
ealencia Yes oo
Dxtremadura Yes oo
Galicia eo oo
padrid Yes oo
purcia Yes oo
eavarre eo toe
Basque Country eo o D
oioja Yes oo
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If we apply these political values to state-level politics, we would expect to see states controlled by 
Republicans to be less likely than states controlled by Democrats to have extended supplementary 
benefits to non-citizens (see Table 2). Not surprisingly, of the nine states which offered no supplemen-
tary benefits to anyone – citizens and non-citizens alike – eight had state legislatures controlled by 
Republicans. At the other end of the policy spectrum, of the five states which offered state assistance 
to non-qualified immigrants, three were controlled by Democrats, one was divided (New York), and 
while Minnesota was in Republican hands when the ACA was passed in 2010, it had a divided gov-
ernment when it came time to extend supplementary benefits in 2014.

Might changes in the immigrant population at the sub-national level explain variation in responses 
to the ACA? Although the US is a ‘settler state’, the regional distribution of immigrant populations 
internally has historically been uneven. While some old destination states, most notably California 
and New York, have been home to multiple waves of immigrants since their initial settlement, others, 
particularly in the South and Great Plains states, have not seen significant levels of immigration since 
they were first settled by Europeans. However, over the last three decades, patterns of immigration 
and settlement have changed significantly, leading to the emergence of so-called ‘new destination 
states’, most notably Arizona, Nevada, Georgia, North Carolina, Oregon, and Virginia (Marrow, 2005).

A sub-national examination of changes in the population shows that Southern and Midwestern 
Great Plains states such as South Carolina and South Dakota have seen the sharpest increases in their 
foreign-born populations between 2000 and 2010 (see Table 5). However, though the foreign-born 
populations of these states increased over 50 percent, they were starting from a very low baseline. 
While none of these states offered supplementary benefits to immigrants who did not qualify for federal 
programmes, half of them did not offer supplementary benefits to anyone – citizen or non-citizen. 
Given that they are all Republican strongholds at the state level, and citizens were excluded from sup-
plemental benefits as well, it is likely that political values are driving the politics of social protection 
more than population changes.

As expected, ‘old destination’ states were among those which offered some ACA extensions that 
were open to immigrants. New York, California, and Hawaii even went so far as to offer supplemen-
tary benefits for non-qualifying immigrants. However, this was not the first time that old destination 
states have rejected federal social policy as it applied to non-citizens. Before the 2010 Affordable Care 
Act radically redrew the boundaries of publicly subsidized coverage, a precedent was set by the 1996 
Personal Responsibility and Work Opportunity Act (PRWORA). As part of broader welfare reform, 
PRWORA explicitly limited non-citizen access to federal public health benefits: legal permanent res-
idents had a five-year waiting period before they became eligible, and temporary and undocumented 
immigrants were not eligible at all. California’s response is instructive: immigrants rights groups pushed 
hard against proposed cuts in services, and some city and county service providers flatly refused to stop 
serving undocumented clients (Association of Bay Area Governments [ABAG], 1997). The readiness 
of community groups, bureaucrats, and some local officials to challenge the law was in part due to past 
experience: California opened the national debate over undocumented immigrant access to public 
services when Proposition 187 passed in 1994. In the wake of that debacle, not only were immigrants 
rights groups already well positioned to fight programmes restricting access to healthcare, but also 
a record number of Latinos registered to vote ahead of the 1996 election cycle (Pantoja, Ramirez, & 

Table 4. Attitudes towards government vs. individual responsibility for wellbeing by party affiliation (t ).

 ource: World ealues  urvey 2010–2014 wave.

‘The government should take more responsibility to ensure that everyone is provided for/People should take more 
responsibility to provide for themselves’

Government vs. Individual Effort Republican Democrat Undecided
1 to 3 (Government should take more responsibility) 6.2 30.8 15.6
4 to 7 (eeutral) 22.2 48.8 44.2
8 to 10 (oeople should take more responsibility) 70.6 18.2 38
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Segura, 2001). Collectively, they created a political deterrent to overly zealous state legislation seen as 
unfairly limiting immigrant access to public health programmes – something nearly impossible to do 
in new destination states. While the national political climate worked against migrants receiving public 
health benefits, advocacy groups and allies at the state and local levels staved off additional retrench-
ment. Taken together, the PRWORA responses and the post-ACA development of state assistance for 

Table 5. Changes in the foreign-born population by state, 2000–2014 (t ).

 ource: oew Charitable ntrusts (2014); tnited  tates Census Bureau (2000, 2014)).

State 
Supplemented 

assistance
Foreign-born popula-

tion, 2000

Foreign-born popula-
tion, 2010–2014 (ACS 

average)

Change in for-
eign-born popula-

tion, 2000–2014 (%)
Alabama eo 2.0 3.5 75.0
Alaska Yes 5.9 7.1 20.3
Arizona Yes 12.8 13.5 5.5
Arkansas Yes 2.8 4.6 64.3
California Yes 26.2 27.0 3.1
Colorado Yes 8.6 9.8 14.0
Connecticut Yes 10.9 13.7 25.7
rdelaware Yes 5.7 8.4 47.4
rdistrict of Columbia Yes 12.9 14.0 8.5
xlorida eo 16.7 19.6 17.4
Georgia Yes 7.1 9.7 36.6
Hawaii Yes 17.5 17.9 2.3
ddaho eo 5.0 6.0 20.0
dllinois Yes 12.3 13.9 13.0
dndiana eo 3.1 4.8 54.8
dowa Yes 3.1 4.7 51.6
Kansas eo 5.0 6.8 36.0
Kentucky Yes 2.0 3.4 70.0
eouisiana Yes 2.6 3.9 50.0
paine Yes 2.9 3.5 20.7
paryland Yes 9.8 14.2 44.9
passachusetts Yes 12.2 15.3 25.4
pichigan Yes 5.3 6.2 17.0
pinnesota Yes 5.3 7.5 41.5
pississippi eo 1.4 2.2 57.1
pissouri eo 2.7 3.9 44.4
pontana Yes 1.8 2.0 11.1
eebraska Yes 4.4 6.5 47.7
eevada Yes 15.8 19.1 20.9
eew Hampshire Yes 4.4 5.6 27.3
eew Jersey Yes 17.5 21.5 22.9
eew pexico Yes 8.2 9.9 20.7
eew York Yes 20.4 22.3 9.3
eorth Carolina Yes 5.3 7.6 43.4
eorth rdakota Yes 1.9 2.9 52.6
hio Yes 3.0 4.1 36.7
klahoma Yes 3.8 5.6 47.4
regon Yes 8.5 9.8 15.3
oennsylvania Yes 4.1 6.1 48.8
ohode dsland Yes 11.4 13.1 14.9
 outh Carolina eo 2.9 4.8 65.5
 outh rdakota eo 1.8 2.9 61.1
ntennessee Yes 2.8 4.7 67.9
ntexas Yes 13.9 16.5 18.7
ttah Yes 7.1 8.4 18.3
eermont Yes 3.8 4.2 10.5
eirginia Yes 8.1 11.6 43.2
Washington Yes 10.4 13.3 27.9
West eirginia Yes 1.1 1.5 36.4
Wisconsin Yes 3.6 4.7 30.6
Wyoming Yes 2.3 3.4 47.8
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non-qualified immigrants supports the argument that immigrants in ‘old destinations’ have significant 
political advantage when it comes to gaining (and maintaining) access to social protection.

Conclusion
There are clear differences between states which offered no supplemental benefits at all, and those 
which extended coverage above and beyond federal eligibility requirements. While the former are 
overwhelmingly conservative with small and relatively new immigrant populations, the latter tend 
to lean more to the left and have well-established networks of pro-immigrants rights organizations 
and allies. The most interesting cases, however, are the ones which fall in the middle. Georgia is a 
prime example: it is staunchly conservative, experienced some of the most dramatic changes in racial 
and ethnic diversity in the US produced by internal and international migration, and is a new des-
tination for immigrants – yet it set up a state supplementary benefits programme which did allow 
some access for non-citizens. Similarly, North Carolina, another conservative state which experienced 
a significant increase in the foreign-born population, maintained non-citizen eligibility for federal 
supplementary benefits. While neither state went as far as California and New York, immigrant access 
to social protection in new destinations definitely warrants further investigation (see Marrow, 2009). 
The implementation of the ACA brings to light the importance of sub-national actors in enabling or 
maintaining access to social protection in the US. But while states clearly play a role in closing gaps 
in federal coverage, there is only so much state and local governments can do. Using public funds to 
provide social protection to undocumented individuals is still severely restricted.

Explaining sub-national differences in Spain

In sharp contrast to the US, Spain has a national, universal healthcare system. The right to social 
assistance is guaranteed in Articles 41 and 43 of the Spanish Constitution and has been further insti-
tutionalized through legislation. Law 14/1986 addressed the scope of the guarantee, asserting that this 
right extended to ‘all Spaniards and foreigners that have established their residence in the national 
territory’ (Ley 14/1986, General de Sanidad,1986). The significance of this is twofold: every individual 
is entitled to healthcare regardless of their employment status or income, but this eligibility is based on 
residency. The question of residency for non-citizens was further clarified by the Organic Law 4/2000, 
which established that the right to enjoy social welfare would be extended to anyone on the municipal 
register, whether a citizen or non-citizen (Ley Orgánica 4/2000, Sobre Derechos, 2000).

However, as Spain’s levels of immigration rose throughout the 2000s, and the economy collapsed at 
the end of the decade, the political mood shifted. In 2011, the conservative Partido Popular (PP) won 
national elections, and in 2012 the government introduced the Real Decreto-Ley 16/2012. Similar to 
US reforms in the 1990s, this law sought to exclude the undocumented from public health services, 
with some exceptions—emergency room visits, children, and pre-natal care. Some of the arguments 
in favour of the reforms echo those made in the US: PP government officials claimed that the changes 
would prevent foreigners from gaming the system for the purposes of welfare tourism, discourage 
illegal immigration, and save the government money (‘España tiene’, 2012). The one key difference 
was that the Spanish government created a buy-in option for individual coverage: undocumented 
individuals could buy public coverage at a cost of 59 euros per month – a rate which critics noted was 
higher than private medical insurance (Elorza & De Benito, 2012). Even with this option, an estimated 
500,000 immigrants would be without coverage after the reforms (Legido-Quigley et al., 2013).

Although the law passed, it only had support from the PP in the national legislature. Reactions 
at the sub-national level were similarly fractious: Galicia, Andalusia, Catalonia, the Basque Country, 
Asturias, the Canary Islands, Castille-Leon, and Navarre flatly refused to exclude the undocumented 
from public health services (‘Ocho Comunidades’, 2012). This was not a meaningless threat: together, 
these communities account for 49% of the foreign-born population (INE, 2011). The governments 
controlled by regional nationalists took particularly swift action: the Basque Nationalist Party (PNV) 
quickly won a court order allowing it to continue providing free services to the undocumented in the 
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Basque Country, and the CiU-led government in Catalonia (Convergence and Unity, the largest Catalan 
nationalist party) filed suit shortly after the ruling.9 The rebellion was not limited to opposition parties, 
however: Galicia is not only controlled by the PP, but has long been a conservative stronghold – and 
it too rejected the new national law.

Evaluating national literature via sub-national policy changes

What explains sub-national variation in response to the Spanish national policy limiting non-citizen 
access to healthcare? Again, we evaluate arguments based on values, the scale of immigration, and 
the status and size of the immigrant community (‘old’ vs. ‘new’ destinations).

As in the US, we see significant differences in values across individuals who identify with specific 
parties (see Table 6). Among Spain’s major political parties, members of the PP are the least likely to 
think that the government should take more responsibility for people’s wellbeing. In contrast, Basque 
(PNV) and Catalan (CiU) respondents were more likely to agree that the government should take 
responsibility for people’s wellbeing than even members of the Socialist party (PSOE). Do these values 
translate into social protections for the undocumented?

An overview of the party composition of the autonomous community legislatures in 2012 at the 
time the law was proposed suggests that political ideologies, as measured by party affiliation, may 
partially predict regional responses to Ley 16/2012 (see Table 3). Of the eight autonomous communi-
ties which rejected the law, four were led by the PSOE, two by the PP, and two by regional nationalist 
parties (the CiU and UPN). Put differently, every region controlled by the PSOE or nationalist parties 
tended towards government intervention. While a majority of PP-controlled autonomous communities 
complied with the national decree, two, Galicia and Castille-Leon, chose to reject the policy change 
in order to continue providing health services to the undocumented.

Do changes in the immigrant population explain how autonomous communities responded to 
national health reforms? Since 2001, every region of Spain has seen their foreign-born population at 
least double (see Table 7). Interestingly, the autonomous communities which bucked the national law 
were clustered at both the lower end and the higher end of the distribution when it comes to the change 
in the foreign-born population between 2001 and 2011. Therefore, changes in immigration-driven 
levels of diversity do not seem to explain policy decisions about maintaining access to public healthcare.

Finally, because Spain is a ‘new destination’, unlike the US it does not have historic gateway or ‘old 
destination’ regions. However, the fact that international migration is a relatively new phenomenon 
for most of the country makes the willingness of renegade autonomous communities to maintain 
services for the undocumented even more surprising because there are few strong immigrants rights 
organizations trumpeting their cause. Overall, at the sub-national level, Spain seems to defy some of 
the usual conventions around the welfare state and changes in the immigrant population.

Table 6. Government vs. individual responsibility for wellbeing by party affiliation ( pain).

 ource: World ealues  urvey 2010–2014 wave.

‘The government should take more responsibility to ensure that everyone is provided for/People should take more 
responsibility to provide for themselves’

PSOE PP IU BG CC PNV CiU ERC NaBai UPyD Undecided
1 to 3 (Government should 
take more responsibility)

38.8 31 53 100 49 74.4 44 41.1 18.2 46.1 43.5

4 to 7 (eeutral) 50.4 49 39 0 51 25.6 47 39.5 81.8 45.2 45.9
8 to 10 (oeople should take 
more responsibility)

7.6 17 6 0 0 0 8.9 19.4 0 8.7 8.5

(N) 205 304 54 2 2 16 21 12 5 14 189
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Conclusion
What could account for why Spain is different from the US when it comes to migration and social 
policy? To some extent, political values seem to be driving sub-national differences. But as with Georgia 
in the US, Galicia and Castille-Leon emerge as outlier cases which warrant further study.

An intriguing alternative explanation in the Spanish case may be the role of immigrant voting 
rights. In Spain, some non-citizen immigrant groups have local voting rights, including all migrants 
from other parts of the European Union and a significant handful of South American-sending states. 
It would be interesting to test whether immigrant voter mobilization – or the potential for that mobi-
lization – played a role in shaping how local political leaders responded to national changes in policy. 
While this is not so far-fetched, given the Latino mobilization in the wake of Proposition 187 in the 
US, by all accounts immigrant voter registration and participation rates in Spain remain low.

Conclusion

This paper addresses two key questions: to what extent do sub-national actors intervene when non- 
citizens face exclusion from national social welfare programmes, and what might explain their  
behaviour? We find that sub-national governments often do provide some level of non-citizen social 
protection to compensate for policy gaps at the national level, even in the case of undocumented 
immigrants. However, these responses vary significantly and are not easily explained by the existing 
literature on the welfare state and immigration. Firstly, consistent with the literature on welfare state 
typologies, we would expect that the different political and social values underpinning these typologies 
would help to explain different social policy outcomes. While values do seem to explain differences in 
social protection at the national level, they cannot fully explain sub-national differences, for several 
states and autonomous communities in both the US and Spain which have more politically con-
servative values regarding the role of government in social protection nevertheless sought to extend 
government health coverage to non-citizens. Secondly, drawing from the literature on diversity and 

Table 7. Changes in the foreign-born population of by autonomous community, 2001–2011 ( pain).

 ource: deD (2011) oopulation and Housing Census.

Autonomous 
community

Total popu-
lation, 2001

For-
eign-born 

population, 
2001

% For-
eign-born, 
2001 (%)

Total popu-
lation, 2011

For-
eign-born 

population 
2011

% for-
eign-born, 
2011 (%)

Change 
in for-

eign-born 
population, 
2001–2011 

(%)
eational ntotal 40,847,371 1,572,013 3.8 46,815,916 5,252,473 11.2 234.1
Andalusia 7,357,558 178,130 2.4 8,371,270 658,139 7.9 269.5
Aragon 1,204,215 38,314 3.2 1,344,509 164,770 12.3 330.1
Asturias 1,062,998 13,254 1.2 1,075,183 47,711 4.4 260.0
Balearic 
dslands

841,669 68,825 8.2 1,100,503 222,120 20.2 222.7

Basque 
Country

2,082,587 31,168 1.5 2,185,393 141,947 6.5 355.4

Canary dslands 1,694,477 97,950 5.8 2,082,655 276,524 13.3 182.3
Cantabria 535,131 8,661 1.6 592,542 37,457 6.3 332.5
Castile – ea 
pancha

2,456,474 37,674 1.5 2,106,331 215,469 10.2 471.9

Castile – eeon 1,760,516 40,668 2.3 2,540,188 163,260 6.4 301.4
Catalonia 6,343,110 310,307 4.9 7,519,843 1,128,445 15.0 263.7
Dxtremadura 1,058,503 11,271 1.1 1,104,499 38,698 3.5 243.3
Galicia 2,695,880 35,152 1.3 2,772,928 103,685 3.7 195.0
padrid 5,423,384 366,096 6.8 6,421,874 945,252 14.7 158.2
purcia 1,197,646 69,556 5.8 1,462,128 226,343 15.5 225.4
eavarre 555,829 24,274 4.4 640,129 65,323 10.2 169.1
oioja 276,702 12,865 4.6 321,173 44,121 13.7 243.0
ealencia 4,162,776 217,673 5.2 5,009,931 756,772 15.1 247.7
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the welfare state, we would also expect that changes in levels of diversity would explain differences 
in welfare state policies. While this may to some extent explain welfare retrenchment at the national 
level in the Spanish case, it is not clear that this explanation holds at the sub-national level given our 
observation of resistance to cuts in social protection for the undocumented in autonomous commu-
nities where there were both high and low rates of change in the size of the immigrant population. In 
the US, Georgia was an interesting outlier, as it maintained some social protection for non-citizens 
despite the fact that it had one of the fastest-growing immigrant populations in the country during 
the 2000s, and it is a politically conservative state. Finally, we would expect that immigrants and their 
allies would carry greater political weight – and therefore be better positioned to push for non-citizen 
social protection – in places where immigration was a long-established phenomenon than in places 
where it is a relatively new phenomenon. While this seemed to be the case at the sub-national level 
in the US – where well-established old destination states were relatively quick to intervene in order 
to insure some form of social protection for non-citizens – the variation among Spain’s autonomous 
communities was surprising considering that all of them are effectively ‘new destinations’ and nearly 
half made some provisions to circumvent the national government’s limitations on social protection 
for undocumented immigrants.

These contradictions between the national literature on social welfare and immigration, and the 
behaviour of sub-national governments raise new and interesting questions for future research. Why 
do politically conservative sub-national governments seek to extend government social protections, 
particularly to non-citizens (who cannot reward them electorally)? Why do some political commu-
nities with fast-growing immigrant populations perceive them as a threat, cutting off access to social 
protection, while others maintain existing policies (or seek to extend them to newcomers)? And why 
do political actors in some new destinations treat immigrants as valued constituents, despite their lack 
of political and electoral power? This last question is particularly timely and important, given that 
patterns of immigration and settlement both across and within countries have shifted significantly 
over the last two decades.

Our findings also turn our attention to the role that sending-country policies could play in shaping 
the policy dynamics of immigrant-receiving regions. Interestingly, there is an emerging pilot program 
in the US which will steer federal funds to local clinics and hospital networks targeting immigrant 
workers, but this programme will be run out of Mexico City, not Washington DC. Just as the Mexican 
consulate provides healthcare to Mexican migrants through mobile clinics in their consular offices in 
the US (as the introduction to this volume describes), so the Mexican Ministry of Health is report-
edly launching pilot projects in Washington State and North Carolina for Mexican migrant workers. 
These projects will establish clinics targeting farm workers in key migrant-receiving regions in the 
US, and link them to clinics and hospital networks in key migrant-sending regions within Mexico 
(Bustamante, Laugesen, Caban, & Rosenau, 2012). Although the scope of this proposal is limited to 
agricultural migrant workers with H1-A visas, which allow them to move back and forth easily across 
the US-Mexican border, comprehensive immigration reform could make this kind of transnational 
partnership between sending- and receiving-state actors an important component of migrant social 
protection in the future.

International migration involves the movement of individuals across national borders and, as 
such, much of our understanding of how migrants gain access to social protection comes from closely 
examining individuals’ networks and national policies governing both migration and social spending. 
Indeed, the act of migration itself can be a form of social protection for some immigrant families. 
However, by introducing the sub-national government as a critical actor, we are pushed to rethink 
our assumptions about the role of political ideology, rising diversity, and representation in efforts to 
restrict or extend social protection to non-citizens.
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Notes
1.  This is true for sending states as well as receiving states: see Délano & Gamlen, 2014; Ragazzi, 2014; Duquette-

Rury, 2014; Holzmann & Koettl, 2014; Délano, 2014.
2.  Notable exceptions are some recent policy reports. Reports by Pew Charitable Trusts (2014) and the Urban 

Institute (Fortuny & Chaudry, 2011) document state-level policies granting non-citizen access to healthcare, 
but these are neither cross-national nor do they help to explain the reasons for the variation they discover 
(although the Urban Institute study is a work-in-progress). By and large, however, research on the interaction 
between social welfare and immigration policy, particularly in the US, tends to focus on the national level or 
on individual sub-national case studies.

3.  Responses coded “No answer” or “Don’t know” in the World Values Survey data were not included in this 
analysis. Therefore, the sum of the columns may not equal 100.

4.  We use figures from 2010 and 2011 because this is the census data which best reflects the level and composition 
of the foreign-born population at the time when major healthcare reforms were debated and implemented in 
both Spain (2012) and the US (2010).

5.  Spain’s proximity to North Africa makes it a ‘border state’ within the context of Europe, and it has long been 
a transit point for migrants heading to France and the Low Countries. Although Spain has significant flows of 
undocumented workers, it also undertook periodic amnesties during its peak period of migration in the 1990s 
and 2000s. The last amnesty in 2005 granted legal status to over 700,000 immigrants (out of an immigrant 
population of 3.7 million) or 19% of the foreign-born population. More recent figures released after the 2012 
health reform estimate that approximately 800,000 immigrants in Spain do not have the legal status required 
for medical cards (Badcock, 2015) – representing 12.9% of the country’s foreign-born population of 6.2 million 
in 2015 (INE, 2015). In contrast, the US Census Bureau reports that in 2010, the undocumented population 
was an estimated 10.8 million (28.7%) out of a foreign-born population of 37.6 million (United States Census 
Bureau, 2012).

6.  The US has 50 states, plus the District of Columbia and 14 territories. Spain has 17 autonomous communities 
plus the enclaves of Ceuta and Melilla.

7.  Medicaid is a national means-tested public health programme in the US targeting the poor and disabled. 
Although the federal government sets out the basic guidelines, it is administered by the states, who have some 
leeway when it comes to extending coverage to individuals beyond the federal mandate.

8.  We use the changes in the foreign-born population from 2000–2014 in the US, and the foreign-born population 
from 2001–2011 in Spain.

9.  Ironically, Catalonia underwent their own set of fiscal and structural reforms before 2012, including deep 
spending cuts to health which were extremely controversial and damaged the popularity of the regional 
government, but they nevertheless rejected the national government’s mandate to exclude immigrants, despite 
the potential fiscal benefit.
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