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Abstract 
 

Although they are a generally healthy population, refugees in the United States 

often face conditions – both pre- and post-resettlement – that may place them at increased 

risk for certain health conditions. This is concerning, given that lawfully present 

immigrants often have substantially lower rates of health insurance than native citizens, 

and because refugees in particular tend to struggle to obtain insurance. Previous research 

suggests that, among immigrants in general, longer stays in the U.S. are positively 

associated with the probability of being insured. However, virtually nothing is known 

about the relationship between length of stay and health insurance status among refugees. 

This thesis addresses that gap in the literature, using data from the 2017 Annual Survey 

of Refugees to examine the extent to which a refugee’s length of stay in the U.S. is 

related to her likelihood of being insured. In contrast to existing research, my findings 

suggest that, the longer a refugee is in the U.S., the less likely she is to have health 

insurance. I also find that this negative relationship is stronger among refugees who have 

yet to apply for permanent resident status.  
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Introduction 

Between 2012 and 2016, the years of interest for this paper, the United States 

resettled more than 350,000 refugees (Refugee Processing Center, 2021). For many 

refugees, the experiences of being displaced and of navigating the resettlement process 

can be harrowing, often requiring that she or he leave loved ones, livelihoods, and 

personal possessions behind in search of security (Save the Children, n.d.). One 

consequence of these experiences is that, despite being a generally healthy population 

(WHO, 2019), refugees tend to face health challenges unique to their circumstances. In 

their native countries, many of them contended with unhealthy living conditions and, 

after resettlement, are at heightened risk of illnesses such as chronic stress and post-

traumatic stress disorder (PTSD) that are associated with a variety of other negative 

mental and physical health outcomes (WHO, 2019). One study found that refugees are 

nearly ten percentage points more likely than other immigrants (24.7% vs. 15.6%) to 

have one or more chronic health condition(s) (Yun et al., 2012). These conditions include 

ailments such as arthritis, heart disease, stroke, and pain-induced limited mobility (Yun et 

al., 2012).  

In addition, many refugees who lacked access to healthcare in their home 

countries are likely to remain uninsured or underinsured when they resettle in the United 

States (WHO, 2019). According to the most recently available data, 91.5% of the overall 

U.S. population has health insurance (Berchick et al., 2019), compared to 77% of 

lawfully present immigrants (Kaiser Family Foundation, 2020a).1 The insurance rate 

among refugees may be even lower, given that refugees are twice as likely as other 

 
1 I was unable to find data on the number of refugees, in particular, who are uninsured. 
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immigrants to be unemployed (Jamil et al., 2012) and that 55.4% of the U.S. population 

receives health insurance through their employers (Keisler-Starkey and Bunch, 2019). 

This disparity is concerning, given that a lack of consistent health coverage is associated 

with increased unreliability of care and with greater dissatisfaction with access to care 

(Kasper et al., 2000). Conversely, having health insurance has been shown to be related 

to a variety of desirable health outcomes, including lower rates of mortality, injury, and 

disease (Freeman et al., 2008). 

Upon resettlement in the U.S., refugees are granted eight months of short-term 

health insurance under the Refugee Medical Assistance program (RMA) (Office of 

Refugee Resettlement, 2019).2 Once RMA expires, they may seek coverage through 

programs such as Medicaid, the Children’s Health Insurance Program (CHIP), or private 

insurance (Office of Refugee Resettlement, 2019).3 However, refugees may be unaware 

of the services available to them, or they may struggle to access these services as non-

native English speakers. 

The longer a refugee is in the U.S., the more likely it may be that she will learn 

about the health-related services available to her, or her grasp of English may improve – 

which in turn might allow her to access care more easily after her eligibility for RMA 

expires. Similarly, refugees who have been in the U.S. longer may have better 

employment prospects, which could improve their ability to obtain employer-provided 

 
2 The knowledge that refugees are granted insurance through RMA is important for understanding the 
general state of refugee insurance coverage in the United States. However, RMA coverage is immaterial to 
my analysis, because the initial eight months of coverage fall outside the period covered by the survey 
whose data I use for my empirical analyses. The minimum duration of stay in my sample is two years, 
which means that none of the members of my sample would have been eligible for coverage through RMA.  
3 The Medicaid program is jointly funded by states and the federal government and provides health 
coverage to low-income and other qualifying individuals. CHIP is an expansion of Medicaid that provides 
health benefits to children (Centers for Medicare & Medicaid Services, n.d.).   
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health insurance. If correct, these hypotheses could have important implications for 

policymakers attempting to determine how best to target those refugees who are most in 

need of care.  

This paper estimates the relationship between the length of time a refugee has 

been in the United States and her probability of having health insurance. In the next 

section, I provide background information on the U.S. resettlement system and discuss 

what is known about the length of time that refugees stay in the United States. I then 

review the relevant literature and present my conceptual framework, after which I report 

my empirical results and discuss their implications. 

 

Background 

Chapter 12, subchapter I § 1101 et seq. of the United States Immigration 

Nationality Act of 1965, also known in its amended form as the Refugee Act of 1980, 

defines a refugee as a person who is forcibly living outside of her country of origin or her 

most recent country of prolonged residence.4 This person must have been “persecuted or 

[have] a well-founded fear of persecution on account of race, religion, nationality, 

membership in a particular social group, or political opinion.”5 If these criteria have been 

met, a refugee may be given a referral to the U.S. Refugee Admissions Program 

(USRAP). Following completion of a USRAP application and an interview abroad, if her 

application is approved, the refugee is granted admission to the U.S. (U.S. Citizenship 

 
4 All factual claims in this paragraph are taken from the United States Immigration and Nationality Act 
(1965, amend. 1980) unless otherwise stated.  
5 The Refugee Act of 1980 also considers individuals as having been persecuted if they experienced an 
involuntary abortion or sterilization as a form of persecution, but the legislation stipulates that individuals 
are not available to apply for refugee status if they are found to have played a complicit or active role in the 
persecution of others. 
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and Immigration Services, 2020). In many, but not all, cases, refugees may apply for 

resettlement as individuals or families. In the case of a family, one member is designated 

as the Principal Applicant (PA) and serves as the main point of contact for all legal 

proceedings related to the USRAP process (Triplett and Vilter, 2019). 

On average, the length of time between a refugee’s initial referral to USRAP and 

her resettlement in the U.S. is 18 to 24 months (National Immigration Forum, 2020). 

However, there is limited information on refugees’ average length of stay in the United 

States after they have been resettled. All refugees in the United States are provided with a 

path to citizenship, becoming eligible to apply after five years of residence (International 

Rescue Committee, 2020). Additionally, within a year after their resettlement, refugees 

are required to apply for a permanent residency green card (National Immigration Forum, 

2020). Notably, refugees are the group of immigrants most likely to become naturalized 

citizens. Among refugees who received permanent residency green cards between 2000 

and 2010, 60% naturalized after six years of residency and 73% naturalized after ten 

years of residency (Mossaad, 2019). This is a much higher rate than among non-refugee 

immigrants, 29% of whom naturalized after six years of residency and 49% of whom 

naturalized after ten years of residency (Mossaad, 2019).6  This suggests that refugees 

may be especially likely to remain in the U.S. for a prolonged period of time.  

 

 

 
6 Refugee status differs from asylee status. Refugees are individuals who have already secured permission 
to enter the U.S. when they arrive, while asylees meet the legal criteria for refugee status but are seeking 
acceptance upon entry (Mossaad, 2019). Although refugees and asylum seekers have many similarities, 
there are important differences between the legal processes that are applied to their cases both before and 
after they enter the US. Based on currently available data and the differences between these two groups, my 
analysis focuses only on refugees. 
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Literature Review  

To the best of my knowledge, no previous studies have examined the relationship 

between refugees’ length of stay in the United States and their health insurance status.  

However, some studies address this question, or associated questions, as they relate to 

immigrants more broadly. I review this literature below. 

 

Duration of Stay and Health Insurance 
         In the past, refugees have been denied access to Medicaid benefits until they reach 

five years of residence in the U.S. (Choi, 2006). Given the limited financial means of 

many refugees, other sources of health insurance may also be unattainable to them 

(Thamer et al., 1997). The few studies that consider the relationship between length of 

stay and insurance status focus on immigrants generally, rather than on refugees in 

particular. The consensus among these studies is that longer durations of residence in the 

U.S. are associated with higher rates of health insurance. For instance, Choi (2006) found 

that older immigrants with five or more years of residence in the U.S. were 31 times more 

likely than newly arrived (but similarly aged) immigrants to be insured. Similarly, a 2011 

study of Latino immigrants provided evidence that staying in the U.S. for longer than ten 

years was associated with a significant increase in the rate of insurance coverage 

(Bustamante and Chen). Relatedly, Thamer et al. (1997) found that U.S.-born residents 

were twice as likely as foreign-born residents to report having health insurance; and that 

this discrepancy persisted until a foreign-born resident had lived in the U.S. for more than 

15 years, at which point health insurance rates for U.S. and foreign-born residents were 

about the same. Finally, although not as directly related, one study found that, among 

Asian immigrants who had a high school degree or greater, longer duration of residence 
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in the U.S. was associated with better health outcomes and greater involvement with the 

healthcare system (Li and Hummer, 2014). 

 

Duration of Stay and Financial Well-Being 

         An immigrant’s U.S. labor market prospects (and therefore, her earning capacity) 

may improve with her length of stay, which could, in turn, have implications for her 

ability to purchase health insurance. Although many immigrants initially encounter 

difficulties finding employment, they tend fairly quickly to achieve parity with native-

born citizens in terms of their labor force involvement (Chiswick, 1997). Moreover, 

within about two decades of their arrival, immigrants’ wealth accumulation generally 

surpasses that of natives (Hao, 2004). This evidence suggests that there is a positive 

association between the length of time that an immigrant has been in the U.S. and her 

socioeconomic status. Given the cost of health insurance in the U.S., the improvement in 

an immigrant’s financial well-being over time might allow her to obtain insurance as her 

duration of stay increases. 

 

Duration of Stay and Citizenship 

         Citizenship status is another potential determinant of access to health insurance. 

The process of becoming a U.S. citizen is long and difficult, with the application alone 

often taking over a year to complete (International Rescue Committee, 2020). Refugees 

are not eligible to apply for citizenship until they have resided in the U.S. for five 

consecutive years (International Rescue Committee, 2020). However, once an immigrant 

or a refugee does become a citizen, she may be able to obtain health insurance more 

easily. Non-citizen immigrants are much less likely than citizen immigrants to receive 
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government or employer-sponsored health benefits (Carrasquillo et al., 2000). Similarly, 

Ku and Matani (2001) found that, in comparison to native citizens, non-citizen 

immigrants were 8.9 percent less likely to have employer-sponsored insurance and 8.5 

percent more likely to be uninsured. Notably, the authors also found that naturalized 

citizens did not differ significantly from native citizens in terms of their insurance status.  

Additional research has shown that, among non-citizen immigrants, shorter 

duration of residence in the U.S. is associated with lower rates of insurance and less 

stable sources of care (Lee and Choi., 2009). For Latino immigrants specifically, non-

citizens who have resided in the U.S. for fewer than ten years are 62 percent less likely to 

have insurance than native citizens, but are only 28 percent less likely to be insured than 

naturalized Latinos who have been in the U.S. for more than ten years (Bustamante and 

Chen, 2011). 

 

Duration of Stay and English Proficiency  

         Upon entering the U.S., refugees and immigrants may be expected to adapt to the 

culture and customs of their new country. This process of assimilation could be difficult 

if there are sharp cultural, legal, or normative differences between an immigrant’s 

country of origin and the United States. Language, for example, may be a barrier to entry 

to the healthcare system if immigrants and refugees are unable to navigate the enrollment 

process in English. In fact, one study found that low-English-proficiency immigrants had 

a much higher probability of being uninsured than did high-English-proficiency 

immigrants (Dillender, 2017). However, if a non-native resident stays in the U.S. for a 

greater length of time, she may be more likely to speak English and may therefore have 

an easier time obtaining health insurance. Indeed, immigrants who have been in the U.S. 
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for longer than ten years have both higher rates of English language proficiency and 

greater access to health care than immigrants who have been in the U.S. for fewer than 

ten years (Lebrun, 2012).  

 

Duration of Stay and Educational Attainment   

Research shows that among immigrants, there is a relationship between duration 

of stay and educational attainment. For example, although they are initially less likely to 

be enrolled in school, over time immigrants who arrived in the U.S. as children 

eventually have levels of schooling that meet, and even exceed, those of their native-born 

counterparts (Vernez and Abrahamse, 1996).  Further, in a sample of Mexican immigrant 

children, duration of stay was found to be positively related to educational achievement 

(Moon et al., 2009). There also appears to be a relationship between duration of stay and 

the likelihood of having health insurance. For instance, among female Latino immigrants, 

educational attainment has been shown to be positively associated with the likelihood of 

being insured (Marshall et al., 2005). Given these findings, it is possible that educational 

attainment is another channel through which duration of stay and health coverage are 

related. More highly educated immigrants may be able to obtain better paying jobs that 

provide health insurance, they may have more disposable income to spend on private 

insurance, or they may have a better understanding of health literacy and how to navigate 

the process of acquiring insurance.  
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The Present Study 

         The literature indicates that immigrants who have been in the U.S. for longer 

periods are more likely to participate in the labor force, to become citizens, to speak 

English proficiently, and to have higher levels of educational attainment.  Each of these 

factors is, in turn, plausibly related to immigrants’ insurance status. Taken as a whole, 

therefore, this evidence suggests that length of stay is likely to be positively related to the 

likelihood of having health insurance. Importantly, almost all of the literature cited above 

focuses on immigrants overall, rather than on refugees in particular. In fact, I am unaware 

of any study that directly estimates the relationship between length of stay and insurance 

status among refugees. The present study addresses this gap in the literature, using data 

from the 2017 Annual Survey of Refugees to evaluate the association between length of 

stay and health insurance status among refugees who were resettled in the U.S. between 

fiscal years 2012 and 2016. 

 

Conceptual Framework 

I hypothesize that there is a positive linear relationship between the length of time 

refugees have been in the United States and their coverage by health insurance. 

Specifically, I predict that the likelihood of a refugee being insured will gradually rise as 

the duration of their stay in the U.S. increases and they become more assimilated 

economically, linguistically, and culturally.  

Based on the results of related studies, my empirical analyses control for a 

number of other factors that are plausibly related to duration of stay and insurance status.  

These factors are diagrammed in Figure 1 and are discussed further below. 
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Figure 1: Factors Influencing Refugees’ Health Insurance Status in the U.S. 

 

Demographic Factors 

         My demographic controls include factors that were included as covariates in 

studies discussed in my literature review (Carrasquillo et al., 2000; Lee and Choi., 2009; 

Li et al., 2014; Thamer et al., 1997). In keeping with the existing research, I control for 

refugees’ age, gender, ethnicity, marital status, employment status, and education. Two 

additional demographic controls in my model require further discussion. Although it is 

not one of the more common covariates in the existing literature, I control for a refugee’s 

region of residence once she settles in the United States. This factor was included in one 

study related to immigrant health insurance access (Carrasquillo et al., 2000), although 

that study did not place emphasis on the relationship between health insurance and region 

of residence. I theorize that region of residence is important to my study because the 

south and west regions of the U.S. have the greatest proportions of uninsured individuals 

(Kaiser Family Foundation, 2020b). This dynamic could have implications for refugees 

who have been resettled in either of those regions. As a further measure of region of 
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residence, I also include a control for whether a respondent has lived in their current state 

of residence for more than a year.  

In addition, related studies often fail to consider family size. However, when this 

variable has been included in past analyses, it has been found to be negatively related to 

the probability of being insured (Thamer et al. 1997). Therefore, along with the standard 

set of demographic controls referenced above, my model takes into account both family 

size and region of residence. 

 

Immigration-Related Factors 

         As previously noted, U.S. citizens tend to have greater access to health care and 

health insurance than do non-citizens (Carrasquillo et al., 2000; Lee and Choi., 2009). 

However, refugees are not eligible to apply for citizenship until they have lived in the 

U.S. for at least five consecutive years (International Rescue Committee, 2020), which is 

outside the period of data collection for some of the respondents in my study. As a result, 

few members of my sample are likely to be citizens, and the survey does not record 

respondents’ citizenship status. I therefore use information on resident status in place of 

citizenship status. One year post-resettlement, refugees are required to apply for a 

permanent resident card (National Immigration Forum, 2020). This requirement is 

potentially important because resident status might, like citizenship status, be positively 

related to the likelihood of having health insurance. 

English proficiency has also been shown to have a positive relationship with 

immigrants’ access to health insurance (Lebrun, 2012).  This finding suggests that 

English speakers may have an easier time navigating insurance options, especially given 

that there is no clear mechanism for becoming insured among refugees who have lost 
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RMA eligibility, and that the process of applying for Medicaid or private insurance may 

be too arduous for non-native speakers. I therefore account for English proficiency in my 

empirical model. 

 

Data and Methods  

My analysis uses data from the 2017 Annual Survey of Refugees (ASR).7 Since 

the 1980s, the Office of Refugee Resettlement (ORR) has administered this survey to a 

cross-section of refugees during their first five years of residence in the United States. 

For the 2017 survey, which at the time of beginning my analysis was the most recent year 

of available ASR data, researchers contacted 6,000 refugee households who were 

resettled in the U.S. between 2012 and 2016. These refugees were chosen to reflect the 

composition of the broader U.S. refugee population as accurately as possible. However, 

not all refugee households were willing to be surveyed. Moreover, it was difficult for the 

survey’s administrators to find current contact information for refugees who had been in 

the U.S. for longer periods of time, and several thousand more refugees were resettled in 

2016 than in any of the four years prior (Refugee Processing Center, 2021).8 In order to 

address these limitations, researchers at the Urban Institute who were helping ORR carry 

out the survey set target respondent goals for each year of entry, with the sample being 

more skewed towards refugees who were resettled in 2016. This sample structure 

reflected the fact that refugees from 2016 had the most up-to-date contact information 

 
7 Unless otherwise noted, all information in this paragraph came from Triplett and Vilter (2019). 
8 The national refugee admissions goal is annually determined for the following fiscal year by the sitting 
U.S. president (Krogstad, 2019). The admissions goal tends to fluctuate in response to domestic and 
international events (Krogstad, 2019). Between 2012 and 2016, 2016 had the highest admissions goal of 
any of the five years (Refugee Processing Center, 2021). This higher admissions goal is likely, in part, 
responsible for the greater number of refugees resettled during 2016.  
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and the largest universe of possible respondents.9 ORR was successful in hitting their 

targets and, after contacting all 6,000 households in their sample, they were left with 

1,515 completed refugee household phone interviews.  

During the interviews, the survey’s administrators spoke to the family’s Principal 

Applicant – i.e., the individual whose refugee case was granted resettlement – and asked 

her not only about herself but also about up to four other members of her household who 

were 16 or older at the time of the interview.10 This resulted in a sample of 5,079 

individual-level observations.11  

To analyze the relationship between a refugee’s length of stay and her health 

insurance coverage, I estimate the following regression model, with the individual 

refugee as the unit of analysis: 

 

insurance_full = β0 + β1lengthstay + β2age + β3male + β4Ethnicity + 

β5MaritalStatus + β6numppl + β7RegionResettled + β8residing_state + 

β9work_current + β10work_ever + β11USDegree + β12PreviousDegree + 

β13sumresstat + β14EnglighNow + e 

 

 
9 The sample consisted of approximately 500 refugees who were resettled during FY 2016, 250 refugees 
resettled in FY 2015, 250 refugees resettled in FY 2014, 275 refugees resettled in FY 2013, and 225 
refugees resettled in FY 2012.  
10 Respondents were only able to report information on up to five household members. The actual number 
of people in some households may be greater than five. In addition, respondents were only able to report 
information on household members who were aged 16 years or older; information was not collected on 
younger household members. 
11 Given the structure of the data, it is possible to carry out household-level and individual-level analyses. I 
chose to perform an individual-level analysis because there is meaningful within-household variation in my 
dependent and key independent variables.  Specifically, in only 44.9% of households do all household 
members have the same insurance status. Additionally, for 74.6% of households, all household members 
have the same values for the length of stay variable. 
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My dependent variable is a recoded dichotomous variable that is set equal to one 

if the respondent was covered by Refugee Medical Assistance, Medicaid, or private 

insurance for the entirety of the previous twelve months.12 My key independent variable 

measures the number of years that a refugee has been in the U.S. at the time of the 

survey.13 Additional information about the creation of the variables in my analytic dataset 

can be found in Appendix A.  

 

Table 1: Variable Definitions 

Variable Definition 
Dependent Variable   
Health Insurance A dichotomous variable indicating whether a 

respondent has been insured (through RMA, 
Medicaid, or private insurance) for the 
entirety of the previous 12 months. 

Key Independent Variable   
Length of Stay (years) A continuous variable measuring the number 

of years that a respondent has resided in the 
United States. 

Demographic Variables  
Age A continuous variable measuring the 

respondent’s age at the time of the interview. 
Male A dichotomous variable indicating whether 

the respondent is male. 
Ethnicity A series of dichotomous variables 

corresponding to the respondent’s ethnicity. 
Categories include Middle Eastern, Asian, 
Hispanic/Latino, Cuban, Darod, and other. 

 

 
12 I code insurance status in this way so as to maximize variation in my dependent variable.  About 65% of 
sample members report having been insured over the entirety of the previous twelve months. The ASR only 
asks respondents about health coverage through RMA, Medicaid, and private insurance; the survey does 
not ask respondents about health coverage from other sources.  
13 To create this variable, I subtracted the year of entry reported from the year when the survey was 
completed (2018). There may be some errors in these calculations because the 2017 ASR was carried out in 
the first few months of 2018. Given that the survey was conducted early on in a new year, and that I do not 
know the exact date when each refugee was resettled, my variable may not indicate the precise number of 
years that some respondents had been in the U.S. at the time of the interview.  
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Table 1 (continued) 
 

Variable Definition 
Marital Status A series of dichotomous variables indicating 

whether a respondent is currently married, 
previously married, or never married. 

Number of People in the Household A continuous variable indicating the number 
of individuals in the household who were 16 
or older at the time of the interview. 

Region of Resettlement A series of dichotomous variables 
corresponding to the region of the U.S. in 
which the respondent first resettled after 
arrival.  

Residing in Current State for Over One Year A dichotomous variable indicating whether a 
respondent lived in his/her current state of 
residence in the prior year.  

Employment Status A dichotomous variable indicating whether a 
respondent was employed at the time of the 
interview. 

Work Status A dichotomous variable indicating whether a 
respondent has ever worked in the U.S. 

Educational Enrollment in the U.S. A series of dichotomous variables 
corresponding to the type of degree, if any, a 
respondent was pursuing in the U.S. at the 
time of the interview. Categories include 
none, high school, college, advanced, and 
other. 

Educational Attainment Before Resettlement A series of dichotomous variables 
corresponding to the type of degree, if any, 
that a respondent attained prior to being 
resettled. Categories include none, primary, 
high school, college, medical, and other. 

Immigration-Related Variables  
Resident Status A dichotomous variable indicating whether a 

respondent has applied for resident status. 
Current English Proficiency A series of dichotomous variables reflecting 

an evaluation by the respondent or another 
family member in terms of how well a 
respondent spoke English at the time of the 
interview. Categories include very well/well, 
poor, and not at all.14  

 
14 I combined the very well and well categories because they were both substantially smaller than the poor 
and not at all categories. Combining them made comparison across the categories more meaningful.  
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Descriptive Statistics 

Table 2 reports descriptive statistics for my dependent, key independent, and 

control variables.15 All of my results have been weighted using the inverse probability 

weight Weight_person, which was created by the survey’s administrators. Among the 

members of my sample, about 62 percent had health insurance for all 12 months prior to 

the survey. On average, respondents had been in the U.S. for a little more than four years 

when they completed the survey. However, this result may be skewed somewhat, given 

that the sample contains more refugees who were resettled in 2016 than in any other year 

of arrival.  

The results for several of my control variables are interesting. Some 40.2 percent 

of refugees were resettled in the western U.S., more than in any other region. 

Approximately 57 percent of those sampled were currently employed, 29.2 percent had 

not completed any educational degree before being resettled, and 77.6 percent were not 

pursuing a degree in the U.S. at the time of the survey. Finally, 55.3 percent of sample 

members were rated (by themselves or a family member) as speaking English “well” or 

“very well,” and 82.5 percent had already applied for permanent resident status at the 

time of the survey. 

 

 
15 The 2017 ASR is structured so that the survey terminates for respondents who give any answer other 
than yes to the question: “Is (INSERT NAME) a refugee who has entered the U.S. between 2012 and 
2016?” (Triplett and Vilter, 2019). However, several of the demographic questions were asked prior to this 
point in the survey, which is to say that some demographic data is available for all of the sample members 
who were contacted to participate in the survey. This means that, although the overall sample size is 5,079, 
the true number of eligible respondents is 3,299. I attempted to use single imputation to fill in missing 
values for the variable ui_qn8a_annual, which measured annual income earned at the respondent's primary 
job. However, the extent of missing data for this variable was so extensive that only 71 observations had 
valid responses. I therefore chose to exclude this variable from my analysis and to instead account for labor 
market characteristics by controlling for current employment status and for whether a refugee had ever 
worked in the United States. 
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Table 2: Descriptive Statistics for Dependent, Key Independent, and Control 

Variables (Weighted)  

Variable Variable Name Mean SD Min Max 
Dependent Variable           
Health Insurance insurance_full .618 .486 0 1 
Independent Variable            
Length of Stay (years) lengthstay 4.127 1.436 2 6 
Demographic Factors           
Age age 36.279 14.210 16 75 
Male male .541 .498 0 1 
Middle Eastern Ethnicity middle_eastern .287 .453 0 1 
Asian Ethnicity asian .221 .415 0 1 
Hispanic/Latino Ethnicity hispanic_latino .012 .110 0 1 
Cuban Ethnicity cuban .031 .173 0 1 
Darod Ethnicity darod .030 .171 0 1 
Other Ethnicity ethnicity_other .418 .493 0 1 
Currently Married married .568 .495 0 1 
Previously Married married_prev .083 .276 0 1 
Never Married married_never .349 .477 0 1 
Number of People in Household numppl 3.690 1.416 1 5 
Resettled in Northeast U.S. State northeast .161 .368 0 1 
Resettled in South U.S. State south .165 .371 0 1 
Resettled in Midwest U.S. State midwest .272 .445 0 1 
Resettled in West U.S. State west .402 .490 0 1 
In Current State Over One Year residing_state .956 .205 0 1 
Currently Employed work_current .578 .494 0 1 
Has Ever worked in U.S. work_ever .698 .459 0 1 
Not Pursuing Degree USdegree_none .776 .417 0 1 
Pursuing High School Degree USdegree_hs .104 .305 0 1 
Pursuing College Degree USdegree_college .067 .251 0 1 
Pursuing Advanced Degree USdegree_advanced .015 .122 0 1 
Pursuing Other Degree USdegree_other .038 .191 0 1 
No Degree Prior PREdegree_none .292 .455 0 1 
Primary Degree Prior PREdegree_primary .233 .423 0 1 
High School Degree Prior PREdegree_hs .245 .430 0 1 
College Degree Prior PREdegree_college .086 .280 0 1 
Medical Degree Prior PREdegree_medical .006 .076 0 1 
Other Type of Degree Prior PREdegree_other .139 .346 0 1 
Refugee Related Factors           
Has Applied for Resident Status sumresstat .825 .380 0 1 
Speaks English: Very Well/Well engnow_good .553 .497 0 1 
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Table 2 (continued)  

Variable Variable Name Mean SD Min Max 
Speaks English: Poor engnow_bad .289 .453 0 1 
Speaks English: None engnow_none .158 .365 0 1 
Note. N=2,668 

 

Regression Results 

I estimate several different linear probability models of the relationship between 

length of stay and health insurance status.16  Table 3 reports my main results.17 Model (1) 

is a bivariate regression of insurance status on length of stay. Model (2) adds control 

variables for immigration-related factors, including variables accounting for whether a 

refugee has applied for permanent resident status and her English language proficiency at 

the time of the interview. Model (3) adds controls for demographic factors, including the 

respondent’s age, gender, ethnicity, marital status, location of initial resettlement, 

whether she has moved to a new state in the past year, current employment status, work 

status history, educational enrollment in the U.S., and educational attainment prior to 

resettlement.  

In the regressions whose results are reported in Table 4, I build on Model (3) to 

carry out subgroup analyses. Model (4) in Table 4 tests for whether there is a difference 

between male and female respondents in my relationship of interest, while Models (5), 

 
16 Most of the studies discussed in my literature review reported regression results estimated using logit 
models. In keeping with this precedent, I estimated both LPM and logit models. The coefficients from my 
linear probability models and the average marginal effects estimates for my logit regressions were similar 
in terms of both their magnitudes and significance levels.  I therefore report LPM results here for ease of 
interpretation.  
17 In addition to my weighted regressions, I also estimated regressions without survey weights. There are 
some differences between the results for the weighted and unweighted regressions, but both broadly 
suggest that length of stay is negatively related to the probability of being insured. Tables reporting the 
results of my unweighted regressions can be found in Appendix C.  
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(6), and (7) interact length of stay with dummies that measure permanent resident status, 

current employment status, and prior work history, respectively  

Across all specifications, there is a consistently negative relationship between the 

length of time a refugee has been in the United States and her health insurance status. In 

Model (1), my simplest specification, a one-year increase in length of stay is associated 

with a statistically significant reduction of 3.4 percentage points in the probability of 

having health insurance. The addition of immigration-related controls in Model (2) 

produces a modestly stronger (-.036) negative result. The inclusion of demographic 

controls increases the R-squared substantially, from 0.043 in Model (2) to 0.181 in Model 

(3). In this regression, which is my fully specified model, the coefficient on the length of 

stay variable is somewhat closer to zero (-0.024), although it remains statistically 

significant beyond the .01 level. In general, the findings reported in Table 3 are surprising 

and contradict my previously articulated hypothesis.  
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Table 3: Main Regression Results  

Dependent variable: Respondent has had health insurance for the entirety of the past 12 months 
 (1) (2) (3) 
Key Independent Variable    
Length of Stay (years) -0.0337*** -0.0356*** -0.0238*** 
 (0.00777) (0.00760) (0.00737) 
Immigration-Related Factors    
Has Applied for Resident Status  0.164*** 0.0871*** 
  (0.0327) (0.0317) 
Speaks English: Very Well/Well  -0.170*** -0.0343 
  (0.0288) (0.0387) 
Speaks English: Poor   -0.189*** -0.0252 
  (0.0328) (0.0341) 
Demographic Factors    
Age   0.00452*** 
   (0.000993) 
Male   -0.0605*** 
   (0.0227) 
Middle Eastern Ethnicity   0.00771 
   (0.0260) 
Asian Ethnicity   -0.105*** 
   (0.0299) 
Hispanic/Latino Ethnicity   0.0279 
   (0.0829) 
Cuban Ethnicity   0.109* 
   (0.0625) 
Darod Ethnicity   -0.0341 
   (0.0677) 
Currently Married   -0.0173 
   (0.0291) 
Previously Married   -0.0195 
   (0.0484) 
Number of People in Household   0.0794*** 
   (0.00806) 
Resettled in South U.S. State   -0.154*** 
   (0.0383) 
Resettled in Midwest U.S. State   -0.0276 
   (0.0313) 
Resettled in West U.S. State   -0.0574* 
   (0.0308) 
In Current State Over One Year   0.0657 
   (0.0494) 
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Table 3 (continued) 

Dependent variable: Respondent has had health insurance for the entirety of the past 12 months 
 (1) (2) (3) 
Currently Employed   -0.123*** 
   (0.0330) 
Has Ever worked in U.S.   -0.0252 
   (0.0367) 
Not Pursuing Degree   -0.0596 
   (0.0593) 
Pursuing High School Degree    0.0516 
   (0.0714) 
Pursuing College Degree   -0.0203 
   (0.0777) 
Pursuing Advanced Degree   0.124 
   (0.108) 
No Degree Prior   0.0366 
   (0.0374) 
Primary Degree Prior   -0.00802 
   (0.0371) 
High School Degree Prior   0.0191 
   (0.0356) 
College Degree Prior   0.0631 
   (0.0452) 
Medical Degree Prior   -0.0589 
   (0.126) 
    
Constant 0.757*** 0.778*** 0.379*** 
 (0.0314) (0.0469) (0.110) 
Observations 2,668 2,668 2,668 
R-squared 0.010 0.043 0.181 

Robust standard errors in parentheses. All regressions are estimated using survey weights. 
*** p<0.01, ** p<0.05, * p<0.1 
 

Table 4 presents the results of my subgroup analyses. For ease of exposition, I do 

not report coefficients for my control variables in this table.18 In Model (4), I interact the 

length of stay dummy with the male dummy. In Model (5), I interact the length of stay 

 
18 Complete regression results for these specifications can be found in Appendix B.  
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dummy with the resident status dummy. In Model (6), I interact the length of stay 

dummy with the employed dummy. Finally, in Model (7), I interact the length of stay 

dummy with the ever worked dummy. The coefficients on the interaction terms for 

models (4), (6), and (7) are statistically insignificant, indicating that the relationship 

between the length of time a refugee has been in the U.S. and the probability of having 

health insurance does not vary according to gender or current or previous employment 

status.  

Model (5) suggests a strongly negative relationship between length of stay in the 

U.S. and the likelihood of having health insurance among those who have not applied for 

permanent resident status. For this group, a one-year increase in length of stay in the U.S. 

is associated with a 6.3 percentage point reduction in the likelihood of having health 

insurance. This relationship is statistically significant beyond the .01 level. Among 

respondents who have applied for resident status, length of stay is associated with a 1.7 (-

0.0626+0.0461) percentage point reduction in the likelihood of having health insurance. 

For this group, the results of the F-test shown at the bottom of the table indicates my 

relationship of interest is significant at the .05 level.  
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Table 4: Interaction Models  

Dependent variable: Respondent has had health insurance for the entirety of the past 12 months 
 (4) (5) (6) (7) 
Key Independent Variable     
Length of Stay (years) -0.0196* -0.0626*** -0.0154 -0.0148 
 (0.0106) (0.0192) (0.0107) (0.0124) 
Interaction Terms     
Length of Stay x Male -0.00774    
 (0.0139)    
Length of Stay x Resident Status  0.0461**   
  (0.0202)   
Length of Stay x Employed   -0.0148  
   (0.0140)  
Length of Stay x Ever Worked    -0.0132 
    (0.0146) 
     
Constant 0.363*** 0.538*** 0.348*** 0.346*** 
 (0.111) (0.127) (0.112) (0.115) 
Observations 2,668 2,668 2,668 2,668 
R-squared 0.181 0.183 0.181 0.181 
     
F-statistics and p-values 6.29** 4.61** 9.88*** 10.16*** 
H0: lengthstay + interaction = 0  (0.0122) (0.0319) (0.0017) (0.0014) 

Robust standard errors in parentheses. All regressions are estimated using survey weights. 
*** p<0.01, ** p<0.05, * p<0.1 
 
 

My results consistently suggest that there is a negative relationship between the 

length of time a refugee has been in the U.S. and her likelihood of having health 

insurance. The majority of my regressions also indicate that this relationship is 

statistically significant. I further find my relationship of interest to be more negative 

among those who have not applied for permanent resident status as opposed to those who 

have, but that there is no significant difference in this relationship according to gender or 

current or previous employment status. These results do not align with my original 

hypothesis and are deserving of further study. I discuss the policy implications of these 

findings in the next section.  
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Discussion 

My findings suggest that, the longer a refugee is in the U.S., the less likely she is 

to have health insurance. I also find that this relationship does not vary significantly 

according to gender, current employment status, or work status history, but that it does 

vary significantly with resident status. Specifically, I find that duration of stay is more 

strongly (and negatively) related to the likelihood of having health insurance among 

respondents who have not applied for permanent resident status than among those who 

have. On the whole, these results are in opposition to my original hypothesis, and to 

previous research, which generally suggests that there is a positive association between 

length of stay and health insurance status (Bustamante and Chen, 2011; Choi, 2006; 

Thamer et al., 1997).  

However, while my key coefficients are statistically significant, they are relatively 

small in magnitude. Because my sample is limited to refugees who entered the United 

States between 2012 and 2016, and given that 65% of the respondents have health 

insurance, a one-year change in length of stay, while quite substantial in relation to the 

covered period, is associated with only a small change in the likelihood of having health 

insurance (2.4 percentage points).   

 

Limitations of My Analyses  

Perhaps the biggest limitation in my analysis is the narrow time frame covered by 

my data. The Annual Survey of Refugees only surveys refugees who are within five years 

of the time that they resettled. Previous research has demonstrated that, for Latino 

immigrants, residing in the U.S. for more than ten years is associated with an increase in 
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the likelihood of having health insurance (Bustamante and Chen, 2011). Another study 

found that foreign-born residents did not report similar levels of health insurance 

coverage to native-born residents until they had been in the U.S. for at least 15 years 

(Thamer et al., 1997). It may be that I simply do not have enough years in my dataset to 

develop a clear picture of the true relationship between duration of stay and health 

insurance status.  

My results are also constrained by the limited information in the 2017 ASR. As I 

was only able to control for variables that were available in the data, my findings may 

suffer from omitted variable bias. One potential source of bias may be the omission of 

income as a control. As discussed in my descriptive statistics section, the lack of data for 

my income variable was so extensive that I chose to exclude it from my analysis. In its 

place, to account for labor market characteristics, I relied on current employment status 

and work status history. However, these variables may not capture potentially important 

dimensions of refugees’ labor market experiences that could be related both to health 

insurance status and duration of stay. Several of the studies discussed in my literature 

review include income in their demographic controls, rather than current or past 

employment status (Carrasquillo et al., 2000; Lee and Choi., 2009; Li et al., 2014; 

Thamer et al., 1997). This seems to suggest that income is an important factor in research 

related to immigrants’ duration of stay.  

Prior research has demonstrated that income is positively related to both length of 

stay (Hao, 2004) and the likelihood of having health insurance (Carrasquillo et al., 2000). 

This means the omission of income likely exerted upward bias on my key estimates. On 

the other hand, the omission from my regressions of a control for health status, may be 
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exerting downward bias.19 Although the findings are mixed, some previous studies have 

shown that immigrants’ health status worsens over time with acculturation to U.S. 

customs (Lee et al., 2010; Nwankwo and Wallace, 2020). However, this relationship is 

moderated by health insurance status, with immigrants who have health insurance 

reporting a less negative association between duration of stay and health status (Lee et al., 

2010). Broadly, research shows a positive relationship between health status and having 

health insurance (O’Hara and Caswell, 2013). In combination, a negative relationship 

between duration of stay and health status and a positive relationship between health 

insurance and health status would suggest that the omission of health status may be 

exerting a downward bias on my results.  

 

Future Research and Policy Implications  

I initially hypothesized that there might be a nonlinear relationship between my 

dependent and key independent variables. Given that refugees are automatically granted 

eight months of health insurance through RMA upon their arrival in the U.S. (Office of 

Refugee Resettlement, 2019), and that existing research indicates a positive relationship 

between immigrants’ duration of stay and health insurance status, I hypothesized that a 

refugee may be especially likely to be uninsured during the period after RMA runs out 

and before she has been in the U.S. for a substantial period of time. However, this 

 
19 There are two questions in my survey, 28a and 28b, that could have potentially been used to control for 
health status. These questions ask whether the respondent has a physical, mental, or other health condition 
that has either prevented them from working or limited their ability to work. However, because these 
questions only ask about health conditions as they relate to work status, and given that some sample 
members likely cannot or choose not to work (e.g., students, stay-at-home parents), I chose not to include 
these controls in my regressions. Additionally, in most studies that consider health status, the variable is 
measured as a scale based on questions that ask respondents to self-report their current health status as 
excellent, very good, good, fair, or poor (Lee et al., 2010; Nwankwo and Wallace, 2020; Pandey and 
Kagotho, 2010). The 2017 ASR does not contain a variable of this sort. 
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hypothesis could not be tested with my data, because the study period for the survey does 

not include the first eight months post-resettlement, meaning that initial RMA coverage 

was outside the scope of my analysis.20 It is therefore possible that my regression results 

may have captured refugees during the period when their probability of being insured is 

declining, which would explain why the coefficient on my relationship of interest is 

negative. Future research should focus on gathering refugee data that covers the period 

beginning immediately upon resettlement and extending across longer durations of stay.  

More broadly, policymakers might find it helpful to have access to a more robust 

body of research on the refugee population. I was unable to find other studies that directly 

examined the relationship between refugees’ length of stay in the United States and their 

health insurance status. In fact, there is little research related to refugees’ duration of stay 

and any associated factors. Studies in this area overwhelmingly focus on immigrants in 

general rather than refugees in particular. While immigrants and refugees are similar in 

many ways, important differences between them could prevent researchers from being 

able to speak accurately to refugees’ experiences. In order to truly understand the health 

insurance status and healthcare access among refugees in the U.S., future research ought 

to give this population more attention.  

Given the limitations of my study, my regression results should be considered 

with some level of skepticism. Nonetheless, these results do have some implications for 

policy. As a result of their experiences of displacement, refugees often suffer from 

conditions that can be detrimental if left untreated (WHO, 2019). Additionally, previous 

 
20 Although the ASR aims to survey refugees during their first five years in the U.S., the 2017 survey was 
administered in 2018 and only included refugees who had been resettled between 2012 and 2016. This 
meant that the respondents had actually been in the U.S. for somewhere between two and six years at the 
time of data collection, rather than between zero and five years.  
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research indicates that having health insurance is associated with improved health 

outcomes (Freeman et al., 2008). Therefore, it is concerning that, within my sample, 

refugees are less likely to have health insurance the longer they have been in the United 

States. Even if my estimates are biased, the reality remains that refugees may be far more 

likely than native citizens to be uninsured (Kaiser Family Foundation, 2020a). Future 

research ought to continue to explore the relationship between duration of stay and health 

insurance, but until this research is completed, policymakers might still consider 

intervening to improve the health of refugees across the United States through the 

expansion of health insurance coverage.  
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Appendix A: Description of Created Variables 

Two of my controls are constructed variables that were created by the survey’s 

administrators. I created my employment status variable (work_current) by recoding the 

variable ui_emprate, which was created using responses to survey questions 5a (“Did this 

person work at a job anytime last week?”) and 13a (“Has this person been looking for 

work during the last 4 weeks?”).  My work_current variable is set equal to one for 

refugees who were employed at the time of the interview. I also recoded work status 

(work_ever), a dummy set equal to one if a respondent has ever worked in the United 

States, from the variable ui_work, which was generated using responses from question 5a 

and question 11a (“Has this person ever worked since coming to the U.S. to stay?”).   

I dummied out the survey’s Ethnicity variable to create a series of dummies that 

indicate the refugee’s ethnicity. I similarly dummied out the RegionResettled variable 

into a series of indicators that correspond to the region of the U.S. (Northeast, South, 

Midwest, and West) in which the refugee resettled when she first arrived. I also dummied 

out the USDegree and PreviousDegree variables to create a series of indicator variables 

that correspond to the type of degree, if any, that a refugee was pursuing in the U.S. at the 

time of her interview or had completed prior to resettlement. Finally, I dummied out the 

EnglighNow variable to create a series of indicators that correspond to English 

proficiency categories based on evaluations (made by the respondent or a family 

members) as to how well the respondent spoke English at the time of the interview (very 

well/well, poor, or not at all).  
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Appendix B: Complete Regression Results for Interaction Models 

Table B.1: Interaction Models with Controls 

Dependent variable: Respondent has had health insurance for the entirety of the past 12 months 
 (4) (5) (6) (7) 
Key Independent Variable     
Length of Stay (years) -0.0196* -0.0626*** -0.0154 -0.0148 
 (0.0106) (0.0192) (0.0107) (0.0124) 
Interaction Terms     
Length of Stay x Male -0.00774    
 (0.0139)    
Length of Stay x Resident Status  0.0461**   
  (0.0202)   
Length of Stay x Employed   -0.0148  
   (0.0140)  
Length of Stay x Ever Worked    -0.0132 
    (0.0146) 
Immigration-Related Factors     
Has Applied for Resident Status 0.0869*** -0.0965 0.0869*** 0.0869*** 
 (0.0317) (0.0791) (0.0318) (0.0319) 
Speaks English: Very Well/Well -0.0331 -0.0354 -0.0332 -0.0328 
 (0.0387) (0.0388) (0.0387) (0.0387) 
Speaks English: Poor -0.0242 -0.0252 -0.0251 -0.0248 
 (0.0342) (0.0342) (0.0341) (0.0341) 
Demographic Factors     
Age 0.00452*** 0.00448*** 0.00445*** 0.00448*** 
 (0.000993) (0.000990) (0.000998) (0.000995) 
Male -0.0288 -0.0594*** -0.0596*** -0.0598*** 
 (0.0569) (0.0227) (0.0228) (0.0228) 
Middle Eastern Ethnicity 0.00779 0.00844 0.00808 0.00714 
 (0.0260) (0.0259) (0.0259) (0.0259) 
Asian Ethnicity -0.105*** -0.0991*** -0.104*** -0.104*** 
 (0.0298) (0.0302) (0.0299) (0.0299) 
Hispanic/Latino Ethnicity 0.0271 0.0308 0.0298 0.0294 
 (0.0828) (0.0811) (0.0830) (0.0830) 
Cuban Ethnicity 0.110* 0.106* 0.110* 0.110* 
 (0.0625) (0.0622) (0.0625) (0.0624) 
Darod Ethnicity -0.0353 -0.0219 -0.0343 -0.0354 
 (0.0679) (0.0643) (0.0685) (0.0683) 
Currently Married -0.0171 -0.0186 -0.0158 -0.0159 
 (0.0291) (0.0290) (0.0291) (0.0291) 
Previously Married -0.0192 -0.0170 -0.0181 -0.0179 
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Table B.1 (continued)  

Dependent variable: Respondent has had health insurance for the entirety of the past 12 months 
 (4) (5) (6) (7) 
 (0.0484) (0.0480) (0.0485) (0.0486) 
Number of People in Household 0.0791*** 0.0785*** 0.0791*** 0.0792*** 
 (0.00808) (0.00810) (0.00806) (0.00805) 
Resettled in South U.S. State -0.154*** -0.149*** -0.153*** -0.154*** 
 (0.0382) (0.0382) (0.0382) (0.0382) 
Resettled in Midwest U.S. State -0.0277 -0.0290 -0.0264 -0.0276 
 (0.0312) (0.0313) (0.0312) (0.0312) 
Resettled in West U.S. State -0.0575* -0.0559* -0.0576* -0.0584* 
 (0.0308) (0.0308) (0.0308) (0.0307) 
In Current State Over One Year 0.0657 0.0604 0.0668 0.0661 
 (0.0494) (0.0496) (0.0493) (0.0495) 
Currently Employed -0.122*** -0.122*** -0.0602 -0.123*** 
 (0.0331) (0.0333) (0.0621) (0.0331) 
Has Ever worked in U.S. -0.0257 -0.0249 -0.0286 0.0269 
 (0.0367) (0.0368) (0.0367) (0.0648) 
Not Pursuing Degree -0.0589 -0.0586 -0.0590 -0.0606 
 (0.0593) (0.0589) (0.0588) (0.0589) 
Pursuing High School Degree 0.0520 0.0533 0.0526 0.0511 
 (0.0715) (0.0706) (0.0711) (0.0710) 
Pursuing College Degree -0.0203 -0.0181 -0.0205 -0.0210 
 (0.0777) (0.0775) (0.0772) (0.0774) 
Pursuing Advanced Degree 0.123 0.120 0.126 0.124 
 (0.108) (0.108) (0.107) (0.107) 
No Degree Prior 0.0367 0.0383 0.0352 0.0351 
 (0.0374) (0.0375) (0.0374) (0.0375) 
Primary Degree Prior -0.00854 -0.00639 -0.00881 -0.00841 
 (0.0371) (0.0372) (0.0372) (0.0371) 
High School Degree Prior 0.0192 0.0192 0.0184 0.0181 
 (0.0356) (0.0357) (0.0356) (0.0356) 
College Degree Prior 0.0627 0.0617 0.0613 0.0611 
 (0.0452) (0.0452) (0.0452) (0.0452) 
Medical Degree Prior -0.0602 -0.0556 -0.0606 -0.0608 
 (0.126) (0.127) (0.125) (0.126) 
     
Constant 0.363*** 0.538*** 0.348*** 0.346*** 
 (0.111) (0.127) (0.112) (0.115) 
Observations 2,668 2,668 2,668 2,668 
R-squared 0.181 0.183 0.181 0.181 
     



 
 

32 

Table B.1 (continued)  

F-statistics and p-values 6.29** 4.61** 9.88*** 10.16*** 
H0: lengthstay + interaction = 0  (0.0122) (0.0319) (0.0017) (0.0014) 

Robust standard errors in parentheses. All regressions are estimated using survey weights. 
*** p<0.01, ** p<0.05, * p<0.1 
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Appendix C: Unweighted Regression Results 

Table C.1: Main Regression Results (Unweighted)  

Dependent variable: Respondent has had health insurance for the entirety of the past 12 months 
 (1) (2) (3) 
Key Independent Variable     
Length of Stay (years) -0.0217*** -0.0228*** -0.0180*** 
 (0.00623) (0.00621) (0.00612) 
Immigration-Related Factors    
Has Applied for Resident Status  0.0939*** 0.0374 
  (0.0283) (0.0282) 
Speaks English: Very Well/Well  -0.126*** 0.00831 
  (0.0250) (0.0326) 
Speaks English: Poor  -0.115*** 0.000366 
  (0.0282) (0.0294) 
Demographic Factors    
Age   0.00352*** 
   (0.000846) 
Male   -0.0439** 
   (0.0192) 
Middle Eastern Ethnicity   -0.00417 
   (0.0214) 
Asian Ethnicity   -0.0749*** 
   (0.0278) 
Hispanic/Latino Ethnicity   0.0106 
   (0.0722) 
Cuban Ethnicity   0.125** 
   (0.0580) 
Darod Ethnicity   0.0141 
   (0.0522) 
Currently Married   0.0336 
   (0.0254) 
Previously Married   0.0491 
   (0.0401) 
Number of People in Household   0.0658*** 
   (0.00713) 
Resettled in South U.S. State   -0.169*** 
   (0.0332) 
Resettled in Midwest U.S. State   -0.0163 
   (0.0270) 
Resettled in West U.S. State   -0.0442* 
   (0.0263) 
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Table C.1 (continued) 

Dependent variable: Respondent has had health insurance for the entirety of the past 12 months 
 (1) (2) (3) 
In Current State Over One Year    0.0923** 
   (0.0450) 
Currently Employed   -0.104*** 
   (0.0282) 
Has Ever worked in U.S.   -0.0790*** 
   (0.0297) 
Not Pursuing Degree   -0.0880** 
   (0.0448) 
Pursuing High School Degree   0.0148 
   (0.0537) 
Pursuing College Degree   -0.0473 
   (0.0587) 
Pursuing Advanced Degree   0.0319 
   (0.0993) 
No Degree Prior   0.0420 
   (0.0321) 
Primary Degree Prior   0.0299 
   (0.0310) 
High School Degree Prior   0.0257 
   (0.0307) 
College Degree Prior   0.0249 
   (0.0371) 
Medical Degree Prior   -0.00955 
   (0.107) 
    
Constant 0.729*** 0.755*** 0.423*** 
 (0.0248) (0.0397) (0.0916) 
Observations 2,668 2,668 2,668 
R-squared 0.004 0.016 0.139 

Robust standard errors in parentheses 
*** p<0.01, ** p<0.05, * p<0.1 
 

Table C.2: Interaction Models with Controls (Unweighted) 

Dependent variable: Respondent has had health insurance for the entirety of the past 12 months 
 (4) (5) (6) (7) 
Key Independent Variable     
Length of Stay (years) -0.0148* -0.0579*** -0.00868 -0.00570 
 (0.00862) (0.0176) (0.00818) (0.00917) 
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Dependent variable: Respondent has had health insurance for the entirety of the past 12 months 
 (4) (5) (6) (7) 
Interaction Terms     
Length of Stay x Male -0.00592    
 (0.0117)    
Length of Stay x Resident Status  0.0448**   
  (0.0184)   
Length of Stay x Employed   -0.0167  
   (0.0116)  
Length of Stay x Ever Worked    -0.0181 
    (0.0117) 
Immigration-Related Factors     
Has Applied for Resident Status 0.0373 -0.120* 0.0365 0.0365 
 (0.0282) (0.0706) (0.0282) (0.0283) 
Speaks English: Very Well/Well 0.00893 0.00786 0.0104 0.0110 
 (0.0326) (0.0326) (0.0326) (0.0327) 
Speaks English: Poor 0.000838 0.00121 0.00117 0.00168 
 (0.0294) (0.0294) (0.0293) (0.0293) 
Demographic Factors     
Age 0.00351*** 0.00347*** 0.00344*** 0.00346*** 
 (0.000847) (0.000845) (0.000849) (0.000848) 
Male -0.0216 -0.0433** -0.0432** -0.0435** 
 (0.0472) (0.0192) (0.0192) (0.0192) 
Middle Eastern Ethnicity -0.00409 -0.00300 -0.00365 -0.00445 
 (0.0214) (0.0214) (0.0214) (0.0214) 
Asian Ethnicity -0.0750*** -0.0679** -0.0738*** -0.0736*** 
 (0.0278) (0.0281) (0.0278) (0.0278) 
Hispanic/Latino Ethnicity 0.0114 0.0156 0.0122 0.0125 
 (0.0721) (0.0716) (0.0724) (0.0724) 
Cuban Ethnicity 0.125** 0.124** 0.127** 0.127** 
 (0.0581) (0.0578) (0.0582) (0.0581) 
Darod Ethnicity 0.0136 0.0178 0.0138 0.0126 
 (0.0523) (0.0512) (0.0526) (0.0526) 
Currently Married 0.0338 0.0341 0.0351 0.0353 
 (0.0254) (0.0253) (0.0254) (0.0254) 
Previously Married 0.0498 0.0519 0.0512 0.0515 
 (0.0402) (0.0399) (0.0401) (0.0402) 
Number of People in Household 0.0657*** 0.0653*** 0.0658*** 0.0659*** 
 (0.00713) (0.00713) (0.00713) (0.00713) 
Resettled in South U.S. State -0.169*** -0.166*** -0.168*** -0.168*** 
 (0.0332) (0.0332) (0.0333) (0.0332) 
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Table C.2 (continued)  

Dependent variable: Respondent has had health insurance for the entirety of the past 12 months 
 (4) (5) (6) (7) 
Resettled in Midwest U.S. State -0.0162 -0.0171 -0.0154 -0.0166 
 (0.0270) (0.0270) (0.0270) (0.0270) 
Resettled in West U.S. State -0.0441* -0.0445* -0.0442* -0.0452* 
 (0.0263) (0.0263) (0.0263) (0.0263) 
In Current State Over One Year  0.0922** 0.0908** 0.0938** 0.0938** 
 (0.0450) (0.0449) (0.0449) (0.0450) 
Currently Employed -0.104*** -0.104*** -0.0408 -0.104*** 
 (0.0282) (0.0283) (0.0516) (0.0282) 
Has Ever worked in U.S. -0.0795*** -0.0781*** -0.0813*** -0.0134 
 (0.0297) (0.0297) (0.0297) (0.0513) 
Not Pursuing Degree -0.0875* -0.0870* -0.0866* -0.0887** 
 (0.0448) (0.0447) (0.0447) (0.0446) 
Pursuing High School Degree 0.0151 0.0152 0.0163 0.0148 
 (0.0537) (0.0534) (0.0536) (0.0536) 
Pursuing College Degree -0.0476 -0.0452 -0.0474 -0.0487 
 (0.0587) (0.0587) (0.0586) (0.0587) 
Pursuing Advanced Degree 0.0305 0.0314 0.0365 0.0350 
 (0.0995) (0.0993) (0.0991) (0.0996) 
No Degree Prior 0.0421 0.0443 0.0408 0.0405 
 (0.0321) (0.0321) (0.0321) (0.0321) 
Primary Degree Prior 0.0295 0.0309 0.0288 0.0293 
 (0.0310) (0.0310) (0.0310) (0.0310) 
High School Degree Prior 0.0257 0.0253 0.0252 0.0247 
 (0.0307) (0.0307) (0.0307) (0.0307) 
College Degree Prior 0.0244 0.0249 0.0226 0.0222 
 (0.0370) (0.0371) (0.0371) (0.0371) 
Medical Degree Prior -0.0105 -0.00749 -0.0104 -0.0101 
 (0.107) (0.108) (0.107) (0.107) 
     
Constant 0.411*** 0.562*** 0.388*** 0.379*** 
 (0.0939) (0.107) (0.0928) (0.0942) 
Observations 2,668 2,668 2,668 2,668 
R-squared 0.139 0.140 0.139 0.139 
     
F-statistics and p-values 6.29** 4.61** 9.88*** 10.16*** 
H0: lengthstay + interaction = 0  (0.0122) (0.0319) (0.0017) (0.0014) 

Robust standard errors in parentheses 
*** p<0.01, ** p<0.05, * p<0.1 
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