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About This Report 

As of July 2024, policymakers in Connecticut have used state funding to expand coverage for 
Medicaid and the Children’s Health Insurance Program (CHIP) to children through age 15 and to 
pregnant people who do not qualify for federally funded Medicaid or CHIP coverage because of their 
immigration status. Policymakers are considering further expansions to extend coverage for HUSKY, 
Connecticut’s Medicaid program, to the remaining population of children and to additional adults. 
Policymakers are also considering expanding eligibility for HUSKY C—Connecticut’s Medicaid 
program for residents who are ages 65 and older, blind, or disabled—to immigrant populations. In 
this report, we use microsimulation modeling to estimate the effects of expanding HUSKY eligibility 
to additional age groups (namely, ages 16–18, 19–25, 26–64, and 65 and older) and expanding 
HUSKY C eligibility. 

This research was jointly funded by Universal Health Care of Connecticut and the HUSKY 4 
Immigrants Coalition and carried out within the Payment, Cost, and Coverage Program in RAND 
Health Care. Connecticut’s legislature directed the Department of Social Services (DSS) to study the 
impact of expansions, and DSS collaborated with RAND in the development of this report to meet 
that requirement. 
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Summary 

Noncitizen immigrants represent roughly 8 percent of the U.S. population but represent more 
than 30 percent of the uninsured population (Buettgens and Ramchandani, 2023). Undocumented 
immigrants are generally ineligible for all forms of federally funded health insurance, including 
Medicaid, Medicare, and coverage on the Health Insurance Marketplace. Legally present immigrants 
who have held “qualified immigrant” status for fewer than five years are generally ineligible for 
Medicaid and Medicare coverage, although they are permitted to enroll in Health Insurance 
Marketplace coverage and receive subsidies (U.S. Department of Health and Human Services, 
undated).1 

Several states have used state funding to extend health insurance coverage to immigrants who are 
ineligible for federally funded coverage, whom we refer to as ineligible immigrants in this report. 
Connecticut is one such state and has extended coverage for HUSKY, the state’s Medicaid program, 
to a subset of immigrants. There are four HUSKY programs that serve different populations: 

1. HUSKY A: Medicaid for children ages 0–18, parents or caregivers, and pregnant people 
2. HUSKY B: Children’s Health Insurance Program (CHIP) for children ages 0–18 
3. HUSKY C: Medicaid for adults who are ages 65 and older, blind, or disabled  
4. HUSKY D: Medicaid for adults ages 19–64 without minor children 

Connecticut policymakers first extended HUSKY coverage to ineligible immigrants in 2021 by 
allowing income-eligible children ages 8 and younger to enroll in HUSKY A or HUSKY B, regardless 
of immigration status. The age threshold was extended to age 12 in January 2023 and then to age 15 
in July 2024 (Hirshman, 2024). Ineligible immigrants who are pregnant are also permitted to enroll in 
coverage via HUSKY B and can maintain that coverage for 12 months postpartum. 

Policymakers are considering further extending eligibility for HUSKY A and B to the remaining 
ineligible immigrant population of children through age 18. Policymakers are also considering 
expanding HUSKY A, B, and D to the adult population, with or without the additional expansion of 
HUSKY C. Furthermore, policymakers are considering options for covering the population of adults 
ages 65 and older; under existing eligibility requirements, only adults ages 19–64 qualify for 
HUSKY D because individuals ages 65 and older are assumed to be eligible for Medicare. However, 
covering seniors through HUSKY C could be much more expensive than covering them through 
HUSKY D because HUSKY C has more generous coverage of long-term care. Therefore, we 
consider a scenario in which HUSKY D eligibility is extended to seniors. Other than this exception, 
in the scenarios we model, these programs would retain all existing age- and income-based eligibility 
requirements but would no longer have any requirements related to immigration status.  

 
1 Some states waive the five-year waiting period for legally present pregnant people or children. 
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Table S.1 summarizes the details of these policy scenarios. In this report, we use microsimulation 
modeling to understand the effects of such expansions on insurance enrollment and state spending in 
Connecticut. 

Table S.1. Policy Scenarios 

Scenario 

Eligibility for Immigrants, by HUSKY Program 

HUSKY A HUSKY B HUSKY C HUSKY D 

Existing law Children ages 0–15 Children ages 0–15; 
pregnant and 
postpartum 
individuals 

None None 

Eligible populations in addition to those covered under existing law 

Scenario 1: Children 
and young adults 

Children ages 16–18; 
parents or caregivers 
ages 19–25 

Children ages 16–18 None Adults ages 19–25 
without minor 
children 

Scenario 2: 
Children and young 
adults + HUSKY C 

Children ages 16–18; 
parents or caregivers 
ages 19–25 

Children ages 16–18 Adults ages 19–25 Adults ages 19–25 
without minor 
children 

Scenario 3: All ages Children ages 16–18; 
parents or caregivers 
ages 19 and older 

Children ages 16–18 None Adults ages 19–64 
without minor 
children 

Scenario 4: All ages 
+ HUSKY C 

Children ages 16–18; 
parents or caregivers 
ages 19 and older 

Children ages 16–18 Adults ages 19 and 
older 

Adults ages 19–64 
without minor 
children 

Scenario 5: All ages 
+ HUSKY D for 
seniors 

Children ages 16–18; 
parents or caregivers 
ages 19 and older 

Children ages 16–18 None Adults ages 19 and 
older without minor 
children 

Methods 
COMPARE is a nationally representative microsimulation model in which individuals and 

households make choices about health insurance. We make several updates to the COMPARE 
microsimulation model so that it represents Connecticut and allows for analyses of the scenarios under 
consideration, including 

• reweighting the data underlying the model to represent the population size and key 
demographics (e.g., age, sex, income, insurance status, race, ethnicity) of Connecticut 

• imputing undocumented immigrant status using an algorithm informed by the literature that 
identifies potential undocumented immigrants by ruling out citizens and individuals who 
report receiving benefits unavailable to undocumented immigrants (e.g., Medicaid, 
Supplemental Security Income) or who report having occupations that are not available to 
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undocumented immigrants, such as police officer (Passel and Cohn, 2018; Van Hook et al., 
2021)  

• using data from the Migration Policy Institute about the total number of undocumented 
adults and children in Connecticut  

• imputing pregnancy status by using data specific to Connecticut by age, race, and ethnicity for 
women ages 15–45  

• imputing disability status in the undocumented immigrant population by age, income, gender, 
race, ethnicity, and health status. 

There are uncertainties related to health insurance take-up and medical spending among 
undocumented immigrants. As a default, we assume both take-up and medical spending are similar to 
those of the general population in Connecticut by demographic characteristics, but we conduct 
sensitivity analyses using higher and lower take-up.2 

Results 
Expanding eligibility for HUSKY by removing immigration status as an eligibility requirement 

would result in increased rates of insurance and increased costs to the state, although findings varied 
according to which age groups and HUSKY programs were included in the proposed expansions 
(Table S.1). In particular, we note the following results (summarized in Table S.2): 

• Total insurance enrollment would increase by 6,400 individuals when extending HUSKY A, 
B, and D to those ages 16–25. The addition of HUSKY C for this age group would have little 
effect. 

• Enrollment would increase by 22,600 to 24,400 individuals when HUSKY eligibility is 
expanded to all people who would otherwise qualify, depending on whether HUSKY C is also 
expanded or whether seniors are made eligible for HUSKY D. 

• The total number of individuals covered by HUSKY would increase by more than the change 
in total insurance coverage across all scenarios because a small number of immigrants 
previously covered by other insurance types (e.g., employer-sponsored coverage, off-
marketplace individual market coverage) would switch to HUSKY. 

• Costs to the state would be approximately $39 to $40 million when extending coverage to 
those ages 16–25 only.  

• Costs would increase substantially when extending coverage to all ages (subject to the existing 
age requirements in each HUSKY program). Expanding HUSKY A, B, and D to all eligible 
ages (Scenario 3) would result in the smallest increase in costs relative to existing law at $186 
million. The addition of HUSKY C for this group would lead to spending $252 million 
relative to existing law because of the cost of long-term care under HUSKY C. Additionally 

 
2 This assumption differs from prior RAND research in this setting (see Rao, Girosi, and Eibner, 2022). In the prior work, our 
default assumption was that medical spending and insurance take-up rates would be lower among the undocumented immigrant 
population than among the general population. Since that work was published, anecdotal evidence from both Connecticut and 
other states has suggested that enrollment and costs of health insurance programs immigrants have exceeded predictions, which is 
reflected in our updated assumptions in this report. 
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expanding access to HUSKY D for seniors (a departure from existing age-based eligibility 
requirements), rather than expanding HUSKY C, would cost the state $203 million relative 
to existing law. 

Table S.2. Summary of Changes in Enrollment and State Spending Relative to Existing Law, 
2025 

 

Scenario 1: 
Children and 
Young Adults  

Scenario 2: 
Children and 

Young Adults + 
HUSKY C  

Scenario 3: 
All Ages 

Scenario 4: 
All Ages + 
HUSKY C 

Scenario 5: 
All Ages + 

HUSKY D for 
Seniors 

Change in insurance 
enrollment (N) 

6,400 6,400 21,700 23,100 22,400 

Change in insurance 
enrollment 

12.3% 12.3% 41.9% 44.5% 43.2% 

Change in HUSKY 
enrollment (N) 

6,900 6,900 22,800 24,400 23,600 

Change in HUSKY 
enrollment 

34.8% 35.0% 115.7% 123.7% 119.5% 

Change in total costs to 
the state ($ millions) 

$38.6 $39.9 $186.2 $252.4 $203.2 

Change in total costs to 
the state 

37.5% 38.7% 180.6% 244.8% 197.1% 

Discussion 
Our analyses suggest that policymakers in Connecticut should consider the following findings 

from our models when evaluating the options for expanding HUSKY coverage: 

• Removing immigration status requirements from Medicaid and CHIP eligibility to children 
and young adults ages 16–25 would substantially reduce uninsurance among this population 
and comes at a relatively low cost to Connecticut. The addition of HUSKY C would make 
little difference to this population because of the low rate of disability. 

• Further expanding Medicaid coverage to the remaining adult population via HUSKY A, B, 
and D (Scenario 3) would increase insurance coverage by a greater proportion among adults 
through age 64 but to a much lesser extent to adults ages 65 and older because seniors do not 
qualify for HUSKY D and would gain coverage in this scenario only if they were parents or 
caregivers to a minor child. 

• Including HUSKY C in the expansion would result in an almost 40-percentage point 
reduction in uninsurance among seniors but would substantially increase costs to Connecticut 
because of the coverage of long-term care under HUSKY C. 

• Allowing seniors to enroll in HUSKY D would result in almost as large of an increase in 
insurance coverage among adults ages 65 and older as the HUSKY C expansion but at a lower 
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cost to Connecticut. However, this policy scenario would involve a difference in eligibility 
requirements relative to the federally funded HUSKY D program. 
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Chapter 1 

Introduction 

The proportion of individuals lacking health insurance in the United States has declined 
substantially since the Affordable Care Act was implemented. In 2022, only 8 percent of the U.S. 
population was uninsured (Kaiser Family Foundation, undated).3 However, undocumented 
immigrants continue to be ineligible for all forms of federally funded health insurance, including 
Medicaid, Medicare, and the Health Insurance Marketplace. Therefore, uninsurance rates among 
undocumented immigrants remain high, and approximately half of this population was still uninsured 
as of 2023 (Kaiser Family Foundation, 2024). Additionally, legally present immigrants who have held 
“qualified immigrant” status for fewer than five years are generally ineligible for Medicaid and 
Medicare coverage, although they might qualify for Health Insurance Marketplace subsidies (U.S. 
Department of Health and Human Services, undated). Throughout this report, we use the term 
legally present recent immigrants to refer to this population. Nearly 20 percent of the legally present 
recent immigrant population remains uninsured. 

To increase health insurance coverage among the noncitizen immigrant population, several states 
have enacted policies that expand access to coverage that is similar to Medicaid and the Health 
Insurance Marketplace for immigrants who would otherwise qualify for coverage except for their 
immigration status. As of September 2024, 12 states and the District of Columbia use state funding to 
provide Medicaid coverage to some or all immigrants who would qualify for coverage except for their 
immigration status (Kaiser Family Foundation, 2023; Rao et al., 2024). Because of uncertainties 
related to expected enrollment and costs in such programs, many states have rolled out such coverage 
incrementally by typically starting with children or pregnant people before expanding to some or all of 
the adult population. 

Connecticut first expanded coverage for HUSKY, the state’s Medicaid program, to immigrant 
children in 2021 by allowing immigrant children ages 8 and younger who qualified to enroll according 
to household income regardless of immigration status. The following year, the state passed legislation 
that extended coverage to children through age 12, and coverage was further expanded to children 
through age 15 in July 2024 (Pohly, 2024). 

Table 1.1 describes the four HUSKY programs and their eligible populations as of October 2024 
(Connecticut Department of Social Services, 2023b; HUSKY Health for Connecticut Children and 
Adults, undated). Although all four HUSKY programs generally cover the same services, HUSKY C 
is the only program to cover the use of institutional long-term services and supports (LTSS) and 
home- and community-based services for periods of more than 30 days.  

 
3 This uninsurance rate reflects elevated Medicaid enrollment because of continuous enrollment requirements that were put in 
place for the duration of the coronavirus disease 2019 pandemic. However, even prior to the pandemic, uninsurance rates among 
the general population were low at about 9.2 percent in 2019 (Kaiser Family Foundation, undated). 
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Table 1.1. Eligibility Criteria for HUSKY Programs 

Programs Eligible Populations Household Income Requirements 

HUSKY A Parents or caregivers ages 19 and older <138% of FPL 

Children ages 0–18 <201% of FPL 

Immigrant children ages 0–15 (existing 
coverage) 

<201% of FPL 

Pregnant people and 12 months 
postpartum 

<263% of FPL 

HUSKY B (Children’s 
Health Insurance 
Program [CHIP]) 

Children ages 0–18 201% to <323% of FPL  

Immigrant children ages 0–15 (existing 
coverage) 

201% to <323% of FPL 

Pregnant and 12 months postpartum 
immigrants (existing coverage) 

<263% of FPL 

HUSKY C Adults ages 65 and older, and adults 
ages 19 and older who are blind or 
disabled 

Annual income <$8,676 and asset limit of 
$1,600 for single people, or annual 
income <$11,760 and asset limit of $2,400 
for married couplesa 

Employees with disability (MedConnect) Annual income <$75,000 and asset limit 
of $10,000 for single people or $15,000 
for married couplesa 

Institutionalized adults ages 19 and older Annual income <$2,829 and asset limit of 
$1,600a 

Adults ages 19 and older who require 
long-term care 

Annual income <300% of Supplemental 
Security Income (SSI) and asset limit of 
$1,600 for single people or $2,400 for 
married couplesa 

HUSKY D Adults ages 19–64 without minor children <138% of FPL 

NOTE: FPL = federal poverty level. Existing state-funded coverage for immigrants as of October 2024 is shaded. 
a Income limits might be met after a spend-down period. 
 

Policymakers in Connecticut are considering further expansions to HUSKY coverage for 
immigrants, including expanding HUSKY eligibility to the remaining population of immigrant 
children and to the adult population. Policymakers are also considering expanding eligibility for 
HUSKY C, which is the HUSKY program for Connecticut residents who are ages 65 and older, 
blind, or disabled. HUSKY C is the primary eligibility pathway for adults ages 65 and older in 
Connecticut, and the income eligibility criteria (outside those who are employed and disabled) are 
fairly narrow because most individuals ages 65 and older would have primary coverage via Medicare. 
However, undocumented immigrants and legally present recent immigrants do not qualify for 
Medicare. Therefore, we estimate a scenario in which immigrant seniors would be eligible for 
HUSKY D (which is not generally available to individuals ages 65 and older). 

Any such expansions would be state-funded. For this reason, we customize RAND’s COMPARE 
microsimulation model to represent Connecticut (see Cordova et al., 2013). We use this model to 
estimate the potential effects of specific policy scenarios, which are summarized in Table 1.2. All 
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eligibility criteria related to age, income, and asset limits that apply for a program (as noted in 
Table 1.1) also apply for the state-funded coverage for immigrants, except for Scenario 5, which 
removes the upper age threshold for HUSKY D eligibility. 

Table 1.2. Policy Scenarios 

Scenario 

Eligibility for Immigrants, by HUSKY Program 

HUSKY A HUSKY B HUSKY C HUSKY D 

Existing law Children ages 0–15 Children ages 0–15; 
pregnant and 
postpartum 
individuals 

None None 

Eligible populations in addition to those covered under existing law 

Scenario 1: Children 
and young adults 

Children ages 16–18; 
parents or caregivers 
ages 19–25 

Children ages 16–18 None Adults ages 19–25 
without minor 
children 

Scenario 2: 
Children and young 
adults + HUSKY C 

Children ages 16–18; 
parents or caregivers 
ages 19–25 

Children ages 16–18 Adults ages 19–25 Adults ages 19–25 
without minor 
children 

Scenario 3: All ages Children ages 16–18; 
parents or caregivers 
ages 19 and older 

Children ages 16–18 None Adults ages 19–64 
without minor 
children 

Scenario 4: All ages 
+ HUSKY C 

Children ages 16–18; 
parents or caregivers 
ages 19 and older 

Children ages 16–18 Adults ages 19 and 
older 

Adults ages 19–64 
without minor 
children 

Scenario 5: All ages 
+ HUSKY D for 
seniors 

Children ages 16–18; 
parents or caregivers 
ages 19 and older 

Children ages 16–18 None Adults ages 19 and 
older without minor 
children 
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Chapter 2 

Methodology 

In this study, we used the RAND COMPARE microsimulation model to estimate outcomes 
associated with expanding eligibility to Connecticut’s state-funded HUSKY programs for legally 
present recent immigrants, including immigrant enrollment in HUSKY, the number of newly insured, 
and costs to the state (including total and per capita). 

The COMPARE model relies on nationally representative data and economic theory to analyze 
the effects of health policy changes. The data underlying the model include individuals and households 
who choose insurance coverage according to the costs and benefits of the plans available to them or 
who choose to go uninsured. The version of the model that we used relies on several data sources, 
including the 2024 Current Population Survey (CPS) and 2018–2019 Medical Expenditures Panel 
Survey (MEPS). 

We regularly update the model to reflect population growth, health care cost growth, and policy 
changes. A more detailed description of the COMPARE model is included in Appendix A. For our 
previous work on insuring undocumented immigrants living in Connecticut, we developed a 
Connecticut-specific version of COMPARE, which included the addition of two key variables: 
immigration status and pregnancy status (Rao, Girosi, and Eibner, 2022). Because these variables are 
not readily available in the data underlying COMPARE, we rely on imputation.  

We used the same methodology as our previous work to impute immigration and pregnancy 
status for our analyses in this report, which we summarize in this chapter. For this study, we also 
imputed disability status to determine eligibility for HUSKY C. All three variables affect Medicaid 
eligibility in the context of our analyses. We then reweighted the model to be representative of 
Connecticut in 2022 by using data from the 2022 American Community Survey regarding health 
insurance, income, age, gender, race, ethnicity, and immigration status (U.S. Census Bureau, 2024). 
We used a historical time series of total population size from the Connecticut Department of Public 
Health (undated-a) to extrapolate the total population size in 2025. We assume that the overall 
population composition does not change between 2022 and 2025. However, this assumption has no 
effects on our estimates because we focused on the undocumented population only, and this 
population is reweighted separately using data from the Migration Policy Institute (MPI). Table A.1 
in Appendix A lists the data sources that we used for this analysis. 

Imputation of Immigration, Pregnancy, and Disability Status  
Immigration Status 

The CPS data that underlie the COMPARE model include information on whether a respondent 
is a U.S. citizen. However, for our analyses, we needed detailed immigration status, including whether 
someone is a qualified immigrant within the five-year waiting period. To assign undocumented 
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immigrant status, we adapted algorithms, which were suggested by prior literature, to impute detailed 
immigration status using publicly available data (Passel and Cohn, 2018; Van Hook et al., 2021). To 
implement our method, we began with the entire population of individuals in the CPS data and 
applied several exclusion criteria to remove individuals who are unlikely to be undocumented 
immigrants. In particular, we excluded those who reported being a U.S. citizen and receiving any form 
of federally funded health insurance, being employed by the government or having other employment 
that typically requires U.S. citizenship, or receiving any other federally funded benefits, such as SSI or 
Supplemental Nutrition Assistance Program (SNAP).4 We then applied additional restrictions on 
the resulting pool of individuals to disallow assigning undocumented immigrant status to (1) younger 
siblings but not older siblings and (2) children but not at least one of their parents. We created a 
sample from the remaining pool of individuals to match population targets produced by the MPI for 
the entire United States (MPI, undated-b). We then reweighted the entire dataset to represent the 
size and demographics of the population in Connecticut, including the size and marginal distributions 
of key demographic variables in the undocumented immigrant population, using 2019 Connecticut-
specific estimates from the MPI (undated-a). We reweighted according to age, gender, income, years 
of U.S. residence, and health insurance status (i.e., Medicaid, other insured, or uninsured). The 
reweighting approach is described in greater detail in this chapter.  

We also made one additional adjustment to the size of the undocumented immigrant population 
in Connecticut. Enrollment data for Connecticut’s existing state-funded HUSKY program for 
immigrant children ages 0–15 indicates that more than 14,000 children were enrolled as of July 2024 
(Connecticut Data, 2024). However, the MPI estimates the total number of children in this age group 
to be only 7,000. Therefore, we adjusted the size of the population of children ages 0–15 to allow 
enrollment that aligns with the state’s estimates. The MPI data have several limitations, but there are 
very few available sources of data on the size of the undocumented immigrant population. We also 
note that state representatives expressed that there might be some issues with the Connecticut 
enrollment data. Namely, policymakers are aware of an issue that is classifying some children who 
should qualify for the federally funded HUSKY A or B programs as lacking documentation of 
immigration status and, therefore, enrolling them under the state-funded HUSKY A or B programs 
for immigrants. The state is working to correct this issue but estimated that actual enrollment is likely 
somewhere between the estimates suggested by the MPI data and the existing state enrollment data. 

Identifying qualified immigrants within the five-year waiting period for Medicaid eligibility is 
difficult using publicly available data, so we identified noncitizens who reported their year of U.S. 
entry as being within the prior five years as a proxy. There was some disagreement between these 
variables and individuals reporting receipt of Medicaid. Therefore, for cases in which an individual 
reported non-U.S. citizenship, residency of fewer than five years, and receipt of Medicaid, we assumed 
that Medicaid status was correct and modified the years of residence to be greater than five. 

Pregnancy Status 
The CPS data do not report on pregnancy status, so we imputed the probability of pregnancy 

according to several individual characteristics and then created a sample according to that probability 

 
4 We did not apply this exclusion criteria for children ages 15 or younger who were reported as receiving Medicaid. 
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to assign a pregnancy status to each female ages 15–45. The imputation was performed by combining 
Connecticut-specific fertility rates from 2023, which were obtained from the Centers for Disease 
Control and Prevention (CDC) WONDER database (CDC, 2024), and 2022 data on all births in 
Connecticut from the Connecticut Department of Public Health (undated-c). We note that this likely 
represents an undercount of pregnant individuals who would be covered by HUSKY because not all 
pregnancies end in live births. 

Disability Status 
Among citizens and qualified immigrants, disability for the sake of HUSKY C eligibility is based 

on the following conditions: 

• the individual receives SSI because they are blind or disabled 
• the individual has a disability that limits their ability to work 
• the individual receives any kind of disability income. 

Because the definition of disability is partially tied to receipt of disability income, which is not 
available to the undocumented immigrant population, it is likely to miss a portion of the disabled 
undocumented immigrant population who would theoretically be eligible for HUSKY C. Instead, we 
assumed that prevalence of disability is independent of immigration status and used the population of 
citizens and qualified immigrants to impute disability in the undocumented population. Disability for 
citizens and qualified immigrants is defined using both self-reported disability and receipt of income 
linked to disability in the CPS data. Given our concern about potentially overlooking some disabled 
individuals, we avoided modifying the disability status of undocumented individuals who are already 
reported as being disabled.  

Reweighting of COMPARE Model  
COMPARE is a nationally representative model, so we use reweighting to make the model 

represent Connecticut. We have used this methodology in prior work to conduct state-specific 
analyses (see Rao, Girosi, and Eibner, 2022; and Rao, Girosi, and Eibner, 2024). To conduct the 
reweighting, we used Connecticut-specific demographic and insurance enrollment data in addition to 
the Connecticut-specific immigration status that we imputed (as described above). We used the 
iterative proportional fitting (IPF) algorithm to assign new weights to each individual in the 
COMPARE model so that the demographics and insurance status, including those of the 
undocumented immigrant population, would be representative of Connecticut (for more details on 
IPF, see Lomax and Norman, 2016). 

Because of the relatively small number of marginal values adjusted by the IPF algorithm compared 
with the approximately 144,000 CPS records, the algorithm converges smoothly. We validated the 
accuracy of the reweighting process by comparing the intended distribution of individual 
characteristics with the distribution observed in the reweighted COMPARE data. The IPF algorithm 
effectively matches the desired marginal distribution with relative errors on each of the components of 
the marginals being less than one part in 10,000. This is well below the inherent uncertainty level of 
the simulation, which is larger than one part in 100, because the uncertainty on the take-up rates and 
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the number of undocumented immigrants are already large. Because we cannot observe the underlying 
joint distribution of key variables for undocumented immigrants, we are unable to validate the 
distribution produced by the IPF algorithm. We used 2022 data representing Connecticut as the 
baseline for reweighting the model and reporting simulation results for 2025. 

Insurance Take-Up and Medical Spending 
Take-Up Rate 

There might be reasons that the rate for take-up of a public health insurance option looks 
different for undocumented immigrants than for the general population. Undocumented immigrants 
might face similar challenges as other immigrants to enroll in health insurance, such as language 
barriers or lack of understanding of the health insurance system and available options. But 
undocumented immigrants might additionally avoid enrolling in publicly funded health insurance 
options because of fear of immigration enforcement action. 

However, anecdotal evidence suggests that enrollment in existing state-funded health insurance 
programs that offer coverage to undocumented immigrants has been higher than predicted. For 
example, Illinois implemented a coverage option similar to Medicaid for immigrants and found that 
enrollment was not only higher than predictions suggested but also higher than predicted eligibility 
(Illinois Department of Healthcare and Family Services, undated-a; Illinois Department of 
Healthcare and Family Services, undated-b). 

Because of these opposing factors that might affect take-up rates in the undocumented immigrant 
population, we assume that health insurance take-up rates in the undocumented immigrant 
population, on average, would mirror those observed in the general population in Connecticut. As of 
2016, it was estimated that Medicaid take-up rates in Connecticut were around 96 percent for 
children and 92 percent for parent or caretaker adults ages 19–64 (Haley et al., 2018). We assume 
that take-up rates for pregnant people would mirror those of children and that take-up rates of all 
other adults would mirror those of the parent or caretaker population. For long-term care (LTC) 
coverage under HUSKY C, there is additional eligibility criteria, in the sense that those individuals 
must need LTC. However, we lack the necessary claims data to make that determination. Therefore, 
we assume that the ratio of the number of HUSKY C recipients who qualify according to age or 
disability to the number of HUSKY C recipients who qualify for LTC coverage is the same in the 
ineligible immigrant population as in the general population. 

Medical Spending 
Similar to health insurance take-up rates, there are several reasons that medical spending might 

differ among undocumented immigrants relative to the general population, such as the following: 

• The healthy immigrant effect—which suggests that immigrants are healthier, on average, than 
the native-born citizens—predicts lower medical spending (Kennedy, McDonald, and Biddle, 
2006). However, this effect might not apply to immigrant children, who tend to have higher 
rates of chronic disease and all-cause mortality than non-immigrant children (Ayalew et al., 
2021; Baker, Rendall, and Weden, 2015; Schmeer, 2019; Shor, Roelfs, and Vang, 2017) . 
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• Pent-up demand from individuals who have been uninsured for a long period of time could 
lead to higher medical spending, at least in earlier years of any new program. 

• Adverse selection suggests that if immigrants fear immigration enforcement action associated 
with enrolling in publicly funded health insurance, then those who risk enrolling would be 
sicker and have higher medical spending. 

Because it is unclear whether we would expect undocumented immigrants to have higher or lower 
medical spending, on average, than the general population, we assume that medical spending for 
undocumented immigrants is similar to that of the general population for a given demographic profile. 
To assign a yearly cost to individuals enrolled in different HUSKY programs, we used data from the 
Connecticut Department of Social Services (2023a). The data contain per-member-per-month costs 
for HUSKY A, B, C, and D from March 2020 to September 2022. Assuming a constant growth rate, 
we extrapolated these data to 2025. Because the data do not provide the age distribution in the 
HUSKY programs, we borrowed the age distribution from the MEPS (using 2018 and 2019 data) 
after reweighting the age distribution using MPI data so that it resembles the undocumented 
population in Connecticut and selecting the self-identified Medicaid subpopulation. Using each 
procedure, we assigned a per-capita yearly cost to all new enrollees in the HUSKY programs 
according to their age in a way that is consistent with the existing Connecticut data. The exception to 
this procedure is for HUSKY LTC, for which cost calculations are described in the next section. 

We note that our assumptions related to Medicaid take-up rates and medical spending among 
undocumented immigrants differ from prior work conducted by RAND researchers in this setting 
(see Rao, Girosi, and Eibner, 2022). In the prior work, our default assumption was that medical 
spending and insurance take-up rates would be lower among the undocumented immigrant 
population than among the general population, which was driven by the limited available literature at 
the time. Since that work was published, anecdotal evidence from both Connecticut and other states 
has suggested that enrollment and costs of health insurance programs immigrants have exceeded 
predictions, which is reflected in our updated assumptions in this report. 

HUSKY C Subprograms and Long-Term Care 
HUSKY C provides services to the population who are ages 65 and older, blind, or disabled. 

However, in HUSKY C, there are special programs that have different eligibility requirements, which 
are dedicated to specific subpopulations. One example is Med-Connect (Type of Assistance code 
S05), which provides services to a small population of working disabled and has a much higher income 
eligibility threshold. Other programs provide services to individuals in need of LTC, either in a home- 
and community-based care setting (Type of Assistance code W01) or in residential facility setting 
(Type of Assistance codes L01, L99). The population serviced by LTC programs is approximately 
one-half of the entire population of the HUSKY C program (Connecticut Data, 2024).  

The data at our disposal allow us to identify individuals who satisfy the income eligibility 
requirement, which has a threshold equal to 300 percent of the maximum SSI federal benefit rate. 
However, there are other eligibility requirements that require the knowledge of variables, such as the 
need of certain levels of care, that are unobserved. Hence, some assumptions had to be made to 
estimate how many individuals will participate in such programs. After the total number of individuals 
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in HUSKY C is determined, we compute the cost to the state by applying the average HUSKY C 
cost, which is known from Connecticut Department of Social Services data (Connecticut Department 
of Social Services, 2023a; Connecticut Department of Social Services, 2022). 

The key assumptions that allow us to estimate the number of individuals in HUSKY C and the 
broad income groups are the following: 

1. The number of enrollees in these programs is a proportion of the number of enrollees of the 
standard HUSKY C programs for residents who are ages 65 and older, blind, or disabled, and 
the proportion for each program can be computed from existing HUSKY C data. 

2. Take-up rates and the prevalence of the unobserved variables that determine eligibility are 
independent of the income group.  

There are two main reasons behind these assumptions. One is that we simply do not have enough 
information to distinguish between different behaviors in subpopulations of different incomes. The 
other is that these populations are characterized by urgent and demanding health care needs, and it is 
unlikely that income is an important driver of behavior, other than allowing some individuals to enroll. 
This approach is consistent with the literature on the elasticity of demand for care, which shows that 
the demand for urgent or emergency care is inelastic (Ellis, Martins, and Zhu, 2017; Liu and Chollet, 
2006). There are clearly factors that could lead to violations of these assumptions. For instance, 
undocumented individuals might have different preferences for receiving LTC in a residential setting 
versus a home- or community-based setting. This behavior could result in a deviation from the 
observed distribution of LTC programs in HUSKY C. 

Sensitivity Analyses 
To address the uncertainty in health insurance take-up rates, we conducted sensitivity analyses 

with alternative assumptions. Because take-up rates are already high in Connecticut (more than 90 
percent for both children and adults), we estimated results using a high take-up rate of 100 percent. 
For the low take-up rate for adults, we implemented a 25-percentage point reduction in take-up rates 
for both adults and children to provide outcomes that reflect a wider range of the take-up rate.  

Reported Outcomes 
For each policy scenario described in Table 1.2, we report the following outcomes: 

• enrollment in different insurance types among undocumented immigrants 
• uninsurance rates by age category 
• insurance status under existing law among immigrants enrolled in Medicaid 
• costs to the state.  
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Chapter 3 

Results 

Enrollment 
Table 3.1 summarizes the health insurance status of immigrants who are ineligible for federally 

funded coverage, whom we refer to as ineligible immigrants, under existing law and under each scenario 
in 2025. Scenario 1 extends eligibility for HUSKY A and B to children ages 16–18 and extends 
eligibility for HUSKY A and D to young adults ages 19–25. In this scenario, the total number of 
ineligible immigrants with health insurance increases by 6,400 (12.3 percent), and the total number 
insured on Medicaid increases by 6,900 (34.8 percent). The majority of individuals who gain Medicaid 
coverage were previously uninsured (6,400 individuals), and a small number (500) were previously 
covered by another form of health insurance (namely, off-Marketplace individual market coverage or 
employer-sponsored coverage). The additional expansion of HUSKY C eligibility to this population 
in Scenario 2 makes a minimal difference, with less than 50 additional individuals gaining coverage, 
the majority of whom were previously uninsured. 

Table 3.1. Insurance Enrollment Among Ineligible Immigrants in 2025 

 
Table 3.2 summarizes the age distribution of individuals enrolled in the state-funded HUSKY 

options under existing law and each policy scenario. Under existing law, the majority of individuals 
enrolled in HUSKY are ages 15 or younger, although there are some individuals ages 15 and older 
who have coverage via the HUSKY B pregnancy and postpartum coverage option for immigrants. The 

 

Existing 
Law 

Scenario 1: 
Children and 
Young Adults 

Scenario 2: 
Children and 

Young Adults + 
HUSKY C 

Scenario 3: 
All Ages 

Scenario 4: 
All Ages + 
HUSKY C 

Scenario 5: 
All Ages + 

HUSKY D for 
Seniors 

N N 
Change 

(%) N 
Change 

(%) N 
Change 

(%) N 
Change 

(%) N 
Change 

(%) 

Total 
insured 

51,800 58,200 12.3 58,200 12.3 73,500 41.9 74,900 44.5 74,200 43.2 

HUSKY 19,700 26,600 34.8 26,600 35.0 42,600 115.7 44,200 123.7 43,300 119.5 

Other 
insured 

32,100 31,600 −1.6 31,600 −1.6 31,000 −3.6 30,800 −4.1 30,900 −3.7 

Uninsured 70,200 63,800 −9.1 63,800 −9.1 48,500 −30.9 47,100 −32.9 47,800 −31.9 

NOTE: The HUSKY and other insured data might not sum to the total insured because of rounding. Small changes in 
enrollment might also be obscured because of rounding, including a small increase in HUSKY enrollment in Scenario 2 
relative to Scenario 1. 
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expansion of HUSKY A and B to the remaining population of children results in an increase of 
approximately 1,800 individuals in all scenarios. 

Table 3.2. HUSKY Age Distribution Among Ineligible Immigrants in 2025 

Age Category Existing Law 

Scenario 1: 
Children and 
Young Adults 

Scenario 2: 
Children and 

Young Adults + 
HUSKY C 

Scenario 3: 
All Ages 

Scenario 4: 
All Ages + 
HUSKY C 

Scenario 5: 
All Ages + 

HUSKY D for 
Seniors 

0–15 14,400 14,400 14,400 14,400 14,400 14,400 

16–18 0 1,800 1,800 1,800 1,800 1,800 

19–25 800 5,900 5,900 5,900 5,900 5,900 

26–35 3,000 3,000 3,000 8,300 8,400 8,300 

36–45 1,500 1,500 1,500 7,900 8,100 7,900 

46–55 0 0 0 2,800 3,000 2,800 

56–64 0 0 0 1,400 1,700 1,400 

65 and older 0 0 0 0 800 800 

Total insured 19,700 26,600 26,600 42,600 44,200 43,300 

NOTE: Totals might not sum to the total insured because of rounding. Small changes in enrollment might also be 
obscured because of rounding.  

 
Expanding HUSKY eligibility to all otherwise-eligible adults in Scenarios 3, 4, and 5 substantially 

increases insurance coverage relative to existing law. In Scenario 3, in which HUSKY A and D 
eligibility is expanded to the adult population, total insurance coverage rises by more than 21,000 
individuals relative to existing law (41.9 percent). The majority were previously uninsured, but 1,100 
previously had another form of coverage. Total insurance coverage increases slightly in Scenario 4 
(expansion of HUSKY C coverage) and Scenario 5 (expansion of HUSKY D to seniors) compared 
with Scenario 3 because of the additional options for seniors 65 and older in those scenarios. For every 
age group, HUSKY enrollment is slightly higher in Scenario 4 compared with Scenario 5 because of 
the more generous income eligibility criteria for HUSKY C MedConnect coverage for employees who 
have a disability and for LTC programs. 

Table 3.3 summarizes rates of uninsurance by age category in each scenario. Under existing law, 
6.1 percent of ineligible immigrant children ages 15 and younger remain uninsured, and uninsurance 
rates among the remaining population are above 50 percent in all age categories. Under existing law, 
uninsurance rates are highest among young adults ages 19–25 (at more than 80 percent), suggesting 
that young, healthy adults might have less incentive to purchase insurance on the individual market at 
full price and that they (and their parents) might not have access to jobs that provide employer-based 
coverage. When HUSKY A and D become available to these young adults under Scenario 1, the 
uninsurance rate drops to approximately 50 percent, and this finding remains consistent across 
scenarios because the additional expansion of HUSKY C eligibility has only a very minor effect on 
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this group. When the remaining adult population gains insurance coverage in Scenarios 3, 4, and 5, 
uninsurance rates among adults ages 26–64 drop by 15 to 25 percent. For adults ages 65 and older, 
Scenario 3, in which they qualify only for HUSKY A (Medicaid for parents or caregivers), has only a 
minimal effect on uninsurance. However, Scenarios 4 and 5, which expand access to HUSKY C and 
HUSKY D, respectively, reduce uninsurance much more substantially for those ages 65 and older. 

Table 3.3. Uninsurance Rates Among Ineligible Immigrants in 2025, by Age Category (%) 

Age Category Existing Law 

Scenario 1: 
Children and 
Young Adults 

Scenario 2: 
Children and 

Young Adults + 
HUSKY C 

Scenario 3: 
All Ages 

Scenario 4: 
All Ages + 
HUSKY C 

Scenario 5: 
All Ages + 

HUSKY D for 
Seniors 

0–15 6.1 6.1 6.1 6.1 6.1 6.1 

16–18 68.0 16.3 16.3 16.3 16.3 16.3 

19–25 81.1 52.5 52.4 52.5 52.4 52.5 

26–35 54.9 54.9 54.9 38.7 38.2 38.7 

36–45 64.9 64.9 64.9 44.3 43.9 44.3 

46–55 69.7 69.7 69.7 52.9 52.1 52.9 

56–64 63.5 63.5 63.5 44.9 41.1 44.9 

65 and older 69.7 69.7 69.7 67.5 28.9 28.1 

All ages 57.5 52.3 52.3 39.7 38.6 39.2 

Costs to Connecticut 
Tables 3.4 and 3.5 summarize the costs to the state for expanding HUSKY by age group, across 

scenarios, both overall (Table 3.4) and per capita (Table 3.5). The costs to expand HUSKY to the 
remaining population of children ages 16–18 is relatively low at $6 million (or $3,500 annually per 
capita and $3,900 per newly insured individual). Similarly, the expansion to young adults ages 19–25 
would cost Connecticut $32 million (or just less than $7,000 annually, both per capita and per newly 
insured). This figure includes the high cost of insuring the few disabled young adults through 
HUSKY C. 

Expanding coverage to the remaining population of adults who would otherwise be eligible for 
HUSKY substantially increases costs to the state. Total costs to the state in Scenario 3 are $290 
million, or $186 million relative to existing law, and the vast majority of the increased spending 
compared with Scenarios 1 and 2 is generated by the population ages 26–64 because the only 
eligibility pathway for adults ages 65 and older is via HUSKY A in Scenario 3, so enrollment is very 
low. Spending increases for all adult age categories in Scenario 4, which includes the expansion of 
HUSKY C, because HUSKY C covers LTSS on a long-term basis (more than 30 days), whereas 
HUSKY A, B, and D cover LTC for up to 30 days only. Per capita costs are similarly highest in 
Scenario 4 because of the inclusion of HUSKY C coverage. 
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Table 3.4. Costs to Connecticut to Insure Ineligible Immigrants in 2025 ($ millions) 

Age Category Existing Law 

Scenario 1: 
Children and 
Young Adults 

Scenario 2: 
Children and 

Young Adults + 
HUSKY C 

Scenario 3: 
All Ages 

Scenario 4: 
All Ages + 
HUSKY C 

Scenario 5: 
All Ages + 

HUSKY D for 
Seniors 

0–15 50.0 50.0 50.0 50.0 50.0 50.0 

16–18 0.1 6.4 6.4 6.4 6.4 6.4 

19–25 9.1 41.4 42.7 41.4 42.7 41.4 

26–35 28.8 28.8 28.8 61.7 68.6 61.7 

36–45 15.1 15.1 15.1 63.6 70.4 63.6 

46–55 0.0 0.0 0.0 31.2 37.1 31.2 

56–64 0.0 0.0 0.0 34.5 48.3 34.5 

65 and older 0.0 0.0 0.0 0.6 32.1 17.6 

Total 103.1 141.7 143.0 289.3 355.5 306.3 

NOTE: Costs under existing law for individuals ages 19–45 are for pregnant people. Costs in all five scenarios are 
inclusive of the costs to the state under existing law. 

 

  



 

 14 

Table 3.5. Costs to the State Per Capita and Per Newly Insured in 2025 ($) 

Age Category Existing Law 

Scenario 1: 
Children and 
Young Adults 

Scenario 2: 
Children and 

Young Adults + 
HUSKY C 

Scenario 3: 
All Ages 

Scenario 4: 
All Ages + 
HUSKY C 

Scenario 5: 
All Ages + 

HUSKY D for 
Seniors 

Per capita       

0–15 3,500 3,500 3,500 3,500 3,500 3,500 

16–18 11,200 3,500 3,500 3,500 3,500 3,500 

19–25 10,100 6,900 7,100 6,900 7,100 6,900 

26–35 9,700 9,700 9,700 7,400 8,100 7,400 

36–45 9,900 9,900 9,900 8,100 8,700 8,100 

46–55 0 0 0 11,000 12,500 11,000 

56–64 0 0 0 24,600 27,900 24,600 

65 and older 0 0 0 11,900 40,200 22,000 

All ages $5,200 $5,300 $5,300 $6,800 $8,000 $7,000 

Per newly insured      

0–15 N/A N/A N/A N/A N/A N/A 

16–18 N/A $3,900 $3,900 $3,900 $3,900 $3,900 

19–25 N/A $6,800 $7,000 $6,800 $7,000 $6,800 

26–35 N/A N/A N/A $6,400 $7,600 $6,400 

36–45 N/A N/A N/A $7,900 $8,800 $7,900 

46–55 N/A N/A N/A $11,600 $13,200 $11,600 

56–64 N/A N/A N/A $25,300 $29,500 $25,300 

65 and older N/A N/A N/A $14,000 $43,900 $23,700 

All ages N/A $6,100 $6,300 $8,600 $10,900 $9,100 

NOTE: N/A = Not applicable. Costs under existing law for individuals ages 19–45 are for pregnant people. We assign 
the average cost of pregnancy under Medicaid to all pregnant individuals.  

Sensitivity Analyses 
Table 3.6 describes the insurance enrollment, relative to existing law, in alternate versions of 

Scenarios 1–5 in which health insurance take-up rates are lower or higher than in the main analyses. 
The results followed expected patterns, with total insurance coverage increasing slightly in scenarios 
with higher take-up rates and vice versa.   
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Table 3.6. Insurance Enrollment Among Ineligible Immigrants Relative to Existing Law Under 
Alternate Take-Up and Spending Assumptions, 2025 

 Change from Existing Law (%)	

Scenario 1: 
Children and 
Young Adults 

Scenario 2: 
Children and 

Young Adults + 
HUSKY C 

Scenario 3:  
All Ages	

Scenario 4:  
All Ages + 
HUSKY C	

Scenario 5:  
All Ages + 

HUSKY D for 
Seniors	

Main analysis	

Total insured	 12.3	 12.3	 41.9	 44.5	 43.2	

Medicaid	 34.8	 35.0	 115.7	 123.7	 119.5	

Other insured	 −1.6	 −1.6	 −3.6	 −4.1	 −3.7	

Uninsured	 −9.1	 −9.1	 −30.9	 −32.9	 −31.9	

Low take-up rate	

Total insured	 9.0	 9.0	 30.5	 32.5	 31.5	

Medicaid	 25.5	 25.6	 84.4	 90.2	 87.2	

Other insured	 −1.2	 −1.2	 −2.6	 −3.0	 −2.7	

Uninsured	 −6.6	 −6.6	 −22.6	 −24.0	 −23.3	

High take-up rate	

Total insured	 13.2	 13.2	 45.3	 48.2	 46.7	

Medicaid	 37.3	 37.5	 125.0	 133.7	 129.2	

Other insured	 −1.7	 −1.7	 −3.8	 −4.5	 −4.0	

Uninsured	 −9.7	 −9.7	 −33.4	 −35.6	 −34.5	

 
The differences in the high take-up scenarios are relatively small, on the order of a few percentage 

points, because health insurance take-up rates in Connecticut (which informed the take-up rates in the 
main analyses) are already high, so even setting them to 100 percent does not make a substantial 
difference. However, it is possible that even a 100-percent take-up rate could produce an 
underestimate of enrollment and costs if the size of the undocumented immigrant population (per the 
MPI data) is underestimated. The difference between the main results and the low take-up scenarios 
are larger because the difference in the take-up rate was larger. 

Costs to the state under the high and low take-up scenarios are summarized in Table 3.7. The 
differences in costs to the state are smaller in the high take-up scenario (because of the relatively small 
change in enrollment) and larger in the low take-up scenario. These scenarios can provide a helpful 
range of enrollment and costs for the state to consider.  



 

 16 

Table 3.7. Costs to Connecticut Under Alternate Take-Up and Spending Assumptions in 2025 
($ millions) 

Age 
Category 

Existing 
Law 

Scenario 1: 
Children and 
Young Adults 

Scenario 2: 
Children and 
Young Adults 

+ HUSKY C 
Scenario 3: 

All Ages 

Scenario 4: 
All Ages + 
HUSKY C 

Scenario 5: 
All Ages + 

HUSKY D for 
Seniors 

Main analysis	

0–15	 50.0	 50.0	 50.0	 50.0	 50.0	 50.0	

16–18	 0.1	 6.4	 6.4	 6.4	 6.4	 6.4	

19–25	 9.1	 41.4	 42.7	 41.4	 42.7	 41.4	

26–35	 28.8	 28.8	 28.8	 61.7	 68.6	 61.7	

36–45	 15.1	 15.1	 15.1	 63.6	 70.4	 63.6	

46–55	 0.0	 0.0	 0.0	 31.2	 37.1	 31.2	

56–64	 0.0	 0.0	 0.0	 34.5	 48.3	 34.5	

65 and older	 0.0	 0.0	 0.0	 0.6	 32.1	 17.6	

Total	 103.1	 141.7	 143.0	 289.3	 355.5	 306.3	

Low take-up rate	

0–15	 50.0	 50.0	 50.0	 50.0	 50.0	 50.0	

16–18	 0.1	 4.7	 4.7	 4.7	 4.7	 4.7	

19–25	 9.1	 32.6	 33.6	 32.6	 33.6	 32.6	

26–35	 28.8	 28.8	 28.8	 52.8	 57.8	 52.8	

36–45	 15.1	 15.1	 15.1	 50.5	 55.4	 50.5	

46–55	 0.0	 0.0	 0.0	 22.7	 27.1	 22.7	

56–64	 0.0	 0.0	 0.0	 25.1	 35.2	 25.1	

65 and older	 0.0	 0.0	 0.0	 0.4	 23.4	 12.8	

Total	 103.1	 131.3	 132.3	 238.9	 287.1	 251.3	

High take-up rate	

0–15	 50.0	 50.0	 50.0	 50.0	 50.0	 50.0	

16–18	 0.1	 6.6	 6.6	 6.6	 6.6	 6.6	

19–25	 9.1	 44.1	 45.5	 44.1	 45.5	 44.1	

26–35	 28.8	 28.8	 28.8	 64.5	 72.0	 64.5	

36–45	 15.1	 15.1	 15.1	 67.7	 75.0	 67.7	

46–55	 0.0	 0.0	 0.0	 33.8	 40.3	 33.8	

56–64	 0.0	 0.0	 0.0	 37.4	 52.4	 37.4	

65 and older	 0.0	 0.0	 0.0	 0.6	 34.8	 19.1	

Total	 103.1	 144.7	 146.1	 304.7	 376.6	 323.2	
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Chapter 4 

Discussion 

Policymakers in Connecticut are considering various options to reduce the uninsurance rate 
among the immigrant population and, in particular, among undocumented immigrants who are 
generally ineligible for any federally funded form of health insurance. Connecticut has already 
expanded access to HUSKY A (Medicaid) and HUSKY B (CHIP) for children through age 15 and 
for pregnant people through 12 months postpartum (Connecticut Department of Social Services, 
undated). Policymakers are now considering further expansions to the remaining population of 
children, the young adult population ages 19–25, and the remaining adult population. 

We estimate that expanding access to HUSKY A and B to the remaining population of children 
and expanding HUSKY A and D to young adults would increase total insurance coverage by more 
than 6,000 individuals but that the additional expansion of HUSKY C to this population would have 
a relatively minimal effect on enrollment because most young adults would not qualify for the 
MedConnect program or require LTSS, both of which have more generous eligibility criteria 
compared with other HUSKY programs. 

Expanding access to HUSKY A, B, and D to the remaining adult population who would 
otherwise be eligible would result in an increase of nearly 21,000 individuals, or 40 percent, relative to 
existing law. Adding HUSKY C to this scenario would result in an additional 1,800 insured 
individuals, the majority of whom would be ages 65 and older. We also consider the effects of 
extending HUSKY D eligibility to seniors, although HUSKY D is not available to individuals ages 65 
and older, regardless of immigration status, because those individuals are generally eligible for 
Medicare. Undocumented immigrants and legally present recent immigrants do not qualify for 
Medicare; hence, HUSKY D could be another pathway to expand HUSKY eligibility for immigrant 
seniors and could require less state funding (because HUSKY D does not cover LTC stays more than 
30 days). 

Expanding HUSKY A, B, and D access to individuals ages 16–25 would cost Connecticut 
approximately $39 million, and the addition of HUSKY C for this population would increase the cost 
slightly by more than $1 million. Expanding HUSKY A, B, and D to the entire population of 
ineligible immigrations ages 15 and older would cost substantially more at $186 million relative to 
existing law. The expansion of HUSKY C to this population would cost an additional $66 million for 
1,400 additional covered individuals compared with Scenario 3, an annual cost of more than $47,000 
per additional insured individual. This is because the expansion of HUSKY C pulls in high-cost 
individuals who are disabled or need LTC. Expanding HUSKY D access to seniors rather than 
expanding HUSKY C would result in less than 1,000 fewer enrolled individuals relative to expanding 
HUSKY D and in $49 million less in state spending. 

Although our analyses estimate the costs in various scenarios, they do not account for potential 
savings that might offset costs. For example, there might be less uncompensated care when individuals 
gain access to Medicaid, which could result in savings for hospitals and other providers. In addition to 
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direct savings, there might be other savings relative to the emergency Medicaid program if individuals 
are able to avoid high-cost hospital or emergency department visits for chronic conditions, such as 
diabetes, because of increased access to primary care. Finally, the state could apply for a 
Medicaid 1115 waiver to potentially recoup some of the federal savings from insuring legally present 
recent immigrants on Medicaid, who otherwise might have received subsidies for Marketplace 
coverage. There might also be savings from the emergency Medicaid program, which covers a limited 
set of services to immigrants who would otherwise qualify for Medicaid during medical emergencies. 
The emergency Medicaid program is partially federally funded, so the state could see reduced 
spending in its own share of spending and potentially recoup a portion of the forgone federal match via 
the Medicaid 1115 waiver. 

Limitations 
There are several limitations to consider when interpreting the results of this analysis, including 

the following. 

Data on Undocumented Immigrant Population 
We relied on the estimates of the size, demographics, income, and health insurance status of the 

undocumented immigrant population as produced by the MPI. However, the MPI data rely on 
imputation and cannot be validated, and the most recent data are from 2019. In fact, we observe that 
Connecticut’s enrollment data from its existing state-funded coverage for children suggests enrollment 
that was higher than the entire population of children in the same age range as predicted by MPI. It is 
possible that the MPI estimates are undercounts, the state’s estimates are overcounts, or both. 
However, we adjust the size of the population of children ages 0–15 as reported by the MPI to allow 
for enrollment as reported by Connecticut. In addition to this basic limitation of the MPI data, 
another limitation is that MPI data include one-way distributions of age, gender, income, and 
insurance status and do not include joint distributions of these key variables. Instead, we relied on 
statistical techniques that allow us to borrow these joint distributions from the CPS (described in 
more detail in Appendix A). Although the MPI data have a number of limitations, there are 
unfortunately very few sources of data on the undocumented immigrant population.  

Take-Up Rate 
As noted in Chapter 2, the expected take-up rates and medical spending for undocumented 

immigrants are difficult to predict. For example, although Connecticut does have aggregate enrollment 
data for its state-funded HUSKY programs for immigrants, it does not have estimates of the eligible 
population. Furthermore, there is some concern that the enrollment counts for the state-funded 
program might be overstated because individuals who are eligible for the federally funded HUSKY 
program are mistakenly categorized as being enrolled in the program for immigrants. To account for 
the uncertainty, we conducted sensitivity analyses with varied take-up rates. 
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Medical Spending 
We do not have estimates of medical spending specifically among the population of 

undocumented immigrants who gain Medicaid coverage. Therefore, we used data on average spending 
in each HUSKY program and eligibility category (e.g., HUSKY A for children, HUSKY A for 
parents or caregivers) and weighted the spending that we assign from the MEPS data to match these 
targets. 

HUSKY C Eligibility 
Even though eligibility for HUSKY A, B, and D is relatively straightforward with income 

eligibility criteria defined relative to FPL, eligibility for HUSKY C is more complex. HUSKY C 
eligibility for blind or disabled individuals would typically go hand in hand with eligibility for federal 
SSI or income from Social Security Disability Insurance (SSDI). However, individuals who do not 
qualify for Medicaid because of their immigration status would similarly not qualify for SSI or SSDI, 
so we cannot rely on these designations to identify eligibility for HUSKY C. Furthermore, HUSKY C 
eligibility for other programs is based on a combination of an income threshold and an asset threshold, 
and individuals might qualify for HUSKY C after spending down their income on medical expenses. 
The CPS data are not sufficiently detailed to assess eligibility according to these criteria, so we instead 
relied on a combination of income and estimates of spend-down amounts but did not capture the asset 
threshold. These factors likely cause our estimates of HUSKY C eligibility to be on the high end. 
Furthermore, we do not have the claims data necessary to identify individuals who would qualify for 
LTSS under HUSKY C. Therefore, we assume the same ratio of LTC HUSKY C recipients to other 
HUSKY C recipients as in the general population. 

Conclusions 
Our analyses suggest that expanding Medicaid eligibility to immigrants who are ineligible only 

because of their immigration status would result in a substantial reduction in uninsurance among this 
population. Expanding coverage to children ages 16–18 and young adults through age 25 would 
reduce uninsurance among ineligible immigrants by 9 percent, whereas expanding coverage to all ages 
would reduce uninsurance by 30 to 32 percent, depending on the specific scenario. Expanding 
coverage to the remaining population of children and to young adults would cost the state $39 to $40 
million, depending on whether it expands HUSKY A, B, and D only or includes HUSKY C in the 
expansion. Expanding coverage to the entire population ages 15 and older who would otherwise be 
eligible via HUSKY A, B, and D would cost the state $186 million but would result in relatively small 
gains in coverage among individuals ages 65 and older because they are ineligible for HUSKY D and 
would qualify for HUSKY D only if they are parents or caregivers. Adding HUSKY C to the 
expansion would reduce uninsurance among seniors by nearly 40 percentage points but at a substantial 
added cost of $252 million relative to existing law because of the high cost of LTC in HUSKY C. An 
alternate option is to allow seniors to enroll in HUSKY D rather than expanding HUSKY C. This 
scenario results in almost as large a reduction in uninsurance among this population as the HUSKY C 
expansion but at a lower cost of $203 million because HUSKY D does not cover institutional stays for 
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periods longer than 30 days. This would require a change in policy for HUSKY D for immigrants 
relative to the general population because the existing HUSKY D program is available only to adults 
ages 19–64, and seniors are expected to be eligible for Medicare. However, this could represent a low-
cost way for the state to cover seniors. 

Overall, our analyses suggest that expanding HUSKY eligibility to ineligible immigrants in 
Connecticut could result in substantial reductions in the uninsurance rates but that costs to the state 
would vary depending on the age groups and HUSKY programs included in the expansion. 
  



 

 21 

Appendix A 

COMPARE Overview 

Overview 
The COMPARE microsimulation model uses economic theory and evidence from past experience 

to estimate how individuals, households, and firms will respond to health policy changes (Cordova 
et al., 2013). The model has been described extensively in past RAND work (see Rao et al., 2022; 
Rao, Girosi, and Eibner, 2022; Rao, Girosi, and Eibner, 2024). The following description draws 
heavily from similar descriptions in these prior studies. 

COMPARE relies on a nationally representative population of individuals, families, and firms 
using data from the 2024 CPS. We assigned a medical spending amount to each individual in the CPS 
using the medical spending of a similar individual (in terms of key demographic and health insurance 
variables) from the 2018–2019 MEPS data. To project outcomes to future years, we relied on 
population growth estimates reported by the U.S. Census Bureau and health care cost growth 
estimates from the Centers for Medicare & Medicaid Services’ National Health Expenditures 
Accounts (U.S. Census Bureau, 2021; Centers for Medicare and Medicaid Services, 2024c). 

Table A.1 lists the various data sources we relied on for these analyses. 

Table A.1. Data Sources 

Type of Data Source 

State population totals, by single year of age, race, and 
ethnicity, for 2022 

Connecticut Department of Public Health, undated-b 

American Community Survey Public Use Microdata 
Sample microdata for Connecticut in 2022 

U.S. Census Bureau, 2024 

HUSKY C age distribution Representative from the Connecticut Department of Social 
Services, private communication with the authors, July 25, 
2024 

State population time series for 2010–2023 Connecticut Department of Public Health, undated-a 

Medicare enrollment in 2024 Centers for Medicare and Medicaid Services, 2024b 

HUSKY enrollment by Type of Assistance for 2012–2024 Connecticut Data, 2024 

Effectuated enrollment in the Health Insurance 
Marketplace for 2024 

Centers for Medicare and Medicaid Services, 2024a 

State-level undocumented immigrant population statistics 
for 2019 

MPI, undated-c 

Fertility rates by age, race, and ethnicity for 2022 CDC, 2024 

Total number of births for 2022 Connecticut Department of Public Health, undated-c 
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Type of Data Source 

HUSKY per-member-per-month and total cost by quarter 
for 2022 

Connecticut Department of Social Services, 2023a 

HUSKY per-member-per-month and total cost by quarter 
for 2021 

Connecticut Department of Social Services, 2022 

Health Insurance Enrollment Decisions 
The COMPARE model typically uses a utility-maximization framework to model the health 

insurance enrollment decisions of individuals and families, allowing individuals and families to 
consider the costs and benefits of the health insurance options that are available to them. For this 
study, because we considered only the addition of a Medicaid option for undocumented immigrants, 
we simplified the model to reflect take-up rates of Medicaid that are consistent with Medicaid take-up 
rates in the general population of Connecticut, distinguishing only between adults and children. This 
approach offers the advantage of being easier to interpret compared with the utility-maximization 
method, although it obscures some of the nuances of health insurance take-up decisions.  

Health Care Spending  
We assume that medical spending for undocumented immigrants is similar to that of the general 

population for a given demographic profile. To assign a yearly cost to individuals enrolled in different 
HUSKY programs, we used data from the Connecticut Department of Social Services (2023a). The 
data contain per-member-per-month costs for HUSKY A, B, C, and D from March 2020 to 
September 2022. Assuming constant growth rate, we extrapolated these data to 2025. Because the 
data do not provide the age distribution in the HUSKY programs, we borrowed the age distribution 
from the MEPS (for 2018 and 2019) after reweighting the age distribution using MPI data (so that it 
resembles the undocumented population in Connecticut) and selecting the self-identified Medicaid 
subpopulation. Using each procedure, we assigned a per-capita yearly cost to new enrollees in the 
HUSKY program according to their ages in a way that is consistent with the existing Connecticut 
data.  

We are aware that there are different ways of measuring Medicaid costs, including via Form CMS 
64 and state Medicaid account data. For these analyses, we used the per-member per-month HUSKY 
spending figures as calculated by the Connecticut Department of Social Services (2022). 

HUSKY C Eligibility 
Imputation of Disability Status in the Undocumented Population 

In the legally present recent immigrant population, the disability variable used to determine 
eligibility for HUSKY C for blind or disabled individuals is based on the presence of one of the 
following: 

• the individual receives SSI because they are blind or disabled 
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• the individual has a disability that limits their ability to work 
• the individual receives any kind of disability income. 

Because the definition of disability is partially tied to receipt of disability income that is not 
available to undocumented immigrants, it does not apply well to the undocumented population and is 
likely to miss a portion of the disabled population. Therefore, we assume that prevalence of disability 
is independent of immigration status and used the legally present recent immigrant population to 
impute disability in the undocumented population. The imputation was performed using a logit 
model that predicts disability as a function of age, income, race, sex, and health status. The area under 
the curve for this logit model is 0.86, which indicates that the model is expected to predict accurately. 

Modeling MedConnect in the Legally Present Recent Immigrant Population 
When we apply the HUSKY C income eligibility rules for MedConnect to the entire legally 

present recent immigrant population (including citizens and permanent residents), we find that nearly 
29,000 individuals are eligible and approximately 10,900 are on MedConnect. The actual size of 
MedConnect population in Connecticut is 3,600, which suggests that the model has an excess of 
nearly 7,300 individuals. 

The cause of this excess is likely the broad criteria that we used to identify potential disability 
status, which includes anyone who self-reports a disability that limits the amount of work they can 
perform. To better calibrate the data, we turned off the disability indicator for increasing numbers of 
individuals, starting from those with the lowest probability of being disabled. This probability is 
estimated using the same model that is used to impute disability for the undocumented population. 
Applying this algorithm, we find that, for the dataset to be consistent with the Connecticut enrollment 
data, we need to turn off the disability indicator for anyone whose probability of being disabled is less 
than 10.6 percent. 

Modeling MedConnect in the Undocumented Immigrant Population 
For the undocumented immigrant population, the disability variable has been imputed using the 

procedure described previously. The procedure assigned each individual both a binary disability 
variable and a probability of being disabled. To estimate the eligibility of the undocumented 
immigrant population for MedConnect, we applied the same criteria that we applied to the legally 
present recent immigrant population and excluded individuals whose probability of being disabled is 
less than the estimated threshold of 10.6 percent. 

Modeling HUSKY C in the Legally Present Recent Immigrant Population 
When we apply the income eligibility rule for the population of the HUSKY C program to the 

legally present recent immigrant population of our data, without accounting for unearned income 
disregard or spend-down, we find that 50,811 individuals are eligible and 28,504 are on Medicaid. 
The actual size of the HUSKY C population in Connecticut is 40,011, which implies that unearned 
income and spend-down must account for the missing 11,507 individuals. 
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The combined effect of the unearned income disregard and spend-down is to effectively raise the 
yearly income eligibility threshold above the minimum threshold 𝑇! , so that the effective threshold 
𝑇!effective for HUSKY C eligibility becomes 

 
𝑇!effective = 𝑇! + spend-down + unearned income disregard. 

 
For the legally present recent immigrant population, the monthly disregard amount is computed 

directly from the CPS data by summing any form of unearned income, such as annuities, Social 
Security or SSI payments, disability pensions, and retirement distributions. 

To understand what level of spend-down is consistent with our data, we applied the HUSKY C 
eligibility rules for increasing values of the maximum spend-down amount that an individual might 
have, leading to increasing numbers of eligible individuals and increasing sizes of HUSKY C 
population. We stopped when the size of the HUSKY C population is equal to the target population 
from the Connecticut data. 

Using this procedure, we determined that, for our data to be consistent with Connecticut data, the 
yearly level of spend-down must be at most $4,696. 

Taking all the HUSKY C individuals who would not be eligible unless they did not have a positive 
level of spend-down, we can estimate their level of spend-down as the expenditures needed to meet the 
eligibility criteria. We find that the average yearly spend-down amount is $2,114. 

Modeling HUSKY C for the Aged or Disabled in the Undocumented 
Population 

To assign a spend-down level to the undocumented population potentially eligible for HUSKY C, 
we sampled the spend-down levels from the legally present recent immigrant population estimated 
using the procedure described in the previous section. 
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Appendix B 

Baseline Profile of the Undocumented 
Population 

In Table B.1, we present the profile of the undocumented population according to the variables we 
used for reweighting. The distribution of these variables is derived from the 2019 MPI data. The 
actual figures vary slightly from the MPI data because we adjusted them to align with the enrollment 
of undocumented individuals in HUSKY A as reported by Connecticut Data (2024). 

Table B.1. Profile of the Undocumented Population 

 Population Size 

Total 122,026 

Age category 
 

0–15 16,027 

16–18 3,096 

19–25 16,636 

26–35 31,380 

36–45 29,805 

46–55 15,974 

56–64 7,319 

65 and older 1,788 

Income (% of FPL) 
 

0–49 12,922 

50–99 13,905 

100–149 16,368 

150–199 16,198 

200–263 8,669 

264–399 15,888 

400 and higher 38,076 

Health insurance status 
 

Insured 51,834 

Uninsured 70,192 
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 Population Size 

Sex 
 

Male 68,032 

Female 53,994 

Country of origin 
 

Americas 84,230 

Not Americas 37,796 

Labor force status 
 

Employed 73,000 

Not in the labor force 42,026 

Unemployed 7,000 
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Abbreviations 

CDC Centers for Disease Control and Prevention 
CHIP Children’s Health Insurance Program 
CPS Current Population Survey 
FPL federal poverty level 
IPF iterative proportional fitting 
LTC long-term care 
LTSS long-term services and supports 
MEPS Medical Expenditures Panel Survey 
MPI Migration Policy Institute 
SNAP Supplemental Nutrition Assistance Program 
SSI Supplemental Security Income 
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