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The Republic of the Mar­
shall” Islands is a sovereign 
nation previously under the 
administrative control o f the 
United States. Since 1986, 
the Compacts of Free Associ­
ation (COFA) between the 
Republic of the Marshall Is­
lands and the United States 
allows Marshall Islands citi­
zens to freely enter, lawfully 
reside, and work in the United 
States, and provides the United 
States exclusive military control 
of the region.

When the COFA was signed, 
COFA migrants were eligible 
fo r Medicaid and other safety 
net programs. However, these 
migrants were excluded from 
benefits as a consequence of 
the Personal Responsibility and 
Work Opportunity Reconcilia­
tion Act.

Currently, COFA migrants 
have limited access to health 
care benefits in the United 
States, which perpetuates health 
inequalities. (Am J Public Health. 
2015;105:637-643. doi:10.2105/ 
AJPH. 2014.302452)

THE REPUBLIC OF THE MAR-
shall Islands is an archipelago that 
covers the largest area of ocean in 
the region of Micronesia. The 
sovereign nation was previously 
under the administrative control 
of the United States from 1947 
until 1986 as part of the United

Nations Trust Territory of the 
Pacific Islands and was the princi­
pal site of the US nuclear testing 
program in the Pacific Islands.1 
The Compacts of Free Association 
(COFA) between the former trust 
territories of the Pacific Islands 
(the Republic of the Marshall Is­
lands [1986], the Federated States 
of Micronesia [1986], and the Re­
public of Palau [1994]) and the 
United States allows citizens of 
these nations to freely enter, law­
fully reside, and work in the 
United States.2 Citizens of these 
nations are known as COFA mi­
grants to distinguish them from 
immigrants subject to US Citizen­
ship and Immigration Services.2 
The COFA with the Republic of 
the Marshall Islands provides the 
United States with exclusive mili­
tary use and control of 2 million 
square miles of ocean and land. 
The United States maintains a mil­
itary installation on Kwajalein 
Atoll in the Republic of the Mar­
shal] Islands, the Ronald Reagan 
Ballistic Missile Defense Test Site, 
and leases 11 of the 97 islands for 
military activity.1,3

COFA migrants are legally con­
sidered “nonimmigrants without 
visas.”4<p9) The vast majority of 
COFA migrants living in the 
United States are noncitizens, and 
their status limits their access to 
many public benefits.5-7 COFA 
migrants have been largely for­
gotten in the ongoing immigration

policy debates, which focus pri­
marily on immigrants from Latin 
America. Limited literature exists 
on how current health policies 
affect COFA migrants, both at the 
federal level and in states with 
large populations of Marshallese 
migrants.

We present an overview of 
health policies limiting health care 
access for Marshallese persons 
living in the United States, discuss 
the historical and current rela­
tionship between the United States 
and the Marshallese people living 
in both the Republic of the Mar­
shall Islands and the United States, 
and offer policy recommendations 
to improve health care access and 
reduce health inequalities for 
Marshallese persons living in the 
United States. Although many of 
the policy considerations apply to 
all COFA migrants, the Marshal­
lese people have a unique histor­
ical relationship with the United 
States, and the United States has 
used the Marshall Islands to ad­
vance its health, welfare, and stra­
tegic militaiy position. Therefore, 
we focus our discussion on Mar­
shallese migrants.

Most health policies affecting 
COFA migrants living in the United 
States are made at the federal level. 
Federalism’s diffusion of power al­
lows states to implement federal 
policies with some variance.8 
Hawaii and Arkansas are home 
to the largest populations of

Marshallese migrants in the United 
States.9 We discuss how Arkansas’s 
and Hawaii’s policies in regards to 
Marshallese migrants differ.

US NUCLEAR TESTING

Between 1946 and 1958, 
the US military tested nuclear 
weapons on several of the Mar­
shall Islands.1,10"12 These tests 
w ere equivalen t to 7 2 0 0  
Hiroshima-sized bombs. The larg­
est test, Castle Bravo, carried out 
on March 1, 1954, had a yield of 
15 megatons (>1000 times the 
yield of the bomb dropped on 
Hiroshima, Japan) and exposed 
Marshall Islanders to significant 
levels of radiation.1,10-31 People 
who inhabited the test sites were 
relocated. However, Marshallese 
persons living on nearby atolls 
were not relocated and were ex­
posed to nuclear fallout19,20,25,30-36 
They subsequently consumed 
contaminated water, plants, seafood, 
and reef resources.1,11"13,25,33,37,38 
The nuclear testing caused ongo­
ing ecological and health effects. 
These atolls remain contami­
nated,1,11-13,25,33,37-39 and the 
traditional lifestyle and diet of 
Marshall Islanders have been 
altered.40,41 The Atomic Energy 
Commission lists the Republic 
of the Marshall Islands as one 
of the most contaminated 
places in the world,10 and 
several studies confirm ongoing
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health  effects from  th e  nuclear 
testing11-1823'24’26,28-31’35'38'42-51 

After Marshall Islanders were 
exposed to fallout from the 1954 
Castle Bravo nuclear test deto­
nated on Bikini Atoll, US govern­
m ent scientists set up  Project 4.1 
to study the effects of radioactive 
fallout on hum ans.1'38,46-49’52'53 
Exposed Marshall Islanders were 
brought to Kwajalein Atoll to be 
studied.1 The objectives of Project 
4.1 were to

(1) evaluate the severity of radi­
ation injury to the human beings 
exposed, (2) provide for all nec­
essary medical care, and (3) con­
duct a scientific study of radiation 
injuries to human beings.54(p1941

This research was conducted 
w ithout the informed consent of 
Marshall Islanders and without 
translation of the information 
into the Marshallese language.1 
The results of Project 4.1 contrib­
uted to the corpus of medical 
knowledge on the treatm ent of 
radiation exposure, cancer, and 
thyroid disease  and  p rov ided  
new  in fo rm ation  on  child 
growth.13144823,26'2829'3138'4346,51’55’57 
Official US military reports main­
tain that the nuclear fallout expo­
sure of Marshall Islanders was 
accidental.45-47'51 However, evi­
dence indicates that the fallout 
exposure may have been pur­
poseful.1

MARSHALLESE MIGRANTS 
IN THE UNITED STATES

Marshallese migration to  the 
United States is increasing.9 

A ccording to  th e  US Census 

Bureau, the Marshallese popula­

tion in the United States tripled 

betw een 2 0 0 0  and 20 1 0 , from an

estimated 6 7 0 0  to 2 2  4 3 4  per­
sons.9 The exact num ber of Mar­
shallese individuals living in the 
United States is difficult to ascer­
tain because COFA migrants may 
freely come to the United States 
w ithout a  visa o r perm anent resi­
dent card. US Departm ent of 
Health records, school enrollm ent 
records, and the Marshallese 
Consulate indicate that approxi­
mately 4 0  0 0 0  Marshallese peo­
ple live in the United States.58 59 A 
poor economy, limited employ­
ment, and inadequate educational 
opportunities and health care in­
frastructure in the Republic of the 
Marshall Islands, as well as the 
ability to freely enter the United 
States, m otivate m any Marshallese 
persons to migrate to the United 
States.2 These factors, combined 
with the effects of climate change 
on the low-lying atolls of the Mar­
shall Islands, m ake it likely that 
Marshallese migration to the 
United States will increase in 
the coming decades.60-63

Currently, the vast majority of 
Marshallese migrants reside in 
Hawaii and Arkansas.9 As com­
pared with the general US popu­
lation, Marshallese migrants tend 
to be younger, have lower educa­
tional attainment, and have higher 
rates of poverty. Marshallese often 
work in food-processing and ser­
vice industries.4'9'64

H e a lth  S ta tu s
The limited research on the 

health of Marshallese persons both 
in the United States and in the 
Republic of the Marshall Islands 
indicates significant health dispar­
ities. T he prevalence of type 2 
diabetes in the Marshallese 
is am ong the  highest o f any

population group in the world, 
with docum ented prevalence 
ranging from 2 5 %  to 50%  for 
Marshallese adults com pared with 
8 .3%  for the US population and 
4%  worldwide.3'40'41'65-72 In ad­
dition, the Marshallese population 
has disproportionate rates of hep­
atitis B, tuberculosis, and Hansen’s 
disease.50,73-79 Marshallese 
m others in the United States also 
have high rates of low -birth- 
weight infants.80 Marshallese per­
sons often do not seek health care 
services until a  disease reaches 
a  crisis s tage81,82

L im ited  H e a lth  C are  A c c e ss

Prior to the Personal Responsi­
bility  and W o rk  O pportun ity  
R econciliation  Act o f 1 9 9 6  
(PRWORA), commonly referred 
to as welfare reform, COFA mi­
grants were eligible for federally 
funded benefits programs, includ­
ing Medicaid and the Children’s 
Health Insurance Program (CHIP)6 
However, PRWORA restricted 
access to federally funded pro­
grams for most legal immigrants, 
including COFA migrants 
who were excluded from the 
category of “qualified immi­
grants.”6'83,84 Although eligibility 
for federal benefits program s was 
incrementally restored for other 
legal immigrants,85 COFA mi­
grants continue to be  excluded.

Marshallese persons living in 
the United States today remain 
ineligible for federally funded 
Medicaid and CHIP.7 COFA mi­
grants are eligible to purchase 
private health insurance under the 
Affordable Care Act and are eligi­
ble for subsidies based on income 
bu t remain ineligible for Medicaid 
expansion.86’87

Medicaid. Medicaid provides 
health coverage to millions of 
low-income residents in the 
United States.88 After PRWORA 
disqualified COFA migrants from 
Medicaid eligibility, state govern­
ments had the discretion to con­
tinue Medicaid coverage exclu­
sively with state funds.7

W hen PRWORA was enacted, 
the num ber of COFA migrants in 
Hawaii was small, and Hawaii 
initially chose to allow COFA mi­
grants to continue to receive Med- 
QUEST, Hawaii’s Medicaid pro­
gram.7 In 2009 , citing economic 
hardship, Hawaii announced that 
COFA migrants would be  disen- 
rolled from Med-QUEST and pro­
vided a limited health insurance 
program  called Basic Health 
Hawaii, which offered reduced 
benefits for medication and 
hospital stays.2

In 20 0 9 , COFA residents 
brought a  successful federal class 
action lawsuit against the state 
o f Hawaii, arguing that the imple­
m entation of Basic Health Hawaii 
violated the COFA residents’ 
rights to due process because it 
failed to provide adequate notice 
to residents. A Federal District 
Court issued a tem porary injunc­
tion restraining Hawaii’s Depart­
m ent of H um an Services from 
implementing the Basic Health 
Hawaii program. In response, the 
Departm ent of Hum an Services 
held the required public hearings 
in 2 0 1 0  and implemented Basic 
Health Hawaii from July to De­
cem ber 2 0 1 0 . In Decem ber 
2 0 1 0 , the District Court issued 
a  preliminary injunction enjoining 
the state of Hawaii from continu­
ing Basic Health Hawaii and re­
storing Med-QUEST benefits for
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COFA residents. Judge Michael 
Seabright agreed that COFA mi­
grants’ exclusion from Med- 
QUEST was a violation of the 
equal protection clause of the 
Fourteenth Amendment to the US 
Constitution,2 which prohibits de­
nying “to any person within its 
jurisdiction the equal protection of 
the laws.” The plaintiffs alleged 
that the state of Hawaii was dis­
criminating on the basis of alien­
age and national origin. The state 
of Hawaii appealed this decision to 
the US Court of Appeals for the 
Ninth Circuit.

On April 1, 2014, a 3-judge 
panel removed the injunction that 
prevented Hawaii from reducing 
the health benefits provided to 
COFA residents.84,89 The decision 
noted that the PRWORA had 
made COFA residents ineligible 
for Medicaid and that Hawaii has 
no constitutional obligation to fill 
the gap left by the withdrawal of 
federal funding. The plaintiffs 
requested a full panel (“en banc”) 
review from the Circuit Court, 
but the petition was denied. The 
plaintiffs appealed to the Supreme 
Court. The US Supreme Court 
rejected the plaintiffs’ appeal on 
November 3, 2014. Thus, the 
Ninth Circuit Court of Appeals 
decision in favor of the state 
stands. On the same day, Gover­
nor Abercrombie’s administration 
announced that 7400+ adult 
COFA residents who are not 
pregnant, aged, blind, or disabled 
will be removed from Med- 
QUEST rolls within 120 days.90 
As of February 2015, they will be 
rolled over into the Hawaii Health 
Insurance Exchange, with pre­
mium subsidies from the federal 
and state governments.

Arkansas does not offer Medic­
aid or any alternative state-funded 
health insurance program to 
COFA migrants. Marshallese per­
sons living in Arkansas have not 
had access to any publicly funded 
health care coverage since the 
implementation of PRWORA in 
1996.5,6

Children's Health Insurance 
Program. CHIP, jointly funded by 
the federal and state governments, 
provides health coverage for chil­
dren in families who have incomes 
too high to qualify for Medicaid 
but cannot afford private health 
insurance.88 COFA migrant chil­
dren became ineligible for CHIP 
with the passage of PRWORA. 
However, the 2009 Children’s 
Health Insurance Program 
Reauthorization Act gave states 
the authority to extend Medicaid 
and CHIP benefits to lawfully 
residing children, including 
COFA migrants, and provided 
federal matching funds to offset 
the cost.91 Approximately half of 
the US states have adopted the 
provisions.

After the passage of PRWORA, 
Hawaii provided health coverage 
to COFA children with state 
funds.9 Under the Children’s 
Health Insurance Program Reau­
thorization Act, Hawaii extended 
CHIP benefits to lawfully residing 
children, including COFA mi­
grants. The Children’s Health 
Insurance Program Reauthoriza­
tion Act also increased federal 
funding, new enrollment, and 
outreach opportunities, which 
Hawaii used.92 COFA migrant 
children in Hawaii were not 
moved to Basic Health Hawaii in 
2010 and continue to be covered 
by Med-QUEST.

In Arkansas, COFA migrant 
children are not eligible for 
ARKids First, the Arkansas CHIP. 
Permanent residents admitted to 
the United States through US Cit­
izenship and Immigration Services 
become eligible for federal pro­
grams after 5 years of residency, 
but Marshallese migrant children 
do not gain eligibility for ARKids 
First.87 In order for Arkansas to 
extend ARKids First coverage to 
Marshallese migrant children, 
the Arkansas state government 
would need to submit a state plan 
amendment to the Center on 
Medicare and Medicaid Services 
and obtain approval.91 At present, 
Arkansas has not submitted such 
an amendment and has shown no 
intent to do so. Therefore, Mar­
shallese migrant children residing 
in Arkansas remain ineligible for 
CHIP coverage.87

Affordable Care Act. The Af­
fordable Care Act expanded 
health coverage options in the 
United States by creating market­
places where consumers can 
purchase subsidized health 
plans, offering states the option 
to expand Medicaid to more 
residents,88 and requiring legal 
US residents to obtain health 
insurance.

As lawfully present migrants, 
COFA migrants are required to 
purchase health insurance in 
a Qualified Health Plan offered 
through the Health Insurance 
Marketplace and are subject to the 
standard penalties if they do not 
enroll.87 They are eligible for 
advance premium tax credit 
subsidies and cost-sharing reduc­
tions 87 However, COFA migrants 
remain ineligible for the Medicaid 
expansion.

Private health insurance. Many 
Marshallese persons work in 
food-processing or service indus­
tries,4 which generally offer lim­
ited health insurance benefits. 
Even when workers have health 
insurance through employment, 
the cost of covering multiple fam­
ily members may be prohibitively 
expensive, and many workers 
cannot afford to cover their fami­
lies.93 In addition, Marshallese 
persons often live in extended 
family groups, and a worker 
may be responsible for relatives 
not typically covered by an employer- 
sponsored health insurance 
plan.93

Summary

The United States has benefited 
and continues to benefit from its 
relationships with the Marshallese 
people and the Republic of the 
Marshall Islands. The United 
States has exclusive military con­
trol of the region. Marshallese 
persons join the US military at 
rates higher than those for US 
citizens.94 In addition, Marshallese 
individuals working in the United 
States pay all federal, state, and 
local taxes, including Medicare 
and Social Security taxes deducted 
through payroll.94

When the COFA was signed 
in 1986, Marshallese persons 
were eligible for federally funded 
health care programs.7 In 1996, 
PRWORA excluded COFA mi­
grants from the category of “qual­
ified immigrants” for these pro­
grams.6 Marshallese continue to 
suffer from the effects of nuclear 
contamination and high rates of 
cancer,42 as well as chronic con­
ditions including obesity, 
diabetes, and cardiovascular
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diseases.3,41'68,95'96 Current US 
policies limit the ability of Mar­
shallese persons to access health 
care services, which excludes them 
from the benefits of the medical 
advances gained through Project 
4.1 research.

RECOMMENDATIONS FOR 
IMPROVING HEALTH CARE 
ACCESS

To reduce health disparities and 
improve health equity, we offer pol­
icy recommendations at the federal 
and state level aimed at improving 
health care access and reducing 
health inequalities for Marshallese 
persons in the United States.

Federal Level
Restore Medicaid. Since the pas­

sage of PRWORA, various federal 
and state actions have incremen­
tally restored access to Medicaid 
for most legal immigrants.85 The 
Balanced Budget Act of 1997 re­
stored Medicaid eligibility for most 
legal immigrants by clarifying that 
any individual eligible for Supple­
mental Security Income benefits 
was also eligible for Medicaid. 
However, COFA migrants were 
left out of this restoration. Restor­
ing Medicaid for COFA migrants is 
a crucial part of ensuring that all 
Marshallese persons have access 
to affordable health care.

Hawaii Senator Mazie Hirono 
introduced an amendment to the 
Border Security, Economic Oppor­
tunity, and Immigration Moderniza­
tion Act to restore “Medicaid for 
citizens of Micronesia, the Marshall 
Islands and Palau—collectively 
known as COFA migrants.”97 The 
amendment passed by a voice vote. 
The Border Security, Economic

Opportunity, and Immigration 
Modernization Act as amended 
passed the Senate in June 2013 
and was sent to the US House of 
Representatives.98 On July 30,
2014, Congresswoman Lucille 
Roybal-Allard of California intro­
duced the Health Equity and Ac­
countability Act of 2014, which 
would restore Medicaid benefits for 
COFA migrants. The Health Equity 
and Accountability Act has been 
introduced in 6 consecutive Con­
gresses but is not expected 
to pass.99

Pass Compact Impact Aid. In 
2013, Hawaii US Representative 
Colleen Hanabusa introduced the 
Compact Impact Aid Act of 2013 
(H.R. 1222) to amend the 1985 
COFA “to provide for adequate 
Compact-impact aid to affected 
States and territories, and for 
other purposes.”99 Currently, 
Hawaii, Guam, the Common­
wealth of the Northern Mariana 
Islands, and American Samoa are 
the only jurisdictions that receive 
Compact Impact Aid to offset any

costs incurred by affected juris­
dictions as a result of increased 
demands placed on health, edu­
cational, social, or public safety 
services or infrastructure.5

If passed, the Compact Impact 
Aid Act of 2013 would, for 
the first time, offer funding to 
mainland US states to reimburse 
the cost of public services provided 
to COFA migrants residing in those 
states.93 This is significant because 
COFA migrants continue to mi­
grate inland to states such as 
Arkansas.

S ta te  Level
Although Hawaii currently 

provides CHIP for COFA migrant

children, approximately half of US 
states, including Arkansas, do not. 
To extend coverage to Marshal­
lese children, Arkansas needs to 
submit a state plan amendment to 
the Center on Medicare and Med­
icaid Services. As of this writing, 
the state of Arkansas has made no 
attempt to submit a state plan.

Securing health care coverage 
for Marshallese migrant children is 
an important part of improving the 
overall health of the Marshallese 
community.

CONCLUSIONS

The United States continues to 
derive significant benefits in its 
health, welfare, and national se­
curity from its relationships with 
the Republic of the Marshall Is­
lands and the Marshallese people. 
W hen COFA was signed in 1986, 
Marshallese persons were eligible 
for federally funded health care 
benefits, and the Marshallese 
people believed that they would 
continue to have access to those 
programs.100 Exclusion from ben­
efits after PRWORA was per­
ceived by many Marshallese as 
betrayal89,100 The Marshallese 
people argue that the Republic 
of the Marshall Islands have been 
“good friends to the US,” and 
they would like the “US to be 
a good friend” to the Marshallese 
people in return.101 For the Mar­
shallese people, the cornerstone of 
a strong friendship between the 
nations is the provision of afford­
able, accessible health care for 
Marshallese persons living in the 
United States.100

COFA migrants’ health care 
coverage must be addressed at 
a federal level. The nuclear testing

program, COFA, and PRWORA 
were all policies made at the fed­
eral level. It is ultimately the fed­
eral government’s responsibility to 
address the inequalities created by 
these policies. Marshallese persons 
continue to migrate to the conti­
nental United States, and inland 
states such as Arkansas do not 
receive any Compact Impact Aid. 
These states do not have the re­
sources and infrastructure to ade­
quately meet the health needs of 
the Marshallese people.

The first clause of Article 25 of 
the Universal Declaration of Hu­

man Rights, adopted by the United 
Nations in 1948 and signed by the 

United States,102 reads:

Everyone has the right to a stan­
dard of living adequate for the 
health and well-being of himself 
and of his family, including . . .  
medical care.103

The extension of health care to 
COFA migrants would bring them 
under the rubric of “human.”104' 
Marshallese persons were treated 
as less than human during nu­
clear experiments on their islands 
and in Project 4.1.1,45 By denying 
Marshallese persons access to 
federally funded health care pro­
grams, the United States con­
tinues to treat the Marshallese 
people as less than human. It is 
imperative that federal and state 
health policies be amended so 
that Marshallese persons and all 
COFA migrants in the United 
States are treated as equal and 
have access to affordable, quality 
health care. ■
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