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Case History

Mr. Villalobos is a 37-year-old, Spanish-
speaking migrant worker from central
Mexico. On his brother’s recommenda-
tion, he came to Pennsylvania seeking
employment and soon began working
10 to 12 hours a day in local mushroom
houses. His employer does not provide
insurance. He has no medical history,
takes no medications, and is generally
fit. He is illiterate, with a sixth-grade
education. His wife and five children
remain in Mexico. His daughter has a
chronic illness that taps much of the
family’s resources.

Some months after arrival, Mr. Villalobos
developed palpitations and shortness 
of breath. His brother brought him to
the emergency department of a rural
community hospital. He was in atrial
flutter with a heart rate of 150 beats 
per minute. Dr. Graham noted a III/VI
holosystolic murmur heard best at the
lower left sternal border and auscultated
a II/VI diastolic at the apex. Mr. Villalobos
had bibasilar crackles and moderate
right upper quadrant tenderness on
deep palpation. His chest radiograph
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ment and that it was up to Mr.
Villalobos to make the necessary finan-
cial arrangements or return to Mexico
for health care.

Beneficence, Justice, and
Uncompensated Care

While the issue of autonomy and 
doctor–patient communications is
important to address, the key ethical
questions in this case scenario involve
beneficence and justice: physician
responsibility for the patient, decisions
to allocate resources to undocumented
immigrants, and the prospects for—and
limits of—charity care.

The Ethics Manual of the American
College of Physicians says that members
of the medical profession must do their
best to ensure that all sick people receive

appropriate treatment (1). Justice means
that discrimination against any class or
category of patients is impermissible;
thus, the physician’s duty to act in a
patient’s best interest applies to the
uninsured, as well as the insured. 

In a physician’s eyes, Mr. Villalobos’ 
status as an undocumented migrant
laborer should not have a bearing on
whether or not he should be treated. 

In the government’s eyes, however, 
his status means he is “not qualified” 
for most health care treatment paid 
by Medicaid insurance (8 U.S.C. 
1601 et seq.).

According to estimates based on the
2000 Census, Mr. Villalobos’ shares his
immigration status with over 8 million
individuals in the United States (2). By
federal law, undocumented immi-
grants—plus the 2.5 million legal immi-
grants who have been here less than 5
years—are not qualified for Medicaid,
except for a handful of services, which
includes the emergency and stabilization
treatments he received from Dr. Graham
and the hospital. It should be noted that
approximately 5.3 million undocument-
ed immigrants are unauthorized work-
ers (3), the majority of whom are in
low-wage, low-skill occupations that
often do not provide health insurance
for workers.

With respect to Medicaid insurance,
legal definitions of who is "qualified" or
"not qualified" undercut medicine's ethi-

cal commitment not to discriminate
against categories of patients. Many
physicians are deeply troubled by 
having to make health care decisions for
needy patients based on the law's 
classification of who they can treat and
what compensated services they can or
cannot provide.

Medical ethics may also be put to the
test in interpreting the legal definitions
of emergency and stabilization (42 U.S.C.
1395dd) (4). If a narrow reading of
"emergency" legally precludes coverage
for a valve replacement, is it ethical for
Dr. Graham and the hospital to instruct
Mr. Villalobos to go home and wait for
his condition to deteriorate? Or does lat-
itude in the definition of "stabilization"

legally allow them to take extra mea-
sures to prevent the patient’s condition
from becoming precarious?

Would knowingly stretching the law's
definitions to secure financing for a
heart valve replacement be an abuse of
medical professionalism? Medical insti-
tutions and hospital administrators may
be at risk if they openly breach the law.
For example, hospitals in Texas were
warned in 2001 that they could lose 
millions of dollars in federal payments
and their medical administrators could
face criminal prosecution, if they 
provided nonemergency treatment to
undocumented immigrants (5).

If the health care providers determine
that Medicaid insurance does not cover
the care that Mr. Villalobos needs, 
they will have to decide whether their
professional principles of justice and
beneficence obligate them to provide
uncompensated care (6, 7) and, if so,
whether there are justifiable limits 
to such care. 

The ACP Ethics Manual advises that, “as
professionals dedicated to serving the
sick, all physicians should do their fair
share to provide services to uninsured
and underinsured persons” (1). 

Individual physicians should, indeed,
make good faith efforts to contribute
some of their time to caring for the
needy. Dr. Graham should ask himself
whether it is possible and timely to
absorb the cost of his services for 
Mr. Villalobos.

The Ethics Manual also advises, “When
barriers diminish care for a class of
patients because the patients themselves
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In a physician’s eyes, Mr. Villalobos’ 
status as an undocumented migrant laborer should not
have a bearing on whether or not he should be treated.








