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This study uses secondary survey data collected from a sample population of 

clients from JPS Health Network in Tarrant County, Texas from July-August, 2000. 

Respondents for this study represents a group of working-age Hispanic immigrant 

adults, N=379. Andersen’s “Behavioral Model for Vulnerable Populations” is used to as 

the theoretical framework. Bivariate crosstabulation revealed significant relationships for 

dependent variables: problems getting needed healthcare, doctor visits, emergency 

room visits, overnight in the hospital, and obtaining prescription medication. Findings 

confirm that lack of coverage, competing needs, and difficulties in the health care 

system are significant in access health care. Subsequent implications and policy 

recommendations suggests the inevitability of short and long term health consequences 

unless changes are made to policies and programs.  
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CHAPTER 1 
 

INTRODUCTION, THEORETICAL FRAMEWORK,  

RESEARCH QUESTIONS, HYPOTHESES, LITERATURE REVIEW 

Introduction 

Texas has one of the highest rates of medically uninsured in the United States. 

More than one-tenth of the nation’s uninsured live in Texas. One in five Texans lack 

health insurance. The distribution of uninsured in Texas is concentrated in only ten 

counties. Over one-third of the uninsured live in Harris, Dallas, and Bexar counties. 

Tarrant County accounts for 349,556 (6.9% percent) of the uninsured in Texas (Texas 

Department, 2002). Since the number of uninsured increased from 3.6 million to 4.5 

million in a decade (Texas Department, 2002), one can only expect that the plight of 

the uninsured will continue.  

As populations become more diverse, and more Texans are uninsured, 

vulnerable populations are disadvantaged. The Hispanic population both in Texas and in 

the United States are disproportionately placed in vulnerable positions first because of 

their minority status, and then again through the lack of access to health care. Overall, 

Hispanic, refugee, and immigrant populations “fare poorly in both potential and realized 

access to medical care” (Urrutia-Rojas & Aday, 1991). Hispanic immigrants receive 

fewer services than native-born citizens and are more likely to lack health coverage. 

The low-income immigrant population is twice as likely to be uninsured as low-income, 

non-immigrant citizens (Kaiser, 2000a; Doty, 2003). Lack of equity in distribution of 

access to health care is a growing concern, particularly among specific, vulnerable 
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populations. Barriers impeding and preventing access to health care include social and 

structural barriers such as language, discrimination, lack of understanding, and fear of 

deportation. These barriers to health care limit access and raise concerns for the health 

of the Hispanic immigrant population, including both children and adults. Changes to 

alleviate the barriers that impede access to health care need to occur in the health care 

system to ensure that the health care needs of the Hispanic immigrant population are 

met.  

Using data collected from a sample population of clients of the John Peter Smith 

safety-net health care network, Tarrant County, Texas, by Eve, Koelln, Trevino, Rojas, 

and Baumer (2000), this study seeks first to develop a profile of the uninsured Hispanic 

immigrant population in Tarrant County, Texas, and second, determine the social and 

structural barriers impeding access to appropriate health care. This study will assess the 

social, economic, and demographic characteristics of the sample population so as to 

determine how these variables affect the use of health services in the past year.  

 Objectives of the Study. 

This study has three objectives. The first objective is to explain access to health 

care by Hispanic immigrants, within a safety-net health care system. The second 

objective is to highlight relevant policy variables that are determinants of use of health 

care services and that may be useful to improve health care seeking behaviors of 

Hispanic immigrants. The third objective is to add to the literature and theoretical 

synthesis of Hispanic immigrants’ access to health care.  
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Theoretical Framework 

The conceptual framework for “Uninsured Adult Working-age Population in 

Tarrant County: Access, Cost of Care, and Health--Hispanic Immigrants” is the 

Behavioral Model for Vulnerable Populations (Gelberg, Andersen, and Leake, 2000).  

Theoretical Model. 

 Table 1 illustrates the Behavioral Model for Vulnerable Populations used for this 

study. 

Table 1.. The Behavioral Model for Vulnerable Populations applied to Hispanic 
Immigrants within the JPS Health Network, Tarrant County, Texas. 
Predisposing  Enabling Needs Health Behavior 
Traditional 
Variables 
   Demographics 
   Age 
   Sex 
   Marital Status 
 
 
Vulnerable 
Variables 
   Social Structure 
   Race/ethnicity  
   Language  
   Citizenship  
   Birthplace  
   Amount of time 
   in U.S. 
    
 
  

Traditional Variables 
Financial Resources 
   Employment status 
   Insurance coverage – 
      JPS Connections 
      Employer 
      Spouse 
      Medicare 
      Medicaid 
    
   No insurance 
 
Usual source of care 
 
Vulnerable Variables 
   Paid time off 
   Paid sick time 
   Accompanying person 
   Interpreters 
   Paperwork 
   Transportation 
   Competing needs for 
   food, housing, clothing 

Perception of 
Overall Health 
    
    
 

Use of Physician 
Services 
 
Use of 
Emergency 
department 
 
Overnight in 
Hospital 
 
Access to  
Prescription 
Medicines 
 
Lack of Access 

(Gelberg, Andersen, and Leake, 2000). 

Predictors in the Behavioral Model for Vulnerable Populations are divided into two 
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categories: traditional and vulnerable domains. The traditional domain includes 

predisposing, enabling, and need variables that are general to the total U.S. population. 

The vulnerable domain includes variables that are specific to a particular vulnerable 

group. In the case of Hispanic immigrants, variables include language, immigration 

status, and acculturation (Gelberg, Andersen, and Leake, 2000). Need is measured 

according to perceived need and evaluated based on one’s subjective interpretation of 

health status. Outcome in this study is measured by access of health services by 

patients in the JPS Health Network.   

Immigrant status is a social structural variable and vulnerable characteristic. In 

this thesis, I will assess the effects of the vulnerability and need for health care based 

on perceived health status and utilization of health services.  

Study Variables and Empirical Model. 

Table 1 represents the dependent and independent variables as they are tested 

and measured in relation to Hispanic immigrants within the JPS Health Network. 

Because this study involves secondary analysis, I am presenting the table with the 

actual variables I will use in the research above. In the literature review that follows, I 

will discuss the support found in the literature for each of these variables.  

Research Questions 

 Listed below are the research questions for this study, Hispanic immigrants and 

access to health care within the John Peter Smith Health Network:  

1. General. What are the influential factors for Hispanic immigrants’ access to 

health services in the JPS Health Network?  
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2. Resources. How do resources such as insurance coverage and having a usual 

source for care influence the Hispanic immigrants’ ability to obtain needed health 

care services, including prescription medication? 

3. Competing Needs. How do competing needs of food, clothing, housing, and 

transportation influence one’s ability to obtain needed health services and 

prescription medication?  

4. Institutional Challenges. What is the role of structural barriers such as paperwork 

and interpretation services in accessing health services at JPS? 

5. Need. How does perception of overall health relate to access of the JPS Health 

Network? 

6. Vulnerability. What is the influence of demographic variables such as age, sex, 

and marital status on Hispanic immigrants’ ability to access JPS Health Network? 

7. Immigration. What is the relationship between birth country, amount of years in 

the United States, and access to health care? 

Hypotheses 

 Following are the twenty-four hypotheses representing the independent variables 

as they are measured against the five dependent variables. The five dependent 

variables are: 1) problems getting health care in the last twelve months; 2) doctor 

visits, excluding emergency department service in past twelve months; 3) emergency 

department visits in the last twelve months; 4) overnight stay in the hospital in the past 

twelve months; and, 5) wanted a prescription but could not get.  

1. Age. Older adults will use health care more than younger adults.   
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2. Sex. Sex will be related to access to health care. Men will show greater access to 

health care than women. 

3. Marital Status. Those who are married will show greater access to health care 

services than will those who are not married. 

4. Speaks Spanish at home. Those who speak Spanish at home will show less 

access to health care services than those who do not speak Spanish in the home. 

5. Speaks English at home. Those who speak English at home will show greater 

access to health care services than those who do not speak English at home. 

6. Born in the United States. Those individuals born in the United States will show 

greater access to health care services than will foreign-born residents.  

7. Years in the United States. Individuals who have been in the United States longer 

will show greater access to health care services than will individuals who have 

just recently come to the United States.  

8. Paying job. Individuals with a paying job will show greater access to health care 

services due to coverage through work than will individuals without a paying job. 

9. Coverage through JPS. Those with JPS Connections coverage will show greater 

utilization of health care than will those who do not have JPS coverage.  

10.  Coverage through work. Those with medical coverage through work will show 

greater access to health care than will those who do not have coverage through 

work.  

11.  Coverage through spouse’s work. Those with medical coverage through their 

spouse’s work will show greater access to health care than will those who do not 
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have coverage through their spouse’s work. 

12.  Coverage through Medicare. Those with medical coverage through Medicare will 

show greater access to health care than those without Medicare coverage.  

13.  Coverage through Medicaid. Those with medical coverage through Medicaid will 

show greater access to health care than those who do not have Medicaid.  

14.  Did not have coverage in the last 12 months. Those without medical coverage 

will show less access to health care than those who did have medical coverage.  

15.  Has usual source for care. Those individuals with a usual source for care will not 

use ED and hospital services as often as those who do not, but they will have 

greater access to physicians and prescription medicines. 

16. Gets paid time-off to go to Doctor. Individuals who get paid time-off to go to the 

doctor will show greater access to health care than individuals who do not get 

paid time-off.  

17.  Gets paid time-off when sick. Individuals who get paid time-off when sick will 

show greater use of health care than those who do not get paid time-off.  

18.  Put off going to doctor because accompanying person could not get off work. 

Individuals who do not have a person to accompany them will show less access 

to health care services than those who have someone to go with them.  

19.  Needed an interpreter in the last 12 months. Those who needed an interpreter 

in the last twelve months will show less access to health care than those who did 

not need an interpreter.  

20.  Problems getting an interpreter in the last 12 months. Those who found 
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difficulty obtaining assistance with language will access health care than those 

who have no difficulty with language.  

21.  Problems with paperwork. Those who found paperwork difficult will access 

health care less than those who had no problems with paperwork. 

22.  Competing needs for food, clothing, housing. Those with competing needs will 

show less access to the health care system. 

23.  Difficulty with transportation. Those without transportation will show less access 

to health care services than those with access to transportation.  

24. Perception of overall health. Individuals with less than good perception of overall 

health will access the health care system less than those with greater perception 

of overall health.  

Literature Review 
 

 This literature review cites relevant studies of Hispanic and Hispanic immigrants’ 

access to medical coverage. Studies presented in this literature review are evidence of 

national, state, county, and local level investigations. They are employed using the 

Behavioral Model for Vulnerable Populations (Gelberg, Andersen, and Leake, 2000). 

Topics useful for discussion include a profile of the population, citizenship status, 

language, issues of employment and income, health insurance coverage, employer-

based coverage, the language barrier, and perceived health needs.  

Appendixes A through D provide tables of studies referenced and conducted. 

Profile.  

Immigrants constitute about twenty percent of the forty-four million uninsured in 
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the United States (Kaiser, 2000a). Health coverage varies across the United States. The 

immigrant and Hispanic populations are disproportionately represented at both the 

national and state levels, with the burden for the health of the community placed on ill-

equipped public entities. Texas is among the states with the largest uninsured 

population, at fifty-six percent of the immigrant population. New York and California 

each have forty-six percent of their population uninsured. Only six percent of the 

immigrant population in Texas receives Medicaid benefits, while fifteen percent of the 

immigrant population in New York receives Medicaid benefits (Kaiser, 2003b). 

Government programs carry the burden of providing health services to those otherwise 

uninsured. Twelve percent of adults in all minority groups receive public assistance 

(Commonwealth, n.d.). In Texas, the Hispanic minority group represents fifty percent of 

the state’s uninsured population, though immigrants constitute only one-third of the 

state’s total population (Texas Department, 2002).  

California, Florida, New York, and Texas share the majority of the immigrant 

population. These states together have sixty-nine percent of all Hispanics and seventy-

three percent of all uninsured Hispanics. If these states did not have such high 

uninsured rates within the Hispanic populations, their rates for the uninsured would 

approach the national average. Of the total population of uninsured Hispanics, one-

forth of the uninsured live in Texas, while one-third reside in California (Quinn, 2000). 

A significant proportion of the population is uninsured. The concern is that these 

individuals are at risk, despite the majority being employed. Working age, minority 

adults do not have health insurance, as public insurance programs such as programs for 
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children (CHIP) and the elderly (Medicare and Medicaid). Employers typically provide 

health coverage to working adults. Hispanics and immigrants tend to work for a sector 

of the economy that does not supply health coverage and benefits to workers. These 

types of positions also place minority workers in positions of vulnerability. Although a 

third of minority adults and only twenty-one percent of white adults are between the 

ages of 18 and 29 (Commonwealth, n.d.), these working-age adults constitute a 

population with jobs, living at poverty level and supporting a family--without health 

coverage. In addition, studies by the Commonwealth Fund reveal that over half of these 

minority families are living in households of more than three people. The same study 

also revealed that in addition to supporting families, minorities, including Hispanics, are 

living disproportionately on incomes of $15,000 or less (Commonwealth, n.d.). These 

characteristics represent the profile of Hispanic immigrants. 

Citizenship and Residency. 

The 1990 National Health Interview Survey Supplement on Family Research also 

employs the model for identifying predisposing, enabling, and need factors for 

accessing health care services. Results indicate that the duration of residence has a 

strong effect on health care utilization through socioeconomic status and access to 

insurance. These findings are also consistent with larger health implications (Ell and 

Castaneda, 1998). 

The Kaiser Commission on Medicaid and the Uninsured publish many studies on 

immigration status and access to health care. They have recently published findings 

stating that citizenship status and language contribute to disparities in access to the 
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health care system (Kaiser, 2003a). Controlling for citizenship status and immigrant 

status decreases the effect of race and ethnicity on access to healthcare (Kaiser, 

2000a). The authors note that immigrants are overrepresented among uninsured 

populations (UCLA & Kaiser, 2000).  

Citizenship status (e.g. citizen, legal immigrant, or undocumented alien) plays a 

role in one’s ability to obtain health coverage, including the ability to get a job that 

provides coverage or to obtain public funding like Medicaid or SCHIP (Kaiser, 2003a). 

The Texas Department of Insurance indicates that over half of those who are not 

citizens do not have health coverage. Nearly one-fifth of the total uninsured in Texas is 

non-citizens. Although many who fit into it category are non-citizens, this does not 

indicate that they are in the state illegally (2002).  

Another major barrier to insurance coverage mentioned by some uninsured 

participants was concern over immigration status. Many immigrants fear that signing up 

for insurance might create problems with immigration officials (Perry et. al., 2000). In 

another study citing the same fear, Ku and Frielich found undocumented aliens to have 

the greatest problems accessing the health care system. Many are unaware of the 

benefits available to them (2001). The Texas Department of Insurance recognizes that 

fear plays a role in limiting immigrants’ access to care. This is especially for children 

whose parents are afraid of deportation (Texas Department, 2002). At the same time, 

health institutions fear repercussions from government agencies. The same study by Ku 

and Freilich (2001) recognizes that health institutions many times still refuse service to 

undocumented aliens based on citizenship status, resulting in lack of access to care. Ku 
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and Freilich report that the public hospital systems in both Houston and Miami still do 

not provide locally subsidized health services unless a patient provides documentation 

of citizenship (2001). This is also true of counties in Texas. 

Lack of citizenship not only affects access to public benefits and care, but also 

job-based coverage. Most non-citizens are employed in positions that do not extend 

benefits to employees (Kaiser, 2003a; Kaiser, 2000d).  

Citizenship status and number of years in the country may prevent coverage 

through public funding such as Medicaid or SCHIP (UCLA & Kaiser, 2000). Non-U.S.-

born Hispanics are twice as likely as U.S.-born Hispanics to be uninsured. The 

discrepancy that exists across immigrant populations in that seventy-two percent of 

Hispanic immigrants lack coverage compared to twenty-eight percent of non-Hispanic 

immigrants. Hispanic immigrants living in the U.S. fifteen years or more are twice as 

likely to be uninsured compared to other immigrant groups (Commonwealth, 2001a). 

Schur et. al. (2001) reports a strong inverse relationship between residence and health 

coverage. Close to three-fourths of Hispanics living in the U.S. for less than five years 

are uninsured.  

Language.  

Language barriers present a burden for many immigrants. Language differences 

present a problem for twenty-one percent of minority Americans receiving health care. 

Of those who do not speak English as a first language, twenty-six percent of Hispanic 

adults need an interpreter when seeking health care services (Commonwealth, n.d.). 

Previous studies found that those Hispanics who speak Spanish as the primary language 
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at home, report greater difficulties than those who speak English as the primary 

language. More than forty-three percent of Spanish-speaking Hispanics report problems 

communicating with or understanding their doctor, further impeding potential access to 

health care (Doty & Ives, 2002). The chance of not having health insurance is greater 

for both Spanish-speaking citizens and Spanish-speaking non-citizens. Seventy-five 

percent of non-citizen, Spanish-speaking adults lacks health coverage (Kaiser, 2003a). 

Once in the health care system, Hispanic immigrants experience a different kind 

of barrier when speaking with health care providers and practitioners. Communicating 

and speaking with health care providers and practitioners is difficult when doing so in 

one’s non-native language. A significant number of studies address both language 

barriers and comprehension when trying to communicate health needs or instructions 

from their health care providers. 

Doty reports problems specific to Hispanics in a study in 2003. Hispanics do 

encounter greater difficulty in both understanding and comprehension than other ethnic 

groups. These problems are greatest among those who speak Spanish as their primary 

language (Kaiser, 2003a). These difficulties present great problems for those seeking 

health care. Hispanic immigrants are left without access to healthcare, even with health 

insurance. Many times those with health coverage forego necessary health care. Nearly 

half of the Spanish-speaking Hispanic population is without health insurance, and they 

experience problems communicating with their doctors (Perry et. al., 2000). This 

thereby supports previous claims that language is a mitigating factor not only in 

communicating with health care providers, but also as a barrier to coverage.  
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Access to health care is contingent upon the ability to access the health care 

system. Hispanic immigrants are not accessing the health care system at the same 

rates as other ethnic groups. Accommodating clients’ language needs is not only 

required by federal law, but also absolutely necessary to provide adequate care to the 

individual (Doty, 2003). Doty reports that an unmet need exists, and it is in the lack of 

trained, Spanish speaking medical interpreters (2003). Without these services, 

successful navigation of the health system is difficult (Families, 2001). 

Language barriers pose a problem when considering available literature and the 

necessity to read directions or instructions. Materials and other information about health 

insurance options are not always available in Spanish. In addition, written prescriptions 

also pose potential difficulties, as well as instructions from the physician (Perry et. al., 

2000). Without Spanish-speaking health care providers, a very necessary element in 

treatment is missing. 

Overall, Hispanics are actually less likely to report good communication with their 

medical providers; non-citizens are more likely to report good communication with 

health care providers than citizens are less than half of non-citizen, Spanish-speaking 

adults agree that they have good communication with their medical practitioner (Kaiser, 

2003a). A study conducted by Doty makes the same point. Disparities exist in access to 

health care, and the language barrier is a contributing factor to accessing health care. 

Less than half of surveyed Hispanics reported that they “always,” “usually,” or 

“sometimes,” have a hard time speaking with or understanding their doctor (2003). The 

overriding concern is only half of those needing an interpreter reported having access 
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(Doty, 2003).  

Income and Employment. 

Immigrants tend to be employed at the same rates as citizen populations, but a 

greater percentage of immigrant families are below the poverty line (Kaiser, 2000b). 

With a smaller disposable income, immigrant families are forced to reprioritize in order 

to meet basic needs. Purchasing health coverage does not constitute an immediate 

need, as food, groceries, rent, and items for children are placed first (Perry et. al., 

2000). More than half of the uninsured population are low-income (State Coverage, 

2002) and cannot afford coverage, nor do they have the type of job that will provide for 

coverage. Quinn reports that about sixty percent cannot pay their bills (Quinn, 2000). 

 The Hispanic immigrant population is disproportionately represented in low-

income status groups. Although just as likely to be employed, only forty-three percent 

of Hispanic immigrants have employer-based coverage. Unfortunately, low-wage 

workers are less likely to be offered health insurance coverage by their employers 

(Families, 2001). Schur et. al. (2001) maintains that, as of 1999, Hispanic immigrants 

working full-time earn less than half the income of a non-Hispanic white: $13,000 

compared to $27,000.  

The difficulty of Hispanic immigrants acquiring health coverage is due to the type 

of work and industries in which they are employed. Non-citizens are more likely than 

their U.S. born counterparts to work in jobs that do not provide insurance coverage to 

their employees (Schur et. al., 2001). 
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Health Insurance Coverage.  

The immigrant population continually faces a lack of health insurance coverage. 

Lack of coverage is due to an array of factors including immigration status, language, 

and employment. Combining these factors, low-income non-citizens are more than 

twice as likely to have insurance as low-income citizens. In the United States, of the 

eleven million low-income non-citizens, sixty percent lack health care coverage (Kaiser, 

2003b). Due to the high numbers of immigrants, then combined with low-income 

status, the magnitude of the problem is evident in the reliance on safety-net facilities 

for their usual source for health care (Doty & Ives, 2002).  

The state of Texas relies on safety-net facilities and Medicaid for health care 

coverage for indigents. State and county tax monies fund these safety-net providers. 

The counties have an obligation to provide health care for indigents who are legal 

residents of the counties. Texas counties have historically been responsible for 

healthcare of legal residents of the county who are medically indigent. This historical 

pattern has led to wide disparities in definitions of who is indigent, and in definitions of 

the minimum levels of care that the county is obliged to provide to indigents. Counties 

have developed widely differing definitions of “indigent,” with some counties adhering 

to the state minimum of people whose incomes are less than 25 percent of the federally 

defined poverty level ($174 per month or $2088 per year for a single person), and who 

have no more than $1500 in assets to as high as 200 percent of poverty and more 

generous asset allowances (Fenz, 2000). Tarrant County provides subsidized care for 

people who are uninsured who live in families with incomes up to $200 of poverty and 
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thus is one of the most generous counties in Texas in terms of providing for health 

care. Some counties, such as Tarrant County, have well developed safety-net systems 

that include comprehensive hospital care and geographically dispersed community 

clinics. Others provide only the state mandated minimum financial support for 

emergency care.  

There are three ways for counties to provide indigent healthcare: (1) by creating 

a hospital district (HD) that can levy taxes to provide hospitals, health clinics, and other 

programs for indigents; (2) by operating a public hospital (PH) funded at least partially 

by county funds; and (3) by creating a county indigent health care program (CIHCP) to 

pay for services received from non-tax funded providers (Fenz, 2000). Tarrant County 

provides care using the hospital district plan, the most generously funded plan of the 

three types. 

Medicaid is also available to residents of Texas but coverage is limited compared 

to other states (Weiner et. al., 1997). The Texas Department of Insurance states that 

Medicaid is the second largest source of health insurance in the state (2002), it but still 

provides health care coverage for less than twenty-five percent of the people in the 

state with incomes below the federally defined poverty levels. 

In addition to the disadvantages of low-income status, policy barriers and 

changes in law further increase the disparity. Inconsistency in Medicaid coverage 

regulations contribute to lack of coverage, many times only allowing emergency care 

and not a usual source of care (Kaiser, 2003b). New regulations passed in 1995 were 

expanded to include coverage to non-citizens, and even undocumented aliens. The cost 
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to the state and the Medicaid program was $440 million, although actual use was 

calculated at less than one percent of total Medicaid expenditures (Weiner et. al., 

1997). 

Employment-based coverage. The most significant predictor of health coverage 

is employer-provided insurance. In the state of Texas, over 150 million Texans obtain 

health coverage through their employer (State Coverage, 2002). Due to the 

commanding factors of immigration status, language, and income, only twenty-three 

percent of Hispanic immigrants have job-based insurance. This leaves almost seventy-

five percent of Hispanic immigrants completely uninsured (UCLA & Kaiser, 2000). 

Quinn reports the key reason for such a high rate of uninsured in the Hispanic 

immigrant population is due to employers not providing health benefits to employees 

(2000). Lack of coverage is not because of unemployment, but rather the type of 

employment. The proportion is similar to or exceeds that of other race and ethnic 

groups (Quinn, 2000). The Kaiser Family Foundation reports the unequal representation 

of employer-based coverage across ethnic lines. Hispanics are less likely to have 

employer-provided insurance than whites (Kaiser, 2000d). Nine million of the eleven 

million uninsured Hispanics are in families where at least one person works (Quinn, 

2000); only two-thirds of Hispanic immigrants have job-based coverage compared to 

that of the white, non-Hispanic population (Kaiser, 2000d). UCLA and Kaiser report 

similar findings adding that “Latinos’” uninsured rate is extraordinarily high because of 

lack of employment-based health insurance programs. Only forty-three percent of 

Hispanics have coverage, compared to seventy-five percent of whites. Other ethnic 
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groups are covered at rates between fifty-one and sixty-four percent (UCLA & Kaiser, 

2000). 

Reasons for the disproportionate representation of Hispanics and Hispanic 

immigrants for health coverage are the types of employment opportunities. Working for 

small firms places Hispanic immigrants at a disadvantage for obtaining necessary health 

coverage (Kaiser, 2000d). The Texas Department of Insurance reports that small firms 

are the primary work places for Hispanics and Hispanics immigrants. This contributes to 

the high number of uninsured. Nearly one-half of all uninsured workers work for 

employers with less than twenty-five employees (Texas Department, 2002). Full-year 

employment status also contributes to the Hispanic immigrants’ disadvantage in job-

based coverage. Seasonal employment contributes to the high rate of uninsured (UCLA 

& Kaiser, 2000).  

 Unequal representation exists in health coverage for non-whites and whites in 

the population. Schur et. al. reports that full-time, Hispanic employees are extended 

health coverage thirty percent less often than non-Hispanic whites (2001). UCLA and 

Kaiser report that rates of working for an employer that provides health coverage to 

workers are twice as high for non-Hispanics as for Hispanics. As a result, Latinos are 

much less likely to be insured through their employer at the rate of fifty-three percent 

(2000).  

Over half of Texas residents have health coverage provided by their employers 

(Texas Department, 2002). However, the percentage of Texans who are insured by 

employer-sponsored health insurance plans is ten percent lower than the national 
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figure. Small businesses extending coverage to employees are fifty percent higher than 

the national average. Employer contribution on behalf of the employee ranks twenty-

five percent higher in Texas than in other states (Sacks et. al., 2002). These findings 

contribute greatly to the understanding of citizenship status, race, income, and 

employment as mitigating factors in one’s ability to obtain health coverage.  

Usual Source of Care.  

Evident in the preceding literature, citizenship, immigration status, language, 

employment, income, perceived need, and insurance coverage all influence health 

behavior. Relevant to each predictor variable, findings reveal significant indicators that 

describe how Hispanic immigrants are at a disadvantage for accessing the health care 

system. This represents a disadvantaged population that is possibly foregoing necessary 

medical treatment due to structural obstacles that can be resolved. UCLA and Kaiser 

support this assertion stating that Hispanics are more likely than any other ethnic 

group, at twenty-six percent, to have no usual source of health care (2000). Race and 

ethnicity are very important contributing factors for determining health behavior: half of 

uninsured Hispanics have not seen a doctor, gotten a needed prescription med, or 

received necessary tests (2000). Forty-nine percent Hispanic families have no usual 

source of health care. Instead of relying on physician services, the emergency 

department or neighborhood clinic is the primary source of care (Families, 2001). 

Immigrant status actually increases the likelihood of going to the emergency 

department as the regular source of care (Kaiser, 2000a). 

Difficulties seeking care and obtaining care influence one’s behavior in meeting 
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health needs. Spanish-speaking populations have greater difficulty accessing health 

care than English speaking populations (Doty, 2003). Insurance coverage remains the 

greatest barrier to care, as many individuals forego care due to cost and accessibility. 

Kaiser reports that having coverage, private or public, increases potential for having a 

usual source of care (2000d). Having insurance minimizes the effects of ethnicity 

(Kaiser, 2000d). State Coverage (2002) confirms that the uninsured are less likely to 

have a regular source of care and also a recent doctor visit. Perry et. al. reports that 

uninsured populations indicate cost as the most significant factor in determining access 

to health care. Because of cost, free/low-cost health clinics and doctors are the ultimate 

source, next to the emergency department (2000).  

Implications are such that one’s individual health, family health, and the health 

of the community are jeopardized. The financial burden rests upon health care 

providers and public entities to provide care. This many times constitutes greater costs 

to the healthcare provider as individuals have delayed care resorting emergency 

services or hospital visits.  

Need. 

Subjective indicators of need measure perceived health status (Gelberg, 

Andersen, and Leake, 2000). Research indicates that Hispanics are less likely to report a 

health condition yet more likely to report fair or poor health (Doty & Ives, 2002). The 

Commonwealth Fund supports the same position, stating that minority adults are more 

likely (24 percent) to report poor health (Commonwealth, n.d.) than Anglos. These 

findings may represent cultural differences in perception of health.  
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Also relevant to perceived health need, some gender differences exist. Hispanic 

males report fair or poor health twice as often as females. Twenty-five percent of 

males, compared to thirteen percent of women, forego doctor visits due to perceived 

need. Forty percent of uninsured Hispanic men in fair or poor health have not seen a 

doctor in the last year (UCLA & Kaiser, 2000).  

Health insurance for men is twice the rate for women (UCLA & Kaiser, 2000), 

however they are not accessing the health care system at the same rates. Perceived 

need is higher for males than females, yet access is less. Each of these indicators 

produces health outcomes. UCLA and Kaiser report perceived need as a predictor for 

health behavior (2000). Level of perception in overall health does in fact affect the 

probability of a doctor visit (2000).  

Summary 

Studies relevant to access to health care suggest that Hispanic immigrants are 

disproportionately represented in the population that has difficulty accessing care. They 

experience a double burden with a lack of health coverage and also with employment 

opportunities. Hispanic immigrants suffer from additional adversity in accessing the 

health care system due to race/ethnicity, linguistic barriers and citizenship status. 

Subsequent steps are to reduce or even eliminate barriers for Hispanic immigrants. The 

reduction in barriers to the health care system will reduce the disparities in health in the 

United States.  

Research does identify poverty as a significant predictor of access to health care 

and coverage. Since the proportion of Hispanic Immigrants are characterized as poor or 
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near poor, and considering the private pay health care coverage system in the United 

States, attaining health coverage for Hispanic immigrants remains far beyond their 

reach. Disparities between Hispanic and non-Hispanic white populations are reinforced 

in the structures of the health care system. Access is granted based on these 

structures. Language barriers, employment, citizenship status, income, language and 

translation, type, or lack of coverage, all contribute to the factors that determine access 

to the health care system. These are also the same forces that act as impediments to 

vulnerable populations resulting in the high-uninsured rate of non-citizens. The Texas 

Department of Insurance references The American Journal of Public Health from June, 

2000, on the low-status, low-income employment opportunities that are available to 

Hispanic immigrants (2002). Hispanics tend to be employed by firms that do not extend 

coverage to employees, and this lack of employer coverage explains the high rate of 

uninsured among the Hispanic immigrant population (Texas Department, 2002).  

Lack of access to health care influences overall health behavior as individuals, 

families, and children often forego necessary health care. This behavior potentially 

exposes communities to unnecessary health risks. Doty and Ives report the 

manifestation of such behaviors in health outcomes. Hispanic immigrants struggle to 

receive needed health care and are partially influenced by the inability to establish 

consistent care with healthcare providers. This behavior is due, in part, to the 

difficulties encountered upon entering the system (Doty & Ives, 2002).  

Policy adjustments are necessary to reduce those structural barriers to care that 

will allow for the elimination of disparities in health in the United States.  
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CHAPTER 2 
  

METHODOLOGY 

Introduction 

 The following chapter describes the research design and statistical methods used 

in analyzing the sample population and also in reaching the eventual conclusions. This 

chapter also explains the population and sample, survey instrument, research design, 

statistical analysis, and the operational measures of the variables in regard to reliability 

and validity. Reliability ensures the consistency of results, while validity represents the 

accuracy of measures (Babbie, 1998; Patten, 2000). The frequencies of each variable 

are also described in this chapter, as well as the potential limitations of this study. 

Population and Sample 

 Secondary data were collected about behaviors and attributes of Hispanic 

immigrants in a sample of low-income, working-age adults, ages 18-60 years, who use 

health care services provided by John Peter Smith (JPS) Health Network and associated 

community clinics in Tarrant County, Texas. Data were collected from a random sample 

of 2,034 clients who used services in July and August of 2000. The original list of 

10,000 clients reflected the multi-racial, multi-ethnic population of Anglos, African-

Americans, Hispanic Americans, Hispanic immigrants, Asian-Pacific Islanders, and 

American Indians. The population also reflected the varied health insurance status 

groups including those privately insured, uninsured, publicly insured either through 

Medicare or Medicaid, JPS Connections, CHAMPUS, TRI-CARE, military health care--or 

VA--as well as ‘other’ sources. The Hispanic immigrant sub-sample of N=379 is the 
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focus of this study. The payment office of the JPS Health Network provided the patient 

lists of all patients seen in the health care network during these two months. The CATI 

system was used to randomly select patients to be interviewed. Individuals in the 

sample were called five times, varying days and times, before being dropped for 

another potential respondent (Eve et. al., 2001).  

Strengths and Limitations of the Population Sample Design. 

 As with any sample design, advantages and limitations exist within this sampling 

methodology. This particular methodology reflects its own inherent probability sampling 

strengths. It allows the sample to be representative of the JPS population, to include all 

of the mixed characteristics of race, ethnicity, and access to health care. Having a large 

sample size (Babbie, 1998) allows for a large degree of representativeness of the 

sample (Babbie, 1998; Friis and Sellers, 1999; Pyrczak, 1995), this reduces the 

possibility of sample error, thereby increasing the validity of the study.  

A strength in this sample design is the residence of respondents being from one 

county, Tarrant County, so that the questions can be designed for the local population. 

Furthermore, the principal investigators (PIs) who initiated and conducted the primary 

study have lived and worked in Tarrant County and the vicinity for many years, and are 

familiar with the sample population. They each hold additional and helpful insights to 

the population that may not otherwise be present in someone from outside the area.  

Research Design 

 This study is a secondary analysis of the data collected by Eve et. al. (1999). The 

original study was conducted to answer the following questions arising from the health 
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care system: 1) What is the effect of those health care reforms on the ability of the low 

income workforce in Texas to access and use the health care system when they are 

sick. 2) What is the effect of this on the cost on their health care? 3) What is the health 

status of the client/patient population (Eve, Koelln, Trevino, and Bauman, 1999)? Data 

were collected for the purpose of achieving three objectives: 1) “to assess access to 

healthcare, 2) economic costs of care and lack of care, and 3) health status of prime 

working-age (18-55 years), low income (less than 200 percent of poverty), adult 

residents of Tarrant County, Texas” (Eve, Koelln, Trevino, and Bauman, 1999).  

 A closed-ended, multiple-choice, questionnaire was used to collect the primary 

data. The questionnaire was comprised of nine main sections. The nine sections 

covered are as follows access to care, getting health care from a specialist, no usual 

source of care for sick care, insurance, unmet needs, health care in the last twelve 

months, background information, which included socio-demographic variables, 

immigration status, and a final section evaluating for women’s health. The final section 

was administered to women only.  

 The University of North Texas Survey Research Center administered the survey. 

The Center used the Computer Assisted Telephone Interviewing (CATI) methodology. 

The CATI system randomly selects and dials telephone numbers programmed into a 

central computer (Babbie, 1998). 

Reliability and Validity of the Questionnaire. This questionnaire was based on 

standardized questions from the National Health Interview Survey (NHIS). Revisions 
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were made to meet the needs of the local community, Tarrant County, Texas, where 

the data were collected.  

The benefit of using the interview survey methodology in the original study is 

that it is a standardized, pretested questionnaire that is reliable and valid. The strength 

of the measurement in survey interviews improves the reliability of the study (Babbie, 

1998), and by using a standardized, pretested questionnaire, the same questions were 

asked of all the participants, with the same motivation for each respondent. Also, 

contributing to the validity of the measurement, adapting the questions to the local 

community attempts to capture the conditions of the area. This improves both the 

content validity and general validity of the questionnaire (Babbie, 1998).  

Using the trained interviewers to administer the questionnaires increased 

reliability. Use of the random dialing technique from the list of JPS patients increased 

the validity. Since communication is not face-to-face, the probability of the interviewee 

being influenced to give a more socially desirable answer is less likely (Babbie, 1998).  

Although there are advantages to using the CATI survey interview technique, 

there are also weaknesses and limitations to the method. Those limitations do reduce 

the external validity of this particular study and the ability to generalize on the larger 

patient base of the John Peter Smith safety-net Health Network clients due to the 

sampling technique. The sample was acquired from the population of patients who used 

health care at JPS in July and August of 2000; therefore, it is the only aspect of the 

study worthy of criticism because it is summer vacation for students, and those on the 
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patient list may or may not be at home. Those individuals may not necessarily represent 

the general population who uses health care services at JPS. 

A further weakness of the closed-ended standardized questionnaire is the 

inherent inflexibility of the technique and method. Babbie (1998) explains, “By 

designing questions that will be at least minimally appropriate to all respondents, you 

may miss what is most appropriate to many respondents. In the sense, surveys often 

appear superficial… Similarly, survey research can seldom deal with the context of 

social life.” Considering these weaknesses, this type of method deprives data of possible 

relevant background information that could possibly provide additional insight or depth 

to the situation.  

 Strengths and weaknesses of the data collection design. One of the greatest 

strengths of the study is the use of a random sample method; however, this method 

does allow for the data results to be susceptible to random errors. In order to offset the 

influence of the method, the alpha level was set at a conservative .05. This ensures that 

the probability of encountering a Type I decision, or a wrong decision, is minimized. 

With a sample size of this magnitude the possibility of a sampling error is minimized 

(Babbie, 1998). The inherent strengths and weaknesses of the data collection design 

will contribute to the empirical outcomes of this study. Nonetheless, being original data 

and being constructed according to the guidelines of the NIHS for the design of the 

study and the technological strengths including wording and material of the 

questionnaire (Babbie, 1998), the survey retains its validity. In addition, the 
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administering professionals in the original study are highly qualified respected 

professionals who combined their skills and expertise for collecting the data. 

 The interview method used to conduct this research and collect the data is also a 

strength. As previously mentioned the telephone system, for administering surveys, has 

higher survey completion rates and has fewer incomplete and misunderstood results. 

However, the possibility does remain that the telephone number was given for a 

neighbor or a friend, thereby reducing risk of someone not being able to be reached. 

The interviewer is able to pursue the interviewee to obtain an answer and is also 

available to answer any questions for clarification that the interviewee may need 

answered. Aside from limiting responses to only those individuals with a telephone as 

well as increasing the incidence for social bias and/or having socially desired responses, 

this method is especially good for reliability and validity issues considering that the 

alternative is having the questions left unanswered, as in a self-administered test. 

Other strengths are the standardization and pretesting of the questionnaire 

before the final data collection. An additional factor, and the one related to this 

particular study, is the language for barrier Hispanic immigrants. Interviews were 

conducted in Spanish, thereby allowing respondents to speak in their native language.  

 Although, the study methodology has many strengths it also has some 

weaknesses. By nature of the study and the retrospective research methodology, there 

may be recall bias. Cross-sectional studies seek to understand casual processes over 

time; however those causal processes are based on observations made only during one 
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time (Babbie, 1998). Due to a respondent’s recalling experiences based on a single 

incident, the study will be limited to that experience. 

 Because JPS is a safety net provider, most of the patients treated are uninsured 

and most have low incomes. JPS Connections program provides subsidized care for 

people in families with incomes up to 200 percent of poverty. Both race (white, African, 

Asian, Native American) and ethnicity (Hispanic, Vietnamese) were measured. 

Measuring race and ethnicity were combined to create race/ethnicity categories. This 

increases the reliability and validity of the study, and reduces the possibility of causing a 

skew when placing respondents into categories.  

 The final weakness of this study methodology is the lack in the ability to 

establish causality between the predisposing, enabling, the need factors, and the 

subsequent use of health care services being studied (Healey, 1996). As noted in later 

chapters, poor health could lead to the use of health care services. Conversely, people 

who play a greater role and take more responsibility in their health could utilize and 

take more preventative measures, thereby also reporting better health outcomes. Thus 

any causation between Hispanic immigrants, unmet needs, and utilizing health care 

services may only be theoretical, not practical; however, the association between them 

may be very strong. 

Analyses  

Bivariate statistics were preformed on the data. Chi-square measures are used to 

determine association and to test to ensure the determination of whether or not the 

intervening variables significantly explain any variance in the dependent variable 
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(DeMaris, 1992). The eventual task is to determine the rejection or the failure to reject 

the null hypothesis.  

  The test statistic, combined with the chi-square significance, assesses the 

overall fit of the model to the data as the higher the value of the test statistic, the 

better fit of the model.  

Levels of Measurements.  

Most all variables were originally measured at the nominal and ordinal levels. The 

independent and dependent variables for this study in particular are measured or 

recoded at the ordinal level. The dependent variables--experiencing problems getting 

health care in the past twelve months, seen in the ED in the last twelve months, 

overnight in the hospital, doctor visits, having no emergency department visits, and 

wanted a prescription med, but could not get, are all coded to measure at the ordinal 

level. The predictors, or independent variables, were also coded to measure at the 

ordinal level. Predisposing, vulnerable variables, such as language, birth country, 

employment status, paid time-off, and transportation are measured at the ordinal level 

in addition to the enabling variables of health care coverage. Resources, measures of 

need, problems with interpretation and paperwork, health behaviors and has usual 

source for health care are all measured at the ordinal level. However, the need 

component, rate in overall health, was recoded to reflect a nominal measure. Ratings of 

excellent, very good, and good reflect a positive rating of health, while fair and poor 

ratings denote the more negative connotation. Demographic variables of predisposing, 

traditional, sex, age, and marital status were all measured at the ordinal.  
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This study uses dichotomized variables for both and all dependent and independent 

variables. However, through the use of this type of measurement, the variable is limited 

to only two observed values, limited respondents to only two values, a 1 or a 0.  

Strengths and Limitations of the Statistical Design. 

 The statistical design of this research incorporates descriptive statistics such as 

frequencies, percentages, and inferential statistics such as chi-square. As with any 

design, using these indicators of comparison and significance possess strengths, as well 

as limitations.  

 Advantages to using percentages and frequencies are that they are useful in 

comparing two or more groups of different sizes (Pyrczak, 1995). This is made possible 

by converting the percentages to a common scale with a base of 100 (Patten, 2000), 

allowing for a common denominator. However, reporting frequencies with percentages 

is necessary because reporting percentages alone can be misleading. 

 The chi-square test is the most appropriate for illustrating differences in ordinal 

data as it has the ability to confirm or disconfirm the null hypothesis between two 

populations. Confirming the results with a high degree of confidence minimizes the 

probability that the differences are a result in sampling errors (Pyrczak, 1995).  

The bivariate nature of this study allows for more information as each and every 

variable for the purpose to determine the relationship between them (Patten, 2000). By 

using the chi-square test as the primary test of significance, the possibility of incurring a 

Type I or Type II error exists. A Type I error occurs when the null hypothesis is actually 

correct, yet statistics reveal the need to reject the null hypothesis. Whereas, a Type II 



 33

error is failing to reject the null hypothesis when rejecting the null hypothesis is more 

appropriate.  

The probability of Type I errors can be minimized through the control of alpha. 

This study sets alpha at .05, therefore rejecting the null hypothesis at p=.05 to only 

allow for 5 in 100 chances that the null hypothesis is actually true (Patten, 2000). 

Although continually referred to as strength, a large sample size can have its 

limitations as statistical significance increases due to sample size. However, the large 

sample size, because in this study, could produce p values for otherwise small and 

unimportant effects. In addition, p values do not reveal information on strength, 

importance, or any intuitive meaning of the relationship (Pampel, 2000). 

Operational Measures of the Dependent and Independent Variables 

 Operational measures for the variables in this evaluation are provided according 

to the model and as stated throughout this document. Dependent variables are listed 

first, followed by the independent variables. The dependent variables, illustrated in 

Table 2, for this study are problems getting health care in the last twelve months; 

doctor visits, no emergency department services; seen in the emergency department in 

the past twelve months, spent the night in the hospital, and wanted a prescription med, 

but could not get.  

Independent variables represent predisposing, traditional variables such as 

demographic indicators of sex, age, and marital status are the first independent 

variables, followed by the predisposing, vulnerable variables of language, birth country, 

years in the United States, employment status, and finally transportation. Enabling 
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factors are then considered as they pertain to insurance coverage. Enabling variables 

will then be considered for interpreters and paperwork, followed by ‘needs’ as specified 

by the clients perception of health.  

 The statistical analysis used for this study required the responses to the original 

questionnaire to be recoded; therefore, the original coding will be described, and 

followed by the explanation for recoding the variables. Recoding of variables was 

conducted for all dependent and independent variables using the Statistical Packages 

for Social Sciences (SPSS), version 11.1. SPSS was also used to generate the 

frequencies of the variables, as well as throughout the entire analysis.  

Original Coding and Recoding of the Dependent Variables.  

The dependent variables were originally measured as ordinal or ratio variables. 

Problems getting healthcare in the last twelve months was measured as the following 

“Sometimes people have difficulties in getting medical care when they need it. During 

the past 12 months, was there a time when you wanted medical care or surgery but 

could not get it?” Response options were yes, no, NR/DK. These responses were 

recoded as yes=1 and no=0. NR/DK remained as missing data. Doctor visits, no ED was 

also recoded as a dummy variable. The original question was measured as the 

following, “In the past 12 months, about how many doctor visits have you had for 

yourself? Do not include emergency department visits.” Response options ranged from 

000 to 366 times and 999, no answer, and refused. Responses were recoded as range, 

greater than 1 as yes=1, and less than 1 visit to the doctor was recoded as 0. When 

measuring whether clients had been seen in the emergency department, participants 
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were asked, “In the past 12 months, about how many times have you been seen by a 

doctor in an emergency department?” Response options were provided as 000 to 366 

times and 999, no answer, and refused. Responses were recoded as range, greater 

than 1 as yes=1, and less than 1 visit to the doctor was recoded as 0. The fourth 

dependent variable measured overnight in the hospital. Respondents were asked, “In 

the past six months, have you been a patient in a hospital overnight or longer?” 

Response options allowed for individuals to respond either yes, no, or NR/DK. 

Responses were recoded to reflect dummy variables, as yes=1 and no=0. The final 

variable measures for access to prescription medicines. Respondents were asked, 

“During the past 12 months, was there a time when you wanted a prescription medicine 

but you could not get it at that time?” Again, answer options revealed choices of yes, 

no, no answer, refused, then were recoded as yes=1, no=0.  

Frequencies of the Dependent Variables. 

 Table 2 provides the frequencies of the dependent variables. The table indicates 

that most of the Hispanic immigrant respondents, 83.6 percent, wanted prescription 

medicine, but could not get that medicine. In addition, 82.8 percent of the respondents 

also went to the doctor, not the emergency department. The majority of respondents, 

76.3 percent, did not have problems getting needed healthcare in the last twelve 

months, nor were they only seen in the emergency department (61.2 percent) as 

opposed to the physician’s office. Furthermore, only 19.0 percent of the Hispanic 

immigrants actually stayed overnight in the hospital.  

Table 2.. Frequencies of the Dependent Variables. 
Variable Response Frequency % N 
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Problems 
getting needed 
healthcare in 
last 12 months 
 

No 
Yes 

289 
90 

76.3 
23.7 

379 

Doctor visits, 
no ED 
 

No 
Yes 

314 
65 

82.8 
17.2 

379 

Seen in ED last 
12 months 
 

No 
Yes 

232 
147 

61.2 
38.8 

379 

Overnight in 
hospital 
  

No 
Yes 

307 
72 

81.0 
19.0 

379 

Wanted 
prescription 
med, but could 
not get 
 

No 
Yes 

317 
62 

83.6 
16.4 

379 

 

Strengths and Limitations of the Dependent Variables. 

 Dichotomizing the dependent variables has advantages and limitations. Recoding 

responses into dummy categories allowed for the simplification and better 

understanding of each of the dependent variables, in that one may determine if the 

respondents did or did not have problems getting needed healthcare in the last twelve 

months. Each dependent variable will illustrate a response of yes or no, simple for 

determining the problem or contention.  

 However, the simple recoding and identification of responses also poses a 

problem in that responses do not illustrate quantity. Therefore, we do not know how 

many times respondents went to the emergency department or to the doctor. The 

original measurements allowed for this determination.  



 37

 In addition, the original response category of no answer, and refused were 

considered a residual category, and counted at system missing. This poses a potential 

problem of validity. 

Original Coding and Recoding of Independent Variables. 

 Original coding of the independent, predictor variables were mostly as nominal 

variables. For the purposes of this study, all variables, with the exception of age and 

years in the U.S. were recoded as dummy variables, reflecting all refused, missing, or 

NR/DK as system missing.  

 Sex was originally coded as 1=female and 2=male; these values remain the 

same. Age was originally coded as a ratio variable, then for the purposes of this study 

was coded, 18-30=1, 31-45=2, 46-60=3. The question for marital status originally read 

as, “Are you currently married and living with a spouse?” The original coding was 

1=yes, 2=no, 9= NR/DK. These indicators were recoded as 1=yes, 0=no, 9=system 

missing, missing and refused were also recoded as system missing.  

 The coding and recoding for the predisposing, vulnerable variables are as 

follows: Speaks Spanish at home was asked in the survey instrument as, “Which of the 

following languages do you speak at home? Do you speak Spanish?” The original coding 

was 1=yes, 2=no, 9= NR/DK. These indicators were recoded as 1=yes, 0=no, 

9=system missing, missing and refused were also recoded as system missing. Speaks 

English at home was also measured in the same fashion: “Which of the following 

languages do you speak at home? Do you speak English?” The original coding was 
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1=yes, 2=no, 9= NR/DK. These indicators were recoded as 1=yes, 0=no, 9=system 

missing, missing and refused were also recoded as system missing. 

 The question pertaining to born in the U.S. was asked, “Were you born in the 

United States?” The original coding was 1=yes, 2=no, 9= NR/DK. These indicators were 

recoded as 1=yes, 0=no, 9=system missing, missing and refused were also recoded as 

system missing. Years in the United States were asked, “About how many years have 

you been in the United States?” Original coding was 0=less than one year, actual 

number of years, and 9= NR/DK. Recoding for this variable was similar to that of age. 

Categories were established for this study as NR/DK=0, 0-5 years=1, 6-20 years=2, 

and more than twenty years=3.  

Employment status was determined by the variables, paying job. The original 

question was “Do you currently have at least one job where you work for pay?” The 

original coding was 1=yes, 2=no, 9= No answer, refused. These indicators were 

recoded as 1=yes, 0=no, 9=system missing, missing and refused were also recoded as 

system missing.  

Health coverage was addressed through access though JPS, private through 

work, private through spouse’s work, Medicare, and Medicaid. The original question was 

“Do you currently have health insurance for yourself from any of the following sources? 

Remember, this is coverage for you health care needs, not those of your family? Are 

you currently covered by a. Private insurance through your work, b. Private insurance 

through your husband or wife’s work?, c. Medicare, d. Medicaid, e. CHAMPUS or TRI-

CARE, f. Military health care or VA, g. Do you have health insurance through some 
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other source?” Responses were recoded to reflect the first four options, and each one 

was coded as a dummy variable to reflect, 1=yes, 0=no, and system missing=0.  

Respondents were also asked about coverage in the last twelve months. “During 

the last 12 months, was there any time when you did not have any health insurance or 

coverage?” The original coding was 1=yes, 2=no, 9=NR/DK. These indicators were 

recoded as 1=yes, 0=no, 9=system missing, missing and refused were also recoded as 

system missing. 

Have usual source for health care is the final independent variable. The question 

on the questionnaire, “Is there a person or place, like a health clinic or doctor’s office 

that you usually go to when you are sick or need advice about your health?” The 

original coding was 1=yes, 2=no, 9=NR/DK. These indicators were recoded as 1=yes, 

0=no, 9=system missing, missing and refused were also recoded as system missing. 

Paid time-off was also a predictor variable. Gets paid time off to go to Doctor 

was asked, “Do you get paid time off from work when you have to go to see the 

Doctor?” The original coding was 1=yes, 2=no, 9= No answer, refused. These 

indicators were recoded as 1=yes, 0=no, 9=system missing, missing and refused were 

also recoded as system missing. 

In addition, gets paid time-off when sick was originally coded for, “Do you get 

pad time off when you are sick?” The original coding was 1=yes, 2=no, 9= No answer, 

refused. These indicators were recoded as 1=yes, 0=no, 9=system missing, missing 

and refused were also recoded as system missing. 
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Respondents were asked if they put off going to Doctor because a person could 

not go with them because of work. The question asked was “Have you ever had to put 

off going to the doctor because that person could not get time off from work?” The 

original coding was 1=yes, 2=no, 9= No answer, refused. These indicators were 

recoded as 1=yes, 0=no, 9=system missing, missing and refused were also recoded as 

system missing. 

Needed an interpreter in last 12 months was a question, “An interpreter is 

someone who repeats or signs what one person says in a language used by another 

person. In the last 12 months, did you need an interpreter to help you speak with 

doctors or other health providers?” The original coding was 1=yes, 2=no, 9=NR/DK. 

These indicators were recoded as 1=yes, 0=no, 9=system missing, missing and refused 

were also recoded as system missing. In addition, “In the last 12 months, when you 

needed an interpreter how much of a problem was it to get one?” The original coding 

reflected, “1. a big problem, 2. a small problem, 3. not a problem, 9. NR/DK.” The 

recoding reflected 1=yes, by combing 1 and 2, and 0=no, by 3, not a problem. 

9=system missing.  

Problems with paperwork were also a consideration. “Paperwork means things 

like getting you ID card, having your records changed, processing forms, or other 

paperwork related to getting care. In the last 12 months, did you have any experiences 

with paperwork for your healthcare?” The original coding was 1=yes, 2=no, 9= No 

answer, refused. These indicators were recoded as 1=yes, 0=no, 9=system missing, 

missing and refused were also recoded as system missing. 
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Competing needs for food, clothing and housing were also addressed. The 

original question asked, “During the past 12 months, did you NOT receive doctor’s care 

or prescription medicines because you needed the money to buy food, clothing, or pay 

for housing?” The original coding was 1=yes, 2=no, 9=No answer, refused. These 

indicators were recoded as 1=yes, 0=no, 9=system missing, missing and refused were 

also recoded as system missing. 

Difficultly obtaining transportation was also addressed. The original question 

asked, “During the past 12 months, did you experience any problems with getting 

transportation to get health care?” The original coding was 1=yes, 2=no, 9=No answer, 

refused. These indicators were recoded as 1=yes, 0=no, 9=system missing, missing 

and refused were also recoded as system missing. 

Perceived health status, good health was originally defined as the question, “In 

general, how would you rate your overall health now?” Answer options were, 1. 

excellent, 2. very good, 3. good, 4. fair, 5. poor, 9. NR/DK. For the purposes of this 

study, answers were recoded into dummy variables to reflect 1=good and 0=poor. 

Categories 1, 2, and 3 were coded as 1 and categories 4 and 5=0, 9= system missing.  

Frequencies for the Independent Variables 

 Tables 2.2-2.4 describe the frequencies of the independent variables. The tables 

indicate frequencies based on classification according to the Model for Vulnerable 

Populations (Gelberg, Andersen, & Leake, 2000).  
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Frequencies for Predisposing, Traditional Variables. 

 Table 3 presents the predisposing, traditional independent variables illustrating 

the demographic measurements of sex, age, and marital status. Most Hispanic 

immigrant clients at JPS, 72.3 percent, are female, while 71.8 percent of those clients 

are also married. The sample size was relatively young with 44.9% of the clients ages 

18-30 years; 39.1%, 31-45 years; and, 16.1% 46-60 years. 

Table 3. Frequencies of the Predisposing, Traditional Independent Variables. 
Variable Response Frequency % N 
Age 18-30 

31-45 
46-60 
 

170 
148 
61 

44.9 
39.1 
16.1 

379 

Sex Female 
Male 
 

274 
105 

72.3 
27.7 

379 

Marital Status No 
Yes 
 

107 
272 

28.2 
71.8 

379 
 

 

Frequencies for Predisposing, Vulnerable Variables. 

 Table 4 represents the frequencies for the predisposing, vulnerable variables of 

language, birth country, and years in the U.S. 

 Among the sample population, 95.3 percent speak Spanish at home, while 33.8 

percent reported speaking English at home. Ninety-four percent were not born in the 

United States, while almost half (48.5 percent) had been in the U.S. between 6-20 

years, and 40.9 percent had been in the United States 0-5 years. The remaining, 10.6 

percent, have lived in the U.S. for more than twenty years.  

Table 4. Frequencies of the Predisposing, Vulnerable Variables. 
Variable Response Frequency % N 
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Speaks Spanish 
at home 

No 
Yes 
 

18 
361 

4.7 
95.3 

379 

Speaks English 
at home 

No 
Yes 
 

251 
128 

66.2 
33.8 

379 

Born in the U.S. No 
Yes 
 

357 
22 

94.2 
5.8 

379 

Years in the 
U.S. 

0-5 Years 
6-20 Years 
More than 20 
years 
 

155 
184 
40 

40.9 
48.5 
10.6 

379 

 

Frequencies for the Enabling, Traditional Variables.  

In the sample population, 55.0 percent do not have a paying job. Of the sample 

population of JPS clients, 58.3 percent have JPS coverage. Only 8.2 percent have 

coverage through work, 2.1 percent have coverage through spouse’s work, 1.8 percent 

has coverage through Medicare, 3.7 percent have coverage through Medicaid, and 8.2 

percent did not have coverage, at some point, in the last twelve months. Most all (87.9 

percent) have a usual source for health care.  

Table 5. Frequencies of the Enabling, Traditional Variables.  
Variable Response Frequency % N 
Paying job No 

Yes 
 

208 
170 

55.0 
45.0 

379 

Coverage 
through JPS 
 

No 
Yes 

153 
221 

40.4 
58.3 

379 

Coverage 
through work 
 

No 
Yes 

340 
31 

91.6 
8.2 

379 

Coverage 
through 
spouse’s work 

No 
Yes 

370 
8 

97.6 
2.1 

379 
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Coverage 
through 
Medicare 
 

No 
Yes 

369 
7 

97.4 
1.8 

379 

Coverage 
through 
Medicaid 
 

No 
Yes 

363 
14 

95.8 
3.7 

379 

Did not have 
coverage in the 
last 12 months 
 

No 
Yes 

348 
31 

91.8 
8.2 

379 

Health 
Behavior, Has 
usual source for 
healthcare 
 

No 
Yes 

46 
333 

12.1 
87.9 

379 

 

Frequencies for Enabling, Vulnerable Variables, and Need. 

Table 6 represents the portion of predictor variables that represent enabling, 

vulnerable characteristics such as paid time-off, need and use of an interpreter, 

problems with paperwork, and perceived health status. Almost all, 93.8 percent, do not 

receive paid time off to go to the doctor, and 90.8 percent do not get paid time-off 

when sick. But only 14.4 percent of the respondents put off going to the doctor 

because someone could not go with them due to work responsibilities. Of the sample 

population, 61.7 percent of the respondents needed an interpreter, though only 9.2 

percent of them had a problem getting their needs met. Only 4.4 percent had problems 

with paperwork and 31.7 percent reported competing needs with food, clothing, and 

housing. And, only 18.2 percent of respondents reported difficulty obtaining 

transportation.  
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Almost all, (90.5 percent) of respondents reported poor perceived health.  

Table 6. Frequencies of Enabling, Vulnerable Variables, and Need. 
Variable Response Frequency % N 
Gets paid time-
off to go to 
Doctor 
 

No 
Yes 

347 
23 

93.8 
6.2 

379 

Gets paid time-
off when sick 
 

No 
Yes 

347 
23 

90.8 
9.2 

379 

Put off going to 
Doctor because 
person with 
could not go 
due to work 
 

No 
Yes 

321 
54 

85.6 
14.4 
 

379 

Needed an 
interpreter in 
last 12 months 
 

No 
Yes 

145 
234 

38.3 
61.7 

379 

Problem getting 
an interpreter 
 

No 
Yes 

344 
35 

90.8 
9.2 

379 

Problems with 
paperwork 
 

No 
Yes 

323 
15 

95.6 
4.4 

379 

Competing 
needs for food, 
clothing, 
housing 
 

No 
Yes 

259 
120 

68.3 
31.7 

379 

Difficulty with 
Transportation 
 

No 
Yes 

310 
69 

81.8 
18.2 

379 

Need, 
Perceived 
health status, 
good health 
 

No 
Yes 

343 
36 

90.5 
9.5 

379 
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Strengths and Limitations of the Independent Variables.  

 Dichotomizing the independent variables has advantages and limitations. 

Recoding responses of each independent variables allows for straightforward 

interpretation of the outcome. In addition, the extended wording of a question, first 

describing and defining paperwork and then using an interpreter, helps the respondent 

with any clarification. However, as with the dependent variables, limitations to the 

dummy variable classification are the lack in illustration of quantity. For instance, we do 

not know how many times a person needed an interpreter when accessing the health 

care network. In addition, the recoding to system missing so as not to consider those 

who either did not answer or refused to answer poses potential problems for validity.  

Conclusion 

 Overall conclusions are that frequencies do represent a significant demonstration 

of the sample population. It is evident that in most all cases, almost ninety percent of 

respondents lack health coverage as provided by employer, Medicare or Medicaid. In 

addition, over half of the respondents needed an interpreter, and only about nine 

percent actually had problems acquiring services. Most respondents are married, 

seventy percent are female, and most are under the age of thirty. Ninety-five percent of 

the respondents speak Spanish in the home, and 90 percent report poor perceived 

health status although over three-quarters do have a usual source for care.  
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CHAPTER 3 
 

FINDINGS 

Introduction 

The three main objectives for this research are to explain the utilization of health 

care services by Hispanic immigrant populations among the group of low-income 

Hispanic immigrant individuals interviewed by Eve, Koelln and Trevino (2000) in Ft. 

Worth, Texas. The results will highlight policy relevant variables that may lead to 

changes in utilization of health services for the population of low-income Hispanic 

immigrants using the John Peter Smith (JPS) safety-net health care network. This study 

also seeks to add to the literature and theoretical synthesis on the utilization of health 

services by Hispanic immigrant populations.  

This chapter presents the results of the bivariate analysis. Methods for analyses 

were conducted using the Statistical Package for the Social Sciences (SPSS) version 

11.1. An overall summary of the chapter will conclude this section.  

Results from the crosstabulations of the independent variables on the dependent 

variables are illustrated and discussed. Each is evaluated according to and within the 

theoretical framework of the Behavioral Model for Vulnerable Populations (Gelberg, 

Andersen, and Leake, 2000). Using the Behavioral Model for Vulnerable Populations, 

crosstabulations will adhere to the theoretical framework and will help to determine the 

impact of the controlling characteristic of ethnicity on the independent and dependent 

variables. Chi-square and gamma significance measurements are used to determine the 

level of significance in evaluating the hypotheses.  
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Results from the Bivariate Analyses 

The following tables illustrate the findings of the bivariate analyses of the 

dependent and independent variables. The five dependent variables of problem getting 

needed healthcare in the last twelve months, seen in ED in the last twelve months, 

overnight in the hospital, doctor visits, but no ED, wanted a prescription med, but could 

not get, are each tested for significance against variables according to the model.  

Findings from the bivariate analyses of predictor variables with problem getting 

needed health care in the last twelve months. 

Table 7 contains the bivariate analyses of predictor variables with the dependent 

variable, problem getting needed health care in the last twelve months. None of the 

predisposing demographic variables were statistically significant for Hispanic 

immigrants. 

Among the predisposing variables in the vulnerable domain, one of the variables 

– speaks English at home – approaches statistical significance. It was surprising that 

the variable, speaks Spanish at home, did not have a statistically significant effect. 

However, speaking English at home, approaches statistical significance (chi-square = 

2.665, p=.065). The relationship is weak and negative (gamma=-.214), indicating that 

those who speak English at home are less likely to have problems getting health care 

(18.8 percent) than those who do not speak English at home (26.3 percent).  

Among the enabling variables, only one of the traditional variables was 

significant – having a usual source of healthcare – and one other approached 

significance – having health insurance through an employer. However, five of the 
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enabling variables in the vulnerable domain had a significant effect, including putting off 

going to the doctor because the accompanying person could not get off work, needing 

an interpreter, getting an interpreter when needed, having problems with paperwork, 

and having to put off health care because of competing needs. Each of these 

relationships will be discussed below. 

Having a usual source of healthcare was significantly negatively related to 

problems getting healthcare in the past year (chi-square=3.521, p=.049, gamma=-

.302). Only 22.2 percent of those with a usual source of care reported having problems 

compared to 34.8 percent of those who did not have a usual source of care. 

Surprisingly, none of the measures of health insurance coverage were significantly 

related to problems getting health care coverage--perhaps because the population is 

already in a safety-net provider system. However, having health insurance coverage 

through an employer approached significance (chi-square=2.214, p=.098). The 

relationship was weak and negative (gamma=-.380), indicating that those with 

coverage through an employer were only half as likely to have had problems with 

health care in the past year as those without such coverage at 12.9 percent for those 

with coverage, compared to 24.8 percent for those without coverage.  

Having put off going to the doctor in the past year because the person who 

usually accompanied the patient to the doctor could not get off work was significantly 

positively related to having had problems getting health care in the past year (chi-

square=17.743, p=.000, gamma=.552), with 46.3 percent of those who had to put off 
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a doctor visit for this reason reporting problems getting care compared to only 19.9 

percent of those who did not put off care.  

Needing an interpreter was weakly positively related to problems getting health 

care in the past year (chi-square=3.408, p=.041, gamma=.234), with 26.8 percent of 

those who needed an interpreter reporting they had problems compared to only 18.6 

percent of others. Those reporting problems getting an interpreter when they needed 

one were significantly (chi-square=3.822, p=.045, gamma=.344) more likely to report 

problems getting healthcare in the past year (37.1 percent) than those people who did 

not report problems betting an interpreter (22.4 percent). Patients who reported 

problems with paperwork in the past year were twice as likely to report problems with 

getting healthcare as those who did not have paperwork problems – 40.9 percent for 

those with paperwork problems compared to 20.1 percent for those without paperwork 

problems (chi-square=13.000, p=.000, gamma=.466). The most significant relationship 

(at chi-square=58.621, p=.000, gamma=.738) is competing needs for food, clothing, 

and housing as 48.3 percent of the sample population reported that they had difficulty 

getting health care in the past year, compared to only 12.4 percent who did not report 

having competing needs. Finally, patients who reported difficulty with transportation 

were more than twice as likely to report problems with getting healthcare in the past 

year as those who did not report having this problem – 42.0 percent compared to 19.7 

percent (chi-square=15.571, p=.000, gamma=.495). 

The measure of need for healthcare, perceived health status, was significantly 

negatively related to problems getting healthcare in the past year (chi-square=12.388, 
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p=.000, gamma=-1.000). None of the respondents who reported that their healthcare 

was good or excellent had problems in the past year getting healthcare, but 12.5 

percent of the patients with fair or poor health reported problems.  

Table 7. Bivariate Analyses of Predictor Variables with Problem Getting Needed 
Healthcare in the last 12 months. 

Variable Response % N Chi-
Square 

p Gamma 

Age 18-30 
31-45 
46-60 
 

37.8 
43.3 
17.0 

34 
39 
17 

2.445 .295a .156 

Sex Female 
Male 
 

23.0 
25.7 

63 
27 

.311 .333 .074 

Marital Status No 
Yes 
 

24.3 
23.5 

26 
64 

.025 .486 
 

-.021 

Speaks Spanish 
at home 

No 
Yes 
 

22.2 
23.8 

4 
86 

.024 .569 .045 

Speaks English 
at home 

No 
Yes 
 

26.3 
18.8 

66 
24 

2.665 .065 -.214 

Born in the U.S. No 
Yes 
 

24.4 
13.6 

87 
3 

1.318 .189 -.342 

Years in the 
U.S. 

0-5 Years 
6-20 Years 
More than 
20 Years 
 

42.2 
45.6 
12.2 

38 
41 
11 

.580 .748a -.004 

Paying job No 
Yes 
 

26.0 
21.2 

54 
36 

1.181 .167 -.132 

Coverage 
through JPS 
 

No 
Yes 
 

24.2 
23.5 

37 
52 

.021 .489 -.018 

Coverage 
through work 

No 
Yes 
 

24.8 
12.9 

86 
4 

2.214 .098 -.380 
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Coverage 
through 
spouse’s work 
 

No 
Yes 

23.2 
37.5 

86 
3 

.884 .284 .329 

Coverage 
through 
Medicare 
 

No 
Yes 

23.8 
28.6 

88 
2 

.084 .530 .122 

Coverage 
through 
Medicaid 
 

No 
Yes 

24.0 
21.4 

87 
3 

.048 
 

.561 -.072 

Did not have 
coverage in the 
last 12 months 
 

No 
Yes 

23.3 
29.0 

81 
9 

.521 .300 .148 

Health 
behavior, Has 
usual source for 
healthcare 
 

No 
Yes 

34.8 
22.2 

16 
74 

3.521 .049 -.302 

Gets paid time-
off to go to 
Doctor 

No 
Yes 
 
 

24.5 
17.4 

85 
4 

.596 .312 -.213 

Gets paid time-
off when sick 

No 
Yes 
 

24.1 
20.0 

83 
7 

.299 .378 -.120 

Put off going to 
Doctor because 
person with 
could not go 
due to work 
 

No 
Yes 
 

19.9 
46.3 

64 
25 

17.743 .000* .552 

Needed an 
interpreter in 
last 12 months 
 

No 
Yes 

18.6 
26.9 

27 
63 

3.408 .041 .234 

Problem getting 
an interpreter 
 

No 
Yes 

22.4 
37.1 

77 
13 

3.822 .045 
 

.344 

Problems with 
paperwork 
 

No 
Yes 

20.1 
40.9 

63 
27 

13.000 .000* .466 
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Competing 
needs with 
food, clothing, 
housing 
 

No 
Yes 

12.4 
48.3 

32 
58 

58.621 .000* .738 

Difficulty with 
transportation 
 

No 
Yes 
 

19.7 
42.0 

61 
29 

15.571 .000* .495 

Need, Perceived 
health status, 
good health  
 

No 
Yes 

12.5 
0.0 

90 12.388 .000* -1.000 

Note: X2 tests (2-tailed) *p<-.05 , **p<-.01, ***p<-.001;  
a. Pearson’s chi-square value, 2-sided. 

 
Findings from the bivariate analyses of predictor variables with seen in the ED in 

last twleve months. 

Among the predisposing variables in the traditional domain, sex and age are 

close to significance (p<.06). Men are more likely to report a visit to the emergency 

department in the past year than are the women; 45.7 percent of the men report a visit 

compared to 36.1 percent of the women (chi-square=2.935, p=.056, gamma=.196). 

Young people 18-30 years of age are most likely to use the emergency department 

(ED) (51.7 percent), and middle-aged adults aged 46-60 years are least likely to report 

a visit (11.6 percent) (chi-square=5.901, p=.052, gamma=-.217).  

Among the predisposing variables in the vulnerable domain, only one – speaks 

English at home – even approaches significance. Those who report that they do not 

speak English in the home are more likely to report that they have had an ED visit in 

the past year than those who do speak English at home – 41.4 percent compared to 

33.6 percent, respectively (chi-square=2.195, p=.085, gamma=-.166).  
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Among the enabling variables in the traditional domain, two of the variables had 

statistically significant effects on ED visits; these variables included having a paid job 

and having coverage through the JPS Connections program. Patients with a paying job 

were more likely to report an ED visit than those were without a paying job – 43.5 

percent compared to 34.6 percent (chi-square=3.136, p=.048, gamma=.186). This is 

an unexpected finding. The JPS Connections program is a tax-supported program that 

subsidizes healthcare for county residents with family incomes up to $200 percent of 

poverty. Patients covered by JPS Connections were significantly less likely to have had 

an ED visit than were those without the coverage – 33.5 percent compared to 47.1 

percent (chi-square=7.000, p=.006, gamma=-.277).  

Three additional variables among the traditional enabling variables approach 

significance – having health insurance through an employer, being without health 

insurance coverage it the past year, and having a usual source of healthcare. Patients 

with coverage through their work are more likely to report an ED visit in the past year 

than are those patients who do not have this coverage – 51.6 percent compared to 

37.5 percent (chi-square=2.403, p=.088, gamma=.281). This is consistent with the 

unexpected finding reported above that those who are employed are more likely to 

report an ED visit than are those who are unemployed. Furthermore, patients who 

report that they did not have health insurance coverage at some point in the past year 

are more likely to report an ED visit than are those who did have coverage all year – 

51.6 percent compared to 37.6 percent (chi-square=2.339, p=.092, gamma=.277). 

Having a usual source of care also approached significance. Those patients who had a 
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usual source of care were less likely to report an ED visit than were those who did not – 

37.2 percent compared to 50.0 percent (chi-square=2.773, p=.067, gamma=-.255). 

Four of the enabling variables in the vulnerable domain were significantly related 

to having an ED visit in the past year, including needing an interpreter, problems 

getting an interpreter, problems with paperwork, and also competing needs. The fifth 

variable, difficulty with transportation, approaches significance.  

Those patients who reported needing an interpreter were more likely to have 

had an ED visit than were those patients who did not need an interpreter – 42.3 

percent compared to 33.1 percent (chi-square=3.194, p=.046, gamma=.194). Patients 

who had difficulty getting an interpreter when they needed one were more likely to 

report an ED visits than were those who did not have difficulty – 57.1 percent 

compared to 36.9 percent (chi-square=5.473, p=.016, gamma=.390). Patients who had 

problems with paperwork were more likely to report an ER visit than were those who 

did not – 48.5 percent compared to 36.7 percent (chi-square=3.166, p=.051, 

gamma=.237). Patients reporting competing needs with food, clothing and housing 

were more likely to use the emergency department at 50.0 percent when compared to 

only 33.6 percent of those who did not report competing needs. This relationship is 

significant at chi-square=9.300, p=.002, and gamma=.328. Patients having difficulty 

with transportation were more likely to report an ED visit than were those who did not 

have this problem – 47.8 percent compared to 36.8 percent (chi-square=2.903, 

p=.059, gamma=.224). 
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The measure of need for healthcare, perceived health status, was not statistically 

significant but it did approach significance. Patients with excellent or good health status 

were less likely to have had an ED visit than those patients whose health was only fair 

or poor – 27.8 percent compared to 39.90 percent (chi-square=2.030, p=.105, 

gamma=-.267). 

Table 8. Bivariate Analyses of Predictor Variables with Seen in ED in Last Twelve 
Months. 

Variable Response % N Chi-
Square 

p Gamma 

Age 18-30 
31-45 
46-60 
 

51.7 
36.7 
11.6 

76 
54 
17 

5.901 .052a -.217 

Sex Female 
Male 
 

36.1 
45.7 

99 
48 

2.936 .056 .196 

Marital Status No 
Yes 
 

39.3 
38.6 

42 
105 

.014 .499 -.014 

Speaks Spanish 
at home 

No 
Yes 
 

50.0 
38.2 

9 
138 

1.001 .224 -.235 

Speaks English 
at home 

No 
Yes 
 

41.4 
33.6 

104 
43 

2.195 .085 -.166 

Born in the U.S. No 
Yes 
 

38.4 
45.5 

137 
10 

.437 .327 .145 

Years in the 
U.S. 

0-5 Years 
6-20 Years 
More than 
20 years 
 

45.6 
46.3 
8.2 

67 
68 
12 

2.847 .241a -.156 

Paying job No 
Yes 
 

34.6 
43.5 

72 
74 

3.136 .048 .186 

Coverage 
through JPS 
 

No 
Yes 

47.1 
33.5 

72 
74 

7.000 .006 -.277 
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Coverage 
through work 
 

No 
Yes 

37.5 
51.6 

130 
16 

2.403 .088 
 

.281 

Coverage 
through 
spouse’s work 
 

No 
Yes 

38.4 
50.0 

142 
4 

.446 .373 .232 

Coverage 
through 
Medicare 
 

No 
Yes 

38.5 
42.9 

142 
3 

.055 .549 .090 

Coverage 
through 
Medicaid 
 

No 
Yes 

38.6 
42.9 

140 
6 

.105 .475 .089 

Did not have 
coverage in the 
last 12 months 
 

No 
Yes 

37.6 
51.6 

131 
16 

2.339 .092 .277 

Health 
Behavior, Has 
usual source for 
healthcare 
 

No 
Yes 

50.0 
37.2 

23 
124 

2.773 .067 -.255 

Gets paid time-
off to go to 
Doctor 
 

No 
Yes 

38.9 
39.1 

135 
9 

.000 
 

.573 .005 

Gets paid time-
off when sick 
 

No 
Yes 

38.1 
45.7 

131 
16 

.780 .240 .156 

Put off going to 
Doctor because 
person with 
could not go 
due to work 
 

No 
Yes 

37.4 
44.4 

120 
24 

.974 .201 .145 

Needed an 
interpreter in 
last 12 months 
 

No 
Yes 

33.1 
42.3 

48 
99 

3.194 
 

.046 .194 

Problem getting 
an interpreter 
 

No 
Yes 

36.9 
57.1 

127 
20 

5.473 .016 .390 



 58

Problems with 
paperwork 
 

No 
Yes 

36.7 
48.5 

115 
32 

3.166 .051 .237 

Competing 
needs for food, 
clothing, 
housing 
 

No 
Yes 

33.6 
50.0 

87 
60 

9.300 .002 .328 

Difficulty with 
Transportation 
 

No 
Yes 

36.8 
47.8 

114 
33 

2.903 
 

.059 .224 

Need, Perceived 
health status, 
good health 
 

No 
Yes 

39.9 
27.8 

137 
10 

2.030 .105 -.267 

 Note: X2 tests (2-tailed) *p<-.05 , **p<-.01, ***p<-.001;  
a. Pearson’s chi-square value, 2-sided. 

 
Findings from the bivariate analyses of predictor variables with overnight in the 

hospital in the past year. 

Among the predisposing variables in the traditional domain, age had statistically 

significant effects on having had an overnight hospital stay in the past twelve months, 

and sex of patient approached significance. Among young adults aged 18-30 years, 

61.1 percent of the patients had had a hospitalization, while only 26.4 percent of the 

adults 31-45 and only 12.5 percent of the middle-aged adults had had a hospitalization 

(chi-square=9.599, p=.008, gamma=-.313). Although not statistically significant at the 

criteria level of significance, sex also had an effect in the expected direction: 20.8 

percent of the women but only 14.3 percent of the men had been hospitalized in the 

past year (chi-square=9.599, p=.008, gamma=-.313).  

Among the predisposing variables in the vulnerable domain, years in the U.S. 

was statistically significant. More than half (55.6 percent) of Hispanic immigrant 



 59

patients who had been in the U.S. for less than five years had been hospitalized 

compared to 34.7 percent who have been here 6-20 years and 9.7 percent of those 

here for more than 20 years (chi-square=9.599, p=.008, gamma=-.313).  

Two of the enabling traditional variables – having a paying job and having health 

insurance coverage through an employer – had significant effects on having a hospital 

stay. Among those Hispanic immigrant patients with a paying job, 12.4 percent had 

been hospitalized, while nearly twice that percent, 24.0 percent, of those without a 

paying job had been hospitalized (chi-square=8.373, p=.003, gamma=-.384) Among 

the Hispanic immigrant patients who had health insurance coverage through their work, 

20.2 percent of those without coverage compared to only 6.5 percent of those with 

coverage (chi-square=3.475, p=.042, gamma=-.571). 

Among the enabling vulnerable predictors, three of the variables had statistically 

significant effects: gets paid time off to go to the doctor, has trouble with paperwork, 

and had difficulty with transportation. Hispanic immigrant patients who do not get paid 

time off to go to the doctor are more likely to report a hospitalization than are those 

who do – 20.5 percent compared to 4.3 percent (chi-square=3.573, p=.041, gamma=-

.700). Competing needs for food, clothing, and housing did not reveal a significant 

relationship.  

The measure of need, perceived health care status, did not have a significant effect 

on having a hospitalization.  

Table 9. Bivariate Analyses of Predictor Variables with Overnight in Hospital. 
Variable Response % N Chi-

Square 
p Gamma 
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Age 18-30 
31-45 
46-60 
 

61.1 
26.4 
12.5 

44 
19 
9 

9.599 .008a -.313 

Sex Female 
Male 
 

20.8 
14.3 

57 
15 

2.095 .095 -.224 

Marital Status No 
Yes 
 

16.8 
19.9 

18 
54 

.458 .301 .101 

Speaks Spanish 
at home 

No 
Yes 
 

5.6 
19.7 

1 
71 

2.219 .112 .613 

Speaks English 
at home 

No 
Yes 
 

19.9 
17.2 

50 
22 

.411 .310 -.090 

Born in the U.S. No 
Yes 
 

19.3 
13.6 

69 
3 

.436 
 

.370 -.206 

Years in the 
U.S. 

0-5 Years 
6-20 Years 
More than 
20 years 
 

55.6 
34.7 
9.7 

40 
25 
7 

8.228 
 

.016a -.279 

Paying job No 
Yes 
 

24.0 
12.4 

50 
21 

8.373 .003 -.384 

Coverage 
through JPS 
 

No 
Yes 

17.6 
19.9 

27 
44 

.301 .341 .074 

Coverage 
through work 
 

No 
Yes 

20.2 
6.5 

70 
2 

3.475 .042 -.571 

Coverage 
through 
spouse’s work 
 

No 
Yes 

18.9 
25.0 

70 
2 

.188 .470 .176 

Coverage 
through 
Medicare 
 

No 
Yes 

19.5 
0.0 

72 
0 

1.689 .223 -1.000 
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Coverage 
through 
Medicaid 
 

No 
Yes 

19.3 
14.3 

70 
2 

.218 .480 -.178 

Did not have 
coverage in the 
last 12 months 
 

No  
Yes 

19.8 
9.7 

69 
3 

1.906 .123 -.395 

Health 
Behavior, Has 
usual source for 
healthcare 
 

No 
Yes 

21.7 
18.6 

10 
62 

.256 .369 -.097 

Gets paid time-
off to go to 
doctor 
 

No 
Yes 

20.5 
4.3 

71 
1 

3.573 .041 -.700 

Gets paid time-
off when sick 
 

No 
Yes 

19.8 
11.4 

68 
4 

1.436 .166 -.313 

Put off going to 
Doctor because 
person with 
could not go 
due to work 
 

No 
Yes 

18.7 
22.2 

60 
12 

.371 
 

.328 .108 

Needed an 
interpreter in 
last 12 months 
 

No 
Yes 

16.6 
20.5 

24 
48 

.913 .207 .131 

Problem getting 
an interpreter 
 

No 
Yes 

19.5 
14.3 

67 
5 

.556 .312 -.184 

Problems with 
paperwork 
 

No 
Yes 

14.7 
39.4 

46 
26 

21.605 .000* .581 

Competing 
needs for food, 
clothing, 
housing 
 

No 
Yes 

17.8 
21.7 

46 
26 

.813 .222 .123 

Difficulty with 
transportation 
 

No 
Yes 

17.1 
27.5 

53 
19 

3.997 .037 .296 
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Need, Perceived 
health status, 
good health 
 

No 
Yes 

19.8 
11.1 

68 
4 

1.608 .147 -.328 

Note: X2 tests (2-tailed) *p<-.05 , **p<-.01, ***p<-.001;  
a. Pearson’s chi-square value, 2-sided. 
 

Findings from the bivariate analyses of predictor variables with doctor visits, 

excluding visits to the emergency department. 

Among the predisposing variables, only the marital status affected having a 

doctor visit. Among those who were not married, 23.4 percent had a doctor visit in the 

past year compared to only 14.7 percent of those who were married (chi-square=4.052, 

p=.033, gamma=-.278).  

Among the enabling variables, only difficulty with transportation significantly 

affected having a doctor visit. Among the Hispanic immigrant patients, 19.0 percent of 

those who had no difficulty with transportation had visits to the doctor, compared to 

only 8.7 percent of those who had difficulty with transportation (chi-square=4.244, 

p=.025, gamma=-.423). 

The measure of perceived health status had no effect on doctor visits. 

Table 10. Bivariate Analyses of Predictor Variables with Doctor Visits, Excluding ED 
Visits. 

Variable Response % N Chi-
Square 

p Gamma 

Age 18-30 
31-45 
46-60 
 

47.7 
40.0 
12.3 

31 
26 
8 

.858 .651a -.088 

Sex Female 
Male 
 

17.9 
15.2 

49 
16 

.374 .323 -.096 
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Marital Status No 
Yes 
 

23.4 
14.7 

25 
40 

4.052 .033 -.278 

Speaks Spanish 
at home 

No 
Yes 
 

16.7 
17.2 

3 
62 

.003 .627 .018 

Speaks English 
at home 

No 
Yes 
 

17.9 
15.6 

45 
20 

.317 .341 -.082 

Born in the U.S. No 
Yes 
 

16.5 
27.3 

59 
6 

1.684 .156 .309 

Years in the 
U.S. 

0-5 Years 
6-20 Years 
More than 
20 years 
 

47.7 
44.6 
7.7 

31 
29 
5 

1.745 .418a -.161 

Paying job No 
Yes 
 

15.4 
19.4 

32 
33 

1.065 .185 .140 

Enabling, 
Coverage 
through JPS 

No 
Yes 
 

19.3 
16.3 

28 
36 

.258 .355 -.070 

Coverage 
through work 

No 
Yes 
 

16.7 
22.6 

58 
7 

.688 .271 .185 

Coverage 
through 
spouse’s work 
 

No 
Yes 

16.8 
37.5 

62 
3 

2.366 .143 .498 

Coverage 
through 
Medicare 
 

No 
Yes 

16.5 
28.6 

61 
2 

.714 .333 .338 

Coverage 
through 
Medicaid 
 

No 
Yes 

17.1 
14.3 

62 
2 

.075 .566 -.105 

Did not have 
coverage in the 
last 12 months 
 

No 
Yes 

16.7 
22.6 

58 
7 

.701 .268 .186 
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Health 
Behavior, Has 
usual source for 
healthcare 
 

No 
Yes 

19.6 
16.8 

9 
56 

.215 .387 -.092 

Gets paid time-
off to go to 
Doctor 
 

No 
Yes 

16.7 
21.7 

58 
5 

.385 
 

.351 .161 

Gets paid time-
off when sick 

No 
Yes 
 

16.6 
22.9 

57 
8 

.884 .234 .197 

Put off going to 
Doctor because 
person with 
could not go 
due to work 
 

No 
Yes 

16.8 
20.4 

54 
11 

.406 .320 .117 

Needed an 
interpreter in 
last 12 months 
 

No 
Yes 

19.3 
15.8 

28 
37 

.771 .229 -.121 

Problem getting 
an interpreter 
 

No 
Yes 

16.9 
20.0 

58 
7 

.220 .392 .104 

Problems with 
paperwork 
 

No 
Yes 

18.2 
12.1 

57 
8 

1.423 .155 -.235 

Competing 
needs for food, 
clothing, 
housing 
 

No 
Yes 

16.6 
18.3 

43 
22 
 

.173 .390 .060 

Difficulty with 
transportation 
 

No 
Yes 
 

19.0 
8.7 

59 
6 

4.244 .025 -.423 

Need, Perceived 
Health Status, 
Good Health 
 

No 
Yes 

16.3 
25.0 

56 
9 

1.725 .141 .262 

Note: X2 tests (2-tailed) *p<-.05 , **p<-.01, ***p<-.001;  
a. Pearson’s chi-square value, 2-sided. 
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Findings from the bivariate analyses of predictor variables with wanted 

prescription med, could not get. 

None of the predisposing variables from either domain significantly affected 

difficulty getting prescription medicines.  

Four of the enabling variables affected difficulty getting prescription medicines – 

two from the traditional domain and two from the vulnerable domain – and one of 

variable from the traditional domain approached significance. Among the Hispanic 

immigrants, patients with no coverage through the JPS Connections program were 

significantly more likely to have difficulty getting prescription medicines than were those 

who were certified for this subsidized care program – 20.3 percent compared to 13.1 

percent (chi-square=3.421, p=.045, gamma=-.254). Patients with health insurance 

coverage through their spouse’s work had more difficulty getting prescription medicines 

(50.0 percent) than did patients who did not have insurance coverage through their 

spouse (15.7 percent) (chi-square=6.728, p=.028, gamma=.686). Having a usual 

source of care approached significance: 23.9 percent of the Hispanic immigrants who 

did not have a usual source of care reported difficulty getting prescription medicines 

compared to only 15.3 percent of those patients who did have a usual source of care 

(chi-square=2.184, p=.106, gamma=-.269). 

In the vulnerable domain were the following categories: put off going to doctor 

because the accompanying person could not go, problems with paperwork, competing 

needs with food, clothing, and housing, and difficulty with transportation significantly 

affected difficulty getting prescription medicines. One-third (33.3 percent) of those 
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persons who reported that they could not go to the doctor in the past year because the 

person who usually goes with them could not get off work reported that they also had 

difficulty getting the prescription medicine compared to only 13.7 percent who do not 

have difficulty (chi-square=12.902, p=.001, gamma=.518). Difficulty with paperwork 

was also related to difficulty getting prescription medicines; 31.8 percent of the 

Hispanic immigrant patients who reported problems with paperwork also reported 

difficulty getting prescriptions, compared to only 13.1 percent of those who did not 

have this problem (chi-square=13.959, p=.000, gamma=.512). One-third (32.5 

percent) of those reporting competing needs with food, clothing, and housing also 

experienced problems obtaining necessary prescription meds, compared to the 8.9 

percent who did not have a problem getting needed medication (chi-square=33.436, 

p=.000, gamma=.663). Patients who reported having difficulty with transportation were 

more likely to report problems getting prescription medicine than were those who did 

not report problems with transportation – 30.4 percent compared to 13.2 percent (chi-

square=12.215, p=.001, gamma=.483). 

No other variable in the model significantly affected difficulty getting prescription 

medicines.  

Table 11. Bivariate Analyses of Predictor Variables with Wanted a Prescription Med, 
Could Not Get. 

Variable Response % N Chi-
Square 

p Gamma 

Age 18-30 
31-45 
46-60 

31.7 
48.4 
14.5 
 

23 
30 
9 

2.764 .251a .108 

Sex Female 
Male 

9.5 
9.5 

26 
10 

.000 .564 .002 
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Marital Status No 
Yes 
 

16.8 
16.2 

18 
44 

.023 .494 -.023 

Speaks Spanish 
at home 
 

No 
Yes 

11.1 
16.6 

2 
60 

.380 .412 .229 

Speaks English 
at home 
 

No 
Yes 

16.7 
15.6 

42 
20 

.076 .453 -.041 

Born in the U.S. No 
Yes 
 

15.7 
27.3 

56 
6 

2.033 .131 .337 

Years in the 
U.S. 

0-5 Years 
6-20 Years 
More than 
20 years 
 

43.5 
40.3 
16.1 
 

27 
25 
10 
 

3.344 .188a .018 

Paying job No 
Yes 
 

16.8 
15.3 

35 
26 

.162 .398 -.057 

Coverage 
through JPS 
 

No 
Yes 

20.3 
13.1 

31 
29 

3.421 .045 -.254 

Coverage 
through work 
 

No 
Yes 

17.0 
9.7 

59 
3 

1.114 .217 -.313 

Coverage 
through 
spouse’s work 
 

No 
Yes 

15.7 
50.0 

58 
4 

6.728 .028 .686 

Coverage 
through 
Medicare 
 

No 
Yes 

16.3 
28.6 

60 
2 

.756 .325 .346 

Coverage 
through 
Medicaid 
 

No 
Yes 

16.0 
28.6 

58 
4 

1.556 .184 .356 

Did not have 
coverage in the 
last 12 months 
 

No 
Yes 

16.1 
19.4 

56 
6 

.221 
 

.396 .112 
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Health 
Behavior, Has 
usual source for 
healthcare 
 

No  
Yes 

23.9 
15.3 

11 
51 

2.184 .106 -.269 

Gets paid time-
off to go to 
Doctor 
 

No 
Yes 

16.7 
13.0 

58 
3 

.211 .456 -.145 

Gets paid time-
off when sick 
 

No 
Yes 

16.0 
20.0 

55 
7 

.374 .341 .136 

Put off going to 
Doctor because 
person with 
could not go 
due to work 
 

No 
Yes 

13.7 
33.3 

44 
18 

12.902 .001 .518 

Needed an 
interpreter in 
last 12 months 
 

No 
Yes 

17.9 
15.4 

26 
36 

.424 .304 -.092 

Problem getting 
an interpreter 
 

No 
Yes 

16.6 
14.3 

57 
5 

.121 .475 -.087 

Problems with 
paperwork 
 

No 
Yes 

13.1 
31.8 

41 
21 

13.959 .000* .512 

Competing 
needs for food, 
water, clothing 
 

No 
Yes 

8.9 
32.5 

23 
39 

33.436 .000* .663 

Transportation 
 

No 
Yes 
 

13.2 
30.4 

41 
21 

12.215 .001 .483 

Need, Perceived 
Health Status, 
Good Health 
 

No 
Yes 

16.9 
11.1 

58 
4 

.801 .264 -.239 

Note: X2 tests (2-tailed) *p<-.05 , **p<-.01, ***p<-.001;  
a. Pearson’s chi-square value, 2-sided. 
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Summary of Findings from Bivariate Analyses 

 Findings indicate the following statistically significant relationships: Strength of 

the chi-square value for independence varies, while only a few crosstabulation of 

variables provide for a perfect association. 

 The dependent variable of problems getting needed health care in the last twelve 

months provided several significant relationships, mainly those relating to enabling 

resources. This relationship reveals that the primary barriers to health care of coverage, 

needing and getting an interpreter and paperwork, pose significant problems to 

obtaining needed care and are significant predictors of Hispanic immigrants’ in the JPS 

Health Network.  

 Those who visited the emergency department in the last twelve months were the 

clients with the most problematic outcomes. Working-age (18-30) males with jobs who 

do speak English at home most frequent the hospital. Most of these clients do have 

health coverage, though it may be intermittent coverage. Transportation issues also 

appear to be problematic, as do also interpreters and paperwork. Perceived health 

status of the client is low. 

 Those who stayed overnight in the hospital are female clients, also of working 

age, who have been in the United States for less than five years. Most do not have 

paying jobs, and those who do have jobs do not receive paid time off to go to the 

doctor. Transportation is again a problem, as is paperwork.  

 Those clients who go to the doctor provide a good example of having better 

perceived health; so do those with a usual source of care. They are not married, and 
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they report no problems with transportation. These dependent variables representing 

those who go to the doctor and do not go to the emergency department do not 

experience the obstacles to health care experienced by those represented by the other 

dependent variables.  

 The final dependent variable mainly represents those covered by their spouse’s 

health care provider. They did identify that not having someone to go with them to the 

doctor because of work was problematic. Respondents also reported difficulties with 

paperwork.  

 Overall findings were consistent with the hypotheses. Validity exists as the 

findings are also consistent with the literature and previous findings. This study is 

especially relevant to JPS Health Network as also other entities treating Hispanic 

immigrants, because it reveals the predictors of barriers to health care. In addition, the 

dependent variables represent different sub-populations of the Hispanic immigrant 

client base that further validate the study. Revealing that young females, without jobs, 

who speak English at home and who have been in the United States for less than five 

years, are spending the night in the hospital more than any other group is extremely 

significant and relevant in providing necessary health care. The fact that single females 

with jobs and transportation and usual sources for health care are not among the 

population reporting low levels of perceived health is also useful in predicting health 

behavior.  
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CHAPTER 4 

 

SUMMARY OF FINDINGS, POLICY RECOMMENDATIONS, IMPLICATIONS 

Introduction 

This study of the uninsured adult working-age population in Tarrant County, 

Texas, reveals issues of access and barriers to health care for the Hispanic immigrant 

population in the JPS Health Network. This study used data from a sample population of 

clients of the John Peter Smith safety-net health care network, Tarrant County, Texas, 

by Eve, Koelln, Trevino, Rojas and Baumer (2000). The purpose was to first develop a 

profile of the uninsured Hispanic immigrant patient population in the JPS Health 

Network in Tarrant County, and second, to determine the social and structural barriers 

impeding access to appropriate health care. This study assessed the social, economic, 

and demographic characteristics of the sample population to determine how these 

variables affect the use of health services in the past year. 

 This research addresses, first, access to health care by Hispanic immigrants 

within the JPS Health Network; second, highlights the relevant policy variables that may 

lead to eventual determinants and changes of health care seeking behaviors of Hispanic 

immigrants; and finally, adds to the literature and theoretical synthesis of Hispanic 

immigrants’ access to health care. The model, Behavioral Model for Vulnerable 

Populations (Gelberg, Andersen, and Leake, 2000), for assessing vulnerable populations 

acted as the model and theoretical framework for best explaining the social and 
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economic circumstances of the Hispanic immigrant population, especially as they relate 

to access and barriers to health care. 

 This final chapter demonstrates the completion of the objectives of this study 

and acknowledges the contributions of previous research and the literature. This 

concluding chapter, first, provides a summary of the findings as they answer the posed 

research questions, second, addresses the hypotheses, and then concludes with a final 

discussion of policy recommendations and implications.  

Summary of findings 

 Illustrated in Table 12, findings reveal significant predictor variables of access to 

health care for each dependent variable.  

The first dependent variable, those who report having problems getting needed 

health care in the last twelve months, reveals many significant findings. These patients 

do not speak English as their first language in the home, and they also delay going to 

the doctor because they have no one to go with them. Consistent with most groups in 

this study, this group experienced transportation problems. Those reporting getting 

needed healthcare in the last twelve months also do not have health coverage through 

work. This group also reported problems accessing the system due to getting an 

interpreter, needing an interpreter, and also completing the paperwork. These 

individuals also have lower levels of perceived health and reported not having a usual 

source for health care. This population may not be getting needed health care due to 

inability to access the system, because of lack of resources, then once inside the system 

they experience difficulties due the language and administrative barriers. 
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Hispanic immigrants seen in the emergency department in the last twelve 

months are males, ages 18-30. They speak English in the home, and have paying jobs. 

Transportation problems are significant as well as health coverage. Significant for this 

group is that they do have health coverage through JPS or an employer. Findings reveal 

that this group also has gone without coverage sometime in the last twelve months. 

Consistent with the other groups is needing an interpreter. They also reported problems 

getting an interpreter. Those with poor perceived health are more likely to use the ED 

and are more likely to lack a usual source for healthcare. This group is also consistent 

with the literature on male healthcare utilization behavior. Utilization of the emergency 

department of working age males, with jobs, indicates possible health risk associated 

with type of employment.  

 The population represented in this study that spends the night in the hospital are 

females between the ages of 18 and 30. This particular group has been in the United 

States for less than five years and has no paying job. Transportation is a problem and 

they have significant barriers to accessing the health care system when completing 

paperwork.  

Another population significantly represented are those making doctor visits. 

Females and those not reporting transportation problems are more likely to have had a 

doctor visit.   

 Not being able to get needed prescription medicines is affected by a number of 

predisposing variables. Patients who do not have JPS Connections coverage, who have 
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insurance coverage through a spouse, and who do not have a usual source of health 

care are more likely to experience problems getting needed prescriptions. Others 

barriers for getting needed health care include having to delay getting health care 

because the person who goes with them to the doctor could not get off work, they have 

had problems with hospital paperwork, and they have had problems with 

transportation. People with competing needs for food, clothing and housing are more 

likely to have problems with obtaining prescription medication.  

Table 12. Significant predictors of access to health care. 
 
Problem getting 
needed health 
care in last 12 
months 
 

Seen in ED in 
last 12 months 

Overnight in 
hospital 

Doctor visits, 
no ED 

Wanted 
prescription 
med, could not 
get 

Predisposing 
variables -  
Traditional 
 
 
 
 
 
 
 
Vulnerable 
 
Does not speak 
English at 
home 
 

Predisposing 
variables -  
Traditional 
 
Ages 18-30 
years  
 
Males  
 
 
Vulnerable  
 
Does not speak 
English at 
home 

Predisposing 
variables - 
Traditional  
 
Ages 18-30 
years  
 
Female  
 
 
Vulnerable  
 
 
 
 
With 0-5 years 
in the U.S. 
 

Predisposing 
variables -  
Traditional 
 
 
 
 
 
Not married 
 
Vulnerable 

Predisposing 
variables -  
Traditional  
 
 
 
 
 
 
 
Vulnerable 

Enabling 
variables -  
Traditional 
 
 

Enabling 
variables -  
Traditional 
 
Has a paying 

Enabling 
variables -  
Traditional 
 
With no paying 

Enabling 
variables -  
Traditional 
 
 

Enabling 
variables -  
Traditional 
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Problem getting 
needed health 
care in last 12 
months 
 

Seen in ED in 
last 12 months 

Overnight in 
hospital 

Doctor visits, 
no ED 

Wanted 
prescription 
med, could not 
get 

 
 
 
 
 
Does not have 
coverage 
through work 
 
 
 
 
 
 
 
 
 
 
Does not have 
a usual source 
for healthcare 

job  
 
Has JPS 
coverage 
 
Has coverage 
through work  
 
 
 
 
 
 
No coverage in 
the last 12 
months  
 
 
Does not have 
a usual source 
for healthcare 

job  
 
 
 
 
No coverage 
through work 

 
 
 
 

 
 
Those not 
covered 
through JPS 
 
 
 
 
Those who are 
covered 
through 
spouse’s work 
 
 
 
 
 
Does not have 
a usual source 
for healthcare 
 

Enabling, 
Vulnerable 
 
 
 
 
Delayed going 
to doctor 
because of 
nobody to go 
with, due to job 
 
Needed an 
interpreter 
 
Had problems 

Enabling, 
Vulnerable  
 
 
 
 
 
 
 
 
 
 
Needed an 
interpreter 
 
Had problems 

Enabling, 
Vulnerable  
 
Without paid 
time off to go 
to the doctor  
 
 
 
 
 
 
 
 
 
 

Enabling, 
Vulnerable 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Enabling, 
Vulnerable 
 
 
 
 
Delayed going 
to doctor 
because of 
nobody to go 
with, due to job
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Problem getting 
needed health 
care in last 12 
months 
 

Seen in ED in 
last 12 months 

Overnight in 
hospital 

Doctor visits, 
no ED 

Wanted 
prescription 
med, could not 
get 

getting a 
needed 
interpreter 
 
 
Had problems 
with paperwork 
 
Has competing 
needs for food, 
clothing, 
housing  
 
 
Had 
transportation 
problems 
 

getting a 
needed 
interpreter 
 
 
Had problems 
with paperwork 
 
Has competing 
needs for food, 
clothing, 
housing 
 
 
Had 
transportation 
problems 
 

 
 
 
 
 
Had problems 
with paperwork 
 
 
 
 
 
 
 
Had 
transportation 
problems 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Had 
transportation 
problems 

 
 
 
 
 
Had problems 
with paperwork 
 
Has competing 
needs for food, 
clothing, 
housing 
 
 
Had 
transportation 
problems 
 

Need 
 
Poor perceived 
health status 

Need 
 
Poor perceived 
health status 
 

Need Need Need 

 

Findings in this study are significant to the JPS Health Network, Tarrant County, 

Texas, and other health care providers. Results obtained through this study can 

contribute to the body of knowledge and practice of health and health care as they 

demonstrate the effects of social, economic, and demographic characteristics of 

Hispanic immigrants on the use of health care services.  

Consistent significant findings in this study reveal the presence of competing 

needs as a barrier to health care. Difficulty obtaining necessary transportation was also 
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a barrier. Linguistic difficulties were the major barrier impeding access to health care. 

This is evident in the sample population needing an interpreter and then also having 

problems getting one. Enabling variables such as health coverage were mixed and 

predictably inconsistent within this population. Working males seen in the ED in the last 

twelve months had health coverage, though intermittently in the past twelve months. 

They had JPS coverage or coverage through their employer. In addition, those who had 

problems in the last twelve months getting needed health care, as well as those who 

stayed overnight in the hospital, did not have health coverage. Utilization of services in 

the JPS Health Network was affected by insurance status.  

These findings help determine characteristics of populations with particular 

health care behaviors in the JPS Health Network in the last year. This is beneficial as 

JPS can examine services and programs to better meet the needs of their clients. 

Summary of findings in accordance with the hypotheses. 

 Following are the twenty-four hypotheses representing the independent variables 

as they are measured against the five dependent variables. The five dependent 

variables are: “problems getting health care in the last 12 months”, “doctor visits,” “not 

going to the emergency department for service”, “seen in the emergency department in 

the last twelve months”, “overnight in the hospital”, and “wanted a prescription but 

could not get”. A response is provided confirming or rejecting each of the hypotheses.  

1. Age. Older adults will use health care more than younger adults. 

a. Younger adults, age 18-30, were more likely to use both the emergency 

department and the hospital. Age had no effect on the other three 
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variables.  

2. Sex. Sex will be related to access to health care. Men will show greater access to 

health care than will women because of access through employer coverage.  

a. Men used the emergency department more, but women were more likely 

to have been hospitalized. There were no significant effects of sex on the 

other three variables.  

3. Marital Status. Those who are married will show greater access to health care 

services than will those who are not married. 

a. The unmarried working age adults were more likely to have visits to 

physicians than were married adults. Marital status did not have an effect 

on the other four dependent variables.  

4. Speaks Spanish at home. Those who speak Spanish at home will show less 

access to health care services than will those who speak English. 

a. There was no significant effect of this variable on any of the dependent 

variables. 

5. Speaks English at home. Those who speak English at home will show greater 

access to health care services than will those who speak Spanish.  

a. Hispanic immigrants who report that they do not speak English at home 

were more likely to report problems getting healthcare in the last twelve 

months and were more likely to have been seen in the emergency 

department in the last twelve months than were those who do speak 

English in the home. Speaks English in the home did not have a significant 
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effect in the other dependent variables. 

6. Born in the United States. Those individuals born in the United States will show 

greater access to health care services than will foreign-born residents. 

a. Born in the United States did not have any significant effect for any of the 

dependent variables.  

7. Years in the United States. Individuals who have been in the United States longer 

will show greater access to health care services than will individuals who have 

just recently come to the United States.  

a. Those Hispanic immigrants who had been in the U.S. 0-5 years were more 

likely to have had a hospital visit than were those who had been in the 

U.S. longer. This variable did not affect the other dependent variables. 

8. Paying job. Individuals with a paying job will show greater access to health care 

services due to coverage through work than will individuals without a paying job. 

a. This hypothesis is confirmed for being seen in the emergency department, 

as there is a statistically significant relationship between those seen in the 

emergency department in the last twelve months and those with a paying 

job. However, the hypotheses were rejected for hospital visits because 

those with paying jobs were most likely to have had a hospital visit. 

Having a paying job had no effect on any of the other three dependent 

variables.  

9. Coverage through JPS. Those with JPS medical coverage will show greater 

utilization of health care than will those who do not have JPS coverage. 
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a. Those covered through JPS Health Network were significantly more likely 

to use the emergency department in the last twelve months than were 

those who were not covered. Also, statistically significant were those who 

had difficulty obtaining prescription medicine and were not covered 

through JPS Health Network. JPS coverage did not have a significant 

effect on any other variables.  

10.  Coverage through work. Those with medical coverage through work will show 

greater access to health care than will those who do not have coverage through 

work. 

a. Those who have health care coverage through work did show a 

statistically significant relationship with being seen in the emergency 

department in the last twelve months. Also those who were covered 

through work were significantly more likely to report problems accessing 

healthcare in the past twelve months than were those who were not 

covered. The other dependent variables were not affected.  

11.  Coverage through Spouse’s work. Those with medical coverage through their 

spouse’s work will show greater access to health care than will those who do not 

have coverage through their spouse’s work. 

a. Hispanic immigrants with coverage provided by spouse’s employer 

experienced more problems obtaining prescription medication than others. 

No other significant effects were found.  

12.  Coverage through Medicare. Those with medical coverage through Medicare will 
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show greater access to health care than those without Medicare coverage. 

a. Medicare had no significant effects on the dependent variables. 

13.  Coverage through Medicaid. Those with medical coverage through Medicaid will 

show greater access to health care than those who do not have Medicaid. 

a. Medicaid had no significant effects on the dependent variables. 

14.  Did not have coverage in the last 12 months. Those without health coverage will 

show less access to health care than those who did have health insurance. 

a. Hispanic immigrants who had lapses in health insurance coverage were 

more likely to have been seen in the emergency department than were 

those who had not had lapses in coverage. This variable had no significant 

effect any of the other variables. 

15.  Has usual source for care. Those individuals with a usual source for care will not 

use ED services as often as those who do not. 

a. Hispanic immigrants who do not have a usual source of health care are 

significantly more likely to have problems accessing needed health care 

and getting prescription medicines than those who do not have a usually 

source of care. They are, however, more likely to use the emergency 

department than others. Usual source for care had no significant effect in 

doctor visits or hospital stays.  

16.  Gets paid time off to go to Doctor. Individuals who get paid time off to go to the 

doctor will show greater access to health care than will individuals who do not 

get paid time-off. 
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a. Hispanic immigrants getting paid time off to go to the doctor were 

significantly more likely to have had an overnight stay in the hospital than 

those who do not get paid time off. Paid time off did not have a significant 

effect on other dependent variables.  

17.  Gets paid time off when sick. Individuals who get paid time off when sick will 

show greater access to health care than will those who do not get paid time off. 

a. This variable had no significant effects on any of the dependent variables. 

18.  Put off going to Doctor because accompanying person going with could not go 

because of work. Individuals who do not have a person to accompany them will 

show less access to health care services than will those who have someone to go 

with them. 

a. Those Hispanic immigrants who reported they had to miss a doctors 

appointment because the person who usually went with them could not 

get off work were significantly more likely to report difficulty getting 

needed health care and are likely to have difficulty getting needed 

prescriptions than those who did not miss an appointment. This variable 

had no effect on the other dependent variables.  

 19. Needed an interpreter in the last 12 months. Those who needed an interpreter 

in the last twelve months will show less access to health care than those who did 

not need an interpreter. 

a. Hispanic immigrants who needed an interpreter were significantly more 

likely to report problems getting health care in the last twelve months 
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than others. This variable had no significant effects on the other 

dependent variables. 

20. Problems getting an interpreter in the last 12 months. Those who found 

difficulty obtaining an interpreter when needed will access health care less than 

those who have no difficulty with language. 

a. Hispanic immigrants who had problems getting an interpreter when they 

needed one were significantly more likely to report problems getting 

health care than those who had no problems getting an interpreter. None 

of the other dependent variables were significantly affected by this 

variable. 

21. Problems with paperwork. Those who found paperwork difficult will access 

health care less than will those who had no problems with paperwork. 

a. Hispanic immigrants who had problems with paperwork were significantly 

more likely to have had problems getting care in the past twelve months, 

to have used the emergency department, to have had a hospital stay, and 

to have had problems getting prescription medicines. 

22. Competing needs with food, clothing, shelter. Those with competing needs will 

show less access to the health care system.  

a. Those reporting competing needs with food, clothing, and shelter were 

more likely to report problems getting healthcare in the last twelve 

months than were the immigrants who did not have these competing 

needs; they were more likely to be seen in the ED in the last twelve 
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months, and they also wanted a prescription med in the last year that 

they could not get. Competing needs did not affect the other two 

dependent variables.  

 23. Transportation. Those without transportation will show less access to health 

care services than will those with access to transportation.  

a. Hispanic immigrants who had difficulty with transportation were 

significantly more likely to report problems accessing health care in the 

last twelve months, had more visits to the emergency department, were 

more likely to have had an overnight stay in the hospital, were less likely 

to have had a doctor visit and were more likely to have had problems 

getting needed prescriptions than those who did not have difficulty with 

transportation.  

 24. Perception of overall health. Individuals with good perception of overall health 

will access the health care system less than those with poorer perception of 

overall health. 

a. Hispanic immigrants on poor health were more likely to report problems 

accessing care than those who did not report problems. Those in poor 

health were more likely to use the emergency than were others. Perceived 

health status had no effect in other variables.  

The status of the hypotheses is summarized in Table 13 that follows. “Accept” 

means the research hypothesis was accepted. “Reject” means the research hypothesis 

was rejected. “Opposite” means the relationship that is opposite the hypothesized 
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relationship was in fact statistically significant. 

Table 13. Accepted and Rejected Hypotheses. 
 

Hypotheses 
 

 
Problems 
getting 

health care 
 

 
 

Seen in ED 

 
 

Overnight in 
hospital 

 
 

Doctor 
visits, no ED 

 
Wanted 

prescription 
med, could 

not get 
 

Age Reject Reject 
 

Opposite 

Reject 
 

Opposite 
 

Reject Reject 

Sex Reject  
Accept 

Reject 
 

Opposite 
 

Reject Reject 

Marital Status Reject Reject Reject Reject 
 

Opposite 
 

Reject 

Spanish at 
Home 

 

Reject Reject Reject Reject Reject 

English at 
Home 

 

 
Accept 

Reject 
 

Opposite 
 

Reject Reject Reject 

Born in the 
U.S. 

 

Reject Reject Reject Reject Reject 

Years in the 
U.S. 

 

Reject Reject Reject 
 

Opposite 
 

Reject Reject 

Paying Job Reject  
Accept 

Reject 
 

Opposite 
 

Reject Reject 

JPS Coverage 
 

Reject  
Accept 

 

Reject Reject  
Accept 
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Coverage-
Work 

 

 
Accept 

 
Accept 

Reject 
 

Opposite 
 

Reject Reject 

Coverage-
Spouse 

 

Reject Reject  Reject Reject Accept 

Medicare 
 

Reject Reject Reject Reject Reject 

Medicaid 
 

Reject Reject Reject Reject Reject 

Lapse in 
coverage 

 

Reject Reject 
 

Opposite 
 

Reject Reject  
Accept 

Usual source 
for care 

 
Accept 

Reject 
 

Opposite 
 

Reject Reject  
Accept 

Paid time off 
for doctor 

 

Reject Reject Reject 
 

Opposite 
 

Reject Reject 

Paid time off 
when sick 

 

Reject Reject Reject Reject Reject 

Accompanying 
person 

 

Reject Reject Reject Reject Reject 
 

Needed an 
interpreter 

 

 
Accept 

Reject 
 

Opposite 
 

Reject Reject Reject 

Problems 
getting an 
interpreter 

 

 
Accept 

Reject 
 

Opposite 

Reject Reject Reject 

Problems with 
paperwork 

 

 
Accept 

Reject 
 

Opposite 
 

Reject 
 

Opposite 

Reject  
Accept 
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Competing 
needs with 

food, clothing, 
housing  

 

 
Accept 

Reject 
 

Opposite 
 

Reject Reject  
Accept 

Problems with 
transportation 

 
Accept 

Reject Reject  
Accept 

 

 
Accept 

Health need Reject  
Accept 

 

Reject Reject Reject 

 

Policy Recommendations 

Kaiser Family Foundation (2003) asserts that access and coverage disparities are 

due to changes in health policy for immigrants. Policy changes for determining Medicaid 

benefits as well as other public benefits create inconsistency. This thereby creates 

confusion for accessing the health care system. In order for progress to occur and for 

the disparities to disappear, public policy must address this issue. Hispanic immigrants 

are suffering disproportionately and are at a disadvantage due to structural imbalances. 

Improvements to the current system would allow for disadvantaged adults and children 

to access the system freely. Hispanic immigrants should be allowed to access the health 

care system without regard or fear. They should also be allowed to live healthy and 

meaningful lives. Kaiser (2000b) attributes inconsistency in policy that contributes to 

the uncertainty and fear of the immigrant population. To offset such fear and eliminate 

the confusion, major policy options need to be considered; however, for the time being, 

the large factor influencing immigrants’ coverage and access stems from policy changes 

that restrict coverage and other benefits. Steps for improvement will recognize the 

current situation and make necessary advancements for better accommodating Hispanic 
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immigrant clients. Eventual outcomes reflect a usual source of care and use of 

preventative services for Hispanic immigrants. 

Sacks et. al. (2002) suggest changes to employer-based coverage options such 

as creating a statewide small employer purchasing alliance and revising rating 

requirements for small-business employers health plans. In addition, providing 

insurance education and information for small business and individuals through 

providing and publishing a small-employer nonbiased rate guide for immigrants looking 

for advice on health coverage. By making health coverage affordable to small firms and 

providing incentives to firms for taking responsibility for their employees is the only way 

that Hispanic immigrants can move in a direction to healthier living.  

The Commonwealth Fund cites Lisa Duchon deputy director of the 

Commonwealth Fund’s Task Force on the Future of Health Insurance for solutions to 

the problem: “These findings call for a mix of innovative pubic and private strategies, 

such as tax credits to cover a portion of employers and employee premium shares to 

make employer-based coverage more available and affordable, and expanding Health 

Insurance Program coverage to low-income parents,” (Commonwealth Fundb, n.p., 

2001). While Schur et. al. (2001) prefers to concentrate on that influential and 

seemingly problematic time after arrival into the United States. This time is instrumental 

in influence and acclimation to the health care system, policies and programs. 

  Policy options translate to the community level and practical solutions must be 

implemented in order to reach the people. Ku and Freilich recognize that community-

level initiatives can be effective in reaching the immigrant population. Initiatives such as 
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utilizing the AT&T Language Line or similar telephone-based interpretation services are 

innovative and a sign of progress. In addition, “a Catholic hospital system developed a 

mobile van to improve access to preventative services for hard-to-reach people, 

especially immigrants, in the community. In Los Angeles, community groups had 

developed a small insurances network for low-income immigrants” (Ku and Freilich, 

2001). Also, Doty (2003) suggests recognition of community or public health centers is 

the best way to reach Spanish speaking and immigrant populations.  

In conclusion, policy and community-level changes must take place in order to 

bring about change and to eliminate the disparity and disproportionate representation 

of Hispanic immigrants in the health care system. Perry et. al. (2001) provides the 

summary of necessary policy and practical initiatives to narrow the ever-widening gap 

in health and health care. Only by providing low-cost services and options, care for the 

entire family, supply information about care in native language, and coverage options, 

and by making it feasible for small firms to extend benefits to employees, can we 

alleviate the burden of this disadvantage.  

Implications 

Implications are such that disinvestment in the community is apparent in 

negative health outcomes. Structural barriers impede access to health care at the 

individual level and also the community level. The social capital of the community is 

profoundly affected by these barriers and is apparent in access to resources—economic, 

social, and cultural. Examining the role of the state in extending benefits to vulnerable 

populations allows for the understanding that a relationship exists between the 
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community and institutions (Muntaner et. al., 2000). Levels of inequality, social capital, 

and access to health care are consequences of macro-level policy decisions (Pearce & 

Smith, 2003), and they result in eventual poor health of communities. In fact, previous 

research indicates that community integration actually aides in population health and 

wellness (Kawachi et. al., 1999). Immediate health implications due to structural 

barriers are evident as numerous studies cite Hispanic immigrants, in particular, 

foregoing or delaying medical care due to lack of coverage or inability to access the 

health care system: “Health outcomes may be direct or indirect” (Wallerstein, n.p., 

2002). Indirect health outcomes are relevant to this study and are a result of lack of 

access to health care, disinvestment in the social capital of a community and social 

isolation that each result in neglect of health. This thereby causes a delay or results in 

Hispanic immigrants altogether foregoing care. Treatment for illness or injury is delayed 

resulting in unnecessary pain or anguish, possibly posing hazards to the overall 

community. The long-term consequences are inevitable as foregoing care results in 

poor health for not only the individual, but also the family and the community.  

Lack of social capital does not cause poor health outcomes (Wallerstein, 2002), 

but rather investment in the social capital of a community does sustain the health and 

life of a community. People living in healthy communities do not have the same health 

consequences as those living in less socially integrated communities. In addition, social 

capital contributes to the health of the greater community. Government performance 

and the function of democracy require participation of the population Kawachi et. al., 

1999). Lack of social capital and community integration result in more ill-health, lower 
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mortality rates, less life expectancy for individuals than those more well-connected 

individuals (Kawachi et. al., 1999). Kawachi et. al. also states that health behaviors can 

be influenced by the presence of social capital by increasing access to health services 

and information, the development of healthy norms such as use of preventative 

services, and the confidence and reliability on community ties for aiding psychosocial 

processes in dealing with health (1999). Without formidable access to the health care 

system, the development of alternatives is present, many times resulting in vulnerable 

populations resorting to underground sources of care or unlicensed health care 

providers. In addition, some may resort to folk medicine or smuggled prescription drugs 

due to the inaccessibility of the health care system (Ku & Freilich, 2001). 

Knowing that the uninsured population is less likely to use preventative services 

(State Coverage, 2002) is an indicator of future behavior of access to health services. 

And, although many variables influence health behavior, obtaining coverage is a chronic 

problem for the low-income, immigrant populations (UCLA & Kaiser, 2000). The overall 

aim is to elevate the health status of vulnerable communities to the luxury of access of 

preventative care services to try and offset negative outcomes to lack of health care. 

Lack of coverage limits individuals and the high cost of care prevents the uninsured 

from accessing the system (Quinn, 2000; State Coverage, 2002). By expanding health 

coverage to all populations, especially the most vulnerable, better health can only be 

achieved by all.  

Summary 

The lack of health insurance has important health and financial consequences for 
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individuals and the nation. Millions of Americans are unable to receive the care they 

need, which endangers the health and lives of all patients, adds cost to the health care 

system, and reduces productivity. Furthermore, medical treatment for the uninsured is 

often more expensive than preventative, acute, and chronic care of the insured because 

the uninsured are more likely to receive medical care in the emergency department 

than in a physician’s office. These higher costs are absorbed by providers as free care, 

passed on to the insured via cost shifting and higher health insurance premiums, or 

they are paid by taxpayers through higher taxes to finance public hospitals and public 

insurance programs (State Coverage, n.p., 2002)  

The above statement fully summarizes the position of this thesis. Evident in the 

findings and present in the literature review are the proposed research questions 

concerning the Hispanic immigrant population and access to health care within the John 

Peter Smith health network: the Hispanic immigrant population does experience barriers 

to health care. To summarize the findings, race and ethnicity are relevant to access to 

health care through employment, and that satisfaction is related to barriers within the 

health system, such as dealing with paperwork and interpretation services. 

Employment, insurance, and income (especially as it relates to competing needs, such 

as transportation) are relevant and also statistically significant for a patients’ ability to 

access the health care network. Especially coupled with additional vulnerabilities of 

immigration status, the role of language makes the barriers to care increasingly difficult, 

also affecting one’s perception of health, confidence and satisfaction with the health 

care system. It seems that country of birth is not a statistically significant indicator of 



 93

access to the health care system. Those in the country less than five years appear to be 

the ones spending the night in the hospital.  

Transportation is the most significant indicator of access to health care across 

the Hispanic immigrant populations. Interpretation and paperwork are the most 

significant barriers to care once inside the health network. This represents a greater 

linguistic barrier pinpointed with the reported problems of needing and then obtaining 

interpreters. However, Hispanic immigrants first need to access the system. Health 

coverage is a significant barrier to health care access. Without employer provided 

coverage and paid time off to go to the doctor, individuals are not afforded the 

opportunity to meet health needs, thereby possibly foregoing care.  

Changes allowing for employer-provided coverage, and also ease once in the 

health care system to alleviate the language barrier can hopefully reduce the burden on 

health care providers while also improving perceived health. However, as in the Kaiser 

report, health care providers do encounter additional challenges due to the immigrant 

nature of their client base, especially when considering low-income status and the 

number of those who are uninsured (Kaiser, 2000a), but by eliminating those 

institutional barriers to health care, individuals can better access resources and more 

effectively access the health care system. Better health of the Hispanic immigrant 

population and greater efficiency for the health care providers can only improve health 

care for all. Nevertheless, it takes a cooperative effort on behalf of the individuals, 

health care providers, and also employers.  

Currently, there seems to be unanswered questions concerning how to offset 
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circumstances of those working age, working adults without health coverage. The 

concern is also with instilling the necessity of having a usual source for care. Greater 

opportunity arises for all, having better health for the Hispanic immigrant population 

and more efficient and effective practices on behalf of the health care providers.  

Nonetheless, and the facts remain that Hispanic immigrants currently do not 

have regular access to health care even though, once having a usual source of care, the 

likelihood of coverage increases (UCLA & Kaiser, 2000). Without due changes, access to 

health care for both the Hispanic and immigrant populations will continue to fall behind 

(Kaiser, 2000d). 

Current studies do provide confirmation that Hispanic immigrants need regular 

access to health care because having regular access increases access to preventative 

care and practices (UCLA & Kaiser, 2000). Also apparent is the difficulty of establishing 

a relationship with the health care system. This is exacerbated for immigrant 

populations and further impedes access and use of services (Kaiser, 2003a). However, 

despite the complexities we must explore the possibilities for making positive strides in 

health care for the Hispanic immigrant population. We must seek to understand the 

community and the social capital that acts to mediate the circumstances between 

community and health administration. The plight of the immigrant persists and will 

continue.  Long-term, negative health outcomes are inevitable, especially as barriers 

exist (Doty, 2003). 
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Appendix A: Federal-level specific studies concerning health care for Hispanic immigrants and Hispanics. 

Author of study Title of study 

 
Author of 
article 
 

Objective Sample Pertinent Key 
Findings Recommendations

UCLA Center 
for Health 
Policy 
Research and 
The Henry J. 
Kaiser Family 
Foundation 

Racial and 
ethnic 
disparities in 
access to 
health 
insurance and 
health care. 

Brown, 
R.E., Ojeda, 
V.D., Wyn, 
R., & Levan, 
R. (2000, 
April). 

Examines the 
disparity in 
health insurance 
coverage and 
access to 
physician 
services across 
major racial and 
ethnic groups in 
the United 
States. 
 

Current 
Population 
Survey and the 
National Health 
Interview 
Survey 

Ethnic 
minorities bear 
a 
disproportionate 
large burden of 
mortality and 
morbidity 
across many 
different health 
conditions.  

N/A 

Commonwealth 
Fund 

Hispanic 
patients’ 
double burden: 
Lack of health 
insurance and 
limited English. 

Doty, M.M. 
(2003, 
February). 

Focuses on the 
impact of English 
proficiency on 
access to health 
care, and quality 
of care.  

A nationwide, 
telephone 
survey of 
adults, ages 
18-64 
conducted 
from April 
through 
November 
2001 

Hispanics have 
less access to 
health care, less 
continuity of 
coverage 
compared to 
whites and 
African 
Americans, with 
Spanish 
speaking adults 
being especially 
vulnerable.  
 

Use community 
and public health 
centers to 
address those 
populations most 
vulnerable by 
serving those with 
no insurance and 
who do not speak 
English.  

Commonwealth Quality of Doty, M.M., Provides national 1,153 Hispanic adults N/A 



97 

Author of study Title of study 

 
Author of 
article 
 

Objective Sample Pertinent Key 
Findings Recommendations

Fund health care for 
Hispanic 
populations: 
Findings from 
The 
Commonwealth 
Fund 2001 
health care 
survey.  

& Ives, B.L. 
(2002, 
March). 

estimates on the 
health of adult 
Hispanics and 
their experiences 
with the health 
care system. 

Hispanics 
composed of 
Mexicans, 
Puerto Ricans, 
and Central 
Americans  

lack basic 
access to 
medical care 
due to the 
difficulties with 
on-going care 
because of 
communication 
problems and 
general 
understanding. 
  

Center for 
Studying 
Health 

Race, ethnicity, 
and preventive 
services: No 
gains for 
Hispanics.  

Hargraves, 
J.L. (2001, 
January).  

To identify and 
eliminate health 
disparities among 
ethnic minority 
groups.  

Community 
Tracking Study 
Household 
Survey, 1997-
1999 

Hispanics show 
no progress in 
use of 
preventative 
health care 
services. 

To remove 
disparities in 
health status 
promote 
preventive care 
services by 
regularly 
measuring health 
indicators for 
minorities.  
 

Commonwealth 
Fund 

Combination of 
reforms could 
cover millions 
of uninsured. 

No author. 
(2001, 
Winter).  

Introduce a 
series of reforms 
to extend 
coverage to 
millions of 

The estimated 
43 million 
uninsured, 
nationwide 

The pure tax 
credit option 
would cover a 
newly insured 
individual at 

Implement some 
combination of 
programs that 
draws from the 
strengths of each 
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Author of study Title of study 

 
Author of 
article 
 

Objective Sample Pertinent Key 
Findings Recommendations

uninsured 
workers and their 
families. 

$3,100; the 
cost of a private 
purchasing pool 
option would be 
$2,700; a plan 
extending 
FEHBP would 
cost $2,800, 
and public 
program buy-in 
would cost 
$2,500 per 
individual.  
 

of the proposals 
to extend 
coverage to 
uninsured 
working 
individuals and 
their families. 

Commonwealth 
Fund 

A comparative 
survey of 
minority 
health: 
Minority health 
care survey 
highlights.  

No author. 
(n.d.).  

Highlight the role 
of access, choice, 
quality of care, 
satisfaction, 
quality of life 
indicators, health 
habits, and 
health profiles of 
the minority 
health survey. 

Minority 
Americans, 
nationwide 

Cost and lack of 
insurance are 
major 
deterrents for 
utilizing the 
health care 
system. 
Minority groups 
are less likely to 
receive 
preventative 
care and more 
likely to use 
emergency 

N/A 
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Author of study Title of study 

 
Author of 
article 
 

Objective Sample Pertinent Key 
Findings Recommendations

department 
services.  
 

Commonwealth 
Fund 

Uninsured 
Hispanics 
benefiting 
American 
economy but 
not reaping 
health benefits. 

No author. 
(2001, 
June).   

Reveals the 
multiple burdens 
faced by Hispanic 
immigrants with 
low-incomes, but 
that do 
contribute to the 
nation’s 
economy.  

From, Running 
in Place: How 
job 
characteristics, 
immigrant 
status, and 
family 
structure keep 
Hispanics 
uninsured 

“Inadequacies 
in the private 
employer health 
insurance 
system 
negatively 
affect Hispanics’ 
and other 
immigrants’ 
ability to obtain 
coverage.” 
 

Provide tax 
credits to make 
employer-based 
coverage more 
affordable, and 
expand system to 
make health 
coverage 
available to low-
income residents. 

Department of 
Health and 
Human 
Services, Office 
of Minority 
Health 

National 
standards on 
culturally and 
linguistically 
appropriate 
services (CLAS) 
in health care. 

No author. 
(2000, 
December). 

Offers 
recommendations 
to policymakers, 
researchers, and 
health care 
providers and 
advocates for 
assuming cultural 
and linguistic 
competence in 
health care. 

Public 
comment 
derived from 
an analytical 
review of laws, 
regulations, 
contracts, and 
standards in 
use by Federal 
and State 
agencies and 
other 
organizations. 

N/A Health care 
organizations 
need to fulfill the 
CLAS standard by 
providing a 
culturally and 
linguistically 
competent staff 
that is responsive 
and respectful of 
their clients’ 
needs. 
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Author of study Title of study 

 
Author of 
article 
 

Objective Sample Pertinent Key 
Findings Recommendations

 
Families USA  Health 

coverage in 
Latino 
communities: 
What’s the 
problem and 
what can you 
do about it? 

No author. 
(2001, 
September).

To describe the 
disparities in 
health coverage. 

Nationwide Latinos and 
especially 
Hispanic 
immigrants are 
more likely to 
be uninsured. 

Expand coverage, 
clarify myths, 
spread the word, 
educate yourself, 
join a coalition, 
write state 
legislatures and 
Congress, register 
to vote, and vote. 
 

Families USA  Immigrants 
and the 
Medicaid and 
CHIP 
programs: 
Public charge 
guidance 
released.  

No author. 
(1999, 
February). 

Identify 
“Qualified Aliens” 
that are eligible 
for Medicaid and 
CHIP benefits. 

Nationwide Some groups of 
“qualified 
aliens” are not 
subject to the 
new restrictions 
regardless of 
date of entry 
into the United 
States. 
 

N/A 

Kaiser Family 
Foundation 

Compendium 
of cultural 
competence 
initiatives in 
health care.  

No author. 
(2003, 
January). 

Reflects efforts 
undertaken since 
1990 to define 
cultural 
competency, the 
categories of 
initiatives, and 

Private Sector 
and Public 
Sector 
initiatives 

N/A N/A 
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Author of study Title of study 

 
Author of 
article 
 

Objective Sample Pertinent Key 
Findings Recommendations

the challenges 
encountered. 
 

Kaiser Family 
Foundation 

Disparities in 
health 
coverage, 
access, and 
quality: The 
impact of 
citizenship 
status and 
language on 
low-income 
immigrants.  

No author. 
(2003, 
August). 

Examines roles of 
race/ethnicity, 
citizenship, and 
language on 
insurance 
coverage, access 
to care, and 
quality of care. 

From How 
race/ethnicity, 
immigration 
status, and 
language affect 
health 
insurance 
coverage, 
access to care 
and quality of 
care among 
the low-income 
population; 
  

Disparities exist 
among citizens, 
however more 
so among non-
citizens. 

Policies to 
improve coverage 
of immigrants and 
reduce barriers to 
accessing the 
health care 
system. 

Kaiser Family 
Foundation 

Health 
insurance 
coverage and 
access to care 
among Latinos.

No author. 
(2000, 
June). 

To illustrate that 
the lack of health 
coverage in the 
Latino population 
shows the holes 
in the health 
insurance system 
in the Untied 
States. 

Latinos in the 
United States 

Large 
proportions of 
the Latino 
population are 
uninsured, 
particularly the 
non-citizen, 
immigrant 
population. 
Policy 
discourages 

Improving access 
to Medicaid and 
more affordable 
insurance are 
essential for 
improving health 
care and health 
care coverage to 
the Latino 
population. 
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Author of study Title of study 

 
Author of 
article 
 

Objective Sample Pertinent Key 
Findings Recommendations

non-citizens 
from enrolling 
for fear of 
citizenship 
implications. 
 

Kaiser Family 
Foundation 

Immigrants’ 
access to 
health care. 

No author. 
(2000, 
August).  

Highlights 
statistics and 
policy briefs that 
discuss the 
eligibility and 
legal status on 
Medicaid. 

Immigrants in 
the United 
States 

Despite the 
significant 
contributions to 
the U.S. 
economy on 
behalf of the 
immigrant 
population, law-
income 
immigrants are 
among the 
population as 
the least likely 
to be insured. 
 

Implement policy 
changes that 
create sponsor 
liability for 
immigrants. 

Kaiser Family 
Foundation 

Immigrants’ 
health care: 
Coverage and 
access.  

No author. 
(2000, 
August).  

To associate low 
income working 
adults with 
immigrant 
populations 
although 
immigrant 

Over 32 million 
foreign-born 
residents of 
the United 
States 

Although 
immigrants are 
likely to have a 
full-time worker 
in the family, 
they are more 
likely to be poor 

Restore 
enrollment 
opportunities for 
immigrant 
populations as 
current policies 
discourage 
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Author of study Title of study 

 
Author of 
article 
 

Objective Sample Pertinent Key 
Findings Recommendations

populations face 
additional 
barriers to access 
to health care. 
 

than non-citizen 
families.  

immigrants from 
accessing health 
care benefits.  

Kaiser Family 
Foundation 

Medicaid 
eligibility and 
citizenship 
status: Policy 
implications for 
immigrant 
populations. 

No author. 
(2000, 
August). 

Provides an 
overview of 
Medicaid 
eligibility and 
citizenship status 
in addition to 
eligibility policy 
for participation 
in CHIP, SSI and 
other health 
programs and 
services. 
 

Immigrant 
populations in 
the United 
States 

N/A Reexamine the 
association 
between legal 
status and health 
care coverage. 

National 
Library of 
Medicine 

Report of the 
symposium on 
culturally and 
linguistically 
information for 
refugees and 
immigrants.  

No author. 
(2003, 
July). 

Identify steps to 
improve access 
for immigrants 
and resettled 
refugees. 

N/A Individuals 
entering the 
United States 
find a system 
biologically 
based that is 
extremely 
complex. 

Develop an 
effective and 
sustainable 
outreach and 
education 
program to 
promote health 
delivery. 
 

State Coverage Health No author. Describes the The uninsured Having health N/A 



104 

Author of study Title of study 

 
Author of 
article 
 

Objective Sample Pertinent Key 
Findings Recommendations

Initiatives and 
The Robert 
Wood Johnson 
Foundation 

insurance 
coverage in the 
United States: 
An overview.  

(2002, 
August). 

basic issues of 
health care 
coverage: who is 
uninsured, why 
they are 
uninsured, 
options available 
to cover those 
individuals, and 
why health care 
coverage is so 
expensive. 
 

of the United 
States 

insurance 
positively 
affects the use 
of health 
services and is 
associated with 
better health 
outcomes. 

Commonwealth 
Fund 

Working 
without 
benefits: The 
health 
insurance crisis 
confronting 
Hispanic 
Americans. 

Quinn, K. 
(with ABT 
Associates, 
Inc.). 
(2000, 
February).  
 
 

Examines 
reasons behind 
the coverage 
crisis and the 
effect of lack of 
health insurance 
on the Hispanic 
community.  

1999 Current 
Population 
Survey and 
The 
Commonwealth 
Fund 1999 
National 
Survey of 
Workers’ 
Health 
Insurance 

Within the past 
year [at the 
time of the 
survey] almost 
half of 
uninsured 
Hispanic adults 
went without a 
doctor, 
prescription 
meds, medical 
tests and two-
thirds faced bill 
collection 
agencies due to 

Initiatives for 
employer-
sponsored 
programs health 
plans that are 
more available 
and more 
affordable for 
workers of small 
businesses and in 
low-income wage 
positions.  
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Author of study Title of study 

 
Author of 
article 
 

Objective Sample Pertinent Key 
Findings Recommendations

the inability to 
pay medical 
bills.   
 

Access Project Immigrants’ 
access to 
health 
benefits: A 
resource 
manual.  

Schlosberg, 
C. (with 
National 
Health Law 
Program 
(NHeLP).). 
(2001). 
 
 
 
 

A guide of 
programs for the 
immigrant 
population.  

Federal and 
State policy 

Fears of INS 
reporting and 
public 
determination 
charge are 
deterring 
immigrants 
from accessing 
the public 
health care 
system.  
 

N/A 

National Health 
Law Program 
and National 
Immigration 
Law Center 

Impact of INS 
public charge 
determinators 
on immigrant 
access to 
health care.  

Schlosberg, 
C. & Wiley, 
D. (1998, 
May).  

To put forth the 
factors that keep 
immigrants from 
obtaining needed 
medial care.  

Questionnaires 
and interviews 
of provider and 
advocacy 
organizations; 
April 1998;  

Citizen children 
are foregoing 
care because of 
parents’ lack of 
knowledge of 
health care 
system. 
 

Administration 
must review 
policies and rules 
affecting access 
to care for 
ensuring the 
public health.  

Urban Institute The decline in 
Medicaid use 
by noncitizens 
since welfare 

Wang, M., 
& Holahan, 
J. (2003, 
May). 

Determines 
whether health 
care enrollment 
has declined 

March 1997-
2002 Current 
Population 
Survey 

Non-citizens are 
more likely than 
citizens to be 
uninsured, 

N/A 
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Author of study Title of study 

 
Author of 
article 
 

Objective Sample Pertinent Key 
Findings Recommendations

reform.  since the 
enactment of the 
welfare laws of 
1996. 

primarily 
because of the 
lack of 
employer 
provided 
coverage. This 
finding is 
consistent 
among low-
income 
populations. 
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Appendix B: State focused studies concerning health care for Hispanic immigrants and Hispanics. 

Author of study Title of study 

 
Author of 
article 
 

Objective Sample Pertinent Key 
Findings Recommendations

UCLA Center 
for Health 
Policy 
Research and 
the Latino 
Coalition for a 
Healthy 
California  

Important 
health care 
issues for 
California 
Latinos: 
Health 
insurance and 
health status. 

Aguayo, J., 
Brown, E.R., 
Rodriguez, 
M.A., & 
Margolis, L. 
(2003, 
January)  

Latinos’ high 
uninsured rate 
is due to the 
availability of 
insurance 
through 
employers, 
which is also 
related to 
income and 
immigration 
status.  
 

2001 
California 
Health 
Interview 
Survey 

Latinos are 
more likely to 
report fair to 
poor general 
health and 
report the 
absence of a 
usual source 
of care. 

Improve outreach 
to uninsured 
children and 
implement 
policies for 
culturally and 
linguistically 
health care 
services.  

Commonwealth 
Fund 

Expanding 
access to 
health 
insurance 
coverage for 
low-income 
immigrants in 
New York 
state. 

Bachrach, D., 
Lipson, K., & 
Kalkines, T.A. 
(2001, 
March).  

Describes 
options and 
changes in 
policy to allow 
for tens of 
thousands of 
legal, non-
citizens to gain 
health care 
coverage. 
 

New York 
state’s legal 
immigrants 

Nearly 
170,000 low-
income adults 
are denied 
coverage 
based on 
immigration 
status. 

Allow adult 
immigrants to join 
a state funded 
program to 
provide health 
coverage as non-
citizen children 
who join the Child 
Health Plus 
program.  

Mathematica Managed care Frazer, H., Provide updates Interviews in Transitional Texas needs to 
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Author of study Title of study 

 
Author of 
article 
 

Objective Sample Pertinent Key 
Findings Recommendations

Policy 
Research, Inc. 
and The Henry 
J. Kaiser 
Family 
Foundation 

and low-
income 
populations in 
Texas: 1996-
1998 update.  

Gold, M., & 
Lyons, B. 
(1999, 
December). 

to seven 
previous cases 
studies on state 
health care 
systems 

August of 
1998, in Texas 

problems are 
adversely 
affecting 
administrative 
and financial 
progress for 
extending 
benefits to 
uninsured 
individuals in 
Texas.  
 

monitor the status 
of the hospital 
districts, 
enrollment, needs 
of beneficiaries, 
and sustainability 
of managed care 
and health 
programs. 

California 
Endowment 

Bridging 
barriers in 
health care: 
Public opinion 
survey of 
California 
immigrants 
from Latin 
America, Asia, 
and the Middle 
East. 

No author. 
(2003, July). 

Measures 
immigrant 
communities’ 
awareness 
levels of their 
rights to an 
interpreter and 
current 
attitudes and 
concerns 
toward health 
care.   

Survey of 
1200 foreign-
born residents 
of California, 
interviewed in 
11 different 
languages and 
dialects from 
May 30 to 
June 25, 2003 

Hispanic 
immigrant 
populations in 
California 
show limited 
English 
language 
skills, a lack 
of 
understanding 
instructions 
from 
physicians 
and hospitals; 
the use of 
antibiotics 

Investment in 
ethnic media 
vehicles to 
promote and raise 
awareness of 
health care issues 
and education for 
promoting 
language access 
services in the 
state of California. 
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Author of study Title of study 

 
Author of 
article 
 

Objective Sample Pertinent Key 
Findings Recommendations

and 
prescription 
meds.   
  

Immigrant 
Policy Project  

Issue brief, 
Health Policy 
Tracking 
Project: 
Welfare 
reform: 
Medical 
assistance & 
health 
benefits.  
 

No author. 
(1997, 
November).   

Identifies the 
states that are 
eligible for 
funded to 
accommodate 
the 
undocumented 
alien 
population. 

Twelve states 
identified as 
having the 
highest 
number of 
undocumented 
aliens for 
emergency 
health services

N/A N/A 

Access Project 
and the 
National Health 
Law Project 
(NHeLP) 

Revised 
resource 
manual on 
immigrant’s 
access to 
health benefits 
released by 
the Access 
Project and 
the National 
Health Law 
Program.   
 

No author. 
(2002, 
August). 

Explains 
eligibility 
requirements 
and for federal 
and state 
programs and 
addresses key 
barriers to 
access to health 
care for 
immigrants and 
their families.  

Immigrants in 
the United 
States 

The nation’s 
safety net for 
health care 
has been 
significantly 
weakened 
because of 
the 1996 
changes in 
welfare 
reform. 

Communities can 
advocate for 
policy changes by 
becoming 
knowledgeable 
and informed to 
bridge the gap 
created by the 
federal law.  
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Author of study Title of study 

 
Author of 
article 
 

Objective Sample Pertinent Key 
Findings Recommendations

Texas 
Department of 
Insurance 
State Planning 
Grant Division 

Characteristics 
of Texans with 
and without 
health 
insurance.  

No author. 
(2002, 
January).  

To understand 
the 
characteristics 
of Texas’ 
uninsured 
population. 

The uninsured 
of Texas 
derived from 
the Current 
Population 
Survey 

The number 
of uninsured 
in Texas has 
risen to where 
1 in 5 
residents are 
uninsured. 
 

Consider 
expanding health 
insurance options 
for people in 
Texas.   

Commonwealth 
Fund 

Toward 
comprehensive 
health 
coverage for 
all: Summaries 
of 20 state 
planning 
grants from 
the U.S. health 
resources and 
services 
administration. 

Sacks, H., 
Kutyla, T., & 
Carroll, S.S. 
(2002, 
November). 
 
 

To collect data 
on 
characteristics 
of the 
uninsured and 
design plans for 
affordable 
insurance 
programs. 

20 states, in 
2000 and 
2001, for all 
citizens: Texas 

21.4% of 
Texans are 
uninsured, 1 
million of 
those are 
eligible for 
Medicaid, but 
are not 
enrolled; 
About 69% of 
all uninsured 
adults are 
employed; 
lack of 
employed-
based 
insurance is a 
problem; 25% 
of the 
uninsured are 

Small employer 
reform, insurance 
education, more 
data available, 
more funds 
dedicated to 
research, work 
with insurance 
agents and 
legislators.  
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Author of study Title of study 

 
Author of 
article 
 

Objective Sample Pertinent Key 
Findings Recommendations

at poverty 
level.  
 

Urban Institute State 
snapshots of 
public benefits 
for 
immigrants: A 
supplemental 
report to 
“Patchwork 
Policies” 
 

Tumlin, K.C., 
Zimmerman, 
W., & Ost, J. 
(1999, 
August). 

Report of 
state’s eligibility 
rules for cash, 
food, and 
health 
assistance 
programs. 

Policy analysis 
and a 
household 
survey in 13 
states and 
Washington 
D.C.  

N/A Report on choices 
for immigrants.  

Urban Institute 
and Assessing 
the New 
Federalism 

Health policy 
for low-income 
people in 
Texas. 

Weiner, J.M., 
Evans, A., 
Kuntz, C., & 
Sulvetta, M. 
(1997, 
November). 

Discussion of 
the context of 
Medicaid and 
other health 
programs for 
low-income 
populations in 
Texas. 

Low-income 
population in 
Texas 

The state of 
Texas 
provides little 
assistance to 
low-income 
populations 
outside of 
federal 
regulated 
funds 
depending on 
local health 
services to fill 
the void. 
 

N/A 
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Appendix C: County-level studies concerning health care for Hispanic immigrants and Hispanics. 

 
Author of study 

Title of 
study 

Author of 
article Objective Sample 

Pertinent 
Key 
Findings 
 

Recommendations 

Access Project 
www.accessproject.org/publications

Providing 
health care 
to the 
uninsured 
in Texas: a 
guide for 
county 
officials.  

Fenz, C.M. 
(2000, 
September). 

Outlines 
the basics 
of the 
health care 
system in 
Texas for 
the 
uninsured. 

Insured and 
Uninsured 
Texans 

The rising 
number of 
people 
uninsured, 
the county 
burden, 
and the 
possible 
reasons for 
that trend. 
 

N/A 

Urban Institute Declining 
immigrant 
applications 
for Medi-
Cal and 
welfare 
benefits in 
Los 
Angeles, 
County. 
 

Zimmermann, 
W., & Fix, M. 
(with Urban 
Institute.). 
(1998, July).  
 
 

Provide an 
analysis of 
the 
implications 
of the 1996 
federal 
welfare 
reform law 
(PRWORA). 

Administrative 
data from the 
Los Angeles 
County Social 
Services; 
January 
1996-January 
1998 

Non-citizen 
applications 
for relief 
have 
declined as 
the number 
of those 
receiving 
welfare.  

Policy reforms to 
specifically 
include immigrant 
families. 
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Appendix D: Locally concentrated studies concerning health care for Hispanic immigrants and Hispanics. 

Author of study Title of study Author of article Objective Sample 

 
Pertinent Key 
Findings 
 

Recommendations 

Kaiser Family 
Foundation, 
Commission on 
Medicaid and 
the Uninsured 

Immigrants’ 
access to 
health care 
after welfare 
reform: 
Findings from 
focus groups in 
four cities. 

Feld, P., & 
Power, B. (with 
Global Strategy 
Group, Inc.). 
(2000, 
November).  
 
 

Learn about the 
immigrant 
populations’ 
knowledge and 
attitude towards 
public programs, 
and assess the 
understanding of 
policy changes.  

Focus groups 
in four cities: 
Los Angeles, 
Miami, San 
Antonio, and 
New York City 
in the Fall of 
1999 

Administration, 
language, 
accessibility and 
eligibility 
standards deter 
enrollment, in 
addition to 
costs and 
understanding 
the system. 
 

Address the 
issues of the 
uninsured and 
recognize issues 
of access and 
quality of care.  

Kaiser 
Commission on 
Medicaid and 
the Uninsured 

Caring for 
immigrants: 
Health care 
safety nets in 
Los Angeles, 
New York, 
Miami, and 
Houston. 

Ku, L., & Freilich, 
A. (2001, 
February). 

Assess how the 
1996 federal 
welfare reform 
law affected 
health care 
systems in four 
urban areas.  

Case study site 
visits with 
administrators, 
staff, health 
officials, 
community-
based 
organizations 
and 
immigration 
experts and 
advocates in 
late 1990 and 
2000. 

Immigrants 
have shifted to 
utilize health 
care safety nets 
and have also 
delayed or 
avoided medical 
care or turned 
to alternatives 
sources of 
health care to 
meet needs.  

Improve upon 
insurance and 
eligibility for 
immigrant 
populations as 
well as address 
other issues such 
as linguistic 
barriers and 
outreach services 
that also are a 
factor and/or a 
barrier to health 
care. 
 

Urban Institute Number and Ku, L., & Kessler, To illustrate the Medicaid Medical services N/A 



117 

Author of study Title of study Author of article Objective Sample 

 
Pertinent Key 
Findings 
 

Recommendations 

cost of 
immigrants on 
Medicaid: 
National and 
state 
estimates.  

B. (1997, 
December). 

national and 
state-by-state 
numbers and 
costs of non-
citizen Medicaid 
beneficiaries. 

Quality Control 
(QC) data, 
about 2,000 
Medicaid 
enrollees per 
state in 1994. 

are unequally 
distributed, 
especially 
between 
children, the 
elderly, and the 
disabled.  
 

George 
Washington 
University 
Center for 
Health and 
Policy Research 

Effect of the 
1996 welfare 
and 
immigration 
reform laws on 
immigrants’ 
ability and 
willingness to 
access 
Medicaid and 
health care 
services.  

No author. 
(2000, July). 

Describe the 
barriers 
encountered in 
obtaining health 
coverage and 
suggestions to 
ameliorate these 
consequences. 

Case study 
approach in 
Chicago, 
Metropolitan, 
Washington, 
DC, San Diego, 
and 
Brownsville, 
Texas 

Immigrants’ 
ability to access 
Medicaid and 
health services 
have been 
adversely 
affected since 
the enactment 
of the welfare 
and immigration 
laws of 1996 
due to 
immigration 
status and/or 
vulnerable 
population 
indicators. 

Expand Medicaid 
enrollment 
locations, simplify 
procedures, 
establish outreach 
for those who are 
eligible, address 
linguistic and 
cultural barriers, 
provide more 
financial 
assistance, 
extend public 
health campaigns 
to vulnerable 
populations, 
include INS staff 
and immigration 
attorneys.   
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Author of study Title of study Author of article Objective Sample 

 
Pertinent Key 
Findings 
 

Recommendations 

Commonwealth 
Fund 

Barriers to 
health 
coverage for 
Hispanic 
workers: Focus 
group findings. 

Perry, M., 
Kannel, S., & 
Castillo, E. (2000, 
December). 

Explores the 
importance of 
health insurance 
in the lives of 
Hispanic workers 
and the obstacles 
they must 
overcome when 
seeking 
coverage.  

Between March 
29-April 10, 
2000 8 focus 
groups were 
conducted with 
81 low and 
moderate 
income 
Hispanic 
workers that 
have incomes 
equal to and 
less than 
$35,000; 22 
insured and 59 
uninsured. 
 

The major 
obstacle for 
health coverage 
is due to the 
high cost of 
insurance and 
competing 
needs such as 
rent and food.   

Address cost 
options, coverage 
options, language 
barriers, and 
concerns of 
Hispanic 
immigrants’ 
participation in 
health programs 
negatively 
affecting 
immigration 
status.  

Commonwealth 
Fund 

Running in 
place: How job 
characteristics, 
immigrant 
status, and 
family 
structure keep 
Hispanics 
uninsured. 

Schur, C., & 
Feldman, J. (with 
The Project 
HOPE Center for 
Health Affairs.). 
(2001, May). 
 
 

Focuses on the 
affect of 
immigrant status, 
job 
characteristics, 
and family 
structure 
influence health 
insurance 
coverage. 

1997 National 
Health 
Interview 
Survey, the 
1996-97 survey 
of Income and 
Program 
Participation, 
and the 1999 
Current 
Population 

Family structure 
affects Hispanic 
immigrants 
more than 
immigrant 
status; Hispanic 
immigrants’ 
income is half 
that of non-
immigrants and 
are more likely 

Clarify current 
welfare laws and 
changes as they 
relate to 
undocumented 
Hispanic 
immigrants.  
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Author of study Title of study Author of article Objective Sample 

 
Pertinent Key 
Findings 
 

Recommendations 

Survey to work in jobs 
without 
available health 
insurance; 
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Questions from the original survey instrument used for this study. 

Q1. Is there a person or place, like a health clinic or doctor’s office that you usually go 
to when you are sick or need advice about your health?  

1. Yes (if yes, go to Q2)  
2. No (if no, go to Q10) 
9.  NR/DK 

 
Q8. A personal doctor is the health provider who knows you best. This can be a general 
doctor, or a specialist doctor. Do you have one person that you think of as your 
personal doctor at the place you usually go to when you are sick or need advice about 
health?  
 
Q11. Do you currently receive your health care for yourself through JPS Connections? 

1. Yes (go to Q14) 
2. No (go to Q12) 
9. NR/DK 

 
Q12. Do you currently have health insurance for yourself from any of the following 
sources? Remember, this is coverage only for your health care needs, not those of your 
family? Are you currently covered by:  

a. Private insurance through your work? 
b. Private insurance through your husband or wife’s work? 
c. Medicare? 
d. Medicaid?  
e. CHAMPUS or TRI-CARE? 
f. Military health care or VA 
g. Do you have health insurance through some other source?  

IF YES: Please tell me the name of this insurance? RECORD VERBATIM.  

 
Q13. During the last 12 months, was there any time when you did not have any health 
insurance or coverage? 

3. Yes 
4. No 
9.  NR/DK 

 
Q17. Sometimes people have difficulties in getting medical care when they need it. 
During the past 12 months, was there a time when you wanted medical care or surgery 
but could not get it? 

1. Yes 
2. No 
9.  NR/DK  
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Q18. During the past 12 months, was there a time when a clinic or doctor refused to 
see you when you tried to get medical care or surgery? 

1. Yes 
2. No 
9. NR/DK 

 
Q23. During the past 12 months, was there a time when you wanted a prescription 
medicine but you could not get it at that time? 

1. Yes 
2. No 
9. NR/DK 

 
Q29. An interpreter is someone who repeats or signs what one person says in a 
language used by another person. In the last 12 months, did you need an interpreter to 
help you speak with doctors or other health providers? 

1. Yes 
2. No 
9. NR/DK 

 
Q30a.  In the last 12 months, when you needed an interpreter how much of a problem 
was it to get one? 

1. a big problem 
2. a small problem 
3. not a problem 
9. NR/DK 

 
Q35.   Paperwork means things like getting your ID card, having your records changed, 
processing forms, or other paperwork related to getting care. In the last 12 months, did 
you have any experiences with paperwork for your healthcare? 

1. Yes 
2. No (go to Q37) 
3. No answer, refused 

 
Q37. During the past 12 months, did you experience any problems with getting needed 
transportation to get health care? 

1. Yes 
2. No (go to Q39) 
9. No answer, refused 

 
Q39. During the past 12 months, did you NOT receive doctor’s care or prescription 
medicines because you needed the money to buy food, clothing, or pay for housing? 

1. Yes 
2. No 
9. No answer, refused 
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Q42. In the past 12 months, have you had a serious problem getting health care that 
you needed for yourself? 

1. Yes 
2. No 
9. No answer, refused 

 
Q43. In general, how would you rate your overall health now?  

1. Excellent 
2. Very good 
3. Good 
4. Fair 
5. Poor 
9. NR/DK 

 
Q52. In the last 6 months, have you been a patient in a hospital overnight or longer? 

1. Yes 
2. No 
9. NR/DK 

 
Q53.  In the past 12 months, about how many times have you been seen by a doctor 
in an emergency room? 
  000 to 366 times 
  999 No answer, refused 
 
Q54.  In the past 12 months, about how many doctors visits have you had for yourself? 

Do not include emergency room visits. 
  000 to 366 times 
  999 NO answer, refused 
 
Q57a. Which of the following languages do you speak at home? 
 Do you speak English? 

1. Yes 
2. No 
9. NR/DK 

 
Q57b. Which of the following languages do you speak at home? 
 Do you speak Spanish? 

1. Yes 
2. No 
9. NR/DK 

 
Q58. Are you currently married and living with a spouse? 

1. Yes 
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2. No 
9. NR/DK 

 
Q59. Do you currently have at least one job where you work for pay? 

1. Yes 
2. No (go to Q67) 
9. No answer, refused 

 
Q64. Do you get paid time off from work when you are sick? 

1. Yes 
2. No 
9. No answer, refused 

 
Q65. Do you get paid time off from work when you have to go to see a doctor? 

1. Yes 
2. No 
9. No answer, refused 

 
Q69. Have you ever had to put off going to the doctor because that person could not 
get time off from work? 

1. Yes 
2. No 
9.  No answer, refused 

 
Q70. Were you born in the United States? 

1. Yes, I was born in the United States (go to gender) 
2. No, I was not born in the United States 
9. NR/DK 

 
Q70a. (If no to Q70) About how many years have you been in the United States? 

0. Less than one year 
#  years 
9. NR/DK 

 
Qgender. (Interviewer: Do not read) 

1. Female 
2. Male 
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