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Health Services Research

Latinos’ Health Care Access: Financial and Cultural Barriers

Patricia I. Documét1,2 and Ravi K. Sharma1

This study aimed at investigating how income, culture, and language affect health care access.
Data from a structured questionnaire administered to a random sample of 206 Latinos was
analyzed using multivariate logistic regression. Qualitative data served to explain quantitative
results. Point estimates for various access measures were similar to national data. In multi-
variate logistic regression, income and education determined having health insurance (OR 6.8
and 7.4; 95% CI 2.7–17.3 and 2.9–19.0, respectively). Time in the U.S. and health insurance
determined having a regular source of care (OR 4.6 and 5.8; 95% CI 1.7–12.8 and 2.1–16.0,
respectively). Having a source of care and being female determined visit to the doctor in the
past year (OR 6.14 and 6.73; 95% CI 2.3–16.5 and 2.4–19.3, respectively). Language and cul-
ture showed no statistically significant effect on access measures, but qualitative data showed
they were related to health care barriers.
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INTRODUCTION

Health care access is one of the ten leading health
indicators mentioned in Healthy People 2010, that
has the goal of eliminating health disparities among
Americans (1). This issue is particularly important
for Latinos, the fastest growing minority group in the
U.S. (2) and the ethnic group with the worst access
to health care (3–5). For example, they are the ethnic
group with the largest proportion of people that have
no health insurance (37%) (3), and who did not see a
doctor in the past year (26%) (3).

An improved understanding of the extent and
characteristics of health care access barriers in this
community can serve several purposes. First, at the
national level, it can aid in developing equitable, cul-
turally sensitive services, helping policy makers and
health providers understand Latinos’ needs. Second,
it can serve as a resource to the Latino community.
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Access is defined as “those dimensions that
describe the entry of a population group into the
health care delivery system” (6, p. 13). According to
Andersen’s (7) health care access model, outcomes
are health status and satisfaction. Service utilization
affects outcomes; population characteristics, health
behavior, and health practices determine service uti-
lization. Outcomes also affect access determinants.
The health care system and the external environ-
ment affect health behaviors, health outcomes, and
some population characteristics, such as income and
education.

Access can be divided into two dimensions, po-
tential and realized. Potential access refers to enabling
resources for health care utilization, such as health
insurance and regular source of care (6–8). Realized
access refers to actual services used and satisfaction
with services. According to Andersen’s framework,
dimensions of potential access can be conceptualized
as determinants of realized access.

National policy, such as that outlined in Healthy
People 2010, embraces social justice goals. According
to a social justice perspective, which focuses on the
common good, everybody should have potential ac-
cess to care, and realized access should be determined
by need, rather than by social structure characteristics
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(8). Most studies on health care access focus on its fi-
nancial determinants (7, 9–3). Culture and language
also appear to determine health care access, although
they have not been widely studied (9–11, 14, 15).

Health and health care access data for Latinos in
Southwestern Pennsylvania (SWPA) are scarce. They
encounter a health system that, unlike that on the East
and West Coasts, offers no specific services for them.
Therefore, they are likely to be exposed to strong cul-
tural and language health care access barriers. The ob-
jective of this study is to understand the relationship
of financial, cultural, and language factors to poten-
tial and realized access to health care for Latinos in
SWPA. Given that the national level data shows that
the minorities and the poor have inequitable access
to care (3, 10, 16), it was hypothesized that Latinos’
health care access in SWPA was not equitable and was
affected by those factors.

METHODS

Design and Population

This cross-sectional study used a combination
of survey research and participant observation, pro-
posed as appropriate for research with Latino popula-
tions (5). The Office of Management and Budget (17,
p. 17) defines Latino as “a person of Cuban, Mexican,
Puerto Rican, South or Central American, or other
Spanish culture or origin, regardless of race.” This
study adopts the U.S. Census Bureau policy, which
uses self-identification to determine who is Latino
(18). The study region, Southwestern Pennsylvania,
was defined as the seven county region that in-
cludes Allegheny, Beaver, Butler, Fayette, Greene,
Washington, and Westmoreland. It traditionally had
a small Latino population of middle class extraction
(19). Income, however, was low in relation to ed-
ucational level. The last decade has seen an in-
flux of working class immigrants. There were over
17,000 Latinos in SWPA in 2000, mostly residing in
Allegheny County, representing 1% of the popula-
tion (20).

No list of SWPA Latinos that would constitute
a reasonable sampling frame was available. Spanish
surnames are not sensitive or specific enough to iden-
tify Latinos (21, 22). The small proportion of Latinos
and the absence of Latino neighborhoods made ran-
dom digit dialing and cluster sampling unfeasible (23,
24). Participant observation is recommended as an al-
ternative to develop a sampling frame when there is
no way to develop it from existing records (25). Many

individuals, groups, and organizations were asked to
provide basic information about their clients, affili-
ates, or friends. Groups were ordered by occupation of
known members of the group to obtain an ordered list.
Assuming that intragroup variation was lower than in-
tergroup variation, the resultant implicit stratification
was expected to increase representativeness and de-
crease variation of a systematic sample (26). Power
was calculated at 80%, considering seven indepen-
dent variables. Five replicates with random start were
systematically sampled (26).

The instrument and consent form were back
translated to assure clarity and were available in both
English and Spanish. The survey was pilot tested
in Allegheny County, Pennsylvania. All noneligible
subjects were replaced, as were those who were not
found. In total, 434 listings were sampled. Two hun-
dred and six interviews were completed between
June 1999 and February 2000. All subjects had the
choice of being interviewed in Spanish or English.
Eighty seven percent were interviewed in Spanish.
Most interviews were face-to-face (86.9%). Twenty-
seven (13.1%) were phone interviews because other
arrangements were not feasible.

The response rate was 66.67%. Response rates
for Latinos range from 49% to 91% (14, 22, 24, 27–29).
Recently, many face-to-face surveys have achieved re-
sponse rates under 70%, due to general reluctance of
subjects to answer surveys (30). The refusal rate was
8.04%. Refusal rates for Latinos range from 3.1 to
12% (27, 31, 32). To maximize the response rate, ef-
forts were made to obtain the sponsorship of local
community groups, as generally recommended (25,
29, 33–35).

The data entry program precluded entry of out-
of-range data. Furthermore, 20 randomly selected
records (9.7%) were re-entered for quality control.
Hot deck imputation was used to impute missing val-
ues on income and age in seven and two records, re-
spectively (36, 37).

The sample was comprised of Latinos residing
in SWPA, originally from 21 countries. Most of them
(83.41%) planned to stay in the U.S. for 5 years or
more. There were 91 South American-born respon-
dents and 45 Mexican-born. Unweighted percentages
by demographic characteristics are shown in Table I.
Almost half of the participants were male (47.09%)
and 59.71% were younger than 45 years. Thirty-three
percent of participants had less than college education
and 34.95% had annual family income under $20,000.
Thirty percent of respondents had been in the U.S. for
less than 5 years, 52.43% had low English proficiency,
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Table I. Demographic Characteristics of the Sample

Discrete variables Number of subjects Percentage of sample

Place of birth
Mexico 45 21.84
Puerto Rico 17 8.25
Cuba 15 7.28
Central America 13 6.31
Othera 24 11.65
South America 92 44.66

Male 109 47.09
Age <45 years 123 59.71
Income <$20,000/year 72 34.95
Education less than college 69 33.50
<5 years in the U.S. 62 30.10
Low English proficiency 108 52.43
Low acculturation 123 59.71
Low physical health status 84 40.78
Low mental health status 93 45.15
Plans to stay in the U.S.
<5years 34 16.59
5 years or more 14 6.83
Indefinitely 137 66.83
Don’t know 20 9.76

Occupation
Blue collar, service, farm 55 26.70

Professional, skilled 82 39.81
Not in paid work force 36 17.48
Student 33 16.02

Continuous variables Mean Median Standard deviation

Age 42.23 40.05 14.15
Acculturation 2.84 2.75 0.58
Physical helath status 52.96 54.75 6.30
Mental health status 51.06 53.41 8.71

a“Other” region includes individuals born in the United States, Spain, or Latinos
born elsewhere.

and 59.71% had low acculturation. Physical and men-
tal health status were characterized as low in 40.78%
and 45.15% of participants, respectively. Additionally,
participant observation, including informal conversa-
tions with a larger number of people and participa-
tion in community events, complemented quantitative
data. Participant observation data were gathered over
a 17-month period. Notes’ text was coded as themes
relating to community and health care access. These
data were used to clarify or put into context quanti-
tative findings (38, 39).

Measurements

Outcomes

Potential access outcome variables were “insur-
ance status,” measured as having any health insurance

or having none; and “regular source of care,” mea-
sured as having a person or place where the respon-
dent goes regularly when in need of health care. Re-
alized access outcome variables were “saw a doctor
in the past year,” “saw a dentist in the past year,” and
“general satisfaction.”

Independent Variables

Three variables were chosen as “explanatory
variables,” based on the conceptual framework. They
were dichotomized, at the expense of losing some
important detail in the information, because of
the limited number of data points. The way they
were dichotomized followed what has been reported
in the literature. These variables were “income,”
(“less than $20,000” and “$20,000 or more”) (5, 9),
“acculturation,” (“low” and “high,” measured using
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Marin et al.’s (40) twelve-item index that includes
English ability, and language and cultural prefer-
ences for communication, media, and friends; a value
of less than 3 was considered low acculturation);
and “English ability” (“low” and “high”; a person
who stated that he or she was equally proficient in
English and Spanish was considered to have high
“English ability”). Language of interview was not a
reliable reflection of English ability, because several
highly English proficient individuals and native En-
glish speakers chose to interview in Spanish for a
variety of reasons. For realized access measures, the
measures of potential access, having health insurance
and a regular source of care, were also considered
explanatory variables, following Andersen’s access
framework.

Eight control variables were considered. “Re-
gion of birth” had three categories: “Mexican,”
“South American,” and “Other.” All other control
variables were dichotomized for regression analysis:
“county of residence” into “Allegheny” and “not Al-
legheny”; “age” into “18–44” and “45 and older”;
“sex” into “male” and “female,” “time in the U.S.”
into “less than 5 years” and “5 years or more” (41),
“education” into “less than college” and “at least
some college.” “Education” was dichotomized into
“less than high school graduate” and “high school
graduate or more” for estimation purposes, to match
available census data used to compute poststratifica-
tion weights. Physical and mental health status were
measured with the Short Form 12 (SF-12) (42). The
medians for the U.S. population were used as the cut
point between “good” and “bad” health status.

Statistical Analysis

Analysis included computation of estimates
and multivariate logistic regression. Three types of

Table II. Weighted Estimates and 95% Confidence Intervals for Outcome Variables and Current National Data

Characteristic Weighted estimates 95% confidence interval National data

No health insurance 38.06 21.65–54.47 37.0a

No regular source of care 22.57 13.85–31.29 26.0b

No visit to the doctor in the past year (n = 205) 20.23 11.90–28.56 17.0c

No visit to the dentist in the past year 32.98 22.14–43.82 57.8d

“Moderately” or “Not at all” satisfied with care (n = 193) 21.86 13.67–30.05 N/A

Note. N/A is not available.
aIncludes people <65 years of age (3).
bIncludes people between ages 18 and 65 (3).
cIncludes people between ages 18 and 65 (43).
dData are from San Antonio, TX, Baltimore, MD, and two Indian Health service sites. Includes people ages 35 to 44, dentate (44).

weights were applied before analysis (37): 1) Design
weights were computed for each replicate as the in-
verse of the probability of selection. 2) Nonresponse
weights account for the bias generated because re-
spondents might differ from nonrespondents system-
atically. They were computed for each group that com-
posed the frame as the inverse of the corresponding
response rate. 3) Poststratification weights attempt to
account for the bias resulting from an imperfect sam-
pling frame. The variables used to create weights were
“county of residence” and “education,” with the stan-
dard being Census 1990 data.

Estimation

Point estimates and 95% confidence inter-
vals were computed for outcome variables, us-
ing SUDAAN including all three sets of weights
(Table II). Regional estimates were not computed due
to sparse data.

Multivariate Logistic Regression

For this analysis, poststratification weights were
not used. Variables considered for logistic regres-
sion must 1) be relevant according to the conceptual
model, and 2) have a meaningful effect on the depen-
dent variables in univariate regression, defined as less
than 25% probability that the relationship with the
outcome was due to chance (45).

For each dependent variable separately, two sets
of regressions were performed. The first one in-
volved “income” and “acculturation.” The second
set involved, “income” and “English ability.” If both
“acculturation” and “English ability” were in the
equation simultaneously, “English ability” would be
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represented twice, as it was one of the dimensions of
the acculturation scale.

Multivariate logistic regression with forward in-
clusion was performed. Covariates were introduced
one by one, starting with the one that showed the
smallest probability for the G statistic in univariate
regression. Covariates that were also measures of ac-
cess (“insurance status” and “source of care”) were
entered last, because, according to our theoretical
framework, potential access determines realized ac-
cess. To be parsimonious, a covariate stayed in the
model if: 1) it was shown with 95% confidence that the
covariate’s contribution to the model was not due to
chance and b) the introduction of the variable caused
a change of 15% or more in the coefficient of at least
one of the study variables, with respect to the previous
model.

The reference groups in the logistic regression
equations were: income <$20,000, low acculturation,
region South America, less than college education,
less than 5 years in the U.S., male, uninsured, and no
regular source of care. The effect of the study vari-
ables in the main effects model was ascertained using
the Wald statistic. Theoretically plausible interactions
were introduced, provided the two first order vari-
ables had a significant effect on the outcome in the
main effects model.

“English ability” had coefficients smaller than
their standard errors in multivariate regressions, af-

Table III. Adjusted Odds Ratiosa and Confidence Interval in Logistic Regression

Outcomes

Regular source Regular source Visit to the Visit to the
Independent of care of care model doctor in the dentist in the Satisfied

variables Insurance Main effects with interactions past year past year with care

Income > $20,000 6.78b (2.66–17.25) 1.29 (0.50–3.36) 1.31 (0.50–3.43) 0.65 (0.26–1.66) 1.57 (0.70–3.50) 1.27 (0.57–2.83)
High acculturation 0.44 (0.17–1.13) 2.32 (0.71–7.55) 2.32 (0.76–7.04) 1.12 (0.40–3.14) 1.62 (0.75–3.53) 1.91 (0.94–3.85)
Region

Mexico 0.50 (0.18-1.39) — — — — —
Other 2.85 (0.92–8.83) — — — — —

College or higher 7.38b (2.87–18.98) 1.78 (0.59–5.31) 1.95 (0.63–6.06) — 1.63 (0.71–3.73) 0.14b (0.14–0.82)
education

Time in the U.S. — 4.61b (1.67–12.79) 21.52b (3.62–128.97) — — —
>5 years

Female — 2.10 (0.83–5.29) 1.98 (0.77–5.08) 6.14b (2.28–16.52) 1.55 (0.75–3.20) —
Has insurance — 5.75b (2.07–15.98) 24.75b (4.61–132.97) 2.11 (0.80–5.57) 1.28 (0.52–3.18) —
Has a regular source — 6.73b (2.35–19.32) 2.39b (0.99–5.77) —

of care
Insurance × Time — — 0.10b (0.01–0.74) — — —

in the U.S.

Note. Indicates that the variable was not present in the final model.
aAll Odds Ratios correspond to the final model, except for the OR of the interaction.
bIndicates an Odds Ratio significantly different from zero with p < 0.05.

ter one or two variables were added. Qualitative data
supported the notion that this measure did not rep-
resent English ability accurately. Therefore, it was
dropped from further analysis. Results of multivariate
logistic regression are shown in Table III.

RESULTS

The Community

From qualitative data it was learned that Latinos
in SWPA were geographically scattered, associated
with each other along socioeconomic lines, and were
a loosely organized and disconnected population.

Potential Health Care Access

“Income” significantly affected “insurance sta-
tus,” in the univariate and in the multivariate regres-
sion. “Acculturation” had no significant effect on in-
surance status. “Education” and “region of birth” also
had significant effects on “insurance status” in the fi-
nal model.

In the univariate and multivariate regression, in-
come above $20,000 and “high acculturation” had
a significantly positive effect on “regular source of
care” after controlling for “education.” However, af-
ter controlling for “time in the U.S.,” the effect of
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both variables decreased, especially that of “accul-
turation.” “Income” was borderline significant, until
“insurance status” was introduced. In the main ef-
fects model, being in the U.S. for 5 or more years and
having health insurance were the only significant de-
terminants of having a regular source of care with an
odds ratio greater than “1.” Following the main effects
model, a model without “time in the U.S.” was calcu-
lated, where high acculturation showed a significant
effect on “regular source of care,” with an odds ratio
of 4.1. There was a significant negative interaction be-
tween “insurance status” and “time in the U.S.,” which
means that for a person with less than 5 years in the
U.S., the curve of insurance versus source of care is
steeper than for those with more years in the U.S.

Qualitative data shows that many jobs Latinos
held, offered no health benefits. Other jobs provided
health benefits only after several months of employ-
ment. Job instability resulted in many people, who
qualified for insurance, spending long periods of time
uninsured. Occasionally, health plans excluded pre-
ventive care or excluded some family members.

Realized Health Care Access

“Income” and “acculturation” had no significant
effect on any of the realized access outcome variables,
in the univariate or multivariate regression. “Sex” sig-
nificantly affected “visit to the doctor” in the final
model. “Insurance status” had a significant effect on
“visit to the doctor,” but it lost its effect after the
introduction of “source of care” in the model. No
variables had statistically significant effect on “visit
to the dentist.” However, in the final model “source
of care” had borderline significant effect (Wald statis-
tic’s p = 0.05). More educated respondents were sig-
nificantly less likely to be satisfied with care received.
An interaction term was introduced for “visit to the
doctor,” but it was not significant.

Informants reported there were no regular in-
terpreters at most doctors’ visits. Language in-
compatibility’s importance goes beyond translation.
Latino patients—regardless of English proficiency—
experienced difficulties communicating in English
when they were sick.

A second cultural aspect that emerged in quali-
tative data as affecting realized access was Latinos’
preference for personal and warm relationships
with providers. Providers’ commitment and inter-
est were at least as important—and perhaps more
important—than their medical knowledge. Latinos

valued providers that took their individual situations
into account when conveying information to them and
treated them as “human beings.” Some Latinos were
convinced they received substandard medical treat-
ment because of their ethnicity. Those who had a neg-
ative experience with the health system, due to finan-
cial and administrative barriers, language and cultural
incompatibility or discrimination, avoided later use as
much as they could.

Low-income, uninsured participants, who were
satisfied with every aspect of their last visit to the doc-
tor, were asked how they obtained care. Most of them
reported using informal arrangements. Circumvent-
ing the formal system, they obtained care through a
chain of individuals in their social network. This care
was prompt, free, and in their language of choice. They
had more visits to the doctor than they would without
these arrangements.

DISCUSSION

The main limitations of the study include an in-
complete sampling frame and a relatively small sam-
ple. The sampling frame included 16% of the adult
population of the area, estimated to be approximately
13,500. Thus, selection is the most serious threat to the
validity of this research and decreases its generaliz-
ability. To balance this limitation, efforts were made to
include a diverse range of individuals in the sampling
frame, and results were weighted to decrease the influ-
ence of bias. Since small sample size decreased study
power, absence of significant associations should be
taken with caution.

Although the Latino population in SWPA had
collectively many years of formal schooling, the pro-
portions of individuals who were uninsured (38.1%)
and had no regular source of care (20.2%) was not
significantly different from that of Latinos at the na-
tional level (37% and 26.0%, respectively) (3). This
might be partially explained by the fact that income
was low in relation to years of education.

In accordance with the conceptual framework,
“income” determined having a “regular source of
care” through “insurance status.” “Income” and “ed-
ucation” determined having health insurance, most
likely through the type of job a person held. A nega-
tive interaction between “insurance status” and “time
in the U.S.” means that being insured is a more cru-
cial factor in obtaining a regular source of care for
a newcomer than for somebody who has been in the
U.S. for 5 years or more. With the passage of time, as
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individuals without insurance become citizens, they
also tend to qualify for public programs, or have ar-
ranged for other care options.

Some Latinos in SWPA stated they chose to go
without insurance, or without a regular source of care,
because they were healthy; some trusted God to pro-
tect them from illness. However, this was not really
a true choice; they also expressed they actually could
not afford insurance. To complicate matters further,
lack of information meant many were unable to use
the few resources that were available to them. Often,
people waited until they could get insurance coverage
or until they were extremely sick and could not delay
seeking care any longer.

The proportion of those who did not visit a den-
tist during the past year was 33.0%, smaller than in
selected low-income areas of the U.S. (57.8%), (44)
but national level data were not available to draw
a proper comparison. The proportion of Latinos in
SWPA who did not visit a doctor in the past year
(20.2%) was similar to national data (17.0%) (43).
Financial factors exerted no statistically significant ef-
fect on realized access in logistic regression analysis.
Access to doctors’ visits could be considered equi-
table if determined by need. In such case, age and
physical and mental health status would show strong
influence on realized access. This was not the case. The
only variable that reflected need and significantly in-
fluenced a doctor’s visit was sex. Women saw doctors
more often. This happens in all population groups,
partly due to women’s greater need for care, but
also to men’s less cultural acceptance of the need for
care.

Additionally, quality of care and distribution of
services by cultural variables are key to assessing ac-
cess equity. Although results were not statistically sig-
nificant, qualitative data show realized access was af-
fected more than potential access by cultural aspects.
The most obvious of these is language.

As in this research, observations of other immi-
grant groups in the U.S. show that they regard health
services as cold and disinterested (46). The biomedi-
cal system promotes impersonal relationships and im-
poses time restrictions that clients perceive as signify-
ing lower quality of care. Education inversely affected
satisfaction with care received. It has been noted be-
fore than more educated respondents tend to use a
higher standard to judge their care, and also are more
able to articulate their dissatisfaction.

Concerns about discrimination could not be
proven, but it has been demonstrated that African
Americans receive different treatment due to ethni-

city, and, therefore, they have to be taken into
account (47–49).

According to qualitative data and in accordance
with Andersen’s model, participants’ evaluation of
their health care affected later use. Perceived access
barriers that were insurmountable and a visit that
was expected to cause more distress than the per-
ceived risk from illness affected all contacts with the
health care system. Understandably, preventive care
was most easily forgone because skipping it had no
immediate consequences. This type of behavior has
been described in other populations, not just Latinos.
For example, a 1970s study of Appalachians found no
difference between the perceived susceptibility to ill-
ness and perceived seriousness of the illness between
Appalachians and non-Appalachians (50). However,
Appalachians perceived treatment to be less effec-
tive and more difficult to get. They had to overcome
so many barriers within the health system that only
severe symptoms justified contacting the health sys-
tem. Quantitative research that distinguishes realized
access to preventive and nonpreventive services, and
that quantifies perceived barriers, has yet to be under-
taken.

As explained above, financial characteristics did
not affect service utilization as expected. This result
is puzzling, but an explanation can be found in the
informal arrangements found in qualitative data. The
line between a doctor’s visit and a social encounter is
blurry. Some Latinos regarded social encounters with
a health professional as a visit to the doctor. This also
helps explain the lack of effect of income on having
seen a doctor. Further research that would ask ex-
actly about the setting and participants in the medical
encounter would help clarify this point. Even though
informal arrangements were valuable resources in the
community, there were many risks involved, some of
which could jeopardize the patient’s health, includ-
ing absence of quality standards and the instability
of such arrangements. Therefore, these informal re-
sources could not replace equitable health care access.

Being a small, heterogeneous, noncohesive pop-
ulation has implications for health. It decreases avail-
able resources to help newcomers cope with stress,
build a network, and feel connected. Feelings of iso-
lation can lead to depression and increase risk of men-
tal illnesses. Being a noncohesive community affects
health care access in several ways. First, the pool of
resources for alternative arrangements is small. Sec-
ond, those resources are difficult to find. Third, loose
organization precludes collective actions in favor of
the group.
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CONCLUSIONS

Latinos’ health care access in SWPA was in-
equitable. There were differences in health care access
by income, and cultural and language factors. Income
has a greater impact on potential access, and the im-
pact of culture was greater on realized access.

The greatest problem Latinos in SWPA faced in
getting health care is lack of insurance, which might be
related to low socioeconomic status, unstable immi-
gration status, and/or low English proficiency. There-
fore, the inequalities in health care access stemmed
in large part from socioeconomic inequalities that
should be addressed. However, even if all had health
insurance and no attention was given to cultural is-
sues, there would still be large racial/ethnic disparities
in access health care.
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