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The purpose of this article is to assess the
relative effects of financial and cultural fac-
tors, namely language spoken, on health care
use by Hispanic adults. Using a national
sample, we examine the determinants of hav-
ing a usual source of care (USOC), use of
bhysician visits, and likelthood of having
blood pressure checked. Multivariate analysis
reveals the following: Monolingual Spanish
speakers were not significantly different from
English speakers for the three dependent vari-
ables; having private insurance or Medicaid
was positively related to all three dependent
variables. We conclude that financial fac-
tors—primarily insurance—remain as the
paramount barriers to care.

BACKGROUND

Lower rates of health care use by
Hispanics compared with non-Hispanic
white persons—in terms of hospitaliza-
tions, physician visits, prescribed medi-
cines, and specific preventive services—
have been found in numerous studies
(Andersen et al., 1981; Schur, Bernstein,
and Berk, 1987; Solis et al., 1990; Harlan,
Bernstein, and Kessler, 1991). A variety of
explanations have been offered, from finan-
cial factors such as differences in rates of
insurance coverage and economic status to
non-financial influences including culturally
based aftitudes toward health care and bar-
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riers presented by language. It has been
hypothesized that Hispanics who are less
assimilated into U.S. culture face more
extensive barriers to health care than those
Hispanics who have become acculturated.
Although there is considerable empirical
evidence for a variety of populations that
insurance coverage, in particular, has a sub-
stantial impact on use of services, the
empirical evidence on the relationship
between culture and use of servicesis quite
mixed (Andersen et al., 1981; Marks et al.,
1987; Estrada, Trevino, and Ray, 1990). In
other words, there is a consensus that
insurance status has a strong impact on use
of health care services; the question of
whether culture affects use and, if it does,
what its effect is relative to insurance
remains unanswered. Because the policy
levers needed to address financial barriers
to care {(e.g., insurance market reforms)
are different from tools that would be used
to affect cultural barriers (e.g., training of
minority health personnel), it is important
to identify specific factors that affect the
use of health care services for this vulnera-
ble population. The purpose of this article is
to add to the body of empirical evidence on
the role of cultural versus financial deter-
minants of health care use for Hispanics.

A variety of indicators have been used to
measure cultural differences or differences
in the extent of assimilation within the
Hispanic population. Some of the more
commonly employed variables include pri-
mary spoken or written language, country
of birth for respondent and/or parents,
length of time in the United States, use of
folk practitioners, and frequency of contact
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with homeland. Several studies provide evi-
dence that language and other cultural indi-
cators are associated with lower use rates
for specific preventive services (Solis et al,,
1990; Harlan, Bernstein, and Kessler,
1991). Solis and colleagues (1990} conclud-
ed, however, that fraditional access meas-
ures such as having a USOC and insurance
coverage were better predictors of use than
was the level of acculturation. In a study
comparing Hispanics and non-Hispanic
white persons under a prepaid, capitated
system where financial barriers are pre-
sumably removed, Perez-Stable et al
(1994) found that “acculturation, Latino
subgroup, and birthplace were not signifi-
. cant predictors for use of any of the cancer
screening tests.” At the same time, Latinos
were more likely than non-Latino white per-
sons to give “embarrassment” or “fear of
results” as a reason for not having had the
tests. These reasons may be dimensions of
cultural upbringing and attitude that are not
easily captured in quantitative analysis.
The complex interrelationships among
cultural indicators and sociodemographic
characteristics that are historically associ-
ated with disadvantaged populations make
it particularly difficult to assess the rela-
tionship between culture and use of serv-
ices. Hispanics who are less assimilated
are often poorer and less educated than
their more assimilated counterparts—
attributes that are themselves linked to
lower health care use.l This makes the
task of understanding causality quite diffi-
cult. For example, persons who are mono-
lingual Spanish speakers are, on average,

less educated and less likely to be

employed than are Hispanics who speak

IMolina, Zambrana, and Aguirre-Molina (1994) provide an excel-
lent discussion of how culture may affect the use of health care,
The authors identify two dimensions of culture—psychological
and sociodemographic. The first may reflect behavioral aspects
of a society’s beliefs and values; the second encompasses more
objective characteristics such as education or income. As the
authors make clear, there is a strong association between accul-
turation and sociceconomic position.

English (Schur and Albers, in press). Both
education and employment status are neg-
atively correlated with the likelihood of
being insured and, in fact, those who speak
Spanish only are less likely to have private
coverage. Insurance coverage, in turn, is
strongly associated with health care use.
The following question can then be asked:
Do Spanish speakers use fewer services
because they are less likely to be insured
or because they do not speak English?

We used national data on the use of serv-
ices by Hispanics to further examine the
relative importance of financial and non-
financial barriers to care within the
Hispanic population. We were able to con-
trol for the effect of a variety of demo-
graphic characteristics on use of services
as well as for variation in health status. In
order to test for financial influences on use,
we included data on insurance coverage,
income, and whether the person had paid
leave from work for obtaining medical care.
To assess the influence of culture, we used
data on language and health beliefs in an
attempt to control for ease of communica-
tion and attitude toward the health care sys-
tem. It is hypothesized that Hispanics who
are more easily able to communicate within
the system or who have more confidence in
the system are more likely than less assim-
ilated Hispanics to use services. Although
the available variables are limited in their
ability to fully capture the extent of accul-
turation, our work provides some indication
of the relative importance of financial and
cultural factors in health care utilization.

We found a number of variables to be
strong and consistent predictors of use of
services. Among these, the presence of a
USOC—a regular place where the respon-
dent goes to obtain care or seek health-
related advice—stands out. In addition,
third-party coverage for care—both pri-
vate and Medicaid—was a significant
determinant of having a USOC and, for
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those with a USOC, a significant predictor
of health care use. On the other hand, vari-
ables used to represent cultural differ-
ences that might inhibit the use of health
care had little explanatory power in a mul-
tivariate context. Our findings have little to
offer with respect to differences in content
of visits and overall quality of care, and in
no way do they provide support for dis-
continuation of culturally appropriate serv-
ices. However, findings of this study do
suggest that policymakers focus their
efforts on expanding this population’s link-
age to regular providers as well as on its
ability to pay for care.

DATA AND METHODS

Data for this study are from the 1987
National Medical Expenditure Survey
(NMES), a national multistage probability
sample of approximately 14,000 house-
holds representing the civilian, non-institu-
tionalized population (Edwards and Berlin,
1989). During the survey, data were col-
lected for calendar year 1987 on use of and
expenditures for health care services,
health insurance coverage, health and
functional status, employment, income,
and other demographic characteristics.
Several population groups were oversam-
pled, including the elderly, the black popu-
lation, the Hispanic population, and the
poor. In areas known to have large concen-
trations of Hispanics, Spanish-speaking
interviewers administered questionnaires
that had been translated from English into
Spanish. As in most household surveys,
Hispanic identification and classification by
national origin are self-reported. No
information is available on citizenship or
length of time in the United States.

Data on access to health care (including
language, USOC, and health beliefs) were
collected from 2,998 Hispanic Americans,
of whom 1,928 were adults 18 years of age

or over. Of the Hispanic adult respondents,
35 cases were dropped from the analysis for
one of two reasons: (1) the respondent’s
native language was neither Spanish nor
English, or (2) information was missing on
USOC. This resulted in a final unweighted
sample of 1,893 cases. In terms of country
of origin, the distribution of sample respon-
dents was as follows: Mexican American—
60 percent; Puerto Rican American—12
percent; Cuban American—5 percent; and
other Hispanic American—23 percent.
NMES data do not allow for separate iden-
tification of Central Americans.

Because of the policy interest in minori-
ty access to health care, several questions
were included in the survey related to the
respondent’s native language and the eth-
nicity and language of the respondent’s
usual doctor. The specific language ques-
tions were as follows: “What is (PER-
SON’S) native language? Does (PERSON)
usually speak (NATIVE LANGUAGE) at
home? Can (PERSON) conduct everyday
activities comfortably in English?” In addi-
tion, for respondents who reported having
a USQC and a usual doctor at that source,
questions were asked about the doctor’s
racial/ethnic background, national origin
or ancestry, and whether the doctor spoke
the respondent’s native language.

We present bivariate estimates related to
USOC and use of physician visits as well as
multivariate models to explain which vari-
ables are most important in determining
who has a USOC and who uses two specif-
ic health care services. Whether an indi-
vidual has a regular place at which they
seek medical care has been used tradition-
ally as an indicator of potential access
(Aday, Andersen, and Fleming, 1980).

There are several limitations to USQC
as an access indicator. Having a USOC is a
matter of individual choice, and persons
with no apparent health problems may
choose not to have a regular health care
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provider (Hayward et al., 1991). Moreover,
different types of usual care (e.g., a physi-
cian’s private office versus an emergency
room) may represent different levels of
quality or continuity; one study found that
Hispanics were less likely than other
groups to see a particular physician at
their USOC (Andersen, Giachelli, and
Aday, 1986).2

Despite these caveats about USOC,
empirical evidence suggests that persons
who report a USOC use more health serv-
ices, particularly preventive services
(Hayward et al., 1991; Estrada, Travino,
and Ray, 1990; Aday, Fleming, and
Andersen, 1984). Within this same access
framework, use of health care services is a
measure of realized access. Thus, we use
three measures of access—USOC, number
of physician visits, and whether blood pres-
sure has been checked. These are three of
many possible measures, and we make no
claims that they fully represent either
potential or realized access. Rather, we
have tried, given available data, to repre-
sent several dimensions of access—both
potential and realized and, within realized
access, both preventive and illness-related.

All estimates are weighted to reflect the
composition of the population in 1987. For
the bivariate estimates, standard errors
were computed with SUDAAN, which
uses the Taylor series linearization
method to account for the complex survey
design (Shah, Barnwell, and Bieler,
1995).3 Tests of statistical significance
were used to assess whether differences
in population estimates exist at specified
levels of confidence.

ZWe used a variable indicating whether the person had a usual
doctor at their USOC and whether that doctor spoke Spanish to
control for differences in type or site of USOC.

IWe use this approach because the NMES sample is not a sim-
ple random sample but is derived using a multistage area sam-
ple in which respondents are geographically clustered. This
increases the design effect of the estimates, so that standard
errors compited in a conventional manner would understate the
true variance of an estimate.

Five multivariate regression models
were estimated as shown in Table 1.
These models were used to assess the
relative importance of financial versus
cultural factors while controlling for
other characteristics (e.g., health status
or demographics) that influence health
care use. For the three equations for
which the dependent wvariable is
dichotomous, we use the SUDAAN pro-
cedure LOGISTIC to fit logistic regres-
sion models to binary data, estimating
odds ratios and confidence intervals for
the parameters.

For the physician visits equations, we
use a negative binomial model based on a
Poisson distribution (Hausman, Hall, and
Griliches, 1984; Greene, 1990). The
Poisson regression model, in contrast to a
linear model, allows us to improve on the
estimation by accounting for the character-
istics found in the distribution of visits.4
Although this model better reflects the
observed distribution of visits, we are not
able to appropriately estimate standard
errors given the complex survey design of
NMES. Because standard errors will thus
be understated, we apply a stricter test
when interpreting our results, considering
as significant only those coefficients that
are different from zero at a 99-percent con-
fidence interval.

An additional comment should be made
about the regression models. We have esti-
mated use separately for persons with and
without a USOC because we have
observed large differences in use for these
fwo groups. And, in fact, our results—
specifically that some variables are signifi-
cant in one but not in the other equation—
justify this division. However, because
USOC is endogenous (l.e., it is itself a

4Specifically, we observe a large number of zeros, a large num-
ber of small values, and a variable that is discrete in nature. The
maximum likelihood estimates using the negative binomial
relax the assumption made in a Poisson model that the mean
and the variance of the distribution are equal.

74 HEALTH CARE FINANCING REVIEW/Winter 1995/Volume 17, Number 2



Table 1
Overview of Multivariate Models

Dapendent Functional
Model Variable Population Form
1 Whether Paerson Had Usual All Hispanic Adults Logit
Source of Care {USOC) (18 Years of Age or Over}
22 Number of Physician Visits Hispanic Adults Megative Binorial
in Last Year With USOC
32 Number of Physician Vigits Hispanic Adults Negative Binomial
in Last Year With No USOC
42 Whether Person Had Blood Hispanic Adults Logit
Pressure Checked in Last Year With USOC
5 Whether Person Had Blood Hispanic Adults Logit
Pressure Checked in Last Year With No USOC

1 Model applied in Table 4.
2 Model applied in Table 5.
3 Model applied in Table 6.

SOURCE: Schur, C.L., Albars, L.A., and Berk, M.L., 1995,

choice variable), the error terms in the two
equations may be correlated.s

FINDINGS

The primary purpose of this article is to
assess the relative effects of financial and
non-financial factors in the use of health
care services for Hispanic American
adults. Some background data on this pop-
ulation is pertinent before presenting the
findings from our analysis. First, the
Hispanic population is heterogeneous,
consisting of persons from diverse nation-
al origins and cultural backgrounds. It has
been shown that these groups differ in
their demographic composition and in
their use of health care services (Schur,
Bernstein, and Berk, 1987; Trevino and
Moss, 1984). Although it would be prefer-

5This problem is the result of incidental truncation of the distri-
bution of the dependent variable (Greene, 1990). In effect, inde-
pendent variables in the use model may have two effects on the
dependent variable—one is a direct effect, and the other is an
indirect effect through affecting the probability of having a
USQC. The solution to this problem is to estimate the model
using an instrumental variables technique; unfortunately, we
have no instrument available with which to operationalize the
method. In other words, we can think of no variable available
that is a determinant of having a USOC but does not influence
use of services. Thus, we are left with acknowledging the prob-
lem and noting that we do not think that this problem has a sub-
stantial impact on our estimates or the conclusions to be drawn
from our work. In fact, many researchers estimate use without
including a measure for USOC that essentially results in similar
omitted variables problems.

able to analyze each national origin group
separately, sample sizes do not permit us
to do so. In addition to differences related
to country of origin, there is wide variation
within the Hispanic population in terms of
socioeconomic characteristics and levels
of acculturation (Schur and Albers, in
press). Second, although there is much
variation within the Hispanic population,
Hispanics overall are less well off than
other Americans in a number of dimen-
sions that may affect health care use.
Hispanics have lower levels of education,
lower incomes, and, on average, are less
likely than other Americans to be
employed in jobs where health insurance
is provided (Valdez et al, 1993; Short,
Cornelius, and Goldstone, 1990). Finally,
lack of health insurance is a particular
problem within the Hispanic population,
affecting an even larger percent of
Hispanic persons than of black persons:
The proportion of uninsured Hispanic per-
sons has grown from 8 percent in 1977 to
20 percent in 1992, surpassing that of unin-
sured black persons in the late 1980s
(Berk, Albers, and Schur, in press).

In preliminary analyses, a dichotomous
variable indicating whether an individual
had a USOC was a consistently strong pre-
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Table 2
Percent of Hispanic Adults With and Without a Usual Source of Care, by Selected Characteristics

Number of Percent With a Percent Without a

Selected Characteristic . Persons Usual Source of Care Usual Source of Care
All Hispanic Adults 12,158,901 B7.0 33.0

{18 Years of Age or Over)
Agetu
18-44 Years 8,801,419 64.0 36.0
45-64 Years 2,590,275 724 276
65 Years or Qver 767.207 837 16.3
Place of Origin*™
Cuba 495,879 79.2 20.9
Mexico 7,270,179 64.3 357
Puerto Rico 1,511,943 76.1 24.0
Central or South America 1,298,728 68.5 3.5
Other Place of Origin 1,582,172 65.7 34.3
Cantral City
Yes 4,477,105 65.3 4.7
No 7,681,796 68.0 32.0
ser‘i
Male 6,010,738 58.9 411
Female 6,148,163 75.0 25.0
Marital Status***
Married 6,818,109 71.8 282
Not Married 5,340,792 60.9 39.1
Children Under 18 in Family***
None 5,794,265 62.5 375
1 . 2,860,730 67.7 323
2 or More 3,503,906 73.9 26.1

_Years of Education

Less Than 12 Years 6,076,490 65.3 4.7
12 Years 3,346,473 68.9 3a
More Than 12 Years 2,735,938 685 NS
Self-Reported Health Status

Fair/Paor 3,181,263 709 29.2

Good/Excellent 8,977,638 65.7 M4
Activity Limitation***

Limited in Moderate Activity 1,549,785 835 16.5

Not Limited in Moderate Activity 10,609,116 64.6 354
Chronic Conditions*

Presence of at Least One 3,577,640 779 221

None 8,581,261 625 ars
Income
$25,000 or Less 6,905,566 65.5 345
Over $25,000 5,253,335 69.0 31
Employment/Paid Leave™
Empiocyed With Paid leave 3,494,749 72.7 273
No Paid Leave 8,664,152 84.7 35.3
Health Insurance Coverage™*
Private 6,526,952 714 28.9
Medicaid 1,533,564 83.3 16.7
Meadicare 248,850 78.9 214
None 3,849,535 529

See source at end of lable.
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Table 2—Continued
Percent of Hispanic Aduits With and Without a Usual Source of Care, by Selected Characteristics

Number of Percant With a Percent Without a
Selected Characteristic Persons Usual Soyrce of Cara Usual Source of Care
Language Spoken
Speaks Spanish Only 2,622,360 65.3 34.7
Speaks English 9,536,541 67.5 325
Health Beliefs*
Agree With Statement! 4,501,214 62.7 37.3
Do Not Agree With Statemeant! 7,657,687 69.6 304
*p<0.10.
** p<0.05.
** p<0.01,

1Responses wara given in answar to the question I can get wall without the help of a health prolessional.”
NOTE: Significance measures taken from the chi-squars test of independence,
SOURCE: U.S. Public Health Service: National Medical Expenditure Survay, 1987,

dictor of use; yet having a USOC in and of
itself is determined by a combination of
financial and non-financial factors. Thus,
we first examine the determinants of hav-
ing a USOC. Because there is evidence
that persons who have a USOC use serv-
ices differently from those who do not, we
estimate the determinants of use separate-
ly for the two groups.

Bivariate Analyses

Of the approximately 12 million Hispanic
aduits living in the United States in 1987,
one-third reported having no regular place
to get care when they were sick or needed
advice about their health (Table 2).6 The
likelihood of having a USOC varied with a
number of demographic, health status,
financial, and cultural characteristics. In
general, as would be expected, those
groups that tend to use more health care
services were more likely to have a USQC.
Thus, for example, the probability of hav-
ing a USOC increased with age (from 64
percent of adults 18-44 years of age to 83.7
percent of those 65 years of age or over)
and was inversely related to being in good
health (whether measured by self-reported
health status, limitation in activity, or pres-

6In comparison, 20 and 26 percent of non-Hispanic white persons
and black persons, respectively, reported no USOC.

ence of a chronic condition). Females have
traditionally been found to use more heaith
care services than males, and Hispanic
females are shown here to be more likely
to have a USOC (75 percent of females
compared with 58.9 percent of males).
Persons who were married and had chil-
dren were also more likely to be connected
to a regular source of care.

Of the financial characteristics included
here, income was not a significant factor in
the likelihood of having a USOC. On the
other hand, persons who had paid leave to
go to the doctor from their place of work
were more likely to have a USOC, as were
those with some form of third-party cover-
age for health care services. Hispanic
adults enrolled in the Medicaid program
were most likely to have a USOC (83.3 per-
cent), followed by the elderly with
Medicare coverage but with no supple-
mental coverage (78.9 percent) and those
with private coverage (71.1 percent). In
contrast, only 52.9 percent of those who
were uninsured reported a USOC.
Notably, persons who do not speak
English were no less likely than English
speakers to report having a regular place
to obtain care. We used agreement with
the following statement to proxy an indi-
vidual's attitude toward the health care
system: “I can get well without the help of

HEALTH CARE FINANCING REVIEW/Winter 1995/Volume 17, Number 2 77



Table 3
Mean Number of Office and Outpatient Visits to Physicians by Hispanic Adults (18 Years of Age or

Qver)
With a Usual Without a Usual

Selected Charactsristic Source of Care Source of Care Ratio
All Hispanic Adults 34 1.5 23
{18 Years of Age or Over)

Age

18-44 Years (Reference) 27 1.4 19
45-64 Years 4.6 1.3 35
65 Years or Over 5.3 t2) NA
Place of Origin

Mexico 31 1.1 2.8
Puerto Rico iz {2) NA,
Cuba {2} 2 NA
Central or South America 3.2 2 NA
Other Place of Origin *4.3 @ NA
Central City

Yes 35 16 22
No 33 1.3 2.5
Sex

Male 3.8 25 15
Female 28 0.8 3.5
Marital Status

Married 34 1.4 25
Not Married 33 1.5 22
Children Under 18 in Family

None (Reference) 4.1 1.4 29
1 3.1 1.7 1.8
2 or More 25 13 1.9
Years of Education

Less Than 12 Years {Reference) 33 1.3 25
12 Years 3.2 113 25
More Than 12 Years 36 2.0 1.8
Health Status

Seli-Reported Health Status

Fair/Poor 52 2.6 20
Good/Excellent 27 1.1 24
Activity Limitation

Limited in Modarate Activity 6.6 4.1 16
Not Limited in Moderate Activity 27 1.3 2.2
Chronic Conditions

Presence of at Least One 5.1 2.9 1.8
None 25 1.1 2.2
Income
$25,000 or Less (Median fncomse) a7 1.4 27
Over $25,000 2.9 15 19
Employment/Paid Leave

Employed With Paid leave 32 1.7 1.9
Not Employed or No Paid Leave 34 14 25
Health Insurance Coverage

Private (Reference} 34 1.7 2.0
Madicaid 49 @ NA
Medicare [t:] 2 NA
None 2.1 1.1 1.9
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Table 3—Continued
Mean Number of Office and Outpatient Visits to Physicians by Hispanic Adults (18 Years of Age or

Over}

With a Usual Without a Usual
Selected Characteristics Source of Care Source of Cara Ratio
Language Spoken
Speaks Spanish Only 3.6 1.1 33
Speaks English a3 15 21
Health Beliefs
Agree With Statement? 2.3 1.2 2.0
Do Not Agree With Statements 39 1.6 24
Usual Doctor
No Doctor {Reference) 2.6 NA NA
Doctor Speaks Spanish 34 NA NA
Doctor Does Not Speak Spanish 3.8 NA NA
*pr<0.10.
** p < 0.05.
" pe001.

1 Relative standard error = 30 parcent.
2 Cell siza Jess than 100,

3 Responsas were given in answer to the statemant “) can get well without the help of a health professional.”

NOTE: Slgnificance measures iaken from Hest. NA is not applicabla.

SCURCE: U.5. Public Health Service: National Medical Expendiure Survey, 1987.

a health professional.”” Persons agreeing
with this statement were somewhat less
likely to have a USOC. These results are
largely confirmed in the multivariate analysis.

Table 3 presents the mean number of
outpatient physician visits for Hispanic
adults in 1987. In addition to the variation
in the number of physician visits by
selected person characteristics, the data
show substantial and consistent differ-
ences between persons with and without
a USOC. On average, Hispanic adults had
2.8 visits in 1987, with 3.4 for those with
a USOC and 1.5 for those without. For
those with a USOC, the mean number of
visits was substantially higher for per-
sons 45 years of age or over than for
those aged 18-44 years. Females had 3.8
visits per year, on average, compared
with 2.8 for males. Marital status did not
affect the use of physician visits, but per-
sons with children had fewer visits than
their childless counterparts. This latter
TNMES included a number of health beliefs statements to which
the respondent was asked to indicate agreement or disagreement.
We examined the full set of responses as indicators of an individ-
ual's overall confidence in medical care professionals and the
medical care systern. We selected one statement that appeared to

be refatively clear in its implications in an effort to represent the
variation in attitudes within the Hispanic population.

finding may be due to childcare respon-
sibilities that limit parents’ ability to get
care for themselves. :

All three health status indicators show
that use was substantially higher for those
with health problems, regardless of
whether the individual had a USOC. For
those with a USOC, persons with fair or
poor health status, with an activity limita-
tion, or with a chronic condition had almost
twice as many visits as their healthier coun-
terparts. For persons without a USOC, the
difference between the healthy (1.1 to 1.3
visits on average) and less healthy (2.6 to
4.1 visits) was even larger.

For those with a USOC, persons with
lower incomes actually used more services
than those with higher incomes. This is
most likely related to underlying differ-
ences in health status. Insurance coverage
appears to be a factor only for those with a
USOC. Persons on Medicaid had the high-
est average number of physician visits
(4.9), followed by those with private cover-
age (3.4). The uninsured—even those with
a USOC—had only 2.1 annual visits.
Persons who spoke Spanish only were not
significantly different from English speak-
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ers in the level of physician visits, although
health beliefs did have an impact of use. As
one would expect, persons who expressed
the belief that they could get well without
the help of a health professional had fewer
visits (2.3 compared with 3.9). In addition,
Hispanic adults with a usual doctor at their
regular place of care had more visits, on
average, than those with no usual doctor;
there was, however, little difference related
to whether the doctor spoke Spanish.

The third column of Table 3 shows the
ratio of mean visits for those with a USOC
to those without (i.e., the ratio of the first
two columns). This ratio fluctuates around
2, never falling below 1.5, and indicates the
strong effect of a USOC on use within a
variety of population subgroups.

Determinants of USQC

There are numerous reasons why a per-
son may or may not have a usual place to
get care. It could simply be a matter of not

having had an occasion to use medical care

recently. Hayward et al. (1991), in a nation-
al study of access, found that of those with
no USOC, 61 percent reported the reason
as not wanting a regular source of care
rather than a financial or availability con-
straint. Thus, persons who are younger,
healthier, or more likely to change resi-
dences frequently might be less likely to
have obtained a particular care provider.
Conversely, those in poor health are proba-
bly most likely to have a place that they go
to when they are sick.

Financial factors might also affect
whether a person has a USOC. Persons
who have the resources to pay for their
care (due to either insurance coverage or
higher income) may find it easier to find a
permanent provider from whom they can
get care on a regular basis. Finally, cultural
factors may influence one’s probability of
finding a regular place for care. Researchers

have hypothesized that within the Hispanic
population, those who have assimilated
more into the mainstream American cul-
ture are more likely to use services within
that norm. However, variables that control
for potential barriers related to differences
in culture are more difficult to define than
those that represent differences in ability
to pay for services. Variables used in the
multivariate analyses to control for each of
these influences are described later.

In the multivariate analysis, we have
included independent variables such as
age, sex, marital status, and number of chil-
dren in the household (f any) in an
attempt to control for the person’s stage in
life8 and other factors that might influence
residential stability. In addition, three vari-
ables control for differences across the
population in health status: a self-reported
health status assessment, whether the per-
son had moderate limitations in their usual
activity, and whether the person had at
least one chronic health condition.

Independent variables to control for finan-
cial access include insurance status, income,
and whether the person could use paid leave
to get health care during normal work
hours. To proxy the level of acculturation,
we used a dichotomous variable indicating
whether the individual was a monolingual
Spanish speaker. In addition, we examined
the patterns of agreement with a number of
statements reflecting attitudes about health
and the health care system. Included is an
independent variable indicating whether
they agreed with the statement that they
could get well without professional help.

Results of the logistic regression with
dependent variable USOC are shown in

#The concept of the “family life cycle” has been applied exten-
sively by sociologists, demographers, and economists in frame-
works that incorporate the dynamic variation in social and eco-
nomic characteristics of families in different life stages—from
family formation and building to later stages when children
leave the home and finally to the dissolution of the family. This
analysis includes several independent variables that are indica-
tive of an individual’s position in the family life cycle.
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Table 4

Results of Logistic Regression: Whether
Person Had Usual Source of Care

Variable Description Qdds Ratio
Age (18-44 Years Omitted)

45-64 Years ’ *1.34
65 Years or Over **1.99
In Central City 0.89
Female ***1.890
Married **1.67
Numnber of Children Under 18 Years in Farmily

income {Natural Log) .21
Education {(Under 12 Years Omitted) 1.04
12 Years

13 Years or Morg 136
Health Status 1,32
Fair or Poor Health

Lirited in Moderate Activity 0.91
Prasenca of Chronic Condition .97
Employed With Paid Leave "1.46
insuranca Status (Uninsured Omittad) *1.36
Medicaid

Medicare 313
Private 1.67
Speaks Spanish Only "**1.65
Can Get Well Without Help 084
Hispanic Origin Group (Mexican Omitted) 0.82
Puerto Rican

Cuban **1.57
Latin Amarican *1.65
Other Origin 1.16
Intercept 0.85
Statistics

Mean of Depandent Variable 067
Number of Observations 1,928
* p<0.10.

** p< 005,

o= (01,

SOURCE: U.S. Public Health Service: National Medical Expenditure
Survey, 1987.

Table 4. Variables that determine whether
an individual has a USOC fall into several
categories. Several demographic charac-
teristics are worth mentioning. Age is pos-
itively related to the likelihood of having a
regular place to get care: After controlling
for health status and other influences, per-
sons aged 45-64 years and those 65 years
of age or over were more likely than those
44 years of age or under to report a USOC.
The elderly are, in fact, twice as likely as
younger adults to do so (indicated by the
odds ratio). Women and married per-
sons—traditionally higher users of care—
also have a higher probability of having a
USOC as do those with children in the
household, although the size of the effect
is somewhat smaller for the latter group.

As would be expected, persons in poorer
health are more likely to have obtained a
provider of care, with two of the three
health status indicators being positive and
significant. The two health status indica-
tors that are shown to be significant deter-
minants of having a USOC measure the
existence of a particular health problem—
either a chronic condition or a limitation in
activity—rather than an overall lack of well-
being; this supports the notion that those
with ongoing health problems are more
likely to have a USOC.

Income does not affect the probability of
having a USOC directly, though the two
other financial variables have a significant
impact. Those with third-party coverage
for services—either Medicaid or private
insurance—are more likely to have a
USOQC. It is interesting to note the size of
the effects shown here: Hispanic adults on
Medicaid are three times as likely as the
uninsured to have a regular place to get
care, whereas the effect for those with pri-
vate coverage is more moderate.
Curiously, those with Medicare only (i.e.,
no supplemental coverage} are no more
likely than the uninsured to have a USOC.
Elderly persons without supplemental cov-
erage may be particularly vulnerable to
high medical expenses—not poor enough
to qualify for Medicaid yet unable to pur-
chase a private policy to fill in Medicare’s
gaps. On the other hand, it is likely that
some of those without supplemental cover-
age have chosen not to purchase addition-
al insurance because they perceive then-
selves as low users of care. Persons with
paid leave from work exhibit a higher like-
lihood of having a USOC than those who
work and do not have paid leave or those
who are unemployed. This effect is likely
to work in the following way: Paid leave
may enable persons to seek health care
more freely and thus be more likely to
have obtained a USOC. Conversely, indi-
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viduals without paid leave may not be able
to afford missing a day’s pay to seek health
care for themselves or their family.

It is particularly interesting to note that
neither of the variables used to capture cul-
tural differences that might affect care-
seeking behavior are significant when we
control for other factors. Lack of fluency in
English has no effect on having a USOC,
suggesting that entry into the system may
not be substantially more difficult for those
who speak Spanish only. And, in this multi-
variate context, a belief in one’s ability to
get well without a doctor had no influence
on one’s likelihood of having obtained a
regular provider of care. There was some
variation by national origin, however.
Compared with Mexicans, both Puerto
Ricans and Cubans were more likely to
report a USOC. These groups are more
likely to have third-party coverage for care
(Medicaid and private insurance, respec-
tively), but this effect is already controlled
for in the model.

Physician Visits

We used two separate equations to
examine the factors that determine the
level of use of physician visits: one for per-
sons with a USOC and the other for those
without a USOC (Table 5). Because the
distribution of physician visits has a large
number of zero values and is concentrated
at low integer values, we used a negative
binomial model based on a Poisson distrib-
ution (see the Data and Methods section
for more detail). We used primarily the
same independent variables as in the
USOC equation, under the assumptions
that personal and family characteristics,
health status, financial factors, and atti-
tudes and language are most likely to influ-
ence use. In addition, for the population
with a USOC, we had information on
whether individuals had a usual doctor at

their regular place of care and whether that
doctor spoke Spanish or was Hispanic.

Many of the same variables that influence
whether a person has a USOC also deter-
mine the level of physician care sought.
Females had more physician visits than did
males, regardless of whether they had a
USOC. For persons with a USOC, those who
were married had approximately 20 percent
more visits than those who were not, how-
ever, the number of children in the family
was negatively and significantly related to
the use of physician visits, even though per-
sons with children were 21 percent more
likely to have a USQOCS These latter two
variables were not significant determinants
of use for those without a USOC. It should
be noted again that the population without a
USOC is, on average, younger, predomi-
nantly male, less likely to be married, health-
ier, and more likely to be uninsured.

In both models (with and without a
USOC), two of the three health status vari-
ables were significant. For both variables,
the estimated coefficients were larger for
persons with no USOC than for those with
a USQC: For the former group, persons
limited in their activity had 61.8 percent
more doctor visits than those who had no
activity limitations, and persons with one
chronic condition or more used 50.5 per-
cent more visits than those with no report-
ed chronic conditions. Given a mean num-
ber of physician visits of 1.5 for this popu-
lation, however, these coefficients indicate
an increase of less than one visit annually
with a change in health status.

As expected, insurance status plays a
role in determining use of physician visits.
In the results shown in Table 5, persons
with either Medicaid or private coverage

9In the Poisson model, the coefficients reported can be inter-
preted as measuring the percent change in the expected value of
the number of visits for a one-unit change in the independent
variable, For a dichotomous variable such as married, a coeffi-
cient of 0.196 means that married persons have a 19.6 percent
higher mean number of visits than do non-married petsons.
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Table 5

Results of Poisson Model Regression: Number of Physician Visits for Hispanic Persons
With and Without a Usual Source of Care (USOC)

Estimated Cosfficient

Variable Description With USOC Without USOC
Age (18-44 Years Omitted)

45-64 Yoars 0.162 ¢.018
65 Years or Over 0.039 0.407
In Central Gity 0.023 0.171
Female *0.214 “**0.662
Married 10,196 0.334
Number of Children Under 18 Years in Family **.0.062 -0.002
Income (Natural Log) -0.009 -0.087
Education (Under 12 Years Omitted)

12 Years 0.040 -0.441
13 Years or More 0.168 **0.465
Health Status

Fair or Poor Health 0170 0.199
Limited in Moderate Activity **0.420 ***0.618
Presance of Chronic Condition ***.355 “**(.505
Employed With Paid Leave 0.085 0.210
Insurance Status (Uninsured Omitted)

Medicaid **+0.509 0.483
Medicare 0.163 -0. 705
Private **0.309 0.230
Speaks Spanish Only 0.003 -0.417
Can Get Well Without Help m*-0.282 -0.164
Usual Doctor

Speaks Spanish 0.145 —
Speaks English 0.210 —
Hispanic Origin Group {Mexican Omitted)

Puerto Rican -0.058 -0,105
Cuban -0.138 -0.727
Latin Amarican -0.049 -(.066
Other Qrigin -0.039 -0.056
Intercept **.1.065 -1.217
Statistics

Mean of Dependent Variable 3.46 1.51
Number of Observations 1,336 586
< 0.01,

NOTE: Laveals of significance indicated for two-tailed test as p < 0.041. We usa this siricter test because standard errors do not account for complex

survay dasign.

SQURCE: U.S. Public Health Service: National Medical Expenditure Survey, 1987,

use more physician services than do the
uninsured—this effect holds, however,
only for persons with a USOC. The esti-
mated coefficients for the two insurance
variables are of moderate size compared
with what might be expected, with persons
with Medicaid coverage having 50 percent
more visits and those with private coverage
having 31 percent more visits compared
with the uninsured. For persons with no
USOC, none of the insurance variables
appear to play a significant role in deter-
mining use. Perhaps, in this population,
where the average use is quite low, a visit
is only initiated when deemed absolutely
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necessary and, at that stage, other factors
become irrelevant (e.g., when persons are
very sick, they are less likely to be denied
care and less likely to avoid seeking care
for fear of being denied because they are
unable to pay). Other financial variables do
not have as strong an effect, even for those
with a USOC. Although income was a sig-
nificant predictor of having a USOC, it had
no effect on the number of physician visits.
Paid leave from work has no effect in
either of the equations, and persons cov-
ered by Medicare but with no supplemen-
tal coverage obtain no more visits than
the uninsured.



Of critical interest to this study is the
influence of language on use of services.
For those individuals with a USOC, being
a monolingual Spanish speaker has no
apparent effect on the level of use of
physician services. There is similarly no
effect from having a usual doctor who
speaks Spanish. In fact, persons with a
usual doctor who does not speak Spanish
have 21 percent more visits, on average,
than persons with no usual doctor; and
there was no difference in the number of
visits between persons with a usual doc-
tor who spoke Spanish and those with no
usual doctor.10 The country of origin also
has no effect on the level of use either for
those with or for those without a USOC.
Of these variables, which may control for
the level of cultural influence or degree
of assimilation, only the health belief
indicator is significant and only for those
with a USOC. As might be expected, per-
sons in this category who believe that
they can get well without a doctor have
fewer visits.

Probability of Having Blood
Pressure Checked

According to the U.S. Preventive
Services Task Force (1989), clinicians
should emphasize to their patients the
importance of periodic screening for high
blood pressure. Thus, although one would
expect individuals to differ with respect to
the number of physician visits based on
their demographic and health status char-
acteristics, there should be less of such
variation with regard to blood pressure

HWSeparate bivariate estimates indicate that persons with a USOC
but no usual doctor at that site had, on average, 4.3 visits. Those
with a USOC and a usual doctor who speaks Spanish had 5.0 vis-
its, whereas those with a USOC and a usual doctor who does not
speak Spanish had a mean visit count of 5.2. Thus, there may be
undetlying relationships (e.z., self-selection into one of these
groups) that account for the lack of a significant effect for those
with a Spanish-speaking physician in the multivariate model.

testing.!! The determinants of having one’s
blood pressure checked are also of partic-
ular interest within the Hispanic popula-
tion. As discussed earlier, there is some
empirical evidence that less assimilated
Hispanics are less likely than those more
assimilated to receive certain screening
exams. Although blood pressure is a
screening exam, it is one performed in the
course of a regular visit, with no need for a
separate appointment or special initiative
on the patient’s part. Thus, factors such as
fear of results or lack of understanding
physicians’ instructions should not play as
much of a role.

We have used the same independent
variables as in the physician visits equa-
tions to assess the determinants of having
had one’s blood pressure checked, as
shown in Table 6, The two columns pres-
ent results from equations for persons with
and without a USOC. Among all demo-
graphic subpopulations controlled for, only
gender has an effect on the likelihood of
having had one’s blood pressure checked.

Only one of the three health status vari-
ables is significant in these equations:
Persons with chronic health problems are
more than twice as likely as those with no
chronic conditions to have their blood
pressure checked, regardless of whether
they have a USOC. This may be due direct-
ly to their condition (e.g., many of these
people are likely to be hypertensive), or
their higher number of visits may lead to a
higher likelihood of having the test. For
persons with a USOC, private health insur-
ance coverage or enrollment in the
Medicaid program is positively related to
the dependent variable. Here, the effect of
private insurance, in contrast to the physi-
cian visits equation, is larger and stronger
than that of having Medicaid coverage; it is

UThe possibility that individuals were unable to accurately
report whether or not they had their blood pressure checked is
beyond the scope of this article.
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Table 6

Results of Logistic Regression: Whether Person Had Blood Pressure Checked
for Hispanic Persons With and Without a Usual Source of Care (USOC)

Estimated Coafficient

Variable Description With USQOC Without USOC
Age (18-44 Years Omittad)

45-64 Years 1.04 0.57
65 Years or Qver 1.11 0.85
In Central City

Femate 117 0.98
Married **2.03 1,49
Number of Children Under 18 Years in Family 1.16 1.34
Income (Natural Log) 1.05 Q.87
Education {Under 12 Years Omitted)

12 Years 1.01 1.1
13 Years or More 0.99 1.14
Healil: Status

Fair or Poor Health 1.21 109
Limitad in Moderate Activity 1.14 1.72
Presance of Chronic Condition 216 2,08
Employad With Paid Leave 1.22 *1.58
Insurance Status (Uninsured Omitted)

Medicaid *1.49 0.80
Medicare 149 1.04
Private w192 1.42
Speaks Spanish Only 1.02 0.70
Can Get Well Without Help *1.32 1.15
Usual Doctor

Speaks Spanish *1.42 —
Speaks English 112 —_
Hispanic Origin Group (Mexican Omitted)

Pueno Rican *1.52 2.0
Cuban 0.57 0.74
Latin American 098 1.25
Other Origin 1.23 073
Intercept *0.34 1.27
Statistics

Mesan of Depandent Variable 0.73 0.46
Numbar of Observations 1,336 589
* p<0.10.
“* p < 0.05.
=5 <0.01.

SOURCE: U.S. Public Healih Service: National Medical Expenditure Survey, 1987,

possible that this may be related to the site
of care, with persons having private cover-
age more likely to see an office-based
physician who, in turn, may be more likely
to check blood pressure.

Although previous research has report-
ed a particular access problem with
respect to preventive care for Hispanics,
persons who spoke Spanish only were no
less likely to have had their blood pressure
checked. As mentioned previously, a blood
pressure test differs from other screening
exams in that it takes place in the course of
a visit without need for special assent on
the part of the patient or a separate

appointment. Interestingly, persons with a
usual doctor that spoke Spanish were more
likely to have their blood pressure checked
than persons with no usual doctor, but per-
sons with a usual doctor who did not speak
Spanish were no more likely to have had
the test than those with no usual doctor
(the opposite result from the visits equa-
tion). This finding may provide support for
the importance of physician language in
the use of preventive services. A counter-
intuitive finding is that for those with a
USOC, the coefficient on the belief variable
is positive: Persons who believe they can
get well without a doctor are 30 percent
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more likely to get their blood pressure
checked. Perhaps these individuals are
more health conscious and proactive in
their care, increasing their likelihood of
getting preventive care and supportive of
their belief that they can get well without a
doctor’s help.

CONCLUSIONS

In this study, we have tried to examine
the relative effects of financial and cultural
determinants of access to care for the pop-
ulation of Hispanic adults. We have looked
at whether individuals have a usual place
that they go to for medical care when they
are sick, and we have examined their con-
tact with physicians. Estimating the likeli-
hood of having blood pressure checked in
a l-year period has demonstrated the rela-
tive effect of financial and cultural factors
on the use of one preventive service. To
test the hypothesis that cultural differ-
ences may inhibit entry into the health
care system and use of that system, we
were limited in our selection of variables.
We had information on individuals’ lan-
guage status, an indication of their confi-
dence in the health care system, and, for
those with a USOC, information on their
doctor’s language. In the five equations
described in this article, monolingual
Spanish speakers were not significantly dif-
ferent from English speakers in their likeli-
hood of having a USOC, in the number of
physician visits, or in the probability of hav-
ing had their blood pressure checked.

A number of changes have occurred
since 1987, the year these data were col-
lected. Foremost, the size of the Hispanic
population in the United States has grown
dramatically. On the other hand, the com-
position of the population (at least in terms
of the national origin categories used by
the U.S. Census Bureau) has changed only
moderately. Between 1987 and 1993, the

percent of Hispanics who reported Central
or South American ancestry increased
from 12.6 to 14.6 percent (U.S. Bureau of
the Census, 1988; 1994). There were small
decreases (approximately 1 percentage
point each) in the proportion of Hispanics
whose national origin was either Puerto
Rican or Cuban. According to the U.S.
Bureau of the Census, approximately 75
percent of Hispanics reported speaking
Spanish in their home in 1980 compared
with 77 percent in 1990. To the extent that
these changes in composition are indica-
tive of changes in demographic character-
istics, socioeconomic characteristics such
as earnings potential, and cultural charac-
teristics such as language spoken, more
recent Hispanic immigrants may have even
greater access problems than those
described here.

Moreover, there have been major
changes in the political climate. The grow-
ing importance of the Federal budget
deficit in the national policy debate has
prompted several initiatives with respect to
the provision of health services that would
affect access to care for Hispanics. First,
Medicare has been potentially targeted for
increases in beneficiary premiums that
could adversely affect those low-income
enrollees who do not have supplemental
coverage. Approximately one-third of elder-
ly Hispanics rely on Medicare as their only
source of coverage compared with about 10
percent of the elderly as a whole. More
importantly, there is serious discussion
concerning turning Medicaid over to the
States. Under that scenario, total public
funds spent on providing health services to
the poor are likely to decrease. This will
have a potentially large impact on use of
services for some segments of the Hispanic
population. Approximately 10 percent of
non-elderly Hispanic adults had Medicaid
coverage in 1987; for monolingual Spanish
speakers, that proportion was 16 percent
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(Schur and Albers, 1996). Finally, the State-
level initiatives that would deny publicly
funded services to undocumented immi-
grants (such as Proposition 187 in
California) would affect some proportion of
the population described in this study.

Two final caveats should be made. First,
there are clearly other dimensions of culture
and assimilation not captured here; data bases
that would allow for inclusion of these other
dimensions in a multivariate model of use
would be important in providing additional
evidence to inform policymakers. Second, it
should be noted that the set of relationships
being examined is quite complex, and some
avenues have not been fully explored. For
example, acculturation and language may be
antecedent variables acting through financial
variables: Persons who speak Spanish only
may be less able to acquire insurance which,
in turn, affects their use of services. If this is
the case, it is critical for policymakers to affect
barriers to care related to financial need as
well as cultural differences.

At the same time, we note that the vari-
ables used behaved in a consistent manner.
In all equations, financial indicators, pri-
marily insurance coverage, had a stronger
impact on use than did measures of cul-
ture. Moreover, financial factors were par-
ticularly important in predicting whether
an individual had a regular place to obtain
care. Finally, persons linked to a USOC
were consistently higher users of services.
These results suggest that policies aimed
at increasing access should emphasize
reducing financial barriers. Although mak-
ing services more culturally appropriate is
valuable, making them easier to pay for is
likely to have a bigger policy impact.

ACKNOWLEDGMENTS

This analysis is part of a larger project
on access to health care for Hispanic
Americans funded by RWJFE The authors

gratefully acknowledge the research sup-
port provided by the Foundation and, in
particular, the helpful input provided by
Joel C. Cantor, Director of Evaluation
Research for the Foundation at the time
the research presented here was per-
formed. The authors also appreciate the
insights provided by Frank Beadle de
Palomo and the assistance of William N.
Evans of the University of Maryland. Our
thanks also go to Lori Melichar, Research
Assistant at CHA, and to Debbie Standifer
Francis and Artiss McDonnell for their
preparation of the manuscript.

REFERENCES

Aday, LL., Fleming, G.V., and Andersen, R.: Access
to Medical Care in the US.: Who Has It, Who
Doesn’t. Pluribus Press Inc. Chicago. 1984.

Aday, LA., Andersen, R., and Fleming, G.V.: Health
Care in the US.: Equitable for Whom? Sage
Publications. Beverly Hills, CA. 1980.

Andersen RM., Giachello, AL, and Aday, L.A:
Access of Hispanics to Health Care and Cuts in
Services: A State of-the-Art-Overview, Public Health
Reports 101(3):238-252, 1986.

Andersen, RM., Lewis, S.Z., Giachello, AL, et al.:
Access to Medical Care Among the Hispanic
Population of the Southwestern United States,
Journal of Health and Social Behavior 22:78-89,
March 1981,

Berk, M.L., Albers, L.A, and Schur, C.L.. The
Growth in the U.S. Uninsured Population: Trends
in Hispanic Subgroups. American Journal of Public
Health, 1996 April (in press).

Edwards, W.S., and Berlin, M.: National Medicai
Expenditure Survey: Questionnaires and Data
Collection Methods for the Household Survey and the
Survey of American Indians and Alaska Natives.
DHHS Pub. No. (PHS)89-3450. Public Health
Service, National Center for Health Services
Research and Health Care Technology Assessment.
Rockville, MD. 1989,

Estrada, A., Trevino, EM., and Ray, L.: Health Care
Utilization Barriers Among Mexican Americans:
Evidence From HHANES 1982-84. American
Journal of Public Health 80(Supplement}:27.31,
December 1990.

Greene, WH.: Econometric Analysis. Macmillan
Publishing Co. New York, 1990,

HEALTH CARE FINANCING REVIEW/Winter 1995/ Volume 17, Number 2 .1



Harlan, L.C., Bernstein, A.B., and Kessler, L.G.:
Cervical Cancer Screening: Who is Not Screened
and Why? American Journal of Pubiic Healith
81(7):885-890, July 1991,

Hausman, J., Hall, B., and Griliches, Z.
Econometric Models for Count Data With an
Application to the Patents—R&D Relationship.
Econometrica 52:909-938, 1984.

Hayward, R.A., Bernard, AM., Freeman, HE., and
Corey, C.R.: Regular Source of Ambulatory Care
and Access {0 Health Services. American Journal of
Public Health 81(4):434-438, April 1991

Marks, G., Solis, J., Richardson, J.L., et al.: Health
Behavior of Elderly Hispanic Women: Does
Cultural Assimilation Make a Difference? American
Journal of Public Health 77(10):1315-1319, October
1987.

Molina, C.W., Zambrana, R.E,, and Aguirre-Molina,
M.: Latino Health in the U.S.: A Growing Challenge.
Washington, DC. American Public Health
Association, 1994,

Perez-Stable, E.]., Otero-Sabogal, R., Sabogal, F, et
al: Self-Reported Use of Cancer Screening Tests
Among Latinos and Anglos in a Prepaid Health
Plan. Archives of Internal Medicine 154(10):1073-81,
May 1994,

Schur, CL., and Albers, L.A: Language, Socio-
Demographics, and Health Care Use of Hispanic
Adults. Journal of Health Care for the Poor and
Underserved: 7(2), In press.

Schur, C.L., Bernstein, A.B., and Berk, M.L.
The Importance of Distinguishing Hispanic
Subpopulations in the Use of Medical Care. Medical
Care 25(7):627-641, July 1987.

Solis, J.M., Marks, G., Garcia, M., and Shelton, D.;
Acculturation, Access to Care, and Use of
Preventive Services by Hispanics: Findings From
HHANES 1982-84. American Journal of Public
Health 80(Supplement):11-19, December 1990.

Shah, B.V.,, Barnwell, B.G., and Bieler, G.5.
SUDAAN Users’s Manual: Software for Analysis of
Correlated Data, Release 6.4.0. Research Triangle
Institute. Research Triangle Park, NC. 1995,

Short, PF, Cornelius, L.J., and Goldstone, D.E.;

- Health Insurance of Minorities in the United States.

Journal of Health Care for the Poor and Underserved
1(1):9-24, Summer 1990,

Trevino, EM., and Moss, AJ.: Health Indicators for
Hispanic, Black, and White Americans. Vital and
Heaith Statistics 10(148). National Center for Health
Statistics. Hyattsville, MD. 1984,

U.S. Bureau of the Census: The Hispanic
Population in the United States: March 1993,
Current Population Reports Series P-20, No. 475.
U.S. Department of Commerce, 1994,

U.S. Bureau of the Census: The Hispanic
Population in the United States: March 1986 and
1987, Curvent Population Reports Series P-20, No.
434. U.5. Department of Commerce, 1988.

U.S. Preventive Services Task Force: Report of the
U.S. Preventive Services Task Force: Guide to Clinical
Preventive Services. Washington, DC. May 1, 1989.

Valdez, B.R., Morgenstern, H, et al.: Insuring
Latinos Against the Costs of Illness. Journal of the
American Medical Association 269(7):889-95, 1993,

Reprint Requests: Claudia L. Schur, Ph.D., Project HOPE Center
for Health Affairs, 7500 Old Georgetown Road, Suite 600,
Bethesda, Maryland 20814.

88 HEALTH CARE FINANCING REVIEW/Winter 1995/ Volume 17, Number 2





