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Introduction: Discrimination can compromise access to and utilization of health care and lead to
poorer health. As such, it is important to understand the factors associated with experiences of dis-
crimination in health care.

Methods: Using data from the 2015 to 2017 California Health Interview Survey (n = 63,100), this
study examined whether insurance types and sites of usual sources of care were associated with rea-
sons for perceived discrimination in health care and whether the reasons were associated with delaying
health care. Odds of study outcomes were calculated among insured adults using logistic regressions.
Insurance coverage types and sites of usual sources of care were the main independent variables. Six
reasons for lifetime discrimination in health care were examined: 1) dissatisfaction with the health
care system, 2) race or skin color, 3) age, 4) way the participant speaks English or other barrier to
communication, 5) insurance status or type, and 6) income or education.

Results: Adults with Medicaid perceived more discrimination due to race or skin color relative to
those with employer-sponsored coverage. This association does not vary by race/ethnicity. Perceived
discrimination due to 1) dissatisfaction with the health care system, 2) insurance status or type, and 3)
barriers to communication were each associated with increased delays in getting needed medical care.

Conclusions: Findings highlight potential insurance types and sources of care that could contribute
to perceptions of being discriminated. ( J Am Board Fam Med 2020;33:580–591.)

Keywords: Access to Health Care, California, Ethnic Groups, Health Insurance, Insurance Coverage, Logistic

Models, Medicaid, Racism, Surveys and Questionnaire

Introduction
Experiences of discrimination, or feeling that one
has been treated unfairly relative to another group,1

can lead to biopsychosocial stress on the body that
is associated with poor health,2,3 especially when
repeated over time.4 This discrimination can be
due to several different characteristics (eg, race,

ethnicity, insurance status, income, education, gen-
der). Because discrimination may be associated with
other stressful life events, a compounded effect on
the body that contributes further to poor health can
result.5,6 Discrimination is associated with negative
health conditions such as increased psychological
distress, increased mortality, mental illness, cancer,
hypertension, cardiovascular disease, obesity, well-
being, and risky health behaviors.7–13 In the case of
a specific reason for discrimination, discrimination
due to race and ethnicity largely contributes to the
existing health disparities in the United States, and,
thus, understanding the effect of discrimination on
population health is of great interest to the field of
public health.14

Apart from the stressful toll discrimination can
take on the body, research also suggests that it may
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lead individuals to use health care suboptimally,
thereby negatively impacting health further.15 For
example, individuals who experience discrimination
in a health care setting are less likely to receive pre-
ventive services such as cholesterol testing, eye
exams for diabetes, flu shots, and cancer screen-
ings.16,17 These individuals also underutilize health
services related to prescriptions, medical care, and
mental health.18,19

Discriminatory experiences also have the poten-
tial to impact negatively the health care experience.
Individuals who report experiences of discrimina-
tion in health care have higher rates of problems
with the care they receive.20 Racial and ethnic mi-
nority groups report higher rates of discrimination
in health care than their non-Latino white counter-
parts,21–25 which perhaps contributes to the lack of
trust minority groups express in the health care sys-
tem as a whole.26 These negative experiences may
promote poorer health, as they further dissuade
affected groups from engaging in health care, which
potentially exacerbates the heightened health risks
they already experience.27

Apart from race and ethnicity, there is also evi-
dence that discrimination in health care may occur
because of other factors such as gender, age, and in-
surance type. For example, among patients suffer-
ing from ischemic heart disease, female patients
may receive significantly fewer secondary preven-
tive therapies than their male counterparts, despite
their more frequent use of health services, and this
potentially exposes them to a higher risk of myocar-
dial infarction and mortality.28,29 In addition,
approximately one fifth of older Americans report
experiencing age-based discrimination in health
care.30 Elderly patients are less likely to receive rec-
ommendations related to physical activity from
their physicians even after accounting for mobility
limitations,31 which could suggest differential treat-
ment of patients based on age. Finally, reporting
discrimination in health care due to insurance is
associated with higher levels of forgoing care due to
costs32 and lower rates of receiving postpartum
care.33

Similarly, the implementation of the Patient
Protection and Affordable Care Act (ACA) intro-
duced provisions to the American health care system
that increased the number of people who were
insured by offering new ways by which insurance
could be obtained. In particular, Medicaid expansion
has allowed more lower-income individuals to gain

insurance coverage, and the insurance exchanges
have allowed individuals to purchase private insur-
ance coverage with government subsidies.34–37 The
extent to which these changes to the health care sys-
tem have impacted who experiences discrimination
in health care remains unknown. Specifically, the
newly insured and the new coverage options may
result in differential exposure to discrimination
within health care, and insurance coverage options
or other characteristics of the health care setting
may systematically attract populations with lower or
higher prior burden of discrimination in health
care.38

Given that discrimination is an important social
determinant of health care utilization, recent work
has started examining whether particular character-
istics of health care are associated with perceived
discrimination in health care. Specifically, coverage
under Medicare and Medicaid is associated with
higher reports of racial or ethnic discrimination in
health care.38 Likewise, recipients of public insur-
ance programs are more likely to report discrimina-
tion in health care due to insurance type.32 In
addition, seeking care in the emergency department
(ED) is associated with higher reports of racial or
ethnic discrimination in health care. However, the
research in this area has focused primarily on exam-
ining 1 type of discrimination at a time.32,38,39

Therefore, this study extends the literature by
examining whether types of insurance coverage and
locations of usual sources of care were associated
with different types of discrimination in health
care. In addition, this study examined whether the
effect of insurance type on discrimination due to
race was moderated by race/ethnicity. Finally, this
study examined the extent to which different types
of discrimination were associated with utilization of
health care services.

Methods
Data Source

This study used pooled data from the 2015 through
2017 adult California Health Interview Survey
(CHIS). This telephone survey is administered
annually to adults (18 years and over) residing in
California.40 To be representative of the state and
several key demographic or geographic groups, par-
ticipants were selected using random-digit dial of
cellphones and landlines and using Japanese and
Korean surname lists. CHIS was administered in
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English, Cantonese, Korean, Mandarin, Spanish,
Tagalog, and Vietnamese. Missing data for most
variables were imputed by CHIS researchers.40

Data were not imputed for all variables when proxy
interviews were used (ie, questions were answered
by another person on behalf of the respondent).
For example, proxy interviews did not ask questions
on discrimination; thus, missing data in these cases
were not imputed.

The total number of participants for the 3 cycles
of CHIS included in this study was 63,242. After
excluding cases of missing data (eg, because the
interview was complete via a proxy) on any study
variable, 63,100 participants remained.

Variables

The main variable of interest in the analyses was
lifetime perceived discrimination in health care.
This functioned as the independent variable in
some analyses and the dependent variable in other
analyses. Participants were asked “Over your entire
lifetime, how often have you been treated unfairly
when getting medical care?” Response options were
“Never,” “Rarely,” “Sometimes,” or “Often.” Those
who responded with “Rarely,” “Sometimes,” or
“Often” were coded as having perceived discrimina-
tion in health care in their lifetimes, for any reason.
Participants were then asked to indicate the main
reasons for this unfair treatment. Dichotomous vari-
ables were created for the 6 most common
responses. These were the following: 1) dissatisfac-
tion with the health care system, 2) race or skin
color, 3) age, 4) way the participant speaks English
or other barrier to communication, 5) insurance sta-
tus or type, and 6) income or education. These cate-
gories comprised the 6 most common responses
given by survey participants. Responses were elicited
by giving participants specific reasons for discrimi-
nation. These reasons were because of 1) ancestry
and national origin, 2) gender or sex, 3) race or skin
color, 4) age, or 5) the way the respondent speaks
English. In addition, respondents were allowed to
name their own bases of discrimination. CHIS
researchers then recoded responses into categories.
In CHIS data that are publicly available for analyses,
the verbatim reasons for discrimination (if the re-
spondent gave their own reason) and the original
response options were not available. Consequently,
the information contained in the response categories
used for the analyses are a function of responses
given by participants and recoding by the CHIS.

Thus, for the present study, we do not know what
responses were coded into the “dissatisfaction with
the health care system” category.

For some analyses, there were 2 main independ-
ent variables, type of current health insurance cov-
erage and location of usual source of care. Types of
insurance coverage were the following: 1) employer
sponsored coverage, 2) private insurance coverage
purchased through Covered California (the health
insurance exchange in California), 3) private insur-
ance coverage not purchased through Covered
California (ie, the open-market/off-exchange), 4)
Medicaid (called MediCal in California), 5) Medicare
and Medicaid in combination, 6) Medicare alone or
in combination with any other non-Medicaid insur-
ance, and 7) other publicly funded insurance pro-
grams, and 8) uninsured. Employer-sponsored
coverage served as the reference category in the
analyses. The coding was consistent with a prior
published study.38 Usual sources of care consisted of
the following categories: 1) no usual source of care;
2) doctor’s office, health maintance organization
(HMO) or Kaiser (a specific HMO); 3) ED; 4) clinic
or health center; and 5) other or no one place.

Some analyses had the inability to receive
needed health care as the dependent variable of in-
terest. These variables were the following: 1)
delayed or forwent needed medical care in the past
12months for a reason other than costs or lack of
insurance and, 2) delayed or forwent needed pre-
scription drugs in the past 12months for a reason
other than costs or lack of insurance.

Finally, multivariable regression analyses in-
cluded several variables as potential confounders,
with a focus on known correlates of perceiving
discrimination that were observed in a prior
related publication using CHIS data.22 Gender
(male vs female), educational attainment (at least
a bachelor’s degree vs less than bachelor’s
degree), limited English proficiency (yes vs no)
and urban or rural residence were measured as di-
chotomous indicators. Lifetime diagnoses of a
chronic health condition (yes vs no) was included
in analyses and created by combining responses
for lifetime diagnoses of asthma, diabetes, high
blood pressure, or heart disease into a single item.
Race/ethnicity (non-Latino “White,” Latino,
non-Latino “Black,” and Asian or other), citizen-
ship status (US-born citizen, naturalized citizen,
or noncitizen), age (18 to 29 years, 30 to 39 years,
40 to 49 years, 50 to 59 years, 60 to 69 years, or
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70 years and over), household income as a percent
of the federal poverty level (0% to 138%, 139%
to 249%, 250% to 399% or 400% and higher),
health status (excellent, very good, good, and fair,
or poor), visual or hearing problem or impair-
ment (yes or no), and survey year were included
as categorical independent variables. While some
of these variables are similar to the reasons for
discrimination uses in this study, they represent
respondent characteristics and not the reasons for
perceived discrimination in health care.

Analyses

All analyses were conducted using Stata 16.0
(StataCorp, College Station, TX), using jackknife
replicate weights to account for the complex survey
design of the CHIS. Univariate statistics were cal-
culated for all study variables. Logistic regression
analyses were used to calculate adjusted odds ratios
(AORs) and 95% CIs for each of the 6 different rea-
sons given for perceiving discrimination in health
care and for perceiving discrimination for any rea-
son. In these analyses, insurance type and location
of usual source of care were the main independent
variables of interests. Analyses adjusted for the con-
founders described above. Post-hoc tests were used
to compare outcomes for private health insurance
purchased through covered California and insur-
ance purchased off-exchange. Interaction terms
between insurance type and race/ethnicity were
also tested for perceived discrimination due to race
or skin color and discrimination for any reason.

Separate logistic regression analyses calculated
AORs of delaying or forgoing care, while adjusting
for confounders, insurance type, and location of usual
source of care. In these analyses, the reasons for per-
ceiving discrimination in health care were the inde-
pendent variables of interest. Separate logistic
regression models were fitted for each of the reasons.

Results
Table 1 shows the weighted sample characteris-
tics. Over a fourth of participants perceived dis-
crimination in health care in their lifetimes
(28.52%). The most common reason for this dis-
crimination was due to dissatisfaction with the
health care system (5.63%). A plurality of partici-
pants received health insurance through their
employers (42.00%). The most common place for
usual source of care was in a doctor’s office or

HMO (54.95%). A small minority of participants
had delayed or did not get needed prescriptions
(5.59%) or medical care (6.77%). Most partici-
pants were US-born citizens (68.69%), women
(51.17%), English proficient (74.37%), did not
have a lifetime diagnosis of chronic disease
(56.83%), did not have a visual or hearing prob-
lem or impairment (92.05%), and lived in an
urban area (89.95%). A plurality of participants
was White (41.53%), between 18 and 29 years old
(22.10%) and had a household income 400% of
federal poverty level and higher (42.00%).

Table 2 shows the odds of perceiving different
types of discrimination in health care in the par-
ticipants’ lifetimes by insurance type and usual
source of health care. Participants receiving
Medicaid had higher odds of perceiving any kind
of discrimination in health care (AOR= 1.28; 95%
CI, 1.10 to 1.50) and discrimination due to race
or skin color (AOR= 1.41; 95% CI, 1.04 to 1.90),
relative to those with employer-sponsored cover-
age. Participants with private health insurance
purchased off-exchange had lower odds of per-
ceiving discrimination in health care due to their
dissatisfaction with the health care system
(AOR= 0.65; 95% CI, 0.43 to 0.99), relative to
those with employer-sponsored coverage. Those
who reported the ED as their usual source of care
had higher odds of experiencing discrimination in
health care for any reason (AOR= 1.54; 95% CI,
1.12 to 2.10), relative to those who reported a
doctor’s office or HMO as their usual sources of
health care. Those who had claimed “other” or no
one place as their usual source of care had higher
odds of experiencing discrimination in health care
due to dissatisfaction with the health care system
(AOR= 2.16; 95% CI, 1.03 to 4.51), relative to
those who had a doctor’s office or HMO as their
usual sources of health care.

Table 3 shows the interaction between insurance
type and race/ethnicity on perceived discrimination,
for respondents of all races. Here, the odds ratio for
“Medicaid” indicates that, among non-Latino
Whites, those with Medicaid had higher odds of
perceiving discrimination due to race or skin color
when compared with non-Latino Whites with
employer-sponsored coverage (AOR= 3.49; 95%
CI, 1.97 to 6.15). For the race/ethnicity odds ratios,
these indicate that among those on employer-spon-
sored coverage, Latinos (AOR= 5.41; 95% CI, 3.06
to 9.55), Blacks (AOR=20.32; 95% CI, 10.73 to
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Table 1. Sample Characteristics, Adult California Health Interview Survey, 2015–2017 (n = 63,100)

N % SE

Perceived discrimination in health care
No 44,619 71.48 0.6
Yes 18,481 28.52 0.6

Main reason for discrimination in health care
Did not experience discrimination 44,619 71.48 0.6
Dissatisfaction with the health care system 4,476 5.63 0.3
Race or skin color 2,709 5.23 0.25
Age 1,979 2.44 0.18
Way respondent speaks English or other barrier to communication 1,358 3.19 0.18
Insurance status or type 1,308 2.07 0.14
Income or education 991 1.52 0.12

Type of insurance coverage
Employer-sponsored coverage 20,646 42 0.58
Medicaid 10,062 21.25 0.4
Private coverage, Covered California 1,726 3.08 0.18
Private coverage, off-exchange 2,028 3.88 0.25
Medicare and Medicaid 5,464 5.5 0.17
Medicare alone or with other insurance 18,392 13.46 0.23
Other public sponsored coverage 761 1.4 0.12
Uninsured 4,021 9.43 0.29

Delayed or didn’t get needed prescription in past 12 months
No 59,472 94.41 0.26
Yes 3,628 5.59 0.26

Delayed or didn’t get needed medical care in past 12 months
No 58,609 93.23 0.27
Yes 4,491 6.77 0.27

Site of usual source of care
Doctor’s office or HMO 38,851 54.95 0.46
No usual source of care 6,809 15.24 0.34
Clinic or health center 15,878 26.99 0.41
Emergency room 909 1.79 0.17
Other or no one place 653 1.02 0.11

Race/ethnicity
White 36,816 41.53 0.04
Latino 15,021 35.51 0.01
Black 3,284 5.59 0
Asian 5,555 14.3 0.01
Other 2,424 3.07 0.04

Citizenship status
US-born citizen 48,551 66.69 0.43
Naturalized citizen 8,688 17.59 0.34
Noncitizen 5,861 15.72 0.36

Limited English proficiency
No 52,100 74.37 0.47
Yes 11,000 25.63 0.47

Gender
Male 27,563 48.83 0.01
Female 35,537 51.17 0.01

Continued
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37.75), Asians (AOR=4.85; 95% CI, 2.86 to 8.25)
and those in the other race category (AOR=10.71;
95% CI, 5.28 to 21.29) had higher odds of perceiv-
ing discrimination due to race when compared with
non-Latino Whites. However, there was no signifi-
cant interaction between insurance type and race/
ethnicity in this model (P= .0515); thus the individ-
ual coefficients for interaction terms should not be
interpreted. For discrimination for any reason, there
was also no significant interaction between insur-
ance type and race/ethnicity (P= .2298).

Table 4 shows odds of delaying or forgoing
needed health care in the past 12months for a
reason other than costs, with different reasons for

discrimination as the independent variables of in-
terest. Each AOR in the table represents a differ-
ent model. Discrimination due to dissatisfaction
with the health care system (AOR= 1.66; 95% CI,
1.28 to 2.15), race or skin color (AOR= 1.69; 95%
CI, 1.17 to 2.46) and for any reason (AOR= 1.75;
95% CI, 1.48 to 2.07) were associated with higher
odds of delaying or forgoing needed prescrip-
tions. Discrimination due to dissatisfaction with
the health care system (AOR= 1.79; 95% CI, 1.38
to 2.33), way the participant speaks English or
other communication barrier (AOR= 1.97; 95%
CI, 1.33 to 2.92), insurance status or type
(AOR= 1.61; 95% CI, 1.08 to 2.25) and for any

Table 1. Continued

N % SE

Educational attainment
Less than bachelor’s degree 37,168 61.92 0.38
Bachelor’s degree or above 25,932 38.08 0.38

Age, y
18–29 8,368 22.1 0
30–39 6,384 18.02 0
40–49 7,306 17.26 0
50–59 11,166 16.43 0.2
60–69 13,660 14.16 0.35
701 16,216 12.01 0.3

Household income (as % of FPL)
0–138% of FPL 15,169 26.6 0.57
139–249% of FPL 10,822 17.26 0.37
250–399% of FPL 10,067 16.13 0.42
400% of FPL and higher 27,042 40 0.04

Urban or rural residence
Rural 11,758 9.96 0.36
Urban 51,342 90.04 0.36

Health status
Excellent, very good, or good 49,205 77.91 0.44
Fair or poor 13,895 22.09 0.44

Visual or hearing problem or impairment
No 6,743 7.95 0.24
Yes 56,357 92.05 0.24

Chronic condition
No 30,088 56.83 0.44
Yes 33,012 43.17 0.44

Survey year
2015 21,034 33.12 0
2016 20,916 33.34 0.01
2017 21,150 33.54 0

FPL, Federal poverty level; SE, standard error; HMO, health maintenance organization.
All frequencies and standard errors are weighted. Sample sizes are unweighted.
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Table 3. Logistic Regression Models for Odds of Perceiving Discrimination in Health Care, by Reason for

Discrimination with Interactions by Race (n = 63,100)

Reason for discrimination

Race or Skin Color Any Reason

AOR 95%CI AOR 95%CI

Type of insurance coverage
Employer-sponsored coverage Reference Reference
Medicaid 3.49 (1.97, 6.15) 1.81 (1.42, 2.30)
Private coverage, Covered California 0.93 (0.30, 2.88) 1.33 (0.80, 2.21)
Private coverage, off-exchange 0.85 (0.25, 2.96) 1.21 (0.89, 1.63)
Medicare and Medicaid 2.41 (0.96, 6.04) 1.54 (1.07, 2.23)
Medicare alone or with other insurance 0.54 (0.25, 1.16) 1.18 (0.94, 1.47)
Other public sponsored coverage 0.40 (0.06, 2.84) 0.99 (0.62, 1.61)
Uninsured 2.64 (0.24, 29.15) 1.16 (0.71, 1.91)

Race/ethnicity
White Reference Reference
Latino 5.41 (3.06, 9.55) 1.17 (0.97, 1.41)
Asian 4.85 (2.86, 8.25) 0.76 (0.59, 0.98)
Black 20.12 (10.73, 37.75) 1.94 (1.31, 2.89)
Other 10.60 (5.28, 21.29) 1.59 (1.18, 2.14)

Type of insurance coverage*Race/ethnicity
Medicaid*Latino 0.40 (0.20, 0.81) 0.59 (0.44, 0.80)
Medicaid*Asian 0.27 (0.11, 0.69) 0.62 (0.37, 1.05)
Medicaid*Black 0.37 (0.17, 0.83) 0.55 (0.32, 0.94)
Medicaid*Other 0.23 (0.08, 0.63) 0.77 (0.42, 1.38)
Private coverage, Covered California*Latino 1.57 (0.36, 6.91) 0.84 (0.37, 1.88)
Private coverage, Covered California*Asian 0.84 (0.08, 8.61) 1.12 (0.39, 3.19)
Private coverage, Covered California*Black 1.00 (0.16, 6.34) 0.96 (0.29, 3.11)
Private coverage, Covered California*Other 0.07 (0.01, 0.55) 0.56 (0.13, 2.48)
Private coverage, off-exchange *Latino 0.64 (0.11, 3.78) 0.57 (0.29, 1.14)
Private coverage, off-exchange*Asian 1.07 (0.18, 6.36) 0.66 (0.24, 1.86)
Private coverage, off-exchange*Black 0.91 (0.15, 5.65) 0.36 (0.10, 1.26)
Private coverage, off-exchange*Other 0.17 (0.00, 6.07) 0.49 (0.15, 1.61)
Medicare and Medicaid*Latino 0.46 (0.14, 1.53) 0.59 (0.38, 0.91)
Medicare and Medicaid*Asian 0.41 (0.08, 2.07) 0.52 (0.24, 1.12)
Medicare and Medicaid*Black 0.51 (0.11, 2.50) 0.56 (0.31, 1.00)
Medicare and Medicaid*Other 0.47 (0.11, 2.49) 1.26 (0.51, 3.13)
Medicare alone or with other insurance*Latino 1.41 (0.47, 4.24) 0.70 (0.47, 1.06)
Medicare alone or with other insurance*Asian 1.86 (0.49, 7.00) 1.07 (0.64, 1.80)
Medicare alone or with other insurance*Black 2.20 (0.86, 5.51) 0.70 (0.42, 1.16)
Medicare alone or with other insurance*Other 2.01 (0.54, 7.39) 1.11 (0.62, 2.00)
Other public sponsored coverage*Latino 0.91 (0.06, 13.11) 1.13 (0.48, 2.66)
Other public sponsored coverage*Asian 4.51 (0.20, 96.67) 1.75 (0.44, 6.89)
Other public sponsored coverage*Black 0.79 (0.06, 10.79) 0.89 (0.27, 2.95)
Other public sponsored coverage*Other 1.76 (0.14, 22.34) 0.60 (0.15, 2.43)
Uninsured*Latino 0.45 (0.03, 6.38) 0.76 (0.44, 1.32)
Uninsured*Asian 0.49 (0.04, 6.73) 0.67 (0.27, 1.66)
Uninsured*Black 0.36 (0.02, 5.58) 0.80 (0.29, 2.16)
Uninsured*Other 0.13 (0.01, 2.74) 0.68 (0.29, 1.57)

Continued
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reason (AOR= 2.04; 95% CI, 1.70 to 2.44) were
associated with higher odds of delaying or for-
going needed health care.

Discussion
This study observed that insurance type and sources
of care are associated with lifetime perceptions of
discrimination in health care. Perceived discrimina-
tion in health care was higher for those whose regu-
lar source of care is the ED relative to those whose
regular source of care is a doctor’s office or HMO,
but it did not vary substantially once specific rea-
sons for discrimination were considered. In addi-
tion, participants receiving Medicaid were more
likely to perceive discrimination in health care, with

race or skin color being the only specific reason,
when compared with their counterparts with
employer-sponsored coverage. This supports prior
work that observed that Medicaid patients reported
lower satisfaction when compared with individuals
with other types of insurance.41 The present study
built on prior research that focused solely on racial
and ethnic discrimination and showed that individ-
uals with Medicaid were more likely to report per-
ceiving racial or ethnic discrimination in health
care. However, this prior work also showed dispar-
ities between other publicly funded insurance pro-
grams and employer sponsored coverage. The
divergent findings may represent the difference
between asking about racial and ethnic discrimina-
tion via a 1-stage approach (eg, asking only about

Table 4. Logistic Regression Models for Odds of Delaying Medical Needed Medical Care or Prescription Drugs in

the Past 12 Months, by Reason for Discrimination (n = 63,100)

Delayed or Did Not Get
Needed Prescriptions in Past

12 Months

Delayed or Did Not Get
Needed Medical Care in Past

12 Months

AOR 95%CI AOR 95%CI

Reason for Discrimination
Dissatisfaction with the health care system 1.66 (1.28, 2.15) 1.79 (1.38, 2.33)
Race or skin color 1.69 (1.17, 2.46) 1.13 (0.80, 1.59)
Age 1.30 (0.87, 1.96) 1.41 (1.00, 1.99)
Way respondent speaks English or other
barrier to communication

1.06 (0.56, 1.84) 1.97 (1.33, 2.92)

Insurance status or type 0.92 (0.61, 1.39) 1.61 (1.11, 2.35)
Income or education 1.35 (0.83, 2.20) 1.61 (0.96, 2.71)
Any reason 1.75 (1.48, 2.07) 2.04 (1.70, 2.44)

Significant associations denoted in bold, at P< .05.
AOR, adjusted odds ratio.
95%CI = 95% confidence interval.
All models control for race, citizenship status, gender, educational attainment, age, household income, health status, diagnosis of
chronic conditions, visual or hearing problem or impairment, survey year, and urban or rural residence.
Each row in the table represents a separate model.

Table 3. Continued

Reason for discrimination

Race or Skin Color Any Reason

AOR 95%CI AOR 95%CI

Overall Test for Insurance Type* Race Interaction
F P-Value F P-Value
1.52 0.0515 1.33 0.1354

AOR, adjusted odds ratio.
Significant associations denoted in bold, at P< .05.
95%CI = 95% confidence interval.
All models control for race, citizenship status, gender, educational attainment, age, household income, health status, diagnosis of
chronic conditions, visual or hearing problem or impairment, survey year, and urban or rural residence.
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racial and ethnic discrimination) and a 2-stage
approach (eg, asking about discrimination more
broadly, and then asking for the main reason for
this discrimination).42

Discrimination for any reason was associated
with increased odds of delaying or not getting
needed prescription medications or medical care.
Discrimination, in general, was associated with
more delays in health care utilization. When
examining specific reasons for discrimination, dis-
satisfaction with health care was the only one
associated with delaying or forgoing both needed
prescriptions and medical care. As such, patients
may avoid receiving health care if they perceive
that their expression of dissatisfaction with health
care will be negatively perceived by their pro-
viders, which potentially leads to a feedback loop
that further makes individuals dissatisfied with
the health care system. Conversely, these individ-
uals may be receiving low-quality care, which
fuels negative attitudes about the health care sys-
tem and subsequently makes them more likely to
be discriminated against and more likely to avoid
seeking health care. Furthermore, we found that
the different reasons for discrimination had dif-
ferent effects on health care. Interestingly, per-
ceived discrimination due to race or skin color
was associated with only delay of prescriptions,
which is contrary to previous findings that
showed race was associated with delays in getting
prescriptions and medical care.38 Again, this may
be attributable to the use of the 2-step approach
to measuring racial discrimination in this study.

The 2-stage approach allowed for us to examine
insurance disparities in perceived discrimination
attributed to reasons other than race or ethnicity.
First, adults with coverage off-exchange were less
likely to perceive discrimination due to dissatisfaction
with health care services relative to those with
employer sponsored coverage. However, no differen-
ces were observed between private coverage pur-
chased off-exchange and purchased through Covered
California. This suggests that on- and off-exchange
plans are attracting patients with similar prior histor-
ies of discrimination or provide access to health care
with comparable levels of discrimination. In addition,
findings suggest that there is variability in exposure
and burden of discrimination between private health
insurance purchased by individuals and group plans
purchased by employers. This builds on a growing
base of research showing disparities in outcomes and

health care experiences between private insurance
offerings in the ACA era.37,43

When examining the impact of perceived dis-
crimination specifically, our study showed that
the impact of insurance type on discrimination
due to race or skin color did not depend on race/
ethnicity. This is consistent with prior work that
measured racial discrimination using a 1-stage
approach.38

This study has limitations that need to be con-
sidered when interpreting results. First, CHIS data
are self reported; thus, potential reporting biases
may exist. Second, the cross-sectional nature of the
study makes it difficult to determine the exact chain
of causation among the variables we studied. For
instance, the measure of discrimination is lifetime
and the sources of care and insurance types are past
year. Third, this study may not be generalizable to
all states in the US, particularly because some states
did not implement the ACA in the same way and
may have different demographic characteristics.
However, relative to prior work the racial diversity
of the CHIS sample allowed for the examination of
the impact of perceived discrimination among mul-
tiple racial and ethnic minority groups. Finally, the
measure of discrimination in health care does not
provide information on the characteristics of the
individuals the respondents see as perpetuating the
discrimination. For example, non-Latino White
individuals may report discrimination due to race
or skin color directed at them by a non-White indi-
vidual. As such, we do not know whether experien-
ces of discrimination in health care mean the same
thing for members of the majority group.

Conclusions
This study observed that, even considering substan-
tial health care reform, the experiences patients
have in the health care setting vary systematically.
Because this seems to be conditioned, at least in
part, on the type of insurance a person has and
where he or she receives health care, future reforms
to the health care system are needed that provide a
stronger overhaul of health care quality and must
be better at addressing the effects of patients’ prior
experiences with health care. In particular, because
patients with several different public insurance cov-
erage options experienced a higher burden of dis-
crimination, not addressing these problems will
disproportionally affect populations that are poorer
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and experience worse social determinants of health
(eg, Medicaid enrollees). Furthermore, while per-
ceived discrimination has a negative effect on health
care utilization, our study suggests that the health
care system needs to improve its ability to address
certain types of discrimination to promote better
population health.

To see this article online, please go to: http://jabfm.org/content/
33/4/580.full.
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