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Héctor E. Alcalá, PhD, Jie Chen, PhD, Brent A. Langellier, PhD, Dylan H. Roby, PhD,
and Alexander N. Ortega, PhD

Introduction: In the United States, Latinos have poorer access to and utilization of health care than
non-Latino whites. The Patient Protection and Affordable Care Act (ACA) may reduce these disparities.
The ACA’s impact among Latino subgroups is unknown.

Methods: Using the 2011 to 2015 National Health Interview Survey, we examined access to and utili-
zation of health care by Latino subgroups (18–64 years old). Subgroups were defined by Latino heri-
tage group, citizenship status, and language use. Measures of access and utilization included insurance
status, delaying medical care, forgoing medical care, visiting the emergency department, and visiting a
physician. Logistic regression models were used to estimate the odds of the outcomes. Time period and
subgroup interaction terms were used to test the effects of the ACA.

Results: Mexicans and Central Americans had lower odds of being insured than did non-Latino
whites. After ACA implementation, most reductions in disparities occurred between Puerto Ricans and
non-Latino whites. Limited impact of the ACA was observed by language and citizenship status.

Conclusions: The ACA has reduced gaps in access to and utilization of health care for some Latino
population subgroups. Remaining disparities necessitate policy solutions that move beyond the ACA,
particularly for groups excluded from coverage options, such as noncitizens. (J Am Board Fam Med
2017;30:52–62.)

Keywords: Emergency Service, Hospital; Hispanic Americans; Insurance Coverage; Language; Logistic Models;
Patient Protection and Affordable Care Act; Surveys and Questionnaires

With the rollout of provisions in the Patient Pro-
tection and Affordable Care Act (ACA), the per-
centage of uninsured Americans has dropped from
20% in 2010 to 16% in 2014.1 Expansion of cov-
erage to young adults and elimination of cost-shar-
ing for some preventive services have led to an
increase in the use of some, but not all, health
services.2–4 The implementation of key ACA pro-

visions in 2014 (ie, Medicaid expansion, creation of
insurance exchanges, provision of subsidies for the
purchase of insurance, the individual mandate, and
changes to insurance pricing, benefits, and accessi-
bility)5 has also led to improved access to and uti-
lization of care.6

Despite gains, racial and ethnic disparities re-
main: Latinos perform worse on most measures of
access and utilization than non-Latino whites.6

Reasons for these persistent disparities are multi-
faceted but include factors such as citizenship sta-
tus, language, socioeconomic factors,7 and a lack of
awareness of the ACA’s provisions,8 and these make
it difficult for Latinos to benefit from the law. To
understand the full impact of the ACA on health
care disparities among Latinos, it is important to
examine not only disparities in access and utilization
between racial and ethnic groups (eg, Latinos vs non-
Latino whites) but also how the ACA has affected
outcomes within groups based on factors such as
Latino heritage group, language, and nativity.
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Evidence suggests that the impact of the ACA
among Latinos has differed by language spoken and
limited English proficiency (LEP). In Oregon, the
percentage of Spanish-speaking Latinos without
insurance dropped from 64.3% before the imple-
mentation of the ACA to 13.7% after Medicaid was
expanded in the state.9 Similarly, California’s early
expansion of coverage through a waiver made pos-
sible by ACA10,11 resulted in the greatest gains in
public coverage among Latinos with LEP.12 The
large benefits experienced by Spanish-speaking La-
tinos may be due to the large proportion of the
group living in households with an income below
eligibility thresholds for Medicaid expansion, as
well as previous patterns of poor use of health care
services among Spanish-speaking Latinos13–15 be-
fore the ACA.

Before the ACA, foreign-born Latinos had a
more negative pattern of access to and utilization of
health care than did their US-born counter-
parts.16–18 This is partially attributable to the
poorer patterns of access to and utilization of health
care among noncitizens, with undocumented indi-
viduals being of particular concern.16,19 For exam-
ple, even when accounting for insurance status,
noncitizens and undocumented individuals use pri-
mary care and emergency department (ED) care at
lower rates than US citizens.19,20 These patterns
may stem from the unique barrier presented by
fears that health care will be denied because of
documentation status or that they will be deported
if they attempt to seek care.21,22 This and other
barriers, such as cost of care and lack of language-
concordant care, may drive undocumented and
noncitizen individuals to return to their home
countries to seek care,23–25 thus adding the barrier
of international travel for accessing health services.
Because the ACA excludes undocumented individ-
uals from benefits, the impact of the ACA’s imple-
mentation will be limited for this group.26 Over
time, a larger proportion of the remaining unin-
sured are likely to be undocumented.27

Research in disparities in access to and utiliza-
tion of health care by different Latino heritage
groups has received limited attention in the period
after ACA implementation. However, disparities
were documented before the ACA. For example,
Mexican-heritage Latinos had the lowest rates of
insurance coverage and Puerto Ricans had the
highest.28 Similar patterns are observed when ex-
amining use of health care services by heritage

group.18,29–32 Differences by heritage group are
not surprising given that some groups—by virtue
of being US citizens (ie, Puerto Ricans) or being
granted refugee status (ie, Cubans)—have easier
access to insurance and health care than groups
who have higher proportions of undocumented in-
dividuals (ie, Mexican and Central Americans).7,33

Relatedly, underlying socioeconomic differences
between groups34 suggest differential gains under
the ACA due to income thresholds for expanded
coverage options.

This study examines the impact of policies im-
plemented in 2014 as part of the ACA regarding
access to and utilization of health care (ie, insurance
status, delays in medical care, forgoing medical
care, physician visits, and visits to the ED) among
Latino population subgroups. We have the follow-
ing 3 aims: (1) to examine trends in access to and
utilization of health care by Latino heritage groups;
(2) to determine the independent effects of heritage
group, nativity, and language on access to and uti-
lization of health care; and (3) to determine the
independent effects of the ACA provisions imple-
mented in 2014 on access to and utilization of
health care by heritage group, language, and nativ-
ity. Results highlight subgroups of the Latino pop-
ulation on whom the initial insurance expansion of
the ACA has had limited impact.

Methods
Data
Data for this study come from the 2011 to 2015
waves of the National Health Interview Survey
(NHIS). This annual survey is representative of
noninstitutionalized adults in the United States.
This study was restricted to the 65,703 non-Latino
whites and 20,764 Latino adults (1,995 Puerto Ri-
cans, 12,983 Mexicans, 871 Cubans, 3,592 Central
Americans, and 1,323 other Latinos) who were be-
tween 18 and 64 years old, had complete data for all
variables used in the analyses, and did not identify
with more than 1 Latino heritage group.

Measures
Outcomes of interest encompassed frequently used
measures of access to and utilization of health
care.6,35,36 Access indicators included dichotomous
measures of (1) health insurance status (currently
insured); (2) delaying necessary medical care, ex-
cluding dental care, because of costs in the past 12
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months; and (3) forgoing necessary medical care,
excluding dental care, because of costs in the past
12 months. Utilization indicators included dichot-
omous measures of (1) having had at least 1 ED
visit in the past 12 months, even if this visit resulted
in admission to the hospital; and (2) having had a
physician (in general practice, family medicine, or
internal medicine) visit in the past 12 months.

Key grouping variables included a measure of
Latino heritage group or race (non-Latino white,
Central American, Cuban, Mexican, Puerto Rican,
and other Latino), citizenship status (US-born, nat-
uralized citizen, and noncitizen), and language of
survey administration (English, Spanish, and other
language). While the ACA excludes specific non-
citizen groups (ie, undocumented or legally autho-
rized but in the country �5 years) from bene-
fits,26,37 some noncitizens do qualify for benefits,
and their eligibility varies by state (eg, California
allows the undocumented to participate in the Mar-
ketplace, and legally authorized immigrants who
have been in the US �5 years can participate in
Medicaid); thus noncitizens were included in the
analyses.

To understand how access to and use of health
care changed over time as provisions of the ACA
were implemented, variables representing the year
of the NHIS survey were included in some models
(Table 2). In other models (Tables 3 and 4), a
dichotomous measure of time period (before the
ACA and after the ACA) was included. The period
before the ACA included NHIS data from 2011 to
2013, and the period after the ACA included NHIS
data from 2014 and 2015. To understand whether
changes over time varied between Latino sub-
groups, interaction terms between subgroup indi-
cators and the dummy-coded variable for the time
period were also included.

Several variables were included in analyses as
potential confounders based on the literature6,38:
age (18–24, 25–34, 35–44, 45–54, or 55–64 years),
sex (male or female), marital status (married or
other), family income (�100%, between 100% and
200%, or �200% of the federal poverty level),
educational attainment (less than high school, high
school, some college, college, or more than col-
lege), US Census region (Northeast, Midwest,
South, or West), self-reported health status (excel-
lent, very good, good, fair, or poor), chronic con-
ditions (hypertension, coronary artery disease,

heart condition/disease, asthma, cancer, or diabe-
tes), and having functional limitations (yes or no).

Analyses
Statistical analyses were conducted by pooling the
2011 to 2015 waves of the NHIS. Analyses were
conducted using Stata 14.0, using weights to pro-
vide estimates that were nationally representative.
Descriptive statistics were calculated for each La-
tino heritage group, and the �2 test was used to
compare results by heritage group.

Logistic regression models were estimated for
each of the 5 outcomes to determine whether year,
Latino heritage group, citizenship status, and lan-
guage of survey administration were associated
with odds of the outcomes. These models included
all aforementioned controls along with survey year,
Latino heritage group, citizenship status, and lan-
guage of survey administration (Table 2). Then
models with 1 of the following interaction terms
(along with the time period and grouping variable
used to create the interaction) were run to test the
hypothesis that the impact of ACA implementation
varied by grouping variable: (1) heritage group �
time period (Table 3); (2) citizenship status � time
period (Table 4); and (3) language of survey admin-
istration � time period (Table 4). Thus interac-
tions consisted of a grouping variable multiplied by
a dummy variable for time period (before or after
the ACA). For interpretation, only 1 of these inter-
action terms was entered into the model at a time.
Stratified analyses were not conducted because
odds ratios in stratified models, particularly when
outcomes are not rare, are not comparable.39,40

Models for citizenship and language were restricted
to Latino respondents, with the latter excluding
individuals completing the NIHS in a language
other than English or Spanish. Last, the outcome
variables were plotted by year and Latino heritage
group to allow for the examination of changes over
time within a particular heritage group.

Results
Trends in Access to and Utilization of Health Care
Figure 1 depicts the trends in access to and utiliza-
tion of health care by Latino heritage groups.
Broadly speaking, from 2011 to 2015, access to and
utilization of care improved among most groups,
with notable exceptions for ED visits and forgoing
care or delaying care among the “other Latino”
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group. However, improvements were not linear;
some groups saw improvement immediately after
ACA provisions were enacted (ie, in 2014), only to
lose ground in the subsequent year. Specifically,
some groups saw poorer patterns of delaying care
(Cubans, Central Americans, and other Latinos),
forgoing care (Mexicans and Cubans), having an
ED visit (Cubans, Central Americans, and other
Latinos), and visiting a physician (non-Latino
whites, Mexicans, Cubans, and Central Americans).

Characteristics of the Sample
Table 1 shows the characteristics of the sample by
Latino heritage group. All characteristics were sig-
nificantly different across heritage groups. Puerto
Ricans composed the largest proportion of US-
born individuals, whereas Mexicans had the largest
proportion of noncitizens. Puerto Ricans had the
largest proportion of individuals completing the
interview in English, whereas Cubans had the larg-
est proportion completing the interview in Spanish.

Impact of Latino Heritage Group, Nativity,
Language, and Survey Year on Access to and
Utilization of Health Care
Table 2 shows logistic regression models for all
outcomes. Health care access and utilization varied
significantly across survey periods. The odds of
being insured were greater in 2014 and 2015 rela-
tive to 2011, whereas the odds of delaying care or
forgoing care were lower in 2014 and 2015 than in

2011. Odds of seeking care in an ED were lower in
2014 than in 2011, whereas odds of having a phy-
sician visit were greater in 2014 than in 2011.
Mexicans and Central Americans had lower odds of
being insured relative to non-Latino whites. Mex-
icans had lower odds of delaying care than non-
Latino whites. Cubans and Central Americans had
higher odds of forgoing any care relative to non-
Latino whites. Puerto Ricans and other Latinos had
higher odds of using the ED when compared with
non-Latino whites. Mexicans had lower odds of
using the ED and having a physician visit when
compared with non-Latino whites.

Also shown in Table 2, naturalized citizens and
noncitizens had lower odds of being insured than
US-born citizens. Noncitizens had lower odds of
using an ED than US-born citizens. Naturalized
citizens had higher odds and noncitizens had lower
odds of having a physician visit than US-born cit-
izens. Respondents who completed the NHIS in
Spanish had lower odds of being insured, forgoing
care, using an ED, and having a physician visit
when compared with respondents who completed
the NHIS in English. Respondents who completed
the NHIS in another language had lower odds of
being insured when compared with respondents
who completed the NHIS in English.

Impact of ACA on Heritage Group Disparities
Table 3 shows models with Latino heritage
group � time period interaction terms. Results

Figure 1. Rates of access and utilization measures, by heritage group. Data from the 2011 to 2015 National Health
Interview Survey (N � 86,467).
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suggest that odds of delaying care were significantly
lower among non-Latino whites in the period after
the ACA relative to the period before the ACA.
Furthermore, the reduction in odds of delaying
care was significantly greater among Mexicans and
Puerto Ricans than among non-Latino whites.
Similarly, odds of forgoing care were significantly
greater in the period after the ACA among non-
Latino whites. There was no significant difference
in this change over time between whites and most
Latino heritage groups. The exception was Puerto
Ricans, who experienced a larger reduction in odds
of forgoing care relative to whites. Results also
suggest that odds of ED use did not vary across
periods among non-Latino whites. However, odds
of ED use among Puerto Ricans fell significantly over
time periods relative to non-Latino whites. Finally,
odds of having a physician visit increased significantly
among whites in the period after the ACA, with few
significant differences in this change between whites

and most Latino subgroups. The exception is that
Central Americans experienced a significantly greater
increase in the odds of having a physician visit than
non-Latino whites experienced.

Impact of ACA on Language and Citizenship Status
Disparities
Table 4 shows the models with citizenship � time
period interaction terms. No interaction term was
significant for citizenship status and time period.
The period after the ACA was associated with a
reduction in the disparity of having a physician visit
between respondents who completed the NHIS in
Spanish relative to those completing it in English.

Discussion
Trends in access to and utilization of health care
revealed that most Latino heritage groups achieved
improved access to and utilization of health care for

Table 2. Odds of Access and Utilization of Health Care as a Function of Year, Heritage Group, Citizenship Status,
and Interview Language, 2011 to 2015 National Health Interview Survey (N � 86,467)

Insured Delay in Care Forgo Care ED Use Physician Visit

OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI

Year
2011
2012 1.03 0.96–1.10 0.91 0.85–0.98 0.97 0.90–1.05 0.96 0.89–1.03 0.97 0.92–1.03
2013 1.02 0.95–1.10 0.81* 0.75–0.87 0.90† 0.82–0.98 0.95 0.89–1.02 1.01 0.96–1.07
2014 1.43* 1.32–1.55 0.75* 0.69–0.81 0.77* 0.70–0.85 0.92† 0.86–0.99 1.13* 1.06–1.20
2015 1.82* 1.68–1.98 0.63* 0.58–0.69 0.67* 0.61–0.73 0.93 0.86–1.01 1.03 0.97–1.09

Heritage group
Non-Latino white
Puerto Rican 1.05 0.90–1.22 0.86 0.72–1.03 0.94 0.78–1.14 1.42* 1.24–1.63 0.90 0.79–1.02
Mexican 0.68* 0.63–0.73 0.83* 0.77–0.91 0.96 0.87–1.06 0.83* 0.77–0.91 0.87* 0.82–0.93
Cuban 0.98 0.75–1.29 1.08 0.88–1.34 1.33† 1.02–1.73 1.15 0.88–1.51 0.96 0.82–1.13
Central American 0.66* 0.59–0.74 1.08 0.94–1.24 1.28* 1.10–1.49 1.07 0.94–1.22 1.01 0.91–1.11
Other Latinos 1.01 0.84–1.22 0.92 0.75–1.13 0.99 0.79–1.24 1.25† 1.07–1.46 0.90 0.78–1.02

Citizenship status
US-born
Naturalized 0.86* 0.78–0.95 0.96 0.86–1.07 1.03 0.90–1.17 0.92 0.83–1.01 1.09† 1.01–1.17
Non–US citizen 0.34* 0.31–0.37 1.10 0.99–1.24 1.12 1.00–1.26 0.78* 0.69–0.88 0.74* 0.68–0.80

Interview language
English
Spanish 0.79* 0.71–0.87 1.05 0.93–1.18 0.86† 0.75–0.98 0.62* 0.55–0.71 0.80* 0.74–0.87
Other 0.55† 0.31–0.98 0.61 0.29–1.31 0.53 0.27–1.04 0.80 0.35–1.82 0.80 0.55–1.17

Models also control for age, sex, marital status, family income, education, US Census region, self-reported health status, chronic
conditions, and functional limitations.
*P � .01.
†P � .05.
CI, confidence interval; ED, emergency department; OR, odds ratio.
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most measures relative to 2011. However, between
2014 and 2015, many Latino subgroups experienced
increases in delaying or forgoing care and ED visits,
suggesting that the provisions in the ACA have only
resulted in short-term gains. This trend must be
monitored further to better understand its long-term
impact, especially given predictions that health care
premiums are expected to rise under the ACA-imple-
mented insurance marketplace.41 As a result, long-
term efforts to improve access to and utilization of
health care among Latinos may necessitate policies to
drive down the cost of care.

Results suggest that the ACA has been successful
in reducing some disparities in access to and utili-
zation of care between non-Latino whites and spe-
cific Latino heritage groups. For example, Puerto
Ricans had the greatest gains, with reduced dispar-
ities in delaying care, forgoing care, and using the
ED. Mexicans and Central Americans saw dispari-
ties in delaying care and having a physician visit,
respectively. The latter finding may be in part be-
cause of the worsening pattern of visiting a physi-
cian among non-Latino whites. Importantly, no
group saw reductions in disparities in insurance

status. While these findings suggest that certain
groups have benefited more from the ACA than
others, additional differences may be obscured by
the differential degree and rate of ACA expansion
exhibited across states. For example, Florida, which
is home to the majority of Cuban-heritage individ-
uals in the United States, has elected to not expand
Medicaid,42 thus undermining the potential benefit
of ACA among this group. Conversely, California,
which is home to a plurality of Mexican-heritage
individuals, implemented an early expansion of
coverage for low-income groups,10,11 thus allowing
gains to be more fully realized but also potentially
diminishing the impact of years 2014 and 2015 as
proxies for full ACA implementation. Moreover,
California is expanding Marketplace coverage,
without subsidies, to undocumented individuals,
but the NHIS data included in these analyses do
not capture these recent policy changes.

Results also highlight the relative lack of impact
the ACA has had in reducing disparities in access to
and utilization of health care among Latinos. Spe-
cifically, disparities by citizenship or language (with
only 1 exception) did not dissipate with the passage

Table 3. Odds of Access and Utilization of Health Care as a Function of Year and Heritage Group Interaction
Citizenship, 2011 to 2015 National Health Interview Survey (N � 86,467)

Insured Delay in Care Forgo Care ED Use Physician Visit

OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI

Heritage
Non-Latino white
Puerto Rican 1.05 0.88–1.26 0.97 0.78–1.19 1.16 0.93–1.44 1.59* 1.36–1.85 0.94 0.81–1.09
Mexican 0.67* 0.62–0.73 0.89† 0.81–0.98 1.00 0.89–1.12 0.81* 0.74–0.89 0.85* 0.79–0.91
Cuban 0.91 0.71–1.17 1.22 0.94–1.58 1.52† 1.10–2.10 1.32† 1.05–1.65 1.01 0.83–1.22
Central American 0.63* 0.55–0.72 1.10 0.93–1.29 1.35* 1.14–1.60 1.10 0.94–1.28 0.92 0.81–1.04
Other Latinos 1.14 0.90–1.43 0.82 0.63–1.07 0.92 0.70–1.20 1.25† 1.04–1.50 0.91 0.76–1.08

Time period
Before ACA
After ACA 1.56* 1.46–1.67 0.78* 0.74–0.84 0.78* 0.72–0.84 0.96 0.91–1.01 1.07* 1.02–1.12

Heritage group � time period
White � after ACA
Puerto Rican � after ACA 0.98 0.72–1.32 0.71† 0.52–0.98 0.53* 0.35–0.79 0.76† 0.60–0.97 0.88 0.70–1.11
Mexican � after ACA 1.03 0.92–1.16 0.82† 0.71–0.95 0.90 0.76–1.06 1.07 0.94–1.22 1.07 0.97–1.17
Cuban � after ACA 1.21 0.85–1.73 0.70 0.43–1.15 0.64 0.39–1.06 0.67 0.38–1.17 0.90 0.70–1.17
Central American � after ACA 1.15 0.94–1.40 0.94 0.74–1.21 0.86 0.65–1.14 0.94 0.74–1.20 1.25† 1.04–1.49
Other Latino � after ACA 0.73 0.54–1.00 1.32 0.86–2.04 1.22 0.78–1.90 1.01 0.75–1.34 0.97 0.73–1.30

Models also control for citizenship status, interview language, age, sex, marital status, family income, education, US Census region,
self-reported health status, chronic conditions, and functional limitations.
*P � .01.
†P � .05.
ACA, Patient Protection and Affordable Care Act; CI, confidence interval; OR, odds ratio.
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of the ACA. The lack of the importance of lan-
guage contrasts with previous state-level findings
showing the ACA as having the greatest benefits for
individuals with LEP.9 As a result, additional ef-
forts may be needed to improve knowledge of the
ACA and facilitate enrollment in coverage options
among Spanish-speaking individuals. However,
this discrepancy may be a result of the limited
sample of Spanish-speaking respondents in the
NHIS. In addition, because the insurance expan-
sions created by the ACA began in January 2014,
they are subject to an extended open enrollment
period (which means that some individuals started
coverage as late as May 1, 2014) and were phased in
over time. Individuals who were harder to reach,
younger, and healthier may have been less likely to
enroll and benefit from health insurance coverage
during 2014.43 As a result, data collected during 2014
may bias the findings of this study toward the null.

The persistent disparities between citizens and
noncitizens is not surprising because the ACA pro-
hibits undocumented individuals from gaining cov-
erage from public sources or from private sources
obtained in insurance exchanges.26 Similarly, lawful
permanent residents must undergo a 5-year waiting
period in most states before they are eligible for
ACA benefits under Medicaid.37 Furthermore, the
ACA did not address larger structural and economic
issues that discourage noncitizens from seeking health

care (ie, a historic number of immigrant deporta-
tions,44 cheaper health care abroad45,46 and universal
health care in most Latin American countries47,48).
Thus, by design, the ACA has limited ability to
address the needs of noncitizens. However, the
ACA did allocate funding to support existing com-
munity health centers (CHCs) and build future
CHCs.49 Because almost all CHCs offer services
regardless of insurance coverage or ability to pay,
undocumented individuals may still have a way to
benefit from the ACA. Given that disparities be-
tween citizens and noncitizens did not dissipate, the
current levels of increased investment in CHCs are
an unlikely policy mechanism to address this dis-
parity. In terms of naturalized citizens, results sug-
gest that there were few disparities to close, but it is
notable that the ACA did not reduce the disparities
in rates of insurance coverage, indicating a future
opportunity for targeted policy interventions.

While this study provides unique insight into
disparities in the impact of the ACA among Lati-
nos, there are a few limitations to consider. First,
the years 2014 and 2015 can only serve as a rough
marker for ACA implementation because not all
states followed the same implementation timeline.
Similarly, using years as a marker does not indicate
which of the many mechanisms in the ACA is
driving reductions in disparities. Second, the mea-
sure of language does not capture proficiency in

Table 4. Odds of Access and Utilization of Health Care as a Function of Year and Citizenship Status or Interview
Language Interactions, 2011 to 2015 National Health Interview Survey

Outcome

Insured Delay in Care Forgo Care ED Use Physician Visit

OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI

Citizenship � time period*
(n � 20,764)

US-born � after ACA
Naturalized � after ACA 0.98 0.82–1.17 1.05 0.83–1.32 1.09 0.84–1.40 1.02 0.84–1.24 1.10 0.94–1.28
Non–US citizen � after ACA 1.03 0.81–1.30 0.80 0.62–1.03 0.83 0.62–1.12 0.94 0.76–1.16 1.15 0.96–1.36

Interview language � time period†

(n � 20,745)
English � after ACA
Spanish � after ACA 1.02 0.87–1.20 0.97 0.79–1.19 0.92 0.74–1.14 0.96 0.76–1.22 1.17‡ 1.01–1.37

*Models also control for race, interview language, age, sex, marital status, family income, education, US Census region, self-reported
health status, chronic conditions, and functional limitations.
†Models also control for race, citizenship, age, sex, marital status, family income, education, US Census region, self-reported health
status, chronic conditions, and functional limitations. These analyses excluded individuals who completed the National Health
Interview Survey in a language other than English or Spanish.
‡P � .05.
ACA, Patient Protection and Affordable Care Act; CI, confidence interval; ED, emergency department; OR, odds ratio.
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English and thus may explain why these results do
not mirror previous results examining LEP. Fi-
nally, the measure of citizenship may also be crude
in examining the ACA’s impact, since there is no
way of knowing who is a lawful permanent resident
and whether he or she has met the ACA’s 5-year
waiting period in those states with that exclusion.

Conclusion
Despite limitations, this study suggests that the ACA
has had some success in reducing disparities in access
to and utilization of health care for Latinos. As a
result, wide-reaching reforms like the ACA may be
effective at reducing disparities and improving public
health. The decision by several states not to expand
Medicaid coverage will limit this impact given that
many states with sizable proportions of Latinos (ie,
Florida, Texas, and Utah) have elected not to un-
dergo this expansion. Despite this, current efforts by
other states, including recently passed legislation in
California to allow undocumented immigrants to
purchase coverage in insurance exchanges without
subsidies,50 suggest that the ACA may only be a start-
ing point in the effort to improve access to and utili-
zation of health care for Latinos. These expansion
efforts, however, are contingent on approval from the
federal government. With repeal of ACA provisions
being considered by the next presidential administra-
tion these expansions seem unlikely. As a result, some
of the progress made under the ACA may be reversed.

To see this article online, please go to: http://jabfm.org/content/
30/1/52.full.
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22. Heyman JM, Núñez GG, Talavera V. Healthcare
access and barriers for unauthorized immigrants in
El Paso County, Texas. Fam Community Health
2009;32:4–21.

23. Bergmark R, Barr D, Garcia R. Mexican immigrants
in the US living far from the border may return to
Mexico for health services. J Immigr Minor Health
2010;12:610–4.

24. Macias EP, Morales LS. Crossing the border for
health care. J Health Care Poor Underserved 2001;
12:77–87.

25. De Jesus M, Xiao C. Cross-border health care utili-
zation among the Hispanic population in the United
States: implications for closing the health care access
gap. Ethn Health 2013;18:297–314.

26. Zuckerman S, Waidmann TA, Lawton E. Undocu-
mented immigrants, left out of health reform, likely
to continue to grow as share of the uninsured.
Health Aff (Millwood) 2011;30:1997–2004.

27. Roby DH, Watson G, Jacobs K, et al. Modeling the
impact of the Affordable Care Act and the individual
mandate on Californians. J Fam Econ Issues 2013;34:
16–28.

28. Shah NS, Carrasquillo O. Twelve-year trends in
health insurance coverage among Latinos, by sub-
group and immigration status. Health Aff (Mill-
wood) 2006;25:1612–9.

29. Rosales M, Gonzalez P. Mammography screening
among Mexican, Central-American, and South-Amer-
ican women. J Immigr Minor Health 2012;15:225–33.

30. Perez VH, Fang H, Inkelas M, Kuo AA, Ortega AN.
Access to and utilization of health care by subgroups
of Latino children. Med Care 2009;47:695–9.

31. Escarce JJ, Kapur K. Access to and quality of health
care. In: Tienda M, Mitchell F, editors. Hispanics
and the future of America. Washington, DC: Na-
tional Academies Press; 2006. p. 410–446.

32. Vargas Bustamante A, Chen J, Rodriguez HP, Rizzo
JA, Ortega AN. Use of preventive care services among
Latino subgroups. Am J Prev Med 2010;38:610–9.

33. Portes A, Fernández-Kelly P, Haller W. Segmented
assimilation on the ground: the new second generation
in early adulthood. Ethn Racial Stud 2005;28:1000–40.

34. Motel S, Patten E. Hispanic origin profiles, 2010.
Washington, DC: Pew Research Center; 2012.
Available from: http://www.pewhispanic.org/2012/06/
27/country-of-origin-profiles/-rankings-2010. Ac-
cessed November 10, 2016.
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