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Objective. To examine the extent to which health insurance coverage and available
safety net resources reduced racial and ethnic disparities in access to care.
Data Sources. Nationally representative sample of 11,692 African American, 10,325
Hispanic, and 74,397 white persons. Nonelderly persons with public or private health
insurance and those who were uninsured.
Study Design. Two cross-sectional surveys of households conducted during 1996–
1997 and 1998–1999.
Data Collection. Commonly used measures of access to and utilization of medical
care were constructed for individuals. These measures include the following: (1) percent
reporting unmet medical needs, (2) percent without a regular health care provider, and
(3) no visit with a physician in the past year.
Findings. More than 6.5 percent of Hispanic and African Americans reported
having unmet medical needs compared to less than 5.6 percent of white Americans.
Hispanics were least likely to see the same doctor at their usual source of care (59
percent), compared to African Americans (66 percent) and whites (75 percent).
Similarly, Hispanics were less likely than either African Americans or whites to
have seen a doctor in the last year (65 percent compared to 76 percent or 79 percent).
For Hispanics, more than 80 percent of the difference from whites was due to
differences in measured characteristics (e.g., insurance coverage, income, and
available safety net services). Differences in measured characteristics between
African Americans and whites explained less than 80 percent of the access
disparities.
Conclusion. Lack of health insurance was the single most important factor in white–
Hispanic differences for all three measures and for two of the white–African American
differences. Income differences were the second most important factor, with one
exception. Community characteristics generally were much less important, with one
exception. The positive effects of insurance coverage in reducing disparities outweigh
benefits of increasing physician charity care or access to emergency rooms.
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Well-documented disparities in health exist among members of racial and
ethnic groups (Brown et al. 2000). For example, death associated with heart
disease, stroke, and cancer remain higher for African Americans than whites
(Keppel, Pearcy, and Wagener 2002). Compared to non-Hispanic whites,
diabetes-related death rates were 2.5 times higher for black persons and 1.7
times higher for Hispanics (National Center for Health Statistics 1998).
Particularly troubling to policymakers are the problems with access to medical
care that appear among minority groups. Two possible explanations for these
problems are that (1) differences in the measured characteristics of whites and
minority persons (e.g., income, insurance coverage, and need for care) lead to
differences in access and/or (2) unobserved factors, such as culture, attitudes,
or discrimination, differentially influence members of racial and ethnic
minority groups to seek medical care. To develop policies to reduce disparities
in access, it is important to ascertain the relative importance of these two sets of
explanations, and to identify the characteristics most strongly associated with
differences in access.

This paper extends previous efforts examining racial and ethnic
disparities in health, focusing on the roles that insurance coverage, income,
and community medical care resources related to the safety net play in
reducing disparities in access to medical care. Proposals to expand health
insurance are motivated in large part by the expectation that insurance
coverage improves access to medical care. Knowing the extent to which
insurance coverage reduces racial and ethnic disparities may provide
additional information salient to policy making. Conversely, it is sometimes
argued (Butler, Jameson, and Sullivan 2000) that the availability of safety net
resources in communities compensates for the lack of insurance and reduces
the likelihood that uninsured persons go without needed medical care
services. Some policymakers have argued that uninsured persons do not have
access problems related solely to lack of insurance coverage, rather they have
access to care through community safety net resources. Empirical evidence
concerning the extent to which the safety net either reduces or does not reduce
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the need for insurance coverage may serve to inform this ‘‘coverage versus
care’’ debate.

We look separately at differences between whites, and Hispanic and
African Americans. Our analysis uses a regression-based decomposition
methodology (Oaxaca 1973; Acs 1995) to address four related questions. First,
how much does insurance explain racial and ethnic disparities in access to
care? Second, what roles do income and other characteristics play in
influencing racial disparities in health? Third, to what extent does availability
of community-level safety-net resources contribute to reducing racial
disparities? Finally, how much of the difference in access can be attributed
to ‘‘unobservable’’ factors, such as differences in culture, discrimination, or
attitudes?

BACKGROUND

Racial and ethnic disparities in access to medical care are well known among
health services researchers. Empirical studies typically include a set of dummy
variables representing ethnicity in a regression model that pools whites with
racial and ethnic minorities. Differential access to medical care can be
examined in relation to personal characteristics (e.g., race, ethnicity, socio-
economic, or health status) as well as community characteristics (e.g., poverty
areas, physician supply, or availability of hospital beds). A few studies suggest
that ethnic disparities in access to medical procedures differ substantially
depending on the type of insurance coverage. However, most studies focus on
access differences related to either race/ethnicity or insurance.

Racial and ethnic disparities in access to primary care are not fully
explained by differences in sociodemographic and health status (Shi 1999).
Most studies conclude that members of minority ethnic groups are more likely
to have access problems than whites. These problems persist among those
covered by insurance, but are even more pronounced among those persons
who lack insurance or live in areas with high levels of poverty.

Racial and ethnic differences appear among patients with varied
medical conditions. For example, racial differences that persist after
controlling for insurance coverage and socioeconomic status have been
observed for early detection of cancer (Baker, Stevens, and Brook 1996)
and for surgical management of cancer (Velanovich et al. 1999). In some
areas of medical care, for example the use of emergency departments, racial
and ethnic differences have been reported to disappear upon controlling for
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socioeconomic status and health insurance coverage (Baker, Stevens, and
Brook 1996).

The disparate use of cardiovascular procedures among racial and ethnic
groups is perhaps the most widely examined topic in the growing literature on
differences in medical care access and utilization, suggesting that members of
ethnic minority groups are less likely than white Americans to receive
interventional therapies, controlling for income and insurance status
(Ford and Cooper 1995). Health insurance, either the lack of coverage or
type of insurance, has an essential role in obtaining medical care for heart
disease. The publicly insured have been reported to be less likely than
privately insured persons to receive cardiovascular procedures (Wenneker,
Weissman, and Epstein 1990; Carlisle, Leake, and Shapiro 1997). Further-
more, racial differences in use of cardiovascular procedures have been
reported among publicly insured persons, but not among those with private
insurance (Carlisle, Leake, and Shapiro 1997). Finally, differences between
ethnic groups in terms of care for cardiac disease have been observed to
narrow when persons obtain adequate insurance coverage, such as eligibility
for Medicare or development of end stage renal disease (Daumit et al. 1999).

A unique contribution of research in racial and ethnic disparities
examined community-level socioeconomic status along with commonly used
socioeconomic measures of income and education. For example, a California
study found that those persons residing in higher socioeconomic status areas
were more likely than those in lower socioeconomic status areas to receive
invasive cardiovascular procedures (Carlisle and Leake 1998). These effects of
community-level socioeconomic status varied within several health insurance
categories (e.g., Medicare, privately insured, and Medicaid).

Recently, health services researchers have employed regression-based
decomposition to examine racial and ethnic disparities in availability of
health insurance (Monheit and Vistnes 2000), access to mental health care
(Freiman and Cunningham 1997), and access to and use of primary care
(Waidmann and Rajan 2000; Weinick, Zuvekas, and Cohen 2000). These
studies have compared African Americans and Hispanics to whites in an
attempt to explicate those factors that contribute to differences in insurance
coverage, access to care, and utilization. Differences between minority groups
and whites in terms of insurance coverage are key to understanding
subsequent differences in access and utilization. Access differences between
Hispanics and whites are generally greater than such differences between
African Americans and whites. Weinick found that disparities in having a
usual source of care and using ambulatory care services would be reduced if
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racial and ethnic differences in income and insurance coverage were
eliminated (Weinick, Zuvekas, and Cohen 2000, p 50). Furthermore, they
found that the disparities in access to care were widening over time for
Hispanics. Although this study did examine the contribution of income and
insurance disparities on access differences between minority persons and
whites, it did not explore the effect of community characteristics (e.g.,
physician supply and other medical care resources) on disparities in access.
Our study includes attributes of communities (e.g., availability of safety net
providers) and individual characteristics (e.g., health insurance coverage,
income, and ethnicity) to better understand problems with access to medical
care and disparities in access among racial and ethnic groups.

DATA AND METHODS

Data Source

The primary data sources are the nationally representative 1996–1997
and 1998–1999 Community Tracking Study (CTS) household surveys
(Kemper et al. 1996; Strouse et al. 1998). Data collection for the CTS surveys
is focused on 60 randomly selected, nationally representative communities
(Metcalf et al. 1996). Information was obtained about all adults in each
randomly selected household and one randomly selected child within each
family in the household. Interviews were conducted in English or Spanish.
The final samples include more than 58,500 individuals from 32,000 families
in each year. Response rates for families were more than 63 percent.

This study uses individual-level data for nonelderly persons of Hispanic,
African American, and white racial or ethnic background (n5 96,414).
Members of the U.S. military and people older than age 65 were excluded. All
estimates are weighted to account for nonresponse to the survey and to
represent the civilian noninstitutionalized population of the continental
United States.

Conceptual Model

We use the behavioral model developed by Andersen (1968, 1975) to
guide the selection of independent variables for the analysis. The model’s
conceptual domains include enabling, predisposing, and need factors
that include demographics, personal preferences, individual health status,
and economic and market characteristics, especially individuals’ health
insurance coverage and income, and the availability of medical care resources
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(Weinick, Zuvekas, and Cohen 2000). The dependent variables are measures
of access and utilization.

Dependent Variables: Measures of Access and Utilization

We compare whites to African Americans and Hispanics along three
commonly used dimensions of lower access to primary care: reporting unmet
needs, having no regular health care provider, and the probability of no
physician visits in the last year. These measures provide information about
perceived needs, continuity and access with a regular provider, and actual use
of health care.

Unmet Medical Needs. Individual reports of unmet medical needs
are a commonly used measure of access problems. For this study, we
created a measure that indicates that individuals had no report of
unmet needs. Respondents were asked, ‘‘During the past 12 months, was
there any time when you didn’t get the medical care you needed?’’
Each person who replied ‘‘no’’ was classified as having ‘‘unmet needs.’’
‘‘Yes’’ responses were checked using follow-up questions and recoded if they
reflected personal preferences rather than an access problem related to the
health care system. For example, if the only reason a person gave for having an
unmet need was ‘‘laziness,’’ the response was not classified as an unmet need.
This refined measure of unmet medical needs provides a more accurate
indication of access problems resulting from health care organization,
financing, or delivery.

No Regular Health Provider. This variable measures whether the
individual sees the same health care provider (i.e., physician, nurse
practitioner, or physician’s assistant) at each visit to his or her regular source
of care. Persons with a regular health provider are less likely to report delays in
getting medical care, more likely to visit their provider, and less likely to use
emergency rooms for ambulatory care (Lambrew et al. 1996). Problems with
access to care associated with lack of a regular physician persist even among
those with insurance (Sox et al. 1998).

No Doctor Visit in the Past Year. The proportion of a population that has
contact with a physician is a commonly used measure of access to care.
Although it is possible that lower levels of use may reflect more efficient use of
care (rather than lower access), and higher levels of use may reflect
overutilization of services (rather than greater access), discrepancies in health
services use among racial/ethnic minorities are consistent with known
disparities in access among racial/ethnic minorities.
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Independent Variables: Enabling, Predisposing, and Need Factors

Andersen’s behavioral model posits that individual needs along with enabling
and predisposing factors influence access to and use of medical care (Andersen
1968; 1975). Most of these factors are related to individuals, with some
enabling factors defined as community-level resources, such as physician and
hospital supply.

Enabling Conditions and Characteristics. The key individual measures of
enabling factors are family income and whether the person has health
insurance (either public or private). We measure income relative to the federal
poverty level (FPL).

Community medical care resources comprise a broad group of enabling
characteristics of the health system. We initially considered a large set of CTS
site and county variables as potential measures of supply and demand
influences. County data are from the Area Resource file (U.S. Department of
Health and Human Services 2001). Supply measures included number of
hospital beds per capita, number of teaching hospital beds per capita, number of
hospital emergency departments per capita, and number of primary care
physicians per capita. Using the CTS 1998–1999 Physician Survey, we
constructed separate measures of the percentage of physicians in each site who
were African American or Hispanic and the average number of hours
physicians provide as charity care relative to the number of uninsured persons
in each CTS site. Using the CTS Household Survey, we created two measures of
the demand for medical care: the percent of the population in poor or fair health
and the percent of adults with less than a high school education, as a measure of
disadvantaged communities. We used 1995 Census Bureau data to measure the
percent of each county within each CTS site that were living below the FPL
(federal poverty line). Census data were also used to measure the percent of
population that was African American and the percent that was Hispanic.

We used principle components analysis to eliminate redundant and
highly correlated measures. We also eliminated site-level measures that were
not associated with individual access to care. (More information about the
selection of site-level measures is available from the authors.)

The number of primary care physicians per 100,000 persons controls for
general physician availability. To represent the availability of the safety net,
we included variables for the number of emergency rooms per 10,000 persons
and the total number of hours physicians in each site provided as charity care
(services provided at reduced or no fee) relative to the total number of
uninsured persons in each CTS site.
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Predisposing Factors. Predisposing factors include age, education, family
composition (i.e., marital status and presence of children in the family), and
attitudes about medical care and risks. We include two measures of attitudes——
orientation toward risk compared to the ‘‘average person’’ and willingness to
trade reduced choice of doctors and hospitals to lower out-of-pocket costs. An
additional risk-taking predisposition is whether the individual reported
cigarette smoking.

Need. We included a measure of general health status (poor, fair, good,
very good, or excellent) to account for individual needs for medical care. The
final models include two community-level demand measures: the percentage
of persons below the FPL and the percentage who were African American or
Hispanic.

Regression-Based Decomposition

We used regression-based decomposition (Oaxaca 1973) to separate observed
differences in access to medical care into two parts: that due to measured
personal and community characteristics (i.e., factors that we can explain), and
that which cannot be explained by differences in observed characteristics.
The second component can be thought of as measuring differences between
whites and ethnic minorities attributable to differences in the ‘‘returns’’ on
their characteristics, because they are based on differences in regression
coefficients.

This approach requires estimating linear models using ordinary least
squares regression, even though the dependent variables are binary measures.
Linear models have the desirable property that the mean of the dependent
variable equals the sum of the mean values of the independent variables
multiplied by their respective coefficients. Even though linear probability
models can yield predicted probabilities outside the 0/1 range, the parameter
estimates are consistent, which is the critical property for the decomposition
analysis (Acs 1995; Acs and Danziger 1993).

Using comparisons between whites and Hispanics as an example,
the mean values for each access indicator (Y ) for whites (w) and
Hispanics (h) evaluated at the means of the independent variables can
be represented by:

�YYh ¼ �XX
0

h b̂bh

and

�YYw ¼ �XX 0
wb̂bw ð1Þ
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Thus, differences between whites and Hispanics in the access indicator can be
expressed as:

�YYw � �YYh ¼ �XX 0
wb̂bw � �XX 0

h b̂bh ð2Þ

We add and subtract Xwbh to obtain:

�YYw � �YYh ¼ ð �XX 0b̂bw þ �XX 0
wb̂bhÞ � ð �XX 0

h b̂bh � �XX 0
wb̂bwÞ ð3Þ

and rearrange terms to decompose the overall differences into an explained
and an unexplained component:

�YYw � �YYh ¼ �XX 0
wðb̂bw � b̂bhÞ þ ð �XX 0

w � �XX 0
hÞb̂bh ð4Þ

The first term on the right hand side of equation 4 is the difference in the
‘‘returns’’ to personal characteristics evaluated at the white’s mean character-
istics. Here, for example, personal characteristics could include insurance
coverage, income, education level, and health status. In effect, we simulate a
model in which everyone has the characteristics of the average white person,
and then analyze whether or not there would be a difference in the returns to
those same characteristics for Hispanics.

This is the portion of the difference that is not explained by differences in
measured characteristics. Presumably, they result from differences in
unobservable characteristics such as care-seeking behavior, attitudes, or
discrimination. They suggest that the behavioral effect of any observed
characteristic, such as insurance coverage or income, is unequal among
different ethnic or racial groups. This portion is unexplained because we have
controlled for observable differences between whites and Hispanics.

The second term in equation 4 is the difference in mean personal
characteristics using the Hispanic rate of return. This part is the ‘‘explained’’
portion in differential access to medical care. If Hispanics have lower average
education, income, and so on, and we assume that these characteristics are
associated with greater access problems, then it is reasonable that they would
have more problems with access to medical care.

To implement this method, we first calculated mean values for each
independent variable that we included in separate behavioral models for
whites, African Americans, and Hispanics. Next, we estimated the same linear
regression models for whites, African Americans, and Hispanics in order to
obtain the vector of coefficients for each population. The linear models for
each ethnic group included the same independent variables. Finally, we
calculated the proportion of the differences in access to medical care that is
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unexplained and the proportion that is explained. This process was repeated
for comparisons between African Americans and whites.

Equation 5 specifies the form of the estimated model, where (X ) is a
vector of individual and family characteristics, (M ) represents characteristics
of the local health care market, and (T ) is a dummy variable to control for
secular trends. The subscript (h) indicates that separate equations were
estimated for each racial or ethnic population.

Yh ¼ ah þ X 0
hbh þ M 0

hgþ dT þ eh ð5Þ

b, d, and g represent coefficients for personal characteristics, change over time,
community characteristics, and e is a random error term.

Standard errors used in tests of statistical significance were computed
using the SUDAAN software (Shah, Barnwell, and Bieler 1996), accounting for
the complex, multistage survey design (i.e., the clustering of individuals within
families among CTS sites). The SUDAAN software uses the Taylor series
linearization procedure and handles the multistage design and joint inclusion
probabilities in the CTS.

FINDINGS

Differences in Problems with Access to Medical Care

Table 1 shows the measures of access to medical care, stratified by
ethnicity. For all measures, African Americans and Hispanics were
significantly more likely to report worse access to care than whites.
Although the percentage of Americans who reported unmet medical
needs was less than 8 percent for all three ethnic groups, more
African Americans and Hispanics reported unmet needs than whites.
Compared to whites, Hispanic Americans were more likely not to have a
regular health care provider and not to have seen a physician during the
last year. African Americans were more likely than Hispanics not to have a
regular provider and seen a doctor; however, their access to care was worse
than whites.

Compared to whites, African Americans were 16 percent more likely to
report unmet needs, 25 percent less likely to have a regular health care
provider, and 9.5 percent less likely to have visited a doctor. Hispanics,
compared to whites, were 22 percent more likely to report unmet needs, 39
percent less likely to have a regular health care provider, and 38.5 percent less
likely to have visited a doctor.
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Differences in Community and Individual Characteristics

Table 2 shows the difference in characteristics observed among white, African
American, and Hispanic persons. Insurance coverage was higher among
whites (88 percent) than either blacks (80 percent) or Hispanics (68 percent).
Whites were more likely than either Hispanic or African Americans to have
incomes above 400 percent of the FPL. Whites also reported higher levels of
health status than minority persons.

African Americans and whites lived in communities where physicians
provided more charity care for the uninsured than in communities where
Hispanics lived. Both Hispanics and African Americans lived in communities
with fewer emergency rooms per capita than whites. The supply of primary
care physicians was similar among all three groups. African Americans were
more likely than whites or Hispanics to live in communities with greater
percentages of African Americans. Similarly, Hispanics were more likely than
whites or African Americans to live in communities with a greater percentage
of Hispanics.

Regression-Based Decomposition of Differences in Access to Care

Tables 3 and 4 show the results of the regression-based decomposition. The
absolute total differences for all three measures of access to medical care are
presented in the first row. For example, the percentage of Hispanics reporting
unmet medical needs was 1.57 more than the percentage of whites. The next

Table 1: Access to Care among African American, Hispanic, and White
Americans

Percent Reporting (Unweighted Sample Sizes§)

Unmet Medical
Needs

No Regular Doctor
at Usual Source

Had No Doctor
Visits Last Year

White 5.59 25.17 22.18
(64,411) (63790) (64,491)

African American 6.73nn 33.53nn 24.48n

(10,328) (10193) (10,344)
Hispanic 7.16nn 41.26nn 36.22nn

(8,918) (8752) (8,939)

Source: Community Tracking Study 1996–1997 and 1998–1999 Household Surveys, nonelderly
persons with either public or private insurance, excluding those in the military.
nSignificantly different from whites, po0.05.
nnSignificantly different from whites, po0.01.
§Percentages were weighted.
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two rows in the tables separate the total differences in access measures to those
attributed to means (i.e., difference in characteristics) or to coefficients
obtained from regression models (i.e., returns to population characteristics).
Almost the entire (97 percent) unmet medical needs difference between
Hispanics and whites resulted from differences in measured characteristics. In
other words, only a small portion of the differences in reports of unmet needs
could not be explained by the different population characteristics between
Hispanics and whites, such as health insurance coverage, income, and
availability of safety net resources.

The bottom half of Table 3 breaks down each access measure into
differences due to means for personal characteristics or community
characteristics. Each of these two classes of population characteristics is
further separated into unique components (e.g., insurance, income, safety net,
etc.). For example, insurance and income differences between Hispanics and
whites account for 1.43 or 91 percent of the reported unmet medical needs

Table 3: Regression-Based Decomposition of Differences in Access to
Medical Care between Whites and Hispanics

Report of
Unmet Needs

Regular Doctor
at Usual Source

Had a Doctor
Visit Last Year

Total Difference between Whites and Hispanics 1.57 16.08 13.84
Difference due to coefficientsa 0.04 3.01 1.65
Difference due to meansb 1.53 13.07 12.19

Difference Due to Means fory
Personal Characteristics 1.16 9.46 8.82

Health insurance 0.83 5.37 5.54
Income 0.60 3.05 2.43
Values and preferencesz � 0.22 � 0.09 � 0.39
Other personal characteristics � 0.05 1.13 1.23

Community Characteristicsw 0.36 3.61 3.37
Emergency rooms and physician charity care 0.49 2.45 2.13
Other community characteristics � 0.13 1.15 1.25

Source: HSC Community Tracking Study 1996–1997 and 1998–1999 Household Surveys,
nonelderly persons with either public or private insurance, excluding those in the military.

Note: Total difference is equal to the difference due to coefficients and the difference due to means.
aThe difference due to coefficients is based on the difference between the ‘‘counterfactual rate’’
based on Hispanic coefficients and mean values for whites and the actual rate for whites.
bThe difference due to means is based on the difference between rate for Hispanics and the
counterfactual rate calculated using the Hispanic coefficients and the mean values for whites.
wCommunity characteristics were included in the linear models at the CTS site level.
zAttitude questions for acceptance of reduced choice and increased risk along with behavior of
smoking cigarettes among adults.
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gap. Furthermore, the safety net of communities (i.e., physicians providing
charity care and hospital emergency departments) also accounted for a modest
proportion of the differences in reports of unmet medical care needs (0.49 or
31 percent).

Whites were significantly more likely to have a regular health care
provider and to have seen a physician in the last year than Hispanics (see
Table 1). More than 80 percent of these differences were related to the
population characteristics of the two groups. Differences in the proportion of
Hispanic and whites with health insurance explained the single largest portion
of the differences in having a medical provider and having a doctor visit
between the two groups. One-third of the differences between Hispanics and
whites in having a regular provider and two-fifths of the differences in having
a doctor visit were related to insurance coverage. Income differences
that explained about 20 percent of the disparities in access and the availability

Table 4: Regression-Based Decomposition of Differences in Access to
Medical Care between Whites and African Americans

Report of
Unmet Needs

Regular Doctor
at Usual Source

Had a Doctor
Visit Last Year

Total Difference between Whites and African
Americans

1.14 8.41 2.34

Difference due to coefficientsa � 0.65 4.45 0.57
Difference due to meansb 1.79 3.95 1.77

Difference Due to Means fory
Personal Characteristics 1.88 5.62 2.07

Health insurance 0.63 1.96 1.88
Income 0.91 1.68 1.07
Values and preferencesz � 0.02 0.85 � 0.10
Other personal characteristics 0.36 1.12 � 0.77

Community Characteristicsw � 0.09 � 1.66 � 0.31
Emergency rooms and physician charity care 0.13 � 0.44 � 0.88
Other community characteristics � 0.21 � 1.23 0.58

Source: HSC Community Tracking Study 1996–1997 and 1998–1999 Household Surveys,
nonelderly persons with either public or private insurance, excluding those in the military.

Note: Total difference is equal to the difference due to coefficients and the difference due to means.
aThe difference due to coefficients is based on the difference between the ‘‘counterfactual rate’’
based on African American coefficients and mean values for whites and the actual rate for whites.
bThe difference due to means is based on the difference between rate for African Americans and
the counterfactual rate calculated using the African American coefficients and the mean values for
whites.
wCommunity characteristics were included in the linear models at the CTS site level.
zAttitude questions for acceptance of reduced choice and increased risk along with behavior of
smoking cigarettes among adults.
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of safety net providers accounted for about 15 percent of the Hispanic–
white differences in having a regular provider and seeing a physician in the
last year.

Table 4 shows the decomposition of differences in access to care
between African Americans and whites. For all three measures, differences in
population characteristics explained less of the black–white differences than
the Hispanic–white differences. Unexplained differences accounted for
approximately one-half of the black–white differences in having a regular
health care provider and one-quarter of the differences in having a doctor visit.
Insurance coverage was the primary population characteristic that explained
differences between African Americans and whites in having a regular health
provider and a doctor visit last year.

The total difference between African Americans and whites in terms of
reporting unmet medical needs was 1.14, where� 0.65 was due to coefficients
and 1.79 was due to means. If blacks had whites’ characteristics, their unmet
needs would be about 56 percent (1/1.79) smaller than they actually reported.
However, because of the differences in coefficients, which indicate that a given
factor has less impact in reducing unmet needs for blacks than for whites, the
net result was that their unmet needs were 14 percent greater.

Community characteristics of African Americans and whites accounted
for a small amount of the differences in having a regular provider and seeing a
doctor in the past year. Availability of emergency rooms and physicians
providing charity care was much less of a factor in explaining differences than
that of income and insurance coverage.

DISCUSSION

This study examines differences between either African Americans or
Hispanics and whites in access to care for three broad access measures:
unmet medical needs, having a regular health care provider, and having seen a
physician in the last year. Differences in measured characteristics explain
between 81 and 97 percent of the observed differences in access to care
between Hispanics and whites. Difference in characteristics explains between
47 and 97 percent of the observed differences in access to care between
African Americans and whites.

Lack of health insurance is a significant access barrier, especially for
Hispanics. It is the single most important factor in white–Hispanic differences
for all three measures and for two of the white–African American differences
(Table 5).
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Income differences are the second most important factor, with one
exception——reporting of unmet medical needs among African Americans.
Following insurance and income, community characteristics generally were
much less important, again with one exception. Safety net resources
accounted for a modest proportion of the differences between Hispanics
and whites in their reports of unmet medical needs. Hispanics tend to live in
areas with less physician charity care and fewer emergency rooms. These two
community measures of the safety net likely contribute to Hispanics reporting
unmet medical needs.

Insurance coverage appears more important than supply of medical
resources in minority groups’ communities, including primary care physi-
cians, charity care, and availability of hospital emergency rooms. Clearly,
insurance provides links to the health care system for all, and insurance
coverage would have a positive effect on Hispanics’ access to care. If Hispanics
were able to obtain the same levels of insurance coverage as whites, a
significant portion of the disparities in access to care would be reduced.

It is noteworthy that the rate for insurance is so much lower for
Hispanics. Because Hispanics are more likely than whites to be recent
immigrants to the United States, incomplete knowledge of the mechanics of

Table 5: Share of Total Differences between Either Hispanics or African
Americans and Whites Due to Differences in Insurance, Income, Safety Net
Access, and Other Factors

Fraction of Differences Compared to Whites for
Each Measure of Access

Report of
Unmet Needs

Regular Doctor
at Usual Source

Had a Doctor
Visit Last Year

Whites and Hispanics
Health insurance 54.1 33.3 40.1
Income 35.4 19.4 17.7
Safety net 19.1 1.2 7.0
All other factors � 17.1 17.4 19.3
Coefficientsa 8.4 28.7 15.9

Whites and African Americans
Health insurance 54.4 23.5 80.4
Income 76.1 20.1 46.0
Safety net � 5.7 � 2.3 � 3.9
All other factors 20.7 9.8 � 5.9
Coefficientsa � 45.5 48.9 � 16.6

Source: HSC Community Tracking Study 1996–1997 and 1998–1999 Household Surveys,
nonelderly persons with either public or private insurance, excluding those in the military.
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the health system may be one reason for not obtaining health insurance. Wells
et al. (1988) report that greater acculturation among Mexican Americans,
controlling for sociodemographic and economic factors, health status, and
insurance, was associated with higher probability of use of medical care. It is
likely that these cultural factors account for some of the difference in insurance
coverage and access to care between Hispanic and white Americans.

Availability of safety net providers, such as physicians providing charity
care or emergency departments in hospitals, has a modest effect on reducing
disparities in access. If Hispanics and African Americans lived in communities
with levels of safety net providers similar to whites, disparities in access would
diminish, holding insurance coverage and income constant.

The unexplained differences in access disparities between whites and
African Americans are disturbing. Simulating the effect of providing African
Americans with the population characteristics of whites, as our study does,
indicates that disparities in access to care would persist even if no differences in
personal and community characteristics were present. These unexplained
differences could result from a variety of factors, including care-seeking
behavior of patients (Lewis et al. 1991; Raczynski et al. 1993, 1994), lack of
trust (Doescher et al. 2000; Peterson 2002), majority provider behavior toward
minority patients (Van Ryn 2002), miscommunication between patients and
providers (Balsa and McGuire 2001), or discrimination (LaVeist, Nickerson,
and Bowie 2000; Lillie-Blanton et al. 2000).

Policymakers continue to propose methods for making insurance more
available to all members of the U.S. population. An additional effect of these
expansions would be a reduction in ethnic and racial disparities in access to
medical care and health, a goal of Healthy People 2010 (U.S. Department of
Health and Human Services 2000).
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