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Current political discourse on undocumented
immigration and national security has height-
ened public awareness of the US–Mexico bor-
der. Arguments for tightening access to this
border are proliferating in politics, the media,
and the public at large. National debates high-
light crossings from Mexico to the United States
but largely ignore significant border cross-
ings in the other direction. Because they are
less controversial, crossings to the south are
not publicized by the media; yet thousands
throughout the southwestern United States
cross monthly to obtain health care services in
Mexico.

Use of health care services in Mexico by
border residents is a well-documented, de-
cades-old practice.1–5 Much of what is known
about it is based on limited samples,6–8 the
targeting of specific health care needs or pro-
ducts,9 customs declarations,10 or participant
observation.11 In recent years, this literature has
grown to include options for extending US
health care coverage across the border in the
form of the expansion of Medicare and the
availability of cross-border private health in-
surance coverage.12–14

Accounts of these crossings have become
embedded in Southwestern folklore and com-
mon knowledge. Some stories exalt the outright
benefits of the personalized attention and time
provided by health care professionals in Mex-
ico, whereas others tell of wrongful deaths and
incapacitations resulting from poor diagnosis
and incorrect treatment.15–18 Characterizations
of these practices vary widely from beneficial
and worthwhile to an instrument of last resort
primarily because of the lack of affordability of
the US health care system.19,20 Still, substantial
knowledge gaps remain because much of what
is known is based on anecdotal stories and
nonprobability samples of border residents.

In this study, which had an ecological per-
spective,21,22 we considered regional health
insurance coverage, the border economy, and
the confluence of 2 health care systems as
3 contextual factors that may significantly

influence, beyond cultural preferences, the use
of health care in Mexico. In particular, the
South Texas region’s high level of uninsurance
is considered as a pivotal influence on health
care use in Mexico. Existing explanations for
uninsurance in the United States, which ac-
knowledge area and regional variations to
some extent, nonetheless typically emphasize
individual characteristics, resulting in a na-
tional profile of the uninsured as poor, at a
certain age, a minority, or an immigrant and
unskilled worker.23–27 This national profile of
the uninsured describes important individual
traits but diminishes the influence of ecological
factors in accounting for significant regional
variations in uninsurance rates. Although in the
larger national context these individual attri-
butes are major determinants of uninsurance,
in the context of the US–Mexico border, these
conditions are intensified by a binational
economy and the unique characteristics of the
health care systems in the United States and
Mexico.

Data for this study came from the Border
Epidemiological Study of Aging (BESA), an
ongoing population-based study of Texas resi-
dents in selective border counties. Although

only Texas border counties were included in
this research, socioeconomic and demographic
structures along the border are sufficiently
similar to warrant the broader consideration of
these findings in the region, with the exception
of San Diego County, California.28

The proportion of the population without
health insurance coverage—like many other
aspects of health care and health—varies sub-
stantially by region. The 4 southwestern bor-
der states have uninsurance rates exceeding
18% and account for 30% of the total unin-
sured US population, with approximately 12
million uninsured residents.29 About 26% of
the children and adults in Texas are uninsured,
with uninsurance rates particularly high in
border communities (38%).29

The border economy is anchored on the
Mexican labor market. It is characterized by low
wages and composed of mostly ser-
vices, manufacturing, and agribusiness in-
dustries28 that typically pass on the high cost
of health insurance premiums to their em-
ployees. The region’s low wage structure re-
sulted in a median annual household income
of $25433 in 2004 dollars before taxes for the
counties studied, compared with $47453
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nationally.30 We estimated that at least 43%
($10880O$25433) of the household income
in these counties, on average, would have to be
spent on family health insurance premiums to
cover all family members, almost twice the per-
centage of the rest of the United States.31 The US
health care system is therefore rendered unaf-
fordable for most border residents, even when
employers may offer health insurance coverage.

The private sector of the health care system
in Mexico maintains a competitive cost advan-
tage over the US system and provides an
alternative for US border residents who cannot
afford US health care. This private sector in
Mexico is literally well positioned near the
border to ease access for patients from the
United States. Medical doctors, pharmacies,
and private clinics aggressively market their
services in the US local media.

The price of health care north of the border
is anchored within the larger systemic charac-
teristics of the US health care system. Health
insurance coverage premiums and health costs
in US counties along the US–Mexico border are
determined by national and statewide price
structures. Instead of being discounted to take
the border resident’s low income into account,
costs are higher than in the rest of the United
States. For example, Dartmouth Atlas of Health
Care estimates of total Medicare expenditures
per enrollee were at the 95th percentile for the
South Texas border region in 2003.32 More-
over, Medicare, Medicaid, and most US private
health insurance companies do not provide
coverage in Mexico.33

We hypothesized that as the health care
system in the United States becomes increas-
ingly expensive relative to the alternative in
Mexico, the incentive to cross the border for
health care will remain an important option for
border residents and an important dimension
of the border’s social context. Between 2001
and 2005, the period of this analysis, health
care inflation in the United States was as high as
60%.34 Therefore, our data allowed unique
insights into how the high health care inflation
in the United States affected health insurance
coverage rates and health care use in Mexico
by US border residents.

We drew on the previous considerations to
investigate the use of health care services in
Mexico by border residents. First, we identified
significant predictors of health insurance

coverage for US border residents. Second, we
used these predictors to analyze how factors
related to US-based health insurance coverage
and the preference for Mexican medical care
were associated with the use of medical care
south of the border. Third, we explored the
association between individual socioeconomic
status, health and functional status, years of
residence in the United States (for the Mexican-
born group), and preference for Mexican
medical care in predicting health insurance
coverage and use of Mexican medical care.

METHODS

Data

We used waves 3 (2001–2002) and 4
(2005–2006) of the BESA. The sampling
frame was based on maps drawn from the
1990 US Census; the total sample pool of
participants was age adjusted by census tract to
reflect the 1994 age structure and proportion-
ally selected according to their overall repre-
sentation within each tract. The baseline wave
collected in 1994 to 1995 resulted in a final
sample of 1089 households with a response
rate of 89%, in which at least 1 member 45
years or older agreed to complete an in-home
face-to-face interview in either Spanish or En-
glish. The weighted BESA sample represented
more than 300000 residents of Cameron,
Hidalgo, Willacy, Starr, and Zapata counties.
Loss to attrition was minimized by using a
detailed follow-up plan that included estab-
lishing periodic contact with all participants
through biannual telephone calls as well as
with mailings of birthday and holiday cards.
Further details on the study design can be
obtained from earlier publications.35,36

The analysis reported here was based on
data from waves 3 and 4 for 2 reasons. First,
waves 3 and 4 emphasized health insurance
and health care use in Mexico. Second, a
younger cohort (37–45 years) was added in
wave 3 and followed up in wave 4. This new
cohort increased the total number of partici-
pants to 1048 and 960 in waves 3 and 4,
respectively, despite an 8% attrition rate be-
tween waves. (Totals reported here for waves 3
and 4 do not correspond to the totals reported
in the tables because we adjusted for missing
values in the tables.) The inclusion of this
younger cohort strengthened our analyses

because it broadened the applicability of results
to a larger population in this region.

The BESA included extensive information
on socioeconomic, demographic, and health
characteristics of respondents, as well as de-
tailed information on the use of health care
services in either the United States or Mexico
(waves 3 and 4) and preferences for health care
in Mexico (wave 4). The final sample included
only Mexican American participants given their
overrepresentation (more than 85%) along the
Texas–Mexico border.

Variables

Our primary objective was to identify the
factors that were related to health insurance
coverage and the use of health care services in
Mexico by border residents over a 48-month
period. We estimated health care use logistic
regression models that were adjusted for self-
reported health status, activities and instru-
mental activities of daily living (ADL and
IADL), age, years of education, marital status,
gender, health insurance coverage, and house-
hold income. Classifications of health insurance
coverage included any public (Department of
Veterans Affairs, Medicaid, or Medicare) or
private insurance. Eligibility for public health
insurance coverage was related to income and
immigration status. Preference for medical care
in Mexico was measured by 3 items that asked
respondents to compare the delivery of health
care by physicians in the United States and
Mexico. Use of health care in Mexico was
measured by 3 variables: physician visits, hos-
pital care, and the purchase of prescription
medication in Mexico. After initial analysis, the
frequency of hospital care use in Mexico was
very low and, therefore, not relevant to the
analysis.

For each model, dummy variables were
created for each self-reported health category:
excellent, very good, fair, and poor. Self-
reported instrumental activities of daily living
ADL and IADL were derived from the Older
Americans Resources and Services scale.37 This
scale consists of 2 subscales that capture func-
tional skills necessary for independent living.
ADL taps into broader activities such as whether
the respondent needs assistance conducting
their finances while IADL measures daily activ-
ities for independent living such as assistance
with bathing and feeding. ADL and IADL were
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coded separately as dummy variables: 0 for no
required assistance and 1 for at least 1 required
assistance with a daily activity. Dummy vari-
ables for age were coded as younger than 50,
50 to 64, and 65 years or older for wave 3 and
adjusted by 4 years in wave 4. Because more
than 97% of the respondents 65 years or older
were covered by Medicare in waves 3 and 4,
this age category served as a reference in the
analysis. Years of education were coded as
fewer than 7 years of schooling, 7 or 8 years,
9 to 12 years, and 13 or more years of school-
ing. We included marital status dummy vari-
ables for single and married respondents, with
widowed being the reference category. Prefer-
ence for Mexican health care was coded as 1 if
at least 1 item was positive and 0 otherwise.

Years of residence in the United States for
those born in Mexico were used to measure the
degree of acculturation and, thus, familiarity
with the US health care system. Preliminary
analysis indicated that this measure was more
consistent than was country of birth in dis-
criminating for increased familiarity with the
US health care system. Therefore, dummy
variables were created as follows: fewer than
20 years in the United States, 20 to 39 years,
and 40 years or more for wave 3 and adjusted
by 4 years for wave 4. The reference category
was being a US native.

RESULTS

Between 2001 and 2005, uninsurance in-
creased by 7% (from 52% to 59%) for all
previously insured participants younger than 65
years. This insurance coverage decline reflects
almost exclusively the loss of private insurance,
which declined by 9% between waves. Tables
1 and 2 present the distributions of other
sociodemographic characteristics by health in-
surance status. The proportion uninsured in-
creased significantly during this time period
(2001–2002 to 2005–2006). Health insurance
coverage remained extensive for the 65 or older
population, with about 97% reporting cover-
age—mostly through Medicare—in both waves.
Uninsurance rates climbed for both men and
women, but they increased more for men (15%).
Note again that health care costs grew by
approximately 60% over this period.34

We also observed major changes in health
insurance coverage by income categories

between waves. The percentage uninsured for
the 2 lowest income categories decreased by
5%, whereas it increased by 11% and 18%,
respectively, for those in the 2 highest income
groups. Those reporting more than $30000 in
income experienced the most dramatic loss of
coverage, which more than doubled in the
4-year period (14% to 32%). Uninsurance
increased by 5% for the native born, but for the

Mexican born, insurance coverage increased
with years lived in the United States. Those
more advantaged in income and education
continued to report higher health insurance
coverage, although it declined between waves.
The younger age group remained the least
likely to report health insurance coverage.
Among employed participants, the percentage
reporting health insurance coverage decreased

TABLE 1—Distribution of Sociodemographic Characteristics for Insured and Uninsured

Participants in Wave 3: Border Epidemiological Study of Aging, Texas, 2001–2002

Uninsured (n = 310),

Row % (Column %)

Insured (n = 727),

Row % (Column %)

Age, y

< 50 56.7 (41.0) 43.3 (13.4)

50–59 46.3 (32.3) 53.7 (16.0)

60–64 46.0 (23.9) 54.0 (12.0)

‡ 65 2.1 (2.9) 97.9*** (58.6)

Aged <65 y

Women 54.2 (76.4) 45.8 (64.7)

Men 40.1 (23.6) 59.9*** (35.3)

Aged ‡ 65 y

Women 1.7 (55.6) 98.3 (67.1)

Men 2.8 (44.4) 97.2 (32.9)

Marital status

Married 36.1 (74.4) 63.9 (56.6)

Single 26.7 (15.2) 73.3 (17.9)

Widowed 14.8 (10.4) 85.2*** (25.5)

Household income, $

< 7000 27.3 (24.5) 72.7 (28.2)

7000–15 000 32.2 (41.5) 67.8 (37.7)

15 001–30 000 41.0 (27.5) 59.0 (17.1)

> 30 000 14.2 (6.5) 85.8*** (17.0)

Education, y

< 7 28.6 (53.9) 71.4 (57.5)

7–8 38.7 (11.6) 61.3 (7.9)

9–12 39.9 (27.4) 60.1 (17.7)

‡ 13 15.3 (7.1) 84.7*** (16.9)

Length of residence in United States

(for Mexican born), y

< 20 73.1 (22.4) 26.9 (3.5)

20–39 47.7 (34.3) 52.3 (16.0)

‡ 40 17.1 (10.6) 82.9 (21.7)

US native 19.1 (32.7) 80.9*** (58.8)

Employed

Yes 46.2 (51.6) 53.8 (27.0)

No 22.9 (48.4) 77.1*** (73.0)

Note. Totals for wave 3 reflect adjustments for missing values for some of the variables presented.
***P < .01.
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by12% between waves, paralleling the decline in
coverage for those earning more than $30000.

Table 3 presents the distribution of health
and health care characteristics for waves 3 and
4 by health insurance status. Uninsured adults
reported better health, as indicated by their
self-rated health and activities of daily living in
both waves; however, they were also more
likely to report using medical care in Mexico
during the previous year. For example, 76%
and 63% of the uninsured adults, but only

24% and 17% of the insured adults, received
medical attention in Mexico in waves 3 and 4,
respectively.

Tables 4 and 5 report results from logistic
regression models of the factors associated with
health insurance coverage and visiting a doctor
in Mexico within the previous year for waves 3
and 4. We also estimated a random-effects
logistic regression model of health insurance
coverage to take advantage of the panel (lon-
gitudinal) structure of BESA. The model

included a dummy variable to identify the
BESA wave (3 or 4). The adjusted odds ratio
(OR) for the wave dummy variable was 0.27
(95% confidence interval [CI]=0.15, 0.48),
which implies that the likelihood of being
uninsured declined substantially over the
5-year period studied (2001–2002 to 2005–
2006). However, the main results from esti-
mating a random-effects logistic regression
were similar to the results reported later in this
section from separate logistic regression mod-
els for waves 3 and 4. As such, Tables 4 and
5 report only the results from the more parsi-
monious regression models for waves 3 and 4
separately.

Adults 65 years or older were more likely to
be insured (because of Medicare) than were
younger respondents. Women also were less
likely to be insured than were men (although
this finding was highly significant in wave 3, it
was no longer statistically significant in wave
4). In both waves, a positive and highly signif-
icant relation was found between household
income and the likelihood of having health
insurance coverage. A similar result was evident
for years of education, with those with more
schooling also more likely to report health
insurance coverage; the regression coefficient
for this variable, however, was statistically in-
significant at conventional levels in wave 3 but
became highly significant in wave 4.

The regression coefficients for being unem-
ployed and being insured changed between
waves. Earlier, the unemployment coefficient
was statistically insignificant and negative, but
it became positive and statistically significant in
the later wave. In wave 4, the unemployed
were twice as likely as the employed to be
insured, and the direction and strength of the
association remained when we controlled for
age. This was likely a result of the decline in
private health insurance coverage among
employed participants and larger national in-
creases in health care costs over this period.34

Preference for doctor services in Mexico was
measured only in wave 4, but as suggested by
our conceptual framework, it was negatively
related and highly significant to being insured.
Those who disagreed with the positive state-
ments about medical care in Mexico were twice
as likely to be insured as those who agreed.

When compared with the native born, the
Mexican-born respondents were less likely to

TABLE 2—Distribution of Sociodemographic Characteristics for Insured and Uninsured

Participants in Wave 4: Border Epidemiological Study of Aging, Texas, 2005–2006

Uninsured (n = 300),

Row % (Column %)

Insured (n = 631),

Row % (Column %)

Age, y

< 55 64.9 (63.1) 35.1 (16.2)

55–64 50.5 (32.1) 49.5 (14.9)

‡ 65 3.3 (4.9) 96.7*** (68.9)

Aged < 65 y

Women 61.2 (72.2) 38.8 (66.5)

Men 54.7 (27.8) 45.3 (33.5)

Aged ‡ 65 y

Women 3.2 (71.4) 96.8 (72.4)

Men 3.4 (28.6) 96.6 (27.6)

Marital status

Married 40.7 (74.6) 59.3 (51.8)

Single 32.6 (16.6) 67.4 (16.3)

Widowed 11.6 (8.8) 88.4*** (31.9)

Household income, $

< 7000 20.9 (12.0) 79.1 (22.1)

7000–15 000 28.1 (35.6) 71.9 (44.3)

15 001–30 000 51.6 (35.6) 48.4 (16.3)

> 30 000 31.9 (16.7) 68.1*** (17.3)

Education, y

< 7 27.9 (56.0) 72.1 (68.3)

7–8 38.5 (7.0) 61.5 (5.3)

9–12 48.0 (25.7) 52.0 (13.1)

‡ 13 28.6 (11.3) 71.4*** (13.3)

Length of residence in United States

(for Mexican born), y

< 24 70.3 (25.6) 29.7 (5.3)

24–43 50.0 (30.0) 50.0 (14.7)

‡ 44 13.3 (6.1) 86.7 (19.6)

US native 23.7 (38.3) 76.3*** (60.4)

Employed

Yes 58.0 (61.9) 42.0 (22.5)

No 19.8 (38.1) 80.2*** (77.5)

Note. Totals for wave 4 reflect adjustments for missing values for some of the variables presented.
***P < .01.
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be insured; however, the magnitude of the
coefficient varied significantly by years of res-
idence in the United States. Finally, those in
better health were less likely to be insured, and
this association remained even after we con-
trolled for age.

Tables 4 and 5 also report results from the
logistic regression model of the factors related
to visiting a doctor in Mexico during the pre-
vious year. Household income, length of

residence in the United States, and health
insurance coverage were the strongest predic-
tors of visiting a doctor in Mexico in both
waves. However, although these variables
remained highly significant at the P less than
.01 level, the magnitude of the regression
coefficients changed between waves. In wave
3, household income lower than $7000 was
the only significant income coefficient related
to having visited a doctor in Mexico

(OR=0.46; 95% CI=0.30, 0.72). By contrast,
in wave 4, this association became highly sig-
nificant for those with incomes between $7000
and $30000. Those reporting household in-
comes of $7000 to $15000 (OR=4.09; 95%
CI=2.74, 6.09) and $15001 to $30000
(OR=3.39; 95% CI=2.38, 4.82) were more
likely to visit a doctor in Mexico than were
those with household incomes higher than
$30000. Adults with excellent health also
were less likely to visit a doctor in Mexico than
were those with poor health (OR=0.23; 95%
CI=0.15, 0.37), but this association was not
statistically significant in wave 4.

The most important findings for wave 3,
however, were that the uninsured were more
likely than were the insured to have visited a
doctor in Mexico (OR=6.94; 95% CI=5.04,
9.55), and those who had lived in the United
States less than 20 years also were more likely
to have visited a doctor in Mexico than were
those born in the United States (OR=4.09;
95% CI=2.70, 6.18). Both coefficients were
statistically significant at the P less than .01
level. Although these associations remained
statistically significant in wave 4 at P less than
.01, the magnitude of the regression coefficients
diminished for the uninsured between these 2
items. In wave 4, the insurance effect was
attenuated somewhat by the stronger effect of
length of residence in the United States. Those
reporting the fewest number of years in the
United States were more likely than were the
native born to have visited a doctor in Mexico
(OR=5.07; 95% CI=3.65, 7.04), and al-
though the effect decreased somewhat as years
of residence increased, it remained highly sig-
nificant for all years when compared with the
native born.

We also estimated a random-effects logistic
regression model of visiting a doctor in Mexico.
The model included a dummy variable to
identify the BESA wave (3 or 4). The adjusted
odds ratio for the wave dummy variable was
0.37 (95% CI=0.24, 0.56), which shows that
the likelihood of visiting a doctor in Mexico
decreased over the 5-year period studied.
However, the adjusted OR for the uninsured
variable did not change even when we esti-
mated the model pooling the data (OR=7.27;
95% CI=3.76, 14.04). That is, the uninsured
were much more likely than were the insured
to visit a doctor in Mexico, and this was

TABLE 3—Health and Health Care Indicators of Insured and Uninsured Participants: Border

Epidemiological Study of Aging, Texas, 2001–2002 to 2005–2006

Wave 3 (n = 1037)a Wave 4 (n = 931)

Uninsured

(n = 131), Row %

(Column %)

Insured

(n = 727), Row %

(Column %)

Uninsured

(n = 300),

Row %

(Column %)

Insured

(n = 631),

Row %

(Column %)

Self-rated health

Excellent 42.5 (29.3) 57.5 (17.1) 62.7 (48.8) 37.3 (13.9)

Very good 36.0 (36.8) 64.0 (28.2) 28.6 (23.3) 71.4 (28.1)

Fair 21.5 (28.0) 78.5 (44.1) 20.5 (25.4) 79.5 (47.6)

Poor 19.4 (5.9) 80.6*** (10.5) 10.3 (2.5) 89.7*** (10.4)

Activity of daily living dependency

Yes 15.0 (10.4) 85.0 (25.4) 17.6 (13.1) 82.4 (29.2)

No 34.0 (89.6) 66.0*** (74.6) 36.8 (86.9) 63.2*** (70.8)

Instrumental activities of daily living

Yes 18.5 (25.6) 81.5 (47.5) 44.3 (79.2) 55.7 (49.8)

No 37.5 (74.4) 62.5*** (52.5) 17.2 (20.8) 82.8*** (50.2)

Hospitalized for the previous 12 mo

Yes 10.3 (5.2) 89.7 (19.3) 0.0 (0.0) 100.0 (2.9)

No 33.4 (94.8) 66.6*** (80.7) 36.7 (100.0) 63.3*** (97.1)

Hospitalized for the previous 5 y

Yes 13.7 (11.1) 86.3 (30.1) 10.4 (6.8) 89.6 (29.0)

No 35.3 (88.9) 64.7*** (69.9) 39.5 (93.2) 60.5*** (71.0)

Received medical attention in Mexico

Yes 57.4 (75.6) 42.6 (24.4) 64.1 (62.9) 35.9 (16.8)

No 12.3 (24.4) 87.7*** (75.6) 17.5 (37.1) 82.5*** (83.2)

Believe that Mexican doctors give more time

Yes 74.4 (88.1) 25.6 (47.8)

No 26.5 (11.9) 73.5*** (52.2)

Believe that Mexican doctors explain things better

Yes 73.4 (89.5) 26.6 (47.9)

No 22.9 (10.5) 77.1*** (52.1)

Believe that Mexican doctors listen carefully

Yes 76.0 (90.7) 24.0 (43.7)

No 20.0 (9.3) 80.0*** (56.3)

aTotals for waves 3 and 4 reflect adjustments for missing values for some of the variables presented.
***P < .01.
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statistically significant in both waves. Finally,
the main results on the factors predicting the
use of doctor services in Mexico did not change
regardless of whether we estimated separate
logistic regression models of waves 3 and 4 or a
random-effects logistic regression model of
medical care use in Mexico.

DISCUSSION

Our analyses indicated that health insur-
ance coverage was an important predictor of
seeking and receiving medical care in Mexico.
In wave 3, it was the strongest predictor of
using medical care in Mexico. However, the
regression model in wave 4 provided a more
complex profile of the uninsured population,
which reflected both national health insurance
trends and the overlapping national health
systems along the border. Findings for wave 4
indicated a very high level of uninsuran-
ce—almost 60%—for the population younger
than 65 years and major losses in health
insurance coverage among the employed
participants. The earlier lack of association
between employment and health insurance
coverage became statistically significant in
wave 4.

The high health care cost changes in the
United States adversely affected health insur-
ance coverage in the border region. Between
2001 and 2005, uninsurance increased by 7%
(from 52% to 59%) for all previously insured
participants younger than 65 years. This de-
cline reflects almost exclusively the loss of
private insurance, which declined by 9% be-
tween waves. Thus, the private health care
system in Mexico seems to have become a
viable alternative for border residents losing
health insurance coverage in the United States.

Preference for medical care in Mexico,
measured only in wave 4, added an important
dimension to the regression model explaining
insurance coverage in this wave. Those who
disagreed with positive statements about med-
ical care providers in Mexico were more than
twice as likely to be insured as were those who
agreed, and they were also less likely to have
used medical care in Mexico. Conversely, those
who agreed were more likely to be uninsured
and to use Mexican health care. Supplemental
analyses found that a preference for Mexican
medical care characterized the uninsured, and

TABLE 4—Logistic Regression Results for Factors Associated With Health Insurance

Coverage and Doctor Visits in Mexico Among Participants at Wave 3: Border

Epidemiological Study of Aging, Texas, 2001–2002

Insured: Model 1 Visited Doctor in Mexico: Model II

b OR b OR

Age, y

< 50 –5.35*** 0.01 0.36 1.43

50–64 –4.82*** 0.01 0.26 1.30

‡ 65 (Ref) 1.00 1.00

Gender

Men 1.71*** 5.51 –0.09 0.91

Women (Ref) 1.00 1.00

Marital status

Married 0.17 1.18 –0.24 0.78

Single 1.14** 3.13 –0.23 0.79

Widowed (Ref) 1.00 1.00

Household income, $

< 7000 –2.40*** 0.09 –0.77* 0.46

7000–15 000 –2.10*** 0.13 0.28 1.32

15 001–30 000 –1.70*** 0.18 0.27 1.31

> 30 000 (Ref) 1.00 1.00

Education, y

< 7 –0.95 0.38 0.27 1.30

7–8 –0.65 0.52 0.002 1.00

9–12 –0.79 0.45 0.20 1.22

‡ 13 (Ref) 1.00 1.00

Employed

No –0.16 0.85 –0.51* 0.60

Yes (Ref) 1.00 1.00

Self-rated health

Excellent –2.56*** 0.07 –1.44*** 0.23

Very good –3.00*** 0.05 –0.52 0.60

Fair –1.49*** 0.24 –0.51 0.60

Poor (Ref) 1.00 1.00

Instrumental activity of daily living

No –0.45 0.63 0.26 1.30

Yes (Ref) 1.00 1.00

Activity of daily living

No –0.63 0.53 0.66** 1.94

Yes (Ref) 1.00 1.00

Length of residence in the United States, y

< 20 –1.47*** 0.23 1.41*** 4.09

20–39 –1.09*** 0.34 0.62** 1.87

‡ 40 –0.36 0.70 0.11 1.12

US native (Ref) 1.00 1.00

Insured

No 1.94*** 6.94

Yes (Ref) 1.00

Note. OR = odds ratio.
*P < .1; **P < .05; ***P < .01.
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this relation remained after we controlled for
socioeconomic factors.

An interesting profile of users and nonusers
of Mexican health care emerged from these
findings; those at the opposite ends of the
household income categories were less likely to
use medical care in Mexico for entirely differ-
ent reasons. Participants with household in-
comes below $7000 reported either Medicaid
coverage or dependence on free or reduced
cost medical care in the United States. Con-
versely, those reporting incomes higher than
$30000 were more likely to have private
health insurance and used US health care.
Participants in the 2 middle-income categories
were more likely to be uninsured and to use
medical care in Mexico. Those receiving
Medicare, unavailable in Mexico, did not use
medical services in Mexico, regardless of
country of birth or years in the United States.

Findings from both waves indicated that for
the most economically disadvantaged border
residents, the private health care system in
Mexico, which requires cash payment at the
time of service, remained beyond their actual
means and was not a plausible option. The
overlapping presence of these 2 health care
systems in the region facilitates and limits
health care options for the uninsured. Results
indicate that private medical care in Mexico
serves as a safety net for the uninsured—but
only for those who are generally healthier,
physically mobile, unburdened by immigration
restrictions, and able to pay cash for the service.
For those in poor health, unable to pay, or
burdened by immigration restrictions, accessi-
bility to US health care is limited not only by
their lack of health insurance coverage but also
by the region’s large uninsured population,
which limits the quantity and quality of health
care services available to all residents. Private
health care providers in Mexico, inaccessible to
them, further reduce the number of available
US health care providers because the former
provide health care services in the region at a
relatively lower cost when compared with that
in the United States. Although primary care in
Mexico lessens the burden for minor primary
care emergencies, as may be the case with
many childhood infectious conditions at the
individual level, it undermines the health care
system at the community and regional level
because low rates of private health care

TABLE 5—Logistic Regression Results for Factors Associated With Health Insurance

Coverage and Doctor Visits in Mexico Among Participants at Wave 4: Border

Epidemiological Study of Aging, Texas, 2005–2006

Insured: Model 1 Visited Doctor in Mexico: Model II

b OR b OR

Age, y

< 54 –4.15*** 0.02 0.90** 2.50

54–64 –3.93*** 0.02 0.03 1.03

‡ 65 (Ref) 1.00 1.00

Gender

Men 0.12 1.13 –0.22 0.81

Women 1.00 1.00

Marital status

Married –0.38 0.69 0.92** 2.50

Single –0.10 0.91 0.63 1.88

Widowed (Ref) 1.00 1.00

Household income, $

< 7000 –1.52*** 0.22 0.68 1.98

7000–15 000 –1.39*** 0.25 1.41*** 4.09

15 001–30 000 –1.29*** 0.28 1.22*** 3.39

> 30 000 (Ref) 1.00 1.00

Education, y

< 7 –0.94** 0.39 –0.21 0.81

7–8 –1.25** 0.28 0.14 1.16

9–12 –1.06*** 0.35 0.33 1.39

‡ 13 (Ref) 1.00 1.00

Employed

No 0.78** 2.18 –0.38 0.68

Yes (Ref) 1.00 1.00

Prefer Mexican doctor

No 0.84*** 2.32

Yes (Ref) 1.00

Self-rated health

Excellent –1.93*** 0.15 0.55 1.73

Very good –1.08* 0.34 0.44 1.56

Fair –1.02* 0.36 0.47 1.60

Poor (Ref) 1.00 1.00

Instrumental activity of daily living

No –0.10 0.90 0.29 1.34

Yes (Ref) 1.00 1.00

Activity of daily living

No 0.51 1.67 –0.17 0.85

Yes (Ref) 1.00 1.00

Length of residence in the United States, y

< 24 –2.31*** 0.10 1.62*** 5.07

24–43 –0.39 0.68 1.26*** 3.53

‡ 44 –0.80** 0.45 0.70** 2.01

US native (Ref) 1.00 1.00

Insured

No 1.14*** 3.13

Yes (Ref) 1.00

Note. OR = odds ratio.
*P < .1; **P < .05; ***P < .01.
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insurance coverage are likely to make the US
border less attractive to US health care pro-
viders considering a location for their practice.

Conclusions

Findings reported here have implications for
public health practice and policy. Medical care
in Mexico may provide an attractive option to
low-paid workers; however, our data analysis
strongly suggests that it is mainly an option for
minor emergencies. Separate data analyses for
major health emergencies or specialized health
care services identified very low or no use.
Therefore, the Mexican private health care
system is not a substitute for serious conditions
requiring specialist care, surgery, or hospitali-
zation, nor does it reduce the economic burden
of providing these highly priced services to the
numerous uninsured people in the region.
Moreover, our findings indicate that US-based
private health insurance remains highly unaf-
fordable to many border residents, with only
13% of those younger than 65 years reporting
having private health insurance coverage.

The analyses presented here suggest that the
conditions that influence the lack of health
insurance coverage by growing numbers of
working- and middle-class Americans at the
national level are intensified along the border.
They also highlight the limitations of health
care alternatives in Mexico as a substitute for
US health care. In all, results from this study
indicate that existing disparities in health care
access will continue to undermine the health
status of the region’s population unless major
health care policy reforms are initiated to pro-
mote greater accessibility to US health care.

Limitations

Our data allowed us to study only Mexican
Americans, by far the largest population group
along the US–Mexico border. Moreover, our
probability sample was representative of only
selected Texas border counties. Although the
border region, with the exception of San Diego
County, is sufficiently similar to warrant con-
sideration of findings presented here, these
results cannot be directly generalized to other
border populations. This study also was limited
by the exclusion of younger respondents
(younger than 37 years). However, given the
direction of the findings, we expect that the
inclusion of younger adults and children would

only have increased the numbers of uninsured
respondents and the use of Mexican medical
care, when not limited by household income,
immigration, or health status. We acknowledge
that cross-border health care use also occurs
during the winter months by US and Canadian
retirees33; however, the research design did
not call for their inclusion. Finally, some Mex-
ican nationals use health care facilities on
the US side of the border; however, study-
ing this population was beyond the scope of
our article. j
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