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Objectives. This study explored rea-
sons for racial and ethnic differences in
children’s usual sources of care.

Methods. Data from the 1996 Med-
ical Expenditure Panel Survey were ex-
amined by means of logistic regression
techniques.

Results. Black and Hispanic chil-
dren were substantially less likely than
White children to have a usual source of
care. These differences persisted after
control for health insurance and socio-
economic status. Control for language
ability, however, eliminated differences
between Hispanic and White children.

Conclusions. Results suggest that
the marked Hispanic disadvantage in
children’s access to care noted in ear-
lier studies may be related to language
ability. (Am J Public Health. 2000;90:
1771–1774)
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High-quality health care is an important
factor in the well-being of America’s children.
Recent policy changes, such as those repre-
sented by the State Children’s Health Insur-
ance Program, have attempted to increase chil-
dren’s health insurance coverage and their
access to care to ensure that children obtain
needed health care. However, a substantial
number of children still lack health insurance
and adequate access to health care, particularly
a usual source of care.

Children without a usual source of care
may be at increased risk of adverse outcomes,
includingnot receivingneeded immunizations.1

Studies have shown that Black and Hispanic
children are more likely to lack a usual source
of care and less likely to have an office-based
source of care than are White children2–4; such
disadvantages may reduce Black and Hispanic
children’s continuity of care, with potential ad-
verse outcomes.These differences may be due
in part to the fact that Black and Hispanic chil-
dren are more likely than White children to be
uninsured.4 Previous research indicates thatchil-
dren without health insurance are more likely to
lack a usual source of care, a regular clinician,
and access to after-hours medical care than are
those with coverage.5 However, even after in-
surance status has been controlled for, substan-
tial differences by race and ethnicity remain in
children’s access to health care services.6,7

An alternative explanation for the rela-
tionship between race/ethnicity and health-
related issues is socioeconomic status. Poverty,
one measure of socioeconomic status, is a noted
determinant of a number of health-related out-
comes for children,3,8–11 and Black and His-
panic children are substantially more likely than
White children to be members of poor fami-
lies.12 Another potential explanation we con-
sider here is language ability. For parents with
limited English skills, the availability of health
care providers and office staff who speak their
native language and understand their knowl-
edge and beliefs about health care may be in-
dispensable for ensuring that their children have

adequate access to health care. In particular,
children may lack a usual source of care if their
parents cannot find a provider with whom they
can clearly and comfortably communicate.

Because health differences between vari-
ous racial and ethnic groups may be explained
in part by accounting for health insurance and
socioeconomic differences, and because race/
ethnicity is used as a proxy for socioeconomic
status in many health studies,13 it is vital to as-
sess the independent effects of race/ethnicity
and socioeconomic status on health and access
to care. In this report, we present both descrip-
tive statistics and results of multivariate analy-
ses that allowed us to examine racial and ethnic
differences in children’s usual source of care
and to study the extent to which these differ-
ences may be explained by health insurance sta-
tus, socioeconomic status, and language ability.

Methods

Our data were derived from the 1996
Medical Expenditure Panel Survey (MEPS)
Household Component. The goal of this survey
was to provide information on the health care
experiences of a representative sample of the
civilian, noninstitutionalized US popula-
tion.14–16 The sample included nearly 6900 chil-
dren younger than 18 years, more than 90% of
whom had data reported by one of their parents.

Racial/Ethnic Differences in Children’s
Access to Care
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FIGURE 1—Percentages of children with no usual source of care, by race/
ethnicity: United States, 1996.

Our dependent variable was derived from
the MEPS access to health care supplement,17

which measures whether children have a usual
source of care by asking the question “Is there
a particular doctor’s office, clinic, health cen-
ter, or other place that [the child] usually goes
if [the child] is sick or needs advice about
health?” MEPS also asks about racial identi-
fication and Hispanic ethnicity. Our classifi-
cation involved a set of mutually exclusive cat-
egories: Hispanic, Black, Asian, and White.
The group designated “White” also included a
small number of children of other racial and
ethnic groups; data for these children are not
shown separately owing to the small sample
sizes.

Our measure of health insurance repre-
sented coverage during the first half of 1996
and included 3 categories: any private cov-
erage, public coverage only, and uninsured
throughout the first half of 1996.18 Socio-
economic status measures included family
income relative to the federal poverty line for
calendar year 1996, whether or not the child’s
mother was working, and the mother’s level
of education. Additional demographic vari-
ables included in our analysis were age of
the child’s oldest parent (<30 years,
≥30 years), child’s sex and age (0–5, 6–12,
13–17 years), whether the child was living
with both of his or her parents, number of
children living in the household, region of
the country (Northeast, Midwest, South,
West), and whether the child resided in a met-
ropolitan statistical area.

Our final key variable of interest was
the language in which the MEPS interviews
were conducted. MEPS is a complex survey
concerning the health and health care expe-
riences of family members. While some re-
spondents who have difficulty speaking Eng-
lish are able to communicate about basic
issues, a respondent in need of another in-
terview language would probably require
health care providers and office staff who
speak that language or the services of an in-
terpreter. Nearly all MEPS non-English in-
terviews (more than 98%) were conducted in
Spanish by bilingual interviewers. Among
the Hispanic children in our sample, 40.7%
had interviews conducted in Spanish, and the
remaining 59.3% had interviews conducted
in English.

Both the descriptive data and the lo-
gistic regression results presented here were
weighted to be nationally representative. Our
standard errors accounted for the complex
design of the survey. These adjustments to
address the geographic clustering of the sam-
ple also accounted for intrafamilial correla-
tion resulting from the inclusion of multi-
ple children within the same family in our
analyses.19

Results

Figure 1 shows the percentages of chil-
dren in each racial and ethnic group without a
usual source of care. A large majority of chil-
dren (91.3%) had a usual source of care in
1996, but approximately 6.2 million American
children (nearly 9%) lacked a usual place to
go if they were sick or in need of health ad-
vice. This represented a small improvement
from 1987, when 10.8% of children had no
usual source of care (data not shown). Although
there were no significant differences between
Asian and White children, Black children
(12.5%) were more than twice as likely as
White children (6.0%) to lack a usual source of
care. An even more striking contrast was evi-
dent for Hispanic children (17.2%), who were
nearly 3 times as likely as White children to
lack a usual source of care.

Theseracialandethnicdifferencesremained
strong and statistically significant in logistic re-
gressionmodelscontrollingforawidevarietyof
demographiccharacteristics(seeTable 1).Black
and Hispanic children were considerably less
likely to have a usual source of care than were
Whitechildren(modelA).Inaddition,olderchil-
drenwere less likely,andthose livingwith2 par-
ents were more likely, to have a usual source of
care.While therewerenosignificantdifferences
between children residing and not residing in
metropolitanstatisticalareas,childrenlivinginthe
SouthandWestwere less likely thanthoseresid-
ingintheNortheast tohaveausualsourceofcare.
Theeffectsof thesedemographiccharacteristics
remainedfairlyconstantacrossallofourmodels.

Model B added health insurance and our
socioeconomic measures—income, mother’s
education, and mother’s employment status—
to the regression analysis. The addition of these
variables did little to affect the relationship be-
tween race/ethnicity and our outcome. All racial

and ethnic effects that were statistically sig-
nificant in model A remained significant with
the controls for socioeconomic status, and their
magnitudes were fairly similar. These health
insurance and socioeconomic status effects
were quite robust and remained fairly constant
in the model discussed next. Uninsured chil-
dren were substantially less likely to have a
usual source of care, while those with more
educated mothers were more likely to have a
usual source of care. Children in low-income
families (families with income between 125%
and 200% of the poverty line) were consis-
tently less likely to have a usual source of care.

Finally, in model C we added language of
interview along with all of the variables in-
cluded in the previous models. The effect was
quite striking: children whose MEPS interview
was conducted in English were 2.6 times more
likely to have a usual source of care than chil-
dren whose interview was conducted in Span-
ish. In addition, the effect of Hispanic ethnic-
ity was statistically nonsignificant in this model.
This result strongly suggests that the frequently
observed finding that Hispanic children are
less likely to have a usual source of care than
White children is related to language ability
rather than to ethnic group membership. Ad-
ditional multivariate analyses (data not shown)
indicated that Hispanic children whose MEPS
interview was conducted in Spanish were only
27% as likely as White children to have a usual
source of care, while there were no significant
differences between White children and His-
panic children whose MEPS interview was
conducted in English.

Discussion

Our main goal in this report was to ex-
amine racial and ethnic differences in children’s
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TABLE 1—Odds Ratios for Presence of a Usual Source of Care (Logistic
Regression Results): United States, 1996

Model A Model B Model C

Race/ethnicity
Hispanic 0.35*** 0.52*** 0.71
Black 0.54** 0.57** 0.55**
Asian 0.85 0.84 0.80
White and other 1.00 1.00 1.00

Health insurance and socioeconomic status
Health insurance

Any private … 1.00 1.00
Public only … 1.02 1.11
Uninsured … 0.45*** 0.47***

Income
Poor (≤100% FPL) … 0.67 0.74
Near poor (100%<FPL≤125%) … 0.47* 0.52
Low income (125%<FPL≤200%) … 0.58* 0.61*
Middle income (200%<FPL≤400%) … 0.80 0.80
High income (>400% FPL) … 1.00 1.00

Mother’s education, y
<12 … 0.82 0.96
12 … 1.00 1.00
>12 … 1.63* 1.65*

Mother’s employment status
Works … 1.10 1.14
Does not work … 1.00 1.00

Interview language
English … … 2.62***
Other … … 1.00

Demographic characteristics
Child’s age, y

0 to 5 1.00 1.00 1.00
6 to 12 0.71* 0.73* 0.69*
13 to 17 0.34*** 0.37*** 0.34***

Child’s sex
Male 1.00 1.00 1.00
Female 1.04 1.01 1.02

Age of oldest parent, y
<30 1.00 1.00 1.00
≥30 1.02 0.85 0.88

Child lives with 2 parents
Yes 1.58** 1.33 1.43*
No 1.00 1.00 1.00

No. of children in family 0.95 1.03 1.02
Region of country

Northeast 1.00 1.00 1.00
Midwest 1.12 1.12 1.14
South 0.55** 0.60* 0.57*
West 0.42*** 0.44*** 0.43***

Residence in metropolitan statistical area
Yes 1.08 0.86 0.91
No 1.00 1.00 1.00

Regression statistics
No. 6108.00 6108.00 6096.00
�2 log-likelihood 3125.92 3027.26 2973.43
P .00 .00 .00

Note. Data were derived from the 1996 Medical Expenditure Panel Survey Household
Component (rounds 1 and 2). FPL=federal poverty line.

*P<.05; **P<.01; ***P<.001.

usual source of health care and to gauge the
extent to which they are related to differences
in health insurance status, socioeconomic sta-
tus, and language ability. Our study showed
that Black and Hispanic children are at a sub-
stantial disadvantage and that these differences
persist even when health insurance and socio-
economic status are held constant. When lan-

guage ability is held constant, however, we find
that differences between Hispanic and White
children become negligible and that the lower
likelihood of having a usual source of care pre-
viously found among Hispanic children is
largely attributable to those whose parents have
difficulty communicating about health care in
English. Our results strongly suggest that the

marked Hispanic disadvantage in access to care
noted in previous studies may be related to lan-
guage ability and characteristics associated
with being a non-English speaker, including
differing knowledge of and beliefs about the
health care system and primary care.

Children’s health care is a prominent issue
on our national health agenda. The State Chil-
dren’s Health Insurance Program devotes $24
billion to extending health insurance coverage
to uninsured children, and this program may
help reduce racial and ethnic disparities in chil-
dren’s health by reducing the disproportion-
ately high rates of noncoverage among Black
and Hispanic children. The program may have
the greatest impact if the coverage provided is
implemented so as to ensure that children have
a usual source of care, particularly an office-
based primary care practitioner, to encourage
continuity of care.

In 1998, President Clinton introduced a
plan to eliminate health status differences
among racial and ethnic groups.20 While the
provision of health insurance may help improve
children’s health and allow some progress to-
ward reducing racial/ethnic disparities in health,
our findings indicate that substantial racial and
ethnic differences in children’s access to care
persist after control for health insurance and
socioeconomic status. This suggests that pro-
grams aimed at reducing racial and ethnic dis-
parities may most profitably target other char-
acteristics in addition to family income and lack
of health insurance. In particular, our findings
imply the need for interpreters and bilingual
health care providers and office staff to meet the
needs of children whose parents are not com-
fortable interacting with the health care system
in English. If one of our national goals is to
eliminate racial and ethnic disparities in health
care and health status, further study is needed
to explore additional societal and health care
system factors that may explain these differ-
entials and prove amenable to intervention.
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Objectives. Racial differences in
access to cardiac artery bypass graft
(CABG) surgery are well documented.
This study extends the literature by ex-
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high-quality cardiac surgeons.
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Traditionally, scholars interested in issues
related to racial differences in access to care
have focused on the question of whether pa-
tients received necessary medical services. In
this report, we extend the literature by ad-
dressing the question of racial differences in
access to high-quality cardiac surgeons, qual-
ity being measured by risk-adjusted mortality
rate (RAMR).1 We examine the factors that are
associated with the RAMR of cardiac surgeons
who treat White and non-White patients un-
dergoing cardiac artery bypass graft (CABG)
surgery. A systematic bias in access to high-
quality CABG providers would indicate that
racial minorities are at a disadvantage even
when they gain access to CABG surgery.

Prior studies found that non-Whites are
less likely than Whites to undergo CABG sur-
gery, even when the need for the procedure is
the same, as indicated by similar clinical and
angiographic characteristics,2 the same disease
stage,3 or prior acute myocardial infarction.4

Furthermore, provision of insurance does not
equalize access to CABG. Racial differences in
access to CABG surgery were found among
patients covered by Medicare4,5 and the Veter-
ans Administration system.6 This disparity in
access persists despite the increase in CABG

use rates and the fact that disparities in proce-
dure rates along racial lines have become
widely known.7–9

Methods

Data

The analysis included 11 296 patients
undergoing CABG procedures in New York
State in 1996. Data for all patients discharged
with a CABG diagnosis-related group (DRG)

Racial Differences in Access to
High-Quality Cardiac Surgeons
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