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ASSESSING THE LIKELIHOOD OF HAVING
A REGULAR HEALTH CARE PROVIDER
AMONG AFRICAN AMERICAN

AND AFRICAN IMMIGRANT WOMEN

Objective: Immigrants, especially refugees,
face unique barriers to accessing health care
relative to native born Americans. In this
study, we examined how immigration status,
health, barriers to access, and knowledge

of the health care system relate to the
likelihood of having a regular health care
provider.

Methods: Using logistic regression and
data from a community-based participatory
study, we estimated the relative likelihood
that an African immigrant woman would
have a regular health care provider com-
pared with an African American woman.

Results: Immigrant status remains a power-
ful predictor of whether a woman had a
regular health care provider after control-
ling for covariates. African immigrants were
73% less likely to have a regular health care
provider than were otherwise similar African
American women.

Conclusion: Expanding health care
educational efforts for immigrants may be
warranted. Future research should examine
how cultural beliefs and time in residence
influence health care utilization among US
immigrants. Ethn Dis. 2019;29(2):253-260;
doi:10.18865/ed.29.2.253
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INTRODUCTION

Identifying and working with a
regular health care provider can be
an important factor in maintaining
adult health. Recent studies have
shown that individuals who have a
primary health care provider incur
fewer tests and have lower health
care costs.! In addition, patients with
a primary care physician have lower
five-year mortality risks than patients
whose source of usual care is a spe-
cialist? and they report relatively
higher levels of patient satisfaction.’

Despite the positive associations
between having a regular health
care provider and adult health, only
three in four Americans have a regu-
lar health care provider.” This figure
masks considerable racial disparities,
as one study found only 62% of Af-
rican American adults have a regu-
lar health care provider compared
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with 77% of White Non-Hispan-
ics.” These disparities exist despite
the higher rates of chronic disease
faced by African Americans (com-
pared with non-Hispanic Whites).’
Contributing factors to these dif-
ferences likely include racial differ-
ences in trust of health care provid-
ers®” and barriers to accessing care.

Data that distinguish health
care utilization by race may also
mask considerable differences be-
tween immigrant and native-born
members of the same race. Health
data on US immigrants are rarely
stratified by country or region of
origin. Instead, immigrant data are
typically grouped broadly using a
designation such as foreign-born.

Recent research has noted the ab-
sence of studies focusing specifically
on US African immigrants.® Yet, in
2015, there were more than two mil-
lion African immigrants living in the
United States. Among all US immi-
grants, African immigrants have had
the fastest rate of growth in recent
years with a 41% increase in their
US population between 2000 and
2013.° Approximately 22% of those
immigrants were granted admission
to the United States on humanitarian
grounds because their refugee status."

The social dimension of health
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status and health care needs for Af-
rican immigrant refugees remains a
largely unexplored area of inquiry.
Adjustment to living in a new coun-
try after relocation can alter social
and behavioral health factors.!' For
example, while anxiety and depres-
sion have been found to be common
in African immigrants, especially ref-
ugees, mental health care may not be

Our study builds
on previous studies
by examining how
immigration status, health
status, barriers to access,
and health literacy relate
to the likelihood of having
a regular health care
provider in a group of
women residing in urban

Utah.

sought due to the stigma.'? Refugee
immigrants may be a more vulnerable
population compared with US-born
African Americans, as they may have
poorer physical, psychological and/or
social health, while lacking access to
health care.’>'* African immigrants
likely face unique barriers to health
care relative to African Americans,
including language barriers, limited

knowledge of the US health care sys-
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tem, cost, insurance, and access to
transportation.'>'>"” While some Af-
rican immigrant groups are typically
proficient in English,'® others, such as
refugees, who have had little or no ex-
posure to English may find language
to be a serious barrier.!" This suggests
that analyses of immigrant health is-
sues should control for English lan-
guage proficiency whenever possible.

While the existing literature pro-
vides important considerations on
aspects of health care access and bar-
riers, there are many questions still
unanswered. Our study builds on
previous studies by examining how
immigration status, health status,
barriers to access, and health literacy
relate to the likelihood of having a
regular health care provider in a group
of women residing in urban Utah. We
compare self-reported data from im-
migrant women from one region in
Africa and African American women.

METHODS

Data for this study came from
the Coalition for a Healthier Com-
munity for Utah Women and Girls’
(CHC-UWAG) study, a health in-
tervention study targeted at improv-
ing the health behaviors of women
and their families through the use
of a gender-informed community
wellness coaching program. Base-
line interview data collected prior
to intervention exposure were used
for these analyses. Participants in
the larger study included women
aged 218 years who self-identified
as African American, African Im-
migrant, American Indian/Alaskan
Native, Hispanic/Latina, and Pa-
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cific Islander and who spoke Eng-
lish, Spanish, or Kirundi. The study
was approved by the University of
Utah’s Institutional Review Board
and the Indian Health Service Phoe-
nix Area Institutional Review Board.

For the current investigation, we
used data from the African American
and African immigrant groups. There
were 103 African American and 84
African immigrant women who com-
pleted the baseline survey. The African
immigrant women arrived in Utah
as refugees from Rwanda, Burundi,
and the Democratic Republic of the
Congo. These countries have had tur-
bulent political, social, and economic
circumstances over the past few de-
cades that have contributed to a grow-
ing diaspora.'”? While the immigrant
women in this study initially arrived
in the United States as refugees, they
prefer to be identified as immigrants
and thus we use that term through-
out the remainder of the article.

Women who were pregnant
(n=7), aged 265 years (n=14), or
had missing data on key measures
(n=1) were excluded from analysis.
Our final study size was thus 165.
Immigrant women had the oppor-
tunity to take the survey in either
English or Kirundi. Seventy-one of
the 78 African immigrant women
completed the survey in Kirundi.
Thus, we could not construct a
meaningful variable to differenti-
ate among the African immigrant
women based on English profi-
ciency. All African American par-
ticipants took the survey in English.

We explored how socio-demo-
graphics and health status, health
literacy, and health care barriers
mediated the observed relationship
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Table 1. Descriptive statistics of study population, N=165

African

African

. . . Bivariate
Variable Total, N=165 Immll\slgr:;l;s, %, Amelalia;l;, %, Difference Test
Age
18-39 48.48 64.10 34.48 x>=14.45°
40-64 51.52 35.90 65.52
Marital status
Not married 58.79 51.28 65.52 x}=3.44
Married 41.21 48.72 34.48
Education
< High school 35.15 56.41 16.09 X*=29.33?
>High school 64.85 43.59 83.91
Employment
Not employed 40.61 57.69 25.29 x=17.91°
Employed 59.39 42.31 74.71
Mean number of children, aged <18 yrs 1.63 2.72 .66 t=-9.29°
Mean number of adults, aged > 64 yrs .84 1 .057 t=-1.04
Self-assessed health
>Good 63.03 55.13 20.69 X?=20.932
<Cood 36.97 44.87 79.31
BMI
225.0 75.76 32.05 17.24 x}=4.91°
<25.0 24.24 67.95 82.76
Tobacco use
No 94.55 97.44 91.95 x>=2.40
Yes 5.45 2.56 8.05
High blood pressure
Yes 22.42 5.13 37.93 x>=25.44
No 77.58 94.87 62.07
PHQ-2 depression score
22.0 56.36 43.59 67.82 x?=9.81°
<2.0 43.64 56.41 32.18
Person most likely to get information to make health
decisions
Self 72.73 60.26 83.91 x>=11.60°
Other household member 27.27 39.74 16.09
Mean health literacy score (range 4-20) 15.42 12.51 18.03 t=9.432
Health insurance
Private 47.27 15.38 75.86 ¥*=63.89°
Medicaid / Medi-Cal 37.58 65.38 12.64
No insurance 15.15 19.23 11.49
Good public transit access
Yes 68.48 65.38 71.26 x'=.66
No 31.52 34.62 28.74
Has a regular health care provider?
Yes 62.42% 42.31% 80.46% X’=25.522
No 37.58% 57.69% 19.54%
a. P<.05.

between group membership and the
likelihood of having a regular health
care provider. Our outcome variable
was based on responses to the sur-

vey question, “Do you have a regular
health care provider (primary care
provider) that you see for regular
care?” We utilized logistic regres-
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sion analysis to predict the likeli-
hood of having a regular health care
provider as a function of immigrant
status using a mediation model.
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In the first model, we controlled
only for socio-demographic factors.
In the second model, we controlled
for health status measures, health lit-
eracy, and possible barriers to health
care access that may have mediated
the relationship between immigrant
status and having a regular health care
provider. Review of collinearity diag-
nostics revealed no causes for concern
about possible multicollinearity. All
analyses were conducted in SAS 9.3.

For other variables examined,
we used a health literacy scale as the
sum of respondents’ answers to four
questions that each had a 5-point
scale. The questions were: 1) How
often do you have problems learn-
ing about your medical conditions
because of difficulty understanding
written information? 2) How often
do you need to have someone help
you read hospital materials or pa-
pers you receive from your doctor or
clinic? 3) How confident are you fill-
ing out medical forms by yourself? 4)
How confident are you in following
directions your doctor or health care
provider gives you? Higher scores in-
dicate greater self-assessed health lit-
eracy. To assess public transit access,
we asked participants whether they
strongly agreed, somewhat agreed,
neither agreed nor disagreed, some-
what disagreed or strongly disagreed
with the statement, “Bus and/or Trax
(light rial] lines are easily available.”
Those women who responded that
they somewhat agreed or strongly
agreed were coded as having good
access to public transit. For depres-
sion, we used the Patient Health
Questionnaire-2 (PHQ-2), a vali-
dated two-item depression screen-
er with a scoring range of 0-6.”
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RESsuULTS

Descriptive information about the
two groups used in the analyses ap-
pears in Table 1. African immigrant
women differed significantly from
African American women on several
socio-demographic  characteristics.
In particular, the immigrant women
were younger, less educated, less likely
to be employed outside of the home,

and had more minor children in the

Slightly more than 80%
of the African American
women reported having
a regular health care
provider compared with
only 42% of the African

immigrant women.

home than their African American
counterparts. We also observed strik-
ing differences in their health mea-
sures. While the African immigrant
women were less likely than the Af-
rican American women to rate their
health as good or better, they were
also relatively less likely to report hav-
ing high blood pressure and less likely
to be overweight or obese (ie, to have
a body mass index (BMI) > 25.0).
In terms of health-related knowl-
edge, the African immigrant women
had lower levels of health literacy
and a smaller proportion reported
they were the individual responsible
for gathering information to guide
health care decisions for their fami-
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lies. Finally, while both groups were
equally likely to report having good
access to public transit, the African
immigrant women were more likely
to be uninsured. Immigrant women’s
higher probability of being uninsured
and lower levels of health literacy may
both serve as greater barriers to access-
ing regular health care compared with
their African American counterparts.

We observed significant differ-
ences in the likelihood of having a
regular health care provider between
the two groups. Slightly more than
80% of the African American women
reported having a regular health care
provider compared with only 42%
of the African immigrant women.

After controlling for socio-demo-
graphic characteristics, immigrant
status remained a powerful predic-
tor of having a regular health care
provider (Table 2). In this model,
African immigrant women were
89% less likely (OR=.11, CI=.04-
.32) to report having a regular health
care provider compared with Afri-
can American woman. When we
added the measures of health status,
health literacy, and barriers to ac-
cess in Model 2, the estimated odds
changed only modestly to 73%
less likely (OR=.27, CI=.08-.91).

We observed interesting relation-
ships between health literacy and hav-
ing a regular health care provider. For
each additional one-point increase
on the health literacy scale, the likeli-
hood of having a regular health care
provider increased by 15%. In addi-
tion, women who reported being re-
sponsible for gathering information
to guide family health care decisions
were more likely to have a regular
health care provider compared with
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Table 2. Parameter estimates of the multivariate models for having a regular health care provider

Model 1 Model 2
Independent Variables - -
Odds Ratios 95% CI Odds Ratios 95% ClI

African immigrant, 1=yes a1° .04-.32 27° .08-.91
Age 18-39, T=yes .28° .13-.60 35° .14-.89
Married, 1=yes 72 .34-1.55 .69 .28-1.68
>High school education, 1=yes 1.84 .78-4.33 3.92° 1.35-2.70
Employed, 1=yes 1.08 49-2.41 1.01 .37-2.70
Number of children < Age 18 1.23 .94-1.60 1.47° 1.08-2.01
Number of adults > Age 64 2.50 .72-8.71 3.50 .83-14.77
Self-assessed health >Good, 1=yes 45 15-1.37
BMI >25.0, T=yes 2.19 .83-5.73
Tobacco use, 1=yes 5.78 .56-59.77
High blood pressure, 1=yes 8.57" 1.45-50.73
PHQ-2 depression score > 2.0 A1c A15-1.17
Person in household most likely to get information to make b

health decisions is respondent, 1=yes 32 A1-89
Health Literacy Scale, range 4-20 1.11° 1.02-1.30
Medicaid or Medi-Cal health insurance, 1=yes* .20° .06-.70
No health insurance, 1=yes? .30¢ .08-1.06
Access to good public transit, 1=yes 1.20 46-3.17
Model ¥ 44,59" 73.40°

a. The omitted group are those respondents with private health insurance.

b. P<.05.
c. P<.10.

those without that responsibility.

Finally, access to public trans-
portation did not facilitate having a
regular health care provider. How-
ever, having private health insurance
clearly reduced access barriers rela-
tive to having Medicaid or no health
insurance. Women with Medicaid
or Medi-Cal were 75% less likely
than their counterparts with private
insurance to have a regular health
care provider, while those with no
health insurance were 66% less likely.

DiscussioN

In this study, African immigrant
women, who arrived in the United
States as refugees, had statistically
significant differences in many attri-
butes that past studies have linked to

greater health care barriers and poor-
er utilization compared with African
American women. These included
socio-demographic differences in age,
education, employment status and
number of minor children. In addi-
tion, the African immigrant women
differed in their health-related mea-
sures as captured by BMI, high blood
health

age, and health literacy. But most

pressure, insurance cover-
importantly, they differed in their
likelihood of having a regular health
care provider and this difference per-
sisted in multivariate analyses that
controlled for socio-demographics
and various health-related measures
that approximate barriers to health
care access, suggesting that these
factors had little mediating effect.

Our findings should be viewed in

light of our study limitations. Wom-
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en who participated in the study were
not randomly sampled. Rather, they
likely agreed to participate because
they wanted to improve their health
behaviors. Thus, women in both
groups may have been more likely
than non-participants to have had
a regular health care provider, mak-
ing our estimates conservative. Ad-
ditionally, while the survey included
questions about several health condi-
tions, we were only able to control
for high blood pressure because of
the low frequency of reporting other
conditions. Finally, information on
the duration of time the immigrant
United

States was not collected and its omis-

women had been in the

sion may have biased our estimates.

We found that 80% of the Afri-
can American women in our study
had such a provider compared with
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only 42% of African immigrant
women. These percentages are espe-
cially alarming given that our study
group consisted of women who were
likely highly motivated to improve
their health. Traditional racial/eth-
nic categories used in larger surveys*
do not allow for such nuanced dis-
tinctions in group membership. Yet,
we observed potentially important
differences in several factors by dif-
ferentiating between African Ameri-
cans and African immigrants rather
than using the more general racial
classification scheme of “Black non-
Hispanic.” Thus, we conclude that
when trying to identify the underly-
ing forces that may be contributing
to health disparities, attention to
more detailed classifications of race/
ethnic/group identities may be key.

We also uncovered differences in
health literacy and health insurance
coverage that appeared to contrib-
ute modestly to the group disparity
in having a regular health care pro-
vider. The relative difference in health
literacy is not surprising given that
the African immigrant women have
had less exposure to the US health
care system and face language barri-
ers. The explanation for the impact
of health insurance is more compli-
cated and relates to public policy.

The African immigrant women
in our sample are more likely to have
Medicaid than African American
women because of structural policy
factors. Specifically, refugees who
enter the United States are eligible
for Medicaid coverage provided by
the Refugee Financial Assistance for
eight months after their date of en-
try.”? After eight months, they may
stay on Medicaid if other eligibil-
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ity criteria are satisfied since “quali-
fied non-citizens” (ie, refugees) are
exempted from the five-year wait-
ing period Medicaid eligibility rule
that non-refugee immigrants face.*
Alternatively, they may enroll in
other health insurance programs, if
available through their employer.

If we take African refugee im-
migrants greater likelihood of hav-
ing Medicaid as a given, it raises two
possible explanations for the observed
results. First, African immigrants navi-
gating the Medicaid insurance system
have spentless time in the United States
than their African American counter-
parts and thus are more likely to have
less experience with this system, There-
fore, they may be somewhat unsure of
how to find a health care provider and
how Medicaid coverage works. More-
over, they may fear the burden of un-
known health care costs. In addition,
refugee immigrant women may find
access to information challenging as
the resources of the resettlement agen-
cies are limited, preventing them from
providing support for a long period
of time. Second, studies have found
that primary care physicians are less
inclined to accept Medicaid patients,”
typically because of low Medicaid re-
imbursement rates but also because of
the additional time spent on Medic-
aid paperwork.?® Thus, even if wom-
en with Medicaid insurance want to
identify a regular health care provider,
it may be challenging to find one.

CONCLUSION

In summary, we observed rela-
tively large, statistically significant
differences in the odds of having a
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regular health care provider by group
membership. Given the growth in
African refugee immigrants to the
United States in recent years,”'’ the
negative consequences associated
with not having a regular health care
provider are likely to grow. Other
research has suggested that African
immigrant women may view health
differently’? and this may lead them
to downplay the value of having a
regular health care provider. At the
same time, researchers have found
that African immigrants have dif-
ferent chronic disease risk profiles
than African Americans.” Taken in
combination, these findings suggest
that more health care educational ef-
forts directed at immigrants may be
warranted, especially for those who
came to the United States because
of humanitarian considerations. At-
tention to such factors as time since
arrival as a refugee in the United
States, assimilation challenges, trust
in the health care system, and beliefs
associated with health care utilization
should be given both educational
and research priority going forward.

Our findings are also consistent
with the proposition that, when it
is possible, health-related analyses
should go beyond race/ethnicity
segmentation or grouping all immi-
grants together in a category labeled
Our
of health care utilization broadly

foreign-born. understanding

could be enhanced by undertaking

more focused analyses of specific
racial, ethnic, and cultural groups.
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