
 

 

ABSTRACT 

RACIAL DISPARITY IN HEALTH INSURANCE ACQUISITION 

IN THE STATE OF CALIFORNIA 

By 

Florence Jill D. Polina 

August 2015 

Racial disparity continues to be a struggle in America.  The main purpose of this 

project was to determine whether there is a relationship between race and the acquisition 

of health insurance in adult residents of California who are younger than 65 years old.  

Through secondary data gathering, analysis of an existing racial disparity in health care 

insurance acquisition was accomplished.  The results of the project indicate that a 

relationship exists between race and health insurance acquisition, thereby promoting an 

opportunity to determine hindering factors and discuss recommendations that can help to 

alleviate them.  Multiple factors that influence the acquisition of health insurance among 

residents in California have been cited.  Some of these factors such as affordability and 

immigration status are more relevant in the Latino racial group compared to the others.  

The awareness of this relationship promotes implications towards a legislative focus on 

the underserved populations and a development of action plans and public policies that 

can aid in acquisition of health insurance for all.  

 

 





RACIAL DISPARITY IN HEALTH INSURANCE ACQUISITION 

IN THE STATE OF CALIFORNIA 

 

 

A PROJECT REPORT 

Presented to the School of Nursing 

California State University, Long Beach 

 

In Partial Fulfillment 

of the Requirements for the Degree 

Master of Science in Nursing 

Concurrent with Master of Science in Health Care Administration 

 

Committee Members: 

Dr. Grace Reynolds, D.P.A (Chair) 
Dr. Savitri Singh-Carlson, Ph.D 

Dr. Tony Sinay, Ph.D 
 

College Designee: 
 

Loucine M. Huckabay, Ph.D. 
 

 

 

By Florence Jill D. Polina 

B.S.N., 2011, STI College-Cebu, Philippines 

August 2015 



	   iii	  

 

 

TABLE OF CONTENTS 

Page 

LIST OF TABLES…………………………………………………………………….     iv 

LIST OF FIGURES……………………………………………………………………     v 

LIST OF ABBREVIATIONS………………………………………………………….    vi 

CHAPTER 

1. INTRODUCTION AND LITERATURE REVIEW………………………     1 

Overview……………………………………………………………….     1 
Statement of the Problem………………………………………………     2 
Purpose of the Project………………………………………………….     2 
Significance of the Project……………………………………………..     3 
Literature Review 
 Racial Disparity and Health Insurance…………………………    4 
 Factors of Health Insurance Acquisition……………………….    8 
 Current Initiatives on Health/Health Insurance Disparity……...    9 
 

2. METHODOLOGY……………………………………….………………… 12 

Current Data……………………………………………………………. 14 
Statistical Analysis……………………………………………………... 15 
 

3. RESULTS………………………………………………………………….. 17 

Descriptive Statistics…………………………………………………… 17 
Hypothesis Testing……………………………………………………... 19 
 

4. DISCUSSIONS…………………………………………………………….. 22 

Conclusions…………………………………………………………….. 24 
Limitations and Recommendations for Future Research………………. 25 

 
REFERENCES………………………………………………………………………… 26 

 

 



	   iv	  

 

 

LIST OF TABLES 

TABLE                  Page 

1. Summary of Hypotheses for Statistical Analysis ……… ……………...16 

2. Data Analysis…………………………………………………………...21 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



	   v	  

 

 

LIST OF FIGURES 

FIGURE                                         Page 

1. Race grouping distribution in percentage…………………………………18 

2. Racial distribution percentage with response to current insurance status...18 

3. Actual respondent count versus expected respondent counts…………….20 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



	   vi	  

 

 

LIST OF ABBREVIATIONS 

ACA     Affordable Care Act  

AHRQ    Agency for Healthcare Research and Quality  

CATI     Computer-assisted telephone interviewing  

CDC     Center for Disease Control 

CDPH     California Department of Public Health  

CHIS     California Health Interview Survey  

CMS     Centers for Medicare and Medicaid  

DHCS     Department of Health Care Services  

HRSA     Health Resources and Service Administration  

IOM     Institute of Medicine  

LAFANS    Los Angeles Family and Neighborhood Survey 

NHIS     National Health Interview Survey  

OMB     Office of Management and Budget 

SPSS     Statistical Package for Social Services 	  

TKA     Total Knee Arthroplasty  

UCLA-CHPR  University of California Los Angeles Center for Health 
Policy Research  

 
USFDA    U.S. Food and Drug Administration  

 
 



	   1	  

 

 

CHAPTER 1 

INTRODUCTION AND LITERATURE REVIEW 

Overview 

 Racial disparity continues to be a struggle in America.  This sensitive issue has 

constantly been displayed within different facets of life.  This long history of inequality 

started way back when African slaves were brought to the United States for labor, which 

eventually led to the American Civil War in the 19th century.  Racial disparity was also 

displayed during the Great Depression, which disproportionately affected the Hispanics at 

that time.  Racial disparity exists today with the vast wealth gaps that occur worldwide 

(Conley, 2010).  It would not be surprising to see that racial disparity occurs with health 

insurance acquisition as well. 

In Finegold and Wherry’s Snapshot research in 2004, it is noted that from the years 

1997 to 2002, the rates of non-insurance are significantly higher in Hispanics, accounting 

for about 34% and Blacks with 21%, compared to Whites, which account for 13%.  This 

variance in insurance coverage among different racial groups is noteworthy.  It is quite 

compelling, and also unfortunate, that the most advanced technology and evidence-based 

practices in the country produce the most polarizing effect.  The widely accepted notion is 

that these life-saving interventions can only be available to those who can afford them.  

The ethical dilemma for the health care field arises, and yet, it is always paralleled with 

the constraints of economics, business, and politics.   To quote a conclusion from the same 

paper:  “If policymakers allow the current disparities to persist, the health of the nation 
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may deteriorate as the composition of the population changes” (Finegold & Wherry, 2004, 

p.3). 

Statement of the Problem  

The Centers for Disease Control and Prevention (2010) has highlighted the goal of 

decreasing racial and ethnic disparities in health care for 2020.  The mere mention of this 

health inequality by a key government organization suggests that as of this time, the issue 

of racial disparity is still very significant.  

In 1985, former U.S. Health and Human Services (USDHHS, 1985) Secretary 

Margaret M. Heckler issued the “Heckler Report,” which discussed the vile aftereffect 

brought about by oppression in the United States, where African Americans and other 

minority Americans were continually left behind with access to health care, accounting for 

most of the cases of mortality and morbidity compared to the entire nation’s.  Decades 

later, the problems brought on by the disparities in health care persist.  

The United States of America is a first world country where freedom and equality 

is cheered on.  However, as with all other countries in the world, the universal issue of 

procuring the right to health care continues to affect this nation and its people.  This gap in 

health care provision is evidently hard to remedy even during the modern era, when civil 

rights and injustices would have been regarded as problems of the past.  

Purpose of the Project 

 The main purpose of this project was to determine whether there is a relationship 

between race and the acquisition of health insurance in adult residents of California who 

are younger than 65 years old.  Through secondary data gathering, analysis of an existing 

racial disparity in health care insurance acquisition was realized, thereby promoting an 
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opportunity to determine hindering factors and discuss recommendations that can help to 

alleviate them.  

Significance of the Project 

 Conducting a study on racial disparity in health insurance acquisition can be 

helpful in making policy decisions in order to bridge the racial gaps in access to health 

care.  

  Most cited studies on racial disparity are done on a nationwide level.  However, it 

is also relevant and meaningful to see the current situation with racial disparity and health 

care access in the state of California.  

In the past, California, specifically Los Angeles County had African Americans 

(Blacks) as the largest minority group.  However, in recent times, Hispanics (of any Latino 

origin) have comprised almost 50% of the population.  The U.S. Census Bureau identified 

other groups such as Chinese, Armenians, Filipinos, Iranians, Taiwanese, Koreans, 

Russians, Indians, Native Americans, and many others that comprise the very diverse 

county as well (DeNavas-Walt, Proctor, & Smith, 2009).  This diversity accounts for the 

disparities that are brought to attention, not only in culture and economics, but in health 

care as well.   

 In a study done by Bitler and Shi (2006) specific for Los Angeles County using the 

individual-level data available from the Los Angeles Family and Neighborhood Survey 

(LAFANS), it is apparent that the situation does not entirely shift away from the 

nationwide trend.  Hispanic adults are more likely to be uninsured (after consideration of 

age and gender) compared to Whites, Blacks, or Asians.  In addition to this data, the said 

researchers also found that coverage differences between Hispanics were larger over time 
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compared to the other groups.  It turns out, according to the report, that immigration status 

is an important factor for insurance.  

This, as for state public policy makers, is important data in decision-making to 

address not only cost-containment, but also more especially, the racial disparity in health 

care that occurs in the state of California.  

Racial Disparity and Health Insurance 

A more insightful comprehension of racial disparity can be attained with an 

understanding of the definition of race.  Race (2014) is constructively defined by 

Merriam-Webster as a sociological designation that identifies a class, which shares some 

outward physical characteristics and some commonalities of culture and history.  Often, 

the words race and ethnicity are used for similar frameworks.  However, theorists in 

sociology prefer to use these terms accordingly.  Expert sociologist Dalton Conley (2010) 

has differentiated race and ethnicity to clarify the distinction.  He stated that although a 

person can affiliate with multiple ethnicities, this person essentially only has one race.  For 

example, a person can claim to be both German and Polish (ethnicity), however, this 

person has to be essentially either Black or White (race).  

 In the United States of America, where a vast variety of race and ethnicity is 

considered a norm, the United States Census Bureau procured a system to classify race.  

Their statement on race and ethnicity is expressed with the constant adhesion to the 1997 

Office of Management and Budget (OMB) standards.  With this, they have classified race 

questions and encouraged self-identification of residents as White, Black/African 

American, American Indian/Alaska Native, Asian, or Native Hawaiian/Other Pacific 

Islander, (U.S. Census Bureau, 2013).  The U.S. Census Bureau (2013) also noted that 
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they have adapted the social definition of race.  In their viewpoint, people who identify 

themselves as Hispanic, Latino, or Spanish may choose to be of any race.  

Racial disparity, then, is simply inequality or imbalance in resources among races, 

whether they are economic, in opportunities, or even in distribution of power (Shapiro, 

Meschede, & Osoro, 2013). 

Health insurance, on the other hand, is defined as payment coverage for any 

medical or surgical expenses that can be either reimbursed to the insured or given to the 

provider directly (MedicalNewsToday, 2012).  The cost of health insurance, and health 

care in general, has gradually been very unpredictable in correlation with more medical 

advances arising and medical treatments intensifying, (Agency for Healthcare Research 

and Quality [AHRQ], 2010).  Health care is costly.  It is an entirely logical route to stay 

healthy rather than to become sick.  However, in order to maintain a good hold of health 

and to treat possible illness, health insurance coverage will be needed. 

The intricacies of health insurance are also considered by many people as hard to 

understand.  Loewenstein et al. (2013) discussed the results of their study that people 

generally have a limited understanding of health insurance, where only 14% of their 

sample were able to answer questions on the basic components of traditional health 

insurance.  This study also conveys the data suggesting that with the complexities of 

coverage, people will generally go for the less costly means.  This means that, whether in 

traditional or simplified health plans, people will more likely get cheaper insurance and 

disregard whatever coverage these less costly counterparts will offer.  The behavior 

apparently stems from ambiguity, a barrier that can be more constraining for less-educated 

minorities to hurdle.  
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A search through nationwide literature provided an indication that there exists a 

relationship between the previously mentioned matters of race and health insurance.  The 

Institute of Medicine (IOM) published one such study in 2002.  This report, called 

Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care, discussed 

adversity of racial and ethnic gaps in access to health care.  This paper used the term 

“health care disparity” that has also been defined by Riley (2012) as a racial or ethnic 

difference that may include lifestyle choices, age, sexual orientation, and lack of access to 

health care.  

More studies attempt to discuss the implications of the correlation between race 

and health insurance and health care disparity.  Most of these studies are nationwide-based 

and tend to discuss health care disparity in the aspect of accessing health care for specific 

diseases or health states.  

Kenik, Jean-Jacques, and Feinglass (2014) discussed that lower socioeconomic 

status, lack of healthcare access, and language barriers explained the racial and ethnic 

disparities in cholesterol screening.  Rauscher, Allgood, Whitman, and Conant (2012) 

have found that Black and Hispanic women and women without private insurance are 

more likely to obtain mammography screening at facilities with less favorable 

characteristics compared to White women and women with private insurance.  Niccolai, 

Mehta, and Hadler (2011) correlated significant disparities in the completion of human 

papillomavirus vaccinations by race/ethnicity and poverty, which suggests that the 

populations at greater risk for cervical cancer are still potentially under-protected. 

For medical treatment in different health states, Hu, Shi, Rane, Zhu, and Chen 

(2014), Hanchate, Zhang, Felson, and Ash (2008), and Fisher-Owens et al. (2013) also 
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mirrored the results that the previously discussed researchers had.  Hu et al. concluded that 

insurance coverage and race/ethnicity were significantly associated with acquisition of 

quality diabetes care for adults.  Hanchate et al. tapped on the surgical aspect of care and 

found that limited insurance coverage and financial constraints explain some of the 

racial/ethnic disparities in total knee arthroplasty (TKA) rates.  Even in children’s care, 

Fisher-Owens et al. noted that racial/ethnic disparities in children’s oral health status and 

access were attributed largely to socioeconomic and health insurance factors.  

Often required after treatment, maintenance care is also affected by health 

insurance.  Winters et al. (2010) concluded that race and insurance status have substantial 

influence on annual prescription medication use and expenses.  

Although not entirely restricted to only race and ethnicity, the acquisition of health 

insurance is still greatly attributed to them.  The Kaiser Family Foundation and its 

representatives actually concluded that health insurance was the most significant factor 

explaining racial disparities in having a usual source of care (Lillie-Blanton, 2008).  

However, only a few studies look specifically at relationships between race and health 

insurance coverage and the act of acquiring health insurance at all.  

In a National Health Interview Survey (NHIS) conducted in 2013 by Chou, Tulolo, 

Raver, Hsu, and Young, it is evident that significant disparities existed among Hispanic 

Whites, Blacks, and Asians with respect to insurance coverage.  This interview survey 

also tapped into the less explored Asian group and found that members of this minority 

group are less likely to utilize health care services regardless of insurance status.  

The most common results indicate that the Hispanic population, considered a 

minority group, is more likely to be uninsured.  Case in point, Doh Soogwan’s (2012) 
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research result indicated that Hispanics significantly influence the rate of non-insurance 

even without taking economy, socio-demographics, and/or ideology into consideration.  

He further stated that Hispanics should be watched out for as target groups for health 

insurance policies at a state level.  This tendency is also notable in Rutledge and 

McLaughlin’s (2008) study demonstrating U.S.- born Hispanics’ continuing upward non-

insurance rate trends, which is driven by a decrease in private coverage, especially with 

the increasing Hispanic population.  Mead et al. (2008), in coordination with the 

Commonwealth Fund, have procured several important demographics in their publication, 

indicating that indeed, the Hispanic population will become the largest minority group, 

followed by Blacks by 2050.  These minority groups, the Hispanics and Blacks, will also 

be at the highest risk for “double jeopardy,” where they are the most number of uninsured 

with the worst morbidity rates needing more medical care (Kirby & Kaneda, 2013).  

Factors of Health Insurance Acquisition 

With the available literature, it may seem logical to assume that the awareness of 

the importance of health insurance would lead to it becoming a health care necessity.  

However, Booske, Robert, and Rohan (2011) found that those who were younger, less 

educated, with lower income, healthier, or politically conservative were less likely to be 

aware of health disparities, thereby making it a factor for insurance acquisition.  

Another factor is affordability/income.  According to the U.S. Census Bureau 

Population Reports for 2008, people with higher incomes have proportionally lower rate 

of non-insurance.  The same report released that 24.5% of people in households with 

annual incomes of less than $25,000 had no health insurance coverage at all.  Racial and 

ethnic minorities who are considered as more likely to be poor and/or have lower 
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educational levels are going to be at greater health risk compared to their non-minority, 

non-poor, and better-educated counterparts (Lynch & Kaplan, 2001).  

 Language barrier is another factor for acquisition of health insurance for different 

races.  Many health plans tend to not have professional interpreters or translators for 

patients that do not speak English (IOM, 2002).  Huang (2013) noted that limited English 

proficiency is directly correlated to the percentage of Asian Americans who are uninsured.  

Also, in the IOM report Variation in Health Care Spending: Target Decision Making, Not 

Geography (2013), its committee acknowledges the fact that Medicare and commercial 

health care spending vary in different geographical regions, making geographical location 

another factor.  

The IOM report Unequal Treatment: Confronting Racial and Ethnic Disparities in 

Health Care (2002) has listed patient attitudes and behaviors as factors for health 

disparity. It can also be said with regards to acquisition of health insurance.  

Current Initiatives on Health/Health Insurance Disparity 

Several provisions in the Affordable Care Act (ACA) are set in place to potentially 

address the problems in health disparity.  This landmark law, signed by U.S. President 

Obama on March 23, 2010, aims to provide insurance coverage to more than 30 million 

people, (USDHHS, 2010).  This act also has provisions to improve quality of care, reduce 

costs, increase access to care, fortify the health care workforce, and make health coverage 

obtainable for all Americans-- all of which have the capacity to reduce disparities in 

health, (National Conference of State Legislatures [NCSL], 2010).  

 Section 10334 of the ACA has established a National Institute on Minority Health 

and Health Disparities that will provide an Office of Minority Health to improve the status 
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of minority populations, monitor trends, and evaluation programs and initiatives.  This 

Institute will collaborate with the AHRQ, the Centers for Medicare and Medicaid (CMS), 

the U.S. Food and Drug Administration (USFDA), the Health Resources and Service 

Administration (HRSA), and Substance Abuse and Mental Health Services 

Administration, (USDHHS, 2010).  Beginning in 2014, the ACA firmly states that 

insurance companies cannot deny coverage nor increase premiums to individuals with pre-

existing conditions.  The ACA also prevents companies from charging higher premiums 

based on gender, race, and/or ethnicity (NCSL, 2010).  

 Another initiative and provision of the ACA aims at diversifying the workforce for 

health care workers in order to improve quality of care given to diverse populations.  In 

addition, the ACA actually invests in development of culturally competent curricula over 

the next 5 years, where loan repayment preference is offered to those with cultural 

competency experience (NCSL, 2010).  

 As previously stated, one of the goals of the initiative for Healthy People 2020 is 

to reduce health disparities.  This goal of the USDHHS arm of the government coordinates 

with the provisions of ACA that promotes Community Health Centers that cater to more 

Hispanic and African American populations and regulates maternal and child health 

programs, (USDHHS, 2010).  

Specific for the state of California, Covered California is one of the initiatives that 

the state adapted to address the issue of universal health coverage for all.  Its mission is 

fairly specific to the issue of health disparity, stating: 

To increase the number of insured Californians, improve health care quality, lower 

costs, and reduce health disparities through an innovative, competitive marketplace 
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that empowers consumers to choose the health plan and providers that give them 

the best value. (CoveredCa, 2013, p.2) 

 The evaluation plan for Covered California (2013) will assess disparities across all 

evaluation domains, potentially including race/ethnicity, language, gender, region, 

disability, educational attainment, sexual orientation, and income. 
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CHAPTER 2 

METHODOLOGY 

 For this project, a secondary data analysis was performed utilizing available data 

from the California Health Interview Survey (CHIS).  The CHIS (2014a), which started in 

2001, is the nation’s largest state health survey conducted by the University of California 

Los Angeles Center for Health Policy Research (UCLA-CHPR).  The data collection for 

CHIS 2011-2012 began on June 15, 2011 and concluded on January 14, 2013.  The 

secondary data gathered from this survey was used to address the main purpose of this 

project, which is to determine whether there is a relationship between race and the 

acquisition of health insurance in adult residents of California who are younger than 65 

years old.  This inquiry then supported the assessment of the validity of the following 

hypotheses: 

1.  Race is associated with acquisition of health insurance in adults younger 

than 65 years old. 

2.  Latinos/Hispanics are less likely to have private health insurance 

compared to other races. 

3.  Whites/Caucasians are more likely to have private health insurance 

compared to other races.  

 The UCLA-CHPR, in collaboration with the California Department of Public 

Health (CDPH), the Department of Health Care Services (DHCS), First 5 California, the 

California Endowment, the National Cancer Institute, and Kaiser Permanente, is now 
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considered as the premiere source of health policy information for California and one of 

the nation’s leading health policy research centers (CHIS, 2014a).  

 CHIS (2014a) is a random-dial telephone survey that is conducted on a continuous 

basis and covers a wide range of health topics.  By employing a dual-frame, multi-stage 

sample design, this survey is able to provide statewide information on the overall 

population, including many racial and ethnic groups.  The reach of this survey 

encompasses 44 geographic areas (sampling strata) that represent 41 individual counties 

and 3 groupings of counties with smaller populations together that represent the entire 

state.  A computer then randomly draws the telephone numbers in each of the counties to 

represent the sample (CHIS, 2014a). 

 The CHIS sample is representative of California’s non-institutionalized population 

living in households, including houses, apartments, and mobile homes occupied by 

individuals, families, multiple families, extended families or multiple unrelated persons, 

provided that the number of unrelated persons was less than nine.  Those who were living 

temporarily away from home were still included, as long as they were enumerated at their 

usual residences.  From each household, a random adult (age 18 and older), teen (age 12-

17), and child (age 11 and younger) were asked to participate, (CHIS, 2014a).  Exclusions 

to the sample included any residence with nine or more unrelated persons, institutionalized 

persons (e.g., those living in prisons, psychiatric hospitals, nursing homes, and residential 

treatment programs), persons in transient arrangements, and those in the military barracks 

(CHIS, 2014a). 
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 For the purpose of this paper, the sample was focused on adults 18-64 years old.  

The sample population of adults older than 65 years old was excluded as it is noted that 

Medicare insurance eligibility starts at age 65 (Social Security Administration, 2014).  

  As it is deemed relevant for this project, a section on race and ethnicity coding for 

the CHIS 2011-2012 survey was also described.  The coded variable RACEHPR2 was 

released in 2007.  This included an “Other Single/Multiple Race” category aside from 

Latino, Pacific Islander, American Indian/Alaskan Native, Asian, African American, and 

White.  To capture this rich diversity of the California population, interviews were 

conducted in five languages:  English, Spanish, Chinese (Mandarin and Cantonese 

dialects), Vietnamese, and Korean (CHIS, 2014b). 

 To reduce and ultimately prevent bias, UCLA-CHPR contracted with the private 

firm Westat, which specializes in statistical research and large-scale sample surveys.  This 

company performed the data collection for CHIS 2011-2012 by utilizing their computer-

assisted telephone interviewing (CATI) system. For CHIS 2011-2012, the landline/list 

sample household response rate was 17.05% (the product of the screener response rate and 

the extended interview response rate at the household level of 53.9%).  The cell sample 

household response rate was 18.3%, incorporating a household-level extended interview 

response rate of 55.5%.  All of the household and person level response rates vary by 

sampling stratum (CHIS, 2014c).  

Current Data 

 In order to test the previously listed hypotheses, the independent and dependent 

variables were analyzed through the selected CHIS (2011-2012) data set survey responses.  
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The independent variable was noted to be race.  Westat performed the procedures 

for the race and ethnicity coding per the design consistent with those used to code the 

2010 Census data to support the data needs for weighting the CHIS sample.  The survey 

for race used the RACEHPR2 variable that allowed participants to enlist the demographic 

of race as Latino, Pacific Islander, American Indian/Alaskan Native, Asian, African 

American, White, or Other Single/Multiple Race. For this study, the response “Other 

Single/Multiple Race” was excluded, thereby reducing the total number of adult 

respondents.  

For the dependent variable of health insurance acquisition, the categorical variable 

question for “Currently Insured” was used.  This variable has coded answers of either yes 

(1) or no (2).  

A chi-square test was used to test all the hypotheses since they are categorical data 

sets. 

Statistical Analysis 

The analysis for this project was conducted using the Statistical Package for Social 

Services (SPSS), version 22.0.  The widely used and known SPSS is software used to 

manage data and calculate a variety of integrated formula and options for statistical 

analysis.  

The listed independent and dependent variables are categorical; hence, a chi-square 

test was used to analyze the presented secondary data.  Table 1 summarizes the statistical 

analysis for this project.  
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TABLE 1. Summary of Hypotheses for Statistical Analysis 

Hypothesis 
 

Dependent 
Variable 

Independent 
Variable 

Statistical 
test 

Race is associated with acquisition 
of health insurance in adults 
younger than 65 years old. 

Health 
insurance 

acquisition 

Race Chi-square 

Latinos/Hispanics are less likely to 
have private health insurance 
compared to other race/ethnicity. 

Health 
insurance 

acquisition 

Latinos (specific 
race) 

Chi-square 

Whites/Caucasians are more likely 
to have private health insurance 
compared to other race/ethnicity.  

Health 
insurance 

acquisition 

Whites (specific 
race) 

Chi-square 
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CHAPTER 3 

RESULTS 

Descriptive Statistics 

The data set utilized was obtained from the CHIS 2011-2012 Adult Questionnaire. 

Adults 65 years old and above were excluded from the study.  The initial data set 

consisted of 28,820 participants.  Further recoding according to the UCLA-CHPR 

Definition of Race (RACEHPR2) validated a total of 26,308 adults younger than 65 that 

enlisted themselves as Latino, Pacific Islander, American Indian/Alaskan Native, Asian, 

African American, or White.  The 2,512 who enlisted themselves as having “other 

single/multiple race” were excluded as well.  

Race is the main independent variable of the project.  According to the data set, 

5,553 (21.1%) of the respondents were Latinos, 59 (0.2%) were Pacific Islanders, 452 

(1.7%) were American Indians/Alaskan Natives, 3,052 (11.6%) were Asians, 1,478 (5.6%) 

were African Americans, and 15,714 (59.7%) were Whites.  The race grouping 

distribution is illustrated in Figure 1.  

To correspond with the dependent variable of health insurance acquisition, the data 

variable “Currently Insured” was used.  The data set provided that 26,308 participants 

responded “yes” or “no” to this inquiry.  With this, it is noted that 3,721 Latinos affirmed 

that they are currently insured (yes), while 1,832 stated that they are not currently insured 

(no).  Also, 44 Pacific Islanders said “yes,” while15 said “no,” 361 American 

Indians/Alaskan Natives said “yes,” while 91 said “no,” 2,546 Asians said “yes,” while  
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FIGURE 1. Race grouping distribution in percentage.  

 

 

FIGURE 2. Racial distribution percentage with response to current insurance status. 

 

506 said “no,” 1,260 African Americans said “yes,” while 218 said “no,” and lastly, 

13,797 Whites said “yes,” while 1,917 said “no” (see Figure 2). 
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Hypotheses Testing 

 The first hypothesis predicted an association between race and the acquisition of 

health insurance in adults younger than 65 years old.  In order to determine if a 

relationship exists between the independent variable of race and the dependent variable of 

health insurance acquisition, a Chi-square test was performed.  The Pearson Chi-square 

value of 1,248.256 with a degree of freedom of 5, and p-value of .000 (χ2 (5, N = 26,308) 

= 1,248.256, p = .000) supported a statistically significant relationship between these 

variables.  In this case, the null hypothesis was rejected, and the alternative hypothesis was 

accepted, thereby supporting the first hypothesis that a relationship does exist between 

race and the acquisition of health insurance in adults younger than 65 years old.  

 The next two hypotheses stemmed as subsets of the first hypothesis, predicting the 

likelihood of specific races acquiring health insurance.  The second hypothesis stated that 

Latinos younger than 65 years old are less likely to acquire health insurance compared to 

other races.  With the same Chi-square test yielding the same result (χ2 (5, N = 26,308) = 

1,248.256, p = .000), the likelihood of health insurance acquisition was determined by 

comparing the actual respondent count to the expected count for statistical significance 

that drove the results for the Chi-square test.  The results were as follows: 3,721 Latinos 

said “yes” to being currently insured, where 4,586.5 were expected, 44 Pacific Islanders 

said “yes,” where 48.7 were expected, 361 American Indians/Alaskan Natives said “yes,” 

where 373.3 were expected, 2,546 Asians said “yes,” where 2,520.8 were expected, 1,260 

African Americans said “yes,” where 1,220.7 were expected, lastly 13,797 Whites said 

“yes,” where 12,978.9 were expected (see Figure 3).  
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FIGURE 3. Actual respondent count versus expected respondent counts.  

 

 

 As stated, once the independent variable of race is analyzed from the actual versus 

expected counts, it can be seen that the likelihood of Latinos acquiring health insurance is 

less compared to the other races.  This leads to a rejection of the null hypothesis, and an 

acceptance of the alternative hypothesis, that the Latino population younger than 65 years 

old is less likely to acquire health insurance compared to other races.  

 The last hypothesis predicted that Whites younger than 65 years old are more 

likely to acquire health insurance compared to other races.  This hypothesis was tested 

using the very same method as the second hypothesis testing.  A Chi-square test yielding 

the result (χ2 (5, N = 26,308) = 1,248.256, p = .000) was also acquired.  From the actual 

respondent count versus the expected count result seen in Figure 3, it is noted that 
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compared to the other races, the actual count of Whites younger than 65 years old with 

health insurance is 13,797, which is more than what was actually expected of 12,978.9. 

With this result, the null hypothesis is rejected, and the alternative hypothesis is accepted, 

thereby, supporting the prediction that Whites younger than 65 years old are, indeed, more 

likely to acquire health insurance compared to other races.  

 

 

TABLE 2. Data Analysis 

Hypothesis 
 

Dependent 
Variable 

Independent 
Variable 

Statistical 
test 

p 
Value 

Race is associated with acquisition of 
health insurance in adults younger 
than 65 years old. 

Health 
insurance 

acquisition 

Race Chi-square .000 

Latinos younger than 65 years old are 
less likely to have health insurance 
compared to other races. 

Health 
insurance 

acquisition 

Latinos 
(specific 

race) 

Chi-square .000 

Whites younger than 65 years old are 
more likely to have health insurance 
compared to other races. 

Health 
insurance 

acquisition 

Whites 
(specific 

race) 

Chi-square .000 
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CHAPTER 4 

DISCUSSIONS 

 The purpose of this project was to determine whether there is a relationship 

between race and the acquisition of health insurance in adult residents of California who 

are younger than 65 years old.  With previous nationwide studies indicating a correlation 

between race and health insurance, data set from the CHIS 2011-2012 was explored and 

used to test the hypotheses generated from the project.  

 An association between race and the acquisition of health insurance in adults 

younger than 65 years old was predicted in this project.  This hypothesis was supported by 

the Chi-square test result.  The results indicated that race and health insurance 

acquisition’s relationship within the state of California is reflective of the nationwide 

trends, which suggest that there are certain racial groups that have tendencies of not 

having health care insurance.  Implications of this result reiterate the projections that the 

underserved racial groups can become target populations to be focused on to promote 

support through public policies, and eventually dispel constraints of economics, business, 

and politics. 

 The subsequent hypotheses predicted the tendencies of Latinos to not acquire 

health insurance compared to other races in California.  Again, the Chi-square test results 

supported this prediction.  Reiterating the previous implications, it may be significantly 

important to note the barriers that affect the acquisition of health insurance within this 

specific racial group.  According to the CHIS 2011-2012 survey questionnaire, the factors 



	   23	  

selected as barriers to health insurance acquisition are worded as:  affordability, eligibility 

through employment, pre existing health deficit, immigration status, lack of belief of 

health insurance and/or its benefits, delays brought about from switching health insurance 

companies, and opting out of insurance for the alternative of paying with cash.  

The issue of immigration status among Latinos as a barrier to acquiring health 

insurance and accessing health care in general is another sensitive issue that has been 

acknowledged and studied by researchers nationwide.  The study of Sanchez, Medeiros, 

and Sanchez-Youngman in 2012 echoed this concern.  These researchers examined factors 

for Latino approval ratings of the political institutions.  The major factors of this study 

concerning Latinos involve the issues of both healthcare and immigration reform.  It is 

noted that the increasing number of Latino residents in the United States provide an 

avenue for them to become targets for reforms as they can be the most significant racial 

group that can provide a major impact in future election cycles.  It may be disconcerting to 

state that it would amount to political benefits for this racial group to have support, but in 

any case, the ulterior goal of universal health care for all need to start somewhere.  Aids 

for continuing education may also be beneficial for Latinos in order to push for 

construction of public policies that may cater to their specific cultural preferences, thereby 

promoting better understanding of the importance of not only acquiring health insurance, 

but of the overall healthy state without concerns for affordability or ambiguity with the 

intricacies of health care and/or health insurance.  

 Lastly, the prediction that Whites are more likely to acquire health insurance 

compared to other races is also supported by the Chi-square test results.  This is not 

necessarily a negative outcome, as the number of insured Whites actually exceeds the 
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expected counts.  The implications of this result should indicate an aim to promote the 

retention of this trend.  Inflections in coverage costs should not place the people in this 

racial group in a position where they would be forced to let go of their current “insured” 

status.  With the current health care reform, grave concerns have been reported.  There 

have been studies such as those by Cortese-Danile and Gornik-Tomaszewski (2014) that 

question whether the initiatives on universal health care such as the ACA are really 

affordable.  According to the study, fewer young, healthy people may purchase health 

insurance for affordability issues and therefore, more of these individuals may have to pay 

the penalty for non-insurance per the new mandates of the ACA.  With the aim that pre-

existing conditions should not be a barrier to acquisition of health insurance, older and 

sicker residents will be introduced into these insurance exchanges and lead to insurers 

raising their premiums starting in 2015.  Many of these previously insured Americans 

might be forced to switch to another coverage and find out that the plans they can 

purchase will end up with higher deductibles.  

Conclusions 

Racial disparity is simply inequality or imbalance in resources among races, 

whether they are economic, in opportunities, or even in distribution of power (Shapiro et 

al., 2013).  The results of the project indicate that a relationship exists between race and 

health insurance acquisition.  There are many factors that influence the acquisition of 

health insurance among residents in California.  Some of these factors such as 

affordability and immigration status are more relevant in the Latino racial group compared 

to the others.  The awareness of this relationship promotes implications towards a 
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legislative focus on the underserved populations and a development of action plans and 

public policies that can aid in acquisition of health insurance for all.  

This does not exclude the importance that should be given to retain the good 

intentions of those who have opted to acquire health insurance amidst the issues of 

affordability.  The United States, after all, is a first world country that cheers on freedom 

and equality.  With the initiatives to promote equality in all facets of life, racial disparity, 

civil rights and injustices could possibly be regarded as problems of the past.  

 Limitations and Recommendations for Future Research 

The strength of this project is manifested in the sample size and the reliability of 

the data gathering methods through the CHIS survey.  However, this project also has 

limitations.  

The cross-sectional nature of a secondary data analysis produced a limitation for 

this project.  The data gathering for CHIS 2011-2012 was done during the start of a 

daunting period of health care reform for the country, when the ACA was being discussed 

and promoted in 2010.  Theoretically, the feasibility of acquisition of health insurance for 

the underserved population, with the aim of reducing racial disparity was projected.  

However, this may be further examined using a longitudinal study, analyzing a subsequent 

change in health insurance acquisition trend from 2011 to the present time.  

 Furthermore, a longitudinal study exploring cultural facets of the factors affecting 

acquisition of health insurance may be beneficial for initiatives that would like to promote 

action plans and legislations that cater to the residents’ cultural preferences.  
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