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ABSTRACT

Background

On average, the Latinx population in the US has a higher rate of being uninsured and faces numerous social determinants, such as lower educational attainment and lower income, which can impede access to healthcare services. In addition, the passage of recent targeted immigration policies in Florida raise concerns over a possible chilling effect on health services utilization in this population. While previous research has indicated higher prevalence of chronic diseases in the predominantly rural areas of North Florida, the health concerns and barriers to accessing care of Latinx immigrants in these regions have been largely understudied. The goal of this thesis is to understand the healthcare context of a Latinx immigrant population in North Florida by using programmatic data collected by the Rural Women’s Health Project (RWHP), a health justice nonprofit based in Gainesville, FL.

Methods

One of RWHP’s programs, Project SALUD (PS), is a community-based patient navigation program active in three counties in North Florida which improves linkage to care for participants. This study examined the data collected on participant intake forms during the PS registration process and included demographic measures, as well as information on the participant’s greatest health concerns and barriers to accessing care. Chi-squared analyses were conducted using R Studio.

Results

The study demonstrated that PS has catered to a predominantly female population (75.6%) who are by and large working age adults, with a median age of 37. Participants most commonly list their region of origin as Mexico, followed by Central America. The overwhelming majority speak little to no English (87.0%) and are medically uninsured (87.2%). PS has been most commonly accessed to address a need for dental care (30.4%). In terms of differences by gender, female participants were more likely to indicate a need for cancer screening or general health when compared to males. Insurance status also generally increased by age as did English proficiency. Participants from Central America were significantly more likely to indicate that cost was a barrier to accessing healthcare.

Conclusions

This data will enable RWHP to evaluate the impact of the program from 2016 to present and can serve as baseline data for future studies to longitudinally monitor the programmatic goals of PS. It may also guide PS to reach communities that were previously not participating in the program, offer more services tailored to specific needs, and collaborate with community partners to increase the accessibility of health care and social services to address health disparities in North Florida.




RESUMEN

Introducción

En promedio, la población latina en los Estados Unidos tiene una tasa menor de tener seguro médico y enfrenta muchos determinantes de la salud, como menor logro educativo y menores ingresos, que pueden impedir el acceso a los servicios de salud. Además, las políticas aprobadas recientemente que van dirigidas a los inmigrantes han causado preocupación por la posibilidad de afectar la utilización de servicios de salud en esta población. Mientras investigaciones previas han indicado una prevalencia más alta de enfermedades crónicas en las áreas predominantemente rurales del norte de Florida, las preocupaciones de la salud y las barreras de acceder a la asistencia médica de esa región no han sido estudiado mucho. El objetivo de esta tesis es estudiar el contexto de la asistencia médica de una población latina en el norte de Florida a través de analizar los datos recogidos por el Rural Women’s Health Project (RWHP), una organización sin fines de lucro enfocada en la promoción de la salud basada en Gainesville, FL.

Métodos 
Uno de los programas de RWHP, Project SALUD (PS), es un servicio de navegación de pacientes, activo el tres condados en el norte de Florida, que mejora la vinculación a la atención médica para los participantes. Este estudio examinó los datos recogidos en los formularios de inscripción cuando una persona se registró en el programa e incluyó medidas demográficas, además de la información sobre las preocupaciones primarias y las barreras de acceder a la asistencia médica del participante. Se lleva a cabo el análisis de prueba de ji-Cuadrado en el programa R Studio.

Resultados

El estudio demostró que PS ha servido una población predominantemente de mujeres (75.6%) y la mayoría de los participantes fueron adultos en edad activa (la edad mediana es 37). La región de origen más común fue México, seguida por Centroámerica. La mayoría reportaron que tuvieron poco o ningún conocimiento de inglés (87.0%) y no tienen seguro médico (87.2%). PS ha sido más utilizado para abordar una necesidad de la atención dental (30.4%). Con respeto a diferencias de género, las mujeres en el estudio fueron más propensas a indicar una necesidad para detección de cáncer o salud general que los hombres. La proporción de participantes con el seguro médico y la habilidad de hablar en inglés generalmente aumentaron con la edad. Fue significativamente más probable que los participantes de Centroámerica indicaran que el costo fue una barrera de acceder a la asistencia médica. 

Conclusiones

Estos datos permitirán que RWHP evalúe el impacto del programa desde 2016 hasta el presente, y pueden servir como datos de referencia para monitorizar las metas de PS en el futuro. Podrían guiar PS para alcanzar comunidades que actualmente no están participando en el programa, ofrecer más servicios que son específicos a las necesidades, y colaborar con organizaciones asociadas para aumentar la accesibilidad de servicios de salud y abordar las disparidades de salud en el norte de Florida.
BACKGROUND

Health Status of Latinxs[footnoteRef:1] in the US [1:  While I refer to the sample in this study as “Latinx” since the majority of the participants are from Latin America, the CDC and Pew Research Center use the terms “Hispanics or Latinx” or just “Hispanic” when citing statistics, which includes Spanish speaker from Spain and other non-Latin American countries.] 


From 2008 to 2018, there has been a 33% increase in the Latinx population in the US South, making it the US region with the fastest Latinx population growth (Pew Hispanic Center, 2019). While the proportion of Latinx immigrants who are considered longtime residents (at least 10 years of residence) has increased, there continues to be rapid population growth of immigrants from particular parts of Latin America, including Venezuela, Dominican Republic and Guatemala (Pew Hispanic Center, 2019). The motivations for immigration to the US vary greatly but include searching for economic opportunity, fleeing from political corruption or strife in the home country (mostly from Venezuela and Central America), or escaping natural disasters. From a public health perspective, health disparities in the Latinx community are especially important to examine, as Hispanics and Latinxs comprise the largest ethnic minority in the US (CDC 2016). The rise of non-communicable diseases in the US over the past few decades has also had a significant toll on this population. Hispanics are 50% more likely to die from diabetes, are 24% more likely to have poorly controlled hypertension, and are 23% more likely to be obese than non-Hispanic whites (CDC 2016). 

Healthcare Access and Utilization in the Latinx Community

	In 2016, the uninsured rate for working age Latinx adults was 24.8%, down from 43.2% since the Affordable Care Act was passed in 2010 (Commonwealth Fund, 2017). This represents the largest increase in insurance coverage of any ethnic group that has come about since the passage of the ACA (Commonwealth Fund, 2017). Despite these advances, many barriers still exist in obtaining insurance coverage and accessing healthcare. While the ACA has made efforts to expand Medicaid eligibility to those living up to 138% of the federal poverty level and allows non-citizen lawfully present immigrants to enroll following a 5-year waiting period, undocumented immigrants do not have access to any of the ACA provisions (Bustamente, 2019). Out of a population of Latinxs in California, US-born Latinxs tended to have the highest healthcare utilization, characterized having a usual source of care other than the emergency department and having had a doctor’s visit in the past year, while undocumented immigrants were the least likely to report the above (Ortega et al., 2018).
	Because much of the population in this study is low-income and/or undocumented, it is essential to discuss safety net providers, who serve a population comprised mostly of uninsured, low-income people, and Medicaid beneficiaries, which include federally qualified health centers, rural health centers, and free clinics (Choksi, D., Chang, J.E., & Wilson, R.M., 2017). Many challenges remain with this method of healthcare utilization. Because care provided to the uninsured by safety-net clinics or hospitals is often uncompensated, financial stresses have led to recent closures in rural areas (Khullar, D., Song, Z., & Choksi, D.A., 2018). This is a particularly worrisome issue in states, including Florida, which do not support Medicaid expansion (Kaiser Family Foundation, 2019).

Social Determinants of Health

Latinxs on average have lower educational levels than the aggregate US population. In recent years, though there has been a rise in the percentage of Hispanics enrolling in college from the 1990s to the 2010s, in 2014, only 15% of Hispanics had a bachelor’s degree or higher compared to 41% of White people in the same age group (Krogstad, 2016). They also constitute the youngest major racial or ethnic group in the US, with a median age of 28, whereas the median age for White Americans is 43 (Patten, 2016). In terms of English proficiency, 32% of foreign-born adults reported speaking English “very well” while 70% of foreign-born children reported the same (Krogstad, Stepler, and Lopez, 2015). English proficiency also tended to rise as Hispanic immigrants spend more time living in the US (Krogstad, Stepler, and Lopez, 2015). The median household income for Latinxs is $49,010.  
While there are many socioeconomic characteristics in the Latinx community that shape the lack of access to and utilization of healthcare in the US overall, Latinx immigrants form a heterogeneous group that differs in many ways as well (Noe-Bustamente, 2019). When examining education level, Latinxs from Venezuela (55%) and Argentina (43%) living in the US had the highest proportion of people with a bachelor’s degree or higher, while those from Guatemala (10%) and El Salvador (10%) had the lowest (Noe-Bustamente, 2019). Panamanians (87%) and Puerto Ricans (83%) were more likely to be proficient in English, while Hondurans (48%), Guatemalans (48%) and Salvadorans (53%) were the least likely (Noe-Bustamente, 2019). In terms of median ages, Cubans and Argentines tended to be older, with median ages at 40 and 39, respectively, with Mexicans (27) and Guatemalans (28) being the youngest groups (Noe-Bustamente, 2019). Finally, immigrants from Argentina had the highest median household income at $68,000, with the Hondurans having the lowest at $41,000 (Noe-Bustamente, 2019).
	Immigration policies on the national, state, and local levels can also serve as barriers to accessing healthcare and social services for the Latinx community (Callaghan et al., 2019). In addition to legislation and executive orders that have been passed by the Trump administration that have frequently targeted undocumented immigrants, the anti-immigrant rhetoric used by President Trump has also instilled fear in these communities. The combined effects of these presidential actions has led to a decrease in utilization of safety-net provisions such as Supplemental Nutrition Assistance Program (SNAP) and Women, Infants and Children (WIC) Food and Nutrition Services, as well as free clinics and emergency rooms for fear of being tracked by the federal government and being put in danger of deportation (Callaghan et al., 2019; Lowrey, A., 2017; Shapiro, N., 2018). Particularly concerning is the downstream effects that this fear, and the associated decline in help-seeking behavior, can have on children of undocumented immigrants, as parents make the difficult decision to no longer be WIC beneficiaries, for example (Callaghan et al., 2019).
The recent rise of anti-immigrant legislation in Florida is also a major cause for concern (ACLU Florida). Specifically, Florida Senate Bill 168 (SB 168) was passed in May 2019 and is widely controversial due to its provisions that grant increased authority to local law enforcement to aid in the detainment and deportation of undocumented immigrants in compliance with US Immigration Customs Enforcement, or ICE (American Immigration Lawyers Association, 2019; New American Economy, 2019). SB 168 was enacted into law on July 1, 2019 and the associated penalties went into effect on October 1, 2019, but the implications of this policy change are still unknown (American Immigration Lawyers Association, 2019). However, past precedent may provide important insight into the potential consequences this law can have on undocumented immigrants. Florida’s SB 168 seems to strongly echo Arizona’s SB 1070, passed in 2010 (New American Economy, 2019). In children of at least one undocumented parent, a decreased sense of American identity as a result of the passage of SB 1070 was found to be linked to decreased psychological well-being. In addition, as expected, fear, decrease in mobility, and mistrust of authorities were determined to be major effects of SB 1070 in Arizona, and a similar response across Florida could likely lead to a decrease in help-seeking health behaviors among the Latinx undocumented community.
Contextual Characteristics of North Florida

Previous literature has shown that the prevalence of chronic diseases including cardiovascular disease and arthritis in rural North Florida (including Alachua County) is higher than both the Florida and national averages (Logan et al., 2013). Notably, the burden of diabetes in these communities (14.3%) was found to be significantly greater than that of Florida (10.4%) and the US (8.7%) (Logan et al., 2013). In addition, studies on mental health on the Latinx community in adjacent counties of North Florida has demonstrated a link between the geographical isolation and discrimination associated with living in a rural environment and self-reports of social isolation (Stacciarini et al., 2015). Thus, while research in the past few years has begun to elucidate the health disparities that affect rural regions of North Florida, the health concerns of Latinx immigrants in these regions have been largely understudied. In fact, gaining insight on health disparities affecting rural racial and ethnic minorities throughout the US has been a persistent challenge, as assessments tend to stratify populations by discrete categories such as gender, race/ethnicity, or urban vs. rural, rather than focusing on their intersections. Without concrete characterization of the barriers to accessing healthcare in this specific population, little progress can be made from a public health or policy perspective to address these issues.

Study Goals and Specific Objectives

This paper aims to describe the primary health concerns and barriers to accessing healthcare resources in a Latinx immigrant community reported in surveys collected in three counties (Alachua, Levy, and Marion) in North Florida, all of which have been classified as “medically underserved areas” (Health Resources and Services Administration). Next, it seeks to identify how reported health concerns and barriers vary based on county of residence, country of origin, age, gender, and insurance status. Finally, this thesis examines which kinds of patient navigation services the program provided to improve linkage to care and whether or not these services also vary based on demographics. This issue is especially timely considering the chilling effect on health care services utilization that is expected in this community given the recent passage of SB 168. The insights from this study can enable the Rural Women’s Health Project, the partner organization, to better understand the needs of the population they serve, monitor their programmatic goals in the future, and communicate these needs to partner sites in order to improve access to health care services.

METHODS

The goal of this thesis is to understand the healthcare context and social needs of a Latinx immigrant population in North Florida by using programmatic data collected by the Rural Women’s Health Project (RWHP), a health justice nonprofit based in Gainesville, FL. Since its inception in 2012, Project SALUD (PS), a community-based patient navigation program active in three counties in North Florida, has focused on addressing health disparities in North Florida through improving health literacy and promoting healthcare utilization for its participants. During community outreach events and health fairs, those interested in the program can register and are asked to fill out a survey as part of the registration process. In 2016, PS began offering individualized patient navigation services to participants of the program (e.g. referral, health information, case management) in order to improve linkage to care. With the data collected upon registration, the patient navigators can connect participants with clinics or community programs that provide the required services for free or at reduced costs. The collection of demographic information, as well as data on reported health needs and barriers to accessing healthcare, also serves to better characterize the population that this program serves. Additionally, this enables the program coordinators and RWHP directors to set priorities based on the findings.

Setting
Because PS has predominantly served three counties in North Florida (Alachua, Levy, and Marion counties) since it began offering patient navigation services in 2016, this study focused on the data collected by participants in the tri-county region. All three of these counties are classified as medically underserved according to HRSA.
 Alachua County has an estimated population size of 269,956, is considered a mix of urban and rural, and has a poverty rate of 21.2% (US Census Bureau, 2018). Its largest city is Gainesville, the college town associated with the University of Florida (UF) and is also home to the 4th largest hospital system in Florida, UF Health (Tampa Bay Business Journal, 2017). The demographic breakdown is 69.9% non-Hispanic White, 20.6% Black, 10.3% Hispanic/Latinx, and 6.3% Asian (US Census Bureau, 2018). Levy County is primarily rural with a population size of 40,770 and a poverty rate of 20.8% (US Census Bureau, 2018). Levy County’s racial and ethnic breakdown is 79.5% non-Hispanic White, 9.4% Black, 8.6% Hispanic/Latinx, and 0.7% Asian (US Census Bureau, 2018). Marion County is the largest of all three counties, with a population size of 359,977, and is primarily rural as well (US Census Bureau, 2018). The racial and ethnic breakdown of Marion county is 70.1% non-Hispanic White, 13.5% Black, 13.1% Hispanic/Latinx, and 1.8% Asian (US Census Bureau, 2018).
Participants
The data was collected based on those who chose to register for PS after attending a community outreach event or health fair at which RWHP representatives were present, after being approached by a RWHP promoter, or through a partner referral. The participants were predominantly Spanish speakers and immigrants from Latin America. There are no eligibility requirements to participate in the PS program (some participants are even from different counties or states), but for the purposes of this study, participants from any other state or county other than Alachua, Levy, and Marion counties were excluded. In addition, because there were very few cases from 2016, they were excluded to enable a more rigorous comparative analysis of changes in needs and barriers as well as demographic information over the subsequent years that the program has been active. Finally, for participants who were listed as “returning” (i.e. had additional concerns that required a second round of navigation and/or case management), only the data collected during their original registration process was used and the data reported upon returning was excluded. After applying these exclusion criteria, the data of 437 participants was examined (173 from Alachua, 84 from Levy, and 179 from Marion county).
Procedures
	Attendees of community outreach events and health fairs in the three counties were first approached by volunteers, patient navigators, or health promoters affiliated with RWHP. Some participants were also referred to the PS program and were given the contact information for the patient navigators by partner sites. The mission of PS was first described to all potential participants and they were given a description of the information they would be required to provide in order to register. The volunteer, patient navigator, or promoter then filled out the paper intake form for those who expressed interest in participating in the program. All intake forms were written in Spanish, and most of the surveys were administered verbally in Spanish. As some participants were only interested in joining the PS text messaging service that informs them of future community health events and not in the patient navigation services, the only required information on the form was name and phone number. This study however is specifically focused on the responses by those who utilized the patient navigation services. Survey administration took about 5 minutes per participant and the participant signed at the end to give consent to be contacted at a later date by the patient navigator to provide any requested services.

Measures 
Demographic Measures
	The demographic measures collected on the intake form were gender, country of origin, age, county of residence, zip code, and English language proficiency. English language proficiency was assessed by the question “Do you speak English?”, where responses were either entered as “Yes”, “No” or “A little”. An additional question about whether the participant would require a translator when receiving dental or medical care was also asked with possible responses being “Yes”, “No”, or “Sometimes.” In addition, survey year and the location and type of event at which the survey was administered was also recorded.

Healthcare Measures	

The healthcare measures collected formed 4 major categories: (1) Access to healthcare; (2) Health needs/concerns; and (3) Barrier to fulfilling those needs and accessing healthcare. In order to assess each participant’s current access to healthcare, each participant was asked whether they had health insurance. To examine health needs and concerns, each participant was asked an open-ended question about what their top three concerns or most pressing health needs were (e.g. cancer screening, dental care, women’s health) and these were recorded by the survey administrator. Finally, in order to determine which barriers, if any, each participant faced in accessing healthcare, they were asked whether they had a mode of transportation. In addition, another open-ended question asking to list any barriers they experience (e.g. cost of care, fear) was included.

Analysis

Once the data was entered into an electronic database by patient navigators, R Studio was used to conduct analysis. Descriptive statistics were used to conduct preliminary data analysis on the aggregate data which included all three counties. Chi-squared for independence was utilized to determine whether there were any associations when the data was stratified by county of residence, country (or region) of origin, and gender.

RESULTS

Sample Characteristics

Table 1 shows the demographic characteristics of the 437 respondents to the survey given upon registering for PS. Approximately three-fourths of the respondents identified as female and the median age was 37. Most respondents were from Marion County, closely followed by Alachua County, with only 19.2% from Levy County. The top three zip codes of residence in each county in terms of number of respondents were 34482 (n = 33), 34474 (n = 30), and 33473 (n = 12) in Marion;  32608 (n = 49), 32607 (n = 33), and 32609 (n = 9) in Alachua; and 32696 (n = 20), 32668 (n = 13), and 32621 (n = 6) in Levy. 43.3% stated that their region of origin was Mexico, comprising the largest group of respondents, followed by Central America. Respondents’ specific country of origin is shown in Table 2.  The majority of respondents reported not speaking English (57.3%) and not having health insurance (87.2%).








Table 1. Demographic characteristics of respondents (n = 437).
	
	n
	Percentage (%)

	Sex
	
	

	       Male
	106
	24.4%

	       Female
	329
	75.6%

	Age
	
	

	        Under 21
	17
	5.4%

	        21-30
	63
	19.9%

	        31-40
	114
	36.1%

	        41-50
	73
	23.1%

	        51-60
	25
	7.9%

	        61-70
	19
	6.0%

	        70+
	5
	1.6%

	County
	
	

	         Alachua
	173
	39.8%

	         Levy
	84
	19.2%

	         Marion
	179
	41.0%

	Region of Origin
	
	

	         Mexico
	139
	43.3%

	         Central America
	73
	22.7%

	         South America
	60
	18.7%

	         Cuba, PR, DR
	39
	12.1%

	         Other
	11
	3.1%

	Do you speak English?
	
	

	         Yes
	46
	13.0%

	         No
	203
	57.3%

	         A little bit
	105
	29.7%

	Do you have insurance?
	
	

	         Yes
	43
	12.8%

	          No
	293
	87.2%

	Do you have a medical provider?
	
	

	          Yes
	87
	51.2%

	           No
	83
	48.8%















Table 2. Country of origin of respondents (n = 321).






	
	n
	Percentage (%)

	             Mexico
	139
	43.3%

	            Central America
                 Guatemala
	
44
	
13.7%

	                 Honduras
	15
	4.7%

	                 El Salvador
                 Costa Rica
          South America
	9
2
	2.8%
0.6%


	                Colombia
                Venezuela
                Peru
                Argentina
                Ecuador
                Brazil
       PR, DR, Cuba
               Puerto Rico
               Dominican Republic 
               Cuba 
       Other                            
	23
16
3
1
1
1

27
7
5
10
	7.2%
9.7%
0.9%
0.3%
0.3%
0.3%

8.4%
2.2%
1.6%
3.1%




	

Table 3 shows the aggregate reasons for seeking navigational support reported by the sample when asked to list their three primary health and social concerns during the registration process. Out of the 622 total entries for reasons for seeking support, 30.4% were for dental issues, with other more common issues including cancer screenings (including mammograms) at 6.9%, women’s health at 6.8% and general health (e.g. finding a primary care provider) at 6.3%. When asked to list their four greatest barriers to accessing health care and social services, the most common responses from the 522 entries were cost (36.8%), lack of insurance (30.8%), and finding a provider (14.6%). The PS patient navigators identified the service needed for each participant, which consisted mostly of referrals and information (e.g. dates and times of the next health fair).





Table 3. Reasons for seeking navigational support, barriers to accessing health and social services, and service needed.
	
	n
	Percentage (%)

	Reasons for Seeking Navigational Support
        Dental
        Other
        Vision
        Cancer/Screenings (incl. mammograms)
        Women’s Health
        General Health
        Legal
        Diabetes
        Hypertension
        Mental Health
        Pregnancy
        Cholesterol
        Heart Disease
        Thyroid
        Hearing
        HIV testing
	
189
124
58
43
42
39
27
24
17
12
10
9
7
4
4
3
	
30.4%
19.9%
9.3%
6.9%
6.8%
6.3%
4.3%
3.9%
2.7%
1.9%
1.6%
1.4%
1.1%
0.6%
0.6%
0.5%

	Barriers to Accessing Care
	
	

	          Cost
	192
	36.8%

	          No insurance
	161
	30.8%

	          Finding a provider
	76
	14.6%

	          Transport
	46
	8.8%

	          Other
          Difficulty understanding medical information
	23
10
	4.4%
1.9%

	          Fear
	9
	1.7%

	          Embarrassment
	5
	1.0%

	Service Needed
	
	

	          Referral
	148
	40.9%

	          Information
	132
	36.5%

	          Appointment
	41
	11.3%

	          Case management
	21
	5.8%

	          Services not needed
	9
	2.5%

	          Unable to contact
	11
	3.0%




Influence of Gender on Reason for Seeking Support, Barriers to Care and Services Needed
Table 4 shows the results of Pearson Chi-squared tests conducted on the dependent variables stratified by gender. Women were significantly more likely to report that they spoke English compared to men (p< .001). English proficiency was dichotomized as “Yes” and “No” in the Chi-squared analyses, with the latter category including participants who indicated that they spoke “a little bit” of English.  Men were significantly more likely to seek navigational support for dental care (p=0.026) while women were significantly more likely to report seeking cancer screening or treatment (p=0.026). In terms of access to health care and social services, women were more likely to report that cost was one of the top three barriers they faced (p=0.032). Although a larger proportion of men required referrals, information, or an appointment than women, there were no significant differences in service needed by sex. 


Table 4. Insurance status, English proficiency, reasons, barriers and service needed by sex (95% Confidence Intervals)
	
	Female
	Male
	P

	Has insurance
Speaks English
	.137 (.098-.186)
.152 (.111-.201)
	.100 (.044-.188)
.064 (.019-.135)
	.450
<.001

	Reasons for seeking navigational support
	
	
	.004

	          Dental
	.356 (.282-.436)
	.261 (.223-.302)
	

	          Cancer
	.078 (.056-.105)
	.025 (.007-.063)
	

	          Women’s Health
	.074
	-
	

	          General Health
	.070 (.049-.096)
	.025 (.007-.064)
	

	           Legal
	.062 (.042-.087)
	.031 (.010-.071)
	

	           Diabetes
	.032 (.018-.051)
	.050 (.022-.096)
	

	Barriers
	
	
	.1724

	           Cost
	.036 (.026-.049)
	.012 (.003-.030)
	

	           No insurance
	.051 (.039-.066)
	.075 (.049-.110)
	

	           Finding a provider
	.356 (.328-.385)
	.395 (.343-.449)
	

	Service Needed
	
	
	.6697

	            Referral
	.418 (.359-.479)
	.384 (.281-.495)
	

	            Information
	.356 (.299-.416)
	.395 (.292-.506)
	

	            Appointment
	.109 (.075-.152)
	.128 (.066-.217)
	








Influence of Age on Reason for Seeking Support, Barriers to Care and Services Needed
Table 4 illustrates the results of Pearson Chi-squared tests conducted on the dependent variables stratified across seven age ranges. Having insurance differed significantly by age range (p<.001), with older participants more likely to have insurance than younger ones. Seeking support for cancer screening and/or treatment also differed significantly by age range (p=.005). Individuals between the ages of 51-60 were the most likely to be seeking cancer care. In addition, a significant difference in participants seeking legal help was found by age, with respondents under 21 being the most likely to do so. Cost (with p<.001) varied significantly by age, with 12.5% of individuals between 51-60 reporting that they faced this issue.












Table 5. Insurance status, English proficiency, reasons, barriers and service needed by age (95% Confidence Intervals)
	
	<21
	21-30
	31-40
	41-50
	51-60
	61-70
	70+
	P

	Has insurance
	0 
(0-.231)
	.034 
(.004-.119)
	.111 (.059-.186)
	.113 (.047-.219)
	.174 
(.050-.388)
	.474 
(.244-.711)
	.750
 (.006-.806)
	<.001

	Speaks English
	.125 (.019-.454)
	.112 
(.052-.241)
	.094 
(.059-.188)
	.091 (.035-.193)
	.278 
(.011-.292)
	.250 
(.097-.535)
	.154
(.006-.806)
	
.222

	Reasons for seeking navigational support
	
	
	
	
	
	
	
	
<.001

	     
    Dental
	
.435 (.345-.768)
	
.333
(.234-.445)
	
.328 (.258-.403)
	
.290 (.214-.376)
	
.114 
(.032-114)
	
.281 
(.137-.467)
	
.167 
(.004-.641)
	

	    Cancer
	.130 (.028-0.336)
	.060 
(.020- .133)
	.063 (.032-.110)
	.076 (.037- .136)
	.200 
(.084- .369)
	.125 
(.035- 0.290)
	0 
(0-.459)
	

	    Women’s Health
	0 
(0- .148)
	.024 
(.003-.083)
	.103 (.062-.159)
	.100
(.054-.164)
	0
(0-0.100)
	.031 
(0.001- .162)
	0 
(0-.459)
	

	    General Health
	0
(0- .148)
	.083 
(.034- .164)
	.075 (.040- .124)
	.038 (.013- .087)
	.029 
(.001-.149)
	.031 
(.001- .162)
	0 
(0-.459)
	

	    Legal
	.087
(.011-.280)
	.048
(.013- .117)
	.023 (.006- .058)
	.023
(.005- .065)
	.029 
(.001- .149)
	.031 
(.001- .162)
	0 
(0-.459)
	

	    Diabetes
	0 
(0-.148)
	.012 (.0003- .065)
	.040 (.016-.081)
	.076 (.037- .136)
	.114 
(.032-.267)
	.031
 (.001- .162)
	0 
(0-.459)
	

	

Barriers
	
	
	
	
	
	
	
	 

0.07096

	     Cost
	0 
(0- .074)
	.020 
(.005-.049)
	.031
(.016- .053)
	.015 (.004- .038)
	.125 
(.066- .208)
	.063 
(0-.265)
	0 
(0-.459)
	


	     No insurance
	.167 (.075- .302)
	.059 
(.031- .100)
	.031 (.016- .053)
	  .010 (.003- .026)
	.076 
(.047- .115)
	.042 
(.011-.103)
	0 
(0-.265)
	

	     Finding provider
	0
(.276-.568)
	.392
(.325- .463)
	.381 (.333- .432)
	.348 (.291- .409)
	.25
(.167-0.349)
	.333
(.099- .651)
	0
(0-.459)
	

	
Service Needed
	
	
	
	
	
	
	
	
0.020


	      Referral
	.250 (.055-.572)
	.294 
(.175- .438)
	.392 (.294- .496)
	.470 (.346-.597)
	.333
 (.156- .553)
	.500 
(.247- .753)
	.333 
(.008- 0.906)
	

	      Information
	.417 (.152- .723)
	.392
 (.258-.539)
	.381 (.285-.486)
	.348 (.235-.476)
	.250 
(.098- .467)
	.250 
(.073- .524)
	.667 
(.094- .992)
	

	      Appointment
	.167 (.021- .484)
	.235 
(.128- .375)
	.134 (.073- .218)
	.091 (.034- .187)
	.167 
(.047- .374)
	0 
(0- .206)
	0
 (0- .708)
	




Influence of County of Residence on Reason for Seeking Support, Barriers to Care and Services Needed

The results of Pearson’s Chi-squared tests conducted on the dependent variables stratified by county of residence is shown in Table 5. The proportion of respondents by county that sought dental care differed significantly (p<.001), with roughly equal proportions (37.5% and 37.4%) in Alachua and Levy counties, but less than half that in Marion county (14.7%). The rate of seeking care for cancer also differed significantly by county (p<.001), as did the proportion of participants with general health issues (e.g. finding a provider for a routine adult physical). The rate of reporting cost, not having insurance, and finding a provider as one of the top three barriers varied significantly by county (p<.001), with Alachua county residents being the least likely to report all three of these barriers. With regards to service needed, the proportion of PS participants who needed a referral or information differed significantly by county, with Alachua residents most likely to need referrals and Levy residents most likely to request information on topics including upcoming health fairs and payment methods at local federally qualified health centers.








Table 5. Insurance status, English proficiency, reasons, barriers and service needed by county (95% Confidence Intervals)
	
	Alachua
	Levy
	Marion
	P

	Has insurance
	.081
(.041-.141)
	.150
(.067-.276)
	.162
(.107- .232)
	.110

	Speaks English
	.077
(.039- .133)
	.137
(.057-.263)
	.175
(.120- .243)
	0.022

	Reasons for seeking navigational support
	
	
	
	<.001


	          Dental
	.375
(.317-.436)
	.374
(.291 .463)
	.147
(.107- .196)
	

	          Cancer
	.045
(.023-.077)
	.008 
(.0002- .042)
	.113
(.078-.158)
	

	          Women’s Health
	.048
(.026-.081)
	.023
(.005-.065)
	.098
(.065- .140)
	

	          General Health
	.056
(.032-.090)
	.046
(.017- .097)
	.068
(.041- .105)
	

	           Legal
	.059
(.034- .095)
	.084
(.043- .145)
	.038
(.018- .068)
	

	           Diabetes
	.022
(.008-.048)
	.046
(.017-.097)
	.045
(.024- .078)
	

	
Barriers
         
        Cost

        No insurance
	


.008
(.002-.020)
.032
(.018-.051)
	


.028
(.012- .054)
.069
(.043-.105)
	


.049
(.034- .068)
.073
(.054- .096)
	


.130

	        Finding a provider
	.222
(.187- .261)
	.542
(.482- .600)
	.396
(.359- .435)
	

	



Service Needed
	
	
	
	



<.001

	            Referral
	.579
(.488-.667)
	.292
(.190- .411)
	.329
(.258-.407)
	

	            Information
	.222
(.153- .305)
	.542
(.420- .660)
	.396
(.321- .476)
	

	            Appointment
	.150
(.093-.225)
	.069
(.023- .155)
	.104
(.062- .161)
	





Influence of Country and Region of Origin on Reason for Seeking Support, Barriers to Care and Services Needed

Finally, Pearson Chi-squared tests were also conducted for the dependent variables by region of origin as shown in Table 6. Insurance status differed significantly by region of origin, with respondents from Cuba, Puerto Rico and Dominican Republic being the most likely to report having health insurance (p<.001). Cost was reported to be barrier to accessing care significantly more among Central Americans and respondents from countries in the “Other” category, consisting of US, Spain, and Brazil (p<.001). In terms of services needed, South Americans were significantly more likely to need a referral when joining PS (p=.004).





Table 6. Insurance status, English proficiency, reasons, barriers and service needed by region of origin (95% Confidence Intervals)
	
	Mexico
	Central America
	South America
	Cuba, PR, DR
	Other
	P

	Has insurance
	.041
(.013-.092)
	.045
(.009-.125)
	.292
(.161- .455)
	.500
(.299-.701)
	.250
(.192- .546)
	<.001

	Speaks English
	.071
(.033-.131)
	.074 
(.024- .163)
	.100
(.038- .205)
	.233 
(.147- .494)
	.778
(.230- .722)
	<.001

	Reasons 
	
	
	
	
	
	     .025

	     Dental
	.300
(.240- .365)
	.339
(.251- .436)
	.286
(.202- .382)
	.154
(.069- .281)
	.333
(.156- .553)
	

	     Cancer
	.073
(.042- .115)
	.052
(.020- .116)
	.066
(.027- .133)
	.038
(.005- .132)
	0
(0- .142)
	

	     Women’s Health
	.073
(.042- .115)
	.052
(.020- .116)
	.066
(.027- .133)
	.019
(.005- .103)
	0
(.001- .211)
	

	     General Health
	.055
(.028- .093)
	.052
(.015- .104)
	.066
(.027- .133)
	.013
(0- .068)
	0
(.001- .211)
	

	     Legal
	.032
(.013- .064)
	.083
(.038-.151)
	.066
(.027- .133)
	.038
(.005- .132)
	0
(0- .142)
	

	     Diabetes
	.045
(.022- .082)
	.028
(.006- .078)
	.009
(.0002- .052)
	.115
(.044- .234)
	0
(0- .142)
	

	Barriers
	
	
	
	
	
	.424

	     Cost
	0
(0-.008)
	.111
(.031- .261)
	0
(0- .020)
	.019
(.005- .049)
	0
(0- .023)
	

	     No insurance
	.070
(.048-.097)
	.096
(0-.097)
	.043
(.019- .084)
	.096
(.060- .145)
	.075
(.039- .127)
	

	     Finding a provider
	.383
(.338- .429)
	.444
(.279- .619)
	.304
(.239- .376)
	.288
(.228- .355)
	.425
(.347- .506)
	

	




Service Needed
	
	
	
	
	
	




.562

	            Referral
	.374
(.285- .469)
	.222
(.028-.600)
	.652
(.498- .786)
	.365
(.236- .510)
	.325
(.186- .491)
	

	            Information
	.383
(.294- .478)
	.444
(.137- .788)
	.304
(.177-.458)
	.288
(.171- .431)
	.425
(.270- .591)
	

	            Appointment
	.139
(.082- .216)
	.217
(.121- .342)
	0
(0-.079)
	.074
(.009- .243)
	.133
(.017- .405)
	



DISCUSSION

The findings from this study have important implications for addressing the health and social needs of the Latinx immigrant community in Alachua, Levy, and Marion, three counties in North Florida, as well as for the Project SALUD program specifically, administered by the Rural Women’s Health Project. Firstly, the data provide insights into the demographic characteristics of the population that PS has served since 2016. The study demonstrated that PS has catered to a predominantly female population (75.6%) who are by and large working age adults, with a median age of 37. Participants most commonly list their region of origin as Mexico, followed by Central America. The overwhelming majority speak little to no English (87.0%) and are medically uninsured (87.2%). PS has been most commonly accessed to address a need for dental care (30.4%). This baseline data provides key insights on who the program has been able to reach thus far and may allow for a better understanding of the social and cultural context of the participants. It also allows RWHP to identify which populations, such as younger adults or people with diabetes, are not being reached by PS and opens up discussion for strategies to increase participation among these groups. 
In terms of differences in responses by gender, women had a significantly higher rate of reporting English proficiency, as indicated by the prevalence ratio, or PR, (PR = 2.375) than men. This is unexpected compared to previous work which has found that of 57% of Latinxs who spoke no English were women (Krogstad, Stepler, and Lopez, 2015). A future study could examine factors such as length of time residing in the US, which has found to have a bearing on English proficiency, in order to better understand this finding, as well as employment status or occupation (Krogstad, Stepler, and Lopez, 2015). Women were also significantly more likely to report that cancer/cancer screenings as one of their concerns (PR = 3.12). Because the category “cancer” includes mammogram screenings, future studies could disaggregate them to determine need for mammograms versus other cancer screenings including colonoscopies. Women were significantly more likely to report “general health” not linked to a specific health concern which corroborates previous studies that discuss women generally having higher health care engagement and help-seeking behavior than men (O’Brien, 2005). Women were more likely to indicate that cost was a barrier to accessing healthcare. It would be interesting to examine whether there are disparities in employment or average salary by gender that contribute to cost being cited as a prohibitive factor.
When examining participants’ responses by age, the proportion of participants stating they had insurance generally increased by age, which could be partially explained by the fact that some participants in the 61-70 and 70+ categories could be eligible for Medicare; however, because documentation status was not collected, it is difficult to say with certainty since undocumented immigrants would not be eligible. English proficiency was highest among individuals 51-60 and 61-70, whereas it was lowest among 31-40 and 41-50. Because these individuals are working age, disseminating information about ESOL programs in the community could be an important step to secure better job prospects among this population. The 51-60 age group was more likely than any other group to report that cost was a barrier and that they were uninsured. Given that this population also had the highest prevalence of diabetes and greatest need for cancer screening, this group may represent a particularly vulnerable population and a greater focus may need to be placed on increasing their accessibility to health care through discussions with community stakeholders.
When examining differences by county of residence, the need for women’s health services was found to be highest in Marion County. Additionally, fewer barriers were reported by Alachua residents in terms of cost, not having insurance, and finding a provider. This is an interesting finding, given that the overall poverty rate is comparable across counties, but because certain areas of Alachua can be considered urban because of the University of Florida campus and Gainesville area, there may be greater access to health care resources and better employment opportunities compared to Levy and Marion counties. When considering participants’ region of origin, participants from Cuba, Puerto Rico and Dominican Republic generally fared well in terms of rate of insurance coverage and speaking English. However, this group also had the highest prevalence of diabetes, especially when compared to South America (PR = 12.8) and Central America (PR = 4.11).

Implications for Future Research and Programming

The survey data collected in this study could serve as baseline data to monitor how well future outreach is mapping onto PS programmatic goals. While this thesis focused on self-reported health concerns and barriers at the time of PS registration, future studies could examine participants’ utilization of resources after interacting with patient navigators (e.g. attending health fair that navigator gave information about, making an appointment after receiving referral from navigator). Follow-up surveys or qualitative interviews could be conducted to measure participants’ satisfaction with services provided by patient navigators and identify any improvements that could be made in the future. 
In addition to the internal goals of PS and the insights this study can provide to guide RWHP programs, this research also has the potential to have more outward-facing implications. Because PS in large part relies on a strong knowledge base of resources to connect participants to and partnerships with federally qualified health centers that provide health care on a sliding scale, it is important that the data collected by PS is periodically analyzed to ensure that the information and referrals that patient navigators are providing actually meet the needs of PS participants. Furthermore, these findings can be disseminated to partner sites and local departments of health in order to address some of the barriers, such as tracking capacity and resources for medical translators given that English proficiency is low among PS participants.

Limitations
There are several limitations to this study. Firstly, the data may have low reliability as certain health concerns may have been reported more frequently based on the theme of the community outreach event at which the participants registered for PS. For instance, at dental fairs in the region that provide free dental consultations and basic services at no cost, an attendee may find out that they need a cleaning or tooth extraction and may subsequently register for PS for a dental referral. In addition, partially due to the various modes of participant recruitment (e.g. through health promotor events, health fairs, partner site referrals, and word of mouth), there was often missing data on many important independent and dependent variables including age, whether the participant had a medical provider, country of origin, as well as barriers to accessing care. Therefore, care ought to be taken in the future by those administering the PS intake form (such as RWHP health promoters, patient navigators, staff, and volunteers) during the registration process to ensure that the participant information is filled out as completely as possible. Finally, it is important to note that these findings may not be generalizable across other rural regions in the US, or even in Florida, where various demographic factors and access to health care may differ.

CONCLUSIONS
Since 2016, Project SALUD (PS) has been providing linkage to health care and social services to a predominantly Latinx population in rural north Florida. The focus of this study was to further characterize the demographics of the population that PS serves, describe the primary health concerns and barriers stratified by county of residence, region of origin, age range and gender, as well as to better understand for which types of services PS has most frequently been utilized. Since most research on Latinx and migrant health has historically focused on California, Texas, and South Florida, this study elucidated some of the needs and barriers to accessing health care in North Florida, a population that has generally been understudied. Furthermore, given the recent enactment of the SB 168 which enables local law enforcement to work with ICE to detain or deport undocumented immigrants, there is concern that this policy, along with the general anti-immigrant rhetoric propagated by the Trump administration, will affect health help-seeking behaviors among Latinx, even those who do have documentation or insurance. 
This data will enable RWHP to evaluate the impact of the program from 2016 to present and can serve as baseline data for future studies to longitudinally monitor the programmatic goals of PS and any changes in needs and barriers that arise in the coming years. In addition, by gaining a better understanding of the needs of the community and the barriers to accessing services, RWHP can better guide PS to reach communities that were previously not participating in the program, offer more services tailored to specific needs, and collaborate with community partners to increase the accessibility of health care and social services for this population and address health disparities in North Florida.
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