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Preface: Veil of Ignorance
What system of health care would you choose if you thought that you might wake
up tomorrow morning as any individual in society? Twentieth century American
philosopher John Rawls posed this question in his 1971 magnum opus, Theory of Justice.
Rawls’ work in political and moral philosophy centered on the understanding that social
justness can be determined by evaluating whether individuals would be satisfied in any
position in society.1 To distance policies from inevitable self-interests, Rawls challenges
us to imagine a situation where “no one knows his place in society, his class position or
social status; nor does he know his fortune in the distribution of natural assets and
abilities, his intelligence and strength, and the like.” 2 By embracing this ‘veil of
ignorance,’ people are able to objectively establish rational principles of justice. After
blinding ourselves to our standings in society, most of us would agree upon social
policies that are fair to all, and do not disadvantage any particular demographic.3, 4
Rawlsianism highlights the need to prioritize attention and resources to disadvantaged
groups in order to lift up those worst off and create a more egalitarian society.5 Rawls’
approach to resource management and distribution is far from the American health care
reality.

1

Institute of Medicine, Unequal Treatment: Confronting Racial and Ethnic Disparities in Healthcare
(Washington DC: National Academies Press, 2003), p. 5.
2
John Rawls, Theory of Justice (Harvard University Press, 1971).
3
Ibid.
4
Jan Garrett, “John Rawls on Justice,” http://www.wku.edu/~jan.garrett/ethics/johnrawl.htm.
5
Institute of Medicine, Unequal Treatment, p. 6.
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Introduction
Insurance companies and politicians have long asserted that the United States
health care system is the best in the world. This fairytale idealizes what is actually a
broken system of care that fails to honor fundamental human rights. Millions of
Americans have no safety net to fall back on in the case of an unexpected illness and are
forced to make trade-offs between health services and other essential daily needs. The 50
million uninsured Americans6 “are acutely aware that our health care system is not
working for everyone, and there is growing recognition that the major problems of rising
cost and lack of access continue a real crisis.” 7 However, policy changes are slow to
come. The underlying structural factors that hamper efforts to improve US health care are
rarely addressed because of the economic and political constraints that shape health
improvement projects. Thus, band-aids are applied to curb the symptoms of problems that
are much more than skin deep.
To address the weaknesses of the US health system, we must first consider how
we wish to define a just health care system. In 2000, the World Health Organization
(WHO) completed a global analysis of health care systems and evaluated countries by
their success in achieving what the WHO considers to be the two primary goals of a
health care system: goodness and fairness. Many of the world’s health care systems
earned impressive rankings because they guarantee access to health care while remaining
economically efficient. The US falls short, despite exorbitant financial resources allotted
to health care. A closer look at the system analysis shows that the US’s weaknesses are
largely attributed to the fact that people’s social resources dramatically influence their
6

US Bureau of Labor Education, “The U.S. Health Care System: Best in the World, or Just the Most
Expensive?” University of Maine (2001).
7
US Bureau of the Census, “Income, Poverty, and Health Insurance Coverage in the United States in
2008,” (2009).
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access to quality health care, making the socially disadvantaged more susceptible to
illness.
Resources in the US are distributed based on social positioning and not based on
need, so those who are privileged receive the most resources while the disadvantaged
receive the least.8 People’s position in society “affects the conditions in which they grow,
live, learn, work, and age, their vulnerability to ill health, and the consequences of ill
health.” 9 Since the US does not guarantee health care, these social factors have an
enormous influence on people’s access to quality care. Marginalized groups such as
racial and ethnic minorities face substantial barriers to accessing quality health care
because of preexisting social disadvantage in many aspects of everyday life.10
Racial and ethnic health disparities are pervasive but remain off the radar for
many Americans because the issues are so demographically concentrated. Situations that
put stress on the health care system will often highlight preexisting weaknesses- in this
case, racial and ethnic inequalities- bringing to light injustices that previously went
unnoticed. This study examines the Latino experience during the 2009-H1N1 pandemic
in order to address the larger issue of health inequality.
Studies have already quantitatively examined ethnic disparities in susceptibility to
the H1N1 virus, but few have approached the issue from a qualitative angle. Exploring
personal accounts of the Latino experience during the outbreak can reveal social and

8

Nancy E. Adler, et al., "Socioeconomic Status and Health: The Challenge of the Gradient," American
Psychologist 49, no. 1 (January 1994): 15-24.
9
World Health Organization, “World Health Organization Assesses the World's Health Systems,”
http://www.who.int/whr/2000/media_centre/press_release/en/.
10
Racial and ethnic minorities generally fall on the lower end of the social gradient but do not universally
experience worse health outcomes. The Latino population in the US often experiences better than expected
health outcomes despite low socioeconomic standing. More information about this phenomenon known as
the Hispanic Paradox can be found in J. Franzini, C. Ribble, and A. M. Keddie, “Understanding the
Hispanic Paradox,” Social Sciences 11 no. 3 (2001).
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psychological factors that can be overlooked in analyses that are strictly quantitative. To
complement the preexisting literature, I interviewed 15 Latinos about their perceptions
regarding access to reliable health information and quality health care during the 2009H1N1 outbreak.
First, I will outline the elements of a just health care system in order to illustrate
the fundamental shortcomings in the American system of care. Consistent with the
WHO’s criteria, I define a just health care system to be one that fairly provides accessible
quality health care to all citizens. Then I comprehensively discuss how social resources
affect health outcomes by creating barriers to health care for certain populations. In this
section I highlight psychosocial factors as influential yet seldom recognized variables that
affect access to health care. This discussion helps us understand why racial and ethnic
minorities in the US often fall on the lower end of the health gradient. Next, I explore the
reasons why health is unique from other resources in order to demonstrate how health is a
‘special good.’
After establishing a clear understanding of the underlying structural problems
leading to health inequalities, I explore how these problems transpired among Latinos
during the 2009-H1N1 outbreak. I provide context for this discussion by offering relevant
demographic and health trends among Latinos. Then I present my conclusions based on
the literature and the qualitative findings from this study. In this section I highlight three
main areas of Latino susceptibility to the H1N1 virus: low levels of prevention, high risk
of exposure, and high risk of complications. Findings from this study highlight three
major barriers to health care due to the first point of vulnerability, poor preventative care.
The three barriers are: psychosocial barriers to vaccine uptake, disparities in access to
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reliable health information, and language barriers affecting access to information and
care. These findings encourage us to consider the benefits of universalizing health care in
an effort to increase access to health information and services.

Methodologies and Data Collection
This study consists of an extensive review of the literature followed by primary
data collection. The myriad sources that were used in the literature review included
academic journal articles, books, unpublished academic papers, and newspaper and
magazine articles. The examination of secondary sources provided theoretical
background and statistical data necessary for contextualizing interviews and maximizing
the value of the interview sessions through engaged and informed primary data
collection.
Personal interviews are one of the most widely used methods employed in
qualitative data collection, yet none of the studies that examine racial and ethnic
susceptibility to H1N1 have concentrated firsthand accounts of the Latino experience of
the H1N1 pandemic.11 To complement the preexisting literature, I gathered qualitative
data regarding Latinos’ perceived access to reliable health information and quality care
during the 2009-H1N1 outbreak. By discussing personal experiences with Latino
individuals, this study explores the psychological and social factors affecting access to
care that are not always apparent through quantitative research.
I spent one month in Providence, Rhode Island conducting independent fieldwork
from December 24 through January 24, 2011. Primary data was obtained through 15
11

P. Gill, K. Stewart, E. Treasure, and B. Chadwick, "Methods of Data Collection in Qualitative Research:
Interviews and Focus Groups," British Dental Journal 204, no. 6 (March 2008): 291-294,
http://www.ncbi.nlm.nih.gov/pubmed/18356873.
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semi-structured interviews with Latinos from the Providence-metro area. Semi-structured
interviews were used in order to ensure that the discussions remained focused on the
main research questions while still allowing participants to shape the conversation
depending on personal experiences. The purpose of the interviews was to complement the
literature by providing insights that may have been neglected in larger quantitative
studies, so it was important to allow participants to deviate from the initial questions,
bringing light to issues that may have been previously overlooked.
I was fortunate to have a contact in Providence who served as my liaison to the
Latino community and helped me identify ideal venues for participant recruitment such
as churches, workplaces, parks, and supermarkets. I traveled to these venues and asked
individuals who walked by if they were interested in being a participant in my study. All
of the participants were of Latino decent but other demographic factors varied. The
variability of demographic factors were noted but not controlled (see Appendix A).
The interviews lasted between ten and 45 minutes, averaging approximately 20
minutes each. The majority of interviews were conducted in Spanish with the occasional
assistance of a translator as needed. Before each interview session I described the purpose
of my research and explained that participation was voluntary and that it was acceptable
for participants to omit questions they did not want to answer. I informed participants that
all responses were to be kept confidential and that their names would be changed in my
records to preserve participant confidentiality.12 Before proceeding, I requested that
participants sign a statement of consent and provided them with a copy that included
contact information for the project advisor, Dr. Price-Smith, and myself (see Appendices
B and C).
12

All first and last names in this study were changed so that participants would remain anonymous.
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Through micro-level investigation, this study reveals personal insights regarding
factors that contributed to the Latino susceptibility to the H1N1 virus. The qualitative
research approach allowed for in-depth anecdotal evidence of the issues affecting Latino
health. Numeric data can reveal many health trends, but these trends tend to reflect
concrete factors contributing to health, such as income and education attainment, and
may not illustrate unquantifiable psychosocial factors.
Qualitative data, by nature, omits numerical trends and analyses that could
otherwise serve as valuable support for a study. However, quantitative research was not
necessary for this investigation because previous studies have already explored this
subject quantitatively on national, state, and local scales. The primary data from this
study is mean to complement and not to replace the preexisting literature.
Fifteen participants were interviewed for this study. Analysis and conclusions
drawn from these interviews reflect only the perceptions of the 15 participants, which are
not necessarily representative of the Latino population in Providence or the United States.
Demographics can dramatically affect health outcomes, so demographic factors other
than race and ethnicity were noted and taken into consideration in the analysis for this
study, but they were not controlled. Some demographic factors were distributed more
equally than others; there was a particularly strong representation of Latinos with low
socioeconomic status (SES).13 The data gathered from the interviews was analyzed with
the understanding that it is limited and does not validate any large-scale conclusions.

13

Twelve out of 15 participants estimated their annual family income to be less than $50,000.
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Theoretical Framework
“We have to stop this bill, which will ruin our economy, ruin our health care system, the
best health care system in the world.” –John Boehner, Speak of the House [regarding
Obama’s 2010 Bill on Health care Reform]14
Elements of a Just Health Care System
Over the past decade, health insurance premiums have grown three times faster
than American wages and the number of uninsured individuals has risen from 38 million
to 50 million.15 There are diverse opinions about the responsibility of a health care
system, but regardless of one’s opinion, the American health statistics above surely
cannot be those of the “best health care system in the world.” 16 Developing criteria for
the elements of a just health care system requires political, cultural, and geographic
sensitivity, and even when these variables are controlled for there is still controversy. In
this study, the primary goals of a just health care system are defined as: goodnessachieving the best possible health care, and fairness- having the least possible disparities
in health care among individuals and groups (see Table 1).17 The success of a just system
of care requires that these two objectives, goodness and fairness, are mutually achieved.
Improvement in one of these areas but not the other will often be detrimental in the longterm.

14

Richard Cohen, "Memo to John Boehner: American Health Care is far from the Best," NY Daily News,
November 9, 2010.
15
World Health Organization, “World Health Organization Assesses the World's Health Systems.”
16
Cohen, "Memo to John Boehner.”
17
The WHO criteria were used for this report because the WHO represents an objective, credible,
international organization. World Health Organization, “The World Health Report 2000, Health Systems:
Improving Performance, 2000,” accessed January 2012, http://www.who.int/whr/2000/en/whr00_en.pdf.
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Quality of Care
The primary responsibility of a health care system is to provide high quality
health services to as many people as possible. Evaluating the quality of health care
services is highly subjective because quality means different things for different people.
This study regards quality of care as “doing the right thing at the right time in the right
way for the right person and having the best results possible.”18 In accordance with this
definition, poor quality can mean not getting the health care that you need, not receiving
care when you need it, or not getting an appropriate test or procedure.
The quality of medical care in the US does not meet its potential, especially
considering the high financial input for health care. However, nearly half of the
Americans believe that the American health care system is the best in the world.19 It is no
wonder why many Americans think so highly of our health care system; the United States
boasts many state-of-the-art medical facilities that allow for some of the most advanced
biomedical research and health services across the globe. The US has the resources and
biotechnical ingenuity to develop expensive and technologically advanced tests and
procedures that can be made available to the public (or at least to those who are insured
and can pay). These medical capabilities have enabled the US to get ahead. In terms of
the quality of health services, the US has some of the highest rates of breast, colon, and
prostate cancer survival worldwide.20 In the field of research, more Americans have won

18

Agency for Health Care Research and Quality, “Guide to Health Care Quality,”
http://www.ahrq.gov/consumer/guidetoq/index.html.
19
Robin Herman, “Most Republicans Think the U.S. Health Care System is the Best in the World.
Democrats Disagree,” http://www.hsph.harvard.edu/news/press-releases/2008-releases/republicansdemocrats-disagree-us-health-care-system.html.
20
American Cancer Society, International Agency for Research on Cancer, and World Health Organization,
“Global Cancer Facts and Figures,” 2011,
http://www.cancer.org/acs/groups/content/@epidemiologysurveilance/documents/document/acspc027766.pdf.
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the Nobel Prize in Physiology or Medicine than all other countries combined.21
Additionally, eight out of the ten top-selling drugs were developed in the US.22 In these
examples, as well as many others, American wealth and biomedical resources give an
initial advantage in the ability to achieve a high level of overall ‘goodness.’
So where do we fall short? Why do we spend so much on health care while
maintaining an average infant mortality rate that is far lower than any other industrialized
nation?23 Underuse, overuse, and misuse of health services hamper efforts to improve the
overall quality of US health care.24 For the purpose of this study, it is important to
consider the demographic differences regarding these three issues.
Technologies have enabled many medical advances in the US, but in some ways
our biotechnical developments have been harmful due to overuse. Overuse of services
occurs when the procedural harm outweighs the benefit. People who are insured and have
stable financial situations are more likely to be overrepresented in the ‘overuse category’
because are able to pay for nonessential services. Estimates suggest that approximately
$666 billion are spent every year on unnecessary procedures, contributing up to 30% of
US health care spending annually.25, 26 Underuse occurs when medical services are not
provided when they would have been medically valuable. On average, Americans receive

21

Nobel Prize, “All Nobel Laureates in Physiology or Medicine,”
http://www.nobelprize.org/nobel_prizes/medicine/laureates/.
22
Mark B. Constantian, “Where U.S. Health Care Ranks Number One,” January 7, 2010,
http://online.wsj.com/article/SB10001424052748704130904574644230678102274.html.
23
US Central Intelligence Agency, “Infant Mortality Rate,’ The World Factbook, 2012,
https://www.cia.gov/library/publications/the-world-factbook/rankorder/2091rank.html.
24
Agency for Health Care Research and Quality, "Improving Health Care Quality. Fact Sheet," September
2002, http://www.ahrq.gov/news/qualfact.htm.
25
Maggie Mahar, "The State of the Nation’s Health," Dartmouth Medicine 31, no. 3 (2007).
26
Deborah Korenstein, "Overuse of Health Care Services in the United States: An Understudied Problem,"
Archives of Internal Medicine 172, no. 2 (February 2012): 171-178.
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only about half of the medical services recommended to them and, not surprisingly,
Medicaid users are greatly overrepresented in this statistic.27, 28
If a patient does not benefit to the fullest potential or is harmed by the services
provided because of preventable problems, it is considered a misuse of medical care or a
medical error.29 Between 44,000 and 98,000 people die annually from medical errors,
more than die from car accidents, breast cancer, and AIDS combined.30 Misuse stems
from low-quality care, and while “quality problems affect all populations, they may be
most marked for members of ethnic and racial minority populations.” 31 People who are
uninsured, low-income, uneducated, or non-English speaking may have an elevated risk
of medical errors.32 The uninsured often lack regular health care providers, so they do not
reap the benefits of routine visits and strong patient-provider relationships that typically
reduce the risk of medical errors.33 As a financial protection, the uninsured often delay
care until the need is pressing, at which point they are forced to seek care in emergency
room, which can increase the risk of medical errors as well.34 People lacking education or
English language proficiency may experience higher rates of medical errors because of

27

Edwin D. Huff, Stephen F Jecks, and Timothy Cuerdon, "Change in the Quality of Care Delivered to
Medicare Beneficiaries, 1998-1999 to 2000-2001," Journal of the American Medical Association 307, no.
12 (January 2003): 305-312.
28
Elizabeth A. McGlynn, et al., “The Quality of Health Care Delivered to Adults in the US, June 2003,”
http://www.nejm.org/doi/full/10.1056/NEJMsa022615.
29
Agency for Health Care Research and Quality, "Improving Health Care Quality.”
30
L.T. Kohn, J.M. Corrigan, M.S. Donaldson, “To Err Is Human: Building a Safer Health Care System.”
Washington: National Academies Press, 2000, http://www.nap.edu/openbook.php?isbn=0309068371.
31
Agency for Health Care Research and Quality, “Improving Health Care Quality.”
32
Livingston, Gretchen, Susan Minushkin, and D'Vera Cohn, "Hispanics and Health Care in the United
States: Access, Information, and Knowledge," Pew Hispanic Center and Robert Wood Johnson Foundation,
2008, http://www.pewhispanic.org/files/reports/91.pdf.
33
Colin M. Sox, Katherine Swartz, Helen R. Burstin, and Troyen A. Brennan, "Insurance or a Regular
Physician: Which is the Most Powerful Predictor of Health Care?" American Journal of Public Health 88,
no. 3 (March 1998): 364-370, http://ajph.aphapublications.org/doi/pdf/10.2105/AJPH.88.3.364.
34
Increased medical errors may be due to the fast-paced nature of an ER or limited patient history.
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communication barriers that can affect the physicians’ interpretation of patients’
complaints or patients’ understanding of physicians’ recommendations.

Responsiveness of Care
To understand the concept of responsiveness, imagine you are a customer seeking
car maintenance services.35 First and foremost, you are concerned with how well the
mechanic fixes your car because you want it back to its normal functioning. This is akin
to the quality of health care. However, as a customer you are also concerned with how
friendly the mechanic is, the timeliness of the repair process, etc. This can be likened to
the responsiveness of health care. A health care system that is highly responsive can
increase health outcomes by creating an environment that makes people feel comfortable
utilizing health services. While responsiveness deals with non-health factors, it can
dramatically affect health-seeking behavior.
The concept of responsiveness is two-fold. Firstly, it involves respecting patients
as humans. Under this directive, medical providers are expected to respect patient
confidentiality, dignity, and autonomy. Secondly, responsiveness refers to the health
provider’s ability to offer adequate non-medical services. This involves providing prompt
attention, standard amenities, translators, access to social support services, and consumer
choice regarding the medical provider.36 Responsiveness can influence the likelihood that
a patient feels comfortable seeking care. Despite the low ranking for the overall
performance of the US health care system in WHO’s 2000 report, the US ranked first in

35

Rand Gardner, Debra James, and Carolyn Clancy, "Consumer/Quality Insider: Understanding Health
Care Quality," Compiled by Agency for Health Care Research and Quality, October 15, 2005,
http://healthcare411.ahrq.gov/transcriptP.aspx?id=5.
36
World Health Organization, “The World Health Report 2000.”
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the world for health care responsiveness. This may be partially attributed to the high
expenditures allotted to health care, because responsiveness is often associated with an
availability of resources.37 The high rating for responsiveness is an average and should
not obscure the fact that many marginalized groups and disadvantaged individuals lack
access to basic care.

Fairness in Access, Quality and Responsiveness
In addition to aiding in the attainment of good overall health, a health system
must strive to reduce inequalities in the distribution of care and the prevalence of disease.
Health equity is, “equal access to available care for equal need, equal utilization for equal
need, [and] equal quality of care for all.” 38 A fair health system must maintain the
smallest possible differences in access to quality and responsive care. A health system is
not successful if it has a high level of overall goodness but does nothing to address health
inequalities.
Equal access to care is paramount to a fair health system. The failure to provide
widespread quality care in the US is rooted in the lack of universal insurance coverage.39
The 2010 US Census cited that 16.7% of Americans are currently uninsured.40 This
situation is a striking exception to other industrialized nations. After the First World War,
most industrialized countries began to recognize the national benefits of providing
equitable access to health care, and by the end of the 1970s universal health care was the
37

World Health Organization, “World Health Organization Assesses the World's Health Systems.”
Paula Braveman, "Health Disparities and Health Equity: Concepts and Measurement," Annual Review of
Public Health 27 (April 2006): 167-194, http://www.ncbi.nlm.nih.gov/pubmed/16533114.
39
Devi Sridhar, “Human Development Report 2005: Inequality in the United States Healthcare System,”
2005, http://hdr.undp.org/en/reports/global/hdr2005/papers/HDR2005_Sridhar_Devi_36.pdf.
40
US Census Bureau, “Health Insurance Highlights: 2010,” 2010,
http://www.census.gov/hhes/www/hlthins/data/incpovhlth/2010/highlights.html.
38
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norm across Europe.41 A system that succeeds in providing good health is one that
“makes the health of the entire population as good as possible,” and this cannot be
accomplished without universal insurance coverage. 42
Ideally there would be an inflexible national standard for quality of health care,
but because of our broken insurance system, this is not the case in the United States. A
2004 study determined that 54.9% of Americans do not receive the quality of care that
they need.43 There is a salient range in the quality of health services in the US; some
Americans receive premium services while many others do not even receive basic
primary care. Advocates of private insurance often contend that privatization enhances
the overall quality of health care; however, quality of care is closely associated with
insurance coverage, and 50 million Americans are uninsured, so surely this claim does
not hold true for everyone.44, 45
Insurance is the golden key to accessing health services in the US. Without
insurance, people are less likely to have a regular health care physician, which can lead to
patients receiving less preventative care and fewer routine checkups. Prevention is
paramount to the public health approach to medicine, but preventative services rarely
reach the uninsured.46 For example, uninsured children are much less likely to receive

41

Solomon Benatar, “What Makes a Just Health Care System?” British Medical Journal 313 (1996),
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2359087/pdf/bmj00573-0003.pdf.
42
World Health Organization, “The World Health Report 2000.”
43
Agency for Health Care Research and Quality, "2009 National Healthcare Quality & Disparities Reports:
Data Tables Appendix," (2009), http://www.ahrq.gov/qual/qrdr09/index.html.
44
Institute of Medicine, Unequal Treatment, p. 80.
45
US Census Bureau, “Health Insurance Highlights: 2010.”
46
The Kaiser Commission on Medicaid and the Uninsured, “Five Basic Facts on the Uninsured,”
September 2008, http://www.kff.org/uninsured/upload/7806.pdf.
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recommended vaccines than those who are insured.47 Similarly, uninsured adults are less
likely than insured adults to receive medical screenings, increasing the likelihood that the
uninsured are diagnosed in the late stages of an chronic illness and causing them to have
less control over their illness post-diagnosis, often leading to higher rates of expensive
emergency room visits.48, 49 When people who are uninsured seek care for an acute injury
or illness, health outcomes are also worse than they are for the insured.50 For example,
when uninsured children are hospitalized they are more likely to die than children who
are insured.51 The uninsured are worse access to health care and when people who are
uninsured utilize health services they experience worse quality care and health outcomes
than the insured.52
Lack of universal health care is a clear violation of basic health equity. As stated
by Margaret Whitehead, “equity in health implies that ideally everyone should have a fair
opportunity to attain their full health potential and, more pragmatically, that no one
should be disadvantaged from achieving this potential.” 53 Unequal access to health care
contributes to many preventable illnesses and deaths. The 50 million Americans without
health insurance are more likely to die than those with health insurance; an appalling

47

J. L. Becton, L. Cheng, and L. Z. Neimen, "The Effect of Lack of Insurance, Poverty, and Pediatrician
Supply on Immunization Rates Among Children 19–35 Months of Age in the United States," Journal of
Evaluation in Clinical Practice 14, no. 2 (2008): 248-253 http://www.ncbi.nlm.nih.gov/pubmed/18284522.
48
Devi Sridhar, “Human Development Report 2005.”
49
J. Hadley, "Insurance Coverage, Medical Care Use, and Short-Term Health Changes Following an
Unintentional Injury or the Onset of a Chronic Condition," Journal of AmericanMedical Association 297,
no. 10 (2007): 1073-1084, http://jama.ama-assn.org/content/297/10/1073.abstract.
50
A. Griggs, S Poole, S Berman, J. Todd, and C Armon, “Increased Rates of Morbidity, Mortality, and
Changes for Hospitalized Children with Public or No Health Insurance as Compared with Children with
Private Insurance in Colorado and the United States,” Pediatrics 118, no. 2 (2006): 577-585,
http://pediatrics.aappublications.org/content/118/2/577.full.pdf.
51
F. Abdullah et al., “Analysis of 23 Million US Hospitalizations: Uninsured Children Have Higher AllCause In-Hospital Mortality,” Journal of Public Health, (October 2009): 1-9,
http://jpubhealth.oxfordjournals.org/content/early/2009/10/29/pubmed.fdp099.abstract.
52
Institute of Medicine, Unequal Treatment.
53
Paula Braveman, "Health Disparities and Health Equity.”
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44,789 fatalities per year are attributed to a lack of insurance in the US.54, 55 If the
uninsured were to become insured, their mortality rates would be reduced by 10-15%.56,
57

Racial and ethnic minorities often have the lowest rates of insurance coverage, so they

are disproportionately impacted by the lack of universal coverage.
Equal access to care is the first step in achieving a fair system of health care.
Nearly as important, however, is an equal distribution of high quality care. Even when
access-related factors such as insurance coverage are controlled for, minority populations
still experience higher rates of morbidity and mortality.58 This is due to inconsistencies in
the quality of care among different groups in the United States. Insured minorities are
more likely to have low-end health care plans compared to non-minorities, and even
when factors affecting the access to health care are controlled for (i.e., insurance
coverage and income), minorities still receive lower quality services. 59
As previously discussed, responsiveness of care refers to how well a system
responds to patient expectations. A health care system must demonstrate respect for all
patients and provide adequate non-medical services. Inequality in either of these two
forms of responsiveness can threaten the overall equity of a health system. The United
States’ high responsiveness ranking from the WHO reflects averages and does not speak
to disparities in American health care. 60 Surely the 50 million uninsured Americans do
not feel that their expectations of medical services are being met. It is possible that
54

Andrew P. Wilper, Steffie Woolhandler, Karen E Lasser, Danny McCormick, David Bor, and David
Himmelstein, "Health Insurance and Mortality in US Adults," American Journal of Public Health 99, no.
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individuals with limited or no insurance do not express dissatisfaction with the level of
responsiveness because they do not even have access to a medical provider; they cannot
be dissatisfied with the responsiveness of their care if they are not receiving any health
care.
The US is becoming increasingly diverse so it is important to take into account
the range of perspectives, values, beliefs, and lay knowledge of health, rather than
maintain a ‘one-size-fits-all’ approach to health services.61 Minority populations and
individuals of low SES are the most disadvantaged when it comes to responsiveness of
care in the US. Even when insurance and other access-related factors are controlled for,
minorities are still less satisfied with the services they receive compared to nonminorities. Racial and ethnic minorities typically express more satisfaction with medical
services if their health care provider is a minority, yet only seven percent of medical
professionals are minorities.62, 63 Medical professionals who are minorities are more
likely to be culturally sensitive, which is important for creating an open patient-provider
relationship that can increase the likelihood of patient receptiveness and compliance to
medical recommendations.64
To alleviate disparities in responsiveness it is important for health professionals to
recognize the diversity of perspectives surrounding health and incorporate these beliefs in
the services provided. This approach to health services, known as cultural competency, is
widely accepted as an effective way to reduce health disparities but has yet to be
61
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effectively implemented on a large-scale.65 Training medical professionals to be more
culturally sensitive will teach providers how to better respond to patient needs and
expectations.
Language proficiency is a major challenge in health system responsiveness,
especially for minority health care. Free interpreter services are an essential element of
responsiveness for individuals who lack English proficiency. Federally funded programs
are required to provide translators under Title VI of the Civil Rights Act, which prohibits
discriminations based on race, color, or national origin.66 The next step is to require
translators at all health offices, regardless of the source of funding. The presence of an
interpreter is undeniably better than having no interpreter at all, but the use of a
middleman can detract from the patient-provider relationship by decreasing the sense of
comfort and confidentiality. Bilingual proficiency among physicians could improve
responsiveness of care by creating a more comfortable medical environment that
encourages utilization and increases satisfaction with services.

Fairness in Health Financing
In addition to fairness in access, quality, and responsiveness, a just system of care
requires fairness in financing. The US health care system does not have a fair distribution
of financial risk and often requires out-of-pocket payments from those who cannot afford
it. The steep costs can deter people from seeking care, causing them to delay necessary
treatment. When patients ultimately seek out health services, the cost can be financially
devastating, forcing people to give up basic necessities in order to pay for health care.
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Fairness in health financing means that financial risks should be proportionally
distributed according to a person’s ability to pay, not their health status. A just health care
system should encourage individuals to seek care who might otherwise be driven away
by the costs. High quality health services should be equally available to all individuals
and groups. Our Canadian neighbors reap the benefits of publically funded health
services and quality of care that is regulated by federal standard.67 Meanwhile, people in
the US are often being forced to choose between financial security and health security.
The cost of health care has the potential to be devastating, especially in light of
the current economy. The regressive payment system used for health services in the US is
exceptionally harmful to people who are uninsured, underinsured, or living in poverty.68
Many families are financially devastated after the rapid onset of an unexpected illness;
estimates suggest that medical bills cause over 60% of individual bankruptcies in the
US.69 A lot of these bankruptcies could be avoided if we had a system that relies on
regular payments that are independent of health needs. A health financing system can be
considered fair if the “ratio of total health contribution to total non-food spending is
identical for all households, independently of their income, their health status or their use
of the health system.” 70 A system that equitably distributes the cost of medical care
should experience higher health outcomes than a system with unequal financing.
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The US’s ability to achieve goodness and fairness must be viewed in light of the
astronomical expenditures allocated toward health care. Rather than boast that the US has
the best system of health in the world, we should be asking why our country ranks 37th
for overall performance despite the exorbitant amount of the federal funds spent every
year on health care. Many developing countries rank higher than the United States in
overall performance of health systems- Colombia (22nd), Saudi Arabia (26th), and Costa
Rica (36th) to name a few.71 The internationally acknowledged successes of other health
care systems discredits arguments that the US is simply falling short of an unattainable
idyllic model because many other nations with fewer resources are successfully
maximizing performance while maintaining a fair and equitable system.
To improve the performance of our system of care we must first reduce social
inequalities that make quality health services less accessible for marginalized
populations. In the US, those who have the greatest need for health services often have
the worst access to care. The inverse care law states, "the availability of good medical
care tends to vary inversely with the need for it in the population served. This ... operates
more completely where medical care is most exposed to market forces, and less so where
such exposure is reduced.” 72 The inverse care law holds true in many situations in the US
because those who are most in need often have the least resources and the worst access to
care. In order to improve the performance of the American health care system it is
important to understand and address deep-rooted social inequalities, because otherwise
these social inequalities can be translated to health inequalities.
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Social Determinants of Health
Other nations have proven that the WHO goals for health care systems are
achievable, yet the US falls short because of deep-rooted social inequalities. Despite
ongoing national efforts to improve overall health, many marginalized groups do not
have access to quality health care because of social inequalities that impede access to
health services.
The biological manifestation of certain social inequalities creates a social gradient
in health because individuals who are the most socially disadvantaged generally
experience the worst health outcomes due to social, economic, and psychological barriers
to health care. People who belong to marginalized groups generally fall on the lower end
of this health gradient and experience similar barriers to care. This phenomenon, known
as the social determination of health, contributes to the striking health inequalities in the
US. Many different demographic groups in the US experience health disparities, but this
report specifically highlights inequities among racial and ethnic minorities in order to
provide context for understanding the factors that led to Latino susceptibility to the H1N1
virus.73 There are also many social factors that can directly or indirectly affect a person’s
access to health care, but this section highlights wealth, education, and employment as
three of the main determinants of health because of their relevance to the H1N1
pandemic.
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While the average ‘goodness’ of US health care has shown improvements over
time, morbidity and mortality rates among minority populations remain significantly
higher than in non-minorities.74 For example, African American children have a 500%
higher death rate from asthma than white children; Latinos in the US are 50% more likely
to die from diabetes than non-Latino whites; and American Indians and Alaskan natives
have 40% higher rates of HIV infection compared with the white population. 75, 76, 77
Though shocking, these types of racial and ethnic trends are not uncommon. Individuals
belonging to the same demographic group often share similar life experiences and social
conditions, which lead to patterns in health outcomes. Human biological development
occurs within a social and political context and cannot be separated from these influential
factors, “…A person’s past social experiences become written into the physiology and
pathways of their bodies. The social is, literally embodied.” 78 People’s health status can
often give clues about their past and present position in society, but the biological
manifestation of these socio-political factors is complex and cannot be reduced to a
cause-effect relationship.
Psychosocial theory comprehensively looks at the ways that health is shaped by
social factors by examining the interface of social and psychological factors and
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investigating how people internalize external social influences.79 Paramount to
psychosocial theory is the concept of embodiment, and how individuals biologically
internalize social experiences.80 For example, many racial and ethnic health disparities
arise from shared experiences related to social and economic disadvantage (see Figure
1).81 A person may have grown up in a dangerous community, dropped out of high
school, or worked at a hazardous job. The important distinction is not the nature of the
disadvantage but the reality that these disadvantages have a tendency to concentrate
among certain marginalized groups, causing a social gradient in health outcomes.82
Any form of social advantage can enable a myriad of other resources, both
tangible and abstract, which can positively affect health outcomes. Wealth and education,
for example, allow people to insert themselves in health promoting situations and be
active agents in their health decision-making. Phelan and Link refer to these factors as
‘flexible resources’ because they are beneficial in a range of situations. On the individual
level, flexible resources can be understood as ‘risks of risks’ or a ‘causes of causes’
because certain resources, such as money and knowledge, can influence factors, such as
the amount of social support an individual receives, which can ultimately affect a
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person’s health.83 On a contextual level, people with flexible resources are exposed to
health-promoting environments that reinforce and strengthen preexisting advantage.
People with high SES have the luxury of choosing a high SES neighborhood where:
“Collectively, enormous clout is exerted to ensure that crime, noise, violence, pollution,
traffic, and vermin are minimized, and that the best health-care facilities, parks,
playgrounds, and food stores are located nearby. Once a person has used SES-related
resources to move to an advantaged neighborhood, a host of health-enhancing
circumstances comes along as a package deal.” 84
The relationship between wealth and housing is only one of many examples of this
phenomenon.
The availability of certain resources facilitates healthy lifestyles by giving people
the tools necessary for them to exercise individual autonomy. These resources enable
individuals to make decisions based on beliefs rather than the availablity resources.
Disadvantage in any one social resource may limit a person’s ability to make informed
and independent decisions regarding other resources. This is why family income is a
strong predictor for education attainment, which often influences health outcomes.85 To
reiterate, this is not necessarily a causal relationship between income, education, and
health outcomes. These variable simply have the potential to influence one’s health.
Even in the most affluent countries in the world there exists a health gradient
associated with SES where poorer individuals experience higher rates of morbidity and
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mortality than wealthy individuals.86 This relationship has existed since the early 19th
century, and while the types of illnesses have changed drastically since the 1800s, the
trend has endured. Wealth is one of the most powerful social resources and provides
individuals with a range of capabilities that can be beneficial for one’s health. The
economically disadvantaged do not have some of the resources that enable people to
access health care, which can ultimately lead to worse health outcomes. Poor individuals
experience worse health than wealthy individuals, regardless of demographic, so lowincome minorities are truly up against the odds.87
Racial and ethnic minorities have historically experienced higher rates of poverty
than non-minorities, and since the start of the 2007 recession, the economic situation for
minorities has only worsened. Latino weekly earnings as of the third quarter of 2009
were lower than they were for any other demographic.88 Sometimes social and medical
trends among certain demographic groups may be more directly a result of economic
disadvantage rather than of racial disadvantage. However, the reality is that racial and
ethnic minorities experience higher rates of poverty than non-minorities, which makes
them more susceptible to poor health outcomes. Therefore, when examining minority
health it is important to take into account the impact of socioeconomic disadvantage.
Education can provide people with the intellectual tools necessary to move up the
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SES ladder, which can eventually influence health outcomes.89 Access to education
provides us with the “ability to make choices regarding our occupation, thereby giving us
greater influence and control over our future levels of income, where we will live, and
also over the various factors that influence our health and wellbeing across our lifespan.”
90

Education helps individuals develop interpersonal skills that can be valuable for

developing strong relationships and strengthening one’s social network. This is important
because social capital has been shown to positively influence one’s health.91
Basic education is also a precursor to health education. People at the bottom of
the social ladder have the lowest literacy rates and face the extraordinary challenge of
navigating our health care without this basic capacity. Adults who are both uneducated
and illiterate do not have the tools necessary to identify reliable sources of health
information, and even in cases where they obtain reliable information it may be a struggle
to understand the information due to an educational barrier. Health education can
empower individuals by providing them with the knowledge and skills necessary to make
well-informed health decisions. People who are health literate have the intellectual and
social skills, which:
“…determine the motivation and ability of individuals to gain access to, understand, and
use information in ways which promote and maintain good health... Health literacy
means more than being able to read pamphlets and successfully make appointments. By
improving people’s access to health information and their capacity to use it effectively,
health literacy is critical to empowerment.” 92
Health literacy can positively impact the places people choose to seek out health
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information by encouraging them to utilize medically reliable sources. By having access
to accurate health information, individuals are empowered to make independent health
decisions.
A person’s level of education can greatly impact their employment opportunities,
and like education, a person’s employment status and the nature of their job can affect
their health. Without job security, people experience chronic stresses that can wear and
tear on the body, making the unemployed highly susceptible to infection and chronic
illness.93 Families of the unemployed also suffer worse health outcomes. 94, 95 Though
having a job is certainly better that not having one, anxieties in the workplace are another
source of stress for many minority groups, especially for those who occupy hazardous
jobs. 96 Amenities associated with employment vary drastically depending on the job.
Privileged individuals tend to have more comforts and flexibility while those who are less
privileged are deprived of basic amenities such as sick days.97

Psychosocial Determinants of Health
Psychological stress manifests biologically. Stress is the driving force behind
many health inequalities, and can reinforce preexisting social inequalities because the
main triggers of stress are related to one’s place in society. Psychosocial factors regularly
trigger a stress response in our bodies, but if this response is turned on too often it can
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increase the risk of health issues. Demographic groups that have been socially
marginalized often experience patterns of chronic stress that reflect similar experiences of
discrimination, stigmatization, social exclusion, and distrust.98 Racial and ethnic
inequality, “especially within its unique historical context in the United States, could be
just as indicative of excessive social ranking as economic inequality and allow fewer
opportunities for the formation of social capital.” 99 These perceived inequalities emerge
in the individual’s subconscious and are sometimes translated into worse health
outcomes, exacerbating preexisting social inequalities.
Historically, the US has maintained a cultural discourse that reinforces the social
exclusion of racial and ethnic minorities. This discourse is less prominent today, but these
issues still have a significant impact on racial and ethnic minorities. Social stigma, for
example, has a direct affect on health-seeking behavior and can explain disparities in
health outcomes in situations where the actual provision of services is consistent across
demographic groups.100 Stigmatization can also discourage people from being active
participants in society and from making productive decisions such as pursuing education,
citizenship, or public services.101 This can have social, psychological, and economic
consequences that continue to push people further down the social ladder and cause them
to lose some of their social support.
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Racial and ethnic inequalities present in the social, economic, and political
spheres in the US are evidence of discrimination. Latinos and other minority groups are
overrepresented in unemployment rates and low-paying jobs, low-quality schools, and
low education attainment.102 Many of these social disparities stem from discriminatory
practices of the past, which have been significantly reduced but not eliminated from
American culture. It is important to consider that racial and ethnic disparities in health
“occur in the context of broader historic and contemporary social and economic
inequality, and [are] evidence of persistent racial and ethnic discrimination in many
sectors of American life.” 103 Discrimination can have damaging psychological
ramifications that can lead to a reduction in perceived social support. Stigma and
discrimination are closely linked and can cause individuals to feel socially isolated.
Social exclusion is often triggered by unemployment, lack of education, poverty, and
discrimination. A low position in society can initiate negative sentiments of social
exclusion and isolation resulting from perceived marginalization or a lack of significant
relationships with family, friends, and the community. It is also found that inequalities in
communities with significant social and economic inequalities tend to experience low
levels of social trust, which perpetuates social exclusion.104
The interconnectedness of various social resources, such as wealth, education, and
employment, makes it extremely difficult for individuals to improve their social
positioning if they are disadvantaged in more than one of these areas.105 One mechanism
for ameliorating disparities in health care is through the separation of different spheres.
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Any given society has a variety of spheres- economics, politics, health, education etc.106
The pluralist theory of social justice explains that an individuals’ standing in one sphere
should not translate to their standing in unrelated social spheres (for example, an
individual should not disadvantaged in the health sphere simply because they have low
standing in the economic sphere). 107 Health in the US is deeply entrenched in many other
spheres, making those who are socially disadvantaged more susceptible to illness.

Health as a ‘Special Good’
There are grave implications that result from the fact that the health sphere is
closely tied to so many other spheres. This section explores the reasons why resources
affecting access health care should not be viewed the same as other resources. By
examining health inequalities through a distributive justice lens it becomes clear that
health care is unlike other resources because it provides people with the capabilities
necessary to make their own decisions and live their life to its fullest.108 Health needs are
distinct from other social resources because “people have a fundamental interest in
protecting their share of the normal range of opportunities” and people who are unhealthy
are restricted in their ability to be active agents their lives.109 Thus, we consider health to
be a ‘special good.’110
Because health is inextricably linked to the social sphere, health equity cannot be
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achieved without a fair distribution of social resources. Distributive justice explores the
ways in which societies manage their resources in light of: people’s individual needs and
contributions; the availability of resources; and the society’s responsibility to the
common good.111 Resource allocation should not be affected by “a person’s status or
nature of illness. A failure to distribute resources fairly may result in worse health among
individuals with fewer resources, contributing to the social gradient in health.
Stringent interpretations of distributive equality are idealistic. Theories of
distributive justice must be realistic in order for them to be translated into health policy.
The difference principle deviates from the strict interpretation of equality reflected in
egalitarianism, by highlighting the need to better the lives of individuals who are least
advantaged in society. This principle fundamentally endorses unequal distribution of
resources if it benefits the worst-off members of society.112 As a context-driven approach,
the difference principle to distribution, created by John Rawls, acknowledges the
importance of preexisting systemic inequalities. The social gradient in health previously
discussed demonstrates that people who are the worst off in society suffer the most in
terms of health and often cannot free themselves of this disadvantage because they lack
the necessary social and economic tools to improve their situation. By targeting resource
distribution efforts towards Americans with the lowest social positioning, those who are
most in need benefit from the gains in resource wealth, while the US as a whole moves a
step close toward achieving a just system of health care.
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Distributive justice generally involves managing scare resources, but biomedical
resources in the US are relatively abundant. Incredible economic success has led to
spectacular advances in medical technology, but only certain Americans reap the benefits
of these technologies because most people do not have the resources necessary to access
this care. The rapid advancements in medical technologies have actually made it more
difficult to fairly distribute quality care and have exacerbated health disparities because at
the same time of this economic growth there is a “weakening of the restraining forces
necessary to temper rampant capitalism.”113 Even though health is a special good,
distribution of health services is left to an unregulated market that requires people with
high risk of illness to pay more and people with low risk to pay less.114 If there were
universal access, the distribution of insurance would be regulated by a consumer-driven
system that would ensure that everyone has the same access regardless of preexisting
conditions.
The factors that have shaped resource and health inequalities are entrenched in
American social discourse, which often causes them to be overlooked and deemed
‘unchangeable’ or ‘inevitable.’ There is still some discussion regarding whether the US
government has the responsibility to improve the fairness of resource distribution; I argue
that it does. The Declaration of Alma Ata, a set of guidelines established at an
international conference in 1978, urges nations across the globe to recognize that every
government has “a responsibility for the health of their people which can be fulfilled only
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by the provision of adequate health and social measures.”115 In 1978 there was already
international recognition that the distribution of social resources affects health, yet
decades later these disparities persist.

Analysis and Conclusions: H1N1 as a Case Study
Justification for Study
The American health care system is not set up in such a way that all members of
society are ensured equal access to health services. This inequitable distribution of health
resources disproportionally affects marginalized groups. Many minorities face barriers to
care and experience health disparities as a result, but the actual barriers to care are highly
varied across populations. Thus, it is important to examine trends specific to each
demographic group in order to detect issues that are race and ethnicity specific.
Both Latinos and Blacks experienced high rates of infection of the H1N1 virus
during the 2009 outbreak, despite having no genetic predisposition to the virus.116, 117
Examining the factors that contributed to Latino and Black susceptibility to the H1N1
virus can reveal valuable information about the barriers to health care for these
populations. To distinguish between the factors that contributed to Latino and Black
susceptibility, it is important that the two populations are examined independently. This
study investigates the Latino experience with H1N1 to better understand barriers to health
care specific to the Latino population.
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The high rates of morbidity and mortality among Latinos during the 2009-H1N1
outbreak reflect a greater structural problem embedded in the American health care
system. Latinos in the US experience striking inequalities in the social and economic
spheres; meanwhile, they are more susceptible to some illnesses because of the way
health is intimately tied to one’s social and economic positioning in the US. These
inequalities are systemically pervasive, but become highlighted in situations that put
pressure on the American health care system, such as the 2009-H1N1 pandemic.118

The Latino Population in the US
An overview of relevant demographic and health trends for the Latino population
provides context for the subsequent discussion regarding the factors that led to Latino
susceptibility to the H1N1 virus (see Table 2). Latinos are currently the largest and fastest
growing minority group in the country; the 50.5 million Latinos in the US make up 16%
of the total population.119, 120 The US Office of Minority Health defines the Latino ethnic
group as individuals of Cuban, Mexican, Puerto Rican, South or Central American, or
other Spanish culture or origin, regardless of race.121 This study examines general health
trends for Latinos and does not take into account trends among Latino sub-groups.122
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In many ways, Latinos experience more difficulty accessing health care than any
other racial or ethnic group in the US. Millions of Americans struggle to find accessible
or affordable health care because they are uninsured or have insufficient coverage, but
Latinos are less likely to have health insurance compared to all racial and ethnic groups
in the US and those who are insured tend to have poor coverage plans (see Figure 2).123,
124

The 15.3 million uninsured Latinos are less likely to have a regular health provider,

have routine health visits, or seek care promptly because social and economic barriers. 125
Low insurance rates among Latinos may also be partially explained by a lack of
education, a greater preoccupation with finding employment than a job with health
benefits, a fear of deportation, an unawareness of insurance qualification, language
barriers, or stigma associated with state-run health insurance programs.126 These
sentiments were reflected in responses from a study that examined the perceptions of
Latino workers regarding their insurance status.127 It is important to provide education
programs for Latinos to increase awareness about insurance eligibility, to make the health
care system more navigable, and to reduce social concerns about insurance. It is also
important to recognize the obvious financial barrier associated with unaffordable
insurance premiums. Latinos express a desire for insurance and a willingness to pay but
are often discouraged by the steep upfront costs.128
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Low insurance rates partially explain why so many Latinos lack a regular health
care provider.129 Non-Latino Whites are three times more likely than Latinos to have a
regular health care provider and non-Latino Blacks are twice as likely.130 Over ten
percent of Latinos who do not have a regular health care provider report that the primary
inhibitor is the cost of health care in the US, which would not be the case if there were
equal access to health care.131 Regular providers are important for maintaining good
health and studies show that there is a positive correlation between the use of a regular
provider and the amount of preventive care and monitoring a patient receives, which is
important because “preventive care and monitoring are both associated with better longterm health outcomes.” 132 Having a regular source of care increases the likelihood of
identifying health problems early when the chance of successful treatment is the
highest.133 A regular health care provider can help foster a positive patient-provider
relationship, which can positively impact patient compliance by creating an environment
that encourages comfortable and open communication.
Latinos who are uneducated, foreign-born, Spanish-speaking, not US citizens, or
have lived in the US for a short period of time are the least likely to have a regular source
of care or health information (see Table 3).134 While it is no surprise that “lacking health
insurance raises the likelihood of not having a usual health care provider, having health
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insurance in no way guarantees it.” 135 Many Latinos do not fit the ‘expected’ profile and
still lack a regular source of medical care; fifty-percent of Latinos without a regular
provider are high school graduates, 52% are English-dominant or bilingual, 30% are USborn, and 45% have health insurance.136
Not enough Latinos are receiving health information directly from health
providers. More than one in four Latinos reports that they have not obtained any health
information from a health care professional in the past year. This inadequacy of the
health care system is linked back to the high percentage of uninsured Latinos, because
people without insurance are less likely to seek out routine medical care, which is
essential for making smart health decisions.137 Without a regular source of health care,
Latinos are more likely to rely on alternative sources for health information. People from
all demographic backgrounds utilize lay-sources for health information, but for many
Americans this information is merely a complement to the information they receive from
health care professionals. Latinos who are insured and/or have a usual provider are more
likely to receive health information from a health care provider. Latinos who are
uninsured and lack a usual provider are more likely to receive health information from
the television (see Figure 3). 138
In the last year, more Latinos received health information from the media
(television, radio, newspapers, magazines, and the internet) than from a medical
135
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professional.139 It is important to identify the types of media sources Latinos use for
health information because this information often informs health behaviors; 79% of
Latinos report that they are actually acting on this information (see Figure 4). Fifty-seven
percent of Latinos report that health information they received from the media prompted
them to visit a health care professional and 41% report that information from the media
affected their decision about how to treat a specific illness or medical condition.140 Health
officials should work with media sources that are regularly used for obtaining health
information to ensure that the provided information is medically accurate.
Latinos also rely heavily on their social network for health information and for
making health-related decisions. Seven in ten Latinos cite their social networks (family,
friends, churches, and community groups) as a major source of health information.141
More specifically, one third of the Latino population relies on information obtained from
churches and local community groups and more than 60% rely on their family and
friends.142 Health workers may be able to reach Latino populations more effectively by
reaching out to well-respected members of the community in order to broadcast health
information and recommendations.
Demographic and health trends among Latinos provide important background for
contextualizing the trends that emerged during the H1N1 outbreak. It is clear that Latinos
face disparities regarding insurance coverage, routine health visits, and regular health
care providers. These barriers to care also contribute to the prevalence of alternative
sources of health information among Latinos.
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Factors Contributing to Latino Susceptibility to H1N1
Latino inequalities in health care are ubiquitous and often neglected, except in
situations that stress the health system and highlight the unjust distribution of illness. In
non-pandemic scenarios Latinos already experience disparities in health, and these
inequalities brought to light during health emergencies, such as the 2009-H1N1
pandemic. Latinos experienced higher rates of infection and death due to the H1N1 virus
even though they had no biological predisposition to the virus.143 Studies completed
during and after the outbreak provide possible explanations for these disparities, but
current H1N1 literature does not focus on psychosocial factors that may have contributed
to Latino susceptibility to the virus. This study complements the preexisting literature by
adding a human voice to numerical data.

Increased Risk of H1N1 due to Low Preventative Care
The US government invested in creating a targeted vaccination campaign during
the 2009-H1N1 outbreak but the overall uptake of the H1N1 vaccine was
disappointing.144 The vaccine was offered free of charge and health officials prioritized
certain high-risk populations such as individuals 6 months to 24 years of age, pregnant
women, people with chronic illnesses, and racial and ethnic minorities.145 The vaccine
campaign aimed to reduce certain barriers to vaccination for high-risk populations, and
while these efforts were in some ways effective, they did not dramatically improve
143
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vaccine acceptance. The campaign could have been improved if more had been done to
address the psychosocial barriers that affect people’s decision to be vaccinated. High
quality health care is only valuable if people are able to utilize the available services and
decide to do so.
Personal and cultural beliefs affect people’s decision to be vaccinated. During
pandemics it is especially important to understand how psychosocial factors affect
vaccine acceptance due to the time sensitivity of outbreaks:
“Vaccination is one of the most effective means of controlling illness caused by
influenza. At no time is control more critical than when a new strain of influenza
emerges, causing a pandemic. Willingness to be immunized against a novel strain of
influenza appears to change over time, yet little is known about how willingness changes
with perceived risk as a pandemic evolves.” 146
It is important to understand the factors that affect vaccine receipt, especially among
populations that tend to have worse vaccination rates (see Figure 5).147 These factors vary
over time, so in order to “be effective in limiting the spread of the disease, strategies to
optimize vaccination rates during a pandemic must take into account the public’s
changing perceptions of risk to target those who are hesitant to be vaccinated.”148 In
pandemic situations, like the 2009-H1N1 outbreak, it is imperative that health officials
understand public risk perceptions so they are able to employ an effective targeted
communication strategy that eliminates misperceptions while increasing public
acceptance of a vaccine.
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Minority populations in the US are more likely to contract seasonal and pandemic
influenza, yet vaccination rates are consistently lower for minorities than they are for
Whites.149 This disparity is attributed to the differences in access to health care and also
reflects the attitudes, perceptions, and distrust toward the American health care system.
Recognizing this trend, public health officials considered racial and ethnic minorities to
be a high-risk group during the 2009 outbreak and employed special outreach strategies
to improve vaccination rates among minorities.150 Campaign efforts included: creating
alternative vaccination sites, collaborating with religious organizations, making public
announcements available in many different languages, and providing the vaccine free of
charge.151 The result of this “unprecedented” vaccine campaign was worse than expected,
especially for many minority populations.152 For example, pediatric vaccination rates
were lowest among minorities during the 2009 outbreak.153 Black and Latino respondents
were less likely than Whites and Asians/Pacific Islanders to have received the H1N1
vaccine but vaccination rates among Latinos during the pandemic were higher than
expected. 154155
Because the virus originated in Mexico, it is possible that Latinos had an
increased awareness of the situation because of fear stemming from public accusations
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that Latinos were to blame for the outbreak and that they had a heightened biological
susceptibility. The rates of vaccine uptake among Latinos “are also consistent with
previous research that suggests that Latinos face cost-related barriers to vaccination,
which was addressed during the H1N1 outbreak by offering the vaccine free of
charge.”156 The Black community had the lowest vaccination rates despite the alleviation
of the financial burden, which is consistent with studies that suggest that Blacks may be
more greatly affected by other barriers to vaccination, possibly related to attitudes and
perceptions.157
A population’s acceptance of and adherence to public health recommendations is
largely influenced by public perceptions.158 Perceived barriers to health care are
unpredictable and do not always reflect actual barriers to care. For example, some lower
class Latinos cited the cost of the H1N1 vaccine as the main reason they did not get the
vaccine even though the vaccine was offered free of charge.159 These findings were
consistent in the interviews in this study. Elisa Salazar, a lower-class Spanish-speaking
woman and a participant in this study, was one of three interviewees who recommended
that in the case of a future pandemic the government should start providing vaccines free
of charge,’ even though this was the case during the H1N1 outbreak. All three of the
participants were surprised to learn that the H1N1 vaccine had been free.
Interviews conducted for this study demonstrate the prevalence of misconceptions
about the H1N1 virus and vaccine and illustrate the power of misinformation. One fourth
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of all participants explained that they never considered the swine flu to be a risk to their
health because the virus was not present in their state or in the US. Gabriela Ortiz, who is
both bilingual and a college graduate, responds, “No, I didn’t see a threat because I think
[H1N1] wasn’t around us much. That’s why they didn’t give much information about
it.”160 Ortiz is uninsured and explained that she cannot remember the last time she saw a
provider. She has never seen the same health provider twice. Ortiz’s misjudgment of the
H1N1 threat may have been prevented if she had access to a regular provider who she felt
comfortable consulting. Increased efforts to improve access to routine health care for
Latinos could alleviate misperceptions about health by making accurate health
information more accessible while also improving patient-provider communication that
facilitates clear and open discussion about health issues.
Routine health visits can increase the likelihood that patients receive medically
accurate health information, but patients who have a regular provider and seek routine
care still experience communication barriers that affect how certain information is
interpreted. Patients inevitably filter information through a cultural lens, which can
distort messages from health providers. Rosanna Orellana, who is uneducated, a native
Spanish-speaker, and lacks insurance and a regular source of health care, recalls, “The
doctor told me I didn’t need [the vaccine] because I was never exposed to people with the
flu. She told me I didn’t need to worry that I didn’t get [the vaccine] because I was doing
everything that would prevent me so I wouldn’t get the virus.”161 Miscommunications
between the patient and health provider contribute to the spread of inaccurate information
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and can decrease a patient’s trust in his/her provider if the patient becomes infected after
following their misinterpretation of the physicians’ recommendations.
Latino participants who were interviewed for this study frequently mistook
preventative recommendations as guaranteed protection from the virus. Those who
expressed confidence in prevention methods other than vaccination, such as hand
washing or wearing face masks, were less likely to be vaccinated against H1N1. Later in
her interview, Orellana explained, “I decide not to get vaccinated because I see the doctor
and she tell me that I just need to keep care of myself. That I need to stay clean and keep
a clean environment… It didn’t worry me that I didn’t get it because I was doing
everything else the doctor told me to do so I wouldn’t get the virus.” 162 Orellana
struggled to differentiate between her physician’s recommendations and his vaccination
advice. This finding is consistent with other H1N1 studies, which suggest that parents
who had confidence in their basic preventative methods were less likely to het their
children vaccinated against H1N1.163 Health care providers and educators should be
careful to find the balance between encouraging but not overemphasizing the
effectiveness of preventative safety measures to avoid confusion.
Orellana’s responses show a potential area of improvement regarding cultural
competency among health workers. All health care providers, especially those working
with diverse populations, should be trained in cultural competency to minimize these
miscommunications. Health professionals working with populations that have high rates
of non-native speakers should also be trained in their patients’ native language to reduce
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miscommunication that results from having a translator. This can also improve the
patient-provider relationship by eliminating the presence of a middleman.
While Orellana’s conversation with her health provider caused her to
underestimate the threat of the outbreak, other patient-provider miscommunications led to
overestimations of the risk of H1N1 infection. Some participants grasped the threat of the
outbreak or saw it to be an even bigger threat than it was, but these individuals still
decided not get vaccinated. Half of the respondents in this study believed that the
outbreak was a very serious threat, but only two participants actually got vaccinated.
Rodriguez defends her decision not to get vaccinated by explaining, “For some people
[there was a threat], but for me specifically, not really. Because I trusted that it wouldn’t
hit me. I guess that’s ignorant.” 164 Retrospectively, Rodriguez recognizes the danger in
her decision not to get vaccinated, but not all Latinos have the education or language
background to evaluate their own health decisions. When many participants voiced their
reservations regarding the H1N1 vaccine, they explained that they chose not to be
vaccinated because they had never gotten the seasonal influenza vaccine in the past and
still managed to avoid influenza infection.
Health professionals are an influential part of our social networks, so minimizing
patient-provider miscommunications can dramatically increase the amount of accurate
health information that is accessible during pandemics. Many respondents in a national
study expressed that their decisions to be vaccinated were influenced by
recommendations from their health care provider, yet only half the participants in the
study who had a routine health visit during the pandemic discussed the H1N1 vaccination
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with their provider.165 This is important because Latinos who are Medicare beneficiaries
were 40% less likely to have a vaccine-initiated health visit during the outbreak.166
When Latinos receive limited health information or wrongly interpret
recommendations from their health care provider, it can dissuade them from seeking
regular care in the future by decreasing their trust in their health providers’
recommendations. Alicia Río, who is uneducated, lower class and Spanish-speaking,
explains, “I feel more trust in god then the doctor for the [health] information… doctors
don’t give me explanations. She thinks I can’t understand so she gives me just medicine.
But then the medicine doesn’t work so why should I go back?”167 Health professionals
must strike a balance between treating patients according to their specific needs and
treating patients based on standards of responsiveness. For example, providers should
offer all patients an explanation of their risk factors for H1N1 while remaining sensitive
to variation in education and language proficiency. Providers trained in cultural
competency may gain trust from their patients when they are able to comfortably
communicate with them. Otherwise, patients may be more inclined to embrace and act on
information they receive from other sources that are not medically accurate but come
from easily accessible and trusted sources.
Comparing people’s intent to get vaccinated against their actual vaccination
uptake can also reveal clues about barriers to care. During the H1N1 pandemic, the intent
to be vaccinated peaked at the beginning of the pandemic (50%) and steadily decreased
over time even, even before the actual risk of infection decreased. This suggests that the
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intent to be vaccinated did not correlate with actual risk and was more closely related to
the hype associated with the emergence of a new virus. 168, 169 The fact that a greater
percentage of Latinos expressed an intent to be vaccinated against H1N1 at the beginning
of the outbreak “further underscore[s] the need for improved and timely vaccine supplies
because delays allow disease to spread and also seem to decrease people’s interest in
taking steps to prevent additional spread.”170, 171 A response from García exemplifies this
finding:
“Not gonna lie I was pretty nervous. I wore gloves at work for a week then stopped and
decided that was silly. I was worried cause people were saying that a lot of people died. I
stopped cause I said at that point that I didn’t think I was gonna get sick. The gloves were
too big and were a hassle. I just decided to use hand sanitizer instead. I didn’t really think
I was gonna get sick. I stared at everyone in the drive thru to see if they thought they
looked sick.” 172
The changing perceptions among Latinos throughout the pandemic highlight the time
sensitivity and the need for constant research that involves direct communication with
high-risk population in order to fully understand the barriers to care.
During the 2009-H1N1 outbreak there was a common belief that the vaccine
would make participants sick and that it does not actually prevent flu.173 This finding is
consistent with other vaccine acceptance studies, as well as the findings from my
research.174 For example, a local study conducted in Georgia found that secondary school
teachers cited their fear that the H1N1 vaccine would make them sick as the primary
reason for not seeking care (see Table 4). Similarly, in this study four of fifteen
168
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participants responded that the main reason they decided against getting vaccinated was
that they believed it was unsafe or would give them the virus. Alexandra Pérez explained,
“I heard the comments saying the vaccine wasn’t preventing the illness sufficiently, it
was created too quickly. I don’t trust the vaccine.” 175 Pérez demonstrates the power of
social networks for health decision-making.
It is clear that people’s social networks strongly influence people’s intent to be
vaccinated.176 Studies have shown that if an individual believes that people in his/her
social network are accepting of a vaccine then that individual is significantly more likely
to get vaccinated.177 Multivariate analyses from a 2011 study demonstrate that social
norms, such as beliefs that family or friends would approve H1N1 vaccination, were
directly associated with actual rates of vaccine receipt.178 These findings were echoed in
interviews for this study. When asked what factors would prompt her to get vaccinated in
a hypothetical future outbreak scenario, Rodriguez explained, “Maybe if someone close
to me got a vaccine, then I would get the vaccine. But not the swine flu. I didn’t know
anyone who got it during the swine flu, so I didn’t either.” 179 Social norms are
universally powerful predictors of vaccine receipt, regardless of demographic, and should
be taken into account and addressed during vaccination campaigns.
The media also had a significant influence on people’s perception of the H1N1
virus and played a major role in vaccine uptake. For this reason, health information that is
broadcast through public media should be monitored and regulated from the earliest
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stages of a disease outbreak.180 This is important with regards to the Latino population
because of the high percentage of regular users of alternative modes of media, such as
Spanish radio stations.181 Ana Reyes reflects:
“I trusted the information that I received because it was from the Department of Health. I
did not listen to the Latino radio station and I’m glad that I didn’t because they tend to be
pretty sensational. I’m not always sure that it is backed by the most factual information. I
think my mom might have been listening to the Spanish radio station cause she would
call me up and be like, “Did you hear?!”182
Reyes is recognizes the need to maintain a critical eye when it comes to unofficial news
sources. However, unlike her mother and many other participants in this study, Reyes is
bilingual, educated, and upper-middle class. Reliable health information may not be as
accessible for those who are less educated and primarily Spanish-speaking.
Three major barriers to health care increased Latino susceptibility to the H1N1
virus due to low preventative care: psychosocial barriers to vaccine uptake, disparities in
access to reliable health information, and language barriers affecting access to
information and care. Improvement in vaccination rates will require us to address
concerns that vaccination causes individuals to get sick, false notions that the virus was
not a threat, and miscommunications that simple preventative measures are sufficient in
protecting against the virus. Increasing availability of reliable health information will
help with these improvements. In coming years it is important that health information is
made more accessible. This can be done through regulation of health information in laysources. Lastly, participant responses highlight the need for more bilingual and culturally
competent health providers as well as more health information for individuals who are
not proficient in English.
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Risk of H1N1 due to High Exposure
The high rates of H1N1 infection among Latinos in the US can also be attributed,
in part, to elevated exposure to the virus. High exposure to the H1N1 virus was primarily
due to the fact that Latinos experienced difficulties complying with recommendations for
social distancing (see Table 5).
Many social and economic disadvantages limit Latino flexibility with regards to
complying with recommended precautions during an emergency health situation, causing
an increased risk of exposure.183 In situations such as the 2009-H1N1 outbreak, the
government will sometimes issue social distancing recommendations in an effort to
reduce the transmission of a virus. Influenza is primarily spread through respiratory
droplets and transmitted from coughing, sneezing, talking or touching contaminated
objects, so limiting nonessential contact during influenza pandemics decreases exposure
to the virus. Social distancing measures can include cancelling events and public
gatherings, closing schools, and limiting public transportation. During the 2009-H1N1
outbreak the US enforced some local interventions and made public recommendations for
social distancing. Kumar et al., suggest that Latinos experienced much greater difficulty
complying with social distancing recommendations during the H1N1 outbreak compared
to other racial and ethnic populations.184
Wealth and employment can enable individuals to comply with social distancing
recommendations that can lower their risk of exposure to influenza (see Figure 6).185 The
prominent rates of low SES and poverty among Latinos made it difficult for many to
183
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comply with social distancing recommendations during the H1N1 outbreak, increasing
their risk of exposure to the virus.186 Latinos have less flexibility than non-Latino Whites
in terms of restricting person-to-person contact both at home and at work environment,
which increases their risk of exposure to the H1N1 virus. Latinos rely heavily on public
transportation and report significant difficulty finding alternative transportation options
during health emergencies.187 Orellana reflected on difficulties that her family, friends,
and coworkers, face, “Maybe if the health people were to go reach to them because a lot
of people wait and don’t go to the health center cause they can’t get there… They need
people to go to communities that are with a lot of Latinos cause a lot of people can’t go
by themselves.”188 Political discussions about social distancing do not currently recognize
the fact that racial and ethnic disparities decrease Latinos’ ability to comply with social
distancing recommendations. It is not simply enough to mandate that people refrain from
using public transportation during an outbreak. We need to think through alternatives for
those who are economically restrained.
Employment generally increases health outcomes, but over 61% of employed
Spanish-speaking Latinos do not have sick days and over 73% can only do their work
from the workplace.189 Staying home from work may risk losing a job, so people who are
unable to take days off from their job must find someone to care for their children if they
are sick. In situations like the H1N1 outbreak where there were numerous local school
closures, it is important that parents have a daycare option for their children that is not
with any other children so that a sick parent or child does not expose others to the virus
186
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simply because of a lack of sick days or childcare. At the time of the H1N1 pandemic,
Spanish-speaking Latinos were over ten times more likely than non-Latino Whites to
have trouble accessing daycares separate from other children, even when SES and other
demographic factors were controlled.
It is clear that there were many demographic and social factors that limited
Latinos’ ability to comply with social distancing recommendations. Many of these factors
draw parallels with the widely recognized social determinants of health, such as
employment and reliance on public transportation, while other factors such as age
distribution are more case-specific and do not necessarily demonstrate a large-scale
vulnerability. To reduce the risk of exposure for Latinos in future pandemic scenarios, it
is important to be sensitive to the demographic and social factors that are unique to this
population in order to make sure that Latinos are capable of complying with social
distancing recommendations.

High Rates of Hospitalization and Mortality from H1N1
After assessing the factors that contributed to poor preventative care and high
exposure to the H1N1 virus, it is important to examine possible reasons for high rates of
complications and mortality among Latinos. This section does not examine possible
biomedical explanations, but instead looks at the demographic factors the led to
complications as well as psychosocial factors that may have caused Latinos to postpone
care.
Certain demographic trends among Latinos caused them to be at a higher risk of
H1N1 from the start of the pandemic. The median age for Latinos in the US, 26.9 years
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old, is approximately 13 years younger than the median age for non-Hispanic Whites.190
This trend generally benefits Latino health because the low median age often leads to a
low prevalence of chronic illnesses associated with aging.191 However, in the case of the
H1N1 outbreak, children and young adults ages 6 months to 24 years of age were
considered to have the highest risk of infection, and 50% of hospitalizations were for
people under 25 years of age, making Latinos more susceptible to morbidity due to their
age.192
Age was not the only demographic factor that may have led to increased H1N1
morbidity among Latinos. While the prevalence of many chronic illnesses is lower in
Latinos compared to other racial and ethnic groups, diabetes is most prevalent among
Latinos. This was significant during the H1N1 outbreak because ten percent of people
who were hospitalized due to H1N1 complications were diabetic.193
Pregnant women were considered a high-risk group during the H1N1 pandemic
due to increased susceptibility to complications from the virus. Pregnant women
represented six percent of all hospitalizations during the outbreak. Latino women have
significantly higher fertility rates (101.5/1000 women) compared to non-Hispanic White
women (59.5/1000 women), making Latino women more susceptible to complications
from the virus.194
A final demographic factor that may have contributed to Latino susceptibility to
H1N1 exposure relates to housing. Individuals who lived in metropolitan areas and
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resided in apartments were considered to have a high risk of exposure to the H1N1
virus.195 Similarly household crowding may have increased the risk of transmission
within homes.196 A 2011 study found that Latinos in the US were more likely to have
more children in their homes than Blacks or Hispanic Whites, more likely to live in a
metropolitan area than Blacks or Whites, and more likely to live in an apartment
compared to Whites.197
Poor access and responsiveness to health care increases the risk of complications
and death from influenza.198 It is commonly acknowledged that “access to timely care is
paramount during a pandemic,” so it can be hypothesized that Latinos faced high
susceptibility to the H1N1 virus from the start of the pandemic because so many face
barriers to accessible health care.199 During the 2009 outbreak, the CDC recommended
immediate antiretroviral treatment for infected individuals, but Latinos often experience
delayed diagnoses and treatments because of obstacles in accessing affordable quality
care (see Figure 7).200
Without insurance or a regular provider, Latinos are generally more likely to wait
until an illness develops before seeking care, which puts them at a higher risk for
complications and increases the risk of exposure to the virus for others.201 A lower
percentage of Latinos who reported influenza-like illness sought care compared to other
racial and ethnic groups (see Figure 8). Even after deciding to seek care, Latinos still face
195
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many roadblocks. A greater percentage of Spanish-speaking Latinos reported having
trouble receiving care when they needed it during the time of the H1N1 outbreak
compared to non-Latino Whites, even when wealth and income were controlled.202
Gabriela Moreno, who is lower class, uneducated, and a Guatemala native, explains, “At
first I didn’t get good information but then I hear about [the H1N1 virus] but I did not get
the shot because I was not sick. Later I got a cough so I tried to go get the vaccine from a
doctor but I couldn’t find where to go except the emergency room.”203 Latinos who are
uninsured and lack a regular provider are less likely to have access to timely care.204
Studies have demonstrated how perceived discrimination can drastically influence
one’s willingness to seek health care. During the time of the pandemic Latinos reported
high levels of perceived discrimination and alluded to the fact that these perceptions may
have negatively affected their access to health care.205 It is likely that perceived
discrimination, cultural incompetence, and legal fears played a significant role in
deterring Latinos, particularly those who spoke Spanish and/or were illegal immigrants,
from seeking out health care during the H1N1 pandemic.
Perceived threat of deportation coupled with elevated rates of discrimination,
stigma, and social exclusion elicits discourages health-seeking behavior among illegal
immigrants. The “highly politicized furor” about illegal immigration and undocumented
immigrants creates an environment of fear for undocumented citizens and discourages
them from seeking regular health care as well as care for an already transmitted virus
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such as pandemic H1N1 influenza.206 Once an immigrant herself, Ruiz acknowledges the
importance of reaching out to the illegal immigrant population, “We mostly need to help
the people who don’t have papers. Maybe if we could have people go reach them
because a lot of people wait and don’t go to a health center cause they are scared. A lot of
people without papers wait ‘til they are very sick ‘til they go to get help.”207 While this
fear may seem irrational, naturalization authorities will sometimes target clinics to
identify and deport illegal immigrants. This further dissuades illegal immigrants from
seeking out a regular source of care. The lack of regular care coupled with language
barriers limits the availability of reliable health-information for illegal immigrants.
It is clear that psychosocial barriers to care are important for more than just
nurturing patient-provider relationships. Latinos express psychosocial barriers to care that
exist in everyday life but persist in pandemic scenarios when the consequences can be
much worse.

Conclusions
Findings from this study highlight three major barriers to health care that
increased Latino susceptibility to the H1N1 virus due to low preventative care:
psychosocial barriers to vaccine uptake, disparities in access to reliable health
information, and language barriers affecting access to information and care.
In all three of these areas of vulnerability, as well as others, there was a constant
theme regarding the abundance of misinformation, miscommunications, and
misconceptions. Vaccine uptake among Latinos could be improved by addressing
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concerns that vaccination causes individuals to get sick, false notions that the virus was
not a threat, and misunderstandings that simple preventative measures such as handwashing are sufficient. These misunderstandings stem from the circulation of inaccurate
health information. Reliable health information could be made more accessible through
collaboration between health providers and the media in an effort to regulate the
information that is publically broadcast. Lastly, participant responses in this study
highlighted the need to make health information and health services more accessible to
individuals lacking English proficiency. This can be achieved through improving health
outreach efforts, requiring translators for all patients, and urging medical schools to
encourage bilingual language proficiency and training in cultural competency among
providers.
All of these miscommunications could be reduced if Latinos had better access to
routine health visits and regular health care providers. Consistent health visits can
improve preventative care and help make accurate health information more accessible.
Regular health care providers allow for the development of a patient-provider
relationship, which can facilitate clear and open communication.
Moving forward, these findings encourage us to consider the benefits of
universalizing health care in order to reduce the circulation of misinformation and
improve access to health care. The major barriers to care for Latinos that were identified
in this study would be greatly reduced if all Americans were guaranteed basic health care.
With the understanding that health is a special good, it is imperative that we improve
access to reliable health information and quality health services for high-risk populations
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because these resources provide people with the capabilities necessary to be active agents
in their health, their lives, and in society.

Recommendations
Health care is internationally recognized as a human right, but universal health
care is not part of the American reality. Without universal access to health services, many
Americans encounter barriers to care and find themselves financially or medically
devastated in the face of illness. Racial and ethnic minorities, as well as other marginalize
groups, often experience disparities in access to health care. Until these health
inequalities are addressed, the American system cannot achieve goodness and fairness in
health to our highest potential. Of course differences in health outcomes are to be
expected. Health inequalities are not. Inequalities arise from social conditions that
disproportionately affect people who have persistently experienced social disadvantage
and experience worse health outcomes as a result. Health disparities are preventable.
Like most racial and ethnic groups, Latinos often share similar conditions and
experiences that lead to trends in the types of barriers to quality health care that they face.
During the H1N1 pandemic, Latinos had notably high rates of morbidity and mortality
from the virus. To dissect this health outcome and learn more about why Latinos were
considered a high-risk demographic during this outbreak it is important to first
understand the social determinants of health and how our health system has functioned
historically. Our health system is unequal because we let social disadvantage negatively
affect people’s access to quality health care. Though we have begun to integrate this
concept into our social and political discourse we need to expand efforts so that they also
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take into account psychosocial factors that influence minority populations; reducing
financial barriers are only useful if people feel comfortable seeking care.
My research has revealed to me the many ways in which psychosocial
determinants of health can obstruct access to quality health care. It has highlighted the
impact of social determinants of health by adding voices. I was unable to fully
conceptualize social disadvantage just through academic literature. This is not about
feeling sympathy; this is about understanding the thought process behind accessing health
care. This is about understanding why vaccination rates were low when the H1N1
vaccines were free; or why people utilize sources of health information they admittedly
distrust. Statistics are striking, but they leave many of these questions unanswered,
disguising deep-rooted issues that are guaranteed to endure if they are not exposed.
Psychosocial factors are not as obvious as other social determinants such as
financial disadvantage because they are more personal and less predictable.
Understanding these factors requires us to dig a little deeper than we have historically.
This study reveals the benefit of qualitative interviews for better understanding how
psychosocial factors can impede access to health care. These barriers to care are highly
complex and interconnected, thus, significant research is necessary before we make any
instrumental policy changes. This timely investigation should prompt us to continue to
explore the voices behind these issues that have long been inherent among marginalized
populations.
When we face situations that challenge our system we realize how incredibly
precarious our system is. Health emergencies and outbreak scenarios help us recognize
problems that were otherwise concealed or ignored. The Latino experience during the
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H1N1 outbreak provides a good lens for understanding fundamental inequalities in the
American health care system. Unfortunately, these vulnerabilities are not so casespecific. Marginalized groups routinely experience worse health outcomes due to
prejudice in everyday life. Why do we wait for heart-wrenching statistics to shake us out
of oblivion? We must begin to address the problems from the onset. We should not be
afraid to question the root of health inequalities, to challenge the system, to inspire
improvement. These issues belong on the public and political agenda.
For many of us social resources may seem peripheral to biological susceptibility,
but in reality, social vulnerability can dominate health outcomes. In an age where racial
and ethnic discrimination is deplorable, we feel discouraged from facing the formidable
questions that accompany many racial and ethnic health trends that highlight social
injustices. Disadvantage is concentrated. We are afraid to confront the glaring reality that
racial and ethnic inequalities persist. These inequalities are so deeply embedded in our
cultural discourse that they are not always apparent on a day-to-day basis. We live in a
different world, so we close our eyes. And in some ways, ignorance may be bliss. But I
am beginning to realize that awareness is truly a privilege.
Health inequalities are not just a political problem. Considering Rawls’ veil of
ignorance, it is important for us to take the time to reflect on how we would feel if we
were to wake up in a different position in society. Imagine what it would feel like if you
do not speak English, or perhaps you are homeless and living in poverty. Maybe you
have felt the burden of racial discrimination throughout your life. When I take the time to
consider the possibilities, each of these scenarios in isolation seems like a ‘worst case
scenario.’ However, most of the women and men I interviewed experience the cumulative
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impact of many of these hardships on a daily basis. Bu targeting the root of these
inequalities, we will move close to a just health care system. Reducing health disparities
among US minorities will require a systemic approach; no amount of biomedical
ingenuity is going to generate a vaccine that erases social stigma.
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Appendix
Appendix A: Demographic Overview of Participants
Gender
Female
Male

# Participants
13
2

Age
Average
Range

Years-Old
46
18-60

Nationality
Foreign-born
US-born

# Participants
12
3

Language
Native English-Speaker
Native Spanish-Speaker
Bilingual

# Participants
2
9
4

Education
High School or Less
Some College
College
Post-College Education

# Participants
4
3
6
2

Family Income per year
< $50,000
$50,000-$149,000
$150,000+

# Participants
12
5
0

Employment
Employed
Unemployed

# Participants
11
4

Insurance Coverage
Uninsured
Public (Medicaid)
Private

# Participants
6
3
6
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Appendix B: Interview Participation Consent Form
Latino Susceptibility to the 2009 H1N1 Influenza
Natalie Triedman: Natalie.Triedman@coloradocollege.edu
What is the purpose of the study?
The purpose of this study is to determine if the high rates of H1N1 influenza in Latinos
during the 2009 pandemic were due to racial disparities in exposure, susceptibility, and
access to health care.
What will you be asked to do?
You will be asked to participate in an interview with Public Health student and
researcher, Natalie Triedman. The interview will last approximately 15-30 minutes. You
will be asked to respond to question regarding the 2009 H1N1 pandemic and your
perceived access to health care. The interview will take 15-30 minutes.
What are the risks and the benefits?
If participants have had a personal experience with the H1N1 virus, the research could
potentially cause emotional stress. In determining the social factors that increased Latino
susceptibility to the H1N1 influenza, the findings of this study could serve as a stepping
stone for increasing accessibility of healthcare to Latinos.
What happens if I choose not to participate?
Taking part in this study is completely voluntary. If you choose to be in the study you can
withdraw at any time without consequences of any kind. You may choose to pass for any
number of questions. Participating in this study does not mean that you are giving up any
of your legal rights.
Will my answers be confidential?
The records of this study will be kept completely private. Data will be kept on tape
recorders and then destroyed once the discussions have been transcribed. Transcriptions
will be kept on a personal computer to which only the researcher has access. Any report
of this research that is made available to the public will not include your name or any
other individual information by which you could be identified.
Do you have any further questions?
Contact the researcher at the email address or phone number above. You will be given a
copy of this form to keep for your records. If you have any questions about whether you
have been treated in an illegal or unethical way, contact the Colorado College
Institutional Review Board chair, Amanda Udis-Kessler at 719-227-8177 or
audiskessler@coloradocollege.edu.
Statement of Consent: I have read the above information and have received answers to
any questions. I consent to take part in Natalie Triedman’s research regarding the racial
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disparities in exposure, susceptibility, and access to health care during the 2009 H1N1
influenza pandemic.
______________________________________________
Participant’s Signature

___________
Date
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Appendix C: Interview Participant Consent Form in Spanish
Susceptibilidad de los Latinos al virus H1N1 de 2009
Natalie Triedman: Natalie.Triedman@coloradocollege.edu
Descripción y Propósito del Proyecto
Este estudio está diseñado para investigar cómo es el acceso de atención médica para el
virus H1N1 para los Hispanos. El estudio tratará de identificar si existen obstáculos que
hacen difícil buscar atención médica para la pesquisa y tratamiento del H1N1, y
eventualmente determinar cuáles serían las medidas a tomar, para superar estos
obstáculos. En un contexto más amplio, este estudio tiene el objetivo de explorar las
formas para mejorar el acceso a la atención médica por los Hispanos Americanos.
Se le pedirá responder a varias preguntas que ayudarán a la investigadora a explorar sus
motivaciones para participar en este proyecto, su experiencia personal, y sus objetivos.
Sus respuestas a esta entrevista serán recogidas por la investigadora en la forma de tomar
notas y en privado. Todas las notas de las entrevistas serán utilizadas exclusivamente para
los fines de este estudio. Esta entrevista tendrá una duración de aproximadamente 15-30
minutos, dependiendo de sus respuestas.
Evaluación de Riesgos y Beneficios
Este estudio está diseñado para representar un riesgo mínimo para sus participantes. Las
preguntas están diseñadas para no requerir divulgar cualquier información que pueda ser
perjudicial para usted. Los resultados de este estudio serán utilizados para ampliar el
conocimiento de cómo es la atención médica para los Latinos.
Participación Voluntaria
Usted debe tener 18 años o más, para poder participar en este estudio. Su participación en este
proyecto es voluntaria y usted es libre de retirar su consentimiento y descontinuar su
participación en el proyecto en cualquier momento sin penalización. No es necesario
responder a cualquier pregunta que usted no desee responder.
Confidencialidad de la información
Los resultados individuales serán confidenciales. Sólo los resultados agregados se
informarán en un reporte que forma parte del curso de Colorado College, sin identificar a
los/las participantes y manteniendo la confidencialidad de la identidad de las personas
que participan en este estudio.
Sus respuestas no serán grabadas ni en voz ni en imagen, para evitar cualquier forma de
identificación de su persona, y así no pueda ser identificado/a su identidad. La
publicación de este estudio, no incluiría su nombre, ni su fecha de nacimiento, tampoco
sus iniciales o ninguna otra información con la que pueda ser identificado/a. Si usted
tiene alguna pregunta sobre sus derechos como un participante, puede comunicarse con la
mujer del grupo de la revisión institucional, Amanda Udis-Kessler, a su e-mail:
Audiskessler@coloradocollege.edu.
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El Consentimiento del Participante
El estudio se me ha explicado y descrito a mí claramente, he entendido las condiciones
de participación y he recibido respuestas a mis preguntas. Entiendo que mi participación
es voluntaria y que puede terminar mi participación en cualquier momento. Entiendo que
mis respuestas se utilizarán como se describe. Al participar, doy fe de que soy mayor de
18 años y que doy mi consentimiento para participar en este estudio.
Firma del Participante: ________________________________

Fecha: __________
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Appendix D: Tables and Figures
Table 1: The Pillars of a Just Health Care System: Goodness and Fairness
Goodness

Fairness

Quality
The health status of the entire
population is as good as
possible

Responsiveness
The system
responds well
overall to what
people expect of it

The health status of a
population is equally distributed
because there is equal access to
health care

The system
responds equally
well to everyone’s
expectations

Financing
Financial input is
maximized for
overall efficiency
(more is not always
better)
How the financial
burden is shared
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Table 2: Demographic Profile of Latinos in the United States
Demographic

Hispanic Population

General Population

Age

Hispanics have a lower median
age than other demographics.
Almost 34% of Hispanics are
less than 18 years of age.

20.9% of non-Hispanic Whites
are less than 18 years of age.

Education

61% of Hispanics have a high
school diploma. 12.6% of
Hispanics have a Bachelor’s
degree.

90% of non-Hispanic Whites have
a high school diploma. 31% of
non-Hispanic Whites have a
Bachelor’s degree.

Employment

26.3% of Hispanics work within 14.9% of non-Hispanic Whites
service occupations.
work within service occupations.

Income

18.6% of Hispanics work in
managerial or professional
occupations.

39.6% of Whites work in
managerial or professional
occupations.

The average Hispanic/Latino
family median income from
full-time year-round workers is
$37,359.

The average family median
income for a non-Hispanic White
family from full-time year-round
workers is $54,620

26.6% of Hispanics are living at 9.9% of non-Hispanic Whites are
the poverty level
living at the poverty level
Language

76% of Hispanics speak a
language other than English at
home.

20% US population speaks a
language other than English at
home.208

37% percent of Hispanics do
not consider themselves fluent
in English.

Insurance
208

30.7% Hispanics are uninsured;
this percentage is the highest

11.7% of the total population is

http://usgovinfo.about.com/cs/censusstatistic/a/foreignlang.htm
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Coverage

uninsured rate of any
race/ethnicity in the US

uninsured

Health Overview

Hispanic health is greatly
affected by language/cultural
barriers, lack of access to
preventive care, and the lack of
health insurance.

N/A

Major health conditions/risk
factors: asthma, chronic
obstructive pulmonary disease,
HIV/AIDS, obesity, suicide,
and liver disease.

Source: The Office of Minorty Health, “Hispanic/Latino Profile.”
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Table 3: Latino Adults’ Likelihood of Lacking a Usual Health Care Provider

Source: Livingston et al., "Hispanics and Health Care in the United States: Access,
Information, and Knowledge."
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Table 4: Correlates of Seasonal and 2009 H1N1 Influenza Vaccine Uptake Among
Middle- and High-School Staff Members in Rural Georgia

Source: Gargano et al., “Seasonal and 2009 H1N1 Influenza Vaccine Uptake, Predictors
of Vaccination and Self-Reported Barriers to Vaccination Among Secondary School
Teachers and Staff.”
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Table 5: Social Determinants of Potential Virus Exposure During the H1N1 Pandemic,
by Race/Ethnicity: US Adults: 2009-2010.

Source: Kumar et al., The Impact of Workplace Policies.”
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Figure 1: Social Determinants of Health

Source: Commission on Social Determinants of Health, "Closing the Gap in a
Generation.”
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Figure 2: Nonelderly Uninsured by Race/Ethnicity

Source: The Kaiser Commission on Medicaid and the Uninsured, “Five Basic Facts on
the Uninsured.”
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Figure 3: Sources of Health Information, by Usual Provider and Insurance Status

Source: Livingston et al., "Hispanics and Health Care in the United States: Access,
Information, and Knowledge."
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Figure 4: “Thinking About the Last Year, Did Any Information You Find in the
Media…”

Source: Livingston et al., "Hispanics and Health Care in the United States: Access,
Information, and Knowledge."
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Figure 5: Factors Associated with H1N1 Vaccine Acceptance

Source: Frew, “Acceptance of Pandemic 2009 Influenza A (H1N1) Vaccine in a Minority
Population: Determinants and Potential Points of Intervention.”
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Figure 6: Path Analysis Showing the Relationship Between Race/Ethnicity and
Influenza-like Illness, Through the Intervening Social Determinants of Potential
Exposure to Influenza Virus: US Adults, 2009-2010

Source: Kumar et al., "The Impact of Workplace Policies."
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Figure 7: Reasons for Delays of Care in Past Year by Race/Ethnicity

Source: Sridhar, “Human Development Report 2005.”
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Figure 8: Influenza-like Illness-Related Health Care Seeking Behavior, by
Race/Ethnicity

Source: Centers for Disease Control and Prevention, “Information on 2009 H1N1 Impact
by Race and Ethnicity,” February 24, 2010,
http://www.cdc.gov/h1n1flu/race_ethnicity_qa.htm.
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