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Crossing the Border for Health Care: Access and Primary Care
Characteristics for Young Children of Latino Farm Workers Along the

US-Mexico Border

Michael Seid, PhD; Donna Castañeda, PhD; Ronald Mize, PhD; Mirjana Zivkovic, MD, PhD;
James W. Varni, PhD

Objectives.—To examine prevalence and correlates of cross-border health care for children of Latino farm workers
in counties near the US-Mexico border and to compare access and primary care in the United States and Mexico.

Methods.—Two hundred ninety-seven parents at Head Start centers in San Diego and Imperial counties were surveyed
regarding percentage of health care received in Mexico and the United States, access, and primary care characteristics.

Results.—More than half of all health care was reported as received in Mexico. Reasons for Mexican use revolved
around cost, accessibility, and perceptions of effectiveness. Parents of insured children reported slightly more US care,
yet even this group reported approximately half of health care in Mexico. Insurance status was related to having a
regular source of care, while uninsured children reporting most care in Mexico were less likely than uninsured children
in the United States to have had a routine health care visit. Primary care characteristics were related to insurance status
and source of care. Uninsured children reporting most care in Mexico fared better in some aspects of primary care than
uninsured children reporting most care in the United States and as well as children with insurance receiving care in the
United States or Mexico.

Conclusions.—Children of farm workers living along the US-Mexico border, almost irrespective of insurance status,
receive a large proportion of care in Mexico. Especially for uninsured children, parent reports of Mexican care char-
acteristics compare favorably with that received in the United States. Mexican health care might be a buffer against
vulnerability to poor health outcomes for these children.
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Research continues to demonstrate disparities in
health and health care across groups of children
defined by sociodemographic variables.1 Eliminat-

ing these disparities is a major priority of the US public
health strategy.2 Socioeconomic status (SES), for exam-
ple, is linked to child health,3–6 and Starfield7 has char-
acterized this relationship as follows: ‘‘Poor children are
more likely to become ill, and when they do become ill
they get sicker and die at higher rates than do nonpoor
children.’’ Minority children are more likely to be poor,8

and income and race affect access to care,9–11 satisfaction
with care,12 care quality,13–16 and health outcomes, includ-
ing health status,17–19 hospitalizations for preventable ill-
nesses,20–22 low birthweight deliveries,23 and mortality.13,24

Poor and minority children are less likely to have health
insurance,9,25,26 and the effect of minority status on health
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outcomes persists even after controlling for insurance sta-
tus.26,27

Access to care and provision of high-quality primary
care is a cornerstone of efforts to improve health out-
comes, control health care spending, and reduce these
health care disparities.28–30 Starfield has postulated four
cardinal domains of primary care—first contact care, lon-
gitudinality, comprehensiveness, and coordination—and
three related domains, including family centeredness,
community orientation, and cultural competence. How-
ever, barriers to care can compromise access to care as
well as various aspects of primary care and thus are a key
factor in health disparities.31,32 Financial barriers, such as
cost and lack of health insurance, affect access to adult33

and pediatric care.34,35 Cultural and linguistic barriers can
affect quality of care.12,36 For example, limited English
proficiency is related to reduced use of physician servic-
es,37 negatively impacts the patient-physician encoun-
ter,38,39 and affects process measures in pediatric emergen-
cy department visits.40

One population especially vulnerable to poor health
outcomes is children of farm workers, especially migrant
farm workers.41 These children may live in families that
are highly transient and may face substandard living con-
ditions.42 They are likely to experience high rates of phys-
ical,43 mental,44,45 and oral health problems.46,47 And they
face multiple financial, cultural, and linguistic barriers to
quality health care.36,43,48–50

Unlike most farm workers and their families living
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throughout the Western United States and in certain areas
of the Midwest, farm workers living near the US-Mexico
border have some degree of access to health care in both
the United States and Mexico. Previous research51 has
documented cross-border health care use by adults in
south Los Angeles County, which is approximately 140
miles from the US-Mexico border. For these respondents,
costs of care and lack of health insurance were strongly
related to cross-border health care use. In addition to fac-
tors such as cost and insurance that compel families to
seek care in Mexico, there may be aspects of Mexican
care that attract families to seek Mexican care. Spanish
speakers, for example, do not face the language barriers
in Mexico that have been documented for non-English
speakers in the United States.51 As well, Mexican health
care providers’ cultural attitudes and understandings may
be more similar to those of parents than are providers in
the United States.51 Thus, Mexican health care might be
an attractive alternative, especially for those families who
are less acculturated to the US mainstream or more on the
margins of US society.

By examining these families’ use of health care on both
sides of the border—specifically the prevalence of cross-
border care, the correlates of seeking cross-border care,
and how families’ experiences of care compare between
the United States and Mexico—we may learn more about
the health care of children of Latino farm workers in gen-
eral and, by extension, other poor and minority children.
This knowledge may, in turn, improve understanding of
ways to overcome barriers to care faced by vulnerable
children in the United States. However, no data exist that
address these questions. Accordingly, we examined cross-
border health care use, access to care, and primary care
characteristics for young Latino children near the US-
Mexico border by surveying parents at Head Start centers
dedicated to or primarily serving migrant farm workers in
San Diego and Imperial counties.

We addressed three questions. First, what is the prev-
alence of cross-border health care use in this sample? Giv-
en documented financial, cultural, and linguistic barriers
to care faced by poor Latino families in the United
States,36,43,48–50 we hypothesized that at least some of the
families in the sample would report using health care in
Mexico.51 Second, what are the sociodemographic and
health correlates of seeking care in Mexico? We hypoth-
esized that sociodemographic characteristics denoting rel-
ative disadvantage and marginalization would be associ-
ated with greater reported use of Mexican health care.
Specifically, we hypothesized that reports of Mexican care
would be more prevalent in families without health in-
surance,51 who were more recent arrivals to San Diego or
Imperial County, who traveled to follow work at least 1
month per year, who had less education, and who were
poorer. As there is some literature52–55 to suggest that Mex-
ican nationals cross into the United States to receive care,
perhaps for more complicated health conditions, we hy-
pothesized that the converse might be true and that chil-
dren with a chronic health condition would be less likely
to use health care in Mexico. Third, how do parents’ re-

ports of access to care and primary care characteristics
compare for those receiving care in the United States ver-
sus in Mexico? We hypothesized that insurance status and
source of care would have an interactive effect on parents’
reports of access to care and primary care experiences12,36

such that parents of children who both lacked insurance
and who received most care in the United States would
report worse access and primary care characteristics, es-
pecially those aspects of primary care having to do with
comprehensiveness and coordination, family centeredness,
and communication.38,39

METHODS

Subjects

Eligibility criteria for participation in this study includ-
ed having a preschool-age child in the family and both
parents (or in the case of a single parent family, the re-
spondent) reporting agricultural, unskilled labor, or semi-
skilled labor occupations. A total of 297 parents of chil-
dren were enrolled in the study.

In Imperial County, subjects were recruited from Head
Start centers dedicated to farm worker families. Eligibility
criteria for enrollment in these Head Start programs in-
clude the following: 1) parents must have received at least
50% of their income in the last 12 months from agricul-
ture-related work, 2) they must have moved within the
last 3 years in search of employment, and (3) they must
have moved with their family from one area to another in
search of employment. Of the 362 preschoolers in these
programs, 244 parents (67.4%) were approached for re-
cruitment, and of these, 242 (99%) agreed to participate.
Recruitment occurred primarily when parents were pick-
ing up or dropping off children from the centers or from
the school bus stops. In addition, staff contacted parents
and referred them to the interviewers, and interviewed
parents referred other parents who also had children in the
same preschools.

In San Diego County, subjects were recruited from
Head Start centers primarily serving farm worker families
and from a community site. For the Head Start sites, a
sampling frame of all agricultural workers who currently
had children enrolled in the Head Start programs listed a
total of 105 potential respondents. Of these, 73 were con-
tacted for recruitment, and 100% of those contacted con-
sented to participate. In order to potentially reach the un-
documented population of farm workers in northern San
Diego County, we reserved a space at a local swap meet
frequented by the Latino population, particularly undoc-
umented farm workers. A total of 36 participants was re-
cruited from this site. The refusal rate at this site is esti-
mated to be at around 15%. Many potential respondents
were turned away due to their ineligibility for study par-
ticipation (ie, not having a preschool-age child).

Measures

Proportion of Care Received in the United States

Parents were asked to report on the proportion of care
their child received in the United States in the following
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way: They were presented with a circle and told to imag-
ine it as a whole cake. They were then asked to draw a
‘‘slice’’ of cake to show how much of their child’s health
care they received in the United States. The percentage of
care received in the United States was derived from mea-
suring the number of degrees encompassed by the ‘‘slice’’
and converting that to a percentage of the area of the
circle. Parents were also asked to report on the reasons
for seeking care in Mexico, using open-ended questions.
Responses were transcribed verbatim.

Insurance Status

Parents were asked to report on their child’s current
health-insurance status in the United States. This yielded
a dichotomous insurance variable.

Chronic Health Condition Status

Parents were asked to report on the presence of a chron-
ic health condition. They were read the following state-
ment: ‘‘A chronic health condition is 1) a physical or men-
tal health condition 2) that has lasted or is expected to
last at least 6 months and 3) interferes with your child’s
activities.’’ They then responded with ‘‘yes’’ or ‘‘no’’ to
the question ‘‘In the past 6 months, has your child had a
chronic health condition?’’ Parents were asked to identify
the name of the chronic health condition. Parents who
answered ‘‘yes’’ or who gave the name of a chronic health
condition were coded as having a child with a chronic
health condition. This methodology for identifying pedi-
atric chronic health conditions has been previously vali-
dated.56

Access

Health care access was measured by parent responses
regarding whether there was a particular person who they
considered their child’s personal physician57 (a structural
indicator of potential access), whether their child had had
a health care visit in the past 12 months for regular or
routine care57 (an indicator of utilization for preventive
care), and whether there had been any time in the past 12
months when they felt their child should have gotten
health care but did not58 (an indicator of foregone or
missed care).

Primary Care Characteristics: Parents’ Perceptions of
Primary Care (P3C)

Parents’ perceptions of primary care quality were mea-
sured via the Parent’s Perceptions of Primary Care mea-
sure (P3C), a brief, practical, reliable, and valid parent
report of their experiences with their children’s primary
care.59 The P3C is based on the Institute of Medicine
(IOM) definition of primary care.60 Using this definition
as a criterion, the P3C was designed to measure 6 com-
ponents of care that, when present, constitute high-quality
primary care. High scores reflect care conforming to this
a priori definition. Thus, the P3C measures perceptions of
quality based on parent reports of their experiences rather
than on ratings of satisfaction with those experiences. The
P3C was designed to measure parents’ perceptions of the

quality of primary care received rather than the quality of
a particular provider of primary care so that care received
by children without a regular provider could also be de-
scribed in relation to the IOM definition. This is impor-
tant, given the high rate of uninsured children25 and chil-
dren without a regular source of care61,62 or who receive
primary health care at emergency rooms or community
clinics where they might not see a consistent provider.

The components of primary care included in the P3C
are those on which parents are thought able to report. The
6 components of primary care measured by the P3C, cor-
responding to 6 subscales, are defined as follows. Longi-
tudinal continuity is defined as the parent’s report of the
length of time they have been bringing their children to a
regular place or physician.29,63 Access is defined as the
parent’s report of timely and convenient accessibility to
care,63 different from the structural and utilization indi-
cators of access above. Communication is defined as the
parent’s report of how well the physician listens and ex-
plains during their interactions.64 Contextual knowledge is
defined as the parent’s report that the physician knows his
or her values and preferences about medical care issues,
clearly understands his or her child’s health needs, and
knows the child’s medical history.29 Comprehensiveness is
defined as the parent’s report of the extent to which the
care received covers acute and chronic problems and pre-
ventive services.63,64 Coordination of care is defined as the
parent’s report of their physician’s knowledge of other vis-
its and visits to specialists as well as the follow-up of
problems through subsequent visits or phone calls.29

Results of the parent-reported P3C may be used by
multiple stakeholders to assess parents’ perceptions of pri-
mary care quality for groups of children. As such, it is
designed to be used to monitor population health services,
to assess health-plan quality, to drive performance-im-
provement initiatives, or to evaluate the efficacy or effec-
tiveness of interventions designed to improve primary
care quality.

The 23-item P3C yields scores on a 0–100 scale for
the total scale as well as for subscales measuring conti-
nuity, access, contextual knowledge, communication,
comprehensiveness, and coordination. The P3C does not
specify a recall period in order to make it easier to respond
to for parents of children who have changed primary care
providers or locations. All items are at or below an 8th-
grade reading level.

The P3C was developed in English and translated to
Spanish, Vietnamese, and Tagalog. Translation was ac-
complished using forward-backward translation striving
for conceptual, as opposed to syntactical, equivalence and
consistent language level.65–69 The final English-language
and translated versions of the P3C were reconciled by
bilingual lay people familiar with the purpose of the sur-
vey.

The P3C has been shown to be feasible, reliable (high
internal consistency), and valid.59 Feasibility was docu-
mented by demonstrating a low percentage of missing val-
ues overall, for parents completing the P3C in a language
other than English, and for parents without a high school
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Table 1. Sociodemographic and Health Status Descriptives for Sam-
ple

Percentage
Yes

Health insurance
5 or fewer years in current location
Travel to follow work
Mother graduated high school
Family income .$20 000 per year
Child has chronic health condition

69.7
30.5
42.4
19.3
24.9
10.8

diploma. Internal consistency (Cronbach coefficient alpha)
of the P3C total scale and subscales has been documented
as acceptable for group comparisons. Validity was previ-
ously demonstrated via the known-groups method by
showing that P3C scores for the total scale and each of
the subscales were higher for children with health insur-
ance versus those without, with a regular physician versus
those without, and whose parents completed the P3C in
English versus another language. Validity of the subscales
was further demonstrated via factor analysis showing that
the P3C items were consistent with the a priori hypothe-
sized subscale structure. Additional evidence for validity
was shown by demonstrating that, consistent with previ-
ous work70 showing a relationship between primary care
characteristics and health outcomes, the P3C is related to
health-related quality of life as measured by the Pediatric
Quality of Life Inventory (PedsQL56).

Procedures

Bilingual research assistants (three in Imperial County,
two in San Diego County) were trained during a half-day
session on research conduct and ethics, survey adminis-
tration, and data reporting. Research assistants approached
potential subjects at Head Start sites. After informed con-
sent was obtained, the research assistant administered the
survey verbally. The interview was conducted in Spanish
in 96% of cases. This research protocol was approved by
the human subjects protection committees at Children’s
Hospital and Health Center, San Diego; California State
University, San Marcos; and San Diego State University.

Statistical Analysis

We examined prevalence of cross-border care via de-
scriptive statistics to examine the percentage of care re-
ceived in the United States. Correlates of cross-border
care were examined via independent samples t tests to
assess the relationship of sociodemographic variables and
chronic health condition status on percentage of care re-
ported in the United States. In order to compare care char-
acteristics in the United States and Mexico, we split the
sample into two groups—those reporting receiving more
than 50% and those reporting receiving 50% or less of
their health care in the United States. We then examined
the effect of source of care and health insurance status on
indicators of access and primary care characteristics using
logistic regression and classification plots for categorical
variables, an ANOVA for the P3C total scale, and a mul-
tivariate ANOVA to explore the P3C subscales.

RESULTS

Sample Descriptives

The parents (87.2% mothers) reported on behalf of 297
children (52.5% boys). One hundred and nine (36.7%) of
the subjects were accrued in San Diego County and 188
in Imperial County. Parents reported the presence of a
chronic health condition in 32 cases (10.8%). Most (88%)
households were reported as two-parent (married or co-
habitating), with more than two thirds (69.5%) of mothers

married and 18.2% living with someone. Most mothers
listed housewife (63.1%) or unskilled labor (farm worker,
laborer, or housekeeper; 34.6%) as occupations. Fathers’
occupations were listed as farm workers or laborers in
70.3% of cases, with an additional 8.4% listed as some
form of unskilled laborer. About 8 in 10 parents (80.7%
of mothers and 82.5% of fathers) did not graduate from
high school, and three quarters (74.9%) of families had
an annual income of $20 000 or less. Families reported
that at least 1 member traveled to follow work at least 1
month per year in 42.4% of cases; however, almost all
families (93.4%) considered the county of the interview
to be their permanent home base. Key sociodemographic
and health status variables are summarized in Table 1.

Use of Health Care in Mexico

On average, parents reported that less than half (47.8%)
of care was received in the United States (SD 5 38.44).
Almost half of the children (49.3%) were reported to re-
ceive one quarter or less of their care in the United States.
Splitting the sample based on where most care was re-
ported resulted in 136 children (45.8%) reporting more
than 50% of their care in the United States (mean 5
85.1%, SD 5 22.0) and 160 children reporting 50% or
more of their care in Mexico (mean 5 83.8%, SD 5
11.7). A histogram showing the proportion of care re-
ceived in the United States is shown in the Figure.

The most frequent reasons for using Mexican physi-
cians (n 5 81) included health insurance status (n 5 25),
ease of use and accessibility (n 5 10), cost of medical
care in the United States (n 5 7), inability to be seen on
the weekend in the United States (n 5 6), liking Mexican
medical care better (n 5 6), and because the child became
ill while in Mexico (n 5 4). The most frequent reasons
for using Mexican pharmacies (n 5 82) included the pre-
scription being from a Mexican physician (n 530), cost
(n 5 18), perceptions regarding the relative effectiveness
of Mexican medicines (n 5 9), availability of medicines
(n 5 6), and lack of coverage for prescription medicines
(n 5 6).

Variables Associated With Reporting Mexican Care

We performed independent samples t tests to assess the
relationship of sociodemographic and health status vari-
ables on percentage of care reported in the United States.
These results are shown in Table 2. There was a trend
toward significance of the effect of insurance status on
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Respondents’ reports of percentage of care received in the United
States.

Table 2. Factors Associated With Use of Care in Mexico; Means (Standard Deviations) of Proportion of US Care

Yes No Difference t Test Significance

Child has health insurance 50.39
(38.42)

41.90
(38.03)

8.49 1.75 (.08)

5 years of fewer in current location 43.57
(38.83)

49.61
(38.15)

6.04 1.24 NS

Travel to follow work 36.71
(33.77)

56.03
(40.02)

19.32 4.33 .0001

Mother graduated high school 46.78
(38.44)

47.99
(38.53)

1.20 0.21 NS

Family income .$20 000 per year 38.07
(36.77)

51.05
(38.45)

12.98 2.54 .01

Child has chronic health condition 50.61
(35.63)

47.50
(38.81)

3.11 0.43 NS

percentage of care received in the United States, with par-
ents of insured children reporting a slightly higher per-
centage of care received in the United States. However,
even children with health insurance were reported to re-
ceive about half of their health care in Mexico. Families
in which at least 1 member traveled to follow work re-
ported a lower percentage of care in the United States, as
did families with an income greater than $20 000 per year.
There was no effect of length of residence at current lo-
cation, maternal education, or chronic health condition
status on percentage of care reported in the United States.
Treating proportion of care received in the United States
as a dichotomous variable, as below, and using chi-square
tests of association yielded similar results (analyses not
shown).

Access to Care in the United States and Mexico

Table 3 presents the results of the logistic regression
equations predicting having a regular physician, having
had routine health care in the past year, and not experi-
encing foregone health care by health insurance status
(reference category: insured) and source of care (reference
category: United States). There was a main effect for in-
surance status on the presence of a regular source of care
such that children with health insurance were more than
2.5 times as likely to have a regular source of care (odds

ratio [OR] 5 2.68; 95% confidence interval [CI]: 1.21–
5.95). There was an interaction between insurance status
and source of care for having had a routine health visit in
the past year (OR 5 3.64; 95% CI: 1.19–11.13) such that
uninsured children who received most of their care in
Mexico were less likely than uninsured children who re-
ceived most of their care in the United States to have had
a routine health care visit. There were no effects of in-
surance status or source of care on incidents of foregone
health care.

Primary Care Characteristics in the United States
and Mexico

To examine the effects of source of care (United States
or Mexico) and insurance status (insured or uninsured) on
care characteristics, we performed a 2 3 2 ANOVA on
the P3C total score. The means and standard deviations
of the P3C total score for the four groups are shown in
Table 4. There were main effects for both insurance status
(F(3, 292) 5 7.18, P 5 .008) and source of care (F(3,
292) 5 4.88, P 5 .03) such that insured children had
higher P3C scores than uninsured children and children
receiving most of their care in Mexico had higher P3C
scores than children receiving most of their care in the
United States. There was a trend toward a significant in-
teraction (F(3, 292) 5 2.94, P 5 .09) such that uninsured
children who received most of their care in the United
States had worse P3C total scores than uninsured children
receiving most of their care in Mexico or than insured
children receiving care either in the United States or Mex-
ico. No main effects or interactions were found for chron-
ic health condition status.

To further examine aspects of primary care character-
istics that might be related to insurance status, source of
care, or a combination of the two, we performed a 2 3 2
multivariate ANOVA (MANOVA) on the P3C subscales.
These results are displayed in Table 5. The overall MAN-
OVA showed a significant main effect for both insurance
status (F(6, 286) 5 2.81, P 5 .011) and source of care
(F(6, 286) 5 2.47, P 5 .024). Univariate tests revealed
both main effects and interactions between insurance sta-
tus and source of care. As expected, insurance status was
related to both the continuity and access subscales such
that parents of insured children reported a longer relation-
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Table 3. Odds Ratios (OR) and 95% Confidence Intervals for Logistic Regression Predicting Indicators of Access Via Insurance Status and
Source of Care

Access Indicator

Insurance Status
(Insured) OR

(95% CI)
Source of Care

(US) OR (95% CI)
Insurance 3 Source

OR (95% CI)

Regular source of care 2.68
(1.21–5.95)

1.17
(0.63–2.17)

1.16
(0.40–3.30)

Routine care in past year 0.94
(0.39–2.25)

0.10
(0.53–1.85)

3.64
(1.19–11.13)

No foregone care 0.48
(0.16–1.47)

1.66
(0.57–4.86)

1.19
(0.23–6.30)

Table 4. Effect of Insurance Status and Source of Care on P3C Total Scores: Means (Standard Deviations), ANOVA F Tests, and Significance
Level

Source of Care

Main Effect

Mean Score Insurance Status

Yes No

Insurance Status

F Test P Value

Source of Care

F Test P Value

Interaction
Insurance 3 Source

FTest P Value

United States n 5 100 n 5 36 7.18 .008 4.88 .03 2.94 (.09)
68.65

(19.71)
56.21

(22.99)
Mexico n 5 107

70.05
(22.79)

n 5 53
67.32

(23.88)

ship to a regular provider or place of care and better ac-
cessibility than did parents of uninsured children. Access
was also affected by source of care, with parents of chil-
dren receiving most care in Mexico reporting better ac-
cessibility than those receiving most care in the United
States. Also consistent with expectations, there were in-
teractions between insurance status and source of care for
accumulated knowledge (trend toward significance), com-
munication, and comprehensiveness. For these subscales,
uninsured children receiving most care in the United
States scored lower than uninsured children receiving
most care in Mexico, whose scores were more similar to
those of insured children. A main effect for source of care
only was found for the coordination subscale such that
children who received most of their care in Mexico were
reported as having primary care that was more coordinat-
ed than those receiving most of their care in the United
States.

DISCUSSION

This study examined use of care in Mexico, access to
care, and primary care characteristics for young children
of Latino farm workers in two counties on the US-Mexico
border. The study’s setting—two border counties—al-
lowed us to explore families’ access to an alternate health
care system and the roles that insurance status and source
of care have on access to care and primary care charac-
teristics for these vulnerable children.

Given documented financial, cultural, and linguistic
barriers to care faced by poor Latino families, we ex-
pected to find evidence of cross-border health care utili-
zation. In fact, more than half of the health care reported
to be received by this sample was in Mexico, and about

half of this sample reported receiving three quarters or
more of their health care in Mexico.

We examined the correlates of parent-reported cross-
border health care utilization. Uninsured children were
slightly more likely to receive care in Mexico. Surpris-
ingly, however, about half of all insured children received
the majority of their care in Mexico, as reported by par-
ents. Families who traveled to follow work and those
earning more than $20 000 per year reported more care in
Mexico. Children with chronic health conditions were as
likely to receive care in Mexico as the United States as
reported by their parents. There were no differences based
on time since arrival or mother’s education.

We also compared access to care and primary care char-
acteristics based on insurance status and preferred site of
care. Parents of children with health insurance were more
likely to report a regular source of care—a structural in-
dicator of potential access to care. Health insurance and
site of care had an interactive association with having had
a routine health care visit in the past year. For uninsured
children, parents who reported most of their children’s
care in Mexico were less likely than those reporting most
care in the United States to have had a routine health care
visit—an indicator of utilization for preventive care. This
finding suggests that families with uninsured children
crossing the border for care may be using the health sys-
tem primarily for sick care.

In terms of primary care characteristics, an interesting
pattern emerged. Children with insurance and children re-
porting more care in Mexico had higher P3C scores.
When examining the P3C subscales, some aspects of pri-
mary care showed an interaction between insurance status
and source of care such that parents of uninsured children
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Table 5. Mean Scores (Standard Deviations) for P3C Subscales by Insurance Status and Source of Care, and Univariate ANOVA F Test
and Significance of Main Effects and Interactions*

P3C Subscale Source of Care

Mean Score
Insurance Status

Yes No

Main Effect

Insurance Status

F Test P Value

Source of Care

F Test P Value

Interaction
Insurance 3 Source

F Test P Value

Continuity United States 60.20 47.78 12.01 0.001 0.30 NS 0.14 NS
(22.47) (24.51)

Mexico 60.75
(23.61)

50.75
(32.45)

Access United States 63.87 55.56 4.51 0.04 4.91 .03 0.08 NS
(25.42) (28.42)

Mexico 70.52
(26.49)

64.19
(28.96)

Accumulated Knowledge United States 74.70 56.11 7.96 0.005 1.16 NS 3.27 (.07)
(27.72) (32.07)

Mexico 71.77
(32.09)

67.70
(35.00)

Communication Untied States 84.94 71.00 4.94 .03 3.17 (.08) 4.15 .04
(23.44) (31.87)

Mexico 84.10
(25.23)

83.49
(24.70)

Comprehensiveness United States 64.94 51.91 0.83 NS 0.06 NS 5.53 .02
(31.22) (30.58)

Mexico 56.51
(30.09)

62.26
(33.03)

Coordination United States 57.49 50.73 1.22 NS 9.75 .002 0.13 NS
(34.37) (37.54)

Mexico 70.19
(35.94)

66.79
(37.14)

*F test has degrees of freedom (3291); NS 5 not significant at P , .10.

reporting most care in the United States had scores lower
than parents of uninsured children reporting care in Mex-
ico or than parents of insured children reporting care in
either the United States or Mexico. The P3C subscales
affected by this interaction—accumulated knowledge,
communication, and comprehensiveness—are those in the
P3C denoting patient- or family-centered care.

There are limitations to these findings. This was a sam-
ple of convenience, and it is not known how well these
families represent farm workers as a whole. Parents who
have enrolled their child in a Head Start program, for
example, may be systematically different from those who
could not or did not. Although we asked respondents to
indicate whether they currently had health insurance, we
did not ask whether the insurance covered health care in
Mexico. There are some health plans that cover care on
both sides of the border—such data are missing from this
study. As well, it is impossible to judge, from these data,
the clinical quality of the services received either in the
United States or Mexico. Further research is required to
examine and compare technical competence, adherence to
evidence-based guidelines, and clinical outcomes on both
sides of the border. Our survey did not include several
potentially important sociodemographic variables, such as
parents’ and children’s country of birth, years of residence
in the United States, acculturation, or a sensitive measure
of English-language proficiency, which may explain some
of these findings. Further research is needed to examine
the contribution of these variables to cross-border utili-

zation. We had not anticipated the prevalence of Mexican
health care use and so did not ask why parents sought
care in the United States. Thus, we are unable to compare
the reasons for seeking care in Mexico with the reasons
for seeking care in the United States.

Nevertheless, these findings have implications for
health care providers, policy makers, and researchers.
Many vulnerable families with access to Mexican health
care ‘‘vote with their feet’’ by crossing the border for care.
Seeking care in Mexico may be a way for these families
to overcome financial and cultural/linguistic barriers to
care, as evidenced by the reasons given for seeking Mex-
ican health care—lower cost, greater accessibility, liking
Mexican care better. Moreover, families who are able to
overcome these barriers report better primary care expe-
riences than those faced with these barriers. Thus, Mexi-
can health care might serve as a buffer against vulnera-
bility to poor health outcomes for these children.

However, Mexican health care is not an option to La-
tino and other poor and immigrant communities farther
from the border. Policy makers and providers must ad-
dress questions posed by these findings. What character-
istics of Mexican health care make it so appealing for
these families? Which of those aspects of Mexican health
care can or should be incorporated into the US health care
system? Can the US system be modified to better serve
the needs of vulnerable families such as these?

Evidence exists that underground attempts to serve the
needs of this population are ongoing. Recent charges
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brought against individuals representing themselves as li-
censed physicians who illegally dispensed pharmaceuti-
cals in Latino immigrant communities in Los Angeles
County highlight this issue.71,72 Despite their illegality,
these kinds of underground clinics may represent the best
chance for marginalized groups such as these to receive
health care. The response to these clinics by the Los An-
geles Department of Health was to crack down on en-
forcement and to increase fines. Viewed through the lens
of these findings, however, an alternative response might
be to seek ways to incorporate, regulate, and promulgate
these clinics, thus increasing capacity to provide care to
marginalized vulnerable populations. The California State
Task Force on Culturally and Linguistically Competent
Physicians and Dentists, created in 2000 to develop rec-
ommendations for making health care more accessible to
immigrant and minority communities, has considered a
pilot program, for example, that would allow doctors and
dentists licensed in Mexico and the Caribbean to practice
in nonprofit health centers.73 Recently, a bill was passed
in the California State Assembly (AB 0145) that would
alter California’s medical licensing requirements to allow
limited numbers of doctors and dentists from Mexico to
practice at nonprofit health clinics. The present findings
speak to such policy options.

Not only do families seeking care in Mexico vote with
their feet, they vote with their wallets, paying out of pock-
et for health care, even when insured in the United States.
This phenomenon raises broader questions regarding the
economics of the health care marketplace. Researchers
and policy makers have begun to examine consumers’ un-
derstanding and use of health care quality indicators when
making purchasing and treatment decisions.74–78 The find-
ings in this study echo other data showing that US con-
sumers are willing to spend out of pocket on complemen-
tary and alternative medicine79 and suggest that consumers
do, in fact, make decisions about where to seek care and
are, in fact, willing to pay a premium for care they find
desirable. Does this support a business case for quality—
that consumers and purchasers will pay more for higher
quality care? The IOM has recently defined 6 dimensions
of health care quality: care should be safe, effective, ef-
ficient, timely, equitable, and patient centered.80 Patient
centered means, in part, that care is customized to the
individual’s preferences and needs and is communicated
in language the patient understands. Given this multifac-
eted definition of health care quality, these data might sug-
gest that consumers are able to understand and are willing
to pay for higher quality care. Researchers, providers, and
policy makers must better understand what care charac-
teristics consumers seek in order to modify the health care
system to provide care responsive to those needs.
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