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US Latino adults are disproportionately affect-

ed by the HIV epidemic and experience

disparities in access to HIV care. However,

relatively little is known about how accultura-

tion affects perceived barriers to engagement

in care among Latinos. This article examines

factors that may be associated with engaging

HIV-infected persons in primary care by using

interview data from 651 Latino and non-Latino

adults presenting for services at five agencies

that participated in a multisite demonstration

project. Latinos (n5219) were more likely than

non-Latino Whites (n5117) to be male,

recently diagnosed with HIV, less educated,

without health insurance, not on Medicaid,

taking HIV medications, and in better physical

health. In addition, Latinos were more likely to

report facing numerous structural barriers,

stigma-related worries/concerns, and belief

barriers than were non-Latino Whites. Upon

closer examination of the Latino subsample,

acculturation (based on language) was associ-

ated with reported structural barriers, worry/

concern barriers, and belief barriers. In the

final multivariate model that controlled for site,

Spanish language was significantly associated

with experiencing stigma-related worries/con-

cerns that impact HIV status. (Ethn Dis.

2008;18:403–408)
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INTRODUCTION

Latinos, the fastest growing minority
group in the United States, have been
disproportionately affected by the HIV
epidemic. Latinos make up 13% of the
US population yet account for 20% of
persons living with AIDS.1,2 In addi-
tion, the rate of HIV infection among
Latinos (25.6 per 100,000) is more than
three times the rate for non-Hispanic
Whites (7.6 per 100.000).1 Further-
more, when diagnosed, Latinos are
typically in later stages of the infection
and face greater challenges in accessing
proper HIV care.3–6

Disparities in access to care experi-
enced by Latinos have complex causes
and may be influenced by structural
barriers and differences in cultural beliefs
about HIV disease. Language barriers
and cultural beliefs, coupled with HIV-
related stigma, may decrease access to
and utilization of care, adherence, and
response to therapy among HIV-infected
Latinos.3,4,6,7 Compared to Whites,
Latinos have poorer knowledge of HIV
and treatment, are more likely to hold
conspiracy beliefs about HIV, perceive
discrimination by healthcare providers,
and experience HIV-related stigma.7–12

However, Latinos are a diverse
group, and some subgroups of Latinos
may have more problems with barriers
than other subgroups.13 For example,
evidence shows that lack of English
proficiency is as great a barrier to health
care as lack of insurance, especially for
foreign-born Latinos.14–16 In 2000,
.28 million adults in the United States
spoke Spanish as a first language, and
<14% speak only Spanish at home.17

Limited English proficiency affects a

person’s ability to fill out health insur-

ance applications and other forms as well

as the ability to discuss medical problems

with a healthcare provider. Therefore,

monolingual Spanish-speaking Latinos

may be at higher risk than their bilingual

peers for poorer health outcomes because

of problems associated with language and

cultural barriers. Moreover, compared

with English-speaking Latinos, monolin-

gual Spanish-speaking Latinos are less

likely to disclose their HIV status, know

less about HIV, and perceive HIV

disease as less serious.18–21

While studies in HIV-uninfected

populations have shown that Spanish-

speaking Latinos may have more prob-

lems accessing services than do English-

speaking Latinos, less is known about

Latinos with HIV and whether certain

barriers affect Spanish speakers more

than English speakers. In addition, little

is known about the particular types of

barriers Latinos face. This study was

designed to address these gaps in the

literature by examining structural barri-
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ers, cultural beliefs, and HIV-related
worries and concerns between Spanish-
and English-speaking HIV-infected La-
tinos in the United States.

METHODS

Design
This study is part of a larger multisite

investigation of engagement and retention
in care for under-served and hard-to-

reach HIV-infected populations.22 Partic-
ipants were recruited from five US
predominantly urban community- or
clinic-based outreach and advocacy pro-
grams whose population was at least 10%
Latino. All five programs targeted persons
living with HIV who were aware of their
HIV status but were not fully engaged in
HIV primary care and considered hard-
to-reach by the healthcare system. In
addition, the programs focused their
interventions to communities of color,

primarily Latino and African American,
in which disparities in access to HIV care
have been documented. Before data
collection, the institutional review board
of the coordinating center and at each
program site approved the study protocol.
This analysis reports on cross-sectional
interview data and medical record review
data collected on each participant.

Participants
All participants (n5651) were HIV

infected and were enrolled in the study
if they were not fully engaged in HIV
primary care or were engaged in HIV
primary care but at risk for falling out of
care. This included people who had
missed at least two HIV primary care

visits in the past six months, people who
had not seen a doctor in at least six
months, people with no health insur-
ance, or people with histories of home-
lessness, active substance abuse, mental
illness, and recent incarceration. Rough-
ly one-third of the participants (n5219)
identified as Latino. Of those, 55%
(n5120) identified their primary lan-
guage as Spanish.

Measures
Data were collected from October

2003 through June 2005 in face-to-face

interviews conducted by trained inter-

viewers. Latino participants were inter-

viewed by bilingual/bicultural staff in

Spanish or English depending on the

participant’s preference. Data are pre-

sented from structured segments of the

survey instrument including sociodemo-

graphics, health status and utilization,

and factors thought to be associated

with access to HIV primary care.

Demographic variables included

ethnicity (White, Latino), birthplace,

years in the United States, sex, sexual

orientation, age, education, health in-

surance, monthly income, and current

housing status. On the basis of previous

research, primary language (English,

Spanish) was used to create the inde-

pendent variable of acculturation in this

study.23 Participants identified primary

language as ‘‘the language spoken most

often at home and with family and

friends.’’ In this study, participant

language was significantly associated

with birthplace and residence in the

United States. The majority of Spanish-

speaking Latino participants were born

outside the United States or Puerto Rico

(81%) compared with English-speaking

Latino participants who were more

likely to be born in the United States

or Puerto Rico (82%). Among those

who identified their country of origin

(n596), 70% were from Mexico, 24%

were from Central America and 6%

were from South America or the

Caribbean. Spanish-speaking Latino

participants also resided in the United

States significantly fewer years than

English-speaking Latino participants

(14.7 vs 25.5 mean years, P,.001).

Health status and utilization variables

included length of time since HIV

diagnosis, the number of self-reported

HIV medical visits in the past six

months, physical and mental health-

related quality of life (from the SF-

12v2), and mental health outpatient care

during the past six months (‘‘Did you go

to see a counselor, social worker, psy-

chologist, psychiatric nurse or psychia-

trist to talk about the way you were

feeling or about problems in your life?’’

or ‘‘Have you taken any psychotropic

medications in the past 6 months?’’). In

addition, CD4 T-cell counts from med-

ical record review or physician report

(n5216) were collected to assess and

control for disease status. Staff collected

exact laboratory values from each test

performed according to medical chart

review or physician report. CD4 T-cell

counts were recoded based on clinical

guidelines (,50, 50–349, 350–499, and

$500). Any illicit drug use (excluding

marijuana) or binge drinking during the

past 30 days was collected by using the

Addiction Severity Index.24

The dependent variables of interest

in this study were the barriers associated

with access to HIV primary care.

Standardized instruments were not

available to measure structural/practical

barriers, stigma-related worries and

concerns, or health beliefs associated

with access to care, so multisite study

investigators collaborated to develop

new, conceptually sound scales to

measure these domains. The structured

interviews asked if these barriers made it

difficult to get HIV medical care in the

past six months with a yes/no response

category. These included HIV-related

structural/practical barriers (6 items),

HIV stigma-related worries and con-

cerns (8 items), and HIV-related belief

barriers to care (8 items). A ‘‘yes’’

response to an item was scored as a

barrier to care. In addition to the

individual barrier items, new variables

(any stigma-related, any practical, or

any belief barriers) were constructed to

examine if at least one item was

reported (‘‘yes’’ response) for each

barrier category and any differences

across the three language groups.

Statistical Methods
Bivariate analyses were conducted to

examine sociodemographic characteris-

tics of the sample comparing English-
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speaking Latinos, Spanish-speaking La-

tinos, and non-Latino Whites by using

Pearson chi-square and Fisher exact test

for dichotomous variables and one-way

analysis of variance for continuous

variables. Next, differences in barriers

to care (ie, structural/practical barriers,

stigma-related worry barriers, or beliefs

barriers) across these three groups were

conducted by using bivariate analyses.

Finally, logistic regression analyses were

performed to determine which sociode-

mographic characteristics and risk fac-

tors were uniquely associated with any

structural/practical barriers, stigma-re-

lated worry barriers, or belief barriers.

Sociodemographic variables with a P
value ,.15 were entered into the

equation controlling for disease status

(CD4 T-cell count). A Wald x2 test and

corresponding P values were computed,

and a Bonferroni correction was applied

to examine the significance of within-

group differences across Latinos and

non-Latino Whites associated with bar-

riers to care. Given the possible within-

site clustering of the outcome of interest

(structural/practical barriers, worry bar-

riers, or belief barriers), the final model

was re-estimated by using generalized

estimating equations with a bias correc-

tion for the small number of sites (n55)

estimated in the study.25 All data were

analyzed with SPSS version 11.0 (SPSS

Inc, Chicago, Ill) and SAS version 9.2

(SAS Institute, Inc, Cary, NC).

RESULTS

A larger proportion of Spanish-

speaking Latinos were male, had stable

housing, had been diagnosed with HIV

in the past two years, and were

uninsured than among English-speaking

Latinos and non-Latino Whites (Ta-

ble 1). A larger proportion of Spanish-

speakers were taking medication and

reported better physical health than

non-Latino Whites. A smaller propor-

tion of Spanish-speaking Latinos had a

high school education, reported using

drugs or binge drinking in the past 30
days, or used mental health outpatient
care in the past 6 months than non-
Latino Whites.

More Spanish-speaking Latinos
than English-speaking Latinos or non-
Latino Whites experienced any struc-
tural/practical barrier, any stigma-relat-
ed worry, and any belief barrier
(Table 2). Specifically, more Spanish
speakers experienced structural barriers
related to paying for care and finding a
provider who could speak their lan-

guage. Regarding specific stigma-related
worries and concerns, Spanish speakers
experienced barriers to disclosing their
HIV status and sexual orientation and
perceived stigma from their communi-
ty. They expressed greater worries
about their families or partners being
upset or angry or having their children
taken away from them. In addition
they were worried about answering
questions from their healthcare provid-
ers. With regard to health beliefs,
Spanish-speaking Latinos overwhelm-

Table 1. Sociodemographic and health care and utilization characteristics of study
participants by ethnicity

Characteristic

Spanish-
speaking

Latino (n=120)

English-
speaking

Latino (n=99)

Non-
Latino White

(n=117) P value

Sex (%)
Male 87.5 74.0 78.3 .035
Female 12.5 26.0 21.7

Sexual orientation (%)
Heterosexual 52.9 60.4 47.0 .149
Homosexual/Bisexual 47.1 39.6 53.0

Mean age (years) 39.4 40.0 41.2 .265
Housing status (%)

Own home 47.5 22.2 33.3 ,.001
Someone else’s home 28.3 18.2 17.1
Temporary 24.2 59.6 49.6

Time since tested positive (%)
0–6 months 11.7 7.1 9.4
6–24 months 21.0 6.1 8.5 .003
.2 years 67.2 86.8 82.1

Education (%)
Less than high school 52.9 45.5 22.2 ,.001
High school or equivalent 47.1 54.5 77.8

Health insurance (%) ,.001
No Insurance 45.1 22.7 26.5
Public (Medicaid/Medicare) 47.8 73.2 71.7
Private 7.1 4.1 1.8

Mean monthly income (US $) 606 651 567 .563
Drug use/binge drinking past 30 days (%) 35.8 57.6 58.1 .001
Mental health outpatient care (%) 50.0 57.6 67.5 .023
Drug use/binge drinking ever (%) 76.7 97.0 98.3 ,.001
HIV medical care in past 6 months (%)

No care 7.0 12.0 9.7 .148
$1 visit, $2 missed appointments 25.0 31.5 38.8
$2 visits, #1 missed appointments 68.0 56.5 51.5

CD4 T-cell count at baseline (most proximal imputed) (%)
,50 5.0 4.0 4.0 .145
50–349 46.7 52.5 43.6
350–499 27.5 13.1 21.4
$500+ 20.8 30.3 31.6

Taking HIV medications (%) 72.3 62.6 55.7 .030
Quality of life score (SF-12)

Physical health, mean (SD) 47.5 (11.0) 46.0 (11.2) 43.3 (11.4) .018
Mental health, mean (SD) 43.7 (12.0) 41.4 (11.9) 41.0 (11.8) .162

SD, standard deviation.
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ingly reported that their spiritual beliefs

would help with HIV and that their

basic needs were more important than

HIV.

Adjusted logistic regression analysis

found that minority status and insur-

ance status were significant predictors

for having a barrier to care (Table 3).

Being a Spanish speaker was the
strongest predictor of experiencing a
stigma-related worry barrier along with
being uninsured and a sexual minority.
The odds of experiencing stigma-related
worry barriers were twice as high for
Spanish speakers as non-Latino Whites.
Spanish speakers also had greater odds
of holding a belief or experiencing a
structural barrier that made it difficult
to access care, but these results were not
significant.

DISCUSSION

We found that Spanish-speaking
Latinos were more likely to experience
any stigma, belief, or structural barriers
than are English-speaking Latinos and
non-Latino Whites, but stigma-related
worries and concerns most distinguish
Spanish-speaking Latinos from English-
speaking Latinos and non-Latino
Whites. Consistent with previous re-
search, this study found that compared
with other ethnic groups, Latinos were
more likely to report stigma related to
disclosure of HIV status and sexual
orientation. Other studies have docu-
mented that stigma associated with HIV
infection emanates to a large degree from
the social construction of HIV/AIDS as
an equivalent to homosexuality.26,27

Table 2. Barriers to care by ethnicity

Barrier

Spanish-
Speaking

Latino
(n-120)

English-
Speaking

Latino
(n=99)

Non-
Latino
White

(n=117) P value

Any practical/structural barriers (%) 55.0 36.4 51.3 ,.016
Finding care 11.7 6.1 11.2 .219
Paying for medical care 42.5 21.2 31.0 .003
Problems making appointment 8.3 14.1 17.9 .091
Calls not answered 8.3 11.1 12.9 .517
Getting convenient appointment 10.1 12.1 17.1 .264
Provider who speaks language 20.8 3.0 .9 ,.001

Any stigma-related worries/concerns barriers (%) 54.2 35.4 41.0 .015
Afraid people find about HIV status 40.8 21.2 19.7 ,.001
Worried about disclosing sexual orientation 27.5 17.2 13.7 .021
Worried about upsetting family or partner 29.2 5.1 6.8 ,.001
Afraid children would be taken away 8.4 4.0 2.6 .109
Concerned healthcare provider would ask ques-

tions 20.0 8.1 10.3 .018
Worried healthcare provider would ask about

sexual practices 19.2 8.1 6.0 .003
Worried healthcare provider would ask about drug

use 6.7 10.1 17.1 .036
Worried healthcare provider would ask if taking

HIV medications 9.2 9.1 8.5 .984
Belief barriers (%) 74.2 44.4 59.8 ,.001

Not sick enough 16.8 14.3 21.4 .382
Spiritual beliefs 60.5 26.5 26.3 ,.001
No cure 5.1 6.1 7.7 .708
Side effects are worse than the disease 21.7 16.8 22.9 .539
Prefer alternative/holistic treatments 9.3 15.3 14.4 .353
Lack of trust in the medical system 12.7 7.2 10.3 .418
HIV does not exist 8.3 2.0 4.3 .094
Basic needs are more important 31.1 11.3 24.3 .003

Table 3. Associations between participant characteristics and barriers to care among non-Latino Whites, English-speaking
Latinos, and Spanish-speaking Latinos

Factor

Any Stigma Related Barrier Any Belief Barrier Any Practical Barrier

Adjusted OR (95% CI) P value Adjusted OR (95% CI) P value Adjusted OR (95% CI) P value

Ethnicity
ESL vs NLW 0.92 (.4–2.0) .83 0.62 (.3–1.2) .15 0.79 (.4–1.5) .45
SSL vs NLS 1.97 (1.0–3.7) .04 1.64 (.6–4.8) .37 1.38 (1.0–2.0) .08
SSL vs ESL 2.14 (.9–5.0) .07 2.67 (.9–8.0) .08 1.75 (1.0–3.1) .06

No insurance 1.70 (1.0–2.8) .03 1.46 (1.1–2.0) .01 2.00 (1.6–2.4) ,.001
Female sex 1.62 (.9–2.9) .10 1.42 (.9–2.1) .10 1.21 (.8–1.8) .31
Sexual minority 1.94 (1.3–3.0) .05 1.08 (.6–2.0) .82 0.84 (.5–1.4) .50
Drug use in the past 30 days 1.06 (.9–1.3) .54 1.18 (.7–1.9) .49 1.05 (.9–1.2) .48
High school education 0.84 (.7–1.0) .11 0.84 (.5–1.4) .50 1.19 (.8–1.8) .40
CD4 T-cell count
,50 1.36 (.4–4.5) .62 2.31 (.6–9.3) .24 1.97 (.4–9.2) .39
50–349 1.25 (.8–2.0) .36 0.89 (.6–1.4) .63 1.22 (.6–2.6) .60
350–499 1.13 (.7–1.9) .66 0.84 (.4–1.7) .62 1.11 (.6–2.1) .77

OR, odds ratio; CI, confidence interval; ESL, English-speaking Latino; NLW, non-Latino White; SSL, Spanish-speaking Latino.
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Traditionally, Latino culture has viewed
homosexuality negatively, thus decreas-
ing the likelihood of disclosure of
information that would imply gay ori-
entation or behavior. Our findings
support studies that indicate that Latino
men disclose their positive serostatus less
frequently than do Anglo men21 and
provides further evidence that within
Latino groups, monolingual Spanish
speakers are more likely to have issues
with HIV disclosure than are English
speakers.

Similar to other studies, this study
also found that paying for medical care,
availability of interpreters, and lack of
insurance were barriers to accessing
health services for Spanish-speaking,
HIV-infected persons. In addition, the
findings highlight the importance of
personal beliefs and attitudes toward
living with HIV, especially for Spanish-
speaking Latinos. Many Spanish speak-
ers reported believing other basic needs,
such as food and shelter, to be of greater
priority than addressing their HIV
healthcare needs and relying on spiritual
beliefs as reasons for not seeking HIV
care when needed. These attitudes and
beliefs reflect the concept of fatalismo,
an acceptance of fate that plays a role in
medication use and affects healthcare-
seeking behavior.28

These findings have implications for
programs that work with HIV-infected
Latino populations. HIV infected, Span-
ish-speaking Latinos require culturally
and linguistically relevant interventions
that address more personalized HIV
knowledge, attitudes, and practices.

Dispelling myths about HIV, providing

assurance about confidentiality, building

skills around disclosing status to family

and partners, learning how to commu-

nicate effectively with healthcare provid-

ers, and recognizing the importance of

managing HIV are all critical to ensure

the retention of HIV-infected Spanish

speakers in medical care.

In addition, program interventions

need to understand the social and

cultural experience of Latino partici-

pants in seeking health care. Many

HIV-infected Latinos may come from

histories of poverty and living under

repressive governments with limited

access to healthcare services or educa-

tion. Therefore, Latinos, especially re-

cent immigrants, may not be accus-

tomed to demanding services from

healthcare providers and may not rec-

ognize the importance of addressing

HIV and health care.29 Program inter-

ventions that can help connect HIV-

infected Latinos with healthcare provid-

ers who speak their language and

address other basic needs such as food,

clothing, shelter, and employment are

steps to retaining HIV-infected Latinos

in care.

This study highlights several poten-

tial strategies for developing more

culturally based interventions to address

the barriers to care and engage HIV-

infected, Spanish speaking Latinos in

medical care. Peers or ‘‘promotoras’’ have

been used to educate and engage Latinos

around other chronic diseases.30 Re-

cruiting HIV-infected Latinos from the

community to work as staff who can

serve as role models for living healthy

and productive lives and as support

networks may be effective in addressing

the stigma and belief barriers and

promote retention in medical care.31

This study had several limitations.

Other acculturation factors, such as

country of origin and years in the

United States, could not be analyzed

because not all sites were able to collect

this data and ensure its confidentiality.

The study sample was limited to five

urban centers that specifically recruited
HIV-infected Latinos from community-

based organizations and therefore may
not be generalizable to the Latino

population. Despite this limitation, the
study highlights several barriers for

healthcare providers and other service
providers to address when working with

HIV-infected Latinos.
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