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The Border and Beyond: Health Contexts across Latinx Destinations
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Abstract 

The diversity of health contexts in which members of the U.S. 

Latinx population establish residence may provide insights into 

the variety of health challenges they face. We investigated 

differences in health professional shortages, general health 

services, health care safety net supply, health access, and 

population health rankings across 3,113 U.S. counties, classified 

as established, new, or other Latinx population destinations. 

Compared to new destinations, established destinations had more 

health professional shortages, as well as higher rates of child 

and adult health uninsurance. New destinations had fewer health 

care safety net services per 100,000 residents than established 

destinations. Health contexts thus differ in significant ways 

across new and established Latinx destinations, and these 

differences have key implications for Latinx immigrant health. 
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Health contexts—the local supply of health services, access 

to these services, and local population health—vary widely across

U.S. geographic areas. Geographic variability in health contexts 

has key implications for Latinx population health, as Latinos/as 

are now living in a more diverse array of geographic areas across

the U.S. than ever before. 

Prior to the 1990s, the Latinx population in the U.S. was 

mainly geographically concentrated in communities in U.S.-Mexico 

border states, including the top two Latinx-receiving states of 

California and Texas, as well as Florida, New York, and Illinois

(1). Since the 1990s, the Latinx population has been increasingly

living outside of these established Latinx areas, in “new 

destination” communities across the U.S. in states such as North 

Carolina and Nebraska (2,3). In 2010, around one-third of the 

Latinx population in the U.S. lived outside of an established 

Latinx destination (authors’ calculations based on the 2010 

census). 

This study examined differences in health contexts across 

U.S. counties according to their histories as Latinx destinations

—that is, classifying counties into new, established, and other 

destination groups based on the Latinx population’s concentration

and recent growth rate. In each destination county, that 
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population included Latinx immigrants who had migrated there--

either directly from their countries of origin or indirectly via 

other U.S. destinations--and U.S.-born Latinos/as who had 

migrated there or were born there.

We characterized the health context of destinations using 

measures of health service supply, health access, and population 

health. Health services are distributed unequally across U.S. 

communities (4–6), and shortages in local supply may adversely 

contribute to minority population health (7,8). Additionally, 

health access in the U.S. is intrinsically linked to place of 

residence, due to geographic variability in distance to health 

services, health insurance policies, and trust between residents 

and providers (9–11). Finally, place-based differences in 

population health and disparities partly reflect local conditions,

such as institutional resources and social networks, that affect 

health (12,13).

The purpose of this study was to determine whether new 

destinations had more positive or negative health contexts than 

established destinations. Prior research has speculated that new 

destinations may pose more challenges for Latinx population 

health than established destinations because of discrimination 

towards newcomers and fewer institutional resources for health 

that are specifically tailored to meet the needs of immigrant 
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groups (14,15). Then again, established destinations such as 

Texas and California have been typified by a history of 

discrimination towards the Latinx population (16,17), which could

lead to a lack of institutional resources for health in these 

areas relative to new destinations (18). Prior studies have not, 

however, systematically compared health contexts across 

destinations. 

To address this gap, we compared health supply, health 

access, and population health across 3,113 U.S. counties—nearly 

all counties recognized by the U.S. Census Bureau in 2010—

classifying these counties as established, new, and other U.S. 

Latinx destination counties according to the percent Latinx in 

the county in 1990 and Latinx growth rates from 1990 to 2010. We 

investigated 22 study outcomes measuring county health shortages,

general health supply, health care safety net supply, health 

access context, and population health rankings. Our dataset 

included county-level measures from the U.S. Census Bureau, U.S. 

Health Resources and Services Administration, Robert Wood Johnson

County Health Rankings and Roadmaps, Migration Policy Institute, 

Immigrant Legal Resource Center, and the Kaiser Family 

Foundation. We conducted a descriptive comparison of the focal 

study outcomes across destinations, and then a multivariate 

analysis taking socio-demographic characteristics into account. 
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Even though the results may inform policy, we did not identify 

policy drivers of associations between destinations and the focal

study outcomes.

The study highlights variability in the health care contexts

that Latinos/as are exposed to in their local communities 

according to the histories of these communities as Latinx 

destinations. By examining multiple attributes of health 

contexts, including supply, access, and population health, this 

study can shed light on geographic differences in the types of 

local health resources that Latinos/as can draw upon for their 

health and well-being, as well as local health resources that may

be lacking. By comparing new and established destinations, this 

study can pinpoint the types of geographic areas in the U.S. 

where the Latinx population—including Latinx immigrants, U.S.-

born Latinos/as living in immigrant households, and U.S.-born 

Latinos/as in U.S.-born households-may be the most at risk of 

experiencing adverse health outcomes, which can be further 

investigated in future work. 

Study Data and Methods

Data. This study analyzed a county-level dataset with publicly-

available data on demographics, health services, health access, 

health policies, immigration enforcement policies, and population
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health rankings. The dataset was self-compiled by the authors and

included 3,113 counties. In 2010, there were 3,143 counties 

recognized by the U.S. Census Bureau, and 30 of these counties 

were excluded from the dataset because they underwent county 

boundary changes that were not fully accounted for in our county 

boundary harmonization process, and/or because they were excluded

from one or more of the publicly-available datasets.

Demographic data used to classify counties as Latinx 

destinations came from the 1990 and 2010 U.S. decennial censuses,

accessed via Social Explorer. County population totals from the 

2010 decennial census were also used in the denominator of all 

per capita measures created by the study authors. County 

professional health shortage areas data came from the U.S. Health

Resources and Services Administration (HRSA). Data on county 

health care supply and health access came from the Area Health 

Resources Files (AHRF) from the HRSA. County health rankings data

were obtained from the Robert Wood Johnson (RWJ) County Health 

Rankings and Roadmaps. Medicaid expansion data came from the 

Kaiser Family Foundation. Data on county 287(g) agreements, a 

measure of a potential barrier to health access, came from the 

Migration Policy Institute (MPI) and Immigrant Legal Resource 

Center (ILRC). Data on county percent Republican votes in the 

presidential election of 2016, one of the socio-demographic 
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control variables, was obtained from the MIT Election Data and 

Science Lab. Please see the Appendix (“Data” section) for more 

details on data and data sources (19).

Study Outcomes. There were 22 focal outcomes in the study. These 

outcomes measured health supply, health access, and population 

health—the three focal domains of local health contexts. The 

outcomes were grouped into five categories: 1) Health Professional

Shortages; 2) General Health Care Supply; 3) Health Care Safety 

Net Supply; 4) Health Access Context, and; 5) Population Health 

Rankings. The Health Professional Shortages category included 5 

measures from the HRSA: 1) County was designated as a Geographic 

Primary Care Health Professional Shortage Area (2020); 2) County 

was designated as a Geographic Mental Health HPSA (2020); 3) 

County was designated as a Geographic Dental Care HPSA (2020); 4)

County had all three types of Geographic HPSA designations 

(2020), and; 5) County was designated as a Medically Underserved 

Area (MUA; 2020). Please see the Appendix (“Study Outcomes” 

section) for more information on HPSA and MUA designations (19).

The General Health Care Supply category included seven 

measures from the AHRF: 1) County number of MDs per 10,000 

residents (2017); 2) County number of primary care MDs in patient

care per 10,000 residents (2017); 3) County number of 

pediatricians, general, in patient care per 10,000 residents 
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(2017); 4) County dentists per 10,000 residents (2017); 5) County

licensed psychologists per 10,000 residents (2009); 6) County 

hospitals per 100,000 residents (2017), and; 7) County hospital 

beds per 1,000 residents (2017). 

The Health Care Safety Net Supply category included four 

measures from the AHRF: 1) County Federal Health Centers per 

100,000 residents (2018); 2) County Community Health Centers per 

100,000 residents (2019); 3) County Rural Health Clinics per 

100,000 residents (2018); 4) County Hospitals (General) with 

translators per 100,000 residents (2017). All per capita measures

were created by the study authors using information from the AHRF

for the numerator and county population totals from the 2010 

decennial census for the denominator.

The Health Access Context category included the following 

two measures from the AHRF: 1) County ages 0-18 without health 

insurance (percent, 2017). 2) County ages 18-64 without health 

insurance (percent, 2017). We also included dichotomous 

indicators (0=no, 1=yes) of whether a county was located in a 

Medicaid expansion state (by 11/15/20), and whether the county 

had ever signed a 287(g) agreement (2002-2019). The latter is an 

indicator of latent, local hostilities towards immigrants that 

could have a “chilling” effect on health access.
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Finally, the Population Health Rankings category included 

two measures indicating the within-state ranking of the county 

(in 2020) for “Health Factors” and “Health Outcomes,” as 

determined by the RWJ County Health Rankings and Roadmaps 

criteria. Health Factors refers to health behaviors, clinical 

care, social and economic factors, and physical environment, and 

Health Outcomes refers to length of life and quality of life. 

Please see the Appendix (“Study Outcomes” section) for more 

information on the rankings and methodology. We collapsed the 

rankings into “top half” and “bottom half” categories. A county 

in the “top half” category was in the top 50% of all counties in 

the state for the ranking of interest. See the Appendix (“Study 

Outcomes” section) for additional details of study outcomes. 

Typology of Destinations. The 3,113 counties in the dataset were 

categorized as established, new, or other destinations based on 

the percent Latinx in the county in 1990 and Latinx growth in the

county from 1990 to 2010 (20,21). Established destinations were 

defined as counties with 9% or more Latinx population in 1990 (the

national average for that year). New destinations were defined as 

counties with less than 9% Latinx population in 1990 that met at 

least one of the following two criteria: 1) among all non-

established destinations, the county had a higher than median 

Latinx growth rate (272.4% or higher) between 1990 and 2010 and 
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was at least 5% Latinx by 2010; 2) the county was a non-

established destination that was at least 16% Latinx by 2010 (the

national average for that year). Other destinations were defined 

as the remaining counties that were not categorized as 

established or new destinations. 

Control Variables. Regression models used to calculate adjusted 

means controlled for several county socio-demographic 

characteristics that might explain differences in study outcomes 

across destinations. These measures were all obtained from the 

AHRF, with the exception of the Republican vote share in 2016, 

which was obtained from the MIT Elections Lab. County control 

variables included population total (2010, in 1,000s), poverty 

rate (percent, 2010), per capita income (2010, in $1,000s), non-

metropolitan county indicator (2013), population ages 25 and over

without a high school degree (percent, 2013-2017), unemployment 

rate (percent, 2010), and Republican vote in the presidential 

election (percent, 2016). Means for these variables for the full 

sample and by destination are displayed in Appendix Table A2

(19).

Descriptive Analysis. Descriptive analyses were conducted using 

Excel, R, and Stata 16, and compared the observed (unweighted) 

means for the study outcomes across the three destinations. To 

evaluate whether observed differences in the study outcomes were 
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statistically significant, OLS regression models were estimated 

separately for each study outcome, with destinations as the sole 

predictor variables, and with established destinations as the 

reference category. Results of the descriptive analyses are 

displayed in Appendix Table A3 (19).

Multivariate Analysis. Adjusted means for all study outcomes were

calculated using multivariate regression models. First, OLS 

regressions including all control variables were estimated in 

Stata 16 for each study outcome. Note that, for dichotomous study

outcomes (0, 1), these models were linear probability models. 

Then, adjusted means for each destination category were 

calculated using the “margins” command in Stata 16, leaving all 

control variables at their observed values. The adjusted means 

and the full OLS regression results on which they are based are 

included in Appendix Tables A5 and A6 (19).

Limitations. This study had several limitations. First, even 

though we analyzed a wide range of study outcomes to capture the 

local health context, these measures do not completely represent 

the local health context. Second, the county-level associations 

found here should not be used to draw conclusions about 

individual health behaviors and outcomes across destinations. 

Finally, this study also sought to describe differences in health 

contexts across destinations rather than to fully explain these 
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differences. Adjusted results take several socio-demographic 

factors into account, but the study is not designed to identify 

the policy drivers of observed associations.

Study Results

Destination Types. Exhibit 1 contains a map of the 3,113 counties

in the dataset and indicates whether these counties were 

established, new, or other destinations. Among the 3,113 counties

in the dataset, 353 counties (11.3%) were established, 523 

counties (16.8%) were new, and 2,237 (71.9%) were other 

destinations. 

Study Outcome Means. Unweighted means for study outcomes for the 

full sample and by destination type are displayed in Appendix 

Table A1 (19).

Health Professional Shortages. The proportion of counties with 

designated health shortages differed substantially across Latinx 

destinations, in both observed and adjusted results. Across all 

three types of geographic HPSA categories (primary care, mental 

health, and dental care), new Latinx destinations were 

significantly less likely than established Latinx destinations to 

be designated as HPSAs, and were also significantly less likely to

have all three geographic HPSA designations. Exhibit 2 shows this

pattern graphically for the adjusted means, taking county socio-

demographic characteristics into account. As shown in Exhibit 2, 
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in the adjusted results, almost 25% of established Latinx 

destinations were predicted to have all three types of geographic

health shortages, whereas only around 7% of new Latinx 

destinations were predicted to have all three types of shortages.

New Latinx destinations were also less likely than established 

destinations to have MUA designations, but these observed 

patterns did not persist in the adjusted results. Other Latinx 

destinations were also less likely than established Latinx 

destinations to be designated as mental health and dental care 

HPSAs.

General Health Care Supply. For general health supply, there were

either no significant observed or adjusted differences across 

Latinx destinations (for licensed psychologists per 10,000 

residents and hospital beds per 1,000 residents) or significant 

observed differences could be explained by socio-demographic 

differences across counties (for number of primary care MDs in 

patient care per 10,000 residents and dentists per 10,000 

residents). The number of MDs per 10,000 residents was 

significantly lower in new and other Latinx destinations than in 

established destinations in the adjusted results but not in the 

observed results, which is likely due to the fact that many 

established destinations are more socio-economically 

disadvantaged and rural places that have fewer doctors, and 
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taking these factors into account increased these counties’ 

adjusted number of MDs per 10,000 residents. In both observed and

adjusted results, new Latinx destinations had more pediatricians 

per 10,000 residents, but fewer hospitals per 100,000 residents, 

than established destinations. 

Health Care Safety Net Supply. Latinx destinations exhibited a 

number of differences in health care safety net supply. In both 

observed and adjusted results, new Latinx destinations had fewer 

federal health centers per 100,000 residents, community health 

centers per 100,000 residents, and rural health clinics per 

100,000 residents than established destinations. As shown in 

Exhibit 3, in adjusted results, new destinations had 2.86 fewer 

federal health centers per 100,000 residents, and 3.39 fewer 

community health centers per 100,000 residents, than established 

destinations. These differences were not observed between other 

and established destinations. New destinations also had fewer 

observed county general hospitals with translators per 100,000 

residents, but these differences were not significant in adjusted 

results. In both observed and adjusted results, however, other 

Latinx destination counties had fewer general hospitals with 

translators per 100,000 residents than established destinations, 

which is unsurprising, given that many of these counties had 

small Latinx populations. 
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Health Access Context. For health access context, findings for 

differences across destinations were mixed. In both observed and 

adjusted results, new and other Latinx destinations had lower 

percentages of children and adults without health insurance than 

established destinations. There were no significant differences 

between new and established destinations for being located in a 

Medicaid expansion state or signing a 287(g) agreement. Other 

destinations, however, were more likely to be located in Medicaid

expansion states and less likely to have signed 287(g) agreements

than established destinations.

Population Health Rankings. For health rankings differences across

destinations, results diverged for the observed and adjusted 

means. In the observed results, a higher proportion of new 

destinations counties were ranked in the top half of all counties

in their state for both health factors and health outcomes 

compared to established destination counties. These differences, 

however, became non-significant in adjusted models, indicating 

that they were due to county socio-demographic factors that may 

have influenced rankings. In contrast, there were no significant 

observed differences in health rankings between other and 

established destinations, but in adjusted models, other 

destinations were less likely than established destinations to be
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ranked in the top half of all counties in the state for both 

health factors and health outcomes. 

Discussion

Key Findings. This study set out to determine whether health 

contexts, measured using indicators of county health shortages, 

general health supply, health care safety net supply, health 

access context, and population health rankings, were more 

positive or negative in new versus established Latinx population 

destinations. Because they are newer areas of Latinx population 

settlement, new destination counties could be more challenging 

health contexts for Latinos/as due to discrimination and a lack 

of resources for immigrant newcomers and their families (14,15). 

Established destinations, however, may also impose barriers due 

to a lack of institutional resources for health stemming from 

historical discrimination against Latinos/as (16–18).

Health contexts in new destination counties were not 

uniformly more negative or positive than those in established 

destination counties. Results varied across health context 

indicators, but revealed that established destinations pose many 

potential challenges for overall Latinx population health, while 

new destinations impose potential barriers specifically to the 

health of Latinx immigrants. 
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Health professional shortages were more common in 

established destinations than in new and other destinations. For 

example, nearly 25% of established destinations had all three 

types of geographic HPSA designations (primary care, mental 

health, and dental care), whereas only 7% of new destinations had

all three designations.

Results for general health supply, however, were more mixed.

Differences across destinations in general health supply were not 

observed or were explained by socio-demographic factors, with two

exceptions. New destinations had significantly more pediatricians 

per 10,000 residents than established destinations, but 

established destinations had more hospitals per 100,000 residents

than established destinations.  

Compared to established destinations, new destinations had a

lower supply of the health care safety net services that 

immigrant populations are the most likely to utilize. On a per 

capita (per 100,000 residents) basis, new destinations had lower 

observed and adjusted mean federal health centers, community 

health centers and rural health clinics. In observed results, 

both new and other destinations had fewer general hospitals with 

translators per 100,000 residents than established destinations, 

and these differences persisted in the adjusted results for other,

but not for new, destinations. 
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For barriers to health access, we found lower percentages of

uninsured adults and children in new and other destinations than 

in established destinations, suggesting that populations in 

established destinations faced more barriers to health insurance 

coverage than those in new destinations. There were no significant

differences in the proportion of established versus new 

destination counties located in states with Medicaid expansion, 

but other destinations were significantly more likely to be in a 

Medicaid expansion state than established destinations. 

Surprisingly, we did not find that 287(g) programs differed across 

new and established destination counties.

Finally, for population health rankings, new destinations 

were more likely than established destinations to be in the top 

half of rankings in their states for both health factors and 

health outcomes, but these differences were due to variability in 

socio-demographic characteristics across counties. In adjusted 

results, other destinations were less likely than established 

destinations to be in the top half of the rankings in their 

states for both health factors and outcomes.

Study Implications. Latinx populations in established 

destinations face many challenges in their community health 

contexts. These areas were more likely than new and other 

destinations to have health professional shortages, and child and
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adult populations in these areas were less likely to have health 

insurance. Around 70% of the Latinx population lived in an 

established destination county in 2010 (authors’ calculations 

based on the 2010 decennial census). Therefore, addressing health

professional shortages and health access could be a key area for 

health policy intervention in established destinations. 

New destinations did not have the same level of health 

shortages as established destinations, but they had fewer safety 

net health care providers that have historically served immigrant

populations, including federal health centers, community health 

centers, and rural health centers per 100,000 residents. New 

destination communities may need to create these resources—for 

example, by opening up more federal and community health centers,

and/or ensuring that the resident Latinx population can access 

existing health care options. 

Future Research. This study uncovered key differences in health 

contexts across Latinx populations in new, established, and other

destination counties, but future work should explore potential 

explanations for these patterns, and could employ a similar 

approach to examine groups within the Latinx population across 

destination types. 

The present analysis controls for rural-urban differences, 

but these differences did not fully account for some observed 
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disparities across destinations, such as fewer health shortages 

in new versus established destinations. It may be the case that 

there are commonalities in health contexts across destinations by

rural versus urban county status. Future work could advance 

understanding by comparing these health context measures between 

rural new and established destination counties and urban new and 

established destination counties (11,22,23). 

Emerging research applying social vulnerability indices 

(SVI) to population health suggest these indices could be used to

gain further insight into variation in health vulnerabilities 

across Latinx destinations. The CDC SVI, for example, shows that 

established destinations, such as in the border region of Texas, 

as well as new destinations, such as areas in Georgia, have high 

levels of social vulnerability (24).

Some results of the present, county-level analysis appear to

conflict with prior findings based on individual-level data, and 

therefore merit further scrutiny. Notably, prior research has 

found that Latinx populations and subgroups residing in new 

destinations had lower levels of health insurance, more unmet 

care need and delayed care, and less care satisfaction than those

in established destinations (25,26). Our finding of greater health

access for the general Latinx population residing in new 

destinations may mask lower health access and utilization 
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specifically within the Latinx population residing in those areas,

and should be explored further.

Finally, the current analysis defines and examines 

destinations based on the presence and growth of all Latinos/as 

within U.S. counties, but variability within the Latinx 

population points to a need for research on subgroup differences. 

Notably, when defining destinations, this work combines U.S.-born 

and immigrant Latinos/as, and both new immigrants and those with 

longer durations of U.S. residence. Future research could 

investigate whether the results differ when destination counties 

are defined based on the presence and growth of different 

subgroups, such as Latinx immigrants.

Conclusions

Motivated by the increasing geographic diversity of Latinx 

areas of residence in the U.S., this study sought to compare 

health contexts across new, established, and other destinations. 

This work highlights key differences in health contexts across the

three types of destinations, especially in the areas of health 

shortages, health insurance coverage, and the supply of safety 

net health care facilities. The results reveal heterogeneity in 

the health challenges and resources that Latinx immigrants face 

within the communities where they reside. Spatial inequality in 
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local health contexts may, therefore, be a key dimension of U.S. 

Latinx immigrant health. 
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EXHIBIT 1 (figure/map)
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Caption: Map of U.S. Latinx Destination Counties by Type

Sources/notes: SOURCE Authors’ categorization based on data from 

the U.S. Census Bureau, 1990 and 2010 decennial censuses. 

NOTES Latinx Destination Counties by Type based on county Latinx 

in 1990 and Latinx growth from 1990 to 2010. The 3,113 counties 

in the dataset were categorized as established, new, or other 

destinations based on the percent Latinx in the county in 1990 

and Latinx growth in the county from 1990 to 2010. Established 

destinations were defined as counties with 9% or more Latinx 

population in 1990 (the national average for that year). New 

destinations were defined as counties with less than 9% Latinx 

population in 1990 that met at least one of the following two 

criteria: 1) among all non-established destinations, the county 

had a higher than median Latinx growth rate (272.4% or higher) 

between 1990 and 2010 and was at least 5% Latinx by 2010; 2) the 

county was a non-established destination that was at least 16% 

Latinx by 2010 (the national average for that year). Other 

destinations were defined as the remaining counties that were not 

categorized as established or new destinations. This typology was

based on previous typologies used in these two studies: 1) Ackert

E, Crosnoe R, Leventhal T. New Destinations and the Early 

Childhood Education of Mexican-Origin Children. Demography. 2019 

Oct;56(5):1607–34; 2) Singer A, Suro R. Latino Growth in 
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Metropolitan America: Changing Patterns, New Locations 

[Internet]. 2002 Jul [cited 2018 Jun 12]. Available from: 

https://www.brookings.edu/research/latino-growth-in-metropolitan-

america-changing-patterns-new-locations/

EXHIBIT 2 (figure)

Caption: Adjusted Percentage of Latinx Destination Counties by 

Type with Health Professional Shortage Designations in 2020. 

Sources/notes: SOURCES Authors’ analysis based on an author-

compiled dataset of publicly-available data from the U.S. Census 

Bureau and the U.S. Health Resources and Services Administration.

NOTES Latinx Destination Counties by Type based on county Latinx 

in 1990 and Latinx growth from 1990 to 2010. The 3,113 counties 

in the dataset were categorized as established, new, or other 

destinations based on the percent Latinx in the county in 1990 

and Latinx growth in the county from 1990 to 2010. Established 

destinations were defined as counties with 9% or more Latinx 

population in 1990 (the national average for that year). New 

destinations were defined as counties with less than 9% Latinx 

population in 1990 that met at least one of the following two 

criteria: 1) among all non-established destinations, the county 

had a higher than median Latinx growth rate (272.4% or higher) 

between 1990 and 2010 and was at least 5% Latinx by 2010; 2) the 

county was a non-established destination that was at least 16% 
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Latinx by 2010 (the national average for that year). Other 

destinations were defined as the remaining counties that were not 

categorized as established or new destinations. This Exhibit 

shows the percentages of Latinx destination counties by type 

(new, established, and other) that had Health Professional 

Shortage Designations (primary care, dental care, mental health, 

or all three) in 2020. For example, in 2020, 46% of established 

destination counties had primary care shortage designations, 

compared to 28% of new destination counties, and 40% of other 

destination counties. The HRSA establishes the criteria for 

Health Professional Shortage designations 

(https://bhw.hrsa.gov/workforce-shortage-areas/shortage-

designation). 

These percentages have been adjusted for differences across 

counties in population size, per capita income, rural/urban 

status, educational attainment, unemployment rates, and 

Republican vote share. Technical Appendix Table A2 includes a 

full list of these county characteristics and their mean values 

for the full sample and across destinations. Error bars indicate 

95% confidence intervals. Technical Appendix Table A5 lists the 

values of these adjusted percentages and standard errors. 

EXHIBIT 3 (figure)

https://bhw.hrsa.gov/workforce-shortage-areas/shortage-designation
https://bhw.hrsa.gov/workforce-shortage-areas/shortage-designation
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Caption: Adjusted Mean Federal Health Centers and Community 

Health Centers per 100,000 residents, by Latinx Destination Type

Sources/notes: SOURCES Authors’ analysis based on an author-

compiled dataset of publicly-available data from the U.S. Census 

Bureau and the U.S. Health Resources and Services Administration.

NOTES Latinx Destination Counties by Type based on county Latinx 

in 1990 and Latinx growth from 1990 to 2010. The 3,113 counties 

in the dataset were categorized as established, new, or other 

destinations based on the percent Latinx in the county in 1990 

and Latinx growth in the county from 1990 to 2010. Established 

destinations were defined as counties with 9% or more Latinx 

population in 1990 (the national average for that year). New 

destinations were defined as counties with less than 9% Latinx 

population in 1990 that met at least one of the following two 

criteria: 1) among all non-established destinations, the county 

had a higher than median Latinx growth rate (272.4% or higher) 

between 1990 and 2010 and was at least 5% Latinx by 2010; 2) the 

county was a non-established destination that was at least 16% 

Latinx by 2010 (the national average for that year). Other 

destinations were defined as the remaining counties that were not 

categorized as established or new destinations. This Exhibit 

shows the mean number of centers per 100,00 residents for each 

Latinx destination type (new, established, and other). These mean
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numbers have been adjusted for differences across counties in 

population size, per capita income, rural/urban status, 

educational attainment, unemployment rates, and Republican vote 

share. Technical Appendix Table A2 includes a full list of these 

county characteristics and their mean values for the full sample 

and across destinations. Error bars indicate 95% confidence 

intervals. Technical Appendix Table A5 lists the values of these 

adjusted percentages and standard errors. 




