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Objectives. To quantify racial/ethnic differences in the relationship between state-level sexism and

barriers to health care access among non-Hispanic White, non-Hispanic Black, and Hispanic women in

the United States.

Methods. We merged a multidimensional state-level sexism index compiled from administrative data

with the national Consumer Survey of Health Care Access (2014-2019; n = 10898) to test associations

between exposure to state-level sexism and barriers to access, availability, and affordability of health

care.

Results. Greater exposure to state-level sexism was associated with more barriers to health care access

among non-Hispanic Black and Hispanic women, but not non-Hispanic White women. Affordability

barriers (cost of medical bills, health insurance, prescriptions, and tests) appeared to drive these

associations. More frequent need for care exacerbated the relationship between state-level sexism and

barriers to care for Hispanic women.

Conclusions. The relationship between state-level sexism and women'’s barriers to health care access

differs by race/ethnicity and frequency of needing care.

Public Health Implications. State-level policies may be used strategically to promote health care
equity at the intersection of gender and race/ethnicity. (Am J Public Health. 2021;111(10):1796-1805.
https://doi.org/10.2105/AJPH.2021.306455)

D isparities in morbidity and mortal-
ity by gender and race/ethnicity

persist despite overall gains in life
expectancy in the United States.'™ Bar-
riers to health care access, including
delays in receiving care, high cost of
care, and lack of health insurance, are
underlying determinants of women’s
health.® Both availability (i.e., frequency
and consistency of needed care) and
affordability barriers (i.e., cost of insur-
ance, prescriptions, and medical bills)
govern women's ability to access care.”’
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Even when women are insured, they
use more health care services; out-of-
pocket costs are a greater share of
their income; they avoid needed health
care because of cost; and they have dif-
ficulty paying medical bills compared
with men.” Non-Hispanic Black women
(hereafter, Black women) and Hispanic
women also experience these barriers
more frequently than non-Hispanic
White women (hereafter, White
women),”> and the Affordable Care Act
has not closed these gaps.*® Therefore,

examination of additional sociopolitical
factors may identify a source of unmet
health care needs for women of color.
Sexism, defined as gender inequal-
ities in power and resources that sys-
tematically privilege men and disadvan-
tage women,? is a significant
determinant of gender gaps in access
to health care. We build on Homan's'®
concept of structural sexism, which
describes gender inequality in power
and resources across institutional,
interpersonal, and internalized levels of
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society. We specifically examine struc-
tural sexism as policies and institutional
practices that disempower women,
thereby shaping barriers to women'’s
health care access. Structural sexism at
the state level may play a role in cata-
lyzing sociopolitical conditions impor-
tant for health care access for
women."" Following Homan,"® we con-
ceptualize state-level sexism as an
index of economic, labor, and political
inequalities between men and women,
and the presence or absence of repro-
ductive rights (i.e., abortion provider) in
a given state. Research suggests that
state-level voting, immigration, and
employment discrimination laws can
have direct and indirect consequences
for health care access, particularly for
Black and Hispanic women in the
United States."?

Structural sexism is a significant
determinant of women'’s health.'®'3
However, to our knowledge, no
research examines whether racial/eth-
nic differences exist in the relationship
between state-level sexism and access
to care. According to intersectionality
theory, Black and Hispanic women are
at greater risk for experiencing the
health-related impacts of sexism than
White women, because of their position
within intersecting systems of oppres-
sion by both gender and race/ethni-
city."*"®In this way, exposure to sex-
ism has a greater impact on the health
of Black and Hispanic women com-
pared with White women."® Barriers to
health care access for Black and His-
panic women also vary substantially by
place, "’
political contexts shape the extent of
these disparities. State policies also cre-
ate particular care barriers for Black
and Hispanic women, such as dispar-
ities in accessing family planning and

suggesting that economic and

abortion services.”

The current study addresses gaps in
our understanding of a structural-level
factor that may contribute to intersect-
ing racial/ethnic and gender health
care disparities in the United States—
state-level sexism. A core tenet of inter-
sectionality is the rejection of a single-
axis approach (i.e., only examining
gender or race/ethnicity), which ren-
ders the intersection of differential
positions of power and disenfranchise-
ment invisible. Therefore, we examined
associations between state-level sexism
and barriers to health care access by
race/ethnicity, among White, Black, and
Hispanic women. In addition, we tested
whether associations between state-
level sexism and barriers to care dif-
fered among Black and Hispanic
women compared with White women,
and whether associations between
state-level sexism and barriers to care
differed by frequency of needing medi-
cal care.

METHODS

We compiled state-level administrative
data from a variety of sources (e.g.,
Bureau of Labor Statistics, Guttmacher
Institute) and merged them with
individual-level data from the Associa-
tion of American Medical Colleges’
(AAMC) Consumer Survey of Health
Care Access."® The AAMC survey is a
repeat cross-sectional, online survey of
adults aged 18 years and older in the
United States who reported needing
medical care over the past year. The
AAMC used stratified sampling to col-
lect data based on age and health
insurance status, with oversamples of
various subpopulations of interest
(minority, rural, Medicaid recipients,
etc.) in particular survey waves. We
used 9 waves of the AAMC survey con-
ducted from December 2014 to

RESEARCH & ANALYSIS

January 2019, matching survey waves
with state-level data that corresponded
with the year of observation.

The analytic sample included White,
Black, and Hispanic women who had at
least 1 medical care visit in the past
year (n = 13441). We did not have ade-
quate sample sizes to produce reliable
state-level estimates for other racial/
ethnic groups. As we were unable to
investigate intersections of racial and
ethnic identifications for Hispanic
women given small sample sizes, we
grouped all Hispanic women into a sin-
gle group. Among eligible participants,
17.3% (n=2318) were missing items
measuring barriers to health care
access. An additional 1.7% (n = 225)
were missing data for other analytic
variables. We conducted listwise dele-
tion to limit the analysis to participants
with complete data for all variables of
interest, resulting in a final analytic
sample size of 10898. We did not use
multiple imputation to impute missing
data because barriers to health care
access is the primary source of missing
data and imputed values for depen-
dent variables are not typically included
in regression analyses."?

Table A (available as a supplement to
the online version of this article at
http://www.ajph.org) compares the
analytic sample to participants who
were excluded from the analysis
because of missing indicators of care
barriers. Excluded participants were
less likely to be White, to have a college
degree, to be married, and to reside in
a suburban location. Excluded partici-
pants were also younger, lower income,
more likely to be Hispanic, and more
likely to be uninsured. Given the rela-
tive social vulnerability of excluded
study participants compared with the
analytic sample, estimates of the rela-
tionship between state-level sexism
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and barriers to care are likely
conservative.

Barriers to Health
Care Access

We used 8 items from the AAMC survey
to measure barriers to health care
access. Four items measured availabil-
ity barriers (inconsistency in ability to
access care, delay in accessing care,
limited choice in care, and uninsured),
and 4 items measured affordability bar-
riers (high cost of health insurance,
inability to fill a prescription due to out-
of-pocket cost, inability to complete a
medical test or treatment due to cost,
and difficulty paying medical bills). We
dichotomized and summed measures
to create an 8-item index of all barriers
to care. Because relatively few partici-
pants reported more than 5 barriers to
care, we truncated the index into 6 cat-
egories, with the lowest category indi-
cating no barriers to care and the high-
est category indicating 5 or more
barriers. In addition, we constructed a
4-item index of availability barriers
(range = 0-4) and a 4-item index of
affordability barriers (range = 0-4) to
examine each domain separately. Sur-
vey items included in the barriers to
care indexes are described further in
Table B (available as a supplement to
the online version of this article at
http://www.ajph.org).

State-Level Sexism

We constructed a state-level sexism
index using 7 state-level indicators
from administrative data sources: ratio
of (1) men's-to-women’s earnings, (2)
men’s-to-women's employment, (3) and
women’'s-to-men’s poverty rate; (4) pro-
portion of men in state legislature; (5)
absence of a state paid family or
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medical leave policy; (6) absence of
state law restricting gun ownership for
domestic violence offenders; and (7)
proportion of women residing in a
county without an abortion provider
(Table C; available as a supplement to
the online version of this article at
http://www.ajph.org). Higher scores
indicate higher levels of sexism. We col-
lected state-level measures annually
and linked them to the AAMC study
based on observation year. Following
Homan,"® we created a continuous
index of state-level sexism by standard-
izing state-level measures relative to
the full observation period, summing
standardized scores, and dividing the
summed index by the standard devia-
tion to create a continuous index with a
mean of 0 and a standard deviation of
1 (Cronbach’'s e = 0.70).

Analysis

To describe state-level measures, we
calculated the mean and standard devi-
ation for each year of observation and
averaged across years. For the AAMC
study, we calculated weighted descrip-
tive statistics separately for White,
Black, and Hispanic women. We con-
ducted Pearson’s x* and Kruskal-Wallis
H tests to examine racial/ethnic
differences.

We ran ordinal logistic regressions to
test for associations between state-
level sexism and barriers to health care
access. We first conducted all analyses
separately by race/ethnicity. To test for
differences in state-level sexism and
care barriers by race/ethnicity, we ran
additional models using the full sample
with an interaction term for state-level
sexism and race/ethnicity. To test
whether frequency of needing care
moderated associations between state-
level sexism and barriers to care within

each racial/ethnic group, we ran mod-
els separately based on respondents’
frequency of needing care, then
included an interaction term for state-
level sexism and frequency of needing
care within racial/ethnic groups. All
models adjusted for age, household
income, education, marital status,
urbanicity, state-level Gini index, and
whether the state had implemented
Medicaid expansion since 2014. As
health insurance status is an important
determinant of care availability that
may also influence health care afford-
ability, all models of state-level sexism
and affordability barriers adjusted for
health insurance status. We did not
include health insurance status as a
covariate in models predicting overall
barriers to care and availability barriers
because “uninsured” was already
included as an item in the availability
barriers index. We conducted all analy-
ses using Stata version 15%° and
weighted analyses using US Census
weights.?" To account for possible cor-
relation of residuals within states, we
clustered all regression analyses by
state.

RESULTS

Table 1 shows descriptive statistics for
the analytic sample. Black and Hispanic
respondents reported significantly
more availability barriers, affordability
barriers, and overall barriers to care
compared with White respondents. We
also found significant differences by
race/ethnicity for age, income, educa-
tion, marital status, urbanicity, and fre-
quency of needing medical care.
Descriptive analysis for state-level
sexism indicators is shown in Table C.
At the state level, women had lower
earnings, lower labor force participa-
tion, and higher poverty rates than
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I TABLE 1— Descriptive Statistics, Consumer Survey of Health Care Access: United States, 2014-2019

Non-Hispanic White Non-Hispanic Black Hispanic (n = 1082), Racial/Ethnic
(n =8756), Mean (SD) (n =1060), Mean (SD) Mean (SD) Difference
or % or % or % P
Barriers to health care 1.74 (1.90) 2.04 (1.72) 2.23 (1.45) <.001
access
0 32.47 27.69 24.22
1 23.87 20.44 18.39
2 13.81 15.09 14.82
3 10.44 10.57 12.66
4 9.93 14.96 16.15
=5 10.55 13.04 14.16
Availability barriers 0.50 (0.89) 0.57 (0.77) 0.72 (0.70) <.001
0 62.50 54.74 47.81
1 24.66 30.21 33.91
2 7.34 10.05 10.96
3 3.97 3.57 6.17
4 1.54 1.43 1.15
Affordability barriers 1.26 (1.48) 1.46 (1.31) 1.57 (1.11) <.001
0 39.52 33.92 30.38
1 24.71 23.50 23.54
2 14.06 12.77 15.13
3 13.26 21.87 20.89
4 8.45 7.95 10.06
Age, y <.001
18-24 12.8 17.48 28.27
25-34 9.24 11.66 20.46
35-44 12.73 17.53 20.63
45-54 20.55 21.77 16.07
55-64 20.16 19.95 8.55
=65 24.52 11.61 6.02
Income, $ <.001
< 25000 19.86 17.49 20.00
25000-49999 23.34 30.95 25.71
50000-74999 25.92 32.72 24.58
75000-99 999 11.23 8.46 9.00
=100000 19.66 10.39 20.70
Education .003
Less than high school 33.8 30.33 28.31
High school degree or 4.23 573 5.47
equivalent
Some college 36.29 38.32 36.07
College or more 25.68 25.63 30.15
Marital status <.001
Single, never married 18.51 46.60 29.89
Married/cohabiting 53.23 31.24 56.15
Widowed 9.14 4.76 3.36
Continued
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B TABLE 1— continued

Non-Hispanic White Non-Hispanic Black Hispanic (n = 1082), Racial/Ethnic
(n = 8756), Mean (SD) (n =1060), Mean (SD) Mean (SD) Difference
or % or % or % P
Divorced 17.24 14.56 9.33
Separated 1.89 2.84 1.27
Urbanicity <.001
Suburban 47.75 42.37 39.64
Urban 24.24 45.76 48.85
Rural 28.01 11.88 11.50
Needed care =2 times 53.38 44.53 37.28 <.001
Has health insurance 92.99 90.50 93.30 .08

Note. The sample size was n = 10898. For barriers to health care access, availability barriers, affordability barriers, age, income, and educational
attainment, we used the Kruskal-Wallis H test to test for racial/ethnic differences. For marital status, urbanicity, needed care 2 or more times, and has
health insurance, we used the Pearson'’s X2 test to test for racial/ethnic differences.

men. Women were also underrepre-
sented in state legislatures relative to
men. Most states (94%) had no paid
family medical leave policy during the
observation period and no policy pro-
hibiting gun ownership for people
charged with domestic violence (65%).
The average proportion of women
residing in counties without an abor-
tion provider was 46%. See Table D
(available as a supplement to the online
version of this article at http://www.
ajph.org) for state-level sexism
rankings.

We tested associations between
state-level sexism and barriers to
health care access among White, Black,
and Hispanic women (Table 2). Associa-
tions between state-level sexism and
barriers to health care access were
nonsignificant for White women in our
sample. By contrast, for each standard
deviation increase in state-level sexism,
Black women had 18% higher odds of
experiencing an additional barrier to
health care access (adjusted odds ratio
[AOR] = 1.18; 95% confidence interval
[CI1=1.02, 1.36). In addition, Black and
Hispanic women residing in states
higher in state-level sexism reported
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more affordability barriers (AOR = 1.21;
95% Cl =1.06, 1.37 for Black women;
AOR = 1.25; 95% Cl = 1.06, 1.48 for His-
panic women). Additional analyses
(Tables E and F; available as a supple-
ment to the online version of this article
at http://www.ajph.org) show that asso-
ciations between state-level sexism,
overall barriers to care, and affordabil-
ity barriers differ significantly by race/
ethnicity, particularly at higher values of
state-level sexism.

Figure 1 plots predicted probabilities
of experiencing barriers to health care
access by degree of state-level sexism.
We derived all plots from models that
include the full analytic sample and
sexism-by-race/ethnicity interactions,
holding all other covariates at their
mean values. For ease of visualization,
we estimated predicted probabilities
from logistic regression models with
dichotomized barriers to care indica-
tors. To dichotomize barriers to care
indexes, participants in approximately
the bottom 3 quartiles of each index
were coded as 0, and participants in
approximately the top quartile of each
index were coded as 1. The predicted
probability of being in the top quartile

for overall barriers to care (experienc-
ing 4 or more barriers) was 34% for
Black women residing in states that
were high in sexism, compared with
14% for Black women in states that
were low in sexism (Figure 1a). Hispanic
women also had a higher predicted
probability of experiencing barriers in
states that were high in sexism (26% in
states with high state-level sexism vs
19% in states low in sexism), but the
associations for Hispanic women and
for White women did not differ signifi-
cantly. Associations between state-level
sexism and availability barriers (Figure
1b) did not significantly differ by race/
ethnicity. Finally, the predicted proba-
bility of being in the top quartile for
affordability barriers (experiencing 3 or
more affordability barriers) increased
from approximately 19% in states that
were low in sexism to 35% in states
that were high in sexism among Black
and Hispanic women, but did not
change significantly for White women
(Figure 10).

Follow-up analyses determined
whether associations between state-
level sexism and barriers to care dif-
fered by frequency of needing care
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TABLE 2— Associations Between State-Level Sexism and Barriers to Health Care Access Among Non-
Hispanic White, Non-Hispanic Black, and Hispanic Women: Consumer Survey of Health Care Access,
United States, 2014-2019

White (n = 8756),
AOR (95% CI)

Black (n = 1060),
AOR (95% CI)

Hispanic (n = 1082),
AOR (95% CI)

State-level sexism and:

Barriers to care (full index)

0.98 (0.91, 1.06)

1.18 (1.02, 1.36)

1.15 (0.96, 1.38)

Availability barriers

0.96 (0.88, 1.06)

1.07 (0.87, 1.33)

1.01 (0.84, 1.22)

Affordability barriers

0.98 (0.92, 1.05)

1.21 (1.06, 1.37)

1.25 (1.06, 1.48)

Note. AOR = adjusted odds ratio; Cl = confidence interval. The sample size was n = 10898. We calculated AORs from ordinal logistic regression models.
The barriers to care index is a count index that ranges from 0 (no barriers to care) to 5 (5 or more barriers to care). Availability and affordability barriers
range from O to 4 barriers. State-level sexism is a continuous index that was standardized to have a mean of 0 and a standard deviation of 1. All models

adjust for age, state Gini coefficient, state Medicaid expansion, household income, education, marital status, and urbanicity with clustered standard
errors by state. Affordability barriers models adjust for health insurance because insurance is not included in the affordability barriers index (but
uninsured was included in the full barriers to care index and availability barriers index).

within each racial/ethnic group. More
frequent need for care did not alter
associations between state-level sexism
and barriers among White and Black
women. However, as shown in Table 3,
high state-level sexism increased the
odds of experiencing affordability bar-
riers among Hispanic women with
more frequent need for care
(AOR=1.48; 95% Cl=0.17, 1.87), but
not among Hispanic women with less
frequent need for care (AOR = 1.15;
95% Cl=0.93, 1.41).

0.00 T T T T T T

-2 -1 0 1 2 3
State-Level Sexism (SDs)

DISCUSSION

This investigation examined structural-
level social determinants of health,
including those embedded in laws and
policies, to advance health equity
research.'®?? Present research exam-
ines the role of structural oppression
(e.g., racism, sexism) on disparities in
morbidity and mortality, but research
on health care access remains limited.
We addressed this gap by examining
associations between state-level sexism

[en
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and both health care accessibility and
affordability barriers. We took an inter-
sectionality approach, examining these
associations at the intersection of race/
ethnicity and gender to understand
structural-level determinants of health
care access.

We found no association between
state-level sexism and access to care
for White women. Previous investiga-
tions of race/ethnicity in the association
between state-level sexism and health
drew different conclusions. Homan'®

c 0.40 +
0.35
0.30
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0.15
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FIGURE 1— Predicted Probabilities of Experiencing Barriers to Health Care Access by State-Level Sexism Among Non-
Hispanic White, Non-Hispanic Black, and Hispanic Women for (a) All Barriers to Care, (b) Availability Barriers to Care,
and (c) Affordability Barriers to Care: United States, 2014-2019

Note. The sample size was n = 10898. Figure 1a shows predicted probabilities of experiencing 4 or more barriers to care (reported by 23% of the sample)
for each standard deviation of state-level sexism. Figure 1b shows the predicted probabilities of experiencing 2 or more availability barriers (reported by
14% of the sample) by state-level sexism. Figure 1c shows the predicted probabilities of experiencing 3 or more affordability barriers (reported by 24% of

the sample) by state-level sexism.
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TABLE 3— Associations Between State-Level Sexism and Affordability Barriers to Health Care Access
Among Non-Hispanic White, Non-Hispanic Black, and Hispanic Women, Stratified by Frequency of Need
for Care: Consumer Survey of Health Care Access, United States, 2014-2019

White

Black

Hispanic

Needed Care 1
Time (n = 4120),
AOR (95% CI)

Needed Care =2
Times (n = 4636),
AOR (95% CI)

Needed Care 1
Time (n =564),
AOR (95% CI)

Needed Care =2
Times (n = 496),
AOR (95% CI)

Needed Care 1
Time (n = 649),
AOR (95% CI)

Needed Care =2
Times (n =433),
AOR (95% CI)

State-level sexism 0.92 (0.84, 1.01)
and
affordability

barriers

1.04 (0.95, 1.13)

1.19 (0.98, 1.45)

1.20 (0.96, 1.48)

1.15 (0.93, 1.41) 1.48 (1.17, 1.87)

Note. AOR = adjusted odds ratio; Cl = confidence interval. The sample size was n = 10898. We calculated AORs from ordinal logistic regression models.
The affordability barriers index is a count index ranging from 0 to 4 barriers. State-level sexism is a continuous index that was standardized to have a
mean of 0 and a standard deviation of 1. All models adjust for age, state Gini coefficient, state Medicaid expansion, income, education, marital status,
urbanicity, and health insurance with clustered standard errors by state.

did not find a significant interaction
between state-level sexism and race/
ethnicity on women'’s physical health
and functioning. By contrast, Kawachi
et al.?* found that state-level sexism
indicators were significantly associated
with White women's mortality rates,
whereas only the number of women in
elected office was significantly associ-
ated with Black women’s mortality
rates. These studies have examined
state-level sexism and health out-
comes, rather than health care access
outcomes. Perhaps state-level sexism
affects White women's health but not
access to care. Although access to care
and health outcomes should be linked,
access to care is only a portion of what
contributes to health status.? From an
intersectionality perspective, state-level
sexism may not result in reduced
access for White women because of
the protection they experience as a
result of their racial privilege,”* or per-
haps because US state-level policies
are most often racialized, resulting in
different “race-gendered” outcomes.?®
White women may not experience
decremented access as a result of
state-level sexism because many state-
level policies privilege White women
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compared with women of color in
terms of health care access and socio-
economic resources.**?” Further
research is necessary to test such
propositions. Differences between cur-
rent results and previous studies may
also be due to differences in the indica-
tors of state-level sexism used, years of
observation, and samples represented.
For Black and Hispanic women,
higher state-level sexism was associ-
ated with more barriers to accessing
care. Studies that examine intersec-
tional race/ethnicity and gender effects
support this finding. Brown et al.?’
found that Black and Mexican American
women had worse self-rated health
than White individuals, beyond the
effects of race/ethnicity or gender
alone, a phenomenon they refer to as
“multiple hierarchy stratification” of
health inequities. This may be because
Black and Hispanic women experience
multiple forms of structural oppression
that synergistically constrain interac-
tions with the health system and affect
subsequent health outcomes."* In sup-
port of this notion, Manuel® found that
health care access barriers have per-
sisted for both Black and Hispanic
women despite the Affordable Care

Act, suggesting that these women face
unigue barriers to accessing care.
Affordability barriers appeared to
drive the associations between state-
level sexism and overall barriers to care
for Black and Hispanic women. Black
and Hispanic populations in the United
States are socioeconomically disenfran-
chised, with overall lower socioeco-
nomic status, mobility, and resources
compared with White individuals.?®
Although we controlled for insurance
status, other cost barriers may be
salient for Black and Hispanic women.
For example, in 1 investigation, 28.3%
of Black women reported not being
able to see a doctor because of cost
barriers, and about 1 out of every 2
Black women owed money to a medical
facility.>® Hispanic women also report
experiencing more delay in care
because of cost barriers.” Brown et al.?’
found that Black and Mexican American
women may not experience as many
health gains from increased socioeco-
nomic status indicators compared with
White men and women. Although Black
and Hispanic women'’s experiences of
state-level sexism and affordability bar-
riers may differ, our study suggests that
state-level sexism may be a deleterious



social determinant of health for these
women. Elucidating mechanisms
through which Black and Hispanic
women face affordability barriers to
care through state-level sexism is an
important future direction.

More frequently needing care exac-
erbated the association between state-
level sexism and affordability barriers
for Hispanic women. This finding is
supported by previous research find-
ing that Hispanic women are less likely
to be able to access needed follow-up
care.*° Hispanic women are less likely
to have a primary care physician com-
pared with women from other racial/
ethnic groups,” perhaps because of
social-structural barriers in culturally
and linguistically appropriate services
and anti-immigrant political climate,
resulting in a lack of supportive serv-
ices for both immigrant and nonimmi-
grant Hispanic women "3 In this way,
health care access barriers for His-
panic women may increase with con-
tinued need for care. In the AAMC
sample, 17% of Hispanic women
reported facing language barriers
when communicating with a provider.
State-level sexism may also intersect
with state-level policies that uniquely
affect Hispanic women, including
enhanced immigration enforcement
and restrictive immigration policies.>
For example, immigration laws are a
form of legal violence that restricts
movement outside the home and thus
limits opportunities to access formal
medical care, given fear of being sur-
veilled.®* These laws may also affect
equality for Hispanic women in the
state-level sexism indicators that we
measured—including restrictions on
Hispanic women's employment and
benefits, and limited opportunities for
Hispanic women to hold legislative
office.

Limitations

Several limitations of the current study
should be noted. First, the AAMC sam-
ple reported relatively high levels of
health care access and was restricted
to individuals who had at least 1 medi-
cal care visit within the past year.
Although we accounted for insurance
status and other health-related covari-
ates, results do not generalize to those
who did not need care or could not
access care at all. Our results may
underestimate the relationship
between state-level conditions and
access to care because those with no
access to care were excluded. In addi-
tion, over 90% of the sample reported
having some form of health insurance,
suggesting greater access to health
care compared with the US population.
The analysis employed census sam-
pling weights to ensure demographic
representativeness, but results do not
represent the full spectrum of health
care access barriers and needs in the
US population. In addition, Hispanic
individuals in the United States are a
large and diverse group (e.g., differing
by culture, nationality, language, nativ-
ity, immigration status). Data on these
dimensions were not available, which
limits our understanding of the spec-
trum of experiences that may be
relevant for the Hispanic subsample.
Furthermore, other intersectional social
identity positions (e.g., race/ethnicity
and sexual orientation) were not exam-
ined because of the small sample sizes,
but they must be incorporated into dis-
parities research to better understand
how these identities shape health care
experiences. More vulnerable popula-
tions (e.g., women of color, undocu-
mented women, queer-identifying or
transgender women) are more likely to
have missing data, but they are some
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of the most important populations to
reach. Finally, we did not have ade-
quate data to examine gender identity
(cisgender, transgender, or nonbinary
identity). As trans and nonbinary popu-
lations experience substantial barriers
to accessing health care because of dis-
criminatory policies,®3 further
research is needed to understand
health care disparities at these inter-
sections. Future research should also
consider incorporating additional
reproductive rights indicators of state-
level sexism.

Public Health Implications

Krieger'® emphasizes the power of sys-
tems in creating and upholding health
inequities. The current study suggests
that state-level sexism, as one such sys-
tem, is important for the health care
access of women of color. State-level
sexism may be a less central social
determinant of health care access for
White women, but it may be especially
salient for Black and Hispanic women.
Higher state-level sexism was specifi-
cally associated with affordability bar-
riers for Black and Hispanic women,
suggesting that equitable state-level
policies across economic, labor force,
political, and reproductive rights realms
may be especially impactful public
health interventions to increase wom-
en’s availability of socioeconomic
resources for health care. The relation-
ship between state-level sexism and
Hispanic women's barriers to accessing
care was also strongest among those
who needed more frequent care,
suggesting that examination of state
policies that directly or indirectly affect
Hispanic women will be fruitful for
reducing health care disparities.

This study implicates state-level indi-
cators of sexism that may together
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affect equitable health care access for
women, especially those most margin-
alized in our society. Evaluation, revi-
sion, and creation of state-level policies
may be used more strategically to sup-
port women'’s health care access if
leaders are committed to ensuring gen-
der equity in power and resources, and
if they approach policymaking with an
intersectionality framework. Public
health professionals are instrumental
in leading and supporting these efforts
to achieve health equity. 4JPH
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