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Abstract Immigration to rural areas in new receiving
communities like Maryland’s Eastern Shore is growing.
Despite a rapid rise in immigration and diminishing health
system resources, little attention has been focused on bar-
riers to health care access in this region for immigrants. A
total of 33 in-depth key informant interviews with provi-
ders and immigrants were conducted. Qualitative analysis
employing a constant comparison approach was used to
explore emergent themes related to barriers to health care
access for a growing immigrant population. Participants
perceived limited health care resources, lack of health
insurance coverage, high health expenditures, language
barriers, and non-citizenship status as barriers to immi-
grants’ access of health care. Findings imply that immi-
grants living and working on the rural Eastern Shore face
serious barriers to health care access. Additional work on
immigrant health in rural areas and the impacts of immi-
gration to rural health systems are needed.

Keywords Immigrant health - Rural health - Health care
access - Provider perspectives - Qualitative research
Introduction

Across the United States, evidence indicates that immigrants

are increasingly settling in new receiving rural regions and
small towns, places without high concentrations of immigrant
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communities [1]. Immigration to these locales is driven lar-
gely by economic opportunities in low-skilled employment
[2-4]. Rural communities face considerable challenges in
responding to such drastic population shifts given their rela-
tive geographic isolation, lack of racial and ethnic diversity,
and often limited public resources. The impact of rapid
immigration can be particularly severe on rural health systems
already struggling with a shortage of providers, high rates of
uninsured patients, and limited public resources [5, 6]. Lim-
ited research, almost all focused on Latinos, indicates that
these issues can intensify barriers to health care access among
recently arrived immigrants in new receiving rural commu-
nities due to lack of insurance, high cost of health services,
language barriers, and undocumented immigration status [7—
10].

Maryland’s rural Eastern Shore, composed of nine
counties east of the Chesapeake Bay, is one of these new
receiving regions (Table 1). It has experienced rapid
growth in its immigrant population, mainly from Latin
America and Haiti, who is attracted to the area’s employ-
ment opportunities in seafood, livestock, and agricultural
industries. The percentage of the foreign-born population
increased by approximately 65 % on average across all
nine counties from 2000 to 2013, with Wicomico, Dorch-
ester, Worcester, and Cecil counties experiencing the
highest percentage changes [11].

The Eastern Shore also has some of the highest poverty
levels, poorest health status, and the greatest need for
health care access in Maryland. A statewide needs assess-
ment concluded that Caroline, Dorchester, and Somerset
counties showed the highest need for improvement in
health status indicators while Caroline, Somerset, and
Wicomico counties demonstrated the greatest challenges in
health care access [12]. Even though many counties
encompassing Maryland’s rural Eastern Shore are federally
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Table 1 Sociodemographics for eastern shore counties Source: US Census Bureau: State and County quickfacts [49]

County Population, 2014 Minority population, percent, Foreign-born persons, percent, Persons below poverty level, percent,
estimate 2013 (%) 2009-2013 (%) 2009-2013 (%)
Caroline 32,538 22.7 4.0 14.4
Cecil 102,383 13.5 3.1 104
Dorchester 32,578 34.8 3.9 16.5
Kent 19,820 21.5 39 13.2
Queen 48,804 13.1 33 8.1
Anne’s
Somerset 25,859 49.0 3.2 23.4
Talbot 37,643 214 5.2 8.6
Wicomico 101,539 34.6 8.3 17.0
Worcester 51,675 20.0 5.1 109
Maryland 5,976,407 46.7 14.0 9.8

designated health shortage areas, only two federally qual-
ified health centers, organizations which receive special
Medicare and Medicaid reimbursements to assist under-
served populations, serve the nine counties of the Eastern
Shore [13, 14].

The Patient Protection and Affordable Care Act (ACA)
has been fully implemented in Maryland, including the
expansion of Medicaid and the creation of state-based
exchanges under the Maryland Health Connection which
provides subsidized health insurance for low-income indi-
viduals and small employers [15]. However, it is uncertain
whether the provider capacity in rural Maryland can ade-
quately serve these newly insured individuals. Rural resi-
dents may continue to face financial and systemic barriers
in accessing care including health provider shortages,
diminishing resources to rural health departments and
hospitals, and transportation limitations [16]. Additionally,
although most uninsured adults in the state are eligible for
coverage expansions, there are several restrictions for
immigrants. In Maryland, legal immigrants who have been
in the country for less than 5 years have access to health
insurance coverage through exchanges and to premium and
cost-sharing subsidies, but are otherwise ineligible for
Medicaid; those who are undocumented, roughly 17 % of
Maryland’s uninsured population, will not be eligible for
any coverage under the ACA [17, 18].

Despite this policy context and rapid increases in
immigrant populations in a new receiving rural region with
severe health systems needs, very little is known about
these immigrant communities, their health needs, and their
ability to access health services. As the immigrant popu-
lation continues to grow in new receiving rural regions like
Maryland’s Eastern Shore, additional information is nee-
ded regarding the potential influence of rural health sys-
tems on immigrants’ access to health care. The data
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presented here were obtained during the course of an
ongoing multi-year ethnographic study of the health needs
of immigrants living on Maryland’s Eastern Shore. During
interviews with rural health and social service providers
and immigrant participants, lack of health care access
emerged overwhelmingly as a major concern. Thus, this
analysis further examines how providers and immigrant
participants perceive and experience issues related to
health care access in a rural region with the aim of iden-
tifying barriers. The findings for this paper contribute to
both the literature on immigrant health and rural health
systems by examining health care barriers for Latino and
Haitian immigrants in new receiving rural regions at the
health-system and policy levels.

Methods

A total of 33 in-depth interviews, including 15 with health
and social service providers, were conducted over a period
of 13 months, from August 2013 to August 2014. Eligi-
bility requirements for providers included being 18 years
or older, being employed at local health and social service
agencies, having regular contact with immigrant clients,
and providing consent. In this study, providers are defined
as those involved directly in health care of immigrants and
those in social services focused on meeting health needs
including helping immigrants access health care services.
Immigrant participants were limited those who were for-
eign-born, residents of Maryland’s Eastern Shore, 18 years
of age and older, and willing to provide informed consent.
All study protocols were approved by the University of
Maryland Institutional Review Board.

We used a purposive sampling technique to recruit
participants from a variety of settings on the Eastern Shore.
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We recruited providers working in community-based
organizations and local and rural health programs via
email, phone calls, and word of mouth. Immigrant partic-
ipants were initially recruited via community-based orga-
nizations, and these interviewees then referred us to
colleagues, neighbors, friends, and family members; they
received $30 for participating in the study.

Data were collected from Spanish and English-speaking
participants through in-person interviews conducted by the
authors in either Spanish or English. Thirteen interviews
were conducted in Spanish with Hispanic/Latino immi-
grants while five were conducted in English with Haitian
immigrants. Interviews lasted between 60 and 180 min and
were conducted in community health facilities, service
organizations, homes, migrant housing camps, and motels.
Two separate semi-structured interview guides were used:
one for providers, the other for immigrant participants
(Table 2). The interview guide was developed through
discussions with local immigration experts, and was based
on the previous experience of the authors and relevant
literature. Both interview guides began with the collection
of basic demographic information. Interview questions
were open-ended so that the interviewer could further
probe and ask follow-up questions on particular domains of
interest to the study. Health and social service providers
were asked to describe their immigrant clients; the needs of
these immigrant clients; and access to care for immigrants.
Providers were also asked to discuss their day-to-day
experiences in providing care for immigrant clients.
Immigrant participants were asked about reasons for
migrating to the Eastern Shore; daily life and local social
relations; perceptions of health and well-being; and avail-
ability, quality, and use of health care services.

Interviews transcripts were compared with the original
voice recordings for completeness and accuracy. Data
analysis was guided by literature on immigrant health and
rural health care systems and involved a modified grounded
theory approach of constant comparative analysis, where
data coding and analysis occurred simultaneously in an
iterative process of inductive reasoning [19-21]. Our aim
was to create a description of barriers to health care access
drawn directly from participants’ narratives. Analysis
began during the data collection phase, where both authors
engaged in routine discussions and reviews of transcripts,
and wrote excerpts and analytical memos to identify
emergent themes and differing views. Using QSR Nvivo
10, we coded the interview transcripts in several phases,
beginning with open coding where we identified and
organized concepts and their properties into categories
[22]. Data were then coded axially in order to analyze
connections among categories, and then selectively to
develop a main category [23]. After finalizing the coding
scheme, a printed report of each code was used to write a
detailed analytical report.

Results

Characteristics of the study sample can be found in
Tables 3 and 4. Immigrant participants were mostly female
(61 %) and included both Latinos (n = 13) and Haitians
(n = 5). Providers included those who worked in health
care (27 %) and those who worked in social services
(73 %). Analysis of in-depth interviews indicated that
major barriers to health care access for immigrants inclu-
ded limited health care resources; lack of insurance and

Table 2 Selected interview

questions Providers

1. How would you describe the immigrant population that you work with?

2. What are some of the needs of the immigrant populations that you work with?

3. Can you describe the kinds of health care services available to immigrants in this area?

4. Describe the experiences of your immigrant clients in accessing care.

Immigrants

1. What are some of the reasons that you work and live on the Eastern Shore?

2. How do you feel about your health right now?

Probes:

What are some of your concerns about your health?

How do you go about addressing these issues?

3. Describe how you get health care services.

Probes:

What are some of the health care services you seek out?

When do you go see someone about your health?

Where do you go to get health care services?

What have your experiences been like getting services?

What do you see as the biggest hurdles, if any, to getting health care?
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Table 3 Demographic characteristics of study sample (immigrants)

Demographic characteristic N (18) (%)
Age, years
20-29 6 33
30-39 2 11
40-49 6 33
50-59 4 22
Gender
Female 11 61
Male 7 39
Race/Ethnicity
Hispanic/Latino 13 72
Haitian 5 28
White 0 0

Table 4 Demographic characteristics of study sample (providers)

Demographic characteristic N (15) (%)
Age, years
20-29 2 14
30-39 3 20
40-49 5 33
50-59 5 33
Gender
Female 11 73
Male 4 27
Race/Ethnicity
Hispanic/Latino 9 60
Haitian 2 13
White 4 27
Service sector
Health care 4 27
Social services 11 73

high cost of services; poor interpretation services; and non-
citizenship status.

Limited Health Care Resources

Providers expressed that it was a “struggle” to provide
comprehensive care to their patients because of diminish-
ing economic resources that compromised the local health
care resources including the availability of primary care
providers, specialists, and health care services. A health
administrator explained, “We lost funding. They cut us
significantly so now we get a $15,000 grant from the state
of Maryland and we beg for that every year.” “You know,
the funding just isn’t there,” a social services administrator
told us, adding that it was particularly difficult for
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providers to support immigrant clients whose “needs are
much greater than we can provide.”

The lack of funding for services and workforce devel-
opment, according to providers, severely impacted the
availability of services. For instance, a nurse practitioner
remarked, “A dentist? What’s that? We only have one and
he takes cash. If you don’t have it, you can’t get it. We
don’t have an eye doctor in this entire county and we have
one pediatrician. We have nothing.” As a result, many
providers felt overburdened and unable to provide quality
health care. A health provider told us that her clinic has
done very little to hire additional staff despite increases in
the immigrant population. She said, “Mid-level providers
like me are expected to see so many patients per year. We
have to see 5000. But most health centers like ours see like
2500-2800 patients per year, almost half of the number I
have to see, and when our numbers go down, we get rep-
rimanded or talked about. It’s not right. There are some of
us who have spoken up but it’s a fine line because we can
get fired and replaced and who loses in the end?”

Immigrant participants, the vast majority of whom used
federally qualified health centers, had mixed perceptions.
Participants felt they were treated well and had support
from providers, with some revealing that if they had stayed
in other states or countries, they would not have received
the same type of care or survived. A participant, who
routinely migrates to the Eastern Shore from Florida during
the summer months, told us that he coordinates his medical
visits, “It’s better. I'd rather go to the clinic here every day
than I go once in a year in Immokalee. I like the way they
treat people over here.” A woman suffering from multiple
chronic conditions felt that she would have died had she
not migrated to the Eastern Shore, emphatically saying, “If
I had been in Mexico, they would have let me die.”

Despite these favorable perceptions, participants recounted
facing significant barriers in accessing and using services.
Immigrant participants felt that timely access to quality care
and continuity of care was limited due to a lack of health care
services available for the large number of uninsured patients
living in the area. A participant said, “Sometimes you wait for
an appointment and they ignore you because there are a lot of
people who don’t have insurance. Lots of people who don’t
have money or the undocumented that cannot obtain insur-
ance go there. So, sometimes you wait a long time.” Another
participant told us, “Many people here use the emergency
room for medical care.”

Lack of Insurance and High Cost of Services

A lack of affordable services was frequently mentioned as
a barrier for immigrants, many of whom were uninsured or
did not qualify for public assistance because of their non-
citizenship status. Immigrant participants reiterated that
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they only sought care when absolutely necessary because
of the prohibitive cost of care and lack of insurance. Many
reported spending hundreds or thousands of dollars for
routine and emergency visits. A young woman said, “$250
to walk in the door for outpatient visit. Sometimes, if I'm
really sick, I'll go to the hospital but the hospital is really
expensive. Like, you breathe the air and you have to pay. If
you get a shot there it’s like $2000 dollars. It’s too much.
That’s why people won’t go to the hospital even if they’re
really sick. They refuse to go. Even if it’s serious. Because
of the cost.”

Providers indicated that they did not have extensive
knowledge of the conditions which affected the immigrant
population because they were not regularly accessing care
due to lack of insurance and prohibitive costs. A nurse
supervisor said, “I would say in general, the adult popu-
lation is not getting cared for. So I'm quite sure there’s a lot
of diabetes... lots of things that we don’t know about.”

Poor Interpreter Services

Participants commented that there were significant gaps in
translation and interpreter services. Although some provi-
ders noted that in the last decade translation services for
immigrants had drastically improved, very few official
interpreters were available for the growing non-English
speaking population. A health provider said, “Despite being
a community hospital that’s funded from the state, they are
not at all friendly toward the immigrant population. I don’t
even know that they have a Spanish language translator
staff.” Interpretation for other immigrants, such as those
who only spoke Haitian Creole, was rarely available or non-
existent. A Haitian-Creole and English speaking resident
said, “You know the main issue is that the Haitian com-
munity don’t even have a Creole translator...they don’t have
nothing. They don’t have any information.”

Even if service was available, interpreters were often
unable to attend to everyone needing translation because
demand outpaced availability. A social services provider
told us, “[The clinic] only has one Spanish translator. That
translator has to work between dental as well as medical.”
The quality of interpretation, as a result, was poor. Par-
ticipants complained of interpreters who were not trans-
lating correctly. A bilingual health provider described a
clinical encounter, “I’m listening to the translator and the
provider and there was so much lost I was just shocked...I
could not believe what he didn’t translate...There was all
kinds of behavioral stuff that he just threw out the door.”.

Non-Citizenship Status

Providers described non-citizenship status as a major
obstacle to providing quality care for the growing immigrant

population, particularly those who were undocumented. A
clinic administrator said, “I think that our patients would do
better all the way around if they could become legal. I think
that’s a huge barrier. It’s a huge fear. I currently have no
means of finding medical insurance for any of my patients.
And so, as a result, my adult population is not going to the
doctor. So, it has huge ramifications.”

Providers who routinely saw undocumented clients and
recently arrived documented immigrants discussed how
non-citizenship status placed individuals at risk, impeding
continuity of care and limiting access to life-saving treat-
ment. A health provider described his experiences with
treating an undocumented farm worker who was severely
diabetic, had never received care for his condition because
of his undocumented immigration status, and needed free
treatment. The provider explained, “I did tests as best I
could. I could get indigent rates from the lab company for
certain tests. In his case, I told him he definitely has dia-
betes, definitely has to be on insulin. I have a very good
relationship with the insulin reps so I told them, ‘Look I
have this gentleman who is undocumented. He can’t go
through patient assistance.” There are patient assistance
programs through the pharmaceutical company if you are
poor but if you’re undocumented you’re nothing so I got
the reps to give me the medicine for him.”

Most immigrant participants expressed that prohibitive
costs were more of a barrier in accessing care than fear of
authorities for those who were undocumented. An immi-
grant participant who was undocumented told us, “When I
had the hemorrhage, I was in the hospital for eight days.
The doctor wanted me to stay another eight days and I
didn’t want to because I was worried about how much I
would have to pay. I knew the bill would be high. My
husband doesn’t have enough. Around that time I didn’t
work. He earned $300 dollars and the bills were very high.
So this was a difficult time for all of us.”

Discussion

Findings suggest that limited health care resources, lack of
health insurance coverage, high health expenditures, lan-
guage barriers, and non-citizenship status synergistically
interact to influence immigrants’ access of health care on
Maryland’s Eastern Shore. First, participants described
Maryland’s Eastern Shore as having limited health care
resources which created barriers to health care access for
immigrants. Local providers reported feeling burdened by
providing care to a growing population of immigrants in
the context of long-standing problems of resource distri-
bution that characterized rural health care. Immigrant
participants also explained that they accessed and used
health care services intermittently due to lack of available
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services. Although others have discussed chronic shortages
of providers and services in rural areas [24-28], the find-
ings suggest that these issues may be disproportionately
impacting immigrants, who may face even fewer oppor-
tunities to obtain routine care and treatment than native
residents. Additional funding for safety net services
including federally qualified health centers by federal and
state governments could help alleviate the issue of limited
health resources experienced by rural communities with
growing immigrant populations.

Second, lack of health insurance and high health care
costs were also noted as serious barriers to accessing and
utilizing care on the Eastern Shore. Previous work indicates
that rural residents tend to be more often uninsured than
those living in metropolitan areas and more likely to report
that health care costs limit their medical care [29-31];
however, this study indicates that these factors may be
magnified among immigrant populations [32-34]. Although
the ACA holds the promise of making health insurance
accessible for millions of people including 756,000 unin-
sured non-elderly Marylanders, it will not change the
restrictions instituted for recently arrived legal immigrants
and those who are undocumented [17, 35]. This study
indicates that immigrants, especially those who are undoc-
umented, continue to face affordability barriers and are
dependent on local safety net providers even after the ACA
has been fully implemented in Maryland. More research is
critically needed to understand the impact of ACA on rural
health services and rural immigrant populations.

Third, the current study found that poor quality inter-
pretation services complicates access to care for Spanish
and Haitian Creole-speaking populations. Previous
research has documented that language barriers severely
hinder access to health care, impede quality of care, and
negatively affect the health outcomes of those with limited
English proficiency, and that the availability of profes-
sional interpreters and bilingual providers can have a
positive effect on the quality of care and health outcomes
of those with limited English proficiency [36-38]. Even
though previous research has documented that gaps in
language services exist in health care settings despite fed-
eral policy requiring equal access for those with limited
English proficiency [10], this study finds that this may be
particularly an issue in rural health settings which have far
fewer resources for such services. State and local entities
could help ease the burden of rural health care systems by
including language assistance services as a covered benefit,
hiring more bilingual staff, and promoting patient aware-
ness of available interpretation resources.

Finally, participants were united in their belief that non-
citizenship status was a barrier for many because of
restrictive policies that prevented immigrants from quali-
fying for aid or insurance. Although participants indicated
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that fear of deportation was a constant worry for undocu-
mented immigrants, no one told us that this fear prevented
these individuals from seeking out health services when
needed. This is surprising given the ample literature that
has substantiated undocumented immigrants’ unwilling-
ness and inability to access care due to fear of deportation
and anti-immigration policies [39-46].

This is the first study to examine perceived barriers to
access to care for Latino and Haitian immigrants on
Maryland’s Eastern Shore. A major strength of this paper is
that it attends to the increasing growth of immigrant pop-
ulations from both Latin America and Haiti in new
receiving rural regions, and contributes to the understand-
ing of how rural providers and immigrants respond to
multiple challenges in the provision of health care. Con-
sidering immigrant health in new receiving rural regions is
critical to understanding the local impacts of public poli-
cies related to immigration and health care access.

This study focused on perspectives from a purposive
sample of providers and immigrants on the Eastern Shore.
Results should not be generalized to other populations and
findings may not be representative of the views of provi-
ders and immigrants in other locations. Hispanic/Latino
women also constituted the majority of our provider and
immigrant participant samples. Whereas this overrepre-
sentation is reflective of immigrants’ greater comfort with
using language and culturally concordant providers and
observed patterns of health care utilization respectively
[47, 48], health care access barriers were consistent across
racial/ethnic and gender groups in both samples. In addi-
tion, we did not systematically collect other sociodemo-
graphic information such as length of time for immigrant
participants in the United States and in the local area,
educational attainment, and availability of social support,
and length of employment for providers. The collection of
such variables may have further supported our analyses and
future investigations examining access to health care in
new receiving rural communities should include this data.

Despite these limitations, this research has considerable
implications for understanding immigrant health in new
receiving rural regions. Lack of health care resources and a
growing influx of immigrant populations is experienced by
many rural regions across the United States. It is imperative
that future research comprehensively address chronic and new
challenges faced by rural health care systems and residents.
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