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Abstract: Asian immigrants in the U.S. are far less likely to have health insurance or use
health care services than both U.S.-born Asians and non-Hispanic Whites. Furthermore,
Asian immigrants who access the U.S. health care system are less likely than non-Hispanic
Whites to receive high-quality services. This paper reviews four barriers faced by Asian
immigrants to participating in the U.S. health care system fully: (1) linguistic discordance
between providers and patients; (2) health-related beliefs and cultural incompetency of
health systems; (3) issues related to accessing health services; and (4) discrimination in the
health care system. Interventions to improve the health of Asian immigrants must address
barriers experienced at multiple levels, including those that occur interpersonally and
institutionally, as well as broader societal factors that affect health care access and quality.
Key words: Asian American, immigrant, health care access, health beliefs, discrimination,
linguistic barriers.

T

he Asian population in the U.S. has experienced tremendous growth in recent
decades. Between 2000 and 2010 alone, the Asian population grew from 10.2
million to 14.7 million, representing a growth rate of 43%.1 Aside from the American
Hispanic population, which grew at a similar rate between 2000 and 2010, Asians are
the fastest-growing racial/ethnic group in the United States.1 Asian immigrants are
also highly diverse, representing almost 50 nationalities, with most immigrants arriving from India, China, Vietnam, the Philippines, and Korea.2 Furthermore, the Asian
American population predominantly consists of immigrants, with just over 66% being
foreign-born.1–3 At least 30% of each Asian ancestry group living in the U.S. is foreignborn, ranging from 39.7% of Japanese Americans to 84.2% of Malay Americans.3 While
a majority of the Asian immigrant population has settled on the West Coast, Asian
immigrants of many national ancestries can be found in all 50 U.S. states.2
Asian Americans are often perceived by the general public to be socioeconomically successful, upwardly mobile, and unaffected by crime and dependence on social
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programs, commonly referred to as the model minority myth.4 While on aggregate,
Asians have the highest median household income of any racial/ethnic group, and the
percentage living below the federal poverty threshold only narrowly exceeds that of
non-Hispanic Whites (12.5% vs. 12.3%),5 these broad observations ignore considerable
heterogeneity within the Asian American population. For example, while less than 6%
of Filipino-Americans and less than 9% of Japanese-Americans were living below the
federal poverty threshold by 2010, over 19% and over 28% of the mostly immigrant
Cambodian and Hmong populations were living in poverty.6 Although over 50% of
Asians in the U.S. have earned at least a bachelor’s degree, this ranges from a high of
70.7% of Asian Indians to 26.3% of Vietnamese and 14.4% of Hmong residents.3 While
the reasons for these trends are undoubtedly complex, Southeast Asian immigrants are
more likely to be refugees with few resources in their home countries and little social
support in the United States. In comparison, immigrants from more developed Asian
nations tend to arrive with more education and wealth, and consequently join more
established and prosperous immigrant communities.7
Although Asian Americans overall tend to report better health than other racial/
ethnic groups in the U.S.,8 these aggregated statistics also obscure considerable heterogeneity within broad racial classifications. In addition to the socioeconomic diversity
of the Asian American population, studies have consistently pointed to differences in
health that are patterned along immigration-related factors.7,9,10 Asian immigrants in
general have been found to have better health than their U.S.-born counterparts, despite
often having worse socioeconomic circumstances and less access to health resources—a
phenomenon sometimes referred to as the healthy immigrant effect.9 Various explanations have been posited to explain this somewhat counterintuitive observation, which
may be an artifact of the selection of healthier, younger, and more robust segments of
the sending population; for example, back-migration to countries of origin of those
who are less healthy, as well as theories around the maintenance of relatively healthier
behaviors that are culturally more salient or normative among immigrants.11–17 However, despite research indicating that Asian immigrants may be healthier than those
who are U.S.-born, there is a growing body of evidence suggesting that (1) some Asian
immigrant groups arrive with health considerations that are more prevalent than in the
general U.S. population; and (2) that upon moving to the U.S., immigrants experience
a decline in health that cannot be attributed solely to increasing age.9,11,18 Hepatitis B,
a viral infection affecting the liver, is particularly common in immigrants arriving
from Asia.19–21 Tuberculosis, another serious infectious disease, is also common among
Asian immigrants, especially refugees.22 Asian immigrants may also be at higher risk
for osteoporosis, stomach cancer, and, in connection with Hepatitis B, liver cancer.23,24
The high prevalence of these conditions within the Asian immigrant community is
compounded by higher rates of uninsurance and lower rates of health service utilization compared to both U.S.-born Asians and non-Hispanic Whites.25–27 While around
15% of non-Hispanic Whites in the United States lack health insurance, almost 30% of
non-citizen Asians are uninsured.28 As many studies have confirmed, being uninsured
is directly associated with a decrease in access to health services of all kinds.29–32
Furthermore, several studies have found that health advantages associated with
immigrant status deteriorate with increasing duration in the United States.8–10,33,34 This
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phenomenon appears to be related to acculturation, defined by Redfield and colleagues
as the changes to cultural patterns that occur with continuous contact to groups of
another culture.35 While measurement of the acculturation of immigrant groups in the
U.S. is not uniform across the literature, it often involves variables relating to the length
of stay in the country and the proficiency of the English language.36 Some researchers
have suggested that protective cultural factors of many immigrant groups, including
social and familial support, and norms around healthy diet and taboos against damaging behaviors, gradually erode with increased acculturation to U.S. lifestyles.8,11,37–40
Supporting this hypothesis, analysis of the California Health Interview Study found
that foreign-born Asians who interviewed in English more closely resembled U.S.-born
Asians on demographic, health status, and health behavior variables than did foreignborn Asians who interviewed in other languages.41 In addition, other studies suggest
that greater duration of stay in the U.S. among Asian immigrants may be associated
with greater exposure to various sources of psychosocial stress, including acculturative
stressors arising from adjustment to a new culture, the experience of racial discrimination, and linguistic barriers.42–44 Together, these studies conclude that despite overall
better health status upon arrival to the U.S., Asian immigrants collectively experience
a downward trajectory in health as they adapt to life in the U.S.
Given the particular health needs of Asian immigrants in the U.S., there is a need
to investigate barriers to health care access as well as the quality of care experienced by
this population. In light of the heterogeneity of the Asian immigrant population—in
socioeconomic, ethnic, as well as specific health domains—there is a need for a more
nuanced approach to addressing the health care needs of these communities that goes
beyond the illusion of the model minority. Notably, Asian Americans are one of the
least likely population groups to register for public services for which they are eligible.45
Additionally, Asian Americans are less likely to be enrolled in health insurance or use
formal health services than non-Hispanic Whites, and these rates are even lower for
immigrants.25–26 To protect the health of the Asian immigrant population, it is imperative to investigate the barriers faced within this population to accessing and receiving
quality treatment in the U.S. health care system.

Methods
Traditional methods were used to conduct our review, in which we initially performed
a search for specific key words relevant to Asian American immigrant health, conducted supplementary searches on specific themes that emerged in the literature, and
then incorporated additional articles recommended by experts in the field of Asian
American health. Databases used to perform the initial searches were PubMed and
Web of Science, and the search terms were “Asian American health,” “Asian immigrant
health,” “barriers to health care,” “Asian culture and health,” “discrimination and health
care,” “immigrant health insurance,” “language and health,” “healthy immigrant effect,”
and “acculturation and health.” Articles describing trends in countries other than the
United States were excluded, as were all articles written in languages other than English
or published before 1980 and after April 2011. Searches involving combinations of the
above key words and related terms continued until the authors believed that saturation
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of content had been achieved. At that stage, no other articles providing new information
pertaining to Asian immigrant experiences of the U.S. health care system were found.
Articles were then coded based on their key findings and analyzed based on common
themes that emerged during this process.
Due to the traditional rather than systematic methods used in this review, the authors
acknowledge the possibility that selection bias may have affected the articles discussed
in this paper. However, while this more purposive strategy to conduct a literature review
has the potential to bias the scope of the literature examined and the subsequent conclusions that are drawn, the narrative synthesis method is considered appropriate for
the purpose of summarizing, synthesizing, drawing insight from the collective body
of work, and positing additional directions particularly when research on a topic is
limited.46,47 The information presented in this review represents an overview of the
salient barriers faced by Asian immigrants of all cultures and national origins to full
participation in the United States health care system. Four main themes emerged from
the literature with respect to health care access and quality among Asian immigrants:
access to health services; linguistic discordance and health communication between
patient and provider; health-related beliefs of patients and cultural incompetency of
health systems; and perceived discrimination in the health care setting.

Access to Health Care Services
At the institutional and societal levels, Asian immigrants experience a multitude of
access barriers that preclude full participation in the U.S. health care system. Despite
the stereotype of being a model minority, Asian Americans are more likely to lack
health insurance than White Americans. Data from the Census Bureau’s 2011 Current Population Survey estimated that 18.1% of Asian Americans were uninsured
versus 11.7% of non-Hispanic Whites.28 Furthermore, 20.8% of Asian immigrants
were uninsured, including 27% of non-citizens.28 Additionally, an analysis of National
Health Interview Survey data indicated that Asian immigrant children are three times
more likely than Asian children born in the U.S. to be uninsured.26 Considering that
Asian American children are three times less likely to be insured than White children,
the disparity between White children and Asian immigrant children is considerably
larger.48 As stated previously, being uninsured is strongly related to decreased access
to both routine and acute health services for children and adults.29–32 Uninsured Asian
immigrant children are eight times more likely to go without a regular source of care
than those with health insurance, and they are also half as likely to have a physical exam
over a two-year period.26 Lack of contact with health care providers might lead to the
oversight of standard vaccinations and screenings, both of which might conceivably
endanger these children and their peers. A similar correlation exists between lack of
health insurance and clinical service use among Asian immigrant adults. For example,
uninsured Asian immigrant women in the California Health Interview Survey were less
likely to receive routine cancer screenings than both Hispanic and White immigrant
women.27 Additionally, regardless of insurance status, Asian immigrants are more likely
than American-born Asians to lack a usual source of medical care, and this difference
is even more pronounced among immigrants who have lived in the U.S. for less than
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10 years.7 Similarly, Asians are more likely than non-Hispanic Whites to receive usual
care in the emergency room rather than in a primary care office.49,50
Aside from health insurance access, other studies have suggested that acculturation,
or the adjustment to American culture and norms, may be associated with increased
service use regardless of insurance status. Uninsured immigrant women who had been
living in the U.S. for longer than 10 years were more likely to receive Pap smears and
mammograms than uninsured immigrant women who had been living in the United
States for less than 10 years.51 While this finding was for all immigrants, including Hispanic, Asian, and non-Hispanic White immigrant women, results were consistent among
all racial and ethnic groups included in the analysis. However, increased acculturation
and health service use is not necessarily correlated with better health. A study by Lee
et al. found that self-reported health among immigrants of various races declined with
an increased duration of stay in the United States. Furthermore, immigrants with no
access to health insurance reported poorer health and used fewer preventive health
services than their insured peers.52 These results suggest that while health insurance
alone does not lead to positive health outcomes for immigrants, increasing coverage
may somewhat mitigate a downward assimilation in health.
In 1996, President Clinton signed the Personal Responsibility and Work Opportunity
Reconciliation Act (PRWORA) into law. The PRWORA, which has been commonly
called welfare reform since before its passage, not only restructured how federal cash
assistance is distributed, but also dramatically affected immigrants’ access to public
health insurance. Under the new law, immigrants would still be granted necessary
emergency care under the Emergency Medical Treatment and Active Labor Act of
1986 (EMTALA), but most would only be eligible for the Medicaid program after
they had been lawful permanent residents of the United States for at least five years.
Exempt from the five-year barrier were certain refugees, battered women, and asylees. 53
Nonetheless, the five-year barrier was purportedly enacted to deter immigration to the
United States by populations in need of social assistance.54 Little research on the effect
of the PRWORA on immigrant health insurance access has been conducted. However,
one study found almost no adverse effect on access, though most of the study sample
had been legal permanent residents before the PRWORA was enacted.55 Nevertheless,
a significant drop in Asian immigrant participation in Medicaid was observed in the
mid-1990s, though this may be attributed to a combined effect of PRWORA and an
economic boom.25 Furthermore, some of the most vulnerable Asian immigrants are
refugees from Southeast Asia, and this group would have been unaffected by the passage of the PRWORA.55 Still this population maintains a high uninsurance rate, with
30% of Vietnamese immigrants being uninsured and another 16% to 18% being on
Medicaid.25,56 The data suggest that many Asian immigrants falsely believe that using
publically funded insurance will mar their path to citizenship, which may in part explain
this trend.57 Refugees tend to have the weakest social support system of all immigrants,
and also have fewer advocates to help them take ownership over their health care.58
In addition to the pressure introduced by limited access to health insurance, undocumented immigrants may be more hesitant to utilize health services due to fear of being
reported to immigration authorities. Some states, including California and Arizona,
have considered mandatory reporting of undocumented immigrants by health care
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providers.59,60 Though no proposal has been signed into law, undocumented immigrants
exercise vigilance when accessing public social services. In a study of patients enrolled
in the Los Angeles County Tuberculosis Registry, immigrants who feared being reported
to the authorities were four times more likely to delay seeking treatment for more
than two months.60 Tuberculosis is very common among immigrants from Asia and
also extremely infectious, and policies or attitudes that discourage treatment-seeking
behaviors on the part of Asian immigrants could result in a significant public health
crisis.22,61 A similar issue emerges with HIV; undocumented Asian men in New York
City who are positive for the virus may avoid treatment if they feel that doctors might
report them.62 Though it is unclear how often this phenomenon occurs, it remains a
plausible concern for some Asian immigrants in need of health services.
Linguistic discordance and inadequate health communication. Limited access to
health services constitutes a serious barrier to health care among Asian immigrants on
the institutional and societal levels. However, other barriers existing at the interpersonal
level may also significantly decrease the quality of care received by this population.
The term linguistic discordance in a health care encounter is used for situations where
the patient and practitioner do not comfortably speak the same language, a common
scenario for immigrants of many ethnic origins. Studies have consistently documented
the linguistic barriers that non-native English speakers of all races/ethnicities experience in American health care settings, and the implications of linguistic discordance
for health outcomes and quality of care.63–67 Miscommunication between linguistically
discordant patients and providers has been shown to increase the likelihood of incorrect diagnosis, inappropriate treatment, and even the unnecessary involvement of social
services.63,64 Patients who speak different languages from their doctors are also less
likely to receive education about their health and medications and more likely to be
dissatisfied with their relationships with their doctors.65 Additionally, other studies have
suggested that language barriers in the health care setting can lead to increased use of
diagnostic testing, increased wait times for patients, and may discourage patients from
seeking future health care.66,67 The use of interpreters, however, may mitigate some of
the negative effects of patient-provider linguistic discordance.68,69 While interpreters are
indispensible members of any health care team in a multicultural society, interpreters in
health care facilities are scarce.70 Patients with limited English proficiency may attempt
to use their own linguistic skills or those of family and friends to compensate; however,
these ad hoc interpreters have been found to make serious mistakes, omissions, and
subjective interpretations of vital information compared with formally trained medical
interpreters.70 As a result, a dearth of hospital interpreters could compromise the communication of vital medical information to immigrants with limited English proficiency.
A qualitative analysis of immigrant Asian women by Bauer et al. showed that linguistic barriers in the health care setting can compromise the doctor-patient relationship.
Trouble expressing and articulating health concerns can further distance immigrant
patients and their health care providers, potentially affecting the amount and quality of
health information that is communicated.71 Though interpreters can be of help in these
situations, the experience of conveying information through a third person can also
hinder the development of rapport.71,72 Additionally, an observational study by Green
and colleagues of nearly 3,000 Chinese and Vietnamese immigrant adults supports the
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conclusion that the use of interpreters can reduce the quality of discussions between
doctor and patient. In this study, patients who needed to use an interpreter were more
likely to leave their clinic appointments with unanswered questions about their care
than patients who were able to communicate directly with their doctor in their native
language.73 Among patients who used interpreters, those who rated their interpreters
as “very good” or “excellent” were more likely to be satisfied with their health care visit
than patients who rated their interpreter as “good,” “fair,” or “poor.” The latter group
was also more likely to report that their doctors and nurses did not take sufficient
time to explain health information during the visit.73 These results highlight both the
benefits and disadvantages of interpreter services in health care settings. While the use
of interpreters may interfere with the doctor-patient relationship, well-trained interpreters on staff may be able to increase the quality of health care visits for immigrants.
Despite the imperfect interpreter-patient-doctor arrangement, interpreters do show
promise in helping Asian immigrants understand and adhere to their treatment plans.
Choe and colleagues have found that Vietnamese immigrants who had access to interpreters in health care settings were more likely to be tested for Hepatitis B antibodies.74
These results have been replicated in non-Asian immigrant communities as well. One
study mostly of Spanish-speaking clinical patients enrolled in a large northeastern HMO
found that the introduction of interpreter services in the health care setting increased
the number of office visits, filled prescriptions, and rectal screenings performed by a
doctor.72 These findings provide evidence for increasing the availability of interpreters
as a means to improve access to a full range of health care services for immigrants.
Together, these studies demonstrate that interpreter use may lessen linguistic barriers
in the clinical encounter and facilitate service use among Asian immigrants.
Still, logistic issues and financial constraints impede immigrants’ access to vital interpreter services. Title VI of the Civil Rights Act mandates that all patients who speak
limited English are afforded the right to an interpreter in the medical setting.70 However,
budget shortfalls in many hospitals, especially public facilities, have led to decreases in
the availability of professionally trained interpreters to interact with patients.70 These
challenges are pronounced among Asian immigrants given that there are a great many
Asian languages and dialects. Patients belonging to ethnic communities with less
representation in the U.S., as well as those who live in geographic areas with smaller
numbers of particular ethnic groups, are conceivably even less likely to be connected
with an interpreter that can assist in a health care setting. Most health insurers do not
reimburse for interpreter services, making their use financially unsustainable.75 Even
when interpreters are available for patient exams, they rarely have time to help patients
prepare for discharge, make follow-up appointments, or arrange for transportation.76
These issues decrease the likelihood that chronic conditions are regularly monitored,
that prescriptions are filled, and follow-up health concerns are addressed.
In addition to the barriers to complete health care that arise from linguistic discordance, Asian immigrants may be accustomed to an understanding of the power
dynamics of a doctor-patient relationship that differs from that assumed in most U.S.
health care settings. In the United States, the doctor-patient relationship is evolving
from a paternalistic, doctor-centered relationship to a more consumer-driven, patientcentered, and egalitarian arrangement in which patients have taken more control over
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their own medical decisions.77,78 In contrast, Asian cultures often see the doctor-patient
relationship as hierarchical, with an emphasis on deference to the doctor’s decisions and
expertise.78,79 While a caring doctor with a sense of responsibility toward the patient is
perceived as an important component of the doctor-patient relationship, patients from
Asia may not take an active role in their health care to the same degree as patients in the
U.S.78,80,81 This patient-participation characteristic of American health care culture may
be a new experience for many Asian immigrants, potentially compromising effective
health communication to this population. For example, Asian immigrant patients may
be more likely to expect physicians to be authoritative in treatment decisions and in
providing detailed instructions regarding care.82 A study of Asian breast cancer patients
found that participants reported being dissatisfied with non-specific recommendations
on diet and physical activity, and also that they expected more explicit guidelines from
their doctors.82 These observations suggest that efforts to increase familiarity regarding
beliefs about the perceived role of doctors, in addition to certain traditional practices
as well as treatment methods, may promote the provision of more culturally competent care and improve the delivery of health services to Asian immigrant populations.
Health-related beliefs and cultural incompetency of health systems. Several
researchers have speculated that a gravitation of Asian immigrants towards more
familiar Eastern medicine may impede full participation in the mainstream U.S.
health care system, another potential interpersonal barrier to health care in the United
States.57,58,83–85 Various common beliefs and cultural practices held by immigrants from
Asian countries may be the first resort for healing rather than mainstream medical care
for some groups. Some of these practices, which are intended to restore the balance
of natural energy in the body, are perceived as being questionable to most Westerntrained physicians. For example, cupping, a technique practiced in numerous East Asian
countries, involves placing a hot cup on an area of the body that may be a source of
energy imbalance.58,76,86,87 The tightening of the skin around the cup is intended to suck
out “the wind,” or phong, that was causing the particular ailment. Another practice
that is common within most East Asian traditions, called coin rubbing, is believed to
draw out toxins through the skin by rubbing a small object such as a coin along the
back or a limb.84,88,89 Both cupping and coin rubbing are generally harmless, though
the marks they leave may startle the inexperienced physician. To Western clinicians,
rashes, bruises, and other red marks from these practices can appear to be skin infections or the result of physical abuse.58,83 A limited understanding or awareness of these
practices could delay doctors in making an accurate diagnosis, or lead to unnecessary
referrals to social services.
Another traditional belief that may clash with conventional Western medical practice
is the perception of the role of blood held in some Asian cultures. Blood is considered
a source of nonrenewable vital energy, which coincides with the belief that illness can
be caused be an imbalance of bodily energy or an excess of phong.83 As a result, some
immigrants who are unfamiliar with the U.S. medical system may resist giving blood
for testing.83 Additionally, the widespread use of ginseng among several Asian cultures
has raised a flag for medical professionals treating older patients. While ginseng has
largely been deemed safe, some neurological symptoms have been associated with the
herb, and it is known to interact with some medicines prescribed for heart disease.83,90
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American medical culture views routine check-ups, screens, and tests as part of a
normal clinical regimen for even the healthiest of patients. However, several studies
have pointed that Asian immigrants are unlikely to seek medical care in the U.S. until
being symptomatic. A survey of almost 5,000 Chinese, Filipino, Korean, and Vietnamese Americans living in the U.S. found that even when access to care was accounted
for, foreign-born Asians were less likely to receive general preventive services such as
colonoscopies, mammograms, and Pap smears than non-Hispanic Whites.57 Furthermore, immigrant participants reported believing that visiting the doctor is unnecessary
when symptoms of illness are not present.57,85 Given the unfamiliarity and complexity
of the health care system, new immigrants may be reluctant to seek out medical care
unless absolutely necessary.58,62 Additionally, health care practitioners should be aware
of common social barriers that may preclude Asian immigrants’ willingness to seek
treatment or their ability to manage a chronic illness.
There is also some evidence suggesting the need to integrate an educational component in the clinical encounter for some subgroups. A focus group of undocumented
Asian men in New York City revealed that immigrant communities may avoid HIV
positive community members, fearing that they will contract the disease through casual
interactions.62 Similarly, a cohort of Korean immigrants in the Seattle-Tacoma area
believed that Hepatitis B could be spread through very commonplace behaviors like
sharing serving utensils.91 Inaccurate information and misperceptions about disease
risk factors held by some subgroups of Asian immigrants may be addressed through
increased health education efforts that are linguistically and culturally appropriate.
Social stigma of certain medical conditions may also pose a barrier to Asian immigrants who are seeking care in the U.S. A qualitative study of HIV-positive Asian
immigrants in New York City found that there was a widespread belief that Asians and
Pacific Islanders are less susceptible to HIV. Furthermore, much like in mainstream
American culture, HIV was believed to carry a stigma associated with shameful behavior,
including illicit drug use and sexual promiscuity.62 Potential rejection from immigrant
communities may result in non-disclosure of HIV serostatus, and perhaps delays in
formal medical treatment. Having no social support to help navigate the medical system
may also discourage help-seeking behavior.62
A similar stigma in the Asian immigrant community exists for mental health disorders. Across many Asian cultures, mental illness is often viewed as a lack of moral fiber
and a shameful condition for the afflicted and their immediate communities.92–93 An
analysis by Shin and colleagues of 70 Korean immigrants in New York City found that
many immigrants may understand mental health symptoms to be a natural aspect of
moving to a new country and result in prolonging care. While most preferred to keep
their symptoms to themselves, the first line of treatment was typically with the family;
and sharing a mental health condition with others outside the family was considered
undignified. Shin’s analysis also found that those who resorted to professional health
services waited an average of five years between the onset of their symptoms and their
initial appointment. The fear of being labeled as mentally ill may postpone necessary
treatment, perhaps putting sufferers at risk for more serious illness and even death.92 In
support of the stigma theory, an analysis by Abe-Kim and colleagues found that mental
health service use is lower among Asians than among non-Hispanic Whites. Further,
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Asian immigrants were far less likely to use mental health services than their Americanborn Asian peers.94 Another study by Atkinson found that greater acculturation among
Asian immigrant college students was directly related to mental health service use. A
mix of factors may be at play to explain this trend, though the authors hypothesized
that acculturation may help to de-stigmatize the use of mental health services.93
Although conflicts between Eastern and Western medical cultures and beliefs about
illness may pose problems for some Asian immigrants in the U.S., other research suggests that these differences may not necessarily result in the rejection of mainstream
care. A survey of over 200 Vietnamese immigrants to the U.S. found that while traditional medicine remains important, it does not preclude Western medical care.83 Survey
respondents reported a widespread belief of phong as a cause of disease and faith in
coin rubbing as the best means to treat a cold (67% and 65%, respectively). Similarly,
48% believed that an imbalance of âm du’o’ng, or hot and cold, can cause illness. Despite
these beliefs, 90% of the respondents believed that Western medical care is more effective than Eastern medical care: seventy-five percent of the sample reported preferring
to see a Western doctor over an Eastern practitioner when ill. Similarly, a survey of
105 Chinese immigrants found that while 94.6% of the sample reported using home
remedies in the two years preceding the survey, 45.3% reported a mix of Western and
Eastern medicine use and 21.3% reported primary use of Western medicine. However,
only 44% of the sample had used Western medical care in the past 12 months, and 32%
and 25.3% had traveled to China or Taiwan for treatment or exclusively used Eastern
methods for treatment, respectively.95 Furthermore, researchers have found that there
is a widespread belief among Asian immigrants of all ethnicities that Western medical care is best for serious, acute issues, while traditional Eastern care with fewer side
effects may be better for chronic care.76,94
Perceived discrimination. Experiences of discrimination may be defined as the
perception of differential treatment on the basis of a trait, characteristic, or membership in a particular social group; its corollary, prejudice, may be defined as pre-existing
beliefs and attitudes. Both discrimination and prejudice continue to be pervasive in the
lives of Asian Americans in a number of domains.96–98 Asian Americans continue to be
victims of racially motivated crimes, experience discrimination in housing, employment, and health care settings, as well as pervasive stereotyping. There is a growing
body of evidence suggesting that experiences of racial discrimination have detrimental
consequences for a range of health outcomes, indirectly (e.g., through its impact on
socioeconomic attainment, or segregation into worse environmental conditions) as
well as directly, as in the case of physical victimization; and also through the effects
of stress on the weathering of biological systems.97–101 For example, a national study of
Asian Americans found a positive relationship between self-reported experiences of
discrimination and several chronic health conditions.102 Importantly, experiences of
discrimination specifically in health care contexts may have detrimental consequences
for both the use and quality of services.
Asian immigrants specifically may experience additional forms of discrimination
in health care, including experiences of discrimination based on language ability and
perceived legal status. An analysis by Lauderdale and colleagues of foreign-born and
US-born Asians living in California found that Asian immigrants were more likely to
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perceive discrimination in health care than non-Hispanic Whites, though U.S.-born
Asians were less likely to perceive discrimination than Whites.103 Asians who spoke
a foreign language were more likely to perceive discrimination, regardless of nativity,
and while having private health insurance was protective, this was only true for nonimmigrants. Most respondents who perceived being discriminated against in getting
health care believed that they would have received better care had they belonged
to a different racial group.103 Data from the Diabetes Study of Northern California
(DISTANCE) also found that younger age, poorer health literacy, and poorer English
proficiency were positively associated with experiences of health care discrimination
among a diverse group of Asians.104
In the context of the health care system, bias against Asians not only leads to dissatisfaction with practitioners and hospitals, but also influences how this group seeks
medical care. Lee et al. found that not only do Asians perceive more discrimination
in health care than Whites, but also that perceived discrimination is correlated with
having an unmet health care need or a delay in seeking treatment. Furthermore, discrimination on the part of health care providers was found to mediate the relationship
between race and self-reported poor health.105 Given these findings and those of other
studies examining Asian as well as non-Asian racial minority groups, it is plausible that
discrimination experienced within the health care setting can increase vulnerability to
poor health in at least two different ways: (1) Health care practitioners may be less likely
to prescribe clinically indicated treatment if they discriminate against their patients on
the basis of race. Studies of other racial minorities have found that this is a common
phenomenon, with racial minorities being less likely to receive beneficial treatment
and more likely to receive drastic or debilitating treatment, even when controlling for
insurance status.106–108 (2) Discrimination may lead to mistrust of the health care system on the part of patients. Although this sentiment has not been explicitly studied in
Asian populations, it has been well documented in other racial minority groups.109,110
Supporting this hypothesis, however, an analysis of mental health service use among
Chinese Americans found that negative attitudes towards formal care were associated
with the use of traditional medicine and other sources of informal care. Additionally,
Chinese Americans who experienced language-based discrimination were far more
likely to forego formal mental health services.111 These results are consistent with a
similar nationwide study of several Asian ethnic ancestry groups.112

Conclusion
The barriers experienced by Asian immigrants to fully participating in the U.S. health
care system are diverse, revolving around issues of access to health services, the receipt
of quality care during the clinical encounter, and broader societal inequalities that
inform differential treatment. Asian immigrants are less likely to come into contact
with the health care system, being less likely to be eligible for public health insurance
or to purchase private insurance in the individual marketplace. When the health care
system is accessed, linguistic discordance between Asian immigrants and their health
care providers may result in lower levels of patient satisfaction and compromise
health care quality. Furthermore, having no mechanism to coordinate follow up visits,
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health education, or transportation places Asian immigrants who are less proficient
in English at a disadvantage when navigating the health care system. Similarly, culturally incompetent providers are unlikely to understand their patients’ attitudes and
beliefs about illness and expectations in healthcare settings, and this compounds the
difficulty of communicating diagnoses, treatment options, and recommended health
behaviors. Lastly, perceived discrimination in the health care setting may discourage
Asian immigrants from initially seeking care, and discrimination on the part of health
care providers may lead to decreased quality of services. While each of these barriers
alone poses a serious hindrance to obtaining quality health care services, it is important
to recognize their interconnectedness and the fact that all must be addressed to more
effectively improve Asian immigrants’ experiences of U.S. health care.
Exploring the health care barriers faced by Asian immigrants exposes several directions of intervention at many levels of the health care system, and these are summarized
in Box 1. These suggestions are meant to serve as starting points for professionals in
the fields of policy, public health, and medicine as they design interventions to improve
the health care experience of Asian immigrants. First, bridging the health care system
with more traditional Eastern medical care may entail education for health professionals as part of a broader curriculum on providing culturally competent care. Data show
that Asian immigrant patients hold a desire to discuss traditional medicine with their
doctors, though they may feel that doctors will deride alternative health beliefs and
therapies.76 By exposing health professionals to the diversity of traditions and beliefs
held by the US patient population, the health care system can create a culture of sensitivity among health care practitioners. Furthermore, Tervalon and Murray-García
advocate for the use of a bolder cultural sensitivity curriculum, which encourages a
more equalized relationship between doctors and patients of different backgrounds.113
This approach not only addresses sensitivity to cultural differences, but also has the
potential to break the cycle of mistrust and discrimination in the exam room. Next, it
is important to increase the diversity of the health care work force. While interpreters
can provide much needed aid to linguistically and culturally discordant doctors and
patients, doctors may be able to build stronger relationships with patients they can
speak with directly.66 Doctors who speak the same language as their patients may also
be more likely to understand their patients’ customs and beliefs, therefore providing
an opportunity to integrate both Eastern and Western health care regimens.
Limited access to health insurance calls for more continuous health outreach to
Asian immigrant populations. A study including several hundred Vietnamese men in
Seattle, Washington, found that this group sought health information most often from
Vietnamese print and television sources as well as family and friends in the local community.114 Additionally, Vietnamese women in Santa Clara County, California, were
more likely to seek Pap tests and understand key facts about human papillomavirus
(HPV) after exposure to a targeted media education campaign and visits from lay
health workers.115 These efforts suggest that a combination of culturally sensitive care
and active intervention with Asian immigrant communities has the potential to reach
many individuals who may not have access to formal health care. Providing services
directly to an immigrant community in need can also be a mechanism for trust building and education about available health resources.
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Box 1.
BARRIERS TO HEALTH CARE AMONG ASIAN IMMIGRANTS
Barrier
Access to
health services

Implication for
Health Care

Potential
Interventions

Low receipt of
Increase access to
preventive and acute health insurance
health services
Clarify
Poorer self-reported misperceptions
health
about citizenship
status and health
care use
Health outreach
programs for
vulnerable
communities

Linguistic
discordance
and inadequate
health
communication

Less satisfaction
with health care
experiences

Healthrelated beliefs
and cultural
incompetency
of health
systems

Clinician
misunderstanding of
patient health care
preferences

Poor care
coordination

Delayed treatment
seeking
Misperception of
risk for disease

Key Actors
Health care
administrators
Lay health workers
Local, state, and
federal policymakers
Non-profit
organizations
Public health
specialists

Explore sustainable
funding sources for
clinical interpreters

Health care
administrators

Media and
educational
campaigns to
encourage preventive
care use

Health professions
schools

Lay health workers
Expand the use of
Local, state, and
multilingual patient
federal policymakers
navigators, including
lay health workers

Cultural sensitivity
training for health
professions students
and clinicians

Lay health workers
Public health
specialists

Increase the diversity
of the health care
workforce
Perceived
discrimination

Mistrust of the
medical system
Delayed treatment
seeking
Poor quality of care

Cultural sensitivity
training for health
professions students
and clinicians

Health professions
schools
Lay health workers

Public health
Increase the diversity specialists
of the health care
workforce
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On the policy level, hospital interpreter services may be expanded. Currently, hospital interpreters are usually not funded through insurance reimbursement, thus forcing
hospitals and clinics to maintain this service independently. Unfortunately, in times
of financial strain, this type of independently maintained service is often the first to
be reduced. However, interpreters are one of the most vital patient services a health
facility can offer; not only can they assist doctors, nurses, and other practitioners, but
they can help patients coordinate follow-up care, find transportation, and understand
health information. Increasing the availability of interpreters calls for a more robust
and solvent funding mechanism, perhaps through direct reimbursement by patients’
insurance. To account for uninsured patients and patients on Medicaid, additional funding sources could include state, federal, or private agencies. Regardless of the funding
sources, however, it is clear that better access to interpreters could greatly improve the
quality of health care provided to immigrants. Alternatively, coordination of care for
non-English speaking patients could be fulfilled by bilingual patient navigators, who
would not need the specialized training in medical terminology required of hospital
interpreters. Increased use of patient navigators could potentially ease the strain on
interpreters, leaving them more time to work with clinicians in the exam room.
A reassessment of PRWORA may also be necessary to increase health care access
for Asian immigrants. Although fully repealing the immigration components of the
law may be politically untenable, some compromises might be viable, such as allowing
immigrant children and working adults to enroll in Medicaid. The Patient Protection
and Affordable Care Act of 2010 may also improve access by expanding Medicaid
eligibility rules and making it easier to purchase insurance in the private market.116
A number of practical challenges pose limitations to both serving and studying Asian
immigrant populations. First, immigrants from Asia are extremely diverse economically,
culturally, linguistically, and socially. While some immigrants arrive highly educated
with excellent job prospects, others arrive as refugees with little social support. Merely
controlling for demographic variables in a diverse sample may mask unique patterns
within particular ethnic ancestry groups. On the other hand, research on specific
groups may not be generalizable to other populations of different backgrounds. As
little research has been conducted on the barriers to health care experienced by Asian
immigrants from specific ethnic groups, it is difficult to identify the unique health
challenges experienced by these subpopulations. Therefore, it is imperative that more
research be conducted to inform interventions that can be effectively tailored to meet the
needs of different Asian ethnic groups. Second, reaching hidden populations within the
Asian immigrant population, such as those who are undocumented, can be extremely
difficult considering the fear of exposure and possible deportation. Given that these
undocumented immigrants may be among the most vulnerable groups in the Asian
community, services may not be reaching those who need them most. Third, eligibility
for social services varies greatly state to state. While Asian immigrants in California
may have better access to services, this may not be the case in other states where
eligibility criteria are more stringent. As a result, differential access to resources may
place immigrants residing in particular regions of the country at greater disadvantage.
Asian immigrants are faced with a complex network of barriers when accessing the
US health care system. Future interventions and advocacy work should take into account
obstacles to quality care at multiple ecological levels, including those around access,
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enhancing the nature of the clinical encounter, addressing issues related to systemic
discrimination, as well as institutional and social policies that inform barriers to health.
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