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Preface

The health and illness experience of Asian Americans is often disregarded by,
if not invisible to, those outside of this community. Rather, if the health and
illness of Asian Americans are depicted, Asian Americans are often perceived
as a “healthy minority,” similar to the stereotype of the “model minority.”
When the health issues confronting Asian Americans are discussed, conclu-
sions are often based on generalizations that do not consider the diversity of
experiences and economic backgrounds that are distinctive to the 30 different
Asian ethnicities, all grouped under the one rubric of “Asian American”.
There is a common stereotype that Asian Americans rarely, if ever, are
afflicted with cancer, diabetes or other chronic health conditions. Yet this
population confronts numerous health issues, problems of which most of the
American public and many policy makers are unaware.

Viewed as a uniformly successful group, Asian Americans are typically
assumed to have few social problems or concerns, including medical.
Although many ethnic Asians have achieved some successes within American
society, many others live in poverty, crowded conditions, and are deprived of
even basic health care and other important services. Sixty percent of Asian
Americans are foreign-born, so they face various issues and challenges unfa-
miliar to non-immigrants. Language barriers and cultural differences often
affect health care access and the quality of health care received.

The editors of this handbook have been teaching and conducting research
on Asian Americans and health for two decades. As such, we are too aware of
the difficulty in finding comprehensive, readily available, and accessible
scholarship that addresses the number of health issues confronting this
American subpopulation today. We present the most current work on the sta-
tus of health and Asian Americans, providing a broad examination of the
various critical issues facing this community. It is presented as to be accessi-
ble for students, educators, researchers, and practitioners.

Leading Asian American health experts in fields such as nursing, psychol-
ogy, medicine, public health, sociology, ethnic studies, and Asian American
studies contributed to various chapters. The thematic sections were devel-
oped through a thorough review of the different contemporary health issues
and concerns in the Asian American community. The thematic sections are:
* FEthnicity and Health
* Social Determinants of Health
e Confronting Critical Health Issues

vii
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e Health Care Delivery
* Social Movements and Health

In this volume, Asian Americans as a whole are explored as well as issues
impacting various ethnic groups within the community. The first section
examines how immigration history, culture, structure and society have
impacted the health of various Asian Americans and how many concerns
remain salient. We acknowledge the needs of the largest populations within
Asian America — those subgroups who have been in the United States over
two centuries and ethnic groups numbering over one million in the U.S.
In these chapters, we’ve included changing demographics and key health
issues confronting these groups. We also acknowledge smaller subgroups
who have shorter histories, generally numbering less than one million in
number. We have included chapters focused on these emerging subpopula-
tions among South Asians and Southeast Asian Americans.

In addition, the second section of this volume key social determinants of
health and well-being, by exploring the critical health issues facing Asian
Americans. The top eight health and wellness issues impacting morbidity and
mortality among Asian Americans are the primary focus of this volume. These
chapters provide a general overview to specific illnesses and diseases and the
various social and cultural challenges associated with treatment, management,
and prevention, as well as providing recommendations for future research.

In a third section, this book examines inequality and disparities that Asian
Americans face associated with health care delivery. Finally, this book chroni-
cles past and current health social movements including the work of extraordi-
nary grassroots advocates, Ted Fang, Jonathan Leong and Susan M. Shinagawa,
who have addressed issues in hepatitis B, bone marrow donor donation and
cancer survivorship within the Asian American community.

Each chapter begins with a case study or example of the issue presented.
Next, a broad contemporary and sometimes historical overview of the main
topic is offered. This is followed by issue-specific discussions of challenges
and future directions. The 31 chapters include background information, chal-
lenges to health care, and the prospects and outlooks for each of the issues.
When relevant, the chapters describe how gender, class, immigrant status,
and regionalism impact the different issues. Our goal for this book is that it
will contribute to literature on Asian American health but also challenge
existing stereotypes and assumptions that are often so prevalent about Asian
Americans and the well-being of their human bodies.

San Francisco, CA, USA Grace J. Yoo
San Francisco, CA, USA Mai-Nhung Le
Azusa, CA, USA Alan Y. Oda
Acknowledgements
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Ethnicity and Health

Fang Gong and David T. Takeuchi

Introduction

It has demonstrated repeatedly that socially
disadvantaged and marginalized racial and eth-
nic groups are more likely to suffer from poorer
health than groups who have distinct eco-
nomic, social, and political resource advantages
(Williams & Sternthal, 2010). Despite such well-
documented trends, patterns of health disparities
between Asian Americans and Whites as well as
disparities within Asian subgroups remain less
clear and underexplored. With the fast growth of
the Asian American population, it is both surpris-
ing and problematic that the health within Asian
American communities is not better understood.
Along with White, Black or African American,
American Indian or Alaska Native, and Pacific
Islander, Asian American is one of the major
racial categories included in the 2010 U.S. Census
(U.S. Census Bureau, 2010c). The Asian popula-
tion in the United States is growing at a rapid rate.
The most recent census estimates show that there
are 15.5 million Asian Americans, comprising
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5% of the total population. It had grown 2.7%
between 2007 and 2008, the highest of any other
group. It is projected that between 2008 and 2050,
ethnic Asian residents will almost triple, reaching
40.6 million people (or 9% of the total popula-
tion) in the United States (U.S. Census Bureau,
2010b).

The rapid growth is largely due to immigra-
tion. Recent census estimates indicate that immi-
grants from Asian countries have accounted for
over a quarter of immigrants in the United States
since 1990s (Grieco, 2010). Such rapid increase
of Asians, particularly immigrants, will exert a
strong influence on health policies and profiles of
the United States.

The Asian American population is exceedingly
heterogeneous, encompassing a diversity of eth-
nic groups. Chinese are the biggest subgroup, fol-
lowed by Filipinos, Indians, Vietnamese, Koreans,
and Japanese. Additionally, there are other
significant subgroups, including Cambodian/
Khmer, Pakistanis, Laotians, Hmong, Thais, and
Bangladeshi (U.S. Census Bureau, 2010a). The
extreme diversity presents a tremendous chal-
lenge for researchers to investigate health dispar-
ities both within the Asian American population
and across Asians and other racial/ethnic groups.
Accordingly, the research on Asian Americans
and health has been underdeveloped at best.

The present chapter reviews existing literature
and highlights the relationship between ethnicity
and health among Asian Americans. We begin
the chapter by defining several terms and
theoretical perspectives that are important to

DOI 10.1007/978-1-4614-2227-3_1, © Springer Science+Business Media, LLC 2013



understand ethnicity and health. Next, we review
current literature on patterns of physical and
mental health among Asian ethnic groups. We
conclude the chapter with recommendations for
future directions.

Terms and Definitions

When studying ethnicity and health, it is of fore-
most importance to distinguish between race and
ethnicity. Whereas race and ethnicity are often
used interchangeably, they are two overlapping,
yet distinct concepts. Race refers to “groups of
people with shared biological traits that are often
reflected by phenotype as a marker or some
underlying shared genetic attribute” (Boykin &
Williams, 2010, p. 322). Ethnicity is a broader
term, including common ancestry and character-
istics of groups such as culture, language, reli-
gion, physical traits and other factors (Boykin &
Williams, 2010). One defining characteristic that
distinguishes ethnicity from race is culture.
Members of an ethnic group have common cul-
tural origin and share norms, values, attitudes and
behaviors that are typical of the ethnic group.

A major debate in the race/ethnicity literature
considers whether race as a construct is still
meaningful. Historically, race was regarded to
reflect underlying genetic homogeneity. Yet
recent analysis of DNA and genetics demon-
strates that conventional ‘“racial” groups only
account for 6% of the human genetic variations
whereas the other 94% exists within so-called
racial groups (Williams & Harris-Reid, 1999).
Such evidence suggests that race, rather than a
genetic category, is instead socially constructed.
Given the controversy, some anthropologists have
lobbied to phase out data collection on race and
urged to collect data on ethnicity only (Omi,
2001). Although this argument is undoubtedly
contentious, it implies the importance of ethnic-
ity research.

The ethnicity-oriented race theory provides an
integrative framework linking both race and eth-
nicity. The perspective views race as a collection
of identities that are culturally grounded, high-
lighting the importance of cultural factors and

F. Gong and D.T. Takeuchi

variations among ethnic groups within a single
racial category (Winant, 2000). A key construct
within this theoretical framework is ethnic iden-
tity, which refers to “the sharing of cultural heri-
tage, a sense of social relatedness, and symbolic
cultural ties” (Sodowsky, Kwan, & Pannu, 1995).
It is often measured using multidimensional com-
ponents including ethnic identification, sense of
belonging to one’s ethnic group, ethnic pride/
hatred toward one’s ethnic group, and participa-
tion in ethnic activities (Phinney, 1990).

Prior research on the health and well-being of
Asian Americans has not fully utilized the
ethnicity-oriented race perspective. A review of
recent literature reveals some major gaps in this
line of work, including limited research on Asian
American health and minimal data available on
Asian subgroups.

Ethnicity and Health

There had been a profound lack of research on
Asian American health prior to 2000. Ghosh
(2003) reported that only 0.01% of published
research involved Asian and Pacific Islander
health, among over 5,000 publications in the
MEDLINE database from 1966 to 2000. The
very early work on Asian American health tended
to regard Asian Americans as a “model minority,”
having more favorable health outcomes than
Whites and other racial/ethnic minorities
(Petersen, 1966). Subsequent empirical research
has dispelled the notion of Asian Americans as
universally “healthy, wealthy, and wise;” rather,
Asian Americans are heterogeneous with respect
to health risks (Chen & Hawks, 1995).

Data from the National Center for Health
Statistics (NCHS) showed that compared with
Whites, Asian Americans consistently had lower
mortality rates across multiple indicators of
chronic (heart, cancer, diabetes, and liver dis-
eases) and infectious (pneumonia/influenza, HIV/
AIDS) diseases (Williams, 2001). Such aggregate
data, however, may obscure serious health dis-
parities between ethnic subgroups (Ghosh, 2009).
While the overall percentage of deaths attribut-
able to heart disease was 24.6% for Asian
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Americans and Pacific Islanders in 2004, the
range for different subgroups was from 19.5% in
Vietnamese to 34.6% in Indians (Heron, 2007).
Asian Indians had much higher rate of diabetes
(14.2%) than other Asian ethnic groups which
ranged from 4% for Koreans and 8.9% for Filipinos
(Barnes, Adams, & Powell-Griner, 2008).

The National Latino and Asian American
Study (NLAAS) was one of the first and most
comprehensive studies of the health (especially
mental health) status of Asians and Latinos based
on nationally representative samples (Alegria
et al., 2004). The study surveyed a national sam-
ple of 2,095 Asian adults in 2002 and 2003 from
the following ethnic categories: Chinese,
Filipinos, = Vietnamese, Indians, Koreans,
Japanese, and other Asians.! Figure 1.1 presents
relevant findings on self-rated physical health
and various chronic health conditions obtained
from weighted analyses of the NLAAS data.

The figures demonstrate significant health dis-
parities across ethnic groups. For example, on
average 16% of Asian Americans reported their
physical health as poor or fair, ranging from 8%
among Asian Indians and 24% of Vietnamese
Americans. Nearly 30% of Filipinos and Japanese

'The weighted percentages of each ethnic group are listed
in parentheses: Chinese (28.7%), Filipinos (21.6%),
Vietnamese (12.9%), Indians (8.9%), Koreans (7.0%),
Japanese (7.6%), and other Asians (13.3%).

reported cardiovascular conditions (including
heart attack, stroke, heart disease, high blood
pressure) whereas other Asian ethnic groups had
much lower rates. There was also a huge differ-
ence between Japanese (50%) and Indians (14%)
on respiratory ailments (including hay fever,
asthma, tuberculosis, and other chronic lung dis-
eases such as emphysema and chronic obstruc-
tive pulmonary disease).

Cancer researchers found that many Asian
ethnic groups had higher rates of liver, breast,
cervix and stomach cancers compared to other
American ethnicities, as well as demonstrating
intragroup variations. For example, the stomach
cancer rate for Korean men was 54.6%, more
than doubled the average rate of 20.1% for other
Asian  Americans and Pacific Islanders
(McCracken et al., 2007). Further, Korean
Americans were 57 times more likely to develop
stomach cancer (Miller et al., 1996). The cervical
cancer rate for Vietnamese women was 14%,
much higher than the 8.8% average rate for Asian
and Pacific Islander women (McCracken et al.,
2007). Vietnamese also had high liver cancer
incidence and death rates, approximately seven
times higher than Whites (Miller et al., 1996).
Despite the high prevalence of such cancers like
gastric and liver cancers experienced by some
Asian ethnic subgroups, these distinctions were
excluded from the minority health focus areas in
Healthy People 2010, suggesting that the diverse
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health needs of Asian Americans have yet to be
fully acknowledged (Ghosh, 2009).

There have been important achievements in
the study of Asian American mental health. The
earliest data based on admission rates to mental
hospitals indicated a pattern of underutilization
of services by Chinese, Japanese and Filipinos in
the 1960s and 1970s (Sue & Morishima, 1982).
Later, community studies reviewed ethnic differ-
ences in distress and identified major demo-
graphic (e.g., socioeconomic status, gender,
marital status) and acculturation variables (e.g.,
bicultural strategies) associated with mental
health outcomes among various Asian ethnic
groups (Vega & Rumbaut, 1991). Still, the lack of
representative samples limits the generalizability
of the data.

Takeuchi et al. (1998) has conducted a series of
epidemiological studies to gather information on
the population estimates of rates of psychiatric
disorders among Asian Americans using rigorous
probabilistic sampling strategies. In the 1990s, the
author conducted two large-scale epidemiological
studies on the mental health status of the two larg-
est Asian subgroups, the Chinese American
Psychiatric Epidemiological Study (CAPES)
(N'=1,747) and the Filipino American Community
Epidemiological Study (FACES) (N=2,285).

These two studies collected data on probability
samples of Chinese residing in Los Angeles and
Filipinos in Honolulu and San Francisco respec-
tively. The CAPES showed that the rates of men-
tal health problems for Chinese Americans were
low when compared with the average rates of the
overall U.S. population (Sue, Sue, Sue, &
Takeuchi, 1995; Takeuchi et al., 1998). The data
from FACES was the first comprehensive docu-
mentation about alcohol problems and other health
concerns of Filipino Americans (Gee, Delva, &
Takeuchi, 2007; Gong, Takeuchi, & Agbayani-
Siewert, 2003; Mossakowski, 2003 & 2007).
Although these studies generated valuable data on
specific Asian groups, national data on Asian
Americans were still needed to make broad-level
generalizations and recommendations.

The aforementioned NLAAS represents a
major landmark in Asian American mental health
research, the Asian component of which was
again led by Takeuchi et al. (2007). To date, this
has been the first large-scale national sample of
Asians with wide-ranging measures of psychiat-
ric disorders, service utilization and immigra-
tion factors. Weighted analyses by ethnic groups
illustrated in Fig. 1.2 reveal significant ethnic
differences in self-reported mental health and
prevalence rates of lifetime psychiatric disorders.
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Interestingly, a similar pattern was found for
self-reported mental health as for self-reported
physical health: Chinese subjects had the highest
rate of self-rated poor and fair mental health (15%)
while Indians had the lowest rate (2%). Using the
criteria of the DSM-IV and the ICDI-10, Korean
Americans had more reports of psychiatric disor-
ders than other ethnic groups. The specific data
includes 31% for “any psychiatric disorders,” 21%
for “any depressive disorders,” 15% for “any anxi-
ety disorders,” and 16% for “any substance-abuse
disorders.” However, only 7% of Koreans self-
rated their mental health as poor or fair.

Prior scholarship on Asian American health
has indicated that perceptions of racial and ethnic
discrimination were related to health and well-
being. Gee (2002) reported from the CAPES data
that both self-perceived discrimination and insti-
tutional discrimination (segregation and redlin-
ing) were linked to poor health of Chinese
Americans. Similarly, the FACES data revealed
perceptions of discrimination were associated
with depression among Filipino Americans,
though strong ethnic identity buffered the stress
of discrimination (Mossakowski, 2003).

The NLAAS suggested subgroup differences
in reporting of discrimination. Seventy-five per-
cent of Thais reported that they were never dis-
liked because of their race compared to 30% of
Laotians (Gee & Ro, 2009). Perceptions of dis-
crimination also affect help-seeking behaviors.
Chinese Americans who perceived language dis-
crimination were more likely to use informal
medical services (Spencer & Chen, 2004). A lim-
itation of the discrimination and health research
is that the measure of discrimination does not
always distinguish between racial from ethnic
discrimination. It is important to make this dis-
tinction to fine-tune our understanding of the
relationship between ethnic discrimination and
health.

Future Research Directions

Significant progress has been made in document-
ing Asian ethnic disparities in health, yet much
remains to be done to improve this research.

The most urgent need is to collect data on sub-
groups to more fully reveal the diversity inherent
in this population. Ghosh (2009) recommended
the largest and fastest-growing ethnicities should
be given precedence, as well as the most under-
served and vulnerable groups. Identifying and
investigating health problems salient among spe-
cific Asian ethnic groups is also a priority.

Ethnicity-oriented race theory can serve as a
useful theoretical framework to guide researchers
to study ethnicity and health among Asian
Americans (Winant, 2000). Race and ethnicity
are often deemed as control variables by research-
ers, diminishing some important concerns of
Asian subgroups. The ethnicity-based perspec-
tive reminds health researchers that there are
underlying social and cultural meanings associ-
ated with specific ethnicities, and huge variations
may exist across numerous subgroups that com-
prise a racial category. For example, the expres-
sion of illness may be different among one ethnic
group from another. Some ethnic groups develop
“cultural-bound syndromes” (Brown, Sellers,
Brown, & Jackson, 1999; U.S. Department of
Health and Human Services, 2001). Neurasthenia,
chronic weakness and fatigue experienced by
Chinese Americans and hwa-byung, somatisized
anger and sorrow expressed by Korean Americans
(Agbayani-Siewert, Takeuchi, & Pangan, 1999;
Kleinman, 1986; U.S. Department of Health and
Human Services, 2001) are two syndromes that
are specific to the respective ethnicities.

Cultural factors may also influence self-reports
of health status. The self-rated health reports may
be flawed because of inconsistent response styles
and diverse cultural values held by different sub-
groups (Jylhd, 2009). It is intriguing to note the
discrepancy between low rates of self-rated poor
mental health and the high prevalence rates of
life-time disorders among Korean Americans,
which warrants further investigation. Future
research should examine the important roles that
cultural factors play in determining, expressing,
and reporting health.

More recently, scholars have proposed a
comprehensive approach that focuses on the
“context” to understanding Asian American
health (Islam, Trinh-Shevrin, & Rey, 2009;



Leung & Takeuchi, 2011). Multiple dimensions
such as structural (e.g., social policies), institu-
tional (e.g., workforces and schools), historical
(e.g., immigration, political or social histories),
community and family (e.g., family structures),
geographical (e.g., environment) and cultural (e.g.,
systems of beliefs and practices) are determinants
associated with health behaviors, diseases and
well-being (Islam, Trinh-Shevrin, & Rey, 2009).

This contextual approach sheds useful insights
into the future study of ethnic discrimination and
health. Discrimination experienced by Chinese
Americans may be different from that experi-
enced by Filipino Americans given the different
structural, institutional, historical, geographical
and cultural contexts of these two groups. As a
result, the impact of ethnic discrimination on
health or mechanisms linking discrimination to
health may also be dissimilar.

Research on Asian ethnic groups is needed not
only in different contexts, but also at multiple
levels. Under the guidance of the community-based
participatory research (CBPR), researchers can
engage with local community organizations to
capture the health needs of Asian subgroups and
thus better document ethnic disparities in health.
At the broader level, state and national health
agenda targeting specific Asian ethnic groups and
overseeing organizations are necessary to guide the
study on Asian American health (Ghosh, 2009).

In summary, it is crucially important to inves-
tigate the health of the specific ethnic subgroups
within the Asian population, given the rapid
growth of this population overall. Research and
practice on Asian ethnicity and health requires
collaborative efforts from scholars, practitioners,
and activists in various disciplines (e.g., medi-
cine, social epidemiology, medical sociology,
medical anthropology, and medical psychology)
and across multiple domains (e.g., academia,
medical practice, community advocacy groups,
and local and federal government agencies). Such
cooperative work will lead to the collection of
high-quality subgroup data, the transformation of
data into effective research and policy recom-
mendations, and ultimately the elimination of
ethnic disparities and improvement in health
among Asian Americans.

F. Gong and D.T. Takeuchi

References

Agbayani-Siewert, P., Takeuchi, D. T., & Pangan, R. W.
(1999). Mental illness in a multicultural context. In C.
S. Aneshensel & J. C. Phelan (Eds.), Handbook of the
sociology of mental health (pp. 19-36). New York:
Kluwer Academic/Plenum.

Alegria, M., Takeuchi, D. T., Ganino, G., Duan, N.,
Shrout, P, Meng, X.-L., et al. (2004). Considering con-
text, place, and culture: The national Latino and Asian
American Study. International Journal of Methods in
Psychiatric Research, 13, 208-220.

Barnes, P. M., Adams, P. F., & Powell-Griner, E. (2008).
Health characteristics of the Asian adult population:
United States, 2004—2006. Hyattsville, MD: National
Center for Health Statistics.

Boykin, S. D., & Williams, D. R. (2010). Race, ethnicity,
and health in a global context: Methods and applica-
tions. In A. Steptoe (Ed.), Handbook of behavioral
medicine (pp. 321-339). New York: Springer.

Brown, T. N., Sellers, S. L., Brown, K. T., & Jackson, J. S.
(1999). Race, ethnicity and culture in the sociology of
mental health. In C. S. Aneshensel & J. C. Phelan
(Eds.), Handbook of the sociology of mental health
(pp- 167-182). New York: Kluwer Academic/Plenum.

Chen, M. S., Jr., & Hawks, B. L. (1995). A Debunking of
the myth of healthy Asian Americans and Pacific
Islanders. American Journal of Health Promotion, 9,
261-268.

Gee, G. C. (2002). A multilevel analysis of the relation-
ship between institutional and individual racial dis-
crimination and health status. American Journal of
Public Health, 92, 615-623.

Gee, G. C., Delva, J., & Takeuchi, D. T. (2007).
Relationships between self-reported unfair treatment
and prescription medication use, illicit drug use, and
alcohol dependence among Filipino Americans.
American Journal of Public Health, 97, 933-940.

Gee, G. C., & Ro, A. (2009). Racism and discrimination.
In C. Trinh-Shevrin, N. S. Islam, & M. J. Rey (Eds.),
Asian American communities and health: Context,
research, policy, and action (pp. 364—402). San
Francisco: Jossey-Bass.

Ghosh, C. (2003). Healthy People 2010 and Asian
Americans/Pacific Islanders: Defining a baseline of
information. American Journal of Public Health, 93,
2093-2098.

Ghosh, C. (2009). Asian American health research:
Baseline data and funding. In C. Trinh-Shevrin, N. S.
Islam, & M. J. Rey (Eds.), Asian American communi-
ties and health: Context, research, policy, and action
(pp- 73-103). San Francisco: Jossey-Bass.

Gong, F.,, Takeuchi, D. T., & Agbayani-Siewert, P. (2003).
Acculturation, psychological distress and alcohol use:
Investigating the effects of ethnic identity and religios-
ity. In K. M. Chun, P. B. Organista, & G. Marin (Eds.),
Acculturation: Advances in theory, measurement, and
applied research (pp. 189-206). Washington, DC:
American Psychological Association.



1 Ethnicity and Health

Grieco, E. M. (2010). “Race and Hispanic origin of the
foreign-born population in the United States: 2007.
Retrieved March 18, 2011, from http://www.census.
gov/prod/2010pubs/acs-11.pdf.

Heron, M. (2007). Deaths: Leading causes for 2004.
Hyattsville, MD: National Center for Health Statistics.

Islam, N. S., Trinh-Shevrin, C., & Rey, M. J. (2009).
Toward a contextual understanding of Asian American
health. In C. Trinh-Shevrin, N. S. Islam, & M. J. Rey
(Eds.), Asian American communities and health:
Context, research, policy, and action (pp. 3-22). San
Francisco: Jossey-Bass.

Jylhd, M. (2009). What is self-rated health and why does
it predict mortality? Towards a unified conceptual
model. Social Science & Medicine, 69, 307-316.

Kleinman, A. (1986). Social origins of distress and dis-
ease: Depression, Neurasthenia and pain in the mod-
ern China. New Haven, CT: Yale University Press.

Leung, M. C., & Takeuchi, D. T. (2011). Race, place and
health. In L. M. Burton, S. P. Kemp, M. C. Leung, S. A.
Matthews, & D. T. Takeuchi (Eds.), Communities,
neighborhoods, and health: Expanding the boundaries
of place (pp. 73-88). New York: Springer.

McCracken, M., Olsen, M., Chen, M. S., Jr., Jemal, A.,
Thun, M., Cokkinides, V., et al. (2007). Cancer inci-
dence, mortality, and associated risk factors among
Asian Americans of Chinese, Filipino, Vietnamese,
Korean, and Japanese ethnicities. CA: A Cancer
Journal for Clinicians, 57, 190-205.

Miller, B. A., Kolonel, L. N., Bernstein, L., Young, J. L.,
Swanson, G. M., West, D. W., et al. (1996). Racial/
ethnic patterns of cancer in the United States, 1988—
1992. Bethesda, MD: National Cancer Institute. NIH
Pub. No. 96-4104.

Mossakowski, K. N. (2003). Coping with perceived dis-
crimination: Does ethnic identity protect mental health?
Journal of Health and Social Behavior, 44, 318-333.

Mossakowski, K. N. (2007). Are immigrants healthier?
The case of depression among Filipino Americans.
Social Psychology Quarterly, 70, 290-304.

Omi, M. (2001). The changing meaning of race. In N. J.
Smelser, W. J. Wilson, & F. Mitchell (Eds.), America
becoming: Racial trends and their consequences (Vol.
1, pp. 243-263). Washington, DC: National Academy
Press.

Petersen, W. (1966, January 9). Success story, Japanese-
American style. The New York Times.

Phinney, J. S. (1990). Ethnic identity in adolescents and
adults: Review of research. Psychological Bulletin,
108, 499-514.

Sodowsky, G. R., Kwan, K.-L. K., & Pannu, R. (1995).
Ethnic identity of Asians in the United States. In J. G.
Ponterotto, J. M. Casas, L. A. Suzuki, & C. M.
Alexander (Eds.), Handbook of multicultural counsel-
ing (2nd ed., pp. 123-154). Thousand Oaks, CA:
Sage.

Spencer, M. S., & Chen, J. (2004). Effect of discrimina-
tion on mental health service utilization among Chinese

Americans. American Journal of Public Health, 94,
809-814.

Sue, S., & Morishima, J. K. (1982). The mental health of
Asian Americans: Contemporary issues in identifying
and treating mental problems. San Francisco: Jossey-
Bass.

Sue, S., Sue, D. W,, Sue, L., & Takeuchi, D. T. (1995).
Psychopathology among Asian Americans: A model
minority? Cultural Diversity and Mental Health, 1,
39-51.

Takeuchi, D. T., Chung, R. C.-Y., Lin, K.-M., Shen, H.,
Kuraski, K., Chun, C.-A., et al. (1998). Lifetime and
twelve-month prevalence rates of major depressive epi-
sodes and Dysthymia among Chinese Americans in
Los Angeles. The American Journal of Psychiatry,
155, 1407-1414.

Takeuchi, D. T., Zane, N., Hong, S., Chae, D. H., Gong,
E, Gee, G. C., et al. (2007). Immigration-related fac-
tors and mental disorders among Asian Americans.
American Journal of Public Health, 97, 84-90.

U.S. Census Bureau. (2010a). 2009 American Community
Survey. Retrieved March 18, 2011, from http://fact-
finder.census.gov/home/saff/main.html?_lang=en.

U.S. Census Bureau. (2010b). Asian/Pacific American
Heritage Month: May 2010. Retrieved March 18,
2011, from http://www.census.gov/newsroom/releases/
archives/facts_for_features_special_editions/cb10-
ff07.html

U.S. Census Bureau. (2010c). U.S. census form 2010.
Retrieved March 18, 2011, from http://2010.census.
2ov/2010census/pdf/2010_Questionnaire_Info.pdf.

U.S. Department of Health and Human Services. (2001).
Mental health: Culture, race, and ethnicity-a supple-
ment to mental health: A report of the surgeon general.
Rockville, MD: U.S. Department of Health and Human
Services/Substance Abuse and Mental Health Services
Administration/Center for Mental Health Services.

Vega, W. A., & Rumbaut, R. G. (1991). Ethnic minorities
and mental health. Annual Review of Sociology, 17,
351-383.

Williams, D. R. (2001). Racial variations in adult health
status: Patterns, paradoxes and prospects. In N. J.
Smelser, W. J. Wilson, & F. Mitchell (Eds.), America
becoming: Racial trends and their consequences (Vol.
2, pp. 371-410). Washington, DC: National Academy
Press.

Williams, D. R., & Harris-Reid, M. (1999). Race and
mental health: Emerging patterns and promising
approaches. In A. V. Horwitz & T. L. Scheid (Eds.), A
handbook for the study of mental health: Social con-
texts, theories and systems (pp. 295-314). New York:
Cambridge University Press.

Williams, D. R., & Sternthal, M. (2010). Understanding
racial-ethnic disparities in health: Sociological contri-
butions. Journal of Health and Social Behavior, 51,
S15-S27.

Winant, H. (2000). Race and race theory. Annual Review
of Sociology, 26, 169-185.


http://www.census.gov/prod/2010pubs/acs-11.pdf
http://www.census.gov/prod/2010pubs/acs-11.pdf
http://factfinder.census.gov/home/saff/main.html?_lang=en
http://factfinder.census.gov/home/saff/main.html?_lang=en
http://www.census.gov/newsroom/releases/archives/facts_for_features_special_editions/cb10-ff07.html
http://www.census.gov/newsroom/releases/archives/facts_for_features_special_editions/cb10-ff07.html
http://www.census.gov/newsroom/releases/archives/facts_for_features_special_editions/cb10-ff07.html
http://2010.census.gov/2010census/pdf/2010_Questionnaire_Info.pdf
http://2010.census.gov/2010census/pdf/2010_Questionnaire_Info.pdf

Critical Health Issues Impacting
Asian Indian Americans

Ranjita Misra

Demographics

Asian Indians or Indian Americans are individu-
als of Indian ancestry. They are represented under
the broader classification of Asian Americans
(AA) or Asian American and Pacific Islanders
(AAPI) (Office of Minority Health [OMH], 2006).
Sometimes they are also referred to as South
Asians which denotes people belonging to vari-
ous countries from the Indian subcontinent (India,
Pakistan, Sri Lanka, Bangladesh, and Nepal).
India is the seventh-largest country by geographi-
cal area, the second-most populous country with
1.18 billion people, and the most populous
democracy in the world (Baggett et al., 2009).

Asian Americans are a heterogeneous collec-
tion of over 50 Asian American subgroups, com-
prising 5% (13.9 million) of the U.S. population
(Yagalla, Hoerr, Song, Enas, & Garg, 1996).
According to the U.S. Census Bureau popula-
tion estimate, Asian Americans are the fastest
growing racial/ethnic group and are expected to
reach 22 million by 2050 (212% increase)
(OMH, 2006). Asian Americans, whether they
are immigrants or U.S.- born, represent a diverse
and rich mixture of cultures, languages, beliefs
and practices.
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Immigrant Patterns and Asian Indian
Population in the United States

Currently, Asian Indians comprise 16.4% of the
Asian Americans living in the United States.
Seventy-one percent of them are 18—64 years old,
and 77% are immigrants (Misra et al., 2010).

Most Asian Indian immigrants entered the
United States within the last 30 years, following
the passage of the Immigration Act of 1965 which
allowed increasing numbers of Asian Indians to
enter the United States (Ruy, Young, & Kwak,
2002). A number of Asian Indians immigrated to
the United States via other countries such as the
United Kingdom (where 2% of the population is
of Indian origin), Canada, Mauritius, South
Africa and nations of Southeast Asia such as
Malaysia and Singapore.

Asian Indians are the third largest Asian
American subgroup in the United States, follow-
ing Chinese Americans and Filipino Americans
(U.S. Census Bureau, 2000a). They are also one
of the fastest growing Asian American subgroups.
For example, between 1980 and 1990, the Asian
Indian population in the United States grew by
126% as compared to the 108% growth of all
Asian Americans combined. According to the
U.S. Census Bureau, between 1990 and 2000, the
Indian population in the U.S. grew 130% — 10
times the national average of 13%, and according
to the American Community Survey of the U.S.
Census Bureau, the Asian Indian population
increased from 1,679,000 in 2000 to 2,570,000 in
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2007 with a growth rate of 53%, putting it among
the fastest growing Asian subgroups in the United
States (U.S. Census Bureau, 2000a).

In 2006, legal immigrants to the United States
from all countries totaled 1,266,264, of which
58,072 were from India. Immigration from India
is currently at its highest level in history. It is
noted that between 2000 and 2006, 421,006
Indian immigrants were admitted to the United
States (an increase from 352,278 during the
1990-1999 period) (Misra et al., 2010).

Despite their increasing numbers, current
research on Asian American health does not ade-
quately address the health needs of Asian Indians.
The literature on health behaviors and chronic
diseases indicates an increase in behavioral risk
factors (e.g., consumption of high fat diet and
more animal products, sedentary lifestyle) as well
as biological risk factors (e.g., obesity, hyperten-
sion) for chronic diseases when individuals
migrate to more prosperous countries (South
Asian Public Health Association [SAPHA],
2002). This is true among Japanese and Hispanic
immigrants to the United States. A review of cur-
rent health literature shows that while there has
been a fair amount of research focused on some
groups of immigrants such as the Japanese,
Chinese, and Filipinos, other immigrants, partic-
ularly Asian Indians, have been less studied.
Current national surveys are incapable of assess-
ing preventive health behaviors and disease prev-
alence in specific Asian subpopulations because
multiple ethnic groups are aggregated into the
general category of “Asian and Pacific Islander,”
and because sample sizes of individual Asian
subgroups are small (Misra et al., 2010).

Key Features of this Ethnic Group
Diversity

Asian Indians comprise more distinct and diverse
subgroups than other Asian immigrants originat-
ing from a single nation. This is due to differences
in their primary languages, provincialism, reli-
gious affiliations, and India’s caste system. India
has 14 official languages and Indians come from
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28 different provinces or states. Additionally,
there are at least four distinct racial types and five
major religions represented in this group. This
diversity hinders Asian Indians in forming clus-
ters like the Chinese, Japanese, and Filipinos and
contributes to their lack of social and political vis-
ibility in this country. Furthermore, Asian Indians,
unlike many other Asian and South American
immigrant groups, do not depend highly on local
ethnic networks for financial and/or occupational
support due to their high educational status and
professional careers. Consequently they are geo-
graphically dispersed. This geographic disper-
sion, combined with extreme internal diversities,
does not encourage them to form ethnic clusters
in defined geographic areas as seen among
Chinese and other immigrants (Sharma,
Malarcher, Giles, & Myers, 2004). First genera-
tion Asian Indians tend to retain the distinct lan-
guages, culture, and religious practices of their
subgroups. This tends to inhibit the development
of ethnic solidarity as seen among Chinese,
Japanese, or Filipino immigrants.

Religions

While the majority of Asian Indian immigrants in
the United States are Hindus, there are significant
numbers of Indian Sikhs, Muslims, Christians,
and Jains that enter the country also. As of 2000,
the American Hindu population was approxi-
mately one million. Religious diversity among
Asian Indians is evident in the numerous cultural
and religious associations and organizations that
have been established in the United States by
Hindus, Sikhs, Jains, Buddhists, Muslims,
Christians, Parsis, and Jews from India. The first
Indian religious center to be established in the
U.S. was a Sikh Gurudwaras in Stockton,
California in 1912. However, Asian Indians who
follow the Hindu religion believe themselves to
be quite different from Sikhs from the state of
Punjab. Today there are many Sikh Gurudwaras,
Hindu, Buddhist and Jain temples in all 50 states.
Additionally, many sects such as ISKCON,
Swaminarayan Sampraday, BAPS Swaminarayan
Sanstha, Chinmaya Mission, and Swadhyay
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Pariwar are well established in the United States.
Yoga is practiced and promoted by many Indian
religious leaders. More than 18 million Americans
are now practicing some form of Yoga.

Muslim Indian Americans generally congre-
gate with other South Asian and American
Muslims, including those from Pakistan and
Bangladesh (Nan et al., 1991). The United States
had several immigrant Muslim organizations for
Asian Indians, such as the Indian Muslim Council.
Christians, who comprise approximately 6% of
the Indian population in India, are concentrated in
the states of Kerala and Maharashtra (Goa). Asian
Indian immigrant Christians have several Indian
Christian churches across the United States such
as the Syro-Malabar Catholic Church, Syro-
Malankara Catholic Church, Indian Orthodox
Church, and Church of South India to name a few.
There are also anumber of Asian Indian Christians
who attend mainstream American churches
(Agarwal, Lee, Raju, & Stephen, 2009). The
Federation of Indian American Christian
Organizations of North America (FIACONA)
was formed to represent a network of Indian
Christian Organizations in the United States and
Canada. The Parsi community and Indian Jews
are perhaps the smallest Asian Indian minority
communities in the United States.

Language

India has 14 official languages, and Asian Indians
from different states typically speak different lan-
guages. Hindi is the official national language in
India. According to the Census of India, there are
approximately 90 million Indian English speakers
(as a second or third language) due to the colonial
rule of Britain in India (Misra, Patel, Davies, &
Russo, 2000). With the exception of some families
who communicate primarily in English, as well as
members of the relatively small Anglo—Indian
community numbering less than half a million,
speakers of Indian English use it as a second or
third language, after their indigenous Indian
language(s), such as, Assamese, Oriya, Urdu,
Gujarati, Punjabi, Hindi, Sindhi, Bengali, Kannada,
Telugu, Marathi, Tamil, and Malayalam.

Socioeconomic Status

Education

Asian Indians, along with some other Asian sub-
groups, have among the highest levels of educa-
tional qualifications when compared to other
racial and ethnic groups in the United States. A
national study on Asian Indians in the United
States showed 86% Indians have at least a bach-
elor’s degree compared to 28% nationally and
44% average for all Asian American groups.
Almost 40% of all Asian Indians in the United
States have a master’s, doctorate or other profes-
sional degree, which is five times the national
average (Misra et al., 2010). Among Indian
Americans, 72.3% participate in the U.S. work-
force, of which 57.7% are employed in manage-
rial and professional specialties (Snehalatha,
Viswanathan, & Ramachandran, 2003).

A joint Duke University — University of
California, Berkeley study revealed that Asian
Indian immigrants have founded more engineer-
ing and technology companies from 1995 to 2005
than immigrants from the U.K., China, Taiwan
and Japan combined (Assisi, 2007). Another
study from UC Berkeley reported that one-third
of the engineers in Silicon Valley are of Indian
descent, while 7% of Silicon Valley high-tech
firms are led by Asian Indian CEOs (Saxenian,
1999).

Asian Indians also represent a dispropor-
tionately higher percentage of medical students
and physicians in the United States (OMH,
2006). Ten to twelve percent of medical stu-
dents entering US schools are of Indian origin
(Singh, 2012). According to the American
Association of Physicians of Indian Origin
(AAPIO), there are approximately 50,000
Indian American physicians and about 15,000
medical students/residents of Indian heritage in
this country, making them the largest ethnic
minority of physicians in the United States.
Indian physicians make significant contribu-
tions to health care, not only practicing in inner
cities, rural areas and peripheral communities
but also at top medical schools and other aca-
demic centers in the U.S. (Jonnalagadda &
Diwan, 2002a).
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Income
Asian Indians in the United States tend to be
highly educated professionals, prosperous, and
English speaking. Their mean income level is
25% above the national average, and the median
income is $60,093, compared to $41,110 for non-
Hispanic Whites (Misra et al., 2010). Hence, the
economic power of Asian Indians in the U.S. is
indisputable. Furthermore, 67% of foreign-born
Asian Indians have a college education as com-
pared to 21% of Caucasians. Hence, Asian
Indians are perceived as having good access to
health care. However, there are marked variations
in educational attainment, income, and wealth
among Asian Indians (Misra et al., 2000). Recent
immigrant cohorts comprise both highly-edu-
cated professionals as well as individuals who
lack education and job skills. The latter are mostly
family members of earlier immigrants.
According to the 2000 U.S. Census, Asian
Indian men had “the highest year-round, full-time
median earning ($51,094),” while Asian Indian
women had a median income of $35,173. This
phenomenon has been linked to the “brain drain”
of the Indian intelligence from India. (The trend
of the best and brightest students and profession-
als immigrating to the U.S. and other westernized
countries in order to seek better financial oppor-
tunities is termed ‘brain drain.”) Recently, how-
ever, there has been a drop in immigration of
Indians from India to the U.S. This is generally
attributed to the improving economy of India.
This trend, along with the long history of immi-
gration from India, leads to a growing percentage
of Asian Indians who are second or third gen-
eration. Although the majority of Asian Indians
are professionals (doctors, computer scientists,
academics, etc.), a significant number are busi-
ness owners or involved with the lodging
industry. Indian Americans own 50% of all
economy lodges and 35% of all hotels in the
United States (Dhingra, 2012). In 2002, there
were over 223,000 Asian Indian owned firms in
the U.S., employing more than 610,000 workers,
and generating more than $88 billion in revenue
(Huang & Carrasquillo, 2008).
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Culture

Food

Throughout history, the culture and cuisines of
India have been influenced by other civilizations
such as the Moghuls, the British and now the
Americans (Enas & Senthilkumar, 2001). Asian
Indians have popularized the Asian Indian cui-
sine in the United States, and there are hundreds
of Indian restaurants and eateries nationwide.
Currently, there are many Indian markets and eth-
nic grocery stores in the United States, especially
in cities with a large Asian Indian population
(Raj, Ganganna, & Bowering, 1999). Some of the
biggest Indian markets are in Silicon Valley,
Chicago, New York City, the Philadelphia metro-
politan area, and Edison, New Jersey. Areas with
a significant Indian market presence also include
the Devon Avenue neighborhood in Chicago,
Pioneer Boulevard in the Los Angeles region,
and University Avenue in Berkeley, California.
Other predominantly Indian neighborhoods are
Journal Square in Jersey City, New Jersey,
Jackson Heights in Queens, New York, Hillcroft
Avenue in Houston, Texas and Richardson near
Dallas, Texas. Asian Indians of different religions
observe different dietary laws and codes for fast-
ing and feasting which influence their eating
patterns.

Entertainment

Hindi radio and television stations are available
in areas with high Asian Indian populations.
Several cable and satellite providers offer Asian
Indian channels such as Sony TV, Zee TV, and
Star Plus. Furthermore, many metropolitan areas
with high Asian Indian populations now have
movie theatres specializing in Indian movies pro-
duced by Bollywood (named after Hollywood).
Bollywood is the informal term popularly used
for the Hindi language film industry based in
Mumbai, Maharashtra, India. Since 2000,
Bollywood films are believed to have influenced
musical films in the United States and the
world. The Bollywood film industry has been
credited for the success of individuals such as
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A.R. Rahman, an Indian film composer who
wrote the music for Danny Boyle’s Slumdog
Millionaire (2008) — winner of four Golden
Globes and eight Academy Awards. The influ-
ence of Bollywood music can also be seen in
popular music around the world.

Geographical Concentration

In the United States, the states with the largest
Asian Indian populations, in order, are California,
New York, New Jersey, Texas, and Illinois
(Chandalia, Mohan, Adams-Huet, Deepa, &
Abate, 2008). There are also large Asian Indian
populations in Pennsylvania, Florida, Michigan,
Maryland, Virginia, Georgia, and Ohio. The New
York metropolitan area, consisting of New York
City and adjacent areas within the state of New
York as well as nearby areas within New Jersey,
Connecticut, and Pennsylvania, is home to
approximately 600,000 Asian Indians as of 2009,
comprising by far the largest Asian Indian
population of any metropolitan area in the United
States (Misra et al., 2010). At least 17 Asian
Indian enclaves characterized as “Little India”
have emerged in the New York metropolitan
area.

Other metropolitan areas with large Asian
Indian populations include San Francisco/San
Jose/Oakland, Chicago,Los Angeles, Washington/
Baltimore, Philadelphia, Boston, Detroit,
Houston, Dallas/Ft. Worth, Charlotte, North
Carolina and Atlanta. The town of Edison, New
Jersey (total population 100,499) is 17.5% Asian
Indian — the highest percentage of any municipal-
ity in the United States. The mostly agrarian
Imperial Valley, California near the Mexican bor-
der has a long history of Asian Indians (an esti-
mated 21,000 live in Imperial County, California
alone) since the first arrivals to the California
desert in the early 1900s. The first American Sikh
temples were in the Sacramento (Marysville and
Yuba City) and San Joaquin Valleys (Lodi and
Stockton) to serve the early wave of Sikh Indian
workers arrived there. In contrast with East Asian
Americans, who tend to be concentrated in
California and other areas near the Pacific coast,

Asian Indians are more evenly distributed
throughout the United States (U.S. Census, 2000b).

Established and Emerging Health
Issues

In 2003, the Institute of Medicine (IOM, 2003)
released a report documenting disparities in
access to health care and quality of care that
impact the health and health care of racial/ethnic
minorities as compared with non-Hispanic
Whites (NHWSs). Numerous studies indicate dia-
betes and cardiovascular disease disproportion-
ately affect Asian Indians (Enas & Senthilkumar,
2001; Misra et al., 2010; Mohanty, Woolhandler,
Himmelstein, & Bor, 2005).

Cancer is the leading cause of death for Asian
Indians, followed by heart disease and stroke
(Misra & Vadaparampil, 2004; Misra, Menon,
Vadaparampil, & Belue, 2011). Invasive cancer
among South Asian women is much higher as
compared to other ethnic groups. Among Asian
Indian men, cardiovascular disease (e.g., diseases
of the heart and stroke) is the leading cause of
death; Asian Indian women, however, are afflicted
by cancer significantly more than their male
counterparts. Among Asian Indian men the top
five cancer sites were lung, prostate, pancreas,
leukemia, and liver; for Asian Indian women the
five main cancer sites were breast, lung, colorec-
tum, ovary, and pancreas.

While cancer incidence and mortality are cur-
rently lower among Asian Indians than the U.S.
Caucasian population, with increasing accultura-
tion the cancer rates are expected to increase to
match rates among Americans as has been seen
with other Asian subgroups such as the Japanese
and Chinese (Misra, Rastogi, & Joshi, 2009).

High Risk for Chronic Diseases

The burden of diabetes and cardiovascular dis-
ease among Asian Indians living in the United
States is well documented. For example, Asian
Indians with type II diabetes have five times
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higher risk of cardiovascular disease than the
general U.S. population. Results from the
Diabetes among Indian Americans (DIA) study
show Asian Indian immigrants have a preva-
lence of diabetes and pre-diabetes at 17.4% and
33% - much higher than any other ethnic groups
in the United States (Misra et al., 2010). Asian
Indians are also reported to have high rates of
metabolic syndrome (a clustering of risk factors
for diabetes and cardiovascular disease) and cor-
onary heart disease or coronary artery disease
(CAD) and related complications (Anand et al.,
2000; Balasubramanyam, Rao, Misra, Sekhar, &
Ballantyne, 2008; Chandie Shaw et al., 2002;
Enas et al., 1996; Hughes, Aw, Kuperan, &
Choo, 1997; McKeigue, Ferrie, Pierpoint,
& Marmot, 1993; McKeigue, Pierpoint, Ferrie, &
Marmot, 1992; Misra et al., 2009; Mohanty
etal., 2005; Omar et al., 1985; Ramaiya, Denver,
& Yudkin, 1995; Samanta, Burden, & Jagger,
1991). Insulin resistance is prevalent in Asian
Indian immigrants, despite low rates of obesity
(McKeigue, 1996; McKeigue et al., 1992;
Whincup et al., 2002). In the United States,
Asian Indians have the highest ethnic-specific
prevalence of cardiovascular disease (CVD),
with age-specific mortality two to three times
higher than Caucasians (Enas & Senthilkumar,
2001; Enas et al., 1996; Wild, Laws, Fortmann,
Varady, & Byrne, 1995). Traditional risk factors
such as hypertension, obesity and hypercholes-
terolemia do not account completely for these
high rates. Data from national surveys are limited
due to small sample sizes or aggregation of
ethnic data into a heterogeneous group of “Asian
Americans” or “Asian and Pacific Islanders”
(Mohanty et al., 2005).

The rate of CVD and diabetes among Asian
Indians is among the highest in the world for both
men and women. The relative risk of Coronary
Artery Disease (CAD) mortality is about 1.4 for
Asian Indians compared with the general U.S.
population. Enas and his colleagues (2001)
reported Asian Indians have the highest rate of
heart attacks of any ethnic group in the world.
Similarly, the prevalence of diabetes is strikingly
high in Asian Indian immigrants to the U.S., and
is estimated to be two to three times higher than
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in the general U.S. population. Diabetes may be a
contributing factor in up to 20% of cardiovascu-
lar deaths in Asian Indians. It is unclear why the
CAD rate is so much higher in this population
given that risk factors such as hypertension,
smoking, and obesity are actually less prevalent
than in the Caucasian population. However, many
Asian Indians have abdominal/visceral adiposity
without BMI obesity.

The prevalence of a high triglyceride (TG)/
low density lipoprotein (HDL) pattern in Asian
Indians is also high in both India and in Britain,
and this pattern is associated with excess cardio-
vascular risk. Lipoprotein has been shown to be
an independent risk factor for CAD, and this has
also been reported to be especially prevalent in
Asian Indians. Inactivity, commonly found in
Asian Indians in the U.S., and dietary patterns
that are high in carbohydrates and low in fat,
exacerbate the high TG/low HDL pattern even
further. Paradoxically, vegetarians appear to be
an especially high-risk group because of the high
carbohydrate dietary pattern, and some prelimi-
nary reports suggest an even higher CAD risk in
vegetarians. Healthy diet and regular physical
activity could help control these abnormalities.
These factors warrant further research into dis-
ease prevalence and health behavior patterns of
this high-risk ethnic Asian subgroup.

Mental lliness

While Asian Americans in general, and Asian
Indians in particular, are underrepresented or
unreported in most studies of mental illness, the
effects of mental illness, such as racism, suicide,
substance abuse, and poor access to health care
are prevalent in this group (Smokowski, David-
Ferdon, & Stroupe, 2009).

Social and Cultural Factors

Diversity among Asian Indians extends to their
religions, language, dietary habits, and cultural
practices. Most Asian Indians are Hindus, and
their religious beliefs, spirituality, and faith play
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roles in their support and coping mechanisms and
recovery from health related problems, as well as
in the personal and social adjustments they must
make to adapt to the new culture of the United
States.

A small percentage of Asian Indians are
Muslims, and Islamic customs influence every-
day life for this minority group. For example,
tobacco and alcohol use are prohibited in the
Koran. A study of Muslim immigrant women
found women declined cervical cancer screening
because they perceived the screening services to
be threatening to their religious values (Martin,
2005; Rajaram & Rashidi, 1999). Asian Islamic
women were also found to have lower rates of
mammography and clinical breast exams which
researchers attributed in large part to the religious
influence of Islam (Rajaram & Rashidi, 1999).

Educational level and health outcomes are
highly correlated for all immigrants, including
Asian Indians. However, not all Asian Indians
have high socio-economic levels, for example,
recent immigrants who are family members of
green card holders. Hence, programs for this
group need to be tailored by health literacy levels
of the participants. The clustering of an individu-
al’s educational level with socio-economic status,
access to health care, knowledge of disease and
health promoting lifestyle serve as a strong basis
for health professionals to be cognizant of the life-
style of the Asian Indian community they serve. It
is not surprising that higher all-cause morbidity
and mortality occurs among people who are at the
lowest socio-economic status levels.

Recent scholarship indicates immigration sta-
tus is important in health insurance coverage and
access to care. As a result, children of immigrants
are less likely to have well child care, and well-
ness screening rates are lower among immigrants
if documentation is required. Undocumented per-
sons tend to have poorer health and are less likely
to seek health care, and also receive worse care
than those who have better access to care (Derose,
Escarce, & Lurie, 2007). The use of complemen-
tary and alternative medicine, chronic and infec-
tious diseases, mental health concerns, end of life
issues, health behaviors and general lifestyle all

have important effects on Asian Indian
immigrants.

Culture is a major determinant of lifestyle
behavior and corresponding health outcomes.
Cultural beliefs influence perceptions of illness
and health management and are more pronounced
among Asian Indians given their more recent
immigration history. Acculturation, defined as
the process by which immigrants adopt the cus-
toms, beliefs and behaviors of a new culture, can
have either a positive or a negative influence on
health enhancing behaviors as these immigrants
become more westernized (Sundquist &
Winkleby, 2000). Literature indicates that being
acculturated is linked to use of health services.
Less acculturated Asian Indians utilize less well-
ness screenings, and engage in more tobacco use
compared to their more acculturated peers. Being
more acculturated, however, may also lead to
lifestyle and behavioral practices that override
the protective cultural influences experienced by
a group. These include changes to the dietary
practices that encourage the development of obe-
sity and chronic diseases, and a more sedentary
lifestyle (Gomez, Kelsey, Glaser, Lee, & Sidney,
2004). Acculturation, however, is a multidimen-
sional construct and usually measured by genera-
tional status, language and food preference, and
the number of years of U.S. residence. Given the
diversity of experiences and exposures to main-
stream society based on the diversity within the
Asian Indian community, acculturation experi-
ences within this ethnic group may not be similar.
Despite these inconsistencies, acculturation is
often used by researchers as a predictor of health
beliefs, attitudes, behaviors, and outcomes (Lv &
Cason, 2004).

Trends and Emerging Concerns
Impacting Asian Indians

Lifestyle Changes

There are several growing issues that impact

Asian Indian lifestyles and behaviors. As Asian
Indians acculturate, their eating habits become
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increasingly westernized (Jonnalagadda & Diwan,
2002b). There is a general shift from vegetarian-
ism to non-vegetarianism, and ethnic foods are
consumed along with traditional ingredients found
in American supermarkets. Consequently, diets of
immigrants living in the United States have
changed from being low in fat and rich in fiber to
being high in saturated fat and animal protein and
low in fiber (Esperat, Inouye, Gonzalez, Owen, &
Feng, 2004). There is also an increased tendency
to consume fast foods and convenience foods.
These dietary changes, along with sedentary and
stressful lifestyles, and genetic predisposition to
diabetes and CVD may increase their risk for
chronic diseases among acculturated and second-
and third-generation immigrants. Overweight and
obesity research indicates that obesity is linked to
migration patterns with the individual’s length of
stay in the United States. For Asian Indian immi-
grants, food is a vital part of the social matrix and
changes from traditional Asian Indian diet to
western/fast foods results in a higher consumption
of fatty meats, dairy products and processed
snacks and desserts. Asian Indians are experienc-
ing the same trend of increasing overweight and
obesity observed in other ethnic groups in the
United States. While it is difficult to specify what
has caused this trend, physical inactivity and poor
eating habits are certainly contributors. Asian
Indians are less physically active with higher lev-
els of inactivity and obesity among women.
Although highly educated, many Asian Indians
do not read food labels to monitor their caloric
and nutrient intake (Misra et al., 2010). Minimally
nutritional and calorie dense foods are readily
available and inexpensive in the United States,
and the automobile is the preferred mode of trans-
portation even for short distances. Additional
compounding factors are fatalism, lack of knowl-
edge, and perceived barriers that prohibit behav-
ior change (Pasick & Burke, 2008).

Overweight and Obesity
Research indicates that obesity is linked to migra-

tion patterns with the individual’s length of stay in
the United States. For Asian Indian immigrants,
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food is a vital part of the social matrix and changes
from traditional Asian Indian diet to western/fast
foods resulting in a higher consumption of fatty
meats, dairy products and processed snacks and
desserts. Asian Indians are experiencing the same
trend of increasing overweight and obesity
observed in other ethnic groups in the United
States. While it is difficult to specify what has
caused the trend but physical inactivity and poor
eating habits are certainly contributors. Asian
Indians are less physically active with higher levels
of inactivity and obesity among women. Although
highly educated, many Asian Indians do not read
food labels for keeping track of their calories and
nutrient intake (Misra et al., 2010). Minimally
nutritional and calorie dense foods are readily
available and inexpensive in the United States, and
the automobile is the preferred mode of transporta-
tion even for short distances. Additional confound-
ing factors are fatalism, lack of knowledge, and
perceived barriers that prohibit behavior change.

Health Problems and Nutritional
Status of Asian Indians in the US

Some of the important health problems faced by
Asian Indian immigrants include chronic degen-
erative diseases such as diabetes, hypertension,
CVD and complications arising from any of these
conditions. In fact, Asian Indian immigrants have
a significantly higher risk of cardiovascular dis-
ease with heart disease rates estimated to be one
and one half to four times greater than Whites. In
addition to the genetic susceptibility in developing
type II diabetes and cardiovascular disease, risk
factors such as abnormal lipid levels, increased
abdominal fat, diets high in fat, saturated and
trans-fats, simple carbohydrates and sedentary
lifestyles contribute to the development of chronic
disease (Jonnalagadda & Diwan, 2002b).
Research on health issues of Asian Indians has
been limited. National studies are of little value
since Asian Indians comprise a relatively small
percentage of the U.S. population. Most research
studies specifically targeting Asian Indians have
been conducted in specific areas with high con-
centrations of Asian Indians such as New York
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and California, with little attention to other geo-
graphic regions which have growing Asian
American populations such as Texas and Illinois.

Conclusion

Asian Indians have a wide variety of classes,
social habits, cultural practices, diets, and life-
styles that characterize the Asian Indian diversity.
They are generally well-educated with the high-
est annual income among all Asian American
immigrants. Hence, Asian Indians are perceived
as having good access to health care. However,
there are marked variations within this growing
ethnic subgroup in terms of educational attain-
ment, income, and access to care. Further, they
have a genetic predisposition to chronic diseases
such as diabetes and cardiovascular disease.
Hence, primary and secondary prevention pro-
grams can help improve their health outcomes
and quality of life. Although Asian Indians retain
a high level of ethnic identity, they are known to
assimilate into American culture while at the
same time preserving the culture of their ances-
tors. They assimilate more easily than many other
Asian immigrant groups due to the lack of lan-
guage barrier (English is widely spoken in India),
their high educational level, and their profes-
sional jobs.
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Chinese Americans and Health:
The Impact of Culture on Disease
Prevention and Management

Angela Sun

Introduction

Cultural perceptions and health beliefs can greatly
affect health promotion, care and early detection
of disease. Mr. Wong, a 40-year-old Chinese
immigrant, arrived in tears at a local community
cancer information center. He went to the center
to seek services for his mother, who was under-
going treatment for cancer. Mr. Wong’s mother
had been living with him, his wife, and their two
young children in a low-income, one-bedroom
housing unit. The wife feared that her mother-in-
law’s cancer would spread to her children, and
she believed that the cancer was caused by
previous wrongdoings. Such comments hurt
Mr. Wong greatly because he understood that it is
his responsibility to take care of his ailing mother.
Quarrels regarding the mother’s condition esca-
lated to the point of divorce. Although Mr. Wong
did not want to divorce his wife, his mother’s
cancer diagnosis changed his wife’s attitude, and
she had become hostile toward her mother-in-law
because of cultural stigma.

Scenarios such as Mr. Wong’s are commonly
seen in the Chinese American community con-
cerning health. The following chapter will focus
on Chinese culture and its effects on health as
well as future areas of research.

A. Sun (24)

Chinese Community Health Resource Center (CCHRC),
San Francisco, CA, USA

e-mail: angelas@chasf.org

G.J. Yoo et al. (eds.), Handbook of Asian American Health,

Immigration Patterns

Chinese American immigration began in the
early nineteenth century, with only a handful of
Chinese immigrants, mostly merchants, students,
and sailors. When gold was discovered in
California in 1848, the number of Chinese immi-
grants increased dramatically. These Chinese fled
their own country because of economic and polit-
ical crisis. The new immigrants sought work in
sugar plantations, railroad, gold mines, agricul-
ture, and fisheries to fulfill the labor shortage in
the United States (Wong, 2005). There were three
notable waves of Chinese migration to the United
States (Tsai, 2008).

The First Wave (1800s-1949)

The first immigrants came mainly from the
Canton province of China, working as laborers.
These immigrants received little education from
their native country, came with very little (if any)
English proficiency, faced great challenges in
assimilation, and experienced a great deal of
racial discrimination.

In 1882, the Chinese Exclusion Act greatly lim-
ited the number of Chinese immigrants entering the
United States. During this period, Chinese immi-
grants were segregated, forced to relocate, and
restricted to live within geographic locations known
today as Chinatowns. During this wave, Chinese
merchants and district associations — which
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later evolved into networks known as Chinese
Benevolent Associations and Chinese surname
associations — provided much-needed services
and social welfare, including health care, to the
Chinese community (Wong, 2005).

The Second Wave: 1949-1980s

Immigrants of the second wave came mainly from
Taiwan. These immigrants established the Taiwanese
American subgroup. The majority was affluent,
well-educated and skilled, had some English
proficiency, and primarily spoke Mandarin. The
Taiwanese Americans formed their own Chinese
communities in some of America’s major metro-
politan cities (Wong, 2005).

The Third Wave: 1980s-Present

The third wave of immigrants came from various
social economic backgrounds. After the
Tiananmen Square incident in 1989, many for-
eign students from China were granted perma-
nent residency in the United States under the
Chinese Student Protection Act of 1992 (Fu,
1995). Additionally, an influx of undocumented
aliens, primarily from Fujian Province, came to
America with little or no education seeking
manual work. Some of these undocumented
Fuzhounese eventually sought political asylum
and subsequently gained permanent resident
status (Wong, 2005).

Demographics
Chinese-Populated Urban Areas

With 3.8 million people, Chinese Americans make
up the largest ethnic group in the United States (U.S.
Census Bureau, 2009). Ten of the most Chinese-
populated metropolitan urban areas (Table 3.1) in
the United States include New York City, San
Francisco Bay Area, Los Angeles, Boston, Chicago,
Washington, DC, Houston, Seattle, Philadelphia,
and Dallas (U.S. Census Bureau, 2009).

A.Sun

Key Features

The Chinese population is heterogeneous in cul-
ture and beliefs. The following is a snapshot of
some key features (i.e., language, cuisine, reli-
gion/philosophy, holidays/festivals, etc.) affect-
ing health promotion, disease management,
detection of illness, health-seeking pathway, and
utilization of health information and services.

Language

e Spoken: There are 10 major Chinese language
groups and 196 dialects. In the United States, the
two major spoken dialects are Mandarin
(Putonghua) and Cantonese (Yue). Mandarin-
speaking immigrants typically originate from the
northern regions of China and Taiwan, and the
Cantonese-speaking immigrants originate from
Canton (GuangDong), Hong Kong, and Macau.

e Written: Unlike spoken Chinese, the single
written language uses either traditional or
simplified characters. After the Cultural
Revolution, simplified Chinese characters
were practiced in mainland China.

Religion/Philosophy

The percentage of Chinese who classify them-
selves as religious is ranked lowest internationally
(Grim, 2008). However, five religions are recog-
nized: Buddhism, Christianity (Protestantism,
Catholicism), Islam, Confucianism, and Taoism
(Bhattacharji, 2008; Grim, 2008). The latter two
are considered philosophies rather than religions
by some.

Cuisine

Chinese cuisine is extremely heterogeneous. The
two major classifications of cuisines are based on
spices used and food staples. Northern Chinese
cuisine is spicy, with a main staple of wheat
products such as noodles, buns, and dumplings,
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whereas southern Chinese cuisine is mild, with a
main staple of rice products.

Holidays and Festivals

Major Chinese festivals celebrated in the United

States:

e Lunar New Year: The gathering of all family
members at the New Year’s Eve dinner brings
good luck and family unity in the new year.
Chinese individuals usually avoid medical
facilities and appointments during the first 7
days of the Lunar New Year to avoid bad luck
(Chinese Spring Festival, 2011).

e Mid-autumn (Moon) Festival: This holiday
celebrates the end of the autumn harvest sea-
son. Traditionally, families gather together to
admire the full moon and share moon cakes
(Beijing International, n.d.).

* Dragon Boat Festival: This festival honors the
life and death of Qu Yuan, a loyal Chinese
minister. Activities include preparing and eat-
ing zongzi and watching or participating in
dragon boat races (China Internet Information
Center, n.d.).

Numbers and Colors Associated with
Either Life and Prosperity or Death

Numbers:

e Lucky: Three sounds similar to life, eight to
prosperity, and nine to longevity.

e Unlucky: Four rhymes with death and seven is
associated with death.

Colors:

e Lucky: Red signifies happiness, prosperity,
and life.

e Unlucky: White, black, and blue are associ-
ated with death, funerals, and hospitals.
Medical facilities should avoid decorations
(i.e., flowers) in these colors.

Contributions/Inventions:

The four major inventions of ancient China
(Jin, Fan, Fan, & Liu, 1986) are papermaking (100
BC), compass (Warring States Period), gunpowder
(Tang Dynasty 618-907 AD), and printing (Tang

A.Sun

Dynasty 1020 AD). Other contributions include,
silk, noodle, millet cultivation, and soybeans.

Chinese Cultural Values and Health

Contrary to the Asian minority myth model for
health, every Asian ethnic group faces particular
health challenges and diseases. Some illnesses occur
across all races, whereas others are more prevalent
in specific ethnicities due partially to genetics, cul-
tural practices, and epidemiologic differences
(Table 3.2). To better understand how such differ-
ences in diseases can occur among various ethnici-
ties, it is important to understand the concepts and
influences of culture and tradition on health.

Definitions of Culture

Spector (1991) defined culture as “the sum of
beliefs, practices, habits, likes, dislikes, norms,
customs, and rituals shared by a group of people”
(p. 61). Culture is conveyed through the unique
shared values, beliefs, and practices in a population
or subgroup that are directly or indirectly associated
with health-related behavior (Pasick, D’Onofrio, &
Otero-Sabogal, 1996). Bowman and Singer (2001)
stated “cultures are maps of meaning through which
people understand the world and interpret the things
around them” (p. 455). Understanding the Chinese
cultural “map” concerning health and healing can
greatly enhance communication and/or treatment
plans in caring for Chinese Americans.

Chinese culture has a long history and tradi-
tion distinct from Western culture because of
the philosophical teachings of Buddhism,
Confucianism, and Taoism (Chen, 1996; Ino &
Glicken, 1999; Uba, 1994). In contrast to Western
values — which encourage confrontation, inde-
pendence, and autonomy in individual behavior
(Ma, 1999) — Chinese culture has modeled health
to emphasize harmony, respect, self-control,
yin—yang balance, interdependency, collectivism,
and community (Ino & Glicken, 1999; Spector,
1991). These cultural values are achieved by bal-
ancing the state of the mind and body, parent—child
interactions, social relationships, individual and
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Table 3.2 Concept of health and disease prevention: east versus west

Concept
Diet

Disease and
healing

Decision-
making
process

Death and
dying

East

« BALANCED DIET based on: warming and cooling
properties

¢ SPECIFIC DIETARY RECOMMENDATIONS with
major food groups: Hot, cold, and toxic

e Hot and cold related to energy warming and cooling
properties. Excess intake of:

Hot foods results in: Acne, bad breath, constipation,
dry mouth, nosebleeds, sore throat

Cold foods results in: Weakened immune system
[EX: Foods high in antioxidants (melons and green
leafy vegetables) may be avoided during illness
because they are “cold foods”]

Toxic foods are not suitable for patients with cancer,
arthritis, or postsurgery

¢ Consumption of particular part of an animal will
restore health of corresponding human part

CONCEPT:

e Harmony, respect, self-control, yin-yang balance,
interdependency, collectiveness, and community
(Ino & Glicken, 1999; Spector, 1991)

¢ Disease: Result of imbalance in the body’s own
internal energy; controlled by energy levels
(Hoeman, Ku, & Ohl, 1996). The following
imbalances promote disease:

¢ Five phases/elements: Wood, fire, earth, metal, and
water

* Yin-Yang

HEALING:

¢ Use traditional Chinese medicine (herbal remedies,
acupuncture) and food to balance the body’s energy
level, strengthen the immune system to promote
self-healing, resist disease, and improve health and
physical well-being (EX: cupping therapy)

¢ Unfamiliar with the Western concept of preventive
care (EX: Diagnostic tests are viewed as treatment, not
screening)

¢ Heavily based on family discussion and agreement
(Jenkins & Kagawa-Singer, 1994)

* Elderly parents usually leave important life decision to
their adult children (i.e., son)

CONCEPT:

¢ Illness: Fate, destiny or punishment for wrongdoings
by their ancestors

* Discussion of serious illness and death impolite and
cruel because it can cause undue stress, depression,
and a sense of helplessness and hopelessness

ACTION:

¢ Refrain from discussing serious illness with patient

¢ Bad news communicated to family, not patient

¢ Talking about death and dying might cause death to
become a reality

West

BALANCED DIET based on: major
food groups and number of servings
per group

NO SPECIFIC DIETARY
RECOMMENDATIONS for many
conditions, except for a few, such as
diabetes, heart disease, cancer
prevention, gout, etc.
Recommendations are based on
nutritional values

CONCEPT:

Encourage forwardness, independence
and autonomy in individual decision
making (Ma, 1999)

Value preventive care (health
screenings and vaccinations)

HEALING:

Use antibiotics and drugs to fight
and treat diseases

May choose Eastern medicine as an
alternative or in conjunction with
Western methods

Individual usually makes final
decision

CONCEPT:

Patient rights are highly valued

ACTION:

Bad news is communicated directly to
the patient in order to make an
informed decision
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group aspirations, and health-seeking behaviors
(Wu, 1995). The three major philosophies influ-
encing health are Buddhism, Confucianism, and
Holism.

Buddhism: The basic tenet of Buddhism is that
“all life is suffering, and that suffering originates
from inappropriate desires” (Ino & Glicken, 1999).
All living beings are doomed to ride the “wheel
of life” through endless cycles of birth, growth,
maturity, aging, illness, and death, unless they
seek the enlightenment of Buddhism (Carter,
1993). Enlightenment can be attained by avoiding
inappropriate desires and adhering to diligence
and selflessness (Ino & Glicken, 1999). With this
philosophy, Chinese view engaging in emotional
restraint and coping with suffering, such as ter-
minal illness, as ways to improve the quality of
one’s next life (Ino & Glicken, 1999). This belief
is contrary to the basic philosophy of the
American health care system that no one should
suffer (Kagawa-Singer, 1996).

Confucianism: Among all traditional Chinese
teachings, Confucianism may be the most influ-
ential on Chinese culture because of its detailed
rules and regulations for social, interpersonal,
and familial relationships (Liu, 1959; Shih, 1996).
Confucianism values the importance of family
(filial piety and respect for elders), the virtue of
the individual, and the preservation of social har-
mony at all levels of society (Ino & Glicken,
1999; Spector, 1991). Confucianists emphasize
collectivism, in which the common good and
community pursuits and needs take precedence
over individual pursuits and needs. Collectivist
values, in contrast to individualism in the West,
affect the Chinese Americans’ health beliefs and
behaviors. They believe in the group identity,
interdependency, and consensus modes of deci-
sion making. Therefore, health behavior is greatly
influenced by family members (Jenkins &
Kagawa-Singer, 1994).

Holism: Chinese tend to view health holistically,
with the ultimate goal of harmonizing with nature
(Chen, 1996). Holism has two major features.
First, the human body is regarded as an organism.
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Local pathological changes such as diseases are
considered to be in conjunction with other organs
and tissues of the entire body rather than ailing
individual parts. Second, the human body is
viewed as an internal organism integrated with
the external environment. The onset and develop-
ment of disease are considered in conjunction
with social and environmental changes experi-
enced in the life of an individual (Spector, 1991).

Based on this holistic concept, traditional
Chinese believe that diseases are preventable or
controllable only through the maintenance of bal-
anced energy levels and proper eating habits
(Hoeman, Ku, & Ohl, 1996). Chinese immigrants
accept some health measures, such as herbal rem-
edies, acupuncture, and other traditional medical
treatments, in order to strengthen the body, resist
disease, and improve health and physical well-
being (Ma, 1999; Spector, 1991). For many
Chinese immigrants, Western diagnostic proce-
dures are not used for screening purposes, but for
health problems only. Therefore, they may not
understand why so many diagnostic tests are nec-
essary (Spector). Chinese immigrants who have
no experience with preventive care may not com-
prehend the concept of screening for a disease
that they do not have. They may follow some rec-
ommended health treatments, but may not neces-
sarily accept the Western approach to disease
prevention.

Language Barriers and Health

The Chinese population in America rates higher
on many socioeconomic status measures.
However, this group has the one of the highest
rates of low English proficiency as well as linguis-
tic isolation (Huang, Yu, Liu, Young, & Wong,
2009; U.S. Census Bureau, 2009). Language
proficiency impacts levels of utilization rates of
healthcare services (Huang et al.). In studies
assessing health-related needs among low-income
residents of San Francisco’s Chinatown, access
and use of health care services were hindered
by the residents’ limited English skills (Dube,
2003; Jang, Lee, & Woo, 1998). After interview-
ing Chinese immigrants living in metropolitan
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Houston, Ma (2000) reported that acculturation
levels were associated with access to and
utilization of health services. Data from the
California Health Interview Survey (McCracken
et al., 2007) suggested that limited English profi-
ciency may contribute to low cancer screening
rates among Asian Americans.

Although low literacy among American adults
could result from a lack of education, reading
and/or comprehension problems, or specific
learning disabilities, low literacy among Chinese
immigrant groups is associated with the basic
difficulty of learning English as a second lan-
guage (Michielutte, Alciati, & el Arculli, 1999).
As Liang, Yuan, Mandelblatt, and Pasick (2004)
and Schneider (2006) commented, health guide-
lines delivered in ways that are linguistically sen-
sitive and respectful of one’s cultural background
are more likely to achieve compliance with rec-
ommendations, despite the complexity of the
American health care system.

Technology Barriers and Health

Based on the US Census Bureau’s American
Community Survey in 2009, Asian Americans
are the fastest growing ethnic group in the United
States. The Internet has been recognized as a
viable and easily accessible resource for health
information. Asian Americans reportedly have
the highest rates of Internet access (82%) among
all racial groups in the United States (75% for
Whites, 59% for Blacks, 55% for Hispanics)
(Rainie, 2011). However, access does not always
translate to usage because of their lack of techno-
logical skills. Choi (2011) indicated that older
(65+) non-Hispanic Asians had significantly
lower health information technology usage com-
pared to non-Hispanic Whites.

Discussion of Current Health Issues

As immigrants advance in their socioeconomic
conditions and acculturation into the Western
lifestyle, changes in disease prevalence and
patterns occur (Birch, 1991; Yeung, 1999, 2000;

Yeung, Ko, & Ho, 2002). The processes Chinese
Americans — as well as other minority
Americans — underlying adaptation to residency
in the United States are complex, yet invaluable
in assessing and understanding the health needs
of a subpopulation.

Major Health Concerns in the Chinese
Community

Major health issues that impact the Chinese
American community include chronic diseases and
their management, childhood obesity, osteoporo-
sis, tuberculosis, cancer, clinical trial participation,
end of life care, smoking, mental health issues, and
domestic violence. Limited data are available on
the prevalence of and successful management
strategies for most health conditions among
Chinese Americans because many of data collected
have been categorized under Asian Americans.

Kim et al. (2010) commented that the general-
ization of findings under the aggregated Asian
category may not accurately reflect the true status
of health in specific Asian groups. Having disag-
gregated data available on specific Asian groups
would help policymakers and providers better
serve their respective Asian groups.

Chronic Diseases

In the United States, chronic diseases are the
leading causes of mortality and disability (Lui &
Wallace, 2010). Conditions including arthritis,
diabetes, cancer, heart disease, and stroke are
among the most common and costly, yet prevent-
able health conditions in the United States. Lack
of physical activity, poor nutrition, tobacco use,
and excessive alcohol consumption are prevent-
able risk factors associated with the development
of cardiovascular disease (Centers for Disease
Control and Prevention [CDC], 2010). Mui and
Shibusawa (2008) stated that among their study
participants, older Chinese Americans comprised
one of the two Asian groups reported living with
the most chronic conditions.
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The major chronic illnesses that impact the
Chinese American community disproportionately
are diabetes mellitus, cardiovascular diseases,
hepatitis B (see discussion in another chapter),
tuberculosis, and cancer.

Diabetes

Asian Americans as a population are believed to
be at a higher risk for diabetes mellitus (DM).
Diabetes is the fifth leading cause of illness and
death for this population (Office of Women’s
Health, 2010). It is a debilitating disease that can
lead to serious heart, blood vessel, eye, kidney,
and nerve problems if not well controlled. Major
complications of DM may result in blindness,
limb amputation, kidney failure, heart disease,
and stroke (World Health Organization [WHO],
2011), which are the leading causes of death
among individuals with DM.

The increased incidence of overweight or
obesity and the decline in physical activity are
the major risk factors associated with diabetes
(WHO, 2011). A 2004 study using data from
the 2001 Behavioral Risk Factor Surveillance
System (BRFSS) found that, although age- and
sex-adjusted DM rates were the same among
Asian Americans and White Americans, rates
among Asian American populations were
nearly 60% higher after adjusting for body
mass index (BMI) (McNeely & Boyko, 2004).
Moreover, at any particular BMI, Asian
Americans were more likely to develop DM
than their White counterparts.

Despite the growing Chinese population in the
United States, limited national and statewide data
exist for this group. Studies estimate that diabetes
prevalence among Chinese American adults
ranges from 12% to 21%, compared to 6.86%
among non-Hispanic White Americans (Chen &
Wong, 2010). The Chinese population has higher
prevalence of Type 2 diabetes compared to non-
Hispanic Whites, despite having lower age- and
sex-adjusted BMI (Lee, Brancati, & Yeh, 2011).
Select reports (Caballero, 2005) and studies
(McNeely & Boyko, 2004) have also reported
that Type 2 diabetes prevalence is almost twice as
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prevalent for Chinese Americans compared to the
general national population. Studies have further
indicated a strong correlation between incidence
of diabetes, and poor diabetes management and
depressive symptoms among all ethnic groups,
including Chinese Americans (Jayne & Rankin,
2001; Maraldi et al., 2007).

Diabetes self-management programs have
mainly been available for individuals with higher
socioeconomic status, whose primary language
spoken at home is English, and who strongly con-
nect with individualistic values (Hardin, Leong,
& Bhagwat, 2004). In contrast to Western values,
Chinese culture encourages group identity, inter-
dependency, and consensual modes of decision-
making (Jenkins & Kagawa-Singer, 1994; Ma,
1999; Matsumoto, Yoo, & Fontaine, 2008). Such
differences in language and culture complicate
diabetes management for Chinese American
immigrants (Chesla, Chun, & Kwan, 2009).
Limited data exists on whether Chinese Americans
diabetics successfully engage with diabetes self-
management and medication compliance (Chan
& Molassiotis, 1999; Xu, Pan, & Liu, 2010).

Cardiovascular Disease

Cardiovascular disease (CV) is the leading cause
of death in the United States. Heart disease and
stroke are the first and third leading causes of
mortality among Asian and Asian Pacific Islanders
(APIs) ages 65 and older (CDC, 2008). Chinese
are disproportionately affected by this disease
compared to other ethnic populations in United
States (Wong, Dixon, Cilbride, Chin, & Kwan,
2010). Kim et al. (2010) analyzed data drawn
from California Health Interview Survey col-
lected between July 2007 and early March 2008.
The rate of Chinese Americans living with CV
was reported at 69.5%, with hypertension being
the most common risk factor. Even at a lower
BMI and waist circumference, Chinese American
adults have a higher risk for CV when compared
to their White counterparts (Wildman, Gu, Reynolds,
Duan, & He, 2004), and a significantly higher
level of uncontrolled hypertension (Kramer et al.,
2004). Similar to DM, obesity and physical
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inactivity are risk factors associated with the onset
of CV (Chaturvedi, 2003; Mokdad, Marks, Stroup,
& Gerberding, 2004). Acculturation to and adap-
tation of Western lifestyle and food choices have
found to be associated with an increased risk for
CV (Diez Roux et al., 2005; Goel, McCarthy,
Phillips, & Wee, 2004; Kandula et al., 2008; Liu
et al., 2010; Lv & Cason, 2004; Singh, Siahpush,
Hiatt, & Timsina, 2010; Unger et al., 2004).

The control of chronic health conditions such
as DM and CV requires not only fundamental
lifestyle changes in diet and physical activity but
also adherence to medication and regular doctor
visits. The complex management of chronic ill-
ness, particularly DM, among Chinese Americans
is complicated by above-mentioned cultural and
linguistic factors (Ton et al., 2010). More than
40% of Chinese Americans have reported having
limited English proficiency (U.S. Census Bureau,
2009). Access to multidisciplinary care often is
limited by the lack of available resources that are
culturally and linguistically  appropriate.
Medication compliance is particularly challeng-
ing in the management of chronic diseases
because treatment can require multiple medica-
tions and complicated dosing regimens. Factors
that can lead to noncompliance include the
expense of medications, difficulty remembering
doses or reading prescription labels, and diffi-
culty obtaining refills (Odegard & Capoccia,
2007; Odegard & Gray, 2008). To address such
concerns, culturally appropriate interventions for
chronic disease prevention and management must
be identified and investigated.

In addition to these barriers, evidence shows
that Chinese Americans may hold cultural beliefs
and behaviors which influence their adherence to
medications prescribed by practitioners of
Western medicine. These beliefs include percep-
tions of the disease and its consequences, and the
relative risks and benefits of using Western medi-
cine (Hsu, Mao, & Wey, 2010).

In addition, the use of Chinese traditional
medicine and herbal medicines may compete
with, not complement, Western medication use
(Ma, 1999). Further research is needed to test the
efficacy of integrated (Eastern and Western)
medication and therapies.

Childhood Obesity

Obesity in children is associated with immediate
and long-term physical and psychological disor-
ders such as CV, hypertension, Type 2 DM, sleep
disorders, depression, social withdrawal, and pre-
mature death (Buiten & Metzger, 2000; CDC,
2007a; Datar, Sturm, & Magnabosco, 2004;
Friedland, Nemet, Gorodnitsky, Wolach, &
Eliakim, 2002; Swallen, Reither, Haas, & Meier,
2005). Prevention of childhood obesity has been
recognized as a public health priority because of
the long-term adverse complications of obesity
later in adulthood (Goran, Ball, & Cruz, 2003;
Young, Dean, Flett, & Wood-Steiman, 2000).

Waist circumference is significantly associ-
ated with insulin resistance and high systolic
blood pressure among Chinese American chil-
dren (Sung et al., 2007). Lower maternal accul-
turation and poor food choices can contribute to
obesity and high blood pressure (Chen, Weiss,
Heyman, & Lusting, 2009; Chen & Wu, 2008).
Culturally tailored interventions have been shown
to improve children’s BMI, physical activity lev-
els, and food choices (Chen, Weiss, Heyman,
Vittinghoff, & Lusting, 2008). Further research is
needed to determine the role culture plays in
childhood obesity.

Osteoporosis

Osteoporosis is a common debilitating chronic
disease among the aging population worldwide.
The condition is characterized by low bone min-
eral density (BMD) which can lead to bone frac-
ture (National Institutes of Health Osteoporosis
and Related Bone Diseases National Resource
Center [NIH], 2009). Most data on osteoporosis
are grouped under Asian Americans, and spe-
cific data among Asian subethnic groups such as
Chinese American are extremely scarce. The
National Osteoporosis Foundation (n.d.) estimates
20% of Asian American women ages 50 and
older will develop osteoporosis. With Chinese
Americans being the largest Asian group, its
elderly population will be greatly impacted.
Lauderdale, Kuohung, Chang, & Chin (2003)
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conducted a study of 469 Chinese Americans
and reported that the Chinese foreign-born
women age 50 or older had a lower average
BMD value than US-born American and White
females. The smaller stature of most Asians,
including Chinese individuals, contributes to the
prevalence of lower BMD among Asians when
compared to Whites (Bhudhikanok et al., 1996;
National Osteoporosis Foundation, n.d.; Ross
et al., 1996).

Osteoporosis often is undetected until bone
fracture occurs, however the condition can be
screened and detected by the defined T-score
(WHO, 1994). Factors associated with osteopo-
rosis include age, nutrition, weight-bearing
activity, and genetics (Pothiwala, Evans, &
Novakofski, 2006); The National Osteoporosis
Foundation (n.d.) estimates that about 90% of
Asian American adults are lactose intolerant and
have difficulty consuming adequate dietary cal-
cium. Jackson and Savaiano (2001) revealed that
Asian Americans and other ethnicities may have
a higher risk for low calcium intake, which may
increase their risk for osteoporosis.

Dark green leafy vegetables, calcium-fortified
foods and beverages, canned fish with bones, cal-
cium supplements, are among other alternative
good sources of calcium (National Osteoporosis
Foundation, n.d.). Culturally appropriate pro-
grams on osteoporosis awareness can help to
improve bone mass and muscle strength in
Chinese Americans (Qi, Resnick, Smeltzer, &
Bausell, 2011). Nutrition education introducing
ethnic foods high in calcium and physical activ-
ities such as Tai Chi, a popular exercise prac-
ticed by Chinese elders, can be incorporated as
part of osteoporosis awareness programs for the
Chinese immigrant community (Lui, Qin, &
Chan, 2008).

Tuberculosis

Mycobacterium tuberculosis (TB) infected nearly
one third of the global population, accounting for
1.6 million TB-related deaths in 2005 (WHO,
2007). In the United States, foreign-born indi-
viduals have contributed to more than half of all
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cases of TB since 2001, with more cases among
APIs than any other racial ethnic group (CDC,
2006). Between 1993 and 2004, the number of
US-born TB cases dropped by 62%, but the num-
ber of foreign-born TB cases increased by 5%
(CDC, 2005).

Manangan et al. (2009) reported that being
foreign-born is significantly associated with the
risk for TB. Other risk factors for TB include
poor housing environment, inadequate nutrition,
homelessness, and drug abuse (CDC, 1989).
Studies have also identified an association
between lower socioeconomic status and an array
of diseases, including TB (Cantwell, Snider,
Cauthen, & Onorato, 1994; Lerner, 1993; Spence,
Hotchkiss, Williams, & Davies, 1993). Based on
U.S. Census Bureau data (2009), approximately
60.7% of Chinese Americans are foreign born,
and China has been identified as one of the top
ten countries with the most foreign-born TB cases
(Cain et al., 2007). Screening immigrants, espe-
cially from countries such as China has proven to
be effective in TB control (Gounder, Driver,
Scholten, Shen, & Munsiff, 2003; Verver, van
Soolingen, & Borgdorft, 2002).

Involving family members as guardians, rather
than officials from public health TB treatment
programs, attained more desirable results in TB
treatments (Manders et al., 2001). In the social
marketing of TB education and treatment pro-
grams, the involvement of Chinese individuals
from a similar social status as the target popula-
tion, and collaboration with local community
partners and health care providers, can be effec-
tive (Ho, 2004). Therefore, strategies used must
be culturally sensitive and appropriate to success-
fully detect, track, treat, and monitor TB cases
among Chinese Americans.

Cancer

Cancer is the leading cause of death among APIs
(U.S. Department of Health and Human Services
[USDHHS], 2011a, 2011b). Breast cancer is the
leading cause of cancer death and accountable for
the highest incidence rate of all cancers within the
Chinese American population (American Cancer
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Society [ACS], 2012). According to the ACS
(2012), culture contributes to cancer disparities.
Although cultural factors can enhance or impede
participation in cancer education and control activ-
ities, several researchers have found that barriers to
cancer screening and early detection are more
common among cultural minority groups (Kagawa-
Singer, 1995; Liang Yuan, Mandelbatt, & Pasick,
2004; Pourat, Singer, Breen, & Sripipatana, 2010;
Spector, 1991; Yi, 1994).

Many factors influence the extent to which
members of a specific culture participate in can-
cer prevention and screening. These factors
include a patient’s birthplace and the level of
acculturation or assimilation to the new host soci-
ety (Hedeen, White, & Taylor, 1999; Pourat,
Singer, & Sripipatana, 2010); cultural attitudes
toward bodily functions and the power attributed
to indigenous healers (McBride et al., 1998);
general and cancer-specific beliefs; practices
concerning health; diet and access to screening;
as well as expectations concerning the quality of
patient—provider interaction and communication
in the health care setting (Liang et al., 2004;
Olsen & Stromborg, 1993). Underutilization of
cancer screening services among ethnic minori-
ties often is attributed to factors such as language
difficulties, cultural values and beliefs, and fear
of cancer (Hoeman, Ku, & Ohl, 1996).

Cancer has a negative connotation within
Chinese culture (Sun, Wong-Kim, Stearman, &
Chow, 2005a). Beliefs about the causes of cancer
may determine what interventions are preferred
and considered appropriate for cancer treatment.
For example, some Chinese Americans may believe
that cancer is a punishment for transgressions in
this life or in past lives. These beliefs may cause
Chinese immigrants who suspect cancer them-
selves to delay seeking diagnosis and treatment
from a physician (Jenkins & Kagawa-Singer, 1994;
Lin, Finlay, Tu, & Gray, 2005). The belief that can-
cer is a form of retribution for past transgressions
may make traditional Chinese families reluctant to
admit openly that they have cancer and seek treat-
ment promptly. This reluctance may explain why
Chinese Americans and other Asian women often
are diagnosed with late-stage cancer of the cervix
and breast (Jenkins & Kagawa-Singer, 1994).

Clinical Trial Participation

Clinical trials are studies designed to test and
evaluate new approaches toward the prevention,
detection, and treatment of diseases and illness.
In order for the established effective interven-
tions to be applicable to Asian Americans, includ-
ing Chinese Americans, it is crucial to have
adequate representation from this population.
Like many diseases, different variables exist
genetically, epidemiologically, prognostically by
gender or ethnic group in the treatment of disease
(Tu et al., 2005).

Nevertheless, participation in clinical trials
has been low from minority populations, includ-
ing Asian Americans. Federal legislation has
been established in the United States to encour-
age and fund research on the recruitment of
minorities and women into clinical trials (U.S.
Department of Health and Human Services
[USDHHS], 2001).

Data on clinical trials concerning Chinese
Americans have been scarce. Barriers to clinical
trial participation include language; apprehen-
sion about the risks involved; the lack of accurate
concepts about the research; the fear of being
experimented; the complexity of the protocol;
insufficient financial and social support; lack of
recommendations by their physicians; and the
family-based decision-making process (Nguyen,
Somkin, & Ma, 2005a, 2005b; Tu et al., 2005).
Further studies are necessary to assess effective
strategies in clinical trial recruitment, organ dona-
tion, and biobanking among Chinese Americans.

Smoking

Tobacco use among Chinese adults is a serious
problem in China and the United States. The rate
of smoking among Chinese American men ranges
from 22% to 38%, as compared to 23.9% among
US-born males (CDC, 2006; Fu, Ma, Tu, Siu, &
Metlay, 2003; Hu et al., 2006; Shelley et al.,
2004). Lower levels of acculturation, English
proficiency, educational level, socioeconomic sta-
tus, and recent immigration status are associated
with the prevalence of smoking (Fu et al., 2003;
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Hu et al.; Spigner, Yip, Huang, & Tu, 2007; Tang,
Shimizu, & Chen, 2005). Smoking among Chinese
American immigrant women is much lower than
among foreign-born Chinese males. As Chinese
immigrant females become more acculturated,
they have been found to be more likely to smoke
(Maxwell, Bernaards, & McCarthy, 2005; Tang
et al., 2005). In addition depression is prevalent
among Chinese American smokers (Luk & Tsoh,
2010; Tsoh, Lam, Delucchi, & Hall, 2003 ).
Smoking cessation interventions involving
local Chinese media physicians and culturally
tailored intensive behavior counseling, combined
with pharmacological interventions; culturally
appropriate community-based tailored programs;
and public policies have been shown to effec-
tively reduce the smoking rate among Chinese
Americans (Ferketich et al., 2004; Shelley et al.,
2008; Tsoh et al., 2003; Wu et al., 2009). More
research is needed to identify a possible associa-
tion between acculturation and smoking rates
among Chinese females, and test effective and
culturally appropriate smoking cessation inter-
ventions for Chinese American smokers.

Smoking and Adolescents

The prevalence of smoking among Chinese
American adolescents is lower than other non-
Asian ethnic groups (Chen, Unger, Cruz, &
Johnson, 1999). However, the smoking rate
among Chinese American adolescents is posi-
tively correlated with Western acculturation.
Their smoking rate also increases concomitantly
with language acculturation (Chen, Unger, &
Johnson, 1999). Chinese adolescent males are
more likely than their female counterparts to
smoke. Adolescent smokers are less likely to
become nonsmokers later in life (Kaplan, Nguyen,
& Weinberg, 2008). Smoking also increases as
depression rates increase among Asian American
youth, including Chinese American adolescents
(Hahm, Lahiff, & Guterman, 2003; Rosario-Sim
& O’Connell, 2009). Given the established asso-
ciation between stress and depression, smoking
cessation  interventions targeting Chinese
American youth should incorporate strategies on
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depression prevention and stress management
(Hammen, 2005; Mazure, 1998).

End-of-Life Care

Planning for one’s death is significantly associ-
ated with one’s perceptions about death and
dying. Most Chinese Americans and their views
on death and dying are greatly influenced by the
cultural values of Confucianism, Buddhism, and
Taoism (Hsiang & Ferrans, 2007; Hsu, O’ Connor,
& Lee, 2009; Yick & Gupta, 2002). Looking
through the lens of Chinese cultural values can
help one to understand the values and attitudes
they about planning for end-of-life care.

According to Chinese beliefs, the future is
preordained and beyond one’s control; suffering
is part of life; prolonging one’s life becomes a
burden to society and family; end-of-life plan-
ning does not impact one’s life cycle; any discus-
sion about death is considered a bad omen; and
refusal to treat and care for one’s parents is
contrary to the teaching of filial piety (Hall, 1976;
Bowman & Singer, 2001). Chinese culture prizes
the interdependence of family members, which
takes priority over one’s autonomy, whereas the
Western health care culture is autonomy-based
and values the dignity, sovereignty, and unique-
ness of the individual (Harwood, 1981).

Discussions of end-of-life care issues are par-
ticularly difficult among less acculturated Chinese
Americans. Thus, end-of-life care plans are not
well promoted (Chou, Stokes, Citko, & Davies,
2008; Medvene et al., 2003; Tse, Chong, & Fok,
2003). Children usually become the caretakers of
their aging parents within Chinese families. It is
difficult for children to bring up issues related to
advance directives or decisions to remove their
parents from life support apparatuses for fear that
others will consider this a violation of the princi-
ple of filial piety. Therefore, children prefer that
social workers or doctors raise such issues with
sick parents (Braun & Nichols, 1997).

Hospice care in the United States is considered
the “gold standard” for care of dying individuals
(American Hospice Foundation, n.d.) because it
provides not only effective pain management and
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other physical comfort measures, but also psy-
chological and spiritual support as well as
bereavement counseling for family and friends
who are left behind (Hospice Foundation of
America, n.d.; USDHHS, 2011c¢). In some states,
hospice is fully funded by Medicare and MediCal,
as well as most private insurances (USDHHS,
2011c). Care can be provided in the patient’s
home, where a primary caregiver is available, or
in a hospital, nursing home, or privately run facil-
ity (USDHHS, 2011c). Americans have increas-
ingly selected this alternative since the hospice
movement began in the United States more than
30 years ago, with over 1.3 million receiving hos-
pice care in 20006, an increase of 162% over the
last 10 years (National Hospice and Palliative
Care Organization [NHPCO], 2008).

The growing use of hospice has not been uni-
form across all ethnic groups. Minority groups have
been less inclined than Whites to choose this option
due to misconceptions and fears (Yeo & Hikoyeda,
2000). Although APIs represent about 5% of the
US population, they comprise less than 2% of hos-
pice patients (Ngo-Metzger, Phillips, & McCarthy,
2008). Additional research is necessary to properly
assess barriers and effective interventions for end-
of-life care for Chinese Americans will require fur-
ther study.

Mental Health

Immigrants are at an increased risk for depression
and other mental health conditions because of
conflicts resulting from immigration including
cultural changes, language and employment chal-
lenges, discrimination, economic and social status
changes, and isolation from family and familiar
social surroundings (Abe & Zane, 1990; Kuo,
1984; Leu, Walton, & Takeuchi, 2010; Ying,
1988). Researchers (Escobar, 1998; Vega et al.,
1998) have suggested that even through immi-
grants face stressful and challenging situations,
the elements of their native cultures may serve as
protective mechanisms in preventing the develop-
ment of psychiatric disorders. As immigrants
become more acculturated to the host culture,
such protective mechanisms may be lessened or

lost (Escobar, 1998; Vega et al., 1998). Studies
(Hwang, Chun, Takeuchi, Myers, & Siddarth,
2005) have suggested that the risk for developing
the first episode of depression decreases as the
length of stay in United States increases, whereas
others (Burnam, Hough, Karno, Escobar, & Telles,
1987; Golding, Karno, & Rutter, 1990; Hwang,
Myers, & Takeuchi, 2000; Leu et al., 2010) have
identified higher acculturation as an important
predictor of the first onset of depressive episodes.

Utilization of mental health services is low
among Asian Americans, including the Chinese
immigrant community (Fogel & Ford, 2005; Sue,
Fujino, Hu, Takeuchi, & Zane, 1991; Ying & Hu,
1994; Yeung et al., 2004a). This underutilization
may reflect the stigma associated with mental
health (Ho, 1976; Tabora & Flashkerud, 1997).
Face saving, the maintenance of the family’s
good reputation or name, is deeply ingrained in
Chinese culture. Traditionally, mental illness is
considered as “craziness” and shameful to the
family name.

The family is regarded as the basic unit of
society in Chinese culture, which carries the
responsibility of caring for its members (Kleinman
& Kleinman, 1993; Lin, Miller, Poland, Nuccio,
& Yamaguichi, 1991). Thus, most Chinese fami-
lies will take care of family members who are
mentally ill at home rather than seek medical
help. Hsu et al. (2008) reported the stigma of
mental health issues such as depression was
worse among Chinese Americans compared to
Caucasians, regardless of whether depression
was viewed as either a psychosis or perceived as
a physical illness.

Compared to Latinos and Caucasians, more
Asians, including Chinese Americans, are diag-
nosed with major psychotic disorders (Flaskerud
& Hu, 1992). Abe-Kim, Takeuchi, and Hwang
(2002) found that family conflict often predicted
the use of mental health services among Chinese
Americans. This reluctance to seek mental health
treatment at an early stage has been demonstrated
by the significantly delayed treatment for many
Chinese patients with mental disorders (Ho &
Chung, 1996; Shin, 1999; Yeung et al., 2004b).
Reasons for underutilization include cost of treat-
ment, lack of awareness of mental health service
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availability, lower levels of acculturation (Tabora
& Flashkerud, 1997; Stokes, Thompson, Murphy,
& Gallagher-Thompson, 2001), and the scarcity
of culturally and linguistically appropriate men-
tal health services and providers (Shin, 1999;
Spencer & Chen, 2004; Sue et al., 1991).

Depression Among Adolescents

Cultural and language dissonance between par-
ents and children as well as high parental pres-
sure on academic performance are related to
depression and mental health disorders among
Chinese American adolescents. Studies reveal
that foreign-born youth who are proficient in their
heritage language experience less cultural disso-
nance, fewer family conflicts, and fewer depres-
sive symptoms than their U.S.-born counterparts
who lack proficiency in their heritage language
(Costigan & Dokis, 2006; Liu, Benner, Lau, &
Kim, 2009; Tardif & Geva, 2006).

Kim, Chen, Li, Huang, and Moon (2009)
reported that the father-adolescent cultural dis-
crepancy in American orientation within Chinese
immigrant families contributes to unsupportive
parenting practices and family conflicts. These
conflicts are associated with increased adolescent
depressive symptoms. Portes and Rumbaut
(1996) stated acculturation similarities shared
between parents and children result in genera-
tional consonance within the family, whereas a
parent—child acculturation discrepancy leads to
generational dissonance. For example, Western
culture values the parental expression of emo-
tions and the autonomy of children, whereas
Chinese culture emphasizes emotional restraint
and strict parental control. Family conflict results
when Chinese American parents who demand
strict parental authority are faced with accultur-
ated adolescents who demand independence
(Juang, Syed, & Takagi, 2007). Adolescents liv-
ing in households with generational dissonance
tend to avoid seeking guidance from their parents
during difficult times, and that the parents are
less likely to use inductive reasoning techniques.
Both adolescent and parental behaviors have been
associated with lower self-esteem and increased
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depressive symptoms among adolescents of
immigrant families (Costigan & Dokis, 2006;
Farver, Narang, & Bhadha, 2002; Ge, Conger,
Lorenz, & Simons, 1994; Juang et al., 2007;
Weaver & Kim, 2008).

Additionally, in Chinese culture, children’s
academic success is the primary responsibility
of the parents and is indicative of effective par-
enting (Chao & Tseng, 2002). Failure to achieve
academically not only reflects poor parenting
skills but also results in the “loss of face” for
the family (Stevenson & Lee, 1996). Inability to
meet the high expectations of Chinese parents
is associated with depression among Chinese
adolescents (Costigan & Costigan, 2006).

Domestic Violence

Domestic violence is an abusive behavior by one
individual against another within a relationship.
This relationship could be between husbands and
wives, parents and their children, and gay or les-
bian partners. Domestic violence can be physical,
emotional, verbal, or financial abuse. It can occur
across all types of relationships, ethnicities, eco-
nomic classes, ages, and religious groups.
Domestic violence is a global problem among all
communities, including the Chinese community.
However, limited research that assesses the prev-
alence of and effective interventions for domestic
violence is available within the Chinese American
population.

Chinese Culture and Domestic Violence

Numerous factors contribute to domestic violence
in the Chinese community, including cultural val-
ues, language barriers, racism, discrimination,
prejudice, parental stress, and acculturative stress
(Wang, Probst, Moore, Martin, & Bennett, 2010;
Yick, 2000). Acculturative stress refers to the
economic, social, familial, and other cultural
stressors experienced by individuals as they adapt
to a new environment (Lee, Choe, Kim, & Ngo,
2000; Smart & Smart, 1995; Ward & Kennedy,
1999).
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Historically, domestic violence — particularly
wife beating or child beating — has been culturally
and institutionally legitimized within Chinese soci-
ety (Dobash & Dobash, 1978; Yoshioka, DiNoia,
& Ullah, 2001). Women were considered the pos-
sessions of their husbands, and children were the
properties of their parents (Tang, 1999). The
Chinese theory of xiao (Hsiao), or filial piety may,
in some cases, promote child abuse. Children can
be treated in any way that the parents wish, with
little interference from “outsiders” (Tang, 1998).

Many Chinese American victims of domestic
violence are ashamed of abuse and fear that dis-
closure of the abuse will bring shame to the entire
family (Torres, 1991; Chang, Shen, & Takeuchi,
2009). The cultural values of “loss of face,”
shame, and language barriers may contribute to
the lack of data and action taken to combat domes-
tic violence in the Chinese community. Over the
last two decades, researchers and advocates have
begun to collect data on domestic violence within
the API population. However, most collected data
have not been separated by ethnicity, but congre-
gated together with other APIs. This congregated
data collection method has further led to the scar-
city of data on domestic violence, specifically in
the Chinese population (Xu, Campbell, & Zhu,
2001; Leung, Kung, Lam, Leung, & Ho, 2002).

Theories Associated with Domestic
Violence

Many theories, such as feminism, patriarchal,
and acculturation, have been postulated to explain
the etiology of domestic violence. The feminism
and patriarchal theories support the contention
that the primary cause of domestic violence is the
societal norm that asserts the subordination of
women (Kurz, 1989; Yick, 2000). Traditionally,
males within Chinese families are expected to be
the head of the household and in a position of
authority. Women are to be subservient and nur-
turing, and complement men’s roles. This imbal-
ance of power may have contributed to domestic
violence in Chinese families.

The theory of acculturation supports the con-
troversy that the stressors experienced in the

process of adaptation to a new country may
increase a family’s vulnerability to domestic vio-
lence. Moreover, language barriers, the lack of
culturally and linguistically competent social
support systems, unemployment or underemploy-
ment, and the experience of discrimination and
racism can escalate existing family conflicts that
can result in domestic violence (Sluzki, 1979).

Adverse mental health conditions (Leung
et al., 2002), poor health, and behavior problems
are well documented as symptoms of posttrau-
matic stress resulting from domestic violence
(Graffunder, Noonan, Cox, & Wheaton, 2004).
Yick, Shibusawa, and Agbayani-Siewert (2003)
indicated that posttraumatic anxiety of domestic
violence results in four times the rate of depres-
sion and 5.5 times the rate of suicidal attempts
when compared to nonvictimized counterparts.

One of the commonly recommended interven-
tions used is empowerment of domestic violence
victims. However, Yick (2001) indicated that,
although the intervention of empowerment often is
the focus of treatment, it is important for practitio-
ners to remember that empowerment is a Western
concept that focuses on individualism and may not
be congruent with traditional Chinese values.
These values emphasize the importance of family
and suppressing one’s own needs for the sake of
keeping the family unit together. When applying
the intervention of empowerment to Chinese vic-
tims of domestic violence, practitioners should
explore informal and formal resources, respect
their cultural beliefs, and support their decision in
working with domestic violence victims.

Verbal Abuse

Verbal abuse is another form of abuse that occurs
in all communities. This form of abuse com-
monly occurs among Chinese Americans
because many do not recognize verbal abuse as
a form of violence. Based on limited studies
available, Yick (2001) reported that among a
sample of 262 Chinese American immigrants,
more than 80% of the participants reported hav-
ing experienced some type of verbal abuse from
their intimate partners in the last 12 months.
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Furthermore, a study conducted by Yick and
Agbayani-Siewert (1997) reported Chinese
Americans were less likely to label non-physical
abusive behaviors as a type of psychological
abuse or domestic violence. Another study,
using a convenience sample of 588 Chinese
immigrants residing in the San Francisco Bay
Area, revealed that 82.7% of the participants did
not consider emotionally based acts, such as
name-calling or putdowns, as a form of vio-
lence. The findings indicated a need to educate
the Chinese community that verbal abuse is
indeed a form of violence (Sun, Tsoi, Stearman,
& Chow, 2005b), as well as develop a culturally
appropriate tool for assessing abuse in the
Chinese community (Yick & Berthold, 2005).

Child Sexual Abuse

Sexual abuse among children is demoralizing,
yet more common than expected. Children who
experience sexual abuse may develop low self-
esteem, feelings of worthlessness, and abnormal
or distorted views of sex. Some children may
become withdrawn and mistrustful of adults, and
can become suicidal. The victims of child sexual
abuse tend to repeat the pattern of abuse with
their own children. As adults, they may have
trouble establishing and maintaining close
relationships and are at greater risk for anxiety,
depression, substance abuse, medical illness, and
problems at work (American Academy of Child
and Adolescent Psychiatry [AACAP], 2008).
Statistics on child sexual abuse within the
Chinese American community have been even
more limited, partially because of the congre-
gated data collection method. Studies have sug-
gested that Asians are the least likely to report
family violence because of the lack of aware-
ness of the definition of violence, cultural shame
and stigma associated with violence, protection
of the family name, and the desire for privacy
(Chan, Chun, & Chung, 2008; Hicks, 2006).
According to Kenny and McEachern (2000)
many Asian families may choose to ignore and/
or cover up cases of child sexual abuse in order
to preserve the family honor. Underreporting of
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child sexual abuse cases may also be due to
stigma and taboo associated with any discus-
sion of sexuality issues (Rhee, Chang, Weaver,
& Wong, 2008). In examining Chinese immi-
grant families in the Los Angeles area, Rhee et
al. reported that Chinese immigrant families
had higher rates of child physical abuse com-
pared to the general population.

Additionally, Asian American victims and
their families are more likely to be immigrants
than Caucasian victims (Kenny & McEachern,
2000). Additionally, Asian and Asian American
parents generally are not supportive of the victim,
as they are less likely to report the abuse and do
not believe abuse has actually occurred (Chan
et al., 2008; Hicks, 2006). Furthermore, the
researchers reported that although Asian
American children who are sexually abused are
the least likely to display inappropriate sexual
behaviors and anger when compared to Caucasians
and African Americans, they often are suicidal
and display behavioral disturbances and nonspe-
cific psychosomatic signs (Rao, DiClemente, &
Ponton, 1992).

Future Recommendations

Documented research has been noted in the areas
of health, disease, and disease prevalence, par-
ticularly in relation to acculturation, cultural
beliefs and practices, language, socioeconomic
status, access to and search for health services
and information, and its respective barriers. The
role of culture and its impact on health care deci-

sion-making and health promotion has been a

resonating theme throughout this chapter.

Nevertheless, many issues remain to be further

investigated and explored. Areas of additional

recommended research for Chinese Americans
are as follows:

¢ Oral health.

¢ Eye care and early detection of eye diseases
among seniors.

e Utilization of benevolent and surname associ-
ations as platforms for senior health
promotion.

* Pain management.
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* Palliative care.

e Attitudes and perceptions of disabilities and
quality of life for those who are disabled.

e Involvement of young children in health pro-
motion activities.

e Complement strengths between seniors and
youth to improve health outcomes.
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The Health of Filipina/o America:
Challenges and Opportunities

for Change

Roderick Rafa Daus-Magbual
and Richard Sean Magbual

Introduction

After a 12-hour graveyard shift, Virginia Lacuesta
Raria Magbual would make the 1-hour traffic rid-
den commute to her tract home. Her work caring
for others provided for her and her family, and
helped them pursue the American dream they had
been seeking. As a registered nurse for 40 years,
she personifies a generation of post-1965 Filipina
nurses who sent money from the United States to
their families in the Philippines, sponsored rela-
tives to migrate to America and sacrificed many
nights of sleep to provide for loved ones. While
caring for others as a nurse, Virginia was also
living with type Il diabetes, caring for both her
father and son, who were also battling type Il
diabetes.

In 2010, Virginia was diagnosed with a rare
form of stage IV metastatic melanoma brain can-
cer and passed shortly after her diagnosis. Many
Filipina and Filipino Americans, like Virginia,
have worked tirelessly to care for others and their
families, and for themselves.

Although Filipina/o Americans are heavily
involved in the care of others, many of these same
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individuals face numerous cultural, structural and
social barriers to maintaining good health.
Diabetes, heart disease, and cancer are all leading
causes of death for Filipina/o Americans
(Dalusung-Angosta, 2010; de Castro, Gee, &
Takeuchi, 2008; Harle et al., 2007). Race, class,
and gender all provide strong explanatory models
of why Filipina/o Americans face great health
risks (Brown & James, 2000; de Castro et al.,
2008; Frisbee, Cho, & Hubber, 2002).

Like Virginia’s story, many Filipina/o
Americans play a significant role in the health
care industry as caregivers, technicians, nurse
assistants, nurses, and physicians, but when it
comes to dealing with their own health they face
many challenges and barriers including occupa-
tional stress, access to affordable healthcare, cul-
turally sensitive services, and language barriers
(Abesamis-Mendoza et al., 2007; California
Asian Pacific Islander Joint Legislative Caucus,
2009; David, 2011; Montano, Acosta-Deprez, &
Sinay, 2009; Semics, 2007).

Profile of Filipina/o America

To understand the Filipina/o American commu-
nity, it is important to trace the history of coloni-
zation, diaspora, and issues of this population.
Spain’s desire for resources such as land, mar-
kets, raw materials, and slave labor reached the
Philippines with the arrival of Ferdinand Magellan
in 1521. In the late nineteenth century, the colo-
nial relationship of the Philippines with Spain
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and the United States led to rampant poverty and
to the diaspora of the Filipina/o from their native
country (Chua, 2009; Parrenas, 2001; San Juan,
2006). Filipina/o migration to the Americas spans
more than 500 years. The earliest migrants trav-
eled through the Manila-Acapulco Galleon Trade
Route, landing in Morro Bay, California, and
later creating early Filipino settlements in
Louisiana (Cordova, 1983; Crouchett, 1982,
Espina, 1988).

From 1905 to 1945, many Filipinos — mostly
men — arrived on the shores of Hawaii and the
California coast (Morales, 1998; Takaki, 1989).
These Filipinas/os served America’s labor demand
for cheap manual labor, especially in the agricul-
tural industry. As a result, many Filipinos were
subjected to explicit racial violence and exclusion
including anti-miscegenation laws, poor working
conditions, low wages, and racial violence, mak-
ing the Filipino as “the other.” The irony behind
this exclusion, given the long history of Filipinos
in the United States, from American colonization
was particularly evident for Filipinos. They orga-
nized mass numbers of farm laborers to partici-
pate in demonstrations in Hawaii and California,
taking advantage of their American education and
upbringing. These Filipino farm workers played
an instrumental role in developing labor unions to
increase wages and introduce fair labor practices
in the agriculture industry (Mabalon, Reyes, &
Filipino American National Historic Society,
2008; Scharlin & Villanueva, 1994).

A new wave of Filipinas/os migrated to the
United States between 1945 and 1965. In the
aftermath of World War II, the Philippines
achieved independence. Independence signifi-
cantly improved access to naturalized citizenship,
the formation and reunification of families, and
the creation of Filipina/o American communities
throughout California and the West coast, includ-
ing the arrival of new professionals alongside the
maturation of first and second generation
Filipina/o Americans (Mabalon et al., 2008;
Posadas, 1999). Previous waves of Filipino migra-
tion helped initiate subsequent and substantial
migration of Filipinas/os, especially Filipinas,
during the 1960s.

The passage of the Immigration and Nationality
Act of 1965 transformed the landscape of Filipino
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American communities in the United States.
This legislation fulfilled two goals, specifically
relieving occupational shortages and achieving
more family reunifications (Morales, 1998;
Posadas, 1999). Many physicians and nurses
arrived to fulfill the shortage of health care provid-
ers in underserved areas (Choy, 2003). By the
1980s, Filipino nurses represented 75% of all for-
eign nurses in the nursing field (Brush, Sochalski,
& Berger, 2004). The post 1965 immigration wave
constituted the major influx of Filipina/o profes-
sionals arriving in America and helped form many
of today’s Filipina/o communities throughout the
United States.

The Civil Rights movement of the 1960s and
early 1970s sparked the creation of Filipina/o
American Studies and the emergence of various
Filipina/o American organizations within labor,
colleges, housing, and the arts. Activist organiza-
tions were visible throughout the West Coast
(Geron, de la Cruz, Saito, & Singh, 2001). In the
1970s and 1980s, the fight against Martial Law in
the Philippines served as a platform that influ-
enced many young Filipina/o and Filipina/o
Americans to engage in organizing local Filipina/o
American communities throughout the United
States (Toribio, 1998). The legacies of these move-
ments have played a critical role in shaping today’s
Filipina/o American social movements. Currently,
Filipina/o Americans represent the second largest
Asian immigrant population, second only to the
Chinese (Lai & Arguelles, 2003). An estimated
four million Filipina/o Americans live in the
United States, constituting 1.4% of the American
population (Chua, 2009; U.S. Department of
State, 2010). About half of the population are
permanent residents, while the rest of the demo-
graphic consists of undocumented immigrants
(24%), and American citizens (26%) (Chua,
2009). Geographically, West Coast cities such as
greater Los Angeles, San Francisco Bay Area,
San Diego, and Seattle, as well as Honolulu, have
of the largest numbers of Filipina/o Americans
(Lai & Arguelles, 2003). On the East Coast, the
New York City area represents the fourth largest
region where Filipina/o Americans reside (Lai &
Arguelles, 2003).

Despite their long history in the United States,
Filipina/o Americans face many issues such as
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poverty, immigration, the pressure to assimilate,
and access to affordable and quality healthcare
(Abesamis-Mendoza et al., 2007; Daus-Magbual
& Molina, 2009; Javier, Huffman, & Mendoza,
2007; Lee, 2005; Nadal, 2008; Unemoto & Ong,
2006). Filipinas/os, like many immigrant groups
before them, were left to integrate into communi-
ties that lacked the necessary culturally appropri-
ate services and resources. The absence of such
health resources and a lack of access to afford-
able quality healthcare, as well as discrimination
and racism all help prevent Filipina/o Americans
from getting needed medical services (Abesamis-
Mendoza et al., 2007; Javier et al., 2007). The
social pressures to survive through adversity have
likely contributed to the high stress levels related
to diabetes, cancer, and cardiovascular diseases
(Abesamis-Mendoza et al., 2007; Grunbaum,
Lowry, Kann, & Pateman, 2000; Montano et al.,
2009; National Heart, Lung, and Blood Institute
[NHLBI], 2003; Semics LLC, 2007).

Filipina/o Americans and Health

Information specifically focused on Filipina/o
Americans is limited and often misconstrued, since
Filipinas/os are generally masked under the larger
umbrella of Asian America (Espiritu, 1992; Siu,
1996; Strobel, 1996). Yet when data on Asian
Americans are disaggregated, Filipina/o Americans
rank amongst the highest in youth incarceration,
high school dropout rates, teenage pregnancy, risk
for contracting sexual transmitted diseases, obesity,
and teenage suicide (Daus-Magbual & Molina,
2009; Doan, 2006; Javier et al., 2007; Nadal, 2008).
The result is high rates of chronic health diseases,
cardiovascular diseases, stress, mental health issues,
and cultural mistrust to find treatment (Abesamis-
Mendoza et al., 2007; David, 2011; Nadal, 2009).
Although research and statistics focused on
Filipina/o Americans are relatively scarce, the
available literature reveals that the top health issues
affecting the Filipna/o American community are
cardiovascular diseases, cancer, and diabetes
(Abesamis-Mendoza et al., 2007; Barnes, Adams,
& Powell-Griner, 2008; Choi, Chow, Chung, &
Wong, 2010; Dalusung-Angosta, 2010; Giyeon
et al., 2010; Kao, 2010; Montano et al., 2009;

NHLBI, 2003; Palaniappan et al., 2010). Research
to date provides a foundation to explore and discuss
the urgency of the growing phenomenon of health
issues in the Filipina/o American community.

Cardiovascular Health

Previous studies of different metropolitan cities
including Los Angeles, San Francisco, and New
York all identified cardiovascular disease as the
leading health concern and cause of death within
the Filipina/o American community (Abesamis-
Mendoza et al., 2007; Klatsky & Armstrong,
1991; Montano et al.,, 2009; NHLBI, 2003;
Semics LLC, 2007). According to the National
Vital Statistics Report (2006), cardiovascular dis-
ease is the leading cause of death in the United
States. Worth noting is Filipina/o Americans are
one of the most affected subpopulations for car-
diac related issues (Dalusung-Angosta, 2010).

One particularly extensive study, based on
data from 87,029 interviews among Asian
American adults, found that Filipinas/os had the
highest incidence of obesity (14%) and hyperten-
sion (27%) (Barnes et al., 2008). Studies of
Filipina/o immigrants and Filipina/o Americans
reveal the health consequences associated with
years of living in America and the associated
accumulation of stress, leading to chronic health
risks and conditions (Brown & James, 2000;
Castro et al., 2008). Brown & James, (2000)
reported that Filipino American immigrant nurses
who relocated to the American mainland from
Hilo, Hawaii developed higher levels of norepi-
nephrine levels and hypertension.

Based on focus groups and interviews with
Filipina/o American community leaders in San
Francisco and Daly City, a common observation
was heredity plus Filipino foods containing high
levels of fat, cholesterol, and sodium contribute to
the prevalence of cardiovascular diseases (NHLBI,
2003). More than 60% of Filipina/o adults in
California consume less than the recommended
five fruits and vegetables per day (California Asian
Pacific Islander Joint Legislative Caucus, 2009).

A report by the National Heart, Lung, and
Blood Institute (2003) concluded socioeconomic
status often takes precedence over personal health
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for many Americans, resulting in less time devoted
to health maintenance and improvement. The
same study expressed that socioeconomic status
in surviving in America played a critical role in
high rates of stress resulting in hypertension. High
levels of stress have led to the consumption of
available and affordable comfort foods, which
tend to be high in fat and sodium. The conclu-
sions in the report are reflected in the Filipina/o
population. High stress levels have also led many
Filipina/o Americans, both youth and adults, to
partake in various health vices such as smoking,
alcohol, and other drugs to relieve stress, anxiety,
and depression (Nadal, 2011).

A major factor contributing to the high rates of
cardiovascular disease within the Filipina/o
American community is delayed care and treat-
ment. Several studies shared a common theme,
that Filipinas/os forgo preventive health services
and only seek care when conditions are life-
threatening (Abesamis-Mendoza et al., 2007;
David, 2010; Semics, 2007).

The delay in care and treatment was associ-
ated with lack of insurance and denial/fear of
diagnosis, issues that affect many ethnic popula-
tions. Perhaps unique to Filipinas/os is the notion
that prevention is not a priority nor commonly
accepted practice. Silencing health issues is also
a prevalent issue in delaying care and treatment.
Filipina/o immigrant and American adults and
elderly hide their health concerns from their
families to prevent stress and burden amongst
their families (Semics, 2007).

Physical fitness appears to be inconsequential.
A study based on Filipina/o Americans in New
York City reported a lack of exercise due to time
constraints, unavailability of facilities, and a per-
ception that fitness is an American phenomenon
(Abesamis-Mendoza et al, 2007). Working
Filipina/o and Filipina/o Americans bear the bur-
den to simultaneously earn income and run a
household that prevents them from having the
capacity to pursue fitness. Making exercise a pri-
ority is not any more imperative on the West Coast.
The California Asian Pacific Islander Joint
Legislative Caucus (2009) stated that 46% of
Filipina/o American adults are obese or over-
weight. The report describes the Health Fitness
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Zone (HFZ), used to evaluate whether a student
meets the goal of physical activity and body com-
position that offers protection against diseases.
It appears that sedentary living is the lifestyle for
many youth, since 29.6% of Filipina/o American
Sth graders are not in the desirable HFZ (California
Asian Pacific Islander Joint Legislative Caucus,
2009). A cycle of obesity continues to future gen-
erations, propagating a lifestyle of unhealthy liv-
ing and a lack of physical activity, potentially
increasing the incidence of cardiovascular diseases
for years to come (Nadal, 2011).

Cancer

Cancer is another prevalent health concern in the
Filipina/o American community, the second lead-
ing cause of death for Filipino Americans (Hoyert
& Kung, 1997). Prostate, lung, colorectum, non-
Hodgkin, and liver cancer are the top five illnesses
for Filipino American men (Miller, Chu, Hankey, &
Ries, 2007). Filipino Americans had the highest
incidence and death rate from prostate cancer at
15.7% among Asian Americans (McCraken et al.,
2007). Filipino American men ranked second in
incidence (71.9%) and mortality rates (49.8%) from
lung cancer. Interestingly, the rate of lung cancer is
significant among Filipino American men (23.7%)
even though they had a lower prevalence of being
current smokers compared to Korean (36.2%) and
Vietnamese American men (30.9%) (McCraken
et al., 2007).

Cancer rates are also significant and even
alarming for Filipinas. Miller et al. (2007) reported
breast, colorectal, lung, endometrial, and thyroid
cancers were the top five manifestations of the
disease for American born Filipinas. Rossing,
Schwartz, and Weiss (1995) found that Filipinas
born in the Philippines had 3.2 times the rate of
thyroid cancer compared to American born white
females, while American born Filipinas did not
demonstrate the same increased risk. Among
Asian American women, Filipinas had the second
highest incidence (102.4/100,000) and the highest
mortality rate (17.5/100,000) for breast cancer
(McCraken et al., 2007). Asian Americans have
demonstrated poor colorectal cancer screening
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rates in California, though Filipinas/os rank
second (59%) to Koreans with 70% in undergoing
the necessary testing (California Asian Pacific
Islander Joint Legislative Caucus, 2009).

One relevant detail noted by McCraken et al.
(2007) was that being overweight is a key risk
factor for postmenopausal breast cancer. Further,
the authors stated that 33.5% of Filipina Americans
were categorized as overweight, higher than any
other Asian ethnic group. The same study also
reported that the incidence rate of cervical cancer
among Filipina Americans (8.5/100,000) is higher
than white females (7.3/100,000), but not as
high compared to Korean (11.4/100,000) and
Vietnamese women (14.0/100,000).

Diabetes

Several studies document a high rate of diabetes
affecting Filipina/o Americans (Asian Pacific
Islander American Health Forum [APIAHF], 2008;
Araneta, Wingard, & Barrett-Connor, 2002; Choi
et al., 2010; Cuasay, Lee, Orlander, Steffen-Batey,
& Hanis, 2001; Langenberg, Araneta, Bergstrom,
Marmot, & Barrett-Connor, 2007). The APIAHF
(2008) reported that Filipino Americans have the
highest prevalence of diabetes rates in comparison
to those from their country of origin. Measuring the
prevalence of Diabetes Mellitus (DM) amongst
Asian American adults in California, Filipina/o
Americans ranked the highest with 8.05% followed
by Japanese (7.07%), Vietnamese (7.03%), and
Koreans (6.3%) (Choi et al., 2010). The same study
reported that the prevalence of DM amongst
Filipina/o Americans, compared to Caucasians, is
associated with socioeconomic status, lifestyle
behaviors, and co-morbidities that place Filipina/o
Americans at high risk.

The researchers added that increased age, being
male, having hypertension, lack of vegetables intake,
lack of vigorous exercise, and increased body mass
index were all factors that led to the greater likeli-
hood of diabetes. Such risk factors are prevalent
within the Filipina/o American community.

Filipinas also present disturbing numbers asso-
ciated with diabetes-related ailments. Araneta et al.
(2002) studied diabetes and metabolic syndrome

in Filipina Americans versus Caucasian females.
The researchers reported that Filipinas had a higher
prevalence of diabetes despite being non-obese.
Additional information also appeared counterintu-
itive. Compared to the Caucasian women, Filipina
Americans were less likely to smoke and drink, yet
were still more likely to use antihypertensive med-
ications. Javier et al. (2007) stated that Filipino
mothers had the highest rate of gestational diabe-
tes, and that Philippine born Filipino mothers are
significantly more likely to have diabetes during
pregnancy than U.S. born Filipino mothers.

The causative link may be socioeconomic fac-
tors. Langenberg et al. (2007) reported that the
odds of diabetes, among Filipino American
women, were significantly lower with those with
better childhood financial conditions, greater
education, and higher adult income. Issues of
stress, work, money, and taking care of children
and family were indicators that contributed to the
challenges of obtaining and managing diabetes
(Langenberg et al., 2007; NHLBI, 2003).

Mental Health and Seeking Help

Filipina/o Americans reportedly have relatively
high rates of depression and suicide, yet have low
rates of seeking mental health treatment (Barnes
et al., 2008; David, 2010; Nadal, 2009; Sanchez
& Gaw, 2007). Some possible risk factors identi-
fied include low socio-economic status, lack of
employment, gender, immigration status, and
cultural and linguistic barriers (Javier et al., 2007,
Sanchez & Gaw, 2007). Montano et al. (2009),
studied Filipino American health in the greater
Long Beach (California) area. The researchers
found that half of the respondents expressed
statements reflecting various negative emotions,
including feeling “downhearted” or “sometimes
blue.” About one-third of respondents reported
not being able to work or participate in physical
activities because of emotional issues.

There are also concerns among youth. More
than two-thirds (70.9%) of Filipina/o American
middle school students stated they experienced
depression during the previous 12 months and/or
felt bad or hopeless almost daily for 2 weeks or
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more (Youth Risk and Behavior Survey [YRBS],
2001). Gender differences were also noted, spe-
cifically children of Filipina/o immigrants found
that Filipina American college-aged students
spoke of suicidal ideation (Maramba, 2008). As a
headline story in a local newspaper, 45.6% of
Filipina American high school students stated they
considered suicide, later reported by the San Diego
Union Tribune as the highest percentage among
different ethnicities (Lau, 1995). The same article
also reported that Filipina youths indicated that
culture and family expectations led to a variety of
stressors, related to their consideration of suicide.

Social and Cultural Practices That Affect
Filipina/o American Health

Socio-economic status, immigrant status, levels
of education, job stress and duration, diet and
exercise, gender, acculturation, and colonial
mentality are cited as contributing factors nega-
tively affecting the health of the Filipina/o
American community (Brown & James, 2000;
Choi et al., 2010; David, 2010; Langenberg et al.,
2007; LaVeist, 2002). The earlier review of
Filipinas/os in America points to some possible
sources for some of the stated factors.

Exploring the historical oppression of
Filipina/o Americans and mechanisms they use to
cope with a hostile environment, the community
challenged stereotypes about race, class, gender,
and sexuality on a daily basis. Such ongoing trials
can be considered as micro aggressions, frequent
verbal, behavioral, and/or environmental indigni-
ties, which are either intentional or unintentional.
Micro aggressions can create hostilities and incite
derogatory comments and insults towards histori-
cally oppressed groups (Nadal, 2008). Sue (2010)
described that micro aggressive stress can cause
biological and physical effects, noting that high
rates of stress accumulate that strongly correlates
to increased illness. The long term effects of colo-
nialism, cultural and linguistic barriers to health
care, job intensity and duration, and immigrant
constant struggle to survive are likely examples
that have resulted in ongoing insults to the health
of Filipina/o Americans.
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Socio-economic status plays a considerable
role in the health of Filipina/o Americans.
Langenberg et al. (2007) reported that factors
such as substandard financial conditions during
childhood, lack of adequate education, and lower
wage jobs significantly increased the risk of
diabetes among Filipina Americans. A study of
Los Angeles residents discovered there is a gen-
eral reluctance by many Filipina/o immigrants to
use hospital and doctors services’ because of the
perceived expense. This perception is derived
from experiences with the generally costly medi-
cal services in the Philippines. Consequently,
medical services may not be considered unless
the individual is acutely sick (Semics LLC, 2007).
This was a common trend among Filipina/o
Americans, as 50% of Filipina/o Americans in a
New York City report indicated that financial
barriers to care, particularly over the cost and/or
lack of availability of insurance, influenced their
decision to not seek health care (Abesamis-
Mendoza et al., 2007).

Cultural and language barriers may also pre-
vent elder Filipinas/os and Filipina/o immi-
grants from accessing proper health care services.
Abesamis-Mendoza et al. (2007) stated that
although many Filipina/o immigrants have high
English proficiency, communication and cultural
misunderstanding were nonetheless obstacles
for health care. Language and cultural barriers
created an uncomfortable environment to seek
medical services or communicate openly with
their providers (Semics LLC, 2007). However,
longer residency in America and more frequent
visits to providers did assist Filipina/o immi-
grants in becoming more comfortable with their
doctor (Semics LLC, 2007).

Cultural mistrust also plays a significant role
in preventing Filipina/o immigrant and Filipina/o
Americans from accessing mental health
services. David (2010) stated the historic and
contemporary experiences of oppression towards
Filipinas/os and Filipina/o Americans create a
culture of mistrust, extending to available thera-
pists and counselors. Cultural mistrust is appar-
ently a consequence of both historical and
contemporary oppression, influencing the atti-
tudes of Filipino Americans toward seeking
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professional assistance. An indigenous Filipino
trait such as hiya (devastating shame) — which
can be incurred by those seeking mental health
interventions — is another critical factor that pre-
vents Filipina/o Americans from seeking mental
health services (Sanchez & Gaw, 2007). The
desire to avoid a sense of shame in the family
could lead to stigmatizing mental illness, creat-
ing a potential barrier to appropriate health care
(Semics LLC, 2007).

Diet and nutrition of Filipina/o Americans
may contribute to the prevalence of chronic dis-
ease in the Filipina/o American community.
Ingredients such as Patis (fish sauce), Bagoong
(shrimp paste), anchovies and anchovy paste, and
soy sauce are common ingredients in the Filipino
diet. The overuse of salt in various Filipina/o
dishes is linked to high rates in cardiovascular
diseases. In a San Francisco and Daly City assess-
ment on Filipina/o Americans and cardiovascular
risk found that research participants understood
that eating less salt is better for their blood pres-
sure and health in general, but are not likely to
reduce their salt intake (NHLBI, 2003). Popular
Filipino dishes are also deep fried and high in
starch and sugars.

Future Directions

Health care providers and services should take
into account the historic and cultural complexity
of the Filipina/o American experience. Under-
standing the social, historical, cultural, and polit-
ical nature of Filipina/o Americans provide
insight on the behaviors and health issues of
this community. Sanchez and Gaw (2007) pro-
vided essential guidelines for a culturally sensi-
tive approach for mental health practitioners in
working with Filipino American clients. Some
of the highlighted points of their recommenda-
tions were: to understand the immigration and
regional orientation of Filipina/o Americans;
incorporate culturally sensitive practices to
ensure adequate and proper understanding of
diagnosis and treatment; consider social inhibi-
tions and nonverbal cues that may mislead prac-
titioners; and engage family and patient’s power

hierarchy (Sanchez & Gaw, 2007). Although
these recommendations were created for mental
health providers, general health service provid-
ers can and should also consider these guide-
lines. David (2010) added the importance of
cultural mistrust as a factor in the underutiliza-
tion of mental health services, again likely gen-
eralizable to all health care providers.

Many Filipina/o Americans are aware that cur-
rent health problems could be addressed through
adopting westernized traditions of health such as
better nutrition, exercise, and routine prescriptive
medicine. At the same time, embracing alterna-
tive health care may also be worthwhile (Semics
LLC, 2007). Exploring traditional cultural views
of medicine, through an indigenous Filipino ori-
entation, encompasses a metaphysical dimension
(de Guia, 2010). Semics LLC (2007) reported
that Filipinas/os and Filipina/o Americans see
traditional medicine, with holistic remedies, as
promoting better well-being and health. Such
alternatives to western medicine include prayer,
meditation, and return to Philippine cultural and
regional diets (de guia, 2010). Worth noting is
traditional Filipina/o regional diets such as the
Ilocano diet that emphasizes fish, rice, and a
plethora of vegetables and fruit provide a health-
ier choice for Filipina/o Americans, in contrast to
the high fat, salt, and starch items that are nor-
mally associated with Filipino cuisine (Fernandez,
2002).

The power of family and community are criti-
cal influences that promote the health and well
being of Filipina/o Americans. Abesamis-
Mendoza et al. (2007) expressed the necessity of
capturing the needs and resources of Filipina/o
Americans. Such engagements can help encour-
age the advancement of community assessments
and research studies, community education, and
appropriate mental health services. Developing
Filipina/o American partnerships to advocate for
more resources, funding, and policy changes
that address specific needs should also be a
priority. These recommendations share common
strategies and approaches utilized by Filipina/o
American communities across the nation
(Aguilar et al., 2010; Montano et al., 2009;
Semics LLC, 2007).
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Future research should continue to disaggre-
gate health data from the larger Asian American
umbrella. The need to examine specific Asian
ethnic subgroups provides a better understanding
of health risks, incidence, and mortality. As the
Filipina/o American population continues to
grow, there will be a need to examine and address
health issues of chronic and infectious diseases,
substance abuse, and mental health specific to
this community.

Another area that has been understudied is the
large number of Filipino immigrant health care
providers and their personal health. Numerous
Filipino immigrant health care providers have
experienced prejudice and discrimination in the
workplace. Over the last four decades, lawsuits
have been commonplace with Filipino plaintiffs
filing for discrimination in hiring, workplace
issues, and wage discrimination. Presently there
are no studies on the occupational stresses that
health care providers face and the deleterious
effects of these stressors. Limited research shows
that Filipina/o health care providers experience
undesirably higher rates of overload and burn-out
(Bacharach, Bamberger, & Conley, 1991). As health
care providers, many Filipino immigrants lead
stressful lives supporting their families and caring
for their loves ones, but also others. Health care
delivery is changing, with more being expected out
of health care providers. How does this impact
those who are paid to care for the sick and ill?
Moreover, how are Filipino immigrants as care
providers treated in terms of hiring, wages, and
workplace environment? With so many Filipino
Americans concentrated in the health care industry,
further research needs to explore these areas.

The health status of children of the post
1965-generation of Filipina/o American health
workers is worthy of discussion. The vast amount
of research on Filipinas/os and Filipna/o
Americans are examined through a cultural defi-
cit model that points to culture as being one of the
primary factors towards unhealthy living in
America. A more productive perspective may be
to examine the larger social and cultural factors
that play into the health, illness, and mortality of
Filipina/o and Filipina/o Americans. Although
there is a significant amount of Filipina/o
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Americans in the health profession, this current
article has shown there is significant, albeit lim-
ited research on health risks, incidence, and mor-
tality rates of Filipina/o Americans.

There is also a need for further research on
Filipina/o American community partnerships that
promote education, health, and well-being.
Studying organizations that provide health edu-
cation and advocacy such as New York City’s
Kalusugan Collection (KC) and Pilipino
American Physical Activity Youth Assessment
(PAPAYA Project); Filipino American Service
Group, inc. (FASGI); Search to Involve Pilipino
Americans (SIPA) in Los Angeles; the Filipino
Mental Health Initiative (FMHI) in San Mateo
County in the Bay Area; and Filipino American
Community Health Initiative of Chicago
(FACHIC). These organizations are examples of
resources addressing the health and well-being of
the Filipina/o American community. By examin-
ing their approaches of outreach, advocacy, and
services, these community-based coalitions have
become an effective channel to address various
health problems within specific ethnic communi-
ties (Wynn et al.,, 2007). The development of
more Filipina/o American healthcare coalitions
across the nation can provide aid in overcoming
cultural barriers and make the community aware
of medical concerns, thus getting individuals
appropriate healthcare in a more timely fashion
and hopefully saving lives.

Conclusion

With a population of more than 2.4 million,
Filipina/o Americans are not only the second larg-
est Asian immigrant population in the United
States, but they are the third largest immigrant pop-
ulation overall, behind only Mexican Americans
and Chinese Americans. Despite this large and ever
growing Filipina/o American population, research
on the healthcare needs of Filipina/o Americans is
still lacking. More research is needed to study not
only prevalent diseases — including cardiovascular
issues, cancer, and diabetes — but also correspond-
ing behaviors that increase risk, including obesity,
stress, and mentality poly-substance abuse. STDs
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and HIV are other concerns which can affect gen-
eral well-being and subsequent mortality.

As we discussed in this chapter from our own
literature review, we have re-confirmed that the
most pressing social and cultural practices,
which affect health and illness in the Filipino
American community, include immigration
stress and relocation, socio-economic status,
and loss of self-esteem due to discrimination, all
correlated with cultural alienation. The silence
about health issues among working Filipina/o
American youth, working adults, and elderly,
can be considered the result of cultural chal-
lenges that emphasize the desire to avert burden
on their families (Semics, 2007). Barriers to
accessing affordable healthcare and lack of
health insurance lead to a general reluctance of
Filipinas/os and Filipina/o Americans to utilize
health services (Abesamis-Mendoza et al., 2007,
Langenberg et al., 2007; Semics, 2007). The
future well-being of the Filipinas/os, including
both current and future generations, will be
determined by how these concerns are addressed.
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Japanese Americans: Current Health
Issues and Directions for Future

Research

Tazuko Shibusawa

Introduction

It was 1947, during the height of anti-Japanese
sentiment in the United States. V.S. McClatchy,
co-owner of the Sacramento Bee newspaper and
a strong proponent of anti-Japanese immigration
laws, pronounced that because of “great pride of
race, [the Japanese] have no idea of assimilation
in the sense of amalgamation [i.e., intermarriage
and disappearance as a biologically distinct
group.]” (Spikard, 2009, p. 63). Ironically,
because of decades of acculturation and a high
incidence of intermarriage, today many would
argue that Japanese Americans are the most
assimilated among Asian Americans. This is not
because other Asian groups have not had a com-
parably long history in the United States, but
because unlike the Japanese, these groups con-
tinue to immigrate to the United States in signifi-
cant numbers, leaving a higher percentage to
learn the ways of their adopted country. Compared
to other Asian groups, Japanese Americans have
the highest percentage of people who were born
in the United States, who speak English as a first
language, and who follow a Westernized life
style. The health issues of Japanese Americans,
therefore, reflect the impact of their significant
acculturation and assimilation into US society.
This chapter presents a background of the history
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of Japanese immigrants in the United States, fol-
lowed by a review of epidemiological studies,
discussion of emerging health issues, and direc-
tions for future research.

Historical Background
and Immigration Patterns

The majority of Japanese immigrants came to the
United States between the late1800s and early
1920s. They first immigrated to Hawaii to work
on sugar plantations. After Hawaii was annexed
by the United States in 1898, many Japanese
moved to the West Coast where they were ini-
tially employed in agriculture, railroad construc-
tion, mining, lumbering, and canning (Spikard,
2009). Japanese immigrated during an era of
intense anti-Asian sentiment. As an ethnic group,
they were not allowed to become US citizens,
with Alien Land Laws prohibiting them from
owning land. The Chinese Exclusion Act, which
banned immigration from China, had been
enacted in 1882. Consequently, many anti-Japa-
nese groups also lobbied to ban immigration from
Japan. In 1907, under mounting pressure from
the United States, the Japanese government
agreed not to send any more immigrants. The so-
called Gentleman’s Agreement limited immigra-
tion from Japan to family members of those
already living in the United States. By 1924, an
immigration law was enacted that prohibited all
Japanese along with other Asian groups from
immigrating to the United States. It was not until

59

DOI 10.1007/978-1-4614-2227-3_5, © Springer Science+Business Media, LLC 2013

5



60

the 1965 Immigration Act that the majority of
Asians were able to again immigrate to the United
States without severe restrictions.

It is estimated that 450,000 Japanese immi-
grated to the United States before the 1924 exclu-
sion act (Lai & Arguelles, 2003). The first
immigrants from Japan were men who had
expected to return to Japan after they made their
fortune. However, even earning a decent living
proved difficult, so many settled in Hawaii,
California, Oregon, and Washington. Some men
returned to Japan to find wives, while others mar-
ried through proxy so that their wives could enter
the United States as family members under the
Gentlemen’s Agreement. The women who arrived
in the United States through these arranged mar-
riages were known as picture brides. As a result
of these arranged marriages, between 1907 and
1924, some 15,000 women immigrated to be with
their husbands (Takaki, 1983; Tanaka, 2004).

The anti-Japanese sentiment that had long
been present on the west coast culminated in the
internment of Japanese Americans after the out-
break of World War II. Over 110,000 Japanese
Americans were classified as “enemy aliens” and
incarcerated in concentration camps in remote
areas of Arizona, Arkansas, California, Colorado,
Idaho, Utah, and Wyoming. Two-thirds of the
internees, many of whom were children, were
second-generation Japanese Americans as well
as being US citizens. Some families were torn
apart even further since men who were commu-
nity leaders were incarcerated in POW camps.

As Japanese Americans were released from
these camps, most had lost their property and
businesses while they were interned and had to
start over again. The interment experience left an
indelible mark on subsequent generations of
Japanese Americans. Researchers note that many
second generation Japanese Americans experi-
enced feelings of shame and humiliation about
being Japanese as a result of internment, and
pressure to prove their loyalty to the United
States accelerated a push towards assimilation
following World War II (Nagata, Trierweiler, &
Talbot, 1999).

The immigration ban against Japanese was
lifted for spouses and adopted children of US
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servicemen in 1945 after the end of World War II.
As a result, it is estimated that over 50,000
Japanese “war brides” immigrated between 1946
and 1965 (Crawford, Hayashi, & Suenaga, 2010).
As noted previously, the number of Japanese
immigrants to the United States following the
1965 Immigration Act has been low compared to
immigrants from China, Korea, India, the
Philippines, and Southeast Asia. The lower rate
of Japanese immigration may be attributed to the
relatively stable economy and political situation
in Japan in contrast to some other Asian nations.
Still, although small in number, there continues
to be a steady influx of immigrants from Japan.
Between 1965 and 2000, 176,000 new Japanese
immigrants entered the United States (Lai &
Arguelles, 2003). The current Japanese American
population is a heterogeneous group, representing
new immigrants as well as descendants of those
who immigrated in the early 1900s.

Demographic Characteristics

The 2009 American Community Survey reported
766,875 people who identify as ethnically
Japanese, plus 1.3 million who identify as
Japanese or in combination with one or more
other racial group (U.S. Bureau of the Census,
2011). The majority of Japanese (60%) live in
two states, Hawaii and California (Niiya, 2010).
There are several features that distinguish
Japanese Americans from other Asian American
groups. Because of the small number of new
immigrants, a large number of Japanese Americans
are US-born, with nearly 60% of Japanese
Americans born in the United States in contrast to
Asian Indian (27%), Chinese (31%), Filipino (33%),
Korean (26%), and Vietnamese (31%). Over 54%
of Japanese Americans speak only English, signifi-
cantly higher than the five other major Asian
American groups (which average 20.4%).
Another characteristic that distinguishes
Japanese Americans from other Asian American
communities is the high proportion of people
who identify as biracial or multiracial. Since the
1990s, there have been more Japanese/White
births than mono-racial Japanese American births
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(Root, 1996). Currently, about one-third of
Japanese Americans report that they are of mixed
race heritage, which is significantly higher than
Asian Indians (6%), Chinese (11%), Filipinos
(20%), Koreans (13%), and Vietnamese (7%).

In the general population of the United States,
12.9% of the population is 65 and older. The pro-
portion of older adults among Filipinos (12.2%)
and Chinese (11%) are similar to that of the gen-
eral US population because of the long residence
of these groups in the United States despite the
continued influx of new immigrants. Asian
Indians (6.3%), Koreans (9.3%) and Vietnamese
(9.6%) have much smaller number of older adults
because new immigrants tend to arrive to the
United States before reaching mid-life. By con-
trast, Japanese Americans have close to twice the
number of older adults (23.6%) than the overall
US population (U.S. Bureau of the Census, 2011).
In fact, if the current demographic trend contin-
ues, in the next few years, one out of four Japanese
Americans will be 65 years of age or older. Fewer
Japanese Americans (2.4%) live in culturally tra-
ditional three-generational households, compared
to Asian Indians (6.4%), Chinese (5.5%),
Filipinos (7.3%), and Vietnamese (6.6%) (U.S.
Bureau of the Census). Such findings have impli-
cations for caregiving of seniors within each of
these ethnic groups. Health issues among
Japanese Americans, therefore, need to be con-
sidered in light of this aging population.

The poverty rate among Japanese Americans
is reportedly 8.6%. More Japanese Americans
than Asian Indians (7.5%) and Filipinos (5.8%)
live under the poverty line. At the same time, the
poverty rate among Japanese is lower than
Chinese (12.7%), Koreans (14.9%), Vietnamese
(15.5%), and the overall US population (14.3%)
(U.S. Bureau of the Census).

Another unique characteristic of Japanese
Americans is that they self-identify by genera-
tions, age cohorts who share common experi-
ences and cultural values. Immigration from
Japan took place during a short period of time
because of the Exclusion Act of 1924. As a result
there was basically one age cohort that emigrated
from Japan, identified as the Issei, which means
first generation. The children of Issei who were

born in the US identify as Nisei or second-gener-
ation. A subgroup of Nisei are known as Kibei
Nisei, which means “return to the United States.
This particular cohort returned to the United
States after being sent back to be educated in
Japan during childhood. Each subsequent genera-
tion is defined by its relationship to the original
immigrants. The grandchildren of the Issei (chil-
dren of the Nisei) are the Sansei, or third genera-
tion, while the great grandchildren (children of
the Sansei) are the Yonsei (fourth generation).
The great-great grandchildren of the first immi-
grants (children of the (children of the Yonsei) are
known as the Gosei (fifth generation). There is a
distinctive title for Japanese who immigrated
after World War 11, these individuals are known
as the Shin Issei (“new” Issei). Some of the new
immigrants came as students or for business and
stayed in the United States. Others immigrated to
be reunited with their families who had immi-
grated to the United States earlier. Most of the
original Issei have now passed away, and the
majority of Nisei who were born between 1915
and 1940 are now older adults (Meredith, Wenger,
Liu, Harada, & Kahn, 2000). The third genera-
tion Sansei belong to the baby boom generation
and they too are becoming senior citizens.

Research on Japanese American
Health

Two extensive cross-national and longitudinal
studies have provided valuable information on
the health status of Japanese Americans. The first
study, known as the Ni-Hon-San study (acronym
for Nihon, Honolulu, and San Francisco), was
initiated in 1965 to compare rates of coronary
heart disease, cerebral vascular disease, and dif-
ferent types of cancers among Japanese men born
between 1900 and 1919 in Hiroshima, Honolulu,
and San Francisco (Robertson et al., 1977).
By studying Japanese residing in three different
geographical areas, researchers have been able to
examine genetic, environmental, and cultural fac-
tors associated with the development of diseases.

Perhaps the central finding of the study has
been the significant differences in rates of
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coronary heart disease among Japanese in Japan
and those who reside in Honolulu and San
Francisco. Japanese Americans in San Francisco
had a much higher rate of coronary heart disease
than their cohorts in Japan, while the rates for
ethnic Japanese in Hawaii were in-between indi-
viduals living in Japan and San Francisco. A
Westernized diet consisting of large amounts of
meat and lower amounts of vegetables along with
a more sedentary lifestyle are considered to
increase risk factors for coronary heart disease
among Japanese who immigrated to the United
States. The mortality rate from cerebrovascular
diseases, however, was lower among Japanese
Americans than Japanese in Japan, attributed by
medical researchers to higher intake of salt inher-
ent in the traditional Japanese diet.

The Honolulu Heart Program, a study that
examines heart disease among Japanese American
men in Hawaii, grew out of the Ni-Hon-San study
in response to the high rates of coronary heart
disease among this population, particularly as the
cohorts become older. In addition to a longitudi-
nal follow-up of over 8,000 Japanese men who
were in the Honolulu arm of the Ni-Hon-San
study, the Honolulu Heart Program includes 400
offspring of the original study participants,
extending the scope of examination to two gen-
erational cohorts.

A second large scale cross-national study, the
Ni-Hon-Sea study (1991-2000) (acronym for
Nihon, Honolulu, and Seattle), examined the
relationship between lifestyle and cognitive
aspects of aging among elders, including the
development of dementia, among Japanese in
Hiroshima, Honolulu, and Seattle (Larson et al.,
1998). The Honolulu arm of the study consisted
of participants enrolled in the aforementioned
Honolulu-Asia Aging Study. The study revealed
difference in types of dementia between Japanese
elders in Japan and the United States. The rates of
Alzheimer’s disease among Japanese Americans
were more similar to the rates of the overall US
population and higher than their cohort in Japan.
On the other hand, compared to elders in Japan,
older Japanese Americans had lower rates of vas-
cular dementia caused by strokes (Graves et al.,
1999; Rodriguez et al., 1996).
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The Seattle portion of the study, individually
known as the Kame Project, included more than
2,000 study participants, mostly Nisei. Kame
means turtle in Japanese, symbolizing longevity.
An important finding from the Seattle portion of
the study is the possible relationship between
bilingualism/biculturalism and later cognitive
function. Elders who learned Japanese as a child,
and who maintained a Japanese lifestyle, experi-
enced lower rates of cognitive decline than
Japanese elders who lived a less traditional
Japanese lifestyle. The researchers attribute the
findings to increased brain reserve, which results
from increased connections among brain cells
that developed from speaking Japanese and
English. Greater social support among Japanese
Americans who retained traditional Japanese cul-
ture is also considered to be a protective factor
from cognitive decline (Graves et al., 1999).

Current Health Issues

The findings of the Ni-Hon-San and Ni-Hon-Sea
studies demonstrate the impact of both genetic
factors and acculturation on the health of immi-
grants. The study findings may be attributed to
the “healthy migrant effect” in which recent
immigrants or migrants whose home countries’
lifestyles are healthier than those of the host
country. Additionally, current health issues
among Japanese Americans reflect the influence
of genetic factors, changes in life style and envi-
ronment on the health of immigrant populations.

Cancer

Japanese Americans have higher rates of breast,
colorectal, stomach, prostate, and uterine cancer
compared to Chinese, Korean, Filipinos, and
Vietnamese in the United States (McCracken
et al., 2007). In California, Japanese Americans
have the highest mortality rates from colorectal
cancer (57.5 per 100,000), female breast cancer
(105.5 per 100,000), and uterine cancer com-
pared to other Asian Americans groups (16.7
per 100,000) (Kwong, Chen, Snipes, Dileep, &
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Wright, 2005). Despite high rates of cancer
screening, Japanese women have twice the rate
of breast cancer than Chinese and Korean
Americans (Deapen, Liu, Perkins, Bernstein, &
Ross, 2002).

As in the case with cardiovascular diseases,
high cancer rates among Japanese Americans are
attributed to adapting to Western diet and life-
style. Typical risk factors for colorectal cancer
include a high consumption of processed meats
and red meats, low fruit and vegetable intake, lack
of physical inactivity, obesity, and alcohol use.
Similarly, the increase in breast cancer among
Japanese Americans has also been attributed to
comparable changes in lifestyle from traditional
Japanese behaviors. A study of nutrition among
second- and third-generation Japanese American
women found that third generation women ate
fewer times a day, ate out more often, and dined
on more take-out food, saltier snacks, soft drinks
and alcohol, which is a variance from second gen-
eration Japanese women who consumed more tra-
ditional foods such as fish, vegetables, and beans
(Kudo, Falciglia, & Couch, 2000). Japanese
American women have the highest rates of post-
menopausal treatment among Asian American
women, which may be associated with high rates
of breast cancer. Japanese American women have
the highest rate of smoking among Asian women
also contributing to higher rates of cancer (15.6%)
(McCracken et al., 2007).

It is important to note that the incidence of
cancer increases with age. In the United States,
approximately 60% of all cancers occur among
people over 65 years of age (Ershler, 2003). Since
Japanese Americans have a high proportion of
older adults, prevention and early detection of
cancer are crucial for improving the health status
of this population.

Diabetes

Acculturation towards a Western diet and life-
style not only affects risks for coronary heart dis-
ease and cancer, but also affects the incidence of
diabetes. Japanese Americans have higher rates
of type II diabetes than non-Hispanic Whites and

Japanese residing in Japan (Fujimoto, 1992). The
rates of diabetes among Japanese Americans in
Seattle are two to three times higher than that of
Japanese in Japan (Hara, Egusa, & Yamakido,
1996). Higher risks for diabetes are observed
among Japanese Americans who follow a more
Westernized diet which includes higher intake of
animal fat and simple carbohydrates. Specifically,
Japanese American men in Seattle had twice the
intake of fat than Japanese men in Japan.

Weight gain and increase in intra-abdominal
fat are associated with diabetes risk. Japanese
Americans, in general, are not overweight com-
pared to other populations in the United States.
Yet a study of Type II diabetes among second and
third generation Japanese Americans found risks
factors among people with body mass index
(BMI) of 25-29, which is lower than the criteria
for obesity set forth by the National Heart, Lung,
and Blood Institute States (McNeely et al., 2001).
Although obesity rates among Japanese
Americans are lower than people of other races in
the United States, weight gain is nonetheless a
concern for this population. Studies indicate that
Japanese in the United States are heavier than
Japanese in Japan. Research in California also
suggest that among Asian Americans, Japanese
American men have the highest prevalence of
being overweight (52.5%), while women have
the second highest prevalence (28.3%) following
Filipinas (McCracken et al., 2007). Furthermore,
post-menopausal Japanese American women are
at risk for diabetes because of increased intra-
abdominal fat.

Mental Health

Population-based studies on the mental health
status of Japanese American are not available.
Some information can be gleaned from available
research. In Hawaii, Japanese American female
adolescents report higher depressive symptoms
compared to boys (Williams et al., 2005). Risk
factors for depression among Japanese American
youth include lower self-concept and poorer body
image compared with non-Hispanic Whites
(Pang, Mizokawa, Morishima, & Olstad, 1985).
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Japanese American parents hold higher educa-
tional expectations for their children than
European Americans. School pressure from par-
ents can also be a risk factor for depression
(Goyette & Xie, 1999).

Aging is associated with depression, with an
estimate that 20% of community dwelling elders
in the United States experience depressive symp-
toms. Studies based on convenience samples
indicate higher rates of depressive symptoms
among Japanese Americans than non-Hispanic
White American elders (Shibusawa & Mui,
2001). As is common with other populations,
poor health and lack of social support are risk
factors for depression among older Japanese
Americans (Shibusawa & Mui). Depression is a
concern among older Japanese Americans
because of high suicide rates. Among Japanese
American women between ages 75 and 84, the
suicide rate is 2.5 times higher than those of white
women. For Japanese men age 85 and over, the
suicide rate is almost three times greater than
those of white men (Baker, 1994).

Some studies indicate that Japanese American
elders who are more acculturated are at higher
risk for depression than those who retain their
Japanese culture. In the Honolulu-Asia Aging
Study, second generation Japanese American
men who were more Westernized reported
increased depressive symptoms. Differences are
noted among Japanese Americans who retain a
more Japanese life style in reporting less depres-
sive symptoms due to having a social support net-
work that serves as protective factors. Such
results may be circumspect, as higher reports of
depressive symptoms among acculturated
Japanese Americans may be due to the fact that
they are more open to discuss mental health
symptoms and because depression scales pick up
more depressive items among people who are
more Westernized (Harada et al., 2011).

Conflicting data is presented in a study of
Japanese American elders in Los Angeles, report-
ing elders who are primarily Japanese-speaking
and less acculturated are at higher risk for depres-
sion. Compared to English-speaking Japanese
American elders, those who were Japanese-
speaking were more distressed towards becoming
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dependent on their adult children and reported
higher depressive symptoms (Shibusawa &
Mui, 2001).

Alcohol and Substance Abuse

Cross-national studies indicate that drinking
patterns among Japanese Americans are more
similar to those of non-Hispanic Whites than to
Japanese who live in Japan (Higuchi, Parrish,
Dufour, Towle, & Harford, 1994). While the
highest proportion of heavy drinkers in Japan
are among middle-aged (30—59) men, the highest
number of Japanese Americans who consume
large amounts of alcohol are younger men
between the ages of 18 and 29 years. According
to the 20042008 National Survey on Drug Use
and Health (NSDUH), Japanese Americans
report lower rates of alcohol use (48.5%) than
Korean Americans (51.9%). However, Japanese
American adolescents report the highest use of
illicit drugs including marijuana, inhalants, and
cocaine (6.2%) among all Asian American
groups (Price, Risk, Wong, & Klingle, 2002).
Higher rates of illicit substance among Japanese
American youth may be attributed to greater
acculturation plus access to the same drugs as
the majority population. Since biracial and
multiracial Asians also have higher risks of
substance abuse, it follows that higher rates of
drug use exist among Japanese American ado-
lescents because of the large proportion of bira-
cial and multiracial individuals among this
group (Price et al.).

Health Beliefs and Health Service
Utilization

Health Beliefs

Beliefs about health and illness in traditional
Japanese culture derive from Buddhism and
Taoism introduced from China and Korea, and
the ancient indigenous religion of Shintoism. These
spiritual traditions have shaped how Japanese
(1) believe in the importance of co-existing with
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nature and natural forces, (2) respect a natural
order that is greater than individual will, and
(3) believe in the importance of balance and
harmony between the mind and body. Traditional
Chinese medicine was introduced to Japan in the
sixth century. It is known in Japanese as kanpo,
which means the “Chinese Way” (Lock, 1985).
An important influence of Chinese medicine is the
concept of ki (or gi in Chinese), a form of energy,
which connects the mind and body. An old
Japanese saying, “illness comes from ki’ (yamai
wa ki kara), points to the importance of ki in
sustaining health.

Some Japanese Americans seek indigenous
healing practices, such as herbal medicine, acu-
puncture, and moxibustion, which are believed to
restore the flow of gi and enhance the body’s
immune system. While individuals are thought
to be responsible for maintaining physical and
psychological health through self-discipline,
Japanese also pray for protection from ill health
from the Buddha, Shinto deities or spiritual forces
(kami), and ancestral spirits (Roemer, 2010). At
the same time, serious and terminal illnesses are
often viewed as something to be accepted as part
of one’s faith (Shibusawa & Chung, 2009). While
Buddhism views death as a part of life, until
recently most physicians respected the traditional
practice of not disclosing terminal illnesses
openly to patients.

Health Service Utilization

In the United States, the use of health care ser-
vices is generally determined by patients’ needs
with at least some respect to structural, social,
and cultural factors (Andersen, 1995; Damon-
Rodriguez et al., 1994). Structural factors include
accessibility, affordability, availability, and
knowledge about services. Financial resources,
access to health insurance, transportation, family
and social support that enable access to services
are also important structural factors that deter-
mine health service use. Cultural factors include
health beliefs such as the perception and explana-
tion of physical symptoms, beliefs about care,
and acceptability of services (Damon-Rodriguez,

Wallace, & Kington, 1994). Patients’ needs refer
to physical and psychological conditions for
which services are sought (Andersen).

Among Asian Americans, several factors
including social stigma, limited English language
proficiency, low socioeconomic status, lack of
health insurance, fragmented health care sys-
tems, inability to access and navigate the health
care system, and lack of culturally appropriate
services inhibit service utilization (Damon-
Rodriguez et al., 1994; Jang, Lee, & Woo, 1998;
Shibusawa and Chung 2009). Although specific
research on health care utilization among
Japanese Americans is limited, available data
suggests a relationship between acculturation
and service use. For example, Japanese American
women have higher rates of breast cancer screen-
ing than other Asian American women, perhaps
not surprising given the larger number of
US-born and English-speaking Japanese com-
pared to other Asian groups. Japanese American
children in California also have better access to
health care compared to Filipino, Korean and
Vietnamese children (Yu, Huang, & Singh,
2010). In addition, Japanese American mothers
receive better prenatal care than Chinese, Korean
and Vietnamese women (Yu, Alexander,
Schwalberg, & Kogan, 2001).

As previously noted, Japanese Americans are
a heterogeneous group whose acculturation pat-
terns result in a variety of attitudes towards health
care. English-speaking Japanese Americans as a
group have more trust towards their physicians
than do Japanese-speaking individuals. Japanese
Americans who speak English are better able to
communicate with physicians and may be more
comfortable with the physician’s Westernized
mannerisms (Tarn et al., 2005). Those who are
Japanese-speaking may be less comfortable inter-
acting with physicians because Japanese culture
dictates that patients be deferential to physicians
and not question their authority (McDonald-
Scott, Machizawa, & Sato, 1992).

Attitudes towards end-of-life care among
Japanese Americans are also influenced by accul-
turation processes (Braun, Onaka, & Horiuchi,
2001; Matsumura et al., 2002). When an individual
is considered to be in terminal condition, there are
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differences in the response between American and
Japanese cultures. In the United States, patient
autonomy is a priority. Individuals are expected to
be informed of their medical status and treatment
options, and make decisions regarding their own
advance care directives (Kagawa-Singer &
Blackhall, 2001). Traditional Japanese culture, on
the other hand, emphasizes the interdependent
nature of human relationships, so that decisions
about the utilization and cessation of treatment
consider the welfare of the group or family over
the needs of the individual. In a study of English-
speaking and Japanese-speaking Japanese
Americans, the former expressed preference for
autonomy in end-of-life decision making, while
the latter favored family-centered decision making
in advance care planning. Both English-speaking
and Japanese-speaking respondents, however, pre-
ferred to have family and/or friends make deci-
sions as a group rather than designate a single
individual in the event that they themselves
were not able to make decisions about using life-
sustaining machines (Matsumura et al., 2002).

Mental Health Service Utilization

Mental illness is a source of shame and sigma for
many Japanese Americans. Their preference is to
resolve problems on their own before seeking
assistance from a professional (Shibusawa,
2005). For example, unlike non-Hispanic Whites,
Japanese American youth prefer talking to friends
rather than seeking help from a mental health
counselor (Suan & Tyler, 1990). The reluctance
to seek outside help also extends to issues other
than psychiatric problems, such as domestic vio-
lence (Yoshihama, 2000) and substance abuse
(Substance Abuse and Mental Health Services
Administration, 2010). The unwillingness among
Japanese American families to acknowledge psy-
chological disorders also inhibits elders who are
depressed or who have early stages of dementia
from receiving appropriate and preventive inter-
ventions (Fugita, Ito, Abe, & Takeuchi, 1991).
Although somatization is a common manifes-
tation of emotional distress among the popula-
tion at large, the problem is acute among all
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American Asian populations, including Japanese
Americans. Specifically, psychological distress
is expressed through somatic complaints such as
insomnia, loss of appetite, migraine, body pain,
dizziness, and feelings of physical weakness
among Japanese Americans. Mental illness is
often conceptualized as an imbalance in the
autonomic nervous system, which is believed to
be caused by irregular life styles and life habits,
which in turn, trigger vulnerability to stress
(Munakata, 1989).

Reluctance to seek mental health treatment
has led Japanese Americans (as well as other
Asian Americans) to utilize psychiatric emer-
gency services during full-blown crises more
than other American ethnic groups (Sakayue,
1989). Mental health utilization is higher when
ethnic-specific mental health programs are avail-
able (Kugaya, 2007), yet a challenge for mental
health services for Japanese Americans is the
shortage of Japanese American mental health
professionals. A recent study of Los Angeles
County, confirms the lack of Japanese American
counselors and other mental health practitioners
in an area with the largest number of Japanese
Americans in the country. There is less than one-
third the US average of available psychiatrists
and less than one-fifth the US average of mental
health professionals available for this ethnic
community (Kugaya, 2007).

Geriatric Care

Earlier, a review was presented of Japanese
American elderly and mental health issues.
In addition to mental health, concerns regarding
Japanese Americans and care for the elderly have
also been reviewed. Japanese American elders
have traditionally been reluctant to use long term
care services such as nursing homes and home
health care because of language barriers, lack of
culturally appropriate services, and fear of prejudi-
cial treatment (Sakayue, 1989). It is worth noting
that in traditional Japanese culture, adult children
are expected to be the caretakers for elderly parents.
Japanese American men with dementia in Hawaii
have twice the rate of dying in hospitals but half
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the rate of dying in nursing homes compared to
the national average (Bell et al., 2009). The value
of filial obligation (oyakoko) in which adult chil-
dren believe that they need to care for their elders
at home, may account for the low rates of mortal-
ity in residential nursing homes. Expectations for
families to care for frail elders, however, are dimin-
ishing in Japanese American communities, espe-
cially on the mainland US. The rate of
institutionalization in geriatric facilities among
Japanese American elderly is 1.6%, while the
prevalence of nursing home use among all elders
in the United States is 5% (Himes, Hogan, &
Eggebeen, 1996). Institutionalization rates, how-
ever, are higher in geographical areas where
Japanese facilities and long-term care programs
are available. In Seattle, where there is a Japanese
nursing home, the institutionalization rate is 5%
(McCormick et al., 1996). There are a number of
Japanese American long-term care facilities avail-
able in California, which are generally the facili-
ties of choice for adult children compared to
non-Japanese American facilities (Hikoyeda &
Wallace, 2001).

Relationships between adult children and
older parents by and large remain close. One
study suggests that Japanese American elders
who are English-speaking are more comfortable
depending on their adult children than Japanese-
speaking children (Shibusawa & Mui, 2001).
Japanese-speaking elders worry about being a
burden on their children because they are not
capable of reciprocating their children’s assis-
tance. In Japanese culture, people who are not
able to give in return the help they receive are
expected to accept the care passively without
voicing complaints or asserting their desires
(Shibusawa & Mui 2001). Those receiving care
are expected to practice “enryo,” which means
“hold back™ or “restrain” ones wishes. Depen-
dence or being a burden on others in Japanese
culture comes with a cost — one must passively
accept the help, and not assert oneself or negotiate
for the kind of assistance one wants lest being
perceived as ungrateful to caregivers. A study of
Japanese Canadians found that elders would pre-
fer to pay for formal services than burden family
members (Matsuoka, 1999).

Another factor that affects eldercare among
Japanese American families is the high rate of
out-marriages. The rate of interracial marriages
among Japanese Americans has been increasing
over the years, so that an increasing number of
Japanese American elders will have children-in-
law and grandchildren of diverse cultural back-
grounds. Both Japanese American elders and
their offspring will need to learn to negotiate
through a diverse and perhaps disparate set of
cultural expectations regarding eldercare.

Directions for Future Research
Racial Discrimination and Health

A large number of Japanese in the United States
are third-, fourth-, fifth- and even sixth-genera-
tion Americans. Some researchers contend that
ethnic groups reach a point where a group
becomes acculturated to the point where differ-
ences in subsequent generations are minimal
(Wooden, Leon, & Toshima, 1988). Acculturation
patterns of Japanese Americans, however, differ
from those of people of European ancestry
because of their skin color and other non-White
physical features. While second and third gen-
eration European immigrants are rarely ques-
tioned about their nativity status, Japanese
Americans — no matter what generation — are
often asked about their country of origin.
According to data from the 2003 to 2005
California Health Interview Survey, close to 30%
of Japanese Americans reported experiencing
racial discrimination where they felt that they
were treated unfairly because of their race (Gee
& Ponce, 2010).

There is increasing evidence that suggests an
association between racial discrimination and
health status. Experiences of discrimination are
linked to heart disease, hypertension, respiratory
illnesses, chronic health conditions, and depres-
sive symptoms (Gee, Spencer, Chen, & Takeuchi,
2007). Furthermore, substance abuse, in partic-
ular may be an unhealthful way to cope with
racial discrimination (Yoo, Gee, Lowthrop, &
Robertson, 2010).
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Japanese Americans live with the legacy of
the internment experience of World War II. They
are aware of the way in which minority groups
can quickly become targets of racial attacks by
the dominant society. Some decades later, in the
1980s and 1990s, the derogatory term “Jap” that
was used before and during World War II was
again used to attack Japanese during trade con-
flicts between Japan and the United States
(Ng, 2005). The treatment of Muslim Americans
following the 9-11 terrorist attacks is a chilling
reminder of the discrimination Japanese
Americans experienced following Pearl Harbor
(Nikkei for Civil Rights and Redress, 2010).

Many Japanese Americans along with
other Asians have high levels of education and
hold professional positions. However, Asian
Americans hold fewer managerial or executive-
level positions than non-Hispanic Whites. Although
Asian Americans, as a group, have higher rates of
college graduates than non-White Hispanics, only
1.5% of Fortune 1,000 company executives are of
Asian descent (Shibusawa, 2008). The apparent
glass ceiling (referred to by Asians as the “bamboo
ceiling”) in the corporate world is just one example
of racial discrimination that is experienced by
Japanese and other Asian Americans, suggesting
the need for further studies on the impact of racial
discrimination on health.

Health of Biracial and Multiracial People

To reiterate, approximately one-third of Japanese
Americans report that they belong to more than
one race (U.S. Bureau of the Census, 2011).
The majority of the US population, however,
identify as monoracial, resulting in a paucity of
research on the health of biracial and multiracial
people (Collins, 2000; Tashiro, 2002). According
to the 2009 American Community Survey, only
3% of Whites, 7% of Blacks, and 4% of Hispanics
or Latinos of any race reported being of more
than one race. On the other hand, 12% of Asian
Americans, 50% of American Indian and Alaska
Natives, and 50% of Native Hawaiian and other
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Pacific Islanders identify as being more than one
race (U.S. Bureau of the Census, 2011).

Most studies of biracial and multiracial people
have focused on psychological aspects of identity
development. Some studies suggest that biracial
and multiracial adolescents face more challenges
than monoracial individuals during the stage of
identity formation because of conflicting cultural
backgrounds. Not knowing which group to belong
to can lead to identity confusion, self-hatred, alien-
ation, feelings of guilt and disloyalty (Williams
et al., 2005). Confusion on the part of others such
as teachers and peers can also be stressful for bira-
cial and multiracial adolescents (Campbell &
Troyer, 2007). The challenges during identity
formation can contribute to anxiety and depres-
sion (Williams et al., 2005). Research on substance
abuse among adolescents consistently demon-
strated higher use among biracial and multiracial
individuals (Chavez & Sanchez, 2010). Still, the
consequences of difficulties with identity develop-
ment are not conclusive. Mass (1992) who studied
the psychological adjustment among biracial
Japanese Americans who have a white and a
Japanese parent did not find any differences com-
pared to monoracial Japanese (Mass).

Tashiro (2006) points to the negative conse-
quences of the monoracial assumptions of race
categories on biracial and multiracial individuals.
There are various health conditions that are asso-
ciated with race, so the lack of data on health
risks of multiracial individuals can have negative
consequences on their physical and psychologi-
cal well-being. Graham (2008) noted that biracial
and multiracial individuals have remained invis-
ible in the health research. Biracial and multira-
cial individuals have been excluded from clinical
trials for medications, which can put them at risk
for overdosing or underdosing (Graham, 2008).
For example, we do not know if BiDil, the first
drug that was developed to treat heart failure
among African Americans, is effective for
Japanese Americans who are part African
American. Neither do we know the extent to
which biracial Japanese have ALDH2 (which
causes face flushing when consuming alcohol),
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a protective factor against heavy drinking. The
effects of psychotropic medicines on biracial and
multiracial Japanese Americans are another
area that warrants review and analysis. Recent
studies suggest that physicians need to be cau-
tious about overmedicating Asians with psycho-
tropic medications such as tricyclic anti-
depressants, lithium, and benzodiazepines
because they require lower does than White
Americans (Lin & Cheung, 1999).

There has also been an increase in Asian
inter-ethnic marriages, such as Chinese-Japanese
and Korean-Japanese pairings, among other pos-
sibilities, especially among those born in the
United States. In fact, some researchers predict
that intermarriage among Asians may lead to the
development of a pan-Asian ethnicity, similar to
the way intermarriage among various European
immigrant groups led to the formation of a
broader “White” category in the United States
(Qian & Lichter, 2001). Although this process
may take several generations, health research
must take into account health factors of biracial
and multiracial among not only Japanese, but
other Asians as well.

Conclusion

This chapter presented the health issues of
Japanese Americans and directions for future
research. Japanese Americans are a heteroge-
neous group including a large number who are
second, third, and fourth generation who are
acculturated, a smaller group who are recent
immigrants, and a rapidly growing group of indi-
viduals who are biracial and multiracial. The
prevalence of specific health issues among
Japanese Americans reflects the impact of accul-
turation and health risks that are a result of
changes in diet and lifestyle, and speak to the
importance of examining factors that are beyond
heredity and physiological predispositions. The
health consequences of acculturation and the
need for preventive health care and early detec-
tion of symptoms among Japanese Americans
also have implications for newer immigrant
populations.

References

Andersen, Ronald M. 1995. “Revisiting the behavioral
model and access to medical care: Does it matter?”
Journal of Health and Social Behavior 36:1-10.

Baker, F. M. 1994. “Suicide among ethnic minority
elderly: A statistical and psychosocial perspective.”
Journal of Geriatric Psychiatry 27:241-264.

Bell, Christina L., James Davis, Rosanne C. Harrigan,
Ernese Somogyi-Zalud, Marianne K.G. Tanabe, and
Kamal H. Masaki. 2009. “Factors associated with
place of death for elderly Japanese-American men:
The Honolulu Heart Program and Honolulu-Asia
Aging Study.” Journal of the American Geriatrics
Society 57:714-18.

Braun, Kathryn L., Alvin T. Onaka, and Brian Y. Horiuchi.
2001. “Advance directive completion rates and end-of-
life preferences in Hawaii.” Journal of the American
Geriatrics Society 49(12):1708-13.

Campbell, Mary E., and Lisa Troyer. 2007. “The implica-
tions of racial misclassification by observers.”
American Sociological Review 72:750-65.

Chavez, Geroge F., and Diana T. Sanchez. 2010. “A clearer
picture of multiracial substance abuse: Rates and cor-
relates of alcohol and tobacco use in multiracial ado-
lescents and adults.” Race and Social Problems
(2):1-18.

Collins, J. Fuji 2000. “Biracial Japanese American iden-
tity: An evolving process ” Cultural Diversity and
Ethnic Minority Psychology 6(2):115-33.

Crawford, Miki Ward, Katie Kaori Hayashi, and Shizuko
Suenaga. 2010. Japanese war brides in America: An
oral history. Santa Barbara, CA: Praeger.

Damon-Rodriguez, Joanne, Steven Wallace, and Ronald
Kington. 1994. “Service utilization and minority
elderly: Appropriateness, accessibility and accessi-
bility.” Gerontology & Geriatrics Education
15:45-63.

Deapen, Dennis, Lihua Liu, Carin Perkins, Leslie
Bernstein, and Ronald K. Ross. 2002. “Rapidly rising
breast cancer rates among Asian American women.”
International Journal of Cancer 99(6):747-50.

Ershler, William B. 2003. “Cancer: A disease in the
elderly.” Journal of Supportive Oncology 1(Supplement
2):5-10.

Fugita, Stephen, Karen L. Ito, Jennifer Abe, and David T.
Takeuchi. 1991. “Japanese Americans.” Pp. 61-96 in
Handbook of social services for Asian and Pacific
Islanders, edited by N. Mokuau. New York:
Greenwood.

Fujimoto, Wilfred Y. 1992. “The growing prevalence of
non-insulin-dependent diabetes in migrant Asian pop-
ulations and its implications for Asia.” Diabetes
Research and Clinical Practice 15(167-183).

Gee, Gilbert C., and Ninenz Ponce. 2010. “Associations
between racial discrimination, limited English profi-
ciency, and health-related quality of life among 6
Asian ethnic groups in California.” American Journal
of Public Health 100(5):888-95.



70

T. Shibusawa

Gee, Gilbert C., Michael S. Spencer, J. Chen, and David
Takeuchi. 2007. “A nationwide study of discrimina-
tion and chronic health conditions among Asian
Americans ” American Journal of Public Health
97(7):1275-82.

Goyette, K., and Y. Xie. 1999. “Educational expecta-
tions of Asian American youths: Determinants of
ethnic differences.” Sociology of Education 72(1):
22-36.

Graham, Susan. 2008. “The Obama racial identify factor
an saving multiracial lives. Accessed Marched 12,
2011 from http://www.projectrace.com/fromthedirec-
tor/archive/060708_obama_racial_identity_saving_
multiracial_lives.php.”

Graves, Amy B., Lakshminarayan Rajaram, James D.
Bowen, Wayne C. McCormick, Susan M. McCurry,
and Eric B. Larson. 1999. “Cognitive decline and
Japanese culture in a cohort of older Japanese
Americans in King County, WA: The Kame Project.”
Journals of Gerontology 54:S154-S61.

Hara, Hitoshi, Genshi Egusa, and Michio Yamakido.
1996. “Incidence of non-insulin dependent diabetes
mellitus and its risk factors in Japanese Americans
living in Hawaii and Los Angeles.” Diabetic Medicine
13:S133-S42.

Harada, Nobuharu, Junji Takeshita, Igbal Ahmed, Randi
Chen, Helen Petrovitch, Webster Ross, G., and Kamal
Masaki. 2011. “Does cultural assimilation influence
prevalence and presentation of depressive symptoms
in older Japanese American men? The Honolulu-Asia
Aging Study.” American Journal of Geriatric
Psychiatry [Epub ahead of print]

Higuchi, Susumu, Kyoko M. Parrish, Mary C. Dufour,
Leland H. Towle, and Thomas C. Harford. 1994.
“Relationship between age and drinking patterns and
drinking problems among Japanese, Japanese-
Americans, and Caucasians.” Alcoholism: Clinical
and Experimental Research 18(2):305-10.

Hikoyeda, N., and S.P. Wallace. 2001. “Do ethnic-specific
long term care facilities improve resident quality of
life?: Findings from the Japanese American commu-
nity.” Journal of Gerontological Social Work
36(1/2):83-106.

Himes, Christine L., Dennis P. Hogan, and David J.
Eggebeen. 1996. “Living arrangements of minority
elders. Journals of Gerontology.” Journals of
Gerontology 51:542-548.

Jang, Michael, Evelyn Lee, and Kent Woo. 1998. “Income,
language, and citizenship status: Factors affecting the
health care access and utilization of Chinese
Americans.” Health & Social Work 23(2):136-45.

Kagawa-Singer, Marjorie, and Leslie J. Blackhall. 2001.
“Negotiating cross-cultural issues at the end of life:
You got to go where he lives.” Journal of the American
Medical Association 286(23):2993-3001.

Kudo, Y., G.A. Falciglia, and S.C. Couch. 2000. “Evolution
of meal patterns and food choices of Japanese-
American females in the United States.” European
Journal of Clinical Nutrition 54(8):665-70.

Kugaya, Akira. 2007. “Japanese Americans in the US: An
‘undoctored’” minority in an overdoctored area.”
Transcultural Psychiatry 44(1):162—65.

Kwong, Sandy L., Moon S. Chen, Kurt P. Snipes, G. Bal
Dileep, and WIlliam E. Wright. 2005. “Asian sub-
groups and cancer incidence and mortality rates in
California.” Cancer 104(Supplement 12):2975-081.

Lai, Eric and Dennis Arguelles, eds. 2003. The new faces
of Asian Pacific America: Numbers, diversity and
change in the 21st century. Los Angeles, CA: Asian
Week/UCLA Asian American Studies Center.

Larson, Eric B., Susan M. McCurry, Amy B. Graves,
James D. Bowen, Madeline M. Rice, Wayne C.
McCormick, Nancy Zee, Akira Honma, Yukimichi
Imai, Lon R. White, Kamal Masaki, Helen Petrovitch,
Webb Ross, Michiko Yamada, Yasuyo Mimori, and
Hideo Sasaki. 1998. “Standardization of the clinical
diagnosis of dementia syndrome and its subtypes in a
cross-national study: The Ni-Hon-Sea experience.”
The Journals of Gerontology 53A(4):M313-M19.

Lin, Keh-Ming, and Freda Cheung. 1999. “Mental health
issues for Asian Americans.” Psychiatric Services
50:774-80.

Lock, Margaret. 1985. “The impact of the Chinese medi-
cal model on Japan or, how the younger brother comes
of age.” Social Science & Medicine 21(8):945-50.

Mass, Amy Iwasaki. 1992. “Interracial Japanese
Americans: The best of both worlds or the end of the
Japanese American community?” Pp. 265-79 in
Racially mixed people in America, edited by Maria
Root. Newbury Park, CA: Sage Publications.

Matsumura, Shinji, Seiji Bito, Honghu Liu, Katherine
Kahn, Shunichi Fukuhara, Marjorie Kagawa-Singer,
and Neil Wenger. 2002. “Acculturation and attitudes
toward end-of-life care: A cross-cultural survey of
Japanese Americans and Japanese.” Journal of General
Internal Medicine 17:531-39.

Matsuoka, Akiko K. 1999. “Preferred care in later life
among Japanese Canadians.” Journal of Multicultural
Social Work 7:127-148.

McCormick, Wayne C., Jay Uomoto, Heather Young,
A.B. Graves, W. Kukull, L. Terri, P. Vitaliano, J.A.
Mortimer, S.M. McCurry, J.D. Bowen, and E.B.
Larson. 1996. “Attitudes toward use of nursing homes
and home care in older Japanese-Americans.” Journal
of the American Geriatrics Society 44:769-777.

McCracken, Melissa, Miho Olsen, Moon S. Chen,
Ahmedin Jemal, Michael Thun, Vilma Cokkinides,
Dennis Deapen, and Elizabeth Ward. 2007. “Cancer
incidence, mortality, and associated risk factors among
Asian Americans of Chinese, Filipino, Vietnamese,
Korean, and Japanese ethnicities.” CA Cancer Journal
of Clinicians 57:190-205.

McDonald-Scott, Patricia, Shizuo Machizawa, and
Hiroyuki Sato. 1992. “Diagnositic disclosure: A tale
in two cultures.” Psychological Medicine 22:
147-57.

McNeely, Marguerite J., Edward J. Boyko, Jane B. Shofer,
Laura Newell-Morris, Donna L. Leonetti, and Wilfred


http://www.projectrace.com/fromthedirector/archive/060708_obama_racial_identity_saving_multiracial_lives.php
http://www.projectrace.com/fromthedirector/archive/060708_obama_racial_identity_saving_multiracial_lives.php
http://www.projectrace.com/fromthedirector/archive/060708_obama_racial_identity_saving_multiracial_lives.php

5 Japanese Americans: Current Health Issues and Directions for Future Research 71

Y. Fujimoto. 2001. “Standard definitions of overweight
and central adiposity for determining diabetes risk in
Japanese Americans.” American Journal of Clinical
Nutrition 74:101-07.

Meredith, Lisa S., Neil Wenger, Honghu Liu, Nancy
Harada, and Katherine Kahn. 2000. “Development of
a brief scale to measure acculturation among Japanese
Americans.” Journal of Community Psychology
28:103-113.

Munakata, Tsunetsugu. 1989. “The socio-cultural signifi-
cance of the diagnostic label ‘neurasthenia’ in Japan’s
mental health care system.” Culture, Medicine &
Psychiatry 13(2):203-213

Nagata, Donna K., Steven J. Trierweiler, and Rebecca
Talbot. 1999. “Long-term effects of internment during
early childhood on third generation Japanese
Americans.” American Journal of Orthopsychiatry
69(1):19-29.

Ng, Wendy. 2005. “Japanese in the United States.”
In Encyclopedia of diasporas: Immigrant and refu-
gee cultures around the world, edited by Marvin
Ember, Carol Ember, and Ian Skoggrad. New York:
Springer.

Niiya, Brian.2010. “Japanese Americans.” In Encyclopedia
of Asian American issues today edited by Edith Wen-
Chu Chen and Grace J. Yoo. Santa Barbara, CA: ABC-
CLIO.

Nikkei for Civil Rights & Redress. 2010. “Vigil in Little
Tokyo to support Muslim Americans and religious
freedom. Accessed March 23 from http://www.ncrr-la.
org/mnews/9-19-10/3.html.”

Pang, Valerie O., Donald T. Mizokawa, John K. Morishima,
and Roger G. Olstad. 1985. “Self-concepts of Japanese-
American children.” Journal of Cross-Cultural
Psychology 16:99-109.

Price, Rumi Kato, Nathan K. Risk, Mamie Mee Wong,
and Renee Storm Klingle. 2002. “Substance use and
abuse by Asian Americans and Pacific Islanders:
Preliminary results from four national epidemiologic
studies.” Public Health Reports 117 (Suppl 1):
S$39-S50.

Qian, Zhenchao, and Daniel T. Lichter. 2001. “Measuring
marital assimilation: Intermarriage among natives and
immigrants.” Social Science Research 30:289-312.

Robertson, Thomas L., Hiroo Kato, George G. Rhoads,
Abraham Kagan, Michael Marmot, Leonard Syme,
Tavia Gordon, Robert M. Worth, Joseph L. Belsky,
Donald S. Dock, Michihisa Miyanishi, and Sadahisa
Kawamoto. 1977. “Epidemiologic studies of coronary
heart disease and stroke in Japanese men living in
Japan, Hawaii and California.” American Journal of
Cardiology 39(2):239-43.

Rodriguez, Beatriz L, Patricia L. Blanchette, Richard J.
Havlick, Gilbert Wergowske, Darryl Chiru, Daniel
Foley, C. Murdaugh, and J.D. Curb. 1996. “Prevalence
of dementia in older Japanese American men in
Hawaii.” Journal of the American Medical Association
276(12):955-60.

Roemer, Michael. 2010. “Religion and psychological
distress in Japan.” Social Forces 89(2):559-83.

Root, Maria P.P. 1996. “The multiracial experience: Racial
borders as a significant frontier in race relations.” In
The multiracial experience: Racial borders as the new
frontier, edited by M.P.P. Root Thousand Oaks, CA:
Sage Publications.

Sakayue, Kenneth M. 1989. “Ethnic variations in family
support of the frail elderly.” Pp. 65-106 in Family
involvement in treatment of the frail elderly, edited by
M.Z. Goldstein. Washington, DC. American
Psychiatric Press.

Shibusawa, Tazuko, and Irene W. Chung. 2009. “Health
issues of Asian American elderly.” Pp. 199-225 in
Health issues in the Asian American community,
edited by Mariano Rey, Chao Trin-Shevrin, and Nadia
Islam. New York: Jossey Bass.

Shibusawa, Tazuko, and Ada C. Mui. 2001. “Stress, cop-
ing, and depression among Japanese American elders.”
Journal  of  Gerontological — Social Work
36(1-2):63-81.

Shibusawa, Tazuko. 2005. “Japanese families.” Pp. 339—
48 in Ethnicity and family therapy, edited by M.
Mcgoldrick, J. Giordano, and N. Garcia-Preto. New
York: Guilford Publications.

Shibusawa, Tazuko. 2008. “Living up to the American
dream: The price of being the model immigrants.”
Psychotherapy Networker May/June:41-57.

Spikard, Paul. 2009 Japanese Americans: The formation
and transformation of an ethnic group (Revised
Edition). New Brunswick, NJ: Rutgers University
Press.

Suan, Lance V, and John D. Tyler. 1990. “Mental health
values and preferences for mental health resources
for Japanese-American and Caucasian-American
students.” Professional Psychology: Research and
Practice 21(4):291-96.

Substance Abuse and Mental Health Services
Administration. 2010. “Substance use among Asian
adults.” In The NSDUH Report. Rockville, MD: U.S.
Department of Health and Human Services.

Takaki, Ronald. 1983. Pau hana: Plantation life and labor
in Hawaii 1835-1920. Honolulu, HI: University of
Hawaii Press.

Tanaka, Kei. 2004. “Japanese picture marriage and the
image of immigrant women in early twentieth
California.” The Japanese Journal of American Studies
15:115-38.

Tarn, Derjung M., Lisa S. Meredith, M. Kagawa-Singer,
Shinji Matsumura, Seiji Bito, Robert K. Oye, Honghu
Liu, Katherine Kahn, Shunichi Fukuhara, and Neil
Wenger. 2005. “Trust in one’s physician: The role of
ethnic match, autonomy, acculturation, and religiosity
among Japanese and Japanese Americans.” Annals of
Family Medicine 3:339-47.

Tashiro, Cathy J. 2002. “Considering the significance of
ancestry through the prism of mixed-race identity.”
Advances in Nursing Science 25:1-21.


http://www.ncrr-la.org/news/9-19-10/3.html
http://www.ncrr-la.org/news/9-19-10/3.html

72

T. Shibusawa

U.S. Bureau of the Census. 2011. “2009 American
Community Survey 1-Year Estimates. Accessed May
4, 2011 from http://factfinder.census.gov.”

Williams, John Kino Yamaguchi, Iwalani R. N. Else, Earl
S. Hishinuma, Deborah A. Goebert, Janice Y. Chang,
Naleen N. Andrade, and Stephanie T. Nishimura.
2005. “A confirmatory model for depression among
Japanese American and Part-Japanese American ado-
lescents.” Cultural Diversity and Ethnic Minority
Psychology 11(1):41-56.

Wooden, Wayne S., Joseph Leon, J., and Michelle T.
Toshima. 1988. “Ethnic identity among Sansei and
Yonsei church-affiliated youth in Los Angeles and
Honolulu.” Psychological Reports 62:268-70.

Yoo, Hyung Chol, Gilbert C. Gee, Craig K. Lowthrop, and
Joane Robertson. 2010. “Self-reported racial discrim-
iniation and substance use among Asian Americans in

Arizona.” Journal of Immigrant and Minority Health
12:683-60.

Yoshihama, Mieko. 2000. “Reinterpreting strength and
safety in a socioc-cultural context: Dynamics of
domestic violence and experiences of women of
Japanese descent.” Children and Youth Services
Review 22(3-4):207-29.

Yu, Stella M, Gregg R Alexander, Renee Schwalberg, and
Michael D. Kogan. 2001. “Prenatal care use among
selected Asian American groups.” American Journal
of Public Health 91(11):1865-68.

Yu, Stella M., Zhihuan J. Huang, and Gopal K. Singh.
2010. “Health status and health services acess and
utilization among Chinese, Filipino, Japanese,
Korean, South Asian, and Vietnamese children in
California.” American Journal of Public Health
100(5):823-30.


http://factfinder.census.gov

Challenges and Opportunities
for Improving Health in the Korean
American Community

Grace J. Yoo and Sachiko Wood

Fifty-five year old Mr. Kim, a thriving Korean
immigrant small business owner, experiences a
heart attack. He ends up in the ER. He is uninsured,
too young to qualify for Medicare, and is unable
to qualify for Medicaid because he owns his own
small business. With no savings and no state or
government assistance, Mr. Kim charges his hos-
pital bill on his credit card. Because he is unin-
sured, he declines follow-up care. He survives his
heart attack and heads back to work the next day.

In the Korean immigrant community, stories
like this are not uncommon. Compared to any
other racial/ethnic group in the U.S., Korean
Americans continue to have the highest unin-
sured rates. Korean Americans’ high self-em-
ployment rates often means they lack job-based
health insurance and often are uninsured or
under-insured (Kim & Yoo, 2009; Yoo & Kim,
2008). Without access to health care services,
many Korean immigrants are not able to
receive standard or preventative care including
cancer screenings and immunizations (Ryu,
Young, & Park, 2001; Yoo & Kim, 2008).
Reduced access to care can have serious conse-
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quences for health including delayed diagnosis
of life threatening illnesses, and the inability to
manage chronic health conditions which often
leads to increased morbidity and mortality
(Institute of Medicine, 2002).

This chapter will provide a brief overview in
terms of Korean immigration history to the U.S.
and will also provide an overview of the latest
research on current health issues and concerns
facing the Korean American community today.

Korean Migration to the
United States

For over 100 years Korean immigrants have found
home in the United States. They represent the
fifth largest ethnic group among Asian American
populations. In 2010, the U.S. Census reported
over 1.7 million Korean Americans residing in
the United States with the majority residing in
states such as California, New York, Hawaii, and
Texas. Korean immigration to the United States
can be divided into three different waves. The
first wave (1903-1905) of Koreans were mostly
men who migrated to the U.S. as contract laborers
to work in the sugar cane fields in Hawaii and the
farmlands along the West Coast. Many first wave
immigrants were also Christians seeking to escape
persecution and economic hardship under
Japanese colonial rule. Under the Gentlemen’s
Agreement of 1908 between Japan and the U.S.,
all migration of Korean laborers were halted.
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Fig. 6.1 Korean Immigration the U.S. 1941-2000
Source: U.S. Department of Homeland Security (2010).

However, between 1910 and 1924, Korean pic-
ture brides arrived to meet and live with their
Korean laborer spouses. With the passage of the
Immigration Act of 1924, all Koreans were barred
from migrating to the United States.

With the outbreak of the Korean War in
1950, “the second wave of Korean immigrants
arrived.” Korean women came to the United
States as “war brides” of American soldiers,
and South Korean students came to the United
States in the 1950s. Over 150,000 Korean chil-
dren have been internationally adopted to fami-
lies in the United States since the 1950s,
accounting for nearly 8% of the total Korean
population in America (U.S. Department of
Homeland Security, 2011).

With the passage of the 1965 Immigration
Act, the community started to grow, prompting
the third wave of Korean immigration (Figure
6.1). A key reason for the growth of the Korean
American community was the passage of the
Immigration Act of 1965 which allowed perma-
nent residents and U.S. citizens to petition rela-
tives, and gave special preferences to professionals
in short supply such as health care workers and
technical workers. In fact, as part of this immi-
gration wave, many physicians and nurses arrived
and worked in under-staffed hospitals, clinics
and nursing homes across the U.S. Many who
arrived after 1965 were highly educated, but
faced language barriers and downward mobility,

and subsequently were steered towards self-
employment.

Many Korean immigrants employed in small
business work have experienced difficulties with
not only purchasing health insurance but also
issues such as long work hours and sometimes
violence. Korean American small business own-
ers in Los Angeles experienced “Sa-I-Gu” (which
translates to 4/29) also known as the 1992 Los
Angeles Civil Unrest. In response to the acquittal
of Los Angeles police officers in the Rodney
King beating, African Americans and other Los
Angeles residents took to the streets in protest,
which soon escalated into chaos and destruction.
As a result, the Los Angeles Koreatown area
experienced 850 million dollars in material loss
and damage and many businesses were perma-
nently closed (Kim, 2000).

Background and Current Research

This section describes current health issues
impacting the Korean American community
today. Utilizing research published in the last ten
years, this section explores key health issues
within the Korean American community including
access to health care; acculturation and lifestyle
as well as tobacco use, obesity and diet; cancer;
management of chronic health conditions such as
diabetes and high blood pressure; and mental
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health including education, awareness and access
to mental health services.

Access to Health Care

In 2010, there were over 49.1 million people in the
United States without health insurance (Kaiser
Family Foundation, 2011). Over the last two
decades, Korean Americans have had one of the
lowest rates of health insurance coverage among
all racial and ethnic groups (Yoo & Kim, 2008).
In 2003 and 2005, in the state of California, where
Korean Americans are most highly concentrated,
35% Korean American adults lacked health insur-
ance (Brown et al., 2007). Furthermore, a 2000
Korean American Health Survey of Koreans living
in Los Angeles County found that 46% of the
respondents did not have health insurance (Shin,
Song, Kim, & Probst, 2005). Most Korean immi-
grants do not carry health insurance for themselves
which is attributed to high rates of self-employ-
ment and lack of access to employment-based
insurance (Kim & Yoo, 2009; Yoo & Kim, 2008).
Many Korean immigrants and their families are
stuck in the middle — not poor enough to qualify
for Medicaid, and not old enough to qualify for
Medicare. Since many Korean immigrants do not
have access to health insurance, this also means
that these immigrants do not have a regular source
of health care through which they can access pre-
ventative health care screenings such as cancer
screenings, immunizations and physical check-
ups (Ryu et al., 2001; Shin et al., 2005).

Making ends meet for immigrant families
becomes a barrier not only to acquiring health
insurance, but in buying quality, accessible health
insurance (Kim & Yoo, 2009; Yoo & Kim, 2008).
Kim and Yoo’s study (2009, 2008), “Saving for
Health and the Future,” surveyed 269 Korean
immigrant small business owners in the San
Francisco Bay Area and in the Los Angeles area.
Kim and Yoo found in their study, 29% of immi-
grants in the sample were uninsured, while 71%
of this sample had health insurance coverage.
Even with obtaining a modest amount of health
insurance, financial difficulties and barriers still

posed a challenge to accessing health care
services. The high costs associated with access-
ing health insurance did not translate into the
receipt of care among the insured in this study.
Further, there were no significant differences in
different types of health care utilization between
the insured and uninsured.

These study results (Yoo & Kim, 2008) on
Korean immigrant small business owners found
that many with health insurance could be
classified as under-insured; although they had
access to some health insurance, they had inade-
quate health insurance coverage and had medical
bill problems. This study illustrates that even
when Korean immigrants purchase private health
insurance, costs to use such health services are
still a barrier to needed health services. Private
health plans often had higher deductibles, co-
payments and premiums, which often meant that
these immigrants were reluctant to use their pri-
vately purchased health insurance plans. With
high deductibles and co-payments, Korean immi-
grants used medical care for emergencies rather
than for preventive care. In this study, individuals
with a high deductible experienced greater diffi-
culty accessing care due to cost compared to
those with a lower or no deductible. 38% of adults
with deductibles of $1,000 or more reported
problems with health care access, not filling pre-
scriptions, not accessing specialist care, and for-
going recommended tests and needed care.

Despite the previous difficulties of privately
obtaining health insurance for many Korean
Americans, the 2010 Patient Protection and
Affordable Care Act, signed by President Obama
offers some solutions by increasing the number
of the medically insured. In 2014, all U.S. citi-
zens and legal residents will be required to have
health insurance or pay a fine. Individuals who do
not have access to insurance coverage through
their employer will be able to purchase afford-
able coverage through a state health insurance
plan that will be affordable. Medicaid will also be
expanded to individuals. Moreover, this law states
that all health insurers will be required to sell
coverage to all regardless of any preexisting
condition.



76

Acculturation, Lifestyle and Behavior

Not only is health care access a huge issue, but
Korean Americans are also experiencing changes
to lifestyle and behavior that is impacting health.
Among Korean Americans, acculturation impacts
lifestyle and health behaviors. Acculturation
involves evolving from one culture to another.
For Korean Americans, acculturation entails
adopting and making changes to various aspects
of their lives including cultural, social, economic,
and/or political views (Song et al., 2004), and
often these changes in behavior impact health
both positively and negatively.

Acculturation appears to operate in complex
ways, influencing Korean American men and
women differently. Lee, Sobal, and Frongillo
(2000) investigated how acculturation was linked
to health behaviors such as smoking, recreational
physical activity, fat in diet, weight, and reported
health among Korean American men and women.
Among Korean Americans, gender and accultur-
ation impacted health behaviors. Three-hundred-
fifty-six Korean Americans participated in
surveys which showed that acculturated and bi-
cultural women had a greater likelihood to
smoke than newly-immigrated Korean women,
while bi-cultural men had lower tendencies to
smoke. Among both men and women, accultura-
tion was not associated with fat in diets or vigor-
ous exercise, but those more acculturated reported
more low impact physical activity, higher body
weight and more positive self-reported health
related than those with less acculturation.

Acculturation also seems to change dietary
behavior for Korean Americans. In a study com-
paring Korean and Korean American adolescents,
researchers found that Korean Americans con-
sumed more cookies, sweets, and soda and con-
sumed less rice and kimchi (Park, Paik, Skinner,
Spindler, & Park, 2004). Others have found simi-
lar results. Yang, Chung, Kim, Bianchi, and Song
(2007) examined the dietary changes and chronic
diseases of 497 first-generation Korean American
immigrants in relation to their length of residence
in the U.S. Men who had longer residency in the
U.S. (26 years or more) also consumed less rice,
kimchi and potatoes while consuming more
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breakfast cereal, pasta, burritos, salted snacks
and wine than Korean men living in the U.S. for
15 years or less. Women living in the U.S. aged
26 years or more consumed less rice/rice dishes,
fried fish paste, soybean paste stew, kimchi, and
increased consumption of high fat dairy products,
sweets, and fresh vegetables and fruits than par-
ticipants who lived in U.S. less than 15 years.
The longer women lived in the U.S., the lower the
consumption of Korean traditional foods such as
rice and kimchee.

Several studies have shown that there is a cor-
relation between acculturation and smoking hab-
its by Korean American men. A study of 333
Korean American men residing in Maryland
showed an association of length of stay in U.S.
and smoking. Participants who lived in the U.S.
for at least 20 years were not as likely to be cur-
rently smoking as those who lived in the U.S. for
less than 10 years. Another association with
smoking was alcohol; participants who consumed
alcohol were more likely to smoke or have had
previously smoked (Joun, Kim, Han, Ryu, &
Han, 2003). Therefore, newer immigrants were
more likely to smoke than immigrants who had
been in the U.S for more than 20 years.

Other studies have found similar results with
not only smoking, but also with alcohol use and
obesity. A study that compared 2,830 Korean
Americans in California and 500 Koreans in Seoul
(Song et al., 2004) showed that among Korean
Americans, acculturated men tended to be more
overweight while acculturated women tended to
drink alcohol and smoke more. In contrast to
Koreans in Seoul, Korean American men were less
likely to smoke and drink. Acculturation among
Korean American men and women were related to
a decreased amount of eating traditional Korean
food and an increased amount of American foods.
Higher levels of acculturation often related to more
health risk, including eating at fast food restau-
rants, alcohol drinking and smoking for women.

Cancer

Compared to other Asian Americans, Korean
American men and women had the highest
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occurrence and mortality rates from stomach
cancer (McCracken et al.,, 2007). Korean
American men (54.6) have almost twice the rate
of stomach cancer than Vietnamese American
men (28.1) and over five times higher than non-
Hispanic whites (9.5) (McCracken et al., 2007).
Similarly, Korean American women have almost
twice the rates of stomach cancer than Vietnamese
women and seven times more than non-Hispanic
whites. Helicobacter pylori may be a main factor
in causing stomach cancer. Higher stomach can-
cer rates among Korean Americans might be
attributed to diets that contain high levels of salt
and nitrites/nitrates (McCracken et al., 2007).

In addition to stomach cancer, Korean
Americans seem to have higher rates of various
cancers than their Asian American peers. Liver
cancer occurrence and mortality was highest for
Korean American women in California com-
pared to other Asian groups and second highest
among men (McCracken et al., 2007). Likely due
to hepatitis B (HBV) infection in Korea, liver
cancer rates are third highest in the world for
men and 15th for women McCracken et al., 2007).
Korean women had second highest occurrence
and mortality rate for cervical cancer (McCracken
etal.,2007). Compared to other Asian Americans,
Korean American men had the highest lung can-
cer death incidences and the highest smoking
occurrence among other Asian American groups
in study.

When looking at cancer incidence rates world-
wide, cancer rates among Korean Americans
look quite different from those residing in Korea.
Data from the Surveillance, Epidemiology, and
End Results (SEER) show that prostate, colon,
and rectum cancer risk increased for Korean
American men while risk of stomach, liver, gall-
bladder, larynx, and esophageal cancer has
strongly decreased compared to Koreans residing
in Korea. In comparison to whites in the U.S. and
to Korean Americans, native Koreans have more
cases of stomach, liver, gallbladder, and esopha-
gus cancer. While for Korean American women,
there is an increase of breast, lung, colon, rectum
and endometrial cancer, and decrease in stomach,
liver, gallbladder and cervical cancer incidence
(Lee, Demissie, Lu, & Rhoads, 2007).

Korean Americans face tremendous barriers
in terms of access to early detection cancer
screenings. Early detection in cancer is crucial
because detection at a later stage may mean
higher mortality and lower survival rates. Several
studies have shown that access to various kinds
of cancer screenings among Korean Americans is
significantly low (McCracken et al., 2007; Jo,
Maxwell, Wong, & Bastani, 2008). Screenings
for colorectal cancer are critical as they remove
precancerous polyps in examinations. Jo et al.
(2008) researched the use of colorectal cancer
screening among 151 Korean Americans in
Southern California and found the biggest chal-
lenges to access for screenings included the lack
of heath care coverage and not being able to
afford testing; lack of knowledge of where to go
for testing; language and cultural barriers; and
not wanting to burden family. Participants in the
study reported that community-based educational
workshops, Korean media promotions for out-
reaching and educational pamphlets in Korean
about colorectal cancer might helped increase the
use of colorectal screenings. Catalysts for screen-
ing included having a doctor referral, affordabil-
ity of test, hearing helpful things about test,
having family or friends make recommendations,
and understanding that screenings can decrease
mortality rates.

In addition, Korean American women are
diagnosed with cervical carcinoma at later stages
than White women (Bates, Hofer, & Parikh-
Patel, 2008). Korean American women com-
pared to other Asian American women were less
likely to have had a Pap test, a cervical cancer
screening (Yoo, Le, Vong, Lagman, & Lam,
2011). Many Korean American women have
never had a Pap smear (Yoo et al., 2011). A study
of Korean American women has shown that 34%
of women over the age of 18 have not had a Pap
Smear (Lin et al., 2009).

There are several barriers that prevent Korean
American women from attaining breast and
cervical cancer screenings. The lack of health
insurance (Ma et al., 2009b) and fear and dis-
comfort (Yoo et al., 2011) prevent many Korean
American women from getting screened
(Ma et al., 2009b). From cancer screenings to
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diagnosis to treatment, support is needed for
Korean Americans. One way in which to pro-
mote preventative health measures in Korean
Americans is to provide language support and
health information in Korean. In cancer screen-
ings directed towards Korean immigrant women,
language support for patients with limited
English proficiency, often meant that women
were more likely to receive mammograms, clin-
ical breast exams and Pap smears (Dang et al.,
2010). Once diagnosed with cancer, support is
continually needed as patients navigate a cancer
diagnosis and it’s subsequent treatments. Lim
and Yi (2009) have found religiosity and spiritu-
ality played important roles functioning as sur-
vival strategies in the lives of Korean immigrants
diagnosed with cancer. In their study of 161
Korean immigrant cancer patients, they found
that those with higher levels of religiosity,
through church involvement, experienced lower
levels of depression, and overall better quality
of life.

Management of Chronic Health
Conditions

For anyone diagnosed with a chronic illness, there
are often complex adjustments one needs to make
including understanding medications, adjusting
to symptoms, and making changes to one’s life-
style. Effective management of one’s chronic ill-
ness often means regular medication use,
prevention and self-care practices. Poorly man-
aged chronic health issues can lead to increased
mortality and morbidity. Past research of Korean
Americans and chronic health conditions indi-
cates that this population faces challenges in
managing chronic health conditions like diabetes
and high blood pressure (Kim et al., 2007; Kang,
Han, Kim, & Kim, 2006; Song et al., 2010).

The challenges that Korean Americans face in
terms of management of chronic health conditions
includes access to care and a bilingual provider,
but also information on how to manage their ill-
ness effectively. Song et al. (2010) examined 445
hypertensive Korean American immigrants who
were involved in a self-help intervention for high
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blood pressure care. Results showed having access
to health insurance status and high blood pressure-
related medical history appeared to be critical
components for the management of their illness.
Recent immigrants tended to not prioritize their
health, nor have health insurance, and therefore
did not seek health care services to manage their
high blood pressure (HBP). Other studies have
indicated that Korean Americans often lack the
knowledge to manage their chronic illness. Among
Korean Americans, non-adherence to medications
like high blood pressure has been related to incom-
plete knowledge of high blood pressure treatment,
including the benefits and side effects of hyper-
tensive medication (Kim et al., 2007).

Several studies have used innovative, cultur-
ally and linguistically tailored community inter-
ventions to help build better self care, increased
informational support and ultimately management
of chronic health conditions. Kim, Han, Park,
Lee, and Kim (20006) tested the significance of an
intervention program for 49 HBP patients of
Korean descent and who were at least 60 years
old. The study included education on behavior
and management of HBP, blood pressure monitor-
ing at home, and support groups once a month
facilitated by a bilingual nurse. Results showed
that increased bilingual information on how to
manage their blood pressure through a self-help
intervention program enhanced individuals blood
pressure levels and general health. The interven-
tion program included weekly two hours educa-
tional classes for 6 weeks at an elderly housing
center, neighborhood library and a senior center.
Two nurses facilitated these sessions focusing on
informing participants of HBP and its manage-
ment, reducing heart risk causes, and providing
health resources for Korean American elders.
Nurses also provided education on eating healthy,
exercising and discussed ways to deal with life
challenges that HBP patients and senior immi-
grants encounter.

Another effective component in the Kim et al.
(2006) study was Korean Americans monitoring
blood pressure at home for a period of 6 months,
once in the morning and once at night, for two or
more days per week. Participants felt empowered
by consistently and independently monitoring
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their own blood pressure levels that subsequently,
encouraged them to achieve or strive for ideal
blood pressure levels. Home monitoring systems
were also helpful for Korean elders, as they
tended to express lower comfort levels with
Western health care services which often resulted
in inaccurate or exaggerated blood pressure mea-
surements at a hospital. Lastly, bilingual nurses
facilitated hour-long support groups once a
month. Participants discussed challenges they
were facing; support groups allowed for problem-
solving and seeking and providing informational
and emotional support.

Although researchers have proposed self-help
interventions for management of chronic health
conditions in the Korean American community,
very few have studied family support. The limited
research on family support and diabetes shows
that family plays a vital role in educating and sup-
porting loved ones around lifestyle changes nec-
essary for managing diabetes. Among Korean
immigrants, family support provided to be vital in
diabetes management, specifically, supporting
diet restrictions. Choi (2009) interviewed 143
Korean immigrant men and women with Type 11
diabetes and found that family support around
diet (managing glucose control) resulted in lower
levels of glycosylated hemoglobin. Family sup-
port was measured by level of involvement in
areas including: medication compliance, glucose
testing, exercise, and diet. Examples of support
reported in the study included family members
praising diabetic patients for their diet and eating
suggested foods together. Research shows, family
support, both emotional and practical (life-style
changes) is critical to managing diabetes for
Korean Americans (Choi, 2009).

Mental Health

Compared to other U.S. populations, immigrant
Asian Americans have the lowest rates of
seeking mental health services, though U.S. born
individuals were more likely to utilize mental health
services than foreign born (Abe-Kim et al., 2007).
The Surgeon General’s Report on Mental Health
noted almost half of Asian Americans’ low use of

mental health services is due to lack of bilingual
providers and/or patients’ ability to speak English
(U.S. Department of Health and Human Services,
2001). Past research identifies language barriers,
lack of culturally-sensitive health care providers,
stigmas related to mental illnesses, lack of aware-
ness of mental health disorders in community and
belief in traditional medicine as challenges for
Korean Americans in accessing mental health ser-
vices (Lee, Hanner, Cho, Han, & Kim, 2008). Other
barriers specific to Koreans accessing mental health
services were beliefs that mental disorders are
hereditary (often perceived as a “shameful inher-
ited” trait) and being self-reliant when it pertains to
emotional problems.

Stigma and the lack of education regarding
mental illness continue to plague the Korean
American community. Jang, Gum, and Chiriboga
(2010) study demonstrated a need for more out-
reach and education regarding depression among
Korean Americans. In the study, Jang et al. inves-
tigated 675 Korean Americans’ awareness of
depression. Results showed that participants who
were less aware of depression were not as
acculturated as those who were more knowledge-
able. Interestingly, there was no association
between educational level and knowledge of
depression. Further, those that showed less knowl-
edge of depression displayed more symptoms of
depression. Jang, Kim, and Chiriboga (2010)
explained that this phenomena might be due to the
fact that those who exhibit depressive symptoms
also tend to be hesitant or disinclined to come for-
ward and learn about their mental illness.

In another study with 209 Korean Americans
aged 20-25 and 462 Korean Americans aged 60
and above, researchers found varying attitudes
toward mental health services (Jang, Chiriboga,
& Okazaki, 2009). The study demonstrated older
Korean participants were more inclined to have
cultural stigma and misconceptions of mental ill-
ness. Further, their often negative perceptions
toward health services were influenced by their
preconceived notions of mental illness as a social
stigma. While older participants tended to view
depression as a sign of weakness that brings
shame to the family, younger participants were
more likely to accept and view depression as a
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medical condition. Participants who acknowl-
edged a medical model of depression held more
positive views toward mental health services.

Other studies have found similar results (Jang,
Kim, & Chiriboga 2010). With increased aware-
ness and education, Korean Americans were
less likely to have stigma toward mental illnesses
and more likely to use needed mental health
services. Jang et al. (2008) surveyed 675 Korean
American seniors in Tampa and Orlando Florida
to measure their awareness of Alzheimer’s dis-
ease (AD), feelings of shame (should anyone in
family have AD), knowledge of AD services,
and acculturation. Results showed that partici-
pants with higher levels of education and accul-
turation tended to be more knowledgeable of
AD. Participants with lower levels of education
reported higher levels of feelings of shame con-
nected with family members having AD. The
study also demonstrated that participants who
had a family member with AD were more knowl-
edgeable of AD services.

Since the 1980s psychoeducation has become
an important tool for individuals and families
dealing with mental illnesses. This approach
focuses on not only educating patients and fami-
lies of mental illness, but also learning adaptive
skills (Shin, 2004). Psychoeducation works to
provide clients an understanding of the illness
and treatment, which has proven to be an effective
tool in promoting mental health awareness in
the Korean American community. Shin (2004)
examined the significance of psychoeducation
as an intervention method for mental illness
among Korean Americans. Dividing 48 Korean
Americans with children with mental illnesses
into two groups, the study compared the effects of
individual counseling and culturally sensitive
psychoeducation. The results showed that partici-
pants involved in the psychoeducation method
drastically enhanced their empowerment, reduced
their stigmatized views of mental illness and
improved their coping skills. Participants’ discus-
sions with social workers about how to cope with
their children with mental illnesses and their
attendance in workshops with clinicians regard-
ing the navigation of the mental health system
proved to be positive as well. Bringing together
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Eastern and Western philosophies of mental
illness increased the chances of Korean patients
accepting and using U.S. mental health services.

Social, Cultural and Community
Practices

This section focuses on the social, cultural and
community practices of Korean Americans.
Hanyak, Korean traditional medicine is discussed
within the context of the latest research on utili-
zation. In addition, the Korean church is also dis-
cussed as a site for education, awareness and
support for various health concerns and issues
impacting Korean Americans.

Hanyak

Previous research has shown that among older
Korean immigrants, traditional health care is still
widely practiced, but that those without insur-
ance were more likely to utilize traditional Asian
medicine (Yoo & Kim, 2008). Dating back as far
as 3000 B.C., hanyak is the practice of traditional
Korean medicine, which has been influenced by
other traditional Asian medicine customs. Some
examples of treatment use are herbs and acu-
puncture. Awareness of hanyak is still important
today as Korean immigrants in the U.S. some-
times use hanyak in combination with Western
medicine.

Among Korean Americans, uninsured immi-
grants and older immigrants were more likely to
use hanyak to treat ailments. Yoo and Kim (2008)
found that for Korean immigrants the financial
costs of conventional health care were not acces-
sible, leading them to their cultural reliance on
traditional Korean medicine and practices.
Research found participants commonly sought
traditional Korean medicine for not only preven-
tive care and health supplements but also for treat-
ments including allergies and backaches (Yoo &
Kim, 2008). Participants noted costs to visit a tra-
ditional Korean practitioner were more affordable
(ranging from $10 for herbal to $50 for acupunc-
ture treatment) than Western medical doctors.
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Studies have indicated the importance for
health care professionals to be aware of Korean
American and Korean immigrants’ possible use
of traditional Korean medicine to avoid possible
medicinal or health concerns (Kim, Han, Kim, &
Duong, 2002). A study of 205 Korean senior
immigrants’ use of health care resources showed
participants used arange of services thatincluded,
one of or sometimes both, Western and Korean
Traditional Medicine. The source of health care
and whether Korean Americans had health insur-
ance were connected to the kind of heath care par-
ticipants used (Kim et al., 2002).

The Korean Church

For Korean Americans, the Korean church
continues to be a community force and institu-
tion. Korean Americans have had a long histori-
cal connection between Christianity in Korea and
in the United States. American missionaries were
responsible for the initial migration out of Korea
to the Hawaiian plantations. Korean immigrant
churches became community centers for new
immigrants. Compared to any other Asian
American group in the U.S., church participation
is greatest among Korean Americans. The major-
ity of Korean Americans are protestant. The
church provides a sense of community, social
support and a cultural center for Koreans in the
US. The Korean church has also functioned as a
center for newly arrived immigrants.

Research shows that Korean church leaders
serve a range of social and health needs to their
members and neighboring communities (Jo,
Maxwell, Yang, & Bastani, 2010). A study that
consisted of open-ended interviews and focus
groups with 58 community leaders from 23
Korean American churches and three community
organizations shared that some leaders noted that
supporting social and medical needs is a crucial
part of their church. Historically, the role of the
clergy in Korean churches has not only been to be
spiritual leaders but to also be forefront support
for Korean immigrants arriving to the U.S. Jo
et al. (2010) found that pastors and church lead-
ers (e.g., pastor’s wife, elders, deacons) devoted

up to 50% of their time to meeting the health and
social needs of their members which included
translating health and legal questions, and trans-
porting and accompanying members to doctor’s
appointments (often translating), assisting with
transportation and accompanying parishioners to
hospitals, schools, and also in directing and
implementing health programs at the church.
When asked about health needs of their members,
pastors cited cancer, heart disease, stroke, high
blood pressure, diabetes, lack of exercise, and
poor diet. They also mentioned psychosocial
problems for their congregational members.
Education in the Korean American community
is crucial to accessing mental health services. The
Association of Korean American Psychiatrists
(AKAP), founded in 1979 by first-generation
immigrants, provides community workshops on
etiology and treatment of mental disorders. AKAP
offer these workshops specifically for Korean
clergy as they are seen as community leaders and
can be influential in terms of helping Korean and
Korean Americans seek mental health services.
Due to the significant role and involvement the
church plays in the lives of Korean Americans,
clergy and pastors if educated around mental ill-
ness issues can provide the support individuals
need through the church or provide a referral.
Korean immigrant clergy are often the first people
that families turn to when facing a mental health
crisis. The clergy are an important potential link
for education and referral to not only general
health services but also to mental health services.
In a study of 103 Asian American clergy in
California, the findings indicated a strong relation-
ship between clergy making referrals for mental
health services and their education level, past
mental health knowledge, including mental ill-
ness, referring members to general health practi-
tioners and providing one-on-one counseling
(Yamada, Lee, & Kim, 2012). The study further
found that the more discussion and education
clergy have regarding mental health issues, the
more likely they would be familiar with possible
symptoms and thus, making appropriate referrals.
Recent studies are indicating that Korean
church involvement might also play a part in
reducing unhealthy behaviors. A telephone sur-
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vey of 2085 Korean American adults found there
was an association with church involvement and
tobacco smoke. Results showed that Korean
Americans who participated in church were less
likely to smoke or be exposed to it and have given
up smoking and have a ban on it (compared to
non-church goers) (Hofstetter et al., 2010).

Although church attendance plays an impor-
tant role in health behaviors, differing church
views and doctrines regarding alcohol among
churches proved to influence Korean American
women’s alcohol use. One study (Sim et al.,
2011) showed that depending on the type of
Christian denomination, Korean American wom-
en’s alcohol consumption level varied. Those
belonging to Christian denominations that per-
mitted moderate alcohol use (e.g. Catholic and
Independent Christian women) demonstrated
higher tendencies of alcohol consumption than
those of conservative Christian denominations.

Korean church involvement has also been
documented in several studies as being good for
ones’ health in terms of informational, emotional,
spiritual and tangible support. In one study, Kang
and Romo (2010) examined the role of church
participation in 248 Korean American youth
ranging from 7th to 12th grades. Through self-
reporting surveys, adolescents reported their
length of church involvement, preference to
attend, and partaking in activities. Results from
this study showed that higher levels of church
involvement were associated with lower levels of
depressive signs for girls and better grades for
boys. This study illustrates the importance of
utilizing the church’s connection to the larger
Korean American community to help provide
direct and indirect support in regards to health,
mental wellness and behavior.

Other studies are finding that the Korean
church can be a site for educational health
efforts. Jo et al. (2010) provides recommenda-
tions on how Korean churches can be partners
for both research and health education
interventions which could include (1) interven-
tions for prevention and early detection; (2)
collaborating with a local university to offer a
health fair or seminar; (3) programs that pro-
vide pastors or key church leaders with health
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information and resources; (4) interventions
that address psychosocial needs; and (5) inter-
ventions for the church youth. There have been
a few studies that have collaborated with a
Korean church to provide such interventions.

Ma et al. (2009a) investigated 167 Korean
Americans recruited from churches to participate
in a study to measure the affect of culturally rel-
evant cancer intervention program. The interven-
tion program involved bilingual support,
counseling, discussing accessibility issues, psy-
chological and social barriers, cancer education,
and patient support. The control group simply
received health education on cancer-related health
issues. After a 12 month follow-up, over 77% of
participants received cancer screening compared
to only 10% in control group. The study illus-
trates that it is critical for not only churches to
assist in educational programs but also to be part
of providing culturally relevant intervention pro-
grams that address cultural barriers.

Future Directions: Needed Areas
of Research

Traditional research on Korean Americans have
focused on the Korean immigrant experience of
those who arrived after 1965 and their experi-
ences in the U.S. No research has been done on
other cohorts of Korean immigrants or American
born generations. Although there are hosts of
other health issues impacting Korean Americans,
much of the research that has been published on
Korean Americans and health has focused on
cancer screenings, smoking and depression.
There are areas that need further research to
understand completely the health experiences of
Korean Americans.

Access to Health Care

Accessing health care is still a concern for Korean
immigrants. Two areas not unexplored are
medical tourism and access to dental care.
Because of the high uninsured rates among
Korean Americans, it is not surprising that many
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Korean immigrants have gone back to Korea to
seek health care. This is called medical tourism.
This phenomenon has not been studied among
Korean immigrants in the U.S., but it is widely
known and often depicted in Korean immigrant
newspapers as way that Korean immigrants can
access and afford needed health care. Lee, Kearns,
and Friesen (2010) examined the occurrence of
Korean migrants returning to their native country
of origin for health care services. Results showed
that participants’ preference to return to their
native country for medical care were linked with
not trusting the expertise of doctors abroad and
the lack of doctors’ cultural understanding of
Koreans. Patients were not only seeking knowl-
edgeable health professionals but also sought to
be in a familiar and comfortable environment.
This study demonstrated how Koreans globally
are returning to Korea for affordable and linguis-
tically accessible health care (Lee et al., 2010).

An understudied area of research are Korean
Americans access to dental care. Only one study
available on Medline discussed the dental care
needs of Korean Americans. This older study
found that there is a need for educating and pro-
viding dental care for senior immigrants who
have not seen dentists for preventive oral care in
their native countries (Lee & Kiyak, 1992).
Senior Korean Americans had higher gingival
occurrence and plaque. While seniors had higher
rates of seeing dentists, visits were predominantly
for emergency and/or prosthodontic care.

Differing Cohorts: Different Korean
Populations in the U.S.

Differing cohorts of Korean immigrants face
specific issues that have not been fully explored.
Another understudied area are the health experi-
ences of Korean students who come abroad to
study in the U.S. The United States has experi-
enced a growth of Korean students coming
abroad to study in the U.S. Often times, many
return to Korea after the completion of their
studies. However, despite this increase of Koreans
studying abroad, there has been little attention to

the stressors this population faces. Past research
has shown that up to 70% of Asian international
students face discrimination and that this
perceived discrimination is a major stressor in
the lives of these students (Wei, Ku, Russell,
Mallinckrodt, & Liao, 2008).

Furthermore, an understudied area is the
mental health needs of Korean adoptees. For the
last 50 years, over 150,000 Korean adoptees
have been placed in American families (U.S.
Department of Homeland Security, 2010).
Studies have found that transracial adoptees in
the U.S. may encounter difficulties around their
racial and ethnic identity and in dealing with
racism, and that children may better adjust if
parents are responsive and sensitive to such needs
(Mohanty & Newhill, 2006). There needs to be
further research on post adoption adjustment of
Korean adoptees, identity and mental health.

Post 1965, Korean immigrants represent a
cohort that have been uninsured and often entering
their aging years with chronic health issues.
Although most Korean Americans at the age of 65
can qualify for Medicare, the many years without
health care often comes at a cost for late detection
of cancers and poor management of chronic
health conditions. Adult second-generation Korean
Americans will be the ones caring and supporting
their aging parents. Little research has been done
on this next generation of caregivers. However,
one study (Yoo & Kim, 2010) examined beliefs
and attitudes regarding family support among 124
adult children of Korean Americans (the 1.5 and
2nd generation). The study found that many adult
children were primarily motivated by feelings of
gratitude and held a strong sense of responsibility
toward their parents. In addition, because Korean
immigrant parents often face language and finan-
cial barriers, adult children were preparing them-
selves for future support of their parents’ finances,
health care, and long-term care needs.

This chapter focused on the top health issues
impacting Korean Americans today. Although
there has been increased research on Korean
Americans and health, there is still a need to for
more innovative research that is relevant to the
lives of Korean Americans. Large national surveys
and intervention-based research that provides



84

G.J. Yoo and S. Wood

solutions, and qualitative research that brings voice
to the diverse experiences of Korean Americans
are all needed. The 2010 U.S. Census shows that
the Korean American population is also changing.
Research should reflect these changes by exploring
these differences including immigration cohorts;
generation; and geographical region.
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Social and Cultural Influences on the
Health of the Viethamese American

Population

Mai-Nhung Le and Tu-Uyen Nguyen

Introduction

Ms. Loan was in her mid-fifties when she was first
diagnosed with type Il diabetes. Her doctor
advised her to go to a nutrition/diabetes manage-
ment course offered through her health mainte-
nance organization. She attended the course once
or twice, but her English skills are limited and
she did not completely understand the instructor.
She said that the course was complicated and
lacked visual information. Therefore, she stopped
going to class and has been self-managing her
condition. Since she was diagnosed with diabe-
tes, Ms. Loan has maintained her regular diet,
eating as much rice and as many sweets as she
desires. She stated that she would cut down on
rice and sweets and also take her diabetes medi-
cation when she started to feel tired or dizzy. Her
Vietnamese friends tell her to drink a lot of water
when her sugar level is low, and her family has
tried, unsuccessfully, to monitor her eating pat-
terns and encourage her to exercise. She tells her
family that health is a matter of luck and that
when it is her time to leave this earth God will
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take her. Within the last few years, Ms. Loan has
suffered from blurred vision, which has resulted
in several falls. She recently had eye surgery to
address the problem.

This vignette illustrates a common scenario
within the Vietnamese American population:
language barriers, cultural attitudes, and beliefs
play an important role in the treatment and pre-
vention of disease and the promotion of health
care within the Vietnamese American commu-
nity. Understanding these factors, in addition
to other socioeconomic and systemic barriers,
would help medical professionals to foster more
cooperation among their Vietnamese American
patients. In this chapter we: (1) offer a brief pro-
file of the Vietnamese American population, (2)
examine the social, political, and cultural fac-
tors that affect Vietnamese American health
outcomes, (3) describe major health issues
faced by Vietnamese Americans, and (4) offer
recommendations for medical and public health
providers and professionals.

Viethamese American Population

Vietnamese Americans are one of the fastest-grow-
ing Asian ethnic groups in the United States. They
represent the fourth largest Asian American
population. There are 1,548,449 individuals who
identify as Vietnamese solely and 1,651,796 indi-
viduals who identify as Vietnamese in combina-
tion with other ethnicities residing in this country
(American Community Survey [ACS], 2009).

87

DOI 10.1007/978-1-4614-2227-3_7, © Springer Science+Business Media, LLC 2013

7



88

M.-N. Le and T.-U. Nguyen

Most Vietnamese Americans live in metropolitan
areas. The three states with the largest concentra-
tions of Vietnamese Americans are California,
Texas, and Washington. Orange County, California,

is the area with the largest concentration of
Vietnamese outside of Vietnam (233,573), with the
neighborhood of “Little Saigon™ as its cultural and
civic center (Table 7.1).

Table 7.1 Population profile of Vietnamese descent in the United States (Source: U.S. Census Bureau, 2009 American
Community Survey [ACS])

Category
Total

population
Gender

Age

Marital status

Educational
attainment

Median
household
income

Poverty rates

Health
insurance
coverage

Place of birth
Language

spoken at
home

Subcategory

Male

Female

0-17 years

18-64

65+

Married, but separated
Widowed

Divorced

Separated

Never married

High school graduate
and below

Some college or an
associate’s degree
Bachelor’s degree
Graduate or
professional degree
Individuals and
families

Family income
(married couple
family)

Individual per capita
income

All people

Under 18 years
18-64

65+

All families

Private health
insurance coverage
Public health coverage
No health insurance
United States
Foreign born
English only
Language other than
English

Speak English less than
“very well”

Total U.S.
population
307,006,556

49.3%
50.7%
24.3%
62.9%
12.9%
49.3%

6.1%
10.6%

22%
31.8%

43.2%
28.9%

17.6%
10.3%

$50,221

$61,082

$26,409

14.3%
20.0%
13.1%

9.5%
10.5%

67.4%

28.5%
15.1%

87.5%
12.5%

80.0%
20.0%

8.6%

White alone or Vietnamese
in combination Asian alone alone or
with one or in any Vietnamese in any
or more races combination  alone combination
236,287,989 15, 733,402 1,481,513 1,651,796
(5.1% of total  (0.48% (0.54% of
population) of total total
population)  population)
49.4% 48.3% 49.4% 49.6%
50.6% 51.7% 50.6% 50.4%
23.1% 26.3% 26.1% 28.9%
62.5% 64.9% 65.6% 63.1%
14.3% 8.8% 8.6% 7.9%
52.1% 57.6% 57.3% 56.2%
6.4% 1.4% 4.3% 4.1%
11.0% 5.3% 5.9% 5.9%
1.8% 1.3% 1.7% 1.7%
28.7% 35.7% 30.9% 32.1%
41.5% 30.5% 51.8% 51.2%
29.3% 20.6% 23.5% 23.6%
18.4% 29.1% 18.1% 18.4%
10.8% 19.8% 6.6% 6.7%
$52,976 $68,103 $51,840 $52,444
$65,096 $78,064 $56,060 $56,279
$28,548 $28,000 $20,794 $20, 100
11.9% 11.2% 15.5% 15.0%
15.9% 11.5% 18.9% 16.9%
11.2% 10.8% 13.8% 13.8%
8.1% 13.1% 18.2% 18.0%
8.2% 8.7% 13.7% 13.6%
71.8% 71.7% 57.4% 59%
27.4% 19.4% 26.2% 25.4%
13.3% 14.1% 19.6% 18.7%
91.8% 40.4% 31.0% 35.5%
8.2% 59.6% 69.0% 64.5%
85.4% 29.4% 10.9% 14.8%
14.6% 70.6% 89.1% 85.2%
6.0% 32.3% 54.8% 51.7%
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A majority of Vietnamese Americans are
either first- or second-generation Americans,
with nearly 70% being foreign-born (ACS, 2009).
They are more inclined to speak Vietnamese at
home. Only 10% of the Vietnamese Americans
report speaking only English at home. Moreover,
over half of the population (54.8%) does not
speak English well.

Vietnamese Americans tend to be young, with
more than 90% of the population younger than 65
years of age. The sex ratio is fairly evenly distrib-
uted, with 50.6% being females and 49.4% being
males. An area of concern for Vietnamese
Americans is health care coverage. About 17% of
Vietnamese Americans are uninsured, 26% are
covered under the public health system, and the
remaining 57% are covered under private health
insurance. Overall, Vietnamese American poverty
rates are slightly higher than overall U.S. poverty
rates. Moreover, among persons over 65 years of
age, the poverty rate is significantly higher for
Vietnamese Americans than for the general popu-
lation (18.2% and 9.5%, respectively).

Vietnamese Immigration

Unlike other Asian immigrants, most Vietnamese
Americans came to the United States as refugees
from the Vietnam War. Refugees are individuals
who have left their country of nationality and are
unwilling to return because they fear persecution
(Rutledge, 1992). Refugees typically have little
or no time to prepare for their journey. Their
migration is not voluntary, and they often leave
without a known destination. Prior to the Fall of
Saigon in 1975, very few Vietnamese were resid-
ing in the United States. In 1952, only eight
Vietnamese immigrants were admitted to the
United States. By 1969, 3,167 more Vietnamese
had immigrated to the United States (Rumbaut,
1995). Most of these immigrants consisted of
diplomats, war brides, and university students
from elite families. Vietnamese immigration to
the United States from 1975 to the present has
consisted mostly of Vietnamese seeking political
asylum or family reunification. Given differences
in the makeup of these waves of Vietnamese

immigration, the Vietnamese American popula-
tion includes those who have been in the United
States for at least three decades as well as those
who have just arrived. Knowledge of this history
provides a crucial context for understanding the
health of Vietnamese Americans.

First Wave of Vietnamese Immigration

The first significant wave of Vietnamese immi-
gration began in 1975, a few months prior to the
Fall of Saigon, which marked the end of the
Vietnam War. More than 120,000 Vietnamese
left the country due to the fear of persecution by
the North Vietnamese communist government.
The first wave tended to be well-educated, rela-
tively affluent, from the southern part of Vietnam,
and with close connections to American service-
men. Many were high-ranking military officers
and government officials of the Republic
Government of Vietnam, and there were signifi-
cant numbers of Catholics and urban dwellers.
With their high level of skills and education, they
adapted to American life more quickly than sub-
sequent waves of Vietnamese refugees. A major-
ity of the first-wave refugees left Vietnam by
either cargo ships or airplanes dispatched by the
U.S. military. After departing Vietnam, they were
flown briefly to U.S. government military bases
in the Philippines, Wake Island, and Guam. Then
they were transferred to one of four refugee cen-
ters in the United States. They were detained in
these refugee centers until they were matched
with sponsors and flown to their resettlement
destination. In order to discourage the develop-
ment of ethnic enclaves and to minimize their
possible negative impact on any particular geo-
graphic area, the federal government imple-
mented a dispersal policy so that the first-wave
Vietnamese were scattered throughout the United
States (Montero, 1979). Thus, many first-wave
refugees found themselves in communities with
little or no opportunities for contact with other
Vietnamese refugees or other Asian Americans.
Within a few years of their initial resettlement,
however, a significant amount of secondary
migration occurred as Vietnamese refugees
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moved to warmer states, such as California and
Texas, with large populations of Vietnamese and
Asian Americans.

Second Wave of Vietnamese
Immigration

The second wave of Vietnamese immigration
occurred from 1977 until the mid-1980s. More
than 200,000 Vietnamese left Vietnam during
this period (Montero, 1979). Due to political and
societal changes in Vietnam, thousands of people
fled to neighboring countries. A considerable
number of second-wave refugees were ethnic
Chinese. They tended to be less-educated and
came from rural backgrounds. Many escaped
Vietnam on tiny, rickety, poorly constructed fish-
ing boats not equipped for the high seas and came
to be known as the “boat people.” As a result,
many individuals lost their lives at sea. Many
were reportedly robbed, raped, and tortured by
pirates at sea. Those who survived typically
ended up in refugee camps in Thailand, Malaysia,
Indonesia, Singapore, Hong Kong, or the
Philippines, where they awaited permanent asy-
lum in countries willing to accept them. Many of
the second-wave refugees eventually were
allowed to immigrate to the United States.

Third Wave of Viethamese Immigration

The third wave of Vietnamese immigration
started shortly after implementation of the
Orderly Departure Program (ODP) in 1979.
This program allowed individuals to leave
Vietnam legally for the United States for family
reunion and humanitarian reasons. More than
300,000 Vietnamese had immigrated to the
United States under this program by 1992:
161,400 individuals under the family reunifica-
tion program, 81,500 Amerasians and their
accompanying relatives, and 61,000 former
political prisoners and their families (Rumbaut,
1995). Since the mid-1990s, the majority of
Vietnamese relocating to the United States have
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been admitted as immigrants through family-
sponsored immigration, not as refugees (Dao &
Bankston, 2010).

Key Features of the Vietnamese
American Community

The first wave of Vietnamese in the United States
was a more homogenous group in terms of their
education and socioeconomic status, while sub-
sequent waves consisted of a diverse cross sec-
tion of Vietnamese society. This section describes
some significant features of the Vietnamese
American population.

Ethnicity

There are 54 distinct ethnic groups in Vietnam.
The Viet (Kinh) people account for approxi-
mately 86% of Vietnam’s population. They reside
primarily in the plains and urban centers of nearly
all provinces throughout the country. The remain-
ing 53 ethnic minority groups comprise roughly
12 million people who are scattered throughout
remote highlands and mountainous areas, except
for the Hoa (ethnic Chinese) who are largely
urban-based, and the Khmer group in the South
of Vietnam (GSO, 2010). Although the first wave
of Vietnamese immigrants consisted mostly of
the Viet people, subsequent waves included other
ethnic groups, such as Hoa, Khmer, Cham,
Amerasian and Eurasian.

Language

The Vietnamese language is heavily influenced
by Chinese dialect, particularly Cantonese.
Vietnamese Americans predominately speak
Qudc Ngit, the Vietnamese national language,
which is a Romanized script. Nearly 90% of
Vietnamese living in the United States report
speaking a language other than English at home
(ACS, 2009). Of these respondents, roughly 53%
speak English less than “very well” (ACS, 2009).
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Religion

The three major belief systems are Buddhism,
Confucianism, and Catholicism. A majority of
Vietnamese Americans believe in the Northern
School of Buddhism, known as Mahayana
Buddhism. Although Catholics comprise only 10%
of the population in Vietnam, a third or more of
Vietnamese Americans are Catholics. Vietnamese
Americans also practice Confucianism, Taoism,
Cao-Dai, and Hoa-Hao.

Family Unit

The family plays an important role in Vietnamese
society. Most first-generation  Vietnamese
Americans continue to rely on their family as
their main source of support. The traditional
Vietnamese family is patriarchal, patrilineal, and
patrilocal ~ (Rutledge, 1992). Traditionally,
Vietnamese women have had fewer rights than
men and are brought up according to strict disci-
pline. The Vietnamese household is multigenera-
tional, with parents, their sons with their wives
and children, and unmarried siblings all living
together in the same household (Trinh, 2002).

Traditional Health Beliefs

Although the Vietnamese are generally well
aware of germ theory and antibiotics and have
great respect for medical doctors, they also rely
heavily on traditional folk treatments (Gordon,
Bernadett, Evans, Shapiro, & Dang, 2009; Tung,
1980; Yee, 2004). According to the Chinese con-
cept of yin and yang, two opposing forces must
be in balance to maintain good health. The
Am-Duong model is based on this concept and
many traditional Vietnamese folk treatments are
intended to restore this critical balance.
“Coining” is a traditional Vietnamese folk
treatment in which a coin is dipped in a
mentholated liquid and rubbed vigorously over
sections of skin on the body. Another is “cup-
ping,” in which heated glass vials are placed on

the skin, creating a suction when they cool. Both
coining and cupping can leave marks on the skin,
which may be mistaken for abuse or injury. The
application of balms to the skin and the ingestion
of medicinal herbs are also common.

When given access to Western medical
treatment, Vietnamese readily accept pills or
injections to treat symptoms, as long as this does
not conflict with the internal balance of yin and
yang. However, some oral medications are viewed
as “hot” (yin) and may be considered counterpro-
ductive for treating “hot” illnesses, such as skin
irritations.

Major Health Concerns
Diabetes

Diabetes affects many Asian American and Pacific
Islander communities, including Vietnamese
Americans (Carter, Pugh, & Monterrosa, 1996;
Fujimoto, 1995; McNeely & Boyko, 2004), but
many Vietnamese have little knowledge about the
clinical symptoms of diabetes. For Vietnamese
immigrants, lack of familiarity with the disease
may stem from a lack of education or simply a
lack of contact with diabetic patients. Unlike in
the United States, type 2 diabetes is relatively rare
in Viet Nam, where it is called tieu duong—Tliter-
ally, “urinate sugar.” In rural areas of the country,
people sometimes diagnose the disease if they
see ants attracted to the urine (Mull, Nguyen, &
Mull, 2001).

In the United States, diabetes is becoming
more prevalent in Vietnamese communities.
Research indicates that Vietnamese immigrants
have adopted an increasingly sedentary lifestyle
and higher-calorie diet, which elevate the likeli-
hood of obesity, a major risk factor for diabetes
(Mull et al., 2001). In light of these increasing
risks, studies have shown that Vietnamese
Americans need more education about diabetes.
For example, a telephone survey of 426
Vietnamese in Houston, Texas, found that 60%
do not recognize common signs of diabetes,
such as frequent urination (Baker, Calvert,
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Dols, Payne, & Reyes, 2000). An ethnographic
study with 40 low-income, diabetic Vietnamese
immigrants and eight Vietnamese health provid-
ers in Orange County, California, found that ideas
about the cause and proper treatment of the dis-
ease are culturally influenced. Many patients in
this study said that they have used Eastern (herbal)
medicine and have a strong aversion to insulin
injections. Some patients also said that they lower
their dose of oral medications or stop them com-
pletely when they feel “out of balance.” Almost
two-thirds of participants said they have used tra-
ditional home remedies, and some expressed a
preference for Vietnamese physicians due to ease
of language and communication. Three-quarters
of the patients have not achieved good control of
their diabetes. The study concluded that cultur-
ally appropriate education about type 2 diabetes
and proper management and treatment options
are especially needed in the Vietnamese commu-
nity (Mull et al., 2001).

Another study among Asian American and
Pacific Islander women who delivered babies in a
northern California hospital found that 6.1% of
Chinese, 6.3% of Filipina, 6.7% of Indian/
Pakistani, 2.2% of Japanese, 4.7% of Korean,
7.2% of Pacific Islander, and 5.7% of Vietnamese
mothers had diabetes mellitus. Other studies have
shown that women born outside of the United
States are significantly more likely to have diabe-
tes during pregnancy (Kiefer, Martin, & Herman,
1999). Since gestational diabetes is an established
risk factor for development of type 2 diabetes,
additional studies are needed on the manifesta-
tions of this disease in immigrant populations
such as Vietnamese communities.

Cardiovascular Disease

Cardiovascular disease is a leading cause of death
in the United States and in many countries around
the world, including Vietnam (Duong, Bohannon,
& Ross, 2001). Risk factors for heart disease
include low levels of physical activity, low levels of
consumption of fruits and vegetables, hyperten-
sion, tobacco use, and hyperlipidemia (Grundy,
Pasternak, Greenland, Smith, & Fuster, 1999; U.S.
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Preventive Services Task Force [USPSTF], 2002).
Cardiovascular disease is the leading cause of death
among Asian and Pacific Islander women (36% of
all deaths) and accounts for 31% of all deaths
among Vietnamese women in Vietnam (Hoang,
Dao, Wall, Nguyen, & Byass, 2006). Unfortunately,
research on cardiovascular disease among Asian
American  populations, particularly among
Vietnamese, is scarce (Coronado et al., 2008).

A few studies have investigated smoking
behavior among Vietnamese (Baluja, Park, &
Myers, 2003; Bates, Hill, & Barrett-Connor,
1989; Chen, 2001; Ma, Tan, Feeley, & Thomas,
2002), but few have looked at other important risk
factors for heart disease, such as level of physical
activity, consumption of fruits and vegetables, or
frequency of blood pressure and cholesterol
checks (Coronado et al., 2008). In a study of 201
Vietnamese in a Gulf Coast community, 44% of
participants were hypertensive. Participants said
that they believe that hypertension is inherited,
has clear symptoms, is caused by lack of daily
exercise and by stress, and has no cure. This study
demonstrates a need for additional health educa-
tion regarding hypertension and cardiovascular
disease in the Vietnamese American community
(Duong et al., 2008).

There is also a need for more preventive
education. In a needs assessment survey of 1,523
immigrant Vietnamese American women between
the ages of 20 and 79 in Seattle, Washington,
researchers examined the relationship between
demographic factors and preventive behaviors
(Coronado et al., 2008). They found that length
of time in the United States is strongly correlated
with having received a recent blood pressure
check and cholesterol check, but is inversely
correlated with level of physical activity and
consumption of fruits or vegetables. Having spent
20 years or longer in the United States is also
associated with a greater likelihood of smoking.
These associations are consistent with previous
research showing a correlation between the adop-
tion of more high-risk behaviors and accultura-
tion as well as an increase in access to health care
for established immigrants compared to more
recent arrivals (Kim, Ziedonis, & Chen, 2007).
These findings confirm the need for continued
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development and implementation of targeted
educational campaigns to reduce the risk of
cardiovascular disease among Vietnamese
Americans. Encouraging the maintenance of
protective health practices, such as eating fruits
and vegetables and not smoking, may be espe-
cially impactful for recent immigrants who have
traditionally healthy diets. Additionally, expand-
ing access to preventive health care services, such
as cholesterol and blood pressure testing, might
reduce the prevalence of cardiovascular disease
and mortality among Vietnamese Americans
(Coronado et al., 2008).

Obesity

Obesity is a growing health problem in the
United States, including for Vietnamese
Americans. While rates of obesity and being
overweight are lower among Asian American
adults than among the general population of
adults, evidence is mounting that the risk of
being even mildly overweight may be greater
for Asian Americans, including Vietnamese
Americans, than for other ethnic groups
(Harrison et al., 2005). Likewise, the prevalence
of being overweight in younger generations has
increased dramatically over the last few decades
(Ogden, Flegal, Carroll, & Johnson, 2002), dou-
bling since 1980 for children and tripling for
adolescents (Hedley et al., 2004). In fact, Asian
Americans and Pacific Islanders have the fastest-
growing rate of overweight and obese children.
Unfortunately, studies and data on Vietnamese
American communities are very limited. One
study that examined survey results from the
National Latino and Asian American Survey, a
nationally-representative health population sur-
vey with 2,554 Latinos and 2,095 Asian
Americans (of which 516 were Vietnamese)
from 2002 to 2003, found statistically significant
increases in Body Mass Index (BMI) and obe-
sity for the Chinese and “other Asian” sub-
groups. In contrast, among Vietnamese, there
was a statistically significant decrease in BMI
and obesity between the first and second gene-
ration, but data were insufficient to generate

estimates for the third generation (Bates,
Acevedo-Garcia, Alegria, & Krieger, 2008).

Inanotherstudy survey with 2,816 Vietnamese,
white, African American, and Hispanic adoles-
cents in Worcester, Massachusetts, Vietnamese
students had a 35.5% and 15.3% greater intake
of fruits and vegetables, respectively, but had a
44.6% lower intake of dairy foods than white
students. The study authors noted that this behav-
ior may be culturally shaped, since the native
Vietnamese diet is low in animal products and
high in fruits and vegetables. However, although
their diet is relatively high in fruits and vegeta-
bles, Vietnamese students still do not consume at
least five servings per day (Wiecha, Fink, Wiecha,
& Hebert, 2001). These findings are consistent
with results from other studies and points to the
need for more education and interventions that
promote healthy eating (Harrison et al., 2005;
McGarvey et al., 2006). The 2005 Report of the
U.S. Dietary Guidelines Advisory Committee
concluded that greater consumption of fruits and
vegetables is associated with better weight man-
agement and reduced risk of type 2 diabetes,
cancer, stroke, and perhaps other cardiovascular
diseases (DHHS/USDA, 2005). It is therefore
crucial to promote these healthy eating practices
in Vietnamese American communities.

Tuberculosis

Health beliefs and misconceptions of illness may
hinder recognition of the early symptoms or
warning signs and delay access to medical treat-
ment for certain diseases. This is especially true
for infectious diseases such as tuberculosis (TB).
For instance, focus groups conducted in Vietnam
found that four types of tuberculosis are recog-
nized (Long, Johansson, Diwan, & Winkist,
1999): (1) Lao truyen or inherited TB that is
passed down from older generations to younger
through family blood; (2) Lao luc or physical TB
that is caused by hard work, which is believed to
affect more men than women; (3) Lao tam or
mental TB that is caused by too much worrying,
which is believed to affect more women than
men; and (4) Lao phoi or lung TB that is caused
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by transmission of TB germs through the respira-
tory system, which is believed to affect more men
than women.

In the United States, one study found that
newly arrived Vietnamese immigrants in New
York feel that tuberculosis is an infectious lung
disease, with symptoms such as coughing, weak-
ness, and weight loss (Carey et al., 1997). Some
believe that hard manual labor, smoking, alcohol
consumption, and poor nutrition are risk factors.
Nearly all respondents in this study said that hav-
ing TB would adversely affect their work, family
relationships, and community activities. However,
many Vietnamese respondents incorrectly said
that it is not possible to have asymptomatic latent
TB infection and that TB infection always leads
to disease. These beliefs may contribute to delays
in TB diagnosis and treatment as well as possible
social stigma and social isolation due to incorrect
beliefs about transmission routes. As such, more
education is needed on infectious diseases such
as TB so that immigrant communities who are at
high risk, like the Vietnamese, can reduce the
prevalence of and mortality from these diseases.

Hepatitis B

Southeast  Asians, including Vietnamese
Americans, have higher rates of liver cancer than
any other racial or ethnic group in the United
States. In fact, Vietnamese American men are
over ten times more likely to be diagnosed with
liver cancer than white men (in California they
are seven times more likely). This disparity is
attributable to high rates of hepatitis B virus
(HBV) infection. A population-based in-person
survey conducted in Seattle in 2002 with 345
men and 370 women found that 81% of the
respondents had heard of hepatitis B and 67%
had been tested for HBV. A majority of partici-
pants said that HBV can be transmitted during
sexual intercourse, by sharing toothbrushes, and
by sharing razors. Less than half said that hepati-
tis B is not spread by eating food prepared by an
infected person or by coughing. One-third did
not recall being tested for HBV (Taylor et al.,
2005). Low levels of HBV testing remain a
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problem in many Vietnamese American sub-
groups. The study researchers concluded that
health education about HBV transmission could
encourage patients to seek testing. They recom-
mended targeting intervention programs specifi-
cally to Vietnamese immigrant communities who
lack a regular source of health care and to physi-
cians who serve Vietnamese communities (Taylor
et al., 2004; Taylor et al., 2005).

Cancer

Cancer is one of the leading causes of death for
Vietnamese men and women in the United States
(Hoyert & Kung, 1997; Shinagawa et al., 1999).
High smoking rates and exposure to second-hand
smoke contribute to high cancer rates. According
to Surveillance, Epidemiology, and End Results
data (Miller et al., 1996), rates of nasopharynx,
liver, and stomach cancers are high among
Vietnamese men. The same study indicated high
rates of death for Vietnamese women from cervi-
cal, stomach, and thyroid cancers.

A more recent study in California found that
Vietnamese have among the highest incidence of
and death rates from liver, lung, and cervical can-
cer (McCracken et al.,, 2007). In California
Vietnamese men have the highest incidence of and
death rates from liver cancer of all Asian ethnic
groups (54.3 and 35.5 per 100,000, respectively);
the incidence rate is more than seven times higher
for Vietnamese men than for non-Hispanic white
men. Stomach and lung cancer rates are also high
for Vietnamese in California, with Vietnamese
males having the second highest incidence and the
third highest death rate from stomach cancer com-
pared to other Asian ethnic groups. Both
Vietnamese men and women have the highest lung
cancer incidence rates, even though Vietnamese
women have the lowest prevalence of smoking
compared to all other Asian groups. Vietnamese
women have the highest incidence of and mortal-
ity from cervical cancer compared to other Asian
ethnic groups. These data mirror national statis-
tics, which show that Vietnamese women suffer
from cervical cancer at five times the rate of white
women. Much of this can be explained by the lack
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of Pap testing. For instance, Vietnamese women
in California have one of the lowest prevalence of
Pap testing within the past 3 years (69.8%
compared to 83.8% for Non-Hispanic white
women) (McCracken et al., 2007).

Schulmeister and Lifsey (1999) found that
Vietnamese American women generally believe
that their risk of cervical cancer is low. Some bar-
riers to screening include not having a regular
doctor or a gynecologist, cost, and fear of the test.
Significant barriers for breast and cervical cancer
screening among Vietnamese women include
embarrassment and shyness during the physical
examination due to cultural taboos regarding pri-
vate body parts and structural issues such as lack
of insurance (Nguyen, Kagawa-Singer, Tanjasiri,
& Foo, 2003). Other studies have shown that
promising interventions, such as increasing edu-
cation and access to cancer screening and care
have involved media campaigns that address cul-
tural stigmas and beliefs and the use of lay health
workers or community-based navigators (Mock,
Nguyen, Nguyen, Bui-Tong, & McPhee, 2006;
Nguyen, Tran, Kagawa-Singer, & Foo, 2011;
Nguyen, Vo, Doan, & McPhee, 2006; Nguyen,
Vo, McPhee, & Jenkins, 2001).

Elderly and End-of-Life Care

Cultural issues significantly influence health care
and end-of-life decision-making. According to
Braun, Pietsch, and Blanchette (2000), culture
influences a wide variety of attitudes and medical
decisions about death and dying. For example,
some Buddhists may believe that those who die
in hospitals may have lost souls that wreak havoc
on the living, so they avoid hospitals when sick
and subsequently delay medical care.

Another issue related to end-of-life care is
organ donation. Some Vietnamese are not willing
to be organ donors because they believe that
donors will be reborn without all of their vital
organs in the next life. Some believe that deci-
sions by family members to donate the organs of
their dying elders are a sign of disrespect and lack
of filial piety (Nakasone, 2000). Despite these
cultural barriers, the willingness of Vietnamese to

be organ donors may be increasing. According to
Hai et al., (1999), Vietnamese would be more
willing to donate organs and tissue if they were
doing so for close relatives or friends, if medical
care was provided to the donor’s family, or if
monetary rewards were given for such donations.
The issue of advanced directives among
Southeast Asians, including Vietnamese elders, is
another area that needs to be examined further.
Vaughn, Kiyasu, and McCormick (2000) found
that nursing home residents were often listed as
“no code” on their resident charts because they
had not specified what was to be done in case of a
terminal prognosis. Some Vietnamese regard life-
saving medical interventions, such as organ trans-
plants or cardiac resuscitation, as disturbing the
natural flow of life and as signaling a “bad death,”
while others view stopping life support as causing
or speeding a loved one’s death. Palliative care,
with its comforting, peaceful, and family-sup-
portive dimensions, may be more acceptable to
certain Vietnamese. Many Vietnamese are influ-
enced by Catholic, Taoist, and Buddhist beliefs
regarding life and death (Ta & Chung, 1990).
Some Vietnamese may not want the dying person
to be told that he or she is dying because doing so
will bring bad luck (Calhoun, 1985), others may
feel that doing so will cause the person to lose
hope, some may not want to upset the loved one,
and some may think that the information will
bring death sooner or feel that discussions about
dying show a lack of respect for the soon-to-be
departed (Crow, Matheson, & Steed, 2000).

Mental Health

As outlined at the beginning of this chapter,
Vietnamese immigrants and refugees have had to
endure many traumas resulting from their exodus
from Vietnam. More than 35 years after the war,
many Vietnamese are still suffering from the
effects of wartime experiences and their after-
math, including post-traumatic stress, culture
shock, the loss of loved ones, adaptation and dis-
crimination challenges, and economic hardship.
These traumatic experiences create substantial
mental health needs for Vietnamese communities
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(Gold, 1992). Despite these needs, Vietnamese
Americans drastically underutilize mental health
services (Leong, 1986; Nguyen, 1999) and are
prone to stop treatment prematurely (Leong &
Lau, 2001). This is consistent with the patterns
for Asian Americans in general, who are seen as
the “model minority,” having few social and men-
tal health problems (Sue & Morishima, 1982;
Sue & Sue, 1999). However, research over the
last three decades has shown that Asian Americans
suffer disproportionately from a range of mental
health problems that defy the stereotype of the
“model minority.”

In addition, studies looking at intergroup het-
erogeneity among persons receiving mental
health services demonstrate poorer functioning in
Southeast Asian groups, like the Vietnamese,
compared to East Asian groups. These differ-
ences are undoubtedly linked to their refugee
experiences and the subsequent hardships in
obtaining services. For example, Vietnamese “re-
education camp” survivors have a higher preva-
lence of psychiatric disorders compared to the
general population and to other groups of
Vietnamese refugees (Hinton et al., 1993). They
have a 90% prevalence rate for post-traumatic
stress disorder and a 49% prevalence rate for major
depression (Mollica et al., 1998). Utilization rates
are much lower and premature termination rates
are much higher among Vietnamese than among
other ethnic groups (Zane, Hatanaka, Park, &
Akutsu, 1994). When they do receive mental
health services, Southeast Asian groups, including
Vietnamese, show less improvement than other
Asian groups (Ying & Hu, 1994). These findings
point to the importance of understanding immi-
gration-related factors, as well as place of birth
and age/generation group, in explaining the use of
mental health services among Vietnamese com-
munities (Abe-Kim et al., 2007). The effect of per-
ceived discrimination and language proficiency on
service use also indicates a need for more bilin-
gual services and greater collaboration between
formal service systems and community resources
(Spencer, Chen, Gee, Fabian, & Takeuchi, 2010).

Recent studies have also highlighted addictive
behaviors such as gambling and substance abuse as
increasing problems for the Vietnamese American
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community, especially in places such as California,
where Vietnamese populations are larger and gam-
bling casinos are more readily accessible (Glionna,
2006). Studies have indicated that binge drinking
is twice as common among Vietnamese men when
compared to the general population of the United
States (Makimoto, 1998). Among the Asian immi-
grant populations, Vietnamese have higher levels
of alcohol consumption than Japanese, Chinese,
Koreans, and Filipinos (Caetano, Clark, & Tam,
1998). Additional research is needed in these areas
because of the important implications for health
and mental health concerns in the Vietnamese
community.

Domestic Violence

Until recently, domestic violence in Asian
American immigrant communities, including
Vietnamese communities, has been largely
ignored by social scientists and policy makers
(Kim-Goh & Baello, 2008). This lack of attention
is due, in part, to the enduring myth of the “model
minority,” which perpetuates the notion that all
Asian American families are highly educated,
physically and emotionally healthy, and finan-
cially successful (Leong & Lau, 2001). Another
factor contributing to the lack of awareness and
research on domestic violence in these communi-
ties is that relatively few individuals report inci-
dents of domestic violence to the authorities
(Ho, 1990). Research indicates that racial or eth-
nic minority women may cope with spousal abuse
differently than other women (Bauer, Rodriguez,
Quiroga, & Flores-Ortiz, 2000; Gondolf, 1997,
Huisman, 1996). For example, Asian American
women are less likely than women from other
racial or ethnic groups to report abuse to the
police, or they only report abuse when it is criti-
cally severe (Huisman, 1996; Rimonte, 1989). In
addition, Asian American women often do not
use formal services, such as women’s shelters,
hospitals, victim service agencies, or lawyers
(Bauer et al., 2000; Rimonte, 1989).

Despite the low levels of reporting of domestic
violence, domestic violence is a significant issue
in Vietnamese communities (Nguyen, 2005).
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In one study, 78% of Vietnamese women inter-
viewed indicated that they had experienced
physical or verbal abuse within the past year
(Tran, 1997).

There appears to be a link between traditional
Asian values and domestic violence. In particu-
lar, Baba and Murray (2003) identified three
major variables that affect violence in relation-
ships among Vietnamese immigrants in the
United States: cultural adaptation and traditional
gender roles, decision-making power, and marital
conflict. With regard to culture and gender roles,
the authors found that men who adhere strictly to
traditional Vietnamese cultural perspectives are
more likely to abuse their partner.

A qualitative study of Vietnamese American
immigrants’ attitudes toward marital violence
found that husbands’ patriarchal beliefs and
dominant role in the family cause conflicts
regarding changing norms and values and that
these conflicts are related to domestic abuse
(Bui & Morash, 1999). Another study that
involved in-depth interviews with 34 abused
Vietnamese American women selected from
four Vietnamese communities in the United
States (Orange County, California; Houston,
Texas; Boston, Massachusetts; and Lansing,
Michigan) and 11 Vietnamese Americans who had
contacts with Vietnamese American victims of
domestic violence through their jobs examined
help-seeking behavior among abused Vietnamese
Americans. This study found that abused
Vietnamese American women often seek help from
their personal networks as a first resort. However,
this sometimes backfires because the advice of fam-
ily and friends is not always constructive or helpful.
Many victims are told to “wait for their spouse to
change” or to “avoid making their spouse angry” in
order to preserve familial honor or to “save face.”
When confiding in their support networks does not
help, Vietnamese women may turn to the criminal
justice system and various victim service agencies;
however, the decisions of Vietnamese American
women to reach out are complex and shaped by a
mix of structural, cultural, and organizational fac-
tors. Acculturation on the part of both abused
women and victim services could facilitate the
efforts of Vietnamese women to seek help outside

their personal networks (Bui, 2003). This finding is
consistent with other studies that have looked at
acculturation and its effects on attitudes toward
domestic violence (Kim-Goh & Baello, 2008).

Nail Salons and Occupational Hazards

In 1987 there were 3,900 licensed Vietnamese nail
salon workers in the United States; by 2002 this
number had increased to 39,600, a tenfold increase
in 15 years. The nail salon industry attracts so many
Vietnamese workers that Vietnamese is one of the
primary foreign-language options for the license
examinations in California (California State Board
of Barbering and Cosmetology [BBC], 2006). In
California, an estimated 59-80% of all manicurists
are Vietnamese and 95% are female (Federman,
Harrington, & Krynski, 2006; NAILS, 2006).

Vietnamese nail salon workers tend to work
long hours in poorly ventilated environments.
They are exposed disproportionately to products
that contain toxic and potentially hazardous
chemicals, including solvents, plasticizers, res-
ins, and acids (Roelofs, Azaroff, Holcroft,
Nguyen, & Doan, 2008). Despite these hazards,
few studies have examined the chronic health
effects of these chemicals on workers.

In a recent survey of 71 Vietnamese nail tech-
nicians in Boston, workers reported having
experiencing work-related musculoskeletal dis-
orders, headaches, and skin and respiratory prob-
lems, and these problems were significantly
associated with the degree of exposure, such as
poor air quality. The study found that when the
workers were away from work for a day or two,
the symptoms improved. The absence of skin dis-
orders was associated with the use of gloves, and
the presence of musculoskeletal symptoms was
associated with the number of years working as a
nail technician (Roelofs et al., 2008).

A pilot project of Vietnamese nail salon work-
ers in Alameda County, California (Quach et al.,
2008) produced similar findings. In order to
inform future health interventions and reduce
occupational exposures, researchers conducted
face-to-face surveys with a sample of 201
Vietnamese nail salon workers at 74 salons.



98

A majority of those surveyed (80%) reported that
they are concerned about their health. A large
proportion (62%) reported having experienced
some health problem after they began working in
the industry, especially acute health problems
that may be associated with exposure to solvents
(for example, skin, eye, and throat irritations,
breathing difficulties, numbness, and headaches).
The study findings also highlighted a critical need
to investigate the breast cancer risks of nail salon
workers due to their routine use of carcinogenic
and endocrine-disrupting chemicals. It is crucial
that more research studies be conducted and
health interventions be developed for this target
community (Quach et al., 2008).

Recommendations and Conclusion

Cultural and social factors play a pivotal role in
the health status of Vietnamese Americans. Since
a majority of Vietnamese Americans are foreign
born, language and cultural barriers remain a
major issue in accessing health information and
services. For effective communication, health
care documentation should be translated to
Vietnamese and should be written in easily under-
stood language and presented with visual aids.
The National Assessment of Adult Literacy
(NAAL) reported that only 12% of adults nation-
ally have proficient health literacy (Office of
Disease Prevention and Health Promotion, n.d.).
Nationally, the groups most likely to have low
health literacy are the elderly, racial and ethnic
populations, immigrants, low-income communi-
ties, and individuals with chronic mental and
physical conditions (Kutner, Greenberg, & Paulsen
2006). For Vietnamese Americans, data on health
literacy are lacking entirely (Dang, 2011). As pre-
sented earlier in this chapter, a significant number
of Vietnamese Americans have lack of knowledge
or misconceptions about certain diseases. These
need to be addressed if Vietnamese Americans are
to seek out and receive adequate health care. It is
also important to improve patient-provider com-
munication. Many recent Vietnamese immigrants
and first generation Vietnamese Americans often
do not express their health care concerns or
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criticism to their health care providers because
they fear negative reactions or reprisal by their
providers and subsequently do not get good care
(Ngo-Metzger et al., 2003). Some Vietnamese
Americans feel that they are not respected and
are discriminated against due to language and cul-
tural barriers (Dang, 2011; Spencer et al., 2010).

Although research on the health of Vietnamese
Americans has been increasing in recent years, sig-
nificant gaps remain in health data on this popula-
tion. More comprehensive health research is
needed in areas such as diabetes, hypertension,
cardiovascular disease, tuberculosis, Hepatitis B,
obesity, mental health, gambling, domestic
violence, and environmental and occupational haz-
ards. There is a need for more national surveys
exploring Vietnamese Americans and health.
Research should also explore comparative analysis
by age/generation group, socioeconomic and edu-
cational backgrounds, acculturation levels, geo-
graphical regions, and gender. National data sets
should disaggregate data by ethnic group and geog-
raphy in order to illuminate the diversity of Asian
Americans, particularly Vietnamese Americans, so
that better health outcomes can be achieved.
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Introduction

South Asian Americans, comprised of individu-
als from the countries of India, Bangladesh,
Pakistan, Sri Lanka, Nepal, and Bhutan, encom-
pass a wide group that varies in terms of ethnic-
ity, language and health. However, this rich
diversity is generally masked in health research
as all of these groups are often lumped into the
Asian American group. Further, when the Asian
American literature disaggregates into the South
Asian group, much of this research focuses on
the Asian Indians and does not consider the
other groups in the South Asian population. This
lack of research on within-group differences
among this diverse group is needed as they could
explain many of the racial and ethnic health dis-
parities that this group faces (Bulatao &
Anderson, 2004).

Two growing South Asian populations with dis-
tinctive characteristics that should be studied more
are Bangladeshis and Pakistanis in America. These
groups, relatively new to the South Asian American
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community but experiencing tremendous popula-
tion growth, share both commonalities and differ-
ences with Asian Americans. Bangladeshis and
Pakistanis have varied socioeconomic back-
grounds, unique cultural factors, and face various
environmental factors compared to other ethnic
groups in the United States. All of these factors
combine to affect the health status of Pakistanis
and Bangladeshis and thus a more detailed under-
standing of these factors, separate and in combina-
tion, is needed in order to mitigate the barriers and
health conditions these groups deal with.

Immigration Patterns

The immigration experience of Bangladeshis and
Pakistanis is quite different from other South
Asian Americans. A large influx of Asian Indians
came into the United States in the 1960s and 1970s.
Most of these immigrants were well-educated
young professionals that came to the country for
work (Bateman, Abesamis, & Ho-Asjoe, 2009).
However, most of the Bangladeshis and Pakistanis
immigrated to the United States in the 1980s,
after the Asian Indians had already settled into
the country. These groups were often less edu-
cated, had a lower income level, and had higher
unemployment rates compared to the previous
South Asian immigrants (Trinh-Shevrin, Islam,
& Rey, 2009). This lack of educational and finan-
cial resources is an added layer of vulnerability
that these two groups must also deal with as they
begin their life in the United States.

103

DOI 10.1007/978-1-4614-2227-3_8, © Springer Science+Business Media, LLC 2013



104

Both of these populations have recently expe-
rienced dramatic growth. The 2009 American
Community Survey reported the Bangladeshi
population grew to 102, 983 individuals, a dra-
matic 149% increase from the 2000 Census
(US Census, 2000). Certain areas have seen even
larger population growth of Bangladeshis. From
1990 to 2000, the Bangladeshi population in New
York City increased by 471% (CSAAH, 2007).
The Pakistani population in the United States
also saw a similar increase. The American
Community Survey lists the population at 333,064
individuals in 2009, which corresponds to a pop-
ulation increase of 117% in 9 years (US Census,
2000). From 1990 to 2000, the Pakistani group
grew by 154% in the country (CSAAH, 2007).

Bangladeshi Americans

In 2000, there were almost 12 million people who
reported being either Asian alone or in combina-
tion with other races. Of this group, 57,412 indi-
viduals identified themselves as Bangladeshi
only or in some combination in 2000. Of the
Bangladeshi population that is 25 years and over,
about half (45%) had a bachelors degree or higher.
Most of this population (83%) was foreign-born,
with 86% speaking a language other than English
at home. The median household income of
Bangladeshi-Americans in 2000 was slightly
lower than the national median income at $37,074
compared to national median income of $41,994.
However, the Bangladeshi per capita income of
$13,532 was substantially lower than the national
average of $21,587. Similarly, a large number of
Bangladeshis faced financial difficulty as over
20% of the population lived under the poverty
level in 2000 (Table 8.1) (US Census, 2000).
Demographic data is quite different for the
Bangladeshi population when disaggregated by
gender. Eighteen percent of Bangladeshi men
over 25 years in the 2000 Census had less than a
high school education, yet about half (51%) had
a bachelor’s degree or higher. Thirty-two percent
of Bangladeshi women reported that they had
less than a high school education and only 36%
had a bachelor’s degree or higher. Both groups
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Table 8.1 Characteristics of Bangladeshis from 2000
U.S. census

General Total
characteristics Bangladesh population
Total population 57,412 281,421,906
Male 33,403 138,053,563
Female 24,009 143,368,343
Median age 29 35
Under 5 years 5,691 19,175,798
18 years and over 40,575 209,128,094
Population 34,669 182,211,639
25 years and over
High school 26,631 146,496,014
graduate or higher
Bachelors degree or 15,715 44,462,605
higher
Foreign born 47,740 31,107,889
Speak a language 49,354 46,951,595
other than English
at home
Median household $37,074 $41,994
income in 1999
(dollars)
Per capita income $13,532 $21,587
in 1999 (dollars)
Individuals below 12,953 33,899,812

poverty level

are linguistically isolated. Almost a third of
Bangladeshi men and women reported that they
had no one over the age of 14 that spoke English
well at home (Trinh-Shevrin et al., 2009).

Pakistani Americans

There were 204,309 individuals who reported
being either Pakistani only or Pakistani in combi-
nation with another race living in the United
States. Of the population that is 25 years and
over, about half (51%) had a bachelors degree or
higher. Seventy-five percent of the population
group was foreign-born and 83% spoke a lan-
guage other than English at home. The median
household income level of Pakistanis in the
United States at $45,576 was higher than
the national average of $41,994 but like the
Bangladeshi group, the per capita income for
Pakistanis at $17,685 was lower than the national
average at $21,587. Another similarity to the
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Table 8.2 Characteristics of Pakistani Americans, US
Census (2000)

General Total
characteristics Bangladeshi population
Total population 204,309 281,421,906
Male 115,016 138,053,563
Female 89,293 143,368,343
Median age 28 35
Under 5 years 20,617 19,175,798
18 years and over 137,004 209,128,094
Population 116,623 182,211,639
25 years and over
High school 94,573 146,496,014
graduate or higher
Bachelors degree or 60,027 44,462,605
higher
Foreign born 154,300 31,107,889
Speak a language 170,308 46,951,595
other than English
at home
Median household $45,576 $41,994
income in 1999
(dollars)
Per capita income $17,685 $21,587
in 1999 (dollars)
Individuals below 36,598 33,899,812

poverty level

Bangladeshis is many of the Pakistanis living in
the United States were experiencing financial
distress, as about 18% lived under the poverty
level in 2000 (US Census, 2000) (Table 8.2).

There are other similarities between
Bangladeshi and Pakistani Americans. Important
gender differences among the Pakistani
American population, especially in terms of
educational attainment are noted. Only 14% of
the Pakistani male population in the United
States had less than a high school education in
2000, while over half had a bachelor’s degree or
higher. On the other hand, a quarter of the
Pakistani female population had less than a high
school education but 44% had a bachelor’s
degree or higher. Although not as high as the
Bangladeshi population, Pakistani men and
women also reported a high degree of linguistic
isolation, with rates in both groups at about 15%
(Trinh-Shevrin et al., 2009).
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Health Issues Facing the Bangladeshi
and Pakistani Populations

Asian Americans have often been grouped as one
demographic in medical research, mostly due to
the limited sample size of this population in stud-
ies. One of the results of this grouping is that this
group is often labeled the “model minority,”
where Asian Americans are generally thought to
be in better health than the general population
because of their higher socioeconomic status and
better health status compared to other groups in
the country (APIAHF, 2006). In general, Asians
Americans have a lower prevalence and, as a
result, lower cause-specific death rates, for almost
all of the leading causes of death compared to all
other ethnic groups in the United States (Bateman
et al., 2009).

Some studies do evaluate South Asians as an
aggregated separate group, yet even this distinc-
tion conceals some important details about
Pakistanis and Bangladeshis as well as other
characteristics of this diverse group (Islam,
Kwon, Senie, & Kathuria, 2006). To reiterate, not
all South Asian Americans are uniformly wealthy
and/or healthy. Further, when the South Asian
group is actually disaggregated, most authors
focus on Asian Indians and often do not consider
Bangladeshis or Pakistanis separately.

Diabetes

One disease prevalent among Asians in general
and South Asians in particular is diabetes melli-
tus. Diabetes is now the fifth leading cause of
death for the Asian American and Pacific Islander
population (The Office of Minority Health, 2007).
Using data from the National Health Interview
Survey from 1997 to 2008, Lee, Brancati, and
Yeh, (2011) found that even though Asian
Americans had lower rates of several risk factors
for diabetes, including higher education and less
smoking, they still were 30% more likely to have
Type 2 diabetes compared to Whites (Lee et al.).
The South Asian community is especially vulner-
able to the disease, with an incidence rate that is
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two to seven times higher than the rates of non-
Hispanic Whites in the country (Bhopal et al.,
1999; Rajpathak et al., 2010).

Perhaps more alarming, when the data on
diabetes is disaggregated, it is apparent that
Pakistanis and Bangladeshis are especially vul-
nerable to the disease. Bangladeshis in their
native country already have high rates of the
disease. In 2000, the World Health Organization
reported that Bangladesh had 3,196,000 dia-
betics, which is projected to increase to
11,140,000 by 2030. Though some research
has found a higher prevalence of diabetes in
urban populations (8.1%) compared with rural
populations (2.3%) in Bangladesh (Hussain,
Rahim, Azad Khan, Ali, & Vaaler, 2005), other
research has shown that diabetes is on the
increase even in rural populations in Bangladesh
(Rahim et al., 2007).

Consequently, the disease is also prevalent
among Bangladeshi immigrants living abroad. In
the United Kingdom, the source of many studies
on the Bangladeshi immigrant population,
Bangladeshis have a higher prevalence of diabe-
tes compared to any other ethnic group
(Choudhury, Brophy, & Williams, 2009), though
screening rates for diabetes among these groups
are also low. In the United States, results from a
community health and resource needs assessment
among South Asians in New York City found that
two-thirds of the respondents had ever been
screened for diabetes, with 17% of those respon-
dents were told by health professionals that they
had diabetes (CSAAH, 2007).

Gestational diabetes, linked to adverse infant
health outcomes including childhood obesity as
well as later maternal development of Type 2 dia-
betes, is also higher among Bangladeshis and
Pakistanis. Thorpe et al. (2005) analyzed 1.5 mil-
lion New York City birth records between 1990
and 2001. The authors discovered that South and
Central Asian women had the highest prevalence
of gestational diabetes in New York City (11.1%)
compared to other racial and ethnic groups in
New York City (4.2%). Women of these popula-
tions also had one of the highest increases for
gestational diabetes, specifically a 95% increase
since 1990, compared to other women in NYC.
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When this group is further disaggregated,
Bangladeshis and Pakistanis are found to be even
more vulnerable to gestational diabetes. In an
analysis of NYC births between 1995 and 2003,
Savitz et al. found that among the high rates of
gestational diabetes for South Central Asians, the
greatest risks were for women from Bangladesh
(RR=7.1) and Pakistan (RR =4.6), and their risk
seemed to be rising over time (Savitz, Janevic,
Engel, Kaufman, & Herring, 2008).

Cardiovascular Disease

Similar to diabetes, rates of cardiovascular disease
(CVD) are prevalent among South Asians. In this
population, the leading cause of mortality among
Asian Indians in the United States is due to CVD
(Chang, Fernando, de Abrew, & Sheriff, 1998),
while first generation Asian Indians have a higher
prevalence of CVD compared with other Asians
and non-Hispanic Whites (Enas et al., 1996).

In another parallel to diabetes, Bangladeshis
and Pakistanis are particularly vulnerable to CVD
among South Asians. The two groups have an
increased risk of dying from coronary heart dis-
ease (CHD) compared to Whites (Williams,
Stamatakis, Chandola, & Mark Hamer, 2010),
with Pakistani women in particular at a higher risk
for cardiovascular disease compared to American
women, possibly due to the higher risk of develop-
ing dyslipidemia in this group (Periyakoil, Mendez,
& Buttar, 2010). Bhopal et al. (1999) also reported
that among Indian, Pakistani, Bangladeshi and
European individuals, Bangladeshi men and
women had the highest risk profiles for 9 of the 15
coronary heart disease risk factors (Bhopal et al.,
1999). Additionally, in a study of Asian Americans
in Northern California, South Asians were 3.7
times more likely to have ischemic heart disease
compared to other Asian ethnic groups (Klatsky,
Tekawa, Armstrong, & Sidney, 1994).

The risk of CHD for these two groups seems
to be increasing with acculturation. Harding,
Rosato and Teyhan, (2008) found that the risk
for coronary mortality increased with time for
Bangladeshis and Pakistanis in Wales and
England (Harding et al.). The authors posit
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several reasons for this finding, including
positive selection of more recent migrants to
Wales and England, environmental factors in the
country of origin and country of immigration that
could affect risk of getting the disease later in
life, and artefactual factors including the limited
sample size.

Bangladeshis also have higher rates of
metabolic syndrome, which increases the risk
of heart disease. Metabolic syndrome is a combi-
nation of risk factors such as elevated blood pres-
sure, dyslipidemia, and elevated glucose levels
(Grundy et al., 2005). A recent study of 91
Bangladeshi immigrant men in Texas found that
38% had this syndrome. Significant risk factors
for metabolic syndrome for this sample included
poor self-rated health status, younger age and
increased weight (Rianon & Rasu, 2010).

Cancer

Some diseases have become more prevalent among
South Asians as they have immigrated to other
parts of the world. One such disease is cancer. As
South Asians immigrate to the US and the UK and
adopt a more Western lifestyle, rates of cancer
increase compared to those still residing in the
native country (Deapen, Liu, Perkins, Bernstein,
& Ross, 2002; Harding, 2003; Winter et al., 1999).
In effect, incidence rates for common cancers such
as colon and breast cancer — while decreasing for
the general population — are actually increasing for
South Asian immigrants in the US over time (Jain,
Mills, & Parikh-Patel, 2005). Rates for lung can-
cer among South Asian men in Britain are also
increasing (Smith, Peake, & Botha, 2003).
Although much research has not been con-
ducted among Bangladeshis in the US in terms of
cancer, recent studies combining Indian and
Pakistani together as one group have shown
greater cancer morbidity compared to other South
Asians. By using Surveillance, Epidemiology,
and End Results (SEER) data, Kakarala found
that Asian Indians/Pakistani women younger
than 40 years are being diagnosed with breast
cancer at a disproportionately higher rate com-
pared to Caucasian women (Kakarala, Rozek,

107

Cote, Liyanage, & Brenner, 2010). Similarly, by
using SEER data from 17 regions, Ooi et al.
found that compared to non-Hispanic White
women, Asian Indian/Pakistani women had
higher odds of being diagnosed with a more
advanced stage of breast cancer (Stage III or
Stage 1V), but had lower odds of dying from the
disease (Ooi, Martinez, & Li, 2010).

Men also experience cancer incidence and
prevalence changes associated with emigration
from their native country. Prostate cancer, which
is not prevalent in most Asian countries, is now a
significant health risk for Asian American men.
Moreover, prostate cancer is now the most com-
monly diagnosed cancer for Asian Indian/
Pakistani men (Bateman et al., 2009; Hossain,
Sehbai, Abraham, & Abraham, 2008).

One of the reasons for the increased cancer
morbidity and mortality is low rates of cancer
screening. By utilizing SEER data from five
regions, Hedeen et al. found that Asian American
women, and in particular Indian/Pakistani women
who immigrated to the United States, were not
receiving timely mammograms. As a result, more
women in these groups were found to have a
greater proportion of tumors that were larger than
1 cm, compared to white females with breast can-
cer. Of note, this was not observed among Indian/
Pakistani women who were born in America,
which suggests that immigrants in particular are
affected by the increase in breast cancer morbid-
ity (Hedeen, White, & Taylor, 1999).

Smaller community based studies have also
found low rates of cancer screening for South
Asian women. Using a community sample of
South Asians in New York City, Islam et al.
(2006) reported 70% of South Asian women over
the age of 40 had ever had a mammogram, while
67% of women had ever had a Pap test, far from
an ideal number (Islam et al., 2006). Data from a
Community Health Needs Assessment of South
Asians in New York City found that only 32% of
South Asian respondents over 50 years had
received a colonoscopy, 59% of women had ever
had a Pap smear and 78% of women over age 40
had ever had a mammogram (CSAAH, 2007).

Glenn conducted a study of South Asian sub-
groups in California. Concurring with previous
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studies, screening rates for South Asians in
California were low, with just over half of respon-
dents (57%) reporting getting a Pap test in the past
3 years and only 25% of eligible patients receiving
a screening for colorectal cancer (Glenn, Chawla,
Surani, & Bastani, 2009a). However, important
subgroup differences were seen in receiving dif-
ferent types of cancer screening. For instance,
only 4% of eligible Bangladeshis had received a
colon cancer screening, yet Pakistanis — who were
significantly less likely to get a mammogram —
were more likely to get a screening for cervical or
colorectal cancer. The authors observed the most
significant factor affecting cancer screening was
insurance status (Glenn et al.).

Domestic Violence

South Asian women in the United States are at
high risk for encountering domestic violence in
their lives, with one survey of immigrant South
Asian women finding that one in four reported
domestic violence in her home (Ayyub, 2000).
Other studies have documented an even higher
prevalence. A survey of South Asian immigrant
women in the Boston area found that 40.8% of
the respondents reported intimate partner vio-
lence or needing medical care because of intimate
partner violence from current male partners in
their lifetime. Further, 37% of the sample reported
having encountered intimate partner violence in
the past year (Raj & Silverman, 2002). The effects
of domestic violence are detrimental and can
include a loss of self-esteem and identity, depres-
sion, anxiety, post traumatic stress syndrome
(PTSD), and suicidal ideation (Hurwitz, Gupta,
Liu, Silverman, & Raj, 2006; Midlarsky,
Venkataramani-Kothari, & Plante, 2006).
However, these women are not seeking care
for services related to domestic violence. In the
aforementioned study conducted in Boston, only
11% of the women who had reported intimate
partner violence actually received any counseling
related to the abuse (Raj & Silverman, 2002).
Rianon and Shelton recruited a total of 29 mar-
ried Bangladeshi immigrant women from Houston,
Texas. The authors found that almost all (91%)
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said that domestic violence existed in the
Bangladeshi community. Most of the respondents
(84%) reported that husbands and/or their in-laws
were responsible for the abuse. Although most
women recognized that domestic violence existed
in their community, only two reported actual abuse
from their partner (Rianon & Shelton, 2003).

Past literature has suggested that certain char-
acteristics of the general Asian community,
including gender roles, the stigma of divorce, and
the lack of support systems for some immigrant
women, may actually increase the occurrence and
tolerance of domestic violence in this community
(Midlarsky et al., 2006). In addition, these same
factors also prevent women from seeking help for
domestic violence. Other factors that may prevent
South Asian women from seeking help are often
tied to immigration. Besides losing the social sup-
port and network from their home country, Asian
women also face cultural barriers like limited
English skills that make these women financially,
emotionally, and legally dependent on their abu-
sive partners (Lee & Hadeed, 2009). The social
isolation felt by these women are particularly
important to experiencing domestic violence as
research has shown an association between social
isolation and an increased likelihood of experi-
encing severe intimate partner violence. Raj found
that women who reported having no local family
members (other than spouse and children) were
three times more likely than those with family in
the United States to have been physically abused
by their partner (Raj & Silverman, 2003).

Mental Health

South Asians, particularly Pakistanis, are cur-
rently experiencing high rates of common mental
disorders, anxiety, and depression, even after
accounting for measures of socioeconomic status
such as employment and social class. In a cross-
sectional study conducted in England, the preva-
lence of common mental disorders was statistically
higher for Pakistani men aged 35-54 years and
for older Indian and Pakistani women (aged
55-74 years) compared to White respondents of
the same age and gender (Weich et al., 2004).
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Similarly, Gater et al. (2009) reported that
Pakistani women had a higher prevalence of
depression compared to White women in England
(Gater et al.).

Conversely, the differences between these two
groups were no longer significant after the authors
adjusted for factors like social support or social dif-
ficulties, suggesting that such factors play an impor-
tant role in Pakistani women and the incidence of
depression (Gater et al., 2009). Similarly, a qualita-
tive study of British Pakistani women being treated
for depression by Gask, Aseem, Waquas, and
Waheed, (2011) found that themes including feel-
ing isolated and feeling “stuck’ regarding difficul-
ties with family and martial conflicts were most
often cited by these women (Gask et al.). A smaller
study of Pakistanis in the UK exploring the social
origins of depression found that significant factors
included marital, health and housing issues (Husain,
Creed, & Tomenson, 1997).

Adolescent Pakistanis have also experienced
mental health issues. In a school based survey of
nine different ethnic groups, Pakistani youths were
at high risk for suicidal behaviors. Compared to
White students, this group had a higher rate of sui-
cide attempts and a higher prevalence of suicidal
thoughts. The effect persisted even after adjusting
for factors such as age, gender, and socioeconomic
status (Roberts, Chen, & Roberts, 1997).

The Influence of Social and Cultural
Practices on Health and lliness

Numerous sociocultural traditions and practices
are associated with the Pakistani and Bangladeshi
population that can affect their health and illness.
Most of the population from Bangladesh and
Pakistan are of the Muslim faith (US Dept of
State, 2010). Accordingly, their religious prac-
tices and beliefs can have an impact on the health
status and behaviors among community mem-
bers. Muslim women may have reservations
regarding engaging in physical activity in public
due to prescriptions regarding modest dress in the
Muslim tradition. Similarly, Muslim women may
be reluctant to seek care from male physicians,
particularly regarding sexual health.
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At the same time, given the important role of
faith in these populations, faith-based strategies
may be useful means of health promotion and
prevention. For example, Muslim Bangladeshi
and Pakistani families often attend weekly Friday
prayer services at mosques, which may serve as
an opportunity to disseminate health messages
and programs. The acculturative process among
Pakistani and Bangladeshi immigrants living
abroad, whereby they adopt a more “Western life-
style,” may also impact health. As these groups
adopt a Western lifestyle, some protective cul-
tural practices they may have had in their native
country decrease (Trinh-Shevrin et al., 2009).
The effect of these acquired lifestyle habits are
further exacerbated by difficulties in accessing
healthcare services, as well as linguistic, cultural,
economic, and social barriers that these groups
may face (Trinh-Shevrin et al.).

Alcohol and Substance Use

Because the Muslim faith bans the use of alcohol
and other substances like drugs, rates of alcohol
and substance use among these groups are
extremely low. Rates of substance use are espe-
cially low for women because of their Muslim
faith. However, as these groups become more
Westernized, rates of alcohol and substance use
may rise.

Diet

Diets in the South Asian culture, including the
Pakistani and Bangladeshi communities, are often
high in saturated fats. For instance, (Kamath et al.,
1999) found that compared to American women,
Indian and Pakistani women had a higher fat
intake (Kamath et al.). In turn, such dietary choices
may affect rates of nutritionally-linked diseases
like diabetes and CVD by influencing relevant
clinical outcomes. In a cross-sectional survey of
European, African-Caribbean, and Pakistani indi-
viduals in Manchester, England, Vyas et al. found
that the highest overall BMI and the highest female
waist-to-hip ratio were measured in the female
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Pakistani group. Pakistani men and women also
had the greatest percentage of energy derived from
fat in their diets (Vyas et al., 2003). The dietary
habits of these groups may also worsen with
greater acculturation (Lauderdale & Rathouz,
2000; Raj, Ganganna, & Bowering, 1999). These
observations correlate with other studies, stating
as South Asians immigrate to other countries and
adopt their diet, they change the frequency of how
often they eat traditional food and increasingly
consume Western foods (McKeigue et al., 1988).

Smoking

South Asians often use smokeless tobacco in
addition to the cigarettes that are more popular in
America. Smokeless tobacco encompasses many
types of products but for Pakistanis and
Bangladeshis, the most common form are paan,
paan masala, zarda, and gutka. These products
are comprised of tobacco, betel nut (also known
as areca nut), and other spices and fruits. Both the
tobacco and the areca nut in these products are
carcinogenic leading to an increase of certain
cancers like oral cancers among South Asians
(Glenn, Surani, Chawla, & Bastani, 2009b).

Compared to the general population of the
U.S., both Pakistani and Bangladeshi men have a
higher prevalence of smoking and using these
smokeless products (Bhopaletal., 1999; Periyakoil
et al., 2010). Smoking in these two groups is very
gender specific, as Pakistani and Bangladeshi
women have very low smoking rates, though this
may change with increasing acculturation (Bush,
White, Kai, Rankin, & Bhopal, 2003).

There are consistent reports that smoking and
use of tobacco products by Pakistani and
Bangladeshi men in particular is frequent. In
comparing risk factors for coronary heart disease
in Indian, Pakistani, Bangladeshi and European
individuals, Bhopal et al. (1999) found that
Bangladeshis had the highest prevalence of smok-
ing of all of the groups studied (Bhopal et al.,
1999). The high prevalence of smoking among
Bangladeshis and Pakistanis is also seen in the
United States. Glenn et al. (2009b) reported
Bangladeshis living in California were signifi-
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cantly more likely to use smokeless tobacco
products and Pakistanis were significantly more
likely to be daily smokers, when compared to
Asian Indians (Glenn et al.).

In a qualitative study conducted by Bush et al.,
(2003) in the United Kingdom, the authors found
that smoking in Bangladeshi men may be more
of a culturally specific social phenomenon. In
examining the reasons why they smoked, the
authors theorized that smoking contributed to
group cohesion and identity more among
Bangladeshi men than their Pakistani counter-
parts (Bush et al.).

Exercise

Physical activity among South Asians is gener-
ally low, even after taking into account differ-
ences in age, sex and subgrouping (Rajpathak
et al., 2010; Williams et al., 2010). In particular,
Pakistanis and Bangladeshis are more likely to
have a sedentary lifestyle compared to other
South Asian groups, as well as other ethnic
groups in general (Bhopal et al., 1999; Periyakoil
et al., 2010). In a longitudinal study of the UK
South Asian population, Williams et al. (2010)
found that a substantial proportion of the excess
mortality in CHD in a South Asian sample could
be explained by differences in leisure time physi-
cal activity. Likewise, Hayes et al. (2002) reported
that South Asians residing in Newcastle, England
— and in particular Pakistanis and Bangladeshis
— are less physically active than other Europeans.
Asian Indian and Pakistani women had lower
energy expenditure compared to American
females (Kamath et al.,, 1999). The sedentary
lifestyle may contribute to the excess risk of dia-
betes and CHD morbidity and mortality in these
two groups (Hayes et al., 2002; Williams et al.,
2010).

The lack of exercise is also observed in younger
South Asians. Fischbacher, Hunt, and Alexander
(2004) reviewed numerous studies of physical
activity and fitness among South Asians living in
the United States. The authors reviewed 12 stud-
ies of adults and five involving children. All but
one study among adolescents found that South
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Asian groups had much lower levels (~50-75%)
of physical activity compared to the general
U.S. population. Among the four studies that
looked at different subgroups of South Asians,
the Bangladeshi population had the lowest levels
of physical activity.

Knowledge of Disease

Knowledge of diseases like diabetes and cardiovas-
cular disease, and how to prevent or manage them,
is generally low among South Asians. In a cross-
sectional study of South Asians adults in Illinois,
Kandula et al. (2010) found that 89% knew little or
nothing about coronary heart disease. Knowledge
on how to control the disease was especially low.
Few respondents knew that controlling blood pres-
sure, cholesterol and diabetes could affect coronary
heart disease, with 53% of respondents believing
that heart attacks were not preventable.

Disaggregating data into different groups of
South Asians reveals various distinctions.
Choudhary et al. (2009) found that Bangladeshi
individuals residing in the UK did not understand
what caused or how to prevent diabetes.
Correspondingly, Rankin and Bhopal (2001)
found that, among different groups of South
Asians in the UK, Bangladeshis had the lowest
levels of knowledge about heart disease and dia-
betes. A study of Bangladeshis in New York City
found that over 80% of the sample did not know
the meaning of Hemoglobin (Hb) Alc, which is
an indicator of diabetes control (Islam et al.,
2011).

Language

Over 90% of both the Bangladeshi and Pakistani
population speak a language other than English at
home and over half of the Bangladeshi popula-
tion have limited English proficiency, a potential
barrier to accessing health services. Bangladeshis
experience some of the highest levels of linguistic
isolation — having no one 14 years or older in the
home that speaks English well — among all AAPI
groups (Trinh-Shevrin et al., 2009).

m

Needed Future Directions in Research
for this Group

Given the rich diversity the South Asian American
group encompasses, much more study is needed
to understand the complexity of this population.
Specifically, disaggregated data on members of
the South Asian group is necessary to understand
the relevant differences among the different sub-
populations. However, there are relatively few
sources that collect enough data on the general
Asian American population to produce meaning-
ful results. Data that allows the disaggregation of
the Asian American group, or the disaggregation
of the South Asian group, is even rarer. As such,
more research is needed that collects enough
information that allows the disaggregation of the
South Asian American population so these
within-group differences are shown.

Focused research is especially needed for
Pakistani and Bangladeshi Americans as this
population continues to increase, particularly via
immigration, to the United States. Not only do
these two groups face unique health issues com-
pared to other South Asian groups, they also have
numerous financial and social stressors not expe-
rienced by South Asian immigrant groups.
Pakistani and Bangladeshi Americans have lower
socioeconomic status and are more linguistically
isolated compared to other South Asians. As
such, more information is desirable to understand
how this combination of environmental and per-
sonal factors affects the health of Pakistanis and
Bangladeshis.

Studies focusing on educating these groups on
the prevention and management of prevalent dis-
eases are imperative as many investigations
demonstrate that Bangladeshis in particular do
not know the cause of diabetes and other dis-
eases, let alone what can be done preventatively.
A potential resource in educating Pakistanis and
Bangladeshis in America may be primary care
providers. As such, general information about
diseases like diabetes and cancer screenings that
is delivered in a culturally appropriate manner
from providers could help to ameliorate knowl-
edge gaps in these groups.



112

Cultural sources such as ethnic language media
and local ethnic organizations should also be
included as health resources. By delivering health
education in the ethnic language, it makes such
information more accessible than traditional
sources. Previous studies have already found that
ethnic media is an effective way to reach the Asian
American population (Jenkins et al., 1997, 1999).

Additionally, there are a number of commu-
nity organizations that are already helping the
Pakistani and Bangladeshi population with
health-related issues. Examples include the com-
munity-based organization Andolan, helping
South Asian workers deal with abusive employ-
ers (Andolan, 2010). Sakhi is another commu-
nity-based organization in New York City
dedicated to ending violence against women of
South Asian origin (Sakhi, 2010). These same
resources can be utilized to help educate
Pakistanis and Bangladeshis about health.

The various social and economic factors that
Pakistanis and Bangladeshis face after immigrat-
ing to the United States make the use of the com-
munity-based participatory research (CBPR)
framework, set forth by Tandon and Kwon, poten-
tially more constructive in garnering needed data.
As Pakistanis and Bangladeshis in the United
States are not as proficient in English and are
more likely to be recent immigrants compared to
other ethnic groups, these groups might be wary
of a more traditional top-down research paradigm
that collects personal information. These two
populations have significant health needs, yet tra-
ditional research has not captured the health dis-
parities that Pakistanis and Bangladeshis face.
CBPR may be useful in collecting information on
the health needs of these two groups more accu-
rately. Also, the CBPR approach would allow for
a more tailored and culturally appropriate study
design. Finally, the use of CBPR with these groups
would empower Pakistanis and Bangladeshis as
individuals, as they can become agents of change
within this framework rather than passive research
participants (Trinh-Shevrin et al., 2009).

One such project currently focusing on
Bangladeshi Americans is the Diabetes Research,
Education and Action for Minorities (DREAM)
at New York University. The DREAM project is
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a 5-year community based participatory research
study based in the Center for the Study of Asian
American Health at the NYU Langone Medical
Center. The goal of the project is to develop,
implement, and test a Community Health Worker
(CHW) Program designed to improve diabetes
control and diabetes-related health complications
for the Bangladeshi community in New York
City. The community health workers in the
DREAM project are community leaders within
the Bangladeshi community and as such, the
delivery of diabetes education by these leaders
may be more effective in educating this group
about diabetes than a traditional educational
intervention. Results from the pilot study found
both a number of facilitators and barriers to dia-
betes care for this population. Facilitators for
managing and preventing diabetes for NYC
Bangladeshis included low stigma surrounding
the disease and the Bangladeshi media, whereas
diabetes-related barriers included language and
the widespread availability of high fat food. The
results from the pilot study also suggested that
CHWs could help the population effectively man-
age and prevent diabetes and improve behaviors
surrounding the disease, including nutrition and
exercise (Islam et al., 2011).

More studies that focus on these two groups
are needed to improve the health of Bangladeshi
and Pakistanis in the United States. These emerg-
ing South Asian groups face many barriers that
impede health care access in the United States.
Efforts must be made to help mitigate the prob-
lems that these groups face. Their unique social
and cultural factors make efforts to reach this
population a vital goal for health care resources
and providers.
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Southeast Asian American Health:
Socio-Historical and Cultural

Perspectives

Khatharya Um

Whenever I think about all that happened in Cambodia, my chest gets tight. It is
so painful to recall. I don’t want to think about it because I get a headache.

Introduction

Understanding of the state and conditions of new
Asian American communities must begin with
recognition of the multiplicity, diversity and dis-
parity within and among the groups. Health con-
ditions and concerns reflect an individual’s and a
group’s experiences before, during, and after
migration, which makes it difficult to generalize.
Factors such as access to healthcare in the home
country, migration related trauma, and socio-eco-
nomic status both in the home country and in the
U.S. all impact health and mental well-being of
communities.

Though Southeast Asia, as a region, covers ten
countries, this article focuses on communities in
the U.S. that are often referred to simply as
“Southeast Asian refugees,” and more specifi-
cally on the smaller Cambodian and Laotian
(including Hmong) American populations.
Vietnamese Americans, which comprise a much
larger community, will be discussed in a separate
chapter. While in more recent years, other coun-
tries in the region such as Burma (Myanmar) have
produced refugees, the term remains principally
associated with the earlier communities that,
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despite their distinct histories, cultures, traditions,
and migration experiences, are bound by their
shared experience as political refugees of the
wars in Southeast Asia, otherwise known as the
“Vietnam War”.

Southeast Asian Americans: History,
Migration and Community Formation

Following the Communist takeover of Vietnam,
Laos and Cambodia in 1975, nearly 3 million refu-
gees left their homelands. An estimated 2 million of
them were permanently resettled in third countries
principally in Western democracies, the majority in
the U.S. Unlike economic immigrants, these were
refugees who were forcibly displaced by the sudden
collapse of the pro-American governments in
Vietnam, Cambodia, and Laos, and by the fear of
Communist persecution. Many were evacuated
with the Americans; others made their way out on
their own recourse. Though a small group of the
less educated, including fishermen, farmers, and
rank-and-file soldiers, also managed to escape, most
of those who were resettled in the United States in
1975-1976 were individuals associated with
American foreign missions, military and civilian
elites, diplomats, professionals, and their families.
The exodus in 1975 was followed by renewed
refugee conditions in Southeast Asia in the late
1970s and early 1980s. In all three countries-
Vietnam, Laos and Cambodia - socialist revolution
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adversely affected many groups. In Cambodia,
state-sponsored terror, inhumane labor camps,
mass starvation and death from diseases, depriva-
tion, and execution became key features of life
under the Khmer Rouge. Though less extremist,
developments in Vietnam and Laos also involved
persecution of certain classes and groups, includ-
ing ethnic minorities. The Laotian highland eth-
nic minority communities, particularly the
Hmong, but also Thai Dam, and Mien, were per-
secuted by the Pathet Lao regime for their affilia-
tion with the Americans and continued
anti-communist resistance. As in Cambodia,
many civilians, commercial elites and military
personnel were sent to re-education camps, also
referred to as “seminar” in Laos.

As a result of these developments, the late 1970s
to early 1980s saw yet another spike in refugee exo-
dus from Cambodia and Laos. The overthrow of the
Khmer Rouge regime in 1979 engendered cross-
border flight into Thailand of close to 800,000
Cambodians. In response to, and in anticipation of
continued persecution, lowland and highland
Laotians also escaped Laos at an unprecedented
number. Hmong, Mien, Khmu, Thai Dam, fled from
their upland dwellings, eluding captivity by pursu-
ing soldiers, and crossed the Mekong into Thailand.

As compared to the earlier cohort, the major-
ity of the later arrivals were less educated and
urbane. Most endured many more challenges
prior to and during flight. The journey to the Thai
border camps across minefields and treacherous
mountain ranges and waters of the Mekong
resulted in more deaths and separation. Many
never reached Thai soil. The majority of those
who successfully reached Thailand had to endure
protracted stay in the refugee camps before their
final resettlement. In the early 2000, some 15,000
Hmong were resettled in the U.S. after decades of
living illegally in Thailand. In all, some 1,146,650
Southeast Asian refugees were resettled in the
United States from 1975 to 2002. Though refu-
gees are spread out throughout the US, California,
Massachusetts, Minnesota, Iowa, Texas and
Washington State became home to a sizeable
Cambodian community and to large and diverse
Laotian community (Southeast Asian Resource
Action Center, 2004).

K.Um
Less than HS Lack of eng.
education (%) competency (%)
Cambodian 38.1 43.7
Hmong 42.4 45.2
Laotian 35.7 43.8

Source: U.S. Census, American Community Survey,
2005-2007 3-year estimates

Below Cash No
Per capita poverty assistance insurance
income (%) (%) (%)
Cambodian $13,624 21 14.3 21.1
Hmong $8,470 31.7 27.1 15.9
Laotian $13914 134 8.9 18.5

Source: Winston Tseng and Khatharya Um, presentation
at Hmong Health Conference, University of Merced, 2010

Social, Political and Cultural
Experiences Affecting Health

As with many emerging communities, the state of
Southeast Asian health and mental health is
informed by a number of factors, namely pre-
migration experiences with modern healthcare
system, historical political experiences including
flight and long term stay in refugee camps, and
post-resettlement challenges such as poverty.
Access to modern health care in Laos and
Cambodia was essentially limited to urban dwell-
ers, and affordable to an even smaller subset of the
population. The majority of those living in rural
communities relied on traditional healing prac-
tices, ceremonies, and rituals for their well-being.
Given the high representation of rural dwellers,
many first generation Southeast Asian refugees in
the U.S. have limited experience with modern
healthcare systems prior to migration. Most con-
tinue to resort to traditional healing practices even
after resettlement in the U.S. (Buchwald, Panwala,
& Hooton, 1992). The high cost of modern health-
care in Southeast Asia also meant that the notion
of preventive care is not an ingrained idea in many
older Southeast Asian Americans. These factors
bear significantly on the way that Southeast Asian
refugees think about health issues and priorities.
Whether urban or rural, most Southeast
Asians nevertheless harbor some traditional
notions about health and well-being. Health is
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viewed systemically, based on the concepts of
interconnections and equilibrium. The intercon-
nection between mind and body also extends to
desired balance in terms of essence (yin/yang),
the Ayurvedic elements of water, fire, earth, and
wind, and between the physical and the meta-
physical realms, namely of body, spirits and
“soul.” The Mien, for instance, attribute certain
illnesses to the loss of one of the 12 souls, a notion
shared by other Southeast Asian cultural commu-
nities. Similarly, Southeast Asians also believe
that ancestral spirits are important to the overall
well-being of their posterity (Fadiman, 1997);
they can either help or harm, and must be pacified
with the appropriate rituals. For some ailments, it
may involve placating the spirits with offerings of
food, flowers, music, or through holy ablution.
Physiological equilibrium can also be restored
through therapeutic intervention such as coining
and cupping aimed at “unblocking the wind.”
Above all Southeast Asian health and mental
health conditions were most adversely affected
by their recent historical experiences. During the
Vietnam War, Cambodia was one of the most
heavily bombed countries in the world. Tragically,
the end of the war did not produce peace but mass
atrocities committed by one of the most brutal
regimes of the twentieth century against its own
people. In less than four years under the Khmer
Rouge, over 1 million Cambodians out of a pop-
ulation of 7 million perished from starvation,
hard labor, torture and execution. These com-
pounding experiences with acute deprivations
and depravity left enduring health effects on the
Cambodian refugee population. Postwar situa-
tions in Laos were also challenging. Many who
were sent to re-education camps, including the
royal family, perished in detention. The survivors
bore long-term health consequences from chronic
exposure to malnutrition, diseases and torture.
The plight of many refugees did not end with
exit from their countries. Many had to endure
protracted stay in the border camps where under-
nourishment, overcrowding, unsanitary condi-
tions and violence continued to negatively impact
their physical and mental well-being. Even more
acute than the diseases, was the violence that was
bred in the toxic environment of over-density,
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fear, uncertainty and hopelessness, and in the
culture of impunity that prevailed in the conflict-
fraught borderland through which many refugees
journeyed. This was allowed to perpetuate by the
absence of protective mechanisms in non-UN
monitored camps. Fear of jeopardizing the fami-
ly’s resettlement prospect compelled many refu-
gees, especially women and the elderly, to hide
their health conditions, including late-term preg-
nancies, thereby denying themselves of pre-natal
and other critical care. In some instances, preg-
nant women may resort instead to traditional
forms of intervention and care that may have
unintended long-term effects on them and their
babies.

Post Resettlement Experiences
and Health Implications

While resettlement may yield physical security, it
also presented, for many Southeast Asian refu-
gees, different and additional challenges. The
majority of the Cambodian refugee population
were survivors of the Khmer Rouge genocidal
regime and, like most of the highland Laotian,
have little or no formal education, and limited
English language competency. Lacking much of
the social capital to function effectively in
America’s post-industrial society, Cambodian,
Hmong and Laotian Americans are highly repre-
sented in low -wage, low skill and often-hazardous
occupational sectors. For the highland Laotian
refugees, such as the Hmong, Mien, and Thai-
Dam, negotiating a world that is fundamentally
different from upland Laos can be a daunting pro-
cess. Many Hmong families attempted to re-
engage farming, especially in Central California,
the state’s agricultural valley. After years of struggle,
successful Hmong farms began to emerge in
California and the East Coast. In the Tri-State
areas, the Lee poultry farm was one of the success
stories in agro-farming. Most refugee families, how-
ever, continue to face economic challenges.

The rate of poverty is high in the Cambodian
and Laotian communities, and is especially
acute among female-headed household. A study
of the community in Rhode Island reveals that
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Southeast Asians are four times as likely to live
in poverty. Economic marginalization is also tied
to challenging living conditions, diet and life-
styles that have wide ranging health effect.
Significantly, most of the medically underserved
areas in California are located in the regions of
Northern and Central California with high con-
centrations of Southeast Asians (University of
California Multi Campus Policy Research
Initiative, 2010).

Because of the affordability of housing, most
Southeast Asian refugees were resettled in
America’s inner cities where crime and economic
blight are prominent features, and where recep-
tion by pre-existing communities is, in many
instances, tepid or even outrightly hostile. Many
stayed, less by choice than by circumstances.
As the economy contracts, anti-immigrant senti-
ments implicate all forms of different-ness.
Violence, real and symbolic, pursued refugees
into exile. As new communities, ones which are
living reminders of an unpopular war, they are
vulnerable targets. These incorporation and
acculturation challenges constitute new and
compounding stressors for the refugee popula-
tions, with significant and adverse bearing on
their health.

State and Conditions of Southeast
Asian Health Issues

In fundamental ways, Southeast Asian Americans
embody their historical experiences. Especially
for survivors of the Khmer Rouge genocidal
regime, effects of hard labor, starvation, and
chronic fear leave long lasting and deep imprints
on their physical and mental health. Experiences
with acute malnutrition and outright starvation
were common, and may be linked to the cirrhosis
of the liver that is found among surviving refu-
gees. Hard labor and deprivation resulted in
the overuse of muscles and bones and overall
physical stress on the body that induce signs of
premature aging and reduce resistance to disease.
Because of overcrowding and protracted expo-
sure to open sewage, smoke filled evenings
of burning garbage, and in the case of the Hmong
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refugees from Wat Tham Krabok, airborne
particles from the nearby stone quarry, many
refugees were afflicted with respiratory prob-
lems, gastrointestinal and airborne diseases,
especially tuberculosis, as well as other diseases
induced by the unsanitary conditions in the
camps. Gastrointestinal disorder could also be
persisting with parasites found in their system
10 years after resettlement.

In addition to the pre-existing conditions, accul-
turation stressors and other factors associated with
migration and resettlement are also shown to have
significant correlation to failing health. Among
Southeast Asians, hypertension, high cholesterol,
heart disease, obesity, smoking related conditions
and diabetes are leading health concerns; one study
notes that over 61% of Southeast Asians are at
moderate to high risk in at least one category
(Bates, Hill, & Barrett-Conner, 1989).

High Cholesterol and Diabetes

National data on Southeast Asians underscore the
health concerns: 6% of Southeast Asians have
diabetes, and 30% have cholesterol (CAPI, 2010).
In two community-based studies, 13—42% of
Hmong adults were found to be diabetic (CAPI,
2010). In Long Beach California, 23% of
Cambodians surveyed reported having diabetes
(National Cambodian American Health Initiative
[NCAHI], 2007).

Hypertension, Cardiovascular
and Cerebrovascular Diseases

Exposure to extreme conditions- starvation, pun-
ishing labor, torture and fear- also stresses the
heart and vascular system. The hyper-alert state
induced by these conditions, combined with
migration and acculturation related stress, gener-
ate high cortisol levels that contribute to cardio-
vascular and cerebrovascular diseases, and cancer
(Peeke & Chrousos, 1995; Schneiderman, Antoni,
Saab, & Ironson, 2001). Nationwide statistics
indicate that 21% of Southeast Asian Americans
have hypertension (CAPI, 2010). In California,
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one of the few states in the nation that maintain
disaggregated health statistics, analysis of the
Health Indicators For California’s Minority
Populations revealed that Cambodians have four
times the death rate from stroke compared to the
White population. Though there is little scholarly
attention paid to it, there may be some correlation
between the sudden death syndrome that affected
some Hmong men and heart arrhythmias. Trauma
is also known to engender metabolic disorder,
including abnormal thyroid functions that afflict
many Southeast Asian refugees.

Cancer

Along with cardiovascular diseases, cancer is
another leading cause of death among Southeast
Asian Americans. The rate of liver cancer among
Cambodians is 6.3 times greater than Whites
(NCAHI, 2007). Conditions that involve chronic
inflammation and that injure or stress the liver are
linked to liver cancer (CAPI, 2010). In addition
to smoking and other contributors, many refugees
were exposed in the border refugee camps to
tuberculosis and hepatitis B and C, which are
linked to liver cancer. Among Southeast Asian
refugees, the rates of chronic hepatitis B infec-
tion are 25-75 times that of the national average
(CAPI, 2010).

Other forms of cancer are also prevalent in
Cambodian and Laotian refugee populations.
Among Hmong women, the rate of cervical can-
cer is more than three times that of other Asian/
Pacific Islander groups, which already have much
higher rates than Whites (Mills, Yang, & Riordan,
2005). The rate of lung cancer is also high and
can be attributed to the prevalence of smoking,
particularly among Southeast Asian men (35-42%),
and exposure to secondary smoke. For older
Cambodian and Lao women, in particular, the
popular practice of chewing lime-coated betel
nuts, which is also a mild stimulant, exposes them
to the risk of oral squamous cell cancer that is
prevalent throughout Southeast Asia, though vir-
tually no research has been done regarding its
prevalence among Southeast Asians in the United
States. In addition, the rate of nasopharyngeal

cancer is also high among Southeast Asians, at
13.9 times that of Whites for Cambodian
Americans, and 35 times that of Whites for
Hmong (Mills et al., 2005; CAPI, 2010). Studies
have associated certain carcinogenic substance
found in salty fish and vegetable preserves that
are common in Southeast Asian diets with
nasopharyngeal cancer. Stomach cancer is also
common among Southeast Asian Americans; for
Cambodians, the rate is 2.5 times greater than
those in the general population (NCAHI, 2007).

Environmentally Related Health Issues

Inserted into impoverished communities and
challenging working conditions, Southeast Asian
refugees also find themselves in substandard
housing and schools with asbestos and lead-based
paints, and in working conditions that are injurious
to their health; in some instances, these factors
exacerbate the health conditions that they had
prior to resettlement. Those engaged in agricul-
ture are exposed to pesticide, while those in ser-
vice sectors such as nail salons and dry cleaning
are subjected to chemicals that have long-term
hazardous effects. Along with other environ-
mentally induced health issues, asthma is highly
prevalent among Southeast Asian Americans.
Nationally, 16% of Southeast Asian Americans
have asthma (CAPI, 2010) though the rate is
likely to be higher among children, and in certain
geographical communities. Additionally, the
repetitive work associated with assembly line
work in various industries such as meatpacking
and textile factories, and in high tech sectors
extracts a physical toll and aggravates conditions
that many refugees already have because of their
prior subjugation to forced labor.

For economic reasons and for taste, many ref-
ugees also supplement their food supply by fish-
ing and catching shellfish in local waters that are
polluted. In a study of the Southeast Asian com-
munity in Rhode Island, over 50% of the
respondents indicated that they fish in the local
waters and consume their catch; another 48%
indicated that they had received local catches
from their friends. Southeast Asians, in general,
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not only consume greater amount of fish than
what is recommended by the Food and Drugs
Administration but also tend to leave no parts
untouched, including those areas where toxins
and mercury are heavily concentrated.

Resettlement Related Health Concerns

Research on Hmong refugees in California has
shown that some health conditions appear to
exacerbate with the length of stay in the United
States (Kunstadter et al., 2000). Hmong in Fresno,
California for instance register three times the
rate of hypertension found in Hmong in Thailand.
Similarly, the prevalence of diabetes among
Hmong in California is 17 times that of Thai
Hmong (CAPI, 2010). Studies have linked some
of these emerging health concerns, namely diabe-
tes and high cholesterol, to changes in lifestyle
and diet, including increased consumption of
meat, fast foods and sodas by Southeast Asian
children. In addition, traditionally consumed
fruits and vegetables that may help counter some
of the adverse effects of traditional diets consist-
ing, for many communities, of white rice and
salty fish products, are unavailable in the United
States. Furthermore, as compared to their coun-
terparts in Asia, Southeast Asians in the United
States are much more sedentary as disengage-
ment from the farming lifestyle, cold weather and
neighborhood safety issues undercut their ability
to walk to places and to be more active. Linguistic
isolation also means physical isolation, especially
for elderly Southeast Asians.

Arguably, many of these lifestyle changes
occurred even prior to resettlement. Surveys of
Hmong recent arrivals from Wat Tham Krabok,
who had been confined to this camp city for over
a decade, reveal that 13.7% of those between the
ages of 0-20 and 33.4% of those over 20 years of
age were overweight, and 14.8% were obese upon
arrival. If left unattended and potentially exacer-
bated by post-resettlement conditions, obesity
could lead to diabetes. Excess weight, however,
is not the only cause. Presence of insulin resistance
had been found among Vietnamese Americans
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who were not overweight (Minh et al., 1997),
though no data is available for Cambodians and
Laotians.

The emergence of certain health issues such as
diabetes, hypertension, high cholesterol, cardio-
vascular disease and obesity among Southeast
Asians after resettlement in the United States have
led some researchers to refer to these conditions
as “New World Syndrome” (Weiss, Ferrel, &
Hanis, 1984). Despite this disposition, ethnic spe-
cific data is scarce. We also know little about the
health conditions of young American-born and
raised Southeast Asians as most of the existing
scholarship deal largely with the heath and mental
health concerns of first generation adult refugees.
We have virtually no information on the develop-
mental impact of camp conditions on children
conceived or born in the refugee camps and who
are now in their adulthood. In the same vein, prac-
tices such as bottle feeding and early weaning
have been widely adopted by Southeast Asian
American mothers but there is virtually no infor-
mation regarding the impact that these shifts may
have on children’s development. Nor is there
much attention paid to the health, including sex-
ual health, implications of the changing lifestyle
and habits of Southeast Asian American youths.
The little that we do know points to some con-
cerns. A study of the Hmong community in the
Midwest, for instance, reveals a high teen preg-
nancy rate, while a study of Southeast Asian chil-
dren in Minnesota, the overwhelming majority of
whom were likely to be American born, indicated
above average blood pressure among Cambodian
girls, which may indicate future problem with
hypertension. More information and pro-active
community education are also needed about
genetic disorders such as Thalassimia that affected
an estimated 3.6% Southeast Asian Americans,
especially those of Chinese ancestry.

Mortality Rate

As with stroke and hypertension, mortality rate
from diabetes for Southeast Asians, especially
Cambodians, is very high, almost six times that
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of the general population. With some of the
conditions, especially cervical cancer, high
mortality rate, in large part, is due to delayed
detection (CAPI, 2010).

Mental Health

Physical and mental health cannot be easily sepa-
rated as many physical health conditions are
linked to anxieties and disorders, while the physi-
cal duress of torture, for instance, engenders mul-
tifaceted and long term consequences (NCAHI,
2007). In effect, the historical traumas that
Southeast Asian refugees experienced not only
left physiological damage but also enduring psy-
chological scars (Kinzie et al., 1998). Evidence
shows that Cambodians who had lived through
the Vietnam War and the Khmer Rouge genocidal
regime and who were admitted to the United
States in the mid 1970s through the mid -1980s
encountered some 8—16 major trauma experiences
(Kinzie et al., 1984; Mollica, Lavelle, & Khoun,
1986; Realmuto, Ann, Hubbard, Groteluschen, &
Chhun, 1992) that correspond with those described
in the literature on survivors of the Nazi concen-
tration camps and on prisoners of war. As a result,
anxiety disorders, of varying degree of acuteness,
are prevalent in the community. Many of the man-
ifestations of the Concentration Camp Syndrome
are registered in the Cambodian survivors in the
United States. Lassitude, failing memory and
inability to concentrate, sleeplessness, sense of
insufficiency, headaches, depression and social
adjustment problems impaired their ability to
function optimally. A 2005 Rand study of
Cambodians in Long Beach revealed that 62% of
adults over age 32 have post-traumatic stress dis-
order (PTSD), and 51% manifest symptoms of
depression, as compared to 4% and 6.7% of the
general population respectively. Children and the
elderly are especially vulnerable. A study of
Cambodians in San Jose found that “sadness from
obsessive thinking” about losses and traumatic
events were root causes of common illnesses in
elderly populations who have few coping mecha-
nisms (Handelman & Yeo, 1996). Many are
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linguistically isolated, and have difficulty recon-
ciling with the disorienting changes in their lives,
not the least of which are changes within the fam-
ily and home. The recent murder-suicide of a
Cambodian grandmother in Seattle is a shrill
reminder of the latent threat of trauma.

For Southeast Asians, mental health as a con-
cept is relatively new; one is either crazy or not.
In fact, the term mental health has no direct and
precise equivalent in many Southeast Asian lan-
guages. In some instances, the term has been
used interchangeably with “mental illness.”
Given the cultural stigma associated with men-
tal impairment, Southeast Asians are reluctant
to seek help. They also have difficulty sharing
their intimate feelings with strangers, which
makes therapy sessions that rely on talking a
culturally alien experience. Moreover, many
Southeast Asians understand these conditions in
cultural terms. Given the traditional beliefs that
health and well-being rest on the equilibrium
between the internal and external environment,
between the physical and the metaphysical,
many look upon recurrent nightmares and “hear-
ing voices” as visits by ancestral spirits and rest-
less souls demanding acknowledgement and
pacification. As such, instead of, or in addition
to, relying on Western interventions, many
Southeast Asians seek solace through traditional
healing in chants, rituals and ceremonies that
are considered to be important intercessions to
redress the imbalance in one’s life.

With limited expression and outlet, trauma is
often internalized and manifested in other forms.
Many refugees turn to and, in many instances,
excessively rely upon, suppressive substance
such as alcohol, sleeping pills, and prescription
drugs in the efforts to alleviate insomnia and
obsessive thinking. It is significant to note that in
a 1987 United Nations Border Relief Organization
report, intoxication was listed as one of the lead-
ing causes of death in women. In the highland
Laotian communities where opium was com-
monly used in ceremonies and for medicinal
purpose, addiction remains a problem among the
older generation even after resettlement. Other self-
destructive activities such as gambling addiction
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are also on the rise. A 2003 study of Southeast
Asians in Connecticut concluded that the rate of
pathological gambling is 10 to 25 times as high
as that of the general population, even higher
than those of high-risk groups. Trauma also feeds
the cycle of violence that destabilizes families
and communities. Homicide is one of the leading
causes of death among young Southeast Asian
males. Statistics from the Department of Corrections
in California show that 40% of the 64 Cambodians
serving sentences in prison are there for killing
some one. Another 11% are there for assault. In
many instances, these crimes were gang related.
They reflect the persistence and prevalence of
violence in Southeast Asian American lives. In
other instances, violence turns inwardly in the
form of domestic violence.

Similar to the physiological disorders, we know
little about the potential for trans-generational
transmission of trauma in Southeast Asian
families, though it has been suggested in studies
of other historical instances. Reports from
community-based programs seem to indicate that
the shadow of trauma remains unlifted for subse-
quent generations and that mental health needs
are significant among Southeast Asian youths
(CAPI, 2010). What we do know anecdotally is
that language loss and corresponding limited
communication within the family impede the
ability of young Southeast Asians to make sense
of their histories and of their families’ experi-
ences. Alienation from family, community and
society, in turn, is among the root causes of delin-
quency among many Southeast Asian youth, and
a prime motivator for gang participation.

Structural Barriers to Healthcare
Access

For many Southeast Asians, limited education
not only means economic marginality and chal-
lenging living and working conditions but also
impeded access to quality care. According to the
U.S. Census (2009), an estimated 21% Cambodian,
19% Laotian and 16% Hmong Americans have
no health insurance coverage. Because of the
nature of their employment and the absence of
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effective coverage, many feel that they cannot
afford to take time off to go to the doctor, or are
not inclined to make preventive care a priority.
Additionally, the healthcare system in the
United States can involve lengthy and confusing
bureaucracy particularly for people with limited
education and English proficiency. Southeast
Asians often complain about having to first see
their primary physicians before being allowed to
see a specialist, with the former doing little other
than providing them with a referral. As such,
even those with health benefits may be deterred
by the opportunity cost of taking time off to see a
doctor, and are reluctant to do so except in dire
conditions. Among other reasons, the reluctance
to see a doctor or to comply with the need for
return visits lead many Southeast Asian patients
to resort to self-diagnosis and self-medication,
including manipulating dosage and cutting pills
in half, and to share prescriptions, all with grave
medical implications. In the same vein, many
Southeast Asians also simultaneously seek both
Western and Eastern care, in some instances with
counter-interactive effects. Nursing mothers who
had just given birth may resort to alcohol-soaked
herbal medicine to “strengthen the nerves.”

Lack of English language proficiency and lin-
guistic support in the healthcare system for
Southeast Asian language speakers also impede
access to quality care. The Rhode Island Office
of Minority Health noted that 84% of Asians over
age five speak a language at home other than
English. Nationally, over 41% of Cambodians
and Hmong, and over 38% of Laotians have lim-
ited English proficiency (American Community
Survey, 2009). Moreover, because of their limited
access to Western medical care, many Southeast
Asians either do not know their family medical
history or only know them in terms of traditional
health concepts and are unable to translate them
into English and into Western scientific concepts.
While more materials are now available in
Southeast Asian languages, many Southeast
Asians, particularly women, are functionally illit-
erate. Similarly, despite increases in the number
of bilingual and bi-cultural staff, the level of rep-
resentation of Cambodian, Hmong and Mien
Americans in healthcare professions remains
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insufficient to meet the needs of these growing
communities. In California, there are only 142
Khmer speaking licensed physicians to serve
approximately over 68,000 Cambodians, though
this census number is most likely to be an under-
count. For Hmong, the ratio is 194 for over 67,000
(University of California Multi Campus Policy
Research Initiative, 2010). Given that not many
Southeast Asian languages are taught in schools
and colleges, truly bilingual and bicultural staff is
not easy to find, as young Southeast Asian
Americans may have mastery over the English
language but not necessarily the same level of
fluency in their native languages. Additionally,
many of the scientific concepts and medical
terminology such as PTSD or stress do not have
a Southeast Asian equivalent. For instance, there
is no Hmong word for cancer; in some instances,
the term that is used is “death” (CAPI, 2010).
Continued scarcity of fully bilingual staff, par-
ticularly in the smaller Southeast Asian linguistic
groups, means persisting problems with informa-
tion access, questionable translation quality, and
inappropriate use of translators. Language barrier
also makes it difficult for Southeast Asian patients
to obtain the necessary information about com-
plicated procedures, a situation that is exacer-
bated by the rapid pace in which patients are
processed through office visits. Lack of sufficient
explanation may lead Southeast Asian patients
not to comply with drug regiments and/or to stop
taking medications when the symptoms had dis-
appeared or to lessen the dosage either to econo-
mize or to lessen the effects because of the notion
that Western medicine is “too strong” for Asian
constitution (CAPI, 2010). In the worst case sce-
narios, patients may find themselves unwittingly
consenting to medical procedures that they may
not otherwise agree to do had there been suffi-
cient explanations. In one instance, an elderly
Cambodian gentleman who only had his young
daughter as a translator did not fully understand
that his state insurance would cover only full
dentures and not the partials that he had wanted
until all his teeth had been pulled out.

For some Southeast Asian groups, community-
based organizations are able to provide sup-
plemental support in the generation of translated
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materials and the provision of interpreters. For
Cambodian, Lao, and Mien in particularly, these
internal resources are scarce. At present, there are
only 35 Cambodian mutual assistance agencies
to serve close to 300, 000 Cambodians in the
U.S., an actual decline from the over 200 such
organizations a decade prior. While culturally
informed and community tailored programs,
including those involving community health nav-
igators, have been found to be effective in provid-
ing critical support to Cambodian and Laotian
communities (Nguyen, Tanjasiri, Kagawa-Singer,
Tran, & Foo, 2008), more resources need to be
invested in the proliferation of such programs to
many more locales, and in the delivery of quality
staff training.

Culture, Gender and Health

As referenced earlier, culture impacts how
Southeast Asians view their health condition and
priorities and how effectively they access care
(CAPI, 2010; Kramer, Kwong, Lee, & Chung,
2002; Uba, 1992). Cultural beliefs and mis-
conceptions about illnesses may lead Southeast
Asian to delay seeking medical help. The errone-
ously held notion about cervical cancer as being
caused by promiscuity, for instance, may prevent
Southeast Asian women from seeking diagnosis
and treatment out of shame, as well as give others
in monogamous relationships a false sense of
immunity. Many Cambodian and Laotian women
are also deterred by their sense of modesty and
cultural understanding of virginity from submit-
ting to Pap smear screening, which prevents early
detection of cervical cancer.

Given the cultural emphasis on modesty, age
and gender matter when pairing patients with
healthcare providers and interpreters. Southeast
Asian elders, in particular, feel tremendous reluc-
tance to discuss their intimate health history with
younger doctors and translators, particularly of a
different sex. It is culturally difficult for older
Southeast Asian women to discuss reproductive
and intimate health issues with younger, especially
male translators and healthcare professionals.
The heavy reliance on children, relatives and
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untrained individuals for translation, all of which
are considered poor practices by the industry’s
standards but are widely prevalent, raises sepa-
rate but equally grave concerns (Yee, n.d.).

Culturally informed notions of loyalty and
respect for authority figures as well as the empha-
sis on non-confrontation also make it difficult
for many Southeast Asian patients to question
their doctors, or even to seek clarification or a
second opinion, for fear of appearing disrespectful.
Southeast Asian patients may be reluctant to
change doctors, even if the latter are uncaring or
ineffectual, because they don’t want to offend
them or to appear disloyal. By extension, notions
of filial duty, respect for elders and self sacri-
fice may also interfere with the need for self-
protection on the part of caregivers when
attending to family members with infectious
diseases. In the same vein, the cultural emphasis
on stoicism and general sense of fatalism may
also deter elderly Southeast Asians from speak-
ing up and seeking help before their conditions
had become serious (Uba, 1992). Though it varies
according to cultural communities, there may
also be general anxieties, especially among high-
land Laotians, about certain procedures such as
biopsies and transplants that are perceived to be
unnatural interventions, which may prevent
Southeast Asians from seeking that recourse.

Gendered notions about acceptable social
behaviors also have health implications.
Cambodian cultural aphorisms such as “men are
like gold nuggets and women worsted cotton”
may foster a feeling of immunity and a degree of
acceptance of high-risk behaviors of Cambodian
men. Though they are challenged by diseases
such as HIV/AIDS, the notions that certain
behaviors are natural and, above all, expungeable
continue to prevail.

Conclusion: The Importance
of Knowing

Despite the size of the populations, length of resi-
dency, and the fact that they constitute the fastest
growing Asian American populations, we still
know relatively little about Southeast Asian
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American health. In part, this is the result of the
comparatively recent formation of the communi-
ties and, for many of the Southeast Asian groups,
their statistically small size. In part, and as a
result of the latter, it is because of the virtual
absence of disaggregate data and ethnic specific
studies. Studies that are nation-wide or multi-local,
longitudinal, and sufficiently disaggregated along
ethnic lines are particularly scarce.

Of the research that has been done on this
highly diverse population, comparatively more is
available on Vietnamese Americans and, to a lesser
extent, on Hmong Americans than on Cambodian
and other Laotian groups. More research, in gen-
eral, is needed on the relationship between the
effects of acculturation and other forms of stress
and physical health. While new scholarship on
health and health disparities has begun to address
the intersectionality of race, gender, and culture,
much more research is also needed on the ways
that ethnic, cultural and gender factors inform
Southeast Asian health issues, including how eth-
nicity may potentially affect differential response
to drug efficacy. Similarly, how gender and culture
may inform the way that Southeast Asian men and
women manifest and cope with anxiety and depres-
sion is an important question that remains insuffi-
ciently addressed. Data on Asian American women
reveals that they have twice the rate of serious psy-
chological distress than Asian American men,
though similar data is not available for the differ-
ent Southeast Asian groups. There are also discon-
certingly few systematic studies on the health and
mental health conditions of those who came to
the U.S. in their pre-adolescence, i.e. the second-
generation cohorts, or who are American-born. As
such, in addition to a more robust understanding of
the general health conditions of Southeast Asian
Americans, what is needed are national datasets
that can be disaggregated on multiple dimensions
particularly ethnicity, gender and geography.
Additionally, more national longitudinal studies
are necessary for our understanding of these com-
plex health issues, including the trans-generational
transmission of trauma.

For research and information to have a mean-
ingful impact on healthcare access and delivery,
it must be widely shared with the numerous
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stakeholders, including policy makers and com-
munity advocates, and must inform our critical
approach to continuous improvement and reform.
Given cultural and structural barriers to equitable
access to care, greater resources must be dedi-
cated to the training and development of bilin-
gual and bicultural staff and health navigators, to
the enhancement of community education and
outreach programs, and to the overall capacity
building of community based organizations that
work intimately with these under-served popu-
lations. Along with research, there has to be
more societal investment in the development of
linguistic and cultural competencies among
American healthcare providers, and in the culti-
vation of more Southeast Asian American health
practitioners.
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Mixed Asian Americans and Health:
Navigating Uncharted Waters

Cathy J. Tashiro
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Introduction

What are the health implications of being a mixed
Asian American? Very little is known about this
diverse and rapidly expanding population. The
little we do know is complicated by the collision
between biological concepts of “race” and the
social process of racial categorization. Asian
America includes such diverse populations that
it’s difficult to make biological generalizations
about them. Yet there are some well-established
differences between certain Asian groups and
the majority population that have important
health implications. Two examples will be dis-
cussed in this chapter. For people of mixed Asian
ancestry who may also have ancestral roots in
Europe, Africa, and/or the Americas, the com-
plexities of possible combinations and their
implications are daunting. But there is an urgent
need to tease apart the social and biological
meanings of being a mixed Asian American.
Researchers whose studies are discussed in this
chapter are beginning to do this important work.
Hopefully, in the near future, a mixed Asian
American confronted with health risks by race
who asks “But what does this mean for me?”” will
find real answers.

C.J. Tashiro (><)

Nursing Program, University of Washington Tacoma,
Tacoma, WA, USA

e-mail: ctashiro@u.washington.edu

G.J. Yoo et al. (eds.), Handbook of Asian American Health,

Demographics

According to the U.S. Census Bureau (2011), the
population of the two or more race category grew
by almost 32% between 2000 and 2010. The
number of multiracial children increased by close
to 50% in this period (The New York Times,
2011). Over 2.6 million people identified with
two or more races and claimed “Asian” as one of
their ancestries in 2010, about 15% of a total of
over 17 million claiming “Asian alone or in com-
bination” as their race(s). Clearly people of mixed
heritage are a significant part of Asian America.
Over 70% of mixed Asian Americans of two
races claim “White” as their non-Asian race.
Asian intermarriage rates vary widely by gen-
der and generational status, with women and the
native-born generally much more likely to marry
outside of their racial or ethnic group. In their
analysis based on data from the 2000 U.S. cen-
sus, Lee and Boyd (2008) found Japanese and
Filipinos most likely to marry outside of their
ethnic groups, while Asian Indians and Chinese
were least likely to do so. Southeast Asians also
had low rates of intermarriage relative to other
Asian ethnic groups. These patterns may change
as native-born children of more recent immi-
grants become adults. Authors Hidalgo and
Bankston (2010) examined Asian American
outmarriage trends from 1980 to 2005. Across
this period, about a fifth of married Asian
Americans were married to non-Asian spouses,
predominantly Whites. The proportion of mixed
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marriages of couples of child-rearing ages was
even higher during this period, resulting in rapid
growth of the younger mixed Asian American
population. Research indicates that individuals of
mixed race and mixed race households tend to
live in more multiethnic neighborhoods than their
single-race counterparts (Clark & Mass, 2009).
Some have wondered if mixed race Asians, par-
ticularly those with one White parent, are fulfill-
ing the classic assimilationist model articulated
by sociologist Milton Gordon (1964). However,
the emerging picture of mixed Asian America is
diverse socioeconomically and generationally,
and includes all of the Asian subgroups, plus
ancestors from all the world’s continents. One
size does not fit all.

Health and Mixed Race

Historically, there has been little research on the
health of mixed race people. This will change as
the multiracial population grows and the practice
of allowing survey respondents to self-identify
with more than one race becomes the norm. Early
mixed race health research focused on the birth
outcomes of mixed Black/White infants. For
example, Collins and David (1993) compared
birth weights of mixed Black/White infants based
on the race of the father and mother, with single
race White and Black infants. Low birth weight
puts infants at risk and is much more common
for African American babies. Collins and David
found a gradient of risk, with infants born to
mixed couples when the mother was Black, close
to the level of risk experienced by infants born to
two Black parents, intermediate risks with Black
father/White mother, and the least risk for infants
born to two White parents. Collins and David
suggested that the physiological effects of the
stress of racism on Black mothers, and thereby
on their infants in utero, accounted for the poorer
outcomes to Black mothers, regardless of the
race of the father. For mixed Asians of this age
group, bilirubin levels in mixed Asian/White
infants were found to be intermediate between
those of East Asians (typically higher) and White
infants in one study (Setia, Villaveces, Dhillon, &

C.J. Tashiro

Mueller, 2002). A few studies of health issues
affecting mixed race Asians have shown higher
self-reported diabetes and cardiovascular disease
(Gomez, Kelsey, Glaser, Lee, & Sidney, 2004),
higher rates of being overweight or obesity than
their respective parent racial groups (Albright,
Steffen, Wilkens, Henderson, & Kolonel, 2008),
and relatively high rates of hypertension for mul-
tiracials in general (Ochner, Ayala, & Jiles, 2006).
However, the literature is sparse, and none of
these studies broke out their mixed Asian popula-
tions by Asian ethnic group. Much more research
needs to be done before these findings can be
considered definitive.

Social and Psychological Health

While the research on physical health outcomes
of mixed Asian Americans is limited, there is a
growing body of research that seems to indicate
increased risk for behavioral problems. In their
landmark study based on analysis of the National
Longitudinal Study of Adolescent Health, Udry,
Lim, and Hendrickson-Smith (2003) found greater
behavioral risk behaviors for youth who self-
identify with more than one race when compared
with their monoracial counterparts. Though not
broken down by subgroups, the mixed Asian
American youth were significantly more likely
than their monoracial Asian counterparts to report
somatic symptoms and fair/poor health, suicidal
ideation, substance use, school problems, and
having had sex. Since then, additional studies
have found indications of increased behavioral
risks for mixed Asian Americans (Choi, Harachi,
Gillmore, & Catalano, 20006).

Sense of attachment to social groups and insti-
tutions is an important factor in youth substance
abuse. Supportive schools and communities can
play a positive role in prevention (Mayberry,
Espelage, & Koenig, 2009). Mixed race students
may be less attached to their schools (Jackson, &
LeCroy, 2009), though the level of attachment
can be related to factors like the racial composi-
tion of the school and the particular racial mix of
the mixed race individual. For example, Cheng
and Klugman (2010) found that Asian/White
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students were less affected by the racial composi-
tion of their schools, whereas Asian/Black
students felt a greater sense of attachment the
larger the percentage of Black students in their
schools, and the converse for the White percent-
age. The authors hypothesize that the asset of
part White ancestry enabled the Asian/White stu-
dents to socialize more comfortably in predomi-
nantly White environments.

Increased substance abuse among mixed
Asian Americans and Pacific Islanders has been
identified through analysis of several large data
sets by Price, Risk, Wong, and Klingle (2002).
Their analysis of data from the Add Health sur-
vey showed particularly high rates of substance
use for mixed Chinese and mixed Vietnamese
youth relative to their monoracial Asian counter-
parts. Relatively high rates of DUIs have been
found for mixed race adults (Caetano & McGrath,
2005), though the particular “mixes” were not bro-
ken out in this study. High rates of smoking among
mixed race Asian American adults in comparison
to monoracial Asian subgroups have been found
(Gomez, Kelsey, Glaser, Lee, & Sidney, 2004).

In an analysis of 1999-2002 data from the
National Survey on Drug Use and Health
(NSDUH) Sakai, Wang, and Price (2010) exam-
ined substance use and abuse for mixed Asian
Americans and Pacific Islanders by ethnic sub-
groups, comparing them with their monoracial
API counterparts and Caucasians. Lifetime use of
alcohol by mixed race Asians was greater than
that of Asians and less than that of Caucasians,
which the authors suggest indicates a possible
genetic component since most mixed Asians
have Caucasian ancestry. Yet rates of actual
dependency on alcohol were higher than
Caucasians for the mixed race groups in the study,
suggesting a social etiology. Regarding drug use,
multiracial Native Hawaiians, Filipinos, and
Koreans described significantly higher lifetime
use than their monoracial counterparts. The rates
of drug use and dependence for other mixed Asian
American ethnic groups also exceeded their
monoracial Asian counterparts, though establish-
ing statistical significance could have been ham-
pered by small sample sizes. Mixed race Filipinos
may be particularly at risk for substance use.

Though much more research is needed to
definitively establish elevated behavioral risks
for mixed Asian Americans, it is important to
consider why this trend might be real. In a society
in which race is still one of the most powerful
identifiers, people of mixed race can experience a
profound sense of not quite belonging (Tashiro,
2011). There are unique stressors faced by people
of mixed race in a society that is still highly
racialized. At least one study found that some
issues related to discrimination and identity may
be more acute for mixed race adolescents than
monoracial minority youth (Choi, Harachi,
Gillmore, & Catalano, 2006). Mixed Asian
Americans may feel a sense of exclusion from
either parent’s racial or ethnic group (Hall, 2004;
AhnAllen, Suyemoto, & Carter, 2006; Shih,
Bonam, Sanchez, & Peck, 2007). Physical
appearance, familiarity with the Asian culture of
ancestry, last name, and language fluency are
some of the important factors that can influence
perceptions of a mixed Asian American’s
“authenticity” as an Asian American. Reflected
appraisals, that is, how one imagines how others
see oneself, based on appearance and cultural
familiarity with the Asian heritage, can strongly
influence identity (Khanna, 2004). Conversely,
being identified as Asian, or non-white can lead to
race-based exclusion by whites, which may be
more acute for “minority-mixed” Asian Americans.
Because mixed race Asian Americans are most
commonly half White, their issues have been stud-
ied more. There is a need for more research on the
particular issues faced by mixed Asian Americans
with other minority group ancestries.

How one identifies may be related to how
being mixed is experienced. Identifying as non-
White may play a protective role. In a study of
the impact of stress on biracial girls, those who
identified with their non-White ancestry
(Hispanic, Asian, or Black) experienced signifi-
cantly higher self-esteem than those who identi-
fied as White (Phillips, 2004). In this study, girls
of mixed Asian/White ancestry were significantly
more likely to experience physical symptoms and
substance use than their non-mixed Asian coun-
terparts. Believing that race is intrinsically bio-
logical may be associated with a lower sense of
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psychological well-being (Sanchez & Garcia,
2009). Understanding that race is a social con-
struction may soften the impact of racial stereo-
types (Shih, Bonam, Sanchez, & Peck, 2007).

What About Genetics?

Perhaps the biggest health risk to mixed race
Asian Americans is health care provider assump-
tions about their race and presumed genetic ten-
dencies based on superficial characteristics like
appearance and surname (Tashiro, 2001, 2003).
For example, in a conversation with an acquain-
tance of mixed Japanese/White ancestry who
recently had orthopedic surgery, he mentioned
that the dose of Warfarin he was taking to prevent
blood clots “wasn’t working” and had to be
increased. Warfarin, also known by the brand
name Coumadin, is an anticoagulant commonly
prescribed to people after orthopedic surgery to
lower their risk of potentially fatal blood clots.
When I asked him what his original dose was, it
was the standard starting dose for Asians. Clearly,
whoever prescribed the Coumadin presumed he
was Asian only. It is well established that popula-
tions throughout the world differ in their response
to Coumadin, and East Asians typically need
lower doses than Caucasians to get the desired
therapeutic effect (Ross et al., 2010). The risks of
too high a Coumadin dose are potentially fatal,
and excess bleeding is one of the most common
medication-induced serious side effects. In 2006,
the U.S. Food and Drug Administration (FDA)
required Bristol-Meyers Squibb Company, the
manufacturer of Coumadin, to include a warning
for bleeding risk in their product insert, which
also includes the probable need for lower starting
doses for Asians. However, the risk of too low a
dose, such as that prescribed for my acquain-
tance, is that it will be ineffective, hence failing to
prevent blood clots. To add to the complexity of
the pharmacogenetics involved, different popula-
tions within Asia have different configurations of
the genetic factors associated with response to
Coumadin. For example, while the optimal dose
for people of East Asian ancestry is the lowest of
the ethnoracial groups, the effective dose for
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South Asians is significantly higher (Chan et al.,
2011). Thus, in this case, reliance on our socially
constructed category of “Asian American” has
little utility for patient care. Add the complexity
of mixed ancestry from Europe, Africa, and/or
the Americas, and the predictability of response
to medications based on race becomes virtually
impossible, indeed potentially dangerous. Though
populations may show some genetic variations,
these are not based on “race,” which is a social
means of categorizing people devoid of biologi-
cal meaning. The existence of people of mixed
race highlights the contradictions of our common
beliefs about race. The growth of pharmacoge-
netics and genomics may eventually make it pos-
sible to target individual therapies when there is a
documented genetic component, but we are still a
long way from this being realistic and accessible
to most people. In the meantime, health care pro-
viders need to be educated about the growing
mixed race population and to not make race-
based assumptions about their patients.

Another arena involving genetics for mixed
Asian Americans is the ability to tolerate alco-
hol. Many East Asians, (predominantly Chinese,
Japanese, and Koreans) lack the aldehyde dehy-
drogenase isozyme, which makes them unable to
fully metabolize alcohol, giving rise to a variety of
unpleasant symptoms, such as flushing, rapid heart
rate, and in extreme cases, fainting. A look at my
own mixed race Japanese/White family’s ability to
tolerate alcohol shows the difficulty of predicting
how the genes will be expressed. My Nissei father
was so intolerant of alcohol that even minute quan-
tities of alcohol in food would make him extremely
ill. My mother, of northern European ancestry, has
no trouble with alcohol. My sister, like my father,
has been known to faint after just one drink. My
brother tolerates alcohol well. I can drink a few
sips. It has been assumed that this difficulty metab-
olizing alcohol explains the generally lower rates
of alcohol abuse amongst Asian Americans rela-
tive to other groups. But the question of whether
the relatively high rates of alcohol use among some
mixed Asian American groups is due to genetic
admixture or to the unique psychosocial issues
associated with being mixed needs much more
exploration (Sakai, Wang, & Price, 2010).
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Unanswered Questions
and Future Research

There now exists a robust amount of well-crafted
research connecting experiences of racism and
discrimination with health outcomes like hyper-
tension and other health issues, such as the birth
weight study of mixed race infants by Collins and
David (1993) discussed previously. We need
more research on the unique ways that mixed
Asian Americans experience the contradictions
of race, exclusion, and difference, and how these
experiences might “get in the body.” We need
more research on mixed Asian Americans with
African American, Latino, and Native American
ancestry. In particular, we need research that
looks at the long-term effects of the unique racial
position of mixed Asian Americans on the mind
and body, as well as the meaning of identity over
the life course. We know from the literature on
adverse childhood events (ACES) that youth
trauma can manifest itself in poorer health in
adulthood (Anda et al., 2006). Are there similar
complex biosocial pathways through which expe-
riences of difference manifest themselves over
time? At the same time, for the many healthy
mixed Asian Americans, what family and com-
munity factors facilitate positive development
and health? Hopefully, the future will bring solid
answers to these questions, as well as a decline in
the belief in the mutual exclusivity of the “races”
that so plagues people of mixed ancestry. This
will bring greater health in its fullest meaning to
our entire society.
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Acculturation and Culture: A Critical
Factor for Asian Americans’ Health

11

Yijie Wang and Su Yeong Kim

Ting is a 24-year-old who immigrated to the U.S.
[from China when she was 8 years old. Two months
ago, she was diagnosed with bipolar disorder at
the only bilingual mental health center in her city.
Her parents communicated with staff members in
Chinese, explaining that Ting had suffered from
severe mood swings since college. She had barely
managed to graduate, and had not held a job ever
since. Although they knew that something was
wrong with her, Ting’s parents never talked about
her problem with anyone outside their own fam-
ily. They were ashamed that Ting was unemployed
and sometimes manic; they also did not know
where to ask for help. It was not until Ting went a
whole week with only 10 hours of sleep that her
parents finally took her to a local hospital and
asked for treatment. At the hospital, they experi-
enced great difficulty trying to communicate with
the hospital staff in English. Finally, Ting was
referred the local bilingual mental health center.
However, even with professional help, Ting’s par-
ents have not accepted the idea that Ting needs
medication to control her condition, and are
insisting that acupuncture is a better choice.

The example of Ting and her family illustrates
many of the cultural and acculturative factors that
are typically associated with Asian American
health problems. First of all, Ting’s family did
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not seek professional help until after Ting had
already been suffering from bipolar disorder for
several years. Asian Americans are less likely
than other Americans to utilize mental health ser-
vices or communicate about their problems with
people outside their families (Zhang, Snowden,
& Sue, 1998). One reason is that a mental health
problem is considered a sign of weakness in tra-
ditional Asian cultures, and families do not want
to be stigmatized (Kim, Atkinson, & Umemoto,
2001). Interestingly, when Ting’s family finally
sought professional help, they focused on her
insomnia rather than her mood swings. Even after
Ting was diagnosed with a mood disorder, they
preferred traditional Chinese treatment over
medication. Asian cultures tend to hold a holistic
view of mind-body relationships, which may
explain why Asian Americans with mental health
problems are likely to report somatic symptoms
and prefer traditional treatments that target both
mind and body (Chun, Enomoto, & Sue, 1996).
Finally, Ting’s family experienced a lot of diffi-
culties communicating with the staff members at
the hospital, where there were no bilingual ser-
vices available for them. The lack of multicul-
tural expertise in the mainstream U.S. culture is
another reason for Asian Americans’ underuti-
lization of health services. To address this issue,
much needs to be done to increase multicultural
competency in health services (Hwang, 2006).
In this chapter, we highlight aspects of the
acculturation process that are important in gain-
ing a better understanding of Asian Americans’
mental and physical health. We will first discuss
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the concept of acculturation, including a review
of various acculturation strategies, dimensions,
and measures. Then, we will examine cultural
forms of expressing distress, and discuss the rela-
tionship between acculturation and health, both
mental and physical. After summarizing the cur-
rent research findings on acculturation and heath,
we will discuss future directions for research.

Conceptualizing Acculturation
Concept of Acculturation

A classic definition of acculturation was pro-
posed by Redfield, Linton, and Herskovits (1936):
“Acculturation comprehends those phenomena
which result when groups of individuals having
different cultures come into continuous first-hand
contact with subsequent changes in the original
culture patterns of either or both groups” (p. 149).
Although this definition suggests possible changes
in both groups, it is often the minority group who
is expected to change and adapt to the mainstream
culture in order to survive and succeed, as opposed
to the other way around (Yoon, Langrehr, & Ong,
2011). Therefore, in the literature on minority
adjustment in the U.S., “acculturation” is mainly
used to describe the changes taking place within
ethnic minority groups, even though some changes
may also occur in the mainstream group.

For immigrants, there are two aspects to the
process of acculturation: participating in the
mainstream culture and retaining the heritage
culture. These two aspects used to be considered
as two extremes on a continuum. In this view,
becoming oriented to the mainstream culture
means simultaneously relinquishing the heritage
culture. This unilinear framework appears often
in the sociological literature, which uses the term
“assimilation” to describe the process through
which immigrants, their children, and their chil-
dren’s children gradually lose their culture of
origin and become an indistinguishable part of
the mainstream society. In contrast, a bilinear
model, which appears more often in the recent
psychological literature, conceptualizes accul-
turation as two separate processes. In this view,
an individual who is highly oriented towards the
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mainstream culture may also be highly oriented
towards his/her heritage culture.

Empirical studies that directly compare the
two models suggest that it is important to con-
sider immigrant generational status in providing
support for each of the two models. For example,
Tsai, Ying, and Lee (2000) compared the rela-
tionship between the meanings of “being Chinese”
and “being American” in a sample of 122 U.S.-
born Chinese, 119 immigrant Chinese who
arrived in the U.S. before age 12, and 112 immi-
grant Chinese who arrived in the U.S. after age
12. They found that “being Chinese” was unre-
lated to “being American” among U.S.-born
Chinese, whereas “being Chinese” was nega-
tively related to “being American” among immi-
grant Chinese, whether they had arrived before or
after age 12 (Tsai et al., 2000). These findings
suggest that for U.S.-born Chinese, how they feel
about “being Chinese” develops separately from
how they feel about “being American.” For for-
eign-born immigrants, however, feeling more
American goes hand-in-hand with feeling less
Chinese. In other words, Tsai and colleagues’
research suggests that a unilinear framework may
best explain the acculturation process for foreign-
born immigrants, whereas the bilinear framework
is a more accurate explanation of the accultura-
tion process for U.S.-born Asian Americans.

We have chosen to adopt the bilinear model of
acculturation in this chapter, which discusses the
effects of both participating in the mainstream
culture and retaining the heritage culture on
Asian Americans’ health. Not only does the bilin-
ear model better capture the complexity of the
acculturation process, but it can also accommo-
date the linear perspective within the bilinear
model. This inclusiveness is helpful, since some
studies referenced in the current chapter still use
a unilinear model.

Acculturation Strategies
and Adjustment

Berry (1980) proposed four different accultura-
tion strategies, based on various levels of orienta-
tion towards the mainstream and heritage
cultures: integration, assimilation, separation and
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marginalization. Each strategy is related to a
specific adjustment outcome. Immigrants who
choose the strategy of integration are highly ori-
ented towards both the mainstream and the heri-
tage culture. Integrated individuals usually exhibit
a high level of participation and proficiency in the
mainstream culture; at the same time, they main-
tain the heritage culture to a great degree. Such
individuals are considered to be well adjusted,
and their health status generally supports this
view. It is likely that they experience better health
because they are more flexible in personality,
have more social support, and experience mutual
acceptance from peers in two different cultures,
both mainstream and heritage (Berry, 1997).

Those who choose the strategy of assimilation
are oriented towards the mainstream culture rather
than towards the heritage culture. Assimilated
individuals participate fully in the mainstream
culture, and refuse to maintain their heritage cul-
ture. However, as Asian Americans are often per-
ceived as “perpetual foreigners,” they may not be
able to participate fully in the mainstream culture
(Kim, 2009).

Separation is the strategy of maintaining a
high orientation towards one’s heritage culture at
the cost of orienting towards the mainstream cul-
ture. Separated individuals do not have contact
with the mainstream culture, choosing instead to
focus on their heritage culture. They may experi-
ence rejection from the mainstream group, yet
they often benefit from social support within their
close-knit heritage group.

Marginalization happens when immigrants
have low orientations towards both cultures.
Marginalized individuals do not participate in the
mainstream culture, yet they also lose connection
with their heritage culture. Such individuals are
considered to be at highest risk for adjustment
problems. This is probably because they are
likely to experience both rejection from the main-
stream group and loss of social support from the
heritage group (Berry, 1997).

In sum, among the four acculturation strate-
gies, integration represents the most adaptive
strategy, marginalization represents the least
adaptive strategy, with assimilation and separa-
tion being intermediate (Berry, 1997).
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Measures of Acculturation

Acculturation encompasses a broad spectrum
of changes in the lives of ethnic minorities.
Accordingly, there are various approaches to
measuring acculturation. In the sociological lit-
erature, indirect measures such as generational
status, age of arrival and length of residency in
the U.S. are frequently used as proxies of accul-
turation. Sociological theories of immigrant
assimilation hypothesize that a longer exposure
to the mainstream culture results in a higher level
of acculturation. Individuals who have been in
the U.S. for a longer period of time are consid-
ered more acculturated than those who have
recently immigrated; another assumption is that
each successive generation will naturally become
more acculturated (Gordon, 1964). However,
some scholars have questioned the use of genera-
tional status as a measurement of acculturation
among Asian Americans. Waters and Jimenez
(2005) noted that for early European immigrants,
the hiatus of immigration during the Great
Depression caused some cultural distance
between generations, such that being in a later
generation was usually synonymous with being
more acculturated. For post-1965 Asian immi-
grants, on the other hand, immigration has been
more or less constant, which means that belong-
ing to a later generation does not guarantee
distance from, or higher levels of acculturation
than, first generation Asian immigrants.

Instead of the proximal measures of accultura-
tion that commonly appear in the sociological
literature, the psychological literature gives
greater emphasis to an individual’s behavioral
and psychological dimensions of acculturation.
Kim and Abreu (2001) reviewed the content of
acculturation measures currently being used, and
summarized four basic dimensions: cultural
behavior, cultural values, cultural knowledge,
and cultural identity. Cultural behavior includes
“friendship choice, preferences for television
programs and reading materials, participation in
cultural activities, contact with the heritage
culture, language use, food choice and music
preference.” The cultural values dimension
includes “attitudes and beliefs about social relations,
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cultural customs, cultural traditions, gender roles,
and health and illness”. Cultural knowledge
includes “culturally specific information such as
names of historical leaders in the heritage and
mainstream cultures, and the significance given
to culturally specific activities.” Cultural identity
refers to “attitudes towards one’s cultural iden-
tity, attitudes toward mainstream and heritage
groups, and level of comfort towards people from
mainstream and heritage groups.”

Different dimensions of acculturation tend to
develop at different rates (Kim & Abreu, 2001).
For example, behavioral acculturation may pro-
ceed faster than value acculturation, as individu-
als may feel compelled to adopt certain behaviors,
but not values, in order to survive in the main-
stream society (Szapocznik & Kurtines, 1980;
Szapocznik, Scopetta, Kurtines, & Arandale,
1978). In a similar vein, Kim, Atkinson, and
Yang (1999) found that the increase in main-
stream cultural behaviors proceeded faster than
the decline in heritage culture values. Even
within each dimension, different sub-dimensions
might change at various rates. For example, the
acquisition of language proceeded faster than the
increase in mainstream social interactions (Lee,
Goldstein, Brown, & Ballard-Barbash, 2010).
These findings suggest that it is important to
examine the acculturation process by looking
separately at each dimension, along with its sub-
dimensions, in addition to developing more
effective ways to measure overall levels of
acculturation.

A single measure of a specific dimension may
not provide a complete picture of the accultura-
tion process. It is important to recognize this
point, as some studies have assessed accultura-
tion with a single indicator, such as language use,
which is considered a proximal measure of accul-
turation by some scholars but not others (Chun,
Organista, & Gerardo, 2003). Kim and Abreu
(2001) state that language use is in fact an indica-
tor of behavioral acculturation rather than a proxy
measure for acculturation in general. For our pur-
poses, language use alone will be considered as a
proxy measure only if it is the sole measure of
acculturation in a given study. This is because
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that a single indicator such as language use
cannot fully capture the range of psychological
experience associated with the complex process
of acculturation.

The following review of the literature on
acculturation and health will examine various
dimensions of acculturation. It is important to
note that although many theories of acculturation
posit behavioral and psychological dimensions
of the process, many of the studies we review
employ a proximal measure, such as generational
status, length of residency or language use, as the
sole measure of acculturation.

Acculturation, Culture
and Mental Health

Acculturation and Psychological
Well-being

Most research on the relationship between accul-
turation and psychological well-being has focused
on a specific mental health problem, such as
depression and anxiety, or on a global index of
various mental health symptoms referred to as
“psychological distress.” When indices of psy-
chological well-being are examined in the same
study, they are often shown to be related to accul-
turation in similar ways. However, researchers do
not agree on whether acculturation enhances or
detracts from psychological well-being. This
debate is especially apparent in epidemiological
studies, which usually employ standardized clini-
cal diagnostic interviews and evaluate them
alongside proxy measures of acculturation, such
as generational status, age of immigration and
length of stay in the United States (Hwang, Chun,
Takeuchi, Myers, & Siddarth, 2005; Takeuchi
et al., 1998, 2007). Although such studies gener-
ally take the perspective that immigrants are at
greater risk for negative outcomes as they accul-
turate and live in United States into later genera-
tions (Takeuchi et al., 2007), research findings
are not always consistent with this perspective.
Study findings can contradict each other, depend-
ing on the measure of acculturation used.
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Using a large-scale sample of 1,747 Chinese
Americans between the ages of 18 and 65 living
in the Los Angeles area (the Chinese American
Psychiatric Epidemiological Study, or CAPES),
Hwang and colleagues (2005) found that indi-
viduals who immigrated at younger ages were
more likely to experience depression than those
who immigrated at older ages. However, the like-
lihood of experiencing a first onset of depression
decreased as the length of time an individual
stayed in the U.S. increased. Using the same
CAPES dataset, Takeuchi and colleagues (1998)
found that among highly acculturated individuals
(as indicated by language use, ethnicity of the
workplace and food choices), women were twice
as likely as men to experience depression,
whereas among less acculturated individuals,
there was no gender difference in depression.
Using a nationally representative sample of Asian
Americans from the National Latino and Asian
American Study (NLAAS), Takeuchi et al. (2007)
found that U.S.-born Asian American women
experienced higher rates of lifetime depression
and anxiety disorders than did foreign-born Asian
American women, and that Asian American men
who were more fluent in English experienced
lower rates of depression and anxiety disorders
during both a particular 12-month period and
over the course of their life. In other words,
although current research findings indicate pos-
sible gender and generational differences in the
relationship between acculturation and psycho-
logical wellbeing, the direction of such relation-
ships is not yet clear. While the CAPES and
NLAAS datasets suggest that some proxy mea-
sures of acculturation (younger age at immigra-
tion, being in the U.S.-born second generation)
are risk factors for clinically significant levels of
depression, other proxy measures (English lan-
guage fluency, when it is the only indicator of
acculturation in a study) may protect individuals
from experiencing clinically significant mental
health problems.

In comparison, smaller-scale studies have
yielded more consistent results using depressive
symptoms scales and psychological measures
of acculturation, such as behaviors, values and
identities. Such studies suggest that a high level

of acculturation is related to a lower risk of
developing mental health problems. For exam-
ple, using a sample of 107 Asian American col-
lege students, Hwang and Ting (2008) measured
behavioral and value dimensions of accultura-
tion and explored their relationships to mental
health. Results showed that individuals who
identified with American culture to a greater
degree reported lower levels of psychological
distress and depressive symptoms, whereas iden-
tification with the heritage culture was not sig-
nificantly related to psychological wellbeing.
Similarly, in a study of 104 Chinese international
graduate and undergraduate students in the
United States, Wang and Mallinckrodt (2006)
found that higher behavioral and value accultur-
ation towards American culture, as opposed to
behavioral and value acculturation towards the
heritage culture, was related to experiencing
lower levels of psychological distress.

Stress that is related to the process of adapting
to a new environment, or acculturative stress, is
considered to be a primary risk factor for
decreased psychological wellbeing (Berry, Kim,
Minde, & Mok, 1987). Acculturative stress can
be the result of a wide range of difficulties, such
as those presented by the language barrier, chal-
lenges in new jobs, discrimination, or disruptions
in family functions (Hwang & Ting, 2008). A
lower level of acculturation to the mainstream
culture is related to increased acculturative stress.
For example, in a sample of 118 Korean
Americans, Shim and Schwartz (2007) found that
individuals who had lived in the U.S. for less time
were less oriented towards the mainstream cul-
ture and adhered more strongly to the heritage
culture; these individuals were also more likely
to experience cultural adjustment difficulties,
or in other words, acculturative stress. Unfor-
tunately, a higher level of acculturative stress is
related to poorer psychological wellbeing. In a
sample of 319 Chinese, Japanese and Korean
immigrant adolescents, Yeh (2003) found that
those with lower cultural adjustment difficulties,
or low acculturative stress, reported fewer prob-
lems with their mental health. Finally, Hwang
and Ting (2008) directly tested the potential
mediating effect of acculturative stress in the
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relationship between acculturation and psycho-
logical wellbeing. They found that a low level of
acculturation was related to more acculturative
stress, which in turn was associated with more
psychological distress and a higher incidence of
clinical depression.

Based on the above findings for Asian
American adults, orientation towards the main-
stream culture seems more important than
orientation towards the heritage culture for psy-
chological wellbeing. However, the pattern for
adolescents seems to be the opposite: for them,
orientation towards the heritage culture seems to
be more important for psychological well-being.
Kim, Gonzales, Stroh and Wang (2006) exam-
ined the relationship between behavioral and
value dimensions of acculturation and depressive
symptoms in a sample of Korean American,
Chinese American, and Japanese American par-
ents and adolescents. Results showed that adoles-
cents with a lower orientation towards Asian
culture reported more depressive symptoms, and
parents with alower orientation towards American
culture reported more depressive symptoms.
Using a sample of Chinese Canadian families,
Costigan and Dokis (2006) found that only the
difference between parents’ and adolescents’
orientations toward Chinese culture (and not the
difference in their mainstream orientations) was
related to adolescents’ depressive symptoms.
Specifically, when their parents were strongly
oriented towards Chinese culture, adolescents
with a low level of Chinese orientation reported
more depressive symptoms.

Although the different effects of acculturation
on individuals of various ages is a topic that needs
further research, it is possible that there are age-
specific acculturative stressors. To illustrate, a
major stressor for adults in immigrant families is
learning how to participate in the mainstream
culture, as adults need to succeed in a career that
most likely puts them in daily contact with the
mainstream culture. In comparison, a major stres-
sor for adolescents in immigrant families may be
discrepant acculturation levels between them and
their parents, since a gap between them and their
parents can lead to disrupted family functioning
and poorer adolescent mental health (Crane,

Y.Wang and S.Y. Kim

Ngai, Larson, & Hafen, 2005). A low level of
orientation towards the heritage culture may be
especially problematic for adolescents, as this
can cause their parents to feel dismayed or even
betrayed (Ying, 1999). At the same time, immi-
grant parents usually want their children to be
oriented to the mainstream culture, believing that
this is necessary in order to succeed in main-
stream society (Costigan & Dokis, 2006).

In short, the current literature has reached no
consensus on the relationship between accultura-
tion and psychological well-being. Sociological
studies using proximal measures of acculturation
usually argue that Asian Americans who immi-
grated at a younger age or who belong to a later
generation (and who are thus presumably more
acculturated to the mainstream culture) are at
increased risk for maladjustment, while psycho-
logical studies using behavioral and value mea-
sures of acculturation usually find that individuals
with a low level of acculturation are at increased
risk for maladjustment, possibly due to increased
acculturative stress. To further complicate matters,
the relative importance of mainstream versus
heritage cultural orientation may not be the same
for children and adults, given that some accul-
turative stressors seem to be age-specific.

Culture and Somatic Symptoms

When considering the relationship between cul-
ture and mental health among Asian Americans, it
is important to address the mental health problems
that are rooted in Asian cultures. One example of
this kind of culturally distinctive problem is som-
atization. Somatization refers to the tendency to
experience, communicate and seek medical help
for physical distress due to psychological stress
(Lipowski, 1988). Somatic distress may include
“headaches, stomach pains, inability to concen-
trate, chronic fatigue, sleep difficulties, or loss of
sensory functioning” (Chun et al., 1996, p. 348).
Although somatic symptoms seem to be
co-morbid with affective disorders across cul-
tures (Gureje, Simon, Ustun, & Goldberg,
1997), Asians are more likely than Westerners to
experience, or at least to communicate, somatic
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symptoms (Lin & Cheung, 1999). For example,
in an initial attempt to examine cross-culture dif-
ferences in somatization, Kleinman (1977) found
that 88% of 25 Taiwanese patients with depres-
sive symptoms initially reported somatic symp-
toms without dysphoric affect, whereas only 20%
of 25 western patients reported somatic symp-
toms. Similarly, in a sample of 85 Chinese
American and 85 European American patients
referred for psychiatric consultation, Hsu and
Folstein (1997) found that 28.6% of Chinese
American patients and 9.5% of European
American patients reported somatic suffering,
persisting in attributing their problems to physi-
cal causes even when no such cause was found.
Waza, Graham, Zyzanski, and Inoue (1999) com-
pared the medical records of 104 patients in Japan
and 85 patients in the U.S. with a diagnosis of
depression, and found more somatic complaints
in Japanese patients’ records. In a study of anxi-
ety disorder in Nepal and the U.S., Hoge and col-
leagues (2006) found that although patients from
the two countries had similar overall anxiety
scores, Nepali patients scored higher on the
somatic subscale, whereas American patients
scored higher on the psychological subscale.
High rates of somatic symptoms among Asians
and Asian Americans appear to be consistently
supported by the literature.

Scholars have proposed several explanations
for the high levels of somatization observed in
the Asian population. One explanation is related
to the fact that distress is often presented in cul-
turally specific ways. In other words, every cul-
ture has its “idiom of distress” (Nichter, 1981).
Specifically, individuals in Asian culture prefer
to communicate physical discomfort rather than
emotional pain when they discuss their psycho-
logical distress, even though they are fully aware
that emotional stressors may be responsible for
triggering their somatic symptoms (Cheung &
Lau, 1982).In alongitudinal study on Vietnamese
refugees in the U.S., Lin and colleagues found
that although most of the participants reported
only somatic symptoms in the initial interview,
they reported both psychological and somatic
symptoms when they were asked specifically
about their psychological symptoms in later
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interviews (Lin, Masuda, & Tazuma, 1982; Lin,
Tazuma, & Masuda, 1979; Masuda, Lin, &
Tazuma, 1980). In a study comparing 175
Chinese and 107 Canadian outpatients with
depressive symptoms, Ryder and colleagues
(2008) found that the Chinese reported more
somatic symptoms, whereas the European
Canadians reported more psychological symp-
toms; they suggest that the tendency among
Chinese outpatients to report more somatic
symptoms was due to the devaluation of emo-
tional expression in this group.

Kirmayer (2001) further proposed that, since
psychopathology is associ