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Abstract: The current research, guided by the intersectionality theory and the Institute of Medicine’s
healthcare access model, explored the determinants of preventive care utilization within the Asian
American community. Analyzing data from the Asian American Quality of Life Survey (with a sample
size of 2535), logistic regression models were employed, incorporating various factors: demographic
variables, immigration-related variables, health and access, and patient-provider relationship. Results
revealed that longer stays in the U.S., having health insurance coverage, having a usual source of
care, and higher satisfaction levels with prior healthcare services were associated with increased odds
of utilizing preventive healthcare. These findings contribute to our comprehension of preventive care
utilization among Asian Americans and offer practical insights for targeted interventions in social
work and public health and strategic healthcare planning.

Keywords: Asian Americans; preventive healthcare; usual source of care; patient-provider relationship

1. Introduction

According to the Centers for Disease Control and Prevention (2020), preventive care
refers to medical services that aim to prevent illnesses, detect health issues at an early
stage, and promote overall health and well-being. They include a variety of screenings,
vaccinations, counseling, and routine check-ups designed to prevent or catch diseases early
when they are easier to treat. Preventive care is an essential component of comprehen-
sive healthcare. The benefits of preventive care utilization have been well-documented,
including the early detection of disease, the effective management of disease, reduced
mortality and morbidity, and cost savings in healthcare (Emery and Zheng 2018; Loftus
et al. 2018; Maciosek et al. 2006; Yan et al. 2022). However, only 4% of total national health
expenditures was spent for preventive care in the U.S., and approximately 28% of the U.S.
population lacks preventive care utilization (Lambrew 2007; Lines et al. 2014; O’Connor
et al. 2023; Yagi et al. 2022). Disparities in the use of preventive care are more pronounced
in racial and ethnic minority communities (Mitchell et al. 2022; U.S. Department of Health
and Human Services 2012). Studies have consistently reported a lower rate of preventive
care utilization among African American, Asian American, and Hispanic individuals com-
pared to non-Hispanic White individuals in the U.S. (Bustamante et al. 2010; Gornick 2000;
Mitchell et al. 2022; Park et al. 2019; Sanchez 2007). In particular, although increased access
to preventive care has become available with the Affordable Care Act, such an improve-
ment was not observed among Asian Americans (Agirdas and Holding 2018). The limited
utilization of preventive care among Asian Americans presents a significant public health
concern for several reasons. First, Asian Americans constitute one of the fastest-growing
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segments of the U.S. population (Brennan et al. 2023; Hoeffel et al. 2012; Pew Research
Center 2012). Second, this group encounters distinct challenges linked to immigration,
such as language and cultural barriers (Barnes et al. 2008; Shelley et al. 2011). Therefore,
addressing the barriers to preventive care within the Asian American population is crucial
for promoting their overall health and well-being.

Intersectionality theory, developed by Crenshaw (1989), provides a valuable frame-
work for the current study. Intersectionality emphasizes that individuals experience mul-
tiple, overlapping forms of disadvantages based on their intersecting social identities,
such as race, ethnicity, immigration status, and language proficiency (Cho et al. 2013). In
particular, intersectionality theory helps to highlight barriers to healthcare access, identify
at-risk groups, and design targeted interventions to address specific health and healthcare
challenges faced by these marginalized groups. Given that Asian Americans face various
linguistic, cultural, economic, and immigration-related barriers to healthcare access (Derose
et al. 2007; Hacker et al. 2015; Ngo-Metzger et al. 2004), a consideration of intersecting
barriers to preventive healthcare among Asian Americans is imperative to identify and
respond to their unique needs and challenges.

The current research was also guided by the Institute of Medicine’s (IOM) model
of access to health services (Cooper et al. 2002), which has been widely used in health
services research with diverse populations. The IOM’s model includes three primary types
of barriers to healthcare: personal/cultural, financial, and structural barriers. Demographic
and background characteristics (e.g., age, gender, marital status, and education) usually
serve as personal barriers that underlie the propensity for the use of healthcare services. The
model also emphasizes the cultural diversity and life circumstances unique to the racial and
ethnic minority population. For Asian Americans, immigration-related factors (e.g., length
of stay in the US, English proficiency, and acculturation) play an important role. Financial
barriers address restriction of access by inhibiting the ability of patients to pay for needed
medical services (e.g., health care insurance and reimbursement levels), and structural
barriers are impediments of the physical environment directly related to medical care (e.g.,
transportation, usual source of care, and availability of primary care physicians within the
community). In addition, as a key contributor to healthcare use, the IOM’s model focuses
on the patient-provider relationship, which is often compromised when dealing with racial
and ethnic minority populations (Spooner et al. 2016). Research consistently shows that
racial/ethnic minorities experience lower levels of perceived trust in medical providers,
effective communication, and overall fairness and respect in healthcare settings than non-
Hispanic White individuals (Mitchell et al. 2022; Spooner et al. 2016; U.S. Department
of Health and Human Services 2012). These findings underscore the importance of the
patient—provider relationship, including satisfaction with previous healthcare experiences
and communication issues in healthcare settings, as contributing factors to disparities in
preventive care utilization.

In summary, this study aims to investigate the utilization of preventive care and the
factors influencing it among various ethnic groups within the Asian American popula-
tion aged 18 and above. Drawing from the existing literature on healthcare utilization
among ethnic minorities and the Institute of Medicine’s (IOM) model of health services,
the research will focus on demographic factors (age, gender, ethnicity, marital status, and
education), immigration-related factors (length of stay in the US, English proficiency, and
acculturation), health- and access-related variables (self-rated health, health insurance
coverage, transportation, and usual source of care), and aspects of the patient-provider rela-
tionship (satisfaction with previous healthcare experiences and communication challenges
in healthcare settings).

2. Methods
2.1. Data Set

Data for this study were obtained from the Asian American Quality of Life (AAQoL)
survey, which targeted Asian American residents in Austin, Texas. Approval for the sur-
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vey was granted by the university’s institutional review board (IRB), and the consenting
process adhered to IRB guidelines. Given that a significant portion of Asian Americans
are foreign-born immigrants who encounter cultural and language barriers in accessing
healthcare services, it is notable that national surveys often exclude non-English speakers.
Moreover, studies based on national surveys tend to present Asian Americans in a positive
light regarding their health and healthcare access. To ensure inclusivity, we employed
culturally and linguistically sensitive methodologies. The survey questionnaire, spanning
10 pages, was crafted to accommodate the cultural and linguistic diversity within the Asian
American population. Initially developed in English, the questionnaire underwent transla-
tion into multiple languages, including Chinese (both traditional and simplified characters),
Korean, Vietnamese, Hindi, Gujarati, and Tagalog. Professional translators and graduate-
level bilingual researchers conducted the initial translations, followed by validation from
bilingual volunteers for each language version. Pilot testing of each language version
involved 3-5 community members proficient in the target language, with their feedback
incorporated into the final questionnaire. Additionally, a robust partnership between the
research team and key individuals and organizations within ethnic communities facilitated
community member participation in the survey.

The survey used a non-probability sampling technique and targeted self-identified
Asian Americans aged 18 years or older residing in the Austin area. The research team ar-
ranged survey sessions at various sites across the city, including churches, temples, grocery
markets, small group meetings, and cultural events, totaling 76 sessions. Additionally, the
project was promoted through media and ethnic community channels, actively seeking
referrals from individuals, groups, and organizations. Surveys were self-administered
using a paper and pencil format, with bilingual research assistants available at each site
for recruitment and assistance. It typically took participants about 20 min to complete the
10-page questionnaire, and they received $10 as compensation for their participation. A
total of 2614 individuals completed the survey, with nearly half (48.5%) using non-English
questionnaires, indicating the effectiveness of our culturally and linguistically sensitive
approach in including traditionally underrepresented individuals. After excluding cases
with more than 10% missing responses on relevant variables (n = 79), the final sample size
was 2535. Additional details on survey procedures and sample characteristics can be found
elsewhere (The City of Austin n.d.).

2.2. Measures
2.2.1. Outcome Variable

Preventive healthcare service utilization was assessed by asking whether participants
had visited medical clinics for a routine checkup within the previous 12 months. Participant
responses were coded as either ‘no” (0) or ‘yes’ (1).

2.2.2. Demographic Variables

Background information comprised several variables: age (coded as 0 for 18-39 years,
1 for 40-59 years, and 2 for 60 years and above), gender (coded as 0 for male and 1 for
female), ethnicity (coded as 0 for Chinese, 1 for Asian Indian, 2 for Korean, 3 for Vietnamese,
4 for Filipino, and 5 for Other Asian), marital status (coded as 0 for married and 1 for not
married), and education (coded as 0 for 12 years or more and 1 for less than 12 years).

2.2.3. Immigration-Related Variables

The duration of residence in the U.S. was categorized into two groups: 0 for individuals
who had lived in the U.S. for 10 years or more, and 1 for those who had lived in the U.S. for
less than 10 years. This categorization aligns with theimmigration literature, which often
considers the 10th year as a milestone for adaptation (Beiser and Edwards 1994).

English proficiency was evaluated by asking respondents to rate their proficiency in
spoken English, with response options ranging from ‘not at all’ to ‘“very well’. Following
U.S. census guidelines, individuals who reported speaking English less than ‘very well’
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were classified as having limited English proficiency, denoted by 1, whereas those who
reported speaking English ‘very well” were considered English-proficient, denoted by 0.

Acculturation was measured by asking respondents to assess their familiarity with
mainstream American culture and customs using a 4-point scale. Responses were then
dichotomized into two categories: 0 for those reporting very low or low familiarity, and 1
for those reporting high or very high familiarity.

2.2.4. Health and Access Variables

Respondents were prompted to evaluate their current health status using a 5-point scale.
Responses were then dichotomized into ‘excellent/very good/good’ (0) and “fair/poor” (1).

Regarding health insurance coverage, participants were asked whether they possessed
insurance that covered the expenses of any medical visit. Responses were coded as ‘no” (0)
or ‘yes’ (1).

Transportation needs were gauged through a single inquiry asking respondents if they
required assistance for transportation to their medical appointments. . Responses were
coded as ‘yes’ (0) or ‘no’ (1).

Usual source of care was assessed by a question, “Is there a medical place that you
usually go to when you get sick?” Responses were coded as ‘no’ (0) or ‘yes’ (1).

2.3. Patient—Provider Relationship

Participants were asked to indicate their level of satisfaction with prior healthcare
services in the past 12 months on a 4-point scale, and responses were dichotomized
(0 = very low/low, 1 = high/very high). Participants were also asked whether they had
encountered a situation in which they could not understand what a doctor/nurse said.
Responses were coded as 'no’ (0) or “yes’ (1).

2.4. Analytic Strategy

Descriptive and bivariate analyses were carried out to comprehend the sample char-
acteristics and the relationships among study variables. Logistic regression models were em-
ployed to assess preventive care utilization, incorporating demographic factors, immigration-
related variables, health and access indicators, and aspects of the patient—provider relation-
ship. All statistical analyses were conducted using IBM SPSS Statistics 27.

3. Results
3.1. Descriptive Characteristics of the Sample

Table 1 summarizes descriptive characteristics of the overall sample. The mean age
was 42.6 years (SD = 16.9), with a range from 18 to 98. About half of the participants were
aged 18-39, and about 20% were aged 60 or older. More than half (54.9%) were female.
The sample included Chinese (24.2%), Asian Indians (22.2%), Koreans (18.2%), Vietnamese
(19.6%), Filipinos (10.2%), and individuals from other Asian ethnic groups (5.6%). More
than 67% of the sample reported that they had visited medical clinics for a routine check-up
in the past 12 months.

Table 1. Descriptive characteristics of the sample (N = 2535).

Variables %
Demographic variables
Age
18—39 48.9
40-59 31.2
60+ 19.9
Gender
Male 45.1

Female 54.9
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Table 1. Cont.

Variables %
Ethnicity
Chinese 24.2
Asian Indian 22.2
Korean 18.2
Vietnamese 19.6
Filipino 10.2
Other Asian 5.6
Marital status
Married 66.4
Not married 33.6
Education
>12 years 81.4
<12 years 18.6
Immigration-related variables
Time in the U.S.
>10 years 58.2
<10 years 41.8
English proficiency
Proficient 37.9
Limited 62.1
Acculturation
Low 325
High 67.5
Health and access variables
Self-rated health
Excellent/very good/good 89.6
Fair/poor 10.4
Health insurance coverage
No 14.9
Yes 85.1
Transportation needs
Yes 20.2
No 79.8
Usual source of care
No 38.1
Yes 61.9
Patient-provider relationship
Satisfaction with prior healthcare services
Low 10.4
High 89.6
Communication problems in healthcare settings
No 715
Yes 28.5
Outcome variables
Preventive care utilization
No 32.4
Yes 67.6

3.2. Logistic Regression Models of Preventive Care Utilization

Before proceeding to analyze multivariate models, we examined bivariate correlations
among the study variables. The variables showed correlations consistent with expectations,
and no issues of collinearity were detected. The strongest correlation was observed between

limited English proficiency and acculturation (r = —0.49, p < 0.001).

The logistic regression models examining preventive care utilization yielded sev-
eral noteworthy findings, as summarized in Table 2. Relative to the young adult group
(aged 18-39), both the middle-aged (40-59) and older adult (60 years and older) groups
displayed lower odds of utilizing preventive care services. Conversely, higher odds were



Soc. Sci. 2024, 13, 338

6 of 13

evident among females and married individuals. Additionally, in comparison to the Chi-
nese group, Korean individuals exhibited higher odds of utilizing preventive care services.
Conversely, Vietnamese Americans displayed reduced odds.

Table 2. Logistic regression model of preventive care utilization.

Variables OR (95% CI)

Demographic variables
Age (ref: 18—39)

40-59 0.54 (0.32, 0.90) *

60+ 0.53 (0.33,0.87) *
Gender (ref: Male)

Female 1.78 (1.33, 2.39) ***
Ethnicity (ref: Chinese)

Asian Indian 0.98 (0.52, 1.86)

Korean 241(1.21,4.84)*

Vietnamese 0.51 (0.27, 0.96) *

Filipino 1.29 (0.66, 2.53)

Other Asian 1.24 (0.59, 2.60)
Marital status (ref: Married)

Not married 0.66 (0.47,0.92) *
Education (ref: >12 years)

<12 years 1.36 (0.88,2.11)

Immigration-related variables
Time in the U.S. (ref: >10 years)

<10 years 0.67 (0.47,0.95) *
English proficiency (ref: Proficient)

Limited 1.06 (0.71, 1.56)
Acculturation (ref: Low)

High 1.04 (0.82, 1.31)

Health and access variables
Self-rated health (ref: Excellent/very good/good)

Fair/poor 1.17 (0.70, 21.95)
Health insurance coverage (ref: No)

Yes 2.69 (1.79, 4.05) ***
Transportation needs (ref: Yes)

No 0.83 (0.57, 1.20)
Usual source of care (ref: No)

Yes 2.98 (2.20, 4.03) ***

Patient-provider relationship
Satisfaction with prior healthcare services (ref: Low)

High 1.29 (1.04,1.59) *
Communication problems in healthcare settings (ref: No)
Yes 0.74 (0.52, 1.04)

—2 Log likelihood = 1166.8

Summary statistic x>(19) = 211.3 ***

¥p<0.05, ™ p < 0.001.

Among immigration-related variables, individuals who had lived in the U.S. for fewer
than 10 years exhibited reduced odds of utilizing preventive care services. In terms of health
and access variables, having health insurance was associated with a 2.69 times increase
in the odds of utilizing preventive care services (95% CI = 1.79—4.05, p < 0.001). Similarly,
having a usual source of care was linked to a 2.98 times increase in the odds of utilizing
preventive care services (95% CI = 2.20—4.03, p < 0.001). Regarding the patient—provider re-
lationship, individuals reporting higher levels of satisfaction with prior healthcare services
were 1.29 times more likely to utilize preventive care compared to their counterparts.
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4. Discussion

a. Interpretation and Implications

In response to the acknowledged imperative to mitigate health disparities in the
utilization of preventive care among racial and ethnic populations, the current study aimed
to identify predictors of preventive healthcare utilization in Asian Americans. This was
achieved by employing the intersectionality theory and the Institute of Medicine (IOM)
model of access to health services (Cooper et al. 2002) as a framework for analysis.

Descriptive analyses unveiled vulnerabilities in preventive healthcare utilization
among Asian Americans. Approximately 67% of survey participants utilized preven-
tive healthcare services (represented by routine checkups here). These findings align with
data indicating that approximately 68% of Asian American adults in California have re-
ported having a routine checkup within the past year (California Health Interview Survey
(CHIS) (2023)). However, rates of those using preventive healthcare services in the current
study are lower than the reported 72% for all Americans based on data from the Medical
Expenditure Panel Survey (Lines et al. 2014). This finding is consistent with existing re-
search indicating that Asian Americans experienced the largest proportional reductions
in their rates of use for various preventive healthcare services compared to other racial
and ethnic minority groups including African Americans and Hispanics (Alba et al. 2024).
Moreover, about 15% of Asian Americans in the current study lacked health insurance
coverage, a proportion higher than the reported 10% for the U.S. population according to
data from the 2019 National Health Interview Survey (Cohen et al. 2016). This study result
also aligns with the finding that the Asian American group had higher uninsured rates than
other minority groups such as African Americans and Hispanics (U.S. Census Bureau 2023).
Additionally, a significant portion (38.1%) of the current sample lacked a usual source of
care, markedly higher than the 7% reported for a national sample of non-Hispanic White
adults (McMenamin et al. 2020). While caution should be exercised in directly comparing
rates across different studies due to methodological heterogeneity, these findings align with
the previous literature indicating that Asian Americans face disparities in health insurance
coverage and access to healthcare services, positioning them as a disadvantaged minority
group in the U.S. (Brown et al. 2000; Escarce 2007; McMenamin et al. 2020).

In the multivariate analyses, disparities in the utilization of preventive care were
evident across Asian American subgroups. Vietnamese Americans, compared to Chinese
Americans, exhibited lower rates of preventive care utilization. This finding aligns with
previous literature indicating variations in preventive healthcare services utilization among
Asian American subgroups (Park et al. 2019). These disparities suggest that a one-size-fits-
all approach to healthcare is insufficient to meet the unique needs of all Asian American
subgroups. Consequently, our results highlight the necessity for developing tailored public
health intervention programs designed specifically for Asian American subgroups to
enhance their utilization of preventive services.

As variables specific to the experiences of immigrants, the length of stay in the United
States, English proficiency, and acculturation were considered. The use of preventive
healthcare was only found to be promoted among those who had lived in the U.S. for
a longer time (>10 years). This finding is in line with literature showing that years of
residence in the U.S. are more prominent predictor of service use than the level of English
language proficiency and of acculturation (Luo and Wu 2016). The time spent in the U.S.
seemed to improve the knowledge of healthcare systems in mainstream society and local
resources (e.g., interpretation and transportation services), facilitating the use of preventive
health services. Given these findings, it becomes evident that newly arrived immigrants
are particularly vulnerable due to their limited knowledge of the healthcare system and
available resources. Thus, such vulnerabilities seen in newly arrived immigrants should
be taken into consideration in developing and implementing targeted interventions and
health planning to improve the use of preventive healthcare. The practical implications of
these findings are also significant for social workers. Considering that social workers are in
a unique position to play a crucial role in the process of adapting to immigrant life among
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newly arrived immigrants, they can offer integrated support that addresses not only social
services such as housing, employment, and language training but also the healthcare needs
of newly arrived immigrants.

Not surprisingly, health insurance emerged as a significant factor influencing preven-
tive healthcare utilization among Asian Americans. Those with health insurance coverage
had 2.69 times higher odds of utilizing preventive healthcare compared to those without
coverage. The Patient Protection and Affordable Care Act (ACA) has been instrumental
in extending health insurance coverage through federal and state marketplaces, as well
as Medicaid expansion. While the ACA has provided millions of Americans with health
insurance coverage, including many preventive services at no cost, Asian Ameri-cans
still encounter numerous challenges and barriers in accessing and utilizing the ser-vices
and benefits offered by the ACA. For instance, there remains a shortage of linguistically
appropriate resources (such as factsheets, webinars, videos, and a workforce proficient in
multiple languages) available to many limited-English-proficiency, uninsured, immigrant,
and low-income Asian American communities (National Council of Asian Pacific Islander
Physicians 2015). The findings of this study emphasize the urgent need for comprehensive
efforts to educate Asian Americans about their healthcare reform benefits and coverage.
This may include training community health workers (CHWSs) who are proficient in Asian
languages and familiar with the cultural contexts of Asian American communities to assist
community members with health insurance enrollment and preventive care utilization.

The significant contribution of a usual source of care to predicting the use of preventive
healthcare services is worthy of attention. After controlling for several demographic and
immigration-related variables and health insurance coverage, those who had a usual source
of care exhibited 2.98 times greater odds of using preventive healthcare than those who
had not. The concept and efficacy of the medical home, also known as usual source of
care, has been extensively discussed in the health services and medical literature. Having a
usual source of care offers several benefits within the healthcare system. It ensures timely
access to medical care, promotes the continuity of care, facilitates the early identification of
special healthcare needs, and enhances the quality of care received, ultimately leading to
improved health outcomes (Blewett et al. 2008; Damiano et al. 2006). Certainly, alongside
significant efforts to extend health insurance coverage, the concept of a usual source of care
has garnered considerable attention as a strategy to enhance access to quality preventive
care. For example, a large number of uninsured individuals have a regular relationship with
healthcare providers or health service facilities as a usual source of care (Vega et al. 2018),
and those who have a usual source of care are more likely to use preventive healthcare
(Isehunwa et al. 2017; Lin et al. 2019). In addition, when directly compared with health
insurance status, a usual source of care has been found to be a stronger predictor of
preventive care use (Misra et al. 2018). Several state health reform proposals promote
having a usual source of care as part of their reform initiatives to focus on preventive
primary care (Blewett et al. 2008). In addition, the U.S. Preventive Services Task Force
has created an interactive website (https://epss.ahrq.gov/ePSS/about.jsp; accessed on
1 May 2024) to assist primary care clinicians who play a role as a usual source of care to
identify the screening, counseling, and preventive care services that are appropriate for
their patients (U.S. Preventive Services Task Force n.d.). Thus, improving access to a usual
source of care may be not only an important step but also an achievable strategy through
local and national initiatives in improving preventive healthcare utilization.

As an endeavor to explore the critical contributors of preventive healthcare use guided by
the IOM’s model, the patient-provider relationship variables were included in this study. The
level of satisfaction with prior healthcare services was significantly associated with the use of
preventive healthcare, but no association was found for communication problems in healthcare
settings. It is notable that effective communication between the provider and the patient is
integral to healthcare (Spooner et al. 2016); however, higher levels of patient satisfaction have
been shown to be more important in the use of preventive healthcare. For Asian Americans in
particular, the use of preventive healthcare depends on healthcare providers” comprehensive
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attention to patients’ social, economic, cultural, and psychological vulnerabilities rather than
focusing on communication only (Lucas et al. 2008). The findings underscore the importance
of enhancing the capability of healthcare providers and organizations to effectively understand
and respond to the cultural and linguistic needs presented by patients.

Intersectionality theory also provides rationales for discussing the findings and implica-
tions of this study. For instance, according to our results, for newly arrived Asian immigrants,
intersecting identities such as ethnic minority status and immigration can compound their
vulnerabilities and barriers to accessing preventive healthcare. Legal and policy obstacles fre-
quently prevent new immigrants, particularly those from ethnic minority backgrounds, from
accessing public health benefits and programs. For instance, policies that deny public health
insurance options significantly limit their ability to receive preventive care. Additionally,
the five-year waiting period for lawful permanent residents (i.e., green card holders) before
they can access federal healthcare benefits, including Medicaid, further restricts healthcare
access for new immigrants (Kaiser Family Foundation 2022). These policies create significant
obstacles for newly arrived immigrants seeking necessary health services.

On the other hand, new immigrants from ethnic minority backgrounds often hold
distinct cultural beliefs about health and healthcare that can influence their acceptance and
utilization of preventive healthcare services. For instance, certain cultures may prioritize
acute care over preventive measures or follow alternative health practices that do not
align with conventional preventive healthcare approaches (Spector 2017). Moreover, in
the context of access to health insurance, intersecting identities of being from an ethnic
minority group, having limited English proficiency, and possibly belonging to a lower-
income community may create compounded barriers to accessing preventive healthcare.
Further detailed research on these topics is warranted in future studies. In conclusion,
intersectionality theory underscores the importance of enhancing the capability of health-
care providers and organizations to effectively understand and respond to the multiple,
intersecting identities of their patients.

This study also underscores the importance of recognizing the role of social workers in
healthcare settings for Asian American communities. Prior research has highlighted the neces-
sity for healthcare service delivery to transition from hospitals to community-based settings
(Ross and de Saxe Zerden 2020). Moreovet, collaborative interprofessional teams, typically
comprising a physician, registered nurse, and social worker, have demonstrated superior
outcomes in preventive healthcare services compared to independent physician practices
(Fowler et al. 2020; Fraher et al. 2018). In addition, the study highlights the social worker’s role
of advocacy in improving healthcare access for Asian American communities, emphasizing
the need for culturally competent health education and services (Wong et al. 2005). Thus,
healthcare policies should incorporate initiatives aimed at enhancing cultural competency
training among social workers in healthcare settings. This training would enable them to gain
a deeper understanding of the unique health needs of Asian Americans. Consequently, it
would empower them to effectively deliver health interventions; facilitate communication
among interdisciplinary teams, Asian American patients, and their families; and link patients
and their families to community resources.

b.  Limitations of the Study and Suggestions for Future Studies

Several limitations of the present study should be acknowledged. The utilization
of a cross-sectional design and purposive sampling implies the need for caution when
generalizing the findings and drawing causal inferences. The nature of the samples limits
the conclusiveness of the findings, and further investigation is warranted. Future studies
should strive to include more representative samples and employ a longitudinal design
to comprehensively assess factors influencing preventive healthcare utilization within a
multicultural context.

While we defined a routine checkup as the utilization of preventive healthcare services,
future studies should consider incorporating other preventive services recommended by
the U.S. Preventive Services Task Force (e.g., flu vaccination, cholesterol screening, blood
pressure checkup, pap test, mammogram, and colorectal cancer screening). This could
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better assess the overall preventive healthcare behaviors and needs of Asian Americans,
identify specific gaps in service utilization, and develop targeted interventions to improve
preventive care uptake across diverse groups.

Additionally, exploring variables such as cultural beliefs about preventive healthcare,
interpersonal networks and support, and health behaviors could provide valuable insights.
System-level variables, such as the availability of healthcare providers offering culturally
and linguistically appropriate services in the local area, should also be taken into account
when assessing individuals’ utilization of preventive health services. In particular, since
exploring interaction effects based upon the intersectionality theory can provide insights
into the complex relationships in preventive care utilization among different factors, future
study should consider interaction effects to uncover more nuanced findings.

While the current study sheds light on public health policies and programs targeting
Asian Americans as a whole, it is important to acknowledge the diverse nature of Asian
American populations. Future research should delve deeper into within-group variations
within the Asian American community. This approach would allow for a more nuanced
understanding of the specific needs, challenges, and health disparities experienced by
different ethnic subgroups within the broader Asian American population. By considering
these variations, policymakers and public health practitioners can develop more tailored
and effective interventions to address the unique health concerns of each subgroup. That is,
by understanding how key factors vary across different Asian ethnicities, policymakers
and healthcare providers can better allocate resources and design interventions that effec-
tively target the specific challenges and barriers to preventive care faced by each group.
This targeted approach ultimately enhances the accessibility and relevance of preventive
healthcare services for diverse Asian American communities.

Lastly, considering that the receipt of preventive services has been linked to reductions in
morbidity and mortality across various health domains such as cancer, chronic diseases, and
infectious diseases (U.S. Department of Health and Human Services 2012; Sanchez 2007), it is
imperative for future research to investigate how the utilization of preventive care impacts
other health outcomes over time. Longitudinal studies can provide valuable insights into
the long-term effects of preventive healthcare interventions on overall health and well-being
within the Asian American population. By examining the relationships between preventive
care utilization and a broader range of health outcomes longitudinally, researchers can better
understand the comprehensive benefits of preventive services and inform more targeted and
effective public health interventions.

5. Conclusions

The findings of the study indicated that extended durations of stay in the U.S. and
having health insurance coverage, a regular source of healthcare, and higher satisfaction
with previous healthcare services were linked to a greater likelihood of using preventive
healthcare services. Despite these limitations, the study’s findings contribute significantly
to our comprehension of the factors influencing the utilization of preventive care, offering
valuable insights for the development of effective social work and public health inter-
ventions. Although the study focuses specifically on Asian Americans, its approach and
findings have broader implications for reducing health disparities and ensuring access to
appropriate preventive health services for other racial and ethnic minority populations
as well. Our approach effectively identified subgroups at greatest risk, and the identified
in-dividual- and patient-provider-related factors can be used for targeted interventions
and strategic health planning for racial/ethnic minorities in the U.S.
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