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	 Population studied. From 2000 to 2005, the number 
of individuals in the United States who identified as Asian in-
creased by over 2 million people, concentrating in certain ur-
ban areas like New York City.1 In New York City, where 44% 
of all residents are foreign born,2 immigration issues, including 
overall health and wellness, access to health care, and cost bur-
dens, present major concerns. Immigrants from Asia and the 
Pacific Islands (API) have been identified as the second fast-
est growing minority group, increasing in New York City by 
63.1% from 1999-2000.3 API immigrants have a poverty rate 
of 10.2%—compared with the 7.8% of non-Hispanic whites.4 
They tend to live in concentrated and isolated areas with low-
income work and overcrowded housing.4 Residents of these 
neighborhoods generally have low educational attainment, lim-
ited work skills, language deficits, low earnings, lack of substan-
tial employment, healthcare or affordable housing.4 High school 
education completion is significantly lower than the national av-
erage, contradicting their reputation as highly educated “model 
citizens.” They normally hold jobs in the restaurant and garment 
industries, resulting in neighborhoods with significantly lower 
than regional average wages4. Many live below or close to the 
poverty line, and are less likely to have health insurance; impov-
erished living conditions directly afflict the health of families, 
increasing barriers to social services and medical care.5-7

	 These characteristics of API immigrant communities 
are seen in New York City’s Lower East Side, where 35% of 
the population identifies as Asian.8 A policy initiative developed 
in 2004, Take Care New York assesses community health by 
measuring the presence of 10 key variables that substantially 
increase morbidity and mortality, all preventable with primary 
medical care. Take Care New York’s most recent Community 

Health Report on the Lower East Side revealed that API im-
migrants are not accessing the primary care and social services 
necessary for basic health. In a community where one in four 
individuals lives below the poverty level, the Lower East Side 
ranked below average on half of these variables, including: (1) 
determining HIV status, (2) getting checked for cancer, and (3) 
making homes safe and healthy.8 Further, one in four adults re-
ported they did not have a regular doctor (which was average), 
and over one in four said they were uninsured or had been so 
within the past year.8 
	 These statistics contribute to looming public health 
concerns that disparities in care for minority groups are mount-
ing across the nation.9 The API population’s underutilization 
of basic health care is a national crisis because of their rapid 
growth. Previous speculation about this population looked to-
ward traditional health beliefs and practices in cultural traditions 
as barriers to utilization of Western health services, but recent 
studies are proving this is not the case; a study examining API 
underutilization of health services in San Francisco reported 
that poverty status was one of the most consistent predictors of 
healthcare access.10 Yet for this immigrant population, immigra-
tion history, language barriers, and cultural norms compound 
socioeconomic challenges,making the population especially dif-
ficult to reach. 11 Families prioritize basic physical environment 
needs like housing and food over health maintenance, prevent-
ing API immigrants from having a medical home with primary 
care. The aims of this study are to examine healthcare profes-
sionals’ perceptions of the psychosocial issues that contribute to 
API immigrant patients’ underutilization of primary health care. 
The information will serve as a needs assessment, investigating 
gaps in the API population-healthcare system interaction. From 
this, strategies for reaching API families can be explored. 
	 Understanding the needs of API populations. The 
Charles B. Wang Community Health Center (CBWCHC), a lo-
cal clinic in Chinatown, is spearheading the efforts of several 
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community organizations to research the exact health status of 
API populations, aiming to build a comprehensive understand-
ing of their needs and how to connect them with medical care. 
For example, to address the significant presence of Hepatitis 
B seen in API neighborhoods across the United States, CB-
WCHC’s Asian American Hepatitis B Program provides free 
screening and services at several local sites.12 A 2006 report 
stated that during six months observed in 2005, 56.6% people 
screened said it was their first time being tested. Of this group, 
14.8% had chronic HBV infection.13 In other health areas, more 
research from the CBWCHC found that when practitioners 
began using the PHQ-9 to routinely screen this population for 
depression, 4.1% had clinically depressive symptoms that were 
never before addressed.14 More alarming was the CBWCHC’s 
report on API children with asthma.  When school-based asthma 
allergy questionnaires (translated into Chinese) were sent home 
with 476 second grade students from four public schools in low-
er Manhattan, 48.1% of the children tested positively with no 
previous asthma diagnosis.15 
	 It is important to recognize the significance of the 
tactics used by the CBWCHC to increase screening and reach 
more API individuals. The CBWCHC made Hepatitis B screen-
ing free, highlighting that cost of care and lack of insurance are 
major roadblocks. To identify and combat depression, clinicians 
used the PHQ-9 as part of every routine visit instead of just when 
the patient expressed concerns about their mental health. Asians 
traditionally do not respond to western interpretations of mental 
health, viewing such problems as indicators of hereditary weak-
nesses, imbalance between yin and yang, supernatural interven-
tion, or just emotional exhaustion, and they may somatisize psy-
chosocial concerns, underutilizing mental healthcare.16 Asthma 
questionnaires enhanced screening efforts by sending home 
translated fliers, eliminating language barriers and the reliance 
on patients to actively seek services. Putting the information in 
their language seemed to have the most success in reaching API 
families. 
	 These studies confirm the findings of Take Care New 
York’s Lower East Side Healthcare Report: this population has 
chronic disease and health issues that are manageable and pre-
ventable, but they are not receiving the diagnostic or treatment 
attention that comes with having a primary care doctor or access 
to preventative care. This can aggravate symptoms until con-
ditions reach detrimental states, and API individuals arrive in 
emergency rooms or urgent care sites. Yet even after emergency 
room and clinic visits, it is unclear whether API families will 
receive further check ups or education about managing chronic 
health conditions. Further, API immigrants are often unaccus-
tomed to or confused by western medications and terms, and it 
is common for them to add their own traditional remedies.17 This 

challenges hospital staffs to gauge how these families interpret 
their conditions, let alone know how they are treating conditions 
at home.18,19

	 API families are falling victim to the visible racial and 
socioeconomic disparities in access to and provision of health-
care.20 There appears to be insensitivity in the system to the 
psychosocial and unique health factors faced by all minority 
populations, and specifically API immigrants.12 Floating to the 
surface above these statistics is the continually debated question 
that follows all minority and vulnerable populations: what bar-
riers are keeping them from accessing the care available? Are 
there simply not enough services? One theory suggests health 
care regulation efforts contribute to the neglect of needs and 
public attention towards API immigrants. Davies, Washington, 
and Bindman measured trends in public health reporting and 
explained that the way statistics are collected, analyzed and 
presented further marginalizes the experiences of vulnerable 
populations within the healthcare and social service system.21 
If a population does not have access to healthcare facilities they 
are not included when statistics are measured. This misleading 
absence from records diverts public attention instead of high-
lighting a need for supportive services.21 
	 A different theory addressing ethno-cultural barriers 
suggests it is not a deficiency in services but a deficiency in the 
services’ ability to accommodate for unique API needs. A recent 
study examined the Bridges Project, a community based orga-
nization that specifically targets the API population living with 
HIV/AIDS in New York City.22 According to the report, the suc-
cess of HIV/AIDS treatment was a result of the methods used 
by the Bridges Project to connect patients with available com-
munity services. Those clients who were undocumented and/
or spoke an Asian primary language had a significantly lower 
receipt rate of services than English speaking documented par-
ticipants.22 When asked six months into the program about sig-
nificant barriers that previously kept them from using services 
with which they were currently connected, the top three were 
that (1) the staff did not speak their language, (2) they were not 
sure where to go, and (3) the costs were prohibitive. Participants 
also reported confidentiality concerns: they feared what provid-
ers would say and that their HIV status, and possibly their im-
migration status, would be exposed.
	 The Bridges Project analysis revealed that low service 
utilization could indicate a lack of familiarity with where ser-
vices are located, or that systems of care lacking in linguistic and 
cultural resources resulted in poor system recognition and fail-
ure to provide adequate medical treatment.22 In other words—
no cultural component means low service utilization. The staff 
spoke the appropriate languages, which enabled them to connect 
their patients with legal aid organizations, housing placement 
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services, ambulatory care services, and immigrant advocacy 
agencies. They also incorporated the use of traditional eastern 
medicinal treatments by developing an acupuncture clinic, an 
Asian food and nutrition program, and social events to address 
support needs. API families are often hesitant to seek help for 
fear that their medical conditions will somehow be revealed 
to their community; confronting the social stigmas of certain 
health conditions, which previously prevented some API fami-
lies from seeking available treatment, reinforced confidential-
ity.22 This could keep them from reaching critical services or 
even addressing health concerns altogether. Conclusions from 
this report further confirmed the indications of the CBWCHC 
clinical studies—that cost, language, knowledge of social ser-
vice location and unique cultural stigmas must be addressed to 
successfully provide API immigrants care, and to help them find 
the services they need.  
	 Research methodology. Many children in immigrant 
families are born in the United States and are United States citi-
zens, eligible for federal health insurance and other public ben-
efits like food stamps, WIC, and public assistance. Immigrant 
families are therefore more likely to visit healthcare settings for 
their children’s issues, if at all. Children are seen in community 
or hospital clinics for general care, and sent to hospital specialty 
clinics for specific issues like asthma and developmental disor-
ders. In New York City, urban public hospitals also act as a mod-
ern Ellis Island for the city’s influx of immigrants, and are often 
one of the first stops for newly arrived individuals and families.  
However, because of tremendous demand, healthcare staff is 
generally not large enough and often lacks necessary funding to 
accommodate the patient population.  Specialty clinics in pub-
lic hospitals often receive API referrals from various commu-
nity organizations and social service agencies in Chinatown and 
around the metropolitan New York area. Thus, to further explore 
the disparities seen in API access to and utilization of care, in-
terviews were conducted with various providers who work with 
the API population treating children on a regular basis.  
	 A semi-structured interview guide was created to elicit 
information about staff interactions with and perceptions of API 
patient needs, inquiring about the experience of communicat-
ing with and accommodating to the needs of API families. Six 
members of the pediatric health and allied health team of a large, 
Northeastern urban hospital that sees API children from around 
the metropolitan area were identified and approached to partici-
pate in this study. These individuals included social work and 
child life specialists, physicians from the pediatric developmen-
tal and asthma clinics, a department director, and a bilingual pe-
diatrician working with API families. Each person approached 
consented to participate, and interviews lasted approximately 45 
minutes. A set of core questions guided each interview, and in-

cluded four main questions: 
1. Can you describe the populations you work with 			
(major health issues/presenting problems, etc.)?
2. What services do your patients typically use most?
3. What specific subgroups within this patient popula		
tion are your department’s services having trouble 			 
reaching? What has been challenging?
4. Is there a need you wish you could address, but 			 
have to push aside due to lack of time/funding/			 
resources? What would be helpful?
	 Results. A basic content analysis of interview guide re-
sponses revealed characteristics and problems in the relationship 
between healthcare systems and API immigrants in NYC. These 
are presented below, categorized by the interview guide ques-
tion. After the initial analysis, responses were compared with the 
TCNY and literature findings about the API population.
	 Interviewees described patients, mainly immigrants, 
many of whom are illegal with very low incomes. Major health 
issues for the entire population noted by all respondents includ-
ed ADHD, developmental and language delays, obesity, asthma 
and diabetes. Physicians specifically noted the disorganized na-
ture of patient homes, making it difficult to ensure that parents 
bring in their children for regular visits and correctly distribute 
medication. Parent depression and isolation is common, and 
many patients ask for help with housing, education, employ-
ment, legal status, and finding food. 
	 Overall, patients ask health professionals for advice and 
advocacy regarding documentation and complicated legal is-
sues. Families need help finding appropriate schools and special 
education programs. The physicians agreed that families sought 
referrals for schools and childcare, and many needed to know 
how to find after-school programs and other resources in their 
area. Families uniformly need help understanding and navigat-
ing insurance and public benefits. On top of chronic health con-
ditions, patients come to their doctors for help with the daily 
tasks that prevent them from functioning in a novel environ-
ment.23, 16 However, patient expectations for advice are not al-
ways satisfied; all interviewees reported they rarely know where 
to send families who ask for help with resources. Even if they 
could make suggestions for outside referrals, they do not have 
time to follow up with the families on these issues to ensure that 
social service connections were made.
	 Further, API patients are generally not receptive to sup-
port groups or educational services offered in the hospital. This 
may be a function of low self-efficacy regarding the health of 
their children, or alternatively, of low service utilization due to 
the absence of the ethno-cultural sensitivity. It is questionable 
whether these services are equipped to handle the language and 
cultural needs of this population, which is a fear that prevents
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many API families and individuals from using social services.22 
One physician reported that API parents specifically underuti-
lize the developmental, language delay, and behavioral services 
offered by the developmental clinic, and found that a significant 
cultural stigma regarding such issues prevents them from ad-
dressing disorders these clinics seek to treat. 
 	 Collectively, interviews indicated a need to provide 
information on where to find help with housing, immigration, 
health insurance, and other psychosocial issues. The short dura-
tion of a clinic visit gives insufficient time to address both medi-
cal and psychosocial concerns completely. Provider education 
about psychosocial and concrete services in the community is 
needed to enable discussions with families about the environ-
mental and social needs that are inhibiting patient health, and 
multiple interviewees independently expressed the need for a 
consolidated resource of available social services in the city. 
They need a functional way to connect low-income immigrant 
families with services in their communities, and to efficiently 
follow up to ensure that referrals successfully address concerns.
	 Responses from the staff were consistent. Expression 
of psychosocial concerns was a dramatic trend in nearly every 
question, indicating that these families spend so much time try-
ing to satisfy basic needs that health concerns are attended to 
secondarily. Providers are aware of the direct impact this has 
on health outcomes and on the unique cultural needs that keep 
families from seeking healthcare, and educational guidelines for 
healthcare professionals have recently been revised to incorpo-
rate the assessment of psychosocial issues. The Institute of Med-
icine’s Proposal on Medical School Curriculum Reform states, 
“Identifying personal, familial, social, and environmental fac-
tors that may affect a patient’s health enables physicians to pro-
vide better, more patient-centered care.”24 To this the American 
Academy of Pediatrics responded, “(t)he purpose of this state-
ment is to reaffirm the commitment of the AAP to prevention, 
early detection, and management of behavioral, developmental, 
and social problems as a focus in pediatric practice.”25  In isola-
tion, this genuine effort is substantial, but it counts on the ability 
of patients to actually access care; being trained and committed 
to the “early detection” and “management” of the psychosocial 
issues is not necessarily bringing these families into medical of-
fices. 
	 Discussion and conclusions. This study measured pro-
viders’ perceptions of the psychosocial issues that prevent low-
income, API immigrants from pursuing primary care and other 
health services. Findings from this investigation, which concur 
with the TCNY findings, reveal three main issues surrounding 
the interaction between healthcare and the API population that 
providers should address to reach these individuals. First, API 
immigrants experience tremendous barriers when trying to sat-

isfy basic needs. Language difficulties prevent them from work-
ing through red tape of the city’s many benefit programs, poli-
cies, and regulations. Located throughout the city are numerous 
immigrant advocacy groups and organizations that help with 
and provide legal services, public benefits, childcare, housing, 
and job training—the “outside system,” but they continue to go 
underutilized. 
	 Second, the extensive web of social and medical ser-
vices in the city is complicated and scattered. Healthcare profes-
sionals do not have a knowledge of local, targeted resources to 
help patients.27 Even if providers could make a suitable referral, 
it is difficult for healthcare staff to follow up,  and to ensure the 
problems are adequately addressed.
	 The third substantial finding from this investigation 
reveals that API immigrant families use their children’s pedia-
trician as an advisor on health issues and psychosocial issues. 
This suggests medical settings are ideal for addressing the needs 
of API immigrant populations. A study conducted by Johns 
Hopkins School of Medicine and the University of Connecticut 
School of Medicine surveyed parents in an urban hospital clinic 
for low-income children to determine whether they felt comfort-
able seeking advice from their child’s doctor about psychosocial 
issues.28 Of 100 parents questioned, 67% felt comfortable ask-
ing the pediatrician for help with needs like housing, childcare 
and job training, and of those, 70% expected doctors to actually 
provide referrals and advice. Families view their child’s doctor 
as a part of “the system” who is able to listen to and advocate for 
them. Thus, an approach addressing the social problems of low-
income families (especially immigrants) needs to be integrated 
into the medical setting where they receive healthcare.28

	 The challenges faced by API immigrants and provid-
ers can be addressed with a shift in the traditional medical care 
model to include infrastructure to connect and serve all constitu-
ents—care providers, social service agencies to help with afflict-
ing basic needs, and providers. One approach to this is seen in 
the presence of Project HEALTH Family Help Desks in multiple 
hospitals nationwide. The Project HEALTH Family Help Desk 
serves as an interactive database that brings access to services 
into hospital waiting rooms. Families can walk up to the desk 
while they wait and meet a volunteer who will perform a quick 
analysis of their needs, screen them for public benefit eligibility, 
and help them find programs in their community. When a family 
indicates to their healthcare provider a need for resources, they 
are referred to the Family Help Desk where a well trained vol-
unteer will provide the follow up, guidance and advocacy they 
cannot. The volunteers fill the gap in services that the present 
healthcare system does not support. 
	  Yet, while the integration of information and referral 
services into healthcare settings is substantial, it may not com-
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pletely address the needs of API families unless an ethno-cultur-
al component is also included. If community based information 
and referral programs are placed in healthcare settings, several 
suggestions can be made to better reach API populations. Rou-
tine psychosocial surveys translated into Asian languages could 
be issued at the beginning of every doctor’s visit as a part of reg-
ular paperwork, serving as publicity and providing the connec-
tion to attract API families in need to the service. Furthermore, 
the staff needs education about the various cultural traditions 
and languages that might determine API families’ interpretation 
of services. Incorporating background knowledge of the unique 
psychosocial or health issues API populations experience into a 
separate screening test not recommended for the general popula-
tion may also be helpful.29 
	 To better serve Asian and Pacific Island populations, 
this study calls for culturally competent information and referral 
services to be placed in healthcare settings. This may ameliorate 
the API disparities in healthcare by addressing basic needs that 
act as barriers to adequate care. Further, such services may enable 
health professionals to discuss basic needs with API patients, 
providing complete and comprehensive care. More research is 
required to determine the services API populations specifically 
need, and what is difficult to find in their communities. 
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