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Effect of Acculturation on Variations in Having a Usual
Source of Care Among Asian Americans and Non-Hispanic
Whites in California
Eva Chang, PhD, MPH, Kitty S. Chan, PhD, and Hae-Ra Han, PhD, MSN

The percentage of Asian Americans having
a primary care provider has been persistently
lower than that of Whites (68.4% vs 76.7%,
respectively, in 2009).1 This disparity is im-
portant because having a usual source of care
(USC) has consistently been associated with
increased utilization of primary care services
and better health outcomes.2---5 Asian Americans
are disproportionately burdened because of
their increased risks of easily preventable and
chronic diseases.6 Because Asian Americans
are the fastest growing minority population in
the United States,7 understanding their
health care access is important for improving
health and health care outcomes of Asian
Americans.

The literature has revealed persistent dis-
parities in access to care, specifically having
a USC, between Asian Americans and non-
Hispanic Whites.8,9 However, few studies have
explored what factors influence this disparity.
Variation in behavior to access health care
among immigrants has been attributed to lin-
guistic barriers and the lack of familiarity and
comfort with the US health care system.10---14

Given the high percentage of immigrants among
Asian Americans (66% in 201215), studies of
Asian Americans should consider the cultural
and psychological effects of immigration and
acculturation.12,13,16---19 Commonly used mea-
sures of acculturation are English language
proficiency and length of residence.11,20,21 Both
measures have been found to significantly in-
fluence access to care and are often included in
survey data studies.11,13,20,22,23 Conceptualiza-
tions of acculturation also recognize the impor-
tance of understanding how communities might
affect health and access to care.20,24---26 Ethnic
neighborhoods (communities with high propor-
tions of ethnic minorities) provide cultural goods
and social ties that may alter adaptation to a new
culture and may serve as a primary resource of

health knowledge for immigrants and less-
acculturated individuals.20,25,27

The Andersen health behavioral model is
the most widely used model to study access to
health services.28---30 For the general popula-
tion, an individual’s propensity (predisposing
characteristics), means (enabling resources),
and need for health care services are all
associated with having a USC.30---34 In the
general population, earlier studies have found
the following predisposing characteristics to be
positively associated with having a USC: older
age, female gender, married, and more educa-
tion.32---35 Among enabling resources and need,
having health insurance, employment, higher
household income, and higher health need
have been positively associated with access to
care.4,32,33,35,36 Although modified Andersen
models that include acculturation have been
proposed, these models have not been stan-
dardized and generally include a mix of

predisposing and enabling factors that are
specific to the minority population stud-
ied.11,18,37---41 Many studies have found longer
length of residence to be positively associated
with access to care,12,18,42,43 but findings for
English proficiency have been mixed, and
population-level research on the impact of
ethnic neighborhoods on access among
Asian Americans is lacking.11,23,26,37,42,44

Additionally, relationships among commonly
used predisposing and enabling factors and
having a USC are not well established in Asian
Americans.29,30 Although, on average, Asian
Americans have high socioeconomic status,
they also have higher rates of poverty, un-
employment, and lack of insurance than non-
Hispanic Whites.45---47 Although health insur-
ance significantly influences access among all
Asian Americans,48---51 associations among access
to care and education, income, and employment
for Asian Americans are unclear.11,48---53

Objectives. We examined variations in having a usual source of care (USC)
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The lack of research on and clarity regarding
access to care for Asian American adults
suggests that a better understanding of the
associations among having a USC, accultura-
tion factors, and predisposing and enabling
factors for Asian Americans is needed. In this
study, we aimed to (1) determine whether
Asian American adults are less likely to have
a USC than non-Hispanic White adults and (2)
examine how acculturation and key predis-
posing and enabling factors differentially in-
fluence having a USC in non-Hispanic White
and Asian American adults. Although previous
research has largely focused on personal ac-
culturation measures, we also included envi-
ronmental influences to more fully understand
the effect of acculturation on having a USC.

METHODS

Data are from the 2005 and 2009 California
Health Interview Survey, a biennial, cross-
sectional, random-digit-dialed telephone sur-
vey representing the noninstitutionalized
population in California. We aggregated 2
years of data to ensure statistical power and
excluded the 2007 survey because of con-
cerns about differences in phrasing before the
question regarding having a USC (California
Health Interview Survey Data Access Center,
written communication, March 19, 2012).
The California Health Interview Survey uses
a multistage sample design, with oversampling
of smaller ethnic groups. Interviews were
conducted in English, Spanish, Chinese (Mandarin
and Cantonese), Korean, and Vietnamese to
increase sample representativeness.54---56

Comparable with other surveys in California,
response rates were 26.9% and 15.6% in 2005
and 2009, respectively.57,58 Most study variables
had less than 3% missing, except for income,
which had more than 20%. The California Health
Interview Survey imputed missing data using
model-based hot deck imputation or valid replace-
ment values when possible.54,55 The study sample
was restricted to non-Hispanic White and Asian
American adults (aged 18---64 years). The un-
weighted sample included 46121 adults (38555
non-Hispanic Whites and 7566 Asian Americans).

Measures

The dependent variable was whether the
respondent currently had a USC other than the

emergency department. We coded those with
a USC as 1 and those without a USC or who
identified the emergency department as their
USC as 0.

The main independent variable was self-
reported race (non-Hispanic White or Asian
American). The key predisposing characteristic
was educational attainment (less than high
school; high school graduate or General Edu-
cational Development; some college, an asso-
ciate of arts, or vocational school; college
graduate; or graduate school).

Key enabling resources were household in-
come, employment status, and health insurance
status. We adjusted annual household income
by household size and categorized it as less
than 100% of federal poverty level (FPL),
100% to 199%, 200% to 299%, or 300% or
more; this was based on US Census Bureau’s
poverty thresholds. Current employment status
was divided into employee, self-employed,
unemployed, or not in the labor force. Current
health insurance status was categorized as
employment based, other private, Medicaid
(Medi-Cal), other public insurance, and uninsured.

We assessed acculturation using English
language proficiency, length of residence,
and residence in a race-concordant neighbor-
hood. Self-reported English proficiency was
dichotomized as high (English only, very well,
well) and limited (not well or not at all). Length
of residence combined nativity and years in the
United States and categorized respondents as
US-born, recent immigrant (< 5 years), mid-
tenure immigrant (5---14 years), or long-tenure
immigrant (‡ 15 years). Residence in a race-
concordant neighborhood was constructed by
linking survey respondents’ census tract to
2010 US Census Summary File 1 to determine
the percentage of same-race residents in the
tract. We coded respondents with 40% or
more race concordance as living in high
race-concordant neighborhoods and those
with less than 40% race concordance as living
in low race-concordant neighborhoods.59 All
models were adjusted for age, gender, marital
status, household size, health status, and
survey year.

Statistical Analyses

We used the v2 test to test differences
between non-Hispanic Whites and Asian
Americans. Multiple logistic regression models

were used to examine the independent associ-
ations of key predisposing, enabling, and
acculturation factors on having a USC.

We constructed 2 sets of models to examine
variations across and within race. The first set
included the total sample, and the second set
stratified the data by race. Within each set,
we built 3 models to assess how systematic
inclusion of factors changed associations.
Model 1 included the predisposing characteristic—
educational attainment—and demographic
factors. Model 2 added the enabling resources—
employment status, insurance, and income.
Model 3 added the acculturation factors—
language proficiency, length of residence, and
residence in a racially concordant neighbor-
hood. We used the adjusted Wald test to test
whether the inclusion of new factors improved
model fit.

Survey weights were used to adjust for the
complex survey design. Analyses were con-
ducted with Stata version 12.0 (StataCorp
LP, College Station, TX).

RESULTS

We found statistically significant associations
between Asian American and non-Hispanic
White adults in California for most descriptive
characteristics and key predisposing, enabling,
and acculturation factors (Tables 1 and 2). The
Asian American sample wasmore female, younger,
and of poorer health and had larger household
sizes than the non-Hispanic White sample. We
observed no difference in marital status.

Asian Americans had both higher and lower
observed levels of educational attainment; ap-
proximately 54% had at least a college degree
and 8% had less than a high school diploma
compared with 44% and 4%, respectively,
among non-Hispanic Whites. Although non-
Hispanic Whites and Asian Americans had
similar percentages of total employment (75%
vs 73%, respectively), more Asian Americans
were uninsured (16% vs 11%) and were below
200% FPL (27% vs 15%). Regarding accul-
turation, 18% of Asian Americans had limited
English proficiency and 72% were immigrants.
A substantially higher proportion of non-
Hispanic Whites lived in race-concordant
neighborhoods than Asian Americans (76%
vs 28%). More non-Hispanic Whites than
Asian Americans had a USC (88% vs 83%).
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Disparities in Having a Usual Source of

Care by Race

Associations between race and having a USC
from the full-sample regression models
revealed that Asian Americans had lower odds
of having a USC than non-Hispanic Whites
across all models, and the Wald test results
indicated that each group of added factors
significantly improved model fit (Table 3).
We observed this disparity in the crude model,
and it persisted across the predisposing and
enabling factors (models 1 and 2) but was no
longer significant after inclusion of accultura-
tion factors (model 3). The magnitude of the
disparity also decreased as more explanatory
factors were included. In the crude model, the
odds of having a USC were 37% lower for
Asian Americans than for non-Hispanic Whites
(P< .001). In models 1 and 2, the odds of

having a USC were 31% and 24% lower for
Asian Americans, respectively (P< .001 and
P= .003). Finally, in model 3, Asian Americans
had 23% lower odds of having a USC, but
this association was no longer statistically
significant (P= .06).

Associations With Predisposing and

Enabling Factors

The magnitude and significance of the as-
sociations between key predisposing and en-
abling factors and having a USC varied in
stratified analyses for non-Hispanic White
and Asian American adults (Table 4). Initially,
almost all levels of educational attainment
were significantly associated with having a USC
for both races (model 1). After adjusting for
key enabling resources (model 2), only non-
Hispanic Whites with less than a high school

diploma had lower odds of having a USC than
non-Hispanic Whites with some graduate
school (adjusted odds ratio [AOR] = 0.74;
P< .05). Among Asian American adults, all
educational levels except those with less than
a high school diploma had 41% to 51% lower
odds of having a USC than those with some
graduate school. Addition of enabling re-
sources revealed more significant differences
in associations (model 2). Compared with
employees within their respective races, non-
Hispanic Whites not in the labor force had
25% greater odds of having a USC, and self-
employed Asian Americans had 108%
greater odds. Compared with adults with
employment-based health insurance, non-
Hispanic Whites with other private, Medicaid,
and no insurance had lower odds of having
a USC (AOR = 0.64, 0.50, and 0.11, respec-
tively; all Ps < .01); Asian Americans with
other private (AOR = 0.59; P< .05) and no
insurance (AOR = 0.14; P< .01) had signifi-
cantly lower odds. Compared with adults with
household incomes 300% FPL or more, non-
Hispanic Whites with incomes less than 100%
FPL and 100% to 199% FPL had 39% and
34%, respectively, lower odds of having a USC,
whereas only Asian Americans with an income
between 100% to 199% FPL had lower odds
(AOR = 0.70; P< .05).

Associations With Acculturation Factors

Addition of acculturation factors exposed
more similarities and differences in the models
(model 3). For both non-Hispanic Whites and
Asian Americans, adults with limited English
proficiency had 53% and 42% lower odds,
respectively, of having a USC compared with
proficient adults. Recent non-Hispanic White
and Asian American immigrants also had
significantly lower odds of having a USC than
US-born adults. Residence in a race-concordant
neighborhood was not significantly associated
with having a USC for either race.

Small but notable changes in the statistical
significance of enabling resources occurred in
the Asian American model after inclusion of
acculturation factors. Asian American adults
with other private insurance and incomes
between 100% and 199% FPL were no longer
significantly different than their respective ref-
erence categories. Thus, we observed no dif-
ferences in having a USC by income among

TABLE 1—Descriptive Characteristics of Non-Hispanic White and Asian American Adults

Aged 18–64 Years: California Health Interview Survey, 2005 and 2009

Characteristic Non-Hispanic White, No. or % (95% CI) Asian American, No. or % (95% CI) Pa

Unweighted study population 38 555 7566

2005 19 765 3545

2009 18 790 4021

Gender < .01

Male 50.1 (50.1, 50.1) 47.1 (46.6, 47.6)

Female 49.9 (49.9, 49.9) 52.9 (52.4, 53.4)

Age, y < .01

18–24 12.3 (11.7, 12.9) 17.6 (16.1, 19.3)

25–34 17.3 (16.6, 18.1) 24.5 (22.7, 26.4)

35–44 22.5 (21.8, 23.1) 24.8 (23.2, 26.5)

45–54 25.9 (25.3, 26.5) 20.3 (18.9, 21.7)

55–64 22.0 (21.6, 22.4) 12.8 (11.8, 13.8)

Marital status .61

Married 58.2 (57.4, 59.0) 58.8 (56.7, 60.8)

Not married 41.8 (41.0, 42.6) 41.2 (39.2, 43.3)

Health status < .01

Excellent, very good, or good 89.7 (89.2, 90.2) 85.0 (83.5, 86.3)

Fair or poor 10.3 (9.8, 10.8) 15.0 (13.7, 16.5)

Household size < .01

1 person 12.8 (12.3, 13.3) 6.8 (5.9, 7.8)

2 persons 31.5 (30.8, 32.3) 19.9 (18.2, 21.7)

3 persons 21.5 (20.8, 22.3) 23.3 (21.6, 25.1)

4 persons 21.0 (20.3, 21.6) 26.3 (24.6, 28.1)

‡ 5 persons 13.1 (12.5, 13.8) 23.8 (21.7, 25.9)

Note. CI = confidence interval. Sample sizes are unweighted. All percentages are weighted and might not add to 100 because
of rounding.
av2 test of the overall association between race and each characteristic.
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Asian Americans, and lower income non-
Hispanic Whites still had significantly lower
odds than the highest income group. Similarly,
only uninsured Asian Americans had signifi-
cantly lower odds of having a USC, and all
insurance categories, except for other public,
were significant among non-Hispanic Whites.

DISCUSSION

Using a large, population-based survey, we
examined having a USC among Asian American
and non-Hispanic White adults and made 2
important findings. First, acculturation factors
are key drivers of the persistent disparity in
having a USC. After adjusting for English pro-
ficiency, length of residence, and residence in
a racially concordant neighborhood, Asian
American adults were no longer significantly
different than non-Hispanic White adults in
having a USC. Second, different acculturation
factors and key predisposing and enabling
factors significantly influence whether non-
Hispanic Whites and Asian Americans have
a USC. We found key differences among the
categories of educational attainment, insurance
status, employment status, and household
income. Limited English proficiency and re-
cent immigration were associated with sig-
nificantly lower odds of having a USC for
both races.

We found that inclusion of acculturation
factors helps explain differences in having
a USC between Asian Americans and non-
Hispanic Whites. Similarly, Kandula et al.60

found that after adjusting for acculturation
factors (nativity, years in the United States,
speaking a language other than English at
home), most Asian American ethnic subgroups
were no longer significantly different than
non-Hispanic Whites in likelihood of having
a cancer screening. As have other studies
examining how acculturation affects access to
care,23,61 we found that adults with limited
English proficiency and shorter duration in the
United States have worse access. Frisbie et al.12

and Nguyen62 found that Asians residing in the
United States for less than 10 years had lower
odds of having a USC than did US-born Asian
Americans, and Leclere et al.18 found a similar
association with physician contacts. Likewise,
Ponce et al.23 observed that older adults with
limited English proficiency had significantly

TABLE 2—Predisposing, Enabling, and Acculturation Characteristics of Non-Hispanic

White and Asian American Adults Aged 18–64 Years: California Health Interview Survey,

2005 and 2009

Characteristic Non-Hispanic White, % (95% CI) Asian American, % (95% CI) Pa

Predisposing characteristics

Educational attainment < .01

Some graduate school 17.9 (17.3, 18.4) 19.7 (18.3, 21.1)

College degree 26.9 (26.2, 27.6) 34.6 (32.7, 36.6)

Some college 27.6 (26.8, 28.4) 18.2 (16.6, 19.9)

High school graduate or GED 23.6 (23.1, 24.2) 19.9 (18.4, 21.4)

< high school 4.0 (3.6, 4.3) 7.6 (6.3, 9.1)

Enabling resources

Employment status < .01

Employee 61.8 (61.0, 62.6) 64.1 (62.1, 66.1)

Self-employed 13.9 (13.3, 14.5) 9.2 (7.9, 10.5)

Unemployed 5.1 (4.5, 5.8) 6.2 (5.1, 7.6)

Not in labor force 19.2 (18.6, 19.8) 20.5 (19.1, 21.9)

Insurance status < .01

Employment based 69.1 (68.3, 70.0) 64.0 (61.7, 66.3)

Other private 10.0 (9.4, 10.6) 9.2 (7.9, 10.6)

Medicaid (Medi-Cal) 5.8 (5.4, 6.2) 8.1 (7.2, 9.2)

Other public 3.7 (3.4, 4.0) 2.7 (2.0, 3.5)

Uninsured 11.4 (10.7, 12.2) 16.0 (14.4, 17.8)

Household income < .01

‡ 300% FPL 73.1 (72.3, 74.0) 60.4 (58.2, 62.5)

200%–299% FPL 11.4 (10.8, 12.1) 13.1 (11.7, 14.6)

100%–199% FPL 9.5 (9.0, 10.1) 15.5 (14.0, 17.2)

< 100% FPL 5.9 (5.3, 6.5) 11.0 (9.5, 12.8)

Acculturation factors

English proficiencyb < .01

High 99.7 (99.7, 99.8) 82.1 (80.7, 83.4)

Limited 0.3 (0.2, 0.3) 17.9 (16.6, 19.3)

Length of residence in the United Statesc < .01

US-born 90.9 (90.2, 91.4) 28.4 (26.5, 30.4)

Recent immigrant 0.9 (0.7, 1.2) 8.0 (6.8, 9.2)

Mid-tenure immigrant 2.0 (1.8, 2.3) 21.5 (19.7, 23.4)

Long-tenure immigrant 6.2 (5.7, 6.7) 42.1 (40.0, 44.2)

Lives in race-concordant neighborhoodd < .01

No 24.1 (23.3, 24.9) 71.6 (69.4, 73.7)

Yes 75.9 (75.1, 76.7) 28.4 (26.3, 30.6)

Having a usual source of care other than ED < .01

No 11.8 (11.1, 12.5) 17.5 (15.7, 19.5)

Yes 88.2 (87.5, 88.9) 82.5 (80.5, 84.3)

Note. CI = confidence interval; ED = emergency department; FPL = federal poverty level (according to US Census Bureau);
GED = General Educational Development. All percentages are weighted and might not add to 100 because of rounding.
av2 test of the overall association between race and each characteristic.
bHigh English proficiency responses included English only, very well, or well, and limited English proficiency responses
included not well or poor.
cRecent immigrants have been in the United States for < 5 years, mid-tenure immigrants have been in the United States for
5–14 years, and long-tenure immigrants have been in the United States for ‡ 15 years.
dNeighborhoods were classified as race concordant if the percentage of the corresponding race within the resident census
tract was ‡ 40%.
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higher odds of lacking a USC than proficient
older adults. Other research has found that
Spanish-speaking Hispanic adults have much

lower rates of having a personal doctor or USC
than English-speaking Hispanic adults63,64 and
that recent Mexican immigrants have less

access to preventive services than longer
staying or US-born Mexican Americans.65

English proficiency and length of residence
are often linked because English proficiency
generally improves with more time spent in the
United States, yet the findings suggest that
these variables represent 2 distinct barriers to
health care access. Language barriers suggest
underlying difficulties in communication and
information seeking, and length of residence
likely represents knowledge of the health
care system and other cultural norms.11,60

Language barriers may persist for some immi-
grants regardless of time in the United States,
whereas other recent immigrants arrive fluent
in English. Recent immigrants are especially
vulnerable because 5 years must elapse for
coverage eligibility for some health programs
(i.e., Medicaid) and for US citizenship.12,66

Differences in these barriers suggest that
unique policy interventions are necessary to
address disparities in access to care.

Contrary to expectations, we did not find
living in a racially concordant neighborhood
to be significantly associated with having
a USC. Although research using Latino and
Black populations has found significant associ-
ations between neighborhood concordance
and access to care,26,59,67 the association
with having a USC using a general Asian race
composition indicator may be attenuated be-
cause multiple Asian American ethnic sub-
groups living in the same neighborhood lack
cultural and language concordance. Previous
research on Asian Americans found that the
influences of living in an ethnic neighborhood
vary by Asian American ethnic subgroup.68,69

More research is needed to better measure and
understand the concept and effects of ethnic
neighborhoods on health care access in Asian
Americans.

Although our null hypothesis was that pre-
disposing and enabling factors were associated
similarly in Asian American and non-Hispanic
White adults, we were able to identify notable
differences in how education, insurance, em-
ployment, and income related to having a USC.
For example, we observed a regressive, but
largely nonsignificant, gradient in educational
attainment among non-Hispanic Whites but
not among Asian Americans. Instead, lower
odds of having a USC persisted across almost
all the education levels in Asian Americans,

TABLE 3—Association Between Race and Having a Usual Source of Care Other Than

the Emergency Department: California Health Interview Survey, 2005 and 2009

Characteristic

Model 1, No. or

AOR (95% CI)

Model 2, No. or

AOR (95% CI)

Model 3, No. or

AOR (95% CI)

No. (unweighted) 46 121 46 121 46 120

No. (weighted) 26 852 663 26 852 663 26 851 420

Race

Non-Hispanic White (Ref) 1.00 1.00 1.00

Asian American 0.69** (0.58, 0.81) 0.76** (0.64, 0.91) 0.77 (0.59, 1.01)

Predisposing characteristics

Educational attainment

Some graduate school (Ref) 1.00 1.00 1.00

College degree 0.68** (0.56, 0.82) 0.77** (0.63, 0.94) 0.77** (0.63, 0.93)

Some college, AA, or vocational school 0.67** (0.56, 0.81) 0.98 (0.81, 1.18) 0.96 (0.80, 1.16)

High school graduate or GED 0.49** (0.41, 0.59) 0.81* (0.67, 0.97) 0.80* (0.66, 0.96)

< high school 0.39** (0.29, 0.53) 0.84 (0.60, 1.17) 0.86 (0.62, 1.19)

Enabling resources

Employment status

Employee (Ref) 1.00 1.00

Self-employed 1.04 (0.85, 1.26) 1.04 (0.85, 1.26)

Unemployed 0.89 (0.68, 1.17) 0.91 (0.69, 1.18)

Not in labor force 1.12 (0.95, 1.32) 1.16 (0.99, 1.36)

Insurance

Employment-based (Ref) 1.00 1.00

Other private 0.63** (0.51, 0.77) 0.64** (0.53, 0.79)

Medicaid (Medi-Cal) 0.56** (0.42, 0.74) 0.58** (0.44, 0.77)

Other public 0.93 (0.67, 1.29) 0.93 (0.67, 1.29)

Uninsured 0.12** (0.10, 0.14) 0.12** (0.11, 0.15)

Household income

‡ 300% FPL (Ref) 1.00 1.00

200%–299% FPL 0.90 (0.76, 1.07) 0.91 (0.77, 1.09)

100%–199% FPL 0.68** (0.56, 0.82) 0.69** (0.57, 0.84)

< 100% FPL 0.69** (0.53, 0.91) 0.72* (0.55, 0.95)

Acculturation factors

English proficiencya

High (Ref) 1.00

Limited 0.71 (0.50, 1.01)

Length of residence in the United Statesb

US-born (Ref) 1.00

Recent immigrant 0.48** (0.34, 0.69)

Mid-tenure immigrant 1.12 (0.82, 1.54)

Long-tenure immigrant 1.24 (0.92, 1.67)

Residence in a racially concordant neighborhoodc

No (Ref) 1.00

Yes 0.94 (0.80, 1.11)

Continued
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suggesting that higher levels of educational
attainment do not eliminate or reduce barriers
to access for Asian Americans as they do for
non-Hispanic Whites. Asian Americans with-
out high school diplomas may have similar
access as those with some graduate school
because they may be recipients of public pro-
grams or interventions (70% of Asian American
adults without high school diplomas had an in-
come of less than 200% FPL vs 43% of compa-
rable non-Hispanic Whites; data not shown).

Although previous studies clearly showed
that having any insurance is a significant factor

in access for Asian Americans,11,48---50,70 we
used more nuanced categorization and found
insurance played a different role in having
a USC for non-Hispanic Whites than Asian
Americans. Compared to those with
employment-based insurance, only uninsured
Asian American adults had significantly lower
odds of having a USC, whereas non-Hispanic
Whites in almost all categories of insurance had
significantly lower odds of having a USC. Our
finding that self-employed Asian Americans
had better access diverges from those of other
studies48,49,71 but suggests that they value

health care access. Furthermore, Perry and
Rosen72 observed that self-employed adults
have the same rates of utilization as wage
earners despite having less health insurance,
possibly because of more flexible schedules
and lower opportunity costs of time (i.e., fore-
gone wages) associated with accessing care.

Finally, the lack of significance in household
income among Asian Americans compared
with the expected pattern of lower odds among
those with lower incomes found among non-
Hispanic Whites also reinforces the differences
between the groups. Other studies observed
this lack of significance among Asian Ameri-
cans,49,62,68 and Choi68 suggested that other
factors, such as government policies targeting
low-income groups, may alter the association
between income and access for Asian Ameri-
cans. In-depth assessment of education, in-
come, employment, and insurance determined
that distinct differences exist in how these
factors affect having a USC in non-Hispanic
Whites compared with Asian Americans, but
further research is needed to establish the
relationships. Because of heterogeneous cul-
tures, histories, and languages among Asian
ethnicities, how Asian American ethnic sub-
groups vary by key predisposing and enabling
factors should also be examined to better un-
derstand the effect of diverse values and beliefs
on differential patterns in access to health
care.11,49,60,70

Given the significant role of health insurance
we found in this study, the expansion of in-
surance under the Patient Protection and Af-
fordable Care Act73 should help reduce the
persistent disparities in accessing a USC among
Asian Americans.15 In particular, the higher
odds of USC among self-employed Asian
Americans we observed suggest that their
participation rates in the health insurance
marketplaces could be strong. However, given
enrollment difficulties among minority groups,
targeted outreach and enrollment efforts may
be needed to ensure access to health insurance
coverage and having a USC.74---76 In particular,
linguistically and culturally appropriate ser-
vices, as recommended by the National Stan-
dards for Culturally and Linguistically Appro-
priate Services in Health and Health Care,
can help make health care more accessible
and understandable for recent immigrants
and adults with limited English proficiency.77

TABLE 3—Continued

Demographic factors

Age, y,

18–24 (Ref) 1.00 1.00 1.00

25–34 0.80* (0.65, 0.98) 0.88 (0.70, 1.12) 0.87 (0.68, 1.11)

35–44 1.42** (1.14, 1.78) 1.64** (1.27, 2.11) 1.57** (1.22, 2.03)

45–54 1.73** (1.39, 2.17) 1.92** (1.53, 2.40) 1.85** (1.47, 2.34)

55–64 2.84** (2.21, 3.64) 3.02** (2.30, 3.98) 2.85** (2.14, 3.79)

Gender

Male (Ref) 1.00 1.00 1.00

Female 1.96** (1.73, 2.21) 1.87** (1.62, 2.16) 1.91** (1.66, 2.20)

Marital status

Married (Ref) 1.00 1.00 1.00

Not married 0.42** (0.35, 0.49) 0.61** (0.51, 0.74) 0.58** (0.48, 0.69)

Household size

1 person (Ref) 1.00 1.00 1.00

2 persons 1.02 (0.83, 1.25) 1.05 (0.85, 1.31) 1.04 (0.84, 1.28)

3 persons 0.94 (0.76, 1.17) 0.99 (0.78, 1.25) 0.96 (0.77, 1.21)

4 persons 1.22 (0.97, 1.54) 1.32* (1.02, 1.69) 1.27 (1.00, 1.61)

‡ 5 persons 0.88 (0.67, 1.15) 0.96 (0.72, 1.29) 0.94 (0.70, 1.26)

Health status

Excellent, very good, or good (Ref) 1.00 1.00 1.00

Fair or poor 0.82** (0.70, 0.95) 1.01 (0.83, 1.23) 1.02 (0.85, 1.24)

Survey year

2005 1.00 1.00 1.00

2009 0.75** (0.66, 0.85) 0.79** (0.69, 0.91) 0.78** (0.68, 0.89)

Modeling statistics

Adjusted Wald test F(4, 156) = 17.89** F(10, 15) = 83.11** F(5, 155) = 6.62**

Note. AA = Associate in Arts degree; AOR = adjusted odds ratio; CI = confidence interval; ED = emergency department;
FPL = federal poverty level (according to US Census Bureau); GED = General Educational Development. For the crude model,
unweighted n = 46 121, weighted n = 26 852 663. Asian Americans had lower crude odds than non-Hispanic White
(OR = 0.63; 95% CI = 0.54, 0.73).
aHigh English proficiency responses included English only, very well, or well, and limited English proficiency responses
included not well or poor.
bRecent immigrants have been in the United States for < 5 years, mid-tenure immigrants have been in the United
States for 5–14 years, and long-tenure immigrants have been in the United States for ‡ 15 years.
cNeighborhoods were classified as race concordant if the percentage of the corresponding race within the resident
census tract was ‡ 40%.
*P < .05; **P < .01.
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This study has several limitations. First, these
findings may not be generalizable to all Asians
in the United States. California has the highest

proportion of Asian American residents
(13.1% in California vs 4.8% in the United
States),78 and its health care system may be

better adapted to serve this population. How-
ever, percentages of Asian American and non-
Hispanic White adults having a USC in this

TABLE 4—Associations Between Predisposing, Enabling, and Acculturation Resources With Having a Usual Source of Care Other Than the

Emergency Department: California Health Interview Survey, 2005 and 2009

Characteristic

Model 1, No. or AOR (95% CI) Model 2, No. or AOR (95% CI) Model 3, No. or AOR (95% CI)

Non-Hispanic White Asian American Non-Hispanic White Asian American Non-Hispanic White Asian American

No. (unweighted) 38 555 7566 38 555 7566 38 554 7566

No. (weighted) 20 583 758 6 268 905 20 583 758 6 268 905 20 582 515 6 268 905

Predisposing characteristics

Educational attainment

Some graduate school (Ref) 1.00 1.00 1.00 1.00 1.00 1.00

College degree 0.80* (0.65, 0.98) 0.49** (0.31, 0.76) 0.87 (0.71, 1.06) 0.56* (0.35, 0.89) 0.86 (0.70, 1.05) 0.56* (0.35, 0.88)

Some college, AA, or vocational

school

0.82 (0.65, 1.03) 0.40** (0.27, 0.58) 1.24 (0.99, 1.55) 0.49** (0.32, 0.74) 1.20 (0.96, 1.50) 0.47** (0.31, 0.72)

High school graduate or GED 0.56** (0.46, 0.70) 0.37** (0.24, 0.59) 0.92 (0.74, 1.15) 0.59* (0.37, 0.95) 0.89 (0.72, 1.11) 0.59* (0.36, 0.96)

< high school 0.40** (0.29, 0.53) 0.39** (0.21, 0.72) 0.74* (0.56, 0.98) 0.94 (0.47, 1.90) 0.72* (0.55, 0.95) 1.07 (0.52, 2.21)

Enabling resources

Employment status

Employee (Ref) 1.00 1.00 1.00 1.00

Self-employed 0.89 (0.73, 1.09) 2.08* (1.19, 3.64) 0.90 (0.73, 1.09) 2.12* (1.18, 3.81)

Unemployed 0.99 (0.72, 1.36) 0.62 (0.37, 1.06) 1.00 (0.73, 1.38) 0.66 (0.38, 1.12)

Not in labor force 1.25** (1.06, 1.47) 0.90 (0.64, 1.28) 1.26** (1.07, 1.49) 1.01 (0.71, 1.44)

Insurance

Employment-based (Ref) 1.00 1.00 1.00 1.00

Other private 0.64** (0.52, 0.78) 0.59* (0.36, 0.96) 0.64** (0.52, 0.79) 0.63 (0.39, 1.03)

Medicaid (Medi-Cal) 0.50** (0.38, 0.67) 0.71 (0.42, 1.19) 0.51** (0.38, 0.67) 0.82 (0.48, 1.40)

Other public 0.90 (0.66, 1.24) 0.91 (0.37, 2.20) 0.91 (0.66, 1.25) 0.92 (0.38, 2.27)

Uninsured 0.11** (0.09, 0.13) 0.14** (0.10, 0.19) 0.11** (0.09, 0.13) 0.15** (0.11, 0.21)

Household income

‡ 300% FPL (Ref) 1.00 1.00 1.00 1.00

200%–299% FPL 0.85 (0.68, 1.06) 0.96 (0.70, 1.31) 0.86 (0.69, 1.07) 1.01 (0.73, 1.41)

100%–199% FPL 0.66** (0.52, 0.84) 0.70* (0.51, 0.96) 0.66** (0.52, 0.84) 0.77 (0.55, 1.07)

< 100% FPL 0.61** (0.45, 0.81) 0.83 (0.51, 1.34) 0.60** (0.45, 0.81) 0.96 (0.58, 1.57)

Acculturation factors

English proficiencya

High (Ref) 1.00 1.00

Limited 0.47* (0.22, 0.98) 0.58** (0.38, 0.87)

Length of residence in the

United Statesb

US-born (Ref) 1.00 1.00

Recent immigrant 0.32** (0.20, 0.50) 0.57* (0.35, 0.95)

Mid-tenure immigrant 0.97 (0.67, 1.41) 1.22 (0.77, 1.91)

Long-tenure immigrant 1.24 (0.85, 1.82) 1.37 (0.88, 2.13)

Residence in a racially concordant

neighborhoodc

No (Ref) 1.00 1.00

Yes 0.91 (0.77, 1.09) 1.00 (0.68, 1.46)

Continued
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study (82.5% and 88.2%, respectively) are
similar to published national percentages (83%
and 86%).79 Second, CHIS is not available in
all native Asian languages (e.g., Tagalog). Re-
spondents from ethnicities for which there are
no translated surveys may be more educated
and proficient in English. Third, response rates
were likely very low among illegal immigrants.
Despite these limitations, CHIS is the best
available survey to examine Asian Americans
because it oversamples Asian American pop-
ulations and provides the survey in multiple
native Asian languages.

The major contribution of this study
was the assessment of how the disparity in
having a USC between Asian American and

non-Hispanic White adults was affected by the
systematic inclusion of acculturation factors
and key predisposing and enabling factors.
We found the racial disparity in having a USC
to be statistically nonsignificant after adding
acculturation factors. These findings suggest
that studies assessing access to care among
Asian Americans should incorporate accultur-
ation factors because they may explain some
observed disparities. We also determined that
educational attainment and insurance status
have very different associations with having
a USC in Asian Americans compared with
non-Hispanic Whites. In fact, higher educa-
tional attainment was not associated with better
access and, among insurance types, only lack

of insurance was significantly associated with
lack of having a USC among Asian Americans.
Policymakers should be cautious with as-
sumptions about Asian Americans based on
conclusions drawn from other populations;
highly educated Asian Americans may have
poor access to care because individuals edu-
cated outside of the United States may not be
able to find comparable work and employment-
based insurance in the United States.

This study confirms the importance of
including acculturation factors when assess-
ing access to care and verifies that key fac-
tors of access to care differ between Asian
American and non-Hispanic White adults in
California. j

TABLE 4—Continued

Demographic factors

Age, y

18–24 (Ref) 1.00 1.00 1.00 1.00 1.00 1.00

25–34 0.85 (0.67, 1.06) 0.69 (0.44, 1.08) 0.98 (0.77, 1.25) 0.63 (0.39, 1.01) 0.98 (0.77, 1.25) 0.61 (0.37, 1.02)

35–44 1.46** (1.15, 1.85) 1.32 (0.84, 2.08) 1.77** (1.39, 2.25) 1.17 (0.69, 1.98) 1.72** (1.35, 2.19) 1.07 (0.63, 1.83)

45–54 1.90** (1.47, 2.44) 1.44 (0.94, 2.20) 2.18** (1.69, 2.81) 1.26 (0.80, 1.97) 2.10** (1.63, 2.70) 1.19 (0.74, 1.91)

55–64 3.04** (2.30, 4.01) 2.41** (1.51, 3.86) 3.31** (2.50, 4.38) 2.23** (1.36, 3.66) 3.13** (2.36, 4.16) 1.94* (1.10, 3.42)

Gender

Male (Ref) 1.00 1.00 1.00 1.00 1.00 1.00

Female 2.00** (1.77, 2.27) 1.90** (1.47, 2.46) 1.88** (1.63, 2.16) 1.92** (1.44, 2.57) 1.90** (1.65, 2.18) 2.05** (1.54, 2.74)

Marital status

Married (Ref) 1.00 1.00 1.00 1.00 1.00 1.00

Not married 0.36** (0.31, 0.42) 0.58** (0.41, 0.82) 0.61** (0.53, 0.71) 0.65** (0.43, 0.97) 0.60** (0.51, 0.69) 0.56** (0.37, 0.85)

Household size

1 person (Ref) 1.00 1.00 1.00 1.00 1.00 1.00

2 persons 1.02 (0.82, 1.26) 0.91 (0.51, 1.65) 1.10 (0.87, 1.39) 0.81 (0.47, 1.41) 1.10 (0.88, 1.39) 0.76 (0.44, 1.28)

3 persons 0.96 (0.77, 1.19) 0.83 (0.43, 1.58) 0.98 (0.77, 1.23) 0.87 (0.46, 1.64) 0.97 (0.77, 1.22) 0.79 (0.43, 1.46)

4 persons 1.21 (0.95, 1.55) 1.12 (0.60, 2.07) 1.31* (1.01, 1.69) 1.14 (0.61, 2.11) 1.28 (1.00, 1.65) 1.02 (0.56, 1.83)

‡ 5 persons 0.95 (0.73, 1.24) 0.74 (0.36, 1.51) 1.15 (0.88, 1.51) 0.66 (0.32, 1.33) 1.13 (0.86, 1.48) 0.60 (0.30, 1.20)

Health status

Excellent, very good, or

good (Ref)

1.00 1.00 1.00 1.00 1.00 1.00

Fair or poor 0.91 (0.75, 1.09) 0.70* (0.52, 0.94) 1.13 (0.88, 1.45) 0.83 (0.61, 1.14) 1.12 (0.88, 1.43) 0.90 (0.64, 1.27)

Survey year

2005 (Ref) 1.00 1.00 1.00 1.00 1.00 1.00

2009 0.78** (0.68, 0.90) 0.65** (0.50, 0.84) 0.88 (0.76, 1.02) 0.62** (0.47, 0.81) 0.87 (0.75, 1.01) 0.60** (0.45, 0.79)

Model statistics

Adjusted Wald test F(4, 156) = 12.98** F(4, 156) = 6.31** F(10, 150) = 77.86** F(10, 150) = 19.03** F(5, 155) = 7.84** F(5, 155) = 4.57**

Note. AA = Associate in Arts degree; AOR = adjusted odds ratio; CI = confidence interval; FPL = federal poverty level; GED = General Educational Development.
aHigh English proficiency responses included English only, very well, or well, and limited English proficiency responses included not well or poor.
bRecent immigrants have been in the United States for < 5 years, mid-tenure immigrants have been in the United States for 5–14 years, and long-tenure immigrants have been in the United States
for ‡ 15 years.
cNeighborhoods were classified as race concordant if the percentage of the corresponding race within the resident census tract was ‡ 40%.
*P < .05; **P < .01.
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