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Abstract
Asian American women routinely face multiple and intersectional forms of discrimination based on their marginalized social 
identities, including during their interactions within the US health care system. However, most research on discrimination 
against Asian American women is limited by its exclusive focus on race-, gender-, or language-based forms of discrimination; 
and research has yet to assess if their discriminatory health care experiences are associated with poor health outcomes. To 
address this gap, we centered the experiences of Asian American women (N = 905) from the Association of American Medical 
Colleges Biannual Consumer Survey of Health Care Access, a national survey of health care consumers conducted from 2011 
to 2020. Prevalence rates were established for unfair treatment due to race, gender, culture, language, age, health insurance, 
and sexual orientation. Multiple regression models were used to assess how these discriminatory experiences were associated 
with health and functioning outcomes. Findings demonstrate a high prevalence (32.0%) and wide range of discriminatory 
experiences in health care settings among Asian American women. The majority of these discriminatory experiences were 
significantly associated with poorer health and functioning outcomes, even after controlling for  demographic influences. 
Results highlight the need for further development of culturally sensitive medical practices and policies to improve the 
delivery of health care for Asian American women.
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Recent growth of anti-Asian sentiment during the COVID-
19 pandemic has increased public attention to the issue 
of discrimination against individuals of Asian descent in 
the USA. During this time, COVID-related discrimination 
disproportionately affected Asian American women,1 who 
experienced hate crimes 2.3 times more often than Asian 
American men [2]. Although the USA has seen a stark 
increase in anti-Asian sentiment, discrimination toward 
Asian American women long precedes the recent COVID-19 
pandemic. Earlier studies show that Asian American women 
routinely face multiple forms of discrimination based on the 
unique intersection of their race, gender, and national origin 
[3].

Understanding the compounded effects of racism, sex-
ism, and xenophobia on Asian American women requires 
adopting an intersectional perspective. Intersectionality is 
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a conceptual framework that acknowledges the interlocking 
nature of an individual’s multiple social identities, including 
their race, culture, gender, sexual orientation, religion, and 
class. These social identities interact to impact the individu-
al’s lived experiences, including those of discrimination and 
oppression [4, 5]. An intersectional perspective recognizes 
both the collective and unique experiences among individ-
uals with overlapping marginalized social identities (e.g., 
being Asian and a woman). Other frameworks that do not 
consider intersectionality may only focus on the assumed 
uniformity among individuals of the same social category, 
leading to policy changes (or lack thereof) that benefit some 
group members at the expense of others [6]. Thus, multi-
cultural and feminist scholars have advocated for the use 
of intersectional approaches in research to comprehensively 
capture the oppressive experiences of women of color [4–7]. 
Additionally, intersectionality scholars have also emphasized 
the importance of centering the unique and complex identi-
ties within members of multiple marginalized groups [5, 8]. 
Accordingly, the current study aimed to conduct an in-depth, 
nuanced investigation of Asian American women’s health 
care experiences in relation to health outcomes.

When applying intersectional frameworks to Asian Ameri-
can women, scholars emphasize that Asian American women 
experience unique forms of oppression in addition to the 
shared discriminatory experiences and microaggressions 
faced by Asian Americans of all genders. For example, Asian 
Americans across all genders are subject to similar micro-
aggressions regarding presumptions of being foreign (e.g., 
often referred to as the “perpetual foreigner”) regardless of 
national origin and citizenship status [9]. However, compared 
to Asian American men, Asian American women are more 
often exoticized or fetishized based on stereotypes that they 
are submissive and sexually available [9]. These prejudicial 
attitudes further contribute to higher risk for sexual harass-
ment and violence toward Asian American women [10]. 
Asian American women are also often excluded from profes-
sional opportunities in the workplace due to stereotypes that 
they lack assertiveness or leadership characteristics which 
are based in gender- and race-based stereotypes [11]. These 
forms of racial and gender-based discrimination are quite 
prevalent among Asian American women, with a nationally 
representative study showing that 60% of Chinese American 
women and 36% of Japanese American women experience 
discrimination at some point in their lives [12].

Prevalence of Health Care Discrimination 
Toward Asian American Women

Despite these common discriminatory experiences and ste-
reotypes unique to Asian American women, most scholarly 
work on Asian American experiences in health care have 

collapsed samples across men and women. These studies 
have found that discrimination toward Asians is common 
within the US health care system. For example, a nationally 
representative study found that 13.0% of Asian American 
adults reported experiencing racial discrimination in their 
health care encounters [13]. Another study with a nationally 
representative sample found that 11.2% of Asian American 
adults reported receiving unfair treatment by health care pro-
viders due to their insurance type, English-language abili-
ties, race/ethnicity, or gender [14]. Similarly, a qualitative 
study with a sample of Hmong men and women emphasized 
discriminatory experiences in health care due to both their 
race/ethnicity and language barriers; however, prevalence 
of discriminatory experiences was not reported in this study 
[15]. Studies centering the experiences of Asian American 
women in health care are notably scarce. A literature search 
revealed only one study that specifically examined discrimi-
nation in health care using a sample of Korean American 
women. The study found that Korean American women’s 
experiences with nonspecific health care discrimination 
(measured by the Everyday Discrimination Scale [16]) had 
an indirect effect on rates of breast cancer screening through 
mistrust in providers [17]. Prevalence of discrimination was 
also not reported in this study.

Although these studies provide useful insight in to Asian 
American women’s health care experiences, the preva-
lence of discrimination toward Asian American women in 
health care has yet to be explored. Further, the majority of 
research to date has primarily focused on racial-, gender-, 
or language-based discrimination which does not fully cap-
ture the unique experiences of health care discrimination 
influenced by other demographic factors such as age, cul-
ture, religion, class, and sexual orientation. Indeed, Asian 
American women vary widely in cultural identities, repre-
senting more than 50 ethnic groups who speak more than 
100 languages, have a variety of religious affiliations, and 
portray a broad range of socioeconomic classes [5, 18], all 
of which may lead to different perceptions and experiences 
with health care providers. Thus, more research is needed 
to understand the prevalence of health care discrimination 
across relevant demographic factors.

Associations Between Health Care 
Discrimination and Health Outcomes 
in Asian American Women

Beyond the lack of information on the prevalence of discrimi-
natory experiences for Asian American women, research has 
yet to evaluate to what extent discrimination in health care 
translates to measurable health outcomes in this population. 
Previous studies on discrimination and health have primarily 
focused on everyday discrimination toward Asian American 
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women which may or may not include discriminatory experi-
ences in the context of health care. These studies have found 
that everyday discriminatory experiences are associated with 
higher odds of physical health problems (e.g., chronic head-
aches) and mental health problems (e.g., major depressive 
disorder, suicidal ideation, eating disorders; [19–21]).

Discrimination in health care may be particularly sali-
ent to explore in relation to health outcomes. According to 
research on non-Asian racial minority groups, health care 
discrimination may worsen health outcomes by (1) directly 
acting as a chronic stressor which deteriorates the body 
over time, (2) indirectly influencing physicians’ biases and 
treatment decisions, and (3) indirectly influencing patients’ 
utilization and engagement in health care services [13, 22]. 
Indeed, based on studies with samples of both Asian Ameri-
can men and women, experiences of both identity-based and 
nonspecific discrimination in health care were significantly 
associated with poorer health, dissatisfaction, and avoid-
ance of care [13–15, 23]. Similarly, the study on Korean 
American women found that nonspecific discrimination in 
health care was associated with higher mistrust and avoid-
ance of care [17]. However, research has yet to assess how 
health care discrimination specifically toward Asian Ameri-
can women translates to worse physical and mental health 
outcomes. Further, research has yet to assess health care 
discrimination from an intersectional lens that includes race, 
gender, language, health insurance, culture, and sexual ori-
entation-based discrimination in relation to health outcomes 
which would better capture the various forms of health care 
discrimination that may take place. This information would 
be useful in establishing the potential harm of these dis-
criminatory experiences which may be mitigated through 
clinical trainings, culturally sensitive clinical interventions, 
or policy changes to protect the health of this population.

The Current Study

The prevalence of health care discrimination toward Asian 
American women remains largely unknown, particularly 
when adopting an intersectional framework. Research has 
also yet to evaluate if discriminatory experiences toward 
Asian American women are associated with poor physical 
and mental health. The current study sought to address these 
gaps by evaluating the prevalence of race, gender, cultural, 
language, health insurance, and age-based discrimination 
within a national sample of Asian American women. We 
also assessed whether experiences of health care discrimina-
tion were associated with higher odds of chronic morbidities 
(defined as chronic physical conditions or chronic depres-
sion) and functional impairments (defined as functional limi-
tations due to physical or mental health problems). Since 
the first aim of the study was exploratory in establishing 

prevalence rates, no a priori hypotheses were established. 
Given that everyday discrimination negatively affects the 
health of Asian American women, we hypothesized that 
discrimination by health care providers would be positively 
associated with poorer health and functioning outcomes.

Method

The current study used aggregated data from 17 assessment 
waves (2011–2020) conducted by the Association of Ameri-
can Medical Colleges (AAMC)’s biannual Consumer Sur-
vey of Health Care Access, a national survey that assesses 
consumers’ recent experiences with health care services. 
Participants were recruited from a large online panel (1.5 
million in the USA) and were eligible for participation if 
they indicated needing care within the past 12 months. Data 
were collected twice annually with new participants at every 
wave, with each wave consisting of approximately 2000 core 
participants and 1500 from select minority groups. Partici-
pants who completed surveys were compensated through a 
point-based system, with 75,000–90,000 points resulting in 
a $25 gift card/check [24]. For the current study, we selected 
data from waves in which participants were asked about dis-
criminatory experiences with health care providers (Waves 
4–5 and 10–19). From these waves, we selected participants 
who identified as Asian and woman and who endorsed being 
able to access care within the last year, resulting in a final 
sample of N = 905.

Measures

Discrimination by Provider

Recent discrimination by a health care provider was assessed 
by eight items asking about whether participants experi-
enced unfair treatment by their health care provider based 
on their insurance, gender, age, race/ethnicity, language, 
culture, religion, and sexual orientation during their most 
recent medical care visit. All items were ranked on a binary 
scale (0 = No, 1 = Yes).

Health and Functioning Outcomes

Health and functioning outcomes were assessed by four 
items asking whether participants had any chronic physical 
conditions (e.g., arthritis), whether they had chronic depres-
sion, whether they experienced physical health functional 
impairment (i.e., being limited in daily activities because 
of physical problems), and whether they experienced men-
tal health functional impairment (i.e., being limited in daily 
activities because of mental/emotional problems). All items 
were ranked on a binary scale (0 = No, 1 = Yes).
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Data Analysis

Frequencies were used to estimate prevalence of discrimina-
tion by provider. Multiple logistic regression models were 
used to examine associations between discrimination by 
provider and health outcomes. Given the large sample size 
and minimal missing data (< 10% missing data across all 
variables), pairwise deletion was used for each model [25]. 
Demographic factors including education, income, age, 
sexual orientation, and employment status were included 
as covariates. Assessment wave was explored as a potential 
covariate but was not associated with any predictors or out-
comes of interest and thus not included in the final analyses. 
All independent variables (i.e., insurance, gender, age, race/
ethnicity, language, culture, religion, and sexual orientation-
based discrimination) and the covariates were entered simul-
taneously in a series of logistic regression models to predict 
each physical and mental health outcome separately (i.e., 
chronic physical condition, chronic depression, physical 
health impairment, and mental health impairment). All anal-
yses were conducted using IBM SPSS Statistics 25.0. Due 
to the binary nature of all outcomes, regression results are 
presented in odds ratios (ORs) for ease of interpretability.

Results

Sample Characteristics

Participant demographics are illustrated in Table 1. The 
modal demographic characteristics of the sample were ages 
25–34 (34.0%), heterosexual or straight (89.9%), full-time 
employees (40.7%), with a college degree (46.5%), and a 
median household income of $50,000-$74,999 (24.9%).

Prevalence of Health Care Experiences and Health 
Outcomes 

Table 2 represents the prevalence of experiences of dis-
crimination by health care providers and health outcomes. 
Approximately one third (32.0%) of Asian American women 
reported experiencing some form of discrimination by their 
health care provider during their most recent medical care 
visit. The most common forms of discrimination included 
being treated unfairly due to type of insurance (24.6%), 
followed by unfair treatment based on one’s age (17.7%), 
gender (16.6%), language (15.4%), race (14.6%), culture 
(12.4%), sexual orientation (12.2%), and religion (11.8%). 
In terms of physical health outcomes, over half (50.9%) of 
the sample reported having at least one chronic physical con-
dition, and 28.0% of the sample reported being functionally 

impaired by their physical health. Regarding mental health 
outcomes, 17.0% reported having chronic depression and 
21.8% reported being functionally impaired by their mental 
health.

Associations Between Discrimination and Health 
Outcomes

Results indicated that discrimination by a medical pro-
vider during the most recent medical visit was significantly 
associated with poorer health and functioning outcomes 
in Asian American women (Table 3). For physical health, 
all forms of discrimination were significantly associated 

Table 1  Demographics

  % = percent of sample who 
endorsed the answer

Demographics %

Age
 18–24 23.3
 25–34 34.0
 35–44 20.3
 45–54 11.7
 55–64 6.4
 65 and above 4.2

Income
 Under $25,000 11.2
 $25,000–49,999 19.6
 $50,000–74,999 24.9
 $75,000–99,999 18.1
 $100,000–124,999 10.7
 $125,000–149,999 7.4
 $150,000 and over 8.1

Educational Level
 Less than high school 0.2
 Some high school 1.3
 High school graduate 9.6
 Some college 22.0
 College graduate 46.5
 Post-graduate 20.3

Sexual Orientation
 Heterosexual 89.9
 Gay or lesbian 2.7
 Bisexual 6.1
 Other 1.3

Employment Status
 Employed full time 40.7
 Employed part time 16.8
 Home maker 18.3
 Unemployed 8.3
 Student 10.7
 Retired 5.2
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with higher odds of having a chronic physical condition 
(ORs = 1.96–3.04, p’s ≤ 0.01). For mental health, all forms 
of discrimination, except for insurance-based discrimina-
tion, were significantly associated with higher odds of 
chronic depression (ORs = 1.94–3.18, p’s ≤ 0.05). For 
health functional impairment, all forms of discrimination 
were significantly associated with higher odds of physi-
cal health impairment (ORs = 2.26–3.40, p’s ≤ 0.001). All 
forms of discrimination, except for sexual orientation-
based discrimination, were associated with higher odds 
of mental health impairment (ORs = 2.80–4.80, p’s ≤ 0.01).

Discussion

The current study is among the first to establish general 
prevalence rates of discrimination toward Asian American 
women within the US health care system. Our findings sug-
gest that health care discrimination toward Asian American 
women is common, with approximately one in three report-
ing recent discriminatory experiences with providers. The 
current study is also one of the first to integrate an inter-
sectional framework into conceptualizations of health care 
discrimination toward Asian American women and found 
that Asian American women face various forms of health 
care discrimination related to their race/ethnicity, gender, 
socioeconomic status, age, culture, language proficiency, 
sexual orientation, and religious affiliation. Our findings also 
highlight significant associations between discrimination in 
health care and poorer health and functioning outcomes in 
Asian American women, even after controlling for demo-
graphic factors. Generally, Asian American women who 
experienced discrimination by a provider during their most 
recent medical appointment were two to four times more 
likely to have a chronic physical condition, chronic depres-
sion, or physical or mental health impairments. As previ-
ous research suggests, unfair treatment by providers poses 
a significant barrier to receiving adequate care [26], which 
can exacerbate health issues in Asian American women 
[27]. Results from this study highlight the need for further 

Table 2  Prevalence of Recent Discrimination by Health Care Pro-
vider and Health

 % = percent of sample who endorsed “yes.”

Type of Discrimi-
nation by Provider

% Health and Functioning Outcomes %

Any form 32.0 Chronic Physical Condition 50.9
Insurance 24.6 Chronic Depression 17.0
Age 17.7 Physical Health Impairment 28.0
Gender 16.6 Mental Health Impairment 21.8
Race 14.6
Language 15.4
Culture 12.4
Religion 11.8
Sexual-orientation 12.2

Table 3  Associations between 
Recent Discrimination by 
Health Care Provider and 
Health

Models controlled for education, income, age, sexual orientation, and employment status

Type of Discrimi-
nation by Provider

Health and Functioning Outcomes

Chronic Physical Condition Physical Health Impairment

B SE OR 95% CI OR p B SE OR 95% CI OR p

Insurance 0.84 .23 2.31 1.47–3.64  < .001 1.01 .19 2.76 1.89–4.03  < .001
Gender 1.11 .27 3.04 1.78–5.20  < .001 0.83 .22 2.28 1.50–3.48  < .001
Age 1.08 .27 2.94 1.74–4.98  < .001 0.89 .21 2.44 1.61–3.70  < .001
Race 0.67 .27 1.96 1.15–3.34 .013 0.88 .22 2.40 1.55–3.72  < .001
Language 0.85 .28 2.33 1.36–4.00 .002 0.89 .22 2.43 1.57–3.75  < .001
Culture 0.76 .30 2.14 1.19–3.87 .011 0.82 .24 2.27 1.42–3.63 .001
Religion 0.95 .31 2.59 1.41–4.75 .002 1.22 .25 3.40 2.10–5.50  < .001
Sexual Orientation 0.86 .31 2.37 1.29–4.35 .005 0.82 .25 2.26 1.40–3.66 .001

Chronic Depression Mental Health Impairment
B SE OR 95% CI OR p B SE OR 95% CI OR p

Insurance 0.39 .29 1.48 0.84–2.60 .178 1.25 .21 3.49 2.33–5.25  < .001
Gender 0.91 .31 2.48 1.35–4.57 .004 1.32 .23 3.74 2.40–5.82  < .001
Age 1.06 .31 2.89 1.59–5.27 .001 1.03 .23 2.80 1.80–4.38  < .001
Race 0.70 .32 2.02 1.09–3.76 .026 1.27 .24 3.56 2.25–5.64  < .001
Language 0.71 .32 2.04 1.09–3.83 .026 1.39 .23 4.03 2.56–6.35  < .001
Culture 0.66 .34 1.94 0.99–3.78 .052 1.40 .25 4.05 2.47–6.62  < .001
Religion 1.08 .33 2.93 1.52–5.63 .001 1.56 .26 4.73 2.86–7.85  < .001
Sexual Orientation 1.16 .34 3.18 1.65–6.14 .001 1.57 .26 4.80 2.90–7.93  < .001
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attention to intersecting forms of discrimination toward 
Asian American women within the health care system.

Implications for Practice and/or Policy 

At the interpersonal level, considering that the health care 
experiences of Asian Americans are likely to improve when 
providers respect and learn about their patients’ racial and 
cultural norms [14, 28], the current study provides more 
evidence that provider trainings specific to Asian Ameri-
can women are needed to better serve this population. This 
may include equipping providers with information regard-
ing common forms of microaggressions toward Asian 
American women [11] and practical steps to avoid these 
harmful behaviors. Providers may also benefit from train-
ings that work to actively challenge implicit biases, such 
as assuming that Asian American women are foreign or do 
not understand English. Other trainings may provide more 
information about common forms of alternative complemen-
tary cultural practices that are more common in traditional 
Asian cultures and Eastern religious traditions, as well as 
how providers could approach these topics in culturally sen-
sitive and affirming fashions [29].

At the institutional level, all of these recommendations 
could also be incorporated into the development of culturally 
adaptive service lines for Asian American women specifi-
cally. Service lines that are tailored to meet the unique needs 
of a patient population have been implemented successfully 
at medical clinics for specific minority groups (e.g., His-
panic or LGBT clinics [30]). Medical institutions may also 
benefit from having a diversity and inclusion taskforce to 
oversee provider trainings and conduct diversity-related ini-
tiatives that promote awareness and inclusion within care 
practices [30, 31]. Examples of these initiatives may include 
implementing a central reporting structure for Asian Ameri-
can female patients or practitioners to report bias incidents 
in health care settings [32] and having a diverse workforce 
to improve access and quality of care for Asian American 
women [33]. Inclusion of Asian American community mem-
bers along the process is important to ensure meaningful and 
appropriate implementation of training and diversity initia-
tives [34]. In terms of research, scholars have highlighted 
the need for federal investments in Asian American focused 
research [34]. Such research could facilitate dissemination of 
important health information on Asian American women in 
health care settings. Federal funding can also foster research 
collaborations between the US and Asian nations to pro-
mote culturally informed medical practices [34]. Overall, 
findings from the current study should be considered when 
implementing policy recommendations within health care 
settings to improve the delivery of equitable care for Asian 
American women.

Limitations 

Although the use of a large national sample is a considerable 
strength of this study, there are several limitations. First, the 
nature of secondary data analysis prevents the study from 
examining contexts beyond the available data. For example, the 
binary format of discrimination-related questions does not pro-
vide nuanced information regarding the degree of harm from 
specific discriminatory incidents. The retrospective self-report 
assessment procedure may allow for inaccuracy through mem-
ory gaps and/or response biases. Along these lines, the nature 
of a binary, self-report assessment of discrimination does not 
provide information in behavioral terms what physicians did 
that was perceived as discriminatory. Additionally, the current 
sample is limited to Asian American women who indicated 
needing health care in the last 12 months; thus, results may not 
translate to the general Asian American women population. A 
small proportion (10.9%) of the heterosexual-identified partici-
pants reported experiencing discrimination by providers based 
on their sexual orientation. It remains unclear how this ques-
tion was interpreted by heterosexual individuals and may sug-
gest a degree of measurement error. Finally, the cross-sectional 
nature of the data prevents any conclusion on the directional-
ity of the associations. Thus, the association between health 
care discrimination and health in Asian American women may 
be interpreted both ways—discrimination in health care may 
lead to poorer health and functioning outcomes, or those with 
pre-existing health conditions/functional impairments may 
be more susceptible to discrimination in health care. Future 
research may also benefit from disaggregating data by disease 
type or various forms of multimorbidity.

To address these limitations, future research may benefit 
from adopting a mixed-methods longitudinal design using 
a community sample of Asian American women. Such 
design may produce richer data on Asian American women’s 
experiences of health care discrimination and how these 
experiences may affect their health over time. Additionally, 
while research showed that implicit bias among physicians 
may perpetuate health care disparities for African and Latinx 
American patients [35], little is known about physician bias 
toward Asian American female patients. Further examination 
into physician bias (e.g., via Implicit Association Bias tests) 
may help health care providers recognize and adjust their 
own bias toward Asian American female patients.

Conclusion

Intersectionality has been recognized as an important frame-
work to facilitate public health equity [36]. The current study 
is among the first to apply this framework to investigate 
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various forms of discrimination toward Asian American 
women within the US health care system. Findings from 
this study underlined the prevalence of such experiences and 
their significant associations with Asian American women’s 
health. In the context of COVID-19 which disproportion-
ately affected the livelihood of women of color and per-
petuated racialized discrimination toward Asian American 
women [37], these issues are ever more urgent and need to 
be addressed within the health care system to better protect 
the health of Asian American women.
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