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A B S T R A C T

Utilization of cost-effective essential preventive health services increased after the implementation of the
Affordable Care Act’s (ACA) provision that non-grandfathered private insurers provide cost-effective preventive
services without cost sharing in 2010. Little is known, however, whether this change is also observed among
Asians in the US. We examined patterns of preventive services utilization among Asian subgroups relative to non-
Latino whites (whites) after the implementation of the ACA’s preventive services provisions. Using 2013–2016
Medical Expenditure Panel Survey data, we examined utilization trends in preventive services among Asian
Indians, Chinese, Filipinos, and other Asians relative to whites. We also ran logistic regression models to estimate
the likelihood of having received each of the seven essential preventive services (routine checkups, flu vacci-
nations, cholesterol screenings, blood pressure checkups, Papanicolaou “pap” tests, mammograms, and color-
ectal cancer screenings). Compared to whites, Asians had higher rates of utilization of routine checkups, cho-
lesterol screenings, and flu vaccinations, but they had lower utilization rates of blood pressure checkups, pap
tests, and mammograms. The patterns of preventive services utilization differed across the Asian subgroups. All
Asian subgroups, except for Filipinos, were less likely to have pap tests or mammograms than whites. Moreover,
we observed a decreasing trend in having pap tests, mammograms, or colorectal cancer screenings among all
Asian subgroups between 2013 and 2016. Our findings suggest that there are low cancer screening rates across
Asian subgroups. This indicates the need for programs tailored to specific Asian subgroups to improve cancer
screening.

1. Introduction

The Affordable Care Act (ACA) expanded access to preventive
health care by requiring that non-grandfathered private insurers pro-
vide cost-effective preventive services without cost-sharing in 2010,
particularly those recommended by the United States Preventive
Services Task Force (USPSTF) and the Advisory Committee on
Immunization Practices (routine checkup, flu vaccination, cholesterol
screening, blood pressure checkup, Papanicolaou “pap” test, mammo-
gram, and colorectal cancer screening) (Koh and Sebelius, 2010; Chait
and Glied, 2018). A study found that utilization of preventive services
has increased since the implementation of the ACA’s preventive services
provisions, but the improvements were minimal across all the essential

health benefits (Hong et al., 2017). Another study showed that im-
provements in use of preventive services were more pronounced among
Latinos and non-Latino “blacks” relative to non-Latino “whites” after
the implementation of the ACA’s preventive services provisions
(Agirdas and Holding, 2018), which suggests that racial and ethnic
disparities in preventive services utilization have decreased. Improve-
ments were not observed, however, among Asians as a single group
(Agirdas and Holding, 2018).

Asians are the most diverse racial group in the United States (US) in
terms of culture, language, religion, immigration patterns, and several
other characteristics. They are made up of more than 50 different Asian
subgroups and 100 languages (Ramakrishnan and Ahmad, 2014).
Within the broad umbrella category of Asians, the three largest
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subgroups by country of origin are Chinese, Filipino, and, Asian Indian
(Pew Research Center, 2012). Each subgroup has unique socioeconomic
profiles (Huang and Carrasquillo, 2008; Lopez et al., 2017). For ex-
ample, the share of those without health insurance vary by Asian sub-
group (Park et al., 2018; Park et al., Forthcoming; Park et al.,
Forthcoming; Park et al., Under review). Having health insurance and a
regular physician or place for health care play critical roles in accessing
and using preventive services (Wallace and Sommers, 2016). Disparities
in access to health care can lead to differences in preventive services
utilization across the Asian subgroups.

Little is known, however, about patterns of preventive services
utilization across the Asian subgroups. Due to limited measures of Asian
subgroup categories in most population-based surveys, Asians are ty-
pically treated as a single monolithic group, which could mask het-
erogeneity (Holland and Palaniappan, 2012; Islam et al., 2010). To our
knowledge, there are no peer-reviewed studies that have examined
preventive services utilization among Asian subgroups since the im-
plementation of the ACA’s preventive services provisions. There is one
study that examined changes in preventive services utilization asso-
ciated with the provisions of the ACA among Asians in Michigan (Wu
and Raghunathan, 2019). This study did not analyze the patterns of
preventive services utilization across Asian subgroups.

Using a nationally representative sample from the 2013–2016
Medical Expenditure Panel Survey (MEPS), we examined patterns of
utilization of seven essential preventive services required to be covered
by the ACA among Asian subgroups relative to whites after the im-
plementation of the ACA’s preventive services provisions. Identifying
disparities in utilization of preventive services according to each Asian
subgroup may help inform tailored programs to each group and target
effective strategies to improve preventive services utilization for all
Asians.

2. Methods

2.1. Study sample

We used data from the 2013–2016 MEPS. MEPS is a nationally re-
presentative survey of the US civilian, non-institutionalized population.
MEPS annually collects information on respondents’ demographic, so-
cioeconomic, and health care utilization characteristics. We included
adults older than 18 years old who were Asian or non-Latino “white.”
We included whites as a reference group to compare patterns of pre-
ventive services utilization with Asian subgroups. Our sample consisted
of 36,661 adults (31,038 whites, 1182 Asian Indians, 1302 Chinese,
924 Filipinos, and 2215 other Asians). Asian Indians, Chinese, and
Filipinos are the three largest Asian subgroups. “Other Asians” captures
those who self-identified as Asian but not as one of the three Asian
subgroups listed above.

2.2. Measures

Our outcome measures were seven of the ten preventive services
recommended by the USPSTF (U.S. Preventive Services Task Force,
2014). Following the USPSTF guidelines, we assessed whether eligible
individuals had each of the following seven preventive services: routine
checkup, flu vaccination, cholesterol screening, blood pressure
checkup, pap test, mammogram, and colorectal cancer screening. Spe-
cifically, the USPSTF recommends routine checkups and flu vaccina-
tions every year, and, thus, we assessed whether all adults had these
services within the past year. For cholesterol screening, the USPSTF
guidelines differ between men and women by age and risk group.
Specifically, the USPSTF concludes that the benefits of cholesterol
screening substantially outweigh the potential harms for men ages 35
and older and women ages 45 and older at increased risk for coronary
heart disease. Since risk cannot be accurately measured with MEPS, we
followed the approach used in previous studies (Hong et al., 2017;

Holden et al., 2015) and assessed whether men older than age 35 years
and women older than age 45 years had the test within the past five
years. For blood pressure check up, there is lack of evidence for ideal
blood pressure checkup intervals. However, the USPSTF recommends
blood pressure screening every 1–2 years depending on one’s blood
pressure level. Therefore, we assessed whether all adults had the service
within the past two years. Moreover, the USPSTF recommends
screening for cervical cancer for women ages 21–65 years with cytology
every three years. Thus, we assessed whether women ages 21–65 years
without a hysterectomy had the test within the past three years. Fur-
thermore, the USPSTF recommends biennial mammography screening
for women ages 40–74 years, and thus we assessed whether women
ages 40–74 years had the test within the past two years. Finally, the
USPSTF recommends that adults ages 50–75 years be screened for
colorectal cancer using fecal occult blood testing, sigmoidoscopy, or
colonoscopy. Therefore, we assessed whether all adults ages
50–75 years had any of these tests in the past (fecal occult blood testing
within the past three years, sigmoidoscopy in the past five years, and
colonoscopy in the past ten years). For cancer screening, we excluded
cancer survivors with the corresponding cancers (cervical cancer, breast
cancer, and colorectal cancer).

We chose control variables based on the Andersen behavioral model
of health services utilization (Andersen, 1995). The model was devel-
oped to describe three types of factors that lead to the use of health
services: predisposing, enabling, and need. According to the mod-
el, predisposing factors include factors that predict the propensity to
use health services. Enabling factors include factors that facilitate or
hinder access to health services. Need factors include factors that
measure perceived or evaluated needs for health care services. We used
this framework to guide our empirical model specification. In this
study, the predisposing factors included the participants’ race and Asian
subgroup (white, Asian Indian, Chinese, Filipino, or other Asian), age
(18–24, 25–34, 35–44, 45–54, 55–64, 65–74, or ≥75 years old; dif-
ferent age groups were used for specific preventive services according
to the USPSTF guidelines), sex (female or male), marital status (married
or unmarried), education (less than high school degree, high school
degree, some college, or college graduate), English proficiency (limited
English proficiency or fluent English proficiency), and nativity (US-born
or non US-born). Enabling factors included family income as a share of
the federal poverty level (FPL; 0–99%, 100–124%, 125–199%,
200–399%, or ≥400%), health insurance status (any private, public
only, or uninsured), and area of residence (Northeast, Midwest, South,
or West). Need factors included self-reported health status (poor, fair,
good, or very good/excellent) and ten chronic conditions (angina, ar-
thritis, asthma, coronary heart disease, diabetes, emphysema, joint
pain, myocardial infarction, other heart disease, and stroke). MEPS
collects information on about 15 medical conditions for each re-
spondent. Among these medical conditions, we chose these ten because
they are common chronic diseases among adults.

2.3. Statistical analysis

We first examined weighted sample characteristics and tested dif-
ferences by white and Asian subgroups. Then, we estimated weighted
unadjusted rates of preventive services utilization and tested differences
by white and Asian subgroups. We then examined unadjusted utiliza-
tion trends in the preventive services between 2013 and 2016 by white
and Asian subgroups. Finally, we fitted multivariable logistic regression
models to estimate the likelihood of having each of the preventive
services among Asian subgroups relative to whites. Since other provi-
sions of the ACA (the individual mandate, subsidized marketplace
coverage, and Medicaid expansion) may lead to changes in preventive
services utilization among white and Asian subgroups, we conducted a
sensitivity analysis by limiting our study population to those between
2014 and 2016. Whites were used as the reference group in the models.
All models adjusted for the predisposing, enabling, and need factors
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described above. We estimated the models by accounting for the ro-
bustness of standard errors and the clustered survey design. For all
analyses, we used survey weights to adjust sample characteristics to be
representative of the US population. All analyses were conducted using
Stata 15. All data were analyzed in 2019.

3. Results

Table 1 shows the weighted sample characteristics by white and
Asian subgroups. Compared to whites, Asian subgroups had varying
predisposing, enabling, and need factors. Specifically, Asian subgroups
were significantly more likely to have higher educational attainment,
more likely to have limited English proficiency, more likely to be non
US-born, more likely to self-report poor or fair health status, but they

were less likely to have chronic conditions. Differences in the char-
acteristics were observed across the Asian subgroups. Particularly, Fi-
lipinos, Asian Indians, and Chinese (5.41%, 6.60%, and 7.07%, re-
spectively) were less likely to be uninsured than other Asians (11.20%).
Also, Asian Indians and Filipinos (4.06% and 2.20%, respectively) were
less likely to have limited English proficiency than Chinese and other
Asians (21.46% and 16.78%, respectively). There were also differences
in educational attainment, family income, and nativity. Specifically,
Asian Indians, Chinese, and Filipinos were more likely to have a college
degree or higher, more likely to have household incomes above 400%
of the FPL, and less likely to be non-US born than other Asians.

Table 2 presents the weighted unadjusted rates of preventive ser-
vices utilization by white and Asian subgroups. Compared to whites, all
Asian subgroups were less likely to have blood pressure checkups and

Table 1
Sample characteristics by non-Latino whites and Asian subgroups, 2013–2016.

Non-Latino white
(N=31,038)

Asian Indian
(N=1182)

Pa Chinese
(N=1302)

Pa Filipino
(N=924)

Pa Other Asian
(N=2215)

Pa

Predisposing factors
Age (years), % *** *** *** ***
18–24 8.38 8.29 9.52 7.36 10.88
25–34 16.74 34.01 20.58 14.50 18.78
35–44 15.09 26.48 16.97 20.35 17.79
45–54 16.94 12.61 19.20 19.05 19.10
55–64 18.59 10.32 14.98 17.42 13.63
65–74 13.71 6.60 11.21 13.74 10.97
>=75 10.55 1.69 7.53 7.58 8.85

Female, % 52.74 47.72 *** 52.30 *** 58.87 *** 54.72 ***
Married, % 22.09 19.12 *** 26.57 *** 24.78 *** 28.58 ***
Education, % *** *** *** ***
Less than high school degree 7.78 7.11 10.98 7.36 12.51
High school degree 33.19 14.30 17.90 20.02 27.09
Some college 23.22 21.07 18.43 28.14 23.07
More than college degree 22.67 47.29 37.86 27.06 22.71

Limited English proficiency, % 0.44 4.48 *** 25.88 *** 3.57 *** 23.12 ***
US born, % 95.53 11.51 *** 22.04 *** 18.51 *** 28.85 ***
Enabling factors
Family income, % *** *** *** ***
0–99% FPL 11.83 6.68 12.06 5.19 12.01
100–124% FPL 4.09 2.96 3.92 2.60 7.04
125–199% FPL 12.57 9.05 12.06 9.42 14.72
200–399% FPL 29.59 21.24 23.27 34.42 32.19
>=400% FPL 41.93 60.07 48.69 48.38 34.04

Health insurance, % *** *** *** ***
Any private health
insurance

71.38 79.10 71.58 77.16 64.60

Public health insurance only 21.31 14.30 21.35 17.42 24.20
Uninsured 7.31 6.60 7.07 5.41 11.20

US census region *** *** *** ***
Northeast 16.90 27.07 18.28 7.03 10.38
Midwest 28.23 16.07 9.14 8.66 10.97
South 33.57 26.40 12.44 8.87 21.94
West 21.30 30.46 60.14 75.43 56.70

Need factors
Parent-reported health status *** *** *** ***
Poor 23.09 35.53 27.42 25.22 24.20
Fair 35.70 37.56 36.25 41.34 33.50
Good 27.49 22.67 25.35 25.32 30.43
Very good/excellent 13.71 4.23 10.98 8.12 11.87

Chronic conditions
Angina 3.05 0.85 *** 1.38 *** 1.30 *** 1.17 ***
Arthritis 32.85 8.88 *** 12.98 *** 19.70 *** 13.27 ***
Asthma 10.79 3.89 *** 4.30 *** 6.71 *** 5.78 ***
Coronary heart disease 6.50 3.13 *** 2.00 *** 3.03 *** 2.48 ***
Diabetes 10.17 8.04 *** 5.15 *** 14.50 *** 11.56 ***
Emphysema 3.09 0.25 *** 0.46 *** 0.76 *** 0.50 ***
Joint pain 43.01 18.36 *** 23.43 *** 24.78 *** 23.02 ***
Myocardial infarction 4.90 1.78 *** 0.77 *** 1.41 *** 1.63 ***
Other heart disease 14.59 3.13 *** 5.61 *** 5.30 *** 5.28 ***
Stroke 4.67 1.44 *** 1.46 *** 3.03 *** 2.93 ***

*p < .05. **p < .01. ***p < .001.
a P values were estimated relative to non-Latino whites.
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mammograms. However, statistically significant differences were found
only for Filipinos in having blood pressure checkups and Asian Indians,
Chinese, and other Asians in having mammograms. For the other five
preventive services, the pattern of preventive services utilization dif-
fered by subgroup. Specifically, Asian Indians were more likely to have
cholesterol screenings and less likely to have flu vaccinations and pap
tests than whites. Chinese were more likely to have pap tests and col-
orectal cancer screenings and less likely to have flu vaccinations than
whites. Filipinos were more likely to have routine checkups and col-
orectal cancer screenings than whites. Other Asians were more likely to
have colorectal cancer screenings and less likely to routine checkups,
flu vaccinations, and pap tests than whites.

Fig. 1 shows utilization trends in the seven preventive services be-
tween 2013 and 2016 by white and Asian subgroups. There was an
increasing trend in having routine checkups, blood pressure checkups,
cholesterol screenings, and flu vaccinations across almost all Asian
subgroups (Fig. 1). However, a decreasing trend was observed in having
pap tests, mammograms, and colorectal cancer screenings among sev-
eral Asian subgroups. Specifically, we observed a consistently de-
creasing trend in having pap tests among Chinese, having mammo-
grams among Asian Indians and other Asians, and having colorectal
cancer screenings among Asian Indians and Filipinos.

Table 3 presents the likelihood of having each of the preventive
services among Asian subgroups relative to whites. A similar pattern
was observed even when adjusted for the predisposing, enabling, and
need factors. Compared to whites, all Asian subgroups were more likely
to have flu vaccinations. However, there were no significant differences
in having colorectal cancer screenings among Asian subgroups relative
to whites. For the other five preventive services, all Asian subgroups
tended to have a higher likelihood of having routine checkups and
cholesterol screenings than whites, but they had a lower likelihood of
having blood pressure checkups, pap tests, and mammograms. Speci-
fically, compared to whites, Chinese and Filipinos were more likely to
have routine checkups, and Asian Indians were more likely to have
blood pressure checkups. Compared to whites, Asian Indians, Chinese,
and other Asians were less likely to have pap tests, and Asian Indians
and other Asians were less likely to have mammograms and blood
pressure checkups. Among the seven preventive services, cancer
screening services were of particular interest. With the exception of
Filipinos, the Asian subgroups were less likely to have pap tests or
mammograms than whites. These findings remain unchanged when our
study population was limited to those between 2014 and 2016.

4. Discussion

This study demonstrates that compared to whites, Asians tended to
have lower utilization of blood pressure screenings, pap tests, and
mammograms. Cancer screenings were notable. Specifically, we ob-
served a decreasing trend in having pap tests, mammograms, or col-
orectal cancer screenings among all Asian subgroups between 2013 and
2016. Moreover, with the exception of Filipinos, all Asian subgroups
were less likely to have pap tests or mammograms than whites. On the
other hand, Asians tended to have higher utilization of routine
checkups, cholesterol screenings, and flu vaccinations than whites. We
also found that the patterns of preventive services utilization differed
across the Asian subgroups. Our findings point to the need for programs
tailored to Asian subgroups to improve preventive services utilization
among Asians, particularly cancer screening services.

We observed that some Asian subgroups were less likely to have
blood pressure screenings, pap tests, and mammograms than whites. In
particular, low screening rates for pap tests and mammograms are of
interest because cancer is the leading cause of death among Asians
(McCracken et al., 2007). Low screening rates for cancer among Asians
have been reported in previous studies (Kandula et al., 2006; Klabunde
et al., 2012). In addition, we found that utilization of pap tests, mam-
mograms, or colorectal cancer screenings has decreased between 2013Ta
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and 2016 among all Asian subgroups (pap tests for Chinese, mammo-
grams for Asian Indians and other Asians, and colorectal cancer
screenings for Asian Indians and Filipinos). These phenomena may be
explained by Asians being less aware of the availability of benefits and/
or the importance of cancer screening likely due to limited English
proficiency and/or limited health literacy. Research has found that
decreased acculturation (as measured by language preference, length of
residency in the US, age at arrival in the US, ethnic origin of friends and
peers, and self-identity) was associated with lower utilization of cancer
screening services for Asians (Lee et al., 2014). This implies that limited
English proficiency and/or limited health literacy may serve as a sig-
nificant barrier to accessing cancer screening services. Moreover, we
observed no significant differences in having colorectal cancer screen-
ings among all Asian subgroups relative to whites. However, for two
reasons, this finding should not be interpreted as indicating that Asian
subgroups do not experience limited access to colorectal cancer
screenings. First, the absolute levels were low for all Asian subgroups
and whites (ranging from 26.68% to 33.23%). Second, prior research
showed that Asians were more likely to have colorectal cancer
screenings than whites, which suggests there are disparities in color-
ectal cancer screenings among Asian subgroups (Ghai et al., 2018).

We also found that compared to whites, Asians tended to have

similar or better levels of utilization of preventive services in terms of
routine checkups, flu vaccinations, and cholesterol screenings. These
observations may be explained by the ACA requiring no cost sharing for
these services (Koh and Sebelius, 2010; Chait and Glied, 2018), and
thus the economic burden due to these services to patients is minimal.
Eliminating cost sharing for these services may lead to increased utili-
zation of these preventive services among Asians. Furthermore, pre-
vious studies have shown that limited English proficiency and/or lim-
ited health literacy serve as substantial barriers to accessing care among
Asians (Lee et al., 2015; Kim and Keefe, 2010; Jang and Kim, 2019).
However, this might be less relevant because the use of these preventive
services has been well-known to be beneficial and advanced linguistic
ability may not be required. This supposition is supported by our
findings showing that limited English proficiency was not associated
with the likelihood of having any of these services (not shown).

There were differences, however, in the utilization of preventive
services by Asian subgroups. Identifying which preventive services are
being underutilized for each Asian subgroup could help health planners
and policymakers develop effective programs for specific types of pre-
ventive services among Asian subgroups. Specifically, compared to
whites, Asian Indians were less likely to have mammograms, Chinese
were less likely to have pap tests, and other Asians were less likely to

Fig. 1. Utilization trends in preventive services by non-Latino whites and Asian subgroups, 2013–2016.

Table 3
The likelihood of having preventive services among Asian subgroups relative to non-Latino whites, 2013–2016.

Routine checkup Flu vaccination Cholesterol screening Blood pressure checkup Pap test Mammogram Colorectal cancer
screening

OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI

Non-Latino
white

REF REF REF REF REF REF REF

Asian Indian 1.13 0.89–1.43 1.48 1.19–1.85 2.64 1.40–4.98 1.01 0.70–1.46 0.41 0.26–0.62 0.42 0.24–0.73 1.19 0.87–1.64
Chinese 1.34 1.09–1.65 1.42 1.16–1.73 1.20 0.75–1.91 0.74 0.54–1.00 0.62 0.42–0.91 1.21 0.79–1.86 0.97 0.73–1.30
Filipino 1.46 1.11–1.93 2.43 1.89–3.13 1.70 0.90–3.20 0.89 0.55–1.42 0.82 0.51–1.31 0.94 0.56–1.58 1.12 0.83–1.51
Other Asian 1.06 0.89–1.27 1.65 1.38–1.99 1.50 0.97–2.33 0.60 0.46–0.78 0.48 0.34–0.66 1.08 0.75–1.56 1.06 0.83–1.37

Note: Boldface indicates statistical significance (p < 0.05).
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have blood pressure checkups and pap tests. There are multiple me-
chanisms that could explain differences in the utilization of preventive
services by subgroup. First, some Asians lack health insurance, which
could lead to lack of a usual source of care. This issue is more relevant
to “other Asians” who had a relatively higher proportion of the unin-
sured (11.20%). Second, limited English proficiency and/or limited
health literacy may result in difficulty in navigating the US health care
system, which possibly results in low levels of preventive services (Park
et al., Forthcoming). This phenomenon may be more pronounced
among Chinese who were less likely to speak English fluently or well
and/or Asian Indians who were more likely to speak English fluently or
well, but less likely to be born in the US than other Asian subgroups.
Third, cultural differences and beliefs around using health care services
could be the result of barriers to accessing care (Kim and Keefe, 2010;
Au, 2002). Prior research showed that Asians were less likely to rely on
primary care services than whites (Park et al., Under review). This
might be because they are likely to consider complementary and al-
ternative medicine as substitutes for conventional medicine because
these types of treatment are culturally familiar and require lower costs
and little understanding of the US health care system (Su and Li, 2011).
This may lead to reliance on these treatments and prevent them from
using more effective preventive services.

It is worth noting that other ACA provisions such as Medicaid ex-
pansion and establishment of marketplace insurance exchanges may
affect preventive services utilization among Asian subgroups, but our
findings did not change when our study population was limited to those
between 2014 and 2016. This suggests that major ACA provisions im-
plemented in 2014 may not substantially affect preventive services
utilization among Asian subgroups. Previous research found that
Medicaid coverage played a key role in increasing coverage gains
among all Asian subgroups, especially for those in low household in-
comes and non-US citizens (Park et al., Under review). This indicates
that Medicaid coverage led to coverage gains among Asian subgroups,
but this does not necessarily result in increases in preventive services
utilization. A similar result was observed in another study. Asian sub-
groups gained insurance coverage after the implementation of the ACA,
but there were no improvements in access to usual sources of care (Park
et al., Forthcoming). However, it may take time to observe changes in
health care access. Thus, further study is warranted to examine whether
other ACA provisions may lead to changes in preventive services uti-
lization among Asian subgroups with longer period data.

These findings point to the need for programs tailored to Asian
subgroups to improve preventive services utilization among Asians,
particularly cancer screening services. Since Asian subgroups have
different socioeconomic barriers to accessing care, interventions and
campaigns should be linguistically, culturally, and socially tailored to
address special health needs and disparities of Asians. For example,
Chinese are less likely to speak English fluently or well. This suggests
that targeted programs and campaigns for Chinese may help language
interpretation. On the other hand, Asian Indians are more likely to
speak English fluently or well, but they are less likely to be born in the
US. This indicates that targeted programs that can be effective for Asian
Indians may help them navigate the health care system. In order to
improve utilization of preventive services among Asian subgroups,
therefore, it is critical to understand barriers that each Asian subgroup
is facing and develop tailored programs to address the specific barriers
faced by each Asian subgroup. Further investigation is warranted to
understand and identify determinants leading to variations in pre-
ventive services utilization among Asian subgroups.

Our study has several limitations. First, MEPS categorized Asians
into four subgroups, and, thus, “other Asians” were lumped together
and measured as a homogeneous group. Second, since the USPSTF
guidelines do not directly align with MEPS questions, utilization may be
slightly underestimated or overestimated. Third, our outcome measures
relied on self-reported information derived from interviews, and thus
self-reporting errors may occur. Fourth, interviews were conducted in

English or Spanish and not in any Asian languages. This may lead to
selection bias by disproportionately including those who were educated
or were fluent in English. Fifth, as categories for Asian subgroups in
MEPS were collected since 2013, we could not analyze data prior to the
implementation of the ACA’s preventive services provisions to examine
how the ACA’s provisions affect preventive services utilization among
Asian subgroups. Finally, we could not adjust for all other potential
confounding factors. However, we controlled for a wide range of pre-
disposing, enabling and need factors, which should have attenuated the
risk of bias from omitted factors.

5. Conclusion

This study demonstrates that Asian subgroups have low cancer
screening rates relative to whites even after the implementation of the
ACA’s preventive services provisions, whereas they had similar or better
levels of utilization in other preventive services recommended by the
USPSTF. This study also shows that differences in preventive services
utilization exist across Asian subgroups. These findings highlight the
importance of prioritizing the availability of cancer screening services
and the need for programs tailored to each Asian subgroup. Future
strategies and policies should consider linguistically, culturally, and
socially appropriate interventions to address special health needs and
disparities of Asians in order to improve their utilization of preventive
services.

Financial disclosure

This study was supported by the National Cancer Institute (U54
CA221704(5)).

Declaration of Competing Interest

The authors declare that they have no known competing financial
interests or personal relationships that could have appeared to influ-
ence the work reported in this paper.

Acknowledgements

No financial disclosures were reported by the authors of this paper.
Dr. Park conceptualized and designed the study, carried out the ana-
lyses, interpreted the results, drafted the initial manuscript, and ap-
proved the final manuscript as submitted. Drs. Chen and Ma helped
interpret the results, reviewed and revised the manuscript, and ap-
proved the final manuscript as submitted. Dr. Ortega contributed to the
design of the study, contributed to the initial drafting of the manuscript,
reviewed and revised the manuscript, and approved the final manu-
script as submitted.

References

Koh, H.K., Sebelius, K.G., 2010. Promoting prevention through the Affordable Care Act.
N. Engl. J. Med. 363 (14), 1296–1299.

Chait, N., Glied, S., 2018. Promoting prevention under the Affordable Care Act. Annu.
Rev. Public Health 39, 507–524.

Hong, Y.R., Jo, A., Mainous 3rd., A.G., 2017. Up-to-date on preventive care services under
Affordable Care Act: a trend analysis from MEPS 2007–2014. Med. Care 55 (8),
771–780.

Agirdas, C., Holding, J.G., 2018. Effects of the ACA on preventive care disparities. Appl.
Health Econ. Health Policy 16 (6), 859–869.

Ramakrishnan, K., Ahmad, F.Z., 2014. State of Asian Americans and Pacific Islanders
Series: Health care. Center for American Progress.

Pew Research Center. The rise of Asian Americans. 2012.
Huang, K., Carrasquillo, O., 2008. The role of citizenship, employment, and socio-

economic characteristics in health insurance coverage among Asian subgroups in the
United States. Med. Care 46 (10), 1093–1098.

Lopez, G., Ruiz, N.G., Patten, E., 2017. Key Facts about Asian Americans, a Diverse and
Growing Population. Pew Research Center.

Park, J.J., Humble, S., Sommers, B.D., Colditz, G.A., Epstein, A.M., Koh, H.K., 2018.
Health insurance for Asian Americans, Native Hawaiians, and Pacific Islanders under

S. Park, et al. Preventive Medicine Reports 16 (2019) 101008

6

http://refhub.elsevier.com/S2211-3355(19)30179-2/h0005
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0005
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0010
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0010
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0015
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0015
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0015
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0020
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0020
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0025
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0025
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0035
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0035
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0035
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0040
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0040
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0045
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0045


the Affordable Care Act. JAMA Int. Med. 178 (8), 1128–1129.
Park S., Roby D.H., Stimpson J.P., et al. Insurance coverage and health care utilization

among Asian children under the Affordable Care Act. Academic Pediatrics.
Forthcoming.

Park, S., Stimpson, J.P., Kemmick, Pintor J., et al., 2019. The impact of the Affordable
Care Act on health care access and utilization among Asian American Subgroups.
Medical Care 57 (11), 861–868.

Park S., Stimpson J.P., Kemmick Pintor J., Roby D.H., Ortega A.N. The impact of the
Affordable Care Act on insurance coverage and sources among Asians in Medicaid
expansion states. Working paper (Under review).

Wallace, J., Sommers, B.D., 2016. Health insurance effects on preventive care and health:
a methodologic review. Am. J. Prev. Med. 50 (5 Suppl 1), S27–S33.

Holland, A.T., Palaniappan, L.P., 2012. Problems with the collection and interpretation of
Asian-American health data: omission, aggregation, and extrapolation. Ann.
Epidemiol. 22 (6), 397–405.

Islam, N.S., Khan, S., Kwon, S., Jang, D., Ro, M., Trinh-Shevrin, C., 2010. Methodological
issues in the collection, analysis, and reporting of granular data in Asian American
populations: historical challenges and potential solutions. J. Health Care Poor
Underserved 21 (4), 1354–1381.

Wu, T.Y., Raghunathan, V., 2019. The patient protection and Affordable Care Act and
utilization of preventive health care services among Asian Americans in Michigan
during Pre- and Post-Affordable Care Act Implementation. J. Community Health.

U.S. Preventive Services Task Force. Guide to clinical preventive services, 2014. Periodic
updates. 2014.

Holden, C.D., Chen, J., Dagher, R.K., 2015. Preventive care utilization among the unin-
sured by race/ethnicity and income. Am. J. Prev. Med. 48 (1), 13–21.

Andersen, R.M., 1995. Revisiting the behavioral model and access to medical care: does it
matter? J. Health Soc. Behav. 36 (1), 1–10.

McCracken, M., Olsen, M., Chen Jr, M.S., et al., 2007. Cancer incidence, mortality, and

associated risk factors among Asian Americans of Chinese, Filipino, Vietnamese,
Korean, and Japanese ethnicities. CA Cancer J. Clin. 57 (4), 190–205.

Kandula, N.R., Wen, M., Jacobs, E.A., Lauderdale, D.S., 2006. Low rates of colorectal,
cervical, and breast cancer screening in Asian Americans compared with non-
Hispanic whites: cultural influences or access to care? Cancer 107 (1), 184–192.

Klabunde, C.N., Brown, M., Ballard-Barbash, R., et al., 2012. Cancer Screening–United
States, 2010. Centers for Disease Control and Prevention, Atlanta, GA.

Lee, S., Chen, L., Jung, M.Y., Baezconde-Garbanati, L., Juon, H.S., 2014. Acculturation
and cancer screening among Asian Americans: role of health insurance and having a
regular physician. J. Community Health 39 (2), 201–212.

Ghai, N.R., Jensen, C.D., Corley, D.A., et al., 2018. Colorectal cancer screening partici-
pation among Asian Americans overall and subgroups in an integrated health care
setting with organized screening. Clin. Transl. Gastroenterol. 9 (9), 186.

Lee, H.Y., Rhee, T.G., Kim, N.K., Ahluwalia, J.S., 2015. Health literacy as a social de-
terminant of health in Asian American immigrants: findings from a population-based
survey in California. J. Gen. Intern. Med. 30 (8), 1118–1124.

Kim, W., Keefe, R.H., 2010. Barriers to healthcare among Asian Americans. Social Work
Public Health 25 (3–4), 286–295.

Jang, Y., Kim, M., 2019. Limited English proficiency and health service use in Asian
Americans. J. Immigr. Minor. Health 21 (2), 264–270.

Park, S., Chen, J., Roby, D.H., Ortega A.N. Differences in health care expenditures among
non-Latino whites and Asian subgroups vary along the distribution of the ex-
penditures. Med. Care Res. Rev. [Epub ahead of print].

Au, C., 2002. Cultural factors in preventive care: Asian-Americans. Prim. Care 29 (3),
495–502 viii.

Park, S., Nguyen, G.T., Primary care expenditures and utilization by race and ethnbicity,
2010-2016. Working paper (Under review).

Su, D., Li, L., 2011. Trends in the use of complementary and alternative medicine in the
United States: 2002–2007. J. Health Care Poor Underserved 22, 296–310.

S. Park, et al. Preventive Medicine Reports 16 (2019) 101008

7

http://refhub.elsevier.com/S2211-3355(19)30179-2/h0045
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0055
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0055
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0055
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0065
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0065
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0070
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0070
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0070
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0075
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0075
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0075
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0075
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0080
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0080
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0080
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0090
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0090
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0095
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0095
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0100
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0100
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0100
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0105
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0105
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0105
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0110
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0110
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0115
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0115
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0115
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0120
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0120
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0120
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0125
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0125
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0125
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0130
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0130
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0135
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0135
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0145
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0145
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0155
http://refhub.elsevier.com/S2211-3355(19)30179-2/h0155

	Utilization of essential preventive health services among Asians after the implementation of the preventive services provisions of the Affordable Care Act
	Introduction
	Methods
	Study sample
	Measures
	Statistical analysis

	Results
	Discussion
	Conclusion
	Financial disclosure
	mk:H1_10
	Acknowledgements
	References




