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Abstract

Background: Asians Americans are understudied in health research and often aggregated into 

one homogenous group, thereby disguising disparities across subgroups. Cambodian Americans, 

one of the largest refugee communities, may be at high risk for adverse health outcomes. This 

study compares the health status and healthcare experiences of Cambodian American refugees and 

immigrants.

Methods: Data were collected via questionnaires and medical records from two community 

clinics in Southern California (n=308). Chi-square and t-tests examined the socio-demographic 

differences between immigrants and refugees, and ANCOVA models compared the mean 
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differences in responses for each outcome, adjusting for age at immigration, education level, and 

clinic site.

Results: Cambodian American refugees reported overall lower levels of health-related quality of 

life (all p’s≤0.05 in unadjusted models) and self-rated health (unadjusted means (SD)=18.2 (16.8) 

vs 21.7 (13.7), p<0.05), but either similar or more positive healthcare experiences than Cambodian 

American immigrants. In adjusted analyses, refugees had higher rates of diabetes and 

cardiovascular disease risk (e.g. heart condition and hypertension; p’s<0.05) compared to 

Cambodian American immigrants. There were minimal differences in self-reported health 

behaviors between the two groups.

Discussion: There is a need for more health promotion efforts among Cambodian American 

refugees and immigrants to improve their health outcomes and perceived wellbeing.

Keywords

disparities; health status; healthcare experiences; refugees; immigrants; Cambodian American

INTRODUCTION

Demographic trends documenting the increasing proportion of refugees and immigrants 

within the United States (US) population has motivated the burgeoning public health focus 

on the health of these populations. Asian Americans are the fastest growing racial/ethnic 

minority group in the US, and yet, remain largely understudied in health services research.
1–3 In addition to calling for more research on Asian Americans, in general, health scholars 

and advocates have identified the need for the disaggregation of data and analyses by Asian 

ethnic subgroups.4–9 Asian Americans, with more than 20 ethnic subgroups, constitute a 

heterogeneous group comprised of diverse socioeconomic profiles, distinct languages, 

cultures, pre-immigration and post-immigration experiences, and health outcomes.8, 9 

However, they are often aggregated into one category that disguises these differences and 

hinders progress towards addressing the distinct health challenges faced by particular 

communities.7, 10

Moreover, a glaring omission in health research among Asian Americans is the dearth of 

studies on Cambodian Americans,11 who constitute one of the largest refugee communities 

in the US. Cambodian American refugee migration largely began after 1975, following a 

coup in 1970 that marked the beginning of a civil war and the takeover by the Khmer Rouge 

from 1975-1979.12 Almost 158,000 Cambodians gained entry into the United States 

between 1975-1994 as refugees, prior to the end of the US Cambodian refugee program in 

1994. Less than half (40-50%) of the Cambodians who arrived in the United States either 

during the regime’s existence or after the overthrow found employment in blue-collar 

occupations. The remainder, a significant portion composed of households headed by 

women whose fathers, husbands, or sons were killed, has relied on welfare and other forms 

of public assistance.13, 14

In the US, there are reportedly an estimated 327,719 Cambodian Americans.15 Cambodian 

Americans continue to rank among the highest in income poverty.16 Relative to other Asian 
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Americans, they also rank among the highest in welfare and social security income 

dependence, and the lowest in educational attainment, second to the Hmong community.
16–18 Although Cambodian Americans can be found in every state, there are large 

communities that reside in California, Massachusetts and Washington, with the largest 

Cambodian community outside of Southeast Asia being in Long Beach, California, in 

southern California.19 In Long Beach, one-third of the Cambodian American population 

lives below the federal poverty line20 compared to approximately one-tenth (12%) of Asian 

Americans living in Los Angeles county.

Although limited, the existing literature on the health status of Cambodian Americans has 

primarily focused on documenting their poor mental health status, and in particular the high 

rates of post-traumatic stress disorder (PTSD) and depression.8, 12, 19, 21–25 Cambodian 

Americans with depression and PTSD are not only at a higher risk for developing additional 

chronic conditions, but also the least likely to receive appropriate mental health services.25 

Albeit much less studied, Cambodian Americans also report poorer physical health than 

their Asian and non-Asian counterparts, including poor physical functioning, and are more 

likely to meet criteria for disability.8, 25 The need for more focus on physical health 

indicators has been documented.8, 26 Furthermore, no study to date has documented the 

health care experiences of Cambodian Americans. Understanding patient healthcare 

experiences has become a central goal of US health policy, particularly in efforts to reduce 

health disparities.27, 28

The current study helps fill this gap in the literature by examining the general health profile 

and the healthcare experiences of Cambodian Americans in a primary care setting. 

Moreover, this study compares the health profile and healthcare experiences of Cambodian 

Americans who came to the US as part of the refugee program from those who immigrated 

later. Such data can help design and inform future culturally appropriate policies and 

programs to address the needs of one of the country’s largest refugee and immigrant 

populations.

Methods

Sampling Design and Data Collection

The data were collected from 390 Cambodian American patients recruited from two 

community clinics (one which has eleven different locations and the other with one location) 

in Long Beach, California. Patients were recruited as part of a larger parent study (described 

in more detail in Biegler et al., 2016).29 In brief, the parent study was designed to test the 

effectiveness of a multi-component Health Information Technology program (HIT), which 

focused on training providers on providing culturally appropriate, trauma-informed mental 

health care to patients in a primary care setting.29 Medical providers were randomized to 

receive training particular to the HIT intervention or to receive training on providing 

culturally-competent care in general. Cambodian American patients who saw medical 

providers enrolled in the study were identified through clinic patient registries. Patients 18 

years of age or older were invited to participate during their existing scheduled 

appointments. Patients with severe visual or hearing impairments and/or severe life-

threatening illness were excluded. A bilingual Khmer research assistant described the study 
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to each patient, obtained informed consent from any interested patients and administered the 

baseline questionnaire. All study protocols were approved by the University’s Institutional 

Review Board.

Data for this study came from two sources: 1) the patient interviewer-administered 

questionnaire that was collected at the start of the study, prior to the patient participation in 

the parent intervention, and 2) the patient’s medical record. Of the 338 respondents who 

completed the questionnaire, 22 respondents were excluded because they were US born, and 

eight were removed due to missing data on the year of US arrival. This yielded an analytical 

sample of 308 respondents.

Socio-demographics

Data were collected on the respondents’ sociodemographic information, including gender 

current age, age at US entry, year of immigration to the US (coded as refugee if relocated to 

US prior to 1995 or immigrant if relocated to the US in 1995 or later)14 , educational 

attainment (less than high school vs. high school or greater), religious affiliation (Buddhist 

vs. other), employment status (full-time, part-time, homemaker/retired, not employed, 

student, disabled, and other), participation in Food Stamps program (yes/no), marital status 

(married, divorced/separated, widowed, or never married), total annual household income 

(less than $29,000 vs. $30,000 and higher), and household size.

Health-Related Quality of Life

Health-related quality of life was measured using the SF-36 Health Survey (Version 2).30, 31 

The SF-36 has been translated into over 50 languages and is used widely in the US, Europe 

and throughout Asia. This 36 multi-item scale addresses eight health domains: physical 

functioning, bodily pain, role limitations due to physical health problems, role limitation due 

to personal or emotional problems, emotional well-being, social functioning, energy/fatigue, 

and general health perceptions. Average scores were calculated for each scale, and then 

transformed from original scoring to range from 0 to 100, such that higher scores reflect 

more positive health outcomes. Self-rated health was measured by a single-item measure 

that asked respondents to rate their general health as excellent, very good, good, fair or poor. 

Responses were transformed to range from 0=poor to 100=excellent.

General Health

Indicators of participants’ general health status were abstracted from the patients’ medical 

record, including provider diagnosed type 2 diabetes, heart condition (e.g. coronary artery 

disease, congestive heart failure, cardiac dysrhythmia, and value disease), hypertension, and 

dyslipidemia. Weight status was measured by abstracting patients’ height and weight from 

their medical record in order to calculate their body mass index (BMI) per the CDC 

guidelines as follows: “underweight” if below 18.5, “normal or healthy weight” if between 

18.5-24.9, “overweight” if 25.0-29.9 and “obese” if 30 or higher.32

Health Behaviors

Physical activity was measured using the following three items adopted from the 2015 

California Health Interview Survey (CHIS) to assess frequency and duration of engaging in 
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walking, moderate physical activities, and vigorous physical activities in the past week. We 

used 150 minutes of at least moderate intensity activity per week (combined walking with 

other moderate activity) and 75 minutes of vigorous intensity activity per week as cut points 

to approximate the current Centers for Disease Control physical activity recommendations33 

for adults age 18 and older.

Alcohol consumption was measured by the following item, “During the past 30 days, did 

you drink any alcohol such as a 12 ounce bottle or can of beer, 8 ounce glass of wine, herbal 

tea with wine, or one cocktail or shot containing hard liquor?” (no/yes). This item has been 

used previously among Cambodian Americans to assess the prevalence of alcohol 

consumption and problematic drinking.34

To examine gambling behavior, respondents were asked, “In your lifetime, have you ever 

lost more than 100 dollars in a single year because of gambling?” Anyone who responded 

yes was then asked a series of questions using the South Oak Gambling Screen (SOGS),35 

one of the most widely used screeners for problem gambling, which has been used among 

Cambodian Americans.36 Scores on the SOGS range from 0-20, with a score of 5 or more 

indicative of pathological gambling.

Patient-Provider Relationship Trust and Perceived Quality of Care

A single-item assessed the frequency with which patients reported having difficulty speaking 

or understanding their provider because of language differences during the prior 12 months. 

An additional question asked patients how often in the past 12 months they needed an 

interpreter to help them speak with their medical provider. Ratings for both items were made 

on a 5-point scale, 1=never to 5=always.

Patient trust in their provider was measured using a 5-item scale developed by Thom and 

Campbell.37 Ratings were made on a 5-point scale (1=never, 5=always). Items were 

averaged to form a composite measure (Cronbach’s alpha=0.90).

Participants’ evaluation of their overall quality of care was assessed using a single-item that 

asked them to rate the quality of care they received. Ratings were made on a 5-point scale 

(1=Poor, 5=Excellent). Perceived discrimination was assessed by asking participants to think 

about all of the experiences they had with health care visits in the last 12 months, and to rate 

how often they felt they were unfairly treated or treated with disrespect because of their: 1) 

ability to speak English, 2) health insurance status, and 3) racial or ethnic background. 

Ratings were made on a 5-point scale (1=never, 5=always).

Analytic Plan

We used SPSS V.24 to analyze the data. Descriptive statistics (e.g. χ2 and t-tests) were 

generated to examine the socio-demographic characteristics of the study sample comparing 

immigrants and refugees. For each outcome, we then used ANCOVA models to compare the 

mean responses of immigrants vs. refugees on chosen outcomes. A priori, we included in the 

adjusted models patients’ age at immigration, education level (to account for differences in 

socioeconomic status between the two groups), and an indicator for clinic site. Two-tailed p-

values less than or equal to 0.05 were considered statistically significant.
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Results

The socio-demographic characteristics of Cambodian Americans who came to the US as 

refugees or immigrants are compared in Table 1. There was not a significant age difference 

between the two groups, yet, there were multiple significant differences in several socio-

demographic characteristics. Specifically, refugees were younger at age of entry (28.8 vs. 

48.7 years old, p<0.001), less likely to be currently married or in a partnership (37.7% vs. 

59.6%, p=0.002), less likely to be educated (74.0% vs. 61.2% less than high school 

education, p=0.02), more likely to be disabled (30.2 vs 2.0%, p <0.001), and more likely to 

be receiving support through a food stamps program (42.6% vs. 18.9%, p=0.02) compared to 

their immigrant counterparts.

The overview of the health profile comparing immigrants to refugees is presented in Table 2. 

The unadjusted mean and standard deviation for each group is shown on the left side of the 

table, and the mean difference for the estimated marginal means and associated F-statistic 

for the multivariable analysis (included age at entry of US, educational attainment, and clinic 

location as covariates) are shown in the two columns on the right side of the table. In 

general, the findings indicated that refugees reported poorer ratings of their health status for 

all eight domains compared to immigrants in the unadjusted models. In the adjusted models, 

on average refugees rated their physical functioning (Estimated marginal means [EMM] 

(Standard Error, SE)=56.1 (1.9) vs. 73.3 (1.9), p<0.001), role-limitations-physical health 

(EMM (SE)=47.0 (2.1) vs. 61.4 (3.4), p=0.002), and role limitations-emotional health 

(EMM (SE)=46.7 (2.2) vs. 59.6 (3.7), p=0.009) as poorer than the ratings provided by 

immigrants. Furthermore, refugees also rated their overall health as poorer, in both 

unadjusted and adjusted models (Means (SD)=18.2 (16.8) vs 21.7 (13.7), p<0.05; EMM 

(SE)=17.2 (1.2) vs. 24.0 (2.0), p=0.01). In terms of weight status, a large proportion (60.8%) 

was categorized as overweight or obese, with no significant difference by immigration 

status. Approximately one-third (27.4%) of the sample had been diagnosed with diabetes, 

with no significant difference in prevalence rate by immigration status in unadjusted models; 

however, in the adjusted model, compared with immigrants, refugees evidenced a higher 

proportion of diagnosed diabetes (EMM (SE)=13.4 (5.8) vs. 33.6 (3.5), p=0.009). Among all 

respondents, there were generally low rates of have been diagnosed by a medical provider 

with any heart condition (5.4%), however, slightly less than half of the sample had been 

diagnosed with hypertension (44.9%) or dyslipidemia (45.8%). As indicated in the adjusted 

analyses, there were significant differences between the immigrant and refugee participants 

in cardiovascular disease risk, with refugees having a greater prevalence of heart conditions 

(EMM (SE)= −0.9 (4.1) vs. 12.4 (2.5), p=0.01) and hypertension (EMM (SE)= 52.2 (4.0) vs. 

30.2 (6.5), p=0.02).

In terms of health behaviors, alcohol consumption was low-- only 7.2% of the entire sample 

reported having had an alcoholic drink in the past 30 days, with no significant difference 

found between immigrants and refugees. Cambodian American refugees were more likely to 

report having lost more than $100 in a year due to gambling compared to their immigrant 

counterparts, in both unadjusted (Means (SD)= 29.4 (45.7) vs 9.2 (29.0), p<0.05) and 

adjusted (EMM (SE)=29.5 (3.4) vs. 9.0 (5.3), p=0.004) models. Approximately, 3.7% of the 

sample reported behaviors indicative of pathological gambling, with differences due to 
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immigration status only evidenced in the unadjusted model (Means (SD)= 5.6 (23.1) vs. 0.0 

(0.0), p<0.05). Lastly, there were low levels of physical activity with only 36.1% of the 

sample reporting engaging in CDC recommended levels of physical activity (33.7% engaged 

in recommended levels of moderate physical activity and 6.5% engaged in recommended 

levels of vigorous physical activity), with refugees engaging in less physical activity than 

immigrants (only in the unadjusted models for moderate physical activity and CDC 

recommendation for total physical activity) .

Table 3 presents the results on healthcare experiences. Cambodian American refugees were 

less likely to report having difficulty speaking or understanding the provider due to language 

(Means (SD)= 2.0 (1.6) vs. 3.1 (1.7), p<0.05) and were more likely to report needing an 

interpreter (Means (SD)= 2.1 (1.6) vs. 3.4 (1.7), p<0.05) than Cambodian American 

immigrants, although this difference only remained significant for needing an interpreter in 

the adjusted model (EMM (SE)= 2.4 (0.1) vs. 2.9 (0.2), p=0.03). Overall, the respondents 

reported high levels of trust in their provider (sample mean (SD)=4.4 (0.5)) and high levels 

of receipt of high quality care (sample mean=4.0 (0.8)), with no significant differences based 

on immigration status in either unadjusted or adjusted models. In general, there were low 

levels of perceived discrimination in regard to respondents’ English language proficiency, 

health insurance status, or racial/ethnic background. When comparing differences in 

perceived discrimination based on immigration status, refugees reported lower levels of 

perceived discrimination based on their English language ability relative to their 

counterparts, although this difference reached significance only in the adjusted model (EMM 

(SE)= 1.2 (0.1) vs. 1.5 (1.0), p=0.01).

Discussion

As Cambodians arrived in the US, they often faced severe economic and social hardships 

that likely contributed to a high risk for developing poor behavioral and physical health. This 

study sought to examine the current general health profile and healthcare experiences of 

Cambodian Americans in the largest community of Cambodian Americans in the US, with a 

focus on the differences between immigrants and refugees.

The findings suggested that the Cambodian American refugee sample reported lower 

indicators of socioeconomic status, including education level and employment status. The 

2005 American Community Survey showed a disparity in Cambodian American educational 

attainment with over half reported having less than a high school degree compared with 20% 

of the overall U.S. population,38 and only 9% reported having a bachelor’s degree compared 

with 15% of the overall U.S. population (U.S. Census Bureau, 2012). Interestingly, in both 

groups, the majority of the sample reported an average income less than $29,000, which is 

just above the federal poverty level for households of four (https://aspe.hhs.gov/poverty-

guidelines). The refugees were significantly more likely to report being disabled and 

receiving government support in the form of food stamps. This difference likely reflects 

access to welfare benefits that were conferred to refugees who were permanently injured 

during the war, but may not have been as readily available to current immigrants.
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In terms of their health profile, ratings of health-related quality of life were generally lower 

among refugees than among immigrants, but across both groups their scores were between 

10-40 points lower than those reported on in other Asian ethnic subgroups, including 

Chinese Americans,39, 40 and Vietnamese Americans.41 This pattern of findings was also 

mirrored in ratings of self-rated health, with refugees providing the lower ratings, as well as 

scores being much lower than those reported by American Asians/Pacific Islanders, and 

similar-aged Californian adults more generally.8 These results are concerning given that self-

rated health, one of the most widely used measures in health research, is considered a 

predictor of mortality.42, 43

We recognize that there are varying perspectives on the cut-points for obesity among Asians;
44 however, given that the World Health Organization declined to set different cutoff points 

for Asians, and to be aligned with other studies, we used the CDC cut-off points. As such, 

more than half of the sample (60.8%) was categorized as overweight or obese, which is 

lower compared to 2011-2014 age-adjusted estimated of overweight/obesity for non-

Hispanic white adults (68.5%), but higher compared to national estimates provided for Asian 

adults (40.3%).45 Although the obesity epidemic is a top national policy concern, Asian 

Americans are often considered at being lower risk than other racial/ethnic groups. This may 

be, in part, due to work that has generally grouped Asian American ethnic subgroups into 

one homogeneous group and then compared this group to other racial/ethnic groups.46 

Studies that have disaggregated this data, however, present a different story.7, 9 This study is 

one of the first, to the authors’ knowledge, documenting BMI among a community sample 

of Cambodian Americans. Ancheta et al.47 did find that Cambodian Americans had lower 

rates of obesity than other Asian American ethnic subgroups, however, this study was based 

on data from women only. Findings from this sample suggest that Cambodian Americans 

may be at higher risk relative to their Asian American counterparts.

Another poor health outcome in this sample was the high rate of type 2 diabetes (27.4%), 

particularly within the Cambodian refugee sample. Data from 2011-2014 age-adjusted 

population estimates for diabetes indicate that the prevalence rate for non-Hispanic whites 

and Asian American adults (age 20 and over) is 9.0% and 10.4%, respectively.45 Similar to 

the trends in obesity, wide variation exists among Asian subgroups in terms of diabetes 

prevalence.7 These results are consistent with other findings suggesting elevated risk of 

diabetes among Asian Americans9 in comparison to their White counterparts, and mirror 

another study’s high prevalence rate of diabetes (32.4%) in a sample of community-dwelling 

Cambodian Americans in Connecticut.25 Another public health concern that emerged was 

the alarming high rates of hypertension (47.3%) and dyslipidemia (46.7%) in this sample, 

which is higher than population estimates for non-Hispanic white and Asian American 

adults (hypertension: 30.8% and 25%; hyperlipidemia: 27.8% and 26.0%, respectively).45 

These results mirror recent studies that found that Cambodian Americans were at a 

disproportionately higher risk of hypertension and hyperlipidemia than the general 

population.21, 25, 26 Another study that assessed cardiovascular disease risk among Asian 

American women found that Cambodian and Vietnamese American women had comparable 

rates of unhealthy lipids and hypertension as the Filipinas, but all three ethnic subgroups had 

higher rates compared with Chinese American women.47
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The health behaviors we examined yielded mixed findings. For example, we found that self-

reported alcohol consumption was low within this sample. Although this could be due to a 

reluctance to self-disclose alcohol use, it likely supports another study’s claim that 

problematic drinking within the Cambodian American community has been overstated.34 

Furthermore, recent California population estimates of binge drinking behavior suggest that 

its prevalence is generally low among South East Asian Americans.48 In addition, we 

examined problematic gambling behavior, which has been previously documented as a risky 

health behavior within the Cambodian American community36 and has been associated with 

adverse health behaviors and outcomes such as substance abuse and suicide.49 Gambling is 

common among South-East Asian refugees, with a lifetime prevalence of pathological 

gaming estimated at 59 percent among refugees from Laos, Cambodia, and Vietnam.50 More 

recent work with a representative sample of Cambodian American estimates that the 

prevalence rate is much lower, with 13.9% of participants meeting screening criteria for 

lifetime disordered gambling.36 In our study, although the rate was comparatively low, the 

level of pathological gambling was twice that of the national average,51 suggesting that there 

is a disproportionately higher rate within this community. Lastly, we assessed levels of 

physical activity, another largely understudied topic among Asian Americans52 and found 

discouraging results. In this sample of Cambodian Americans, refugee and immigrant 

respondents overwhelmingly fell short of meeting the recommended guidelines for physical 

activity (36.1% compared with 51.1% of non-Hispanic White Americans and 51.4% of 

Asian Americans).45 These results are concerning considering the role physical activity can 

play in the prevention and treatment of chronic diseases. However, the low levels of physical 

activity in the current samples differ from another study by Taylor and colleagues53 that 

reported that Cambodian Americans were largely adherent with the national physical activity 

guidelines for adults.54 These varying results could be rooted in the differences in the 

samples; the prior study53 was based in different geographic locations (including Central 

and Northern California and the Pacific Northwest) and the sample was, on average, younger 

and had higher levels of education than the current study’s respondents.

Lastly, we examined dimensions of the patient-provider relationship and perceived quality of 

care. The results yielded high levels of satisfaction. Respondents overwhelmingly expressed 

positive sentiments in regard to their trust in their provider and ratings of overall quality of 

care. This finding is important, as part of the Triple Aim of the Affordable Care Act is to 

improve the patient experience of care (including quality and satisfaction). Furthermore, 

there is evidence that patient experiences of care are related to measures of technical quality 

of care.55

These findings depart slightly from the existing body of research, however, which typically 

reports lower levels of trust and perceived lower quality of care among racial and ethnic 

minorities, compared with non-Hispanic white.3, 56 The setting for this study likely had a 

strong influence on reported findings. Specifically, the data were collected from community 

medical settings that are known for serving the Cambodian American community. As such, 

there are institutional factors available at these medical settings, including bilingual and 

bicultural staff, culturally-relevant health resources, and support for behavioral health, which 

likely influenced the positive sentiments toward provider care. In past studies, the quality of 

the patient-provider interpersonal relationship has been shown to be associated with patient 
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ratings’ of their overall quality of care, including satisfaction with healthcare experiences.14 

These results are promising given a recent study documenting that trust in the Western 

healthcare system was associated with various health outcomes among Cambodian 

Americans, including positive health behaviors, self-reported disease and engagement in the 

healthcare system,25 and suggests important institutional resources that can be added into 

the medical system to improve the provision of culturally-competent care.

Moreover, there were low levels of perceived discrimination among all three indicators. Over 

90% of the sample reported “never” or “rarely” experiencing these forms of discrimination, 

although Cambodian American immigrants reported significantly higher ratings of 

discrimination based on English-language ability compared to Cambodian American 

refugees. These findings are noteworthy considering the body of literature documenting how 

perceived discrimination may be a contributing factor to racial and ethnic health disparities, 

and can adversely impact engagement in health promoting behaviors,57 medication 

adherence, perceived quality of care and medical follow-up.58 There is a growing body of 

work examining the relationship between discrimination and health among Asian Americans 

more specifically,59–61 which has found that perceived discrimination is associated with 

lower rates of mental health care utilization among Asian Americans,62 as well as higher 

rates of informal service utilization among Chinese Americans.61

There are limitations to this study that merit attention. First, these results are based on data 

collected from a convenience sample of patients seeking medical care. Therefore, it is likely 

that our findings overestimate the high burden of chronic disease and limit the 

generalizability of our findings, both compared to the larger Cambodian American 

population within and outside of Long Beach, as well as to the larger US population. 

Second, these results are cross-sectional and descriptive, and thereby do not examine any 

associations and/or trends over time that could help explain the health outcomes and 

healthcare experiences of this population.

Conclusion

This study examined the health profile and healthcare experiences among the largest 

Cambodian community in the US. The results suggested that although the majority of 

Cambodian Americans reported positive perceptions of their experience with the healthcare 

system, their health outcomes and health behaviors were far from optimal and placed them 

at risk for developing a myriad of chronic diseases. There is a need for more health 

promotion research and programs differentiating the various Asian American ethnic 

subgroups, particularly in light of the heterogeneity within their pre and post immigration 

circumstances that might make some people more vulnerable to poor health outcomes than 

others.
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Table 1.

Sociodemographic Characteristics of Cambodian Americans (N=308)

Cambodian American

Refugee (N=209) Immigrant (N=99)

Mean (S.D) Mean (S.D) t [95% Confidence Interval of Difference]

Current Age, years 59.1 (10.4) 56.5 (13.0) 1.7 [−5.6, 0.4]

Age at US Entry, years 28.8 (10.2) 48.7 (12.6) −13.6 [17.06, 22.8]

Household size, average number of people 3.7 (3.1) 4.2 (3.2) −1.9 [−.007, 1.0]

% % χ2, p-value

Gender, % Female 69.5% 66.7 % .23, =0.63

Marital Status, % 14.6, =0.002

 Married/Marital-like Relationship 37.7 59.6

 Divorced/Separated 32.4 16.2

 Widowed 19.8 17.2

 Never Married 10.1 7.1

Education Level, % Less than High School 74.0 61.2 5.2, =0.02

Household Income, % Less than $29,000 89.5 94.3 2.2, =0.16

Employment Status, %

 Full-time 3.4 10.2 38.7, =0.000

 Part-time 11.5 20.4

 Homemaker/keeping house/retired 46.2 51.1

 Not Employed, looking for work 7.7 13.3

 Student 0.5 1.0

 Disabled 30.2 2.0

 Other 0.5 2.0

Buddhist Religious Affiliation, % yes 82.7 95.0 8.6, =0.003

Receive Food Stamps Program, % yes 42.6 18.9 5.3, =0.02

Note. Removed the 22 Cambodian Americans that were born in the U.S. from all analyses.

J Immigr Minor Health. Author manuscript; available in PMC 2020 April 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Sharif et al. Page 15

Ta
b

le
 2

.

H
ea

lth
 P

ro
fi

le
 o

f 
C

am
bo

di
an

 A
m

er
ic

an
s 

(N
=

30
8)

C
am

bo
di

an
 A

m
er

ic
an

R
ef

ug
ee

 (
N

=2
09

)
Im

m
ig

ra
nt

 (
N

=9
9)

U
na

dj
us

te
d 

M
ea

n 
(S

D
)

U
na

dj
us

te
d 

M
ea

n 
(S

D
)

M
ea

n 
D

if
fe

re
nc

e 
of

 E
st

im
at

ed
 M

ar
gi

na
l M

ea
ns

 (
SE

) 
†

F
 (

df
),

 p
-v

al
ue

‡

 
H

ea
lt

h 
P

ro
fi

le
:

Q
ua

lit
y 

of
 L

if
e,

 0
=

w
or

st
; 1

00
=

be
st

 
Ph

ys
ic

al
 F

un
ct

io
ni

ng
58

.6
 (

25
.7

)*
68

.2
 (

23
.8

)
−

17
.2

 (
4.

3)
16

.2
 (

1,
30

0)
, <

0.
00

1

 
B

od
ily

 P
ai

n
48

.3
 (

26
.7

)*
57

.3
 (

25
.9

)
−

6.
3 

(4
.4

)
2.

0 
(1

,3
00

),
 =

0.
16

 
R

ol
e 

lim
ita

tio
ns

-p
hy

si
ca

l h
ea

lth
47

.3
 (

27
.6

)*
60

.7
 (

26
.0

)
−

14
.4

 (
4.

5)
10

.0
 (

1,
 2

98
),

 =
0.

00
2

 
R

ol
e 

lim
ita

tio
ns

- p
er

so
na

l/e
m

ot
io

na
l

47
.3

 (
29

.5
)*

58
.5

 (
28

.2
)

−
12

.9
 (

4.
9)

6.
9 

(1
, 2

97
),

 =
0.

00
9

 
E

m
ot

io
na

l w
el

l-
be

in
g

48
.7

 (
23

.0
)*

57
.9

 (
20

.6
)

−
1.

8 
(3

.8
)

0.
2 

(1
, 2

98
),

 0
.6

3

 
So

ci
al

 fu
nc

tio
ni

ng
50

.8
 (

26
.2

)*
63

.8
 (

25
.7

)
−

5.
2 

(4
.5

)
3.

8 
(1

,3
00

),
 =

0.
05

 
E

ne
rg

y/
fa

tig
ue

41
.8

 (
20

.0
)*

49
.7

 (
18

.0
)

−
6.

1 
(3

.3
)

2.
4 

(1
,2

99
),

 =
0.

12

 
G

en
er

al
 h

ea
lth

 p
er

ce
pt

io
ns

28
.6

 (
21

.0
)*

38
.3

 (
21

.9
)

−
6.

8 
(3

.6
)

2.
9 

(1
,3

03
),

 =
0.

09

Se
lf

-R
at

ed
 H

ea
lt

h,
 0

=
w

or
st

; 1
00

=
be

st
18

.2
 (

16
.8

)*
21

.7
 (

13
.7

)
−

6.
8 

(2
.5

)
6.

3 
(1

, 3
00

),
 =

0.
01

W
ei

gh
t 

St
at

us
, %

 o
ve

rw
ei

gh
t/o

be
se

63
.7

(4
8.

2)
54

.4
 (

50
.1

)
12

.7
 (

8.
9)

2.
0 

(1
, 2

77
),

 =
0.

16

D
ia

be
te

s,
 %

 y
es

27
.8

 (
45

.0
)

25
.5

 (
43

.8
)

20
.2

 (
7.

7)
6.

9 
(1

,3
01

),
 =

0.
00

9

C
ar

di
ov

as
cu

la
r 

D
is

ea
se

 R
is

k,
 %

 y
es

 
H

ea
rt

 C
on

di
tio

n
11

.0
 (

37
.0

)*
2.

0 
(1

4.
1)

13
.3

 (
5.

5)
5.

9 
(1

, 3
03

),
 =

0.
02

 
H

yp
er

te
ns

io
n

47
.4

 (
50

.1
)

40
.4

 (
49

.3
)

22
.2

 (
8.

6)
6.

5 
(1

, 3
03

),
 =

0.
01

 
D

ys
lip

id
em

ia
47

.3
 (

50
.1

)
42

.4
 (

49
.7

)
12

.7
 (

8.
7)

2.
1 

(1
, 3

03
),

 =
0.

15

H
ea

lt
h 

B
eh

av
io

r 
P

ro
fi

le
:

A
lc

oh
ol

 C
on

su
m

pt
io

n,
 %

 y
es

 
H

ad
 a

 d
ri

nk
 in

 th
e 

pa
st

 3
0 

da
ys

8.
3 

(2
7.

7)
5.

1 
(2

2.
0)

−
1.

5 
(4

.6
)

.1
1 

(1
,2

98
),

 =
0.

74

G
am

bl
in

g 
A

ct
iv

it
y,

 %
 y

es

 
L

os
t m

or
e 

th
an

 $
10

0 
in

 a
 y

ea
r b

ec
au

se
 o

f g
am

bl
in

g
29

.4
 (

45
.7

)*
9.

2 
(2

9.
0)

20
.5

 (
7.

2)
8.

2 
(1

, 2
90

),
 =

0.
00

4

 
Pa

th
ol

og
ic

al
 g

am
bl

in
g

5.
6 

(2
3.

1)
*

0.
0 

(0
.0

)
3.

9 
(3

.3
)

1.
4 

(1
, 2

89
),

 p
=

0.
24

P
hy

si
ca

l A
ct

iv
it

y,
 %

 y
es

J Immigr Minor Health. Author manuscript; available in PMC 2020 April 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Sharif et al. Page 16

C
am

bo
di

an
 A

m
er

ic
an

R
ef

ug
ee

 (
N

=2
09

)
Im

m
ig

ra
nt

 (
N

=9
9)

U
na

dj
us

te
d 

M
ea

n 
(S

D
)

U
na

dj
us

te
d 

M
ea

n 
(S

D
)

M
ea

n 
D

if
fe

re
nc

e 
of

 E
st

im
at

ed
 M

ar
gi

na
l M

ea
ns

 (
SE

) 
†

F
 (

df
),

 p
-v

al
ue

‡

 
15

0 
m

in
ut

es
 p

er
 w

ee
k 

of
 m

od
er

at
e 

ph
ys

ic
al

 a
ct

iv
ity

27
.7

 (
44

.8
)*

44
.3

 (
50

.0
)

2.
6 

(8
.1

)
.0

9 
(1

, 3
01

),
 =

0.
76

 
75

 m
in

ut
es

 p
er

 w
ee

k 
of

 v
ig

or
ou

s 
ph

ys
ic

al
 a

ct
iv

ity
5.

3 
(2

2.
5)

8.
1 

(2
7.

4)
1.

3 
(4

.2
)

.0
9 

(1
, 3

01
),

 =
0.

76

 
C

D
C

 re
co

m
m

en
da

tio
n 

fo
r p

hy
si

ca
l a

ct
iv

ity
30

.7
 (

46
.3

)*
45

.4
 (

50
.0

)
5.

9 
(8

.3
)

.5
1 

(1
, 2

97
),

 =
0.

48

† T
he

 m
ea

n 
di

ff
er

en
ce

 b
et

w
ee

n 
th

e 
es

tim
at

ed
 m

ar
gi

na
l m

ea
ns

 f
or

 im
m

ig
ra

tio
n 

st
at

us
 (

im
m

ig
ra

nt
 v

s.
 r

ef
ug

ee
) 

fo
r 

ea
ch

 o
ut

co
m

e 
w

as
 c

al
cu

la
te

d 
us

in
g 

an
 A

N
C

O
V

A
 m

od
el

 th
at

 in
cl

ud
ed

 a
ge

 a
t i

m
m

ig
ra

tio
n 

to
 

U
S,

 e
du

ca
tio

na
l a

tta
in

m
en

t, 
an

d 
cl

in
ic

 lo
ca

tio
n 

at
 w

hi
ch

 p
at

ie
nt

 r
ec

ei
ve

d 
ca

re
 a

s 
co

va
ri

at
es

.

‡ F-
st

at
is

tic
 f

or
 th

e 
co

m
pa

ri
so

n 
of

 C
am

bo
di

an
 A

m
er

ic
an

s 
ca

te
go

ri
ze

d 
as

 r
ef

ug
ee

s 
vs

. i
m

m
ig

ra
nt

s.

* p≤
0.

05

J Immigr Minor Health. Author manuscript; available in PMC 2020 April 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Sharif et al. Page 17

Ta
b

le
 3

.

Pa
tie

nt
-P

ro
vi

de
r 

R
el

at
io

ns
hi

p 
an

d 
Q

ua
lit

y 
of

 C
ar

e 
of

 C
am

bo
di

an
 A

m
er

ic
an

s 
(N

=
30

8)

C
am

bo
di

an
 A

m
er

ic
an

R
ef

ug
ee

 (
N

=2
09

)
Im

m
ig

ra
nt

 (
N

=9
9)

U
na

dj
us

te
d 

M
ea

n 
(S

D
)

U
na

dj
us

te
d 

M
ea

n 
(S

D
)

M
ea

n 
D

if
fe

re
nc

e 
of

 E
st

im
at

ed
 M

ar
gi

na
l 

M
ea

ns
 (

SE
)†

F
 (

df
),

 p
-v

al
ue

‡

D
if

fi
cu

lt
y 

sp
ea

ki
ng

 o
r 

un
de

rs
ta

nd
in

g 
pr

ov
id

er
 b

ec
au

se
 o

f 
la

ng
ua

ge
2.

0 
(1

.6
)*

3.
1 

(1
.7

)
−

0.
4 

(0
.2

)
2.

9 
(1

, 2
98

),
 =

0.
09

N
ee

d 
fo

r 
in

te
rp

re
te

r
2.

1 
(1

.6
)*

3.
4 

(1
.7

)
−

0.
5 

(0
.2

)
4.

6 
(1

, 2
96

),
 =

0.
03

T
ru

st
 in

 h
ea

lt
hc

ar
e 

pr
ov

id
er

4.
4 

(0
.5

)
4.

3 
(0

.6
)

0.
1 

(0
.9

)
2.

3 
(1

, 2
99

),
 =

0.
13

Q
ua

lit
y 

of
 c

ar
e

4.
1 

(0
.7

)
4.

0 
(0

.8
)

−
0.

1 
(0

.1
)

0.
3 

(1
, 3

00
),

 =
 0

.5
6

P
er

ce
iv

ed
 D

is
cr

im
in

at
io

n

 
A

bi
lit

y 
to

 s
pe

ak
 E

ng
lis

h
1.

2 
(0

.7
)

1.
4 

(0
.8

)
−

0.
3 

(0
.1

)
6.

2 
(1

, 3
00

),
 =

 0
.0

1

 
H

ea
lth

 in
su

ra
nc

e 
st

at
us

1.
2 

(0
.6

)
1.

2 
(0

.5
)

−
0.

1 
(0

.1
)

0.
4 

(1
, 3

00
),

 =
0.

52

 
R

ac
ia

l/e
th

ni
c 

ba
ck

gr
ou

nd
1.

1 
(0

.6
)

1.
2 

(0
.6

)
−

0.
2 

(0
.1

)
2.

3 
(1

,3
00

),
 =

0.
09

† T
he

 m
ea

n 
di

ff
er

en
ce

 b
et

w
ee

n 
th

e 
es

tim
at

ed
 m

ar
gi

na
l m

ea
ns

 f
or

 im
m

ig
ra

tio
n 

st
at

us
 (

im
m

ig
ra

nt
 v

s.
 r

ef
ug

ee
) 

fo
r 

ea
ch

 o
ut

co
m

e 
w

as
 c

al
cu

la
te

d 
us

in
g 

an
 A

N
C

O
V

A
 m

od
el

 th
at

 in
cl

ud
ed

 a
ge

 a
t i

m
m

ig
ra

tio
n 

to
 

U
S,

 e
du

ca
tio

na
l a

tta
in

m
en

t, 
an

d 
cl

in
ic

 lo
ca

tio
n 

at
 w

hi
ch

 p
at

ie
nt

 r
ec

ei
ve

d 
ca

re
 a

s 
co

va
ri

at
es

.

‡ F-
st

at
is

tic
 f

or
 th

e 
co

m
pa

ri
so

n 
of

 C
am

bo
di

an
 A

m
er

ic
an

s 
ca

te
go

ri
ze

d 
as

 r
ef

ug
ee

s 
vs

. i
m

m
ig

ra
nt

s.

* p≤
0.

05

J Immigr Minor Health. Author manuscript; available in PMC 2020 April 01.


	Abstract
	INTRODUCTION
	Methods
	Sampling Design and Data Collection
	Socio-demographics
	Health-Related Quality of Life
	General Health
	Health Behaviors
	Patient-Provider Relationship Trust and Perceived Quality of Care
	Analytic Plan

	Results
	Discussion
	Conclusion
	References
	Table 1.
	Table 2.
	Table 3.



